[image: image1]Mental Health and Political Representation: A Roadmap

		ORIGINAL RESEARCH
published: 29 January 2021
doi: 10.3389/fpos.2020.587588


[image: image2]
Mental Health and Political Representation: A Roadmap
Luca Bernardi*
Department of Politics, University of Liverpool, Liverpool, United Kingdom
Edited by:
Elisabeth Gidengil, McGill University, Canada
Reviewed by:
Peter Söderlund, Åbo Akademi University, Finland
Hannu Lahtinen, University of Helsinki, Finland
* Correspondence: Luca Bernardi, luca.bernardi@liverpool.ac.uk
Specialty section: This article was submitted to Elections and Representation, a section of the journal Frontiers in Political Science
Received: 26 July 2020
Accepted: 23 December 2020
Published: 29 January 2021
Citation: and Bernardi L (2021) Mental Health and Political Representation: A Roadmap. Front. Polit. Sci. 2:587588. doi: 10.3389/fpos.2020.587588

Research on health and political behavior has identified a significant mental health-participation gap that is likely to have important consequences for political equality. Yet such consequences remain by and large unexplored. Inspired by 60 years of empirical research on public opinion, media and policy, this article proposes a roadmap for research on the political representation of mental health. It advances a number of research questions around 1) opinion formation and issue emergence and evolution, 2) multiple and complementary societal signals that can influence policy makers’ issue attention and policy change, and 3) different conceptions of representation and their consequences for public attitudes and political participation. The article also provides a preliminary attempt at addressing whether mental health spending incorporates signals from public preferences for spending on mental health services or policy problems. Making use of time-series data on spending on mental health services by local authorities in England between 1994 and 2013, the analysis finds no statistical association between spending and policy problems and reveals a negative relationship between spending and public preferences, suggesting that if spending is reacting at all to preferences, it misrepresents them. This article invites scholars to collect more data and produce more research that will guide interventions to help overcome stigma and participation challenges that undermine political equality as one of the key principles of democracy.
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INTRODUCTION
Research on mental health in political behavior is in its infancy but growing fast. Most scholarly attention has been focusing on the negative effect of mental health deterioration on political participation, especially voting (Ojeda 2015; Burden et al., 2017; Couture and Breux 2017; Sund et al., 2017; Ojeda and Pacheco 2019; Ojeda and Slaughter 2019; Landwehr and Ojeda 2020). Only more recently have scholars started paying attention to the relationship between mental health and political attitudes. Yet this work exclusively examines the link between depression symptoms and diagnosis and political predispositions (Bernardi, 2020), attitudes to change in highly uncertain situations (Bernardi and Johns 2020), political efficacy (Bernardi et al., N.d.), political interest (Ojeda et al., N.d.), and evaluations of political objects (Bernardi and Johns N.d.).
Although a lot more needs to be done, the message from previous research is clear: there is a mental health-participation gap and this gap is worrisome because it is likely to lead to inequality in policy representation and to carry serious implications for mental illness stigma. Yet no extant research investigates policy representation on mental health (but see Pacheco and Ojeda (2019) on inequality in policy congruence on health in the United States), a gap that is even timelier to fill in response to Lancet Psychiatry’s recent call for action on multidisciplinary research on mental health (Holmes et al., 2020).
Mental health is a low-salience issue. As such, it has never made it to the list of the ‘most important problems/issues’, although its salience is growing in the face of COVID-19 (e.g., UN News 2020). Usually, public opinion has in mind the public health system when thinking of health, and so mental health might be particularly important only for specific groups or “issue publics” (Krosnick 1990) rather than for the general public. Indeed, this idea of mental health as “policy for the few” is echoed in work on group identification as an important determinant of mental health policy preference formation (McSween, 2002). Although there has recently been an increase in positive articles on mental illness, for example in the United Kingdom press (Thornicroft et al., 2013), and positive news reports can help reduce stigmatizing attitudes (Ross et al., 2019), the issue rarely makes front page headlines. Moreover, the issue is often framed negatively, with people with mental illness being portrayed as unpredictable, unsociable, dangerous or even violent, thereby perpetuating misconception, misinformation and stigma (e.g., Stout et al., 2004; Klin and Lemish 2008).
On the other hand, mental illness is an increasingly problematic issue in Europe (Gustavsson et al., 2011; Wittchen et al., 2011) and elsewhere. Any given year, one in three Europeans experiences at least one diagnosable mental health problem and mental disorders represent the greatest health burdens to Europe (Wykes et al., 2015). A recent estimate of yearly costs for mental disorders in Europe is €461 billion (Gustavsson et al., 2011)–excluding any costs of dementia and other neurological disorders. This figure is largely due to the indirect costs to social welfare, employment, wellbeing and economic output, of which mental illness stigma is an important cause. Stigma affects both public opinion and people with mental illness, but it is also embedded in the media and political institutions (Corrigan 2004; Corrigan et al., 2004; Thornicroft et al., 2007). Reducing stigma has been set as a key priority for mental health research in Europe (Wykes et al., 2015) and anti-stigma programmes have been developed around the world–led first by the World Psychiatric Association and more recently by the World Health Organization and individual countries (starting with Australia, New Zealand, Britain, and the United States) that have recognized the call for change and provided significant resources to fight stigma (Corrigan et al., 2011). Last but not least, resources for mental health are scarce, unequal and inefficient (Saxena et al., 2007). Thus, if mental health is not conventionally an important issue in electoral terms, it is a problematic one and its salience is increasing rapidly in the light of government responses to the COVID-19 pandemic.
