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PREFACE 

The purpose of the World Psychiatric Association is to coordinate 
the activities of its Member Societies on a world-wide scale and to 
advance enquiry into the etiology, pathology, and treatment of mental 
illness. To further this purpose, the Association organizes mono- or 
multi thematic Regional Symposia in different parts of the world twice 
a year, and World Congresses dealing with all individual fields of 
psychiatry once every five or six years. Between these meetings the 
continuation of the Association's scientific work is assured through 
the activities of its specialty sections, each covering an important 
field of psychiatry. 

The programs of the World Congresses reflect on the one hand the 
intention to present the coordinating functions of the Association and 
on the other to open a broad platform for a free exchange of views. 
Thus, the VII World Congress of Psychiatry, held in Vienna from July 
11 to 16, 1983, was composed of two types of scientific events - those 
structured by the Association and those left to the initiative of the 
participants. The first type comprised Plenary Sessions, planned by 
the Scientific Program Committee, anq Section Symposia, organized by 
the WPA sections; the second embraced Free Symposia, free papers, 
video sessions, and poster presentations prepared by the participants. 
Altogether, 10 Plenary Sessions, 52 Section Symposia, and 105 Free 
Symposia took place, and 78 free papers and poster sessions and 10 
video sessions were held. 

The editors of the Proceedings of the VII World Congress of Psy
chiatry were immediately faced with two major problems, namely how to 
deal with such a great number of presentations and how to present them 
to the reader. The only way to solve the first difficulty was to re
strict the Proceedings to Plenary Sessions and Symposia. The second 
obstacle was surmounted by grouping the Plenary Sessions and Symposia 
according to their scientific content, which meant waiving the chrono
logical order of the Congress. In order to achieve reasonable uni
formity in the lengths of the volumes, it was not possible to devote 
each of the eight books comprising the Proceedings to a single theme. 
Nevertheless, we hope that the final arrangement will enable colleagues 
interested in only certain subjects to restrict their purchases to the 
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particular volume or volumes of their choice. The Proceedings in 
their entirety, however, represent a complete and comprehensive 
spectrum of the current areas of concern in psychiatry - the state 
of the art. . 

We are greatly indebted to our colleagues Rainer Wolf and 
Kenneth Thau. Their untiring efforts made the publication of these 
Proceedings possible. 

Peter Berner 

Secretary General, WPA 
at the time of the VII 
World Congress of Psychiatry 

President, Organizing Committee 
VII World Congress of 
Psychiatry 

Chief Editor, Congress Proceedings 
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INTRODUCTORY REMARKS 

The World Psychiatric Association was born out of the Organizing 
Committee of the World Congress of Psychiatry. Thefirat World Con
gress, held in Paris in 1950, was an event of the utmost importance. 
For the first time, psychiatrists of the whole world met to exchange 
their ideas and experiences and to promote the progress of our spe
cialty. It later became obvious that such large congresses, convening 
every five or six years, needed to be complemented by a more permanent 
organization and by more frequent meetings smaller in scope and of a 
more specialized nature. The national psychiatric societies decided 
on the creation of a World Association which could assume all the re
sponsibilities connected with such a complex task. I had the honor to 
be elected President of this Association at the VI World Congres.s in 
Honolulu and to hold this responsibility for six years until the advent 
of the Vienna Congress. 

Whatever the importance of the various functions of the WPA, the 
organization of these World Congresses has remained its major task. 
It has become fashionable to criticize World Congresses because they 
attract too many participants, because the scientific presentations 
are not always of the highest quality, and because the multiplicity of 
the subjects discussed in simultaneous sessions obliges the partici
pants to limit attendance to only part of the entire program. Some of 
the criticisms may be justified, but the fact remains that such con
gresses fulfill an important function. The majority of the psychia
trists of the world are not highly specialized research workers but 
practitioners. Many of them live in countries where they are rela
tively isolated and where there is little opportunity for scientific 
interchange. The World Congresses, by presenting not only the latest 
technical discoveries but also general surveys through leading spe
cialists in the different fields of psychiatry, allow every partici
pant to keep abreast of the state of the art. There is no better 
opportunity to become acquainted with developing trends, and personal 
experience of this type cannot be replaced by the reading of scientific 
journals. Of course, the value of such Congresses depends on the care 
with which the program is prepared. The readers of these Proceedings 
will have the opportunity to convince themselves that the Austrian 
Organizing Committee, under the chairmanship of Prof. Peter Berner, 
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Secretary General of the WPA at the time of the Congress, has attained 
this goal, and that the scientific quality of the papers presented and 
now printed is worthy of the tradition of our World Congresses of 
Psychiatry. 

x 

Pierre Pichot 

President, WPA 
at the time of the VII 
World Congress of Psychiatry 

President, Scientific Committee 
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THE CONTRIBUTION OF SOCIOLOGY TO PSYCHIATRIC RESEARCH 

Heinz Hafner 

Central Institute of 
Mental Health 
D-6800 Mannheim 

INTRODUCTION 

It is a personal honour to me being invited by the 
organizers of the Congress to present a paper, but I 
should not leave unmentioned that the topic, I was 
persuaded to deal with in 20 minutes, caused me some 
headache. In order to get along with, I picked up only 
a few ideas of interest in a psychiatrist's view out of 
a large realm of thinking called sociology, and set them 
into a historical perspective. 

MAIN OBJECTIVES OF PSYCHIATRIC RESEARCH 

The conditions of mental health care and the 
objectives of psychiatric research determined by them, 
have been changing since the turn of this century. Under 
the title of "Social dimensions of mental health", in 
1981 the World Health Organization pointed to the strong
ly increasing amount of chronic ill health and mental 
health problems allover the world. Long-term disease in 
general and mental disorder in particular threaten the 
social functioning of individuals and also burden the 
network of social relations. Society itself, which should 
support the individual, often has to bear a great load: 
Extreme population density or rapid sociotechnical 
changes endanger for instance the basic sociocultural 
structures. "The social and behavioural sciences have 
an important contribution to make to the understanding 
of illness and the care of patients", as the sociologist 
E. Mishler expressed it in 1981. 



According to Sam Guze's (1977) editorial on the 
future of psychiatry in relation to the social sciences, 
research in mental disorders is multimethodical by 
nature; it must apply those biological, psychological or 
sociological methods giving adequate access to its 
subject. Such a fruitful collaboration of sociologists 
and psychiatrists - and of course also of behaviourists -
does exist in fact, for instance in the field of 
psychiatric epidemiology. However, there are also many 
wearing theatres of war which burdened the relationship 
of the two disciplines to each other. 

Sciences are also determined by their tradition of 
thinking. Psychiatry prefers paradigms which are guided 
by the biological model of morbidity and by psychological 
theories of personality. It starts from the individual 
as a research unit. 

Sociological approaches start from aggregates of 
individuals constituting a social system, as Inkeles 
(1959) defined. Thereby, a range of phenomena, no less 
complex, comes in, such as the characteristics of social 
roles, structures, and institutions. The combination of 
both ways of approach to explain the influences of 
social processes on the individual morbidity risk has 
remained a question that is difficult to solve, as was 
shown by Lee Robins (1978). 

THE INFLUENCE OF MACRO SOCIAL THEORIES 
ON PSYCHIATRIC RESEARCH 

The study on suicide by the French sociologist 
~mile Durkheim published in 1987, is the historically 
most important contribution of empirical sociology to 
psychiatric research (Cooper and Morgan, 1973). Durkheim 
verified his hypothesis of a relation between frequency 
of suicide and social anomia on three levels. He ex
plained his confirming results by the fact that the 
integration of an individual in society, in church 
institutions, and in the family conveys the acceptance 
of norms which regulate the individual behaviour and 
are clearly directed against suicide. Unfortunately, 
the latter aspect, the immediate effect of a certain 
social norm on individual behaviour, can hardly be 
applied to mental illness. 

The essential aspects of Durkheim's theory of 
anomia - the blurring of norms, social structures, and 
relations - found a broad reception and became the basis 
of advanced theories of social alienation, social dis
integration or isolation. 
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Durkheim's second brilliant hypothesis for ex
planation, the function of family support - in his own 
words: "There is some kind of moral support that lets 
the individual take part in collective forces instead of 
throwing him back at himself, and thereby strengthens 
him, when he feels to be at the end of his tether" 
(Durkheim, 1897) - is having a real renaissance in 
present psychiatric research. 

REGIONAL CHARACTERISTICS AS INDICATORS 
OF SOCIAL AND PSYCHIATRIC PATHOLOGY 

With a study on the sociospatial distribution of 
mental disorders published in 1939, Faris and Dunham 
introduced the method of social ecology coming from the 
Chicago school of community sociology. They found the 
highest rates of first admissions for schizophrenia and 
for senile psychoses in the socially disorganized centre 
of the city, where also social pathology concentrated 
with high rates of criminality and suicide. 

Only part of their findings was verified. The social 
topography of a community is determined by sociospatial 
migration proceeding more or less rapidly, which, as a 
consequence, also changes the distribution patterns of 
health problems. 

However, the socioecological approach is still of 
interest for identifying mental health problems and high 
risk areas in communities and for planning and evaluating 
services. 

At first, Faris and Dunham gave a causal explanation 
for the relation between social disorganization and the 
risk for schizophrenia: The loss of social relationship 
would lead to seclusion, and in socially isolated persons 
the loss of social control would produce inadequate 
behaviour, delusions and hallucinations (see Faris and 
Dunham, 1939). 

The criticism they were exposed to turned out to be 
fruitful for psychiatric research in two different 
respects: 

(1) Robinson (1950) first pointed to the 
"ecological fallacy". It says that from 
morbidity rates in larger units one cannot 
deduce similar rates in smaller units or 
identical correlations On the level of 
individuals. 
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This was the reason for developing the multilevel 
analysis (Hummell, 1972: Welz, 1975), which for instance 
was applied by Dalgard (1980) in the study on individual
and area-related social variables associated with the 
risk for mental illness in Oslo. It was also applied in 
the study on the risk for committing suicidal attempts 
carried out by Welz (1979) in Mannheim. 

4 

(2) The second objection, first ~aised by 
Myerson (1940), sets the alternative hypothesis 
of social selection against the hypothesis of 
social causation. Dunham (1965) tested both 
models of explanation in a second, carefully 
designed study in Detroit, in which he controlled 
the social mobility before the onset of the 
disease. Part of the elevated risk for schizo
phrenia in underpriviledged areas and occupations 
was to be explained by social selection. Among 
others, ~degard (1972) confirmed Dunham's 
findings by longitudinal data of the Norwegian 
register of psychoses. 



THE ASSESSMENT OF RELEVANT VARIABLES 

(1) The Dependent Variable: 
mental health oroblems and psychopathology 

In 1957, Leighton called the insufficiencies in the 
definition and assessment of the dependent variable 
"psychopathology" to be the major problem of social
psychiatric research. I have to confine myself to say 
that since then, the definition of cases, the systems of 
classification, and the instruments for measuring mental 
health dimensions have been considerably improved in 
many areas. 

(2) The Dependent Variable: 
social adjustment or disability 

The classification of social behaviour in mental 
disorders - e.g. laid down in the International Classi
fication of Impairment, Disabilities and Handicaps 
(WHO, 1980) - and its assessment have also been making 
considerable progress, as Myrna Weissman (1975) showed 
in a survey on 15 scales for assessing social adjustment. 
A prerequisite for these advances was the concept of the 
social role originating from the American sociologist 
G.H. Mead (1934). This concept allows the assessment of 
an individual's social performance with respect to the 
expectations and norms of his referent group (Weissman, 
1975; Cooper, 1980). Irrespective of some questions still 
unsolved - such as the problem of norms in role per
formance - sociology made an essential contribution to 
the inquiry into the social dimensions of course and out
come of psychiatric disorders by introducing the concept 
of social roles. 

(3) The Independent Variable: 
socioeconomic class and social status 

The classification of a population in social classes 
or status groups basing on different theoretical 
traditions brought to psychiatry the advantage of a 
quantifiable "independent" variable. The main dimensions 
that are mostly used for setting up a multiple index, are 
family income, education, and occupational status. Since 
the first epidemiological studies, carried out jOintly 
by psychiatrists and sociologists - e.g. by Hollingshead 
and Redlich (1958), Srole et ale (1962), Leighton et ale 
(1963) -,had found an association between low social 
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status and poor mental health, their findings have mostly 
been verified by a very large number of investigations 
made in numerous countries (see Gruenberg and Leighton, 
1965; B. and B. Dohrenwend, 1969, 1980). However, mental 
illness is only one aspect of a more extensive misery. 
Low social status also involves poor physical health, 
high mortality, insufficient helpseeking behaviour, and 
various risk factors. 

For explaining why mental disorders are not equally 
distributed over classes, quite a few interesting socio
logical models were applied, e.g. the model of the effects 
of class-specific sub-cultures on different processes of 
socialization (Parsons, 1951; Merton, 1938; Kohn, 1972) 
or the concept of varying strain and coping mechanisms 
according to social class (Srole et al., 1962; B. and B. 
Dohrenwend, 1974). The inconsistency of the results does 
not allow to draw far-reaching conclusions at present. 
Those variables explaining the largest proportion of the 
variance in poor mental health occurring in the lowest 
status group, are factors of low complexity, such as 
low family income and low level of education. 

Finally, we should not forget that social status 
has become an important background variable, the control 
of which reduces the sources of errors made when assessing 
the influence of other criterion variables, such as the 
influence of biological or psychological parameters on 
psychopathological indices. 

LIFE EVENTS AND SOCIAL SUPPORT 

Let me return to the critical question of social 
factors possibly influencing the individual morbidity 
risk: With the analysis of social networks first applied 
by the sociologist Elizabeth Bott in London (1957), we 
seem to have made a step forward towards the explanation 
of some microsocial processes contributing to the 
inception or chronification of various psychiatric dis
orders. As Susser (1981) recently stated, the social 
network analysis made it possible to reintroduce a 
classical model of disease inception into the so-called 
life-event research: the triad agent, environment, host. 

This model implies for instance (1) life events as 
'agents', (2) internal coping resources as immunity or 
vulnerability factors, and (3) external resources of the 
social network as situational factors, which cushion or 
exacerbate the impact of stressful events (Brown et al., 
1972) . 
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The model has been used for testing the influence 
stressful events and insufficiencies of social support 
have on the risk for neurotic disorders (Henderson, 1978), 
depressive states (Brown and Harris, 1978) and on social 
adaptation in the course of chronic depression and other 
diseases (Surtees, 1980; Surtees and Ingham, 1980; Lin 
et al., 1979; Mueller, 1980). 

Social networks can provide for instance emotional 
warmth, attachment, esteem, and cognitive support, or 
fail to do so. It is often neglected that they may also 
convey negative influences, like dependency or patterns 
of destructive behaviour. Two examples for this may be 
the spread of heroin abusing (De Alarcon, 1969; Welz and 
Niedermeier, 1980; Hafner et al., 1983) by social 
networks. 

The investigation of supportive and of destructive 
factors in connexion with psychosocial strain and coping 
resources enriched the classical psychiatric theory of 
the inception of reactive disorders. JOintly with vul
nerability, biological reaction patterns, and stressful 
events, they may have an effect on the onset and course 
of diseases. 

In view to the main problems psychiatric research 
is confronted with - i.e. chronic diseases and mental 
heal th problems - such 'practical' paradigms, w'hich 
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sometimes even seem trivial, but at the same time provide 
an approach to intervention and to smal~er steps towards 
explanation, are still more fruitful for psychiatric 
research than sociological theories of long range. 

CONCLUSION 

As I mentioned in the beginning, I have tried to 
cope with an unsolvable problem: the description of the 
influence of sociology, a rather extensive and partially 
chaotic discipline, on a not very dissimilar science in 
20 minutes time. Thus, I had to confine myself to rather 
selective and general views. I hope to have shown at least 
that in large oases of high-standard research this 
influence proved to be fruitful and free from anti
psychiatric ideologies. 
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FAMILIAL FACTORS IN DEPRESSIVE DISORDERS: CHILDREN AT RISK 

Myrna M. Weissman 

Yale University School pf Medicine 
Department of Psychiatry 
904 Howard Avenue, Suite 2A 
New Haven, Connecticut 06519 

The topics of the two plenary sessions for today are concerned 
with the sociological and with the genetic aspects of psychiatry. 
The study of familial factors as risk for a psychiatric disorder 
could be presented in either session. Family studies are useful 
precisely for their ability to bridge both genetic and environmental 
risk factors in disease. 

~~ile the dichotomy between genes and environment may seem 
simple (genes are transmitted in the chromosomes received from one's 
parents and the environment consists of the things to which one is 
exposed after conception) with an increasingly greater understanding 
of diseases this dichotomy has become less clear. l No disease is 
determined solely by genes or by environment, nor by anyone single 
cause. Rather than ask whether a disease is caused by genes or 
environment, one should determine the limits and characteristics of 
the factors that produce each kind of disease. 

In studies of families the observation that certain disorders 
cluster in families raises the question as to what extent the familial 
recurrence is due to the repetition of specific gene combinations in 
families, and to what extent it is due to shared environmental fac
tors. Twin and cross-fostering studies provide the most powerful 
methods for detecting genetic etiology. Family studies, while less 
conclusive, can provide a considerable amount of information about 
a variety of risk factors contributing to the development of a dis
order. A study of children is particularly useful as early signs 
of the disorder, and the factors contributing to their onset, may 
be detected. 
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Our interest in the children of depressed parents began over 
ten years ago when we observed that acutely-ill depressed women, 
compared with normal nonpsychiatrically-ill women in their neighbor
hood, were more irritable and resentful of their children, as well 
as less affectionate and involved with them. 2 Moreover, the chil
dren continued to manifest many problems long after their mother's 
recovery. Because these earlier studies focused on the social and 
interpersonal relationships of depressed women, the children's 
problems were not systematically assessed. 'These studies, however, 
led to our current interest in genetic-family studies of children 
of depressed parents. This paper summarizes our preliminary data 
comparing the offspring (ages 6-18) of probands with major depression 
to the offspring of normal controls. It differs from many previous 
studies in that: 1) a matched control proband group is included for 
comparison purposes; 2) DSM-III diagnoses are made on children; 3) a 
large sample of children is included; and 4) best estimate diagnoses 
in children are made blindly with respect to the clinical status of 
the proband. However, this is a pilot study in that the data are 
based on parents' reports of their children rather than direct assess
ment of the children. 

We now have under way a large-scale study incorporating direct 
interviews of these children. 

METHOD 

The subjects studied were the children, ages 6-18, of probands 
from a family-genetic study of affective disorders in adults. The 
probands of the children studied were adults (18 years and older) 
and derive from one of the following groups: severe major depres
sives (with severity defined as hospitalization) (N=44); mild major 
depressives (i.e., ambulatory, never hospitalized) (N=89); or a normal 
never-psychiatrically-ill control group (N=82) drawn from a community 
sample in New Haven, Connecticut. In this report the results from 
the severe and mildly ill depressed probands are combined in order 
to increase the sample size of children. Thus, there were 215 pro
bands. Of the 215, 100 probands had 194 children between the ages 
of 6-18 years. 

The proband groups were white and group matched by age and sex. 
All of the depressed probands were primary non-bipolar depressives. 
The diagnostic assessment of the probands was based on RDC criteria 
following a modified SADS-L interview. The full details of that 
study, including design, diagnostic procedures, and findings, have 
been described elsewhere. 3- 7 
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SUMMARY 

The findings showed: 

1. Children of depressives are at increased risk for psycho
logical symptoms, treatment for emotional problems, school problems, 
suicidal behavior, and DSM-III diagnoses. The magnitude of the risk 
is increased threefold for any DSM-III diagnosis in the children of 
depressed probands compared with the children of normal probands. 

2. Major 
in children of 
tion anxiety. 

Depression is the most common psychiatric disorder 
depressives, followed by attention deficit and separa
Multiple diagnoses are cornmon. 

3. The risk to children of major depression and of any DSM-III 
diagnosis increased linearly if both parents were psychiatrically ill 
than if only one or neither parent had psychiatric illness. 

4. The proband's current age, sex, social class, number of 
children, childhood history of behavioral problems such as stuttering, 
enuresis, sleepwalking, or separation from their own parents did not 
increase the risk of major depression or any DSM-III diagnosis in 
his/her children. 

5. The significant predictors of risk to children were early 
onset of the proband's depression, an increased number of the pro
band's first degree relatives who were ill with any psychiatric 
disorder and/or major depression, and if the proband was divorced, 
separated or widowed. 

These findings are provocative and, in future reports, will be 
explored more fully according to severity and subtype of parental 
depression, and by timing the onset of disorders in children. The 
implications of these findings for understanding gene-environment 
interactions will be examined on the basis of the data reported 
here, and the most comprehensive data we are now collecting through 
the direct interviewing of these children and through the study 
of their first-degree relatives. 

This study is presented to illustrate an approach to integrating 
sociological and genetic factors in the study of psychiatric dis
orders. It is our conviction that an integrated approach will be 
the most informative and that systematic studies of biological 
families will be fruitful. 
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THE CONTRIBUTIONS OF SOCIOLOGY TO THE UNDERSTANDING OF MENTAL 

DISORDER 

David Mechanic 

Rutgers University 
New Brunswick, New Jersey 

Social forces affect almost every aspect of mental illness 
ranging from its occurrence and expression, and how it is 
interpreted, to control and remedial efforts. Thus it is difficult 
to conceive of a mental illness process outside the contours of a 
particular culture and society. Genetic and other biological 
precursors interact with sociocultural influences affecting the 
prevalence and course of disorder and the degree of misery and 
disruption it causes. 

Sociologists focus on how personality is developed and 
affected through processes of interaction and association in 
families, peer groups and communities. Within the context of a 
social conception, mental illness is in part a consequence of 
strain in social roles, failures in appropriate learning, or rapid 
social and cultural changes that overwhelm individual adaptation. 
These social factors interact with genetic and other biological 
propensities and generate varying rates and intensities of 
disorder. 

The study of social factors is required to understand the 
determinants of disorder, alternate modes of expression of 
equivalent biological propensities, or the substitutibility of 
response. How are we to equate findings of greater prevalence of 
depression among women and greater prevalence of alcoholism and 
personality disorder among men? Are these independent processes or 
alternative manifestations of comparable inner distress? Why is it 
that Chinese populations are found to have high rates of 
neurasthenia, accompanied by vegetative physical symptoms 
associated with depression, but low rates of affective symptoms? 
Culture obviously influences the expression of inner states, but 
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the range and limits of such constraints remain unknown. Existing 
evidence indicates that sociocultural factors profoundly affect the 
course of schizophrenia and other disorders; and that in some 
cultures rates of remission of schizophrenics is surprisingly high 
following the first episode. 

But society and culture affect more than the expression of 
inner states. There is overwhelming evidence that biological 
events, including heart rate, blood flow, skin temperature and most 
mental processes can be conditioned, and society and culture are 
powerful conditioning influences. While mental illness in one form 
or another is recognized in all cultures, and certain syndromes may 
be universal, their incidence may still be dependent on social 
forces. The evidence, while unpersuasive in respect to psychotic 
disorders, is overwhelming in the wide range of non-psychotic 
disorders of interest to psychiatry. 

The Role of Social Cohesion 

In his classic study of suicide, sociologist Emile Durkheim 
(1951) empirically explored the social correlates of suicide and 
theorized about the influence of collective processes on the 
individual's tendency toward self-destruction. The links between 
lack of social integration and a wide variety of social, 
psychiatric, and physical health indicators have been repeatedly 
documented (Merton and Nisbet, 1961). Although such findings are 
not always consistent, many of the discrepancies are attributable 
to varying concepts and definitions of integration and the 
different dependent measures used. The concept of integration 
embraces such diverse indicators as intimacy, participation in 
family and friendship networks, activity in voluntary groups, and 
acquaintanceship. Also, community integration can persist under 
conditions of considerable societal disruption that complicates 
description. Persons are often extraordinarily creative in 
developing informal social networks that assist them and help 
sustain them in dealing with adversities. Such supportive systems 
have been found in combat groups, prisons, concentration camps, and 
even mental hospitals (Mechanic, 1974). People often establish 
their own islands of stability in the midst of great instability. 

Although there is a long history in social science research of 
examining social integration at the societal level in relation to 
varying dependent variables, it is only more recently that 
attention of researchers has turned to measuring social integration 
or social support as protective factors that insulate individuals 
in stressful situations from social and psychological breakdown. 
It is increasingly recognized that social ties, intimate relations, 
and routine patterns of activity play an essential part in 
processes of coping and adaptation. A major difficulty is the 
varying definitions of support, integration, and cohesion, and the 
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lack of clear specification of the way they protect persons against 
assaults. 

Social supports contribute to social and psychological 
functioning in a variety of ways. At a broad level, social 
networks are sources of resources, information, assistance, and 
encouragement. When support is sufficient, it may contribute 
importantly to self-esteem and may even provide the central meaning 
in a person's life. Ties within social networks are complex, 
however, and may be sources of anxiety and unfavorable social 
comparison as weI] as providing opportunities for reassurance and 
tangible assistance (Mechanic, 1978d). Moreover, social ties often 
bring expectations, demands, and obligations that may be further 
sources of strain. Thus crude aggregate measures of memberships in 
social groups and community activities often fail to capture those 
aspects of community associations essential for understanding 
psychological functioning. 

At the core of the concept is the idea of an intimate 
attachment, and Brown and Harris (1978) have found that such 
intin~cy protects against depression while more conventional 
alignments do not. Intimacy is an essential mode of 
self-validation and often provides a basis for meaning and 
commitment. Less intimate attachments may provide assistance, 
information, encouragement, and other forms of nurturing, but may 
not be crucial to self-validation and self-esteem and thus may be 
less protective in situations of severe loss. Social integration, 
in contrast, as measured by involvement in voluntary organizations, 
community activities, neighborhood groups, and the like is more 
likely to reflect the individual's tie to established routine, 
rewarding associations, and a sense of stability. Such a concept 
is quite different from intimacy and may influence other aspects of 
functioning. It has been suggested that close community ties 
demand greater conformity, thus constituting a source of anxiety 
(Brown and Harris, 1978). We know too little about the way varying 
types of support function, but such measures are increasingly used 
in social psychiatry studies, and we are likely to clarify these 
concepts better in the future (Kaplan, Cassel, and Gore, 1977). 

Social Stratification and Psychiatric Disorder 

There is no concept more important to social science than the 
concept of social class. Such concepts may be used as a component 
of an overall theoretical interpretation as in Marxist social 
analysis or as a descriptive summary of the various cultures of 
individuals associated with education, occupation, income, and 
residence. Because most of the work relevant to psychiatry has 
been in this latter vein, the discussion focuses on social class as 
a descriptive concept. 
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While most epidemiological work in psychiatry treats social 
class as a descriptive variable, sociologists seek to understand 
what it is about varying social strata that account for the many 
differences found. Thus they focus on the way attitudes and 
values, modes of socialization, and patterns of typical 
associations may account for observed differences in achievement, 
interests, behavior, pathology and death. How, they ask, do 
different social class environments affect self-esteem, coping 
flexibility, ideologies, political responses, and values and 
aspirations (Kohn, 1977)? 

Although it had long been recognized that social class was 
linked to the prevalence of mental illness and to responses to the 
mentally ill, it was not until the late 1950s with the publication 
of the Hollingshead and Redlich (1958) study in New Haven that 
social class became a variable of major interest to psychiatrists. 
For several decades the epidemiological literature had documented a 
close link between social stratification and mental illness, 
particularly an association between social class and schizophrenia 
(Dohrenwend and Dohrenwend, 1969). The repeated observation of a 
disproportionate number of schizophrenics in the lowest social 
strata, noted in studies undertaken throughout the world, 
stimulated a continuing controversy concerning the interpretation 
of the association. The matter still remains unsettled, but more 
recent evidence argues that the disproportionate occurrence of 
schizophrenia in the lowest social strata is a consequence of 
genetic selection and either downward social mobility or failure to 
more upward with one's age cohort as a result of the debilitating 
consequences of the disorder (Turner and Wagenfeld, 1967; Mechanic, 
1978a. pp.2l4-22l). All of the studies, however, are sufficiently 
ambiguous to allow an alternative causation hypothesis to explain 
at least part of the observed variation. 

Kohn (1972), for example, has maintained that selection cannot 
account for the total effects attributable to social class. He 
suggests that schizophrenia is an outcome of a genetic 
vulnerability interacting with environmental stress and impaired 
ability to deal with it because of class-linked conformity 
orientations. He infers the existence of these orientations from 
values such as obedience, good manners, and cleanliness, and 
suggests that underlying these is a rigidly conservative view of 
man, fearfulness, distrust, and fatalism. Such orientations that 
make it difficult to adapt resourcefully, he believes, are linked 
with lower-class position and account for at least part of the 
frequently observed relationship between schizophrenia and social 
class. 

The importance of intervening variables is emphasized by 
recent studies of prognosis of schizophrenia, showing rates of 
remission of schizophrenia following an initial episode to vary 

20 



considerably and to be maintained over long periods of time (World 
Health Organization, 1979; Murphy and Raman, 1971; Waxler, 1979; 
Clausen, Pfeffer and Huffine, 1982). In the World Health 
Organization study, at two-year follow-up, 27 percent of 
schizophrenics had a complete recovery, with the proportions 
varying from 6 percent in Denmark to 58 percent in Nigeria. While 
patients in each country are not representative of the total 
population of schizophrenics in that nation, the findings, 
consistent with those of other studies, imply that we should be 
examining very carefully the impact of social expectations, family 
life, and interpersonal relationships on the course of 
schizophrenia. 

Social class has also been associated with such varied 
responses as definitions of psychological disorder, reactions to 
the mentally ill, pathways into care, types of care received, 
length of treatment, and retention and withdrawal from treatment. 
In brief, most studies find that the most favored and prestigious 
care is given to the affluent and educated. Although these 
findings are in large part attributable to economic capacity to 
purchase varying types of care, social class patterns have been 
noted even in circumstances in which there are no economic barriers 
(Myers and Schaffer, 1954). Studies in the United States indicate 
that in the last two decades the gap between the affluent and the 
poor in the use of psychiatric services has very much diminished, 
and that such services are more acceptable to a wide spectrum of 
the population (Kulka, Veroff, and Douvan, 1979). 

Social class has also been associated with depression, 
psychological distress syndromes, antisocial behavior, drug 
addiction, and other social pathologies (Robins, 1979). 
Increasingly, investigators are focusing less on the simple 
association and searching more carefully to identify the dimensions 
of life in varying social strata that account for differences in 
the prevalence of pathology. Brown and Harris (1978), for example, 
suggest that the high prevalence of depression in lower-class women 
is less a result of differential life events and more a product of 
greater vulnerability to such events because of life circumstances. 
Because most persons in the lowest social strata do not develop 
pathologies, class itself cannot serve as an adequate explanation 
of outcomes. However, class differences suggest various areas of 
difference worthy of etiologic exploration. 

Sex and Psychiatric Disorder 

Numerous studies report a higher prevalence of depression, 
neurosis, and psychophysiological and distress syndromes in women 
as compared with men (Weissman and Klerman, 1977; Mechanic, 1980). 
In contrast, men more commonly engage in antisocial behavior, 
aggressive risk-taking, alcoholism, and drug abuse (Robins, 1966). 
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There appears to be no consistent or large differences among men 
and women in the prevalence of schizophrenia (Dohrenwend and 
Dohrenwend, 1969). This epidemiological literature has contains a 
great deal of sociological speculation and some research, but the 
underlying theoretical issues are difficult to resolve. 

As with many other questions in psychiatry, the ambiguity of 
definition and uncertain boundaries of psychiatric disorder pose 
difficulties. One view is that the higher prevalence of depression 
and related problems among women reflects a real excess of mental 
illness in women. A contrasting view is that men and women express 
distress in various ways and that sociocultural influences lead men 
to express their problems more through antisocial activities while 
women complain more of intrapsychic and psychophysiological 
distress. From the latter perspective, the differences among men 
and women are much less significant if these various modes of 
expressing distress are taken into account. Newmann (1982) has 
illustrated in one large sample that differences in rates of 
depressive symptoms among men and women primarily occurs on less 
serious symptoms as judged by psychiatrists. It is not clear how 
this issue of definition can be resolved fully, and at this point 
it appears most productive to focus on differences in respect to 
individual diagnostic categories as compared with global 
definitions of psychiatric disorder. 

Some investigators, however, attempt to account for the 
alleged higher prevalence of psychiatric disorder among women in 
general (Gove and Tudor, 1973; Gove, 1978). The basic argument is 
that the differences reflect the strains in the social role of 
women in contemporary society, the stresses and frustrated 
expectations of the housewife role, and the discrepancies between 
education and preparation of women for adult roles and the 
realities of their daily lives. Although all of these issues may 
relate to the experience of distress, these constitute only a small 
sample of stressors for either women or men, and the literature on 
sex and psychiatric disorder concentrates almost exclusively on the 
strains associated with women's roles. 

The fact is, however, that in modern society women report more 
depression and anxiety than men. A variety of conceptions have 
been suggested to explain the female excess including biological 
differences, a greater sense of helplessness because of the 
position of women in society, learned cultural differences in 
recognizing and expressing distress, differences in accepting 
dependency associated with seeking help, and the like (Mechanic, 
1978c). It has been suggested that marriage is much more 
protective for men than for women, and some studies indicate that 
single women fare better than single men. 
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Other studies show that jobs may protect married women from 
depression. In a recent study we found a small protective effect, 
except when the working woman had minor children in the household. 
This was particularly true for women in families of lower income, 
and we believe that in lower income families the strain of working 
and raising children increases distress among married women. 

Illness Behavior, Help-Seeking, and the Societal Reaction 

Social factors not only affect the occurrence and course of 
psychiatric conditions, but also form the processes of 
identification, definition, and response to problems and symptoms. 
Indeed, the concepts of psychiatric disorder and illness behavior 
blend into one another, and often it is difficult to distinguish 
them. Many patients with diffuse complaints of psychological 
distress often seen at psychiatric outpatient departments, by 
primary care physicians, and by a wide range of other helping 
professionals do not have an identifiable clinical psychiatric 
disorder (Mechanic, 1978a, pp. 249-289). Some subgroup of patients 
can be viewed as having an exaggerated focus on self and sense of 
demoralization that reflect their illness behavior patterns as they 
have been shaped by developmental experiences (Mechanic, 1979). 

Patients with psychological distress and psychiatric illness 
and their loved ones have greatly varying propensities to recognize 
these problems, to accept the need for care, and to seek assistance 
from alternative professionals and social agencies. These 
responses are linked to social and cultural factors and are 
modified over time depending on changes in knowledge and potential 
for intervention, reduction in social stigma, increased education 
and sophistication, and changing social values. 

Studies of self-definition of psychological disorder indicate 
that persons with symptoms are more likely to view themselves as 
having a psychiatric problem and to seek psychiatric care when they 
are involved in a social circle with others who are in 
psychological treatment (Kadushin, 1969). Such social circles are 
characterized by particular values, life orientations, and other 
cultural predispositions; and those who seek outpatient care are 
more likely to have knowledge about such care resources and know 
others who have used such facilities. Help seeking involves a 
fairly elaborate selection process in which the patients often seek 
out forms of treatment or practitioners compatible with their 
particular perceptions, values, knowledge, and cultural 
inclinations (Kadushin, 1962). 

Not all patients with psychiatric problems recognize the 
difficulty or desire help. However, their behavior may become 
sufficiently visible, disruptive, threatening, or annoying to 
result in others taking action. The response of family, neighbors, 
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or community officials reflects not only the behavior being defined 
but also their own expectations, knowledge, understanding and 
tolerance, and their own needs. The processes through which social 
labeling of the mentally ill occurs and the influences on the 
societal reaction have received continuing study focusing on such 
issues as class differences in response and pathways into care 
(Hollingshead and Redlich, 1958), the role of bizarre behavior and 
instrumental performance on tolerance and demands that the patient 
be removed from community settings (Freeman and Simmons, 1963; 
Angrist et al., 1961), and family pressures on admission to and 
release from mental hospitals (Greenley, 1972). Although 
relationships between sociodemographic variables and social 
labeling reflect various intervening variables already noted, such 
as conceptions of mental illness, tolerance, knowledge, and 
understanding, there has been a continuing association noted 
between social class and the societal reaction. More affluent 
persons come into care through families and physicians, but the 
poor are more likely to arrive as a result of the intervention of 
police and other community agencies. Over time and with greater 
receptivity to psychiatric services, it appears that there is more 
willingness in all social strata to accept psychiatric care without 
coercive intervention. Moreover, with emphasis on the civil 
liberties of the mentally ill and greater tolerance of the mentally 
impaired in community settings, the public is more reluctant to 
intervene than in prior years (Stone, 1975,75-176). 

Despite greater receptivity to psychiatric care, there 
continues to be considerable delay in the recognition of 
psychiatric illness and psychiatric intervention, with patients and 
their families engaging in considerable efforts to normalize 
disturbing behavior. Often action is taken only after the family 
and community can no longer contain the bizarre and disruptive 
features of the patients' behavior (Clausen and Yarrow, 1955). 
This may result because the behavior is increasingly difficult to 
manage or because the needs and wishes of family members change, 
making it more difficult to contain deviant behavior. Bizarre, 
threatening, and grossly inappropriate behaviors are more likely to 
result in public intervention than poor social functioning and 
impaired instrumental behavior (Freeman and Simmons, 1963; Brown et 
al., 1966). Instrumental behavior is of greater importance in 
assessments made by more affluent and better-educated persons with 
stronger instrumental values. 

Just as entry into psychiatric care depends as much on social 
behavior and social judgments as on clinical states, release to the 
community is also influenced substantially by family desires and 
pressures, by the availability of community settings to house and 
support the patient adequately, and by community attitudes. Rapid 
deinstitutionalization of chronic mental patients in the United 
States and elsewhere has been highly dependent on income support 
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and medical care payment programs that have provided financial 
assistance allowing the retention of patients in communities 
(Scull, 1977). Such independent support has made it possible to 
retain in the community patients who lack potential kinship 
supports or whose families no longer wish to assume responsibility. 

Label~ng Theory and the Mentally III 

One of the major themes in mental health research in the 1960s 
was the effect of labeling on the occurrence and course of 
psychiatric impairment. Such theory and the work relevant to it 
have been a continuing source of vigorous controversy. Much of the 
difficulty evolved from a lack of specificity among proponents as 
to whether they were addressing issues of etiology, course, or 
treatment effects and whether the theory was focused on 
understanding impairment itself or the manner in which it is 
defined and how secondary disabilities develop. Proponents of 
labeling theory often appear confused them~elves as to their basic 
tenets. 

Much of the debate on labeling and mental illness has focused 
on the question of whether psychiatric disorders are illnesses or 
simply imposed definitions on persons who transgress various 
social, moral, and legal expectations (Szasz, 1974; Rosenhan, 
1973). To the extent that the later conception prevails, then 
labeling is a major cause of mental illness by definition. 
Unfortunately, the debate about the use of the medical model in 
psychiatry has generated more heat than light, and the discussion 
tends to focus more on abuses of psychiatry in various practice 
settings than on the scientific validity and practical utility of 
varying models for diagnosis and treatment (Mechanic, 1978b). 
There is very little basis in the research literature to support 
the contention that labeling processes contribute in any 
fundamental way to the occurrence of psychiatric disorder (Gove, 
1970; Robins, 1975). 

Although labeling theory has not contributed a great deal to 
understanding causation, it is a helpful and often powerful 
perspective for understanding the course of disorder, the magnitUde 
of social disability, modes of utilizing services, and patients' 
concepts of themselves and their conditions. Patients with 
comparable physical and psychological disorders display a wide 
range of adaptive responses. Some become totally incapacitated, 
dependent, and apathetic, while others maintain acceptable levels 
of functioning at least in some spheres. Labeling, social 
expectations, and opportunities for normal functioning or their 
denial all shape the expression and consequences of disorder. 
Social definitions affect the patients' self-image, sense of hope 
and efficacy, and willingness to remain actively involved in work 
or social activities. Labeling and assumptions associated with 
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varying labels imply expected levels of functioning and disability, 
and patients are highly sensitive to such social cues about what 
their capabilities might be. Labeling theory has again sensitized 
us to the importance of social definitions as constraints on 
behavior and the way such definitions can be used in the management 
of patients to sustain their involvement, bolster their 
self-esteem, and increase the quality of their lives (Mechanic, 
1977). 

Attribution Theory 

A major area of research in social psychology deals with the 
way people interpret the causality of events, and such research has 
great importance for psychiatry (Nisbett and Valins, 1971). 
Attribution theory is concerned with meaning in social action and 
the motives and traits attributed to oneself and others under 
various conditions. Particularly in respect to illness 
perceptions, an attribution approach examines the way people 
appraise their inner states and behavior and explain changes in 
feelings and experience, and the effects of such definitions on 
subsequent feelings and behavior. 

