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1. Introdyction

The Seventh Meeting on Mental Health Services in Pilot Study Areas, convened by WHO in
collaboration with the Government of Finland, was attended by 29 psychiatrists, health service
administrators and research workers from 14 countries, appeointed as temporary advisers not paid by
WHO, and by 4 members of the staff of the WHO Regional Office for Europe. The participants
represeated 14 of 20 existing pilot study areas (see Annex I). 1In addition, two obzervers from the
loecal mental health services were also present. The list of participants forms Annex V to this
report.

The Director-General of Health of Finland, Professor E. Kivalo, welcomed the participants on
behalf of the Finnish Government.

The participants were elso weleomed by Professor R. Erma, Rector of the Universiry of Tampere.

Dr M. Postiglione, Director, Disesse Prevention and Control, WHO Regional Office for Europe,
on behalf of the Regional Director, expressed gratitude to the Finnish Goverrment for its
hospitzlity and support and stressed the importance of the pilet study area project for the
development of community wental health services and data collection systems for mental health
planning in the Eurepean Region.

Dr J. Eskols was elected Chairman and Dr H, Katschnig Rapporteur. Dr A.E. Baert acted as
Secretary and Mr J.U. Hannibal as Co-Seecretary.

2, Seope and purpose

The broad scope and purpese of this series of meetings has been described in previeus
reports. The specific tasks faced by the seventh meeting were (1) te discuss the reports of the
participating pilot study areas om the population, serwvice and patient censuses cartied out zince
the sixth meeting in Msdrid, October 1978; (2) toe discuss the progress and the difficulties
encountered in the cohort study; (3) te discuss the problems of a study on direct and indirect
costs, and (4) to start preparations for another form of cooperation between pilot areas after the
completion of the projeet in its present form, as foreseen by the Regional Office.

3. Fublication of results of phase I and phase I

A certain smount of disappointment was expressed by several partiecipants that an official
publication about the work carried out during the past years had net yet been published. It was
stated that sowe kind of official document should be prepared quite scon. However, it became clear
during the diseussions that an official publication by WHO, for example, in the EURO Reports and
Studies series, im the four working lanugages of the Regional (ffice, would not be feasible at the
moment, but that & mimeographed report in English on phases I and II prepared by Dr R, Giel and
Mr J.U., Hannibal, could be circulated to those interested,

In addition to this rather technical tepart the hope was expressed that WHO would produce =
short general document about phases I and II in the four working languages, which could then be
sent to govermments and health administraters. Finally, agreement was reached that the Regional
Office would prepare a list of publicatioms which have grown out of the activities of the
individual pilot areas. All participating centres were therefore invited to send twe copies of
relevant publications to the Regional Office.

4, Repetition of phases I and II: report on population, services and pablent censuses

0f the 14 centres represented in Tampere, 10 had actually sent in or brought to the meeting 2
written progress report; the remaining &4, all in Fremeh-speaking areas, claimed tramslation
difficulities for not presenting a written report but gave oral acecounts of their work since the
8.xth meeting,

¥o major problems were reported for data collection in the reports. However, only seven
centres had given a social-demegraphic description of their area(s) according to the guidelines
suggested in the study protoesl. As far as the inventery of services and patient census was
tancerned, only four centres had provided & repart in aceordance with the instructieons. As this
uneven reporting was regareded as & major obstacle not only to ecomparing results from different
areas but also to communicating between different areas, the need to comply strictly with the
instructions was stressed (in some instances misunderstanding of the ipnstruwetions may have been the
reason for non-compliznce, e.g. some centres did not correctly interpret the term "full-time
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equivalent” ~ and it was strongly recommended that in zuch cases the Regional Office should be
contacted for slarification). It was appreciated, however, that for lesal reasons it might have
been difficult or even impogsible to srrietly adhere to the instructions, especially in those cases
where the ingtituriens serving the pilot area also serve other areas — a situation whieh makes the
calculation of staff, beds, ete., serving the pilet area extremely complicated, particularly when
costs are to be calculated.

Following this diseussion a useful distinction between three different types of pilot study
area was proposed: type A would be a pilot ares having the same boundaries as that of the
catchment area of the services; type B would be a pilet area where the relevant institutions also
serve = population eutside the area; type C would be a pilot area where no clear care situation
exists, i.e. where patients living in the pilot area can go to any institutions inside or outside
it, oand patients from outside the area could attend institutions within or outside it.