This article advances a research agenda on the political representation of mental health inspired by what we know from 60 years of empirical research on public opinion, media and public policy. This is the main contribution of this article. What follows is not meant to be an exhaustive review of this enormous body of research. This has already been done and remarkably well elsewhere (e.g., Burstein 2010; Wlezien 2020). Rather, I have selected some of the take-homes from this vast and diversified literature to formulate key questions to guide the generation of hypotheses that can enhance our knowledge and understanding of mental health as a policy issue, opinion formation around it, and how representation comes about.
In the second part of the article, I start addressing one of the proposed research questions by focusing on what kind of opinion signals–either public preferences or the emergence mental health-related policy problems–may influence policy change on mental health using time-series data on spending on mental health services by local authorities in England (1994–2013). On the one hand, the data show no evidence that change in spending is associated with change in mental health-related policy problems. On the other hand, the data show evidence that change in spending is negatively associated with change in preferences for spending on mental health services. This implies that, if spending in England is responding at all to opinion preferences, it misrepresents them.
WHAT ARE THE KEY QUESTIONS?
Empirical research on mental health policy has long been off the radar of political scientists, especially those interested in political behavior. Not surprisingly, there is an enormous amount of work on mental health in psychiatry and epidemiology, but mental health scholars have of course been interested in other aspects than public opinion, including the socio-economic burden of mental health issues (e.g., Lecrubier, 2001; Gustavsson et al., 2011; Wittchen et al., 2011; Wykes et al., 2015), the effects of mental health advocacy on social exclusion and stigma (e.g., Corrigan et al., 2011; Evans-Lacko et al., 2014), mental health policy making (e.g., Goodwin 1997; Knapp et al., 2007), the importance of structural stigma in policy (e.g., Corrigan et al., 2004; Link and Hatzenbuehler 2016), and interdependence between local authority mental health expenditure and the expenditure decisions of neighboring authorities (e.g., Moscone and Knapp 2005; Moscone et al., 2007).
Mental illness stigma research is well aware of many of the issues briefly discussed below in this section. It is not the first time that political science lags behind. For instance, the neuroscientific and biological foundations of political behavior were initially examined by neuroscientists, physiologists and geneticists rather than political scientists (Hatemi and McDermott 2011). Yet, political science should make an effort to bridge this disciplinary divide and take responsibility by providing answers that link public opinion, media and policy on mental health. Here, I present three major areas of investigation on the political representation of mental health. The discussion is inspired by research on public opinion, media and policy broadly conceived. Using this literature as a guide, I formulate some important questions which could help to motivate future research.
How Does the Mental Health Issue Emerge and Opinion Formation Evolve?
Is mental health a specific or a crosscutting issue? Is mental health a politicized issue at all? To what extent is it a valence issue or a positional issue?a What type of issue is it? How is it framed and primed and what are the implications for public opinion?b Do people with mental health problems have different policy preferences and priorities? Do they consider themselves to be a coherent group? Do mental health policy preferences follow a specific or a global trend? All these different questions, which I put under the same umbrella, have to do with issue emergence and evolution, and with opinion formation on the issue, but also with the interconnection between the media, the public and the policy makers (e.g., Iyengar and Kinder 1987; Stimson 1991; Page and Shapiro 1992; Carmines and Stimson 1993; Iyengar and Reeves 1997; Erikson et al., 2002; Kellstedt 2003; Stimson 2004; Chong and Druckman 2007a, Chong and Druckman 2010; Baumgartner et al., 2008; Baumgartner and Jones 2010; Soroka and Wlezien 2010; Gilens 2012; Boydstun 2013).
I cannot discuss in length each of these questions but here I will focus on some aspects that are particularly relevant, starting with group consciousness (e.g., Yzerbyt et al., 2004). Other groups in society like women, gays or people of color have developed strong identities and group consciousness over the past decades. Whereas issues relating to women, homosexuality and race have been around much longer, the mental health issue is relatively new. Although the “mentally ill” (Corrigan et al., 2004) are labeled as such by others–and (public and self-) stigma clearly plays a role–we do not know to what extent they feel that they are a group when participating in politics and expressing their concerns and demands for representation. Also, unlike women, gays or people of color, whose biological or dispositional “status” is generally permanent, this is often not the case for people with mental illness. While some disorders are long-standing (e.g., schizophrenia) or chronic (e.g., depression or anxiety), other people experience episodes of mental illness only sporadically.
Of course, opinion formation and group consciousness/perception can be a function of issue evolution, issue features, issue framing and even issue priming. For instance, we know that there is a strong relationship between media and public priorities (e.g., McCombs and Shaw 1972; McCombs and Donald 1993), that media not only shape public opinion but they also influence political agenda setting (e.g., Walgrave and Van Aelst 2006), and that negativity bias is widespread in democratic politics including mass media (e.g., Soroka 2014). Thus, how mental health is covered, framed and primed can have important implications for group consciousness, public attitudes toward mental illness and opinion preferences on the issue but also for political elites.
