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Introduction 
 
There have been many requests from IIMHL leaders for information about the idea of 
ringfencing. This was used very effectively in New Zealand when new funds were introduced 
to the system and to ensure prior investments remained in the system. What we found was 
that there are only a few examples of ringfencing in the funding of mental health and 
addiction services.  
 
While we were searching for examples and material regarding ringfencing, colleagues within 
the IIMHL community identified new methods being used in the financing and contracting of 
services in their countries. Thus we have expanded this paper to first present what examples 
we could find regarding ringfencing but also a quick snapshot about other methods being 
used in IIMHL countries. 
 
If after you read this paper, you do know of other examples of ringfencing we would be very 
appreciative if you could send us links or material about its usage. 
 
 

Background 
 
Sufficient funding for mental health and addiction services is a critical issue for all countries.  
 
This summary paper looks at examples of innovative ways to fund mental health, drawing 
upon the expertise of IIMHL countries, international agencies (OECD, WHO & the World 
Bank) and experts.  
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The examples described in this paper suggest that one example (ringfencing mental health 
and addiction funds) can be an effective means to protect investment and enable the more 
rapid and sustained development of mental health services.  
 
As such it can be a helpful lever in achieving parity of investment and quality. 

 

 

 New Zealand 

 
 

Background information 
 
Janet Peters (IIMHL Liaison for New Zealand/Aotearoa) notes District Health Boards 
(DHBs) have been required (by the Ministry of Health) to maintain a “mental health 
ringfence” since the devolution of mental health service funding in July 2001. The 
Government stated in 2001 that: all funds ascribed to mental health an addiction services 
must be set apart from other finding and “ringfenced” (kept safe from other funding) only for 
use for specialist mental health and addiction services for people most severely affected by 
a mental illness or alcohol or other drug issue.  
 
Following a lengthy history of government funding injections specifically to strengthen and 
develop mental health services, there is a clear government expectation that funds intended 
for mental health be fully applied by the funder, and that in both funding and provision 
mental health resources are not diverted to other uses in physical health (e.g. 
Emergency Departments?). This is the concept of the mental health ‘ringfence’. 1 
 
In 2018 from the Mental Health Commissioners Report: 
“DHB funding is ringfenced and has increased 40% over the past 10 years”2 (p.22) 

A “ringfence” is in place to protect spending on mental health and addiction services within 
each DHB’s budget. According to the Ministry of Health’s Operational Policy Framework, 
DHBs cannot reduce their annual spending on mental health and addiction services unless 
they can show that a change in service delivery would reduce costs while keeping or 
improving service levels. 
 
In 2018 
Submission to the Government Inquiry into Mental Health and Addiction 
Appendix Five: Mental Health Funding and Expenditure Overview  
 
1. The principal funder of health and disability services in New Zealand is the Government, 

with most funding provided through Vote Health (actual expenditure of more than $15 
billion in 2016/17). ACC and private expenditure also funds health services. 

 
Table 1: Vote Health actual operating expenditure ($millions)  
 

2. Vote Health expenditure on mental health was about $1.4 billion in 2016/17. DHBs spend 
almost all of this; the Ministry of Health’s expenditure is around $70 million each year on 
mental health. In addition, general medical services are funded that help to treat or 

                                                 
1http://www.moh.govt.nz/notebook/nbbooks.nsf/0/2feab81456550c00cc25783400045dd8/$FILE/RingFenceR

eport2003.pdf        
2  https://www.hdc.org.nz/media/4688/mental-health-commissioners-monitoring-and-advocacy-report-

2018.pdf 
 

http://www.moh.govt.nz/notebook/nbbooks.nsf/0/2feab81456550c00cc25783400045dd8/$FILE/RingFenceReport2003.pdf
http://www.moh.govt.nz/notebook/nbbooks.nsf/0/2feab81456550c00cc25783400045dd8/$FILE/RingFenceReport2003.pdf
https://www.hdc.org.nz/media/4688/mental-health-commissioners-monitoring-and-advocacy-report-2018.pdf
https://www.hdc.org.nz/media/4688/mental-health-commissioners-monitoring-and-advocacy-report-2018.pdf
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manage mental health matters (e.g. primary health care doctors and nurses), but aren’t 
part of the reported mental health expenditure.  

3.  DHBs provide service directly ($991 million in 2016/17) and also contract NGOs for 
services ($434 million in 2016/17). The Ministry of Health contracts NGOs and DHBs for 
services. 

 
4.  The amount spent on mental health services is similar to that spent on disability support 

services ($1.2 billion in 2016/17) and aged care services ($1.4 billion in 2016/17). By 
comparison, about $5 billion is spent on medical and surgical services and $850 million 
on community pharmaceuticals. 

 
The Mental health ringfence  
 
5.  Mental health expenditure in DHBs is “ringfenced”. This essentially means that the 

amount a DHB spends on mental health services has to, at-least, increase each year to 
account for demographic and other cost pressures. This ensures that DHBs don’t 
reprioritise current mental health funding to other services, and that the funding scales to 
keep up with population growth.  

 
6.  What the ringfence doesn’t do is ensure that the existing expenditure is sufficient. If the 

current expenditure is insufficient and it is scaled for population growth, it would still 
remain insufficient. While the ringfence does mean there is a minimum investment 
(expenditure expectation), it may also have the unintended consequence of normalising 
or providing justification for an insufficient level of funding.  

 
7.  The ringfence expenditure expectations mean that a DHB can’t spend less, however in 

practice there is nothing to prevent a DHB from spending more to meet the needs of their 
population if they deem this necessary. 

 
8.  Note: no other area of DHB funding is ringfenced. For example, there isn’t a maternity 

ringfence”3  

 
In 2019 The Prime Minister Jacinda Adern talks in a media video about mental health for the 
future.4 
 
 

 Canada 

 
 
Steve Lurie (Executive Director of the Canadian Mental Health Association Toronto) 
summarises this work for Canada. 
 