The dramatic shifts in the care of the mentally ill, in 
assumptions concerning their capability to remain in the community, 
and in definitions of the need for institutional care, are as much 
a product of changing attributions as they are of new knowledge. 
We have learned that to some degree normalization of symptoms and 
an emphasis on positive aspects of functioning may do a great deal 
to maintain and enhance social functioning. In the past, 
assumptions of the helplessness, irresponsibility, and 
dangerousness of the mentally ill contributed to exacerbating these 
reactions by isolating patients, stigmatizing them, and excluding 
them from ordinary social opportunities. 

Coping Theory 

In the last two decades the focus for study of social 
adaptation has shifted from ego defense processes to investigation 
of how persons actively attempt to shape their environments, how 
they deal with problems and challenges, and how they manage 
interpersonal relationships. This new emphasis has considerable 
potentiality for improving approaches to crisis intervention and 
for developing community care programs for sustaining chronic 
mental patients in the community (Lazarus, 1966; Coelho, Hamburg, 
and Adams, 1974). 

Adaptation can be viewed as reasonable compatibility between 
environmental and interpersonal demands and the capacity of 
individuals to deal with such demands. Dealing with expectations 
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and challenges involves three tasks. First, the individual must be 
motivated to meet the challenge, and such motivation is induced by 
sociocultural incentives and interpersonal pressures. Second, the 
person must have the necessary skills to manage varying aspects of 
the challenges confronted. Much of family socialization and formal 
schooling is directed at providing the problem-solving skills 
necessary for adult roles. Third, individuals must have means to 
control anxiety and discomfort not only to moderate pain and 
suffering, but also to allow effective involvement with the 
environment to continue. Successful defense may depend on a 
variety of factors including intimate ties, social support, and 
encouragement from others. 

The coping model that focuses central attention on active 
problem solving suggests very different emphases in working with 
many types of patients than a psychodynamic perspectfve would 
encourage. It argues for giving attention to the way patients deal 
with routine everyday events and for utilizing educational 
approaches to assist patients in coping more adequately. Treatment 
programs for chronic mental patients based on such conceptions have 
reported considerable success in rehabilitation relative to more 
conventional models of management of such patients (Stein and Test, 
1978). 

Social functioning depends on social expectations and on the 
extent to which activity, initiative, and responsibility are 
encouraged. The literature on custodial mental hospitals, as well 
as other custodial institutions, demonstrates that long-term 
confinement, institutional dependence, and inactivity results in a 
range of secondary disabilities and erosfon of skills and 
interpersonal associations (Goffman, 1961; Wing, 1962; Wing and 
Brown, 1970). Patients become apathetic, feel hopeless, and lose 
the ability to deal with ordinary problems of living. They also 
increasingly lose attachments to others and become isolated from 
patterns of mutual obligation. Although such "institutional 
neurosis" or "institutionalism" has been widely recognized, the 
basic effects are in no way limited to institutions, but occur 
commonly in community settings as well (Segal and Aviram, 1978; 
Estroff, 1981). Our knowledge of the settings that best promote 
functioning and satisfaction among chronically impaired patients 
still remains fragmentary, and we need much more specific knowledge 
of the way particular settings relate to specific types of 
handicap. 

In Conclusion 

I have taken you through a highly selective examination of the 
relevance of sociological research and theory for understanding 
mental disorder, neglecting many important areas. 
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In summary, sociological theory and research contributes to 
understanding not only social aspects of mental disorder, its 
progression, and its consequences, but also those forces that 
influence the way the mental health professions are organized and 
how they perform their various responsibilities. 
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SOCIOLOGY OF PSYCHIATRIC CARE SYSTEMS 

Raymond Sadoun 

Research Director 
National Institute of Health and Medical Research 
Paris, France 

To speak briefly on the sociology of psychiatric care systems 
is only possible if we confine ourselves to a few of the essential 
problems. The characteristics of these systems are of course closely 
related to the type of society in which they are used, and we will 
refer here only to those with which we are familiar. 

Since the psychiatric care systems we are familiar with are 
often proposed or chosen as models in other parts of the world, the 
following considerations could be of value for psychiatrists and 
mental health specialists in many countries. 

THE COMMUNITY MENTAL HEALTH CENTRE 

The system of psychiatric care recommended since the 1960s in 
the major industrialized countries is usually called community 
psychiatry. It is known in France as sector psychiatry. In this 
system, a community mental health centre becomes the basic element 
in the treatment and prevention of mental disorders. Nevertheless, 
in most of these countries private and public psychiatry exist side 
by side, and there are many voluntary associations active in the 
mental health field. These sectors sometimes work closely together, 
and sometimes they do not. 

Unlike the traditional psychiatric hospital, the community 
mental health centre is supposed to meet a number of requirements. 
It is situated where the people live and is responsible for all the 
mental health problems occurring in a defined catchment area. Together 
with inpatient. services, it provides a spectrum of outpatient and 
community services which enable the patient to receive treatment 
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without leaving his usual environment. The provision of these ser
vices by a multidisciplinary team leads to continuity of care. The 
community mental health centre is committed to prevention as well 
as treatment and social rehabilitation. To fulfil its functions, it 
works in close collaboration with the other health and social support 
systems. 

When the patient needs to be hospitalized, this hospitalization 
is kept to the minimum and takes place more and more often in the 
psychiatric unit of a general hospital. The creation within the 
general hospital, or elsewhere, of various psychiatric services, 
making it possible to deal with crisis situations at any hour of 
the day or night, also helps to avoid longer hospitalization. 

The introduction in psychiatric therapy of psychotropic drugs 
which can act effectively on delusions, severe affective disorders 
and anxiety, and which can be used by outpatients, has contributed 
strongly to the avoidance of long-term institutional care for many 
patients with severe mental disorders. 

To be really effective, community mental health centres need 
the active participation of the patient and the help of those around 
him, as well as that of the larger community. 

POSSIBLE CONSEQUENCES OF COMMUNITY PSYCHIATRY 

Shifting the centre of the care system from the psychiatric 
hospital to the community mental health centre can have several 
consequences which do not serve the patients' interests. 

The deinstitutionalization of the chronically mentally ill, 
whose outpatient care calls for the provision of new services, runs 
the risk of failure unless there is some assurance that the com
munity is prepared to live with them and meet their needs. 

Taking care of all the mental health problems in a given popu
lation requires a much broader range of services than provided by 
traditional facilities. Some prevention and rehabilitation activities 
are clearly outside the scope of health. This broadened range accord
ingly reduces the share of attention available for psychiatric 
demands and therapy. This trend may result in the provision of ser
vices that are more of a social than of a medical nature. 

The use of multidisciplinary teams, in which clinical psycho
logists, social workers, nurses, educators and occupational thera
pists work more and more with the psychiatrists, sometimes leads 
to a situation of excessive demedicalization. 

These tendencies are intensified by inadequate resources. All 
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too often, the centres cannot achieve their ambitions because their 
means are insufficient. This frequently prevents them from providing 
recently deinstitutionalized patients with appropriate treatment 
and decent living conditions. 

COMMUNITY TOLERANCE AND DENIAL OF PSYCHIATRIC REALITY 

As was pointed out earlier, the community care of mental 
patients demands that those around them and the society as a whole 
should be willing to meet their needs. It should not be forgotten 
that originally asylums were created, as their name implies, as 
shelters in which "lunatics" would be protected from the mistreatment 
to which they were exposed and given the care and assistance due to 
them from society, as soon as the pathological nature of disorders 
of the mind was recognized. If we wish to close down the large psych
iatric institutions where patients become chronically ill and are 
cut off from society, we must create substitutes which will provide 
protection for those who are too ill to take care of themselves. 

Although psychiatry and mental health have made considerable 
progress, it is not certain that the actual tolerance for the ment
ally ill, the marginals and the deviants is greater to-day than it 
was in former times. Furthermore, the living conditions of modern 
society certainly make it harder for many of them to adjust to their 
family, their working environment and their social group. 

Another danger is that of denying the unbearable nature of some 
disorders, the aggressiveness or destructiveness of some patients 
and the detrimental effects of their maintenance in the community 
on the mental health of those around them. Such effects are especially 
frequent when the necessary care and support are inadequate. 

An idealized vision of community psychiatry can thus place upon 
the lives of other household members, friends, neighbours and the 
society as a whole, a burden which they justifiably find too heavy. 
It then leads inevitably to negative attitudes and rejection of the 
patients, and furthermore puts psychiatry in danger of being itself 
rejected by society. 

INDICATIONS FOR PSYCHIATRIC HOSPITALIZATION 

Many mental health specialists to-day forget that the hospital
ization of mental patients in a specialized setting is still indicated 
in certain circumstances, and that inpatient services constitute an 
essential part of every mental health care system. 

As Gruenberg has pointed out, several major benefits from 
hospitalizing mental patients can be identified: their safety, 
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making a diagnosis, beginning a treatment, meeting a need for shelter, 
providing temporary relief for the people they live with, helping 
them realize that their troubles are of a pathological nature and 
that there is a possibility of treating them. 

In some cases, the patient is unable to co-operate and only 
involuntary commitment can ensure his or others' safety, but if the 
necessary time is taken to convince them, most patients will accept 
hospitalization voluntarily. Certain diagnostic procedures can 
require continuous observation for several days. Chemotherapy often 
has to be prescribed in high doses, and the nature of the disorder 
itself can call for isolation. It may be necessary to withdraw the 
patient from the constraints and stress of everyday life that over
whelm him. In cases in which the patient is a heavy burden on those 
he lives with, hospitalization can prevent the deterioration of his 
relationships with the occurrence of negative attitudes and aggres
sive reactions of rejection which, once they have been established, 
tend to be irreversible. Finally, in some cases, only hospitalization, 
judiciously used to this end, will enable the patient to acquire a 
deeper insight on his condition, accept the need for psychiatric 
help and realize that there are treatment facilities which are at 
his disposal if necessary. 

THE NEED FOR PROTECTIVE RESIDENTIAL FACILITIES 

Apart from the cases in which hospitalization is indicated, 
many chronic mental patients, unable to face the necessities of their 
daily life and without family or friends prepared to support them, 
should have the possibility of being helped and protected in adequate 
residential facilities while receiving outpatient care. 

Of course, there are great social disparities in these cases. 
Some privileged patients, provided their family agrees to it, which 
is far from always being the case, are able to lead a very protected 
life. For others, the vast majority, because of the considerable 
cost of their needs, it is the larger community that has to provide 
the means for their support. 

Without these means, the number of chronic mental patients and 
invalids who are more or less left to their fate can only increase 
and contribute to the ever growing population of homeless people. 
In the presence of some cases, one may come to regret that the life 
of an inmate they would have had in former times is no longer avail
able. 

Modern psychiatry is making two contradictory mistakes. On the 
one hand, it seeks to extend its field of interest to psychosocial 
problems which it is unable to solve, and on the other hand, it tends 
to deny or minimize the harsh reality of mental pathology. 
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THE MENTAL HANDICAP 

In recent years a number of countries have adopted legal measures 
aimed at providing assistance for all categories of handicapped 
people. The mentally handicapped represent, of course, a significant 
number of the people receiving assistance. Classifications are pro
posed, all based on the concepts of impairment and disability. In 
my opinion, they do not sufficiently take into account the specific 
nature of mental pathology. A psychopathological state does not 
amount only to a loss of mental functioning. The human mind has the 
capacity to overcome its deficiencies, to develop new modes of mental 
balance and even to use distressing experiences creatively. 

Another important problem is that the increasing use of computer
ization makes it necessary for modern society to protect its mental 
patients against the dangers to which they are exposed by the pos
sible interconnection of computer records. 

Consequently, while maintaining its objective of providing 
assistance where needed, society should give priority to helping 
mental patients make the best use of their aptitudes and avoid confer
ring on them, without the necessary caution, the status of mentally 
handicapped. 

CONCLUSION 

The success or jailure of community psychiatry will depend to 
a large extent on whether these considerations are taken into account. 

Mental patients risk being inadequately cared for and not living 
decently if, on the one hand, mental health centres, for want of 
sufficient psychiatric orientation, are led increasingly to neglect 
them and if, on the other hand, the community, for want of appropriate 
means, sufficient education and a realistic assessment of what is 
acceptable, is led increasingly to reject them. Hospitalization of 
mental patients is still indicated in several instances, though 
obviously not in outmoded conditions. It must never be forgotten 
that in many cases, community care is only feasible where protective 
residential and living conditions are available. Finally, and this 
is a fundamental point, mental patients recently freed run the risk 
of finding themselves chained in new ways if the status of mentally 
handicapped stigmatizes and isolates them again. 
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NOTES ON THE REL.EVANCE OF SOCIOLOGY 
FOR PSYCHIATRY IN LATIN AMERICA: 
THE CASE OF CALI, COLOMBIA 

Carlos A. Leon 

Department of Psychiatry 
Universidad del Valle 
Cali, Colombia 

I. INTRODUCTION 

It is only in the last decades that Latin American countries 
have begun to design community mental health programs which repre
sent an alternative to the traditional custodial model of psychiatric 
institutions. At present, several countries share a preoccupation 
to incorporate mental health plans into the general public health 
programs and it is precisely in this endeavor where social sciences 
may be particularly useful for better exploring the characteristics 
of populations, their attitudes, opinions and practices; their no
tions about mental disorders and their treatment; their demands to 
the services and the reciprocal expectations of the service pro
viders. 

As part of a wider effort to assess the health needs of the 
region and to test the feasibility of new programs, the Department 
of Psychiatry at Universidad del Valle in Cali, Colombia conducted 
several interdisciplinary research projects in the field of commu
nity mental health as related to social factors and this paper will 
be based on some of their findings. However, it may be useful to 
first offer a brief description of the place and its characteristics. 
Cali is a city which at the time of the studies quoted below had a 
population of about one million inhabitants. It is local ted in the 
South Western part of Colombia in the fertile Cauca river valley a 
region regarded as exceptionally well suited for agricultural pur
poses. Due to a steady flow of rural-urban migration, Cali has 
experienced a phenomenal growth during the last years, but in spite 
of increasing industrialization, the region is economically dependent 
on agriculture and most specifically on sugar cane cultivation. As 
it is typical of most of the semi-industrialized cities in Latin 
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America one can observe great contrasts between the life styles of 
an afluent minority and the big mass of the poor, between the two 
of which an emergent middle class is making itself visible. Oppor
tunities for education and occupational mobility are quite limited 
and the normative structure is based on the traditional Latin 
American culture, with family relations as the institutional axis 
for social organization. 

II. COMMUNITY IMAGES OF MENTAL DISORDER 

The following is a summary view of some of the findings ob
tained in several interdisciplinary studies focusing on issues of 
common concern to sociology and psychiatry. 

In a study about community opinions on mental disorder and 
its treatment in Calil using a stratified random sample of 800 
people, the respondents show themselves relatively ignorant about 
causes and characteristics of mental disorder but they evidence a 
marked tendency to conceive mental disorders as caused mostly by 
physical factors. In fact, 50% of the respondents attribute mental 
disorders to physical causes, 27% to psychological causes and 14% 
to social causes. Physical manifestations are stated as a charac
teristic of mental disorder by 17% of the informants. A linguistic 
survey on terms used popularly to designate a psychotic person2 
also found that mental disorder is primarily conceived as a phys
ical factors was more frequent in the lower class, whereas respon
dents in the middle class showed a tendency to invoke social causes 
and those in the upper class favored psychological factors. 

A comparison of responses obtained in the survey of the general 
population 1 with those from a sample of 333 representing several 
types of medical and para-medical personne13 shows that doctors 
also tend to conceive mental disorder in somatic terms. Graduate 
nurses often mention psychological causes while auxiliary nurses, 
social workers and psychologists favor social causes. 

General population respondents also show a high degree of 
confidence in the professional ability of psychiatrists to treat 
mental disorders, (92% positive answers) as well as a good opinion 
about the psychiatric hospital1• 

In a study designed to explore feelings and attitudes of rejec
tion of the mentally ill in Cali4, it was found that only 50% of 
the respondents would not accept an ex-patient of the psychiatric 
hospital as next door neighbour; 12% would not accept him or her 
as work mate and 52% would reject him or her as spouse. These 
proportions are lower than any other quoted in the literature, with 
the exception of those found in a study conducted in Costa Rica5• 

In regards to notions about how mental disorder is distributed 
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in Cali, respondents in the aforementioned sample of medical and 
para-medical personnel6 offered the following global opinions: 
insanity is more frequent in the female sex according to 46% of the 
respondents; equally distributed among the two sexes according to 
27%; more frequent among men according to 22% of the respondents 
and 5% do not know. Most of the respondents estimate that the age 
of onset for mental disorders is around 20 years. In regard to 
social class, 39% of respondents believe that insanity is more fre
quent in the lower classes; 32% more frequent in the middle class; 
7% more frequent in the upper class; 10% believe it is equally 
distributed among the 3 classes and 12% do not know. Opinions 
about the rate of prevalence for psychosis in Cali show wide vari
ability with an average for the whole sample of about 11%. Global 
opinions about the proportion of persons under the care of the 
respondents who suffer with emotional problems gives an average of 
46%. Asked to define the proportions of different psychiatric 
condition, seen in their patients respondents give the following 
global averages: 49% free of mental disorders; 47% with neurotic, 
psychosomatic or personality problems and 8% with psychotic disor
ders. A general comment that can be made on these findings is that 
the figures given are quite similar to those obtained in epidemio
logical studies in Latin America, especially in regards to distribu
tion according to age, sex and social class. 

One of the most persistent challenges for research in social 
sciences is to evaluate the consequences on individuals of change 
in living conditions. While it is generally admitted that mobility 
necessary to generate mental disorders. 

In an effort to analize the effects of geographic and social 
mobility, a sample of 681 persons representing people in the labor 
force in Cali were interviewed and assessed7• A detailed occupa
tional and residencial history was obtained from each respondent 
together with a typology of migration and mobility. Each case was 
also evaluated as to presence of absence of mental disorder by means 
of the Langner 22 items questionnaire8 • The distribution of symptoms 
scores shows a range from 0 to 19 with mean of 6.3, and the mean for 
women is three points higher than that for men, which corroborates 
the finding of a higher prevalence of symptoms in Latin American 
popUlations as compared to those of North America9. The mean 
symptom score is consistantly higher for persons with lower levels 
of education. In regard to social mobility the only significant 
difference is found for informants of low occupational status 
similar to that of their parents. When migratory status is analized 
separately the highest mean symptom score is found for migrants who 
come from rural areas, as compared with those of no migrants or 
migrants coming from other urban areas. This finding is suggestive 
that previous experience in adapting to populous communities increases 
the ability to face urban life stress. However, when all variables 
are analized simultaneously by means of multivariate techniques, 

41 



(factorial analysis, multiple regression) the influence of migration 
on symptom scores virtually disappears in front of the importance of 
sex, education and type of social mobility as determining factors. 
Women with low level of education appear as the most vulnerable 
group, but upward social mobility, seems to atenuate this vulnera
bility while downward mobility increases it. 

A study of the patterns of hospitalization of mentally ill 
people in Cali10 in which social and demographic factors were eval
uated together with clinical characteristics shows that patients 
with the same diagnoses and similar clinical picture were assigned 
alternatively to outpatient clinics or to inpatient care in concor
dance with attitudes and opinions of patients' relatives and their 
readiness to care for them at home. Almost all patients who where 
hospitalized came to the hospital accompanied by relatives and in 
75% of cases the relatives opined that the patient was crazy. Like
wise, the attitudes exhibited by the patient towards relatives and 
doctors were significantly associated with the type of care pre
scribed. 

The role of families in the process of hospitalization for 
mental disorder appears to be a crucial one. A similar role may be 
played in the course and outcome of severe mental disorders such 
as Schizophrenia. One of the most striking findings of the 2 year 
follow-up of patients seen in the W.H.O. International Pilot Study 
of Schizophrenia11 was a significant difference in the outcome of 
patients from the developing countries as compared to those of the 
developed industrial countries. Differences in family cohesion 
and family attitudes may be associated with the process and need 
to be further elucidated. 

III. COMMENTS 

Referring to the different findings in the same order of their 
presentation, the following succint comments can be made: 

Both among the general population and groups of health workers 
there is a predominant tendency to attribute physical causes to 
mental disorders., This suggest the presence of a common under
lying notion which is part of the cultural systems of beliefs, 
even though a certain proportion of informants recognizes the 
role of psychological and social factors. An important practical 
application of this finding would be the use of existing general 
public health programs for incorporating mental health care 
activities and also the development of training programs for 
health personnel which may include knowledge about the role of 
psychological and social factors on health problems. The implemen
tation of community primary health care programs,' including mental 
health, and the use of multiaxial systems of classification of 
health problems appear as desirable goals for increasing the 
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effectiveness and efficiency of community mental health programs. 

The finding of a favorable disposition of the general public 
towards mental expatients, points to the possibility of conducting 
useful community programs of education in mental health and reha
bilitation of the mentally ill. The positive concepts expressed by 
the public about psychiatrists and psychiatric treatment reinforce 
this possibility. 

The study of the role of migration and social mobility in 
relation to mental disorder show the importance of education and 
sex as significant associations. Belonging to the female sex and 
having a low level of education appear as a risk factors for mental 
disorder. This may have an important implication for initiating 
preventive activities. Social reforms aiming at improvement of the 
status of women and increment of opportunities for advance in educa
tion and work could effectively contribute to improving the mental 
health prospects of the groups at risk. 

The role of the family in the generation, course and outcome 
of mental disorders deserves special attention. Several studies 
point to the decline of family influence due to factors such as 
urbanization, industrialization and migration but an alternative 
possibility has been vigorously suggested in a review of Latin 
American studies 12 . The authors offer suggestive evidence of the 
help offered by family networks for reducing the negative impact 
of migration and for facilitating upward social mobility. It seems 
as if family cohesion and the availability of a network of relatives 
ready to intervene in crisis situations may be crucial factors for 
determining the clinical course and outcome of mental disorders as 
well as their prevention and rehabilitation. 
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Psychiatric epidemiology, in its search for aetiological 
clues, has lent heavHy on notions taken from sociological theory, 
though there is little evidence that this has been to its benefit. 
It has moved from an elementary level, where differences in 
prevalence were described between coarse sociodemographic groups, 
to analytic epidemiology where the immediate goal has been to 
identify risk factors. 

It cannot really be claimed that psychiatric epidemiology has 
enjoyed an abundance of hypotheses. All of the main ones have 
been in the social or experiential domain, suggesting that the 
discipline is uncomfortably paradigm-bound. The main rubrics for 
these hypotheses have been as follows: maternal deprivation; 
socio-cultural disintegration; bereavement; life-events; and now 
social networks and social support. All of these hypotheses place 
the pathogenic element outside the individual, though from time to 
time the possible relevance of individual variation in 
vulnerability to these insults may be acknowledged. 

The yield of information has been more in gaining an 
understanding of the technical challenges in such research, than 
it has in acquiring a body of knowledge about aetiology. Thus, 
when the scholarly work of Bowlby (1969, 1973, 1980) gave rise to 
some rich hypotheses about the short and long term effects of 
maternal deprivation, a great deal of technical experience was 
eventually achieved as investigators found that the concept was by 
no means unitary; and that many other variables in the child, the 
mother, the context and the subsequent environment, brought about 
major variations in the experience itself. Again, workers came to 
realise the unsuitability of using only clinical or other treated 
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samples in their case-control designs. For the long term effects 
of parental death in childhood on adult vulnerability to 
depression, careful reviews of the evidence by Tennant and his 
colleagues (Tennant et. a1. 1980, 1981, 1982) lead them to 
conclude that parental death on its own has little impact upon the 
risk of depressive illness in adult life. As for other forms of 
parental deprivation, it is technically extremely difficult to 
obtain reliable measures of these retrospectively. Unless some 
group undertakes a prospective longitudinal study, it seems to me 
unlikely that any sound data will become available for adequate 
testing of other hypotheses about parental loss. 

In work on socio-cultura1 disintegration, as pioneered by the 
Leightons (Leighton AH et al., 1963; Leighton DC et al., 1963), it 
has proved very hard to disentangle the complex independent 
variables from the dependent variable of psychiatric morbidity. 
All too commonly, there has been no diagnostic specificity about 
the latter, but instead an examination of mental disorder in 
general. Again, there has always been the problem of confounding 
of measures of socio-cultural integration with long standing 
personality attributes. The area seems an unlikely one for 
fruitful research in the future. 

Work in the last 20 years on morbidity following bereavement 
suggests that there may be some increase in help-seeking 
behaviour, and possibly in depression, particularly in younger 
widows; but Clayton (1979) reviewed prospective studies to 
conclude that, although conjugal bereavement is a psychologically 
stressful event, the great majority cope with the loss with 
minimum morbidity and mortality. Where there are effects, they 
seem to be weak, particularly in older persons. 

Then there has been research on life events. It has become 
almost an industry in its own right. Expressed as relative risk, 
such experiences do seem to cause some increase (Paykel, 1978) 
For depression, this has been found to be between 4 and 6.5, 
though the amount of variance explained is no more than 10% or 
less in the best prospective studies. Interest has been turning 
to modifying variables, both within the individual and the social 
environment, which might account for the very great individual 
variation in the effects of adversity (Andrews et a1., 1978; 
Paykel, 1978); Kobasa et a1., 1981; Turner et al., 19tH). 

Very recently, a new social hypothesis has emerged. This 
probably stems from the work of Bowlby (1969), AH Leighton (1963) 
and Cassel (1976). The latter, in his paper "The Contribution of 
the Socia.! Environment to Host Resistance" captured the essence of 
the central hypothesis in this title: that social support may act 
as a buffer or cushion against the impact of life stresses, 
thereby reducing morbidity. A separate hypothesis is that a lack 
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of social support has a direct pathogenic effect for neuroses or 
minor depressive disorder. With good reason, much effort has been 
put into the construction of interview instruments for the 
measurement of social relationships and social support (Weissman 
et aI., 1981). Reasonably satisfactory instruments have been 
developed by McCallister and Fischer (1978). Details of our own 
instrument, constructed specifically for psychiatric research, 
were published in "Neurosis and the Soci.al Environment" (Henderson 
et aI., 1981). As Sarason (1980) nicely puts it "The concept of 
social support seems important, yet vague". In the last three 
years, you will find a number of papers producing evidence that 
the lack of social support is associated wi.th increased morbi.dity 
(Eaton, 1978; Pearlin et aI., 1981; Holahan and Moos 1981; 
Aneshense1 and Stone, 1982; Aneshensel and Frerichs, 1982). After 
conducting an optimi.stic review of the therapeutic value of 
social networks for mental health, Greenblatt et a1., (1982) have 
gone on to advocate intervention strategies using social support. 
Two important studies in medical epidemiology indicate that low 
social support is associated with increased mortality (Berkman and 
Syme, 1979) and an increased prevalence of coronary heart disease 
(Reed et aI., 1983). These findings deserve close attention. 

My own research group believes that the interpretation of such 
findings is very far from conclusive; and we would advocate much 
greater scepticism before the next juggernaut in social psychiatry 
starts its journey. For clinical and administratively relevant 
information, the following minimal requirements have to be met for 
research in this area: 

1. The hypotheses being tested must be clearly 
distinguished. One hypothesis is that the lack of 
social support is independently a causal factor in the 
onset of depressive disorder or other diagnostic 
categories; 

2. A second is that social support is protective in the 
presence of adversity. This is an interactional model. 

3. A third hypothesis is that social support influences the 
course of specified psychiatric disorders once they are 
established, presumably for the better. This would 
certainly be in keeping with the therapeutic effect of 
some personal relationships, as Frank (1973) has 
indicated. 

4. Any measures of social support must not be confounded 
with personality measures of the individual, related to 
his or her competence in what Foulds (1965) termed 
"establishing and maintaining mutually satisfying 
personal relationships". 
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Our own published data, which is based on a prospective 
longitudinal study of a general population sample and 1.s therefore 
uncontam1.nated by selection factors related to illness behaviour, 
failed to confirm the hypotheses w1.th which we started. We 
expected social relationships to have a protective effect against 
minor depression and neuroses; or for the lack of them to have a 
direct pathogenic effect. Instead, the indices derived from the 
Interview Schedule for Social Interaction (ISSI) which 
systematically examines an individual's personal network and his 
satisfaction with it, lead us to conclude that it is not the 
individual's social environment which is likely to have a 
substantial causal effect, but how he or she construes it. That 
is, intrapersona1 variables are more powerful predictively than 
social environmental ones. One simple diagram makes this clear. 
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The availability of intimate relationships had no effect in 
increasing the risk of subsequent morbidity; but the perceived 
adequacy had a substantial effect. Furthermore, this was not on 
its own but only when adversity was also present. The measures of 
perce1.ved adequacy of social relationships behave very much like 
personality measures and indeed correlate substantially with 
neuroticism and affiliative drive. 
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Such data obtained from a prospective epidemiological study 
lead one to suspect that for aetiological work in psychiatry, 
sociological hypotheses are seriously unsatisfactory; and that, 
after a lengthy excursion into the social environment during the 
last 30 years, researchers should now turn their attention again 
towards measures of temperament and other properties of the 
individual, including biological ones. Many psychiatrists, being 
regrettably paradigm-bound, will inevitably cling to social and 
experiential models, but I predict that their numbers will 
dwindle. The psychoanalyst Guntrip (1974) put the situation 
clearly: "Thus by projection and introjection human beings live in 
two worlds at once, the inner mental world and the external 
material world, and constantly confuse the two together". But it 
is the task of the clinician and research worker to disentangle 
these two worlds. Psychiatric epidemiology is now well equipped 
to contribute to this if it is prepared to include measures of 
biological and intrapersonal variahles in its enquiries. An 
excessive preoccupation with social variables and sociological 
concepts has only slowed up the acquisition of useful information 
about aetiology. 
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MENTAL HEALTH SERVICES RESEARCH 

Heinz Hafner 

Central Institute of 
Mental Health 
0-6800 Mannheim 

INTRODUCTION 

More than any other component of the health care 
system, mental health services are exposed to the 
zeitgeist. There are three main reasons for that: 

(1) The conceptualization of some frequently 
occurring mental health problems, like minor 
psychiatric disorders, was subject to great 
variations due to a lack of precisely 
identifyable units and causes. 

(2) For a long time, the therapy of the majority 
of mental diseases had to do without a 
rational basis. It is still lacking a tech
nology suited for stabilizing the institutions. 

(3) The significance of the social component in 
the care of psychiatric diseases forces 
psychiatrists to be opened to social networks 
and services. As a consequence psychiatry exposes 
itself to an increased competition with social 
professions and to the influence of social 
ideas. 

In connexion with such influences, in most of the 
developed countries mental health care went through two 
drastic changes during the last two centuries: 
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(1) the separation of mental hospitals from the 
parish infirmaries in the course of last 
century. It was based on reformatory social 
motives and on the psychiatric idea that patients 
could be better helped by separating them from 
a pathogenic environment and by isolating them 
in the sheltered world of a mental hospital 
(Hafner, 1979). C.P.W. Roller who successfully 
propagated the establishment of remote mental 
hospitals in Europe, concisely argued in Heidel
berg in 1831: 

"Every 'mentally disturbed must be separated 
from those persons with whom he had relations 
before. He must be committed to a different 
place unknown to him. Those who nurse him 
must be friends to him. In one word - he must 
be isolated." 

(2) Since the middle of this century, we have been 
taking the opposite direction: the direction of 
social integration. More and more patients 
remain in their familiar social environment 
during psychiatric treatment. More and more 
chronically mentally ill are cared by comple
mentary services, the majority of which are not 
subject to control by health services. Without 
doubt, they are threatened by the same neglect 
mental hospitals met with in the course of time. 

These processes of change caused high expenses to the 
societies affected. In some countries, avoidable injury 
was inflicted on a large number of patients concerned. 

As Morton Kramer stated in 1980, many developing 
countries will be confronted with a steeply growing need 
for mental health services as a consequence of the in
creasing life expectancy and the sharp increase in age
groups at risk. The means th~se countries dispose of for 
covering the growing need are limited. It is therefore 
necessary to analyse the experiences made by the developed 
countries with respect to the material and immaterial 
benefit of the various systems and policies of mental 
health care, in order to turn them to account for rational 
planning. 

In 1974, the Section Committee on Psychiatric 
Epidemiology and Community Psychiatry held a symposium on 
"Alternatives to the mental hospital" in York/U.K. On this 
occasion, the implementation, functioning and effective-
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ness of this important new component of a comprehensive 
mental health service were analysed (J. K. Wing et al., 
1974). In the meantime the processes of change have been 
going on. In some countries, they assumed the character 
of a nation-wide social experiment, e.g. the Community 
Mental Health Center programm of the U.S.A. or the closure 
of mental hospitals in Italy. The preliminary analysis of 
the data from the WHO project on "Mental Health Services 
in Pilot Study Areas" by J. Henderson (1983) showed great 
differences in significant indicators of mental health 
policy in the 17 European countries collaborating in the 
study. 

We, that is the Section Committee on psychiatric 
Epidemiology and Community Psychiatry, Heinz Katschnig 
and I, thought it would be time to organise a symposium 
on services research dealing with methods and findings 
in the main fields of change occurring in the mental 
health care system. The frame of this symposiom has set 
limits. M. Sabshin and E. Torre will report to us on the 
two countries, the U.S.A. and Italy, who by law or state 
initiatives rapidly and drastically changed large parts 
of their mental health care systems. We shall hear from 
J. K. Wing and W. an der Heiden about the evaluation of 
changes professionally planned and gradually implemented, 
as were carried out in the U.K. and the F.R.G. 

The evaluation of important special services set up 
in the last decades, such as crisis intervention 
(Katschnig and Cooper) and psychogeriatric services 
(Mann) will be concluded by David Goldberg's report on 
cost-effectiveness analysis and finally by David 
Mechanic's contribution. He will refer on trends in 
research and social psychiatry. 

We express our thanks to all speakers for 'having 
accepted our invitation without exception. We do hope 
that this symposium might contribute to the increased 
efforts in mental health services research which should 
be the basis of reasonable planning and the prevention 
of unreasonable changes. 
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MENTAL HEALTH SERVICES IN THE UNITED KINGDOM 

J.K. Wing 

~1RC Social Psychiatry Unit 
Institute of Psychiatry 
London SE5 8AF UK 

TWO SWINGS OF THE PENDULUM 

As in many other countries, the mental health services in the 
UK were based, until recently, on large mental hospitals, many of 
which were located several miles from the districts they served. 
They had begun as small asylums during the early part of the 
nineteenth century, set up because the conditions of what might 
be called the 'community care' of those days were appallingly bad. 
The intention was to establish places of refuge and 
resocialisation, run according to the educational principles of 
the Enlightenment, as an alternative to the private madhouses, the 
'single care' and the workhouses that were then the only 
alternatives to vagrant destitution. The standards of humane care, 
known as 'moral treatment', achieved in the best asylums were not 
adopted everywhere but they did represent generally accepted ideas 
and aims. 

Nevertheless, before the end of the century even the homely 
places of refuge had become large institutions and the custodial 
era had begun. The pendulum had swung past the point of balance. 

A second period of reform began in the 1930s and, after an 
interruption due to the war, resumed in the 1950s with greater 
intensity. Again, the motivating vision was moral, part of the 
general feeling that all human beings, whatever their condition, 
should be regarded as part of the 'community'. Disability and 
disadvantage should not be amplified by deprivation, segregation 
and stigma. Many of the tenets of 'moral treatment' were revived 
under new names - 'rehabilitation', 'resocialisation', 'industrial 
therapy', 'the therapeutic community' (Bockoven, 1956). The 
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introduction in the mid-1950s of forms of medication that helped 
to relieve the acute manifestations of disorders such as 
schizophrenia, mania and severe depression was a tremendous boost 
to morale. Together, the use of the new somatic and psychosocial 
therapies seemed to promise a future in which severe and chronic 
disabilities would be prevented, with the result that the large 
institutions would eventually become unnecessary. 

The new vision was directed, therefore,towards care outside 
hospital. The pendulum was swinging back again. It was thought 
that, with back-up services such as day hospitals, day centres 
and sheltered workshops, hostels and group homes, out-patient 
clinics and good welfare arrangements, in-patient treatment would 
be required only for acute emergencies (which could be looked 
after in general hospital units.) and dementia (which would 
necessitate special hospital facilities). This was a more 
comprehensive and more integrated version of the ideals of 150 
years earlier. 

HEALTH AND PERSONAL SOCIAL SERVICES RESEARCH 

Until very recently, it has not been regarded as necessary 
to evaluate claims made for new services rigorously, systematically 
and as a matter of routine, in the manner that is accepted as 
mandatory for new medications or biological treatments. Yet new 
ideas about services are often more far-reaching in their effects, 
both for good and for ill, on patients, on relatives, and on 
society more generally. Part of the trouble is that powerful 
research designs, such as a properly conducted double-blind 
controlled trial, are rarely applicable. 

A more important difficulty is that there is often a 
confusion between evaluating methods of helping people solve the 
problems that arise from mental illness, on the one hand, and 
evaluating the service or services that 'deliver' these methods of 
help, on the other. (See paper in Plenary Session PL37). Some 
psychosocial techniques of helping people are similar, in many ways, 
to prescribing medication, and can be evaluated in a similar way. 
Other therapies are difficult to distinguish from the therapist 
who practises them or, when the treatment takes a complex group 
form, from the service setting itself. The ultimate confusion 
arises when a change in a service index (e.g. a decline in the 
number of hospital beds) is regarded automatically as indicating 
an improvement or deterioration in treatment or in morbidity. 

Service assessment, per se, is concerned with the efficiency, 
acceptability and economics of treatment delivery, i.e. with 
aspects such as management, planning, organisation, training and 
cost-effectiveness. Important as these aspects are, they depend 
for their significance only on the fact that they determine the 
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efficiency with which particular methods of treatment or care are 
given to people who need them. 

Descriptive statistics 

Designs for evaluation of services can be very useful so long 
as their limitations are recognised. Descriptive service 
statistics, particularly if systematically collected and related 
to a base population, so that rates can be calculated, show up 
trends and indicate problems for investigation. The trends may be 
difficult to evaluate, because they describe what is happening, 
rather than what ought to happen. They are useful-only if strict 
limits are placed on generalisation and the values underlying 
interpretation are openly stated. 

The statistics of mental hospital bed-occupancy provide a 
case in point. At the end of 1954, there were 344 beds in English 
mental hospitals per 100,000 of the general population. This was 
the peak figure. After half a century of fairly regular increase, 
in 1955 it started to decline and has continued to do so in 
regular fashion since. See Table 1. The latest available figure, 
at the end of 1981, was 156 per 100,000 - considerably less than 
half of the peak rate. (In parenthesis, it should be noted that 
the total figure is remarkably close to that of France, Germany 
and Denmark but substantially lower than that of Eire, Northern 
Ireland, Scotland and Finland. 

TABLE 1 
English mental hospitals and units. 

Resident patients on 31 December, 1966 and 1970-78, 
by length of stay. Rates per 100,000 total population 

1 xear 1-5 xears 5+ years Total 

1966 71 194 265 
1970 66 167 233 
1971 64 47 116 227 
1972 62 44 109 215 
1973 62 41 102 205 
1974 58 40 96 194 
1975 59 39 90 188 
1976 58 39 84 181 
1977 57 40 78 175 
1978 57 39 75 171 
1979 57 39 70 167 
1980 ? ? ? 161 
1981 ? ? ? 156 

N.B. Peak total rate in 1954 was 354 per 100,000 
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Further information can be provided if the figures are 
divided by length of stay. Patients resident for less than one 
year account for about 60 beds per 100,000 of the English 
population. This figure has not recently shown much decline. 
Those resident between one and five years (the 'new' long-stay) 
account for about 40 beds per 100,000 and this figure, too, is 
static. All the decrease is now taking place in the over-five
year group and this is substantially more often due to death than 
to discharge. 

In former days, it would have been possible to find 
statisticians confident enough to make projections on the basis 
of these trends; predicting what would be the position in another 
10 or 20 years. The failure of some notable prophesies has made 
everyone properly cautious nowadays. The questions we ask are: 
What are the problems that lead to the new accumulation of long
stay patients and is the large mental hospital the best means of 
delivering the means of solving them? What alternative methods 
of delivery are there and how can their effectiveness be tested? 
If they are effective and if they are set up, does the rate of 
accumulation of 'new' long-stay patients decrease? The same 
question can be put the other way round: If the number of 'new' 
long-stay patients decreases, does it mean that those who 
formerly would have remained in hospital are now better cared for 
elsewhere? All these questions are open to test and planners 
need to know the answers. 

