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1. - INTRODUCTION

The last 15-20 years have seen a number of significant changes in the care and treatment
of the mentally ill and retarded, tesulting in the development of new mental health programmes
in many parts of Europe.. The provision of .psychiatric units in general hospitals and of a wide
range of ambulatory services - outpatient clinics of various kinds, day hospitals, day centres,
rehabilitation units and others -.has enabled many patients to be treated in the community, who
would otherwise have been admitted to mental hospitals.

Although the WHO Regional Office for Europe was aware of much of what was happening, it was
felt desirable to obtain detailed information from countries on the services being provided, the
personnel manning them and-the authorities responsible for providing them. This information
would help in documenting other aspects of the Regional Office's long-term programme in mental
health. In receiving the information, WHO might also become aware of other interesting develop-
ments taking place in certain countries, which could be useful for the Region as a whole.

A questionnaire was therefore drawn up and sent out, initially to eight countries. The
three sections of the schedule covered the general administration of the mental health services,
the types of facilities provided and simple statistics relating to the patients using them, the
types and numbers of personnel involved and their training. The results of this preliminary
studyl were sufficient to show that there were many gaps in the kind of data which planners might
reasonably expect to have at their disposal. The questionnaire, revised in the light of ex-
perience gained from the initial exercise, was sent the following year to the original eight
countries and to ten others. Representatives of these 18 countries subsequently met to discuss
the results.?

Finally, the questionnaire was circulated to the remaining countries of the Region. It is
proposed to repeat the exercise from time to time so that the information may be kept up to date,
thus giving not only periodic cross-sectional views of the stage of development of psychiatric
services, but also a historical view of the trends involved.

The material used in this report was compiled from several sources, largely but not exclu-
sively from replies to the questionnaire, which the central administrations of 30 Member States
of the Region had completed, as far as possible by 1972.

The validity and accuracy of the information suffer from the defects to be expected in such
international enquiries, covering services rooted in widely divergent social and economic con-
ditions and which have been subject to different historical and traditional pressures during
their evolution. This not only makes intercountry comparisons difficult but places doubt omn
their value. Attempts at comparison are further hampered by the absence of standardized cri-
teria and terminology with regard, for example, to the organization and operation of facilities
and to the training and qualification of staff. Finally, there are gaps and deficiencies in
the information available to governmments, so that in many instances only broad estimates or ap-
proximations can be made, rather than detailed observationms. This is especially true of data
on extramural, ambulatory or outpatient services. The inadequacy of the data affects not only
the quality of information on patient utilization of these facilities but also restricts details
relating to the numbers, qualifications and distribution of staff. Almost the only data obtain-
able with a fair degree of accuracy and completeness are those relating to mental hospitals and
the services which they provide. These reservations naturally do not apply to the same extent
in the case of national (as opposed to international) surveys, where the application of uniform
criteria and the mounting of specific enquiries can improve the quality and utility of informa-
tion. Even so, it is as well to bear in mind that the WHO enquiry sought only those answers
which might be considered to meet the minimum requirements for planning and organizing natiomal

Working Group on classification of mental health service activities, Copenhagen, 1969,
First Interim Report. Copenhagen, WHO Regional Office for Europe (Document EURO 4200)

2 Working Group on classification and evaluation of mental health service activities,
Dusseldorf, 1970, Second Interim Report. Copenhagen, WHO Regional Office for Europe (Document
EURO 5405 II)




services. The difficulties in providing answers are obviously greater for the central adminis-
trations of countries of the federative or decentralized type, or where private practice con-
tributes extensively to the national pattern of services. Ultimately, however, the collection
of data at any level of administration depends on the effectiveness of a country's information-
gathering machinery and on adherence to the specified channels of communication.

Whatever limitations may exist in their health information systems, all countries made a
determined effort to answer the Regional Office questionnaire as fully as possible, sometimes
by launching special enquiries of their own, and sometimes by repeated checking of their figures.
The results reported here can be taken as representing the data available to central administra-
tions in 1972, when they were last revised and submitted to the Regional Office, after discus-
sion at the Symposium on Classification and Evaluation of Mental Health Service Activities,
held in Geneva in November 1971,



-3 -

Z. ORGANIZATION AND ADMINISTRATION OF SERVICES

The form taken by mental health services at any one time is determined by many factors, of
which the most infiuential include geographical, social, economic, political, cultural and
historical determinants. These national characteristics not only shape the ultimate pattern
of services, but also influence the evolution of that pattern. Nevertheless, despite the
specificity of national services, it must be remembered that all countries face similar problems
in providing for the care and management of those among their population who are beyond question
mentally disordered or handicapped. Thus, in broad issues of policy there is often a striking
similarity in the measures adopted by different countries in dealing with the more serious forms
of mental illness or with severe mental retardation. Countries differ most in matters of de-
tail, such as deciding the range and extent of provision for milder illness, or determining the
limits of psychiatric responsibility in those fringe areas of public health concern where medi-
cal, psychological and social factors may all appear to be involved. The quality of care pro-
vided for the mentally ill raises still further questions, whose answers must be sought in the
priorities accorded to mental health services in the national welfare policy, and in the public
acceptance of professional advice concerning therapeutic trends and the needs of the community.

Whatever the organizational pattern, each system has positive and negative features.
Highly centralized administrations, for example, enjoy an ease of comprehensive planning based
on standardized national or regional data, a facility accentuated by the responsibility they
possess for all mental health resources, including the appointment and distribution of staff;
yet such tightly controlled systems may well discourage local initiative and experiment, and
may prove so inflexible as to impede technical progress and postpone decisive action. In such
systems, uniformity of progress over the whole administrative domain tends to be geared down to
the ability of the least-developed component. On the other hand, decentralized, loosely-
organized systems may yield excellent local or community services which it may be impossible to
reproduce on the national scale because the necessary administrative machinery does not exist.
Examples of these two major administrative systems may be found in table 1.

This table lists, for 31 countries in the European Region of WHO, the national authorities
and private organizations responsible for the administration of services for the mentally ill,
for various selected patient groups, and for the collection of mental health statistics. It
shows the considerable range in the number of authorities responsible in any one country for
the mental health services, and indicates the level of administrative authority. For example,
the organization and control of services is vested in regional govermments, in federated coun—
tries and in those with decentralized administration, such as Italy, Switzerland, the United
Kingdom and Yugoslavia. Such countries, however, have variations in the degree to which the
regional or provincial authorities exercise their independence from the central government with
regard to health services. There may be an overall national conformity in accordance with
national legislation and general policy, but in the building and staffing of facilities, local
authorities may exercise a control which radically influences the development, and to some ex-
tent the quality, of services. Indeed, the major advantages which attach to strong centralized
administrative systems are probably the opportunity to ensure uniform standards of acceptable
service for all categories of the population, and the acquisition of national statistics on
which planning priorities may be based. Good results from central government control cannot,
of course, always be guaranteed, but the possibility of achieving them exists. In the United
Kingdom, for instance, the introduction of a national Hospital Advisory Service has gone far
towards ensuring acceptable standards of care in mental hospitals, while the central control of
staffing patterns and recruitment for medical specialties is making for a fair distribution of
scarce manpower resources.

Most countries have delegated supervision of their mental health policy to an autonomous
section of their national health or welfare authorities, regardless of the sharing of responsi-
bility occasioned by varying attitudes to special patient groups such as drug addicts or the
mentally retarded. Some common features of the organizational pattern of national mental health
programmes are summarized in table 2, where it is implied that in some countries, such as the
Federal Republic of Germany,_Italy, Spain and Switzerland, the central administrative control
of services is restricted, a fact posing special problems in the formulation and execution of

a national policy. The table demonstrates that national institutes of mental health are a
particular feature in the structure of services in eastern Europe, where they play an important
part in determining national policy. On the other hand, there is a diversity in the size, and

so perhaps in the influence and responsibilities, of autonomous mental health units in central
ministries, reflecting the priority accorded to mental health in the national health services.



Table 1

AUTHORITIES RESPONSTIBLE FOR THE ADMINISTRATION OF SERVICES FOR PSYCHIATRIC PATIENTS IN 31 EUROPEAN COUNTRIES

1

‘Special groups of mentally ill patients

Collection of

and Health

Private and
voluntary bodies

and Health

Private and
voluntary bodies

and Health

and Health

Private and
voluntary bodies

and Health

Private and
voluntary bodies

and Health

Justice

and Health
Education

National church
charities

Private and
voluntary bodies

Mentall
counery o Children and br{:;iiig statistical
> 2 an Aged Alcoholics Drug. addicts Offenders data
adolescents
|Algeria Public Health Public Health Public Health Public Health Public Health Public Health Publiclﬁealth
Regional health Regional health Regional health | Regional health
authorities authorities authorities authorities
National
Education
Austria Provincial wel- Provincial wel- Provincial wel- Provincial wel- Provincial wel-
fare departments fare departments | fare departments fare departments| fare depart-
Justi ments (for
ustice mentally
retarded)
Eelgium2 Public Health Public Health Public Health Public Health Public Health Public Health Public Health Public Health
Education Education
Justice
Labour Labour Labour Labour
Bulgaria Health Health Health Health Health Health Health Health
Labour and Labour and Labour and
Social Care Social Care Social Care
Education Education -Education
Czechoslovakia |Health Health Health Health Health Health Health Health
Labour and Labour and Labour and
Social Welfare Social Welfare Social Welfare
) Internal Affairs | Internal Affairs
Education Education
Denmark Interior Interior Interior Interior Interior National Board Health
County and County and County and County and County and of SOCIHI
A - c . Welfare
municipal municipal municipal municipal municipal
authorities authorities authorities authorities authorities
Justice Justice
Private and Private and
voluntary bodies | voluntary bodies
Finland Social Affairs Social Affairs Social Affairs Social Affairs Social Affairs Social Affairs Social Affairs Social Affairs

and Health

1 . s . -
Unless otherwise noted, "Health'' indicates the national Ministry of

2 o . c e s .
Authorities having definitive responsibility on the national level

Health, "Education'" indicates the national Ministry of Education, etc.




