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Presentation
 

Improving the care provided in the mental health field in Spain is one of the 
strategy objectives of the Ministry of Health, Social Policy and Equality. 
Thus, the project of preparing the Mental Health Strategy for the entire 
National Health System as a whole was undertaken toward the end of 2004. 

For this purpose, the professional associations and civil association 
directly interested in Mental Health and the Autonomous Communities 
were called upon by the National Health System Quality Agency to take 
part for this purpose.The result of the concerted endeavor of all thereof was 
the Mental Health Strategy of the Spanish National Health System, of which 
approval was rendered by a unanimous vote in favor thereof by the Nation­
al Health System Inter-territorial Council on December 11, 2006, it being set 
forth that an initial evaluation be conducted two years immediately subse­
quent to the approval thereof. 

The evaluation thereof now having been conducted, the New Strategy 
for the 2009-2013 period is presented herein.This document includes a sum­
marized version of the results of the evaluation, which, in conjunction with 
the information on technical and scientific findings published over the past 
few years, have made it possible to revise the initial proposal of this Strate­
gy, to amend or eliminate some objectives and to add yet others. 

This Strategy, as a dynamic process of an undefined time frame has 
become a reference point of authority and scientific prestige in both nation­
al and international discussion forums concerning mental health-related 
matters. The work done must also be valued due to the consolidation of a 
team, the Monitoring and Evaluation Committee, which has shown itself to 
be coherent and motivated for supervising and fostering the development of 
this Strategy, making this Committee into a working team capable of spear­
heading the modernization of the mental health system in our country. 

I would like to express my sincerest appreciation to all those who have 
contributed to making this Strategy a reality, for all their efforts and valu­
able contribution to the continuing improvement of the care with which our 
citizens are provided in the field of mental health. 

Leire Pajín Iraola 
Minister of Health, Social Policy and Equality 
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Introduction
 

The Mental Health Strategy was approved by the National Health System 
Inter-territorial Council(CISNS) in December 2006. The Monitoring and 
Evaluation Committee (CSE) has worked on the implementation and 
improvement thereof. This Committee brings together the Institutional 
Committee (IC) and the Technical Committee (TC) which were those who 
took part in preparing the Strategy in 2006. 

The scientific coordinator for this strategy is Dr Manuel Gómez 
Beneyto. 

The functions of these Committees are as follows: 
•	 Institutional Committee: Assess the fittingness and feasibility of the 

objectives put forth in the Strategy. This Committee is comprised of 
representatives from all of the Autonomous Communities and 
INGESA (Ceuta and Melilla), the Directorate General of Prison 
Institutions and, on the part of the Ministry of Health and Social Pol­
icy, the Quality Agency, Directorate General of Cohesion, Institute 
for the Elderly and Social Services (IMSERSO) and the Central 
Government Delegation for the National Plan on Drugs. 

•	 Technical Committee: In charge of preparing the draft objectives 
and the resulting recommendations for taking action to achieve the 
same whilst also having made improvements and/or changes based 
on the most recent scientific evidence.This Committee is comprised 
of representatives from scientific societies, patients’ and family 
members’ associations and independent experts appointed by the 
Ministry of Health and Social Policy. 

The National Health System Quality Agency has been in charge of fur­
nishing, through the Health Planning and Quality Office with the collabora­
tion of the Health Information Institute, the necessary technical, logistic and 
administrative support in order for the duties of the Monitoring and Evalu­
ation Committee to be performed and carried out properly. 

Evaluation Report 

The Monitoring and Evaluation Committee prepared a questionnaire 
for the purpose of collecting the data to make it possible to evaluate the 
degree, to which the objectives for which there was no quantitative indica­
tor are being met on the part of the Autonomous Communities. 
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The information necessary for evaluating the Strategy objectives was 
furnished mainly by the Autonomous Communities and by the Ministry of 
Health and Social Policy. 

Based on the information provided by the Autonomous Communities, 
work was then begun on preparing the evaluation report, which, in conjunc­
tion with the data collected by all of the other sources of information, was pre­
sented and debated by the CSE members in March 2009. Changes, deletions 
or incorporations of new objectives and recommendations were suggested in 
addition to two Annexes (ANNEXES I and II) having been added, specify­
ing the quality criteria both in Promotion and Prevention and in Psychother-
apy.The CISNS approved the Strategy Evaluation Report in October 2009. It 
must be recognized that the short length of time to which the data collected 
refer for the evaluation of the 10 general objectives and the 45 specific objec­
tives make it impossible for information differing greatly from that presented 
in the initial strategy from being presented on the evolution of the mental 
health of the population, this information however will serve as a basis of 
comparison for the following evaluations of this Strategy. 

Updating of the 2009-2013 Mental Health Strategy 

This document includes: 
1.	 New scientific evidence which has become available since the 

approval of the Strategy: epidemiological, scientific and technical 
studies related to the mental health of Spain’s population published 
within the 2007-2009 time period. This knowledge resulting from 
models and examples which have been put into practice has been 
included in this revision, even though they were not to have been 
published, provided that they were pertinent for the revision of any 
of the objectives of the Strategy and that they had been in use long 
enough to prove their usefulness. 

2.	 Analysis of the results of the evaluation: A brief extract is included 
in the situation analysis of each line of strategy concerning the 
results of the evaluation so as to thus show the overall status of the 
implementation of the objectives. The evaluation summary was 
published in both Castilian Spanish and English: 
http://www.msc.es/organizacion/sns/planCalidadSNS/pdf/excelen­
cia/Resumen_Evaluacion.pdf 
http://www.msc.es/organizacion/sns/planCalidadSNS/pdf/excelen­
cia/Resumen_Evaluacion_eng.pdf 

3.	 Examples of good practices: Examples have been compiled of good 
practices developed within the Spanish context which have shown 
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themselves to be efficacious and effective, these good practices 
being available at: 
http://www.mspsi.es/organizacion/sns/planCalidadSNS/pdf/Bue­
nas_practicas_2009_2013.pdf. 

4.	 Redefining and suggesting new objectives and recommendations: 
Regarding which a consensus was reached by the CSE in March 
2009 and approval of which was rendered by the plenary meeting 
of the CISNS in October 2009. 

5.	 Indicators: The indicators currently approved and pending review 
by the CSE evaluating group have been included. 
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1.  Situation analysis 

1.1.   Principles and values 

Included hereunder are the main principles and values of the community 
model of mental health care set out in the first edition of this strategy and 
on which the Strategy is based, supported by the General Health Law (1986) 
and by the Ministerial Commission for Psychiatric Reform (1985)1-9. 

Autonomy 

Ability of the service to respect and promote the independence and self-suf­
ficiency of individuals. 

Continuity 

Ability of the care-providing network to provide treatment, rehabilitation, 
care and support on an uninterrupted basis on a lifelong basis (longitudinal 
continuity) and coherently, among the services of which they are comprised 
(transversal continuity). 

Accessibility 
Ability of a service to provide care to the patients and the family members 
thereof when and where they need it. 

Comprehensiveness 

Implementation of all the basic facilities of a service in each health district. 
Recognition and realization of the right to receive care within the full range 
of needs caused by the mental disorder in question. 

Equity 

Distribution of the health and social resources of adequate quality and pro­
portional in quantity to the needs of the population in accordance with 
explicit, rational criteria. 
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Personal recovery
 

Includes the recovery of health in the strict sense and of the consciousness 
of citizenship despite the disability caused by the disorder in question. 

Accountability 

Recognition on the part of the health institutions of their responsibility to 
patients, family members and the community. 

Quality 

Characteristic of the services which is aimed at continuously heightening the 
probability of achieving the desired outcomes by using tested procedures. 

1.2.  Epidemiology 

The section includes the new epidemiological information which has come 
out since the Strategy was published in 2006 and is rounded out with the 
results of the evaluations commented upon in the situation analysis of the 
lines of strategy. 

Prevalence 

In Spain, a number of studies have been conducted for the purpose of eval­
uating the prevalence of mental disorders, one of the most outstanding of 
which is Spain’s participation in the ESEMeD (European Study on the Epi­
demiology of Mental Disorders), a study of a diagnostic nature in which it is 
estimated that 19.5% of the people in Spain have had some mental disorder 
at some time in their lives (prevalence-life), 15.7% of the males and 22.9% 
of the females. In relation to the prevalence within the 12 months immedi­
ately prior to the study having been conducted (prevalence-year), a total of 
8.4% of the population showed some mental disorder, 5.2% in males and 
11.4% in females10. 

The prevalence of poor mental health in Spain resulting from the 
analysis of the National Health Survey for 2006 was of 21.5% among 
those surveyed, being higher among the females (27%) than among the 
males (15.7%), increasing with age, mainly among the individuals above 
65 years of age, both in male (20.5%) and in females (36,0%)11. This study 
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finds significant differences among Autonomous Communities with 
regard to the prevalence of poor mental health, which could be related to 
characteristics such as the socioeconomic level, the educational level, the 
immigration and unemployment rates and also to the unequal degree to 
which the psychiatric reform has been further expanded upon in the dif­
ferent Autonomous Communities. No significant differences have been 
found in the prevalence of poor mental health depending on whether liv­
ing in urban or rural areas11. One must bear in mind in this regard that 
the population is expected to be aging over the upcoming years, the high­
est population increase would be taking place in those over 64 years of 
age, with a growth of 1.29 million individuals (16.9%) within the next ten 
years (2009-2019)12. In reference to this age range, it is estimated that the 
prevalence of illness will reach 10-12% of the cases, being even greater 
among the patients institutionalized in residence facilities and those hos­
pitalized13. 

The prevalence of poor mental health is greater among females of 
more highly disadvantaged social classes and among males and females who 
have lower educational levels. A total of 32% of the females who have an 
elementary school education have poor mental health. With regard to mar­
ital status, widowed, legally separated and divorced persons are found to 
have worse mental health.The fact of being a female and an immigrant from 
developing countries is related to a higher prevalence of poor mental health 
(29.5%). However, the immigrants from developed countries or from the 
European Union have better mental health that those persons native to 
Spain. 

In relation to the working conditions, those individuals who are on 
leave from work are found to show a higher prevalence of poor mental 
health, following by those individuals who are unemployed (37.6% among 
the retired females or pensioners). It has been suggested that, in a situation 
of a long-term economic depression, it is probable to find higher rates of 
alcoholism and drug addiction, depression, suicide and other mental health 
problems, both in industrialized countries as well as in the less developed 
countries the social class likewise has a major influence on the risk of hav­
ing mental disorders14. The unemployment rate in Spain showed a growing 
trend as of the first quarter of 2007 up to the first quarter of 2010, totaling 
20.05% of the working-age population. 

A high prevalence of poor mental health is also noted among those 
individuals who are limited with regard to performing their everyday activ­
ities. In addition thereto, the causes of these limitations are due to mental 
health and/or physical problems, which heightens the negative impact in 
terms of disability of the mental health problems in the day-to-day lives of 
these individuals15,16. It is important to take into account the high degree of 

MENTAL HEALTH STRATEGY OF THE SPANISH NATIONAL HEALTH SYSTEM. 2009-2013 17 



comorbidity between physical health problems and mental disorders, which 
orients the need of carrying out interventions targeting both the physical 
and mental health of individuals17. 

Lastly, worth of special mention is the fact that there are no significant 
differences in the prevalence of poor mental health among those individu­
als who live in urban areas and those who live in rural areas. These results 
differ from prior studies in which a greater prevalence of poor mental health 
was found in urban areas18. 

Estimate of overall burden and costs associated with 
the treatment of mental disorders 

Within these last two years, numerous studies have been published 
on healthcare spending generates by the care provided for mental disor­
ders. Approximately 14% of the overall burden of illnesses worldwide 
may be attributed to neuropsychiatric disorders, most of which are due to 
illnesses of a chronic nature, such as, for example, depression15. Among 
non-fatal illnesses, depression is the greatest cause of years lived with a 
disability16. 

In the twelve-month European prospective study in which Granada 
took part, an analysis is made of the direct costs generated by way of the 
care provided for individuals diagnosed with schizophrenia. The costs of 
medication were relatively uniform from one country to another, but the 
costs of non-pharmacological care showed quite remarkable differences, 
ranging from 2,958€ in Granada up to 36,978€ Switzerland. The costs were 
associated more with the locations than with the characteristics of the disor­
der in question20. 

A population-based prospective study conducted in Catalonia on 
4,572 individuals diagnosed with depression for the purpose of comparing 
the expenses generated by the patients who went into remission as com­
pared to those who failed to do so, revealed that the health care costs totaled 
1,874€, of which 1,100€ was for primary care and 774€ for specialized care, 
the loss of productivity having been calculated at 3,890€ and the total health 
care and non-health care costs having amounted to 5,764€21. 

1.3.   Regulatory framework 

As of the publication of the Strategy, some regulatory changes have taken 
place within the European, national and AC realms. These changes main­
ly have a bearing on the issues of addictions, dependence and non-discrim­
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inatory access to jobs on the part of persons who have mental health prob­
lems. Special mention must be made of the importance of Law 39/2006 of 
December 14th on the “Promotion of Personal Autonomy and Care for 
Persons in a Situation of Dependence”, which was enacted with the aim of 
serving as the fourth pillar of the Welfare State and which provides a 
response to some of the objectives set forth under the Strategy. The CA 
have also drafted regulations concerning aspects of governing mental 
health services, true equality, prevention of gender violence, rights and 
obligations of those making use of mental health services, subsidies, etc. 
The compiled substance of the regulations published since 2006 regarding 
mental health can be accessed at: 
http://www.mspsi.es/organizacion/sns/planCalidadSNS/pdf/Normativa.pdf 

1.4.   International framework 

The Ministry of Health and Social Policy maintains a close cooperating rela­
tionship with international organizations which deal with mental health in 
programs and projects related to the objectives of this Strategy. 

The World Health Organization (WHO) 

The Helsinki Declaration22 and the Plan for Action, agreed by all of the 
Ministers of Health of the European Region of the WHO in 2005 involves 
a project of systematically evaluating the implementation thereof in the 
signing countries. The WHO is spearheading this monitoring process and 
therefore set up a panel of experts, in which MSPS is taking active part, for 
the purpose of developing a tool, by way of a set of strategic indicators, 
which will afford the possibility of following the progress of this Plan. 

The WHO proposed the preparation of a self-evaluation tool which 
could be used by each one of the countries, thus making it possible for a 
domestic record to be kept. This thus eliminates the differences in lan­
guage, concepts and methods which hinder comparisons being drawn, 
just as was revealed in the WHO report on “European Policies and Prac­
tices in Mental Health”23. The European Foundation for Quality Man­
agement (EFQM) was selected as the model for developing this tool, due 
to the ability thereof of identifying areas for improvement, flexibility 
and adaptability to the specific conditions of each country. The working 
group is adapting this model to the mental health services from the 
standpoint of the Helsinki Plan for Action and is expected to fully com­
plete its work in 2010. 
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The Council of Europe 

The Council of Europe (COE) has as its mission the defense of human 
rights, pluralist democracy and the rule of law, as well as that of promoting 
awareness and encouraging the development of Europe’s cultural identity 
among all of the citizens of this continent. 

Three agreements signed by Spain are of particular interest for mental 
health: 

•	 European Convention on Human Rights 195024. 

•	 European Convention for the Prevention of Torture25, by virtue of 
which the European Committee for the Prevention of Torture 
(CPT) was formed and conducts random inspections regarding the 
treatment given to individuals in a situation of deprivation of their 
freedom, which includes individuals confined for mental health­
related reasons, and recommending measures which must be adopt­
ed with a view to bolstering their protection. 

•	 Convention on Human Rights and Biomedicine (Oviedo Conven­
tion)26. 

Rights of persons who have mental health disorders. 
A reference tool 
The Council of Europe Committee of Ministers rendered approval in 2004 
of Recommendation 2004 REC (2004)27 regarding the safeguarding of the 
dignity and human rights of the persons who have mental disorders. 