Case-registers are a useful extension to national statistics 
because, for specified geographical areas, they provide not only 
in-patient data but linked data about episodes of many other forms 
of care as well (see paper in Symposium SO for comments on 
ethical aspects). They therefore provide much richer sources of 
ideas for evaluative research. In addition, case-registers 
throughout Europe are now beginning to adopt common definitions 
and to provide comparable statistics. This is a most valuable 
trend. 

Small descriptive surveys 

Registers provide an opportunity to undertake a second form 
of valuable, though still necessarily limited, research. This 
is the small descriptive survey. By sampling from a District 
register, it is possible to consider a representative group of 
people in contact with specified services. For example, we have 
examined a group of people who, for more than one year, had been 
receiving some form of health or social service recorded on a 
case-register covering an inner London area. They, their 
relatives, and the staff looking after them, were interviewed, 
in order to discover what their needs were and whether these were 
being met. The results were interesting, not only for the local 
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District but, taking the known socio-demographic characteristics 
into account, for other Districts as well (Wing, 1982). 

Comparative and controlled designs 

More powerful research designs add a comparative, or even a 
controlled, element. Comparative designs depend upon the accuracy 
with which samples can be created and matured. 

Underpinning the most sophisticated designs t~ere is always 
an epidemiological basis. Planning for whole populations 
automatically requires such an approach. Fortunately, techniques 
of clinical and psychosocial measurement have improved during the 
past quarter of a century and there is now beginning to be a 
literature on which a new generation of medical and social 
scientists can build. 

The accumulation of knowledge 

Because evaluative research is conceptually and technically 
more difficult to carry out, and because projects take a long 
time and require much teamwork, compared with research in more 
restricted scientific fields, it is particularly important to 
remember that the process of acquiring knowledge is not in 
principle different. Knowledge takes longer to accumulate; that 
is all. But that means that it is all the more important to try 
to make studies as comparable as possible, by specifying clear 
aims, describing the sampling procedure in detail, using standard 
methods of measurement where possible and drawing attention to 
aspects of the results that may not be replicable in other areas. 

It is also particularly important to spell out, within the 
limits of generalisation of the study, what the policy 
implications are. The more cautious scientists, who are aware of 
the deficiencies in their research, are sometimes reluctant -
having spelled out its limitations - to make any positive 
statement that an administrator can understand and use. This is 
certainly better than making claims that cannot be justified but 
it is not the way to promote the creative relationship between 
research and planning that is needed if services are to develop 
in a rational way. 

EVALUATING ALTERNATIVES TO THE MENTAL HOSPITAL 

The data presented in Table 1 indicate the recent trends in 
bed-occupancy for the whole of England. Those in Table 2 use 
English figures as an estimate of long-stay (over 1 year) bed 
numbers but local Case-Register data from Camberwell in south
east London (Wing and Hailey, 1972) to estimate the numbers of 
people in other forms of hospital and non-hospital residential or 
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day accommodation who have also been in contact with some form of 
community psychiatric service for more than a year. This 'long
term' group totals 256 per 100,000; about three-quarters of the 
peak in-patient rate in 1954. 

TABLE 2 
Estimated numbers of people in residential or day 

care per 100,000 population of England 

Service Rate in long-term 
contact 

(Unduplicated) 
In-patients 

5 years and over, England, 1978 
1-5 years, England, 1978 
less than 1 year, Camberwell 

Day hospitals, Camberwell 
Day centres and workshops, Camberwell 
Non-hospital residential units, Camberwell 

Total 

Notes: 

75 
39 
38 
32 
52 
20 

256 

(37*) 

Long-stay in-patients, England, 31 December, 1978. Remaining 
figures, Camberwell. Patients and clients in day or residential 
care on a census day, or who had been in contact with some 
service (including out-patient clinics) for at least one year. 
The figures are given unduplicated, in the order shown. and can 
therefore be summed. 

(*The figure in brackets gives the absolute rate for people in 
non-hospital residential care, many of whom were also attending 
day units). 

It is convenient to use, for purpose of exposition, a crude 
classification into 'old' long~stay in-patients (i.e. accumulated 
during the custodial era), 'new' long-stay in-patients (i.e. 
recently accumulated, in spite of all attempts to prevent this) 
and 'other' (i.e. nearly all the time spent outside hospital). 

The 'old' long-stay 

Statistics show that the 'old' long-stay group in UK hospitals 
is still declining steadily, mostly by death. The people 
concerned are mostly elderly, with no contacts outside hospital 
and no desire to leave. This was not always the case. 

Studies carried out during the 1950s and 1960s showed that 
many such people could be rehabilitated and reset led outside 
hospital. Poverty of the social environment had amplified the 
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'negative' disabilities of schizophrenia but this extra 
disability could be reversed. In addition, the longer a patient 
had been in hospital, irrespective of the quality of the social 
environment, to less likely was any wish to leave. This 
gradually acquired dependence was at the heart of institutionalism 
(Wing and Brown, 1970) and it occurred in people who were not 
otherwise severely disabled. Again, rehabilitation was effective. 

However, many people remained severely handicapped even when 
living in a socially rich environment and have survived to the 
present day. 'Rehabilitation' is not an appropriate concept 
applied to them. 

The 'new' long-stay 

Several 'small descriptive surveys', both local and 
national, have been carried out to assess the characteristics and 
needs of the 'new' long-stay group not suffering from dementia. 
In general, they are socially disadvantaged, middle-aged to 
elderly, with few social or vocational skills, no roots in the 
local community and a long history of contact with other forms 
of psychiatric service before they became 'long-stay'. About 
half have schizophrenia. Many have short-cycle manic-depressive 
conditions. Many have relapsed on frequent occasions after having 
been discharged from hospital to less dependent forms of care. 
Many are multiply disabled - with physical and sensorial handicaps, 
brain damage or mental retardation as well as a psychiatric 
condition. Most have quickly, rather than slowly, become 
dependent on the institution. 

Patients with such problems should not be living in a ward 
in a district general hospital. It is entirely the wrong setting 
for them. Modern concepts of care require that they should live 
as close to 'the community' as possible. (See paper in plenary 
session PL37 for comment on the concept of 'community'.) This 
means living in a house with the front door opening on a public 
street and the back door on a sheltered space, with adequate 
supervision and facilities for occupation and recreation. Such 
a house need not look or feel institutional or be anything like 
a hospital ward. 

Preliminary evaluative studies suggest that such a solution 
is feasible and is much preferred by patients, relatives and 
staff. If an associated group horne, supervised from the hostel
ward, is provided with some patients who can progress further 
towards integration into the community. What is not yet clear, 
although further research 1S now being undertaken, is what the 
cost implications will be of caring for all 'new' long-stay 
patients in this way. 
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Community care outside hospital 

Similar studies have been carried out in order to evaluate 
the other alternatives to hospital care; including crisis 
intervention systems, day hospitals, work centres, sheltered 
workshops, hostels, group homes, protected housing, and the 
provision of activities during the evening and at weekends when 
the danger of relapse is often greatest. A related service, not 
yet adequately available anywhere, is counselling in the art and 
practice of 'living with' disability. Patients and relatives are 
rarely given much help with this, although to be handicapped and 
at the same time to be expected to live a 'normal' life, produces 
stresses that non-handicapped people do not have to cope with and 
find it difficult to imagine. 

Overlapping these studies are others concerned with the 
primary care system which, in the United Kingdom, provides an 
essential element of support for patients and families. General 
practitioners act as 'gatekeepers' to specialist services and 
their advocacy, as has recently been demonstrated for dementia, 
may make all the difference between receiving and not receiving 
the forms of help that are needed. 

IMPLICATIONS FOR THE FUTURE 

It is perhaps rather obvious that the final questions to be 
considered here are those of organisation and of cost. 
Evaluative research is beginning to indicate how the needs for 
treatment or care of patients who formerly would have lived in 
the large mental hospitals can be met in other ways. What has 
not yet been demonstrated is that existing management, 
organisational and planning authorities responsible for such a 
heterogeneous collection of units and agencies (once they have all 
been brought into existence) will be able to meet the constantly 
varying needs of individuals, over long periods of time and 
without substantial increases in cost. 

The principles of the National Health Service of the UK are 
district responsibility, comprehensive service coverage and 
continuity of care. A reasonably high standard should be reached 
nationally, not just in a few demonstration areas. That is the 
administrative challenge. For clinical and social scientists the 
task is to provide a body of independent, reliable and 
replicable knowledge that service planners and administrators can 
use. We can claim that a beginning has been made during the past 
25 years and that the foundations, at least, of evaluative 
research are firm. 
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Mental health services in the United States are delivered in a 
variety of settings by a variety of medical and nonmedical profess
ionals to a wide range of patient groups. These settings have mul
tiple funding sources, both public and private, and mental health 
care is delivered through the general medical system, specialty 
services and a range of nonmedical systems in an unplanned and un
coordinated manner. 

The United States has good examples of two extremes. On the one 
hand, there is the public, state and county mental hospital and the 
Veterans Administration psychiatric hospital system with services 
that are closely planned, evaluated and one might think even "over
regulated." On the other hand, there is a large private care system, 
funded by private health insurance fees and some public monies, with 
care delivered mostly through "the hidden hand" of the marketplace. 
There are increasing pressures in the U.S. to contain costs of both 
public and private medical care, to regulate the provision of private 
medical care differently so that more competitive forces would con
trol the costs of such care. Within mental health, the competitive 
arena is marked by a profusion of settings for the delivery of psy
chiatric care, including for profit and nonprofit private psychiatric 
hospitals, public and private general hospital psychiatric inpatient 
units, community mental health centers, state hopsitals and clinics 
and private offices. There is also a large number of private 
practicing general physicians, psychiatrists, psychologists, clinical 
social workers, psychiatric nurses, marriage and family counselors, 
occupational therapists, pastoral counselors, etc. Many states in 
the United States have so-called "freedom of choice" legislation, 
which allows these licensed groups to compete in the fee-for-service 
private arena, and for some of these nonmedical groups, especially 
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psychologists, to receive health insurance reimbursement. 

ECONOMIC ISSUES 

As is true in many parts of the world, the control of ever in
creasing health care expenditures is a major preoccupation in the 
United States. The aging of the population, increased costs and 
sophistication of medical technology, and the expectation of the 
people in receiving the best and latest of medical care has led to a 
problem for both the public and the private payor and for the society 
as a whole. In 1965, the year of Medicare and Medicaid legislation, 
total health expenditures of almost $39 billion represented 6 per
cent of the gross national product (GNP). By 1981, total health 
expenditures were $287 billion or 9.8 percent of the GNP. It is 
estimated that for 1982 this will expand to 10.4 percent of the GNP. 
By 1981, the average person in the U.S. was using twice as much 
medical care as in 1965, and the country as a whole was allocating 56 
percent more of its resources to the production of medical care. A 
shift from 1965 to the present is the increasing role the federal 
government has played in the payment burden, jumping from 11.3 per
cent in 1965 to 30 percent in 1981. Private, third party insurance 
has remained essentially stable as a source of financing from 1965 
to 1982, ranging from 25 to 28 percent of total costs. 

Psychiatric costs have increased dramatically. In 1955, 
direct treatment costs were estimated to be $1.2 billion or 6 percent 
of all health expenditures. By 1977, the total expenditures on mental 
care had risen to $19.6 billion or 12 percent of all expenditures. 
The number of professionals delivering mental health services in
creased during this time period, encouraged by the availability of 
federal training grants and an expanding market economy for private 
care. Psychiatrists increased 183 percent, psychologists almost 
300 percent and social workers 325 percent. Many of these profes
sionals found initial employment in the expanding federally initiated 
community mental health centers program but moved to the private 
sector where the availability of private health insurance monies, 
especially for acute inpatient care in general hospitals and out
patient care, became more readily available. 

The source of funds for mental care remains in the U.S largely 
a public burden with 25 percent of all funds deriving from the fed
eral treasuries (mostly Medicare and Medicaid, the Veterans Admin
istration, and public insurance programs for the military and federal 
employees) and 28 percent from state government, the traditional 
source of support for the poor, chronically mentally ill in the 
United States. Private insurance monies represent approximately 12 
percent of the mental dollar. 

Significant policy shifts have occurred at various levels in the 
public and private arenas to attempt to control these costs. The 
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first represents an effort to reduce utilization by making consumers 
more price conscious at the time of care or at the time when they 
purchase private health insurance. Medicare and private insurance 
programs are cutting back what is called "first dollar" coverage by 
adding deductibles and copayments, that is out-of-pocket payments, 
from patients at the time of the receipt of care. It has been found 
through empirical studies that utilization of services decreased 
dramatically if you require patients to pay for care rather than 
having a third party pick up the bill. It also has been found that 
if you ask insurance companies to compete in terms of premiums this 
also leads to certain efficiencies in coverage. A current proposal 
before the U.S. Congress would change the preferential tax status 
of health insurance premiums so that employees in major industry 
would become more conscious of the benefits provided by these premiums 
since these so-called fringe benefits would now become taxable income. 
The second method of controlling costs would make providers more cost 
conscious through a variety of systems of prospective payment. The 
most noteworthy experiment is the Diagnosis Related Groupings (DRGs) 
to be implemented for the Medicare program beginning in the fall of 
1983. This system would provide for a prospective payment based on 
467 diagnostic groupings (the discharge diagnosis) and would provide 
hospitals with these payments in full. If the hospital could treat 
these patients for less money than the DRG amount, they get to keep 
the difference in payment. If patients remain longer in the hospital 
than the prospective payment, hospitals have to bear the losses. It 
is expected that this new system of payment will eventually revolu
tionize the delivery of hospital care and create incentives for 
efficiency. Psychiatric diagnoses are included in this methodology 
but will be applied to patients admitted to the medical and surgical 
beds in general hospitals. Private or public psychiatric hospitals 
and psychiatric units in general hospitals are initially exempt from 
this approach. The nine psychiatric DRGs are based on ICD-9-CM, and 
it is hoped that a two year study would provide for a better diagnos
tic grouping, perhaps utilizing DSM-III, and more experience on the 
use of propsective payment for patients with psychiatric diagnoses. 
The DRG system represents a major effort on the part of government 
to regulate the private sector. It is a complex system, and it is 
unclear at the present time whether it indeed will achieve the goal 
of efficiency. If it does not, these regulatory changes might accel
erate, and the reintroduction of national health insurance proposals 
could become a major factor in U.S. health policy in the near future. 

In the mental health arena, state government remains an impor
tant source of support for major psychiatric programs. There has 
been an effort in several states to homogenize public and private 
dollars by requiring private health insurance monies for publically 
supported services in order to defray the costs of tax supported 
programs. Despite these efforts, the most significant planning and 
evaluation activity in the United States occurs in relation to the 
public health burden, that is for the long-term, chronic mental 
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patient. This group consists mostly of chronic schizophrenic or 
chronic alcoholic indigent persons who are the responsibility of the 
public treasury, both health and social welfare monies. One study 
estimated that there are now 1.7 million persons in the United 
States who suffer the disabling consequences of severe psychiatric 
illness which is likely to persist over a prolonged period of time. 
Of this population, approximately 900,000 are institutionalized in 
a variety of settings, mostly nursing homes, with another 800,000 
living in a variety of community settings. l 

CONCLUSIONS 

The planning, regulation, evaluation of mental health programs 
in the United States is a response to the shifting nature of the 
economy as well as the treatment technologies available to care for 
people with long-term disabilities. Conflicting values of efficiency, 
accountability and access to needed care are played out in a variety 
of settings with a mixed track record of success. The dimensions of 
the problem of the poor, chronic mental patient in the United States 
are considerable and overshadow the resources that even a wealthy 
country like the United States might be willing to make available. 
The challenge today belongs to the private sector and government and 
to the profession of psychiatry in providing the leadership nec
essary to deal with the consequences of deinstitutionalization, the 
large numbers of homeless individuals in many of our cities and towns 
and the need to develop a responsive public policy to the balance of 
health and social welfare goals into the 1990s. As our population 
continues to age and the numbers of chronically ill individuals 
grow, psychiatry will have to establish a major leadership role for 
itself within the general health care system as well as the specialty 
mental health system. Planning and evaluation are key elements for 
understanding and for action in this endeavor. 
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Since the end of World War II, there has been a widespread 
opinion that it would be better to transfer the functions of mental 
hospitals to psychiatric units in general hospitals and to local 
non residential or semi-residential services. Many efforts have 
been carried out toward this goal, but no legislator had everconsi
dered the possibility of prohibiting admissions to the traditional 
mental hospital. Nevertheless, in Italy this prohibition has been 
operating since 1978; for this reason, the ongoing organization of 
mental health services has been a source of great concern among 
politicians and research workers of many countries. The present 
report tries to describe some characteristics of the new organi
zation, to provide some local trends based on empirical work and 
to discuss some preliminary issues for future planning and further 
research. 

ORGANIZATIONAL ASPECTS 

The new organization of the psychiatric care system was inserted 
into an ongoing process which started many years before and has 
produced a decline of patients resident in the large mental hospital. 
During the seventies, sporadic efforts toward comprehensive community-

*Supported in part by a grant (n. 82.02328.56) from the Consigli.o 
Nazionale delle Ricerche 
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oriented mental health services were carried out in some zones; 
positive results, more or less enthusiastically acclaimed, were not 

always solidly grounded in empirical facts. In May, 1978, a new law 
was enacted. The essential features of the reform are: (i) since the 
date of the new act no "first ever" has been admitted to a mental 
hospital as inpatient; since July, 1980, in our catchment area, and 
in many other regions of the country, readmissions have also been 
prohibited; (ii) all residential treatments, both compulsory and 
voluntary, have been undertaken in small psychiatric wards attached 
to general hospitals; the units have been established with an appro
ximative ratio of 0.15 beds per 1,000 population; (iii) it has been 
suggested that the greater part of long and short-term care should 
be assigned to outpatient departments, and local health authorities 
have been invited to implement the resources for non residential 
services. 

At present, the closing of Italian mental hospitals means: (i) 
the construction of new large mental hospitals is prohibited; (ii) 
although new admissions to mental hospitals are not allowed, some 
people (mostly long-stay patients suffering from functional psychoses) 
continue to live in the large traditional hospitals; (iii) there are 
psychiatric wards attached to general hospitals which deliver short
term residential treatments. Other relevant characteristics of the 
Italian care system are: (i) a marked reduction in bed numbers for 
residential treatments, especially for those patients needing more 
than 2-3 months of stay; (ii) a shortage or, at least very few 
alternative settings for long-term care; (iii) a profound difference 
among regions and provinces, especially between North and South, as 
to the phasing of the deinstitutionalization programme and the 
implementation of the new law. 

In more recent years, some evaluative work on the effects of 
the new law has been carried out, even though in some instances a 
short tradition in the field of epidemiological research has made 
it difficult to provide firm conclusions. However, some results 

1 2 
seem consistent' : the reduction of compulsory admissions, an 
easier access to outpatient departments, and more care responsibility 
for professionals other than psychiatrists. In the meantime, five 
or more projects for modifying the Italian law have been proposed3 

by parties, unions and psychiatric associations. What will be the 
eventual developtment of the organization of psychiatric services 
is guesswork. 
trends on the 
they may be. 
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UTILIZATION OF SERVICES 

Since 1975, a psychiatric case register - modelled after the 
4 5 

case register in London' - was set up in a health area near Pavia 
6,7,8 

in Lombardia, a region of northern Italy Subsequently, some 
colleagues (trained by the Mental Hygiene Unit of the University of 
Pavia) set up case register procedures in three health areas of other 
regions of northern Italy, and comparisons of statistics were 

9,10,11 ..... . 
made At present, some lnformatlon concernlng the utlllzatlon 
of mental health services from a total population of about 300,000 
inhabitants (0.5 per cent of total Italian population) may be pro
vided. Some socio-demographic characteristics of the health areas 
are summerized in Table 1. Lomest is a medium-sized town in Lombar
dia; Albenga in Liguria and Novi in Piemonte are areas comprising 
a small town (less than 20,000 inhabitants) and many small rural 
villages; Sestri is a district of a large town (Genova) in Liguria. 
Obviously, agricultural workers are about 20-25 per cent in Albenga 
and Novi, and not repres~nted in the larger towns. The only major 
difference from national figures is a higher percentage of economi
cally active population. The mental hospital of each area lies 
outside its respective zone; the general hospital psychiatric unit 
is located within the area itself in Sestri and Novi, but about 40 
miles away from Lomest and Albenga. The outpatient service for 
Lomest has been operating since 1975, and since 1979-80 for the 
other areas. 

Table 1. Socio-demographic characteristics of 4 areas (1971 census) 

LOMEST ALBENGA NOVI SESTRI 

Total population 80838 52548 77298 86187 
2 

Inhabitants / Km 486 174 105 4100 
Males / Females 0.93 0.96 0.94 0.94 
% Aged o - 14 20 18 17 19 
% Aged 65 or more 13 16 18 14 
% Economically active 

(aged 15 or more) 42 47 56 43 
Occupation 

% Agriculture 2 24 18 1 
0/ r.;anufactoring 67 26 50 55 /0 

% Trade and services 31 50 32 44 
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Table 2. Lomest, 1-year prevalence (1976-81) for various types of 
contact : rates per 1000 population aged 15 + 

Type of contact 1976 1978 1979 1980 1981 

A: inpatient on 31 Dec. 
of previous year 0.85 0.87 0.76 0.73 0.68 

B: not A, but admitted 
during the year 1.55 0.76 1.09 0.87 0.81 

c: not A and B, but outpatient 
on 31 Dec. of previous year 1.83 1.63 1.18 2.25 2.14 

D: not A, Band C, but outpatient 
contact during the year 2.92 4.76 4.64 4.38 4.36 

Total 7.15 8.01 7.67 8.18 7.99 

Table 2 shows the distribution of various types of care repre
sented in Lomest 1-year prevalence rates: the overall rates increased 
untill 1978, but after the law they seemed to level off at a rate 
of 8 per thousand population aged 15 and over. According to diffe
rent patterns of contact, the most relevant features are: numbers 
of people in hospital on census day are fairly stable; numbers of 
patients admitted to the hospital are decreasing; treated outpatient 
rates are about four times higher than inpatient rates. What may be 
tentatively inferred from these data? 

Since the surviving old long-stay inpatients are not particularly 
elderly, it might be assumed that they will remain a heavy load on 
the mental health care system for a long time. Their numbers cannot 
increase because the build-up of new long-stay inpatients is prohi
bited: however, no administrative decision can eliminate those 
mentally ill who will continue to become chronic patients needing 
long-term care in future years. These patients will probably accu
mulate elsewhere. 

Admissions to general hospital psychiatric units seem to decrease 
year after year, and this trend may be the obvious effect of the 
marked reduction of bed numbers. We do not think that a ratio of 
about 0.15 beds per thousand population is realistic to satisfy the 
residential treatment needs of mentally ill, unless a very extended 
network of out-care has been previously set up. At present, this is 
not the case in Italy; the danger is that some patients fallout of 
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care or the waiting list of other wards grows longer. 
At the present time, treated outpatients seem to be composed 

of two large categories: people who become patients in prolonged 
contact and those disappearing after few visits. The former are for 
the most part previously disharged psychotics and they do not differ 
significantly from the new long-stay inpatients who accumulated before 
the 1978 act; the latter seem to be essentially people suffering from 
minor psychiatric disorders. The problem is that the former represent 
only about 20 per cent of total 1-year prevalence rates, but account 
for about 80 per cent of total outpatient service activities. If this 
trend remains consistent in replicated evaluative studies, the danger 
is that non residential psychiatric facilities will be restricted 
only to the specific function of care-givers for well-known patients 
suffering from the most seriously impairing conditions of mental illness. 

Are there relevant differences among data from various areas? 
Figure 1 provides the distribution of contacts in four areas of 
northern Italy with a total population of about 300,000 inhabitants. 
There are similarities and differences, but the former seem to 
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Table 3. "New on the register" patients (1980) in 4 areas. 
By diagnosis : percentage 

Diagnosis Lomest Albenga Novi Sestri 

Schizophrenia 8 6 7 5 
Affective psychoses 12 17 12 13 
Dementias and other 

organic conditions 2 4 1 3 
Neuroses 64 65 65 62 
Alcohol dependence 2 4 / 9 

Personality disorders 2 4 4 7 
All other conditions 10 / 11 / 

Total number 142 47 153 141 

outnumber the latter. If such were the case, it might be assumed 
that previous suggestions were more solidly grounded in empirical 
facts; however, the trends are not homogeneous everywhere. It seems 
that average estimates are more confusing than clarifying, as diffe
rent levels of factors are probably contributing to various distri
butions among areas. Some of the factors involved may be: a diffe
rent impact of the de institutionalization programme, socio-demographic 
characteristics of the zones, the distance from residential settings, 
and the more or less community-oriented policy of the services. 

Do the differences among areas depend on different inception 
rates of mental illness or are they produced by various organizational 
aspects of the services? Table 3 shows the distribution of "new on 

12 
the register" patients in the four areas by diagnostic categories ; 
the "new on the register" figure represents a purely operational 
measure, but it should approximate the number of new patients reported 
to the community psychiatric services. Percentages are very similar; 
it seems that the area differences in various contact rates must be 
ascribed to factors other than different distributions of particular 
diagnostic categories. In any case, further research is needed. 

FUTURE PERSPECTIVES 

In general, the last sentence is certainly correct and opportune, 
but in a sense it is also obvious and relieves scientists of the re
sponsibility of providing planners with clear-cut elements with which 
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to work. wing5 stated that each planner must be a bit of an evaluator 
and each evaluator must be a bit of a planner. We are doubtful that 
the first part of the suggestion can be easily achieved, but efforts 
could be made with regard to the second part. 

In the near future, resources - where available - will probably 
be invested in residential structures for medium-term care as alter
natives to the old mental hospital. It might be suggested that even 
though organizational aspects are relevant, they are not the only 
issue to be considered. Adequate patient assessment, evaluation of 
clinical and social outcomes and specific care-fitting patterns (not 
designed for unspecified categories of mental illness but for the 
needs of each individual patient) must become the ultimate goals of 
each new facility. Obviously, health planners must accept constant 
monitoring and evaluative research as essential features of service 
innovations, but administrators continue to be elusive on this 
subject, at least in our country. 

If available data are consistent, they seem to indicate that the 
treatment of minor psychiatric disorders is the Cinderella of public 
mental health service activities. In fact, if neurotic patients need 
only drugs, then family doctors are sufficient to prescribe and 
follow-up; however, if they need more sophisticated treatments, then 
public clinics do not seem an appropriate setting in which to care 
for them. The danger is the developtment of a system of public 
services for the more severely mentally ill and of many private 
practices for people suffering from minor psychiatric disorders. As 
a consequence of this, it would be easy to predict a strict selection, 
essentially based on the socio-economic status of the patients. 
Devising patterns of care to cater for the needs of patients suffering 
from minor psychiatric disorders should become a more relevant concern 
of people involved in the public mental health system, at least in our 
country. There are serious difficulties, of course. Tentative sugge
stions might be discussed with regard to research policy; for instance, 
to support primarily projects based on continued work on non psychotic 
disorders, and those able to provide scientific conclusions and 
practical, transferable indications for the services. 

The shortage of more precise, well-defined perspectives depends 
certainly on my own limits and probably on the need for more extended 
evaluative studies on the effects of the recent Italian psychiatric 
reform. However, a final remark seems opportune, in our opinion: few 
but hard data based on empirical work are more useful than personal 
opinions, no matter how sophisticated these may be. 
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This is a report on a study undertaken by the two authors on be
half of the European Regional Office of the World Health Organization. 
About 6 years ago, the World Health Organization decided that 
special attention should be given to recent developments in the 
psychiatric services that deal with acute illness and emergencies. 
There is often an overlap with "crisis emergency" services, and one 
of the objects of the work was to examine this overlap so as to see 
if a style of work or set of techniques could be identified that has 
anything new to offer to those responsible for psychiatric services. 

There is an extensive literature on "crisis theory" and 
"crisis intervention", coming largely from the United States of 
America during the 1960's. The whole subject is very extensive, so 
this study had to have limits. It was, therefore, confined to 
emergency units clearly identified as part of the psychiatric 
services, and preferably having an overnight stay facility (although 
this was often limited to only a very few days). Included in both 
parts of the study were psychiatric units who claimed to do emergency 
or crisis work without necessarily having any extra facilities and 
with no special label or title referring to crisis intervention. 

The first part of the study was done in 1977 by one of the 
present authors (J.E. Cooper). A publication was produced in 1979 
in the form of a WHO report "Crisis Admission Units and Emergency 
Psychiatric Services", report no. 11 in the "Public Health in 
Europe" series. 

This gave detailed description of the setting and working 
methods of 15 units visited (in 7 countries) during March 1977. The 
centres visited are shown on the left side of table 1. 
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Table 1 

Crisis intervention units and psychiatric emergency 
services visited during the project 

Amsterdam 
Groningen 
Utrecht 

1977 

Holland 

Linkoping 
Karolinska Hospital 
Nacka Project 

Sweden 

Helsinki Services - Finland 

Barnes Unit, Oxford 
Maudsley Hospital 
Edinburgh Regional 

Poisoning Centre U.K. 

Royal Edinburgh Hospital 
Experimental Ward 

Central Institute for 
Mental Health, Mannheim FRG 

Geneva Services - Switzerland 

Sofia 
Pleven Bulgaria 

1983 

Reims France Paris 

Barcelona Spain 

Trieste 
Roma Italy Arezzo 
Perugia 

Budapest Hungaria 

Athens Greece 

Belgrade Yugoslavia 

Berlin West I 
Munich FRG 

Berlin East - GDR 

Zurich Switzerland 

Vienna Austria 



In the first part of the study, each centre was visited, 
usually for 2 days, and several members of the working staff were 
interviewed. An extensive check list and questionnaire was filled 
in by the investigator, covering methods and hours of work, catch
ment area covered, source of referrals, destination of discharges, 
and many other aspects of each unit. An account was then written 
of each unit, trying to give complete description of the workings 
of the unit. Particular attention was paid to the problems of orga
nization and professional identity, with a view to examining the 
effectiveness of role-blurring or role-sharing. 

Descriptions of this type form the bulk of this first report, 
together with a brief historical review of the theory and practice 
of crisis intervention. 

The report concluded that there appeared to be a "crisis prac
tice" that could be identified as a common element in many centres, 
and which was similar to that noted in the literature from the U.S.A. 
It was more difficult to find any agreement about an identifiable 
and useful body of "crisis theory", in spite of the comparatively 
enthusiastic literature. 

"Crisis practice" had the following features: 

(1) Frequent meetings of small mUlti-disciplinary 
teams, run on a democratic basis, often as fre
quent as two per day. 

(2) Frequent interviews and contacts by individual 
team members with patients and their families 
between the team meetings: again, more than once 
a day was not uncommon. 

(3) Rapid decision-making by a nomi~ated key worker 
for each patient, but with the team sharing the 
responsibility of the decision as far as possible. 

(4) A consequent sharing and blurring of professional 
roles. 

(5) A rapid turn-over of patients, with little follow
up after an intense working period of often less 
than a week. 

The publication was well-received by many workers in this type 
of service, and appeared to fill a need for information about the 
detailed workings of such services. Since then, the number of 
emergency and crisis services in Europe has continued to increase, 
and a number of units or services have appeared in countries which 
previously did not have them. 
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Because of the continuing interest and development, the WHO 
decided in 1981 to commission a further similar study. This also 
gave an opportunity to include more centres from French and 
German speaking countries. 

Accordingly, Dr Heinz Katschnig is currently visiting a further 
selection of similar centres (see table 1 right side), using the 
same method of a personal visit plus the filling in of a check list 
and detailed questionnaire schedule. This adds a further 15 centres 
in 8 more countries, giving a total of 15 + 15 = 30 centres in 15 
countries. 

We are both aware that there are other centres in the countries 
visited, and in those not visited, that do the sort of work we have 
been studying, but a complete survey is obviously impracticable, 
unless a totally different scale of effort and resources becomes 
available. 

We have covered a wide variety of centres, services and indi
viduals, and must have gained a general view of what is going on 
in Europe in this field. It will be of great interest to see to 
what extent the findings of the first part of the study are con
firmed by the second part. Dr Katschnig is still preparing the 
report on his visit. So it will be some time before details can 
be compared, but already it is clear that broadly speaking the 
same developments and practices are continuing. 

We have time today to mention just a few of the more general 
points that have already emerged: 

First, there is a wide (if not extraordinary) variety of 
emergency services. They vary from small, closely-knit multidisci
plinary teams with a specific "crisis" label and identity, to in
dividuals who are simply members of the ordinary psychiatric ser
vices taking their turn (often with no special enthusiasm or 
training) at being on the emergency duty rota for the day or night. 

One major decision that has to be taken everywhere, is wether 
to specify individuals or teams as special emergency workers with 
an identity and premises, or whether to leave the ordinary psychiatric 
team to cope with emergency work within its overall program of work. 
There are still conflicts of opinion on this fundamental point, but 
it seems that the countries of Northern Europe (Scandinavia, U.K., 
Holland, and to some extent Germany) contain many specified crisis 
centres, whereas the countries of Middle and Southern Europe con-
tain few who work on the basis of a specific crisis theory. 

Separate from this issue is the question of providing a cr1S1S 
service with or without a specific catchment area. In many countries 
there is now a trend towards sectorization of psychiatric services, 
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and perhaps a sector service should include a special crisis ser
Vlce. This will depend upon the resources available; the most luxu
rious level we have found was in the Nacka Project in Stockholm, 
where each of three sectors of 25.000 persons had a team of about 
10 therapists - this is a level way above what most countries 
can afford. 

We have both remarked independently upon one rather unexpected 
feature of the more highly specialized and "crisis labelled" units; 
this is that these self-identified crisis workers are rarely 
willing to leave their own premises to go out into the patient's 
homes. In contrast, many of the outwardly more orthodox psychiatric 
teams coping with emergency work without calling it 'crisis work', 
regard domiciliary visiting to see the family and the home circum
stances as part of the ordinary assessment procedure. This is, in 
our opinion, a reflection of the slightly aggressive attitude 
found in some of the more theoretically inclined crisis workers, 
which leads them to be always questioning the patient about what 
are they going to do, what are they going to decide. This is appro
priate only for certain types of patients at certain times, and so 
usually goes together with a fairly rigorous selection of only 
certain types of patients for the crisis service. 

This problem of selection and filters is the last point we 
have time for. It is all-important, and determines the size and 
troublesomeness of the flow of patients through any emergency 
service. In turn, it is decided by the extent and nature of the 
medical, social and ordinary psychiatric services, into which a 
special emergency service has to be fitted. 

If an emergency service has to take all cases at all times, 
including acute alcoholics, then it must have a distinct medical 
component. If alcoholics of all types, drug addicts, chronic schizo
phrenics and other refractory types are excluded, then a unit can 
relax into a less medical and more problem-solving approach, with 
very different results for the style and pace of work. 

The final report will no doubt bring together these and other 
points, but it is doubtful wether it will attempt to give any 
positive advise or prescription for the design of emergency ser
vices. It is more likely to provide further detailed commentary 
and information which will allow those who are interested to decide 
which type of service to aim for, and what are the main problems 
they are likely to encounter in so doing. 
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EVALUATING THE IMPLEMENTATION OF COMMUNITY MENTAL HEALTH CARE 

W. an der Heiden, H. Hafner and J. Klug 

Central Institute of Mental Health 
POB 5970 
D-6800 Mannheim, FRG 

With respect to the increasing number of beds and the overcrow
ding of mental hospitals in many countries in the middle of the cen
tury, attempts to avoid long stays in hospital became a major goal 
among reformers of the mental health care system. The attempt of 
reducing patient populations was based on a profound dissatisfaction 
with the conditions and effects of mental hospitals. As a result, 
several countries with very high bed rates showed a significant de
cline (HAFNER and KLUG, 1982), whereas at the same time the number of 
admissions has continued to rise. In the beginning, the developments 
of community alternatives to inpatient treatment were prompted more by 
political and economic considerations than by any planned treatment 
strategies. Comprehensive services to the mentally ill in the commu
nity have been justified for a variety of reasons, ranging from the 
clinical-humanitarian to the fiscal-political. Although this broad 
array of rationales was useful initially, continuation must be justi
fied in terms of benefits that they produce. Fiscal appropriations 
may be ultimately determined by political or other criteria, data 
about effectiveness of services are vital for continued funding. 

What is the career of a long-term disabled psychiatric patient in 
an era of community treatment? 

In connection with the stepwise implementation of a comprehensive 
community mental health service in Mannheim since 1969 (HAFNER and 
KLUG, 1980,1982) we investigated the impact on the care provided for 
chronic schizophrenics with respect to beds in psychiatric hospitals, 
places in complementary services and utilization of services for out
patient care. Especially we wanted to know how much care has to be 
provided in the community for discharged schizophrenics who are no 
longer hospitalized for extended periods of time. 

Our investigation was based on an analysis of utilization data 
of the cumulative psychiatric case register at the Central Institute 
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of mental health in Mannheim for the period 1973-1980 and on a cohort 
study among all inhabitants of Mannheim with the diagnosis of schizo
phrenia who had been admitted to mental hospitals during one year 
(1.10.77 - 30.9.78). 

Results 

When the number of beds for schizophrenic patients in Mannheim 
provided in hospitals and homes are combined, a slight increase of 
about 10% can be noted (see Fig.l.). 
It results from a distinct increase of more than two-thirds in the 
number of patients institutionalized in complementary services and 
from a reduction of at least 30% in patients admitted to mental hos
pitals. This trend appears to be continuing. 

The proportion of long-stay patients (over one year) among the 
total number of schizophrenics treated in psychiatric hospitals or 
homes has changed from 192 (84%) on 30th May 1973, to 170 (74%) on 
15th December 1980. 

Even under the conditions of an extensive community mental health 
service, a group of "new" long-stay patients (census day 30.May 1973), 
was found to accumulate. 
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Compared to the old long-stay patients (census day 30.May 1973), 
whose numbers have continued to decline, even though more slowly, the 
new long-stay population has steadily accumulated (see Fig.2) reaching 
65 on 31st December 1980. 

The over-proportional rise in schizophrenics admitted in shel
tered homes is quite revealing. Within a period of seven years, this 
population has increased from 30% to 60%. Three-quarters of those 
schizophrenics who became long-stay patients in 1980 were admitted to 
homes, whereas only one-quarter were admitted to the psychiatric hos
pital. 
These changes reveal that the main burden of institutional care pro
vided for schizophrenic patients has shifted from the mental hospital 
to the community and to the home. It seems that in the future under 
the conditions of an effective community mental health service, the 
majority of those schizophrenic patients needing long-term institu
tional care can live in sheltered homes or apartments in the community. 
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In a structurally fragmented community mental health care system 
one has to pay special attention to continuity of care. As patients 
move between community and inpatient settings, opportunities arise 
for breakdown in communication. To meet patients' needs more effec
tively, coordination is necessary at the point when they pass from 
one agency to another. 
In inquiring into the pattern of care in the extramural sector we ob
served the pattern of utilization by a group of patients prospectively 
over a period of 18 months. The cohort consisted of all Mannheim re
sidents who were admitted to a psychiatric hospital between 1st Octo
ber 1977 and 30th September 1978 with the diagnosis of schizophrenia 
(see Table 1). 
After an average length of stay of 91 days, the patients were dis
charged from the hospital treatment. 

Table 1. Rates of Intra-and Extramural Care 

Institution (patients) ~verage rate p.100 patients and year * 

Psychiatric 
hospital 148 9 270 days 

Oay-/night 
hospital 6 284 days 

Sheltered 
homes 38 4 700 days 

Sheltered 
workshops 36 2 560 days 

Psychiatric 
out-patient 
department 485 contacts 

136 
Psychiatrists 

n free practice 915 contacts 

Other physicians 460 contacts 

Patient's clubs 
and miscellaneous 67 245 contacts 

*) The calculation of the rates is based on a total of 148 patients. 
38 Patients out of 148 lived in half-way houses or sheltered homes 
most of the time after their discharge from hospital. For five of 
these patients this was the first admission to a home. For 36 members 
of this patient group, care was provided in one of the two sheltered 
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workshops located in Mannheim. They amount to 27% of a total of 126 
patients who according to their own statements have remained unem
ployed. 136 of the schizophrenics discharged from hospital had been 
in contact with medical services. The majority of them (90%) had 
seen psychiatrists in practice or had contacted the outpatient depart
ment of the Central Institute of Mental Health. Three out of the re
maining twelve patients could not be discharged during the period of 
observation; five lived in sheltered homes and were provided with care 
by a psychiatric consultant. Only four patients had not been seen 
by any physicians. 
Attention should be paid to the fact that roughly 30% of the patients 
have changed their physician at least once in the 18-month period and 
thereby interrupted the continuity of medical aftercare. This high 
proportion seems to reflect the difficulties of schizophrenic patients 
in entering into trustful relations (TANTAM and KLERMAN, 1979). 

