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Bridging Gaps in Mental Health:

10 Research Priorities

The MIND10 project by the Fund for Mental Health Research,

King Baudouin Foundation and

the Center for Contextual Psychiatry, KU Leuven

Mental health and caring for it: it affects us all. Globally,

an estimated one in four people will experience psychological
problems at some point in their life. Add to that the people
around them, who are also impacted, and we can confidently
state that most of us are directly affected by mental health
and its treatment. Mental wellbeing and mental health are also
prominent themes in both traditional and new media.

Mental illness is a major cause of personal and social
disruption, loss of quality of life, and loss of talents that
could otherwise benefit society. As such, it accounts for a
significantly larger share of the disease burden than physical
conditions with high mortality rates, such as cardiovascular
disease, cancer and infectious diseases.

Wanted: research!

Research is essential if we are to properly understand

and address the major and massive challenges in mental
healthcare. Research doesn’t only deepen our knowledge of

mental illnesses, their causes and the underlying mechanisms.

It also teaches us how we may be able to prevent them, which
interventions and treatments work, how they work, for whom
they do and don’t work, in what circumstances, how best to
organise the sector, etc. In short, research is urgently needed
to underpin effective policy and improve healthcare practices.
The broad spectrum ranges from fundamental research to
clinical and practice-oriented research. This also requires
sufficient and targeted funding.

This raises a problem: too little research is being carried out
into mental health, as this report highlights.

There are blind spots, and scientific research questions don’t
always match the needs of patients, their families and care
providers. Research agendas are often drawn up without any
structured dialogue with or involvement of these groups.

As a result, important issues remain unexplored and a gap
emerges between the research carried out and needs on

the ground: what is actually needed to improve the quality of
daily life and work for patients and care providers?

The MIND10 project:

stakeholders in conversation

To help bridge the gap, the Fund for Mental Health Research
was established within the King Baudouin Foundation.

The Fund recently joined forces with KU Leuven, leading to the
MIND10 project, whose results you can read about in this report.
We invited patients, their family members, care providers,
researchers and policymakers from across Belgium to

work together to identify crucial research questions.

The aim was to arrive at a common list of 10 questions

whose importance was recognised by all parties.

Listening to the voices of stakeholders and facilitating

a conversation between them seems obvious.

In practice, such discussions, which carefully consider different
perspectives and interests, are rarely organised.

But this approach yields valuable results. By involving parties
who are usually less visible, new insights and relevant questions
emerge. This promotes the involvement of citizens and
professionals in research, enables resources to be used more
effectively, and increases the social relevance of the research,
which in turn motivates the researchers themselves.

Project call

The top 10 research questions resulting from this project form
the basis for the first call for research projects from the Fund.
The Fund is making available a budget of €1.6 million to support
mental health research that meets the needs of patients,

their families and care providers. Of course, researchers,
policymakers and other funders in the field of mental health are
invited to use this report to focus their priorities.

We are sincerely grateful to the many people who contributed
to this project. We would particularly like to thank those who
took part in the surveys and workshops. This list of research
priorities has been compiled thanks to their commitment,
dedication and openness.
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l.

WHAT IS
THE
PROBLEM?

The importance of research into and about
mental health and its care is beyond dispute.
However, investigation of the research
points to three problems: underfunding,
imbalances and insufficient transfer of
theory into practice.



Global research: underfunding

Despite the immense impact of the issue of mental health and
its care, there is a striking lack of funding for research. We know
this thanks to a study of more than 75,000 research grants and

their distribution in approximately 35 countries. This study indi-

cates that, compared to other — physical - illnesses, scientific
research into mental health is severely underfunded around the
world. Only a fraction (7.4%) of the available budget is allocated
to this (Figure 1). This amounts to approximately 50 cents per

person per year.
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https://digitalscience.figshare.com/articles/report/The_Inequities_of_Mental_Health_Research_IAMHRF_/13055897?file=25757471
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Imbalances in research

There is a second problem: the limited funding for mental health
research is unevenly distributed. This results in certain issues,

research areas and age groups being systematically overlooked.

International research shows that, compared to research into
substance use and depression, the following conditions receive
significantly less funding, despite their considerable social
impact: self-harm, suicidal tendencies, eating disorders, con-
duct disorder, obsessive-compulsive disorder, bipolar disorders
and personality disorders (Figure 2). Self-harm and suicidal
tendencies, for example, account for a significant proportion of
years of life lost due to mental illness, but research into these
issues receives significantly less funding.