It was agreed that those pilet study areas which had either not sent & report at all or had
not followed correctly the instructions on the population, service and patient censuses, should
prepare their report strictly in sccordance with the guidelines and send it to the Regienal Office
by 31 October 1980, with all figures double checked. Whenever possible the diagnostic category of
mental retardatien should not be included under "other diagnosis" but should be noted separately
{see data sheet & apd instructions & point 4.13, where mental retardation should have its own code).

5. ©Phase III: cohort study

It turned out that only twe centres had actually started a prespective cohort study before
31 January 1980, in accordance with the instructioms. As it had been announced at the beginning of
the meeting that the project in its present form would come to an end in 1983, it was stated that
apart from the two prospective cohort studies already in progressz ne new prospective cohort study
cpuld be started if the deadlime of the project as a whole were tzkem inte consideration. Much
discussion was therefore deveted to this new situation and it was finally suggested that all those
centres which had not yet started a proper prospective cohort study should do a retrospective
cohort study, Given the new situation some centres wanted to consider the possibility of a
combined retrospective/prospective cohort study.

In progress teports delivered by each centte it became clear that many centres were in fact
doing cohort studies but that in most cases the ¢ohorts were not selected according to the
instructioms. It was made clear by WHO that only those studies (retrospective or prospective)
which had selected their ecohort in ztrict accordance with the rules laid dewn in the study protocel
would be included in the finel publication amd that such cohort studies only would qualify for a
central data analysis, when this becomes available.

It was resrated rhat each eohort should include only patients living within the pilet area (at
least 200) and anly those patientsz who had not had a contact with the paychiatric institutions
participating in the ecohort study within the previous six months. It was appreciated that the
range of inatitutions participating in the cohort study weuld vary re a large extent but that this
rule should nevertheless be strictly followed. Thus patients whe had had a contact with
psyehiatric institutions outside the area, apd patients who had had a contaet with psychiatric
institutions other than those participating in the study inside the pilot area, shculd be ineluded
in the cohort even if their last contact with these institutions had taken place within the
previous six months. Furthermore, centres should give a qualitative and quantitative estimate of
those patients who are cared for in the pilet area by institurions other than those participating
in the study.

With regard to the additien of the diagnosis "mental retardation in the patient census, it
was noted that this diagnosis zhould also be kept separate in the cohort study.

Agreement was reached that, contrary to the existing instructions, the variables "marital
status™, "employment status" and "diagnesis" would no lenger be obligatory for continuous
registration, but only optiomal. Thus no time series amalysis would be carried out on changes in
these variables. The only change now to be reglistered by all participating centres would be change
in treatment atatus. Making the continuous registration of "marital status" and "diagnosis"
optional means that provision must be made to register these variables on the front page. It was
agread that variable No. 11 {"admitted from") on the front page would be too complicated for a
retrogpective study and that the two boxes of this variable should be used for "marital status™ and
"employment status' at the time of entry into the cohert,




ICR/MNH 007(7)
4911B
page 3

1t was also suggested that the many different coding possibilities for variable No. 12 on the
back page of the cochort study data sheet ("type of action") should be replaced by a simpler code
which also incorporates "discentinusation by death” for patients in part~time or full-time eare.
The new code for variable Fo. 12 on the back page of the cohort study data sheet will read as

follows:

= admissien

discontinuation by return to the community
digecontinuation by death

discontinuation by transfer to other services.

L B o
nu

1]

{With regard to code 4 = discontinuation by transfer to other services, there has to be
specification by the Regional Office as to which services are to be included here. It hag to be
taken into congideration that in retrespective studies it might not always be essy to find out
which institution the patient was supposed to be transferred to when discontinuing care in one
institution.,)

1t was agreed that WHO would send a simplified and corrected data sheet for retrospective
cohort studies to all participating centres, together with the report om the seventh meeting.

The centres carrying out retrospective cohert studies would only need to go omce (at the end
of the two-year peried) to the institutions participating in the study amd lock through the files
in order to find ocut whether the patients in their cohort had been txeated by the gervice in
guestion., For this purpese a master copy of the cohort data sheet can be uzed and it would not be
necessary that contacts with outpatient services, as well as admissions or diseharges from partial
or full-rime care, be written down in chronological order. Additional data sheets may of course be
used for patients with frequent contacts, admissions and discharges.