Relatedly, there can be high cross-country and over time variation not only in the saliency but also in the nature (e.g., Soroka 2002) of the mental health issue. While in some countries and at some points mental health may simply be a by-product of the broader health domain, and so conceived more as a “softer”, valence issue, in other countries or moments in time it may clash with other issues like crime or employment, and so be perceived as a “harder” issue, more positional in nature, and so more subject to politicization by parties and candidates. Therefore, how the issue emerges and evolves and how parties and candidates take it up and citizens and voters develop preferences on and attitudes toward it are all aspects that require the attention of the political scientist.
To What Signals Does Mental Health Policy Respond?
A second area of investigation can be subsumed into the following question: to what signals from society does mental health policy respond? A robust finding in the opinion-policy literature shows that policy representation is more likely on high-salience issues. Although research has documented remarkably high levels of policy incongruence, inconsistency and/or frustration, issue salience has nevertheless been depicted as a significant driver of representation and the responsiveness of policy making to public preferences and demands (e.g., Miller and Stokes 1963; Page and Shapiro 1983; Brooks 1985; Monroe 1998; Burstein 2003; Soroka and Wlezien 2010).
Mental health is not commonly conceived as a high-salience issue in electoral terms and is more likely to be important to specific publics and to special interests than to the majority of voters (but this may vary as suggested in the previous subsection). Accordingly, dynamic representation approaches tell us that it seems unlikely that public preferences for mental health would drive change in mental health policy as they would policy relating to more salient issues.c
This implies that policy makers can use competing information from other mental health-related alarm signals from society–and not just the majority opinion–when setting their policy. Thus, we could also expect mental health policy to react to mental health-related policy problems and not only–or even–to mental health preferences. This claim is reasonable if we assume that the policy making process is not always motivated by either public preferences/priorities or party ideology, but can also be a response to what have been termed compulsory issues–pressing problems that demand action or that need to be regulated–or to moral panics that generate societal anxieties or fears (e.g., Adler and Wilkerson 2012; Jennings et al., 2020). After all, unlike opposition parties, governing parties need to rule by reacting to problems and responding to issues of broad public concern (Jones et al., 2009; Bonafont and Palau 2011).
Indeed, this will be more likely if mental health organisation’s activity increases over time and if mental illness is perceived more as a diffuse cause–like environmental protection–than a sectional cause favored by a few special interests (e.g., the pharmaceutical industry), civil society and organized interests work as transmission belts between the public and the policy makers, and civil society organisation’s and special interests’ preferences are aligned with those of the public (e.g., Gilens 2012; Lax and Phillips 2012; Burstein 2014; Rasmussen et al., 2018; Hopkins et al., 2019; Rasmussen and Reher 2019; Bevan and Rasmussen 2020).
Moreover, depending on the extent to which the mental health issue gets mobilized and politicized, the “vocal public” can become another relevant source of information beyond and in combination with the “silent public”. Social movement scholars have depicted quite a grim picture of social movements’ success in changing policy (for an overview, see Amenta et al., 2010), largely mediated or moderated by political opportunities (e.g., Kriesi et al., 1995; Meyer 2004). In this regard, public opinion can be an important ally for protesters. Research has identified an agenda setting effect of protest (Vliegenthart et al., 2016; see also; Walgrave and Vliegenthart 2012; Hutter and Vliegenthart 2018) and an ‘amplification mechanism’ and ‘joint-effect’ model (Agnone 2007; Giugni 2007; Bernardi et al., 2020) that work well in earlier stages of the policy process.
Relatedly, other work suggests that focusing events and external shocks may trigger the mechanisms for policy change (e.g., Clemens 2007; Bernardi et al., 2018). In this regard, the COVID-19 pandemic and its impact on mental wellbeing (O’Connor et al., 2020; Taquet et al., 2020) might potentially act as a trigger for mobilizing the public to demand that governments react by increasing their attention to the issue and introduce minor or major policy changes, depending on the level of responsiveness (e.g., Schumaker 1975), if any. For this purpose, the activity of mental health and patient organisations would be essential for organizing (online and/or offline) mobilization strategies, and the vocal public may amplify the silent public’s signal.
Hence, scholars should devote their attention to how various signals from societal actors, policy problems and their interaction in combination with political opportunities may influence political parties’ attention and policy changes.
How Does Representation Come About and What are Its Consequences?
The final set of questions revolves more closely around policy representation. How does representation come about? Are the policy priorities and preferences of people with mental health problems misrepresented? What are the consequences of (mis)representation?
From pledge fulfilment and issue ownership research we know that governing parties are interested in implementing their election mandate (e.g., Klingemann et al., 1994; McDonald et al., 2004) and addressing their partisan issues (e.g., Egan 2013; Green and Jennings 2019). Thus, emphasizing an issue and acquiring ownership of it in partie’s election manifestos (e.g., Budge and Farlie 1983; Petrocik 1996) is the first step toward policy representation.