There is a second imbalance in current global research
funding: more than half of the funds are spent on fundamental
medical research (Figure 3), such as research into genetics or
brain imaging. Its importance is beyond dispute, but this rese-
arch does not directly benefit people with mental health issues,
their family and carers, and any benefit is often only in the long
term. More practice-oriented research is severely underfunded.
This includes research into prevention, detection, treatment,
health literacy and recovery, as well as healthcare provision and
organisation. These themes are crucial for bridging the gap bet-
ween scientific insights and real impact in healthcare practice.

Median
milion US$ Funding amount per year milionUS$  grantvalue $
Not disease-specific 1,660 154,000
Substance use and dependence 7019 494,928
Depression 319.1 157,496
Autism spectrum disorders 252.0 153,281
Psychosis 1751 334,678
Schizophrenia 162.8 229,338
Anxiety disorders 97,7 289,596
Other neurodevelopmental disorders 82.7 133,530
Posttraumatic stress disorder 57.2 338,508
Suicide 54,1 104,000
Attention-deficit hyperactivity disorder 439 180,568
Bipolar disorders 32.7 391,342
Eating disorders 24.6 167,882
Conduct disorder 16.0 437,624
Obsessive compulsive disorder 1.5 222,760
Personality disorders 6.9 80,968
Self harm 6.6 163,358
Other mental health conditions 3.4 56,763
1750 1500 1000 500 0

Global investment in research into mental health per condition

(adapted from “The Inequities of Mental Health Research Funding” by Woelbert et al., 2020)
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The third and final imbalance: age groups (Figure 4).

Most investment goes into research into mental health in
adults. Other age groups - babies, children, young people

and seniors — systematically receive less attention.

A notable observation in this regard is that the majority of
mental disorders (approximately 75%) develop before the age
of 24. This is therefore the stage at which prevention and early
intervention are particularly beneficial and cost-effective.

33% of global funding is spent on research on young people
and their mental wellbeing.
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Insufficient transfer

Finally, in addition to underfunding and the three imbalances
noted above, there is the problem of research transfer, again
according to Woelbert et al. This begins with the research
community and its assessors and funders valuing fundamental
science more than research into practical solutions that directly
benefit patients and the healthcare system as a whole.

This leads to a gap between existing research and its imple-
mentation: how do you put scientific insights into practice? How
does this benefit mental health care?

Applications of research in everyday practice
encounter obstacles such as:

- the lack of coordination between researchers, policymakers
and healthcare providers;

- cultural and systemic differences that make it difficult to
generalise findings and translate them to specific contexts;

- insufficient funding and appreciation for applied research
that tests interventions in real-world contexts;

- insufficient involvement of end users in the design,
implementation and evaluation of research.

Without well-targeted efforts to promote progress and bridge
the gap between research and its implementation, promising
research risks being confined to academic settings. In other
words: the people who most need the insights from the rese-
arch are not being adequately reached.

Research in Belgium

Until now, the figures have looked at the global picture.

What is the situation in Belgium? That was also recently studied:
the Fund for Mental Health Research and the University of
Leiden published a bibliographical analysis of the Belgian
research field in 2024. Some of its findings:

— The dynamics in Belgium are comparable to the global figures
mentioned above.

- Existing research focuses primarily on the above conditions
(addiction problems, depression) and age groups (adults).
It focuses less on other conditions and vulnerable age groups.

— There is also a disproportionate focus on fundamental rese-
arch here. In other words, there is much less practice-oriented
research being conducted.

In Belgium, too, there is a need to better align research with
the needs of the field and to determine research priorities.


https://media.kbs-frb.be/en/media/11375/Methodological%20report%20MHR%20in%20Belgium

1.

THE MIND10
PROJECT:
CHOICES
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The MIND10 project: what is it?

The Fund for Mental Health Research and KU Leuven joined for-
ces for the MIND10 project. Implementation took place between
February and June 2025 and was inspired by the Priority Setting
Partnership model of the James Lind Alliance. Such projects
aim to establish research priorities for a specific issue in a parti-
cipatory process involving all stakeholders.

MIND10 offered patients, families and care providers the oppor-
tunity to identify the themes they believe should be prioritised in
research into mental health and its care in Belgium. Research-
ers and policymakers were actively involved in the process in
order to draw up a widely supported top 10 research priorities
together. We describe the process in Part IV.

The MIND10 project: choices

The figures mentioned in Part | significantly influenced the sub-
stantive choices made in MIND10. The project systematically
took into account and paid particular attention to mental health
problems, research areas and age groups that are currently
underrepresented in research.