No agreement could be reached during the meeting as to the begic tabulations for presenting
the cehort study data. Several centres suggested gpecific strategies for data analysis. Although
oo final decision wes reached, the majority of the participants found it more useful to analyse the
dsts aceording to specific patterns of care and did not favour the use of repeated censyges at
fixed intervals for the longitudinal analysis (as they had been used in the repert on the cohort
study in phases I and II). The Regional Office committed itself to work out new simplified
guidelines for basic tabulations of the cohort study data and to send these guidelines to the
ceptres not later than 31 December 1980,

No conclusion could be reached as to whether the complete data analysis of the cohort study
should be carried out by the centres themselves or whether at least the more sophisticated analyses
should be carried out by a central facility. It was felt that if 3 collaberating centre could be
established in Groningen (on which decisiom was pending by the Netherlands Covermment), the more
sophisticated analyses could be carried out by this centre, otherwise by the Regiomal Office., It
was agreed that the mest basie tabulations showing the compesition of the cobert should in sny case
be carried out by the centres themselves. In the case of a centralized data analysis, the
individual centres should send the data of the cohort study in a clesn and checked form on either
magnetic tape or punched cards te the institution carrying out the analysis. Only exceptipnally
would it be possible to allew a centre to send just the data sheets. Discussion of the analysis of
the cohert study data will be a majer tepic at the eighth meecing in May 1981.

6. Study on _costs

Only four centres had filled ip table 3.5 of the “inventory of services" data sheet, which
contains giobal direct cost data for the institutiens of the pilet area participating ia the
study. The main reasons for this under-reporting of cost data were the practieal problems of not
getting cost data from the institutions concerned and the fact that the cost dats were not
extractable from the accounting systems used in institutiens of several areas. However, analyses
of direct and indirect costs carried out during the past few years in the Tampere pilot study area
show that, although the work was cumbersome, & lot of useful cost informetion can be gathered.
Most centres, however, stated that it would be very diffieult for them te carry out an analysis of
direct costs which would lead ra results comparable across different pilot sreas.

The index of direct cost per sapita of the population of 2 pilet area was briefly discugsed as
5 possible means of comparing direct cost in different pilot areas but was gbandened again after
too many drawbaecks had been demonstrated,
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Civen this complicated state of affairs it was decided to abanden the problem of indirect cost
in the framework of the preseni project and to copcentrate on that of direct coat. ALl centres
stated their interesat to at least make efforts to fill in table 3.5 in the "inventory of services"
data sheet, PFurther consideration should be given te the question of direct cost at the eighth
meeting to be held in 198l. In the meantime centres are encouraged to carry out direct cost
studies using guidelines laid down at the eighth meeting and taking the Finnish studies as an
example.

It was stressed that the question of cost should not be left aside too quickly as it is
strongly interrelated with the question of evaluation, and both issues are becoming of greater and
greater concern te governments in the Eurcpean Region., Tt was steted that a stronger case should
be made for health services research in geveral. It was announced that in September 1980 the WHO
European Advisory Committee for Medical Research weould have a meeting teo discuss priorities and
that there was no doubt that health services research would be ranked among the first prieritiea.
The French centres expressed their special interest in the quastion of direct cost and evaluation
and announced plans for specifie studies on this problem. For more details on the discusaion of
direct and indirect costs see Amnex II.

7. Comparability of data across pilot study areas: pgeneral considerations

The main aims of the project were restated as (1) to encourage the establisiment of data
collection systems for mental health services and to stimulate the setting up of community mental
health services in the pilot areas, and (2) to compare deta from different pilot areas in order to
analyse differences in the mental health services and their pperation in different countries.

It was agreed that the first aim had been largely achieved by centres participating in the
project since 1973. On the other hand the achievements concerning the second aim were neot regarded
as satisfactory. It was even atated that it might be of little value te compare data from
different areas, given the vast diversity in cultural backgroundz and in the organization of health
gervices in different countries. It became c¢lear that it was only natural that participants wirth
such different baekgrounds develop their own syatems of data collection and analysis and that it is
difficult for many to adhere strictly to the common instructioms laid down te make detg from
different pilot areas comparable. Given these limitations the opinieon was expressed that it might
be better to study and compare only specific categories of patients and it was suggested that
perhaps several centres zhould join te form subgroups for more specifie studies (e.g. of those aged
65 and over; of depressive patients; of those whoe have made only one contact with the mental
health services, ekc.), in order to reduce the heterogeneity in the populatienz studied. However,
the crucial point for a commen project like the one carried out herea would be the amount of
diveraity which can be tolerated without losing the common goal and splirring up into many small
unirelated projects.

