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This presentationfocuses on the ongoing reform of psychiatric arehtal health

care delivery in Belgium. It starts by mentioningricularities of the system’s
development, then it defines the reform’s objedigad policy instruments used to
reach these objectives and, finally, it indicatgecHic issues and outcomes

resulting from the implementing.

Organisation of the Belgian system for psychiattgt enental health

The system includes an ambulatory sector composedromunity mental health
services and a residential sector composed of payichhospitals, both public
hospitals (n=57) and private non-profit hospitats=13); psychiatric wards in
general hospitals, Initiatives of Sheltered Hous{i§H, n=85) and Psychiatric
Nursing Homes (PNH, n=42), and pilot-projects lswettin the early 2060

Past developments in the system

In brief, the system development can be conceiged a
- A progressive process glradigm shift(Hall, 1993) from residential to

community psychiatry;

This presentation relies on sociological qualimtivesearches on changes in the Belgian
organisational and institutional system of mentdlth and psychiatric care. Those researches had
been carried out from 2008 onwards, first in themfework of the European Research projects
Know&Pol, and then in the framework of my doctoral thesiseyinclude documentary analysis
(policy briefs, organisational documents, and nmeeproceedings); semi-structures interviews with
policy-makers, civil servants, mental health prefess, boards of psychiatric and mental health care
structures, and services users groups’ coordinatord direct observations of public event and
meetings between professional taking place on tleasion of the two last policy initiatives; the
“therapeutic projects and the horizontal consuitgtand the “reform 107”.



This process started at the outset of the sevewnlitbsa first reform of
psychiatry and continues in the framework of thgaing reform, which
supports a shift from an institutional care moaeh functional care model.
This process combined sustained changes in caretistes with stability
in the institutional and financing system.
Structural changes have been achieved through ssigeaeforms
which succeeded in implementing Community Mentalalke
Services in 1975; Initiatives of Sheltered Hogsamd Psychiatric
Nursing Homes in1989; and alternative care funstioas
psychiatric home care in 2001 and therapeutic dtaigan in
2007.
Stability in the institutional organisation is mted in the
dominant position of psychiatric hospitals in thgstem. This
entails, to put is simply, that the biggest parthad public budget
of psychiatry and mental health is allocated toch&tric hospitals
which are responsible, in turn, for financing andanaging

alternative facilities such as the ISH, the PNH.

Historical and social explanations for stabilitytive institutional configuration

This situation can be explained by historical festo

the importance of religious congregations in depiglg psychiatric
institutions during the nineteenth century (Liégedi991),

the success of those institutions in convertingnideves into non-profit
organisations and in increasingly professionalighegjr clinical staffs and
equipment throughout the 2€entury;

Their representation in a federal agency, the Matitnstitute for Health
and Disability Insurance, playing a central role dacision making in
public health;

Their strategy of allowing changes while keepingntoal over the

implementing at local level.



Sociological explanations for changes in the stmadtconfiguration

Next to proponents of residential psychiatry, infaf networks of actors
supporting the community model emerged over tinfeeyThave relatively stable
sociological properties. They are heterogeneousarks, made of different kinds
of mental health professionals knowledgeable abltetnatives practices in mental
health, thanks to their specific training and/oralvement in international NGOs
or organisations such as the WHO. They also inchadiey makers as well as civil
servants committed to the values and knowledgewingunity psychiatry; services
users groups; social movement as the mental headvement, and non-profit
organisation supporting new approaches, such ahiadsic rehabilitation.

Such networks could promote projects of reform,clvhiad then been adapted to
the Belgian system, based on residential psychiagfore of being implemented
at local level. During the last decades, along whthgrowing influence exerted by
the European Commission and the WHO on the mentherties’ mental health
policies (Freeman, Smith-Merry, & Sturdy, 2012; r@yy Freeman, & Smith-
Merry, 2013), those networks have beneficiated fiocneased means to stimulate

new policy initiatives.

Combining factors of stability and factors of changising heterogeneous local

care systems

The combined action of networks supporting comnyurpsychiatry and of
proponents of residential psychiatry has led polioyakers to rely on
implementation strategies leaving room for locgtrapriation. This brought about
significant discrepancies between initial policyjemtives and final outcomes on
the one hand, and between local care systems orottier hand. In effect,
depending on the relative importance of proponafitghanges at local level,

successive reforms were implemented more or ldesgixely.