This choice played a role from the outset, in recruiting partici-
pants and in designing the questionnaire. The following were
particular points of attention:

- Recruiting participants from patient organisations, peer sup-
port groups and care provider contexts who are familiar with
the needs of babies, children, adolescents and older people.

- Recruiting participants from patient organisations,
peer support groups and care provider contexts who are
familiar with the needs of people with conditions such as
self-harm, suicidal tendencies, eating disorders, conduct
disorders, obsessive-compulsive disorder, bipolar disorders
and personality disorders.

Five categories

We defined five categories for collecting research questions.
This choice is also based on figures from the existing research,
which revealed needs for future research.

— Worldwide, more than half of the funding for research into
mental health and its care goes to fundamental research (56%).

- Research into the prevention, diagnosis and treatment of men-
tal health problems accounts for 17% of funding worldwide.

— Applied research, such as the evaluation of treatments and
the management of health services, accounts for 12% of
funding around the world.

The source for this data is Woelbert et al.


https://www.jla.nihr.ac.uk/

The five research categories are:

1. Prevention

Prevention encompasses preventing mental health problems
and promoting mental wellbeing. It means we try to prevent
mental health problems from developing while working to
strengthen mental wellbeing. In terms of research, this could
involve, for example, research on people without a diagnosis or
how to help people develop healthy behaviours and thus reduce
the risk of mental health problems. This includes research that
focuses on promoting physical activity and its effects, sleep
and stress regulation, as well as research that focuses on redu-
cing bullying behaviour or preventing drug use.

2. Detection

Detection involves recognising, identifying, diagnosing and
predicting mental health problems. This could be research into
better screening methods in schools, developing and evaluating
tools for early detection, or ways to improve the recognition of
signs of emerging mental health problems.

3. Treatment

This category concerns the establishment and development

of therapies and testing how well they work, how much they
cost, for whom they work best and what side effects they have.
Research may focus on comparing treatments, such as cogni-
tive behavioural therapy and group therapy, or developing and
evaluating new therapies, including digital therapies, using apps
or virtual reality interventions. It may also involve research into
how to better tailor treatments to specific target groups, such
as young people, the elderly or people with multiple conditions.

4. Health literacy and recovery

Research into health literacy and recovery examines how people
deal with their mental health issues, and the impact on relati-
onships, education and work, and on an economic and physical
level. It also looks at what supports people socially and how they
recover. There is also the question of how the impact of mental
health issues can differ, depending on an individual’s social posi-
tion. Consider people living in poverty. What is needed to improve
their quality of life, what support can families receive, how can
we better understand what helps people to participate in society
again? This raises questions such as: what support do people
need in their daily lives? What helps people to cope better with

an illness and not be hindered by its consequences? How can we
better support and guide people who have become unemployed
due to illness return to the labour market? How can people regain
a sense of identity and purpose? How can people feel connected
to their community again?

5. Healthcare provision and organisation
Research into healthcare provision and organisation examines
how mental healthcare is delivered and how we can improve
the quality of this care and the related policy. This could involve
research into reducing or eliminating waiting lists, or how to
make healthcare more accessible to those who find it difficult
to access, such as people in poverty or people with a migrant
background. It may also concern how care providers can col-
laborate more effectively or innovative ways of organising care,
such as the use of e-health platforms.
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1.
RESEARCH
QUESTIONS
AND
PRIORITIES:
THE TOP 10

What follows in Part Il is the result of

the three-step process described in Part
IV: the top 10 research questions identified
as priorities. The 10 questions are ranked
equally. We present them in the order of
the five categories.



How do we organise and implement
mental health prevention
programmes that are widely
accessible and efficient for
everyone, with a focus on socially
vulnerable people?

What is the issue?

The prevention of mental health problems is receiving increasing
attention. However, many initiatives remain difficult to access

for people in socially vulnerable circumstances, such as people in
poverty, people with a migrant background, young people without
a network and socially isolated older people. There are also finan-
cial barriers, linguistic and cultural differences, inadequate digital
skills and opportunities, and a mistrust of social services.

These are precisely the groups that are often at higher risk of
mental health problems and would benefit most from prevention.
Because many prevention programmes are established
without much input from the target groups, their content

does not properly reflect their reality. In addition to being
inaccessible, they are often inappropriate, which undermines
their effectiveness and exacerbates existing forms of
inequality in the field of mental health.

Education — from primary to higher — can play a dual role in this
issue. It is a unique environment for reaching virtually all children
and young people, and it trains future healthcare professionals,
for example in applying evidence-based prevention strategies.
This leads to the research question of how an inclusive
approach can be successful in the design, organisation and
implementation of mental health prevention programmes,
ensuring that everyone is reached, particularly people from

the groups mentioned here.

