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L. intraduccion

1.1 Organization of the Workshop

The Workshop on Mental Health Planning for Rotterdam was held at the WHO Regiomal Qffice for
Europe, Copenhagen, from 24 to 29 August 1980, It was convened by the Regional Office in response
to a request from the Metherlands Ministry of Public Health, with financial support from the
Municipality of Retterdam.

The Workshop was attended by 22 leading mental heslth specialists fxom the Nerherlands
{ineluding 10 from the Rotterdam ares), together with 6 experts from other countrias, appointed as
WO temporary advisers, and 3 members of the Regional Office secretariat {zee Annmex 1).

Dr P. Masom was elected 2z Chairman of the meeting and Professor B. Cooper as Rapporteur, while
Dt A.E. Baert acted as Secretary and Dr H.J., Schneider as Cowgegretary.

The participants were greeted by Dr Leo A. Kaprio, WHO Regicnal Dizeetor for Europe, who
welcomed the official request from the Netherlands for the Workshop as an oppertunity for WHO to
apply the prineiples of mental health care and planning, developed over a number of years by
successive WHO working groups, to a current situatiom im a highly industrislized developed country.

1.2 Scope and purpese

The main aims of the Workshop were defined at the outset as follows:

- to review the current situation of mental health care in Rotterdam;

- to agree on principles poverning the future provision of ‘mental heglth care for the arves;

- to establish lomg-term plamning targets in accordance with these principles;

- to establish priorities and to scipulate transitiomal stages in moving towards long-term goals;
- to suggest mechanisms for implementatiom.

It was agreed that, in pursuit of these aims, the problems of provision of mental health care
should be considered from the respective standpoints of sdwinistration and sexvice function, but
above all of the needs of patients and clients.

While the theme and content of the Workshop were focused on the problems of Rotterdam, Lt was
thought that its conclusions might well be of much wider interest, This point was emphasized by

the Metherlands Secretary of State for Health, wha in a letter of authorizatiom teo the WHO Regiomal
Office for Europe declared that:

"The problem is how, in the present situation in respect to manpower snd budget, and with the
existing struccure of the facilities, the duties of the mental health caze services can best
be carried gut st regional level under a cohesive and anticipatory poliey. The solution to
this problem affeets not only the Rotterdam municipal sutherities, but could alse be usefil to
other regional aurhorities. This conference could also be of interest to the Joint Committee
on Domiliciary Mental Health Care, particularly with a view to obtaining informatiom from the
various European countries.”

1,3 Background informatien

Available to the participants was a rTepert prepared by Direkteurenoverleg Geestelijke
Cesondneidszorg (DOGG) (1), the mental health consultative beody, together with a oumber of
information and background papers prepared by individual partlclpants. Also ilmportant in this
context were the reports of the WHO working groups on cemstraines in mental health sarvices
development (2) the furure of mental hospitals {3) and changing patterns in mental health care (4).

2. The natwre of the problem

2,1 Deficiencies in the existing services

There appears to be a broad consensus of opinion, among those engaged in the field, that the

current situstion as regards provision of mental health ¢are in the Rotterdam area 15 sericusly
unsziisfactory im & number of respects.

{1) 1Ippatient care is provided by a number of large psychiatric hospitals, omnly one of which
is situated within the Rotterdsm area, while some are a long distance away from the city,
There are, as yet, insufficient psychiatric beds within the city itself. (These are confined
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Lo B3 beds in the University Paychiatric Climie and 14 child peychiatric beds ia the Sophia
Childrens' Hospital). Most persens tequiring psychiatric inpatient care must, therefore, be
admitted te large instifutions, which are more or less remote from the patienta’ own homes or
local eommunities, and in some cases offer a poor standard of sccommodation.

(2} &n unduly high proportion of all inpatient admissiens result directly from crises or
acute emergencies, some of which are seen as potentially preventable,

(3) Facilities for aftar-care or rehabiliration of discharged hospital patients are either
inadequate or are not functioning effectively.

(4) There is a lack of "half-way" and daycare facilities for the chronic mentally ill and
handicapped.

(5} Services for disturbed children and adolescents are generally inadequate to meat the
axisting level of demand.

(6) Communication and coordinationm between the various mental health agencies is gemerally
peor, a point which appliesa equally to liaison between inpatient and extramural services.

(7) In consequence of these difficulties, staff morale has been adversely affected in some
agencies and there are many temsions and conflicts arising in the relatiomships between groups
of professional workers.

(8) The general standard of registration and documentation of patients or clients is poor,
Tesulting in a lack of basic informatiom and statistical data required for the affective

manazement and planning of sarvices,

Developments already planned for 1980 (in particular for a redistriburion of inpatient
facilities) should result in alleviation of some of these probiems, but so far it has not proved
possible te produce an overall plan with agreed long—term objectives, covering both impatient and
extramural care.

2.2 Qrigins of the present situatien

The deficiencies outlined above axe in no way unique to Rotterdam. It would be misleading,
therafore, to try to account for them in terms specific for that ares - or, indeed, for the
Netherlands as gz whole. There are nonetheless a mumber of regional and national faetors which must
be understood if effective remedies are to applied. Chief smong those linked with the organizarion
and structure of services ias rhe lack of any affective links between the psychiatrie hospitals and
the community-based services. Until 1951 there existed an integrated aystem of services - albeit
of 2 somewhat rudimentary nature - based on the hogpitala. The setting up of a separate "social
peychiatric" service for Retrerdsm in that year, influenced by the work of QUERIDO in Amaterdam,
resulted in a basie division berween the extramural servicas (including pre-admission and
after=-care on the one hand and mental hospital inpatient care on the other), and since that time
has tended to perpetuate the divisiom,

Over the same perioed, the number of neuropsychiatrists angaged in free practice in Rotrerdam
nas dwindled steadily. Earlier, these physicians relied for rheir incomes largely on their
neurvlogical practices, their paychiatric work being far from lucrative. Demand for psychothaerapy,
for example, appears always to have been much lower in Rotterdam than in seme other cities of the
Netherlands, notably in Amsterdaam.

Attitudes and prierities in extramural care have changed since the 1960s, leading in some
instances to anti-institutional and even antipsyechiatric tendeucies. The same trends have Lo some
extent been reflected in a diminution of interest in the problems of tha mors echronmic, severely ill
and handicapped groups of patients, in faveur of psychotherapeutic work and a theoretical
precccupation with mencal health in the broad gense, as opposed to mental illpess, Underlying this
tendency can be detacted an assumption that extramural services should concern themselves primarily
with the effects upon mental heslth of the szocial environment, whersas it 15 the businesa of
inpatient services to concentrate om the treatment of endogenous disease processes.