Ringfencing (or lack of it) has an interesting history in Canada.  According to Dr. Harvey 
Simmons who wrote Unbalanced, a history of mental health policy in the province of 
Ontario, at the turn of the 20th century, spending on mental hospitals (asylums) accounted 
for 75% of total provincial spending. It was all downhill from there until the recent Health 
Accord ( 2017) between the provinces and the federal government which does ringfence $5 
billion of mental health funding from the federal government to provinces and territories for 

                                                 
3
  Ministry of Health https://www.health.govt.nz/system/files/documents/pages/submission-government-
inquiry-into-mental-health-and-addiction-appendix5.pdf 

4 New Zealand Herald, media video:    
  https://www.nzherald.co.nz/nz/news/article.cfm?c_id=1&objectid=12235563 

https://www.health.govt.nz/system/files/documents/pages/submission-government-inquiry-into-mental-health-and-addiction-appendix5.pdf
https://www.health.govt.nz/system/files/documents/pages/submission-government-inquiry-into-mental-health-and-addiction-appendix5.pdf
https://www.nzherald.co.nz/nz/news/article.cfm?c_id=1&objectid=12235563
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10 years.5  Nationally, mental health spending accounts for 7% of health care spending, 
below the 9% target established by the Mental Health Commission in 2012. 
In Canada health care is a provincial responsibility, and while there has been cost sharing 
between levels of government, mental health services were excluded from cost sharing 
agreements. Provinces could choose to allocate federal transfers to mental health services 
in the 2003/4 10 year agreements, but  most did not, and the mental health share of health 
spending declined to 7% as program spending on other areas of health care increased.  
 
In 2005/6, there was a document called Local Integration Networks: Potential, 
challenges and policy directions by Wellesley Central Corporation, which suggested that 
the establishment of local health integration networks had the potential to shift spending 
priorities.   Kathy Langlois (North American Regional Lead for IIMHL and former health 
leader in Canada) states: “The Province of Saskatchewan in the mid to late 1990s had a 
process called “a one way valve” which allowed treatment dollars to be moved into 
prevention, but not the other way around.  This included mental health funding.” LHINs 
operated in Ontario from 2007-2019. While there was some increased funding for mental 
health and addictions during this period, it did not occur as a result of reallocation of funding 
from hospitals to community services. 
 
This was noted in Saskatchewan and Ontario6: 
 
     "Whatever re-allocation of resources that takes place once the Local Health Integration 

Networks (LHINs) are established should incorporate a ‘one-way valve’ - so that funds 
can only be diverted from acute care to community services, not the other way around.”     

 
There were modest investments in community mental health programs but most provinces 
lacked the funding to implement their mental health plans. When psychiatric beds were 
closed, most savings were not reinvested in community services or prevention. 
 
Steve Lurie (Executive Director, Canadian Mental Health Association Toronto Branch) gives 
information on four key documents about funding in Canada. 
 
First, there is now a federal/provincial territorial agreement that will result in an increase of $ 
5 billion for mental health and addictions between 2017 and 2027. This will average 
$500,000 per year, and is well short of the $3.1 billion annualised requirement to meet the 
9% mental health spend target proposed by the Mental Health Commission of Canada 
(MHCC). However, it could be said that the new investments are ringfenced as follows: 
 Elements of the agreement among Health Ministers are stated below: 
 
“Over the next 10 years, federal, provincial and territorial (FPT) Health Ministers will work 
together to improve access to evidence-supported mental health and addiction services and 
supports for Canadians and their families by pursuing one or more of the following actions: 
 

 Expanding access to community-based mental health and addiction services for 
children and youth (age 10-25), recognizing the effectiveness of early interventions to 
treat mild to moderate mental health disorders; 

 Spreading evidence-based models of community mental health care and culturally-
appropriate interventions that are integrated with primary health services; and 

 Expanding availability of integrated community-based mental health and addiction 
services for people with complex health needs. 

 

                                                 
5
 https://www.amazon.ca/Unbalanced-Mental-health-Ontario-1930-1988/dp/0921332165 

6 https://www.wellesleyinstitute.com/wp-content/uploads/2011/11/LHINs_PCh_Paper2.pdf    p.29 
 

https://www.amazon.ca/Unbalanced-Mental-health-Ontario-1930-1988/dp/0921332165
https://www.wellesleyinstitute.com/wp-content/uploads/2011/11/LHINs_PCh_Paper2.pdf
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To support provinces and territories to improve access to mental health and addiction 
services through such initiatives, the federal government will provide the provinces and 
territories with $5 billion over ten years starting with $100 million in 2017-18.” 
 
Also, “in June 2018, FPT Ministers of Health agreed to a set of 12 common indicators for 
home and community care and mental health and addiction services. In May 2019, the 
Canadian Institute for Health Information (CIHI) released its inaugural annual report on the 
first three of these indicators. CIHI will continue to work with governments across Canada to 
report annually on all 12 indicators”. 
 
The link to the Accord and bilateral agreements is below.7   
 
The Accord does represent progress, as historically provinces have tended to invest more in 
other areas of health care than they have in mental health. 
 
Second, the Canadian Institute for Health Information chartbook (July 2019)8 Health System 
Resources for Mental Health and Addictions in Canada does show that there have been 
investments in mental health and addictions over the past nine years - per capita spending is 
up 25% but our  share of spending is still third lowest in the Organisation for Economic Co-
operation and Development (OECD) countries at 7%. While overall health spending has 
increased by 23%, given small share that mental health and addictions represents, the gap 
could continue to widen even with the health accord. 
 
Third, an article by Bartram & Lurie9 Closing the Mental Health Gap: The long and 
winding road, traces the history of mental health and addictions funding and suggests that 
despite calls for parity with spending on physical health  care  going back 100 years (1919, 
1963, 2018), increases to the mental health spend have not been a priority with 
governments.  
 
Given history, the ringfenced new investments through the health accord represent  a public 
policy achievement, of which mental health advocates can be proud. 
 
Fourth, the province of Ontario has made two announcements that will have an impact on 
the mental health and addictions spend going forward.  Ontario is the only province to 
commit to match the federal  accord investment over 10 years. If the money flows, the 
combined total mental health spend will get Ontario 32% of the way to the MHCC 9% target. 
However there is risk too.  
 
The government has announced the formation of integrated delivery systems through 
Ontario Health teams, which will at maturity have integrated budgets similar to Accountable 
Care Organisation (ACO) budgets in the US. There are currently no guarantees that the 
existing mental health and addictions spend will be maintained, or that the new 
dollars committed in the Accord/provincial match will be invested in evidence based 
mental health care. Steve Lurie’s brief on Bill 174 identifies the risk and opportunity10. See 
Appendix 1. 
 