By order of the European Health Committee, a Panel of Mental 
Health Experts was formed in October 2006 with the mission of creating 
an instrument which would be supplementary to the documents generat­
ed by the WHO (Helsinki documents) and the European Commission 
(Green Paper, subsequently European Pact) and must have as the object 
thereof that of keeping watch over the rights of those persons who have 
mental health disorders. MSPS undertook the COE’s the endeavor com­
mended thereto of compiling and checking the coherence of all of the rec­
ommendations and provisions given out by different COE bodies and by 
other international agencies28. This tool checks to ensure the degree to 
which compliance is rendered with Regulation REC (2004)27 and was 
adopted, by consensus of the ministerial representatives, in May 2009 
(this instrument has been translated into Castilian Spanish29). In 2009, 
the Council of Europe conducted a survey for the purpose of evaluating 
the repercussion of this instrument, the findings of which have not yet 
been published. 

20	 HEALTH 



Organization for Economic Co-operation and Devel­
opment (OECD) 
The HCQI Project 

The HCQI (Health Care Quality Indicators) Project is a project for 
developing quality indicators in health care. In 2007, the Health Committee 
of the Directorate for Employment, Labor and Social Security of the OECD 
published the report “Health at a Glance 2007” (Health Panorama 2007 
OECD Report) with indicators on structure, costs, childhood mortality, 
avoidable death and quality. For preparing the 2009 report, the decision was 
made to develop new indicators regarding aspects not included in the previ­
ous report, such as mental health, security, promotion, prevention, primary 
care and patient experience. For this purpose, the Panel of Mental Health 
Experts was formed, being comprised of several countries (Australia, Cana-
da, Czech Republic, Denmark, Finland, France, Germany, Holland, Hun­
gary, Iceland, Italy, New Zealand, Norway, Poland, Portugal, Slovakia, South 
Korea, Spain, Sweden, Turkey, the United Kingdom and the United States). 
After having prepared an ample repository of indicators, having conducted 
a survey of the member states, assessing the difficulties involved in obtain­
ing mental health indicators due to the non-existence thereof or to variabil­
ity of the sources of data, and carrying out a pilot test, the number of 
indicators which would afford the possibility of drawing comparisons have 
been limited to two in number: 

1) Unplanned readmission rate (within the 30 days immediately fol­
lowing release) in patients diagnosed with a schizophrenic disorder 

2) Unplanned readmission rate (within the 30 days immediately fol­
lowing release) in patients with bipolar disorder 

The data collected in the pilot experience was found to be debatable. 
The highest readmission rate was that of the Scandinavian countries, Spain 
having been the country with a lower readmission rate (on completing the 
“Health at a Glance 2009” study, the United Kingdom and Slovakia, not 
included in the pilot study, turned out to have even lower rates). In this 
group, different explanations were evaluated: that the countries with lower 
rates did not take in all of the readmissions, that on there being no one sin­
gle identifier, they collected the data attributing it to different patients, that 
the countries with a large number of readmissions were artificially dividing 
the admissions for reasons of spending, etc. 

Health at a Glance 2009: An interpretation from Spain30,31 

The final text has two aspects which are particularly relevant for mental 
health in general and for mental health care in Spain in particular. One is 
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the fact of using quality indicators in the care provided in mental health.The 
other has to do with human resources in which an analysis is made of the 
ratio of the number of psychiatrists per 100,000 inhabitants in 27 countries, 
the average for the OECD being 15 psychiatrists, Spain being ranked 24th 

with 8 psychiatrists / 100,000 inhabitants. As is indicated at a further point 
in the results of the evaluation, these ratios must be analyzed taking into 
account other factors, and the OECD proper makes special mention of 
Spain’s vast primary care network. 

European Commission: The European Pact for 
Mental Health and Well-Being 

As a result of the Helsinki Declaration and Plan for Action22, the European 
Commission was of the opinion that the European Union Member States 
ought to undertake joint lines of work and action which would afford the pos­
sibility of developing the Helsinki contents and of synchronizing actions and 
strategies. All of this was set out in the “Green Paper on Mental Health in 
Europe” project. Improving the mental health of the population – Towards a 
strategy for mental health in the European Union”32. 

The European Pact for Mental Health and Well-Being was the propos­
al for continuing the Green Paper. It was on the basis of the document for 
the preparation thereof that the Pact was drafted which the European Com­
missioner for Health, in conjunction with the European Commissioner for 
Employment, Social Affairs and Equal Opportunities launched as an inter­
sectorial declaration regarding the mental health actions in Europe at the 
High-Level Conference “Together for Mental Health and Well-Being”. 

This Pact has to do with five top-priority areas based on five consensus 
documents, which are: 

• Mental health among young people and in education 
• Prevention of suicide and depression 
• Mental health in the working environment 
• Mental health of the elderly 
• Combating stigma and social exclusion 
The objectives of this Pact are to support and inform the Member 

States and other interested stakeholders and to promote the best practices, 
to foster actions being carried out to deal with the main challenges involv­
ing mental health and to lessen social inequalities. 

On January 18, 2009, the European Parliament passed resolution 
2008/2009 (Report A6-0034/2009) in which the postulates and proposals of 
the Pact were undertaken, as well as a number of calls to carry out actions 
regarding mental health at both the national as well as the European level 

22 HEALTH 



(http://www.ec-mental-health-process.net/implemen0tation.html#01). This 
Pact is currently in the stage of being implemented, one of the aspects of 
most outstanding important of which is that of the holding of five theme­
based conferences on each one of the top-priority areas: 

1.	 Promotion of Mental Health and Well-Being of Children and 
Young People. September 29-30, 2009, Stockholm, during the 
Swedish Presidency of the EU33-35. 

2.	 Prevention of Suicide and Depression. December 10-11, 2009, in 
Budapest, organized by the Hungarian Ministry of Health36, 37. 

3.	 The Mental Health of the Elderly, Madrid, June 28-29, during 
Spain’s Presidency of the EU. 

4.	 Combating Stigma and Improving Social Inclusion, Lisbon, 
November 15-16, 2010, organized by Portugal’s Ministry of Health. 

5.	 Mental Health at the Workplace, Berlin, March 2011, organized by 
Germany’s Ministry of Labor and Social Affairs and Ministry of 
Health. 

EU-Compass38 

To facilitate and encourage the sharing and assimilation of good practices in 
all of the Member States, the Commission has designed the “EU-Compass”, 
an online resource which is aimed at being an open, dynamic working tool 
which will provide an array of documents, declarations, good practices and 
policies for improving and promoting mental health and well-being. 
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2.   Strategy line execution 

Strategy line or line of strategy 1. 
Promotion of the mental health of the 
population, prevention of mental illness and 
eradication of the stigma associated with 
persons who have mental disorders 

Situation analysis of mental health promotion 
Positive Mental Health in Spain’s population 
The positive dimension of mental health refers to the concept of well-being 
and to the abilities of adapting to adversity, encompassing self-esteem, self­
control, optimism and the sense of coherence. Mental health is the basis for 
the well-being and emotional functioning of an individual and a communi­
ty, being much more than the absence of illness, given that it has a value in 
itself (WHO, 2001). The degree of mental health is related to the ability to 
deal with and overcome the adversities in life without losing one’s mental 
balance. This ability depends on personal factors and on the sociocultural 
and economic context. 

For evaluating the mental health of the population within the context of 
the Strategy, two variables were selected from Spain’s National Health Survey 
for 2006 (ENSE 2006) which are highly correlated with the ability to cope 
with stress and therefore with one’s positive mental health, “the perceived 
social support” (which is measured by means of the Duke-UNC question­
naire) and “the family function” (which is measured with APGAR). Both of 
these tools have been adapted and validated in Spain’s population39, 40. 
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Fig. 1. Percentage of individuals who consider themselves to have a low degree 
of social support 

Source. 2006 National Health Survey. Ministry of Health and Social Policy 

The term “social and family support” is understood as being the result of 
the interaction among individuals in terms of the degree of help perceived in 
the emotional, informative, functional and material aspects. Generally speak­
ing, the perception of a low degree of social support advances with age. 

The older the age, the greater the differential between males and 
females, the females being those who, in all of the groups, with the exception 
of the young people within the 16-24 age range – perceive a lesser degree of 
social support. So state 4.3% of the males and 5.5% of the females aged 75 
and older, these being the highest figures. 

As far as family functioning is concerned, the APGAR questionnaire 
measures the components of family functionality with regard adaptability, 
cooperation, development, affectivity and problem-solving ability. The 
results show quite positive scores, a total of 93.4% of Spain’s population 
stating having what they consider to be a normally-functioning family, there 
being very little difference between males and females or from one 
Autonomous Community to another. 

Health promotion programs 
Practically all of the AC have incorporated promotion programs into their men­
tal health plans. More than thirty-four thousand interventions have been carried 
out in elderly persons, adolescents and ethnic minorities, some of which have 
been direct and others through the media. Only a very few of these programs 
and interventions have been evaluated, although it is true that a two-year peri­
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od is a relatively short length of time for evaluating the results of this type of 
actions. The situation in Spain is comparable to that of other European coun­
tries. Mental health promotion has still not as yet become widespread through­
out the country41, perhaps due to effective intervention techniques based on 
scientific evidence having only recently been published. Nevertheless, special 
mention must be made of the number of interventions reported and the wide 
degree of variability from one Autonomous Community to another. 

Recently, interest is being focused on “literacy campaigns” in mental 
health, there now being different evidence of the effectiveness thereof42. 
“Literacy” is considered as psychoeducational and informative campaigns 
for the general population concerning mental illness, prevention, resources, 
etc. The media are privileged tools for this type of interventions. 

Little over half of the ACs have included interventions in their mental 
health plan specifically aimed at counseling and informing those in charge of 
institutions as to the relationship which exists between the measures of an 
institutional nature and mental health. It is not surprising to find that very few 
interventions are evaluated due to how new the objective is and the difficulty 
involved in the implementation thereof. This is a matter of heightening the 
awareness of politicians and high-ranking civil servants regarding the need of 
taking into account the implications on the mental health of the population 
which all types of policies may have, including those which do not have any 
apparently health-related objective. A survey taken in countries within the 
WHO European Region revealed that, as a result of this type of interventions, 
a total of 41% of the countries included mental health in the systems for eval­
uating the impact public policies have on health43. 

The vast majority of the ACs state having included community inter­
ventions in their plan in “areas at a high risk of social exclusion or margin­
alization”, having totaled as many as 400 interventions initiated, a total of 
54% of which were evaluated. There are effective programs in place for 
reducing violence and substance abuse in high-risk communities44. These 
programs are complex, requiring the collaboration of the local authorities to 
be carried out, and their success entailing getting part of the community res­
idents actively involved in carry out the programs. 

Mental Health and Environment 
The interest in the effects of human action on the environment and the 
repercussion thereof on health is long-standing, but it only recently having 
been possible to furnish reliable data and set out solid hypotheses which 
may serve as a rational basis for justifying public health interventions in this 
field. The interest of the researchers has revolved mainly around identifying 
the environmental factors subject to being modified by means of standards 
or measures in the field of public health. 
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The existence of adequate infrastructures, the distribution of services, 
the extension and location of “spaces for getting away”, the noise and urban 
pollution level, the population density and many other factors stemming 
from the growth of cities may have a negative or positive effect on the well­
being of the population, on health in general and on mental health in par­
ticular45-47. Added to these physical environmental effects are certain 
lifestyles and ways of social relations which are conditioned, in part, by the 
way in which cities are physically structured per se48. Of special interest is 
the influence which some of these factors have on raising children and on 
the school-age learning proces49. 

The operativity of the concepts involved in explaining the relationship 
between the surrounding environment and health is a topic of recent inter­
est. All procedures, methods and tools as a whole for evaluating a certain 
policy, program or project in relation to the potential effect thereof on 
health is known as an HIA – Health Impact Assessment)50. The European 
Observatory on Health Systems and Policies has recently published an eval­
uation of the effectiveness of the HIA51. 

We currently avail of a tool, although in the experimental stage, for 
evaluating the impact which policies, programs, services or projects of any 
type might have on the mental well-being of the population52. This is a 
protocol which the interested parties such as non-governmental organiza­
tions for the defense of the environment, construction firms and develop­
ers, those potentially affected and the government administration proper 
may apply to the documentation of the project or program during the 
application stage prior to the approval thereof for the purpose of aiding 
toward making the decision on an objective, rational basis. One paradig­
matic example is that of the application of this tool for evaluating all of 
the activities as a whole organized by the municipal government of Liv­
erpool for the purpose of this city being declared the 2008 Cultural Cap­
ital of Europe53. 

Objectives 

General Objective 1: Promote the mental health of the general population 
and of specific groups 

Specific objectives 
1.1. Set out, carry out and evaluate a set of intervention for promoting men­
tal health in each one of the age groups or stages of life: childhood, adoles­
cence, adult age and the elderly, distinguishing differential needs of males 
and females in each stage. 
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1.2. Set out, carry out and evaluate a set of interventions aimed at counsel­
ing and informing those responsible for the institutions of the Central Gov­
ernment, AC and Municipal Administrations regarding the relationship 
which exists between the measures of an institutional nature which are 
taken and mental health. 

1.3. Develop, between MSPS and ACs, a set of interventions aimed at pro­
moting mental health by way of the mass media. 

1.4. The CAs will develop promotion and prevention interventions according 
to the minimum quality criteria set out in the quality criteria table in Annex I. 

1.5. Make an evaluation of the impact on health, preserving and promoting 
the mental well-being of the population in the processing of standards, the 
drafting of plans and the evaluation of projects subject to the environmen­
tal impact assessment. 

1.6. Generate a critical health-related social current which will promote and 
disseminate new models of healthy relations of equality between females 
and males, with effective communications strategies and sufficient econom­
ic support for accomplishing this objective. 

1.7. Heighten the awareness of the healthcare and mental health profession­
als, leading sectors of the community and the mass media regarding the 
need of incorporating the gender perspective into all their actions and to 
furnish them with training as to how to carry this out as a means of making 
the change of gender models determining mental health possible in the tar­
get populations and the community as a whole. 

Recommendations: 

1.	 The mental health promotion interventions are to target specific pop­
ulation groups and are to comprise part of the strategies for taking 
action in primary care, specialized care and public health.These meas­
ures are to be integrated into a specific plan or are to be integrated 
into the health plans and in the mental health plans of the ACs. 

2.	 Interventions of proven effectiveness aimed at improving resilience 
are recommended, including those such as coping with stress, seek­
ing social support, learning problem-solving techniques, raising self­
esteem and developing social skills. 

3.	 The interventions targeting institutional representatives are to 
highlight the central role of mental health as a force generating 
well-being and productivity and the importance of the interaction 
with the habitat (urban ecology), education (human capital), the 
possibilities of citizen participation (social capital), equality in gen­
der relations and the determining psychosocial gender factors with 
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the mental health of the population, as well as the negative socioe­
conomic consequences stemming from ignoring the same. 

4.	 The Ministry of Health and Social Policy and the AC are to devel­
op interventions targeting the mass media for the purpose of get­
ting them involved in promoting mental health. 

Situation analysis of the prevention of mental illness, 
suicide and addictions 
Percentage of persons at risk of poor mental health 
The mental health of the adult population (age 16 or older) has been eval­
uated in the 2006 National Health Survey with the 12-item General Health 
Questionnaire (GHQ-12), setting the cutoff point at 4/12. This questionnaire 
makes it possible to do a population screening, detecting the prevalence of 
probable cases of psychiatric morbidity or of psychological distress, explor­
ing the condition of the person surveyed within the last month as compared 
to their normal condition. This is not appropriate for making clinical diag­
noses or for assessing chronic disorders. The results show females as being 
at greater risk of poor mental health (19.9%) than males (11%), this item of 
data being similar for all of the ACs. 

The mental health of the childhood population was evaluated in the 
2006 National Health Survey with the Strengths and Difficulties Ques­
tionnaire (SDQ). This instrument detects probable cases of mental and 
behavioral disorders in the population within the 4-15 age range. A total 
of 11.96% of the childhood population shows indexes considered as being 
at risk of poor mental health (12.9% in male children and 10.9% in 
females children). 