There is some indication that the social psychiatric serviece for Rotterdsm, which is
administered by the municipality, has suffered from a conflict of aims and priorities arising from
tts dual vole: on the sme hand as 2 psychiatric service with direct responsibilicy for crisis
intervention, pre-admission c¢are and after-care, and on the other hand as a municipal
administrative agency which is an instrument of political pelicy, The lack of a clearly defiped
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role for the sogizl psychiatric serviece has tended {0 create some mistrust and anxiecy in the area,
concerning the ulrimate aims of the municipal authority.

There hes been only slow development, amounting at times to stagnation in the psychiatrie
inpatient services for Rotterdam. In Delta Mental Hospital, for example, the largest single
inpatient unit serving the area, scarcely any new developments took place during the 1960s and
early 1970s - a peried of great innovation and rapidly changing concepts of mental health care in
many European countries. Since 1975 a new start has been made snd 2 number of new developments are
now in pProgress.

Finally, idealogical and political conflicts with respect to the balance of private and public
raspensibility for mental health csre have led to some extent to the identification of different
models and philosophies of care with different pelitical parties.

To these problems, intrinsic to the services and their structure, mest be added a number of
extrinsic problems, connected with the changing demsgraphic, socioeconomic and cultural
characteristics of Rotterdam, which are now leading fo 2 growth in demand for mental health care
and hence fo an inereasing pressure on the alrsady overstrained, malfunctioning services.

3, Rorterdam: the area and its mental health szervices

3.1 Dempgraphic and social strueture

Rotterdam is a relatively young city. As tacently as 1850 it had only 90 000 inhabitants.
Populstion growth has occurred mainly in the past 100 years. Many labourers from the surrounding
agriculsural areas settled in the town with the coming of industry. By the beginning of this
century, the numbers had risen teo 320 000, Ar rthar time housing conditions were still gemerally
poor, compared with Amsterdsm and The Hague. Health standards were generally low and morbidity
rates high: in the first quarter of this century tuberculosis was still the most impertant single
cause of death. Rotterdam had 600 000 inhabitants by 1940 and reached its maximum population of
740 000 in 1964.

The bombing of the inner eity in 1940 had many lonmg=-term consequences: old Rotterdam
disappeared, the inner city population meved to the mew outlying suburbs and the different
population groups became much more intermingled. Post-war developments have accelerated these
trends. The population size has declined slowly from its peak in 1964, due to 2 lew bicth rate and
a high rate of outward migratien -.mainly to meighbouring municipalities. Table 1 illustrates this
change .

Table 1

Birth, death end migration rates for 100 Q00
inhabitants, Betterdem, 1975 and 1978

. Migration
Year Birth Death
rate rate
Qutward Inward
1975 9,0 11.5 54,8 46.9
1973 10.1 11.6 45.6 33.9

Source: CBS Regional Statistical Notebooks, 1977 and 1980

Currently, the population stands at about 590 000. A further decre=se is foreecast, te 548 000
in 1985 and 535 000 in 1990. This reduction im the ¢ity population will not, however, be reflected
in the figures for the area of Rotterdam as a whole.

At present the population of the eity 1s relatively old: 16% of the inhabitants are over
65 yaars, compared with the national average of 1l%. Table 2 shows the age=-sex distribution at the
beginning of 1978. Demographic trends indicate that the proportion of elderly inhabitants will
continue to rise for some time to come, especially in the city of Rotterdam itself apd irn the area
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of Ijsselmanda., 4 corresponding fall in the proportion of young persons is foreseen, the age
group l2-16 years in particular being expected to diminish by as much as 50% over the next decada.
These trenda ave summarized in Table 3.

Rotterdam has a registered immigrant population of 653 000, the largest groups being Surinamese
Erom the fowmer Duteh East Indies (19 000), Turkish (14 000}, Moroccan (5 600}, Yugoslav (4 300),
Spanish (3 700) and Portuguese (3 600). These immigrant groups are at present made up largely of
young single males, and live for the most part in the older central districts of Che city.

The izmigrant population is expected to increase to 90 000 by 1987 and by then will comprise
19% of the total populatioun. An increase is also predicted in the numbers of unemploved (&t
present abour 15 000) of handicapped parsoms and of single-person and two-persen households.
Alveady over 100 000 iphabitants of Rotterdam are dependent om social security.

In summary, the following trends are axpected to become increasingly prominent aver the next
decade:

& continuing drift of population from the older, ceatral parts of the city te outlying suburbs
and neighbouring municipalities;

increase in the numbers of old people generally and, in particular, in the number of old
persons in need of care and supervision;

increase in the concentration of immigrants, with a corresponding rise in the frequency of
associated social problems such as illiteracy (30-80% of immigrants) and difficulties of
communication;

increase in the numbers of the unemployed, mestly notably of the long-term unemployed:

a rise in the numbers of handicapped persens with needs for rehabilitation and care;

increase in the proportion of single-person and two-person households and comsequently in the
proportion of socially isslared pearsons.

These demographic and social trends are likely to lead to increasing difficulty, for many
persons in the area population, in finding and mainraining a useful role in sociery and in
Participating in mutuwally supportive social networks. The resulting psychosocial stresses may be
expected to give rise to an increased demand for help and support from mental health agencies.

So far, because of the lack of a psychiatrie case register or any effective system for
vecord-linkage, it has not been possible to monitor such developmenta in an effective way.
Isolated staristics, such as the rising suicide rate for Rotterdam (increased from 8.4 per 100 000
in 1975 to 11,3 per 100 000 three years later) suggest an inecrease in mental and social pathology,
but the existing indicators are telatively weak and ynreliable. Muech more accurate and derailad
information will be required in futuze.

3.2 Present situation of the mental health services

3.2.1 Psyechiatric inpstient faeilities

Of 211 persens living in the Rotterdam area who must be admitted fo a peychiatric inpatient
facility, only 30% can be placed within the area itsaif. The remainder must be sdmitted to
institucions situated at a greater or lesser distance outside the city, none of which have units or
wards designared for Rotterdam patients. These hospital faeilities cannot therefore be regarded as
forming part of a network of mental health service for a defined area population,

Only an approximate estimate can be made of the number of paychiatric beds cccupied at any
point in time, or during any one year, by patients drawn from the Rotterdam area. On the basis of
percentages siown in Table 4, the notional figure of 1911 psychiatric beds has been estimated. In
addition, there are 162 beds in teaching and general hospitals - wmaking 2 totzsl of 2073 bads — ag
wall as 4 day-treatment places.