 

  

                                                 
7 https://www.canada.ca/en/health-canada/corporate/transparency/health-agreements/shared-health-

priorities.html 
8
  https://www.cihi.ca/sites/default/files/document/mental-health-chartbook-report-2019-en-web.pdf 

9  https://www.cjcmh.com/doi/pdfplus/10.7870/cjcmh-2017-021 
10 http://www.iimhl.com/files/docs/20190817.pdf 

https://www.cihi.ca/en/shared-health-priorities-0
https://www.canada.ca/en/health-canada/corporate/transparency/health-agreements/shared-health-priorities.html
https://www.canada.ca/en/health-canada/corporate/transparency/health-agreements/shared-health-priorities.html
https://www.cihi.ca/sites/default/files/document/mental-health-chartbook-report-2019-en-web.pdf
https://www.cjcmh.com/doi/pdfplus/10.7870/cjcmh-2017-021
http://www.iimhl.com/files/docs/20190817.pdf
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 England 
 
 
Steve Appleton (IIMHL Regional Lead for Europe) notes that ringfencing is not 
something that historically has been used particularly extensively in England11. 
 
There is a mental health minimum investment standard that Clinical Commissioning Groups 
(CCGs) have to meet12 and is measured by NHS England, however there can be a degree 
of interpretation of the guidance. New funds for Child and Adolescent Mental Health 
Services (CAMHS) have had a degree of ringfence.  
 
Over the past decade, when money was put into new community services it was not directly 
ringfenced. Anecdotally, there was less focus on inpatient funds and continuing bed 
closures. The result of that is the current experience of pressure on inpatient beds and a 
lack of capacity that is driving out of area placements. 
 
Because CCGs have the responsibility over how funds are spent, these decisions tend to be 
very local despite any national focus they have. 
 
In summary, although there is now ringfenced new money for mental health in the NHS Long 
Term Plan for mental health, it still remains an area that can be vulnerable to cost savings by 
CCGs looking to reduce their deficits. In addition, services commissioned by local authorities 
(councils) remain vulnerable to cost reductions. 
 
Tim Kendall of NHS England & NHS Improvement states:  
 
 “New funding in mental health in England for the additional £2.3 billion per year is 

ringfenced for the next five years – with every commissioner having to transparently show 
what they have spent the money on.”13 

  
The Five Year Forward View for Mental Health14 from 2016 has made an unarguable case 
for transforming mental health care in England. The costs of mental ill health – whether to 
the individual, their family or carer, the NHS or wider society – are stark. The opportunity of 
action cannot be ignored, and this document describes how the NHS will take the action 
required. 
 
“First, we have made a set of recommendations for the six NHS arm’s length bodies to 
achieve the ambition of parity of esteem between mental and physical health for children, 
young people, adults and older people.  
 
Second, we set out recommendations where wider action is needed. Many people told us 
that, as well as access to good quality mental health care wherever they are seen in the 
NHS, their main ambition was to have a decent place to live, a job or good quality 
relationships in their local communities. Making this happen will require a cross-government 
approach.  
 

                                                 
11  Email 3rd July 2019. 
12  https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2017/03/faqs-mental-health-financial-

planning.pdf 
13

  Email communication 25/7/19 Tim Kendall 
14

  https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf 
 
 

https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2017/03/faqs-mental-health-financial-planning.pdf
https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2017/03/faqs-mental-health-financial-planning.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf
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Finally, we have placed a particular focus on tackling inequalities. Mental health problems 
disproportionately affect people living in poverty, those who are unemployed and who 
already face discrimination. For too many, especially black, Asian and minority ethnic 
people, their first experience of mental health care comes when they are detained under the 
Mental Health Act, often with police involvement, followed by a long stay in hospital. To truly 
address this, we have to tackle inequalities at local and national level”.  
 
Implementing the Five Years Forward View for Mental Health15 
 
This document lays out a roadmap for delivering the commitments made in the Five Year 
Forward View for Mental Health to people who use services and the public. When 
implemented, this will lead to an additional one million people receiving high-quality care by 
2020/21: a decisive and unprecedented step towards closing the treatment gap for mental 
health.  
 
The document falls into chapters which outline the core elements of the programme and 
provide a roadmap to deliver each of the objectives. These are followed by sections 
describing cross-cutting work on infrastructure and supporting frameworks, as well as the 
support offer to localities to help them implement this plan.  
 

 Children and young people’s mental health 

 Perinatal mental health  

 Adult mental health: common mental health problems  

 Adult mental health: community, acute and crisis care  

 Health and justice  

 Suicide prevention  

 Sustaining transformation: Testing new models of care  

 Sustaining transformation: A healthy NHS workforce  

 Sustaining transformation: Infrastructure and hard-wiring  

 Our support offer 
 
More recently (in June 2019) the 136-page NHS Long Term Plan was published16. There is 
a section on the mental health element of the plan for children and adults at page 50 and 68 
respectively. It subsumes some of the aims of the Five Year Forward View. 
 
Tim Kendall notes: “It makes a renewed commitment that mental health services will grow 
faster than the overall NHS budget, creating a new ringfenced local investment fund worth at 
least £2.3 billion a year by 2023/24. This will enable further service expansion and faster 
access to community and crisis mental health services for both adults and particularly 
children and young people. The Plan also recognises the critical importance of research and 
innovation to drive future medical advance, with the NHS committing to play its full part in 
the benefits these bring both to patients and the UK economy”. (For more information on 
planning and contracting see Appendix 1.) 
 
 

  

                                                 
15 https://www.england.nhs.uk/wp-content/uploads/2016/07/fyfv-mh.pdf 
16 https://www.longtermplan.nhs.uk/wp-content/uploads/2019/01/nhs-long-term-plan-june-2019.pdf 

https://www.england.nhs.uk/wp-content/uploads/2016/07/fyfv-mh.pdf
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/01/nhs-long-term-plan-june-2019.pdf
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 Ireland 

 
 
Laura Molloy (IIMHL Liaison for Ireland) states: in Ireland the Mental Health budget is 
separate from other services. The Irish Mental Health Services under the Health Service 
Executive adopts a multi-year approach to budgeting the key aim of which is the delivery 
and development of safe and responsive services across the country, in line with the 
recommendations of the Mental Health Strategy “Vision For Change” and with an increased 
use of an equitable evidence-based approach. The Irish Health Service is structured into 
Care Groups i.e. Older Persons, Disabilities, Mental Health, Primary Care, and Acute 
Services. Each care group has its own management structure and defined budget. Mental 
Health as a Care Group has allocated funding most of which is ringfenced for the delivery of 
mental health services throughout acute and community services.    
 