Table 1 (contd)

] Special groups of mentally ill patients Collection of
Country Mentally Mentally statistical
1 i retarded
i Children and Aged Alcoholics Drug addicts Offenders data
adolescents
France Health and So- Health and So- Health and So- Health and So- Health and So- Health and So- liealth and So-
cial Security cial Security cial Security cial Security cial Security cial Security cial Security
Justice Education National Insti-

tute of Health
and Medical

Research

German&, Fed. Federal Ministry |Federal Ministry | Federal Ministry | Federal Ministry |Federal Ministry |Federal Ministry |Federal Ministry | Federal
Rep. of of Youth, of Youth, of Youth, of Youth, of Youth, of Justice of Youth, Statistics

Family and Family and Family and Family and Family and Family and Office

Health Health Health Health Health llealth

State ministries |State ministries | State ministries | State ministries |[State ministries |State ministries |State ministries | State

responsible lor responsible for responsible for responsible for responsible for of justice responsible for statistical

public health public health public health public health public health public health offices

Greece Social Wellarce Social Welfare Social Welfare Social Welfare Social Welfare Social Welfare Social Welfare Social Welfare
Social Security Social Security Social Security Social Security
Institution Institution Institution Institution
Justice Education Education
Private and Private and Private and Private and Private and
voluntary voluntary voluntary voluntary voluntary
agencies agencies agencies agencies agencies
Hungary Public Health Public Health Public llealth Public Health Public Health Public llealth Public Health
Justice Justice Justice fEducation
Iceland Hlealth Health Health Health Health Health licatth
Municipal Social | Municipal Social Justice Education
Wallare Boards Welfare Boards PR .
Association in
Aid of the Men-
tally Retarded
Ireland Health Nealth Health Health Health Health Health Health
National Rehabi- |National Rehabi- National Rehabi-
litation Board litation Board litation Board
Education Education Education
Justice Medico-social
Research Board
Local health Local health Local health Local health Local health Local health Local health Local health
authorities authorities authorities authorities authorities authorities authorities authorities
Private and Private and Private and Private and Private and Private and
voluntary bodies | voluntary bodies | voluntary bodies | voluntary bodies |voluntary bodies voluntary bodies
Italy Province Province Province Province Province Province
Justice Education Health




Table 1 (contd)

. . .
Special groups of mentally ill patients Collection of
Mentally Mentally . s
Country 111 Children and retarded statistical
Aged Alcoholics Drug addicts Offenders data
adolescents
Luxembourg Public Health Public Health Public Health Public Health Public Health Public Health Public Health
National National National
Education Education Education
- . - (for mentally
Religious orders Justice Religious orders retarded)
Private bodies Private bodies Private bodies Private bodies Private bodies Private bodies Private bodies
Malta e ' .o aes Cee .
Morocco Health Health Health Health Health Health Health Health
Voluntary body Justice
Netherlands Social Affairs Social Affairs Social Affairs Social Affairs Social Affairs Social Affairs Social Affairs Social Affairs
and Public and Public and Public and Public and Public and Public and Public and Public
Health Health Health Health Health Health Health Health
Justice Justice Justice Justice Education Education
Culture, Culture, Culture,
Recreation and Recreation and Recreation and
Social Work Social Work Social Work
Private bodies Private bodies Private bodies Private bodies Private bodies
Norway Health and Health and Health and Health and Health and Health and Health and
Social Affairs Social Affairs Social Affairs Social Affairs Social Affairs Social Affairs Social Affairs
Justice Education
Voluntary bodies | Voluntary bodies |Voluntary bodies | Voluntary bodies |Voluntary bodies Voluntary bodies
Poland Health and Health and Health and Health and Social Welfare Health and Health and Health and
Social Welfare Social Welfare Social Welfare Social Welfare Social Welfare Social Welfare
Education Education Education
Invalids Justice Voluntary body Justice Invalids Justice
Co-op. Union Co-op. Union
Portugal Health and Health and Health and Health and Health and Health and .
Welfare Welfare Welfare Welfare Welfare Welfare
Religious orders Religious orders
Private and Private and
voluntary bodies voluntary bodies
Romania Health Health Health Health Health Health Health Health
Labour Labour . Internal Affairs | Labour Labour
Education Education

... Data not available




Table 1 (contd)

England and

Social Security

Social Security

Social Security

Social Security

Social Security

Social Security

Social Security

Special groups of mentally ill patients Collection of
Mentally Mentally s e
Country i1l Children and retarded statistical
Aged Alcoholics Drug addicts Offenders data
adolescents
Spain I’ANAPl PANAP PANAP PANAP PANAP PANAP
liducation Education Education Education Education
Labour Labour
Justice Justice
Provinc. author.,| Provinc. author.,| Provine. author.; Provinc. author.,|Provinc. author., Provinc. author.,
Private and Private and Private and Private and Private and Private and .
voluntary bodies | voluntary bodies | voluntary bodies | voluntary bodies | voluntary bodies voluntary bodies’
Sweden National Board National Board National Board National Board National Board National Board National Board National Board
of Health and of Health and of Health and of Health and of Health and of Health and of Health and of Health and
Welfare Welfare Welfarce Welfare Welfare Welfare IWeifare Welfare
National Board National Board National Board
of Education of Education of Education
National JBoard National Board National Board
of Correctional of Correctional of Correctional
Administration Administration Administration
County councils County councils County councils County councils County councils County councils
Local authorities| Local authorities| Local authorities
Switzerland Canton Canton Canton Canton Canton Canton Canton Canton
Local health Local health Local health Local health Local health
authorities authorities authorities authorities authorities
Professional Professional Professional Professional Professional Professional Professional
associations associations associations associations associations associations associations
Private bodies Private bodies Private bodies Private bodies Private bodies Private bodies Private bodies
Turkey Health Health Health Health Health Health Health
Education Education
Voluntary bodies
United Kingdom |Health and Health and Health and Health and Health and Health and Health and llealth and

Social Sccurity

Wales Education and Education and
Science Science
Home Office Home Office Labour
Private and
voluntary bodies
National "patronato" for Psychiatric Assistance (PANAP): controls only 3000 out of 40 000 beds in psychiatric hospitals




Table 1 (contd)

Special groups of mentally ill patients

Collection of

Country Merilzelllly Children and Iﬁ:?iii statistical
Aged Alcoholics Drug addicts Offenders data
adolescents
United Kingdom Home Affairs Home Affairs Home Affairs
?:ZEZESH Hospitals Hospitals Hospitals Hbspitals Hosﬁiﬁéisr Hospitals Hospitals
authority authority authority authority authority authority authority
Education Education Education

Local health
and welfare
authorities

Private body

Local health
and welfare
authorities

Local health
and welfare
authorities

Local health
and welfare
authorities

United Kingdom
Scotland

Home and Health

Home and Health

Home and Health

Home and Health

Home and Health

Home and Health

Home and Health

Home and Health

Regional Regional Regional Regional Regional Regional Regional Regional
Hospital Boards Hospital Boards Hospital Boards Hospital Boards Hospital Boards Hospital Boards Hospital Boards Hospital Boards
Boards of Boards of Boards of Boards of Boards of Boards of Boards of Boards of
Management Management Management Management Management Management Management Management
Education Education Education Education Education Education Education Education
(Social Work (Social Work (Social Work (Social Work (Social Work (Social Work (Social Work (Social Work
Services Group) Services Group) Services Group) Services Group) Services Group) Services Group) Services Group) Services Group)
Local authorities|Local authorities|Local authorities|Local authorities|Local authorities|Local authorities|Local authorities{Local authoritics
Church Church Church Church
organizations organizations organizations organizations
USSR Health Health Health Health Health Health Health Health
Republic Republic Central
ministries of ministries of Bureau of
social welfare social welfare Statistics
Internal Affairs
Education
Yugoslavia Health Health Health Health Health Health
Welfare Welfare Welfare Welfare Welfare Welfare Welfare Welfare
Justice Justice

Education




Table 2
ORGAN1ZATIONAL PATTERN OF NATTONAL MENTAL HEALTH PROGRAMMES IN 29 EUROPEAN COUXTRIESl
Presence or absence of eight factors in the organization of g h programmes
Autonomous Advisory
government o g council(s) to 1 I Evaluation on National
department or Formulated establish = A a regular . ]
) statement of g | scheme for - , mental héealth
Country section res- 3 policy . T . . basis of h
ponsible for mental health committees to: nistration mental health resiarc
" ilita e roi institution
mental health policy Perma- Ad iazti:zo- services programme s
programme ’ nent hoc P LLon
) 2
Algeria X X X % X
Belgium x2 X %3 '
Bulgaria b'e X X X X X X X
Czechoslovakia X x x x x x
Denmark X X x b x e b'e
Finland x b X X X X
Germany, Fed. Rep. of. x2 ¢ X =% X
Greece X xz e xz
Hungary X x X X X X
JIceland x X
Ireland x X X b x
Italy xz X
Luxembourg x o X X
Malta X . x2 %
Morocco X xz 4 X b4
Netherlands X X X X X ‘ X
Norway X b4 X X X x X
Poland b'q X X X X X x X
Portugal X X X b
Romania X X %X x X X %
Spain b X X X
Sweden X % X X X X %
Switzerland <
Turkey X X
United Kingdom
England & Wales X X b4 X x = X X
Northern Ireland ®_ x x° X %6
Scotland x/ X X X bN X x X
USSR X be X X e b b4
Yugoslavia z X bd X x e X
1

Data not available from Austria and France

In process of formulation

In some provinces

Regionalized for mental hospitals onlr

Ministry of Health and Social Services

University research institute on naticnal

7

Mental hospitals are administered
services through the Scottish Education

at, ead the community mental health
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Most countries report the existence of a formulated statement of mental health policy to
support their mental health programme. Where policy is laid down by parliamentary decree in
laws or regulations (e.g., in the Scandinavian countries, or France), there is a better chance
that it will be implemented purposefully in reasonable time than if it is only the subject of
agreement by interested parties or a reflection of professional advice (as in Belgium or Italy).
Without the concurrence and support of a national political authority able to balance the weight
of conflicting demands and to assess the feasibility of programmes in the light of economic pos-
sibilities, distribution of manpower, and national development plans, there is likely to be delay
or a limitation in the implementation of policy.

Coordination at national level is clearly imperative, given the widely varying numbers of
national authorities responsible for psychiatric services and the complexities of administration
which are evident from tables 1 and 2. Even in countries with a highly centralized administration
where all groups of mentally disordered patients are the responsibility of a single ministry, the
social implications of mental illness are such as to require at least cooperation with national
and local social and welfare agencies. More than one authority may be involved in preventive,
curative or rehabilitatory services for patients, to say nothing of staff recruitment and training.
Lack of communication, and the attendant dangers of conflicting policies and delayed decision-
making, may seriously obstruct the planning and operation of services. Approximately one-~half
of the countries in the present survey indicated the existence of interministerial or interdepart-
mental coordinating or joint policy committees, whereas the other countries reported none. Com-
plementary studies by the WHO Regional Office for Europe on the organization of psychogeriatric
services and services for the mentally retarded (see sections 4.2 and 4.3 below), appear to con-—
firm that components of health care systems often operate completely independently of one another.
This can be inefficient or wasteful of staff. The development and improvement of machinery for
coordination in mental health services should be made one of the primary tasks of planners. The
establishment of adequate and relevant data collection systems is dependent on such coordination.

2.1 Voluntary organizations

Table 3 shows the number of national voluntary mental health organizations reported by each
country, according to the patient group with which they are chiefly concerned. The figures
given must be considered as only approximate, since details on voluntary agencies cannot be easily
obtained for every country. Community -involvement in health services through voluntary agencies
is an important element in total patient care. It reflects public concern, helps to modify and
educate public attitudes, and directs official attention to special aspects of patient needs.
Activities by voluntary agencies cover a variety of topics of importance to the community and to
its sick members, for instance in the field of public relations, health education, the provision
of equipment and facilities, the staffing of services and the training of auxiliary workers.