From Table 4 it can be seen that the three psychisatric hespitals of greatest importancs to
Rotterdam, in terms of numbers of beds available for patients from the area, are;

(1) Dpelta Mental Hospital in the gsouthern part of the ares, providing some 900 beds;

(2) St. Bavo Hospital north of Retterdam, providing nearly 400 beds (or approximately 30% of
its total number of beds) for Rotterdam patients; '

(3) $t, Joris Hospital north of Rotterdam, providing seme 300 beds (also approximately 50% of
its total number of beds) for Rotterdam patients.




Table 2

Distribution of city pepulation by ape and sex,
Rotterdam, 1 Janwary 1978

Age-group Hale Famale Both sexes
A A %
014 18.5 16.8 17.6
15-19 8.3 7.8 8.0
2029 17,5 15.2 16.3
30-39 13.1 11.2 2.1
40=49 11.5 10.3 11.2
50-64 17.4 i8.9 18.2
G5+ 13.7 19.3 16.6
Total 100.0 100.0 100.0
No. of persons 287 264 303 048 590 312

Source: CBS Regiomal Staristical Notebook 1980

Table 3

Projected development of ciry population by age and sex,
Retterdam, 1985 and 1990 {in rthousands)

Age—gzroup Malas Femalas
1985 1990 1985 1990
0-19 62.4 61.3 £0.0 59.0
20-64 164.5 159.2 141.9 154,2
65+ Ja.2 39.3 60.5 a2.3
Tatal 266,13 260.0 282.4 275.5

Source: Provincial Planning Service of the Province Zuid - Holland.
Prognosis: AV 12R/AVHR 78
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In addition, about 240 beds are available at the Bloemendal Paychiatric Centre in the Hague
and Schakenbosch Mental Hespitsl in Leidscheadam, bath situated well ocutside the Borterdam area.

Apart from Bloemendazl, sll these hospitals have 2 majority of beds occupied by chronic,
long=stay patients. In three of them the number of patients admitted annually is atill lower than
the total aumber of beds; in Delta Hospital the number of admissions is just higher than the bed
total and in Bloemendaal it is about 40% higher, Of all beds available for Rotterdam patients,
approximataly 408 are occupied by "chronic'" patients (mentally retarded, psychogeriatric or
mentally i1l with over two years' duratien of stay)., This situation appears to be improving only
#lowly: in 1970 the proportiom of “care” beds (i.e. beds cccupied by patients hospitalized for
over two years) in the five main psychiatric hospirals serving Rotrerdam was 67.6%, and by 1977 it
had fallen co 39.3% (see Table 5).

Each of the five main psychiatric hespitals has in recent years undergone its own development,
independently of the others and with no coordinated plan for Retterdam. BEaeh can still rake
patients from any part of the area, according to the current availability of beds. There are major
differences in organization, structure and staffing among these hospitala. St. Bave, for example,
hag only 2.0 decters and 7.0 paramedical staff per 100 beda, wheresas Bloemendaal has 6.7 doctors
aud 14.7 paramedical staff per 100 beds,

The present provision of psychiatric hospital beds is gemerally conmsidered to be inadequate in
aumbers 43 well as unfortunate in distribution, and plans have been approved for extensive
redeve lopment over the next L0-15 vears {see sectiom 4.3).

There are ag yet ounly g limited number of psychiatric beds in teaching and general hospirals,
The University Psychiatric Clinic, situated in the Rotterdam genmeral hospital (AZR) has 88 beds for
adults, of which 36 are used to provide 2 service to the Rotterdam sres. In addition, there ere
4 psychiatric beds for children and young persons in the Sophis Children's Hospital, which form
part of the Clinie. Apart from these “academic' beds, there are two general hospitals in the
western suburlb of Schiedam, which each have 30 psyechiatric beds st their disposzal.

3.2.2 Pgychogeriarric homes

The shortage of admission facilities for mentally disordered old people is seen as one of the
most urgepnt preblems of mental healrh care in the Rotrerdam avea, For many years there has been a
need for additional peychogeriarrie beds, estimated at about 200, This deficiency ia reflegted ip
long waiting-lists and prolonged waiting times for admission. In 1979 an average of over 500 old
people were waiting admission to psychogeriatric units. The mean waiting time is estimated =t
about six months, but in many instances this wairing period stretches to over one year. A
back-pressure is thus set up on the gutpatienr and primary health care services, which must davote
a disproportionate amount of time and emergy te dealing with the problems of saveraly dementad old
people and their families, though scarcely equipped to do se,

Apart from the overall shortage of psychogeriatric beds, there is alse a problem of the
quality and standard of care provided, since conditions in the homes do not slways satisfy medern
requirements. In Rotterdam, old people are still being admitted to three nomnrecognized homes whieh
do not fulfil acceptable criteria in any way. The two municipal psychogeriatric homes, with a
total of gver 300 beds, are themzelves very antiquated, An additional home with 200 beds in
Beekbergen (Gelderland), purchased by the Municipality of Rotterdam, is at & distamce of 140km from
the city and alse offers only outmeded accommodation.

3.2.3 Facilities for alcoholiec apd drug dependent patisnts

The most important ilnpatient treatment ageney for alecholie and drug dependent patients from

Botterdam is the Dr K.H, Bouman Foundation, which has a total of 153 beds distributed among five
intramural faeciliries as follows:

Alecholic patients
= ecripis and detoxification unit in Rotterdam (15 baeds)
- obsarvation ward in Retrerdam (45 beds for therapuetic treatment in groups)
- treatmemt ward at Schiedam (34 beds for individual therapy)

Other drug dependent patients

- crisls and decoxificarion unit in Rotterdam (15 beds)
- Clinic for drug dependent patients ar Schiedam (35 baeds)
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Table 4
Present situation of psychiatric hospital facilities
serving the Rotterdam area: bed numbers and admissionsa
Total No. No. of beds Beds Total No. Admissions
Hospital of regist- actually occupied by of admigss—- from
ered beds available Rotterdam ions Rotterdam
patients areg
Dalta 1 170 1 019 920 1 080 975
5t. Bavo 830 757 370 430 225
5t. Joris 6350 6500 290 515 270
Schakenbosch 485 475 160 410 145
Bloemendasal 662 656 a0 899 120
Other 1 809 £ 1 800 + 130 &4 200 + 380
2 Based on 1978 figures
Source: DOGG Survey of Mental Health Services in the Rotterdam Area, 1980