There is recognition within the Irish Health Services that ringfencing for specific care groups 
can be too restrictive and there is a need for cross care group funding across Mental Health, 
Intellectual Disabilities, Primary Care, Older Persons, Homelessness, and Addiction etc. 
HSE funding is supporting initiatives across all of these care groups including 
prevention/promotion services e.g.  Primary Care Counselling, Health Promotion Campaigns 
etc.  Even in a small country like Ireland there is a case for funding models for populations or 
geographies and at times, ringfenced funding can be too restrictive to meet service users' 
needs. These funding models need to be developed further.  
 
The 2019 final budget for Mental Health, inclusive of 2012-2019 Programme for Government 
(PFG) funding was €987.4 million. Between 2012 and 2019, €265m in ringfenced new 
development funding was allocated under the PFG to invest in modern mental health 
services which are recovery focused and community- based. On a year-by-year basis the 
HSE mental health budget has budget has been positively adjusted for pay increases 
however it has also been subject to restrictions which have applied to health expenditure 
generally, including downward adjustments for public service pay reductions and 
procurement savings similar to other HSE service areas. In addition, in 2013 and 2014 only, 
unspent development funds due to recruitment restrictions were used to meet unavoidable 
costs in other areas of the Health Service on a once-off basis only with all funds available on 
a recurring basis at the start of the next year.  
 
In total, taking account of the various movements, an additional €276.4 million increase in the 
Mental Health budget is identified in the HSE Service Plans between 2012 and 2019 
inclusive. This is as a result of the endless lobbying to senior health officials from senior 
management to get equal recognition for mental health services.   It also should be noted 
that no development funding has been re-directed to non-mental health services in 2015, 
2016, 2017 and 2018 as underspends in PFG allocations were used towards other mental 
health related costs. This can also be accredited to the commitment and dedication of senior 
management in mental health to improve mental health services. Unfortunately recruitment 
and staff retention continues to be an issue for Irish Health Services.  

  

Growth in Irish Mental Health budgets year on year  

Heading 1202   €m 2013   €m 2014 €m 2015 €m 2016 €m 2017 €m 2018 €m 

Budget per NSP 711.0 737.0 766.0 791.6 826.6 867.8 917.8 

Spend in MH  709.0 735.8 785.4 825.0 867.5 920.3 
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 Sweden       
 
 
This work is necessarily limited to documents translated from Swedish. 
 
Some Swedish authorities use the “social investment” approach. Social investments are 
limited investments that both result in better outcomes for the target group and at the same 
time lead to lower social costs in the longer term17. 
 
“Social investment is about investing resources in a structured and thoughtful way to achieve 
a certain result over time. To succeed with the ambitions, a systematic work is required that 
constantly puts social and economic outcomes in focus, so that the organization: 
 

 prioritizes and implements early efforts that are expected to have an effect 
 continuously follows up and evaluates whether and how invested resources actually 

benefit 
 gain better ability to work cross-sectorally in ordinary operations. 

 
The systematics increase the capacity of the public sector to translate political goals into 
reality and to drive innovation and development work more effectively. Just as in all 
development, it is not possible to know in advance what the outcome will be, but in social 
investments, measurements and evaluations are the very basis for deciding on continued 
work”. 
 
Before the work on the initiative can begin, a number of organizational conditions need to be 
in place. For example, close links between the strategic and the operational level within the 
organization are required for the work with social investment to really lead to higher quality 
and changed working methods. A list of conditions can be found.18 
 
Sweden's municipalities and county councils have devised a model to implement a venture 
as a social investment. The model consists of six components that lead all the way from 
needs analysis to implementation. All components are designed for the public sector and 
show what work needs to be done organizationally, strategically and operationally 
throughout the process. 
 
Examples of Sweden’s social investment projects can be found on a website.19 
 
 
 

International Examples 
 
This section outlines some examples of funding that can be seen as innovative but are not 
yet used in the mental health/addiction sectors. The first is OECD, World Bank and WHO 
work obtained through expert Dr Emily Hewlett – we appreciate her assistance. 
 

                                                 
17  https://www.uppdragpsykiskhalsa.se/sociala-investeringar/ 
18  https://www.uppdragpsykiskhalsa.se/sociala-investeringar/det-har-kravs-for-att-lyckas-med-sociala-

investeringar/ 
19

  https://www.uppdragpsykiskhalsa.se/sociala-investeringar/exempel-pa-sociala-investeringsprojekt/ 
 
 

https://www.uppdragpsykiskhalsa.se/sociala-investeringar/
https://www.uppdragpsykiskhalsa.se/sociala-investeringar/det-har-kravs-for-att-lyckas-med-sociala-investeringar/
https://www.uppdragpsykiskhalsa.se/sociala-investeringar/det-har-kravs-for-att-lyckas-med-sociala-investeringar/
https://www.uppdragpsykiskhalsa.se/sociala-investeringar/exempel-pa-sociala-investeringsprojekt/
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The second is from a book by well-known economics expert Dr David McDaid and 
colleagues: Evidence on Financing and Budgeting Mechanisms to Support Intersectoral 
Actions Between Health, Education, Social Welfare and Labour Sectors. 
 
 

OECD 
 
Common mental disorders, especially depression and anxiety, are significant drivers of 
indirect costs such as unemployment, sickness absence and disability, and often have a 
high associated treatment gap. Making Mental Health Count recommends that all countries 

ensure that high-quality services are in place to treat these disorders, given the high 
economic and social costs they incur. 
 
Mueller & Hewlett20 in their article Better ways to pay for healthcare (which focused on 
physical healthcare) concluded that common ways to pay providers are at odds with current 
health system priorities of adapting care delivery models to changing epidemiology and the 
need to provide seamless, high-quality care to patients with complex health needs in a 
context of tight resources.  
 