The ongoing reform as a typical product of the Belgystem: devising innovative

models of care

The policy programme has been conceived by a tthiakk appointed by the

minister of public health. In devising the reforthe think-thank relied on policy



learnings achieved on the occasion of past refamgsychiatry, on training in

psychiatric rehabilitation, and on knowledge of WielO’ activities and of changes
in OECD-countries psychiatric and mental healthtesys. Members of the think-
thank have also supported the participation of isesvusers groups in mental

health policy-making from the outset of 2600

The Functional Model

The policy programme, sets out in a single poliayd8, entails moving from an
institutional model toward a functional model basedintegrated and responsive
networks. By relying on such networks, existing maérealth and psychiatric
services should provide the following five care dtions in a given geographic
area:
- First, “prevention and promotion of mental health care,lyeaetection,
screening and diagnostic activitie&Suide 20105
- Second,“intensive treatment for both acute and chronicntad health
problem$ provided by mobile teams immediately and intensively
intervening in crisis situatiorigidem);
- Third, rehabilitation programmes with a focus oncaeery, social
inclusion, “independent functioning in daily life’and the acquisition of
“new cultural, social or professional role@dem);
- Fourth, residential intensive treatment for acutd ehronic mental health
problems;
- Fifth, alternative housing facilities intended teople fwith limited

opportunities for integration into the communifidem).

Particularities of the functional model:

First, the following quote illustrates that the ¢tions are devised in a way to
promote collaborative instead of competitive rellasihips between community and
residential services and institutions:

“The model we wish to introduce, with a global visas starting point,

ensure the integration of the resource of hospitaisl the resources of

2 “Guide towards bettered mental health care byrélaéization of care circuits and networks” (2010)
Interministerial Conference Public Health, psy107.be



(ambulatory) services exiting in the community.fSaenodel implies that
all actors within a specific, defined area must bwolved in the
organization of the mode{(Guide 2010, p.10).
Then, it is worth noting that the stress put on ikeoleams derived from proposals
made by services users groups on the occasioregiopis pilots in mental health,
and from the service users’ families and carerguest to policy makers for
developing mobile psychiatric teams, following thermonde incident, where a
psychotic slaughtered children in a day nursery.
By contrast, the emphasis on rehabilitation reflébe specific knowledge of the
think-thank, thus connecting the reform to inteioradl moves towards recovery-
oriented practices.
On the whole, by connecting the reform project iteiinal needs and external
trends, its proponents attempted to increase kbgitimacy in front of institutions

and professional groups claiming their legitimazylirect the change process.

The ongoing reform as a typical product of the Belgsystem: devising intricate

policy instruments

The reform started in 2010, through exploratoryjguits expected to refine the five
functions according to local needs and specifice caystems, by developing
working groups called committees of function.

Committees of function had to meet every montheatingé new work procedures
supporting the implementing of the functional modéiey involve mental health
and primary cares front-line professionals.

Some of them, especially those focusing on molasemis and the rehabilitation
functions, were trained by public health authositieading the reform. Vocational
training course have also been organised in casmtkihose community systems
inspired the Belgian reform, esp. Switzerland, Eeaand the United-Kingdom.
Thus, public authorities are explicity empoweringew mental health
professionals, providing them with adequate knoggerkesources to impact on the
change process. Services users groups are undgrgsimilar kind of
empowerment through their “participation projectivhich includes the
involvement of their representatives into functioommittee and the writing of

policy proposals for the improvement of users’ jggration in care delivery.



By contrast, the means of financing the reformabi¢ging psychiatric hospitals to
reallocate part of their budget from financing gegtric beds to supporting the
development of mobile teams and possibly additidoattions, provides them

with good reasons for influencing the reform’s ieplenting.

Implementing the reform: what does it mean?

In this context, implementing the reform primaniheans developing idiosyncratic
local care networks, depending on the hospital ptorg the project and the
specific features of local care systems.

- Diversified local care systems, encompassing mamgneunity facilities,
mean increased available resources to developwhéuihctions. However,
provided that those structures have developed amigntly form one
another, this also means impediments to reach mgmeon common work
procedures. Urban networks are particularly coreettoy such challenges
and opportunities. Rural networks are rather corexkrby developing
structures and staffs to fulfil new functions, esphy rehabilitation.

- On the whole, the presence at local level of mehégllth professionals
knowing thatother kinds of treatments are also appropriatentmtal
health andknowing howto implement such treatments, represent useful
resources in implementing the functional modelsfalet, local networks
lacking of such knowledge broker(Meyer, 2010) are undergoing

difficulties in finding appropriate means to devyelbe five functions.