Table 5

* Numbers of "treatment” and "care" beds in the five main
psychiatric hospitals serving Rettevdam, 1970-77

Year . Treatment beds Care beds
{2 year) {2 year)
1970 1 225 2 770
1971 1 255 2 704
1972 1 305 2 582
1973 1 378 2 401
1974 1 393 2 256
1975 1 386 2 132
1974 1 352 2 064
1977 1 359 1 982

Source: Provincial Health Council of the Province
Zuid=Holland
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These facilities rogether provide an important service for the area, taking approximately
1400 admissions annually. Ip additiom, 45 beds for drug dependent patienta are available in the
Emiliehoeve, a unit of the Bloemendaal Payehiatric Centre, and a4 smaller proportion of Rotterdam
patients are admitted for treatment there.

Marny patients treated in the erisis and detoxification centres are subsequently referred to
cutpatient mental health care facilities; so far, howaver, thers is no systematic c¢ooperation with
cutpatient agencies in Rotterdam,

3.2.4 Homes and hostels for the adult mentally ill

Abeut 350 beds for mentally ill and handicapped persous are available in a variety of homea
and hoatels in and around Rotterdam, These institutions are not controlled by any single authority
and do not form part of an integrated servica, About two-thirds are under the control of agencies
represented on DOGGE and about one-third are organizatiomally linked with payehiatrie inpatient
facilities. Fifty-three of the beds are situated in homes run on a private basis. No exact
information Ls to hand comcerning the extent of psychiatric, general medical or trained nursing
supervision of patients or expatients residing in this heterogeneous collection of hostela, homas
and boarding houses, Table 6 gives some information on the numbers of beds in the most important
agencies and shows that about 60% are designated as psychiatric treatment oxr rebabilitation
places; however, by no means all these places are filled and the differsnt agencies are known to
apply differing admission criteria. Meoreover, there are meny more "unofficial" places in small
hotels, boarding houses, etc., whers mentsally deviant persons are telerated but recsive ne active
treatment .

Table &

Distribution of beds in intermediate faecilities (homes and hostels)
for the mentally ill in the Rotterdam area

Agency No. of Toral Ne. Pagychiatrie
facilities of beds treatment/
rehabilitation

bt J.H. Pameijer 5tichting ] 183 *
Stichting Centrum S$t. Bavo 1 24 -
Zuildbuurthoeve 5t. Joris 1 20 +
Stichting De Rustenburg 3 70 -
Stichting Hilleviier 1 15 -
Huize Eben-Hadzer 1 20 -
Private homes 3 53 -

Source: DOGG Survey of Menral Health Services in the Rotterdam area.

3.2.5 OQutpatient mental health services

The available basic information on peychiatric outpstient and related extramural services for
the Rotterdam area is szet out j3n Tablae 7.

Because these various agencies de net form parts of an integrated mental hegith service for a
defined populatiom, but have grown up largely independently of one another, there is no clearly
defined differentiation of function and no firm allocation of responsibility. 1In practice,
however, a small number of agencies are responsible for most of the general sutrpatient sarvices for
the meatally il1. Of the i3 agencies listed in Tabla 7, twe are concerned only with child guidance
and child psychotherapy, a third only with slecholic and drug dependent patients and a fourth only
with the mentally retarded, If in addition those agencies are excluded which are not mainly
conceérned with Rotterdam patients, a total of six agencies igs left out, of whiech Four provide a
general psychiatric outpatient service.
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Qutpatient mental health services for

the Rotterdam area
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Agency

Type of care provided

a b

4

d

14,

1l

1z,

13.

14,

15.

1&,

Social psychiatric serviee
GG & GD

Institute for mental health

care IKS

Institute for mental health

care NWN

Institute for mental health

care ZHE

Instituie for mental health

care Gouda

Institute for mental health

care Dordrecht
Outpatient service of the

Institute for mental health

care Waterweg Noord
Qutpatient services of the
main psychiatric hospitals
gerving Rotterdam

Institute for psychetherapy

IMP

Qutpatient service of the
Univeraity Psychiatric
¢linie

Sophia Children's Hospital
of the University
Psychiatric Cliaic

Child guidance service
Mathenesserlaan

thild guidance service
Gunning Society

Institute for help with
existential problems
Mathenezzerlaan
Ambulatory service of the
Dr K.H. Bouman Foundation
Drugs aund aleohel

GG & GD

Source:

n mu

a
b
e
d
2

Emergency psychiatric care

General ("social") psychiatric outpatient care

Psychotherapeutic care
Child guidance

Restricted to special patient groups (drug dependent, mentally retarded)

DOGG Survey of Mental Health Services

in the Retterdam area,
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The cask performed by the various agencies may be summarized as follows:

(1} Five institutions provide "social"” psyehiarrie treatment, two of them specifically for
Rotterdam patients.

(2) All outpatient services except those with highly specialized funetriems affer
psychotherapy, although there are differences between them 45 regards the target-groups to
which freatment is directed and the settings in which it is given.

(3) Only one ageney explicitly lists "family guidance" in its tasks, though some of the
otherz in practice offer a similar approach.

(4) Ambulant care for the memntally recarded and for drug dependent persoms is provided in
each inmatance by a single central agency, that for the drug dependent being part of a
supra-teglonal service with a catchment area wmuch larger than that of Rotterdam.

{(5) OQutpatient psychogeriatric care is limited in the maim to screening procedures and
arrangement of admission in cooperatien with the municipal social psychiatric service and the
peychogeriatric homes.

Total professional manpower For the outpatient mental health services has been estimated ar
312 full-time aquivalents, of which slighly more thap one—quarter are in services for the mentally
retarded or drug dependent patients. The remaining 225 full-time equivalent poste carry
responsibility for the full range of ambulant care for the mentally ill in an area population of
1.3 million. This is the equivalent of one professiomal worker - irrespective of type of training
or qualificariens — for 5700 inhabitants. .

Table 8 gummarizes the distributisn ¢f established posts amonmg the 13 ocutpatient mental health
sgencies listed in Table 7. It must be emphasized that this table refers to numbers of established
posts, rather tham te¢ the numbers of professional workers in post at any point in time. A
proportion of these poasts are vacant, so that the available manpower is actually less than the
table appears to indicata.