The pattern of utilization over time can be seen as a dynamic 
process which is reflected by the transition between the various sta
tes of care. These dynamics can be illustrated by means of a flow
chart shown in Fig.3. 

Analysis of the patient stream shows the transitions for all 148 
patients. At cross-sectional point 1, all 148 patients are still in 
hospital. Fourteen days later, at point 2, 12 patients have been dis
charged; 10 of them have contacted an aftercare service; 2 have not 
received any aftercare; 136 patients remain in hospital. From cross
sectional point 3 on, the changes become more complex. One first re
admission to hospital has been made from the "aftercare" sector. 
Furthermore, one patient who so far has not received psychiatric 
treatment has changed over to the aftercare sector. Altogether, a 
distinct decrease can be observed in the inpatient sector, corres
ponding to a marked increase in the "aftercare" and "no aftercare" 
categories. 
Do aftercare services provided in the community help discharged pa
tient remain in the community? The answer would be useful to policy 
makers and program planners in the mental health field. More patients 
than ever are being discharged from hospitals to the community. While 
the number of patients in hospitals has decreased, admission and dis
charge rates have increased. Consequently, the new pattern for many 
patients is short-term hospitalization before return to the community. 
There is a shift of the main burden of care for chronic patients from 
the hospital to the complementary services, while the hospital is pre
pared to provide crisis intervention and emergency care. 

In reality, extramural care in Mannheim is often not limited to 
the utilization of a single agency. Very frequently, patients contact 
several, in extreme cases up to five agencies at the same time. Most 
cases of multiple utilization consist of visits to a physician com
bined with stays in sheltered homes, attendance at a sheltered work
shop or/and a patient's club. This is one consequence of the provi-
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PATHWAYS THROUGH SERVICES 

TYPE OF CARE 

INPATIENT OUTPATIENT NO AFTERCARE 

POINT OF 

TIME 

1 ~ 0 ~ 

''''~ 2 Gi] 10 ~ 

11
5

' 

3 

4 

5 

6 

36 

Fig. 3. 

sion of a network of rehabilitation facilities for chronic schizo -
phrenic patients in the community. The network provides various kinds 
of help, depending on the individual's needs: medical treatment, 
housing, occupation and social activities. 

One essential aim of an extensive community care is to enable 
the mentally ill to live and participate in their normal surroundings 
as long as possible (BYERS et al., 1978). In fact, the dense network 
of extramural services provided in Mannheim seems to have this effect. 

As shown in Fig.4, we have divided the cohort into three groups 
by intensity of utilization, which was operationalized by summing up 
all contacts of a patient with extramural services during his time 
outside hospital. On this basis, the whole sample was divided into 
three subsamples and the probability calculated for each that its mem-
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days 

bers will not need hospitalization. The object of this analysis is 
to determine the interval between discharge from an inpatient service 
and readmission. 

For the subgroup with the most extensive utilization of comple
mentary services, the cumulative probability of not being readmitted 
to hospital within one year is 0.30. The probability for the sub
group with medium utilization, 0.14, is considerably lower. The sub
group with lowest utilization rates is not fully comparable, since 
it mainly consists of patients with a relatively short duration of 
schizophrenia and thereby with a favourable prognosis. We may con
clude that an extensive utilization of extramural facilities reduces 
the probability of readmission to psychiatric hospital. 
Aftercare for discharged hospital patients has become a salient issue 
as an increasing number of patients return to the community from hos
pitals. Community mental health care systems attempt to enhance, or 
at least maintain the patient's levels of functioning and to extend 
the length of their community stay. 
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Inevitably, the net of complementary services providing various 
kinds of help depending on the individual's needs, is extensive and 
rather costly. As regards its efficacy, it appears to have led to 
a distinct decrease in long-term hospital stay, especially among the 
so called "new" chronic cases. Our cohort study has also shown that 
the extensive utilization of the network of services by schizophrenic 
patients after being discharged from hospital definitely extends the 
interval until their next admission. At least to this extent, the 
effectiveness of this intensive extramural system of care is beyond 
question. 
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Mannheim, Federal Republic of Germany 

INTRODUCTION 

Most developed countries can expect to have increasing numbers 
of elderly (over 65) in their population in the next decades. 
Optimal provision of care for the elderly, no longer capable of 
totally independent living, remains a major challenge. For many 
elderly, some form of institutional care will always be necessary. 
Each country has already developed a system of such care and a 
cross-national comparison of systems may illuminate possibilities 
of institutional care and the advantages and disadvantages of the 
alternatives. 

The US-UK studies of the elderly (Mann, 1980) have focussed 
on the institutional provision for the elderly in the cities of 
New York and London (Gurland et al., 1979). The two city 
comparison has been extended to include the city of Mannheim, West 
Germany. A summary of the data from the three cities comparing 
the system of institutional care and the health status of a random 
sample of residents is presented here. A random sample of Care 
Staff was also interviewed in each city. 

The two European cities have a somewhat larger proportion of 
elderly citizens but the age and sex distribution between the 
three cities appear similar. The number of institutional places 
per 100 elderly of the population and the proportion of places in 
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institutions providing a medico-nursing type of care versus 
residential care are shown in Table 1. It can be seen that 
despite having a smaller proportion of elderly amongst its 
population, New York provides a larger proportion of places than 
the European cities. Nursing Places:- New York: skilled 
nursing facilities. London: Psychiatric or Geriatric Hospital 
wards. Mannheim: Altenpflegelheim. Residential Places:
(personal day-to-day assistance, nursing and medical help not 
available in situ). New York: Health Related and Domiciliary 
Care facility. London: Residential Homes. Mannheim: Altenheim. 
(Special housing available ~n London and Mannheim is not included 
in this study). 

Table 1 also compares the financing of'institutional care 
in the three cities. In New York the majority are in private 
ownership, in London in public ownership and in Mannheim the 
majority are owned by voluntary organisations. 

METHOD 

A long-term care facility for this study was defined as a 
place where 4 or more unrelated elderly can live together for 
more than 6 months and take communal meals. 

In New York and London a random sample (n = 24) of institutions 
was drawn from a list of all facilities meeting the above 
definition. Patients were selected at random to give a 0.5% 
sample of all in care. In Mannheim all institutions with more than 
50 residents were selected for study, a 1/7 sample of females 
being studied. (To make a comparison, the males in the samples 
in London and New York have been omitted in this three city 
study.) 

All selected residents were assessed by semi-structured 
interview (CARE. Gurland et al., 1977). Assessment methods have 
been described in full elsewhere (Gurland et al., 1979). In 
Mannheim an abbreviated version was used. Patient comparison is 
presented for (1) dementia (responses to the Organic Brain 
Syndrome Scale, 11 item, score ~ 8 = severe dementia) . 
(2) depression (abbreviated depression scale, 6 item, score ~ 
2 = depressive symptoms and (3) ADL Scale (0-41 point scale 
indicating impairment of activities of daily living). Depression 
items were only scored for subjects scoring < 8 on the OBS scale. 
A random sample of Care Staff working in the institutions chosen 
for the resident study was also assessed using a semi-structured 
interview, The Nurses Aid Interview (Godlove et al., 1980). 
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Table 1 

Some comparisons of the total elderly populations 

of New York, London and Mannheim. 1976 

New York London Mannheim 

Total elderly population 940,000 1,031,000 85,000 

Elderly as % of whole 
population 12.6 14.7 16.0 

Of elderly population: 

% female 59 61 64 
% male 41 39 36 

% 65-74 63 64 64 
% 75+ 37 36 36 

Long term care places 
per 100 elderly 4.7 4.6 3.9 

Level of care 

% in nursing care 67 36 53 
% in residential care 33 64 47 

Ownership 

% proprietary facilities 54 7 19 
% voluntary facilities 38 17 60 
% public facilities 8 76 21 

RESULTS 

Residents 

(1) 118 females (70% nursing care, 30% residential care, 
mean age 81.4) were assessed in New York. 119 females in London 
(40% nursing care, 60% residential care, mean age 82.7) and 
139 females in Mannheim (52% nursing care, 48% residential care, 
mean age 80.4) made up the samples. London differed in that the 
residential care group were older than those in nursing care. 

(2) 16% of New York and Mannheim samples and 21% of the 
London sample suffered from severe dementia (score>; 8 OBS) (N.S.) . 
However, the former two cities had a much lower rate of dementia 
(3 and 6% respectively in residential care, in contrast to London 
- 17%). 
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( 3) 
(~9) • 

as those 

Mean ADL scores of all three samples were similar 
The sample in residential care in London was as disabled 
in nursing care, in contrast to the other two cities. 

(4) Depression rate (score ~ 2) was 54% in New York, 53% 
in Mannheim and 78% in London (London vs New York or Mannheim 
P< .01). Similar rates of depression were shown between 
residential and nursing care in London and Mannheim, but lower 
rates in residential care in New York. 

care Staff Assessment 

London and New York employed similar people in this work 
(mean age 40, more than 50% foreign born); Mannheim differed 
(mean age 33, 10% foreign born). In each city, a significant 
minority of the samples ( ~ 30%) said they preferred caring for 
confused residents and over 50% of the sample said they preferred 
caring for dependent residents. 53% of the London sample reported 
that they had had no training at all compared to 5% in New York 
and 14% in Mannheim. London staff reported carrying out 
significantly less activity, both nursing·and day-to-day 
assistance in type, in their typical daily shift. More London 
and New York staff reported restrictions for residents in the 
institutions than Mannheim staff. 

DISCUSSION 

The systems of care against which this cross-national study 
has taken place are diverse. The three cities studied provide 
places for about 5% of their elderly population, but the balance 
between residential and nursing models care and between voluntary, 
public and private finance is quite different. The conclusions 
of this study, however, must be tentative because of 
methodological limitations. Though randomly drawn, the samples 
of residents were small and exclusively female. The diagnosis 
of the residents for depression, dementia and for their 
impairment of the capacity for daily living was based upon 
standard scale scores which, inevitably, have imperfect 
reliability and validity. 

The findings maybe summarised as follows: 

1) In their long-term care institutions, the three cities house 
a similar group of old, disabled and demented residents. 

2) London, providing most places in its system of care in 
residential homes, therefore houses a large proportion of 
these old and disabled people in a residential form of care. 
New York and Mannheim have clearly allocated the more 
disabled residents to nursing care. 
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3) Depression is cammon among the residents in institutional 
care in all three cities, but in London, in both forms of 
care, the prevalence of depression is significantly higher 
than in the other cities. 

4) See Addendum 
All these findings point somewhat critically at the London 

system. However, it should be remembered that residential care 
is cheaper than nursing care (by a factor of 2-5 in London) . 
This economic factor must be taken into account in planning of 
care for an increasing population of elderly. 

A cross-national study such as this is essentially 
descriptive and should lead to further investigations. One of 
these is of outcome. It cannot be assumed that expensive nursing 
care provided in a hospital-like atmosphere is the optimal model. 
It could be an advantage to maintain the personal atmosphere of 
the London residential homes. With the provision of more staff 
training these homes may then be better able to provide for its 
disabled population. Such questions can only be answered by 
outcome studies. One has been attempted comparing New York and 
London (MacDonald et al., 1981) but methodological difficulties 
in this study were considerable and further attempts are 
desirable. 

Another area of research that might follow from this cross
national comparison is that investigating depression amongst 
this elderly population. Would the rates of depression be as 
different among the three cities, were the residents to be 
assessed at time of admission? If they were not and depression 
rates to diverge during the months after admission, what social, 
personal or treatment factors are associated with increasing 
or decreasing rates? Specific cross-national studies in this 
area would be rewarding. 
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Addendum (4) 

4) A significant proportion of staff in each city report that 
they prefer to look after dependent or confused elderly. 
Care staff in London report that they receive less training 
and carry out less day to day help than staff of the other 
cities. 
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COST-EFFECTIVENESS ANALYSIS 

David Goldberg 
Professor of Psychiatry 
University of Manchester 

England 

In a traditional cost-effectiveness analysis there is a single 
objective which is usually measured by a common physical unit 
(i.e. the number of breast cancers detected, number of chronic 
schizophrenics who return to full employment), and we want either 
to achieve a fixed level of objective at minimum cost, or as much 
objective as we can for a fixed cost. There is, therefore, some 
sort of outcome which is explicitly stated for each service or method 
of treatment, and the analysis will compare the cost of achieving 
the goal by various means. It is not easy to find examples of such 
analyses in psychiatry, since it is unusual to think of the 
effectiveness of treatment in such crude terms. Patients who have 
received a particular treatment cannot be usefully divided into 
'still ill' and 'cured'; and indeed we may wish to examine the 
effects of a particular treatment on many different aspects of 
psychosocial adjustment. It is also sometimes necessary to evaluate 
services which do not reduce disability at all: for example, 
services for mentally handicapped children, or for severely 
demented old people. Fortunately, it is possible to modify 
cost-effectiveness analysis in such a way that useful conclusions 
about psychiatric services can still be drawn. 

The basic strategy of such modified studies is to compare two 
alternative forms of treatment service as comprehensively as 
possible in terms of the quality of care provided and the effects 
which they have on their patients. 
express the value of these effects 
comparison is made of all the ways 
compare with one another, and this 
service is clearly superior to the 
superiority emerges. The economic 

No attempt should be made to 
in monetary terms. An overall 
in which these two services 
is examined to see whether one 
other, or whether no clear 
analysis is carried out 
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separately, and addresses itself to what each service costs. A 
service which is more expensive than another should be able to 
justify the increased cost in terms of the higher quality of the 
services provided. A cost effectiveness analysis provides us with 
a rough framework for effecting a comparison between expenditure 
on health care and the quality of the resulting service. 

The essence of any evaluation is a comparison between two 
alternative forms of treatment service, or between a new form of 
service and an established form. 

Stated in this general form, it lS evident that cost 
effectiveness analysis covers a wide range of evaluative studies 
ranging from very simple comparisons on the one hand to highly 
complex controlled studies with prospective random assignment of 
patients on the other. For example, we might compare the quality 
of care available in two different kinds of childrens home in terms 
of quite simple indicators such as the quality of the buildings, the 
level of staffing in each and the training of the staff, the range 
of activities available for the children, the children's overall 
level of physical and psychological health, and the satisfaction of 
the children and their relatives with the care received. These 
qualitative differences between the homes would be offset against 
the cost of providing each service in terms of capital and revenue 
expenditure. Such a study could be carried out on a low budget by 
a trained research worker, and would not be especially time 
consuming. Although modest, such a study might enable firm 
conclusions to be drawn concerning a particular pattern of service. 

At the other extreme are complex designs used to evaluate 
programmes for particular diseases which may have far-reaching 
economic consequences. If the economic analysis is extended to 
cover benefits as well as costs then these more complex comparisons 
are best described as "modified cost-benefit analysis", since a 
comprehensive comparison of two services in non-monetary terms is 
then considered together with a conventional cost-benefit analysis 
(Williams 1974; Glass & Goldberg 1977). An example of such a study 
would be the Manchester Schizophrenia Study (Goldberg & Jones 1980; 
Jones, Goldberg & Hughes 1980). This study compared the services 
offered by an area mental hospital and the psychiatric unit of a 
district general hospital by following two cohorts of first 
admission schizophrenics admitted to each service. The patients 
were compared in terms of the services used over the course of a 
year, and the investigators measured the clinical and social 
adjustment of the patients, and the effects that the patients' 
illnesses had on their families. The economic analysis was not 
confined merely to costs of the patients' psychiatric care, but 
included all cash flows caused by the patients' illnesses, first 
from the viewpoint of the rest of the community, and secondly 
from the viewpoint of the patients' families. It was possible to 
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bring all these financial effects together in the form of a single 
'net effect' which represents the overall financial comparison 
between the services. 

LEVELS OF COMPLEXITY OF THE ECONOMIC ANALYSIS 

The simplest type of evaluation is confined to the direct 
psychiatric health costs of the treatment services. May's classic 
cost-effectiveness study which compared different treatments for 
acute schizophrenia merely considered the costs of various 
components of hospital care (May 1971); but Mancini and Burchell's 
comparison between mental hospital and the Maudsley hostel ward 
in the treatment of the new long-stay patient considered the costs 
per patient day in the two services, and also compares the capital 
costs. It emerged in the latter study that the hostel-ward was 
cheaper in terms of capital costs, but rather more expensive in terms 
of revenue costs: mainly because of the costs of paramedical 
supporting services and general services at this particular hostel. 
(The study is briefly referred to in Wing 1982; full details from 
the Economic Adviser's Office, DHSS, London). 

Simple cost comparisons such as these are justifiable where the 
evaluation is being undertaken entirely from the viewpoint of the 
health providers, or where the patients receiving the service are 
not likely to either engage in open employment or to have adverse 
economic effects on other members of their families. If these 
conditions are not met, it is unwise to undertake such a simple 
economic analysis, since it is known that the indirect costs of 
psychiatric illness greatly exceed the direct costs. 

An intermediate level of economic analysis is concerned with 
general costs, not merely of the psychiatric services, but also 
including general health costs, family doctor costs, local authority 
welfare services costs, social security payments and rent rebates, 
and travel costs. An example would be Mangen & Paykel's comparison 
between hospital out7patient services and community psychiatric 
nurses in the treatment of depression: here the total costs were 8 
to 10 times higher than the psychiatric costs, and there was no 
overall difference between the services in economic terms. This 
study was superior in that it used prospective random assignment 
of patients to the two treatment services, but it was limited in that 
it did not measure economic benefits in the form of the patient's 
earnings. (Mangen & Paykel; 1983) 

The most ambitious designs attempt to measure all the cash flows 
caused by illness from the standpoint of the patient and his family 
on the one hand, and from the rest of the community on the other. 
Thus, in addition to the above, one also records loss of earnings by 
family members who have had to stop work to look after the patient, 
extra earnings by family members obliged to work to help provide for 
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the patient, as well as the earnings of the patients themselves. 
Such detailed studies are time consuming and demanding, and can only 
be meaningful if the two groups of patients are exactly comparable 
in type of mental illness, chronicity of illness, and socioeconomic 
status. (It is obvious that if service "A" treats minor disorders 
in those with high income, it will be economically superior to 
service "B" that treats unemployed people with chronic psychoses 
and organic states; and that will be true however the two services 
are organised). 

If we now apply these arguments to the evaluation of treatment 
services to those with long term functional psychoses, we see that 
in the case of a comparison between two essentially institutional 
forms of treatment the simplest form of economic analysis will be 
adequate, but if one service is community based it will be 
necessary to include data relating to earnings, since these are 
likely to make a sUbstantial contribution to an overall economic 
evaluation. 

LEVELS OF COMPLEXITY OF THE NON-MONETARY EVALUATION 

The unthinking investigator has no clear hypothesis and 
measures everything in sight: symptoms of illness, disabilities 
and defects consequent upon illness, social adjustment of the 
patient - all these in both the patient and his living group - as 
well as characteristics of the treatment services themselves. If 
enough things are measured the hope is that any important effect 
will show up, and something will turn out to be significant. 
However, unless the investigator has no idea about the likely 
non-monetary benefits of a particular service, it is undoubtedly 
better to concentrate the evaluation on those aspects of outcome 
that are likely to be affected. 

For example, if we are concerned with the benefits produced 
by a new antidepressant drug it will be sufficient to measure 
outcome with symptom scales focused on the phenomena of depressive 
illness, but if we are concerned with the effectiveness of an 
additional psychotherapeutic treatment of depression it will be 
necessary to include other measures of outcome that are relevant 
to the rationale of the new treatment. Thus we might include 
relapse rate and self esteem as outcome measures of the benefits 
produced by cognitive therapy for depression, and scales of 
satisfaction and social function in the assessment of interpersonal 
therapy (1FT) for depression, Scales measuring disabilities, 
defects and social adjustment are particularly relevant in the 
assessment of services for ambulant psychotic patients discharged 
into the community. In Wing's hostel ward comparison for example, 
where the patients in the comparison were all institutionalised, 
the evaluation included a patient's attitude scale and a time budget 
as well as a social adjustment scale, since it was anticipated that 
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the new service might produce advantages ln these areas (Wing 1982). 

THE IMPORTANCE OF A CLEARLY STATED AIM 

Although it is usual to carry out comprehensive social and 
clinical assessments in two groups of comparable patients, the data 
produced by such assessments should be considered under two headings, 
the 'stated aims' Gf the evaluation and 'other effects'. First, 
did the new service achieve its intended aims? In order to measure 
this aspect of benefit we must assume that the service being 
evaluated has clearly stated aims, and that we have used rating 
scales which are relevant to these aims. The remainder of the data 
generated by the social and clinical assessments are used to ensure 
that any advantages of the experimental service are not at the cost 
of any other unanticipated disadvantages, and to test for any 
unpredicted advantages that the new service might have. In this 
part of the data analysis will be large numbers of analyses of 
which some will be significant by chance: in contrast any text in 
the former group which is significant can be interpreted more easily. 

If the clinical status of a patient is expressed as a score on 
a symptom scale it is important that the scale is homogeneous in 
the sense of being a measure of a single dimension. It would 
therefore be reasonable to express outcome as a score on, say, 
the Beck Depression Inventory; but it would be unreasonable to 
express it as a 'total score' on an overall measure of 
psychopathology such as the PSE or the DIS. Where such comprehensive 
clinical assessments are used in evaluation, the only reasonable 
procedure would appear to be to compare the responses of the two 
groups taking the various ratings one at a time. 

SOME METHODOLOGICAL PROBLEMS 

It follows from what has been said that when we compare two 
services we are necessarily comparing two treatment packages. 
These are typically forms of service that are appropriate in the 
country concerned, but which offer a number of points of contrast 
with one another. Unfortunately if one service is clearly superior 
to the other, we still do not know which component or components 
were responsible for the difference between them. We can sometimes 
do a within-group analysis to see whether those patients who did 
particularly well with the superior service tended to use a 
particular component that was not available in the other service; but 
the results of such analyses will be suggestive rather than 
conclusive. The problem can only be solved by carrying out more 
comparisons ln which we choose the services in such a way that the 
components are varied one at a time. This reminds us of the 
importance of replication in evaluation research: we need to know 
if our findings hold up across diagnoses, across social and 
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cultural settings, and for treatment packages which have many 
different combinations of characteristics. If the mOdel for 
evaluation is too elaborate and time consuming, we will never obtain 
the number of evaluative studies that are necessary to obtain 
reliable results. 

It must be remembered that a comparison between two services 
can only tell us which service is preferable: it cannot say whether 
there is not some other way of running a service that would be far 
more effective than either, or indeed whether it is worth having 
any service at all. Another problem is likely to arise if 
investigators choose large large numbers of non-monetary measures 
of the quality of service; the higher the number, the more likely 
are some of them to point in one direction, and some in another. 
The results can only be interpreted if one service is clearly 
superior to the other. If investigators clearly state the aim of 
a particular service, and devise a small number of outcome 
measures that are addressed to that aim, interpretation of results 
is likely to be straightforward. 
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EMERGING TRENDS IN RESEARCH AND SOCIAL PSYCHIATRY: 

Accm1PLISHMENTS AND FUTURE PROSPECTS 

David Mechanic 

Rutgers University 
New Brunswick, New Jersey 

In the past 20 years research efforts in social psychiatry 
have not only contributed to more appropriate and effective care 
for patients, but also has focused the research agenda more 
clearly. This paper will examine some important contributions, and 
efforts necessary to move forward in the coming years. 

Understanding serious disorder, and the experience of patients 
with serious mental illness, requires a longitudinal perspective, 
but early efforts in social psychiatry were largely cross-sectional 
and, thus, deficient in portraying natural history and course of 
disorder under varying environmental conditions. We learned too 
little about what symptoms and diagnoses were transitory or stable, 
the "long term effects of drugs and other interventions on symptoms 
and functioning, and the relationships between earlier and later 
disorder. Investigators have developed ingenious techniques for 
capturing the longitudinal character of mental disorder, and have 
carved out studies that have challenged many important 
preconceptions about the nature of the major disorders and their 
prognoses. Highly significant has been the realization that the 
schizophrenic disorders may not be as profoundly incapacitating as 
previously believed, and that many patients have a single episode 
of psychosis followed by complete recovery during the period of 
follow-up. In the discussion that follows, I plan to examine 
selectively samples of social psychiatric research that hold 
particular promise for future inquiry and for practice. 

Family Environment and Schizophrenic Prognosis 

1 In 1962 George Brown and his colleagues at the Institute of 
Psychiatry in London reported on a group of schizophrenic men who 
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symptoms, and then seen at home with their relatives, two weeks 
following discharge. The investigators found that patients with 
relatives who showed high emotional involvement in the interview 
(based on assessment of expressed emotion, hostility, and 
dominance) deteriorated more frequently than patients living in a 
low emotional involvement environment. This observ2~!on has now 
been replicated in a variety of research settings. 

It appears that emotional involvement in the case of 
schizophrenic patients largely denotes negative emotions and 
criticisms, in contrast to positive feelings. While the effects on 
emotion are attenuated to a considerable degree when patients are 
maintained on neuroleptic medications, differences occur even in 
medicated patients. It appears that schizophrenics cannot tolerate 
high levels of stress, and that neuroleptics in part, blunt the 
effects of stress. Patients who have less face-to-face contact 
with relatives are alsoS!gss likely to relapse in families with 
high expressed emotion. Negative emotions of relatives is also 
tied to family tolerance and expectations, wh}ch in turn relates to 
the patient's retention outside the hospital. These interactions 
are promising foci for continued inquiry. 

Efforts have been made to apply these findings in a controlled 
study where family members of schizophrenics were taught about the 
condition, were instructed in problem solvin§ techniques, and 
efforts were made to reduce family tensions. Follow-up at 9 
months found that patients in families receiving such interventions 
had a much lower rate of exacerbations than those in a control 
group receiving clinic-based individual supportive care. Only one 
patient in the intervention group (6 percent) was judged to have a 
relapse, in contrast to 8 (44 percent) in the control group. There 
is some indication that maintenance of medication regimens was 
superior in the intervention group requiring caution in 
interpretation, although adequate drug therapy does not necessarily 
prevent relapse. But this study, at the very least, demonstrates 
the significant possibilities of psycho-social interventions based 
on sound social research. 

Study of Prognosis 

Social epidemiology has emphasized a longitudinal perspective, 
the importance of studying the course of disease or disorder, and 
the differentiation of factors causing disorder from those 
affecting its course. In recent years a great deal of new 
information has become available on the course of schizophrenia, a 
disorder commonly viewed as chronic and progressive and having an 
inevitably negative outcome. Careful long term studies show this 
conception to be wrong, and the progressive decline often seen 
among schizophrenic patients in certain circumstances may have been 
a self-fulfilling prophesy. 
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In a remark,ble clinical study, carried out over 27 years, 
Manfred Bleuler studied the course of disorder among 208 patients 
in Zurich in varying cohorts over two decades. He describes the 
continuing adaptations among these patients who fluctuate between 
varying outcomes. Half to three-quarters of the schizophrenic 
patients studied achieve relatively stable outcomes that last for 
many years about ten or more years after onset. As many as 
one-third of patients achieved long term recoveries, and only 10-20 
percent become severe chronic schizophrenics. The estimate of 
recovery is conservative, since it only includes patients reaching 
an end-state, and as Bleuler notes, prognosis of all schizophrenias 
combined is better. Moreover, in some patients, even after 40 
years of psychosis, maSked changes still occur. Long term studies 
carried out9by Ciompi in Lausanne and by Huber, Gross and 
Scheuttler in Bonn confirm Bleuler's conclusions on the variable, 
and often positive course of the schizophrenias. 

Bleuler did not find impressive differences explaining the 
varying outcomes of schizophrenia, but a variety of other studies 
are suggesting new leads. A good illustration is the International 
Pilot Stud¥oof Schizophrenia which followed 1202 patients in 9 
countries. At two-year follow-up, 27% of schizophrenics had a 
complete recovery after the initial episode, and 26% had several 
psychotic attacks with periods of complete or partial recovery. 
More striking was the large variation between developed and 
developing countries, with proportions of patients showing complete 
recovery, varying from 6 percent in Denmark to 58 percent in 
Nigeria. While patients in each country are not representative of 
the total population of schizophrenics in that nation, the findings 
are too striking to neglect--particularly in light of other 
studies. 

Murphy and Raman 11, for example, carried out a 12-year 
follow-up survey of schizophrenic patients initially in a hospital 
in Mauritius. Although the researchers had no direct comparison 
group, they compared their results with data on schizophrenic 
patients in England, studied by George BroWll, John Wing and their 
associates. They note that incidence rates for schizophrenia are 
comparable in England and Mauritius, but the proportion of patients 
symptom free and functioning normally was greater in Mauritius. 
Moreover, there were fewer relapses between discharge and follow-up 
than in England. 

12 
Waxler, in a careful 5-year follow-up study of 

schizophrenics in Sri Lanka, found that 45 percent were symptom 
free as measured by the Psychiatric Status Schedule developed by 
Spitzer and his colleagues. Fifty percent were rated by the 
psychiatrist as having adjusted normally; 58 percent were seen by 
their families as having normal social performance and 42 percent 
had no impairment in the previous six months. Almost half of the 
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patients were said to have worked continuously over the previous 
five years, according to their families. Even allowing for errors 
in measurement, this is an impressive outcome, and at variance with 
Western conceptions of the course of schizophrenia. Waxler 
carefully examined possible artifacts in her results, and makes a 
persuasive case that her findings are indicative of important 
cultural differences. 

The observed variations in the course of schizophrenia in 
underdeveloped and developed countries require careful study of 
factors thatl'~¥4Possibly r2ntribute to such important 
differences. Waxler believes that the explanation may be 
found in family structure, native treatment systems, common beliefs 
about madness, and common values, and suggests a social labeling 
model as the best approach to understanding these differences. I 
would suggest, in contrast, that more simple possibilities be first 
examined, consistent with findings already reasonably secure within 
the body of social psychiatric research. 

In peasant societies, even the schizophrenic may be a useful 
economic actor, and can contribute to the family's livelihood in 
the home or in the fields. Not only is the patient aware of the 
importance of his or her labor, but there are strong mutual 
expectations within close kinship structures that encourage effort 
from the patient and normalization of bizarre thought and behavior 
from the family. The family is likely to be more supportive and 
encouraging, and less critical and complaining in such contexts. 
The ability of the patient to perform useful tasks, and the 
gratification of the family in avoiding the patient's economic 
dependence, may contribute to a relative climate of mutual 
satisfaction, in contrast to the situati.on in more competitive, 
complex societi.es characteristic of developed economies. In a 
sense, the culture may reinforce a positive climate, in contrast to 
the bitter criticism found in so many Western families in studies 
of schizophrenic remission. 

We have learned as much as we are going to from gross 
cross-cultural comparisons and require studies that measure, in 
carefully matched contrasting societies, such variables as 
expectations, family tolerance, expressed emotion, stressors, 
social supports, available opportunities for meaningful employment, 
and social stigma. 

As for treatment, Clausen, Pfeffer and Huffine, 13 in a 
follow-up study over 15-20 years of severely ill mental patients, 
traced the long term patterns of illness and help seeking. 
Relatively few of the married patients they followed over this long 
period became typical chronic cases, although many need repeated 
help. Half of the married men in the study, hospitalized with 
schizophrenia (and meeting DSM-III criteria) had no mental health 
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treatment of any kind subsequent to their initial hospitalization 
15-20 years previously. Some had no serious symptoms over the 
intervening period, while others managed to get along despite 
persistent symptoms. This study is further support for the 
important observations of pr?6nosis of schizophrenia, derived from 
the WHO collaborative study. 

Study of Risk Factors 

The course of serious mental disorder is extraordinarily 
complex, but increasingly research is focusing specifically on 
important risk factors, measured more carefully and evaluated in 
the context of sophisticated multivariate designs. By way of 
example, I briefly review some current efforts to study stressful 
life events and social attachments. 

There is a long history of concern with the role of stress in 
the occurrence of illness, but only more recently have 
investigators successfully measured the impact of events 
independent of subjective perceptions14~yg come to appreciate the 
importance of prospective1grediction. The Holmes-Rahe Social 
Readjustment Rating Scale stimulated interest in this area of 
study, and morY5EY7ently, there has been significant refinement of 
such measures. There are fundamentally two approaches used. 
The first, like Holmes-Rahe, attempts to ascertain how many of a 
large number of life change events have occurred within a specified 
time period. Efforts are increasingly made to differentiate 
positive and negative life events, and events possibly affected by 
the person or independent of their motives and actions. The life 
changes may be weighted by the degree of social readjustment they 
require. The alternative method, developed by George Brown, 
involves interviewing the respondent in detail about each event. A 
rater, listening to the interview, then makes a contextual 
judgment. This rating is an assessment of the degree to which such 
an event. happening to this person in this par§icular context, 
would be disturbing and require readjustment. The advantage of 
Brown's approach is that it better captures the meaning of the 
event in the context of the respondent's life, without confounding 
it with the respondent's subjective appraisals. Its disadvantage 
is the time necessary to make the rating, and the special 
instruction necessary for the rater. Careful comparison of these 
two methods, with comparable samples, would allow assessment of how 
results differ. 

Stressful life events have been demonstrated to be important 
in the occurrence ?! depression, schizophrenia and a variety of 
medical disorders. Depression appears primarily associated with 
loss events, while in other areas the relative role of negative and 
positive life change events remains confused. Much of this 
confusion is implicit in the gross characterization of complex 
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events in the Holmes-Rahe Scale, and adaptations 0t9it, which 
include negative, positive and ambiguous features. 

The role of life change events takes on particular interest in 
association2~ith other vulnerability or buffering factors. Brown 
and Harris, in a study of depression in Camberwell, London, found 
that women experiencing significant stressors were protected from 
depression if they had an intimate spouse or lover, had an outside 
job, and were not overburdened with small children in the home. 
Those who faced the obverse conditions were likely to become 
depressed when faced with major life changes, and risk increased if 
they had lost their mother at an early age. Other studies 
similarly show the importance of buffering factors in the presence 
of stressful life events, which has directed increasing attention 
to such factors as coping skills and social support. While the 
former is only vaguely specified, and involves significant 
measurement problems, social support has become a major focus of 
research activity. 

Numerous studies show that social support a~t~zzs rates of 
illness, mortality and medical care utilization. But the 
designation social support applies to a variety of measures that 
may, in fact, have little in common. The rubric may apply to the 
presence of a spouse or family member, an intimate other, or 
friends and neighbors; association with co-workers; participation 
in voluntary groups or religious activities; or social activity and 
participation in the community. In short, the concept has far too 
many referents. Despite the uncertainty of measurement, there is 
now a strong basis for focus on intimacy and networks of support as 
important predictors. It remains unclear, however, to what degree 
inadequate support and social relations are direct risk factors in 
pathology, in contrast t02~heir roles in buffering the impact of 
adversity when it occurs. 

Efforts are just beginning to address the role of coping in 
the context of other biological and psycho-social influences. 
While measuring coping remains a formidable problem, attention is 
turning to such important questions as what protects individuals 
with high biological risk from disorder, as in the case of a person 
whose identical twin is schizophrenic, or the child of 
schizophrenic parents. We have as much to learn by carefully 
identifying protective factors as we do in isolating influences 
conducive to disorder. 
Experimental Studies of Community Programs 

Refergnce has already been made to a program of family 
management to prevent exacerbations of schizophrenia, and more 
such demonstrations are necessary for developing effective 
community care. The field of mental disorder has not lacked 
innovative ideas. What has been least in evidence is the careful 

110 



evaluation of varying approaches to management and specification of 
successful interventions that can be transferred to new settings, 
once their value has been demonstrated. 

The issue has at least two crucial aspects. First, a program 
of intervention that is replicable must be examined in a 
comprehensive way, so as to allow a fair and comprehensive 
evaluation of its benefits and costs. Second, the programmatic 
aspects must be readily transferable and not depend solely on the 
excitement of a new venture or charismatic leadership. The problem 
of transferability is illustrated by the rapid diffusion of drugs 
and new machine technologies, in contrast to the indifference or 
resistance to new social technologies. One major difference is 
that the costs of drugs and machine technologies are more easily 
transferred to consumers and third party payers, while complex 
social technologies that are intensive in the use of personnel, are 
more difficult to reimburse under predominant financial 
arrangements. 

An especially interesting experiment in Hisconsin inv2a-~zg a 
training program in community living for chronic patients. 
This study compared an educational coping model with a progressive 
hospital care unit. An unselected group of patients referred for 
admission to a mental hospital was randomly assigned to 
experimental and control groups. The control group received good 
hospital treatment, linked with a progressive program of community 
after-care services. The experimental group was assisted in 
developing an independent living situation in the community, given 
social support, and taught simple living skills such as budgeting, 
job seeking, and use of public transportation. Patients in both 
groups were evaluated at various intervals by independent 
researchers. The findings indicated that it was possible for 
patients who were highly impaired to be cared for almost 
exclusively in the community. Compared with control patients, 
patients in the experimental group made a more adequate community 
adjustment as measured by higher earnings from work, involvement in 
more social activities, more contact with friends, and more 
satisfaction with their life situation. Experimental patients at 
follow-up had fewer symptoms than the controls. This experiment 
illustrated that a logically organized and aggressive community 
program can effectively treat even highly impaired patients in the 
community, without hospitalization. 

Such successful community programs are not without significant 
costs. A careful economic cost-benefit analysis of the above 
experiment, taking into account a wide range of hidden, as well as 
explicit costs, such as welfare payments and supervised residency 
costs, suggests that while such programs yield a net benefit, they 
are not les~6expensive in economic terms than more conventional 
approaches. Moreover, there are social costs in maintaining 
patients in the community, as compared with hospital care during 
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the more acute phases of disorder, as reflected in law violations 
and assaultive behavior. The prevalence of such behavior was low, 
but not inconsequential. We shall require careful study and 
experimentation of the best mix of community care and short term 
and prudent use of hospital facilities. We also need a better 
grasp of the organizational, political, and financial arra~1ements 
necessary to allow these programs to develop and flourish. 

Long Term Impact of Inte~~ntion 

There is almost universal awareness that the impact of drugs, 
surgery or any other physical intervention requires long term 
assessment for both beneficial and noxious effects. The importance 
of this has no better illustration than the growing evidence that 
the prevalence of tardive dyskinesia and other extra-pyramidal 
symptoms among patients maintained on neuroleptic medication, is 
greater than previously believed. Studies of social 
interventio~~, such as the long term Cambridge-Somerville 
experiment, illustrate that well-meaning interventions maY2~ot 
only be ineffective, but also may have adverse consequences. 

Long term studies of social programs for chronic patients, 
whether in the hospital or the community, indicate that 
improvements in patient functioning and performance 30quire 
continuing and persistent efforts. Wing and Brown, in a study 
of three British mental hospitals in the period 1960 to 1968, found 
that with changes in these hospitals, patients benefited in the 
early years, but over time some of the progress achieved was lost. 
While there are alternative explanations for the slipback, the data 
reflect how difficult it is to maintain progress with chronically 
impaired patients over long periods of time. Comparable findings 
characterize community care. The progress achieved2ky the 
community care program described by Stein and Test was lost once 
the program ended and patients returned to traditional care. A 
five year ~~llow-up of the patients studied by Pasamanick and 
associates also found that deterioration 0 32 patient functioning 
following the termination of the experiment. 

These studies all suggest, as do many others involving 
interventions to change health behaviors, that while short term 
improvements can be readily achieved, long term progress is a much 
more formidable goal for both patients and those responsible for 
their care. It is not clear to what extent initial progress is in 
part a result of the hope, enthusiasm and novelty associated with 
innovative efforts or new programs, or to what extent the loss of 
improvement reflects the inability of treatment staff to maintain 
their energies, interest and commitment with the same patients over 
time. Once we make the commitment to the need for longitudinal 
responsibility for chronic patients, identifying means to develop 
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and maintain efforts over time is a major task. This area of 
research has been substantially neglected. 

Treatment Environments and Patient Adaptations 

Patients live or are treated within a wide variety of 
community and institutional environments and make a life for 
themselves within a particular subculture. These may vary from a 
highly supervised and restrictive nursing home or board and care 
facilities, to a loose network of associations within the community 
within which patients share companionship, occasional meals and 
recreational activities. 

Deinstitutionalization has resulted in relocation of many 
chronic patients to small decentralized facilities, varying greatly 
in physic~l a~g ~~cial characteristics and in psychological 
climate. ' , We know little about the impact of these 
environments and to what degree certain characteristics are 
helpful, or noxious. Those environments that lack active programs, 
and where patients spend large periods of time unoccupied or 
watching television, encourage loss 0~6skills and diminished 
psychological and social functioning. A great deal more needs to 
be learned, however, not only to regulate these facilities, but 
also to improve even the most basic care. 