How can families, schools and other
informal support actors work better
with the professional care sector
with a view to early recognition of
mental health problems, raising
awareness and referral?

What is the issue?

What is informal support? This refers to individuals and organi-
sations that, without having a formal care mandate, can play

an important role in the mental wellbeing of people of all ages.
They are part of their daily lives and are often the first point of
contact when concerns arise. They may be teachers, youth
group leaders, sports coaches, community centre workers,
volunteers in associations, etc.

Early recognition and intervention are crucial: the sooner signs
are noticed and addressed, the greater the chance of timely and
appropriate help and the lower the risk of a problem worsening in
the long term. In this initial phase, schools and other informal sup-
port networks play a key role alongside families. They are often
closest to children, young people and others in vulnerable situati-
ons and can be the first point of contact when problems arise.

This is not self-evident. These actors often feel they do not receive

sufficient support and/or are not sufficiently skilled to recognise
signs of mental “unwellness” or to deal with them appropriately.
They often do not have the time, availability or resources to do so.
Furthermore, there are barriers to cooperation with professional
support services in terms of communication, responsibility, exper-
tise and mutual trust. Due to this combination of factors, many
signals remain unnoticed and the referral process can be difficult.
By working towards shared responsibility between informal and
professional care, we can make mental healthcare more accessi-
ble and take more preventive action.

Research is needed into strategies to make it easier for informal
actors to involve professionals at an early stage. How can we
implement this? How can we strengthen cooperation with profes-
sional care providers while taking into account people’s capabi-
lities, roles and capacity? Consider joint training programmes,
consultation structures, shared tools and clear agreements.

It goes without saying that families and other loved ones can

also play a role in this.
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How can we detect and treat mental
health problems in older people
more quickly and effectively?

What is the issue?

Mental health problems in older people are still often over-
looked. This is because the catch-all phrase “it’s just part of
ageing” is used too often, resulting in psychological complaints
such as depression, anxiety and confusion being recognised
late or not at all. A second problem is that older people are less
likely to mention their complaints: out of embarrassment about
what they consider to be taboo, because they also see it as
“part of ageing”, and because physical problems predominate in
medical consultations.

Furthermore, access to specialised mental healthcare for older
people cannot be taken for granted. This is due to structural bar-
riers, such as mobility problems, underdiagnosis in primary care
and a lack of appropriate care models. There is another factor
in the background: the underrepresentation of older people in
mental health policy and research. Yet alongside this obser-
vation — the limited attention paid to older people in relation

to mental healthcare — demographic figures indicate that our
society is ageing.

How can we achieve faster detection and treatment of mental
health problems in older people? How can we combine this with
care that is tailored to their specific needs and improves their
quality of life? It is already clear that raising awareness among
care providers is a priority, as is the structural reinforcement of
elderly care within the mental health sector. Older people can

be made aware of mental health issues in themselves and those
around them, enabling them to recognise and report these
issues more quickly.

In a society that is diverse in many
ways, how can we better tailor care
to people’s individual needs, even

when complex issues are involved?

What is the issue?

Mental healthcare is faced with an increasing diversity of back-
grounds, requests for assistance and care needs. It often proves
difficult to provide adequate, tailored care, especially when peo-
ple are struggling with multiple problems. Consider psychological
vulnerability combined with addiction issues, poverty, trauma

or physical health problems. Such complexity calls for a holistic
approach that views people as a whole and does not treat them
solely on the basis of a “label” or “diagnosis”.

Cultural diversity is playing an increasingly important role in the
healthcare landscape. Existing forms of assistance and com-
munication or expectations regarding care do not always match
the reality of people with a migrant background or other cultural
reference frameworks. This can lead to misunderstandings,
reduced adherence to treatment and even a failure to seek help.
There is a need for research into strategies to better align care
systems and practices with the diversity of people who need
care, taking into account the unique context, values, needs, vul-
nerabilities, etc of each individual. The aim is to guarantee good,
accessible, inclusive and appropriate mental healthcare.



How do we establish a culture
of evidence-based practice as
the norm in mental healthcare?

What is the issue?

Evidence-based practice refers to the systematic application

of care interventions based on the best scientific evidence
available at the time. This is combined with the individual
clinical expertise of healthcare providers and takes into account
people’s values and preferences, as well as contextual factors
(costs, available resources, etc). Evidence-based practice is a
cornerstone of high-quality care.