A number of OECD countries have embarked on significant changes to their payment 
systems in response. Add-on payments, bundled payments and population-based payment 
have shown to deliver better value and patients are benefitting thanks to these changes. 
Add-on payments for co-ordination have shown their potential to improve quality while 
controlling costs.  
 
“The effects of Pay for performance (P4P) schemes are generally positive on quality-related 
processes. Although they do not necessarily improve broader health outcomes, they can 
generate system-wide benefits such as introducing better data collection or leading to more 
informed dialogues between purchasers and providers. A number of bundled payments have 
seen quality improvements, in some cases even with cost savings. Population-based 
payments show potential to overcome fragmentation of care leading to better quality, 
outcomes and a slowdown in spending growth.” 
 
 

The “sin tax” in Italy 
 
Rossi (2012) states in most western countries, governments levy specific taxes on goods, 
such as tobacco, alcohol, firearms, fatty food or frizzy drinks, whose consumption is proven 
to have a negative impact on the health of the consumer. These commodities are commonly 
labelled as sin goods and the specific fiscal measures applied to them are known as sin 
taxes.  
 
Although this does not appear to have been used in a mental health context it is a useful 
example of an innovative process to use money wisely. 
 
Rossi (2012) examined the “sin tax” process in Italy. This paper adopts consumption 
dominance curve technique21, first presented by Makdissi and Wodon (2002), to analyse the 
poverty impact of a range of marginal indirect tax reforms involving sin goods in Italy in three 
distinct years (2002, 2006 and 2010). Thanks to this approach we could identify the direction 
of marginal tax changes which would reduce poverty for all poverty measures and a wide 
range of poverty lines.  

                                                 
 
21 https://pdfs.semanticscholar.org/52de/5fde8da55b861a3d7ea22e91523575a5825f.pdf 

https://pdfs.semanticscholar.org/52de/5fde8da55b861a3d7ea22e91523575a5825f.pdf
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However: “From the major results it emerges that an increase in the price of three out of five 
goods under observation (i.e. tobacco, carbonated drinks and fruit and vegetables) would 
unambiguously hit in greater proportion the poor than the non-poor.”22 

 
 
World Bank 
 
Like Italy, the World Bank also focuses on tobacco: “Higher taxes on tobacco products 
reduce tobacco consumption and improve public health, while also increasing government 
revenues that can be used to fund priority investments and programs that benefit the entire 
population.23” 
 

Tobacco-related deaths are not only preventable tragedies but have an important economic 
cost. Worldwide, the total economic damage of smoking (including medical costs and 
productivity losses from death and disability) has been estimated at more than US$ 1.4 
trillion per year, equivalent to 1.8 percent of the world’s annual Gross Domestic Product 
(GDP)24. 
 
This economic burden mainly falls on the people and countries that can least afford it.  More 
than 80 percent of the world’s smokers live in LMICs. Within countries, tobacco addiction is 
concentrated among people with lower incomes and education. 
 
“The World Bank Group’s Global Tobacco Control Program assists countries 
in designing tobacco tax policy reforms and increasing tobacco tax rates as a win-win-win 
policy measure to:  
 
(i)  achieve public health goals by hiking prices, reducing smoking, and preventing initiation 

among youth; 
(ii) raise domestic resources for investments that benefit the entire population; and  
(iii)  enhance equity by reducing health risks associated with tobacco-attributable diseases 

and the risk impoverishment due to high out-of-pocket expenditures among the lowest 
income population groups, who tend to be more responsive in reducing consumption 
when facing higher tobacco prices. In addition, it supports countries in addressing illicit 
tobacco trade by strengthening customs systems”.25 

 
 

World Health Organization 
 
“Earmarking, also known as hypothecation, means in principal that there is a direct 
linkage between revenue and expenditure. Earmarking is not unique to the health sector, 
but is often referred to in discussions about how to raise revenues for the health sector. 
This is because earmarking has a dual role in mobilizing funds and creating disincentives 
for unhealthy behaviour.”26 

 
There is active debate over the potential advantages and disadvantages of earmarking 
revenues and contributions (see Table 1 below).  
 

                                                 
22 https://pdfs.semanticscholar.org/52de/5fde8da55b861a3d7ea22e91523575a5825f.pdf 
23

 https://www.worldbank.org/en/topic/tobacco#1 
24

 Ibid 
25 https://www.worldbank.org/en/topic/tobacco#6 
26 https://www.who.int/health_financing/topics/public-health-taxes/for-against-sin-tax/en/ 

https://www.ncbi.nlm.nih.gov/pubmed/28138063
https://www.ncbi.nlm.nih.gov/pubmed/28138063
https://pdfs.semanticscholar.org/52de/5fde8da55b861a3d7ea22e91523575a5825f.pdf
https://www.worldbank.org/en/topic/tobacco#1
https://www.worldbank.org/en/topic/tobacco#6
https://www.who.int/health_financing/topics/public-health-taxes/for-against-sin-tax/en/
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These arguments are not only focused on earmarked funds specifically for the health 
sector and may differ depending on the type of earmarking pursued and what programme 
is being funded. 
 
WHO outlines a table which characterizes the policy instruments for earmarking revenues 
for the health sector27. 
 
And it also gives a checklist 28 for countries that are considering earmarking for the health 
sector should address the following key questions. This checklist can guide discussions 
among health and finance policy-makers about when earmarking might be useful and how to 
structure an earmarking policy to ensure positive results and minimize distortions. 
 