Both of these instruments (GHQ-12 and SDQ) have been adapted and 
validated in Spain’s population54-56. The prevalence and the spread by gender 
and age respond to what was expected, using other studies as a reference, the 
interpretation of this indicators in the adult or childhood population must 
however be precautious due to the fact that the National Health Survey made 
use thereof for the first time in 2006. 

Prevalence of self-reported mental problems 
It is estimated based on the information collected in the 2006 National 
Health Survey and in response to the question: “are you currently experi­
encing or have you experienced depression, anxiety or other mental disor­
ders and, if so, have you experienced any thereof within the last 12 months 
and have told your physician that you are/were experiencing the same”. In 
the population age 16 and older, the prevalence of self-reported mental 
problems totaled 11.5%, being more than double in females (16.3%) than in 
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Fig. 2. Evolution of the suicide death rate adjusted by age, per 100,000 inhabitants. 

Both Genders Males Females 

Source: Exitus by cause of death. National Institute of Statistics and Ministry of Health and Social Policy. 
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males (6.6%). This result agrees with the trend found to exist by way of the 
GHQ-12. 

Suicide prevention 
In regard to the self-inflicted injuries identified as hospital admissions in the 
Minimum Basic Data Set (CMBD) at release, the hospital release registry in 
Spain, in which there is a record of the existence of a self-inflicted injury encod­
ed with the ICD 9-MC classification (Codes E950-E959), excluding the cases 
of death, the incidence in 2007 was 11% (10% in males and 12% in females). 

The attempted suicides recorded at the hospitals show a high degree of 
variability from one AC to another and an extremely low total (11 releases 
per 100,000 inhabitants), which leads one to consider the existence of dif­
ferent criteria when recording and encoding them, it being possible for cases 
of under-recording on the clinical records and/or under-encoding thereof to 
exist. In studies conducted on the general population in Spain, a prevalence 
of ideas and plans of suicide of 4.4% and of 1.5% for attempted suicides has 
been found, the latter of these two items of data being more frequent in 
young females who possess a low educational level57. 

In Spain, the suicide death rate adjusted by age (using the European 
population as a standard) was 6.23 deaths per 100,000 inhabitants in 2006, 
being higher among males (10.04) than among females (2.76). Within the 
2000-2006 period, the rate declined slightly for both males and females, 

MENTAL HEALTH STRATEGY OF THE SPANISH NATIONAL HEALTH SYSTEM. 2009-2013 31 



from 7.2 cases in 2000 to 6.2 cases in 2006. Gabilondo57 has studied the 
prevalence of the risk factors of the idea of suicide, the plans for suicide 
and the attempted suicides by means of the Composite International 
Diagnostic Interview Version 3.0 (CIDI 3.0). For this purpose, he conduct­
ed a personal household survey on a sample of 5,437 individuals represen­
tative of the non-institutionalized population over 18 years of age. The 
prevalence of ideas and plans of suicide was 4.4% and of attempted sui­
cides, 1.5%. The presence of ideas and plans was related independents and 
statistically significantly with the gender (high risk among females), age 
(high risk in the younger age groups), education (higher risk in lower edu­
cational level) and the presence of 2 or more psychiatric disorders. The 
present of attempted suicides showed a similar pattern, but the greatest 
association of the risk in females did not total high enough to be statisti­
cally significant. 

In relation to specific actions taken by the AC for lowering the 
depression and suicide rates in risk groups, special mention may be made 
of the fact that twelve Autonomous Communities have included meas­
ures of this type in their mental health plans, a total of 11 measures hav­
ing been carried out, seven of which were evaluated. The low incidence 
rates and the stability in the trend over the past few years may explain the 
differing degree of extension and quality of these programs, which range 
from the campaign for heightening the awareness of the general popula­
tion to the complex implementation of the European Alliance Against 
Depression Project58. Depressive symptoms, particularly among the eld­
erly, however position Spain in first place in the European ranking59, the 
prevalence of depression totaling 3.9% of the general population, being 
double in females (5.62%) than in males (2.15%). The number of pro­
grams for preventing depression in the AC does not tally with the high 
prevalence thereof. 

Prevention of addictions 
Three surveys have been referenced: 

•	 Household Survey on Drug Abuse (EDADES 2001-2007) regard­
ing the adult population. 

•	 National Survey on Drug Use in Secondary Schools (ESTUDES 
2008) for the age 14-18 population both focused on illegal sub­
stances. 

•	 National Health Survey (ENSE 2006) for the data regarding drink­
ing alcohol. 
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Fig. 3. Prevalence of drug use within the last 12 months in Spain’s population 
with the 15-64 age range, by type of substance. 2001-2007 

Source: MSPS. Central Government Delegation for the National Plan on Drugs. Household Survey on 
Drug Abuse in Spain (AGES) 2001-2007 
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The psychoactive substance used most in Spain in the adult population is 
cannabis, with a prevalence of 10.1% in 2007, far higher than that of cocaine, 
ecstasy, amphetamines, hallucinogens or heroin. The prevalence in males is 
twice as high as among females. As a whole, a slight decline is noted in the 
prevalence of use in males and females, with the exception of cocaine 
among females. 

Fig. 4. Evolution of the prevalence of psychoactive substance use within the 
last 12 months among the Secondary School students within the 14-18 age 
range (percentages) Spain 2002-2008 
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The use of cannabis in Spain poses a major problem, especially in the 
school-age population, being the substance used the most in Spain’s adoles­
cent school-age population, with a prevalence of 30.5% (33.5% in males and 
27.5% in females). Worth of special note, as positive data, that the use of all 
the psychoactive substances, with the exception of heroin, has undergone a 
moderate decline within the 2002-2008 period. Being aware of the degree of 
seriousness of this problem, nearly all of the Autonomous Communities are 
including interventions in their mental health plans for reducing the use and 
abuse of addictive substances, most of which have been evaluated. 

As regards drinking alcohol, at-risk drinkers being considered to be 
those individuals who normally drinking the equivalent of more than 40 
g/day in males and 20 g/day in females, in a population age 16 and older, the 
prevalence in Spain’s adult population being 4.7% (6.8% in males and 2.7% 
in females). The highest prevalence in males is found in all the age groups 
(totaling up to 10.4% in males within the 45-54 age range) although the dif­
ference is less marked among the young males. 

Fig. 5. Alcohol drinking with a risk to health, by age group and gender. 
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Source: 2006 National Health Survey. Ministry of Health and Social Policy 

Other preventive interventions 
The ACs have few programs which include activities for supporting sectors 
outside of mental health, such as: 

•	 Primary Care for providing care for caregivers of persons with 
chronic illnesses 
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•	 Occupational health prevention services and committees for pre­
venting occupational stress and the work-related mental disor­
ders. 

This is probably due to the fact that they have nothing to do with the 
everyday scope within which the mental health services take action and due 
to the difficulties involved in relating to other sectors. A similar situation 
applies with regard to the interventions aimed at preventing occupational 
burnout. However, work-related stress in general and burnout in particular 
and the burden born by unofficial caregivers are a problem of a prevalence 
which is cause for concern in our environment given the major health-relat­
ed, social and economic repercussions thereof60. It is necessary to facilitate 
and promote psychoeducational programs being carried out for family 
members and caregivers of chronically-ill dependent persons, quite particu­
larly for those who have a severe mental disorder, given that there are inter­
ventions for this group of caregivers which have shown themselves to be 
effective in many controlled clinical trials61. 

Other mental health-related experiences 
This Strategy has been carried out in parallel to other strategies and plans 
of a national scope which have been promoted by other Ministries and 
which put forth objectives and actions sharing the common aim of social 
integration: 

•	 The National Plan for Action for Social Inclusion of the Kingdom of 
Spain 2008-201062 includes the guarantee of equity in the care of per­
sons in a situation of dependence and the fostering of access to 
employment as a means of combating poverty and exclusions, in con­
junction with those related to the income, education and immigration 
policy; adding further bolstering of the measures for accessing 
resources and right in attention of the most vulnerable population, 
including disabled persons, the elderly, inmates and homeless persons. 
In this regard, this plan declares its support of the implementation of 
the Mental Health Strategy. 

•	 With a gender perspective, the 2007 Plan for Action for Females 
with Disabilities63 focuses specific attention on the health of 
females throughout the full life cycle. 

•	 The Global Strategy for Action for the Employment of Persons 
with Disabilities 2008-201264 has a twofold objective: to raise the 
employment rate and heighten the quality of the employment for 
which persons with disabilities are hired. 

•	 The inmate population avails of a Global Strategy for Action in 
Mental Health 200765. This Strategy makes a quantitative and 
qualitative analysis of this problem and designs government-
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approved methods and procedures for identifying, evaluating, 
rehabilitating and reinserting the inmate population who have 
mental illness. 

•	 The 2006-2009 National Childhood and Adolescence Strategy 
Plan66 places emphasis specifically on “special care for deficiencies 
and mental health in childhood and adolescence”. This entails going 
beyond health-related objectives, which have already been 
achieved, revolving around childhood and perinatal mortality, mov­
ing on to other ways of becoming ill. 

Objectives 

General Objective 2: Prevent mental illness, suicide and addictions in the 
general population 

2.1. Carry out and evaluate a set or plan of “community interventions” in 
areas at high risk of social exclusion or marginalization for the purpose of 
taking action on the determining factors, including the gender-related deter­
mining factors of mental disorders and addictions. 

2.2. Carry out and evaluate a set or plan of interventions, within that which 
is set out under the National Plan on Drugs and, wherever applicable, in the 
Autonomous Community plan, for the purpose of reducing the use and 
abuse of addictive substances throughout the entire Community. 

2.3. Carry out and evaluate specific actions for lowering the rates of depres­
sion and suicide in groups at risk. 

2.4. Develop interventions in primary care aimed at offering support to the 
families, aimed at sharing and balancing out the burden of the females who 
take care of and provide for persons who have chronic disabling illnesses so 
as to prevent the mental health problems which might stem from carrying 
out this role. 

2.5. Carry out and evaluate a set of actions for supporting the Autonomous 
Communities occupational health committees and prevention services 
aimed at preventing work-related stress and work-related mental disorders. 

2.6. Carry out and evaluate interventions targeting the professionals so as to 
prevent occupational burnout. 

2.7. Include in the plans for preventing depression and substance use actions 
aimed at improving the gender-related social conditions determining differ­
ential gender-related vulnerability of females and of males. 
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2.8. Stimulate the creation of group resources for the prevention of common 
mental disorders and re-socialization specifically for females in primary care 
and/or social or community services. 

2.9. Foster the creation of resources for the care of mental patients and the 
actual enforcement of the Dependence Law for redistributing the burden of 
the provision of care and fostering a social climate valuing and taking the 
blame away from turning over the care of dependent persons to institutions 
and other resources than those of the family. 

Recommendations: 

1.	 Suggested priority areas of intervention in specific groups: the pre­
vention of violence, of eating behavior disorders, of substance 
abuse, of social isolation and dependence and the prevention of 
gender-related discrimination and violence. 

2.	 Carry out preventive interventions targeting groups at risk in early 
childhood and adolescence (children of parents who have a mental 
disorder or addiction, children who are victims of abuse or aban­
donment and others…), according to the definition thereof in prior 
epidemiological studies. 

3.	 Carry out preventive interventions, preferably specific workshops 
for training in skills for the prevention of depression and suicide, in 
each one of the following environments: 1) schools 2) prison insti­
tutions 3) senior citizen living facilities. 

4.	 Carry out community interventions aimed at improving the social 
dynamic in geographic areas at high social risk and/or psychiatric 
morbidity which are to be for the purpose of reducing the determin­
ing factors and/or the consequences of violent behavior in the public 
areas (vandalism), at school (bullying) and in the home (gender vio­
lence and/or child abuse or abuse of the elderly). It is indispensable 
for carrying out these actions that other departments such as housing, 
infrastructures, employment, education, women’s institutes or others 
at the municipal or Autonomous Community level become involved. 

5.	 The Ministry of Health and Social Policy and the ACs, through their 
representatives serving on the executive/participation bodies 
(stemming from the Law governing occupational risk prevention) 
related to occupational safety and health within their respective 
territorial bounds are to promote the inclusion of actions for the 
prevention of “psychosocial risks” (work-related stress) and of the 
work-related mental disorders in the occupational health plans and 
are to set out lines of support for the prevention services which 
carry out these actions. 
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6.	 Carry out and evaluate interventions aimed at informing and edu­
cating concerning the risks involved for health in general and for 
mental health in particular in the use of addictive substances on the 
part of adolescents. 

7. Carry out and evaluate interventions for preventing the mental 
health problems of the caregivers and family members of chronical­
ly-ill dependent persons and of mentally-ill persons. 

8.	 Facilitate and promote psychoeducational programs being carried 
out for family members and caregivers of chronically-ill dependent 
persons and of mentally-ill persons which will foster the suitable 
handling of the situations which arise as a result of providing care 
for these patients. 

Situation analysis of the eradication of the stigma and 
discrimination associated with persons who have 
mental disorders 

In Spain, according to the Disability, Personal Autonomy and Situations 
of Dependence Survey (EDAD, 2008), the disability attributed to cases of 
dementia, mental disorders and mental deficiency has a bearing on 
719,000 individuals older than 6 years of age, 19% of the total number of 
persons who have disabilities, for a rate of 17 cases for every one thou­
sand inhabitants, the percentage being higher in females than in males, 
with very minor variations from one AC to another. The prevalence of 
disability caused by dementia is greater in the females, the differences 
between males and females however not being significant for all of the 
other causes of disability. The disability rate which can be attributed 
specifically to mental and behavioral disorders is 6.4% (6.6% in males 
and 6.1% in females). 

The majority of ACs have included in their mental health plans and 
have carried out interventions for the purpose of fostering the integration 
and reducing the stigmatization of those persons who have mental disor­
ders. The interventions carried out are campaigns for heightening aware­
ness, revision of the standards, drafting of protocols for the centers 
providing care, etc. In this regard, as previously mentioned, the MSPS has 
taken upon itself, in collaboration with the Council of Europe, to prepare 
the “Fundamental Freedoms, Basic Rights and Providing Care for Mental 
Patients” report. 

One of the most specific and useful objectives of this Strategy for 
combating the stigma and discrimination associated with persons who 
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have severe mental disorders is that of suggesting that those persons in 
acute stages be admitted to psychiatric units integrated into general hos­
pitals suitably adapted to their needs. This aspect will be dealt with in 
greater detail at a further point herein under Line of Strategy 2, General 
Objective 4. 

Documents and programs of interest related to the promotion, pre­
vention of mental disease and reducing stigma 

•	 The British National Institute of Clinical Excellence (NICE) has 
guides of recommendations for promoting mental health in young 
children, adolescents and the elderly67, 68. 

•	 One of the outstanding programs aimed at improving mental 
health in childhood which have proven themselves to be effective is 
PATHS (Promotion of Alternative Thinking Strategies)69, 70, aimed 
at improving emotional literacy, self-esteem, skills for self-control 
and solving problems in interpersonal relations whilst improving 
learning and reducing academic failure. 

•	 The SEAL (Social and Emotional Aspects of Learning)71 program 
is aimed at promoting the mental health of primary and secondary 
school students by means of developing a school climate fostering 
the acquisition and consolidation of skills for knowing oneself, 
managing emotions, empathy, motivation and establishing social 
relations. 

•	 “The Spanish Neuropsychiatry Association consensus on promot­
ing mental health, preventing mental disorders and reducing stig­
ma” published in 2008 provides factual information on the 
promotion of mental health, prevention of mental disorders and 
reduction of stigma41, divided into 4 parts: 1. Revision of defini­
tions and concepts. 2) Description of the position of some interna­
tional organizations on this issue. 3) Update and thorough review 
the available scientific evidence and some international, European 
and Spanish experiences. 4) Some general and specific recommen­
dation concerning carrying out actions and interventions for pro­
moting mental health, preventing mental disorders and reducing 
the associated stigma. 