Next, representation can occur directly as a result of rational anticipation and/or electoral turnover (i.e., through elections) (Stimson et al., 1995; Erikson et al., 2002). While the latter is the traditional pathway to representation from election outcomes to public policy and is deeply rooted in the literature on responsible parties (Adams 2001), the former involves politician’s responsiveness to changes in public opinion in-between elections. The two ways are related, “assuming incumbent politicians are interested in remaining in office or else motivated to represent our preferences for other reasons” (Wlezien and Soroka 2016: 7).
Moreover, as the thermostatic model (Wlezien 1995; Soroka and Wlezien 2010) postulates, the public must be concerned about an issue in order to notice and respond to policy on that issue. In other words, policy representation is less likely to occur without public responsiveness in the first place. Media policy signals play a crucial role for public responsiveness since the public learns about policy from media policy cues. Indeed, the public tends to respond more strongly to media coverage of policy rather than to policy itself (Neuner, Soroka and Wlezien 2019).
Research on dynamic agenda representation complements research on policy responsiveness to public preferences and tells us that, given the complexity and the amount of public demands, attention is scarce and representation is agenda-specific (e.g., Kingdon 1995; Bevan and Jennings 2014). Policy makers cannot pay attention to all issues–therefore they will select those issues that are most salient to the public (Mortensen et al., 2011)–and institutional friction conditions agenda representation of public priorities (Jones and Baumgartner 2005). Therefore, policy agenda representation of public priorities is a prerequisite for policy responsiveness to public preferences (e.g., Jones et al., 2009).
The vast bulk of research reviewed above pushes us not only to study whether representation on mental health takes place directly, indirectly or thermostatically and whether media policy signals can provide useful informational cues on the issue, but also to focus our attention on policy agendas and the determinants of attention change.
Note that responsiveness is not the only way representation comes about, however. Congruence between citizen’s and elite’s policy preferences and priorities is equally important. De facto, we can have the former (latter) without the latter (former) (Beyer and Hänni 2018; Lefkofridi 2020) and policy congruence has important consequences for political support (e.g., Reher 2015; Stecker and Tausendpfund 2016). Moreover, research on unequal representation tells us that the policy preferences of different groups are not necessarily represented in the same way and not all groups have the same preferences (e.g., Soroka and Wlezien 2008; Gilens 2009). Evidence of differential responsiveness, inequality in representation, or policy incongruence is found in both the United States (e.g., Bartels 2008; Gilens 2012) and Europe (e.g., Rosset et al., 2013; Peters and Ensink 2015) across income groups and other groups too (e.g., see the work by Reher 2018 on gender and by Pacheco and Ojeda 2019 on health).
Therefore, whether people with mental health problems have different policy priorities and preferences than their healthy counterparts and whether they perceive themselves as a cohesive group (see above) should be coupled with whether representatives perceive people with mental health problems as a cohesive group with a common identity and homogenous needs and whether representative’s preferences and priorities are congruent with those of people with mental illness.d
Further, it is likely that the mental health-participation gap identified in previous research can both influence and be influenced not only by policy incongruence but also by lack of symbolic and descriptive representation. That is, if people with mental illness think that representatives, especially those experiencing the same problems, do not ‘stand for’ them, then they will feel less represented and, in turn, less motivated to participate in politics. The fact that politicians pay more attention to the opinions of voters than to those of non-voters (Griffin and Newman 2005) may further dampen feelings of efficacy and of perceived responsiveness and representation (e.g., Esaiasson et al., 2017).
Finally, on the one hand, representation can occur beyond descriptive (Pitkin 1967) or gyroscopic (Mansbridge 2003) forms–e.g., by surrogation (Mansbridge 2003), justification (Rehfeld 2009) or even by claim (Saward 2006)–and representatives who resemble those being represented or have shared similar experiences do not always represent them better. On the other hand, representative’s disclosure of a mental health problem may have important implications for public attitudes toward mental illness (Loewen and Rheault 2019). Thus, it is worth studying what kind of opinion people with mental illness have of their representatives and assess how public opinion perceives representatives with mental health problems.
Certainly, there are many more interesting questions to ask in relation to political representation and mental health that go beyond what I have outlined above. For instance, on the citizen side, I have not touched upon other potentially relevant issues like political institutions or electoral incentives as moderators of representation, or potential voting restrictions for some severe mental illnesses. On the candidate side, electoral constraints and other barriers at the recruitment level can also be important. Yet I hope what I have discussed here can be a useful agenda for future research.
Below I start addressing empirically one question from the second major area: do policy makers address public preferences for mental health or respond to policy problems relating to mental health?
DOES MENTAL HEALTH SPENDING RESPOND TO PUBLIC PREFERENCES OR TO MENTAL HEALTH-RELATED PROBLEMS?
The second major area described above asks about the societal signals to which mental health policy responds. Addressing this question can illustrate how policy representation takes place. Here, I rely on the thermostatic model of representation (Soroka and Wlezien 2010) which predicts an over-time dynamic between public opinion and policy: this year’s preferences influence policy for next year, which in turn influences the next year’s preferences, and so on. If representation works thermostatically, when the public wants more (less) policy, then governments provide more (less) policy, and the public, in turn, readjusts its preferences and wants less (more) policy, and so on.