R4D is collaborating with the World Health Organization (WHO) to collect and synthesize 
country experience mobilizing revenue for the health sector through earmarks. The goal is to 
increase understanding of the current use of earmarks for health and to examine their 
impacts on health sector budgets and broader fiscal consequences. This database 
represents the country experience that we have been able to identify so far.29 

                                                 
27

 https://www.who.int/health_financing/topics/earmarking-revenues-for-health/typology.pdf?ua=1 
28  https://www.who.int/health_financing/topics/earmarking-revenues-for-health/WHO-earmarking-

checklist.pdf?ua=1 
29

  https://www.who.int/health_financing/topics/earmarking-revenues-for-health/country-experience-
database.pdf?ua=1 

 
 

https://www.who.int/health_financing/topics/earmarking-revenues-for-health/typology.pdf?ua=1
https://www.who.int/health_financing/topics/earmarking-revenues-for-health/WHO-earmarking-checklist.pdf?ua=1
https://www.who.int/health_financing/topics/earmarking-revenues-for-health/WHO-earmarking-checklist.pdf?ua=1
https://www.who.int/health_financing/topics/earmarking-revenues-for-health/country-experience-database.pdf?ua=1
https://www.who.int/health_financing/topics/earmarking-revenues-for-health/country-experience-database.pdf?ua=1
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30 Ibid 
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Book: Evidence on Financing and Budgeting Mechanisms to Support 
Intersectoral Actions Between Health, Education, Social Welfare and Labour 
Sectors 
 

Dedicated earmarked funding 

 
McDaid & Parks describe what they call “dedicated earmarked funding” which is provided 
and controlled by one ministry or agency (usually the ministry in charge of health or that for 
finance).31 
 
Earmarked funding often refers to the practice by one or more tiers of government of setting 
aside specific funds from new or existing revenue streams for a specific purpose. It is widely 
used for financing health systems: some form of earmarking of revenue streams has been 
identified in at least 85 countries worldwide (54). While earmarking the collection of revenue 
can take many different forms, most notably through earmarked payroll taxes to fund public 
health insurance systems (54), here the focus is on earmarking expenditure for intersectoral 
health promotion activities. 
 
“Examples of the use of earmarked funding for intersectoral health promotion were identified 
in Canada (19–22), Denmark (23,24), Finland (25–28), Germany (36,37), Republic of 
Korea (43,44) and Sweden (45). These earmarked funds appear mainly to be under the 
control of the ministry in charge of health at national level; if at local level, funds are usually 
under the control of regional or municipal administrations.  
 
Greater flexibility in funds earmarked for intersectoral actions can help to maximize the 
opportunities for action, as in the case in Finland with the National Development Programme 
for Social Welfare and Health Care (Kaste programme) (25,26), which since 2012 has put a 
strong emphasis on intersectoral activities to promote physical, mental and social well-being, 
as well as reducing inequalities in well-being and health.  
 
Earmarking national funding for this programme has provided opportunities to strengthen the 
ability of the national government to facilitate and influence regional and local-level projects, 
although interviews with the managers of 25 projects indicated that the funding duration was 
often too short, making it difficult to achieve objectives within funding timescales (27,28). 
This had a negative impact on the motivation of these project managers.32 
 
 
 
 
 
 
 

  

                                                 
31 https://www.ncbi.nlm.nih.gov/books/NBK391061/ 
32 Ibid 

https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
https://www.ncbi.nlm.nih.gov/books/NBK391061/
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Appendix 1  
Brief on Bill 74 
 
 
Steve Lurie, CM, Executive Director, Adjunct Professor FISW, University of Toronto 
Canadian Mental Health Association Toronto 
 
In developing this commentary on Bill 74 I am drawing on the knowledge and experience I 
have gained working in the mental health and addictions sector since 1975, as well as my 
academic and international experience with health and mental health policy. 
 
Most if not all Ontarians support the government’s desire to improve health system 
performance and ensure that Ontarians are able to get the health services they need as 
close to home as possible and on a timely basis. The objectives of integrated care which 
improves access to primary care and community support services, particularly for people 
experiencing chronic health conditions, and the goal of avoiding unnecessary hospital care 
make sense. 
 
In 2015, the Ontario Hospital Association commissioned Dr. G. Ross Baker to provide 
advice on what it would take to create a high performing health care system. Dr. Baker was 
chosen because of his previous work on health care system performance including the 
landmark study - High performing health care systems: Delivering quality by design (2008) 
which reviewed best practices internationally and included a Canadian example, Calgary 
Regional health Authority which unfortunately no longer exists. 
 
The 12 attributes that Dr. Baker identified for the OHA report should be enabled by Bill 74. If 
they are not, then Bill 74 will likely not meet its objectives to improve health care delivery in 
Ontario. These attributes are reproduced below: 
 
12 Key Attributes of High Performing Healthcare Systems  
 
1.  Focusing on Quality and System Improvement as the Core Strategy  
2.  Developing Leadership Skills  
3.  Enhancing System Governance  
4.  Investing in Capacity to Support Improvement  
5.  Improving Accountability and Performance Measurement  
6.  Enabling Comprehensive Information Infrastructures  
7.  Strengthening Primary Care  
8.  Improving Integration and Care Transitions  
9.  Enhancing Professional Cultures and Engaging Clinicians  
10.  Engaging Patients, Caregivers and the Public  
11.  Attending to Access and Equity Issues  
12.  Considering Population Health and Chronic Disease Management in Care Management 

Strategies 
 
Recommendation 1:  Ontario Health and the Ministry of Health and Long Term Care 
should use these attributes as part of a framework to evaluate the performance of 
Ontario Health and Ontario health teams over the next three years and publish annual 
reports on health system(s) performance. 
 

In testimony before the Romanow Commission on the Future of Healthcare in Canada, Dr. 
Paul Garfinkel CAMH CEO noted that mental health care is the orphan child of health care. 
While there has been some progress in the last 15 years, it still is. In fact, Health Minister 
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Elliott co-chaired the Select Committee on Mental Health and Addictions which noted the 
system was in crisis and access to care, particularly in the community needed to be 
improved by creating more capacity. The Select Committee made a number of 
recommendations which I hope will be implemented when the government announces its 
mental health and addictions strategy this spring. 
 
Currently mental health and addiction spending accounts for 6.5% of our total public health 
care spending. Community mental health and addictions spending accounts for 2.6% of 
health care spending. 
 
While the government has indicated that mental health and addictions is a key priority, 
history shows that despite promising rhetoric on mental health and addictions, execution of 
this policy is much more challenging. For example, when the community mental health and 
addictions vote was established by the PC government in 1976, one of its objectives was to 
protect hospital based ambulatory care programs which were being reduced in some 
general hospitals. In recent years some general hospitals have reduced, or eliminated 
services funded through community mental health and addictions funding, as the lack of 
base budget increases for community mental health and addictions over the past nine years 
was not keeping pace with the increased costs of providing services. 
 