Manpower statistics for the cutpatient services alome are clearly inadequate as an index of
the present situation, since they tell us nothing about the balance between the extramural and
inpatient services. However, some strong inferences may be drawn from the table. First of all,
the outpatient services of the psychiatric hospitais are grossly underequipped to carry the burden
of after-care for disecharged hospital patiemts; in particular, for these with schizophreniz and
¢ther chronic, severely handicapping conditions. Secondly, there are at present very large
disparities in the distribution of the different professional groups among the various agencies,
It is highly improbable that these differencaes can be explained simply in terms of rhe different
types of patiant—glientele dealt with by the agencies. Finally, taken as a whole, the manpower
statistics serve to emphasize that care of the menrally il1l and hapdicapped in the compunity eannot
be adminiscered by mental haalth professionals alone: in Rotterdam as elzewhere, a large part of
the total burden of care must inevitably be carried by general practitioners, social workers,
commugity nurses and ather "front iine" srofessional workers, as well as a number of voluntary
agenciaes.

4, Existing plans and policies for mental health care

In recent years there has been in the Netherlands, at national and at regional level, a
growing cencern with the gtate of the mental health services, reflected both in new lagislation and
in the development of official planming. Leng-term planning has become ipdispensible in the mental
health field, particularly in view of the antiquated nature of hospital facilities in most
developed countries and the large capital expenditure involved in rebuilding or renmevatien., The
Netherlands pregents no exception in this respect.

4.1 lLegislation and plannming at national level

The principle of regionalization is now an accepted part of government policy on health care,
The Health Care Master Plan (1974) marks the beginning of a new phase in govermment policy, in
which for the first time an official concept is presented of the directiom in which in future
hezlth care should develop. The plan sims at making health services more effective by means of;

Teglonalization of health care;
division of health regions into so-called achelons;

clear differeatiation and combination of functions of the different services;
cost control,
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Agency Medieal Psych- Nurs—  Soaial Other Tetal
ologist ing work

1. Social peychiatric service 18.7 13.4 27.4 3.4 & 80.9
GG & GD

2. Institute for memtal health 5.1 6.7 3.6 4.4 3.4 33.2
care IKS

3. Institute for mental healrh 1.6 3.9 3 3 - 11.5
care NWN

&, Institute for mental health 3 3.8 5.1 2 - 13.9
care ZHE

5. Institute foxr mental health 0.5 1.3 1.8 0.2 - 3.8
care Gouda

b. Institute for mental health 0.4 0.9 1.9 0.2 - 3.4
Dordrecht

7. OQutpatient service of the 2.5 & - 3 - 11.5
Institute for mental health
care Waterweg Noord

8. Qutpatient services of the 1.4 0.2 3.3 - 0.2 5.1
main psychiatric hespitals
sexving Rotterdam

8. Institute for psychotherapy 6.4 8.6 - 1 0.5 16.5
IMFP

1a. Quipatient service of the ) 2.5 - 1 - 11.5
University psychiatric
tliniec

l1. Sophia children's hospital 11 3 - 4.5 1.5 1o
{university psychiatric
clipig)

12. Child guidance service 0.5 1.3 - 4,1 1.7 7.6
Marhenssserlaan

13. Child guidanee service 0.5 2.8 - 5.2 2.7 11.12
Gunping Society

14, Institute for help with 0.1 - - a - 6.1
existential problems
Mathenesselaan

13.  ambulatory service of the 3 7.3 30.7 - 3.5 64.5
Dr K.H. Bouman Foundation

16, Drugs and alcohol 1 - 2 2 - 5
GG & GD
Tatal 63.7 59.7 98.8 52 21.5 305.7

4 Full-time eqiveslents

Source:

DOGG Survey of Mental Health Services in the Rotterdam Area
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In the mental health field, the Plan aima ultimately at the setting-up of "regiomal
institutes for mental health™ (RIGG), im which inpatient and extramural facilities will be closely
integrared.

The altaration of the Publie Asgistance Act, effective from the beginning of 1979, regulates
the "indiract financing" of hostels, homes and other residential facilities for the mentally ill
and handicapped, and may be considered a first atep on the road te official recognition of such
institutions., An official working group om protected forms of living for the mentally ill has
recently completed its task and has submitted recommendations for the creation of adequate policy
ingtruments to promote and tegulate the after—care and rehabilitariom services.

A departmental investigating committee established that about %000 of the country's current

total of 23 000 psychiattic beds were located im hospital wards that should be demolizhed, since
they could no longer be renovated adequately to fulfil modern standards of hospital accommodation,

Aecordingly, a target was set for the replacement of some 6000 beds in obsolete wards by new unirs
due to be under comstruction by the end of 1980.

In a discussion paper, the Government has outlined the tasks snd functions of a payehiatric
hospiral, encompassing cutpatient and day-patient care, provigion of avening, night and weekend
emergency cover, observation and short—term treatment facilities, continuing clinical treatment and
long-term care and rehabilitation, %n addition, the following option functions are listed:

psyehiatrie unit for children;
ward for patients who are aggressive or severely disturbed in behaviour;

unit for assessment and short-term treatment of psychegeriatric patients;
ward for mentally retarded patients with psychiatrie disturbances;

psychiatric hestel.

|
M ofa oW

A further expansion of the psychiatric outpatiant services has high priority in official
government policy on mental heslth care., The current curtailment of public spending, resulting

from the economic situation, will not affect this fiald, for which a 6% annual growth rate is
guaranteead.

The Netherlands Association for Ambulatory Mental Health Gare (NVAGG) has proposad a target
for rhe setting-up of comprehensive regional outpatient services threughout the country by 1982
this targat, however, hzs not baen aceepted by the Government.

Since 1976, & special subvention heas gone to outpatient services to promote comsultative
activities with general practitioners, soeial workers and community nurses, It is hoped that the
effectivensss of these primary care-givers in the mental health field will be incressed and that
refexrral of the milder forms of emotiomal and mental disturbance to specialist agencies may be

diminished. The effectiveness of these consultative zctivities will be evaluated,

In 1975, the Secretary of $tate for Publie Health set up a committee to advise on the rights
of patients im psychiatzic hospitals. A Bill on formal admissions to psychiatric hospitals

intgnded to replace the Lunacy Act, was presented to Parliament in 1979 and is now uvndergoing
Tevision.