It is interesting to see whether the same dynamic can be applied in the same way to other signals from society beyond public preferences–here I consider policy problems. If policy reacts thermostatically to problems then we should observe that when problem magnitude increases policy makers react as problem solvers and provide more policy. This is quite reasonable in a case such as mental health as discussed above and its possibility is conceived of in dynamic representation models (Stimson et al., 1995, Figure 1, p. 546). However, if we recall the low saliency of mental health and assume that policy makers are primarily motivated by strategic considerations, that might not be the case unless they factor in valence considerations in their policy decisions or find it beneficial to instrumentally tackle policy problems to gain votes or keep office (e.g., Strøm 1990). Yet this remains an empirical question and below I provide an empirical test of whether mental health policy attends thermostatically to competing signals from society.
[image: Figure 1]FIGURE 1 | Spending on mental health services in England, public preferences and mental health-related policy problems.
Such an exercise requires the collection of over time data on policy, public opinion, and issue-related problems. Data for all these indicators are available for 20 years in England. Aside from data availability, England is an interesting context to study. Although the Labor Party mentioned the need to increase support for mental illness in its 2010 election manifesto, it is the Conservative Party, in the Coalition government and subsequently, which carried forward plans for investment in mental health and reform of the Mental Health Act. What makes the case even more interesting is that, while the Labor Party in Britain can be safely considered the “owner” of the health issue, issue ownership is not really established for mental health (see Bernardi 2020).
I followed previous research on the thermostatic model which uses spending as a policy indicator. Mental health services are provided as a mix of community-based and hospital-based services (Thornicroft and Tansella 2004) and calculating their costs is not an easy task (Knapp and Beecham 1990). Due to lack of extensive over time data on NHS spending on mental health, I collected data on net current expenditure on adults (18–64) with mental health needs from the social services departments of Councils with Adult Social Services Responsibilities (CASSR) in England. Although this is only a limited portion in comparison with NHS spending on mental health, the data account for people with severe mental health conditions and span from 1994–95 to 2013–14 and so offer a reasonably long time series for testing my hypotheses. The data are updated on a yearly basis and provided by the Health and Social Care Information Center (HSCIC) of the Office for National Statistics and available through NHS Digital (more details about the data are provided in Section S1 of the Online Appendix).e I use net and not gross expenditure because it is more suitable for analyzing the effect of other factors on spending on mental health services as it focuses on adult social care funded by local authorities and removes capital charges and external income, and is therefore not impacted by changes in client contributions and income from the NHS. As the expenditure the HSCIC reports is the local authority spending, this could be on community and hospital provision.
During this period, a yearly average of about £940 million was spent on mental health in England (the data were adjusted for inflation using the Consumer Price Index taken from the Office for National Statistics) (standard deviation = c. £243 million). Figure 1 shows that spending increases for most of the reference period, with a decline starting in 2010 (Olesen 2012), which relates to the introduction of austerity measures by the Coalition government. In the last year covered in this study, spending on adults (18–64) with mental health needs represents only 6% of total gross expenditure on social services (HSCIC 2014).
Preferences for Spending Support
To measure public preferences on mental health services, ideally a survey question that asks respondents about support for spending is needed. Such a question was asked repeatedly during the period 1994–2014 in the Department of Health Mental Illness Surveys (see Section S2 of the Online Appendix for more details about the survey) (TNS BMRB 2015). Specifically, the question asks how much the respondent agrees with the following statement: “Increased spending on mental health services is a waste of money”.f Higher percentages denote greater disagreement with the statement, in other words, greater support for spending. Unfortunately, the survey was not conducted on a yearly basis throughout the entire time span. Data are missing for 1998, 1999, 2001, 2002, 2004, 2005, and 2006. Linear interpolation is used to fill these gaps and make the series continuous. Though not perfect, of course, this solution has been adopted in previous research on opinion preferences and policy representation (Jennings and Wlezien 2015).
The top-right panel in Figure 1 plots the interpolated series. The English public expresses strikingly high and stable over time levels of support for spending on mental health (mean = 86.9% and std. dev. = 2.9%). There is, however, a significant drop between 2000 and 2003. This drop is consistent with other unfavorable changes in public attitudes toward mental illness in England during that period. Beginning in the late 1990s a series of anti-stigma campaigns were run across the United Kingdom, beginning with the Royal College of Psychiatrists “Changing Minds” campaign in England between 1998 and 2003 and the Scottish Government ‘see me’ campaign starting in 2002 (Mehta et al., 2009). However, Mehta et al. (2009: 278) explain the drop by the fact that, at the same time as the anti-stigma campaigns, negative media attention linking mental illness to violence intensified–partly due to the reporting about reform of mental health legislation in England since 1998 and the publication of the “controversial” 2002 Mental Health Bill by the Department of Health in England, which proposed extended powers of compulsory detention of patients and the introduction of a form of community treatment order.