Another point of concern was the simplification of the research procedure, especially in terms
of a reduction of the number of varisbles used, Tt was pointed cut that even such a seemingly
simple variable as marital status may not be very meaningful in those countries where the official
marital status dees net say anything about the de faete living situation of a persen. Furthemrmore,
thary of the variables now in the study protecsl are not equally available in all centres and, if
availeble, not always with s satisfactory degree of teliability. A further argument for a
reduction of the number of variables and the number of codes used per variable is the fact that
with the relatively zmall number of patients in each pilot study area the figures in the individual
boxes of eross—tabulations would become very small and meaningless.

It was concluded that, if the number of variables iz kept small and the ceding simple, then
gimple comparisons berween centres would be quite useful. For instance, in one study azea the
diagnostic compesition of patients in private and public ipstitutioms was not differeat whereas in
another pilot area this difference was quite consziderable; it turned out that it was probably the
differant financing styucture of the private mental health services in the two areas whieh was
rezponsible for this disparity. Similarly, in one pilet area the proportion of homeless people
among the patients was quite high a5 oppesed to other aress and it was clear that this was so
because in that specific srea private institutlons and private psychiatrists were not participating
in the study, In saddition to zimple comparisons between different pilet areas, the usefulness was
atressed of comparisons within each azrea over different points in time in order to monitor change.

Another general point was the gquestieon whether the study ghould rather be service centred or
patient centred. The latter tendency was expressed in the wish to study specific diagnostic
groups. However, it was pointed ocut that the pilot study area project could serve beth purposes,
for example in answering the questions whether certain types of patient elicit certain types of

care.
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Finally, the question of coordinating the research work carried out in the different aress
came tup several times during the meeting. Two possibilities were mentioned: if the esgtablishment
of a collaborating ¢entre in Grumingen were agreed upon by the Netherlands Goverpment, the task of
coordination could be taken over by this centre. Otherwise it would be advisable to have a
coordinator travelling around to the individual centres,

B.  Phase IV: effectiveness and efficiency

While it was stated on the one hand that deseriptive data like these collected in the project
were of a certain value in themselves, dissatisfaction was ewpressed, on the other hand, about the
purely descriptive nature of the studies ecarried out so far, Broad descriptive data about the use
of services, for example, cannot disclese the reasons why certain patients have not come back to
the services, i.e. because they were healthy and did not need them apy more, o becsuse they did
not want or were not able to use them in the same way; thus no infommation can be obtained in the
present study about the cutcome of the care and therapy delivered to the patient and po assessment
is made of specific intervention techniques, It was therefors emphasized by many participants that
what 1z really needed 1z an evaluative study,

Furthermore, in the light of the plans of the Regional 0ffice to end the present project in
1983, the opinion was expressed that provisions should be made now if the cooperation (albeit ip
another form) between at least some of the pilot areas is to be continued after 1983,

In appreciation of these two facts, Professor Shepherd had been approached by the Regional
Office to make 2 proposal for an evaluative study to be carried out by & pumber of centres as e
continuation of the present project., His suggestion was Lo carry out an evaluative study on
poychiatrie patients aged 65 and over who have been treated in & psychiatric hospita)l and
subsequently discharged (see Annex ITI). As the amount of work to be carried out would be
consziderably greater in an evaluative study than in a purely descriptive study, it was underlined
that the study could be carried out only if adequate fupds are made available and that it would
include only those centres which are able to guarantee that the work will be carried out as defined
in the rtesearch protocol.

The participants agreed that Professor Shepherd's propesal for studying psychiatric disorders
in the senium was both important, regarding priorities in health research, and feasible, ss the
cohort to be studied would be a clearly defined ome and thus homogeneous across different centres.
It waz therefore suggested that WHO should work out a preliminary study protocel and try te obtain
approval fozr the presentation of an application to a grant-giving organization. The Regional
CQifice plans to stay in touch with Professor Shepherd concerning these matters and proceed
acgordingly.

