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epidemiology	of	psychiatric	morbidity

from	the	total	population	(NEMESIS-NL):
• 40+%	has	a	life	time	prevalence	of	MH	problems
• 24%	has	a	year	prevalence	of	MH	problems

MH	as	a	public	health	challenge

95%	of	citizens	
are in	daily	
contact

with	persons	
with	MH

vulnerabilities



physical	care

psychiatry

1960 2010

Global	Burden	of	Disease:	
MH	loses	the	war…
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high	prevalence
limited	resources	

(NL:	each	year	7%	get	professional	MH	care)

marginal	impact

urgent	need	to	be	(more)	effective/efficient!



We revealed a 
dysfunctional system 

that does not deliver the 
quality of treatment 
needed for recovery. 

Is this tolerable in the 
21st century?



towards	an	(inter)national	plan
for	mental	health

2017	- 2027

citizen	
(community)

MH	
(health)





human	rights

effective	full	participation	in	society

inherent	dignity	and	respect	to	make	
own	choices

respect	for	diversity	as	part	of	human	variation
and	humanity
equality	of	opportunity



inspiratie	voor	
de Nieuwe GGZ	beweging

new	mental	health	
movement

the	concept
of	illness	or
care	needs

how	to
organize	care

the	didactics
of	care



about	‘mental	illness’
– what	do	we	know	(what	will	we	never	know)	–

• psychopathology	is	no	identity	(DSM:	I	am…)	but	a	vulnerability that	becomes	
problematic	periodically (Now,	I	am	struggling	with,…)

• psychopathology	is	contextualized (a	result	of	gen/environment	interaction)

• modern	mental	health	care	evolves	from	the	concept	of	‘fixable’	individuals to	a	
vision	on	individuals	interacting	with	meaningful	environments	to	increase	
resilience	(decontextualizing	psychiatry)

Ø the	‘classic’	MH	care	strategy	to	reduce	vulnerability	by	protection	and	avoidance	
(sometimes	a	result	of	the	ambition	to	reduce	symptoms)	is	iatrogenic

Ø a	society	that	organizes	its	response	to	MH	handicaps	(e.g.	in	the	social	security	
system)	by	assuming	a	stable	or	deterministic	course,	discriminates



the	dream	of	psychiatry	is	not	different	from
Ebola,	diabetes	or	high	blood	pressure,…

‘fixable’	
persons

vaccines
medicine

‘magic’	solution
…

‘easy’

dream

difficult ‘influenceable’	
/	evolving	
individuals

washing	hands
diet

sport/movement
…

feasible also
evidence
based



3	seconds/
day

7	x	24	hour
attention

one	can	forget	to	be	ill the	illness	rules	your	life





health	is	the	ability	to	adapt	and	
implement	one’s	own	control,	in	light	of	

the	physical,	emotional	and	social	
challenges	of	life

Machteld Huber,	BMJ,	2011

Positive Health: Huber e.a., 2011



manage	vulnerability	and	resilience
across	domains

symptom
recovery

functional
recovery

personal
recovery
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triage



choice:	‘specialist’	care

evidence:

massive	comorbidity	(90+%)
silo-ed care	is	not	efficient

(‘misplaced’	concreteness)

psychosis
39%

depression
15%

addiction
7%

debts
6%

lonely
14%

mentally	
disabled
19%

depression

addiction

psychosis

debts

lonely

mental	disabled

silo-ed choices

death	lock:	restrictive



specialist	needs
around	the	patient



choice:	‘stepped’	(filtered)	care

1st	line	(GP)

2nd	line	(basic	MH	care)

3rd	line	(specialist	care)

evidence:

‘vulnerabilities’	require	
process	based	care	to	build	

resilience
pacing	can	be	more	relevant	
than	escalating	to	specialist	

care (e.g.	ECT,	…)over	consumption	/	dependence



De ‘unit of care’: focus – proces

curative participation (pers.)	recovery

(pers.)	recovery curative participation

participation (pers.)	recovery curative

choice:	‘parallel’	(integrated)	care

the	aim	of	(Dutch)	FACT	teams….

symptom
recovery

functional
recovery

personal
recovery





=	mental	health	care
cannot	be	outsourced



citizens

strategic	
network	
partners

MH

GP
(MH-
nurse)

wellfare
(participation)

NewMH	Movement



in	the	neighbourhood	(<15.000	citizens)
where	all	citizens	(also	persons	with	SMI	needs)
want	to	succeed	and	natural	resources

(e.g.	for	loneliness)	are	available
&	(MH)	professionals

find	colleagues	(e.g.	GP,	…)
(with	a	low	level	of	organization	– naturally	– F2F)



professional	identity:	‘knowledge’	expert





shared	decision	making
(patient	empowerment)

future	knowledge	is	distributed

care	relations	become	balanced
(multi-expert	collaboration)
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warning…



(f2f + virtual)
Personal Health Cloud (not Facebook)

facilitate	communities
in	the	open	(non-MH)	society





better	-- resilience	relevant	-- assessment



focus	on	change	over	time
harvest	the	subject’s	own	strength

time

‘depressive’

‘normal’

trigger
for‘recovery’

trigger
for	vulnerability



sampling	the	other	23(/24)	hours



PsyMate™



take	away	messages

• mental	health	has	to	be	ambitious	(yes	we	can!)
• not	a	responsibility	of	professionals	and	patients	but	of	the	public
• mental	health	vulnerabilities	are	periodically	problematic,	not	easily	fixable
• mental	health	should	scale	down	to	the	level	of	small	communities
• this	is	normalizing	and	makes	resources	naturally	accessible
• professional	resources	should	be	supportive	for	patients	and	families	
=	facilitate	resilience

• for	this,	the	adaptation	niche	is	daily	life	functioning
• in	the	variations	of	daily	life	we	explore	vulnerabilities	and	strengths
• these	are	the	building	blocks	of	patient	and	community	resilience



new	mental	health	
movement

ph.delespaul@maastrichtuniversity.nl