It appears not to be straightforward to implement evidence-ba-
sed practice broadly and sustainably in mental healthcare. As a
result, research findings are slow to find their way into practice,
or only do so in a fragmented manner. Care providers some-
times experience tension between standard guidelines and the
unique situations of the people in their care.

There is sometimes uncertainty or even resistance in the sector
when it comes to using scientific “evidence”, partly due to a lack
of training, time or resources. There is also a perception that
this approach can be too rigid or distant from reality. If that is
the case, people are more likely to work on the basis of their
own experience, intuition or practical feasibility.

How can we achieve a learning healthcare system in which new
knowledge is structurally and systematically integrated into
practice, and in which evidence-based working is the norm? This
requires a cultural shift. Structural, cultural and psychological
barriers must be identified and removed, and effective strategies
are needed. These could include training, leadership, reflection
practices, knowledge sharing, quality assurance criteria, etc.

How can we embed recovery
principles, such as self-
management and participation,
in mental healthcare, in order to
give people long-term support in
their recovery and reintegration?
What role can the social
environment play?

What is the issue?

People are increasingly encouraged to take an active role in their
recovery, with a view to social reintegration. Self-management
and participation are crucial, and the process involves much
more than the traditional reduction or control of symptoms. How
can you actively apply the principles of recovery within mental
healthcare? This has not yet been sufficiently researched.

Itis also clear that a person’s social environment — family,
friends, wider networks — can play an important role in suppor-
ting recovery and preventing relapse. This potential involvement
and the opportunities it offers are not yet sufficiently integrated
into care provision.

In other words, this is a two-pronged question, in which both
the formal care system and the informal social environment
play a key role. The aim is to examine how mental healthcare
and people’s own environment can provide systematic and
sustainable support for the recovery process and their reinte-
gration into society.

13
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How can we better define

the profiles of loved ones of
people with mental health issues
in order to offer them more
personalised support?

What is the issue?

The loved ones of people with mental health issues often play a
crucial role in the recovery process. However, they rarely receive
structural support themselves. Their experiences and needs
vary greatly: some like to be actively involved in the care pro-
cess, others struggle with feelings of powerlessness, overload,
shame and isolation, while others prefer to keep their distance.
There are forms of support available, but they tend to be generic
and do not take sufficient account of the diversity within the
broad group of “loved ones”. A young adult who cares for a
parent with a mental illness has different needs than the partner
of someone in crisis, or the parent of a child with addiction
problems or suicidal thoughts.

The concept of “loved ones” itself is also diverse. It refers to
family members and relatives as well as friends, colleagues
and neighbours. By definition, they can also play a role in
aftercare, long-term recovery and reintegration into society.
Their involvement aligns seamlessly with the more relational
and recovery-oriented approach that is gaining ground in
mental healthcare.

Research is needed to gain a better understanding of the
diverse profiles of loved ones - their resilience, needs, coping
strategies, etc — and their relationship with the person with
mental health needs. How can support be more targeted and
tailored to what really helps? How can we avoid overburdening
people and promote their long-term involvement?

How can we involve loved ones
more in the care process, using
better implementation strategies?

What is the issue?

Loved ones - family members, partners, close friends, col-
leagues — can play a crucial role in the recovery process of
people with mental health issues. They can provide emotional
support, help to follow up on treatments and act as a bridge
to professional help. Research shows that involving loved ones
has positive effects, on both the individuals themselves and
their relationship with care services. However, in practice,

it appears difficult to structure this involvement in a systema-
tic and effective manner.

Many care providers want to collaborate with family members
but encounter obstacles such as lack of time, uncertainty about
privacy and a lack of guidance or overarching vision. Policies
and training programmes also recognise the added value of
family involvement. For their part, families often feel they are
not sufficiently recognised or listened to.

In any case, the standard question of whether we should
involve loved ones in care is giving way to the question of

how we can do so in a sustainable and systematic manner.
More insight — and therefore more research - is needed into
effective implementation strategies to embed existing and
possibly new knowledge about family involvement more firmly
in mental healthcare practice. How do we translate existing
and new insights into everyday reality?



How can we promote access

to and continuity of care?

How can we improve cooperation
between actors within and outside
mental healthcare?

What is the issue?

Many people experience discouragingly high barriers in their
search for appropriate mental healthcare. These may be waiting
times and distances, financial barriers, fragmentation in the
healthcare landscape or insufficient coordination between care
providers and institutions. All of this also increases the pressure
on the people around them.

Continuity of care means that care is provided without
interruption, tailored to the individual and their changing needs.
Achieving this requires structural and smooth cooperation
between care partners. In practice, this often goes wrong:
crucial information is lost or not passed on, agreements are
unclear and follow-up is not guaranteed.