•	 As regards the promotion of mental health in the elderly, the con­
sensus document prepared within the framework of the European 
Pact for Mental Health and Well-Being72 is available. 

•	 Recommendations are provided in Annex I concerning the quality 
criteria for the preparation of programs for the promotion of men­
tal health and the prevention of mental disorders. 
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Objectives 

General Objective 3: Eradicate the stigma and discrimination associated 
with persons who have mental disorders. 

Specific objectives 
3.1. The Ministry of Health and Social Policy and the ACs are to include 
interventions in their plans and programs which will foster integration and 
reduce stigmatization, including the work-related stigma which persons who 
have a mental disorder experience. 

3.2. The Ministry of Health and Social Policy and the ACs are to promote 
initiatives for reviewing and taking action on the regulatory barriers which 
may have a bearing on persons who have mental disorders fully exercising 
their citizenship. 

3.3.The centers providing care are to avail of specific rules in their protocols 
and procedures aimed at fostering integration and avoiding stigmatizing and 
discriminating against the persons who have mental disorders. 

3.4. The persons with mental disorders are to be admitted in psychiatric 
units integrated into general hospitals, suitably adapted to the needs of 
these patients. The ACs are to progressively adapt the infrastructures neces­
sary to suitably accomplish this objective. 

3.5. The Ministry of Health and Social Policy will promote initiatives for 
coordinating with the WHO, the European Union and other international 
organizations within the realm of fostering integration and combating stig­
ma and discrimination. 

Recommendations 

1.	 Implement mechanisms which will afford the possibility of identi­
fying the barriers in the legislation in force and in the new bills pre­
sented which will prevent the persons with mental disorders from 
exercising their citizenship. 

2.	 The interventions aimed at fostering integration and reducing the 
stigma of the persons who have mental illnesses are to preferably 
target healthcare professionals, media professionals, education pro­
fessionals and students, businessmen and social agents, associations 
of persons who have mental disorders and their family members. 

3.	 Within the realm of the ACs, the internal rules and procedures are 
to be adapted to foster the integration and reduce the stigma and 
the discrimination of the persons with mental disorders and their 
families. This is to be carried out mainly in the internal regimen of 
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regulations of the health care-related facilities. These adaptations 
of regulations in the ACs must incorporate the transversal gender 
focus and adapt the texts thereof to non-sexist language. 

4.	 The psychiatric units are to progressively adapt their spaces, equip­
ment, furnishings, staffing and internal organization suitably to the 
particular needs of both the male and female patients who have 
mental disorders: needs of leisure time, relating to others, occupy­
ing their time and taking part, with regard to their privacy, their dig­
nity and their freedom of movement. 

5.	 For the purpose of avoiding unnecessary hospital stays and assur­
ing continuity of care and an appropriate alternative placement to 
the home and hospitalization, it is recommended to avail of a num­
ber of residential alternatives fostering peaceful living with others 
and the integration of the persons who have a severe mental disor­
der who so required. 

6.	 Through the cohesion funds, promotion and prevention lines or 
projects are to be promoted aimed at eradicating stigma and foster­
ing insertion into society and working life without any gender dis­
crimination. 

EXAMPLES OF GOOD PRACTICES, at: http://www.mspsi.es/organiza­
cion/sns/planCalidadSNS/pdf/Buenas_practicas_2009_2013.pdf 

Strategy line 2. Providing care for mental dis­
orders 

Situation analysis 
Attended morbidity 
No data is available at this time regarding the morbidity for which care has 
been provided at mental health centers, evaluating depressions, bipolar dis­
orders, schizophrenic disorders and eating disorders for which care has been 
provided on an outpatient basis. Nine ACs furnished complete information 
regarding this indicator, the high degree of variability between one and 
another thereof leading one to think it necessary to develop a general, 
record-keeping system which can be homologated among all the ACs for the 
purpose of drawing comparisons for epidemiological purposes. 

Concerning the ESEMeD study of a diagnostic nature, some articles 
have been published recently which come to the conclusion that the 
prevalence of major depressive episode diagnosed by the CIDI 3.0 was of 

MENTAL HEALTH STRATEGY OF THE SPANISH NATIONAL HEALTH SYSTEM. 2009-2013 41 



4.0% in Spain. Major depression was associated with gender (5.7% in 
females and 2.2% in males), age (greater prevalence within the 50-64 age 
group), marital status (greater prevalence in people who are separated, 
widowed or divorced), economic activity (greater prevalence in activities 
different than being gainfully employed: housewives and students or 
retired individuals)59. 

According to the data from the Survey of Health, Ageing and Retire­
ment in Europe”, Ploubidis73 studied depression (using a scale of 12 depres­
sive symptoms) and well-being (using a scale of satisfaction with one’s life, 
positive outlook and happiness) in nine (9) of the European Union Mem­
ber States. This study included a sample of the Spanish State comprised of 
595 males and 845 females over 49 years of age. After adjusting by demo­
graphic factors, a considerable degree of variability was found to exist from 
one country to another. The highest depression-related score was recorded 
in Spain, followed by France, Italy and Greece, the lowest scores being in 
Austria, Germany; Sweden, Denmark and Holland. The highest scores 
regarding well-being were found in Denmark, Holland, Sweden and Austria, 
the lowest being in Italy, Greece, France, Germany and Spain. In scoring 
depressive symptom, there were no statistically significant differences 
between males and females in Denmark, Holland, Austria and Sweden, 
whilst in all of the other States, the females scored higher. In Austria, France 
and Greece, the males showed higher well-being scores than the females, the 
opposite of the case of Sweden and Denmark. Generally speaking, the peo­
ple who live in Spain, Italy and Greece showed the worst results in mental 
health. 

Psychiatric comorbidity 
As in other countries, the mental disorders among Spain’s overall popula­
tion, especially mood disorders, usually occur entailing comorbidity, this 
term being understood as meaning the presence of one or more disorders or 
illnesses and are associated with a greater degree of disability. 

Using the CIDI 3.0, Autonell74 found that 28.6% of the mental disor­
ders showed some type of comorbidity. The disorders entailing percentages 
of comorbidity ≥50% are: alcohol dependence (100%), generalized anxiety 
disorder (81.5%), dysthymia (73.0%), angst disorder (70.6%), agoraphobia 
(59.7%), post-traumatic stress disorder (59.5%), major depressive disorder 
(56.4%) and social phobia (52.7%). The comorbidity between emotional 
disorders and anxiety disorders was greater, independently and statistically 
significantly, in females, in the 18-24 age range, in being married or living 
with someone and in another occupational activity other than being gainful­
ly employed (student, housewife or retired). 
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The use of services 
The use of services is associated with the degree of severity, the type of diag­
nosis and socio-demographic factors, but also with the opinion one regard­
ing these services. In 2009, the attitude toward the health services in Spain 
was a positive attitude of trust. Specifically, unlike other European countries 
where the percentage is much lower, around 90% of those surveyed in Spain 
answered favorable to seeking professional help, over half expressing confi­
dence in the effectiveness of this measure75. 

However, a substantial percentage of individuals who have mental 
disorders do not consult the health care services and if they do so, they do 
not undergo treatment. Solely 57% of the persons who suffer from 
depression, 30% of those who suffer from anxiety and 71% of those who 
suffer from both of these disorders consulted these services, and 31% 
thereof did not undergo treatment. A total of 4% of the individuals who 
did consult these services were not suffering from a mental disorder. The 
females used the health care services twice as much as the males, as well 
as the persons who had been married in the past and those who had never 
been married. The treatment provided most often was pharmacological, 
alone or in combination with some psychological intervention. The health 
care professional consulted most for all of the mental disorders was the 
psychiatrist, alone or in conjunction with the family practitioner, except if 
the anxiety was present, in which case the general practitioner was con­
sulted most often76. 

Along this same line, special mention must be made of a research study 
conducted at 77 Primary Care centers in Catalonia for the purpose of deter­
mining the validity of the diagnosis of depression and the suitability of the 
treatment. It was found that the GPs correctly identified 39%-55% of the 
cases taking as a reference the independent diagnosis made with the Struc­
tured Clinical Interview for DSM-IV (SCID) and correctly treated 40%­
55% by taking as a comparative reference the recommendations included in 
the Clinical Practice Guides77. 

Apart from the above, the persons most in need of treatment are those 
who consult these services less. Girón78 found a statistically significant asso­
ciation between the use of mental health services and being a female, suffer­
ing from a chronic mental health problem, losing days of everyday living 
activity, marital status (less use in among married people), educational level 
(the higher the level, the greater the degree of use), economic activity (less 
use in unskilled workers), disability (greater use among the disabled) and 
the somatic health condition (less use in those who have somatic problems 
which evolve over a long period of time). In this regard, in relation to the 
use of services by the persons who have a severe mental disorder, a study 
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based on the Granada-South case registry suggests that the time lapse 
between outpatient contacts of persons diagnosed with schizophrenia does 
not depend solely on clinical factors but also on the age (being young) and 
residing in the rural environment, both of these variable contributing to 
spacing the contacts79. 

According to the results of the ESEMeD-Spain study, the use of psy­
chotropic drugs among Spain’s overall population is frequent, however 
many individuals who have mental disorders do not use them. Approxi­
mately 16% of Spain’s population has used some psychoactive drug, those 
used the most being benzodiazepines and derivatives (11.4%) and, sec­
ondly, antidepressants (4.7%). The females use twice as many as the 
males, and the probability of use increases with age, decreasing as the 
educational level rises. A scant relationship was found between the type 
of mental disorder the person has and the psychotropic drug used. This 
item of data is especially relevant in the group of individuals who have 
some mood disorder who were given anxiolytics nearly twice as often as 
antidepressants80. According to the data furnished by the Directorate 
General of Pharmacy and Medicinal Products on the sue of medicines, the 
increase in the dose/inhabitant/day within the 2006-2008 study period 
was 11.8% in antidepressants, 9.2% in antipsychotics and 6.8% in anxi­
olytics. In these three groups of drugs, the increases have been more 
marked among pensioners, especially in antidepressants (14%). In the 
current Information Systems, there is not information broken down by 
gender or by care-providing areas. The majority of the ACs have devel­
oped plans for heightening the quality, effectiveness, safety but also for 
reducing the variability of pharmacological treatments, all of which are in 
keeping with the criteria of rational use of medicines. 

Admissions to General Hospitals 
One of the objectives of the Psychiatric Reform was and is for the patients 
who have mental disorders to be admitted to general hospitals. In this 
regard, it is noted how the bed ratio in monographic hospitals has evolved 
over the last few decades toward a progressive, continued decline. 
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Fig. 6. Ratio of total beds in monographic psychiatric hospitals operating under 
the National Health System per 100,000 inhabitants per year 

Source: Statistics of Health Care Establishments with Confinement Regimen (EESCRI). Ministry of 
Health and Social Policy. 
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In 2006, 36.6 beds per one thousand inhabitants were censuses, this being 
a figure which is lower than that detailed in other countries within the 
European Region of the WHO, where the average amounts to 50.281. In 
the case of our country, one must bear in mind that 65% of the beds in 
monographic hospitals do not come under the authority of the National 
Health System. 

Fig. 7. Evolution of the ratio of psychiatric beds for acute patients in general 
hospitals in the National Health System per 100,000 inhabitants. 

Source: Statistics of Health Care Establishments with Confinement Regimen (EESCRI). Ministry of 
Health and Social Policy. 
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The ratio of psychiatric beds in general hospitals for admitting patients 
in acute condition was, at the closing of 2006, 7.38 /100,000 inhabitants, rang­
ing from 4.6 to 13.5 in the ACs. (EESCRI). In the European Region of the 
WHO, this rate is 14.8%, with a major degree of variability from one coun­
try to another. One must also bear in mind that the European figure does 
not make any distinction between beds for acute patients and beds for sub­
acute patients. The percentage of acute beds which are located in general 
hospital compared to the total number of acute beds (in general and mono­
graphic hospitals) may also provide an approximate idea as to the degree to 
which the objective of the reform has been accomplished. Although this 
indicator shows difference from one AC to another, ranging from 30% up to 
100%, it is not possible to suggest an ideal rate which would be applicable 
to all, given that the needs depend on the development of other communi­
ty resources and on other factors of a cultural and social order social82. 

A readmission is considered as being that which is for one same per­
son on an unscheduled basis within a time period of less than 30 days fol­
lowing their release for the same reason. The data taken from the MBDS 
show a percentage of readmissions of 10.7% in females and 10.3% in males. 

Child and adolescent care 
Two recent health policy documents place the mental health of children and 
adolescents in the forefront: 

•	 The consensus document which was drafted within the framework 
of the aforementioned European Pact for Mental Health and Well-
Being titled “The Mental Health and Education of Young People” 

•	 The “Report on the Situation of Mental Health and Care Provided 
for Mental Disorders in Children and Adolescents in Spain”, pin­
pointing the problems which are being posed at this point in time 
and the possible solutions. At the same time, this report sets out 
possible lines of application of the philosophy of the Mental Health 
Strategy to this population group. 

In a population-based study revolving around childhood mental disor­
ders, Cardo calculated the prevalence of attention deficit disorder with or 
without hyperactivity in a simple of 1,509 non-repeating school children 
within the 6-11 age range at public schools and publically-funded schools on 
the Island of Majorca based on the application of the Attention­
Deficit/Hyperactivity Disorder Rating Scales IV for parents and teachers. 
The prevalence of cases was not defined clinically but rather based on the 
score obtained on the parents and teachers scales. The diagnosis thus 
defined, the total prevalence was 1.7%-3.5% in male children and 2.8%­
5.8% in female children. The problems of this study are: there being no val­
idation of the scales in the environment in which the study was conducted 
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or of the scoring or of the diagnostic criteria, as well as the use of a sample 
which was not population-based in the strict sense of the term and which 
was incomplete as regards schoolchildren and schools83. 

Practically all of the ACs state including measures in their health plans 
for suitably adapting the services to the needs of children and adolescents 
as regards mental health, and nearly all reporting having carried out inter­
ventions in this area, such as: promoting physical activity, balanced diet, 
quitting smoking, promotion of healthy lifestyles and programs on educat­
ing for health. 

Care provided for the physical health of the persons who have men­
tal disorders 
Lobo-Escolar has studied the comorbidity between somatic and psychiatric 
problems in a representative sample of the general, non-institutionalized 
population over 54 years of age in Zaragoza using the Geriatric Mental 
State (GMS-AGECAT). He found no psychiatric or somatic morbidity in 
9.4%, solely somatic morbidity in 36.6%, solely psychiatric morbidity in 
9.5% and psychiatric-somatic comorbidity in 44.5%. The comorbidity was 
positively associated with being females and with the age. After checking 
demographic variables, he found a significant correlation between psychi­
atric morbidity and strokes and thyroid disease84. 

Lobo studied the comorbidity between somatic and psychiatric disor­
ders in a representative sample of 1,559 patients in Primary Care. A total of 
28% of the comorbid cases had depressive disorders, 51% having anxiety 
disorders. The probability of being a psychiatric case increased twofold with 
each medical diagnosis made by the family medicine specialist85. 

In another research study conducted in Catalonia with 3,805 patients 
in Primary Care, chronic somatic comorbidity was found to have less of an 
influence on the deterioration of the quality of life than a mental disorder, 
mainly due to the presence of chronic pain, and that 75% of the patients 
who had mental disorders had chronic pain86. 

Recently, it has been revealed that the prevalence of some somatic disor­
ders (type 2 diabetes) and the mortality rate, especially due to cardiovascular 
disorders, is significantly greater in persons who have severe mental disorders 
than in the general population. Such disorders deteriorate the quality of life 
given that they experience difficulties for accessing the health services, and 
when they are provided with treatment, it is usually inadequate or insuffi­
cient87, 88. Hence, it is justified to consider the providing of care for the physi­
cal health of the persons with severe mental disorders as being a priority 
matter.The research of somatic comorbidity in psychiatric patients is an oppor­
tunity for understanding the biological connections among illnesses89. The 
importance and the degree of seriousness of the combined occurrence of two 
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or more psychiatric disorders is not less in the case of psychiatric disorders and 
substance abuse. The U.K. Center of Excellence for Concurring Mental Disor­
ders and Substance Abuse has launched a series of eight review articles cover­
ing clinical and psychopathological, treatment, organization of services, 
training and research aspects for the purpose of informing the professionals 
and managers of the most relevant results of the research in this field90. 