Over the past 40 years, successive provincial governments developed mental health and 
addictions plans/ strategies and did increase funding for community mental health and 
addiction services. However the share of community mental health and addictions spending 
has continued to decline as a share of health spending.  In 1979 mental health and 
addictions funding accounted for 11.3% of health spending, it is now 6.5%. 
 
The current government has committed to match the federal government funding of $1.9 
billion for community mental health and addictions for a total of $3.8 billion over the next 10 
years. Ontario recently signed an agreement with the federal government that will see an 
annualised increase of $232 million for community mental health and addictions by 2022. 
The agreement provides for investments in the following areas: 
 

 Child and youth MHA services      $74.85 
million 

 Core services including psychotherapy     $78.72 
million 

 Integrated services for people with complex needs   $78.42 million 
 
Total         $ 231.99 million 

 
This funding does not include any match funding that Ontario will make based on its stated 
commitment, but if there was an equal match in the same time period, total annualised 
funding could increase by $ 464 million annually. 
 
How will Ontario Health and the Ministry ensure that these funds are invested in quality 
driven evidence based services?  There is a high risk that the health care transformation will 
focus on transforming structures, rather than focusing on the implementation of the HQO 
standards for treatment of depression, schizophrenia and opioid use disorder, which do 
provide opportunities for strategic investments that would create integrated care. For 
example, the implementation of stepped care for clients with complex mental health 
conditions receiving assertive community treatment team services in Central East LHIN 
resulted in the admission of 364 new clients to ACT teams and the avoidance of 32,657  
hospital bed days over a three year period. Ontario Health and the Ministry have an 
opportunity to scale and spread these types of evidence based services across the province, 
if the focus is on quality and evidence based care rather than structure. 



 17 

 
In 2014, the Alberta Institute of Health Economics held a consensus conference on mental 
health transitions, focused on creating community care systems that would reduce reliance 
on hospital based services for people with complex mental health needs. The 
recommendations were based on international evidence and best practice. These 
recommendations can be used to evaluate whether proposed Ontario Health Teams 
(integrated delivery systems) will be likely to achieve outcomes of improved community 
tenure, reduced hospitalization and quality of life for people living with complex mental 
health and addiction issues. The recommendations are reproduced below. The full report 
can be found at https://www.ihe.ca/publications/consensus-statement-on-improving-mental-
health-transitions 
 
1. Increase funding for evidenced-based and community-based mental health services and 

housing for people with SPMI. Mental health system funding must be increased to the 
levels recommended by the Mental Health Commission of Canada. Transition of services 
to the community within the current Canadian publicly managed system of care requires 
increased mental health funding overall to help the system integrate community-based 
services and supported housing for all patients with SPMI, which represent close to 1.5% 
of the population. 

 
 2. Community Mental Health Teams shall be available for all patients with SPMI and their 

families as a fixed point of responsibility and shall be instituted first.  
 

a. These Community Mental Health Teams must be sufficiently resourced to provide high-
intensity support (1 staff per 10 patients) to 10% of people with SPMI, applying the 
standards of Assertive Community Treatment (ACT) and medium-intensity support (1 
staff per 20 patients) to another 20% of people with SPMI, applying the standards of 
Intensive Case Management (ICM). The rest could receive conventional clinical, 
rehabilitative and social services with one member of the CMHT acting as case 
manager (1 staff per 80 patients). These various levels of care may be provided by a 
flexible ACT team (otherwise known as a FACT team).  

 
b. There shall also be the creation of ACT and ICM treatment teams for transition in the 

community of homeless people with SPMI, including those who have committed 
crimes and are held in jails, prisons, or the forensic psychiatry system. The number of 
these teams shall be determined by the standards for ACT and ICM teams and the 
number of people with SPMI who are homeless or incarcerated. Supported housing 
offered to all, shall be inspired by Housing First, and its supplement to rent approach. 
Successful transitions of individual patients to local CMHTs would end the 
responsibility of these transitional ACT and ICM teams for the individual.  

 
c. Funding shall be ringfenced for community services and supported housing. CMHT, 

ACT and ICM teams would need to adhere to evidence-based treatment standards for 
ACT and ICM teams, have access to training and supervision, and accept surveillance 
of standards and outcomes by a technical assistance center. 

 
3. Seamless, efficient and appropriately timed transfer of resources to community.  

 
a. There will be no closure of psychiatric care beds or existing residential facilities before 

CMHT, ACT and ICM teams are in place and effectively functioning with full caseloads 
of patients (this requires two to three years, on average, for ACT teams).  

 
b. The downsizing of psychiatric hospitals would require fully functioning and fully 

resourced local CMHT, ACT and ICM teams, affordable supportive housing, and 
alternative psychiatric residential facilities.  

https://www.ihe.ca/publications/consensus-statement-on-improving-mental-health-transitions
https://www.ihe.ca/publications/consensus-statement-on-improving-mental-health-transitions
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c. All people with SPMI should have a family physician delivering the best prevention and 
treatment for physical disorders. The CMHT, ACT or ICM team shall support both 
patient and family physician.  

 
4. Centre for Excellence, Training, Evaluation and Monitoring.  
 

a. Create provincial technical assistance centres (PTAC) modelled according to the one 
in Ontario before the deployment of assertive community treatment teams, or the 
current Centre national d’excellence en santé mentale in Québec, or the Assertive 
Community Treatment Advanced Practice Panel in British Columbia, or the one in 
Indiana (USA). These centres shall approve the creation/ maintenance of ACT, ICM 
and CMHT teams; support their implementation and training; support communities of 
practice for team leaders and psychiatrists (including at a national level a network 
Page | 13 of PTACs); monitor quality control (including model adherence); and 
evaluate input, processes and results.  

 
b. A separate arm of this PTAC shall ensure the identification of academic experts in 

content and training for effective individual psychosocial interventions and 
psychotherapies for people with SPMI that have been highlighted at this consensus 
conference.  

 
c. PTACs shall have ongoing links with the academic world to ensure transfer of 

knowledge about emerging practices and new research, to participate in surveillance 
and monitoring, to support the evaluation of the performance of the system, and to 
engage in new research. 