Actors outside the professional mental healthcare sector also
play an essential role in the broader care network surrounding
an individual, such as loved ones, teachers, social workers and
general practitioners.

Good, structural communication and cooperation between
mental healthcare providers and these external actors is
crucial to ensure accessibility and continuity of care.

With these in place, a sustainable and integrated care

system can develop that is tailored to people’s personal
circumstances and needs and takes a holistic approach,
addressing somatic complaints as well as the psychosocial
context and considers the connections between them.

There is a need for research into how we can move towards
better accessibility and greater continuity, in a holistic approach
to care. Related to this: how can actors within and outside
mental healthcare work together more effectively, with this
threefold objective in mind?

What causes long waiting times,
what is the impact of waiting,
and how can we reduce it?

What is the issue?

Waiting times in mental healthcare in Belgium are a long-stan-
ding and persistent problem. Many people with mental health
issues have to wait weeks or months before receiving appropri-
ate help; sometimes waits exceed a year. The consequences are
clear: worsening conditions, more crisis situations, a feeling of
abandonment or hopelessness among the people waiting and
those around them.

The causes are complex and multiple, and they reinforce each
other. In general, there is a shortage of care staff in relation to
needs, insufficient continuity within the care pathway, inefficient
organisation of healthcare provision and insufficient structural
coordination between levels of care. The lack of accessible
intermediate forms of temporary support also plays a role. In
any case, these intermediate forms are not an ideal option, as
they may even perpetuate the issue.

More than just treating the symptoms — making the wait more
bearable — there is a need for systemic change. Can we refine
our knowledge of the interrelated causes and better understand
the psychological and social impact of waiting times in order to
also highlight the urgency of the issue? Research can provide
targeted sustainable solutions, such as alternative care models,
improved triage and investments in prevention and primary care,
to make the system more accessible and dynamic.
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V.
HOW
WE ARRIVED
AT THE TOP 10:
THE

PATHWAY




Step 1:
inventory of research questions

60 key representatives

For step 1, 60 key representatives from across Belgium were
recruited. A total of 67 Brussels, Flemish and Walloon organisa-
tions active in mental healthcare were contacted: organisations
representing the interests of patients, family members and
carers, and organisations from the formal and informal care and
welfare network. This was done by email and telephone.

The aim was for the 60 representatives to present the
perspectives of the three most important stakeholder

groups: patients, their family members and care providers.
They were therefore the voice of a broader group within

mental healthcare and not simply representing themselves.
The number was in line with previous prioritisation projects by
the King Baudouin Foundation; recruiting 60 people was also
feasible within the time available.

The key representatives do not work at policy level. However,
they do have practical experience and a strong connection with
the group they represented in this project. Each organisation
was asked to nominate the most suitable person, and each
representative was encouraged to speak to their constituents
with a view to submitting research questions (see below).

Representative

When searching for participants, the aim was to achieve repre-
sentation and diversity of age, region, language and the various
parties involved. Particular attention was paid to people from
organisations working with conditions and age groups that are
underrepresented in existing research (Yegros, Aerts & Vanden-
berghe, 2023; Woelbert et al., 2020). These include conditions
such as self-harm, suicidal tendencies, eating disorders, con-
duct disorders, obsessive-compulsive disorder, bipolar disorder
and personality disorders. The age groups in question were
babies, children, adolescents and the elderly.

Another goal was to achieve the broadest possible representa-
tion of the various care settings: primary, secondary and tertiary
care, psychiatric and general hospitals, mobile teams, shelte-
red housing organisations, umbrella organisations and other
relevant contexts.

Number of key French- Dutch-
representatives speaking speaking Total
Patients 3 14 17
Family members 8 5 13
Care providers 12 18 30
Total 23 37 60

Towards a list of research questions

The 60 representatives were given an online questionnaire

and asked to formulate what they considered to be crucial ques-
tions in the five broad categories outlined above. For prevention,
for example, questions included: What would you, and the group
you represent, like to know more about in terms of preventing
mental ill health and promoting mental wellbeing? What do you
consider to be important issues or uncertainties in the field of
preventing mental health problems and promoting mental well-
being that should be further investigated or better implemented?

These are the five categories:

— Prevention

— Detection

— Treatment

— Health literacy and recovery

— Care provision and organisation

Submissions were reworked into clear research questions

and supplemented with input from two sources:

- questions from the Science Shop (KU Leuven Engage)’,
which originate from non-profit, local or social organisations;

- aconcise literature review by the Center for Contextual
Psychiatry at KU Leuven.