To summarize, efforts in social psychiatry have opened some 
new and exciting paths to better understanding the course of mental 
illness and how patient management can be improved. From a rather 
limited effort in the 1950s, it has expanded by clarifying concepts 
and definitions, by developing new and improved methodologies, and 
by facing complex longitudinal and multivariate issues. Social 
psychiatry has discarded much of the contentiousness so evident in 
the 1960s, asking more complex questions involving interactions 
between biological predispositions, psycho-social factors, and 
broader social and cultural influences. The agenda for needed 
research is large, and the research requirements often difficult 
and frustrating. The discussion here highlights but a few of the 
many possibilities that may contribute to improved patient 
management and more coherent mental health policies in the future. 
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INTRODUCTION 

It is a fundamental principle of the scientific method that 
clearly stated hypotheses must be tested not just on one occasion 
but repeatedly. Unless observations can be reproduced 
independently in different research and laboratory settings using 
the same or closely comparable methods, there will always remain 
some doubt concerning original reports. This principle is taken 
for granted by basic scientists and yet in social and 
epidemiological research in psychiatry it is followed all too 
infrequently. 

In relation to social network research in psychiatric disorders, 
one replication study has appeared which confirms that neurotically 
depressed psychiatric out patients nominate smaller primary social 
networks, report fewer social contacts and less social interaction 
during a sample week before being interviewed, compared with an 
individually matched, healthy, general population control group 
(Brugha et al., 1982). The original report of very similar 
findings (Henderson et al., 1978) has since been over shadowed by 
a prospective epidemiological study in the general population 
(Henderson et al., 1981) which reported that the availability of 
personal social relationships over a one year period was 
remarkably stable and virtually unrelated to the onset of minor 
neurotic disorders. 
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Brugha (1984) has since found that in depressives and healthy 
subjects there is no relationship between recent exit events and 
reduced social network size. This author has suggested that small 
social networks are unlikely to act causally though they may be 
associated with an increased risk of developing episodes of minor 
depressive disorders. 

If social network deficiencies are indeed relatively stable 
over time, it will be important to establish whether measures of 
social contacts and interaction, which have also been shown to be 
quantitatively deficient in depressed out patients, are 
independent of nominated primary social network size. This issue 
can be resolved by examining social contacts and social 
interaction rates after controlling for social network size. It 
is therefore hypothesised that patients will contact a 
significantly smaller proportion of those whom they nominate as 
members of their primary groups and will spend significantly less 
time with each person contacted. 

Methods 

A sequence of 50 newly referred non psychotic, psychiatric 
out patients were interviewed at St. Vincent's hospital Dublin 
during 1979 and 1980 (Brugha et al., 1982). Each was matched 
according to age, sex, marital status and occupation with a healthy 
control, with no current physical illness or history of psychiatric 
illness. These were located through primary health care physicians 
in Dublin. 

Each subject was interviewed by means of the Social 
Interaction Schedule (Henderson et a1., 1978) and asked to 
nominate close relatives and good friends and report contacts and 
social interaction with them during the previous week. The 
Present State Examination and CATEGO algorithm were used to 
categorise the symptoms of the patients (Wing et al., 1974). The 
60 item G.H.Q. was also used to screen out cases and controls who 
did not score respectively above and below the cut off score of 
12 (Goldberg, 1973). 

Results 

In general it was found that by controlling for nominated 
primary group size, the 50 patients and their controls contacted 
similar proportions of their primary group. They also spent 
similar amounts of time in social interaction with each member 
contacted. Patients with more severe depressive disorders (CATEGO 
Class R) contacted a modest but statistically significantly larger 
proportion of their nominated prImary group than did their matched 
controls. 
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Table 1 

Group T-tests comparing the proportion of each subject's primary 
group contacted and mean hours interaction per contact in past week 

ALL PATIENTS AND CONTROLS 

Proportion of nominated 
primary group contacted 
during previous week 

Mean hours with each 
member contacted 

CASE 

68% 

6.2 hours 

CONTROL 

60% 

5.2 hours 

NEUROTIC DEPRESSION (CATEGO N) 19 CASES 

Proportion of nominated 
primary group contacted 
during previous week 

Mean hours with each 
member contacted 

CASE 

60% 

5.7 hours 

CONTROL 

63% 

6.1 hours 

RETARDED DEPRESSION (CATEGO R) 17 CASES 

Proportion of nominated 
primary group contacted 
during previous week 

Mean hours with each 
member contacted 

Discussion 

CASE 

77% 

7.8 hours 

CONTROL 

55% 

4.2 hours 

p(2 tail) 

n.s. 

n.s. 

n.s. 

n.s. 

.006 

n.s. 

These analyses suggest that rates of social contacting and 
social interaction are a function of the available primary social 
network size (as it is perceived by the subject). These findings 
may not however be generalisable to all kinds of non psychotic 
psychiatric disorders. Previous reports on the relationship of 
social network factors and life events to PSE-CATEGO categories of 
depression have also drawn attention to traditional clinical 
classifications of different forms of depressive disorders (Brugha 
et al., 1982, Bebbington et al., 1981, Brugha and Conroy, 1983). 
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It could however be argued that social contact rates are the 
most objective measures and the number of others nominated as 
affectively close are relatively less objective social network 
measures in this study. Although both are interrelated, it is 
important to assess each in any future research. Taken with the 
evidence that suggests that social network size is relatively 
stable over time it appears unlikely that deficiencies in social 
contacts and amounts of social interaction act causally in the 
onset of episodes of depression. They may however increase the 
risk of such episodes developing in the presence of another 
environmental precipitant such as a stressful life event. Further 
work is now proceeding on the relationship to depressive disorders 
of social support in relation to threatening life events, social 
network size and social contact rates. 
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INTRODUCTION 

The substantial contemporary interest in the epidemiologic 
functions of social support or social support networks in depression 
and other disorders is rooted in a number of sources. These include 
(1) the growing scientific and clinical conviction that stress may 
be a significant factor in a wide variety of psychiatric and physi
cal disorders. (2) In the epidemiologic literature in particular, 
the weight of evidence that recent life changes have a significant, 
if modest, effect on the occurrence of depression leads to a sus
tained search for clarification of factors which may explain the 
differential vulnerability of individuals to illness in the context 
of recent life changes or other stressors. These factors include 
biological, psychological or social support. (3) The existence of 
highly suggestive evidence that social support may serve to reduce 
the risk of illness in the face of stress (the buffering effect of 
social support). And, (4) the theoretical importance of intimate 
relationships within the fields of sociology, clinical psychology 
and psychiatry. 

Our own study is one of a number of systematic studies under
taken to ascertain whether and the extent to which an individual's 
intimate relations with others have any signficant and positive 
effect on one's mental health. What we wish to present is a his
torical review of our involvement in this line of research, our 
approaches to conceptualize and measure social support, and our 
efforts at modelling the role of social support in the context of 
the stressors-illness model. 
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THE ALBANY RESEARCH PROGRAM ON SOCIAL SUPPORT AND HEALTH 

A 1977 paper described our views of the status of knowledge 
regarding the epidemiological functions of stressful life events and 
social support, emphasizing the need to conceptualize and measure 
social support (Dean and Lin, 1977). In 1978, we began a research 
program to carry out these proposed objectives, with funding pro
vided by the Center for Epidemiologic Studies, National Institute of 
Mental Health. Our program, based on a representative sample of 
adults from the Albany-Troy-Schenectady area of New York, is known 
as the Albany Health Study. A pretest was conducted in 1978 in 
which a sample of 99 respondents provided responses for the formula
tion and initial scaling of measures. In 1979, the first wave of 
data was gathered from a sample of 1087 respondents. The second 
wave and third wave of data have since been gathered in 1980 and 
1982. The panel design, therefore, involves three waves of data 
with gaps of one year (1979-1980), two years (1980-1982) and three 
years (1979-1982) between data points, allowing estimates of effects 
of varying time gaps. During the panel period, we have been able to 
retain over 64 percent of the original respondents. 

The remainder of the presentation will highlight three of the 
issues we have attempted to address and selective findings from the 
first two waves of the data. The issues are (1) conceptualization 
of social support, (2) measurement of social support, and (3) model
ling social support in the etiology of depression. 

CONCEPTUALIZATION AND MEASUREMENT OF SOCIAL SUPPORT 

Two strategies have been employed to conceptualize social sup
port. The first strategy called for a classification system in 
which various elements and components of social support as defined 
or conceptualized previously in the literature are represented and 
the second strategy concerned the formulation of a particular theor
etical perspective from our own previous work. It was hoped that 
the two strategies would provide coverage of prevailing understand
ing of the concept as well as a theoretical focus. In this paper, 
we discuss progress relating to the first strategy. A discussion of 
the second strategy is unavailable elsewhere (Lin, 1982, 1983; Lin, 
Woelfel and Light, 1983). 

A review of the discussions in the literature identifies at 
least four elements of social interactions as central to the concept 
of social support: (1) the relationships between ego and the source 
transmitting the help or reinforcement, (2) the channel or network 
in which such help or reinforcement is transmitted, (3) the message 
or content of the transmission which conveys or is perceived as help 
or reinforcement, and (4) the social context within which the trans-
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mission takes place. The elements and measures we eventually incor~ 
porated in our study are presented in Table 1. 

Also presented in Table 1 are reliability coefficients (alpha 
values) of the measures and their zero-order correlations with the 
dependent variable, CES-D (the Center for Epidemiologic Studies 
Depression Scale), as indications of their construct validity. In 
general, the reliability and validity are better for two elements: 
ego-source relations and content-message of support. This is con
sistent with the discussions and studies by other scholars who tend 
to focus on these elements in their conceputalization and measure
ment of social support. 

MODELLING SOCIAL SUPPORT IN THE CONTEXT OF LIFE EVENTS & DEPRESSION 

There are many ways social support may be conceptualized in the 
etiology of depression. The focus here will be its relationship 
with depression relative to life events. This focus was selected 
because of the prevailing interest in the stressors-illness model 
and the potential buffering function of social support in this model. 

Basically, there are two views about these relations. One view 
holds that social support, being an indication of the integration of 
the individual in the social environment, should exert a direct and 
positive influence on mental health. The second view, a more dominant 
one in the literature, posits a mediating effect of social support 
relative to life events. 

For this brief discussion, only one measure of social support 
(the strong tie support) and one measure of life events (summed 
undesirable life events) will be utilized. First, we examined 
whether social support serves as a mediating factor between unde
sirable life events and depression. Or, indeed, undesirable life 
events also serve as a mediating factor between social support and 
depression. In the first model, CESD2 (CESD measured at time 2) is 
regressed on LEI (undesirable life events measured at time 1) and SS 
2 (strong tie support measured at time 2), testing the mediating 
effect of social support. Figure lA shows such a model and the 
results. The data clearly show the mediating effect of SS2. Since 
the zero~order correlation between LEI and CESD2 is .23, the model 
shows that the direct effect of LEI to be .16, with the remaining 
effect being indirect and mediated through SS2. The alternative 
model, viewing life events as the mediating factor between social 
support and depression is examined in Figure lB. Since the zero
order correlation between SSI and CESD2 is -.40, the results also 
show some mediating effect of life events as the direct path from 
SSI to CESD2 has a coefficient of -.15. Our conclusion is that both 
social support and undesirable events exerts both direct and mediat
ing effects on depression. 
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Figure 1. Causal Modelling of Undesirable Life Events, 
Social Support and Depression 

A model taking into account all three variables at both time 1 
and time 2 was then examined. Presented in Figure lC, we constructed 
change scores between time 1 and time 2 scores for each variable as 
the endogenous (dependent) variables at time 2. This method avoids 
potential biases because of multicolinearity effects resulting from 
high correlations between the time 1 and time 2 measures for each 
variable (autocorrelations). This analysis further confirms that 
social support serves as a mediating variable between life events 
and depression (note the coefficient from LEl to SS and from SS to 
CESD). There is little support for the mediating effect of life 
events between social support and depression (note the insignificant 
path from SSl to LE). Thus, our final conclusions are: (1) both 
undesirable life events and social support have direct and indepen
dent effects on depression, and (2) social support also mediates the 
effect of undesirable life events on depression. 
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Currently, we are examining buffering models in which the 
interactions between life events and social support as well as 
potential mobilization of social support against the occurrence of 
an undesirable life events are of major concerns. We have also 
examined the basic model of stressors-social support-depression 
relative to other variables (e.g., age, sex, psychological factors 
and prior illness). 
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PARENTAL STYLE AS A RISK FACTOR TO PSYCHIATRIC DISORDER 

Gordon Parker 

School of Psychiatry 
University of New South Wales 
KENSINGTON N.S.W. 2033 

The view that parents have the capacity to influence the short
term and the long-term development of their children is a tenet of 
psychiatry, but one that has resisted clear research confirmation. 
Qualitative theories, which argue for an association between early 
parental loss or separation and the subsequent development of psych
iatric disorder, appear to have been the research pre-occupation 
until recent times when the quality of the parent-child relationship 
has attracted closer attention. 

It is clearly important that non-trivial parental qualities be 
studied, and two dimensions (of care and overprotection) are sugges
ted from a number of differing sources. Bowlby (1977) has stated 
that the roles of a parent or care-giver are, firstly, to provide a 
secure base and, secondly, to encourage the child to explore from it. 
According to Bowlby, pathogenic parents differ by being unresponsive 
or rejecting, and therefore deficient in care, and secondly often 
invert the normal relationship by exerting pressure on the child to 
act as an attachment figure - a not uncommon concomitant of over
protection. 

Clinical and research reports have also implicated such parental 
dimensions as relevant to the development of psychiatric and psycho
somatic disorders. Lack of parental care and overprotective atti
tudes are the imputed characteristics of the 'schizophrenogenic 
mother' (Parker, 1982) and the 'asthmatogenic mother' (Block et a1. 
1966) While Blatt et a1. (1979) have remarked on the consistency of 
such remembered parental characteristics in the reports of depress
ives. In fact, a published literature review (Parker, 1983) suggests 
that such a parental style has been implicated as a causal influence 
on the development of most categorised child and adult psychiatric 
disorders. 
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It is unlikely that such parental dimensions are trivial when 
numerous factor analytic studies have suggested that the key 
dimensions of parental attitudes and behaviours are a 'care' one, 
and one variably termed 'overprotection' or 'control' (Parker et ale 
1979; Parker, 1983). 

Several years ago we attempted to define these dimensions 
further and then develop a refined self-report measure of these 
parental dimensions, the measure being named the Parental Bonding 
Instrument or PBI (Parker et ale 1979). The final questionnaire has 
25 items, and subjects are asked to score each parent on a 4-point 
Likert scale as remembered in the first 16 years. The 12 'care' 
items appear to assess a rather homogeneous dimension of warmth, 
understanding and affection at one end, and indifference and rejection 
at the other. The 13 'protection' items assess such components of 
overprotection as control, intrusion, infantilization and encourage
ment of dependency at one end, and items assessing the encouragement 
of independence and autonomy at the other. Factor loadings suggest 
that the items in the final scale are of similar relevance to male 
and female parents. 

It is important to consider the properties of the PBI. The 
split-half reliability, or internal consistency, of the PBI was 
assessed in a non-clinical group (Parker et ale 1979) and determined 
to be 0.88 for the care scale and 0.67 for the protection scale. The 
test-retest reliability of the PBI has been assessed in clinical and 
non-clinical groups. In a group of neurotic depressive patients 
(Parker, 1981) a correlation of 0.90 was found for the care scale, 
and one of 0.88 for the protection scale, when subjects were tested 
nine weeks apart. In a group of schizophrenic patients (Parker et 
al.1982) correlations of 0.68 for the care scale, and 0.71 for the 
protection scale, were found when testing occurred three weeks apart 
and when the subjects were tested when they were acutely disturbed 
by their schizophrenic symptoms and retested after improvement. 

The validity of the PBI has been assessed in a number of studies. 
It is important to emphasise immediately that the PBI was designed 
to be a phenomenological measure, assessing the perceived character
istics of parents, as we held that the perception of a parent is 
likely to be far more relevant to childhood and adult development 
than any 'actual' parental characteristics. Thus we initially 
assessed the validity of the PBI (Parker et ale 1979) by comparing 
scores on the measure with scores derived from semi-structured 
interviews of subjects who were asked to discuss their earlier 
perceptions of their parents, and we found high correlations with 
the care scale but moderate ones for the protection scale. 

Despite our view that perception of a parent is more likely than 
actual parental characteristics to influence development, we felt 
obliged to assess the degree to which the PBI assesses 'actual' 
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parental characteristics. In one study subjects and their siblings 
independently completed PBI forms based on their own perceptions and 
then, on the basis of their observations, they completed PBIs pre~ 
tending to be their sibling. Validity was assessed by the multitrait
multimethod procedure described by Campbell and Fiske (1959), with 
the view that the validity of the PBI as a measure of actual parental 
characteristics would be supported, assuming accurate reporting, if 
witnesses coroborated subjects' reports and vice versa. A mean 
correlation coefficient of 0.55, which is higher than that generally 
found (Crandall, 1976) when validation is attempted using ratings 
by others, was found but we described several limitations to the 
procedure. 

In a second study, groups of monozygotic (MZ) and dizygotic 
(DZ) twins were asked to score their parents independently on the 
PBI. On the care scale the correlation for the MZ twins was 0.71, 
for the DZ twins it was 0.74, while for unrelated pairs it was 0.05. 
On the protection scale the coefficient was 0.77 for the MZ twins, 
0.86 for the DZ twins and 0.33 for unrelated pairs. The high 
agreement between twin pairs supports the validity of the PBI, if 
the possibility of a shared conceptual response bias can be ignored. 
In a further validity study, university students scored themselves 
on trait and state depression scales and their mothers on the PBI. 
Then the mothers were interviewed and asked to complete the PBI forms 
as they believed thay had related to their child in the first 16 
years (Parker, 1981). PBI scores returned by the subjects and by 
the subjects' mothers, correlated similarly in direction (parental 
care scores being associated negatively, and parental protection 
scores positively, with high depression scores) and in strength with 
mood scale scores supporting, if the shared conception response bias 
can again be ignored, the validity of the PBI. Further, we showed 
(Parker et ale 1982) in a prospective study of schizophrenic patients 
having contact with their parents after discharge, that PBI scores 
collected in hospital clearly predicted hospital readmission in the 
nine months after discharge, demonstrating the predictive validity 
of the PBI. 

Finally, PBI protection scale scores discriminated mothers 
judged at interview as overprotective or not by a rater blind to the 
PBI scores (Parker and Lipscombe, 1981). These several investigat
ions are encouraging in suggesting that the PBI is. an appropriate 
measure of actual, and not merely perceived, parental character
istics and therefore allow some consideration about causal processes. 

In using the measure, raw PBI scale scores may be used in case
control studies but we are particularly attracted to the approach of 
intersecting, in effect, the scales, allowing four broad styles of 
parenting to be examined, the technique being described in a recent 
publication (Parker, 1983). The quadrant high care-low protection 
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is conceptualised, and supported by our research findings as reflect
ing 'optimal parenting'. The quadrant high care-high protection is 
labelled 'affectionate constraint' and our research studies have shown 
that hypochondriacal and dependent subjects are somewhat more likely 
to assign one or more of their parents to this quadrant. The quadrant 
low care-high protection, which is labelled 'affectionless control', 
defines the pathogenic parenting style so frequently implicated in 
the literature and appears to correspond with the British notion of 
high 'expressed emotion' (Brawn et ale 1962). 

We have assessed the relevance of 'optimal parenting' and 
'affectionless control' to a number of psychiatric and psychosomatic 
disorders, principally by making relative risk calculations as 
suggested by Paykel (1978). The results from a number of case-control 
studies are summarised in the table. 

TABLE I 
INCIDENCE OF PATIENTS ASSIGNING PARENTS TO TWO KEY PBI QUADRANTS 

Relative rfsk of assigning to 

Disorder 

Social phobia 

High care -
Number protection 
of ('Optimal 
cases/ parenting') 
controls Mother 

41 0.5 

Depressive Neurosis 

. Study 1 50 0.4 

. Study 2 125 0.4 

Anxiety neurosis 50 0.2 

Agoraphobia 40 0.3 

Transsexualism 30 0.8 

Schizophrenia 72 0.5 

Manic-depressive 
psychosis 50 1.2 

132 

low Low care - high 
protection 
(' Affectionless 
control') 

Father Mother Father 

0.5 4.7 4.0 

0.1 4.7 2.8 

0.3 2.2 2.1 

0.1 3.1 2.3 

0.9 3.6 1.9 

0.1 1.7 4.7 

0.3 1.6 2.1 

1.2 1.4 0.6 



The table shows that all patient groups, apart from those with 
manic-depressive psychosis, were less likely than controls to report 
exposure to 'optimal parenting' (with relative risks of less than 
unity being found) and that those with neurotic disorders were least 
likely to so assign their parents. The table also shows that the 
risks for assigning parents to the 'affectionless control' quadrant 
were very high for those with neurotic disorders (eg social phobia, 
depressive neurosis, anxiety neurosis and agoraphobia) in comparison 
to those with the psychotic disorders, schizophrenia and manic
depressive psychosis. Such studies quantify and qualify the clinical 
but rather non-specific observation that patients with psychiatric 
disorders are likely to describe their parents as uncaring and as 
overprotective. The findings may be interpreted in several ways and 
numerous non-causal explanations have been assessed (Parker, 1983) 
but not supported. While a causal process is not to be argued merely 
by default there is some evidence to suggest that the increased incid
ence may reflect a causal process linking parental affectionless 
control with the later onset of disorder, and in particular with 
neurosis and several mechanisms have been explored in a recent pub
lication (Parker, 1983). 

In conclusion the Parental Bonding Instrument was developed as 
a simple, refined but rigorous measure of fundamental parental 
characteristics. It has been extensively assessed in regard to its 
properties and defines two contrasting parental styles of 'optimal 
parenting' and 'affectionless control' as negative and positive risk 
factors respectively to adult psychosocial development. Parental 
'affectionless control' appears to be of key relevance as an ante
cedent to neurotic disorder, and the view that optimal (or socially 
supportive) parenting involves the provision of care and the absence 
of overprotection has been supported strongly by the research 
methodology and quantified for separate psychiatric disorders. 
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SOCIAL SUPPORT IN NON-PSYCHOTIC PSYCHIATRIC OUTPATIENTS 

Martin Eisemann and Carlo Perris 

Department of Psychiatry 
University of Umea 
S-901 85 UMEA, Sweden 

INTRODUCTION 

During the last decade, the role of social support has been 
attracting considerable interest in the study of mental disorders. 

The social environment, and in particular social relationships 
are seen as a resource which mediates between stress and health. 
There is a fair consensus about the deteriorating effect of stress
ful life events on psychological well-being in the absence of social 
support. 

In their Camberwell study, Brown and his co-workers (1975) 
identified "lack of a confiding relationship" as one of four vul
nerability factors in the development of depression in women. 
Miller and Ingham (1976) concluded from their study, that both 
stable and more diffuse social support afforded protection against 
symptom development during or after periods of adversity. In a 
very comprehensiv~ study of social relationships, adversity and 
neurosis Henderson et al. (1980) demonstrated an association be
tween psychiatric morbidity and deficiences in social relation
ships. In particular they stressed the importance of the percei
ved adequacy of supporting relationships, especially under periods 
of adversity for the development of neurotic disorder. 

In view of the results mentioned above, we decided to explore 
the issue of social support both among patients who consecutively 
attended our outpatient clinic, and in the context of a larger, 
still on-going study of depressive illness in its various aspects. 
The findings which will be reported on this occasion, refer mainly 
to the outpatients and are very preliminary. Those referring to 
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depressed inpatients will be reported later on together with a more 
detailed analysis of other relevant factors contributing to the de
velopment of non-psychotic depressive disorders. 

SERIES AND METHODS 

Comprised in this part of the study are patients who attended 
our outpatient clinic between March 1981 and April 1982. This cli
nic has the responsibility for the outpatient care for a population 
of about 90 000 living in Umea. Only patients presenting non
psychotic disorders have been taken into account at this juncture. 
Under the heading "non-psychotic disorders" we consider mainly syn
dromes characterized by the symptomatological pattern of anxiety
depression-sleep disturbances. Diagnostically, these patients 
would be classified as "anxiety neurosis", "depressive neurosis", 
"acute maladjustment", "acute stress reaction". Personality dis
orders and disorders due to alcohol or drug abuse have not been 
taken into account, nor have a few cases of severe obsessive-com
pulsive neurosis and anorexia nervosa been, who attended the cli
nic during the period included. Apparently, the kind of patients 
considered by us is fairly similar to that studied by Henderson 
et a 1. (1981). 

A second series of patients, whose results will be mentioned 
for comparison, is comprised of 25 first admissions for a depres
sive illness of non-psychotic severity. All these inpatients were, 
also at their very first episode of illness. They were consecu
tively collected during a defined span of time, 

As a contrast group a series of 98 patients attending a pri
mary-care unit for minor somatic complaints has been collected. 
Both the inpatients and the contrast series belong to the same 

Table 1. The Series 

Diagnosis N r!/~ Age (x ~ SD) 

Outpatients Non-psychotic disorder 108 37/71 + 37.9 - 12.7 
Inpatients Non-psychotic depression 25 7/18 + 40.7 - 15.2 

1st episode 
Controls Attendance at a primary 98 43/55 + 43.3 - 11.7 

care unit for minor so-
matic disorders *) . 

*) Subjects with psychiatric history excluded 
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resident population at Umea in the North of Sweden. The composition 
of the three series as concerns sex and age is presented in table 1. 

Patients in all three series have completed several forms which 
pertain to the larger study mentioned above. Among the questions 
they had to answer there were some referring to their perception of 
having a confiding relationship both within and outside the house
hold. It will be the answers to these questions which will be pre
sented in the results. 

RESULTS 

The perceived availability of a confiding relationship within 
and outside the household in our series is shown in tables 2 and 3. 
As concerns inpatients, the results show that the perception of the 
lack of a confidant refers more to the household than outside it. 
Both out- and inpatients show a clearly significant statistical dif
ference in comparison with the patients attending the primary-care 
unit (p< .001): in fact, only a minority among them had the percep
tion of lacking a supporting relationship either within or outside 
the household. When the outpatient sample had been divided into 
patients with first and repeated attendances, the results presented 
in table 4 occur. The lack of a confidant within the household is 
significantly more common amongst patients with repeated attendances 
(p<.05). In this study age and sex are not related to the availa
bility of a confiding relationship. 

DISCUSSION 

In line with previous findings in the literature, our results 
confirm that patients suffering from non-psychotic psychiatric 
disorder perceive to lack a supporting relationship in whom to 

Table 2. Availability of a Confidant within the Household 
in Different Groups 

Outpatients 
Inpatients 
Controls 

N 

78 

18 

77 

Available 

57 % (44) 

40 % (7) 

91 % (70) 

2 X = 31.15, df =2, p'" .001 

Not Available 

43 % (34) 

60 % (11) 
9 % (7) 

The "N:s" are corrected for size of household 
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Table 3. Availability of a Confidant outside Household 
in Different Groups 

Outpatients 
Inpatients 
Controls 

N 

108 
25 
98 

Available 

37 % (40) 
60 % (15) 
84 % (82) 

2 X = 46.30, df = 2, pC::. 001 

Not available 

63 % (68) 
40 % (10) 
16 % (16) 

Table 4. Availability of a confidant in outpatients with first 
or repeated attendances 

Confidant within 
household: 
Available 
Not available 

First attendance 
N = 28 *) 

76 % (21) 
24 % (7) 

x 2 = 4.22, df = 1, pC:::. 05 , 

Confidant outside 
household: 
Avai'lable 
Not available 

N = 33 

42 % (14) 
58 % (19) 

2 X = 0.59, df = 1, n.s. 

Repeated attendance 
N = 46 *) 

48 % (22) 

52 % (24) 

N = 75 

35 % (26) 
65 % (49) 

*) The N:s are corrected for size of household 
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confide. Especially stressful this experience seems to be for those 
people who, in spite of living in a household with a partner or 
other people, feel a lack of support. 

Since our data have been collected from people who had atten
ded a psychiatric outpatient unit or had been admitted to a psychiat
ric ward, the possibility must be taken into account that the per
ceptions of lacking social support might be related to help-seeking 
behaviour and not to the development of a psychiatric disorder, 
however mild. The conditions of the present study do not allow to 
solve this issue, which has been accurately considered by other 
research workers (e.g. Henderson et al., 1981). The significant 
differences between patients attending the psychiatric units and 
those attending the primary-care unit suggest that the perception 
of lacking a supporting social relationship is, at least not re
lated to help-seeking from professionals in general. In fact, 
only a negligible proportion of the patient seen in primary care 
for minor somatic complaints has' perceived the lack of a confiding 
person. 

As it could be expected, people who lack social support are 
likely to be found to a larger extent among patients repeatedly 
attending an outpatient unit than those who do not lack social 
support. If our results are taken at their face value, it seems 
that the perceived lack of a confiding person within the household 
might contribute to the occurrence of a more severe symptomatology 
requiring admission to an inpatient unit. 

In our further studies, an analysis of the data concerning the 
occurrence and the nature of stressful events, together with an 
analysis of the personality characteristics of the patients will 
be taken into account in an attempt to better elucidate the possible 
role of the perceived lack of social bond in the development of 
minor psychiatric disorders. 
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Yale University School of Medicine 
Departments of Psychiatry, Epidemiology & Sociology 
New Haven, Connecticut 

Study of the relationship between social factors, such as social 
class or social stress, and mental illness through epidemiologic 
surveys has a long tradition at Yale University. The tradition began 
in the 1950s with Hollingshead and Redlich's classic study on social 
class and mental illness which showed that social class determined 
treatment for mental illness. l The tradition was carried on by Myers 
and Bean,2 students of Hollingshead who began a longitudinal community 
survey in the 1960s and demonstrated the relationship between social 
stress and mental impairment independent of specific psychiatric 
diagnosis. 3 

Over the last decade new techniques for improving the reliability 
and validity of diagnoses have been developed. 3- 7 

However, highly trained interviewers with a masters level clinical 
education were required to administer the instruments since some judg
ments were required. 7 Thus, the instruments were not practical for 
use by the ordinary interviewers in large-scale surveys. The Diag
nostic Interview Schedule was designed to fill this gap. 

THE DIAGNOSTIC INTERVIEW SCHEDULE (DIS) 

Briefly, the Diagnostic Interview Schedule (DIS) is a highly 
structured interview that was designed for use by lay interviewers 
in epidemiologic studies and is capable of generating computer diag
noses according to some D$M-III, Feighner, or Research Diagnostic 
Criteria. 8 It is possible to make diagnoses by all three systems 
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with a single interview because the three systems share a common 
heritage to the degree that they address diagnoses from a descriptive 
rather than an etiologic perspective. 

The DIS elicits the elements of a diagnosis, including syrntpoms, 
their severity, frequency, distribution over time, and whether or not 
they can be explained by physical illness, drug or alcohol use, or 
another psychiatric diagnosis. It is structured both for the questions 
and the probes, and is precoded so that after editing, answers can be 
directly entered into the computer. It takes 45 minutes to one hour 
to administer. Diagnoses can be generated both currently (last 2 
weeks, 1 month, 6 months, 1 year) and over a lifetime. 

COGNITIVE IMPAIRMENT 

Cognitive impairment is assessed by the Mini-Mental State (MMS) 
developed by Folstein, Folstein and McHugh. 9 The MMS is a simplified, 
scored form of a cognitive mental status examination which includes 
11 questions and requires only 5-10 minutes to administer. It con
centrates on cognitive aspects of mental function and excludes ques
tions concerning mood, abnormal mental experiences and the form of 
thinking. 

THE EPIDEMIOLOGIC CATCHMENT AREA PROGRAM (ECA) 

With the development of the structured diagnostic assessments, 
the demonstration of their feasibility in community surveys and the 
need for accurate information on rates of specific psychiatric dis
orders, the National Institute of Mental Health organized a 5-site 
Epidemiologic Catchment Area Program (ECA). 

The primary objective of the multi-site longitudinal study is 
to provide the following information: 

1. The prevalence and incidence of specific mental disorders 
in the community by means of appropriate surveys in single
family households, multiple dwelling units, group quarters, 
and in institutional settings such as nursing homes, homes for 
the aged, prisons, schools, and mental institutions. 

2. Estimation of the relationship between having a diagnosis 
and receiving treatment, and when treatment was first initiated; 
and if not in treatment, the reasons for not seeking and/or 
receiving treatment. 

3. For newly developed mental disorders (incidence), the con
comitant risk factors associated with or causative of the 
disorder~ 

Yale University in New Haven, Connecticut, received the first 
such grant, followed by Johns Hopkins in Baltimore, Maryland, and 
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Washington University in St. Louis, Missouri, and subsequently by 
Duke University in Durham, North Carolina, and the University of 
California in Los Angeles. 

THE YALE ECA 

The Yale ECA consists of the New Haven Standard Metropolitan 
Statistical Area (SMSA) of nearly one-half million population 
(427,000 in 1970). There are three field periods with an initial 
interview, and two interviews of a household sample after six 
months each (see reference 10 for methods). In the first interview 
wave of the study, begun in July, 1980, we contacted a systematic 
probability community sample of 4,000 adults (18 years of age and 
over) in order to complete at least 3,000 interviews, and an 
additional sample of nearly 2,7000 persons 65 years of age and 
older to complete 2,000 such interviews. The data presented 
today (N=3058) do not include the oversample of older persons. 
There was a 75.3% completion rate. 

Preliminary results on social risk factors and current 6-month 
prevalence rates of any psychiatric disorders (DSM-III) based on 
the first wave of the Yale ECA are presented. 

SUMMARY OF RESULTS 

The overall recent rate of any current psychiatric disorders, 
including severe cognitive impairment, is 17.4%. Phobia and alcohol 
dependence, and affective disorders are the most prevalent disorders. 
The risk factors related to having any current psychiatric diagnosis 
overall include being young and poor and socially isolated. 
Interestingly race, sex, and early loss of parent as a child, and 
presence of young children did not differentially increase risk 
of psychiatric disorder. Some measures of social isolation may 
be a consequence rather than a risk factor of a disorder. 

The ECA provides a large and rich data base for examining risk 
factors and psychiatric disorders. This is only the first look. 
Over the next year we will examine these and other risk factors by 
specific psychiatric disorders. Most important, we will see how 
these risk factors vary over one year with the onset of new cases 
following u£lthe important observation of Henderson and his 
colleagues. We will also see if these factors are replicated in 
the other ECA sites in the USA. 
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During the last 15 to 20 years psychiatry has gone through an 
in depth transformation which affects as much the practical aspects 
of the prov~s~on of services and teaching, as well as its own 
delimitation and definition of objectives. Still in 1965 the common 
agreement was that 5 beds per thousand inhabitants were needed for 
the in-patient care of psychic patients which, unfortunately, 
generally took part in large and isolated psychiatric institutions. 
Today the ideal number accepted is around 0.8-1 beds per thousand 
inhabitants and the emphasis is put upon brief hospitalizations in 
general hospitals, together with the prov~s~on of community 
services. Only a decade ago, the psychiatrist believed himself to 
be omniscient, competent on the most diverse human activities, none 
of which escaped his capacity to scrutinize the most arcane motives 
of human behavior. Society accepted him that way, proud and in a 
certain manner harmless, almost alienated behind the walls of the 
insane asylums or at the couch in the offices of the psycho
therapists. Today most of the psychiatrists tend to retract the 
frontiers of their action and rediscover the medical roots of our 
discipline. However, while the excesses of hospitalization and the 
abuses of "psychiatrization" diminish, psychiatry grows in impor
tance, in spite of some of our medical colleagues. The way we 
practice is transformed as well. A collaborative multidisciplinary 
work is essential in General Hospital Psychiatry, a work in which 
the teaching activities are directed towards the psychological 
training of general practitioners and specialists to deal with that 
huge mass of problems which we would never be able to take on, and 
for which psychiatry has developed simply applied technologies. 

This situation, crisis we could say, of psychiatry is revealed 
in two fields. One in the scientific field where Psychiatry debates 
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between the neurosciences on the one hand and the social and 
behavioral sciences on the other, with the risk of falling into the 
temptation of identifying itself with one or the other, loosing 
therefore its reason for being and running the risk of being 
absorbed by such powerful neighbors. In the field of patient care, 
Psychiatry is in the unstable balance between a normalizing 
function of altered behavior and the abdication inherent in many 
programs of disinstitutionalization. The excesses in the first 
extreme have justified the abusive interpretation of the history of 
psychiatry as a history of the confinement and segregation of ir
rationality (Foucault). 

Basically, this crisis, rather permanent, is an expression of 
the conflict between two poles towards which psychiatry feels 
attracted and from which it should flee, since in their purest form 
they make no sense: psychiatry as an exclusively humanitarian 
attitude, without the support of scientific and technical 
knowledge, and psychiatry as an exclusively scientific activity, 
ignoring human reality. 

The number examples of both extremes is plentiful. The 
flashiest among the recent ones derives from the glorification of 
the delusions as the announcement of the new man or of the 
recuperation of the more "authentic" of the human being, which, 
contaminated with an ideological manipulation, has given place to 
antipsychiatry. The echo of these currents in the mass media, the 
squeamishness of some public figures, politicians and health 
authorities and the defense at all costs of human rights and civil 
liberties have brought about an authentic manipulation of the human 
misery which is mental illness. Just a few years have been enough 
to realize how many programs of disinstitutionalization, premature 
because they were undertaken without alternatives and trusting in 
the inexistent benevolence of the citizens, have thrown into a 
hostile world, chronically ill patients depriving them of almost 
the only thing they had before (and of course insufficient in many 
cases), the right to asylum and refuge. This disinstitutionali
zation has taken place at a most inopportune moment, the time of a 
prolonged and profound economic crisis, which has doomed to 
unemployment millions of inhabitants, the majority of them in 
better condition than the mental patients. Studies carried out in 
some Spanish psychiatric institutions have shown that the per
centage of illiterates among the patients which have been interned 
for many years is very high and that the degree of instruction 
received by the majority is very low. How can they be able to 
compete in a world as hostile as ours? In Italy and in some states 
of the United States in which disinstitutionalization has taken 
place with more insistence, those formerly interned wander through 
the streets, threatened by aggressions and assaults from his fellow 
citizens, especially drug addicts. Half of the almost 60,000 people 
who sleep out in the open in New York City have a history 
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of mental illness, and in some districts of that city it is 
possible to recognize schizophrenics parkinsonized by doses of 
depot neuroleptics higher than those they would need in a hospital 
adding to the negative image which citizens have of mental illness, 
the dullness, trembling, rigidity and psychomotor retardation 
characteristic of drug induced parkinsonism. Therefore these 
programs have achieved precisely the opposite of what, naively, 
they endeavoured to do. Once more it is necessary to remember that 
it is not possible to count on the benevolence of society towards 
mental illness and personal initiatives are necessary (such as the 
one signified by Father Jofre) to create institutions to protect 
the insane, the innocent and the helpless (these were the goals of 
the first Mental Hospital, which was set up by Father Jofre in 
Valencia in 1411). 

Attention should be called also to the abuses on the opposite 
pole, those derived from the radical application of presumed 
scientific methods ("ratmorphic" as Koestler would say), sometimes 
supported by obsolete legislation or applied abusively, and that 
demand a constant adaptation of the ethical principles which 
underlie psychiatry. 

The excesses and abuses mentioned have been possible because 
psychiatry, not sufficiently integrated in the development of 
modern scientific medicine and heir of ancient social commitments, 
could not confront them adequately. 

Modern psychiatry emerges from the confluence of at least two 
currents which remained very isolated between themselves: the 
tradition of the confinement and that of pathology which today we 
would call psychological, represented by entities such as hysteria 
and hypochondria. These two trends are present in the separation 
between a "major" and a "minor" psychiatry ("heavy" and "light", H. 
Ey) and have coexisted with a lack of integration in the 
development of the rest of medicine, remarkable up to very recent 
times. 

Psychodynamic, ambulatory psychiatry began taking shape round 
negative notions with respect to the rest of pathology (the 
neurosis as were defined by Cullen as illnesses without a lesion 
nor fever). Psychoanalysis and the first psychosomatic, pathology 
(psychoanalytical in nature), the most orthodox of the Chicago 
school, didn't succeed in either penetrating sufficiently in 
medicine nor in mitigating the isolation of psychiatry. The 
notions of conversion reaction and its correlative psycho
physiological reaction confirm an inoperative dualism, at the same 
time they fall into the illusion of isolating and describing as a 
specific pathogenetic reaction that which is no more than everyday 
bodily expression of psychic contents (Nemiah). 
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On the other hand, psychosomatic psychoanalytic pathology 
considers the symptoms as defense mechanisms, and nothing 
contributes more towards strengthening them than to pay attention 
to them. In the posthumous work of Alexander (French, Alexander and 
Pollok) a very significant fact is pointed out. The book explains 
the results of a prolonged research on the topic of specificity, 
for which two independent teams of investigators studied the two 
aspects of each patient, somatic symptomatology and the 
psychodynamic mechanisms. The study was carried out through a blind 
methodology. The significant fact is the observation that the study 
of the clinical symptoms had to be done very early, before the 
beginning of the psychoanalytic treatment and the therapeutic 
relation, because once this was established, it contaminated and 
deformed the symptomatology in such a way that it could not be 
studied. Also referring to the topic of psychosomatic specificity, 
Gittleson reached the conclusion that it was better to ignore it, 
in such a way, that when a psychosomatic patient came to him, his 
only preoccupation was to initiate a psychoanalytic treatment or 
establish a therapeutic relation. 