As a result, they help to augment the resources of the community, and can make a significant con-
tribution to the overall planning of services.

Voluntary organizations probably exert their greatest impact at local community level, where
they are very effective in emphasizing the needs of patients and their families, in formulating
demands for official intervention to. repair deficiencies in services, and in bridging the gap
between professional and community awareness of health and social problems. They are particu-
larly important in securing recognition for the social determinants of ill health, such as in
countering social isolation in vulnerable groups, in identifying social crises, and in providing
.support for the chronic sick and those needing social rehabilitation.

Lack of coordination between voluntary agencies and official services prevents the full
deployment of their potential. This is a problem in most countries, and different solutions
have been attempted. In the United Kingdom, many hospitals employ paid organizers to make the
best and most efficient use of voluntary helpers. In the Netherlands and elsewhere, government
subsidies for voluntary agencies help to foster collaboration between State services and a variety
of community organizations, and in Norway, voluntary organizations are fully integrated into
regional mental health services, where they serve as pressure groups to initiate new programmes,
in addition to providing many existing services, which are subject to govermment control.

2.2 Mental health legislation

Admission procedures involving police and court intervention often result in a patient coming
for treatment at a late stage in his disease, when the possibilities of effective treatment are
reduced. Such legal compulsion places a stigma on the patient and deepens the public's fears
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Table 3
NUMBER OF NATIONAL VOLUNTARY ASSOCTATIONS IN MENTAL HEALTH
DiSTRIBUTED BY PATIENT GROUP OF MAJOR CONCERN™
Total number Patient group of major concern
Country voluiiary Mentall Mentally % Drug
associations eri‘lib Y retarded P Azed Alcoholics addicts Offenders

Algeria 2 2
Austria 5 2 1 1 ld
Belgium 13¢ 6 29 3 1 1
Bulgaria 1 1
Czechoslovakia 0
Denmark 15 1 1 1 1 4 6 1
Finland 14 4 1 6 2 ld
Germany, Fed. Rep. of 17 4 3 1 2 4 2 1
Greece 9 6 i 7 2
Hungary 0
ILceland 5 1 1 1 2
Ireland 5 2 1 i 1
Luxembourg 5 2 1® 1 1
Morocco 1 1
Netherlands 21 14 1 2 24 1 1
Norway - 8 4 1 2 1
Poland 6 4 1 1
Portugal 10 9 1
Romania 0
Spain 11 1 10
Sweden 7 4 1 1 1
Switzerland 9 7 2
Turkgy 6 6
United Kingdom ‘

England & Wales 8 4 1 2 £ 1 £

Northern Ireland 5 1 1 1 1 1

Scotland 7 3 1 3
USSR 1 1
Yugoslavia 7 1 1 2 {3

a Data not available from France, Italy, Malta

General mental health associaticas including menzal hygiene and prolessional orgenizacions

¢ pata include large national asscciazions only. sociations

d Data refer to voluntary asscciaticns covering both areas

€ Associations concerned with mentzilv 112 arnd mentally retarded catienzs, according

to their main concern

£ R
Many local associations
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of mental illness and mental hospitals. Probably at least one-quarter of those in mental hos-
pitals in Europe are confined through one form or another of legal detention. Accurate figures
for the European Region are lacking, but it is known that in some countries, the bulk of the
mental hospital population is detained on legal grounds, under national legislative procedures.

As late as the mid-fifties, many of the mental health services in European countries were
still operating under laws enacted around the turn of the century. Table 4 shows that
17 European countries now have mental health legislation dating from 1950 or later, and that
some countries have revised or modified these new laws in conformity with still newer concepts,
which place as much emphasis .on medical as on legal procedures for admission to hospital, and
which pay as much attention to the rights of the individual in need of care as to measures for
the protection of society. This more recent legislation seeks to place the mental patient on
an equal footing with the patient in a general hospital and to reduce to a minimum the numbers
of mental patients who are liable to compulsory detention. Legislation for the mentally dis-
ordered must naturally take account of the fact that some patients present problems for society
through the very fact that their illness robs them of an awareness of their need for treatment.
In their own interest, provision has to be made for compulsory treatment in some cases. Society
must also be protected against mentally disordered offenders, and regulations for the compulsory
admission of this group are more or less uniform in all countries. There is little information
available on whether such persons are treated in security wards in mental hospitals or in prison
hospitals.

There is a trend towards informal admission to, and discharge from, mental hospitals, as
reference to successive annual statistics shows, for example in the United Kingdom, the Scandi-
navian countries, the Netherlands and some countries in eastern Europe. This trend is largely
determined by the modernity of mental health legislation, though it may be influenced by such
factors as the extent and nature of private psychiatric provision, the adequacy of staff and
facilities in mental health services, or the climate of public opinion.

2.3 General conclusions

Certain deductions can be drawn from this broad review of the organizational patterns of
mental health services. In the first place, the pattern in one country cannot necessarily be
applied to another, since the shape of services is largely determined by the national politico-
economic and social structure. Nevertheless, there are certain principles common to the admin-
istration of any type of service. Since so many different authorities are concerned in the
operation of services for the mentally disordered, coordination of efforts by those involved is
of prime importance. Policy is determined centrally, on the basis of professional advice, but
implementation of policy in practice is subject to negotiation by all interested parties. The
public must be encouraged, usually at the local level, to participate in the planning of services
which will meet the needs of all sections of the community, including vulnerable groups and those
who are socially dependent or disadvantaged.

Efficient organization depends on the collection and analysis of uniform data, while the
maintenance of acceptable standards in patient care requires adherence to professional criteria
for staff training, and is also contingent on suitable capital investment in facilities. Real-
ization of these goals demands a certain degree of centralized control by the authority respon-
sible for the financing and planning of the services. On the other hand, local experiments and
the exploitation of community resources are worth encouraging and should not be hampered by
excessive control. In general, all countries favour some measure of decentralization and the
delegation of responsibility to local authorities, but nowadays the increasing significance of
the mental health component within public health services means that decisions affecting its
development must be related to the overall picture of state priorities for health and welfare
systems. It is the changing nature of public health problems, with a shift in emphasis from
acute and communicable diseases to recognition of the growing burden of chronic relapsing illness,
that is responsible for the emergence of more and more State direction and control of mental
health services, which until quite recently held wide autonomy under local government adminis-
trations. The evolution of this pattern can be seen, for instance, in national developments in
the United Kingdom, France and Norway. Even where responsibility is delegated to local author-
ities, the expansion or modification of services is subject to monitoring by the central govern-
ments.
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Table 4
MENTAL HEALTH LEGISLATION ON COMPULSORY ADMISSION
Year
Counery - 1900 1901 - 1929 1930 - 1949 1950 - 1959 1960 +
Austria 1957
Belgium 1870°
Bulgaria 1968b
Czechoslovakia 1966°
Denmafk 1938 1970d
Finland 1952
France 1838% 1953f
Germany, Fed. Rep. of - 1898
Greece ‘ 1934
Hungary 1965
Iceland 1947
Ireland 1961
Luxembourg 1880
Morocco 1959
Netherlands 19298
Norway 1961
Poland 1969
Portugal 1963
Romania 1965
Spain 1931
Sweden l966h
United Kingdom
England & Wales 1959
Northern Ireland 1961
Scotland 1960
USSR 1965

& Law of 1850, amended 1870

b

1970 for Alcoholics and Drug Addicts

€ Law of 1961, amended 1966

d Law of 1959, amended 1970
(on mental retardation)

Later amendments
for Drug Addicts

Also Imsanity Act of 1841, amended
1884 and 1904

Law on Mental Retérdation, 1967
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3. THE STRUCTURE OF SERVICES

The questionnaire was designed to study, in particular, two basic trends in mental health
care in the European Region observed in recent years: firstly, the emphasis on extramural
facilities as the main component of community-oriented services, and secondly, the development
of specialized services for selected patient groups. In countries where health and social
services are less developed, and where economic resources are limited, the classification and
segregation of patients by such criteria as age, diagnosis or special need has not proceeded
to the same extent as in countries able to provide staff and facilities in the numbers and
range that permit the differentiation of services for particular groups of patients. Further--
more, staff shortages in countries such as Algeria or Morocco limit the development of extra-
mural services, and the main source of psychiatric care remains in the mental hospital, where
patients are separated by sex and the degree of supervision required, but are for the most part
-congregated together irrespective of diagnosis. In countries with more extensive provision of
mental health services, and especially in those with well developed extramural alternatives to
mental hospital care, there is a noticeable trend towards specialist services, revealed in the
opportunities for specialist training and the designation of separate facilities for particular
patient groups. In the interests of patients themselves, it would seem desirable to separate
children from adults, the mentally retarded from the psychotic, and the acutely ill from those
with a chronic disability. With still better resources, it is possible to cater for even
greater refinement, such as the provision of special services for adolescents, for psycho-
geriatric patients or for alcoholics and drug addicts. The degree of differentiation varies
from country to country, but all countries apparently see such differentiation as a desirable
goal, in conformity with advances in scientific knowledge and providing a better appreciation
of the needs of patients. .

3.1 Differentiation of services

Since no country could provide detailed information on the extent to which special groups
of patients were being provided with separate care, they were asked instead to submit an esti-
mate of what percentage of a specified patient group were treated in separate outpatient, day-
patient and inpatient facilities differentiated for the purpose, whether it was less than 10%,
from 10% to 90%, or more than 90%. The answers provide a very general impression of which
patient groups, in which countries are thus distinguished, and should be treated with reserve
until more definite statistics are forthcoming to confirm or supplant them.

Table 5 and fig. 1 summarize the estimates from all countries, by patient group and type
of service. As might be expected, differentiation depended on the availability of manpower
and facilities. It was most advanced in a group of countries comprising the Netherlands,
Norway, Sweden, Switzerland and the United Kingdom, which are among those with the greatest
number of psychiatrists and the highest number of beds per unit population. On the other hand,
low proportions of specialized care were reported from Algeria, Morocco, Spain and Turkey, where
mental health service resources are limited. In eastern European countries the policy of ex-
panding the extramural services and improving manpower resources is reflected in considerable
differentiation of services, particularly for mentally ill children and alcoholics.

Differentiated care for children is well developed in Europe and is more pronounced than
for any other patient group. All countries report some level of differentiated care for
children's outpatient services, and in over half the countries, this provision covers more than
" 90% of patients. There are still five countries which have less than 10% of child care pro-
vided through inpatient facilities, though in some of these countries a substantial element of
private psychiatric care is available. Day-patient services are in general poor everywhere.

Differentiated care for adolescents is far less extensive, and is seen more frequently at
outpatient than at inpatient facilities. This probably reflects the current tendency to
handle emotional problems of adolescence while the patient remains in his own home, rather than
to subject him to hospital care, even though inpatient treatment might temporarily remove him
from the source of stress.