4,2 The trend towards regionalized services

The trend towards regionalization called for in the Health Care Master Plan is ar present
more evident in certain other areas of the Netherlands than in Rotterdam. The Hague may be taken
4 an example in this respect. Here, an association of 16 participating mental health agencies was
get up in 1975 to promote cooperation among the agencies, with a view to their integration inte a
regional institute. 80 far as outpatient services are comcerned, the decision was taken early inp
1980 to join together in a single body under publie control. The greater area of the Hague
(700 735 inhabitants) will in future be served by a single regional institute of outpatient
services with the following functionms:

- provision of a 24-hour, seven days a week service for psychiatric emergenciea and crisis
intervention;
- dispesal and admission to psvchiatrie hespitals, homes and hostels, etc.;
- provision of paychotherapeutic oytpatient treatment;
Provision of services for alcoholic and drug dependent patients;
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- preventive and consultative work;
- postgraduate professional training;
= documentation and collation of statistical data.

The greater area of the Hague will be divided inte 4 seetions, eseh with 200 000-2350 000
inhabitants. It iz slse planned that the individual sections will be subdivided into smaller
districts of 20 000 to 40 000 inhabitants, each having 2 mental health team for "intake',
short—term outpatient trearment and consultive work with gemeral practitioners and other primary
care=givaers.

Though there are still a rumber of untesclved problems in relatien to budgeting, the
assimpilation of some dengminationsl agencies, etc., the way now seems open to the creation of =
truly integrated outpatient service for the mentally ill in this region. The next, more difficult
step, will be to incorporate psychiarriec inpatient facilities inte this system: in particular the
four psychiatric hospitals and the inpatient unit for drug dependent patients which serve the Hague.

4.3 Plans for rhe Rotterdam area

The mental health services for Rotterdsm are also undergoing change. Here, however, there iz
as yet ne unifying concept; planning so far has been related to partieular zgencies or types of
cdre rather than te a comprehensive service for the area as a whele.

Three plans exist for the further development of iapatient facilities for the area, namely:

- establishment of a new psychiatric hospital in the esstern suburb Capelle an dem ljseel, by
the St Bavo Foundation;

- westablishment of an annex of the St Joris Hospital in onme of the western suburbs, to provide
beds as well as cutpatient and day-patient care:

- reshaping the clinical care provisien by the Delta Mental Hospital, by dividing the present
900 bedded institution into 2 autonomous units and relocating of one of these units more
centrally in the Rotrerdam area.

Planning for the future provision of inpatient facilities is based on the offiecigl national
target of 1.6 psychiatric beds per 1000 inhabitants. It is, however, accepted that there must be
considerable variation arcund this norm, according to regional variations im need. MoTeover, there
iz still gome uncertainty about the definition of a '"psychiatric bed" on which this target figure
15 based, and about the extent te which norms of this kind are intended to include, for example,
places in psychogeriatrie homes and after—care hostels.

Fellowing the recommendations of a report on the planning of nursing homes in Rotterdam,
published early in 1980, 2 phased plan has been drawn up by a working group appointed to examine
the preblems of rebuilding and new building in this field.

The settimg up of the DOGG as a consultative body representing many of the mental heslth
agencias in Rotterdam may be seem as the initial formal step towards the creatiom of unified
outpatient services and, in the longer term, towards complete integration along the linmes currently
being pursued in the Hague and elsewhere.

In conclusion, it appears that the present situatien in Rotterdsm is by no meams one of
stagnation; nevertheless, progress has been slow and the area is lagging behind other parts of the
Netherlands. There is still no general agreement as to what changes are required or how to procead
with reorganization.

5. Principles and objectives of mental health care

5.1 Basic prineiples of care provision

A major obstacle to progress in the Rotterdam services has been the lack of clearly defined
principles and objectives of mental health care. One important task of the Workshop, therefore,
was to formulate a set of basic primciples which would act as a guideline ip planning future
developments. Fortunately, there is a broad comsenmsus of informed opinion as to the nature of
these principles, based on experience of the development of community mental health care in many
countries ever the past 25-30 years and backed up to some extent by the findings of scientific
research. Many af the principles have been explicitly srated im the veports of natienal
commissions and have thus had an influence on legislation sud official policy on mental healthn
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care. They have also been categerically endorsed in the reports of WHO expert committees and
working groups, including those cited in paragraph 1.3 above. The most important of these
Principles can be summarized in the following way,

(1) Services should be accessible te the local population. In particular, treatment
facilities sheuld be situatad within easy reach of patients and their families.

(2) They should be comprehensive in the sense of providing a range of facilities to meet the
special needs represented by the different kinds of mental disorder and mentzl health problem
existing in the service population.

(3) They should maintain close and effective links with the locsl communities they serve and

should be tespensive both to the needs of individuals and to the changing patterns of need
within these commumnities.

(4) The service agencies should be effectively coerdinated to create a network of mental
health care, able to provide for patients at all stages of their illness from the ipitial
onset to the point of complete recovery and independence,

(5) The services should be equitable, i,e. they should be available to all sections of the
populatiom izrespective of financial considerations or any other form of discrimination.

{6) They should provide for all patients therapeutiec and supertive care of a quality
acceptable in the light of modern knowledge and consistent with the wellbeing, rights and
dignity of the individual patianr.

(7) The scope and responsibilities of the service system as a whole, as well as of ita
component parts, should be clearly defimed in terms of the population served, the types of
conditions and problems accepted for care and the therapeutic, supportive, preventive,
teaching and research funetions to be fulfilled.

The practical value of such a set of principles is that they supply criteria for judging not
orly the adequacy and quality of existing services, but also the extent te which innovatriens and
new developments are successful in bringing about change in the desired directiom. In short, they
offer a basis for the evaluation of mental health services.

3.2 Functions of a comprehensive mental health service

Pefinition of the basic principles of care provision leads on naturally to a consideration of
the funcrions and prierities of a comprehenaive mental health sexvice., Functions are most readily
¢lagsifiable in terms of the various types of activity involved and of service offered. The
following short 1ist is compiled from information papers made available to the Workshop:

(1) psychiatric emergency care and acute psychiatric treatment;

(2) continuing e¢linical treatment;

{3) rehabiliration and rvesettlement;

(4} lomg-term residential care:

(5) long-term ambulanr supervision ip the community;

(6) consultation services, including specialist comsultation to other medical and social
agencies, counselling to self-help groups, ate.;

(7 preventive work - in particular, screening and early detection of mental disorder in the
communiLiy;

(8) staff training and further education;

(9) documentation; ¢ollation and analysis of staristical dara;

(10} participation in applied researeh,

Many additions could be made to this list and, moreover, it is obvious that the various
funetions overlap with one another to a great extent. Ia the last analysis, all the other irems
¢ould be subzumed under the single heading of preventiom, since, as has been rightly commented, a
comprehensive mental health service is fundamentally an attemt to realize the primary, secondary
and tertiary stages of prevention of mental disgrder. Nevertheless, a list of this kind is helpful
in ¢hecking to what extent an existing service is fulfilling its proper functions.