Specific interventions 
One of the major objectives of the Mental Health Strategy is to increase the 
degree to which effective intervention techniques are used: psychotherapy, 
psychoeducation family interventions and rehabilitation. Along general 
lines, most of the ACs can be said to be working on increasing the percent­
age of patients who have mental disorders for whom these intervention 
techniques are provided. 

Although there are not surveys published in our country on the fre­
quency with which the aforementioned techniques are practiced, the idea is 
quite widespread that the use thereof has now become generalized. Howev­
er, solely some of these techniques have shown themselves to be effective in 
experimental studies. The use of psychotherapy, psychoeducational and 
rehabilitation technique “based on evidence” should be more intensive. It 
would not be a desirable practice to exclude from the catalogs of services 
provided those techniques who are not backed by experiment, given that 
most have none because they have not been put to a test, it being unavoid­
able to include and offer all those which do have such backing. It would be 
necessary to make a major effort in training mental health personnel to 
increase the number of technique available. 

Clinical practice guides 
The preparation, dissemination and implementation of clinical practice guides 
is one element which decisively contributes to improving the quality of the care 
provided and to said care being based on the best available evidence. 

From the time at which the Strategy was approved up to the end of 2008, 
through the agreement with “GuíaSalud” (HealthGuide), the MSPS has fund­
ed a total of six clinical practice guides (CPGs) related to mental health. These 
six guides have been evaluated in keeping with National Health System quality 
criteria (“GuíaSalud” HealthGuide project), three of which were included in 
the Health Guide catalogue: CPG to eating disorders, CPG to handling major 
depression in adults, CPG to handling patients with anxiety disorders in primary 
care. The following CPGs are currently in the stage of being prepared and 
developed: schizophrenia, depression in adolescents, autism, attention deficit 
disorders and hyperactivity, severe mental disorders and bipolar disorder. All 
thereof are available at: http://www.guiasalud.es/egpc/index.html 
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Organization of the mental health services 
Most of the ACs have included programs in their mental health plans for 
preventing the abandonments of the “assertive community treatment” type, 
guidelines for providing care in psychiatric emergencies and crisis situations. 
Nearly 100 clinical protocols for the care-providing processes which are 
most prevalent and/or entail the greatest complexity in providing care have 
now been implemented. 

The MSPS has a directory of mental health facilities currently operat­
ing under the regional health services and a document describing the organ­
ization of the mental health care provided through these services, said 
directory having been prepared by the Health Information Institute. 
(http://www.msc.es/organizacion/sns/planCalidadSNS/saludMental.htm) 

Human Resources 
The ratio of psychiatrists assigned to a hospital in Spain (EESCRI 2006) is 
of 7.5 per 100,000 inhabitants (5.8 operating under the National Health Sys­
tem and 1.7 not operating under the National Health System). Within the 
last ten years, this ration has risen by 33%. At this point in time, the profes­
sionals who are rendering their services at community centers not connect­
ed to a hospital are not counted, thus reducing the total number available. 
This situation may be remedies by way of the implementation of the new 
EESCRI, which makes provision for these situations. From the evolution­
related standpoint, a trend is noted toward a rise in the total ratio of psychi­
atrists in Spain within the last ten years, having risen from 5.63 psychiatrists 
per 100,000 inhabitants in 1997 to 7.49 in 2006. 

Fig. 8. Ratio of psychiatrists in Spain per 100,000 inhabitants 

Source: EESCRI. Ministry of Health and Social Policy, 2009 
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Latest trends in the field of providing care for mental disorders 

Management by processes 

The difference between conventional management and management by 
processes (see the ISO 9000:2000 in the Glossary) may be summarized by 
saying that management by processes takes into account what adds value or 
contributes customer to satisfaction (being cured, remission, recovery of the 
person who has a mental disorder) and, for this purpose, incorporating sci­
entific evidence, grouping together the different professionals and levels 
(psychiatry, family medicine, nursing, hospital, health care center, primary 
care, etc.) and adding in the clinical protocols or procedures and also the 
management, administrative, logistics and other procedures or protocols for 
carrying out the process effectively.This incorporates the concept of the per­
son responsible for the process in all stages and at all levels, who necessari­
ly keeps an evaluation and improvement system. 

Special mention must be made of a document published by the Psychiatric 
Section of the European Union of Medical Specialists with regard to the quali­
ty control-related aspect of the providing of care for mental disorders91. 

Employment with support 

Perhaps the most critical aspect in the recovery of severe mental disorders 
lies in the difficulty of finding and keeping a job. Most of the procedures 
employed to date for overcoming this difficulty are based on the idea that 
the illness generates a deterioration which is the cause of this difficulty and 
that it is therefore necessary to reduce the same by means of rehabilitation 
(training in skills, vocational rehabilitation, protected employment, etc.) 
prior to attempting reinsertion into the working world. However, the idea is 
becoming progressively taking a stronger hold that, in a large percentage of 
cases, the most effective approach is to help the patient to find a job and go 
back to their usual work once the acute episode has been overcome and to 
provide this person with support for keeping that job without any prior 
preparatory process necessarily being involved. All of the procedures which 
are based on this idea go by the general name of “employment with sup­
port”, one of the most outstanding of which, as a result of its proven effec­
tiveness, being the model known as “Individual Placement and Support 
(IPS)92.Along general lines, this intervention entails helping the person find 
a job and adjusting to their preferences and needs once the acute episode 
has been overcome and then setting up the support so as to be able to help 
the person in question to keep their job. This intervention, which must be 
carried out by a person specially trained in this technique and who is inte­
grated into or coordinated with the mental health team that is providing 
care for the patient in question, which entails supporting both the patient as 
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well as the person employing that patient. In the latest randomized, multi­
center European trial published, it was shown that the patients treated using 
this technique (insertion-support) not only found employment by a higher 
percentage than those treated with vocational rehabilitation, but that they 
also abandoned treatment less and were readmitted less to hospital93. 
Therefore, insertion into working life comprises part of an individual’s reha­
bilitation process, and keeping their job comprises one of the main chal­
lenges of the treatment. 

Personalized Care Plan (PCP) 

The PCP has been put to a review, the PCP for a common mental disorder 
having been eliminated, being applied solely to clinically-complex, severe 
mental disorders in patients who are or may foreseeably reach the point of 
being in a high-risk situation; which entail a major degree of suffering, insta­
bility, isolation or abandonment; which involve comorbidity as a result of 
substance abuse or mental disability, which require multi-sectorial care to be 
provided. The evaluation of the needs and the preparation of the plan for 
action include all those aspects of the individual in question which afford 
the possibility of endowing them with the greatest ethical content and of 
guiding them to personal recovery. This recognizes the central role of the 
persons providing care in the recovery and therefore their needs must also 
be recognized and supported by the PCP. 

Specialized Community Teams 

The British National Health Service broadened the authorities and profes­
sional responsibility of the nursing staff such that most of the specialized 
teams are managed and comprised almost exclusively of mental health nurs­
ing personnel, the psychiatrists playing the role of consulting experts on 
these teams. A great deal of attention has recently been focused on the psy­
chosis-related intervention teams94-99. Although their effectiveness for 
reducing readmissions and the length of hospital stays and thus of reducing 
health care spending is not doubted, as well as for improving the accessibil­
ity, the care continuity and the satisfaction of the users and family members 
on a short-term basis, however some of the clinical advantages cannot be 
maintained on a long-term basis99. 

Program for facilitating access to psychological treatments 

Based on NICE recommendations concerning the efficacy of the cognitive 
psychotherapy services in the treatment of common mental disorders100 and 
on a report from the London School of Economics101, in which the argu­
ment is put forth that the spending on psychotherapy can be offset by way 
of the savings on reducing time off for sick leave102, psychological treat­
ments centers were created throughout the entire country to which users 
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readily gain access from Primary Care.Those patients who have more severe 
disorders are treated by clinical psychologists using behavioral cognitive 
psychotherapy, the less sever by other professionals possessing lower 
degrees by means of counseling and brief therapy, and the most minor dis­
orders with psychoeducation, computer-aided therapy and self-help guide. 
All of these psychotherapists undergo specific training at their respective 
levels. In all cases, specialized support is also provided so as to not miss work 
or to go back to work earlier if the patient is on leave. 

Objectives 

General Objective 4: Improve the quality, equity and continuity of the 
care provided for mental health problems 

Specific objectives 
4.1. The services which are included in the National Health System list of 
services provided both within the scope of Primary Care as well as in that of 
specialized care be developed and implemented effectively by the ACs with­
in the framework of their authorities. 

4.2. The ACs are to set out procedures for support from the specialized care 
provided in mental health to the care provided at the primary care level for 
the detection and early treatment of mental disorders. 

4.3. The ACs are to set out guidelines for providing care for psychiatric 
emergencies and crisis situations, including home care, in collaboration with 
the different sectors involved, especially primary care. 

4.4. Increase the percentage of patients who have mental disorders who are 
provided with psychotherapy according to the best practices available and 
monitoring minimum quality criteria included in the quality criteria table in 
Annex II. 

4.5. Increase the percentage of patients who have severe mental disorders 
who are included in a rehabilitation program. 

4.6. Increase the percentage of families of patients who have severe mental 
disorders who are provided with a specific family intervention program for 
the purpose of improving their ability to cope with the crises and prevent 
relapses. 

4.7. Develop specific intervention protocols for the patients who have men­
tal disorders, aimed at improving the care provided thereto for their overall 
health, placing special attention on the most prevalent “physical” illnesses. 
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4.8. In their mental health plans, the ACs are to make provision for the nec­
essary specific aspects for the specialized care of those persons who have a 
mental disability or mental disorder. 

4.9. The ACs are to avail of and are to suitably adapt specific units and/or 
programs for meeting the needs of small boys and girls as well as adoles­
cents with regard to mental health. 

4.10. The Ministry of Health and Social Policy is to develop, in conjunction 
with the ACs, a model for collaborating with the Justice Administration bod­
ies and Prison Institutions for the purpose of improving the care of those 
persons who have mental disorders who come under the Penal Code and the 
Juvenile Law, assuring the continuity and equivalence of care to the rest of 
the population. 

4.11. Establish, in each one of the territorial health care structures, the access 
to all of the treatment facilities or programs, including home care and reha­
bilitation, sufficing to meet the needs of their population, assuring the con­
tinuity of the providing of care through an integrated network of services in 
which the general hospitals are included and are coordinated with primary 
care. 

4.12. Establish a personalized care plan for the persons who have mental 
disorders who are undergoing treatment. 

4.13. Avail of the mental health teams with a community scope, in regard to 
long-terms severe mental disorders, of an organizational system for prevent­
ing abandonments, facilitating adherence and which includes home care, as 
well as the multi-sectorial coordination and management of the process of 
providing their care. 

4.14. Define and implement, within the scope of each Autonomous Commu­
nity, the clinical protocols of the most prevalent and/or most highly complex 
care-providing processes in the different stages of life. Both the gender per­
spective as well as the specific problems of certain risk groups are to be 
taken into account. 

4.15. Prepare, adapt or adopt and subsequently implement, within the scope 
of the ACs, the use of integrated clinical practice guides in keeping with the 
quality criteria and the priorities set out by the National Health System. 

4.16. The ACs are to avail of strategies for heightening the quality, effective­
ness, safety and reducing the variability of the pharmacological treatments 
by following the criteria for the rational use of medicine. 

4.17. The Autonomous Communities are to suitably adapt their services to 
the specific needs of the elderly. 
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4.18. The Autonomous Communities are to set actions into motion for the 
identification and early intervention regarding persons who are experienc­
ing psychosis. 

4.19. The Autonomous Communities are to take measures to guarantee the 
exercise of the right to health care on the part of the immigrant population, 
to facilitate full access to the services offered through the National Health 
System and to guarantee a use thereof which is compatible with the cultur­
al and religious characteristics of each individual. 

4.20. The Autonomous Communities are to coordinate with Prison Institu­
tions the most appropriate resources in each care for providing timely care 
for the persons who have a mental disorder who are sentenced by a judge 
to be imprisoned. 

4.21. Incorporate the analysis of the social and gender-related inequality in 
the detection, evaluation and treatment of mental disorders. 

4.22. Detect, evaluate and eradicate the social and gender-related inequali­
ties in accessing and being provided with care and the gender biases in the 
care provided in the mental health services. 

4.23. The ACs are to suitably adapt the specific services and programs to 
meet the specific needs of females who have reached the age of mature 
adulthood by further bolstering the primary care services and the biopsy­
chosocial approach sensitive to gender-related determining psychosocial 
factors. 

4.24. The ACs are to offer, with an assertive model, interventions of an inte­
gral nature capable of facilitating the necessary care to those persons who, 
as a result of the disorder they are experiencing, are having difficulties exer­
cising their right to the most appropriate treatment by facilitating adherence 
thereto and the continuity of care. 

4.25. Suitably adapt the services with specific programs for bipolar disorder 
and, if these services are not available, generate them. 

4.26. Define and implement clinical protocols for the most prevalent care­
providing processes in bipolar disorder and/or any more highly complex dis­
order as regards the clinical and care-providing aspects thereof. 

Recommendations 

1.	 The National Health System Services Portfolio is a general docu­
ment which defines the functions of primary care and specialized 
care with regard to providing mental health care. It is recommend­
ed that the ACs further expand thereupon specifically within the 
framework of their authorities. 
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2.	 All of the male and female patients diagnosed as having a severe 
mental disorder must have the possibility of being included early in 
a rehabilitation program. 

3.	 It is recommended to improve access to all of the treatment and 
rehabilitating programs and facilities for both the adult as well as 
the childhood-adolescent population, within the territorial health 
care structures (see Glossary). These facilities are to take into 
account the social and family-related differences between females 
and males. 

4.	 Two types of personal care plans are recommended: the Integrated 
Care Plan for Patients who have a Severe Mental Disorder (see 
Glossary) and the Treatment Agreement for patients who have a 
Common Mental Disorder (see Glossary). Ways of organizing are 
recommended which are aimed at improving the continuity of the 
care provided for persons who have a severe mental disorder, 
reducing the number of hospitalizations and improving their social 
functioning and quality of life. Two reference models are recom­
mended: the “Assertive Community Treatment” and the “Care 
Continuity Programs”. 

5.	 It is recommended that the following care-providing processes be 
protocolized: common adult mental disorders, severe adult mental 
disorders (taking into account the gender-related aspect, given that 
a greater number of females experience mental disorders and a 
greater number of males commit suicide), severe mental disorders 
in the elderly, several personality disorders, common childhood and 
adolescent mental disorders, severe childhood-adolescent mental 
disorders and generalized development disorders. 

6.	 Each Autonomous Community is to implement clinical practice 
guides for the most severe and prevalent disorders*. The clinical 
practice guides or other tools based on evidence which have incor­
porated the gender perspective are recommended. 

7. Continually provide scientific information on usefulness, effective­
ness and cost-effectiveness of the medicines to health care profes­
sionals and patients. 

8.	 It is recommended to incorporate elements of analysis and moni­
toring for the purpose of assuring that the variability in prescribing 
according to gender is in check. 

* Schizophrenic disorder and other related psychoses, Severe personality disorders, 
Eating disorders, Bipolar disorder, Depression spectrum disorders, Anxiety disorders, Adapti­
ve disorders, Somatomorphic disorders, Substance abuse-related disorders, Dementias and 
severe cognitive disorders, Generalized development disorders,  Disturbing childhood disor­
ders, Sever emotional disorders in early infancy, Crisis intervention. 
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9.	 The Autonomous Communities are to assess and implement and 
evaluate, wherever applicable, the management by processes or 
clinical channels experiences. 

10. Measures are to be taken to improve the transcultural competence 
of the institutions and professionals in charge of providing mental 
health care. 

