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payment. This created a strong incentive for HMOs 
to invest in prevention, alternatives to hospitalization, 
and rehabilitation, giving a strong push to community 
mental health. 

In this context, we are delighted to act as guest editors 
for this special issue of Community Mental Health, at 
this historical point in the reform of mental health 
services in Israel. 

Indeed much can be learned from efforts to 
implement community care in different countries 
and settings. This issue of Community Mental Health 
presents three papers on the need for new and better 
paradigms for enhanced community mental health care. 
Two examples are presented of community intervention 
programs to provide mental health services and to 
facilitate community integration and participation, one 
study about an academic seminar to train and prepare 
future community leaders to promote mental health 
within the Israeli-Arab community, one discussion of 
discharge programs as essential for the promotion of 
community integration, and two studies on the role and 
capabilities of primary care physicians in the provision 
of mental health services in the community. 

 
In his thought-provoking article in this issue, Gerald 

N. Grob takes us on a critical journey of the history 
of psychiatric service provision in the U.S.A. from 
the origins of the deinstitutionalization movement 
to the current challenges to the community mental 
health care model. He provides a description of how 
ideology without scientific evidence lay behind the new 
community policy, he analyzes the consequences of the 
enactment of the Community Mental Health Centers 
(CMHC) Act in 1963, and he explains how these policies 
produced the paradox of deinstitutionalization. The 
author discusses several assumptions that were made at 
the time and were proven erroneous (i.e., living in the 
community would necessarily promote integration, or 

A major landmark in health delivery in Israel was the 
implementation of the Israeli National Health Insurance 
Law (NHIL) in 1995 which entitled every Israeli resident 
to health insurance. Coverage is provided by four 
health funds, which serve as insurers and providers of 
services. Health funds receive capitated payment from 
the government and are accountable for their members' 
health across the life span. Although originally mental 
health (MH) services were intended to be provided 
as part of all health fund services, this provision was 
maintained by the government for over 20 years, 
sustaining the artificial split between mental and other 
health services.

In July 2015 the State of Israel transferred the 
responsibility for mental health services from the 
Ministry of Health to the four not-for-profit Health 
Maintenance Organizations (HMO). This mental 
health reform is perhaps the most dramatic event in 
Israeli health services since the implementation of the 
NHIL, creating the mechanisms by which hospital and 
community MH services are now covered by the four 
health funds that operate as HMOs throughout the 
country.

The reform seeks to improve mental health by 
clarifying and specifying the legal right to care, and by 
improving the availability, accessibility and efficiency of 
services. In addition, it is hoped that the reform will help 
reduce the stigma associated with mental health service 
use by creating a more holistic and integrative delivery 
of services, and putting to rest to the long history of 
mental health services being different and separate. 

In the preparation period towards this reform 
(2012-2015), the HMOs opened approximately 60 new 
clinics across the country with a greater emphasis on 
their integration within other health services. A critical 
element of the reform is that the HMOs are required 
now to pay for the psychiatric hospitalizations of its 
insured members, for which they now receive capitated 
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that CMHCs would assume responsibility for aftercare 
and rehabilitation), along with other shortcomings in 
the implementation of the model. He argues that while 
the concept of community care and treatment were not 
essentially flawed, they were plagued by a disregard of 
the need for social support systems, housing, occupation 
and income for those people whose illness may impair 
their independence. He discusses the policy implications 
of what has been learned in the U.S.A. to help inform 
policy reform in Israel. 

Rowe et al. (this issue) provide a new paradigm 
to community mental health (CMH) care, from the 
definitions of the term “recovery” and the different 
visions of “recovery” to the concept of “citizenship” 
and “citizenship-oriented care.” The authors provide 
a shift in concepts from two forms of recovery for 
persons with mental illnesses – clinical recovery 
(recovery as an outcome), and recovery as a process 
of regaining personal purpose, to a more integrative 
concept of recovering citizenship which suggests that 
individual recovery can be achieved through access to 
the 5 Rs (rights, responsibilities, roles, resources and 
relationships) and belonging, based on the logic that 
“you don’t have to wait to recover in order to become a 
citizen” and using psychiatric rehabilitation approaches 
and advocacy to achieve it. 