These examples permit us to conclude that when, as expression 
of the isolation of psychiatry and medicine, our colleagues 
complain about the incomprehensible language that we use they are 
not simply confirming that we speak in another manner. The truth is 
that psychoanlytic orthodox psychosomatics not only speaks in 
another way, but refers to something different. 

In the last decades a series of factors and a new attitude have 
been starting to overcome these barriers of psychiatry, the 
internal one and the external one: pharmacotherapy, which brought 
the downfall of therapeutic nihilism, and the advances of 
biological and psychopathological research and their consequences, 
the pathogenetic multifactorial concepts. Community psychiatry on 
the one hand and liaison psychiatry on the other are the bridges 
established towards a social and medical integration of psychiatry. 

During the last few years, the uninterrupted development of 
scientific and technicpl medicine of almost two centuries ago, has 
suffered a sudden brake caused by economic limitations. The 
expenses in medicine have grown in the industrialized nations until 
they have surpassed in some cases 7% of the Gross National Product, 
an amount very near its maximum level, not only because society has 
many other necessities, but because upon subtracting funds from 
other aspects (especially education, trade, and consumption, 
protection of the environment) it would contribute to worsening the 
health conditions of the community. 

Two things seem important to be taken into account at the time 
of promoting the development of medicine. One, the promotion of 
community medicine as such, but, above all, its connection to 
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hospital medicine. Another, to overcome the segregation of 
psychiatry into the dualism of a medicine of the body and another 
of the soul in a perspective that has been called multidimensional, 
holistic, anthropological or comprehensive. Studies on the 
phenomenology of the body experience in health and in illness, 
which I have taken up somewhere else are an important theoretical 
support for these approaches, but there are, furthermore, strong 
demands based on epidemiological research. 

General Hospital Psychiatry requires a very big effort in 
collaboration. Collaboration in the multidisciplinary teams with 
other health professionals, collaboration between the diverse 
psychiatric units among themselves for multicentral research, and 
above all, collaboration with the non-medical sector of the 
hospital. 

To be concise, General Hospital Psychiatry tries to: 

-offer psychiatric patients treatment under conditions analogous 
to the other patients. 

-offer to the medical students with a psychiatric vocation a 
work perspective comparable to that of his medical and surgical 
colleagues, and 

-participate in the teaching and research possibilities of the 
rest of our colleagues. 

The hospital benefits from this integration because the masked 
psychic patients or the psychological problems of somatic patients 
are factors which complicate the actions of the physicians, prolong 
the hospital stays, provoke the excessive use of costly diagnostic 
and therapeutic procedures, useless if not risky, and in short, 
make medicine more expensive. In the Centro Ramon y Cajal the 
average stay of patients in the psychiatric ward is not superior 
to the average stay of patients of the hospital and is inferior to 
that of many who require a costly chain of diagnostic procedures. 
Furthermore, we found in the requests for consultation that, in 
some wards, when the physician asks an opinion of the psychiatrist, 
the time the patient had been admitted to the hospital was higher 
than the average stay in that same ward. In other wards, the 
patients who are referred to the psychiatrist come, when they 
come, are "problem patients" who have eXhausted all the costly 
recourses of medicine, and after there had been a perhaps well 
founded deterioration of the doctor-patient relationship. 

But there is still more. The traditional division between some 
somatic patients, the "real ones" and the others, the "functional 
ones", those that have nothing wrong, from an "authentic" medicine, 
that of the body and the "other medicine", is today rediculous. 
Aside from the criticisms of the dualistc conceptions of human 
nature which I have mentioned above, the everyday experience 
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imposes an unified perspective. Somatic pathology is many times an 
expression, and others a provoking factor of psychic pathology and 
vice versa. Coming back to our experience in the Centro Ramon y 
Cajal, in the patients of consultation and liaison, we have 
verified that 69% are neither purely psychic, nor purely somatic 
and that they need a coordinated approach. For this coordination, 
the lineal models of etiology and pathogenics, which were almost 
successful in infectious pathology, are insufficient, and it is 
necessary to resort to others more in accordance with our 
"Zeitgeist": multifactorial or multidimensional models in 
consultation psychiatry, and, going a little further, integrative 
models in liaison psychiatry. 

To conclude, I believe that it was due time that our World 
Psychiatric Association have a Section on General Hospital 
Psychiatry and we should congratulate them for accepting my 
proposal. This past January the Section organized, together with 
the collaboration of the Sections on Training and Education in 
Psychiatry and Psychosomatic Medicine, a Congress on General 
Hospital Psychiatry in Madrid where it attracted much attention and 
the proceedings are already published. I think that future 
collaboration between Sections of the WPA and other international 
scientific societies will help to delve into the field of General 
Hospital Psychiatry to the benefit of our patients and the 
development of psychiatry. 
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The aims and practices of the general hospital psychiatric 
department vary depending on the character of its parent institution, 
location, degree of sophistication of services, philosphy of 
admissions, and nuances of treatment methods, training and teaching. 

While the general hospital psychiatric department must perform 
an important role within the entire network of community mental 
health delivery system, loyalty is to its parent institution and 
community catchment area. The department should not favor admissions 
of one category of patients nor should it identify with institutions 
better equipped to handle chronic patients requiring long-range 
hospitalization. Indices of usefulness consist of the results of 
its work within the framework of its goals. 

This paper gives an account of the integrative approach of a 
psychiatric department in a medical center. The nature of integra
tion is described and the indices of usefulness are explored. 

INTRODUCTION 

The rapid increase of general hospital psychiatric departments 
in the United States (American Hospital Association, 1982) came 
about as a result of political pressures (Kennedy, 1963), change in 
the social value system (Talbot, 1978) and deinstitutionalization. 
Community-based hospitalization offers good general clincial services, 
is more humanitarian and usually facilitates easier return of the 
patient to the family, community and employment. General hospital 
psychiatric departments bring psychiatry into the mainstream of 
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medicine thus facilitating the psychosocial management of non
psychiatric patients (Gover, 1973). 

The models of care of "closed unit" systems in teaching hospi
tals (Greenhill, 1979) and open staffs in others, always utilize 
a multidisciplinary team headed by a psychiatrist. The aims of 
care may require a strict selection of patients excluding those 
who may have to be certified (Flamm, 1981) but others cater more 
to the community irrespective of the diagnostic category excepting 
those requiring long-range hospitalization (Greenhill, 1979). 
With proper methods of intensive care most acute cases can be 
hospitalized, save for those who do not profit from hospitalization, 
such as severe character disorders. Difficulties, however, lie 
not in aims, but in the shortage of qualified personnel, which 
exists in some regions. In such areas, flexibility and innovative 
methods of care must be introduced. 

This writer has tested empirically for some 7 years an innova
tive method of integrative approach (Krakowski, 1981;1983). The 
Mental Health Unit (MHU) is an in-patient department of psychiatry 
and a part of a 500-bed secondary teaching hospital in northeastern 
New York. The catchment area of 150,000 comprises 4 counties known 
for the high rate of poverty. While all specialties are well 
represented, there is a shortage of psychiatrists apparently due 
to geographic isolation. MHU is professionally autonomous and 
supplies liaison and emergency room services; administratively 
however, it has always been a part of the department of medicine. 
It is through this unique arrangement that integration with other 
departments is facilitated. Admissions are strictly to and by 
psychiatrists but other physicians are encouraged to follow up the 
referred cases and serve as consultants when needed. 

This paper will describe the integrative service within the 
department, the hospital and the community and will explore the 
indices of usefulness. 

THE NATURE OF INTEGRATION 

Figure I summarizes integration of psychiatric services. 

Intra-unit integration. The method emphasizes group evaluative 
and therapeutic activities, group interaction of personnel and 
group involvement of families and referring agencies. Traditional 
individual methods are, naturally used. Strong emphasis is placed 
on family involvement. Group work includes the traditional milieu 
therapy, group psychotherapy and occupational therapy, but the 
emphasis is on a host of innovative group methods aimed at decreas
ing anxiety, depression and anticipatory separation anxiety at 
discharge. Individual psychotherapy and group psychotherapy are 
a minimum of 4 and 5 sessions a week respectively. The patient-

152 



personnel interaction is centered around: 1. group rounds conducted 
daily by attending psychiatrists assisted by staff, 2. group con
ferences with familes and referring agencies conducted weekly, 
3. weekly diagnostic staff conferences, 4. daily progress confer
ecnes, 5. weekly staff attitudinal-therapeutic conferences, 6. 
emergency meetings with patients and 7. other group therapies. 

Admission Evaluatio 
Individual Rounds 
Individual Psychotherapy, 

Diagnostic and 
Conferences 

Medical Center 

Emergency Service 
Liaison Service 
Professional Teaching
Education 

FIGURE I 

Group Rounds 
Milieu Therapy 
Occupational Therapy 
Therapeutic Community 
Emergency Meetings 
Predischarge Groups 
Innovative Groups: 

Assertion Groups 
Relaxation 
Anxiety 
Loss of Adjustment 
Art Expression 

Attitudinal-Therapeutic 
Group Conferences 

amily and Community 

Evaluation of Family 
Conjoint Therapy 
Conferences with: 

Families 
Referring and supporting 
Agencies 
Family Education 
Community Education 

INTEGRATION OF PSYCHIATRIC SERVICES 
In Mental Health Unit 

1. Group Rounds proved a superior replacement for individual 
rounds permitting continuous observation of the patient with regard 
to his adaptational and coping qualities. Individual attention is 
given upon demand though requests are only rarely expressed; this 
occurs more often with initially regressed dependent patients. 
Most individual problems are worked through in individual psycho
therapy. 
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2. Group Conferences with Families and Agencies are similar to 
group rounds with patients (Krakowski, 1981,a). Non-attendance is 
explored for clues regarding the attitude of the family toward the 
patient. Families are given information regarding diagnosis and 
treatment and are "educated" about the post-treatment expectations 
and management. 

3,4. Weekly Diagnostic and Daily Progress Staff Conferences 
are standard. 

5. Emergency Meetings with Patients again require no elabo
ration except that they serve to prevent or alleviate complications 
caused by unusual circumstances. 

6. Attitudinal-therapeutic Staff Conferences represents weekly 
meetings of modified group therapy to prevent countertransference 
disturbances, strained staff relations and polarization. The 
method is dictated by the stress of the liberal admission policy 
resulting in the necessity of utilizing a flexible approach ranging 
from strict limits for some patients and unstructured management 
for others. With proper guidance and therapy, cohesiveness of the 
members of the therapeutic team is generally improved with intra
staff friction and improved professionalism. 

7. Other Group Therapies. Therapeutic community sessions are 
administratively useful but have proved of little clinical value. 
The more innovative and useful ones are art expression group, 
relaxation group, anxiety group, loss of adjustment group and pre
discharge group. 

The integration of the staff is facilitated by a continuous 
flow of information from patients to staff and among the staff 
members. This is possible only with the application of the group 
aspects of the program. 

Integration with Medical Center. This is created and maintained 
through the active role that the primary care (referring)physicians 
and consultants play in MHU. The other tools ar~ the emergency 
room work, and most important, the psychiatric liaison service 
(Krakowski, 1981,b), whose research projects have been previously 
reported (Krakowski, 1971; 1972; 1973,a,b,c,; 1975; 1976; 1981,b; 
1982,a,b). Education efforts have been fruitful in the work process 
and in yearly psychosomatic seminars, a tradition of 10 years. 

Integration with Community is achieved through direct contact 
with the community network of supportive agencies, weekly confer
ences with represen~atives of clinics, day care centers, workshops 
and hostels of the Association for Retarded Children. 

Total integration is viewed in the light of general systems 
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theory (von Bartalanffy, 1968; Miller, 1978). MHU, as other 
departments, is an open system, a subsystem of the medical center, 
a suprasystem. Such subsystems influence each other continuously 
through th~ir flexible and penetrable boundaries. To achieve this, 
MHU facilitates interaction with other subsystems. While a sub
system of the medical center, MHU is also a suprasystem in its 
inner workings. The senior psychiatrist must assume a dual role, 
that of a suprasystem directing the work of others, and a sub
system in his role of therapist. 

The success of the entire system consists of inter-system 
collaboration and exchange of information. Internally no sub
system may usurp the role of a suprasystem believing that his/her 
role is more essential than the role of others. In this sense the 
effectiveness of work depends upon the leadership of the person in 
charge (the suprasystem) and the collaboration of the personnel 
(subsystem) 

INDICES OF USEFULNESS 

For an innovative method to be satisfactory it must show re
sults similar to those reached by a traditional method. This was 
exposed to a statistical overview. 

Patients admitted to MHU from January 1-May 31, 1982 were 
compared to the group of patients in its parent institution, 
Champlain Valley-Physicians Hospital Medical Center (CVPH), and 
a "selected sample" of upstate New York general hospitals which 
admit patients with a diagnosis of mental disorder irrespective 
of whether or not they have a separate psychiatric department 
(N.Y.S.H.A.,1982). 

TABLE I 

COMPARISON OF PATIENTS WITH DIAGNOSIS OF MENTAL ILLNESS IN 
CV/PH MEDICAL CENTER AND A "SELECTED SAMPLE" IN NEW YORK STATE 

Size of Group 
Average Age 
Length of Stay 

CV/PH 
562 patients 
47.2 years 
17.1 days 

"Selected Sample" 
8,448 patients 
40.2 years 
13.0 days 

From Table 1 it is seen that CVPH admits a larger percentage of 
patients with mental disorders as compared with a vast number of 
hospitals represented in the "selected sample"*. This may be due 
to stricter admission policies in the latter hospitals and avail
ability of psychiatric beds in governmental psychiatric centers. 

*Non teaching hospitals outside of New York City. 
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The figure regarding CVPH admission may also be larger because of 
the availablity of liaison psychiatrists and therefore better 
diagnostic classification. The average age and length of stay 
are higher in CVPH possibly because of distances in the CVPH 
catchment area of up to 100 miles. 

Table 2 Shows a comparison of diagnostic categories in CVPH 
(including MHU) and the "selected sample", by frequency of 
admissions, diagnosis and the average length of stay. 

In evaluating the figures reported in 20 different diagnostic 
categories (ICD-9, 1980) some were eliminated when the frequency 
was minimal, others condensed (e.g, all affective psychoses were 
placed in one category) into 12 categories to make the comparison 
easier and to fit the MHU categories. 

It is determined that CVPH admits more patients with diagnoses 
of affective psychosis, senile/presenile psychosis and personality 
disorders, than the "selected sample" hospitals. However, the 
latter group admits, more frequently, patients with alcohol depen
dence syndrome, adjustment reactions, alcoholic psychoses and non
dependent drug abuse. Pattern of admissions of neurotic and 
schizophrenic patients showed insignificant differences. 

CVPH has generally a longer length of stay, though some of the 
categories such as affective psychoses, schizophrenia and senile/ 
presenile psychoses do not differ significantly. This dispropor
tionate length of stay in non-psychotic brain syndromes appears to 
be due to the lack of nursing home beds and skilled nursing 
facilities in the area. 

The statisitical overview of the MHU during the same period is 
shown on Table 3 which portrays admissions by diagnostic frequency, 
the percentage of the total MHU admissions, average age and average 
length of stay. 

It is clear that there is little difference between MHU and its 
parent hospital with regard to diagnostic groups. The uniformly 
longer length of stay in MHU results from policies and goals and 
the fact that patients admitted to MHU are more severely ill vis 
a vis those admitted to the non-psychiatric part of the hospital. 
It is also clear that those admitted to MHU were in the acute 
phase of illness or exacerbation of chronic illness which featured 
risks. 

CONCLUSIONS 

An innovative method of patient care in the psychiatric depart
ment of a general hospital is described. The method is integrative 
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TABLE II 

COMPARISON OF PATIENTS IN CVPH WITH "SELECTED SAMPLE" BY 
FREQUENCY OF ADMISSIONS AND LENGTH OF STAY 

January 1-May 31, 1982 

CVPH "SELECTED SAMPLE" 

Diagnosis LOS Diagnosis LOS 
Affective Psychosis 14.0 Alcohol Dependence 13.0 

20.3 Schizophrenic Disorders 12.3 
13.5 Neurotic Disorders 13.9 
18.1 Affective Psychoses 12.5 
18.1 Adjustment Reactions 14.5 
19.8 Alcoholic Psychoses 11.0 
14.6 Non-Dependent Drug Abuse 8.6 

Neurotic Disorders 
Schizophrenic Disorders 
Alchohol Dependence Syndrome 
Senile/Presenile Psychoses 
Personality Disorders 
Special Symptoms NEC* 
Alcoholic Psychoses 16.6 Non-Psychotic Brain Syndrome 26.3 
Physical Conditions 9.5 Other Non-Organic Psychoses 26.3 
Arising from Mental Factors 
Other Non-Organic Psychoses 
Adjustment Reaction 
Non-Organic Brain Syndrome 
*Not Elsewhere Classified 

19.5 Senile/Presenile Psychoses 
17.8 Personality Disorders 
52.9 Affective Psychoses/Other 

TABLE III 

17.5 
13.5 
13.6 

PATIENTS ADMITTED TO MHU, JANUARY 1-MAY 31, 1982 BY 
DIAGNOSIS, FREQUENCY (N) AND PERCENTAGE (%) OF ADMISSION, 

AVERAGE AGE AND AVERAGE LENGTH OF STAY 

Diagnosis 

Neurotic Disorder 58 34.5 46.6 17.8 
Affective Psychoses 41 24.4 52.4 21.4 
Schizophrenic Psychoses 19 11.3 42.0 24.3 
Alcohol Dependence Syndrome 13 7.8 46.9 15.0 
Senile-Presenile Psychoses 12 7.1 72.5 18.0 
Adjustment Reactions 8 4.8 36.8 19.5 
Personality Disorders 5 2.9 33.2 18.2 
Other Organic Psychotic Conditions 4 2.4 37.5 24.2 
Disturbances of Conduct 4 2.4 24.2 24.2 
Mental Retardation, Mild 2 1.2 33.0 23.5 
Drug Dependence Syndrome 1 0.6 22.0 37.0 
(Non-Organic) 
Special Syndromes NEC* 1 0.6 34.0 55.0 

Total 168 100.0 47.0 19.9 
*Not Elsewhere Classified. 
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and utilizes both individual and group approaches, interpreted in 
the framework of general systems theory. 

For the psychiatric department of the general hospital to be 
useful it must fulfill the local needs as well as policies and 
resources of the parent institution along with those of the catch
ment area with geographical, cultural and social demands. MHU 
appears to have fulfilled this role in a satisfactory fashion 
despite limited resources and qualified personnel. Its standards 
of care have been licensed by New York State Department of Mental 
Health and the Joint Commission of Accreditation of Hospitals. 

Although the stay of admitted patients was comparatively 
greater than the length of stay in the quoted "selected sample", 
MHU fulfilled its needs in a wide range of diagnostic categories 
requiring a non-stringent selection. It is felt that integrative 
approach and it? success represent the positive indices of usefulness. 
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NEW DIMENSIONS IN LIAISON CONSULTATION 

ABSTRACT 

Chase Patterson Kimball 

Professor of Psychiatry and Medicine 
The University of Chicago 
950 E. 59th Street 
Chicago, Illinois 60637 U.S.A. 

The role of the Liaison Consultation physician and psychiatrist 
is examined in terms of its change. Not only does the liaison person 
assess, diagnose, and identify therapeutic processes for the psycho
social aspects of medical and surgical illness, but he or she is 
frequently requested to participate with family members and nurse
physician teams in decisions relating to medical ethics. Several 
examples will be presented illustrating this expansion of roles 
and interactions. These will include: decisions regarding the 
termination of life support systems; patient's refusal to accept 
the amputation of a gangrenous limb or the patient who no longer 
desires to live. 

New Dimensions in Liaison Consultation 

In addition to the Consultant's investigative and advisory roles 
in working with medical and surgical patients and their physicians 
regarding psychosocial problems, the role of the Consultant has 
become increasingly that as a participant in arbitrating decisions 
in which ethical issues are involved. In most situations, the 
Liaison psychiatrist is as poorly equipped to participate in these 
decision-making processes as his colleagues. What experience he or 
she has obtained has been through his/her naive participation in the 
situations of conflict between interested parties. Since these 
decision-making processes are increasingly frequent in cases involv
ing psychiatric consultations and because many of these are va1ue-
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laden in terms of an individual's interests or ethical position, 
the liaison physician has been drawn into these areas of inquiry. 
Partly because of this spontaneous occurence, partly by predisposi
tion and largely because the controversies that arise identify 
problems in human behavior, liaison psychiatrists have become 
sensitive to ethical issues in medicine. As a result, many have 
become absorbed in the study of ethical issues in order to understand 
the position of their colleagues and patients. Psychiatry, of 
course, has its own share of dilemmas involving ethical concerns, 
not the least of which involves court-related commitments based upon 
information reported by psychiatrists. Psychiatrists are also 
participants in insanity defenses and expert witnesses in a host of 
problems bearing on sociopathy and mal-practice disputes. 

The Liaison Psychiatrist's Role in Decision-Mak~ 

To a large extent, the psychiatrist's role as a participant in 
decision-making has been foisted on him. This is generally true of 
an outsider, who while a member of the medical team is also at once 
an outsider inasmuch as his specific expertise and orientation is 
concerned. As an outsider, he takes a more distant overview of the 
situation and catches nuances with his third ear, which alerts him 
to the subtleties and nuances of the controversy. In addition, 
through his experience and growing interest in how ethical stances may 
influence decisions, he brings a different view to the conflictful 
dilemma. As a physician-psychiatrist, she or he adds dimension to 
the issue by virtue of attentiveness to affective, as well as cog
nitive deliberations. As an outsider, she or he is more astute in 
identifying inconsistencies and biases in the position of others. 
As a participant, she or he may frequently be aware of these in him
or herself, thereby empathizing, as well as identifying with the 
positions of others. The role of the physician-psychiatrist in 
arbitrating difficult decision-making processes is augmented by his 
on-going familiarity and knowledge of the common and uncommon 
dilemmas that are presented to him. 

The Situation in Which the Psychiatrist Participates 

The situation in which the liaison psychiatrist is most likely 
to participate is when there are differences between members of the 
patient care team. This is especially the case in which one or more 
parties to the conflict has become fixed in an unalterable and 
occasionally untenable position. These may be based on attitudinal 
differences of long-standing or upon underlying attributes relating 
to personality variables. Conflict is most likely when affect-laden 
positions are annealed with doctrinaire positions based upon fixed 
ethical and/or religious positions. 

Such conflict-laden situations may exist between patient and 
doctor, patient and family, family and doctor, doctor and physician-
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consultant, nurse and doctor, parent and parent, hospital and doctor, 
hospital and society, hospital lawyer and doctor, and ultimately, the 
Court and all of the above-stated individuals. 

What May be the Basis of the Conflict 

Leaving personality and affective aspects aside, the basis of 
conflict frequently evolves from controversies regarding investiga
tive, diagnostic and treatment approaches. The practice of Medicine 
is an ideal forum for this, inasmuch as the ancient distinctions 
between practices continue to exist, as well as to propagate. 
Despite increasing cooperation and collaboration between medical 
and surgical sub-specialties, there remain distinct differences in 
both cognitive and conative processes that sometimes compete with 
one another. Pharmacological and surgical approaches, while increas
ingly complementary, are also at times competitive, as well as some
times equivocal. In mental health and psychiatry, both pharmacologi
cal and electroshock approaches are held suspect in terms of mind
bending or punishment, respectively, by lay populations and more 
covertly by some members of the health profession. The matter of 
institutionalization of individuals with mental retardation and/or 
psychotic processes is cause for concern and ambivalence, resulting 
in disagreements within families and among mental health workers. 
Similarly, within medicine and surgery, both processes of admission 
and discharge are thwart with differences of opinion regarding 
necessity and readiness, respectively. These controversies are 
shared by families and professional staff. They also relate to the 
appropriate unit of care, e.g., the Intensive Care Unit, as opposed 
to a general medical or surgical unit. 

What Specific Issues may be Identified 

Long-standing and still contemporary as marked by a wide range 
of fixed positions are attitudes and decisions around the issues of 
abortion. The conflict prevails in spirit, if not always in practice, 
within Society. Society is involved both through its legal system, 
as well as through its various parochial institutions and individual 
citizenry. The conflicts range within families, between spouses, 
as well as children, between identified patient and physician, 
between each of these and societal, legislative, and what is referred 
to as customary practices. Not only is there conflict about the 
termination of pregnancy, b~t there are moral positions and legis
lative decisions regarding the trimesters in which abortion may be 
sanctioned. From time to time, the State has altered its position 
in order to decrease or increase its population for its own benefit. 
A number of practices have developed which relate intimately to 
those of abortion. Amniocentesis for the purposes of identifying 
genetic-transmitted defects in fetuses or other intrauterine problems 
affecting maternal health is now a common practice in technologically 
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sophisticated countries. More recently, there has been controversy 
surrounding the issue of fetal sex identification by parents 
desirous of considering abortion in the eVent that the conceptus 
is of an undesired sex. Some practitioners refuse to reveal the 
identity of sex. There is the further issue regarding the use of 
tissue obtained from abortions or from non-viable neonates in non
therapeutic research and organ-system transplantation into individ
uals with defective organ systems. 

The Allocation of Scarce Resources 

An issue generative of equal concern and affect is that of the 
discontinuance of life support systems in individuals unlikely to 
regain consciousness. The problem is complicated by such considera
tions as the quality versus the quantity of life and active versus 
passive euthanasia. These discussions are frequently phrased in 
terms of ordinary versus extraordinary or usual or unusual care. 
These issues are further compromised by the demand for the transplant 
of such organs as kidney, liver, lung, bone marrow, cornea, and 
more recently, fetal tissue from these individuals into recipients 
with defective organ systems. To what extent does demand and com
petition for organs compromise or interfere with unbiased considera
tions of the maintenance or discontinuance of life support systems? 
To what extent are active and/or passive concepts of euthanasia 
utilized and how are these dictate4 by the interests of the various 
parties involved in the decision? 

Lobbying groups are now common practices for the interest of 
special groups of patients. These groups are politically alert in 
gaining the support of legislative bodies for the demands and needs 
of their members and others afflicted by chronic illness. Such 
competition for procedures and services compromise the balanced 
judgment relative to the proper or rightful distribution and alloca
tion of scarce resources, thereby potentially favoring those with 
diseases in vogue and disfavoring those with less favored disease 
entities. Rightful distribution is discussed in terms of individual 
rights and justice: Who should get these goods? How are goods 
distributed? Who decides? What are the reasons given for the 
judgments made? In matters of transplantation of tissues and organs, 
judgments may first be made on the basis of biological and medical 
determination: What is the potential of success? Is other disease 
present? What is the quantity and quality of life left for the 
individual? Decisions will also hinge on the presence of and 
willingness of a donor. What is the obligation of the donor? Can 
he be forced or intimidated by the threat of social ostracism or 
other means? Do fetuses and non-viable neonates have rights 
regarding non-therapeutic research or use of organ systems? Who can 
make equitable decisions in these cases? Distributive justice 
attempts to determine rights and due deserts of individuals on a 
basis of mutuality. On a macro-level, the discussion is in terms of 
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social justice among groups and the specific needs of classes of 
patients. Needs, equality, individual efforts, societal contribu
tions are not entered into nor arbitrated free of bias and affect, 
which may affect rational positions. Enthusiasm, hopelessness, 
helplessness, envy, vying value systems, and scores of other affects 
and concerns will influence the decisions of patients, families, 
physicians, and other parties. The liaison physician is a frequent 
arbiter in these processes by his or her ability to identify the 
affective and cognitive positions from which the various participants 
present their views. 

How a Liaison Physician Participates 
in Ethical Decision-Making Processes 

Throughout the previous sections, I have addressed the several 
roles that the liaison physician plays in his participation in the 
decision-making processes with her cplleagues. Emphasizing that her 
view is both from the outside, as well as from within, she brings a 
fresh perspective in her observations and formulations to the 
problems identified by colleagues. In these interactions, the 
consultant uses her affective and cognitive skills in empathically 
relating with the concern and dilemmas of the medical staff. She 
attempts to understand and identify the positions that various 
members of the team have assumed, leading to a particular stand. 
In doing this she may identify the vested interest of the oncologist 
or or his or her adamant position in pursuing one or the other 
treatment protocols. She may identify contrary feelings and posi
tions generative of anger or neglect in members of the nursing and 
attendant staff who may have greater feeling and insight of the 
needs and wishes of the patient. The consultant frequently absorbs 
and helps resolve the ambivalences and uncertainties of family 
members who are rarely in agreement with one another regarding a 
course of action. She may detect a reluctance of family members to 
adopt responsible positions relative to the wishes of the terminally
ill patient, thereby abnegating themselves from the process in an 
attempt to place the responsibility on the physician. 

The Consultant also assists in identifying irrational factors 
affecting decision-making processes and assists in sorting out 
possibilities and probabilities regarding the care of the patient 
in concert with the professional and family individuals involved. 
Such sorting processes will involve knowing (and sometimes suggest
ing) what the delirious or comatose patient would want were he in 
a rational state of mind. The consultant also needs to know the 
relative societal attitudes toward particular actions, as well as 
the common ethical positions, their derivation and potential 
consequences. A practical aspect of the consultant's role is 
assisting patients and their families in extraditing themselves from 
previous fixed positions. The knowledge of living wills and of the 
services of Hospices and other similar care institutions will 

165 



frequently serve patient and family in good stead in accepting and 
accommodating to a difficult resolution. Some institutions have 
initiated the role of a patient's ombudsman who is essentially a 
patient advocate and sometimes a spokesperson identifying and 
working out problems in the best interest of and acceptable to 
the patient, family, and staff. The ombudsman brings a fuller 
range and dimension to the consideration of the patient's total 
care through his knowledge of ethics and interest in the psychosocial 
aspects of care. 

The Intrinsic Ethic of the Physician 

Presumeably, the physician brings to medicine time-honored 
attributes based upon his development, selection and education as 
a doctor. First and foremost is the physician's awareness of his 
motivations, abilities, and competences. Second is the capacity of 
the physician to know and empathize with the patient. Third is the 
physician's emphasis on a private and confidential relationship. 
Fourth is the obligation of the physician to inform the patient of 
what is proposed in the investigation and treatment and obtaining 
the patient's consent. Fifth is a commitment to the continuity of 
care as long as it is necessary and desired, or until transferred 
with the mutual consent of the patient and receiving physician. 
Sixth is the commitment of the physician to a scientific approach 
to accepted diagnostic and therapeutic actions. Seventh is the 
commitment of the physician to take an active role in the decision
making processes of the patient and his family. Eighth is the 
physician's awareness of his or her limitations. Ninth is the 
physician's obligation to know something of the contemporary 
diaglogues involving the principles of ethics and patient care. 
Tenth is the physician's commitment to an awareness of advances 
in research which hold promise for the patient and the physician in 
their mutual collaboration and hope in the therapeutic process. 

APPENDIX 

Other Ethical Principles Used in Consideration of Medical Ethics 

The following classification of ethical terms are identified 
as a brief guide to the use of commonly used terms: 
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General Normative Ethics--a system of fundamental moral 
principles and rules, universally valid. 

Applied Normative Ethics--an example of the application of 
concepts of justice and utility in the discussion 
of a specific problem such as the allocation of 
scarce medical resources. 

Descriptive Ethics--addresses the anthropological basis of 
ethics as it has developed idiosyncratically within 
a culture. 



Metaethics--addresses semantics and the analytic meaning of 
terms, the logic of moral reasoning as in: what is 
the case as opposed to what ought to be the case. 

Utilitarian Ethics--includes RULE {moral rules)--what is usually 
right; and ACT {situational)--what is right in the 
specific time and place. In addition, ethical issues 
may be addressed from the standpoint of PRINCIPLES, 
including: AUTONOMY (informed consent, refusal of 
treatment); NONMALEFICIENCE (active, passive euthan
asia, optimal and obligatory, proxy decision-makers); 
BENEFICIENCE (costs/benefits, paternalism); JUSTICE 
(rights/obligations, allocation of scarce resources-
micro- and macro-). 
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THE ROLE OF THE GENERAL HOSPITAL IN BIOPSYCHOSOCIAL EDUCATION 

Don R. Lipsitt 

Chief of Psychiatry 
Mount Auburn Hospital 
Cambridge, MA 

INTRODUCTION 

Hospitals have, through the ages, exerted great attraction upon 
novelists, playwrights, cinematographers, photographers, and socio
logists. The perverse magnetism of human misery and sickness as well 
as captivation by the struggle to conquer them are attested to by the 
millions of viewers who daily can be found entranced by the endless 
episodes of a television serial called "General Hospital." Whether 
through counterphobic immersion in the gore of a bloody operation, 
the technological mastery of mankind's scourges, or the intrigue and 
romance of relationships which bloom in surroundings where sickness 
abounds, there is something for everyone. 

AFFECT AND SOCIALIZATION OF THE PHYSICIAN 

Perhaps one of the most intriguing aspects of human behavior is 
that it is possible for those who spend most of their occupational 
lives in such places to actually become inured to the everyday drama 
and emotional turmoil which exist there. Yet it has been noted that 
medical students and physicians may be hampered in their work by a 
too responsive affective reaction to the intensity of life and death 
experience encountered in the course of their work. It is perhaps 
this paradoxical professional performance coupled with the mind-body 
dualism of medical education which obstructs the evolution of a truly 
biopsychosocial appreciation of the sick person. 

Such a microcosm of life's snapshots should ideally be a train
ing ground not only for technical proficiency in diagnosis and treat
ment but also for exposure to every human and humane encounter. 
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It is in the setting of the general hospital that the bulk of 
the medical student's undergraduate and postgraduate education will 
take place. From the first anxious moments of an introduction to 
clinical medicine, the student begins to confront in him or herself 
an abundance of conflict over identity, personal values, sexuality, 
and human relationship. 

Self-image may traverse the gamut from worthlessness or humility 
to overconfidence or grandiosity. Those individuals lacking the 
resilience and adaptability to process such vacillating demands on 
the psyche may traverse their path erratically or not at all. The 
impressive thing is that so many are able to survive the experience, 
attracting medical sociologists to study the phenomenon that has 
been called the professional socialization of the physician. 

Some have called attention to the constriction of affect which 
occurs as adaptive defense for some as they navigate the shoals of 
medical education. If this constriction is too rigidified, the 
physician may not only renounce his pre-medical repertoire of human 
responses but may later on be impregnable to new insights about him
self or his patients as he goes about the practice of his profession. 

DISEASE-ORIENTED VS. PATIENT-ORIENTED MEDICINE 

Besides the shaping of affective response, what is the impact 
upon the physician of observing encounters with sick individuals 
whose personal daily schedules and privileges are subjugated to in
stitutional needs? In the hospital, the regressive event of illness 
is compounded by the frightening exposure to complex incomprehensible 
machines and procedures which exert a dehumanizing effect on the 
patient. 

Feelings of fear, disgust, uncertainty, or sadness are often 
experienced as alien to the new physician's task. Efforts to master 
such feelings and to cope with unwanted emotion often attract the 
student toward task-oriented, operational, precisional, and labora
tory-aided medical decisions at the expense of incorporating per
sonal, humanistic responses into a treatment and management plan. 

By the time the medical student becomes an intern and then a 
medical resident, further reinforcement of disease-oriented rather 
than patient-oriented medicine is caused by limitation on time and 
the high level activity of tasks like record-keeping, procedures, 
work rounds, and so on. 

PSYCHIATRY'S ROLE IN MEDICAL EDUCATION 

It was the recognition of such deficiencies in training on 
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acute medicine wards that made the introduction of psychiatry into 
the general hospital so enthusiastically welcomed. 

Although liaison psychiatry was considered by Greenhill l an 
outgrowth of the psychosomatic movement begun in Austria and Germany 
in the early decades of this century, an article in the American 
Journal of Psychiatry in 1929 general marks the introduction of 
psychiatry into general hospitals in. the united States. The pUblica
tion of Henry's2 paper "Some Modern Aspects of psychiatry in General 
Hospital Practice" was an historical landmark for psychiatry's educa
tional role in medical education in the general hospital setting. 
It was hailed as a beginning of new opportunities to include an ap
preciation of psychosocial variables in medical care and training. 

From this time in the early 30's through the 60's, the history 
of such efforts at bridge-building has been well-documented by 
Greenhill,l Lipowski,3 Wittkower,4 and others. Greenhill points out 
that the development of the term "liaison psychiatry" as opposed to, 
for example, liaison medicine, resulted from the fact that initia
tives for promoting a more comprehensive medical model came largely 
from psychiatry and it is probably the expression of such initiative 
which caused some psychiatrists to be branded missionary in their 
zeal to teach. 

NIMH 

Nonetheless, some significant progress was made in the inclu
sion of psychiatry in the general hospital through support from the 
Rockefeller Foundation, the Commonwealth Fund, the u.s. Public Health 
Service and the National Institute of Mental Health. Although studies 
were not performed to assess the impact of the new programs, there 
was a strong sense that programs like Kaufman's5 at Mount Sinai Hos
pital, Bibring's6 at Beth Israel Hospital in Boston, and Billings'? 
at Colorado Medical Center, had a clear influence on the way in which 
medicine was taught and practiced. 

Amongst psychiatrist teachers there was a natural favorable bias, 
but some writers have emphasized the enduring obstacles to bridge
building in the sometimes alien lands of other medical specialities. 

INPATIENT PSYCHIATRIC UNITS 

The next big landmark for a more expansive presence of psychia
try in the general hospital was the establishment of inpatient psy
chiatric units. 8 This too had small beginnings early in the century 
but had its greatest growth spurt following World War II. Many psy
chiatrists returned from the war having learned that short-term psy
chiatric treatment was more effective than long-term custodial 
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approaches. In recent years, the process of deinstitutionalization 
has added strength to the trend to focus all psychiatric services 
in the community hospital. Some of the advantages are obvious: less 
stigma for the patient; maintenance of family and community connec
tions; more active treatment programs; and greater accessibility to 
the entire spectrum of health facilities and treatment. 

In spite of such progress, opportunities for the teaching of a 
more integrated and accepted mental health program have been less 
real than apparent. Hospital administrators generally located psy
chiatry at some distance from the rest of the clinical activities of 
the hospital; psychiatric units were compartmentalized from medicine, 
with little exchange of interaction with other departments; familiar 
biases and resistances, often contributed to by psychiatrists them
selves, hampered a truly collaborative experience with departments 
of medicine. 

The recent trend toward development of med-psych units offers 
opportunities to correct some problems, but it is premature to judge 
their success. Although one must hope that the intermingling of 
psychiatric and nonpsychiatric staff is mutually educational, surveys 
to date of the psychiatric skills and knowledge of nonpsychiatrists 
have not been encouraging. 

PRIMARY CARE MOVEMENT 

With less than optimal pedagogic achievements through consulta
tion-liaison programs and then general hospital psychiatry units, 
the primary care movement begun in the late 60's and mandated into 
public law in 19769 held, for some, a promise of greater opportunity 
for achievement of a biopsychosocia1 model of health and illness 
which would evolve from a closer marriage of medicine and psychiatry, 
the biomedical and the psychosocial. Recent years have seen a great 
proliferation of primary care curricula and family practice resi
dencies, although the success of the marriage has been less than 
optimal. 

Still, there are programs which did not exist before. And, al
though the literature for decades has reported the numbers of patients 
who present to general physicians with complaints caused by emotional 
problems, the focus on primary care medicine has nurtured an enormous 
increase in such studies. Many formal organizations have taken as 
their task the study of primary medical care. The National Institute 
of Mental Health10 produced in 1979 an analytical review of the lit
erature on mental disorders and primary medical care. This review 
was largely contributed to by the Psychiatric Sociology Division of 
the Society for the Study of Social Problems. 
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The American Psychiatric Association, the American Sociological 
Association, the Association for Academic Psychiatry, the Society for 
Research and Education in Primary Care Internal Medicine, the American 
Academy of Family Practice and many others have devoted abundant time, 
energy, staff and money in the service of studying and promoting 
primary care concepts. Similar, if less extensive, efforts have 
occurred in England, Japan, Israel, Italy, West Germany, and other 
countries. 