11. The Mental Health unit/center or service is responsible for the 
treatment process of the persons who have a mental illness. They 
must be comprised of multidisciplinary teams staffed with a suffi­
cient number of personnel in psychiatry, clinical psychology, nurs­
ing, social work, assistants, home support assistants and all those 
others (vocational therapy, social educator or similar) which are 
recommended by the best practices available. These teams are to 
provide integral care by taking into account the bio-psychosocial 
nature of health, the diversity of individuals and the specific 
requirements of the patients and of the environment in which they 
are living so as to guarantee the least restrictive treatments as pos­
sible with the active involvement of the person who has the mental 
illness in the decisions and facilitating the collaboration of the care­
givers, if any, of the person in question. 

Involuntary restraint 

Most of the ACs have prepared Safety Guides for picking up, transferring 
and restraining patients. Protocols have been set out regarding how to pro­
ceed in cases of abandonment, mechanical and pharmacological restraint in 
hospitals so as to keep them from hurting themselves or others. 

The MSPS placed the University of Granada in charge of preparing the 
document on “Criteria for the use of coercive measures during psychiatric 
hospitalization and transfer to the hospital”. This report is to serve as a refer­
ence point for quality and harmonization of the practices in this realm. 

Objectives 
General Objective 5: Implement involuntary restraint procedures which 
will guarantee the use of good practices and the respect for the rights and 
dignity of both the female and male patients. 

Specific objectives 
5.1. Prepare a general guide related to good practices concerning ethical and 
legal aspects of the care-providing process in any modality of intervention 
against a patient’s will. 
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5.2. A protocol be set out or updated by the AC for transfer and involuntary 
hospitalization. 

5.3. Regulate, by means of protocols, the procedures for physical restraint, 
involuntary treatment of hospitalized patients and any restrictive measure 
within that for which provision is made under the current body of law in force. 

Recommendations 

1.	 The protocol is to be prepared with the collaboration of all of the 
stakeholders potentially involved in the involuntary hospitalization 
procedures: mental health professionals and Law professionals, police, 
health transport and associations of family members and patients. 

2.	 In addition to the aforementioned protocol, an operative “involuntary 
hospitalization channel” version is to be prepared to be individually 
applicable, in which each one of the steps, the times, the names and the 
signatures of the stakeholders involved are to be recorded. 

3.	 Similarly, protocols and channels are to be prepared for applying 
physical restraints and involuntary treatment to patients who so 
require during hospitalization. 

4.	 The protocols are to be in keeping with the laws and regulations in 
effect and are to take in the principle of the minimal restraint nec­
essary, the respect for and dignity of the persons who have mental 
disorders, preventing stigmatizing and placing special emphasis on 
the expeditiousness and timely response of the procedure. 

5.	 Develop an informed consent form for the family members in view of 
care-providing situation which entail adopting restraint measures in 
accordance with Articles 8 and 9 of the Patient Autonomy Law. 

EXAMPLES OF GOOD PRACTICES are available at: 
http://www.mspsi.es/organizacion/sns/planCalidadSNS/pdf/Buenas_practi­
cas_2009_2013.pdf 

Strategy line 3. Intra-institutional and 
inter-institutional coordination 

Situation analysis 
Cooperation and joint responsibility of all of the departments and 
agencies involved in improving mental health 
Mental disorders, especially severe mental disorders, entail many social, 
work-related, legal, educational and other types of consequences which 
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must be considered as being aspects intrinsic to the illness in question and 
therefore given attention on the part of the mental health services in collab­
oration with the sectors involved. Coordinating all the measures is aimed at 
providing integrated services by maximizing the efficiency and guaranteeing 
the continuity of care over the course of time. The mechanisms which facil­
itate this coordination may be considered transversally from the needs of 
the health care and social organizations or, longitudinally, from the needs of 
the patients.This section deals with the mechanisms of transversal coordina­
tion.The procedures focused on the needs of the patients and aimed at guar­
anteeing the continuity of care have been reviewed in Strategy Line 2. 

Most of the ACs state having maintained areas of coordination and 
cooperation with Welfare, Education, Employment, Justice and Public 
Administration, Prison Institutions, Culture, Ombudsman, Antidrug 
Agency, Municipal Governments, Guardianship Agencies, as well as with 
patient and family member associations. 

Regarding the “Law for the Promotion of Personal Autonomy and 
Providing Care for the Persons in a Situation of Dependence” for those per­
sons who are dependent due to a mental illness, most of the ACs have 
defined the evaluations and characteristics for the application thereof, being 
necessary to delve deeper into and to continue with this objective. 

Participation of the persons who have mental disorders and their 
family members and professionals in the public health system of 
their autonomous community. 
This Strategy explicitly supports the furthering of family members and 
patients taking part in associations and their actual active involvement in 
the planning and evaluation of the mental health services. This is simply a 
matter of rights. Nevertheless, it must be admitted that, at this point in time, 
the scientific evidence on the effectiveness of participation for improving 
the planning and evaluation of the services is insufficient. Indications of 
effectiveness are available as furnished by qualitative studies103. It is partic­
ularly important and pressing to promote more research in this area by get­
ting family members and patients actively involved. 

A survey conducted recently in Spain among mental health profes­
sionals revealed an extremely small degree of actual participation on the 
part of the family members and patients in the mental health services in 
addition to a generalized negative attitude on the part of the professional 
regarding said participation104. To deal with this problem, in addition to 
their actual participation, it is also necessary to actively influence the pro­
fessionals in graduate training –MIR, PIR and EIR– by getting the patients 
and family members actively involved in their training. 
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The Association-Joining Movement 

The patients’ associations have taken care of three major areas of activity: 
•	 Mutual support and companionship, taking part by way of person­

al experience in the recovery processes. 
•	 The activities of a more creative type, such as the radio stations or 

the artistic groups, thus contributing to disseminated a self-depend­
ent, positive message countering stigma. 

•	 Lastly, it has been sought to set out the organization for group rep­
resentation, thus generating a voice in favor of equality in the dif­
ferent planning forums and, to a lesser degree, in the management, 
teaching and research fields. 

This all has been furthered to differing degrees in the different territo­
ries in Spain, and many associations are of a local nature, but there are clear­
ly attempts being made to bring them together. In 2009, the processes for 
setting up two major patients’ associations reached an end: 

•	 The Platform of Mental Health Patient Associations of Andalusia 
(PAUSAME, plataforma@enprimerapersona.es), bringing together 
10 associations which are self-managed by persons who have mental 
illness from five Andalusian provinces. 

•	 The Pro Mental Health Association of Spain-ASME-Dédalo (comu­
nicacion.asmededalo@gmail.com), which combines associations 
from the Balearic Islands, Badajoz, Catalonia, Asturias, Andalusia, 
Madrid and the Canary Islands. 

The objectives of defending the rights and interests of the whole, vindi­
cating better health care, developing strategies to combat stigma and discrimi­
nation, fostering the forming of associations and social involvement are 
summed up in the “Dédalo” slogan “Nothing for us without us”. These associ­
ations are not confined to specific disorders nor do they exclude any disorder, 
most of these associations being mental health associations in general. 

Special mention must be made of FEAFES, the Spanish Confedera­
tion which, since 1983, has grouped together federations and associations of 
persons who have a mental illness and their family members throughout the 
entire country. This Confederation comprises part of the Strategy Monitor­
ing and Evaluation Committee. The mission thereof is that of improving the 
quality of life of the persons who have mental illness and their family mem­
bers, the defense of their rights and the representation of the association 
movement. This is the only nationwide organization in existence in Spain, 
and its activities are open to anyone interested in mental health. 

The participation of patients who have mental disorders and their fam­
ily members in health planning and services evaluation activities has been 
implemented in nearly all of the ACs. Numerous ACs now have some con-
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sulting-advisory body (i.e. Mental Health Advisory Board comprised of pro­
fessionals from the mental health field and different associations of family 
members and patients, working groups for the planning and evaluation of 
the services, meetings of the regional offices with the main professional soci­
eties and associations, etc.). Similarly, some ACs have set up agreements 
with patient and family member associations for the purpose of carrying out 
campaigns for heightening awareness of the society, eradicating disadvan­
taged situations and developing methods for gauging the satisfaction of 
those persons who use the rehabilitation centers. 

Objectives 
General Objective 6: Promote the cooperation and joint responsibility of 
all the departments and agencies involved in improving mental health 

Specific objectives 
6.1. Implement mechanisms, on the part of the ACs, for the coordination and 
cooperation at the institutional and inter-institutional level which will guar­
antee the providing of integral care for people. 

6.2. The ACs are to set out a general framework which will determine the 
involvement and role of the “Law for the Promotion of Personal Autonomy 
and the Providing of Care of Persons in a Situation of Dependence” among 
those persons who are in a situation of dependence due to a mental illness. 

6.3. Implement on the part of the ACs, within the framework of their author­
ities, mechanisms which will be effective for coordinating care within each 
territorial health care structure, among the different health care and social 
facilities involved in providing care for severe mental disorders. 

6.4. Increase the number of persons who have mental disorders who have 
the benefit of the employment service with support or protected employ­
ment. 

6.5. Foster equal representation among female and male professionals in the 
decision-making areas of the mental health network. 

6.6. Take the gender perspective into consideration as a powerful quality 
tool which must be present in all those actions which are started up within 
the decision-making scopes of the Autonomous Communities and at the 
national level by way of this Strategy. 

6.7. Establish support procedures through specialized mental health care for 
the facilities providing care for patients who have substance use-related dis­
orders for the detection and early treatment of Dual Disorder. 
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Recommendations 

1.	 The ACs are to develop and further bolster the aspects set out 
under the “Law for the Promotion of Personal Autonomy and Pro­
viding Care for Persons in a Situation of Dependence”. 

2.	 It is recommended, within the authorities of the AC and in keeping 
with the “Law for the Promotion of Personal Autonomy and Provid­
ing Care for Persons in a Situation of Dependence”, to set up an Inter­
departmental Coordination Commission among the Autonomous 
Community Departments of Health, Social Services, Labor, Educa­
tion, Housing, Justice, Economy and Finance, as well as with the Min­
istry of the Interior and whatever others might be involved, in order 
to: 1) Integrate the mental health policies 2) provide advisory in the 
preparation of the Autonomous Community Mental Health Plan. 

3.	 Design, implement and evaluate a model of coordination with 
Social Services, Education and Justice which will guarantee the 
continuity of the care provided for the male and female children 
and adolescents who are in treatment. 

4.	 Design, implement and evaluate a model for coordinating with Pri­
mary Care and Social Services which will guarantee the continuity 
of the care provided for the elderly population within the environ­
ment where they live under the protection of that which is set forth 
under the “Law for the Promotion of Personal Autonomy and Pro­
viding Care for Persons in a Situation of Dependence”. 

5.	 Create coordinating mechanisms within the scope of the 
Autonomous Community so as to guarantee integrated care being 
provided for the problem of drug dependence within mental health. 

6.	 Design, implement and evaluate a model for coordinating with 
prison institutions and shelter and residential centers. 

7. In the event of publically-funded and/or purchased services, criteria 
are to be established regarding quality, evaluation, coordination 
and integration with the organizational structure of providing men­
tal health care within the Autonomous Community. 

General Objective 7: Bolster the participation of the persons who have 
mental disorders and their family members and professionals in the public 
health system of their Autonomous Community 

Specific objectives 
7.1. Develop an information strategy in each Autonomous Community for 
persons who have mental disorders and their family members concerning 
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rights and obligations, resources and services they can use and the adminis­
trative procedures for filing suggestions and complaints. 

7.2. Implement in each Autonomous Community mechanisms and channels 
for the participation of the persons who have mental disorders and their 
family members in all aspects of mental health, including the planning and 
evaluation of the services. 

7.3. The ACs establish the mechanisms and channels for the participation of 
the scientific and professional societies related to mental health in the plan­
ning and evaluation of the services. 

Recommendations 

1.	 In the consulting and advisory bodies related to mental health, 
there are to be representatives from the professional mental health 
associations. 

2.	 On the consulting and advisory bodies related to mental health, 
there are to be representatives from the associations of patients and 
family members of persons who have mental disorders. 

3.	 So that the participation of the patients’ and family members’ asso­
ciation will be effective, it is necessary for their continuity and inde­
pendence to be bolstered. For this purpose, support is to be 
provided for the representative associations which can serve as 
spokespersons in the matters concerning them on the subject of 
mental health. 

4.	 Support and advisory mechanisms are to be set up for the associa­
tions of family members and persons who have mental disorders so 
that they may effectively perform duties of mutual support, com­
bating stigma and defending their rights. 

EXAMPLES OF GOOD PRACTICES are available at: 
http://www.mspsi.es/organizacion/sns/planCalidadSNS/pdf/Buenas_practi­
cas_2009_2013.pdf) 

Strategy line 4. Health care personnel training 

Situation analysis 

In the field of specialized mental health care, the training of specialists in Psy­
chiatry, Clinical Psychology and Mental Health Nursing is subject to official 
approval. This is graduate-level training taken according to Spain’s National 

62	 HEALTH 



Health System Health Science specialization model, which uses the system of 
residency, guided self-learning and continuing and final evaluation.The current 
trend is for the specialists in these three professions to be trained jointly in 
Multi-professional Teaching Units which meeting the common and specific 
accreditation criteria for training in these three specializations. 

On September 1, 2008, the training program for the psychiatry special­
ization was approved and published (Spanish Official Gazette BOE 224). 
The most outstanding new aspects were: 

•	 A compulsory, three-year common trunk providing experience by 
means of rotating through different services (short-stay hospitaliza­
tion unit, liaison psychiatry, community mental health centers, men­
tal health teams for small children and adolescents, addiction units 
or programs, psychosocial rehabilitation centers), basic knowledge 
of the different areas and activities inherent to the specialization by 
means of seminars and guided reading. 

•	 The fourth year of training provides the residents with the oppor­
tunity of completing their training according to their abilities and 
preferences, allowing them to choose one of the training paths. 
–	 monographic specialization in child and adolescent psychiatry, 

psychotherapy, addictions or geriatric psychiatry. 
–	 combining, according to preference and in agreement with the 

faculty advisor, the different modules comprising the basic train­
ing trunk or rather to train in field which are not specified in the 
program, provided that the local circumstances so allow. 

•	 The training is completed with a brief period of training in skills com­
mon to other specializations (clinical management or bioethics) and a 
longitudinal component devoted to the training in psychotherapy, 
research methodology and other subjects of interest. 

On June 2, 2009, the Order SAS (1620/2009 was published (Spanish 
Official Gazette BOE of June 17th) by virtue of which approval was ren­
dered of the new training program of the Clinical Psychology specialization 
and the same was published. This program has been lengthened to four 
years and covers: 

•	 General transversal textbook training common with other health sci­
ence majors (especially with psychiatry and mental health nursing). 

•	 General textbook training in Clinical Psychology. 
•	 A clinical-care training program (community, outpatient care and 

support for primary care, addictions, rehabilitation, hospitalization 
and emergencies, clinical psychology of health, interconsultation 
and liaising, childhood and adolescent clinical psychology). 

•	 Programs for the development of specific training areas to be cho­
sen from among psycho-oncology, neuropsychology, psychogeri-
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atrics, palliative care, sexual and reproductive health, eating disor­
ders, free rotation and continuing care. 

The professionalization of specialized mental health nursing, an aspect 
indispensable for carrying out the services, is progressing slowly. Although 
nurses specialized in mental health have been being trained since 1998, only 
some of the Autonomous Community health services offer jobs of a special­
ist category. The new mental health nursing specialization program which 
has been undertaken by the National Mental Health Nursing Commission 
will broaden the skills of future specialist and will lengthen the training peri­
od to two years. 