This evidence, in addition to growing evidence-based research about reducing stigma and discrimination, encouraged the development of England’s national Time to Change anti-stigma campaign, funded in 2007 but only started in 2009 (Evans-Lacko et al., 2013a). Public attitudes did not improve consistently on all dimensions: significant improvements have been noted in prejudice and exclusion but not in tolerance and support for community care (Evans-Lacko et al., 2014). Also, after the program was launched there was a significant increase in the proportion of anti-stigmatizing articles between 2008 and 2011 but not a concomitant decrease in stigmatizing articles (Thornicroft et al., 2013). Nonetheless, the graph shows some increase in support for spending since 2010.
Policy Problems
To measure mental health-related policy problems, I compiled data on two different indicators which vary in terms of problem gravity.g First, I compiled data on formal admissions to NHS facilities and independent hospitals registered to detain patients under the Mental Health Act (1983) and other legislation. Data providers changed over time (see Section S4 of the Online Appendix for details), but it was possible to construct a comparable series for the same period as spending. The data are plotted in the bottom-left panel of Figure 1 and show a rapid increase in detentions since the 2002 Mental Health Bill.
Second, I include a measure of the suicide rate because of its crucial connection with mental health problems and stigma (e.g., Schomerus et al., 2015). I rely on age-standardized suicide rates available from the Office for National Statistics (see Section S5 of the Online Appendix for more details). Plotted in the bottom-right panel of Figure 1, suicide rates in England range from 9.3 to 11.7 and show a declining trajectory beginning in the early 1990s (McClure 2000)–the small peak in 2008 is related to the economic recession (Barr et al., 2012; Evans-Lacko et al., 2013b). Research indicates that the decline in suicide rates is in part related to a reduction in poisoning with car exhaust gas (due to an increased use of vehicles with catalytic converters) and a decline in unemployment and divorce. However, there is little evidence of a relationship with reductions in alcohol use and increases in prescription of antidepressants (McClure 2000; Biddle et al., 2008).
Overall, while admissions have tended to increase since the late 1990s, support for spending and suicide rates both seem to partially move together, though the trends became less similar after 2009. While support for spending decreases between the early 2000s and 2009 (the Time to Change anti-stigma campaign’s effects would be visible only a couple of years after its launch), the suicide rate is also lower between 1999 and 2007. However, as suggested above, there might be other factors influencing the declining trend in suicide rate that are not necessarily linked to stigma attitudes.
METHODS
To test whether spending on mental health responds to spending support and mental health policy-related problems, I follow previous research on government responsiveness (e.g., Soroka and Wlezien 2010) that estimates change in policy as a function of relative preferences and partisanship. Here I extend this model by including covariates for mental health-related problems. As my data are time-series data, I first test whether the variables are stationary since results obtained using non-stationary series may be spurious and lead to flawed hypothesis tests (Beck 2008). Evidence from a Dickey-Fuller test suggests that the null hypothesis that the series contains a unit root cannot be rejected for spending on mental health services, spending preferences, inpatient admissions and suicide rate.h For this reason, I estimate these variables in changes and not in levels.i The independent variables are estimated at time (t–1) to establish time order in the opinion-policy relationship (e.g., Page and Shapiro 1983) and reflect budgetary policy making (e.g., Soroka and Wlezien 2010).j
In the next section, I estimate the model reported in Eq. 1:
[image: image]
My dependent variable, Change in Policy (t), measures the change in spending between the current year and the previous year. Coefficient b1 estimates the effect of public support for spending whereas coefficients b2 and b3 estimate the effects of the two policy problems. If mental health spending by local authorities responds to public and policy signals in the expected direction, I should expect a positive and significant coefficient on these variables. To account for the possibility that spending represents government priorities rather than public opinion’s signals, I also control for the partisanship of the national government, coefficient b4, with a dummy variable coded one if the government was from the Labor Party and 0 otherwise. It is important to control for government partisanship in order to capture indirect representation and minimize the risk of a spurious relationship between opinion and policy. As Figure 1 shows, we see a sharp decline in mental health spending roughly at the same time that the Coalition government took over and the global financial crisis hit. Thus, the partisanship variable not only accounts for the Coalition taking office and implementing austerity measures, but indirectly also controls for the potential impact of the global financial crisis.k
Finally, I need to test for autocorrelation in the data. Although estimating the dependent variable in changes partly accounts for autocorrelation problems, graphical plots of correlation and partial autocorrelation functions of the dependent variable as well as Durbin-Watson and Breusch-Pagan post-estimation tests for autocorrelation of the model presented in Eq. 1 suggest that there is still some evidence of autocorrelation in the data. For this reason, I prefer to be on the safe side and estimate my model using the Prais-Winsten estimator, which is based on the feasible generalized least squares (FGLS) method and preferable for small samples compared to ordinary least squares (OLS) regression with lagged dependent variable (LDV) (see Wooldridge 2002, Ch. 12; Fortin-Rittberger 2014).l Results are reported in Table 1 below. Descriptive statistics for all variables included in the analyses are reported in Supplementary Table S1 of the Online Appendix.
TABLE 1 | Policy representation on mental health in England.
[image: Table 1]RESULTS
Given the small number of observations at my disposal, I present models with one covariate at a time and a control for government partisanship. Given that the independent variables are estimated in lagged changes, the number of observations in the analyses is slightly lower (N = 18). The Durbin-Watson statistic is reported at the bottom of the table and in the Prais-Winsten method is close to 2, suggesting that the approach is successful in correcting for autocorrelation. The adjusted R2 is higher in the preferences model.