 
5. Train and integrate appropriate staff to support a patient-led, recovery-oriented, trauma-

informed, culturally sensitive and competent system of care.  
 

a. Peer-support workers shall be hired. They shall be part of any CMHT, ACT and ICM 
team, and work in residential facilities programs, supported housing and acute and 
forensic care wards. They can be existing team staff if they have the required 
professional competencies, or be additional to the team staff. As the famous 
psychiatrist and reformer during the French Revolution, Dr. Philippe Pinel, said of the 
hiring as superintendent of former in-patient JeanBaptiste Pussin: “It would ensure a 
more humane and moral treatment of patients by staff.”  

 
b. Continuing training and oversight of peer-support workers shall be part of the mandate 

of the PTAC. 
 
6. Evaluation and monitoring: a provincial mental health body led by families and people with 

lived experience.  
 

a. Financed by the provincial government, a mental health body should independently 
produce a yearly public report on the performance of the system for people with SPMI. 
This group shall be led by family members and persons with lived experience, and 
shall include experienced former decision-makers, academics, provincial 
representatives of families, patients, Aboriginal (FNMI) and immigrant communities, 
professional and community organisations.  

 
b. A provincial mental health body shall obtain data from the PTAC. The provincial 

government shall ensure the use and linkage of existing health and social services 
databases to monitor the performance of the system for people with SPMI. 
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Recommendation 2: Ontario Health and the Ministry should ensure that existing 
investments in community mental health and addictions are ringfenced and 
protected, and that new investments are based on quality improvement and 
improving access to evidence based services by 2022 as provided in the Ontario 
Canada Health Accord Agreement. 
 
Bill 74 provides for the establishment of integrated delivery systems (Ontario health teams) 
that are locally based and include 3 of the following: hospitals, primary care, mental health 
or addictions, homecare, long term care, or palliative care. It is far from certain that all 
Ontario health teams will include mental health and addictions. Some may include hospital 
based services, but not community services. Some may include a portion of community 
based services, but not all depending on the target populations chosen and not hospital 
mental health/ addictions services. 
 
The US and the UK have employed mental health trusts and county/local mental health 
authorities to organize mental health services and protect the resource. For example New 
York City and Philadelphia have local mental health authorities that fund over $1 billion of 
mental health and addiction services annually. In 1987 CMHA Toronto recommended that 
Ontario consider a demonstration project that would create a regional mental health 
authority in the Ontario Shores catchment area, but the recommendation was not 
implemented. 
 
Since 2008 Ontario LHINs have formally or informally engaged with local and regional 
mental health and addictions providers to discuss system issues, but in general there have 
been no formal agreements to work together on system improvement issues. However, the 
current environment provides an opportunity to convene local and or regional networks to 
provide advice on system improvements, evidence based investments and the creation of 
more integrated care systems such as stepped care. 
 
Convening local or regional planning tables to develop and implement plans for integrated 
care would build on the collaboration and leadership that exists in communities and could 
ensure that Ontario Health Teams have one point of access for community mental health 
and addiction services. 
 
In 2011 the LHINC Mental Health and Addictions Working Group produced a report: 
Through the Door that provided recommendations on how to leverage local or regional 
addiction networks to improve transitions of care. The report’s advice is timely. It proposed 
focusing on one or two high needs target groups as the initial focus of collaborative work, 
and utilise existing tools such as IAR to ensure that care plans travel with the client across 
organizational boundaries. 
 
A number of communities have implemented coordinated access systems and their 
experience can be used to support more integrated service delivery. As well there are 
existing networks of providers who are working together coordinate resources and improve 
quality of care to develop and implement continuing care plans, or improve access to 
supportive housing. 
 
Recommendation 3: Convene and support local/ regional networks of mental health 
and addictions providers, service users and care givers to:  
 
a) develop and implement plans for coordinated access and stepped care; 
b) implement HQO quality standards for mental health and addictions care;  
c) provide advice on investments.  
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Appendix 2 
 
 
Tim Kendall, England gives information from the NHS Operational and Contracting Planning 
Guidance 2019/202033: 
 
“Mental Health Investment: CCGs must continue to increase investment in mental health 
services, in line with the Mental Health Investment Standard (MHIS). For 2019/20 the 
standard requires CCGs to increase spend by at least their overall programme allocation 
growth plus an additional percentage increment to reflect the additional mental health 
funding included in CCG allocations for 2019/20. The minimum percentage uplift in mental 
health spend for each CCG will be shown in the financial planning template. In order to 
deliver the service expansions planned for 2019/20, CCGs will (other than by local exception 
requiring prior agreement with NHS England) also need to increase the share of their total 
mental health expenditure that is spent with mental health providers. As in 2018/19, each 
CCG’s achievement of the mental health investment standard will require governing body 
attestation and in every case will be subject to independent auditor review. The level of 
investment required by CCGs in mental health will be significant.  
 
It is important that commissioners achieve value for money for this investment, and so 
contracts must include clear deliverables supported by realistic workforce planning. 
Commissioners and providers will need to work together, supported by STPs/ICSs, to make 
sure that these deliverables are met and to agree appropriate action where they are not. 
STP/ICS leaders, including a nominated lead mental health provider, will review each CCG’s 
investment plan underpinning the MHIS to ensure it covers all of the priority areas for the 
programme and the related workforce requirements. Any concerns that proposed 
investments will be inadequate to meet the programme requirements should be escalated to 
the regional teams.  
 
Where a commissioner fails to achieve the mental health investment requirements, NHS 
England will consider appropriate regulatory action, including in exceptional circumstances 
imposing directions on the CCG. To support the assessment of mental health investment 
plans, NHS England will also look at mental health spend per head, and as a percentage of 
CCG allocations. We will continue to develop prevalence indicators and performance data to 
measure outcomes that can be monitored alongside financial investment levels to give a 
more rounded picture of improvements in mental health. Providers should make full and 
timely returns to the Mental Health Services Data Set to support this. Spend on Children’s 
and Young People’s (CYP) mental health must also increase as a percentage of each 
CCG’s overall mental health spend. In addition, any CCGs that have historically underspent 
their additional CYP allocation must continue to make good on this shortfall”. (p.14) 

 
 
 
 

                                                 
33

 https://www.england.nhs.uk/wp-content/uploads/2018/12/nhs-operational-planning-and-contracting-
guidance.pdf 

 
 

https://www.england.nhs.uk/wp-content/uploads/2018/12/nhs-operational-planning-and-contracting-guidance.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/12/nhs-operational-planning-and-contracting-guidance.pdf