The list of 769 unique research questions (in dutch)
can be consulted here.

>
2 a 3
2 2 &
” £ 8 9 £
t z2 a2 ¢ %
[ b= 14 —
s EF ¢ g 3 £
e £ S ] 5 2
Prevention 33 20 66 0 17 136
Detection 32 30 42 0 14 118
Treatment 40 31 52 1 18 142
Health literacy 57 53 52 7 10 179
and recovery
Care provision 48 48 82 4 12 194
and organisation
Total 210 182 294 12 71 769

1 The Science Shop is an initiative of KU Leuven Engage, UGent, UAntwerp and
VUB. It focuses on answering questions from society — often from non-profit,
local or social organisations. It does so by converting these questions into
research questions for students or researchers, with the aim of building bridges
between academic research and social needs.
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Step 2:
to an initial prioritisation
of the research questions

Step 2 aimed to establish an initial prioritisation or targeted ran-
king of the 769 research questions. The objective was to select
the most urgent and relevant within each of the five categories
in order to arrive at a shortlist of 20 to 25 questions per cate-
gory. This would result in a total of 100 to 125 questions.
Researchers and policymakers, as well as patients, family mem-
bers and care providers, were invited to indicate which ques-
tions they believed deserved priority, based on their own exper-
tise, organisation and perspective. Various forms of expertise
were brought together to ensure that the final priorities are both
supported and achievable.

Reducing and reformulating

Based on a thematic analysis, questions with overlapping
content were grouped into broader, less specific questions.

The aim was to respect the voice of each questioner as much as
possible, to preserve the original idea of each question and to
avoid duplication and unnecessary details. Questions submitted
by only one person or without substantive similarities to others
were not retained. In total, less than 3% of the questions submit-
ted were eliminated for the next round, primarily because they
were too specific and would only appeal to a limited group of
researchers. For example, there were originally 142 questions in
the Treatment category. Only four of these were eliminated. The
final list contained 103 questions, divided into five categories.

Ranking by participation and representation
The 103 research questions were then sent to the patients, fami-
lies and care providers from step 1, to policymakers with diverse
competences and a broad view of the field, and to researchers
from various disciplines and healthcare contexts who are active
in categories and conditions where research is underfunded.
They were all invited to indicate how important they considered
each question to be, on a scale of 0 (no priority at all) to 10 (very
high priority). As in step 1, they were asked to discuss with their
constituents beforehand in order to solidify their representative
role in setting priorities.

A total of 35 valid responses were recorded.

Number of participants French- Dutch-

per group speaking speaking Total
Patients 2 4 6
Family members 1 2 3
Care providers 4 7 1
Researchers 2 7 9
Policymakers 0 6 6
Total 9 26 35

The shortlist: selection criteria
The final selection of 20 to 25 questions (four or five per cate-
gory) was based on a combination of criteria:

— The score given by the 35 respondents on the ranking questi-
onnaire. This was the most important criterion.

— The origin of the question. Questions raised by different
groups in step 1 were given extra weight. If both care provi-
ders and patients and/or family members asked the same or
very similar questions, this was considered an indication of
a widely shared social relevance. Such questions certainly
reflect shared concerns within mental healthcare.

— The scope of the question. Some were a compilation
of several questions from step 1. Such overarching
formulations were given priority because they brought
together multiple needs and voices in a single clear,
widely supported research question.

— Gaps in the literature. Finally, a supplementary literature
analysis indicated the extent to which certain questions have
already been investigated. Questions for which the least sci-
entific literature was found received extra attention. This gave
the most neglected research topics more opportunities.



The shortlist of 24 selected research questions formed the star-
ting point for the workshops in step 3. This was the distribution
according to the five categories:

Number of research questions

Research category in the shortlist

Prevention 5
Detection

Treatment 5
Health literacy and recovery 5
Care provision and 4
organisation

Total 24

The 24 in focus

Some of the 24 questions were slightly reworked at this stage to
make them more precise methodologically or more relevant in
terms of policy. Existing literature was taken into account.

For example, one original question was: “How can family mem-
bers and loved ones be effectively involved in all phases of the
treatment process?” The wording was edited to: “How can we
improve implementation strategies aimed at involving loved
ones in treatment?” (In this report, the wording has been slightly
adjusted for linguistic reasons.) There is already a considerable
amount of literature on how loved ones can be involved in treat-
ment programmes. However, it often proves difficult to apply that
knowledge in practice. The modified question shifts the focus to
better embedding existing insights in healthcare practice.