9. Future work

At the end of the meeting a provisional timetable for future work was drawn up. This
timetable was sent to centres immediately after the meetipg, and is included here &8 & summary of
the wark te be carried out in the near future, as discussed in more detail in this report {(see
Annex IV), The eighth meering was provisionally scheduled for 18-22 May 1981.
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Annex T
EXISTING PFILOT STUDY AREAS
No. of Present Written report Prospective
CountTy Centre pilat study at Bth repetition ecohort study
areas meeting phases I & IL started
Austris Vienna {(Mistelbach) yes yes ne
Belgium Leuven/Brussels {Lauven, yes yes ne
Brussels/Anderlecht,
Brussels/Schaerbeek)

Demmark Randars (Randers) ves yes yes
Fed. Rep. Germany Mannheim (Mannheim) yes yes no
Finland TampeTe {Tampere) yes yes ne
France Paris 7e (Paris 7a) yes no no

Paris l3e (Paris 13e) yes no ne
Greece Athens (Byron/Kessarini) yes yes no
Ireland Dublin {5t Lomans) yes yes yes
Ttaly Trieste (Trieste) ves ne no
Netherlands Groningen {Assen) YEeB yes no
Norway Osle (0slo) yes yes no
Romania Tasi (Iasi) no no no
Spain Madrid (Leganes) yes yes ne

La Corufia {(La Corufia) ne no no
Switzerland Genava (Geneva) yes na no
United Kingdom Aberdeen (Aberdeen) no no ne

Wottingham (Nettingham) no no ne
Yugoslavia Belgrade (Belgrade) no no o

Zagreb (Zagreh) no ne ne
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Annex II

ECONOMIC ASPECTS OF MENTAL HEALTH COSTING
Group rteport

by
Dr D. Walsh

it was acknowledged that considerstion of economic aspects of menta)l health care delivery in
the pilet areas, although still perceived as 3 menitoring exerecise, i.e. the measurement and
recording of a health index (in this case the cost index) and the inferpretation of differences and
changes in this index overall and over time and between different components of the services, was
moving in the direction of evaiuation. Evaluation was understood as the defermination of the
extent to whiech an zetion in the health field is successful in achieving ebjectives in terms of
zdequacy, effectivensss and efficiency.

The group acknowledged the distinctiveness and simultanecusly the complementarity of direct
and indirect costs and agreed that it would mainly concern itself with the direct costs. The group
tecalled the difficulties in achieving even minimal direct cost information. At the same time it
was encouraged by the Finnish achievement in presenting much detailed information.

The main difficulties appear often to be two. First the mon-correspondence of the pilot areas
and the mental health care areas used for budgetary purpeoses. Secondly very few centre systems
disfinguish component costs distributed between functional units and the services, i.e. a global
accounting system which doas not separate inpatient from outpatient cests. Sszlary costs are
usually differentiated for medicines, equipment, etc.

In some cases, too, capital costs and running costs are iatertwined and do not allow for
separate breakdown.

The group asked itself the fundamental questien: why do we need to take account of the
economic peint of view at all? It was agreed that national economic reseurces are limited and
therefore must be utilized for deriving the maximum benefit with the minimum expenditure. The
group felt justified in acknowledging hesitantly the eeconomic and cost efficiency aspect.

The group stressad the importance of establishing prioriries =s g preliminary to identifying
objectives for the examination of effectiveness. It noted that recent years have seen an expansion
of the mental health field and the alleged area of its competence, sometimes ynsccompanied by
corresponding technical developments or therapeutic schievements, which have tended to blur
pricrities and objectives. As 2 consequence thers has been a deviarion of economic resources from
former obiectives to newer developments which have for the most part remsined unevaluated.

There was also comment ¢n the considerable disparity between the theoretical objectives of
newver technical developments and their actus)l function once esrablished, i.e. the rehabilitation,
shors stay expectations of hostels and day centres and their actual funection; the same appeared to
be true of crisis interventiom centres, as described in the WHO publication on the subject (Public
Health in Europe, No. 11, 1979).

Coming back to the Finnish experience, the group was interested to hear that despite
expectafions nc great indirect differences im cost per day emerged between "short stay" and "leng
stay" wards and that cost per item for service differed between that given by a psychiatrist om the
one hand and a psychologist on the other, The psychiatrist's time was the more expensive but he
spent less of it with the patienr; the psychologist's time was cheaper bur ha gpent more of it
with the patient, and in the end the net costs were the same. Unfortunately the question was not
asked whether the psycholegist's time might have been curtailed witheut loss of efficacy.