Such a list by itself cannot provide an sdequate basis for evaluation. TFor this purpase it is
8lso necessary to specify the target groups of patients and clisnts to whom the sarviecas in
question should be delivered, and to eatablish a gyatem of priorities. The consensus of cpinion ip

i
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the Workshop was that first priority should be accorded to the treatment of those members of the
community who are suffering from severe, florid mental disorders {schizephrenia, organic
psychosyndromes, chronic alcoholism, acute depression, etc.), but that the psychiarrie aspecialisc
resgurces should also continue to play an active part inm the treatment and cave of patients with
mildaer forms of mental disburbance (milder depressive reactions, neurosis and psychosomatic
discrders), and of high—risk subgroups of the population, working in close comjunction and
collaboration with primary health care agencies. In particular, the need for a much closer
cooperation between psychiatric services and the general practitioners was strongly emphasized.

3.3 Practical implications for the Rotterdam services

What are the implications for rhe mental services ip Rotterdam of am acceptance of thasa broad
principles and priorities? First of all, the need for services to be acceptable to the communities
they serve, and to be respensive to the needs of these communities, implies thar the service ares
mest be limited im size and, equally, that the population served must be limited in nmumbers. There
are 0o generally accepted guidelines laying dewn the size of populstion to be covered by 2 mental
heslth service: in the United Kingdom and the Federal Republic of Germany, expert opinion favours
an  areg gervice for 200 000-300 Q00 inhabitants, because mest types of specialized facilicy
{day-hospitals, sheltered workshops, services for alcoholics, etc.)} can be provided within sueh an
ares; in some other countries, "secrers" with populations of 40 Q00-60 Q00 are praeferrad, becauge
these offer the possibility of closer working links with primary care—givers and community agencies.

Secondly, if an area mental health service is to be comprehensive, it must be in a position to
provide inpatient, day-patient, outpatient, intermediary and rehabilitatiom facilities for persons
suffering from a wide range of mental disorders, with many of them requiring special forms of
care. Moreover, if these various agencies are to be effectively coordinated with ope snother, they
must be limked together im a network controlled by an effectively functiouing sdministrative body,
which alsc tzkes responsibility for short- and medium—term planning. These requirements czll for
the setting up in each defined serviece area of an administrative body with full executive powers.

Finally, the principles relating to equitability and quality of care imply a unified system of
regional budgeting and financing, controlled by central long-term planning and with the eventual
aim of direct comparability with general health care costs.

2+4 Consrraipts on future developmeut

Progress towards thess objectives is hampered by a number of constraints and obstacles, some
material, but others arising for less tangible reasons. Many, as has been noted, have a hisctorical
background and cannot be expected to yiald easzily to any rapid selurien. But pinpainting trhese
obstacles is the first step towards overcoming them.

Constraints in mental health services development relate to problems of material resources,
manpower, coordination, information, admiaistration amd poliey and, finally, profassional and
public attitudes.(2) The Workshop identified rthe following factors as being of major importance in
the Rotterdam situation (though not necessarily in this order of impeortamnce):

(a) shortage of skilled mampower and an imbalanee in the distribution of trained
professionals;

{b) lack of trust between the various ageneiea and authorities: fear of loss of autonowmy and
of being swallowed up in a bureaucratic system;

{¢) reluctance of the various authorities to coordinate or to agree about joint—user
aTTaNEgements and sharing of respomsibilities;

(d) lack of mutual ewchange ¢f information between the different agencies and services;
(a) laek of agreement about policy and objectives, partly due to differing philosophies of
mental health care and to conflicting idealogies:

(£) the diverszity of sources and chaanels of funding;

{g) the differing salary grades and conditions of work for members of staff of different
agencies - for example, those who are civil servants and those whe are notj

{h) lack of a ¢lear nationsl policy with regard to the development of comprehensive,
integrated mental health care;

(i) professional conservatism and reluctance to accept change;

{3} public reluetance to accept and to tolerate the presence of mentally handicapped and
behavieourally deviant persoms in the wider community.

It will be noted that one major factor - shortages of material and economic resources — Ls
wissing from this list. Of course such shortages exist, and act a5 a4 major constraint on the
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deve lopment of mental health services in REotterdam, as elsewhere. But the Workshop was not of the
opinign that the development of an integrated, community-based type of service must necessarily
entail grester capital and running coats than would in any case be required in future to rebuild
the existing antiquated institutioms and to wmaintain the present, highly inefficient serviae
system. From this viewpeoint, an integrated regional service was considered to offer the "best buy"
solution for the future.

In view of rhe formidable list of constraincs set aur above, it seems evident that Rotterdam
capnot achieve the goal of a comprehensive, compunity-based service overnight. Nevertheless, many
of the factors specified in this list lie to some extent within the comtrol of tha agencies and
professional groups directly concerned, so that there are possaibilities for initiating change in
the desired dizection quite quickly, if appropriate stratagies can be applied.

B, Conclusions and recommendations

The Workshop was strongly of the opinion that the Rotterdam services should not wair for a
solution to be imposed from ocutside - as, sconer or later it wmust be if the situation doas aot
improve -but that they should now actively pursus ways and measns of implementing change through the
setting up of a joint programme of planned innovatien, This will call for a mueh ¢loser and more
active collaboration than hitherto between the various agencies comcerned.

The first step must be seen 23 agreement om common goals and objectives. The group considered
that the report of the Workshop should be seen as providing a possible basis for such agreement and
tried to formulate its conclusions and recommendations accordingly.

6.1 Zstablishing mediym and long-term planning targets

Work should begin as soon as possible on the planning and developmenr of regionalized
{sectorized) mental health services for rhe area of Rotterdam. While detailed planning proposals
were Cheught to lie outside the scope of the Workshop, some general guidelines were agreed &8 &

basis for follow-up discussions. It was comsidered rhat 3 levels of oranization should be
gatablishad,

(1) A mental health region covering the 1.3 million inhabitants of the Rotterdam area. At
thia level, a board should be set up, reponsible for long-term planning in clese collaboration
with the municipalities and province.