Implementing the reform means rising conflictingfessional legitimacy:

- The legitimacy of experience (or practical knowledis claimed by public
authorities leading the reform, mental health @sienals supporting
changes and services users groups. Most of timeg ukis legitimacy
entails references to concrete experiences tdyubke need for taking new
actions, instead of relying on organisational nmoesi to prevent new
actions form happening.

- The legitimacy of academic knowledge is claimed fpfessionals

reminding the need for paying attention to profesal and legal



obligations, for instance medical confidentialityhen implementing the
new functions.

- Conflicts between those contrasted kinds of legitiynare particularly
visible when new care instruments, such as indalidtare plans, are
discussed by the committees of functions. In fawth instruments involve
different kinds of relationships between profesalen and between
professionals and services users. Those relatipgashemphasize
accountability and transparency principles, nexthe trust relationship
and professionahference(Abbott, 1988) induced by the modelragédical
professiongFreidson, 1988).

- Sorting out such conflicts requires local agreesieabmbining the two
kinds of professional logics in a way that fit witcal needs. Suchd hoc
agreements lead professionals to be particulatyiamas about inscribing
them in documents, for instance network agreensgfiaing the nature of
their relationships for a period of time. As a fgsit happens that
implementing the reform means more discussing teamnimg of every
word to be written down than translating the résglagreement into new

work practices.

Implementing the reform means rising long-standdieplogical conflicts

Most of time, such conflicts involve proponentspoiivate psychiatry and those of
public psychiatry. The former mainly relies on thragmatic logic of action just
mentioned, while the later rely on professionaltohie to defend their position.
Thus, ideological conflicts significantly overlaptiwthe knowledge conflict.

In this respect, the two most striking issues comdbe activation of psychiatric
mobile teams and the implementing early diagnose$ screening functions.
Regarding the issue of who has the right to redinresiobile teams’ interventions,
proponents of a pragmatic logic of action are clagrthe right for services users
and carers to “activate” mobile teams, while claitsaof the institutional logic are
insisting on the requirement for going through meatidoctors, either GPs of
psychiatrists.

Concerning the issue of early diagnoses and sergdmictions, it mainly involves
Community Mental Health Services. On the whole, cuomity services are

overloaded with existing demands for psycho-sdeigtments and, given that they



receive no additional subsidies to participatehim teform, they are simply unable
to implement those functions. More specifically,il@tpart of them agrees on the
need for developing early diagnoses and screeningtibns, part of them argues

that taking this steps means moving toward inciaseial control.

Implementing the reform means nineteen successemiamenting mobile teams

As showed by the following map, nineteen pilotsesior over the country are
testing the new model care by implementing the firetions.

The “yellow” and “blue” pilots represent contrastedys of implementing the
reform. Their main characteristics are summarizedhe following table. Short
comments are then provided. In the framework of thitline of the reform, we
focus on mobile teams (function 3). However, thioma is not limited to this
function and other innovative devices and practiees developing in every

exploratory project (see the website/w.psy107.be




_ The “yellow pilot” The “blue pilot”

Geographicarea +- 1900 squaremetres +-2000 square metres

Population 787, 502 inhabitants 280, 203 inhabitants

Promoter Private hospitalA- 15 A-Beds* Private hospitalB-30 T-Beds

hospitals Private hospitalB-30 T-Beds Public hospital C-30 T-Beds
Public hospital C-30 T-Beds

Mobileteamsand 2 mobileteamsfor acute 1 mobileteam A

associateddevices treatments/2mobiketeamsfor Imobileteam CT
chronictreatment A guidance plaform

Familycares

Active fileMobile 2x35 users 1x59

TeamsA

TeamsB 2x185 users 1x103

A&B 1x38

30 T-Bedsor 15 A-Beds=10 fulktime workers, incduding
nurses, psychologists, social workers, and paramedicalstaffs

Though they are developing in geographic areasmoilas size, the yellow and
blue pilots are directed to very different popuat; the yellow pilot being
intended to a large and urban population, and hie filot to a rural population of
limited size.

The two pilots have at least two promoter hospitasluding private and public
hospitals. This results from the explicit requestda by policy makers to local
actors to develop local network through partnersimvolving all the institutions
existing in a given area.

Either promoter has frozéa given number of psychiatric beds, in order t@bke
to reallocate the corresponding resources to theldement of mobile teams.
There is no simple correspondence between the nuohii®zen beds and the size
of the mobile teams. However, on average, by fregeither 15 psychiatric beds
for acute treatments (A-Beds) or 30 treatment l{@eBeds), psychiatric hospitals
are able to develop mobile teams composed of abmutfull-time workers,
including psychologists, nurses, social works amémedical staffs.