Alcoholics are, after children, the second major group for whom separate arrangements are
made both in hospital and as outpatients. These special provisions reflect many factors:
alcoholics are a numerically important group in the mental hospital population in several
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ESTIMATED LEVEL OF DIFFERENTIATION OF. PATIENT CARE

(expressed by the percentage of .each patient group treated in separate

appropriately differentiated facilities)

) No. of countries with Number of
Patient group Type of facility differentiated services countries
<107 107 - 90%  >90% reporting

Qutpatient 0 13 17 30

Children Day-patient 20 5 5 30

Inpatient 5 10 15 30

Outpatient 13 9 5 27

Adolescents Day-patient 20 5 2 27

Inpatient 13 12 2 27

Outpatient 23 3 2 28

Aged Day-patient 24 1 28

Inpatient 10 13 28

Outpatient 6 i1 12 29

Alcoholics * Day-patient 21 5 29

Inpatient 7 14 8 29

Outpatient 14 10 4 28

Drug addicts Day-patient 23 3 28

Inpatient 13 10 5 28

Qutpatient 22 3 29

Offenders Day-patient 27 1 1 29

Inpatient 6 11 12 29




Fig. 1

PERCENTAGE OF REPORTING COUNTRIES IN WHICH SPECIAL PATIENT GROUPS RECEIVE
TREATMENT IN SEPARATE OUTPATIENT (OP), DAY-PATIENT (DP) AND INPATIENT (IP)
FACILITIES DIFFERENTIATED FOR THE PURPOSE, BY LEVEL OF DIFFERENTIATION
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countries: because of legal requirements, they sometimes constitute a large population of com-
pulsory admissions; and they are the focus of attention for many voluntary community agencies,
which may provide special care and treatment facilities. Separate day-patient facilities for

alcoholics appear to be less well established.

Very few differentiated services are reported for psychogeriatric patients and those that
do exist are limited for the most part to inpatient services. It is not known to what extent
this provision covers the physically ill or the chronic sick. It is perhaps surprising that
so few countries report any use of day-patient facilities for this group, although day care
would seem to offer useful alternatives to hospital care.

Separate care for the mentally disturbed criminal offender is to be found in most countries,
because the legal requirement for compulsory detention demands close and continuous supervision.
There is little provision for outpatient (presumably follow-up) supervision, but in some coun-
tries it may be supplied by probation services.

The differentiation into groups for special care begins in hospital with the classification
of patients by sex and age, and later by therapeutic need. Separation into therapeutic cate-
gories reflects in some measure the evolution of a liberal regime in place of custodial care
for patients, but is in turn influenced by legislation, and by the nature and extent of re-
sources. Nevertheless, the degree to which care in differentiated groups is available at least
provides a crude index of the level of development of services, and progress in this direction
can be traced in the services in all countries as increasing interest is matched by an increas-
ing priority accorded to mental health.

3.2 Natiomal patterns of facilities for the mentally ill

The different types of facilities for the mentally ill are shown for each country in
table 6. The information is given by number of facilities per 100 000 population, but does not
take into account the size of facilities in terms of the number of beds or places, nor does it
reveal their geographical distribution. This limitation in the data is due to the fact that
many countries were unable to provide information on facilities controlled or managed by agen-
cies other than the ministry of health, for example, by religious bodies or other national or
local authorities. A further difficulty arises from the absence of standard criteria to use
in deciding, for instance, whether convalescent homes, hostels or half-way houses accommodating
psychiatric patients should be counted as psychiatric faecilities or not. For these reasons
the data in table 6 are not comparable. Again, it is not easy to draw the distinction between
outpatient and day~patient facilities. In Czechoslovakia, for example, 5%-107% of all those
counted as inpatients may leave the hospital at night, and are in fact receiving the servicé
which in other countries is considered as a day-patient facility. The situation is similar-
in Poland, and in the USSR many outpatient services provide what would be classed elsewhere as
day-patient care. The estimates for outpatient facilities reported are perhaps the least
reliable. They are difficult to count when the premises used serve several purposes, as for
example when outpatients are interviewed at unspecified times in the wards of a mental hospital.
Furthermore, a number of different agencies may provide premises for outpatient care. In
some countries, moreover, a high proportion of psychiatric care is given to outpatients by
private practitioners.

Even though the figures in table 6 are subject to such serious qualifications, it is
nevertheless possible to draw some interesting conclusions, in line with other national indi-
cators provided indirectly by other data. For instance, the quantity of all facilities (out-
patient, day-patient and inpatient) ranges from 0.3 per 100 000 population in Morocco and
Turkey, where there is a shortage of psychiatrists and hospital beds, to 10 per 100 000 in
Ireland, which has a high ratio of both. This range may, of course, reflect inadequate re-
porting, but it is probably more likely to describe the relative availability of facilities.
The table shows that there is a group of countries (Iceland, Ireland, Norway and Sweden) that
provide totals of 8-10 facilities per 100 000. These countries also have similar high ratios
of psychiatrists (respectively 10.8, 8.7, 10.0 and 11.2 per 100 000) and, apart from Iceland,
their numbers of psychiatric beds are not dissimilar. Among countries with good data collec-
tion systems, but with less than 2 facilities per 100 000 population, Bulgaria and Romania
have relatively low numbers of psychiatrists and psychiatric beds, whereas Greece, Luxembourg
and Spain, with many psychiatrists, each depend to a significant degree on private practice for
their psychiatric services.



Table 6
COMPOSITION OF TOTAL PSYCHIATRIC FACILITIES FOR THE MENTALLY ILL
Number of outpatient, day—pétient and inpatiént facilities
per 100 000 population
Total number
Number of facilities per 100 000 population Num?er ?f of beds for
Country psyChgzirlSts mentally ill
total 100 000 patients per
outpatient day-patient inpatient faciliti opulation 1000
actlities pop population
Algeria 0.35 - 0.17 0.52 0.2 0.5
Austria 0.3 4.8 1.6
Belgium 0.8% 2.0 4. 2% 8.1 4.4
Bulgaria 0.9 0.8 1.9 3.7 1.1
Czechoslovakia 3.5 0.8 4.4 5.2 " 1.9
Denmark 2.4% 1.2 4.0% 10.9 2.4
Finland 2.0 2.8 4.9 8.5 4.7
France 1.9 1 0.7 2.7 3.3 2.5%
Germany, Fed. Rep. of 0.4 .. 4.7 1.8
Greece 0.02 0.8 1.2% 6.1 1.6
Hungary 2.1 - 0.4 2.5 6.1 1.2
Iceland 2.0 .0 5.4 8.4 10.8 2.4
Ireland 6.9 1.4 1.7 10.0 8.7 5.8
Italy 0.4 . 2.6 2.2
Luxembourg 0.6 0.3 0.9 1.8 6.2 3.4
Malta 0.9 - 0.6 1.5 3.1 4.6
Morocco 0.2 - 0.1 0.3 0.2 0.2
Netherlands 1.7 1.5 1.2 4.4 6.7 3.0
Norway 1.8 A 5.6 8.8 10.0 4.8
Poland 2.7 .2 0.5 3.4 6.1 1.6
Portugal 1.5 0.2 . 0.4 2.1 2.9 1.1
Romania 0.8 - 0.5 1.3 2.3 0.8
Spain 1.3 - 0.5 1.8 4.0 1.5
Sweden 4.2 0.5 4.2 8.9 11.2 4.9
Switzerland 1.0 1.1 2.1% 11.6 2.9
Turkey 0.04% - 0.3 0.3% 1.4 0.2
United Kingdom
England & Wales 3.0 0.7 0.9 4.6 5.3 2.8
Northern Ireland 3.9% 0.3 0.8 5.0% 8.7 3.5
Scotland 0.9 . 7.7 4.0
USSR 0.9 0.2 1.1%¥ 5.9 1.1
. Yugoslavia 2.2 1.1 0.9 4.2 4.3 0.8

Data not available

x + Partial data

Partial data, rate not calculated

- Nil or insignificant number
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3.3 Outpatient facilities

The whole concept of outpatient services and their relationship to inpatient care has
changed during the last 20 years. The introduction of psychotropic drug therapy, the vigorous
expansion of social services and the change in public attitudes towards mental illness have all
contributed to the development of outpatient care from a mainly diagnostic or supportive after-
care service to a fully-fledged treatment and rehabilitation procedure which, with appropriate
staffing and associated day care facilities, becomes the pivot of the community mental health
service. Set in the community as an integral component of the service, rather than an exten-
sion of the mental hospital, the outpatient services are well placed to establish links with
local agencies and with the patient and his relatives in their natural social environment.

In comparison with the artificial setting of traditional mental hospital care, the benefit to
the patient lies in his continued contact with the society to which he must re-adapt, and in
professional supervision of his illness without the disruption of hospital admissicn. That
these advantages are recognized is clear from the mental health policy promoted in sc many
European countries. Table 6 shows that over one-third of all countries questioned have one
outpatient facility for every 50 000 or even fewer of the population, while successive annual
‘national statistics on the total number of attendances at outpatient clinics or dispensaries,
for example in Czechoslovakia, Finland, France and the United Kingdom, show that each year more
and more patients are supervised in this way. In view of the importance of outpatient care
in the overall pattern of mental health services, it is surprising that so few countries have
as yet developed outpatient statistics which would provide such simple data as: the number of
outpatient facilities, the average number of hours or sessions per week when these facilities
are open, the number of patient attendances, and the numbers of psychiatrists and other staff
working in these facilities.

Table 7 shows that Austria, the Federal Republic of Germany and Italy were unable to report
the number of outpatient facilities, while a further six countries (Belgium, Demmark, Greece,
Turkey, Northern Ireland and Scotland) could provide only partial data. Only 14 of the 22
countries which knew the numbers of their outpatient clinics were able to give complete data on
the annual number of attendances, and of these only six could give full details of psychiatrists
working in these facilities. Thus, on the basis of answers received through the questiocnnaire,
it would appear that roughly one-third of the countries in the European Region cannot obtain a
complete list of their outpatient resources, while one-third have only incomplete data on the

numbers attending these services. In countries where private practice contributes to any
extent in outpatient care of the mentally ill, the figures are inevitably restricted and cannot
fairly be compared with those from countries where all services are provided by the State. The

problem of obtaining data from private doctors requires further study.

Table 7 presents the data on utilization of outpatient facilities in two ways: the annual
attendance rate per 100 000 population, and the ratio of total annual outpatient attendances to
every 100 estimated hospital inpatient days. Most of the countries akle to report annual
attendance statistiecs give figures in the range of 3000-6000 attendances per 100 000 population,
or about 10-20 outpatient consultations per day for a catchment area of 100 000. From prac~
tical experience of the outpatient load in the average community service, such figures are per-
haps to be expected, but they do not indicate whether they represent short visits by chronic
cases or longer consultations with new cases.

An outpatient attendance may be regarded as representing a day on which an outpatient

service was given to an individual. The ratio given in table 7 of outpatient attendances per
100 inpatient days was designed to provide a crude measure of the balance betwesen outpatient
and inpatient services in a given country. Table 7 and fig. 2 show that there is considerable

stress on outpatient services in Bulgaria, Czechoslovakia, Poland, Romania and Yugoslavia,
which is in keeping with the eastern European policy of developing cutpatient services, in some
contrast with the situation in western Europe.