Longden et al. (this issue) argue that the shift to 
community care has as yet failed to facilitate a more 
recovery-focused approach as it has imported the 
medical model used in psychiatric hospitals, including 
coercion techniques. They advocate for deep-seated 
changes in order to develop evidence-based services 
that will both scientifically and ethically be capable of 
responding to patients’ needs in a more compassionate 
and effective way. The authors provide examples of 
approaches that are prepared to implement the necessary 
paradigm shift in both academic theory and therapeutic 
practice. This provocative and inspiring paper is further 
enriched thanks to the thoughtful comment by Yanos 
et al. (this issue) that signifies the starting point of a 
constructive dialogue. 

Cai and Fung (this issue) present a retrospective 
review of the Response, Early Assessment and 
Intervention in Community Mental Health (REACH) 
program from its inception in 2007 until February 2015. 
This is a community-based mental health program 
working with schools and other partners to provide 
mental health services for youths in Singapore, in which 
interventions are focused on training and empowering 

school-based personnel to work with students and the 
family, with the support of the REACH teams. The 
authors provide a detailed account of the methods, 
implementation steps, piloting, team composition and 
training, network and support building. They also report 
their evaluation results, including treatment outcomes, 
consumer satisfaction and cost effective analysis. They 
provide evidence that a cost-effective population-based 
community mental health programs with schools can 
be implemented nationally through a multi-sectoral, 
stepped approach, and that it can provide good services 
which improve youth outcomes. 

Hasson-Ohayon describes the reform as an 
opportunity for a re-consideration of the discharge 
process from psychiatric hospital to the community. She 
reviews the unmet needs of persons with serious mental 
illness (SMI) at discharge, and she summarizes the 
interventions aimed to ease the return to the community 
and argues in favor of implementing these in Israel. 

Burns-Lynch et al. (this issue) present the results of a 
study to explore how far efforts to facilitate community 
participation (i.e., work, leisure, social inclusion) may 
enhance recovery and quality of life in people living 
with SMI. Results based on 606 study participants 
revealed statistically significant positive relationships 
between community participation, recovery and 
quality of life. Most important, specific participation 
areas which respondents perceived as important were 
associated with recovery and quality of life. The authors 
discuss the implications of these results on the need 
for interventions to support increased community 
participation among people living with SMI to promote 
recovery and improve quality of life, along with possible 
directions for future policies and practice,.

Khatib et al. (this issue) describe an innovative 
initiative aimed to facilitate Arab masters (MA) students 
to develop integrated cultural competencies, and to 
act to promote mental health within the Israeli Arab 
community. This initiative took the form of an Arabic 
speaking university seminar that strove to bind the 
students' familiarity with Arab culture with reading 
materials and research literature on mental health issues 
and practices from the Arab world. The academic setting 
is described as a nourishing and facilitating environment 
for training and preparing future community leaders 
who will bring about social change in mental health 
issues.

Hornik-Lurie et al. (this issue) report the results of a 
study which examines whether a specialization in family 
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family physicians, from the perspective of the latter. 
The authors conclude this model was preferred to 
the existing model by the majority of PCPs, and was 
perceived to be superior in terms of clients’ adherence 
and in terms of reducing workload in caring for the 
referred clients. The model is discussed in terms 
of advantages for better diagnosis and treatment 
of psychiatric disorders in particular for the more 
prevalent depression and anxiety disorders in the 
community. 

Taken together, the papers in this special issues of 
Community Mental Health present a rich feast of 
historical and policy analysis, research evidence and 
lived experience which can be used to wisely inform 
better mental health in Israel in future, 

medicine, compared to other specializations in primary 
care physicians (PCPs), enhances physicians’ ability to 
detect, diagnose and treat mental health (MH) problems 
in community general clinics in Israel. The authors 
report that physicians with a specialization in family 
medicine were more likely than other PCPs to detect, 
diagnose and treat MH problems. The characteristics 
associated with better identification and stronger self 
confidence to assume treatment responsibilities of MH 
problems are described and discussed as well as the 
implications for the future. 

In their article, Avny et al. (this issue) evaluate the 
advantages and disadvantages of a model in which 
psychiatrists provide consultations twice a month 
at the primary care clinic to clients referred by their 