It is worthwhile to recall that the new information and communica­
tions technologies provide a privileged opportunity for training profes­
sionals and for the support of clinical practice. Recently, the Andalusian 
Health Service Mental Health Program created “Psychoevidence”, an 
exemplary website for the management of mental health knowledge. See: 
http://www.mspsi.es/organizacion/sns/planCalidadSNS/pdf/Buenas_practi­
cas_2009_2013.pdf) 

As of the approval of the Mental Health Strategy in the ACs, a consid­
erable training activity has been generated, whether or not included in con­
tinuing training plans. Over all, it has been possible to provide training for 
13,500 professionals related directly to mental health (primary care, psychi­
atry, clinical psychology, mental health nursing, social work, occupational 
therapy and others), but special mention must be made, above all, of the fact 
that nearly half underwent training within multidisciplinary teams. 

Objectives 
General Objective 8: Bolster the training of the health care professionals 
of both genders for suitably meeting the mental health-related needs of 
the population 

Specific objectives 
8.1. That the ACs avail of a Continuing Training Plan for all of the profes­
sionals in primary care, mental health and all those professionals in special­
ized care who have to do with providing care for persons with mental 
disorders within the framework of the biopsychosocial care model. 

8.2. Incorporate the gender perspective into the different training programs 
(Undergraduate, Graduate and Continuing Training) of the professional 
related to mental health throughout the entire country. 
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Recommendations 

1.	 It is recommended that the Autonomous Communities include the 
Mental Health Nursing Specialist Diploma as a requirement for 
these professionals being incorporated into the Mental Health 
resources and facilities. 

2.	 Broaden this training to the primary care personnel who work in 
Prison Institutions. 

3.	 The Ministry of Health and Social Policy, through its competent 
bodies, in conjunction with the ACs, is to review the professional 
profiles necessary for the future specialists, the criteria for the 
accreditation of the teaching units and the teaching model in gen­
eral. All of the foregoing shall be for the purpose of aligning the 
training of specialists with the needs of the population in keeping 
with the community model. 

4.	 Revise the current model of the Psychiatry and Clinical Psycholo­
gy specialization to include the following as preferred areas of 
training: Childhood and Adolescent Psychiatry and Psychology, 
Health Psychology, Psychotherapy, Psychogeriatrics, Forensic Psy­
chiatry and Psychology and Addiction Psychology. 

5.	 Unrolling the Continuing Training Plan is to be based on the fol­
lowing principles: 
a.	 Focusing on problems which must be detected and remedied by 

the professionals involved, taking into account the morbidity 
and demand of the population. 

b.	 Be based on an analysis of the training needs of all of the pro­
fessionals involved in order to provide care for these disorders. 

c.	 Promote continuing training by means of joint meetings of the 
primary care professionals and the mental health teams. 

d. Set priorities concerning participation-based learning activities 
in small groups, such as workshops, clinical sessions and case 
supervision sessions, incorporating the “best available practices”. 

e.	 The training programs must take into account measures for rec­
onciling working and family life. 

f.	 The specific, emerging mental health-related needs of the popu­
lation of each health district are to be taken into consideration 
(i.e. cultural diversity, inequalities and determining factors relat­
ed to gender, gender violence, immigration, etc. 

EXAMPLES OF GOOD PRACTICES are available at: 
http://www.mspsi.es/organizacion/sns/planCalidadSNS/pdf/Buenas_practi­
cas_2009_2013.pdf) 

MENTAL HEALTH STRATEGY OF THE SPANISH NATIONAL HEALTH SYSTEM. 2009-2013 65 



Strategy line 5. Mental health research 

Situation analysis 

In 2007, the Carlos III Health Institute Subdirectorate General Cooperative 
Research Networks and Centers decided to set up the Network for Mental 
Illnesses-Emotional and Psychotic Disorders (REM-TAP) by way of merg­
ing the three networks currently operating in the field of psychiatry and 
neuroscience (Initial Early-Onset Psychotic Episode Network, Liaising Psy­
chiatry Network and Genetics and Psychiatry Network). The REM-TAP 
network was comprised of 17 research groups and remained in operation for 
solely one year. On January 1, 2008, the Networked Mental Health Field 
Biomedical Research Center (CIBERSAM) was created. The end purpose 
is to set up a center of research groups open to the scientific, medical and 
political community and to society, spearheading research in Spain and 
Europe, which will generate knowledge and provide added value. The 
CIBERSAM is comprised of 26 clinical and basic research groups, totaling 
around 300 people pertaining to eight ACs. The research projects are of a 
multi-disciplinary, multi-institutional nature, in which basic, clinical and 
population-based research is integrated.Their main objective is to add value 
to the system by means of pioneering research in the field of psychiatry and 
related neurosciences. The most important lines of research are: depression, 
bipolar disorder, schizophrenia and disorders such as childhood and adoles­
cent mental disorders, psychogeriatrics and anxiety disorders. Lastly, there 
are also projects aimed at creating new tools, validating and perfecting exist­
ing tools which will enable us to better evaluate what we want to study in 
fields including those such as psychopathology, functioning, evaluation of 
needs, neuropsychology and neuroimaging. According to the report pre­
pared by the CIBERSAM in 2008, a total of 462 articles were published and 
203 projects were under way; the total for 2009 being that of 407 articles and 
396 projects. 

The MSPS has promoted, as a top-priority line, the researching in men­
tal health in the call for applications for aid through the Health Research 
Fund and Health Technologies Evaluation.A total of 78 mental health-relat­
ed projects were financed through the Carlos III Health Institute within the 
2006-2008 period. 

A total of 13 ACs incorporate lines of interdisciplinary research in 
mental health in their plans, 12 reporting having included the calls for aid 
for projects as one of the top-priority lines, as a result of which a total of 71 
projects have been carried out within the 2007-2008 period. The starting up 
of measures for bolstering the creation of groups and networks of research 
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centers accredited in mental health has been included in the mental health 
plans of 11 ACs. 

Objectives 
General Objective 9: Bolster mental health research 

Specific objectives 
9.1. The Ministry of Health and Social Policy and the ACs are to promote 
priority interdisciplinary lines of research in mental health by means of 
including the calls for research projects. 

9.2. The ACs and the Ministry of Health and Social Policy are to set meas­
ures into motion to bolster the creation of accredited networks of research 
centers and groups of excellence in mental health. 

9.3. Promote the implementation of gender-aware Research Methodologies 
(undergraduate, graduate-level and existing research networks). 

9.4. Promote lines of research on all of the types of gender analysis in men­
tal health: sex rations, differential morbidity by genders, gender-based 
inequalities, psychosocial determinants of gender, both of vulnerability as 
well as safeguarding and the gender biases in the clinical setting. 

Recommendations 

1.	 The ACs are to set the priorities, within the scope of their territo­
ries, regarding the lines of research in mental health in terms of the 
needs of their population. The inclusion of the gender perspective 
in all lines of research is to be fostered. 

2.	 Research-action projects which involve the multi-disciplinary 
approach and coordination among several health fields of one same 
Autonomous Community must be promoted and supported. 

3.	 Improve the training of researchers in basic and applied techniques 
for researching in mental health. 

4.	 Set up a stable working framework for the mental health 
researchers. 

5.	 The ACs are to place top priority, in the calls for applications, on the 
topic area regarding mental health and gender to promote the 
study of the working conditions which may facilitate the onset of 
mental disorders, especially among females. 

EXAMPLES OF GOOD PRACTICES are available at: 
http://www.mspsi.es/organizacion/sns/planCalidadSNS/pdf/Buenas_practi­
cas_2009_2013.pdf) 
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3.   Evaluation
 

The first edition of this Strategy entailed a specific line of strategy concern­
ing Information and Evaluation Systems, a general objective (Improve the 
knowledge regarding mental health and the care provided by the National 
Health System) and three specific objectives: 

1.	 Gather information on the population’s overall degree of mental 
health. 

2.	 Avail of information at the National Health System level concer­
ning the major causes of morbidity for which care is provided. 

3.	 Avail of integrated information at the National Health System level 
regarding the specific organization, facilities and resources devoted 
to providing mental health care. 

In the evaluation, it was found that: 
1.	 Validated tools (GHQ-12, SDQ) have been implemented, thus 

having afforded the possibility of measuring the degree of mental 
health of the adult population and of the juvenile population on 
Spain’s latest National Health Survey (ENSE, 2006). 

2.	 Information is available on the morbidity for which care is provided 
in hospitalized patients, although homogenous information on mor­
bidity for which care is provided on an outpatient basis is not as yet 
available. 

3.	 Information is gathered from the different facilities in operation on 
the part of the Health Information Institute, which prepares a 
“Mental Health Facilities Map” that is updated at least yearly. 

As a result of all the foregoing, the Evaluation Report suggested and 
approved: 

1.	 Eliminating this line from the new edition of the Strategy. 
2.	 Creating a Monitoring and Evaluation Committee working group 

to develop the most appropriate methodology for the purpose of 
being able to evaluate the objectives and indicators included under 
the Strategy. 

3.	 New indicators are proposed which measure the human resources 
of the community model: professionals in the fields of psychiatry, 
clinical psychology, mental health nursing and social work. 

4.	 That the successive evaluations be conducted every four (4) years. 
A report on the methodology of the European Service Mapping 

Schedule (See Annex III) is currently under way, which may aid toward 
evaluating the health-related outcomes. 
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Indicators 
This Strategy is evaluated by means of the indicators which are listed in fol­
lowing and with the new indicators or reports which are agreed upon follow­
ing the contributions and conclusions of the Monitoring and Evaluation 
Committee working group set up for this purpose. 

Lines of strategy Indicators Sources 

1. Promotion 
of mental health, 
prevention of 
illness and 
eradication 
of stigma 

2. Care provided 

3. Intra-institutio­
nal and inter-ins­
titutional 
coordination 

4. Training 

5. Research 

Percentage of persons at risk of poor 
mental health 

Stated prevalence of depression, anxiety or 
other mental disorders 

Percentage of persons who state using drugs 

Percentage of adolescent students who state 
using drugs 

Percentage of at-risk alcohol drinkers 

Rate of releases for self-inflicted injuries 

Suicide death rate 

Number of beds for acute psychiatric patients at 
general hospitals per 100,000 inhabitants 

Number of beds in monographic hospitals 
per 100,000 inhabitants 

Social and family support 

Disability attributed to mental disorder 

Clinical practice guides integrated in compli­
ance with the National Health System quality 
criteria 

Daily dose per capita (DDP) of antidepressants 

Daily dose per capita (DDP) of antipsychotics 

Daily dose per capita (DDP) of narcotic, seda­
tive and anxiolytic substances 

Percentage of readmissions 

Morbidity for which care is provided 

Percentage of releases of prison patients in 
non-prison hospitals 

Mental health facilities map 

Ratio of psychiatrists per population 

Qualitative report 

Number of research projects 

Spain’s National Health Survey 

Spain’s National Health Survey 

Household Survey On Drug Abuse 

Survey On Drug Use In Secondary 
School Students 

Spain’s National Health Survey 

CMBD 

National Institute Of Statistics 

Statistics of Health Care Establish­
ments with Confinement Regimen 

Statistics of Health Care Establish­
ments with Confinement Regimen 

National Health Survey 

EDDES 

Healthguide 

SI-CF 

SI-CF 

SI-CF 

CMBD 

AC 

Prison Institutions 

SIAP-SM 

Statistics of Health Care Establis­
hments with Confinement Regimen 

AC 

Carlos III Health Institute/AC 
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Annex I. Promotion and 
prevention quality criteria[1] 

I. General aspects and principles of 
intervention 

•	 The program is coherent with the general objectives of health pro­
motion set out in the regional or local plans and policies. 

•	 The program incorporates a positive, integral approach to health, 
placing attention on the determining social and environmental 
aspects thereof. 

•	 The program is based on the best available evidence for achieving 
the chosen objectives. 

•	 The program stimulates the empowerment of those taking part the­
rein, as well as the impression of belonging and playing a leading 
role therein. 

•	 The program respects the principles of equity and equality among 
all individuals. 

•	 The continuity of the project has been studied and assured in the 
case in which the efficacy and advisability thereof is proven. 

[1] This document includes a selection of the quality criteria in promoting mental health 
reflected in the literature based on the following instruments: 

- Bollars C, Kok H, Van de Broucke S. European Quality Instrument for Health Promo­
tion (EQUIHP) User Manual. European Project Getting Evidence into Practice. Netherlands 
Institute of Health Promotion and Disease Prevention (NIGZ), 2005.Available at: http://ws5.e­
vision.nl/systeem3/images/User%20Manual1.pdf 

- Lavikainen J, Fryers T, Lehtinen V (Eds). Improving mental health information in 
Europe. MINDFUL Project. Helsinki, 2006. Available at: http://www.stakes.fi/pdf/mental­
health/Mindful_verkkoversio.pdf 

- Molleman GR, Peters LWH,. Hommels LM, Ploeg MA. Preffi 2.0. Health Promotion 
Effect Management Instrument. NIGZ Netherlands Institute for Health Promotion and Disease 
Prevention, The Netherlands, Woerden, January 2003. Available at: http://www.nigz.nl/index.cfm? 
act=esite.tonen&pagina=69&a=6&b=54&c=69 

- US Department of Health and Human Services. A Practitioner’s Guide to Science-
Based Prevention: A handbook of Promising, Effective and Model Programmes. 2002 Confer­
ence edition. Available at: http://www.nrepp.samhsa.gov/pdfs/Handbook.pdf 
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II. The program design, implementation and 
evaluation 

•	 This project includes an analysis of the need for the intervention 
based on the most relevant epidemiological and sociological infor­
mation available. 

•	 The analysis incorporates a description of the health problems, the 
determining factors and distribution thereof, the perception there­
of on the part of the community and the context within which the 
program is to be implemented. 

1. Design of the intervention 

The main aspects and the methods of the intervention are specifically 
defined, including: 

•	 Target population: The target population is specified and described 
clearly, including the main characteristics thereof, such as the age, 
gender or socioeconomic level, motivational aspects as well as the 
channels for gaining access thereto. Cultural awareness criteria 
have been incorporated. Objectives: The objectives of the program 
are clearly defined.These objectives are realistic, measurable, cohe­
rent with the results of the analysis and can be evaluated.They have 
also been accepted by all of the players involved. 

•	 Intervention techniques: The intervention is based on the techniques 
of proven efficacy and are well-suited to the planned objectives. 

•	 Duration and intensity of the intervention: They duration and 
intensity are defined before the fact and are well-suited to the tar­
get population and the type of techniques employed. 

•	 Pre-test or pilot trial: This intervention has been tried out in a pilot 
trial or pre-test for the purpose of ensuring the feasibility and pos­
sible efficacy thereof. 

•	 This intervention is multi-component and has a bearing on several 
risk factors and/or safeguarding factors all at one time. 

•	 The target population has taken part in the planning of the inter­
vention. 

2. The program implementation 
There are mechanisms for guaranteeing that the program is implemented in 
according with that which is set out in the protocol: 

•	 Program Implementation Manual: A document is in place incorpo­
rating the intervention protocols and other key elements for the 
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implementation thereof, such as the description of the procedures 
and activities. 

•	 Continuing Training and Support: The professionals involved avail 
of continuing training and support for carrying out the activities. 

•	 Monitoring, documentation and feedback: A procedure has been 
set out for monitoring and documenting the unrolling of the pro­
gram. Mechanisms are also in place for assuring the feedback to the 
professionals concerning the evolution or the necessary adjus­
tments therein. 

•	 Strategies have been employed for motivating the professionals in 
implementing the program so as to improve their observance of 
and adherence to the program. 

•	 This intervention is aimed at reaching a large percentage of the tar­
get population (coverage). 

3. Evaluation 

•	 An Evaluation Plan is in place listing the objectives of the evalua­
tion, the researching questions, the method and time schedule, as 
well as the sharing out of tasks. 

•	 The Evaluation Plan was prepared at the beginning of the project, 
ideally during the planning of the intervention. 

•	 The evaluation includes an analysis of the process[2], the results[3] 

plus an economic analysis[4]. 
•	 The evaluation methodology is appropriate for the context, is of the 

utmost degree of quality and scientific rigor possible[5]. 
•	 The evaluation incorporates the determining of the short-range, 

medium-range and long-range effects. 

[2] Evaluation of the degree to which the activities have been carried out according to the 
implementation plan. This may also include the record of the difficulties encountered, the 
users’ opinions of the program and the suggestions for improvement. 