Though the objectives of outpatient services can be appreciated in principle, for a scien-
tific appraisal of their contribution, more precise information is required con the differences
in characteristics between the clienté&le attending outpatient clinics and inpatients, on the
sources referring patients to outpatient services, on the special features of outpatient treat-
ment, and on whether outpatient services are a substitute for inpatient care. It is difficult
to propose a framework for a national outpatient data collection system that would not only
monitor the operation of clinies, but would also illustrate their function in the overall



Table 7
OUTPATIENT (OP) FACILITIES, STAFF AND ATTENDANCES REPORTED IN 31 COUNTRIES
: No.of psychiatrists Annual number of
No.of OP - No. of OP . . attendances
Country facilities facilities per f:i;?i:§e;npgz Ratio’
(total) 100 000 population 100 000 population absolute |PeF 100‘000
population
Algeria 49 0.35 16 540%
Austria ) . . .
Belgium 73% 0.8* 15 516"
Bulgaria 74 0.9 355 723 4 177 25.3
Czechoslovakia 502 3.5 1.9 1 001 287 6 971 16.2
Denmark 116* 2.4% . 70 000"
Finland 95 2.0 .3 213 860 4 551 3.1
France 976 1.9 .o* 735 134 1 454 1.9
Germany, Fed. Rep. of .
Greece 30" ¥ .9* 11 024%
Hungary 215 2.1 4 90 044%
Iceland 4 2.0 e 13 094 6 438 15.0
Ireland 200 6.9 140 000 4 854 2.5
Italy
Luxembourg 2 0.6 2.4 1 185 350 0.4
Malta 3 0.9 . 11 933 3 697 2.4
Morocco 25 0.2 . 40 000 265 4.0
Netherlands 214 1.7 1.7% 62 704%
Norway 70 1.8 1.0 6 505"
Poland 874 2.7 1.4 1 808 354 5 535 12.9
Portugal 145 1.5
Romania 164 0.8 .3 1 289 402 6 332 27.4
Spain 423 1.3 N
Sweden 339 4.2 840 000 10 492 9.1
Switzerland 62 1.0 .
Turkey 16 0.04%
United Kingdom
England & Wales_ 1 488X 3.0X .. 1 544 802x 3 163 3.4X
Northern Ireland 59X 3.9 0.9 41 606X 2 730 2.4
Scotland 20 138 201
USSR 2 122 0.9
Yugoslavia 440 2.2 0.5 886 255 4 355 16.5
+ The number of outpatient attendances multiplied by 100, divided by 330 times the number of beds available
in psychiatric hospitals and units (330 days are used in the calculation, on the assumption of 90% bed
occupancy)
Data not available
Not calculated
X Partial data

* Estimated or approximate figure
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Fig. 2
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system of mental health care, since the work of outpatient services varies so much between and
within countries. At the same time, the importance attached to outpatient services is such
that the WHO Regional Office for Europe undertook a pilot study on the feasibility of collecting
internationally comparable data from a range of clinics coerating with different objectives in
different countries. The study showed that it was possible to collect, on the basis of agreed
criteria, a detailed description of facilities and such information as patients' demographic
characteristics, the source of referral, the diagnostic category, the type of service provided,
and the outcome after a three-month follow-up. The results showed a wide variety in staffing
structures and types of work engaged in by the different clinics, and in the channels of refer-
ral used for their patients. It also served to identify, in all the clinics, a group of patients
who attended for the initial consultation but then defaulted. Such cases may represent a sig-
nificant expenditure of staff time, and yet the outcome of the intervention remains unknown.
This and similar findings are worthy of further research. Although the study demonstrated the
feasibility of completing individual data sheets for each patient, the volume of material gener-
ated by even one clinic would make such an exercise impracticable on a nationmal scale, and is
best confined to a sample of demonstration projects representative of different services.

3.4 Day-patient facilities

The distinction between outpatient and day-patient facilities is not easy to draw. In the
enquiry which forms the basis of the present survey, day-patient facilities were described in two
ways: firstly, those establishments where patients do not live in but attend for psychiatric
treatment from four to eight hours several days a week, and participate in group activities
with staff and other patients. Such care may perhaps be provided in the day wards of hospitals;
secondly, establishments where patients dec not live in but attend, mainly for training, occupa-
tional or social activities, including sheltered workshops, training centres, patients' coopera-
tives, etc. Day-patient facilities are a relatively new component of mental health services,
dating back for only some 30 years, and there are sometimes differences even within the same ‘
administrative region as to who is administratively responsible for them. While information on
day-patient establishments attended by patients for treatment is usually available, because these
are run by the health authorities, it is far more difficult to obtain information on facilities
providing only social or occupational activities. Such premises may come under the auspices
of, for example, trade unions, parents' associations, or ministries of youth, justice, social
security, education, culture or labour. Table 6 shows that day-patient facilities are not
available in seven European countries and no data about them could be obtained in another six.
Further enquiry revealed that only 17 out of 31 countries were able to report on the number of
places available in these centres, while only eight could give any details of the number of
patients attending.

The feasibility of day-patient care depends .to a large extent upon ease of access, and the
services are more likely to be found in urbanized areas with a good public transport system.
Day-care facilities are nowadays developing to an increasing extent in association with outpatient
clinics, dispensaries or mental health centres, which together provide the base for operation of
the community mental health service. As yet, there are only a few studies which show what types
of patients can be successfully treated in day hospitals, but national statistics indicate that
their numbers are steadily increasing, and an analysis of their function as one component of the
mental health care system is important for planning local services.

3.5 Inpatient facilities

3.5.1 Mental hospitals

Modern mental health services aim at treating the patient, whenever the type and stage of
his illness permit, in the natural enviromment of his family, supported by a range of appropriate
extramural facilities. To an increasing extent, institutional care is seen as a last resort
when all other treatment possibilities have failed, but, if a patient has to be admitted, then
his stay in hospital should only be for as long as is necessary to stabilize his condition, with

1 World Health Organization, Regional Office for Europe (1973) The methodology of psychi-
atric outpatient data collection; Report on a pilot study, Copenhagen (Document 5404 II)
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subsequent brief re-admissions if improvement cannot be maintained on an outpatient or day-patient
basis. The possibilities of outpatient care, using psychotropic drugs in association with
psycho-social support and active occupational rehabilitation, has stimulated reviews of mental
hospital populations, which often show that long-stay patients could be discharged if they had
alternative accommodation in the community, while others could be transferred to geriatric or
chronic sick hospitals if beds were available. However, inpatient care will continue to be
needed for three major categories of patient: those who are acutely ill and cannot be treated
elsewhere, chronic psychiatric patients who cannot fend for themselves outside a protected envi-
ronment, and psychopathic offenders whose conduct is too unreliable for them to be safely re~
leased. 0f these, the first group can be cared for in psychiatric units in general hospitals,
and the second group of chronic dependent patients are often better accommodated in nursing
homes or supervised hostels.

Determined and ingenious attempts at social and industrial rehabilitation of long-stay
mental hospital patients in different countries over the past decade have demonstrated further
possibilities for reintegrating chronic mental patients into the community. Success in reducing
the numbers of chronic hospital patients in this way is usually a once-for-all phenomenon, how-
ever. Even if it is not augmented at the same rate as in the past, the reservoir of chronic
patients is likely to delay the complete dismantling of the traditional mental hospital in the
next 10-20 years, though it is reasonable to consider the possibility of replacing part of the
present mental hospital population by other groups of chromically sick and handicapped patients.
Whatever the reason for reducing the size of the patient population in mental hospitals, and the
methods of achieving a decrease, the trend towards extramural and ambulatory care has undermined
the dominance of the mental hospital as the main centre for psychiatric treatment, and it has
become just one of the mental health facilities in a network of altermatives providing diagnos-
tic, treatment and rehabilitation services for the community. Nevertheless, the different
countries are still a long way from organizing and staffing a comprehensive community service of
the kind which they envisage as their eventual model. Moreover, it is as well to remember
that they all depend heavily on the contribution of the mental hospital, not least as the major
source of statistics on care and treatment of the mentally ill, even though such hospitals can
provide only a very biased and limited picture of the resources available to a modern psychiatric
service.

The optimum size for the mental hospital has been under discussion for many years. In 1953
a WHO Expert Committee on Mental Healthl suggested that the most appropriate size numbered be-
tween 300 and 1000 beds, and recommended that the capacity of any new hospital should not exceed
600 patients, so as to permit the development of a therapeutic hospital community, and to allow
for the classification of patients according to their special treatment needs.

The present survey sought information on the size of existing hospitals, and the results are
shown in table 8 and fig. 3. There are very few hospitals with more than 2000 beds - 11 out of
the total of some 1300 hospitals reported - and 20 out of 27 reporting countries have no hospi-
tals of this size, though no data were available from Austria, the Federal Republic of Germany,
Poland and the USSR. Hospitals in the 1000-2000 beds range are more numerous, and comprise
almost one~fifth of all the mental hospitals in Europe. In France (43.7%), Northern Ireland
(42.9%), Sweden (33.3%), and England and Wales (31.9%), such hospitals account for more than
one-~quarter of all mental hospital accommodation in the country; on the other hand, Bulgaria,
Finland, Iceland, Norway and Portugal report no hospitals with a bed capacity of more than 1000.
The position today seems to be that in 13 European countries more than 10% of the mental hospi-
tals are establishments with more than 1000 beds, though some of the countries have made an
effort to reduce the administrative size by sub-dividing their large hospitals into smaller self-
contained units in conformity with the needs of reduced catchment areas. Other countries, such
as the United Kingdom, have stated their intention to reduce the number of beds in their large
hospitals as a matter of policy, at the same time as expanding their extramural services and
creating alternative inpatient accommodation in psychiatric units in general hospitals. On the
other hard, it is encouraging tc note that more than one-half of all the mental hospitals in
Europe have less than 1000 beds, and of these the majority have less than 500.

1 WHO Technical Report Series, No. 73, 1953 (Third report of the Expert Committee on Mental

Health)
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Table 8
DISTRIBUTION OF PSYCHIATRIC HOSPITALS BY NUMBER OF BEDS
" Number of beds Number of
counery 1"'?; O(t)ha“ 100-500 | 501-1000 |.1001-2000 m°§808h§“ piﬁi};iiﬁ?