The coefficient on the Partisanship (t–1) variable is positive in all models, suggesting that Labor governments are associated with higher local spending on mental health services. However, the coefficient is only barely significant in one of the three models (But note that in the models using the OLS approach with LDV reported in the Online Appendix, the variable appears to be always positive and significant suggesting evidence of in direct representation.)
Let us move to the results on the key explanatory variables. I first consider the coefficient on the Change in Preferences (t–1) variable (model 1), which as per the thermostatic model (and dynamic representation models in general) would be the key component of direct representation. The coefficient is statistically significant at p < 0.05, suggesting that there is an association between change in spending and lagged change of opinion preferences. However, this relationship is negative–i.e., public opinion wants more (less) policy on mental health but gets less (more).m Next, I move to the two indicators of policy problems included in the analysis. There is no evidence that change in mental health spending by local authorities is associated with changes in lagged inpatient admissions (model 2) or lagged suicide rate (model 3), suggesting that spending does not respond to changes in the incidence of mental health-related problems.
Certainly, caution is warranted, and more data are needed to be able to confirm these initial findings.
DISCUSSION
In England public concern about mental health increased by 11 percentage points in 2017, with 32% of the English public considering mental health as the most worrying public health issue, second only to cancer (at 41%) (Ipsos Public Affairs 2017). English citizens have been expressing an extremely high and stable level support for more spending on mental health in polls, reaching over 90% in some years (TNS BMRB 2015). Arguably, such a high level of public agreement makes the issue of mental health in England a quasi-valence issue.
Thus, from survey data, we know that mental health support in England is high and stable and that mental health is more important than many other health issues. Yet, in spite of these figures, we do not know how important mental health is in comparison with policy issues outside the health domain. We do know, though, that mental health can hardly be considered a so-called “big-ticket” issuen in electoral terms, even though its prevalence and socioeconomic burden make the issue of great importance not only for sufferers and their families but also for scholars and, hopefully, policy makers.
The empirical analysis presented above shows some evidence of policy misrepresentation, since the relationship between support for spending on mental health services and spending by local authorities is negative: when the public wants more (less) spending on mental health, it gets less (more). However, as noted above, support for spending on mental health services remains starkly high in opinion polls in the time covered by this study. In addition, these data show no evidence of an association between spending and policy problems.
These findings make a number of contributions. Firstly, they suggest that focusing on major policy domains risks overestimating the proportion of policy domains in which there is representation (Page 2002; Burstein 2006). The data used here seem to support this claim. Secondly, most of the research on dynamic representation at local levels was based on analyses from the United States (e.g., Pacheco 2013; Caughey and Warshaw 2018). This study contributes to extending this work to the European context, even if for one case only. Thirdly, my analysis represents a first attempt to move empirical research on mental health and political behavior beyond political engagement.
There are some limitations that future research needs to address. First, studying mental health policy responsiveness in one country for a limited time span and with only a portion of mental health spending raises questions about the extent to which these findings apply to other contexts. Although collecting data on policy, preferences and problems across countries and over time is a difficult task, comparative research is needed to reach a greater understanding of mental health policy representation.
Second, due to lack of a longer time series on stigma attitudes, this study could not test for the effect of public stigma on change in mental health spending, which would be another important factor to account for. Support for spending on mental health among the English public suggests that mental illness stigma, though globally important, may not be as dramatic as in lower-income countries. Comparative research is needed to better understand whether higher (lower) levels of stigma are associated with greater (lesser) policy representation and whether mental health policy is more (less) likely to be responsive in higher-income (lower-income) countries.
Third, although information on public support for spending was included, this analysis could not investigate the role that public perceptions of policy problems and mental health organisations might play in influencing policy change. The significance of voters’ perceptions of policy problems is well known in the political behavior literature, and these perceptions are sometimes even more important than the problems themselves. Parties extensively monitor the public mood in order to respond to it or even anticipate it. Hence, future research would need to incorporate public perceptions of policy problems into the picture. In addition, future research should also collect data on mental health organisation’s activity and test their direct and conditional effect on policy change. This is particularly important in the case of mental illness where public ignorance, prejudice and discrimination may condition how public opinion perceives policy problems such as the ones analyzed here.
CONCLUSION
This article offered a roadmap for research on the political representation of mental health by focusing on decades of research on the relationship between public opinion and public policy. Though not exhaustive, the article set forth a wide number of research questions involving mental health and political (especially policy-based) representation organized across three areas of investigation: 1) opinion formation and issue emergence and evolution, 2) multiple and complementary societal signals that can influence policy makers’ issue attention and policy change, and 3) different conceptions of representation and their consequences for public attitudes and political participation.
The hope is that this paper with its call for action and its negative finding on policy representation in England will push funders to invest more resources and the academic community to collect more data. The goal is noble and valuable: to improve our knowledge and understanding of the political representation of mental health and to propose interventions that will help overcome stigma and participation challenges that undermine political equality (Dahl 1956) as one of the key principles of democracy.