The medium for most efforts in psychiatric training of nonpsy
chiatric primary physicians is consultation-liaison psychiatry or 
psychosomatic medicine. While most of this training occurs in medi
cal centers, through inpatient and outpatient work, some experience 
has been reported with neighborhood health centers, community agen
cies, and mobile health units. 

CONTROVERSY AND IMPEDIMENTS 

So it can be seen that, by this time, there has been a vast ex
perience in the general hospital setting, with efforts at achieving 
an integrated·biopsychosocial health care model. Yet the success 
of such programs is less than desired and we have still not had suf
ficient methodologically-controlled studies to say what our achieve
ment has been. Reports have appeared which describe, on the one 
hand, the general hospital as a fertile fieldll for both medical and 
psychiatric education, and on the other hand, question whether the 
medical setting is beyond the general psychiatrist's competence12 
so that he fails as a collaborator, colleague and teacher of non
psychiatrist physicians. 

There are also rapid changes in hospital structure and function 
which stand, at times, in opposition to the kind of training which 
might nourish psychological-mindedness in medical students and house 
officers. 13 New technology and procedures, increased demands upon 
house staff, and a new kind of industrial-market-place model of med
ical care seem to threaten long-standing traditional values consider
ed essential to good doctor-patient relationships. Some writers have 
questioned whether appropriate holistic training can occur in such 
settings where the technologic (and now economic) imperative competes 
with the humanistic requirements ·of whole-person health care. I am 
reminded of Winnicott's14 remark in writing of the barriers to an 
integrated approach to psyche and soma, that the separation is " .•. a 
defense organization with very powerful determinants, and for this 
reason it is very common for well-meaning and well-informed and even 
exceptionally well-equipped doctors to fail in their efforts to cure 
patients with psychosomatic disorder." This inherent resistance to 
a joining of forces undoubtedly exists as much for physicians as it 
does for patients and raises serious questions about how much can be 
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achieved without major modification of medical school admission re
quirements, medical faculty, institutional structure, and attitud
inal bias. 

CONCLUSION 

In spite of a number of impediments, I would still hold that 
the general hospital, with a fuller accommodation of psychiatric 
facilities, services and educational programs, is a better setting 
for biopsychosocial education than we have previously known. It 
has been in the general hospital that a large body of knowledge 
about the psychological impact of illness and hospitalization has 
been learned. Every new surgical and medical advance, such as open 
heart procedures, transplant surgery, new special care units (ICU, 
CCU, PCCU, Hemodialysis, Burn, Oncology), etc., has brought with it 
new demands for concomitant emotional understanding and care. If 
the psychiatrist can learn to incorporate such new experience into 
the matrix of his medical education, there is hope that he can also 
transfer such learning into the context of primary care education. 

perhaps because the close scrutiny of psychiatric programs for 
non-psychiatrists has exposed major gaps, -there is some tendency 
toward discouragement and pessimism. But if we see such evidence 
as a challenge for innovation and creativity, new approaches to 
research and teaching have the potential for 'fostering a closer 
approximation to the idealized model of health care for the future, 
with the general hospital serving asa kind of university for educa
tion in medical practice. 
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SUMMARY 
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District. Lecturer University of Leeds 

A series of 92 consecutive referrals for psychiatric opinion made 
over a fifteen month period from a geriatric hospital was retrospect
ively examined in order to ascertain the nature of the advice which 
the geriatricians requested from psychiatrists. These are compared 
with a series of 41 consecutive referrals over the same period from 
a large teaching hospital in the same city, these referrals coming 
from general physicians, urologists, orthopaedic surgeons and genito
urinary surgeons. In the geriatric hospital, assessment and treatment 
of the depression was the commonest reason for referrals followed 
by advice on continuing care placement and assessment of confusion. 
By contrast the commonest reason for referral in the teaching 
hospital was advice on longstay placement followed by assessment of 
confused behaviour. In the geriatric hospital group the three 
commonest diagnoses made by the referrer were: depressive illness, 
senile dementia and confusional states; the psychiatrists made this 
last diagnosis much more frequently than the geriatricians. In the 
teaching hospital group the two most frequent diagnoses made by 
the referring doctors were dementia and "confusion" used in an 
unspecified way. In the geriatric hospital acute confusional states 
were referred much less frequently than in the general hospital. 
The proportion of patients seen in the teaching hospital with multi
infarct dementia was much greater than in the geriatric hospital. 
The implications for the appropriate training of psychiatrists and 
referring doctors in this aspect of liaison psychiatry are discussed 
as a result of these findings and of a survey conducted prior to the 
1982 Cambridge Conference on Recruitment and Training in Psychiatry. 
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Introduction 

In the United Kingdom, the proportion of over 65s in the 
population, has probably attained its liekly peak at 15% but in the 
next twenty years the number of the very old - over 80s - will 
increase by about 40%. Most of this group will be women without 
husbands, livinglalone and with a high rate of mental illness and 
social problems. As more old people with psychiatric disorders 
are likely to be admitted both to geriatric and general hospitals 
doctors working there will need to be more knowledgeable and skilled 
in understanding and managing the problems they present while 
psychiatrists who will be called upon for opinion will also need 
more expertise. 

We would like to give our experience with ward referrals of 
over 65s in a geriatric hospital - Chesterton - and a teaching 
hospital - Addenbrooke's - both situated in Cambridge. 

As psychogeriatrician to the Cambridge District P.B. sees the 
great majority of over 65 ward referrals from Addenbrooke's; 
Dr Harris, then a research senior registrar, took on the main 
responsibility for ward referrals from Chesterton over a period of 
fifteen months. We have looked at these referrals for this period 
to find out reasons for referrals, what diagnoses were made, the 
outcome, the association between psychiatric disorder and physical 
problems and compared the nature of the referrals from the two types 
of hospitals. 

Method 

All psychiatric referrals from Chesterton and all referrals over 
65 from Addenbrooke's were ,retrospectively examined over the fifteen 
month period while Dr Harris was in post in order to determine the 
main reason for ref.errals and psychiatric diagnosis made by the 
referring physicians or surgeons, the main psychiatric diagnosis 
made by the psychiatrist was then noted. The case notes were looked 
at to determine the actual physical problems at the time of the 
referral, the length of the pateint's stay in hospital and the 
outcome of that stay together with the cause of death if appropriate. 

Results 

90 of the 92 referrals from the geriatric hospital requested 
advice on short stay patients while all 41 of the teaching hospital 
referrals were short stay. The age and sex of the patients by 
hospital and diagnosis for the geriatric hospital are set out in 
Table 1. 

Reasons for Referral 

The three commonest reasons for referral which between them 
covered nearly half of the total were, first advice on the 
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TABLE 1. Age and Sex of Referrals 

No. Ratio F/n Age (years) 
Mean Range 

Geriatric 
Hospital - total 90 3/1 79.6 65-99 

Depressive illness 29 2/1 77.3 65-90 

Acute 
Confusional state 29 2/1 82.2 73-92 

Senile dementia 19 3/1 84.0 65-99 

General Hospital 
total 41 2.5/1 76.7 62-90 

assessment and treatment of depression, second advice on placem~nt 
and third advice on the management of confusion. Advice on 
bheavioural problems follow closely in frequency but there were 
fewer cases in each category of the other 19 reasons for referral. 
Patients with depression being referred much more frequently from 
the geriatric hospital (geriatric = 17%, Teaching = 10%) but with 
advice on longstay placement (Geriatric 14%, Teaching 29%) and 
assessment of confusion (Geriatric 13%, Teaching 27%) markedly 
predominating in referrals from the teaching hospital. 

Psychiatric Diagnosis 

Turning to the diagnoses made by the psychiatrists it will be 
seen from Table 2 that depressive illnSss, acute confusional state 
and senile dementia account for more than four fifths of the rererrals. 
Other daignoses such as anxiety states, personality disorder, 
paraphrenia and hypomania are uncommmon. However with the teaching 
hospital referrals there were fewer cases of depression and acute 
confusional state but more cases of dementia compared with the 
geriatric hospital. 

TABLE 2. Psychiatric Diagnosis in Geriatric Referrals 

Depressive illness 
Acute confusional state 
Dementia - senile 
Dementia - multi-infarct 
Anxiety state 
Personality disorder 
Normal 

Geriatric 
n=90% 

32 
32 
21) 55) 

2) 
2 
2 
3 

Teaching 
n=41% 

22 
12 

54) 66 
) 

Single cases of symptomatic dementia, hypomania, Korsakoff State & 
paraphrenia 
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Diagnosis of Referring Physicians 

The referring geriatricians made a psychiatric diagnosis in 65 
of the 90 referrals; most commonly this was depressive illness and the 
psychiatrist agreed in two-thirds. A quarter of the geriatricians 
cases were diagnosed by them as having senile dementia and the 
psychiatrists agreed again in two thirds. In only 6 cases, that 
is fewer than 10%, was the diagnosis of an _~cute confusional state 
made with the psychiatrist agreeing in all-cases. The pattern however 
was different in the teaching hospital referrals. There was close 
agreement between physician and psychiatrist in the diagnosis of 
dementia whether Alzheimer, mixed or unspecified, but the psychiatrist 
diagnosed six cases of multi-infarct dementia to the physicians 
three. There was good agreement about patients with acute confusional 
states but the physicians used a loose term "confusion" which clearly 
was not being used in a strict diagnostic sense but as a description 
of behaviour generally due to dementia. They psychiatrists diagnosed 
depression in nine cases - only four of whom had been so identified 
by the physician. 

Outcome 

Patients with depressive illness and acute confusional states 
were discharged home (55% and 53% respectively) while 63% of those 
with senile dementia were transferred to continuing care wards or 
old peoples homes with 23% going back to their own homes. The death 
rate amongst the depressive illness patients was 21% compared with 
18% for those with acute confusional states and 14% of those with 
senile-dementia. 

Physical Problems 

The commonest physical problems are shown in Table 3. No 
active problems were seen in 9% of the sample, mainly those with 
depression and senile dementia. Recovery from fractured femur was 
especially prominent in the organic group while cerebral vascular 
accident and respiratory infection were equally represented between 
the functional and organic groups. Immobility as a physical problem 
was found only in the depressive group and was confined to those in 
the geriatric hospital. 

Discussion 

The relative proportions of psychiatric diagnoses in the 
teaching hos~ital referrals are almost identical to those found 
by Krakowski in hospital referrals in northern New York. The 
three main diagnoses, depressive illness, dementia and acute 
confusional state are also found in the geriatric hospital referrals 
in our study. The geriatric staff sent us on fewer cases with 
dementia and more with acute confusional state. This remained 
statistically significant even when those acute confusional states 
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TABLE 3. Associated Physical Problems 

Hypothermia 
Cerebrovascular accident 
Immobility 
Extrapyramidal syndromes 
Respiratory Infection 
Congestive cardiac failure 
Fractured femur 
Other surgical 
Nil 

Depressive 
Illness 

n=36 
o 
5 
4 
3 
2 
I 
1 
3 
5 

Acute Senile 
Confusional Dementia 
State 
n= 35 
o 
4 
o 
2 
3 
5 
6 
3 
1 

n 37 
3 
5 
o 
1 
2 
4 
7 
5 
4 

occurring on a background of dementia were re-classified as being 
demented. We feel that this difference might reflect differences 
in the diagnostic viewpoint of the geriatric and teaching hospital 
psychiatrists or a real difference in the relative rates of the 
referral of these conditions. The former hypothesis seems unlikely, 
the authors worked closely together and used diagnoses in a similar 
way, so we think it is very possible that the geriatricians who are 
well experienced in the diagnosis and management of dementia did not 
feel it necessary to seek psychiatric advice in this group. The 
increase in the proportion of acute confusional states referred might 
reflect an admission bias of the two hospitals so that those with 
confusion as well as physical illness might be referred to the 
geriatric hospital while those with physical and little or no 
confusion might go to the teaching one. 

Outcome of the geriatric referrals is in the main understandable. 
The high death rate in the patients with depressive illness is also 
understandable as referrals are from a population of actuely sick 
people but we would again emphasise that in the depressive illness 
group immobility was a recurrent physical problem and four of the 
seven deaths were attributable to pulmonary embolism and deep vein 
thrombosis. 

Fre~uency with which assessment of confusion was a reason for 
referral and the infrequencvy with which the geriatric hospital 
physicians used the specific term "acute confusional state" is 
striking. It might be that they equate the two terms but if they 
do then clearly the psychiatrists do not agree as they made a 
diagnosis of acute confusional state in 58% and dementia in 42%. 
Professor Tom Arie has recently commented on the lack of understanding 
of confusion and wondered if "the :htimation of decay in a fellow 
creature makes the contemplation of a confused in'dividual 
unattractive and even frightening".3 We feel it is highly 
important to ensure that all doctors can distinguish acuteconfusional 
state from dementia and if there has been neglect of delirium and 
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if the concept of confusion is frightening then these are matters to 
be attended to in medical training. 

Because of the changing age structupe of the population it is 
certain that elderly patients with concomitant mental disorder will 
enter general hospital and geriatric beds at an increasing rate. All 
psychiatrists - not just psychogeriatricians - must be adequately 
trained to give appropriate advice on this aspect of liaison work. 
however in the United Kingdom training and experience in all aspects 
of liaison work - geriatric and non-geriatric both at undergraduate 
and post-graduate level remains patchy. 

To illustrate this point it seems appropriate to mention briefly a 
survey of 25 teaching hospitals in England and Wales undertaken by 
Dr. Christ Thomas of the Department of Psychiatry University of Leicester 
as part of the preparatory work for the 1982 Cambridge Conference on 
Recruitment and Training in Psychiatry.4 

The schools were first asked how often medical students saw and 
were taught on general hospital referrals: the results are given in 
Table 4. If self poisoning cases are omitted about half the medical 
schools provide almost no practical experience in liaison psychiatpy, 
while lectures and seminars are equally scanty. Schools were also 
asked if there was liaison teaching involving psychiatrists on general 
firms; four (19%) replied often, four (19%) occasionally, seven (33%) 
rarely and six (29%) never. Dr Thomas also made enquiries of 82 post
graduate training schemes asking about liaison experience and obtained 
a 63% response. 

It will be seen from Table 5 that although most trainees get at least 
occasional experience of self-poisoning, a third g~t almost no casualty 
experience and nearly a half have little chance of seeing general ward 
referrals. Fifteen of the schemes had a specific consultation liaison 
post as part of their rotational training scheme but the remaining 37 
had no such attachment. However, many trainees do pick up the experience 
particularly in the senior registrar grade and by the time that they 
become consultants 60% of recently appointed consultants reported in a 
survey (Brook N. P.) that they had received adequate experience which was 
adequately supervised in this field. 

Dr Thomas's survey did give good evidence that students ' attitudes 
to psychiatry showed a marked improvement after the clerkship in those 
schemes providing better than average experience in liaison work while 
in two schools providing average experience only there was no real change 
in attitudes during this period as shown in Table 6. Although it would 
be dangerous to read too much into this study because of other factors 
apart from liaison experience having an effect there is we believe a 
prima facie case that this type of work has potential to improve 
recruitment to our specialty and we should do all we can to encourage 
the development of liaison psychiatry. 

182 



TABLE 4. Number of Medical Schools Providing 
Liaison Experience 

Often Occasionally Rarel;z: Never 
Self-poisoning 3 (14%) 10 (48%) 6 (29%) 2 (10%) 

referrals 
Casualty referrals 9 (43%) 6 (29%) 6 (29%) 
Other ward referrals 12 (57%) 6 (29%) 3 (14%) 

TABLE 5. Number of Training Schemes Providing 
Liaison Experience 

Often Occasionall;z: Rarely Never 
Self poisoning 

referrals 23 (44%) 25 (48%) 3 (29%) 1 (2%) 
Casualty referrals 7 (13%) 28 (54%) 10 (19%) 7 (13%) 
Other ward referrals 2 (4%) 26 (50%) 20 (38%) 4 (8%) 

TABLE 6. Medical Students' Attitudes to Psychiatry in Relation 
to Adequacy of Liaison Experience 

Above Average Liaison Psychiatry Teaching 
Medical School 

N Before After 
(1) A 17 97.6 107.3 + 9.7 

B 16 92.8 107.2 + 14.4 

(2) 14 100.2 109.6 + 9.4 

(3) 11 95.4 115.2 + 19.8 

Average Liaison Psychiatry Teaching 
(4) 11 93.8 93.4 0.4 

(5) 12 99.8 100.8 + 1.0 
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POINT PREVALENCE OF PSYCHIATRIC AND PSYCHOLOGICAL DISORDERS IN 

THE GENERAL HOSPITALS OF MADRID (PRELIMINARY RESULTS) 

A. Calve, P.E. Munoz, M.D. Crespo, J.J. Lopez-Ibor jr., 
M. Duque, A. Campoy, J.M. Lopez-Ibor, J. Santo-Domingo, 
J. Rallo, and J .C. Aguilera 

Instituto Salud Mental. Garcia de Paredes 65. Madrid-3 

The association of psychiatric symptoms and especially neuro
tic disorders, with episodes of physical illness, has been repeated
ly studied and verified in different ways. These studies have ranged 
from investigations on general population (Hinkle and Wolff, 1958; 
Hinkle et al., 1958; Rawnsley and Loudon, 1964; Hagnell, 1966; Gi
llis et al., 1968; Vazquez et al., 1981) and samples of general 
practice (Sheperd et al., 1966; Kreitman et al., 1966; Goldberg 
and Blackwell, 1970; Eastwood and Trevelyan, 1972) to studies of 
psychiatric inpatients and outpatients (Davies, 1965; Maguire and 
Granville-Grossman, 1968). 

The figures for psychiatric morbidity in patients admitted 
to general hospitals also tend to highlight this relation, since 
they are higher than those normally obtained for the general popu~ 
lation. Santo Domingo (1974) stydying the patients admitted to a 
medical service, obtained a prevalence of 75%. Some of us have 
found a rate of 72.5% in medical patients (Munoz and Crespo, 
1980). Medina-Miro et al. (1983) obtained a psychiatric morbidity 
rate of 47.15% in a sample of internal medicine, general surgery 
and gynecology patients. 

Furthermore, in the review made by Greenhill (1977), pre
valence figures of 15 to 72.5% were reported. These figures ranged 
from 20 to 70% in a later study by Lipowski (1979). These differ
ences are not only influenced by the use of patient samples from 
different hospital services, but also by variations in the case 
definition used. 

Our investigation, from which these are preliminary results, 
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has the purpose of providing facts on the psychiatric morbidity in 
patients admitted to the different general hospital services, using 
standardized measuring instruments. 

Thus, for our study we have used a broad sample of the patients 
admitted to all the general hospitals serving the population of 
Madrid so that not only the different medical and surgical services 
are represented, but also different population subgroups. 

As the measure of psychiatric morbidity, prevalence-day was 
determined by the 60-item version of the General Health Question
naire (Goldberg, 1972). This version has been adapted and validated 
to Spanish language by one of us on a general practice sample (Mu
noz et at., 1978). The results obtained for sensitivity, specifi
city and misclassification rate are acceptable and similar to 
those obtained in validations of the original version (Goldberg 
and Blackwell, 1970); Benjamin et al., 1982). 

METHODS 

The sample comprises a total of 1,494 patients systematically 
selected - one of every three - from among the admitted population 
between the ages of 15 and 65, on 15 November 1982, to eight gen
eral hospitals in Madrid (C.E. Ramon y Cajal, C.S. La Paz, C.S. lQ 
de Octubre, Clinica Puerta de Hierro, Hospital Clinico, Gran Hos
pital, Fundacion Jimenez Diaz and Hospital Provincial). Before 
starting, all those patients were excluded who were admitted to 
services which, by their nature, implied physical conditions in
compatible with the administration of the questionnaire. The 
patients admitted to obstretrics services were also excluded. 5~~ 
of the total patients selected belonged to medical services and 
4~~ to surgical services. 

The sample was reduced, for different reasons, to a total of 
1,322 patients, of which 555 belonged to medical services (4~~) 
and 777 to surgical services (58%), with almost 50-5~~ distribution 
by sex. Table I gives the sociodemographic characteristics of the 
sample investigated. 

Personal data, clinical data (diagnosis (CIE-9), psychosocial 
stressors (adapted from DSM III), acute or chronic nature of the 
illness) and medical care data (time of stay, reason for admittance, 
initiative of admittance, etc.) were collected for all the patients 
and they were given the 60-item GHQ. 

A cut-off point between 9 and 10 was considered for the cal
culation of the probable prevalence, applying the formula proposed 
by Goldberg (Goldberg et al., 1976; Goldberg, 1981) according to 
the criteria for screening tests derived by Meehl and Rosen (1955) 
from Bayes' theorem. 
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Table I. Sociodemographic Characteristics of the Sample 
Investigated 

SEX N % MARITAL STATUS N % 

Male 677 51 Single 284 21 
Female 655 49 Married 939 70 

Widows 93 7 
AGE Separated/divorced 15 1 
15 - 24 141 10.5 
25 - 34 153 11.5 SOCIAL CLASS 
35 - 44 209 16 I and II 76 6 
45 - 54 349 26 III 445 33 
55 - 65 471 35 IV 505 38 

V 299 22 

P babl 1 % with high scores - % false positives 
ro e preva ence = 't' 't % fl' , senSl lVl y -: a se posltlves 

For application, we used a sensitivity of 86.2% and a false 
positive rate of 13.8%, having obtained these figures in the Span
ish validation on general practice population (Munoz et al., 1978). 

The information obtained was processed by the SPSS statistical 
package, and to detect the interaction effects between variables, 
we used the tree analysis of Sonquist, Ba and Morgan (1974), by 
a specific computer program. 

RESULTS 

1. Prevalence values 

The probable prevalence for the total sample is 62%. Its dis
tribution by hospitals ranges from a maximum 71% at the Fundacion 
Jimenez Diaz to a minimum 54% at the Gran Hospital. 

For men it is 53% and for women 71%.The age group of 45 to 54 
presents the highest prevalence (74%), the lowest values (44%) being 
for the 15 to 24-year group. These figures are found for both sexes. 
The distribution of morbidity according to the variables in which 
it acquires statistical significance is given in Table II. 

2. Morbidity-related Factors 

Studying the statistical independence between scores above 
and below the cut-off point (9/10) and the independent variables, 
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Table II. Distribution of Prevalence Values (%) according to 
the Variables in which it acquires Statistical 
Significance 

SEX 
Male 
Female 

AGE 
15 - 24 
25 - 34 
35 - 44 
45 - 54 
55 - 65 

COHABITATION 
Alone 
Family of origin 
Own family 
Friends/relatives 

SOCIAL CLASS 
I 
II 
III 
IV 
V 

EDUCATIONAL LEVEL 
Illiterate 
Primary 
Lower Secondary 
Upper Secondary 
University 

53 
71 

44 
54 
59 
74 
62 

51 
53 
62 
82 

37 
42 
58 
61 
74 

75 
62 
54 
57 
52 

ADMITTANCE INITIATIVE 
Own 
Referral 

INPATIENT 
Medical 
Surgical 

67 
58 

71 
56 

PREVIOUS PSYCHIATRIC TREATMENT 
Yes 83 
No 58 

SERVICE 
Endocrinology 
Rheumatology 
Cardiology 
Internal Medicine 
Neurology 
Pneumology 
Digestive Surgery 
General Surgery 
Nephrology 
Traumatology 
Gynecology 
Otorhinolaryngology 
Gastroenterology 
Urology 
Maxillofacial Surgery 
Dermatology 
Rehabilitation 
Vascular Surgery 

89 
79 
73 
71 
68 
65 
64 
63 
60 
57 
55.5 
55.5 
53 
50 
46 
43 
31 
25 

we found the following related factors. 

q) Psychosocial stressors. (x2 = 72.01,1 d.f. P < 0.01). Those 
of severe and extreme degree are over-represented. This is the 
variable which has the most statistical significance and main
tains itself in all the subgroups of the sample. 

b) Previous· psychiatric treatment. (x2 = ·21.21, 1 d.L p <: 0.01). 
The patients which had received previous treatment are over
-represented. 

c) Sex. (x2 = 23.23,1 d.f. p <0.01). Women over-represented. 
d) Patients (medical or surgical). (x2 = 15.50,1 d.f. p < 0.01). 

Medical patients over-represented. 
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e) Age. (x2 = 24.43, 4 d.f. P < 0.01). The patients of the 45-54 
years group are over-represented. 

f) Cohabitation type. (x2 = 12.64,4 d.f. P < 0.01). Patients who 
live alone and with friends and/or relatives are over-represented. 

g) Social class. (x2 = 18.19, 4 d.f. P < 0.01). Patients of level 
V are over-represented. 

h) Educational level. (x2 = 9.89, 4 d.f. P < 0.05). Illiterates are 
over-represented. 

i) Occupation. (x2 = 21.16,8 d.f. P < 0.01). Patients of liberal 
professions and self-employed workers are over-represented. 

j) Admittance initiative. (x2 = 4.45, 2 d.f. P < 0.05). Patients 
admitted on their own initiative are over-represented. 

Factors which are not of statistical significance are: the 
hospital, marital status, residence and employment situation. 

3. Psychiatric Risk Factors 

For the analysis of the interaction between variables related 
to the risk of becoming a probable psychiatric patient (score in 
the GHQ above or below the cut-off point), we have uSed the segm 
entation analysis technique, previously mentioned (Sonquist, Baker 
and Morgan, 1974). The following variables were used for the an
alysis: sex, age, marital status, residence, social class, patients 
(medical or surgical), somatic diagnosis, presence of psychosocial 
stressors, previous psychiatric treatment and amittance initiative. 
Only psychosocial stressors, somatic diagnosis, previous psychiatric 
treatment, sex, age and social class took part in the succession 
of dichotomies. 

The two groups in which the probability of being a case was 
100% have the following characteristics: 

a) Presence of severe and extreme psychosocial stressors, a diag
nosis which is no tumor, infection, traumatism or disease of 
the genitourinary tract, female sex and age of 45 to 54. This 
group represents 3.3% of the total sample. 

b) Presence of severe and extreme stressors, female sex, diagnosis 
of the nervous system, respiratory tract, skin, osteomuscular 
syst'em, puerperium complications or some congenital abnormality, 
and age between 15 and 44 years or over 55. This group re'
presents 1.8% of the total. 

Another group in which there is a high probability - 77% -
of being a case is composed of patients who have previously re
ceived psychiatric treatment and who present a moderate stressors. 
This group represents 4.83% of the total. 
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The group in which the probability of being a case is the low
est - 25% - comprises the patients with moderate or none stressors, 
who have not received previous psychiatric treatment and belong to 
social class I and II. This group represents 4.1~/o of the total 
sample. 

Moreover, it should be pointed out that the presence or absence 
of psychosocial stressors is the discriminating factor on the first 
level. The somatic diagnosis and previous psychiatric treatment are 
on a second level. 

DISCUSSION 

The prevalence figures found are situated within the limits 
reported in the reviews of Greenhill (1977) and Lipowski (1979) 
and they correspond with the figures which two of us previously 
found in a hospital outside of Madrid (Munoz and Crespo, 1979, 1980) 
by similar methods. These figures also concur with those found in 
medical patients at the C.S. La Paz (Santo Domingo et al., 1974) 
by a clinical interview technique. 

The comparison of these probable prevalence figures with those 
generally admitted for the general population (Dohrenwend et al., 
1980) shows them to be clearly higher, irrespective of the patient 
identification technique used. This fact once again confirms the 
hypothesis of a relation between physical and psychiatric pathology. 

Furthermore, the preliminary results point to certain factors 
as condicionants of the risk of suffering a psychiatric disorder. 
The presence of psychosocial stressors stands out in particular, 
as has been amply reported in literature. A more detailed analysis 
of these factors will permit more precise conclusions to be reached. 
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DEATH DUE TO SUICIDE IN MEDICAL AND SURGICAL WARDS 

Jeronimo Saiz-Ruiz and Jose M. Lopez-Ibor 

Centro Ramon y Cajal and 
Ciudad Sanitaria Primero de Octubre 
Madrid, Spain 

The suicide of patients admitted to non-psychiatric wards of 
general hospitals is a relatively frequent happening. In the 
majority of these type of statistics, the amount of this type of 
fatality is superior to those occurring in psychiatric 
institutions. This is explained not only because the 
hospitalization brings with it a threat to the person's health, but 
also because of loneliness due to the seperation from customary 
environment and family. Many times, the hospital staff is not able 
to substitute or at least compensate the need for affection and 
emotional stability of the patient, giving more attention to his 
physical well-being rather than the psychological one. 

When a patient admitted to a general hospital dies by suicide, 
very important reactions are produced throughout the hospital. 
Administration fears the possible demands for malpractice or 
ne&ligence. The health staff feels guilty and criticism of previous 
actions are produced. The patients realize their defencelessness 
and bring forth own ideas of death. These attitudes, although 
intense, are not of long duration and soon give way to 
justification, forgetfullness or negation. Nevertheless, sometimes 
the intervention of the Psychiatric Service is requested in these 
cases, so that this Service can propose preventive measures and 
possible solutions. In order to gather some information of the 
problem, which would permit evaluating its entirety and identify 
the most vulnerable subjects, the authors have carried out this 
study and previous ones (Saiz-Ruiz et al. 1983) in their respective 
hospitals. 
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Both hospitals, C.S. Primero de Octubre (C.S.P.O.) and Centro 
Ramon y Cajal (C.R.C.) are of a national scope and provide some 
1,400 beds and 18,000 admissions per year. The C.S.P.O. takes care 
of a periphery of a working class area of a the southern zone of 
Madrid, with a large amount of young families emigrated from other 
parts of the nation. The Psychiatric Service attending to 
consultations is not provided with hospital beds. The C.R.C. does 
have a unit of 21 beds for psychiatric hospitalization, with an 
open character. In this hospital there exists an over 
representation of surgical beds because of its being a Center 
highly specialized in this field. We have studied retrospectively 
all the suicide cases occurring from January of 1918 to June of 
1983. The investigation was carried out through facts obtained in 
clinical and judicial documents, with a semi-structured interview 
with those responsible for the case. It is important to point out 
that the acquisition of these facts was a painstaking task, because 
of the reluctant and hostile attitude of the personnel involved as 
well as the "misplacement" of some documents which were finally 
obtained. 

Table summarizes the principal characteristics of the sample, 
the 11 cases organized according to age. Nine of them were married, 
six were single and two widowed. In our areas the predominence of 
the masculine sex is not as clear as in other studies (Pollak and 
Missliwetz, 1919; Ripley, 1919) although we can observe an 
accumulation of males in the higher age groups. With respect to the 
diagnoses, we can group them as follows: two patients were mental 
patients who had been admitted for observation or treatment to the 
C.S.P.O, which lacks a psychiatric unit. One of them was admitted 
for a suicide attempt by intake of drugs, which was only discovered 
later on and produced aspirational pneumonia. It has already been 
pointed out how these patients admitted for suicide attempts are a 
risk 40 times greater of commiting suicide in the hospital 
(Glickman, 1980). Another two were admitted with symptoms not 
justified organically and the situation was analogous to that of 
the two previous ones. Six patients suffered serious illnesses with 
much suffering and of fatal prognosis. Of these, two suffered 
cirrhosis, two were terminal cancer victims, one has sclerosis and 
another a hematological illness. The rest of the sample presented 
complaints apparently treatable and in many cases with a minimum of 
repercussions. A significant fact is the frequent implication of 
surgical decisions; six of the cases had been operated and two more 
had refused this possibility. In three of them the suicide had 
taken place in the immediate post-operative period. In two other 
cases isolation was indicated because of the risk of infection and 
this also seemed to favor the suicide. 

Concerning the length of stay at the hospital, it can be seen 
that seven cases died without completing a week's stay at the 
hospital. That makes us think that the first days following 
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Table 1: Characteristics of the sample 

Length 
Age Sex Hospital of stay(days) Diagnoses 

-----------------------------------------------------------,-------
17 M CRC 6 Cleft palate 
18 F CRC 35 Mesenteric * 
23 
25 
35 
35 
41 
52 
53 

53 

57 
62 
66 

66 
69 
70 

70 

F 
F 
F 
F 
M 
M 
M 

F 

F 
M 
M 

M 
F 
M 

M 

CSPO 
CSPO 
CRC 
CSPO 
CSPO 
CRC 
CRC 

CRC 

CSPO 
CSPO 
CRC 

CRC 
CRC 
CSPO 

CRC 

3 
3 

68 
2 
3 
1 

33 

25 

26 
77 
14 

18 
37 
4 

35 

lymphadenitis 
Schizophrenia 
Multiple sclerosis 
Thrombotic purpura 
Functional disease 
Depression 
Cirrhosis 
Pulmonary 
tuberculosis 
Disseminated * 
carcinomatosis 
Mitral stenosis 
Cirrhosis 
Disseminated * 
carcinomatosis * 
Rectal carcinomj 
Uterus prolapse 
Prostatic 
hypertrophy 
Anal fissure, 
diabetes 

---------------------------------------------i--------------------
CRC=Centro Ramon y Cajal operated 
CSPO=Primero de Octubre previously 

admission constitute the moments of major risk. In opposition to 
what was observed by other authors (Pollack, 1957), the psycho
organic syndromes and disturbances of conscience do not play a role 
in facilitating suicidal acts in our patients. Only in three of 
them were there previous episodes of confusion and we think that at 
the moment of carrying out the suicide this did not exist. The 
study of schedules, days and months in which the different cases 
were produced, does not offer any more information than that of 
their happening in the moments of less vigilance (change of shifts, 
for example). The means used for the suicide were in 16 cases 
throwing themselves out of the window, and the last one opened his 
oxygen tube and applied it to a catheter introduced in the 
subclavian vein. The differences among hospitals seemed to be 
explained by their particularities and the different groups of 
pupulation which they care for. 

Without a doubt the most outstanding finding of this study is 
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that in none of the cases studied was a request for psychiatric 
consultation put through, a fact already encountered in previous 
studies (Shapiro and Waltzer, 1980). An easy explanation would be 
to consider that suicide in these patients responded to a quick and 
unforseeable impulse or was not associated with the existence of a 
psychiatric pathology. However, our data show in more than half the 
cases the existence of clues revealing a depressive depth, and even 
clear allusion to psychopathological symptoms. Therefore, our data 
supports the protective value that the 'psychiatric consultation 
exerts when confronted with the suicidal risk. 

With the difficulties that a retrospective study creates, we 
have, however, found descriptions in several cases of situations 
where it has been clear the bad relationship and scant understand
ing between medical staff anh patient. In the same way there has 
existed a limited sensibility to the calls for help (which seem 
directed more towards the nursing personnel than towards the 
medical staff) made by the patients. 

There has been an emphasis recently (Bassuk, 1982) on the 
importance of recognizing those situations with a suicide risk, in 
order to proceed to its prevention. The case of the medical or 
surgical hospitalization seems to be a suitable model for it, since 
besides the loneliness and loss of physical health there are 
combined factors such as worthlessness and helplessness. The 
preventive measure would be in this case the psychiatric 
consultation carried out by the Psychiatric Service of the general 
hospital. To this Service also corresponds the task of improving 
the doctor-patient relationship and of sensitizing the hospital 
staff in the recognition and detection of the affective symptoms 
and those indicating the need for a psychiatric consultation. 
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THE TEAM APPROACH AND QUALITY OF CARE 

Jean-Yves Gosselin 

Professor of Psychiatry 
School of Medicine, University of Ottawa 
Director, Hospitalized-Patients Service 
Ottawa General Hospital, 4419-501 Smyth Road 
Ottawa, ON KlH 8L6 

The quality of health care has been over the years, and 
still remains, a major preoccupation of the medical profession. 
The constant re-evaluations of the undergraduate programs in 
the medical schools, of the post-graduate programs for the 
different specialities and the development of Continuing Medical 
Education constitute some of the manifest examples of that 
concern. Psychiatry, as a medical speciality, has also made 
it apriority. 

The broadening of psychiatric involvements since the last 
30 years and the increased demande for care has lead to the 
development of the team concept borrowed from the Child Guidance 
Clinics henceforth applied on a larger scale to the field of 
psychiatric practice. The quality of interactions between 
psychiatrists and staff of various professional backgrounds,as 
it is also for those same professionals among themselves, is 
essential indeed to the good standards for the delivery of 
care of the patients. 

A great deal of confusion has developed and still exists 
as to the basic training exigencies necessary to work in 
non-medical model situations like in school or social agencies, 
helping a client, vis-a-vis what is expected from a professional 
attached to a hospital-based psychiatric program, involved in the 
treatment of a patient. In the later case, the treatment will 
often be provided in a community clinic loosely affiliated to a 
hospital or functionning independantly. 
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Pressures to limit the psychiatrist's "overpriced" field of 
action to the "sickest" conditions have resulted in demedical
ization of psychiatric services in Canada, shifted to a social 
service model called mental health services or clinics. Paradox
ically it has not been accompanied by a decrease in the use of 
psychotropic medication which unacceptably, too often reduces the 
physician's task to the one of writing prescriptions for a large 
number of patients with whom he (she) has very little direct 
contact. It puts a particularly heavy burden on the so-called 
"therapist" who has very little knowledge if any at all of 
pharmacology, without alleviating the responsability of the 
psychiatrists who has to decide about the medication. 

The team members are most commonly nurses, psychologists, 
social workers and occupational therapists. Other health workers 
are also eventually involved like: school teachers, special 
educators, chaplains,probation officers, recreational therapists 
etc ••• Paradoxically, regardless of their basic training and 
experience, it happens that the members of the team could consider 
themselves equally competent to assist the patient. In fact, 
the purport of co~petence to be involved in various forms of 
therapy should be based on official professional regulations and 
recognition as well as on legislation. Many non-medical mental 
health workers are still far away for that type of accepted 
standardization. 

When decisions to provide access to health care become a 
political issue, there might be a danger that political solutions 
take precedence over clinical diagnoses, treatment plans, and 
processes as well as outcome. The question could then be :access 
to what? 

The quality of training is an essential condition to good 
quality care but other conditions are no less important for the 
success of teamwork. The decision to work in a team should be a 
free choice. The well being of the patient should come first 
among the objectives once could develop along with a respect for 
each other's area of competence, and interest for mutual enrich
ment, a capacity to really share in the decisions,responsibilitie~ 
failures and successes. The patient must be informed of the 
respective responsibilities of each therapist. The optimal 
functionning of a team implies not only a proper vertical 
coordination but a horizontal integration of the therapeutic 
processes in order to avoid, amongst others, duplication, 
confusion and splitting. Of course, the patient should be made, 
as much as possible, an active participant in the definition of 
treatment priorities and in the application of the treatment plan. 
The assessment of the outcome is often an arduous task mainly with 
chronic patients but is an important component of the peer review 
concept. The quality of relationship within the team will quickly 
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reflect on the quality of the therapy. The patient will promptly 
pick-up the frustrated therapist unhappy with his (her) task and/ 
or his (her) peers. It will not take long before the patient trEs 
to split the team work or acts out. 

The financial implications of the team concept constitute 
a very important issue. Considerations should be paid to the 
amount of time spent discussing about the patient versus the time, 
devoted to direct patient care. If more time is spent away from 
the patient than with him (her) one should question his (her) 
interest in the patient's therapy and the possiblity of counter
transference or a 'giving up' attitude which could also be quickly 
identified by the patient then feeling abandonned or rejected. 
There should be some flexibility for informal if not formal 
opportunity to discuss about the cases in therapy with the team 
leader as indicated by the development of the therapeutic process 
and the need for re-adjusting the treatment plan accordingly. 

It seems that the team approach is more frequently the reality 
of the less priviledged groups. The supervision of the work 
done would differ in quality according to the facilities, their 
locations and the availability of competent manpower. 

The outcome of the team work could only be in many instances 
what the participants in this process, including the patient, 
would want it to be. An ongoing attention to the dynamics of the 
relationship within the group is essential to its good functiornin~ 
Problem-solving attitude should start within each one of its 
members and between the members themselves, in order to spare the 
patient from becoming the scapegoat or even the victim of such 
eventual difficulties. 

The comments far from being exhaustive, intend to trigger 
questions among those interested and involved in multidisciplinary 
approach to patients and so that they may put the question to 
themselves: Is the team approach for or against the patient? 

"Man is only a reed, the weakest thing in nature : but 
he is a thinking reed". 

Pensees - Pascal 
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REHABILITATION OF CHRONIC SCHIZOPHRENICS IN 

A DEVELOPING COUNTRY 

Mohammad Rashid Chaudhry 

MD(Pb.), FCPS(Pak.), FRCP sych.(UK), DPM (London) 
Project Director, Fountain House, Lahore (Pakistan) 

INTRODUCTION 

Fountain House, Lahore, has the distinction of being a unique project 
in the developing countries in the challenging area of the Psychiatric Care and 
Rehabilitation. The original model of psychiatric services associated with Fountain 
House model was developed in the 50s and 60s at Fountain House, New York. When 
Lahore Mental Health Association sought financial and technical assistance from the 
Department of Health, Education and Social Welfare, Washington, U.S.A. for the 
establishment of a special Rehabilitation Project for the mentally ill in Lahore, 
Pakistan, a collaborative link was established with Fountain House, New York. 