Algeria 9 5 - 1 1 16
Austria oo o oee o oo oo
Belgium 18 22 20 5 - 65
Bulgaria 4 13 - - 18
Czechoslovakia ° 10 12 - 32
Denmark 14 13 4 - 35
Finland 11 ‘49 11 - - 71
France - 24 43 52 - 119
Germany, Fed. Rep. of . . .o . (150)
Greece 44 17 1 1 2 65
Hungary 2 2 - 1 - 5
Iceland - 1 - - - 1
Ireland 15 10 10 4 - -39
Italy 80 18 28 55 181
Luxembourg - - - - 1
Malta - - - 1 - 1
Morocco 4 5 - - 1 10
Netherlands 21 9 25 5 - 60
Norway 15 15 4 - - 34
Poland . ces ces vee .. (56)
Portugal 9 9 9 - - 27
Romania 18 16 4 1 1 40%
Spain 77 38 18 14 - 147
Sweden - 6 14 10 - 30
Switzerland 13 20 8 3 - 44
Turkey 3 3 1 - 1 8
United Kingdom ‘

England & Wales 31 25 46 . 50 5 157

Northern Ireland 1 - 3 3 - 7

Scotland "8 12 9 7 - 36
USSR oo .
Yugoslavia - 9 6 2 - 17

Total 407 353 269 226 11 1266°

Percentage distribution 32.1 27.9 21.2 17.9 0.9 100.0

a including hospitals for children and mentally disordered offenders

b ( ) not included

data not available
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Fig. 3
PERCENTAGE OF PSYCHIATRIC HOSPITALS WIIH MORE THAN 1000 BEDS IN
EUROPEAN COUNTRIES WITH MORE THAN 10 PSYCHIATRIC HOSPITALS
Country 87 ) io o NumberhgngiZEZiatric

France L i | 119
UK: England & Wales | , ] 157
Sweden [ ;| o 30
Italy C ] _ 181
UK: Scotland C——) 36
Czechoslovakia C— 32
Algeria C—/ 16
Yugoslévia o C—3 17
Denmark C—/3 35
Ireland C— 39
Morocco E ‘ 10
Spain I | 147
Netherlands —/3 60
Belgium B S . 65
Switzerland | | 44
Romania D 40
Greece Vc:j 65
Bulgaria | 18
Finland | ‘ 71
Norway | 34
Portugal i 27

Countries with fewer than 10 psychiatric hospitals:

Hungary . ‘ Malta

Iceland Turkey
Luxembourg UK: Northern Ireland

No information available from:

Albania Poland
Austria USSR
Federal Republic of Germany



- 26 -

3.5.2 Psychiatric units in general hospitals

In all countries, most beds for mental illness are still to be found in mental hospitals.
Psychiatric units in general hospitals are a recent innovation, but have captured the interest
of the professions and the public alike because they offer such a superior alternative to the
mental hospital, stigmatized, however unfairly, as the repository of those chronic long-stay
patients who have a poor prognosis. Psychiatric units in general hospitals are virtually the
antithesis of the traditional mental hospital: they are small in size, they are located in a
health facility which is accepted by the community as the focus of medical expertise, and they
promote continued contact between the patient and his relatives. Because of their size, they
must be selective in their admission policy, with a high turnover rate, and no chronic population.
They enjoy favourable staff/patient ratios, are usually associated with outpatient and day-
patient services which ensure continuity of care after discharge, and they are well placed to

mobilize community, social and welfare resources. Above all, they are not subject to the above-~
mentioned stigma and fear symbolized by the huge isolated institutions and their patients share
the rights and privileges of the physically ill. The danger lies in the possibility that two

systems of care may develop, in which acute cases of good prognosis are selected for admission
to the general hospital unit, while more severely ill patients with a doubtful prognosis will be
consigned to the less favourable therapeutic milieu of the traditional mental hospital. More-
over, the proponents of treatment in the general hospital unit assert that practically all cases
of mental disorder arising in a community can be handled in the unit, although selection for one
or other type of care must depend on patient needs, and although there is still a need for long-
stay care in sheltered hospital conditions for a proportion of those with chronic relapsing
mental illness. Whatever the pros and cons of the argument, two facts should be kept in mind:
firstly, in all countries there are at present more beds in traditional mental hospitals than
there are in psychiatric units; secondly, countries with experience of the potential of psychi-
atric units as a significant source of inpatient care are expanding their numbers of these, and
insisting that provision for the mentally ill is henceforth to be included in all new plans for
general hospitals. The time has evidently arrived when critical study must be directed towards
the future of the mental hospital. ’

Details from psychiatric units on admissions and discharges, staffing patterns and so on are
sometimes difficult to obtain when their statistics are combined either with those of the mental
hospital or the general hospital. Problems of definition also arise while in countries where
private health care is dominant a significant number of patients with a psychiatric diagnosis
may be treated in clinics or units not formally designated as psychiatric facilities, and not
incorporated in the reported statistics of mental illness at all. In fact, data from psychi-
atric units in general hospitals are only available to countries which possess a system of indi-
vidual patient reporting and a centralized mental health service organization.

The distribution of psychiatric units by size is given for 23 countries in table 9.
Ninety-seven units, the majority of them in the United Kingdom, had less than 20 beds, but most
units fall into the 20~50 bed range. Some think that this probably represents the minimum size
for a viable self-supporting unit, and is of a size acceptable to planners for integration in a
multidisciplinary community or district general hospital. Eight countries reported units with
more than- 200 beds, but it seems that in most cases these are attached to medical schools and
serve teaching purposes. Romania reported that six of her nine large units have more than
500 beds; their distinction from mental hospitals becomes academic, but they may represent a
.trend identifiable in other countries: amalgamation of the mental hospital with an existing
general hospital so that it becomes, by definition, a psychiatric unit.

Table 10 shows that in most European countries the beds in general hospital units represent
10%Z or less of all available psychiatric beds. By and large, countries in eastern Europe seem
to have developed the use of psychiatric units to a greater extent than those in western Europe.

The wide variation in the reported size of psychiatric units suggests the need for a crit-
ical assessment of their function in the network of facilities of a community mental health
service, and some evaluation of their cost-efficiency, especially in the case of very small units.
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Table 9
DISTRIBUTION OF UNITS FOR PSYCHIATRIC PATIENTS IN NON-PSYCHIATRIC HOSPITALS,
BY NUMBER OF BEDS
Number of beds Number
sounery tess P | 20-50 | 51-100 | 101-200 more chan wnlts
Algeria N 1 3 2 ..
Belgium 1 4 2 1 .
Bulgaria 5 5 1 11
Czechoslovakia 9 9 8 1 27
Denmark 3 11 2 3 - 19
Finland 5 4 1 - 16
Greece - - 1 1 . 2
Hungary 10 18 8 . 41
Iceland - 1 - - 2
Ireland 1 4 - - 1 6
Malta - - - - 1
Morocco 2 1 - 1 - 4'
 Netherlands 4 5 4 - 19,
Norway 1 14 14 - - "29
Poland 2 8 10 2 1 23
Portugal 1 5 - - 7
Romania 12 10 9 37
Spain 3 "9 2 - ‘15
Sweden 13 24 16 - 55
. United Kingdom -
England & Wales 47 46 25 23 8 149
Northern Ireland - - - 3
Scotland 1 4 1 1 2 9
Yugoslavia 5 24 18 9 62
Number of units 97 200 151 70 33 551

Data not available

- Nil
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Table 10

NUMBER OF BEDS IN PSYCHIATRIC UNITS IN NON-PSYCHIATRIC HOSPITALS
AS PERCENTAGE OF ALL BEDS IN PSYCHIATRIC HOSPITALS AND UNITS

o Number of 3
% . Countries
countries
Less than 9 Belgiuﬁ, Finland, Greece, Ireland,
5% Morocco, Portugal, Spain, United Kingdom
(Northern Ireland, Scotland)
5% - 10% 6 Algeria, Denmark, France, Netherlands,
: Sweden, United Kingdom (England & Wales)
11% - 20% 5 Bulgaria, Czechoslovakia, Fed. Rep. of
Germany, Malta, Norway
21% - 30% 3 Ireland, Romania, Turkey
More than 2 Hungary, Yugoslavia
30%

3.5.3 Psychiatric bed ratios

Bed-counts are beloved of statisticians and administrators alike. Not only can beds be
readily counted, but their numbers can be manipulated in calculations involving population groups,
diagnostic categories, staffing patterns, costs, and so on, to provide comparative estimates of
service efficiency, work-load and the distribution of resources. Unfortunately, in practice
the use of bed-counts for statistical purposes is subject to difficulties in identifying a
psychiatric bed. A bed may be defined according to the primary purpose of the establishment
where it is located; or according to the medical specialty of the doctor responsible for the
patient who occupies it; or according to the disease for which the patient is being treated.
Any one such definition would serve to identify the "psychiatric bed" in a mental hospital or
unit; but experience shows that agreement is by no means uniform in respect of facilities for
the mentally retarded, patients with psychiatric illness cared for in nursing homes or hostels,
or in medical wards of general hospitals. The definition assumes some importance in those
countries whose policy is heavily committed to the reduction of beds in mental hospitals, if at
the same time alternative provision is substituted but not counted.

Table 11 and fig. 4 give the ratios per 1000 population of psychiatric beds, however they
are defined, in hospitals and units, and in "other residential facilities", though for the reasons
outlined above, the latter data may underestimate the real situation. Beds in institutions for
the mentally retarded are shown separately, though the information was not available in all
countries. The wide variation in bed provision (a 35-fold difference over 31 countries) bears
some relation to the total national provision of beds in the health service.

Table 12 and fig. 5 show that such countries as Ireland, Sweden, Finland and Norway, with a
high overall number of beds in their health services, also allocate a large proportion of them
to mental health facilities; at the other extreme, Algeria, Morocco and Turkey, with a low
number of overall health facilities, allocate only a small proportion of these to mental health.
There are, however, significant exceptions. Belgium and Denmark, which devote more than 50% of
all health facilities to mental health, are among countries with the lowest overall numbers of
beds; on the other hand, Austria, the Federal Republic of Germany and the USSR devote less than
20% of their overall total of health facility beds to mental health, although their total numbers
of beds are much greater than that in Belgium and Denmark. The proportion of beds allocated by
a country to its mental health services obviously depends as much on policy decisions and other
factors such as the availability of extramural services as it does on the overall national pro-
vision of hospital beds, and countries have arrived in different ways at what they consider to be
suitable numbers.
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Table 11
NUMBER OF BEDS FOR PSYCHIATRIC PATIENTS PER 1000 POPULATION
BY TYPE OF RESIDENTIAL FACILITY
Beds in hospitals Beds,in ther Be?s in institu- Total number of
Country N residential tions for men- mental health
and units facilities tally retarded facility beds

Albania 0.6 . 0.6
Algeria 0.5 . 0.0 0.5
Austria - 1.6 . 1.6
Belgium 2.8 1.6 4.4
Bulgaria 0.5 0.6 2.1
Czechoslovakia 1.3 0.6 2.9
Denmark 2.3° 0.1 1.9 4.3
Finland 4.4 0.3 .6 5.3.
France 2.3 0.2 0.7 3.2
Germany, Fed. Rep. of 1.8 1.8
Greece 1.6 . 1.6
Hungary 0.7 0.5 2.1
Iceland 1.3 1.1 3.7
Ireland 5.8 0.0 .5 7.3
Italy 2.2 . 2.4
Luxembourg 3.0 0.4 .3 4.7
Malta 4.6 . .2 4.8
Morocco 0.2 .. 0.2
Netherlands 2.9 0.1 1.4 4.4
Norway 2.6 2.2 1.4 6.2
Poland 1.3 0.3 1.1 2.7
Portugal 1.1 0.0 0.0 1.1
Romania 0.7 0.1 0.1 0.9
Spain 1.5 . 0.3 1.8
Sweden 3.5 1.4 1.7 6.6
Switzerland 2.7 0.2 . 2.9
Turkey 0.2 0.0 . 0.2
United Kingdom