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FOOTNOTES
aThe distinction between position issues and valence issues was originally introduced by Donald Stokes. He defines the former as “those that involve advocacy of government actions from a set of alternatives over which a distribution of voter preferences is defined” (Stokes 1963: 373). The latter are “those that merely involve the linking of the parties with some condition that is positively or negatively valued by the electorate” (Stokes 1963: 373). A classic example of a valence issue is corruption.
bAccording to Entman, to “frame is to select some aspects of a perceived reality and make them more salient in a communicating text, in such a way as to promote a particular problem definition, causal interpretation, moral evaluation, and/or treatment recommendation for the item described” (1993: 52, emphasis in original). Priming “refers to changes in the standards that people use to make political evaluations” (Iyengar and Kinder 1987: 63; but see also Chong and Druckman 2007b: 114–5).
cHowever, note that this assumption is questionable because survey organisations do ask about public attitudes (Burstein 2006), toward mental illness at least in some countries.
dNote that if different groups want the same policy or care about the same issue, then it does not really matter which group policymakers represent, as will they both get representation.
eThe data provided by HSCIC include expenditures on the following items: assessment and care management (G1), nursing care placements (G2.1), residential care placements (G2.2), supported and other accommodation (G4), direct payments (G8), home care (G5), day care/day services (G6), fairer charging–community services (G7), equipment and adaptations (G9), meals (G10), and other non-residential costs (G11). Since expenditure on supporting people (G13) is only available from 2003–4, the total expenditure (G12) used excludes that item.
fSome readers might argue that this is quite a crude question to measure preferences, more extreme than the more neutral question on spending preferences that we are more accustomed to, as asked, for instance, in the General Social Survey. Unfortunately, the longitudinal survey does not include this question but provides an alternative that asks respondents how much they agree with the statement “There are sufficient existing services for people with mental illness”. Changes in these two variables are strongly correlated (r = 0.58). Therefore, in Supplementary Table S2 I have re-estimated my model replacing the support for spending variable used in the article with a variable labeled Change in Preferences Index (t–1) which is the mean of the two variables. Results are in line with the ones in the paper, except that the coefficient on the alternative variable falls short of statistical significance in the OLS model with LDV.
gI also collected data on mental wellbeing from the General Health Questionnaire (GHQ), commonly used to measure mental health in population samples. An aggregated measure based on the 12-item GHQ scale is available between 1991 and 2009 in the British Household Panel Survey and subsequently the United Kingdom Household Longitudinal Study. However, since there is virtually no over-time variation in the variable (it ranges from 11.0 to 11.4, see Supplementary Table S1), I excluded this problem indicator from the empirical analysis.
hFor spending preferences, inpatient admissions and suicide rate, the Dickey-Fuller test statistic does not surpass any of the t distribution critical values and MacKinnon’s p > 0.10, and so it can be concluded that the sequences are not stationary; for mental health spending the Dickey-Fuller test statistic only surpasses the 10 percent critical value of the t distribution but not the 5% and 1% critical values.
iNote that one criticism that first-difference models receive is that, although offering a solution to stationarity and serial correlation problems, these benefits come at the cost of long-term trends, whereby the long-term effects of the independent variables are differenced out. Ideally, an unrestricted error correction model including independent variables both in levels and changes would be superior (De Boef and Keele 2008), but unfortunately such a model is too demanding and can be estimated only with the availability of longer time-series.
jAlthough estimating public opinion at time (t–1) is customary in studies of dynamic representation, it might still be the case that policy responds to preferences or problems with a different lag structure and to current changes rather than past changes. Given that the very small number of observations in my data set prevents the estimation of more sophisticated error correction models, I run two alternative model specifications, with preferences and problems at time (t) and (t–2). The analyses are reported in Supplementary Table S4 and I find no evidence that spending responds to preferences or problems in any of the alternative specification.
kAs a robustness check, I re-estimated my analyses including a dummy variable for 2009, which is when we start observing the decline in mental health spending. The variable was not statistically significant and results did not change. This analysis is reported in Supplementary Table S5.
lThe Prais-Winsten transformation method assumes that the errors follow an AR(1) process and that covariates, in my case preferences and problems, are strictly exogenous. Unlike the OLS regression with LDV which allows all components of the LDV to influence the dependent variable at time (t), the Prais-Winsten method uses a different approach and only estimates the effects of the residual component. I present my analyses with the Prais-Winsten method in the paper and with OLS with LDV in the Online Appendix (Supplementary Table S3). Results are consistent, with the only difference being that government partisanship is positive and significant. The LDV is negative and significant across models, which in combination with a positive and significant intercept, implies some evidence of a regression to the mean effect.
mAlthough this paper’s aim is not specifically about testing Wlezien’s (1995) thermostatic model, it is nonetheless interesting to comment on the public responsiveness component of the model. When simply regressing current levels of preferences on current levels of spending I observed a negative and significant coefficient on the spending variable, which holds when including previous levels of preferences. However, given the above discussion on stationarity it might still be the case that the relationship is spurious. Therefore, I re-estimated the relationship in changes, in various combinations, none of which leads to a significant coefficient on the spending variable.
nI thank Mark Franklin for the expression.
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