(2} Mental heslth care areas each for a service population of 200 000-500 000 (preferably
200 000-350 000). At this level, all services should be administered by an executive body
with responsiblicy for management and Finances, imeludipg short— and medium-term planning.

(3) Mental heglth care districts with service populations between 30 000 and 60 000. At this

level, the specialist mental health services should be organized to provide local
community-based care and to cooperate closely with the primary care-givers, such as general
practitioners, social workers and public health nurses.

Both at the area and at the regiomal level, the newly created executive bodies should include
representatives of both inpatient and extramural serviees, the first line care—givers, the

wunicipalities, financing bodies and the service "consumers' {patients or clients and their
familigs).

To ensyre accessibility of care, it was thought essential that appropriate faciliries should
be available within each area for all forms of mental disorder, except those requiring a high
degree of specialization, The area services should therefore inelude facilitiess for (though not
necessarily limited te) the following:

= peychiatric emergencies, acute and short—term treatment:
- chronic mental illness and hapdicap {including day-care, hostels, rehabilitarion and sheltered
workshops) ;
— psychogeriatric services;
— chrouic aleoholism and drug dependence;
- extramural care of disturbed children and adeolescents;
psychotherapautic and supportive care of ambulant patients,

Certain forms of specialized treatment and cere, in particular inmpatient services for children
and adolsgcents and units for violent, aggressive patients, should be provided at the regional
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rarher than the area tevel., At zhis level there should alsc be effecrive links with university
departments and training institutes.

The Workshop emphasized that an effective system of registration and basie documentation is an
essential prerequisite for planning both at the ares and at the regional level. This aspact of
planning is regarded as especially urgent because of the need for an adequate data base at the

outset to enable the effects of planned change in the services to be effecrively monitored and
evaluated.,

6.2 The transitionmal period: progress and prioricies

The establishment of a set of priorities goverming the transition to a comprehensive,
community-based system of mental health care presented the most difficult simgle problem considered
in the Workshop, since it is above all on this issue that all attempts so fax made to initiate a
radieal change have come te grief. Perhaps not surprisingly, therefore, rthe Workshop did not
succeed, in the short time available, in establishing a detailed list of priowities et in
stipulating in a precise way the trangirional goals to be achieved in moving towards a fully
integrated type of service.

A consensus of opinion was, nonetheless, reached with regard to g aumber of fundamentally
important issues. First of all, it was agreed that the initial steps in implementing change should
be tsken without waiting for asmy additiomgl funds to bacowe available, other than the relarively
modest smounts required to cover the costs of setting up an effective liaison and communicaticn
service for the various agencies. The mest urgent and immediate problem, in respect of finaneing,
was seen not as the size of the total available budget, but rather the diversicy of sources and
channels of funding and the resulting disparities between different agencies.

Secondly, it was considered important that the first steps towards "sectorization” within the
psychiatric hospitals serving Rotterdam should begin as soon as possible., Therxe has been a
widespread tendency to sssume that the difficulties to be faced in implementing a pelicy of
zegionalizarion will arise mainly or even exclusively from problems of integ{ation - as, indeed, so
far as outpatient services are conmcernsed, they probably will. But it must be borne in mind that
for the hospital services the problem will be largely one of differenciation: that is, of the
setting up of clinically autonomous units within the hospitals, with their own psychiatric teams,
each carrying responsibility for a defined regional populatien. This latter development will puse
its own administrative and politieal problems. It is therefore urged that the two lines of
deve lopment - outpatient service integration and hospital sectorization - should beth begin as soon
as possible and should proceed in paraliel, with the maximm of coordination and exchange of
information.

Finally, it was considered neither feasible nor desirable that area executive bodies, whether
under the name of mental health "institutes" or in any other form, should be established in
Rotterdam in the immediate future. For the transitional peried, some form of coordinating body
will be required for each area, om which all mental health agencies providing services to the local
population are represented. In order to functieonm effectivaly, thess coordinating bedies, or
“eonsortia, will each require the services of a small staff responsible for liaison woerk and for
the collation and axehange of information.

6,3 Implementing chapnge: a programme for actien

The Workshop decided that their recommendations should be put forward in the form of a
programpe for actiom, as follows:

l.  The summary report of the Workshop should be adopted 28 a statement of policy by the mental
health community of Rotterdam as g whole.

2. The DOGG iz recommended to adopt this report as 2 basis for future action;

3.  All mental health agencies and professional groups aerving the Rotterdam area who were not

Tepresentad at the Workshop should be informed as soon as possible and should be brought into the
further digeussion and planniag process.

4, The draft final veport of the Workshop should be brought to the attemtion of local provincial
and naticonal goverrment, of professional bodies, the press and the public.

5. As a first step in the planning process, local and provineial government should be brought
into the DOGG and the representatiom of mental health agencies serving the area of Rotterdam should
bé made complefe.
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6. Mental health care axeas covering Rotterdam should be geographically demarcated and their
links with all mental health services, including those outside the urban limits which provide a
sexvice for Rotterdam, should be specified.

7. In parallel with this development, a policy of "sectorization”" should be implemented within
the psychiatric hospitals concerned, in order te ereate well defined impatient facilities within
these hospitals for patients from the different sectors of Rotterdam,

8. Working committees should be set up by the enlarged DOGG to examine various aspects of the
process of regionglization, and should appoint liaison officers to work in close collaboratiom with
Ehe mental heslth agencies in each area. High priority should be givem to the setting up of a
working commitree on registration and documentatom.

9. As an initial step towards regionalization, a "consortium"™ should be set up in each area,
representing the various mental health agencies and profesasional groups invalved, together with a

??Dport$0n of professional, administrative and lay membars from ocutside the mental health field
ineluding representatives of the "consumers").

10. Plans for the implementation of comprehensive, integrated mental health care services in each
area, corrvéespouding to its needs, should be drawn up by the area comsortia in collaberation with
the working committees, Each plan should set out a specific time-table for the implementation of
proposed changes and new developments., Time—tables for the plans of the different areas should be
coordinated at regional level,

Finally, it should again be stressed rhat changes in the orgsnization and structure of
services will only succeed it they are accepted by the professional groups most closely imvelved,
Lf proposals for change are to be seen 2s representing and opportunity, rather than a threat, they
must be fully discussed with all the affected groups, including rhose who could not be Tepresented
at the Workshop, as well as with the medical profession, secial services, the various authorities
and other interested bodies.
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