England & Wales 2.8 0.0 1.4 4.2

Northern Ireland 3.5 0.0 1.2 4.8

Scotland 3.9 0.1 1.5 5.5
USSR 1.1 1.1
Yugoslavia 0.8 0.0 0.6 1.4

Data not available
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MENTAL HEALTH FACILITY BEDS AS PROPORTION OF ALL HEALTH FACILITY BEDS

Country

Belgium

Denmark

Norway

UK: England & Wales
UK: Scotland

Malta

UK: Northern Ireland
Netherlands
Luxembourg

Sweden

Spain

Finland

Poland

Ireland

Iceland

Hungary

Switzerland

Greece

France

Italy

Yugoslavia

Portugal

Bulgaria
Czechoslovakia
Algeria

Germany, Fed. Rep. of
Austria

Morocco

Romania

USSR

Turkey

0 50
L " A A A

1

100

77777777777

SAAISIS S SIS A IS

SIS ASSSSIAD

Wl oA

(SIS SSIASAY,

A ISSSSSSSSY,

L7

SASSSSS SIS

Wi

Wl ]

L

|\ SAASAAISSSID)

VIS S SIS

| AAA SIS

YAV S5

SIS ISD

A

LA

A4

Wiz

b4

L4

i

A

e

Ve

A

kA

L

rld

._Jl_i_j._‘_J_J._a_l_.,_J_J_JJu_L_J_J_J._‘_J._J.JJ.J..J__‘J_.JL.J._.._J\_.J

A

Mental health facility bed

E::] Other health facility beds

]

Reported health
. facility beds
per 1000
population

8.
8.
13.
9.
12.
11.
11.
11.
12.

4

S~ N

=~ OoN

[O%]

17.5

4.
14.
7.
20.

~ >~ B~

13.2

7.
11.
6.
13.
10.
5.
5.
9.
13.
3.
11.
10.
1.
6.
10.

e .o W [l

~l

U o W O

Rank order
according to health
facility beds per
1000 population

20
21
5
19
8
12
10
14
9
2
28
3
23
1
7
22
11
25
6
17
26
27
18
4
29
12
15
31
24
16

30



- 32 -

Table 12
DISTRIBUTION OF 31 EUROPEAN COUNTRIES BY THE PROPORTION OF MENTAL HEALTH BEDS
'TO ALL HEALTH FACILITY BEDS IN EACH COUNTRY
Number of
P t . .
ercentage countries Countries

Less than 207 7 Algeria, Austria, Fed. Rep. of Germany, Morocco,
Romania, Turkey, USSR

21% - 30% 10 Bulgaria, Czechoslovakia, France, Greece, Hungary,
Iceland, Italy, Portugal, Switzerland, Yugoslavia

31% - 407 7 Finland, Ireland, Luxembourg, Netherlands, Poland,
Spain, Sweden

41% - 50% 5 Malta, Norway, United Kingdom (England & Wales,
Northern Ireland, Scotland)

More than 507% 2 Belgium, Denmark

In 1953, the WHO Expert Committee on Mental Healthl decided that the minimum requirement of
beds for the custodial treatment and care of flagrant cases of mental disorders in any community
would be 1 bed per 1000 population. At that time most western European countries had at their
disposal 3 beds per 1000 population, but the Expert Committee considered that the first figures
of 1 bed per 1000 was probably more realistic, if taken in association with existing supporting
extramural community services. What was considered to be a reasonable estimate 20 years ago
however is by no means so regarded today, especially in countries whose ambulatory services are
well developed, and where other provision is made for geriatric patients. In the experience of
some countries, it is likely that 0.5 - 1 bed per 1000 population will eventually prove adequate
for treating all types of mental disorder. On this basis, those countries at the tope of fig. 4
probably have too large a complement of beds for mental illness, while those at the bottom have
too few. However, it is not safe to make generalizations from one set of data alone. For
example, geographical factors such as sparse rural populations and difficult communications ren-
der hospital care a more practical proposition than the establishment of extramural facilities;
in the final outcome, the type of service provided depends on the availability of staff and on
their disposition. What is becoming clear, however, is the need to question the validity of
an overall ratio of '"beds per 1000" as an indicator of adequate service.

In the United Kingdom, for example, it is now established policy to reduce the present bed

ratio to 0.5 - 1 bed per 1000 population for acute and sub-acute mental illness. For chronic
cases, an additional bed per 1000 might be needed in hostels, but large mental hospitals, as
such, are to be run down and eventually abolished. A similar policy of reducing beds is being

implemented in Ireland, which has the highest ratio of psychiatric beds in the European Region;
in fact, the number of beds has already been reduced by 25% during the last decade, and in some -
urban areas the proportion is little more than 1 per 1000 population. In some Linder of the
Federal Republic of Germany, it is planned to reduce the size of mental hospitals to no more
than 600 beds, and to establish a network of psychiatric units of 200-400 beds with catchment
areas of about 250 000 population. It is considered that 1.5 beds per 1000 in hospitals and
units, and 1.5 — 2 beds per 1000 in other residential facilities, would be satisfactory.

1 WHO Technical Report Series, No. 73, 1953 (Third report of the Expert Committee on Mental
Health) )
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A different approach prevails in the Netherlands, where mental hospitals are regarded es necessary
for certain types of patient. While short-stay patients with acute conditions may bse treated
in small units in general hospitals, medium- and long-stay patients with chronic conditions
should undergo re-socialization and rehabilitation in mental hosvitals, some of which might be
large enough te provide for the life-long care of patients in need of permanent sheltered accom-
modatien. Such a policy takes account of the small but significant number of patients whe do
not benefit from existing forms of treatment. In Finland, Norway and Sweden, there is also no
strong tendency to reduce the numbers of psychiatric beds. Difficulties created by terrain,
distance and low population density may be.factors influencing this policy. In Finland, there
is a density of 14 persons per km“, in Norway 12, and in Sweden i¥, as against countries such as
England and Wales where there is a density of 323 persoms per km<.

These examples indicate that in the light of present knowiedge on the requirements for men-
tal health services, and the lack of information about the function and distribution of existing
resources, it is impossible to decide the optimum number of beds per unit of population. It is
also certain that there cannot be a uniform international pattern of psychiatric care, but that
each Country must choose those elements best suited to its situation.
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4. PATTERNS OF SERVICES

Items in the Regional Office questionnaire concerned with patient-event statistics were
limited to simple questions about numbers of admissions, discharges and deaths, and lengths of
stay in the categories of residential care previously discussed. No details of patient charac-
teristics by age, sex, diagnosis or other demographic classification were required; only those
countries with a well organized national data collection system based on individual patient re-
cords, and comprehensive coverage of the network of mental health facilities, can be expected to
provide valid information on individual patient categories. Instead, the objective was to ob-
tain from as many countries as possible some idea of the national pattern of utilization of dif-
ferent facilities.

In fig. 6 the number of beds in hospitals and units per 1000 population is compared against
the ratio of outpatient attendances to hospital admissions, an index which provides a measure
of the balance between outpatient and inpatient care. Not unexpectedly, countries with lower
numbers of beds have a high outpatient and inpatient admission ratio and vice versa. The excep-
tions are Northern Ireland and Sweden, where both indices are high. Among the countries with
low bed numbers are Bulgaria, Czechoslovakia, Poland and Yugoslavia, whose declared policy of
developing outpatient services is reflected in the index. Fig. 6 shows that the .numbers of
admissions are not necessarily correlated with availability of beds. Thus, while Ireland has
more than ten times as many beds as Bulgaria, admissions are only twice as great. On the other
hand, Czechoslovakia, with 1.3 beds per 1000 population, reported practically the same number of
hospital admissions as England and Wales, with 2.8 beds. A high admission rate will of course
partially depend on what proportion of a seemingly generous provision of beds is blocked by
chronic long-stay patients:

Fig. 7 summarizes for 13 countries data for psychiatric units in general hospitals in com-
parison with mental hospitals. Only those countries providing unambiguous data have been in-
cluded. This figure shows the variation in the proportion of psychiatric beds in units, from
1.9% in Ireland to 36.3% in Yugoslavia. Except in Yugoslavia, the proportion of admissions,
and, where statistics are available, of first admissions, everywhere exceeds the comparatively
small proportion of beds in units located in general hospitals.

Outstanding in this respect is the Netherlands, where the proportion of admissions to psy-
chiatric units in general hospitals is 11 times higher than the proportion of beds available;
the use of beds in units is even more striking in Yugoslavia, where 74.27 of all admissions are
received by units in non-psychiatric hospitals which contain only 36% of all psychiatric beds.
Subject to admission policy decisions, admission to such units is probably also influenced by
the number of short-stay beds available in mental hospitals, which in turn depends on how many
beds are "blocked" by long-stay chronic mental patients. In Poland, for example, long-stay
patients occupy only 50% of beds in mental hospitals, as compared with 80% in the Netherlands;
perhaps this accounts for the latter's high proportion of admissions to units in non-psychiatric
hospitals. In the five countries able to provide data, it does not seem that such units were
more favoured for first admissions than mental hospitals, since the proportion of first admissions
is not much greater than that for all admissions; and it cannot be claimed that mental hospitals
receive only cases which have failed to respond after treatment in a psychiatric unit.

Fig. 8 provides three operational indices: the number of beds per psychiatrist; the number
of admissions per bed; and the number of admissions per psychiatrist. The number of beds per
‘psychiatrist in mental hospitals ranges from 16 in Iceland and 26 in Bulgaria to 172 in Luxembourg
and 200 in France. Even where the majority of beds are occupied by chronic long-stay patients
receiving little active therapy, ratios of such magnitude as the last seem likely to impose an
excessive burden, and perhaps to contribute to chronicity. On the other hand, there is far less
diversity in the range of beds per psychiatrist in psychiatric units, where responsibility for
beds varies from approximately 10 to 25.