On the basis of 75 frozen beds, including 60 T-Baxd 15 A-Beds, the yellow
pilots is implementing 2 mobiles teams for acueatiments, and 2 mobile teams

for chronic treatments. Each team tends to workannection with the hospital

3 With a view to allow for progressive change, bisbao avoid strong opposition from psychiatric
hospitals, public authorities asked them to “fréeaagiven number of psychiatric beds, instead of
directly closing the necessary number of beds fglément the functional model. Public authorities
expected hospitals to freeze at least 30 treatimedis or 15 acute beds, to be able to develop both
chronic and acute mobile teams.



from which it comes from, and the four teams divile territory up among one
pair of chronic-acute teams focusing on the ceofré¢he geographic area, and
another pair focusing on the periphery. Though ipublthorities deplore this
division along traditional organisational and idegtal lines, it appears adequate
to local needs. Moreover, thanks to the meetingheffunctions committee, the
members of the four teams are meeting every manghare about their practices
and think about common procedures. The works offabe mobile teams is thus
integrated in some ways.

With its 60 frozen beds, the blue pilot developed mobile team for acute mental
health problems, one mobile team for chronic pnoilsleand one team addressing
both acute and chronic problems. The two formerelated to one of the promoter
hospital and focuses on the north of the geogragptga, while the latter is related
to the second promoter and focuses on the southredwer, given the
particularities of the local care system and paldic concerns expressed by local
managers and professionals, the three teams @lubkepilot are connected to two
complementary devices. On the one side, they aneemted to a guidance platform
which is referring users to one of the three teaondp community services, or to
psychiatric (day) hospital. In this way, among tB&7 users of the guidance
platform in 2013, 96 have been referred to psydhidtospitals, 67 to mobiles
teams, 68 to community/ambulatory services, antiale been asked to meet with
the multidisciplinary teams of the platform a settdime. On the other side, family
cares having existed for long in the south of #etbry covered by the pilot, this
particular kind of (community) services is integmto the pilot's functioning.
Finally, the active file of the mobile teams ardwing similar path, the active file
of chronic teams being much higher than those efaitute teams. This fact rises,
in the two pilots, the difficult issue of puttingnaend to the mobile teams
interventions, with a view to not reproduce the samutines than in residential

settings.

Conclusion:

For a few decades, policy makers have been attegygt stimulate change
through pilot-projects “promoted” (i.e. financed)y bpsychiatric hospitals.
However, provided that their initial objective is,fact, to displace resources from
the residential sector toward the community secpmidjcy makers have been

disapproving the hospitals’ influence on the impdetmg of policy programmes.
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Consequently, seeking for means of directing tloegss of change in the desired
direction, they are using resources from abovearidide the system —especially
references the WHO and to changes in OECD-countnestal health system- as
well as resources from inside the system — amohgrdtont-line professionals
trained in a way t@embody(Freeman & Sturdy, 2014) the leading values oicgol
initiatives.

At the local level, those professionals —equippeth wew practical experiences
and references to knowledge produced by interratiorganisations- are directly
confronted with actors resisting to changes. Camsetly, during the function
committees, they come to endorse power, ideologacal knowledge struggles
which are not made explicit by policy makers, amavhich they are not primarily
interested. In fact, whether front-line professisnaarticipate in policy initiatives it
is most of time for the legitimate purpose of impng their conditions of work
and their position in the system.

Thus, such means of reforming psychiatric and nhelnéslth systems raised
question about the division of work and sharingesiponsibilities between policy
makers, social institutions, and professionals.

However, we have seen that, practically, it aclsesgmulating change and the
development of new professional practices, esggdla mobile teams. Moreover,
and in more abstract term, reviewing the literatore the implementing of
community psychiatry in OECD-countries made clédmat it is by no way a clear
and one-way process, but a process inducing inere&inehanges, the progressive
making-up of a stock of practical knowledge demyiinom situated experiences
(Freeman in Rowe et al.,, 2011), and the momentamyweargence of social,
political, cultural and scientific waves (SemrawarBy, Law, & Thornicroft, 2011,
Thornicroft et al., 2008). In this respect, the dd&h reform seems to occur at the
right time in the right place. However, we assunmattneither adequate
sociocultural context nor proliferating pilots anetworks suffice to enable change
if they are not used in a way to allow for the eotlve learning of new pattern of

relationships.
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