It was pointed out that the organization of inpatient care delivery is of impertance in cost
considerations. Some hospitsls do not have acute and chronic wards as separste entities but
believe in having balanced wards to all of which patients are admitted and 21l of which contain
some chronie and aldarly patients. In these cases, acute/chroniec cost comparisons cannot be made,
but a comparison can be made between wards (although this may be threatening to individual
psychlatriscs in charge), between types of patient admitted anmd discharged and, most importantiy,
between theivr lengths of stay.
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The merits of community eare versus traditional care as they affect cost were debated., It was
pointed cut that there has been a movement in psychiatry from different and sometimes fallacious
yardsticks to others, perhapa 710 more valid.

At first the standard of care was measured by the number of beds provided, then by the number
of bads emptied and now by the cost per bed or per item of service, It was stressed that & given
infrastructure, i.e, hospital equipment and staff, does not disappear when patient numbers fall,
but cutpatient and community costs grow; then community carve ia not necessarily cheaper,
particularly as the newer outparient snd commmity services aften attract a new customer, sometimes
previously dealt with by other services at less cost and with equal efficiency.

although the level of personnel appropriate to any given function needs examination, it was
noted that sometimes a nurse will perform a function more efficiencly than a psychiatriat even
though the taak is traditiomally his. In other words roles should be examined in relation to
function within a service,

The group gave a good deal of time to the questicn of presenting cost data and in particular
to that of their usefulness. The difficulties of cost comparisenms acrpss countries were
discussed, There was a suggestion that the computatien of cost per capita of population between
different services in the same country is televant on the assumption that mental heslth status
could also be compared between countries. Time—series of costing in real terms could be comsidered
to give some idea in changes of costs. 1t was felt that there is a need for greater communication
with budgeting staff and accountants.

The group stressed that different information would be useful to different pilot areas.
Taformation to be gathered would have individual meaning in each pilet area relevant to its own
functions, which might not be of general integest. It was felt that individual centres should be
encouraged to gather such information where it is available.
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Annex IIL

MENTAT. HEALTH SERVICES IN PILOT STUDY AREAS: PHASE IV

by
Professor M, Shepherd

Since its inception in 1973, phases I and II of the WHO study on mental heslth services in
pilot study areas have been successfully completed and phase IIl is now under way. The work so far
has demonstrated the feasibility of collaberationm in this field. It is yielding valuable
socio—demographic data and information on the disposition and direer cost of services and on the
outcome of patients whe pass through these services. The immediate goals of the programme may
therefore be zaid to have been achieved.

It was also envisaged from the beginning of the project, however, that the rational planning
of services must be based on an evaluation of their activities and that a leng-term objective of
the study would be to determine the effeativeness of different patterns of service in achieving
their goals (working group on mental health services in pilot study areas, Copenhagen, 1973). It
wag further agreed that variety in the demography, ecology and size of the different pilet study
areas would not make ecomparisons impessible where certain target groups {determined, for example,
by age or diagnosis) were to be followed through the different systems of service,

While the results from the current cohort follow—up study may be expected to go some way
towards meeting these objectives, it is already clear that the patient-populations are toee
hetercgeneous to render detailed comparisen produetive. Further, practical consideraticns are
likely to hamper complete data collection in some ¢entzes, To obtain information bearing on the
defined objectives it is therefore necessary to introduce a stromger research as well as a
monitoring element into the study. This is in a¢cord with newly formulated WHO poliey concerning
the function of regional offices.

As early as the 1977 conference on mental heslth services in pilot study areas, Lysebu, 1t was
anticipeted that it might be necessary to study cohorts of initially selected patients, not derived
from a genevral cobort, for example patients with sehizophrenia or the elderly. There are several
reasens why the elderly especially commend themselves for attenmtion, In the first place, they
constitute an important and increasing segment of the European population. Secondly, they are
already being studied by the Regiomal Office, so techniques are available for relevant
inquiries.q Thirdly, their significance has emerged from the findings of study centres in
various ways. Thus the third working group on mental health services in pilet study sreas
(frieste, 1973) emphasized that the pattern of mental health services required for an area is
partly determined by the proportion of elderly persoms in the population - a group which tends te
hzve high dependency needs, 2nd may absorb a considerable share of mental health resources,
particularly if family and community support is limited. It was pointed aut that the Trieste and
0Oslo centres contained a comparatively large percentage of elderly and might need te place
particular emphasis on paychogeriatric services (Third Working CGroup on Mental Health Services in
Pilet Study Arees, Trieste, 1975). It was also noted that several centres had commented on the
large groups of long-term patients, who are growing old in the mental hospitals and eventuslly
pessing into the psychogeriatrie caregory. Moreover, one centre had reported that the opening of =
number of community-based homes for psychogeristric patients, coupled with the provisionm of a
day-patient service, had actually increased the demand for psychegeriatric beds in the ares,
although the worklead for the mentz) hospital had been reduced. Digzcussion of rhe social and
demographiec dataz also pointed te the significance of poor housing and overcrowding which were
deemed 3o severe that it might prove virtually impossible te care for impaired elderly at home,
thus increasing still further the pressure for admission to gerigtric or psychogeriattic faciiities.