The turnover rate in mental hospitals as measured by the number of admissions per bed per
annum ranged from 0.4 in the Netherlands, 0.5 in Spain and 0.6 in Luxembourg to 4.3 in Iceland.
There is a clear correlation here with the number of beds per psychiatrist, and other sources
of information demonstrate a further link, as might be expected, with the proportion of long-stay
patients found in mental hospitals. The relatively high turnover rate in Bulgaria, Denmark,
Yugoslavia, Poland, Czechoslovakia and Sweden may be due to the selection of cases with a favour-
able prognosis, or more likely, to a flexible discharge and readmission policy which can be sup-
ported by extensive outpatient facilities. However, the much greater activity in psychiatric
units in non-psychiatric hospitals, with their better staffing ratios, is striking in comparison
with the turnover in mental hospitals.
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NUMBER OF BEDS IN HOSPITALS AND UNITS PER 1000 POPULATION, COMPARED
WITH THE RATIO OF OUTPATIENT ATTENDANCES TO HOSPITAL ADMISSIONS
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Fig. 8
NUMBER OF BEDS PER PSYCHIATRIST, ADMISSIONS PER BED AND ADMISSIONS PER PSYCHIATRIST
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The last column of fig. 8 reflects the results from the other columns and shows that a high
number of admissions per psychiatrist can be due either to the large number of beds for which he
is responsible, as in France, or to a high turnover rate, as in Denmark.

When considering the data in figs 7 and 8, it should be remembered that admission rates
depend not only on the availability of beds but, indirectly, on the extent and organization of
extramural facilities, on staff attitudes, and on sociocultural values. While it is possible
to draw certain broad conclusions from the figures, the very wide range of the operational in-
dices emphasizes the importance of local factors, and the need for caution in any interpretation
of implied activity.

4.1 Length of stay in hospital

The WHO Expert Committee on Mental Health, in its third report,1 recommended careful study
of the average length of stay for various patient groups (less than 1 year, 1-5 years, more
than 5 years) so as to select the best period for minimizing the risk of institutionalization
on the one hand, and the harmful effects of repeated re-admission on the other. The distribution
of resident patient populations by age, sex, diagnosis and length of stay can be monitored
through a routine census repeated at intervals in order to gauge the fluctuation in chronicity
in various patient groups. Fig. 9 gives a simple count of the numbers of patients resident in
mental hospitals and units on a given day according to their length of stay. Despite the impor-
tance of such data for planning and administrative purposes, only ten countries were able to
provide this information. The figure shows that in each reporting country except Poland and
Romania, more than one-third of patients had been resident for more than five years, while in
Malta, the Netherlands, Norway and Northern Ireland, fewer than 257 of mental hospital beds were
available for short-stay admissions.

It is difficult to pinpoint any single factor as determining the size of the long-stay pop-
ulation in mental hospitals. The significance of adequate staffing ratios has been discussed
above. Ease of access and the availability of beds is another important factor; it is widely
accepted that if beds are available and empty, they will be filled, but an energetic discharge
programme must complement a liberal admission policy. The development of pre-admission screen-
ing procedures, and post-discharge rehabilitation services, both of which foster the participation
of the family doctor or primary physician, may indirectly play the most important part in reducing
the size of the problem. It should be possible in the next decade to evaluate the impact of
mobilizing extramural resources in those countries which are committed to such policies.

A second approach to exploring the duration of stay in hospitals is illustrated in fig. 10,
which gives the proportion of patients discharged from or dying in hospital after being there
from one to five years or more. It can thus be calculated that, in Czechoslovakia, Denmark,
Hungary, Iceland, Poland, Sweden and Northern Ireland, more than 95% of patients are discharged
(or die) within the first year of admission; this may perhaps be related to the favourable
staffing ratio of these countries in contrast to the position in France and the Netherlands.
Fig. 10 also shows by implication that relatively large numbers of patients can still be dis-
charged in the second to fifth year after admission, though it might also be deduced that when
discharge does not take place within a year of admission, the odds increase that the duration of
stay will be prolonged more than five years. Be that as it may, experience suggests that more
effort should be directed towards rehabilitation and discharge of the "medium~term" mental hos-
pital population, who have been in hospital one to five years, while there is still the possibil-
ity that they will have retained some of their basic skills. At any rate, the active interven-
tion of adequate numbers of staff would seem to favour the prospects for discharge.

1)WH0 Technical Report Series, No. 73, 1953 (Third report of the Expert Committee on Mental
Health
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PERCENTAGE DISTRIBUTION OF PATIENTS IN PSYCHIATRIC HOSPITALS ON A GIVEN DAY, BY LENGTH OF STAY
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4.2 Services for the mentally retarded

With the exception of Denmark, national authorities responsible for health and welfare ser-
vices for the mentally retarded have some difficulty in describing their total resources for the
care and treatment of this group, but in Denmark, all efforts are coordinated centrally through
the Danish National Service for the Mentally Retarded. Difficulties in gathering information
are not surprising, as can be seen in table 1, showing that many central, local and private
agencies are involved. In addition to the Ministry of Education, nearly always involved, other
ministries include those responsible for social security, internal affairs, labour, culture and
recreation. Some of the mentally retarded need very little, if any, psychiatric or nursing care,
and are accommodated in boarding schools, nursing homes or other private institutions which are
often not included in the national mental health information systems. Table 11 shows such data
as were reported in this survey on beds for the mentally retarded in separate institutions.

These figures are almost certainly incomplete, because it is not known how many patients with no
disability except mental retardation are actually housed in institutions for the mentally retarded.
The range in numbers of beds in this category that were reported extends from none at all in
several countries to 1.9 per 1000 population in Denmark; however, eight countries were unable

to supply any data on the subject.

The results of the Regional Office enquiry on resources for the mentally retarded proved
unsatisfactory, and a special study was mounted in certain pilot areas in different European
countries. Schedules for collecting relevant information were agreed by a Working Group on
Data Collection and Classification in Services for the Mentally Retarded,l and the analysis of
the completed schedules is included in the report of a Regional Office Conference on the Care
of the Mentally Retarded in the Community.

4.3 Psychogeriatric services

Elderly persons with mental illness are recognized by most countries as a group of patients
with special needs arising from the complexity of the health and social problems associated with
their care. The incidence and prevalence of psychogeriatric disorders increases in all countries
in proportion to the increased expectation of life and the overall aging of the population. In
some countries, almost half the beds in mental hospitals are occupied by persons aged 65 or over,
often because there is a shortage of more appropriate provision in ordinary geriatric hospitals,
or because (though such persons require only minimum medical and nursing supervision) social care
and support cannot be provided in special hostels for the elderly or elsewhere in the community.

Table 1 shows that a wide range of national and local authorities, together with private
and voluntary agencies, are involved in providing services for this group, but few countries can
give a comprehensive picture of their overall resources, especially in regard to social support
in the community and non-hospital residential care. Fig. 11 gives a summary of information
obtained on provision of hospital accommodation for psychogeriatric patients. Fifteen countries
could give only partial information, and only Sweden and the United Kingdom could provide all
the data requested. In the figure, countries are arranged by descending order of the percentage
of elderly people in the population. Contrary to expectation, the proportion of admissions
from this age-group does not conform to the population structure. Switzerland, for example,
with 11.4% of its population aged 65 or over, has more admissions than Sweden, where 13.5% of
the nation is over the age of 65. While the proportion of the resident mental hospital popula-
tion aged 65 or over may be partly due to the aging of its own long-stay chronic patients, the
high proportion of first admissions in most countries probably points to the lack of geriatric
hospital provision, of welfare homes for the aged and of suitable community support.

Working Group on data collection and classification in services for the mentally retarded,
Barcelona, 1972, Copenhagen, WHO Regional Office for Europe, 1972 (Document EURO 5416 I11)

2 World Health Organization, Regional Office for Eurcpe ( ) The care of the mentally
retarded in the community; Report on a Conference, Copenhagen (In preparation)




Fig. 11
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The dearth of information about psychogeriatric services prompted the Regional Office to
organize a special study on the subject,' complementary to the studies on services for the

mentally retarded mentioned above. The first part of the psychogeriatric study was concerned
with collecting relevant sociodemographic data and descriptions of all resources available in
different pilot areas participating in the study. The second part involved an assessment of the

capabilities of a sample of elderly persons in different types of facility, with an analysis of
their needs and of the suitability of their current placement.

4.4 Community mental health services

In modern European psychiatric practice, the term "community service" has particular refer-
ence to the output and activities of the network of interdependent facilities sited in that geo—
graphical or population catchment area which is designated as the responsibility of the medical,
nursing and social work staff of the mental health care system. Community services, in contrast
to those of the traditional mental hospital, seek to avoid admissions to hospital or to reduce
to a minimum the time spent there, and, as far as possible, to treat all types and stages of
mental disorder om an outpatient ambulatory basis, maintaining the patient in his normal social
environment with appropriate support from a variety of medical and social agencies, whose efforts
require coordination at local community level. Refinements of this general policy are provided
through the development of psychiatric units in the local general hospitals, so as to provide a
favourable alternative to the mental hospital, when admission is necessary; and the development
of sheltered industrial workshops as an adjunct to facilities directed towards the patient’'s
social rehabilitation and reintegration into the community.

The philosophy of this approach nowadays influences the mental health care policy of many
European countries. The main implications for organization can be summarized as: shifting the
emphasis from inpatient to outpatient services; reducing the number of beds in mental hospitals,
and expanding the numbers of psychiatric units in general hospitals; extending and varying the
contribution of the social services to the health care system; and securing the cooperation of
the many authorities and agencies involved in the prevention, treatment or rehabilitation of the
mentally disordered in the community. The size of the community seems . to be a critical factor.
Countries with practical experience of the community mental health approach suggest (on largely
empirical grounds) that this should comprise a population of 100 000 - 350 000 persons, perhaps
sub-divided into smaller "sectors" of 60 000 — 80 000, each the responsibility of a multidisci-
plinary "psychiatric team". Where possible, its boundaries should correspond with those of
local government authorities, and its configuration may be influenced by the population density
and demographic characteristics, by public transport communication channels and by the degree of
urbanization. The present survey has emphasized the importance of the political, social, eco-
nomic and administrative setting in shaping the eventual pattern of the cemmunity mental health
service, but its structure and organization are in practice determined by the general principles
outlined above. From among the examples which now exist in different countries, table 13 illu-
strates the similarities underlying the planning of district services in the United Kingdom and
the policy of sectorization now being implemented in France.

World Health Organization, Regional Office for Europe ( ) Prevention of mental disorders

in the elderly; Report on a Symposium, Copenhagen (In preparation)



Table 13

PROVISION OF COMMUNITY MENTAL HEALTH SERVICES FOR THE

MENTALLY ILL

France United Kingdom
(England and Wales)
Population (1969) 50 545 400 48 826 800
e
© 9 All physicians 119.6 115.7
§ E Physicians in mental health services 3.3 5.3
o é Beds in mental hospitals and units - current (projected) 230 (approx. 300) 280 (approx. 50-150)
(=Y
Population "sector" for psychiatric team 60 - 75 000 60 000
No. of psychiatrists per team 2 3
S . Short-stay beds (in general hospital unit) approx. 50 approx. 50 - 70
e 9 Day hospital places for adults 20 65
§ § Long~stay chronic beds (including psychoge;iatric) - 120
iy Beds in hostels for adults - 20 - 30
e Places in day-care social centres, sheltered workshops - 60

NOTE: in both countries:
(1) additional beds are required for children and adolescents, addicts, mentally ill offenders, etc.;

(2) child psychiatric services are organized on a regionmal basis, through amalgamation of several "sectors".