Step 3:
towards a top 10, in workshops
with end users and experts

After prioritising research questions in the ranking list, the
selection was refined and validated in three interactive
workshops. The workshops brought together the various
parties involved to arrive at a widely supported top 10 research
priorities based on the shortlist of 24 questions.

Workshops: objectives
- Identifying what stakeholders consider the most important
and urgent research priorities.

— Delivering a widely supported list of priorities as a basis for
future research funding and policy initiatives.

Composition and structure
Participants in steps 1 and 2 were asked if they would also like
to participate in the workshops (step 3). The aim was to create
an inclusive and safe environment in which everyone felt free
to express their views. The sessions were led by experienced,
independent moderators and conducted in Dutch and French,
with simultaneous translation during the plenary part. This
allowed everyone to participate actively.
— Workshop 1: Patients, family members and care providers
— Workshop 2: Researchers, policymakers and care providers
— Workshop 3: A mixed group of participants from

workshops 1 and 2

Workshop  Workshop Workshop
Attendees 1 2 3
Patients 2 1
Family members 3 2
Care providers 1 3 0
Researchers 4 1
Policymakers 4 1
Total 6 1 5
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Method and process

At the start of workshops 1 and 2, participants worked in small
groups on the shortlist of 24 research questions. They formula-
ted their thoughts on questions such as:

- Are the research questions clearly formulated?
- Is any additional input or clarification required?
- Which questions do you think deserve the highest priority?

The concerns were shared and discussed in plenary. Finally,
each group distributed “priority points” across the research
questions. For each category, eight to 10 such points could be
distributed across at least three questions. After the quantita-
tive processing of the results, a plenary discussion took place
to jointly validate the priorities and make adjustments where
necessary. Research questions with the highest priority points
were selected, with a minimum of one and a maximum of four
questions per category.

The outcome of workshop 1 was a selection of 13 questions
(two to four per category). Workshop 2 yielded a selection of
12 questions (up to four per category).

In preparation for workshop 3, the results of workshops

1 and 2 were processed both qualitatively and quantitatively.
Suggestions, comments about ambiguities and other issues
were also taken into account for the refinement, clustering
and reformulation of the research questions. Eight questions
scored highly in both workshops. The other two were selec-
ted from the five with the next highest scores (three from
workshop 1 and two from workshop 2).

Workshop 3 brought together a mixed group of participants who
had previously attended workshop 1 or 2 and were therefore
familiar with the research questions and the process. The par-
ticipants discussed, validated and refined the selection of the
eight overlapping questions where necessary.

Individually, they provided final feedback on each question and
confirmed it. They then worked in groups on the five additional
questions, considering clustering, reformulation and which
questions would make the final selection.

Based on a plenary discussion and vote, the participants
ultimately selected the 10 final research questions, with the
requirement that at least one from each category had to be
included in the top 10. Attention was also paid to the clarity
and focus of each question.

The top 10, the result of this three-step inventory, ranking
and prioritisation process, can be found on pages 10 to 15.
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V.

FINALLY:
SOME
INSIGHTS
AND
RECOMMEN-
DATIONS

Finally, from the MIND10 project process,
which resulted in the top 10 research
priorities and questions, we have distilled
a few key insights. These also include
recommendations for mental healthcare
in Belgium, which is making significant
strides in terms of quality.



From knowledge to practice:
implementation is a key challenge

The process made it clear that valuable knowledge and good
practices often exist, but that they too infrequently find their way
into the workplace. Bridging the gap between “knowing” and
“doing” requires targeted implementation strategies, structural
embedding of knowledge and good practices, knowledge sha-
ring and a culture in which evidence-based practice is the norm.

Focus on target groups that
may be particularly vulnerable

There is a need for structural attention in research and in
mental healthcare as a whole for groups of people with their
own demands and needs: young people, older people, people
in socially vulnerable positions, people with complex mental
health issues, and people with a migrant background and/or
other cultural reference frameworks. The broader goal embo-
died in this: less inequality in health and more inclusive care.

Collaboration as the foundation
of accessible and effective care
and research

Effective mental healthcare relies on structurally embedded
cooperation, both within the formal care chain and through
informal networks: family, friends, schools and other commu-
nity-based actors. Promoting this collaboration is crucial to
stimulate prevention, improve continuity of care and strengthen
recovery thinking. This requires clear structures and communi-
cation, and the assumption of shared responsibility.

The research itself is also best designed, conducted and evalu-
ated in collaboration with all relevant disciplines and with part-
ners from the field and from policymaking. This will generate
the broadest support and the most impactful results.

The MIND10 project is intended to contribute to this.
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