The design of a phase IV study conceived as an evaluative research projeet rather than a
monitoring exercise should, if possible, make use of as much information gz is already available.
The dsta collected make it ¢lear that there already exits a good picture of inpatient services and
that future phases should give priority to the study of extra~mural services (Fourth Working Group
on Mental Health Services in Pilot Study Areas, Copenhagen, 1978). This would point te the need to

2 Psychogeriatric care in the community. Copenhagen, WHO Regional 0Office for Europe, 1979
(Public Health 1n Eurepe, No. 10).
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focus on such serviees, but to do so after referral makes retrospective analysis, with all its
attepdant problems, unavoidable. To ascertain the amtecedents of these patients and their paths to
treatmant would invelve the setting up of larpe-scale surveys which seem to be beyond the capacity
of the centrss. To concentrate on patients after detection, however, would seem feasible and
important. Accordingly, it is proposed that a progpective study be mounted on discharged
psychogeriatric patients whose subsequent fate could be traced through the extra—mural services of
the various pilot studies. The basic demographic and epidemiological information already collected
would enable an egtimate to be made of the role of the mental heslth facilities ip the management

of declared psychogeriatric cases.

1t is apprecisted that any such sample of patients cannot be representative, It comprises the
Wgurvivers" of a cohort of admissions whose intra—mural fate will have varied and can be assessed
independently. The discharged patients would be used primarily to render feasible an asaessment
and evaluation of the community services in terms of their effectiveness and efficiency.
Effectiveness, it may be recalled, relates to the planned results and is defined as the extent to
which the defined objectives are achieved, Efficiency, en the other hand, relates to the eest of
achieving these objectives and it can be defined as the output or end result achieved in relation

to cost in terms of respurces, WANpOWEr OT mONey.s

The essantial components required for the sssessment of effectiveness and efficiancy in this
context are the folleowing: ‘

{1) eclinjical and social assessment of the patients at the time of discharge frem hospital;

{2y s further cliniecal and social assessment of the patient at the end of the follow-up
period (possibly 12 months) or at the point of readmission to hospital]

{3) the recording of all contsets with the medical and social services during the follow-up
period;

(4} an independent assessment of the family "burden” imposed by the discharged patient if he
or she lives at home after leaving hospital.

Data derived from {1} and (2) will make it possible to assess "affectiveness', Data derived
from (3) and (4) can be used to assess "efficiency”, including indirect cost. Together they will
Burnish information necessary for the evaluation process, which can be rendered more informative by
the availability of comparative data derived from different systems,

This informarion would also relate te the WHO headquarters programme for the monitoring of
mental health needs.

4 Holland, W.W. & Karhausen, L., ed. Health care and epidemiolegy. Lendon, Kimpton, L2978
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Annex 1V

PROVISIONAL TIMETABLE FOR FUTURE WORK

The Regional Office to send areas the report onm the seventh meeting, including
amended data sheets for the cohort study
1. Areas to send to the Reglonal Offiece in cheeked, final form:

- social demographic data

- services inventory

-~ patient censuses
2, Areas to inform the Regional Office whether they are doing a prospective ar
a retrospective eohort study in accordance with the definition of the cohort,

and when they have started

The Regionzl Office to send areas a final simplified tabulation programme for
the achort study

End of data collection for the retrospective cohort study
1. Reports to be presented by areas oni
- = social demagraphic data

- services inventory

- patient censuses
2. Strategy of analysis of cohort study data
3. Direct cost study
4. Research protocol om effectiveness and efficiency
End of data eollection for prospective or combined cohort study
1, First draft report on retrospective ecohort study
2. Report on direct cost study
3. Plan for final publication on phase ZII to be agreed upon

4. Progress report on effectiveness and efficiency study

Firnal publication to be presented in draft form
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