[3] Evaluation of the effects caused by the intervention. This must include the study of 
the validity and reliability of the variables selected, the record of the missing data and aban­
donments, the potential confounding variables and the suitability of the analysis. 

[4] Cost-effectiveness or similar study. 
[5] Whenever possible, it is preferable that study methodologies of the experimental type 

(control group, randomizing…) be selected. 
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III. The organizational and coordination-rela­
ted aspects 

1. Coordination and leadership 
•	 There is a person in place for coordinating or being ultimately 

responsible for the project. This person is qualified for carrying 
of this activity or has the possibility of acquiring the skills in 
question. 

•	 The tasks and responsibilities are divided clearly among the profes­
sionals involved. 

2. Planning and documentation 
•	 The working plan, the methods and the organization of the project 

are well-established and documented clearly and concisely. 
•	 The time schedule is realistic. 

3. Necessary resources 
•	 An estimate has been made of the material and human resources 

necessary, including the professional profiles or skills, and the avai­
lability thereof has been assured. 

•	 The economic resources necessary have been clearly identified and 
specified. A realistic budget is in place, and the sources of funding 
have been identified. 

4. Communication 
•	 A communication plan is in place for facilitating that the target 

population and the players involved will be furnished with the 
necessary information on the project and the evolution thereof. 
This plan must include the communication channels and the points 
in time for these communications. 

5. Dissemination 
•	 Materials are available for the implementation of the program by 

other professionals, as well as training, support and evaluation 
resources. 
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References on mental health prevention and 
promotion programs 
1. Online databases on programs which incorporate a review of the 
quality / efficacy thereof: 

– SAMHSA (Substance Abuse and Mental Health Services Administration) Database. Availa­
ble at: http://www.nrepp.samhsa.gov. 

– IMHPA Database. Available at: http://database.imhpa.net/index.php?id=9. 

– CASEL (Collaborative on Academic, Social and Emotional learning) Database. School pro­
grams. Available at: http://www.casel.org/database/index.php. 

– HEALTHPROELDERLY Database. Programs for the promotion of the mental health of the 
elderly. Available at: http://www.healthproelderly.com/database. 

– Campbell Collaboration Library. Available at: http://www.campbellcollaboration.org. 

2. Review reports and documents which include a selection of 
recommended programs 

–	 Wahlbeck K. & Mäkinen M. (Eds). (2008). Prevention of depression and suicide. 
Consensus paper. Luxembourg: European Communities.Available at: http://ec.euro­
pa.eu/health/ph_determinants/life_style/mental/docs/consensus_depression_en.pdf. 

–	 Jané-Llopis, E., & Gabilondo,A. (Eds). (2008). Mental Health in Older People. Con­
sensus paper. Luxembourg: European Communities.Available at: http://ec.europa.eu/ 
health/ph_determinants/life_style/mental/docs/consensus_older_en.pdf. 

–	 Jané-Llopis, E. & Braddick, F. (Eds). (2008) Mental Health in Youth and Education. 
Consensus paper. Luxembourg: European Communities.Available at: http://ec.euro­
pa.eu/health/ph_determinants/life_style/mental/docs/consensus_youth_en.pdf. 

–	 McDaid (Ed). (2008). Mental Health in Workplace Settings. Consensus paper. 
Luxembourg: European Communities. Available at: http://ec.europa.eu/health/ 
ph_determinants/life_style/mental/docs/consensus_workplace_en.pdf. 

–	 Barry, M.M. & Jenkins, R. (2007). Implementing Mental Health Promotion. Oxford: 
Churchill Livingstone Elsevier. 

–	 Taylor L, Taske N, Swann C, Waller S. Public health interventions to promote positi­
ve mental health and prevent mental health disorders among adults Evidence brie­
fing. NHS. NICE Report, January 2007. Available at: http://www.nice.org.uk/ 
nicemedia/pdf/mental%20health%20EB%20FINAL%2018.01.07.pdf. 

General review documents on prevention and promotion in mental 
health: 

–	 World Health Organization. Promoting mental health: concepts, emerging evidence, 
practice: summary report. Geneva, 2004. Available at: http://www.who.int/mental_ 
health/evidence/en/promoting_mhh.pdf. 

–	 World Health Organization. Prevention of mental disorders: effective interven­
tions and policy options: a summary report. Geneva, 2004. Available at: 
http://www.who.int/mental_health/evidence/en/prevention_of_mental_disorders_sr. 
pdf. 
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–	 Jane-Llopis, E., Barry, M., Hosman, C., and Patel,V., guest editors (2005) The eviden­
ce of mental health promotion effectiveness: strategies for action. International 
Journal of Health Promotion and Education Special Supplement 2. 

–	 Asociación Española de Neuropsiquiatría. Consenso sobre promoción del trastorno 
mental y disminución del estigma de la Asociación Española de Neuropsiquiatría 
2007. Available at: http://www.aen.es/web/docs/consensoprevencion_08. 
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Annex II. Psychotherapy quality 
criteria 

1. Definition of psychotherapy 

Psychotherapy is a scientific treatment of a psychological nature which, 
based on psychological or physical manifestations of human distress, pro-
motes the achieving of changes or modifications in the behavior, the 
physical or psychological health, the integration of the psychological 
identity and the well-being of the persons or groups such as the couple or 
the family[1]. 

2. Measures included in psychotherapy 

•	 Set out the treatment objectives in terms of the prior clinical diag­
nosis. 

•	 Formalize a treatment contract with the patient, defining the objec­
tives, number of sessions and duration thereof. 

•	 Treatment intervention for the purpose of achieving the treatment 
objectives. 

•	 Once the treatment intervention has been fully completed, evaluate 
the outcomes and, in consonance therewith, make the decision as to 
release or the need of continuing the treatment by setting out fur­
ther objectives. 

3. Psychotherapy objectives 

•	 Contain and accompany the patient in the conflict resolution process. 
•	 Reduce the clinical symptoms and suffering of the patients to the 

furthest possible extent. 

[1] Psychotherapy User’s Manual. A document prepared by the Spanish Federation of 
Psychotherapist Associations (FEAP) executive board members. www.feap.es. - Psychotherapy 
in Spain’s National Health System. Basic Spanish Federation of Psychotherapist Associations 
document approved on June 9, 2007.. www.feap.es 
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4. Psychotherapy modalities 

Different treatment modalities exist in terms of the orientation and the the­
oretical framework. Also modalities which may be applied to different age 
groups with different approaches: individual psychotherapies, couple and 
family psychotherapy, group psychotherapies, child and adolescent psy­
chotherapies, etc. 

5. Minimum criteria for the application of the 
following psychoterapy modalities 

Type of 
psychotherapy 

Minimum number 
of sessions 

Minimum length of 
each session 

How often 
sessions held 

Individual 15 30-45 minutes 
Once a week or 

once every two weeks 

Group 25 60-90 minutes 
Once a week or 

once every two weeks 

Family 6 75 minutes Once a month 

6. Technique 

The technique applied by each psychotherapist will depend upon their 
training and knowledge, choosing that which is most beneficial for each 
patient. 

7. Conditions necessary for applying the 
psychotherapy technique 

•	 Well-trained psychotherapists (possessing graduate degree in psy­
chotherapy, supervised clinical practice and personal treatment 
process). 

•	 Avail of an appropriate space which will provide for the patient’s 
privacy. 

•	 Spacious rooms for holding group psychotherapy sessions. 
•	 Necessary, suitable material (games, furnishings, rooms) for work­

ing with children. 
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8. Psychotherapist accreditation criteria 

Officially, through the Ministry of Health and Social Policy, there is not cur­
rently any accreditation system. 

The Spanish Federation of Psychotherapist Associations has agreed in 
its Articles of Association what the criteria for the accreditation of psy­
chotherapists must be, as also has the Official College of Psychologists, the 
Spanish Neuropsychiatry Association having later drafted accreditation cri­
teria. 

Reference Sources 
–	 Spanish Federation of Psychotherapist Associations (FEAP). Articles of association 

and the 2005 rules and standards thereof. www.feap.es 

–	 Psychotherapy User’s Manual. A document prepared by the Spanish Federation of 
Psychotherapist Associations (FEAP) executive board members. Coordinated by 
Nuria Pi. www.feap.es 

–	 Psychotherapy in Spain’s National Health System. Basic Spanish Federation of Psy­
chotherapist Associations document approved on June 9, 2007. Coordinated by Paz 
Flores Martínez. www.feap.es 
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Annex III. European service 
mapping schedule 

It is not possible to draw longitudinal or inter-territorial comparisons with­
out an agreed service coding system, given that services which come one 
same name carry out different activities and vice-versa105, 106. The European 
Service Mapping Schedule (ESMS) was developed by the European 
EPCAT group in 1997 for the purpose of affording the possibility of draw­
ing comparisons within the European context. Since then, this Schedule has 
been used in 23 countries both within and outside of Europe107-114, is the 
standard mental health service coding system in countries such as Finland115 

and has proven itself to be useful for analyzing care-providing systems from 
one country or region to another. 

Different studies have compared the care-providing systems among 
different countries (Spain as compared to Italy116 or Chile117 ) or among dif­
ferent ACs in Spain (Andalusia, Catalonia, Madrid, Navarre118). 

This system makes it possible to: 
1.	 Encode the mental health social and health care services provided 

and the basis type of care of a given territory in order to ascertain 
the availability and accessibility and to be able to draw comparisons 
among different territories or within one same territory over the 
course of time. 

2.	 Develop quantitative indicators based on data from the real envi­
ronment for the analysis of the technical efficiency of small areas 
(i.e. mental health sectors). 

3.	 Analyze the use of services with transversal and longitudinal com­
parisons. 

4.	 Prepare catalogs of internationally-standardized services. 
5.	 Draw comparisons between the care-providing systems of different 

sectors (i.e. social, health care, penal); among different groups of 
patients (childhood mental health, general mental health, and psy­
chogeriatrics) or among different diagnostic groups (cases of drug 
dependence, mental health, mental disability, physical disability). 

6.	 Associate units of cost to the basic types of care provided in an area. 
7.	 Incorporation of geographic information systems (GIS) and deci­

sion support systems (DSS). 
The ESMS/DESDE system is the only system developed internation­

ally for planning and monitoring mental health systems which affords the 
possibility of drawing inter-territorial comparisons. 
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Glossary
 

CARE-PROVIDING PROCESS: All activities of the health care providers 
(diagnostic strategies, use of supplementary tests and treatment-related 
decisions) and responses of the patients to these activities which are for the 
purpose of increasing the degree of health and satisfaction of the population 
for which this care is provided. Example: “Process of providing care for an 
elderly patient who has a fractured hip”. 

ACTIVITY: Carrying out the planned task of the professionals in each one 
of the spaces and with the means involved, in each one of the processes. 
Example: “Motherhood Education Activities in Primary Care”. 

CLINICAL PRACTICE GUIDE: Essential guidelines for taking action in 
view of a clinical problem backed by scientific evidence, experts or the con­
sensus of professionals. 

CLINICAL PRACTICE PROTOCOL: Thorough, detailed description of 
the steps and clinical measures which must be taken in view of a certain 
health problem in accordance with the respective clinical practice guide. 

The following are included under the TREATMENT FACILITIES OR 
PROGRAMS: Community Mental Health Unit/Center/Service, General 
hospital hospitalization unit, Round the clock emergency care, interconsul­
tation and liaising at general hospitals, Day hospitalization for adults, Child­
adolescent day hospitalization, Child-adolescent hospitalization in general 
and/or children’s hospital, Community rehabilitation programs (including 
community monitoring programs and(or assertive or similar community 
treatment programs, Day rehabilitation, Rehabilitation with residential or 
hospital support, Long-term care unit, Therapeutic community for adults, 
Therapeutic community for adolescents, Residential alternatives with vary­
ing degrees of support and therapeutic or rehabilitating activity, Home care 
program, Home (intensive care) hospitalization, Round the clock communi­
ty care (including community monitoring programs and/or CAT or similar 
programs), Supported employment programs. 

Integrated Plan for Providing Care for Severe Mental Disorders, recorded 
in writing on the patient’s continually-updatable clinical record, including 
the following four aspects: 

1.	 The evaluation of the needs of treatment, rehabilitation, care and 
support, as well as the foreseeable of possible risk situations. 
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2. The scheduling of all the measures necessary for providing a res­
ponse to these needs and the criteria and time frames for the eva­
luation of the effect thereof. 

3. The agreement between the mental health team, those of other ser­
vices which were to be involved in the case, the patient and/or care­
giver responsible regarding this scheduling. 

4. The name of the member of the team who will be responsible for 
carrying out this plan and the names of the reference persons, in 
each one of the facilities that they patient may be using. 

The Treatment Agreement for Common Mental Disorders is an agreement 
made between the designated therapist and the patient and set out in writ­
ing on the patient’s clinical record following the initial evaluation, including 
the following five aspects: 

1.	 Assigning of responsibility to the possible professionals who are 
taking part in the care-providing process (at least the primary care 
professional and the specialist). 

2. Setting out the framework (how often the sessions will be held and 
how long each session will last, the providing of care in crisis situa­
tions, intervention of other professionals, etc.). 

3. Personalized treatment objectives. 
4. Estimated length of the treatment and the review and completion 

criteria. 
5. A record is to be made on the clinical record of the report sent to 

primary care with the diagnosis and suggested treatment. 

Management by processes adhering to ISO 9000:2000: Set of mutually 
interrelated or interacting activities which convert elements of entries into 
results. 

European Study of the Epidemiology of Mental Disorders (ESEMeD): 
Study of a transversal design at the initiative of the World Health Organiza­
tion, In Europe, this study has been conducted in six European countries 
(Germany, Belgium, France, Holland, Italy and Spain) and has been devel­
oped to study the prevalence, burden and care provided for persons who 
have mental disorders. An evaluation has been made of more than 21,400 
people. 

A representative sample of 21,425 adults over 18 years of age, repre­
senting more than 212 million adults in Europe was made and may there­
fore be considered to be the largest comparative study on the epidemiology 
of mental disorders in Europe. The WMH-CIDI home survey was conduct­
ed within the January 2001-August 2003 period. Many factors related to 
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mental disorders were evaluated, such as the risk factors, the relationship 
they cause with disability or associated quality of life and the use of health 
and drug services for the treatment thereof. A study was made of the preva­
lence/year and prevalence/lifetime of the main mood, anxiety and alcohol 
abuse-related disorders as well as the influence of the socio-demographic 
factors on the presence thereof and the age of onset of these disorders. The 
response rate varied from one country to another, Spain having been where 
the highest response rate was achieved (78.6%) compared to France 
(45.9%). 

MENTAL HEALTH STRATEGY OF THE SPANISH NATIONAL HEALTH SYSTEM. 2009-2013 85 





Index of abbreviations and
 
acronyms
 

ATC Anatomical Therapeutic Chemical Classification 
AC Autonomous Communities 
ICD International Classification of Diseases 
MBDS Minimum Basic Data Set at hospital release 
DDD Daily Defined Dose 
DDP Daily Dose Per Capita 
DSM Diagnostic and Statistical Mental Health Manual (American 

Psychiatric Association) 
ENSE Spanish National Health Survey 
EESCRI Statistics of Health Care Establishments with Confinement 

Regimen 
RIN Resident Intern in Nursing 
ESEMeD European Study of the Epidemiology of Mental Disorders 
FEAFES Spanish Confederation of Family Member and Mental 

Patient Associations 
CPG Clinical Practice Guide 
IMSERSO Spanish Institute for the Elderly and Social Services 
INE Spanish National Institute of Statistics 
ISCIII Carlos III Health Institute 
RMI Resident Medical Intern 
MSC Spanish Ministry of Health and Consumer Affairs 
MSPS Spanish Ministry of Health and Social Policy 
WHO World Health Organization 
RIP Resident Intern in Psychology 
NHS Spanish National Health System 
CMD Common Mental Disorders 
SMD Severe Mental Disorders 
EU European Union 
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