Rehabilitation Centre in Lahore was started at the end of 1971 as a Half-way 
House. But very soon as a result of the exchange visits between the Project at Lahore 
and Fountain House, New York, the Centre at Lahore and its programme was 
organised on the lines of the model developed at Fountain House, New York. It 
was, however, found desirable and in fact essential to adopt and modify various 
components of the programme to suit the special needs of the persons served by 
Fountain House, Lahore. Over ten years of close collaboration between the two 
Houses has shown that inspite of diverse cultural settings, the basic ideology can be 
intimately shared and preserved. 

The fundamental ideology of Fountain House model is extremely simple. It 
believes that most of the suffering of the mentally ill is caused by their isolation 
from the Society. The image of a mentally ill person usually presented in the 
medical text books and fiction was that of a person considered unfit for human 
companionship and, therefore, the Society evolved a procedure of confining them 
behind high walls and locked doors. The basic need of the mentally ill was acquiring 
back their right of self respect and personal dignity. All the services associated 
with the Fountain House. model stem from this basic concern. 
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The following are the important components of the Fountain House model: 

CLUB HOUSE FOR MEMBERS 

The original Fountain House in New York resulted from concerted efforts 
in early 1940s by some patients of Rockland State Hospital. Their primary objective 
was to help each other in getting jobs. They realised that this could only be achieved 
through propping up each others self confidence. They called themselves "WANA" 
an Acronym of "We Are Not Alone". Gradually the group grew in strength and 
was joined by some volunteers. Soon they were able to raise funds to buy a four 
storey Brownstone on West 47th St., New York which had a small Fountain on its 
premises. The place was turned into a Club House and was named "Fountain 
House". The programme for day time activities and an evening recreational 
programme was developed with the help of dedicated professionals. 

Fountain House, Lahore, was initially named "Halfway House" but very soon 
collaborating links were established with Fountain House, New York which resulted 
in the identity of views on basic concepts. The label of Halfway House could no 
longer represent the nature of expanding services. It was, therefore, decided to 
adopt the name Fountain House in 1973. Since then the collaboration between the 
two Houses has become a unique experiment in cross-cultural collaboration in the 
field of psychiatric care and rehabilitation. Membership at Fountain House, New 
York is open to anyone with a history of psychiatric treatment. At Lahore the 
members are selected on the basis of a prescribed criteria. One reason for this 
restriction was the requirement of research. The other more important reason was 
that being a residential facility, it could not throw its doors wide open. The criteria 
at present limits membership mainly to Schizophrenics excluding mentally retarded, 
physically disabled and drug addicts. The membership status is permanent. Access to 
services is their right as Resident Members. Day Members, Night participants or 
Casual visitors. Change of status is quite frequent. 

PRE-VOCATIONAL DAY PROGRAMME 

It has been repeatedly emphasised that psychiatric patients returning to 
community have to face extreme difficulties in acquiring jobs. This situation is 
partly a result of unfavourable opinion held by the employers but part of the 
reason is lack of self-confidence in the psychiatric patients themselves. 

It is essential that such persons are provided with an opportunity to test 
their own ability to handle responsibilities in pleasant and sympathetic environment. 
The role of the staff in this programme requires an attitude which tends to eliminate 
distance between the staff and the members. In short the programme is based on 
members and staff working together towards the goal of purposeful and meaningful 
living in the community. 

The day time activity of the Club House is divided into a number of Units 
according to the number of jobs which need to be done for the upkeep and running 
of the Club House. The most important of these Units are Clerical Unit, Kitchen, 
Snackbar, Washroom, Gardening and Maintenance. The manpower that could not 
be absorbed in the activities associated with the maintenance of the House are 
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engaged in other meaningful activities such as Flower Making, Book-binding, 
Sewing, Handicraft, Plaster of Paris modeling etc. 

The main objective of all these activities is to prepare the members for taking 
up jobs of responsibility outside the House by getting used to working with other 
people. 

TRANSITIONAL EMPLOYMENT PROGRAMME 

Even after having gone through the prevocational Day Programme in 
Fountain House, most of the members are apprehensive about going to work outside 
the sheltered environment of the House. They fear rejection by employers and 
unsympathetic behaviour by co-workers. They need further support in handling 
jobs in the competitive world of business and industry with confidence. The T.E.P. 
has opened new avenues in this difficult area by enlisting the continued help of 
employers in Business and Industry in the form of jobs reserved for Fountain 
House members. 

Fountain House, New York has found it possible to make this arrangement 
with over 150 business firms for the employment of Fountain House members 
under T.E.P. The impressive result of this experiment have encouraged a number 
of other rehabilitation centers to adopt T.E.P. programmes in the United 
States. Fountain House, Lahore, however, has the distinction of being the only 
rehabilitation centre to adopt this approach outside the United States. 

It has taken a good deal of effort and public relationing to convince the 
business community that the improved mental patients could become useful and 
productive members of the Society. In the beginning there was a good deal of 
resistance. The employment situation in Pakistan is very tight and even the able 
bodied persons with sound mind find it difficult to secure jobs. It was, therefore, 
advisable to request the employers only for the entry level jobs. The nature of the 
job is then carefully evaluated by the Social Workers, in some cases by doing the 
jobs themselves. The working day is then divided into two halfs and each member 
on T.E.P. is expected to work only for half of the day. 

The greatest success in this area was achieved by contacting the Lahore 
Chamber of Commerce and Industry and through them the interested employers. 
The notable success in this regard has been the placements with Rustam and Sohrab 
Bicycle Factory which has provided work for a number of Fountain House members. 
More recently relationship of this nature has been established with a number of 
paint shops where the members are used for sorting ou t various brands and colours. 
Placement of members in groups has been found to be very satisfactory because 
of the mutual support by members to each other. Group placement has worked 
most successfully in nurseries for plants. 

In spite of this encouraging break-through in a difficult and challenging area, 
it has not been found possible to arrange jobs for all the members considered 
suitable for this programme. A plan was, therefore, worked out for the establishment 
of business enterprises in the community which would be supervised by the 
Fountain House members. These enterprises could include snack-bars and grocery 
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stores. Funds are being provided by the National Institute of Mental Health, U.S.A. 
for this Project which is expected to be launched during 1983. 

The Fountain House programme does not include the training of members 
in special skills. The experience so far indicates that most of the members come 
only with academic qualifications but lack useful skills. Typing classes were 
started as part of the Clerical Unit to help them in finding jobs. The usefulness of 
this exercise has remained limited because of the high degree of competition of 
this field. It is now planned to establish a Simulated Workshop either on the 
premises of the House or as part of a Factory where members will be trained for 
jobs for which there is a definite market. The Fountain House ideology, however, 
does not support the concept of sheltered workshops. 

FOUNTAIN HOUSE FARM CHUHARKANA 

The nature and organisation of Fountain House programme attracts persons 
with urban background. As over 70 per cent of population of Pakistan resides in 
rural areas, it is essential that a rehabilitation programme should be developed to 
suit the needs of persons coming from agricultural background. The Government 
of the Punjab was approached for the allotment of a piece of agricultural land in 
the vicinity of Lahore for the establishment of an agricultural farm project. A 
piece of 25 acres of agricultural land was allotted to Fountain House in 1982 at 
Chuharkana about 40 kilometer from Lahore. Construction of residential quarters 
for members was completed in February and the Project was formally inaugurated 
in March, 1983. The members who live on the Farm are engaged in plantation 
growing vegetable crops and other farming activities in addition to the maintenance 
of the place. It is also planned to add a section of cottage Industry to this farm 
in the near future. Psychiatric consultation and medical services will also be 
provided for the local population so that the membership from the rural population 
could be enlarged. 

It is envisaged that the simple nature of the agricultural activity will also be 
helpful as a form of therapy (Agro-therapy) for those members from the urban 
areas who need to be engaged in healthy outdoor work. This has already been tried 
on some members and a significant improvement in their physical and mental 
health was noted. 

A research project has been planned to determine the effectiveness of 
Agro-Therapy in the most challenging domain of Rehabilitation of chronic 
Schizophrenics. This is going to be a unique experiment in the field of Rehabilitation 
of mentally ill in a developing country like Pakistan where majority of the 
population (about 70 per cent) resides in the rural areas. 

RELIGIOUS PRACTICES AS PART OF THERAPY 

It is being increasingly realized even in the Western Countries that religious 
values and practices bring tranquality and stability in the lives of the people. 
Mentally ill are no exception to this rule. The first effort towards the rehabilitation 
of the mentally ill in the Western Countries were called "moral education". No 
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modern approach in this area could be called complete and comprehensive without 
incorporating an element of moral values. 

Fountain House, Lahore, has made religious instructions and religious 
practices an integral part of the daily programme of the House. A mosque has been 
constructed on the premises which has made it possible for the members to offer 
the daily prayers together. The mosque is also being used for group activities as such 
"Milad" and speech contests on religious topics. Occasionally renowned religious 
leaders are invited to deliver lectures for the enlightenment of members and the 
staff. Tapes of recitation from Quran by renowned Qaris are also played at times. 

The morning programme of the House after breakfast is started by reading 
of verses from the Holy Quran. Services of Qari have been acquired for this purpose 
who spends most of his time with the members to motivate them to offer their 
prayers regularly and lead a clean moral life. It is felt that participation in religious 
activities has helped not only in strengthening the mental health of members but 
it has also kept the atmosphere of the House free from moral and sexual deviations 
usually associated with living in large groups. Another mosque will soon be built 
on the premises of Agricultural Farm at Chuharkana. 

SUMMARY 

Fountain House has passed through various developmental stages. It has 
adopted the ideology of a club-house from Fountain House, New York, alongwith 
a number of innovative programmes for the rehabilitation of the mentally ill. 
Through a process of constant experimentation and evaluation, it has evolved a 
programme and an ideological framework which is in keeping with the religious 
and cultural requirements of the members served by Fountain House, Lahore. 
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PRACTICAL SOLUTIONS FOR PROBLEMS IN PSYCHOSOCIAL 

REHABILITATION IN DEVELOPING COUNTRIES 

M. Parameshvara Deva 

Department of Psychological Medicine 
Faculty of Medicine 
University of Malaya 
Kuala Lumpur, 22-11, Malaysia 

INTRODUCTION 

In the developing countries of the world, the level of 
psychiatric care varies widely. In some countries, there are 
rudimentary services such as a mental hospital with a few 
psychiatrists. Others have more elaborate networks of clinics 
with several hospitals and dozens of psychiatrists. Yet others 
are at the other end of the scale, often with one or two 
psychiatrists caring for all the mentally ill in the country. 
How the latter can cope is often beyond the imagination of most 
psychiatrists in the developed world. Unfortunately, this state 
of affairs continues even in this day and age. What are the 
reasons for this and other ills that psychiatry faces in 
developing countries and is there anything that can be done? 

Unfortunately, the answers are not simple or quick in 
coming. For one, many of the handicaps faced by psychiatry are 
problems tied in closely with attitudes to mental illness the 
world over. For another, they are not limited to psychiatry 
Priorities in developing countries often are such that psychiatry 
takes a back-seat - having less by way of budgets, resources and 
manpower than other projects, be they defence, roads or ports. 
Some answers also lie in the fact that health services of pre
independent times seldom emphasised psychiatric services and so 
the old, dilapidated and often neglected mental hospitals continue 
with little change and often some deterioration. In short, the 
lot of the mentally ill is indeed not very bright. 
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PSYCHOSOCIAL REHABILITATION IN DEVELOPING COUNTRIES 

Obviously, with,this background, it is not difficult to 
understand that development of sub-specialities in psychiatry 
tends to be slow if at all in developing countries. Child 
psychiatry for example is still rudimentary in the Asean countries 
with less than two dozen child psychiatrists for over 250 million 
people. Psychiatric rehabilitation in developing countries is 
another speciality that has few proponents. Rehabilitation as a 
science is not clearly understood and its principles seldom 
practiced to their fullest extent where they are of greater value. 
This is of course also compounded by shortage of numbers of 
occupational therapists, rehabilitation centres and sheltered 
workshops; such innovations as industrial rehabilitation units 
for psychiatric patients are seldom, if ever, seen in developing 
countries. 

Even in this rather depressing situation however, several 
points can be made for improvement if only the problem is recog
nised. Psychosocial rehabilitation of the mentally ill must be 
accepted not as a lUXUry but a necessity. It is a necessity not 
only because it can help prevent deterioration in vulnerable 
individuals but because it is an integral part of psychiatric care. 
No longer can psychiatric care be limited to management of acutely 
ill patients who are then kept out of sight in high-walled institu
tions. Once this principle has been accepted at the highest level, 
the practical part of the solutions to the problems in psychosocial 
rehabilitation can be put into practice. 

PRACTICAL SOLUTIONS 

(a) Manpower 

Central to any discussion of development of psychiatric 
services in the developing world is the problem of manpower. 
Despite the many steps taken to train professional and para
professional manpower in psychiatry in the past two decades, the 
effective output of such manpower in developing countries has been 
disappointing. The ratio of psychiatrists to population in most 
developing countries is nowhere near the 1 : 100,000 which has 
been pointed out by RMPA(l). It is true that many trainees were 
sent for training especially in the developing countries - but 
failed to return on qualifying. Yet others returned to their 
countries of origin according to Carstairs (2) only to be 
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disappointed by the conditions there and emigrated to their 
trainer-countries or elsewhere. 

If psychosocial rehabilitation is to be a living reality 
within psychiatric care, the need is for psychiatrists, psychiatric 
social workers, psychologists and occupational therapists to be 
trained in their own countries. If that is uneconomical, they 
should be trained in a regional centre set up for a group of 
developing countries. This aspect of training can only be ignored 
if the brain-drain that has gone on for the past two decades is to 
continue. Primary training of rehabilitation workers in their 
national or regional centres may be supplemented by advanced 
training in centres in the developed countries after several years 
of practice and service. 

(b) Integration of Psychosocial Rehabilitation 

If psychosocial rehabilitation is to be a practical reality 
in the developing countries, it must begin to be a useful and 
practical science. What goes under the name of rehabilitation 
in many institutions is the repetitive and questionable recovery 
of wool from old army stockings done in dead silence. Psychosocial 
rehabilitation must become in its own right a rehabilitative 
science equal to rehabilitation of the blind, the physically 
handicapped or the mentally retarded. It must develop its own 
principles and guidelines and objectives. 

(c) Conceptual Framework 

To be able to'function as a speciality, the developing 
countries must adopt a conceptual framework for psychosocial 
rehabilitation. The aims and objects of effective psychiatric 
rehabilitation must be within the capacity of developing countries 
to achieve and in consonant with their cultural values. Many 
rehabilitative efforts fail because of lack of realisation that 
rehabilitative efforts are not entirely geared to the local needs. 

As an example, recent studies show that patients with schizo
phrenia benefit by family support systems in the developing 
countries rather than the hostel-like atmosphere of a half-way 
house. Can rehabilitation of the mentally ill be geared to 
strengthening and reinforcing family care for their mentally ill? 
If so, can the rehabilitation specialist do this within the cultural 
and social context in a developing country? 
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(d) Expert Help from the Developed World 

In most developing countries, the help by foreign experts 
has been a living reality. There is little doubt that transfer 
of technology is a desirable goal for most specialities. The 
question is how and by whom? While accepting that training of 
the psychosocial rehabilitation professional is best done at home 
or regionally, the help given by an overseas specialist can help 
the locally-based programme in many ways. It can also help the 
expert from overseas understand some of the complex organisational 
and practical problems confronting his student in the developing 
country. Many problems can be solved by transfer of technology 
but many others reject transplant of technology. What may be use
ful is for the expert from the developed world to work together 
with his colleagues on the spot to innovate new techniques and 
solutions. 

It would be useful here to emphasize that selection of 
rehabilitation experts to help programmes in developing countries 
should be done by both countries to prevent problems that arise 
from different expectations. 

(e) Model Programmes in Psychosocial Rehabilitation 

While it may be said that models only remain as models, it is 
also true that without models, change occurs if at all haphazardly 
or by fits and starts. A small but functional psychosocial 
rehabilitation programme that is practicable within the resources 
and environment of a developing country can play an important role 
in stimulating the growth of psychosocial rehabilitation programmes. 
Even this model may have to be modified to suit individual countries' 
needs, going to show the complex nature of spreading knowledge 
worldwide. 

THE UNIVERSITY HOSPITAL PSYCHOSOCIAL REHABILITATION PROGRAMME IN 

MALAYSIA 

This programme was started in 1971 at the University Hospital 
in Kuala Lumpur. With the aim of not only rehabilitating the 
psychosocially disabled but also as a concurrent day treatment 
facility for patients with psychiatric illnesses. Its objectives 
are to treat and rehabilitate psychiatric patients on an outpatient 
basis by use of group techniques in a therapeutic community 
setting. 
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It consists of: (a) A ray Centre progr'amme 
(b) Series of weekly gr'oup psychotherapies 
(c) A Sheltered Workshop 
(d) Weekly group therapy sessions for 

physically handicapped patients 
(e) Home industry 
(f) Ex-members' Club held monthly. 

The centre is located in one large room of the S50-bedded 
University Hospital's multidiscipline rehabilitation unit. The 
activities take place in that room and other rooms and facilities 
shared with other units. 

DAY CENTRE PROGRAMME 

This programme admits patients above fifteen years of age of 
most diagnoses except addictions and serious personality disorders 
from the 56-bedded inpatient psychiatric facility or the polyclinics 
or other wards of the hospital. The average length of stay is 
three months for a maximum of fifteen (15) patients at anyone time. 
The centre's 'programme revolves around the daily one and a half hour 
(l~ hr.) group therapy session and group activities. There are 
occupational therapy, psychodrama, cooking, swimming, relaxation 
and assertive therapy sessions spread throughout the five-day week. 
Medication is given to those who require them. The centre's staff 
consist of: 

Part-time - 1 psychiatrist 
1 medical officer (trainee psychiatrist) 
1 social worker 
1 occupational therapist 

Full-time - 1 staff nurse 
1 assistant nurse 
1 attendant 

Medical students and student nurses at the University Hospital also 
spend a week observing the activities at the centre. 

SHELTERED WORKSHOP 

The Sheltered Workshop is ~un by a psychiatrist and an 
occupational therapist, both working part -t ime and an attendant 
who works full-time. Referrals are from the Inpatient Unit, the 
ray Centre or the Polyclinics. Patients at this centre work to an 
industrial type work schedule with incentives and bonuses for good 
workers, schedules, punctuality and delivery times are strictly 
adhered to. Payment is on a piece basis. Industrial sub-contracts 
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include assembly, light plastics and servicing work. The average 
length of stay is six to nine months and about one-fourth to one
third are successful in getting open employment while about another 
third are on permanent sheltered employment. 

This workshop has both physically as well as psychiatrically 
handicapped patients as this is found to be useful for all 
categories of rehabilitees. 

THE OUTPATIENT THERAPIES AND GROUP THERAPIES 

The outpatient therapies, group therapies, Ex-members' Club 
and home industry projects are usually reserved for patients who 
are relatively well but require periodic help. The outpatient 
group therapy is a time-limited (5 months) group of not more than 
eight (8) patients and is run by one psychiatrist, one nurse and 
one trainee psychiatrist. It admits both recovering psychotic and 
neurotic patients as well as new patients who can function in a 
group. The home industry project is supervised by one 
occupational therapist and one attendant. 

CONCLUSION 

The programme at the University Hospital utilises part-time 
staff for the most part and is cost-effective compared to a 
twenty-four (24 hr.) inpatient psychiatric facility. It also is 
the main rehabilitation facility for psychiatric patients in the 
hospital and the community. Through trainee doctors and nurses 
attached to the pro~amme at various times, similar programmes 
have been started in other psychiatric units in urban areas of 
Malaysia. It appears to be an effective model for use by urban 
psychiatric units in the country. 
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The term rehabilitation presumes the loss of skill and effi
ciency. This may be due to "disuse atrophy" phenomenon occasioned. 
by the lack of use of skitlas a result of long illness with or 
without hospitalization. It may also be due to the nature of the 
illness. There is some evidence that patients who have been hospi
talized for a long time require more time for rehabilitation than 
those who have been ill for an equal length of time but not hos
pitalized for as long - or not hospitalized at all. 

Whether the loss of skill is due to long periods of illness 
or nature of illness, it is necessary to be aware of the residual 
scar left behind before setting a goal for rehabilitation. It 
will be too optimistic and unrealistic to expect in all cases a 
return to status quo ante through rehabilitation. 

The need for rehabilitation varies roughly proportionately 
to the length of illness, and to the ~everity of illness in terms 
of the disintegration of the personality. The earlier the thera
peutic intervention in the course of the illness, the less the need 
for rehabilitation, especially in these days of potent and often 
effective treatment armamentaria. In addition to the availahility 
of the improved treatment, there has also been a change in the 
general management of psychiatric patients - initiating treatment 
where possible in the community on ambulatory basis, keeping 
hospitalized patients usefully and constructively employed in the 
area of their eompetence, where possible, hospitalizing patients 
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for the shortest possible period. These progressive changes have 
helped to reduce the level of loss of skill in mentally ill 
patients. 

The strategy for rehabilitation depends on the socio-economic 
factors within a given society. In a society which is fragmented 
and isolating, a society where emphasis is strong on individualism, 
and where it is believed that independence through work is the 
ideal, gainful work is the focus of the strategy. 
suggest that social rehabilitation is neglected. 
is on occupation. 

This is not to 
Rather the emphasis 

In such a society most people are wage earners. There are 
employment agencies which help to place unemployed people in appro
priate work situations. The labour laws in some of these societies 
enjoin employers of labour over and above a given number to reserve 
a percentage of their labour force for the disabled, especially the 
physically disabled. On the other hand there are unemployment 
benefits enjoyed by those who are not working. Usually a person 
earns more if he is at work, so there is theoretically the incentive 
to work if one wants to earn more than the unemployment benefit. 
Of course there is the unusual and obviously unintended situation 
where it pays more not to work than to work. There is also the 
sickness benefit factor which unfortunately can perpetuate the state 
of illness.-

In such a society, it is understandable that the emphasis on 
rehabilitation is work. It has to be noted that not all societies 
in the world enjoy the facilities mentioned above. On the other 
hand some of them have other social factors on which their strategy 
for rehabilitation can be based. 

To start with, a sick patient, whether physically or mentally 
sick, is not treated in isolation from his relatives. If he has to 
stay with the traditional healer to facilitate treatment, it is his 
relatives who cater for his animal needs. If he is hospitalized in 
a modern setting, the relatives, especially the traditional ones 
expect to perform the same role. Unfortunately this role is not 
usually allowed to be performed in the modern hospital, and those 
less traditional relatives, especially the urbanized ones, are 
unable to perform this role because they are in wage earning employ
ment. 

While the patient is with the traditional healer, and his mental 
state permits, he is expected to participate in some chores, not only 
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in the service of his family, but also in the service of the tra
ditional healer. To this extent he is made to be active. He is not 
exposed to the same degree of ennui or boredom characteristic of 
some long stay psychiatric hospitals. If there are opportunities 
for him to practice his occupational skills, as there are often for 
farming, he is encouraged to engage in this. 

It has to be admitted that in some cases, as a result of the 
physical restraint employed, and some form of physical treatment, 
there may be added physical disability inflicted on patients by 
traditional healers. This paper is however only focussing attention 
on practices which reduce the need for a rehabilitation programme. 

In some modern psychiatric hospitals in developing countries, 
the traditional practice of involving relatives in the treatment 
programme is maintained and also the practice of patients partici
pating in ward chores and relevant occupational therapy - to maintain 
the skill of patients where possible. 

As most patients in developing countries are not wage earners, 
but are engaged in traditional occupations either in the family or 
on individual basis, the strategy of rehabilitation has to take this 
into account. In fact the strategy is often directed towards social 
rather than occupational rehabilitation. By social rehabilitation 
we mean the recovery of social skills that may have been impaired 
through illness, and participation in social activities. This 
participation implies the acceptance of the sick person as a func
tioning individual and not as an outcast. It has been observed that 
social rehabilitation. later leads to occupational rehabilitation 
whereas occupational rehabilitation does not necessarily lead to 

social rehabilitation. 

The following two contrasting cases illustrate the point. 
Mr. A.A. was a highly educated person on the verge of obtaining his 
Ph.D. when it became evident that he was psychotic. He was abroad 
in Europe. He returned home and was able to secure a job until 
his condition deteriorated. He lost the job and over the years he 
became virtually a vagrant psychotic. Old friends and a particular 
secondary school teacher of his managed to get him into a psychiatric 
hospital for treatment. He responded fairly well to treatment. A 
modest job, well below his academic qualifications, was found for 
him to start, and he was going from the hospital to work. After 
a while it was thought that he should be discharged and settled in 
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the community so that he could continue his job, and at the same 
time remain under psychiatric surveillance. 

He had no close relatives alive, but he succeeded in producing 
two young boys who were going to look after him, do his laundry, 
prepare his food and clean his rooms. The psychiatrist had a talk 
with these two boys about their role and requested them to report 
to him if they noticed any negative change in the patient's behaviour. 
The patient was duly discharged and he held the job for a while. 
After a few months his behaviour at work deteriorated and he refused 
to come to keep his appointment in the hospital. The two boys never 
reported to the psychiatrist. The patient lost his job and was back 
on the street. The outcome might have been different if a social 
worker was available in the hospital, but there was none. 

The other patient, Mr. S.J. was a university graduate and he 
had a good administrative job. He also had a psychotic illness and 
he lost his job as a result. He also became a vagrant sleeping 
rough under the eaves of large buildings. His old friends and 
schoolmates succeeded in getting him into a local psychiatric hospital. 
He responded fairly well to treatment. His old school-days girl
friend who was married and divorced took him in when he was dis
charged as he had no close relative except a younger sister who 
was ineffective. He settled down in this environment and was re
socialized. He married the girl-friend and they had one or two 
children. 

The two cases were similar in most aspects. Both were highly 
educated, both had practically no relatives, both had psychotic 
illnesses, both became vagrants, both were eventually hospitalized, 
and both responded fairly well to treatment. The major difference 
was that Mr. A.A.'s rehabilitation was focussed on a job, while 
Mr.S.J. was taken in by a girl-f~iend and later got a job. The 
outcome was that Mr. A.A. relapsed and was back on the street, 
while Mr. S.J. continued to do well. 

Another case was that of a young woman who had killed her two 
young children and failed to consummate her suicide. She had been 
going through a stressful marital situation which had culminated 
in this event. She was sent to a psychiatric hospital for observa
tion and treatment. In view of the cultural significance of a 
mother killing her own children, it was thought that she would 
be rejected by the society, and this might lead her to consummate 
her suicide. It was one of the rare cases the psyohiatrists 
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considered to be of "inevitable suicide". This possibility was 
discussed with the patient who said she would relocate to another 
town where the stigma of killing her children would not be known 
and she would start life afresh. 

She had some secretarial training and had been working as a 
sort of secretary. She tried to keep her skill while in hospital 
in the Occupational Therapy Department, and in the Administration 
of the hospital. 

She was the only child of her mother who had been cohabiting 
with a highly placed civil servant many years. This man took ill 
and died while this young woman was in the hospital. Even though 
her relationship with her mother was not the best, she pleaded 
to be discharged to be with her mother who could well do with her 
comforting company at that critical point jn her life. She was 
discharged. She went and stayed with her through the funeral 
ceremony and longer than the traditional period of mourning which 
is forty days during which she was obliged to remain indoors. It 
would appear that this period helped to temper the stigma attached 
to the patient's psychotic behaviour and gave her the unique oppor
tunity of re-entering society again. She never returned to the 
hospital. She eventually remarried and had other children. 

In this(case the social obligation which she had to meet pro
vided the key for her rehabilitation. 

There are several other examples of where the need to meet a 
social obligation has led ex-patients to work to earn money. One 
notable case is that of a young man who after discharge from hospital 
for a psychotic illness did not work until his younger sister was 
going to get married. In order to earn some money to meet his 
obligation regarding his sister's marriage, he went to work. 

One can also mention the observation of students who have re
patriated to their country (Nigeria) from abroad because of psychotic 
illness. Some of the students appear to have spontaneous remission 
on returning to their own environment; others responded to modern 
treatment rapidly and they were able to take their place in society 
socially and occupationally. One notable example was a woman who 
had been in a psychiatric hospital in England for about 6 years 
before she was repatriated. She was hospitalized back home (Nigeria) 
for less than 6 months when she recovered and returned to the 
teaching profession in which she was engaged before she went abroad. 
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The point of this observation is that rehabilitation can be expedi~ed 
by the return to a familiar social environment. That tends to sup
port the idea of social rehabilitation as being of primary importance 
in total rehabilitation. 

It is much easier to rehabilitate those patients from traditional 
backgrounds and traditional occupations which are usually family 
centered. These occupations do not usually require the stress and 
strain of promptitude, and a lot of connected chores can be carried 
out at the individual's own pace. Furthermore, in the tropics 
people live more outside than inside houses, and they are exposed 
to contact with other people. The tendency to solitary and isolated 
existence is considerably reduced. This situation helps the resocia
lization and rehabilitation of patients. 

It was noted in a study of vagrant psychotics in Nigeria that 
in spite of the fact that some of them had been psychotic for many 
years, they did not suffer the same degree of personalit~ disintegra
tion as much as those who had been hospitalized for an equally long 
time. This will suggest that the opportunity to interact freely with 
other people helps to preserve their personality from total disintegra
tion. This applies only to schizophrenics who were observed to loiter 
in localities where there was movement of a large number of people 
like market places, lorry stations and commercial areas. Depressive 
patients on the other hand were found at the periphery of the town 
where there were few people. 

The point of this observation is that a long period of hospital
ization does things to schizophrenic patients which make rehabilita
tion more difficult, especially in hospitals where they are kept 
indoors most of the time because of the weather. 

While it is necessary to be flexible about the goal of rehabili
tation, one should not set too high a goal,failure to attain which 
may be frustrating to the patient and the staff. On the other hand 
efforts can be made to improve the quality of life of the patient 
in any way possible. An effort in this direction was made in my 
former hospital, where we had patients of different levels of 
modernization. 

The Occupational Therapy Department prepared kitchens at 
different levels of modernization. Female patients who attended 
the Department were introduced to the level with which they were 
familiar. After spending some time at this level of cooking, they 
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could move to the next higher level which would not be too expensive 
for them to provide at home. It might be just simple arrangement. 
For instance, instead of having their grinding stone on the ground, 
at one level, it was raised up an a solid support of wood at the 
next level. This not only made the chore of grinding more comfort
able, it also made the process more hygienic. This same was done 
with cooking by raising the stove to a high comfortable level 
instead of being on the ground. 

It was reckoned that this would improve their kitchens when 
they returned home and consequently improve their quality of life. 
Unfortunately, an evaluation of this exercise was not carried out 
to find out what impact it really made. Whether it made an impact 
or not, their.cooking skill was maintained while they were 
hospitalized. 

It was always felt that period of hospitalization could be 
utilized not only for the treatment and rehabilitation of the mentally 
ill, but also for introducing to the life of the patients a new 
dimension in terms of creative activities which could enrich and 
improve their quality of life. To this end vegetable and ornamental 
gardening around the ward was proposed. Earlier on in the history 
of the hospital, it was possible to give the patients some incentive 
in the form of contraband goods seized by the Customs and donated 
to the hospital. This donation stopped and it had not been possible 
to find any substitute for incentive. 

The approach to rehabilitation strategies should take into ac
count a number of factors, some of the more important of which 
have been briefly discussed. 
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OBSTACLES TO EFFECTIVE AFTERCARE 

SUMMARY 

John T. Salvendy 

Associate Pro~essor, Department of Psychiatry, University 
of Toronto, and Director, Psychiatric Out-Patient 
Services at St. Hichael's Hospital, Toronto 

De-institutionalization of chronic patients was introduced 
over two decades ago with much enthusiasm. The author points out 
the reasons for the less than optimal results and reviews the 
pitfalls in the much needed research set-ups. Recommendations are 
made for a more focused, flexible and implementable approach in 
aftercare facilities. 

BACKGROUND 

In the past two decades the post-hospitalization follow-up of 
psychiatric patients has been radically affected by the concept of 
community care. In many countries, following an acute episode, 
patients have an alternative to long term stay in a mental hospital. 
The latter has suffered from a tarnished image at the same time. 
Following the introduction of major tranquilizers in the early 
fifties, a number of pioneering studies have documented the 
deleterious effects of long term hospitalization (l,2,3). The 
term "institutionalism" was coined then with a clearly pejorative 
meaning (4). The insights and extrapollations from these 
observations together with major advances in psycho-pharmacology 
gave a major impetus to the reorganization of mental health systems. 
The expectations were that the combination of psychoactive drugs 
and psycho-social management will eliminate the need for long term 
hospitalization and would eradicate chronic mental illness itself. 
It was assumed that mental hospitals were a-priori unsuitable for 
chronic care and that only extra-mural treatment could be effective 
and humane at once. Furthermore, it was postulated that the 
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population at large will embrace 'this new philosophy and support 
it financially and in deeds. 

PITFALLS IN COMMUNITY CARE 

However these hypotheses resembled more wishful thinking than 
reality. Little research or long term planning preceded the rapid 
transfer of patients from the mental hospitals to non-institutional 
quarters. The "connnunities" were ill prepared - both in terms of 
alternate services and attitudes - for the massive influx of 
chronic patients. As Panzetta pointed out, the whole notion of the 
"connnunity" being a tightly knit, caring, independant group of 
people with common values has been a fallacy. Our real communities 
are much more fragmented, with people's relationships being formed 
along rules, guidelines and regulations (5). Hume offered a more 
realistic definition by stating that our communities are a network 
of systems where the intergovernmental, interagency, 
interprofessional, interpersonal and administrative/consumer 
relationships are viewed as essential to the initiation, development 
and effective utilization of all available resources for remedial 
and rehabilitative measures in the field of mental health (6). 

At first, sheer enthusiasm and the huge financial resources 
allocated to such programs, primarily in the united States have 
created an illusion of success. The population of the mental 
hospitals declined dramatically between 1955-1975 (7). At the same 
time the average length of stay in institutions has also decreased 
significantly (8). Furthermore this phenomenon was accompanied by 
a several-fold increase in the number of readmissions (9) creating 
an optic illusion dubbed "the revolving door" policy. Through 
medication and rudimentary other services a portion of the discharged 
patients was being kept outside the hospitals, while another group 
of patients - probably more disturbed or more active and/or 
demanding - has taken up an inordinate percentage of readmissions. 

The patients released into the community did not fare as well 
as the early proponents of de-institutionalization assumed. The 
literature of the past decade holds many critical reviews on the 
condition of these patients (10,11). The dilapidated rooming homes 
of the downtown cores ,of large cities have replaced the asylums. 
There, most patients watch television or do nothing, are often 
poorly feed and live in unhygienic conditions. They maintain loose, 
irregular contacts with social services and many never frequent 
medical facilities for follow-up. Chronic patients are often 
ridiculed and abused by residents of the area, are at the mercy of 
their landlords and without skills to mobilize support or advocacy. 
In a study titled "The New Asylums" Lamb (12) points out that 90% 
of the residents of such houses have never tried nor succeeded to 
live alone, were unable to cope with regular social and vocational 
demands, could not withstand life's pressures and exhibited a 
marked poverty of interpersonal relationships. Besides, these very 
seriously impaired patients are often looked after in connnunity 
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clinics by an increasingly less competent group of mental health 
professionals (13). To aggravate the situation, considerable gaps 
have been observed between identified needs for a given patient 
population and referrals made to existing community programs (14). 
Last but not least, there is a strong indication that when aftercare 
planning is not carefully coordinated between the hospital and 
community agency, less than 20% of the discharged patients are likely 
to end up in the available neighbourhood set-ups (15). 

STATE OF RESEARCH 

The lack of proper conceptualization and relevant research in 
early stages of community program developments resulted in 
considerable disillusionment and backlash. When cuts in services 
are unavoidable, due to limited resources, then priorities need to 
be set instead of aiming at comprehensive but unimplementable projects. 

Research over the past five years indicates how complex the 
planning and evaluation of community care designs has become. We 
have learned the importance of identifing separately the various 
factors affecting outcome. In addition, we knoW now that the target 
population for each service or therapeutic intervention needs to be 
specifically recognized because the "grapeshot" approach has been 
ineffectual and wasteful. 

The main problem areas identified in current research set-ups 
are: a) Potentially biased allocation of patients, b) Inadequate 
information on concommitant drug therapy, c) Lack of agreement on 
clear diagnostic criteria, d) Studies are usually done on small 
selected group of patients under experimental conditions - unlike 
the reality of thousands of chronic patients, e) Newer, optimal 
care providing in-patient programs were seldom used as controls -
revealing a partiality toward the community experiment (16). 

Test and Stein pointed out that some of the beneficial results 
seen in experimental studies could be related to the amount of 
interest and support expressed to the patients involved (17). 

Future research evaluating community support systems will have 
to set the following criteria for relevance and effectiveness: a) Is 
the patient now functioning better in terms of his social adaptation, 
psychiatric status and vocational performance than he would be 
without the programs? b) Is the patient satisfied with his treatment? 
c) Assess the stress experienced by the family of the chronic 
patient, d) How stable has been the treating staff? -knowing that 
program effectiveness hinges on continuity of care, e) Studies on 
community acceptance to determine if improved community support 
systems can reduce resistance to psychiatric patients, f) Whether 
programs offered to different target populations act in a 
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complimentary or mutually adverse fashion? (18). 

RECOMMENDATIONS 

Better designed studies are only one component in the planning 
of more successful aftercare programs. A number of conceptual and 
practical changes emanating from already available experience could 
be implemented in the foreseeable time. There is an urgent need to 
get away from polarized "either-or" models whether they apply to 
matters of philosophy, management or scope. We have to think in 
more flexible, practical terms, integrating the true need of the 
patient with the socio political and fiscal realities,. Planning 
and execution should be considered at a gradual pace and to be of 
manageable proportions, for clearly defined patient populations. 
Gone are the days when grandiose, comprehensive projects for a 
whole gamut of the mentally ill would be conceived and carried out 
with little pretesting on a smaller scale. 

The point is not to prove that community care works in theory 
and in a few controlled experiemental studies. It is the large 
number of unselected groups of psychiatric patients, who do not get 
the attention of the researchers and who do not receive a de facto 
alternative to an enlightened, contemporary in-patient stay who are 
to be considered. We have to do away with the misleading 
extrapollation of a few, often slanted or inadequately designed 
studies to whole patient populations, living in and attended to in 
a very different environment from the one in which the formal 
investigation took place. 

Community care should not be considered anymore the only 
aftercare alternative for all psychiatric patients. There is 
evidence indicating that indiscriminate de-institutionalization 
carried out on a large scale has been harmful to many chronic 
patients (16,19). The latter should not be discharged from an 
institution if no specific psycho social, residential vocational 
and recreational facilities have been secured for them outside the 
hospital. Discharge planning has to become an early collaborative 
task, not a last minute haphazard scramble. It has to involve 
community based professionals if the patient is to be maintained 
and not just "parachuted" there. Furthermore the coordination of 
a continuous follow-up - preferably with one identified person in 
charge - has to be assured to avoid preventable readmissions. 
Effective access to information regarding the availability of 
community resources needs to be guaranteed through a central data 
collecting and preferably standard setting and enforcing agency 
(20, 24). 

We need to differentiate between various categories of the 
mentally ill in need of follow-up. Chronic patients, usually 
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schizophrenics, with several long-term admissions and a history of 
unemployment often do not survive in the community and will need 
repeated readmissions (21). Patients who have had one or two 
hospitalizations, held jobs in the past and have some social supports 
available to them are most likely to get helped in a community 
setting. Among the latter group we will have to find out more 
clearly which type of patient benefits most from what type of service 
and facility offered. For the chronic schizophrenic who might have 
never had a hold in the community, a stay in a resonable up-to-date, 
patient-friendly ward milieu could be the optimal environment. 
However, even patients with several admissions should be asked as to 
their preferences. Family members, if available and involved, need 
to be consulted as well. 

An indiscriminate condemnation of psychiatric hospitals was 
common until recently. However accumulated evidence indicates that 
for many chronic patients the predictability, consistency, the order 
and availability of comprehensive medical, dental, social and 
rehabilitative services have represented a major asset. Such patients 
find a safe shelter in the hospital and their admission offers relief 
to the community and family. A most recent report by the Group For 
The Advancement In Psychiatry (GAP) succintly stated that 
"realistically it does not seem possible that all the functions of 
a long term public hospital can be replaced by any combination of 
even adequately financed community services" (22). 

Field studies clearly show this need for inpatient beds for 
chronic patients (23,24) and a concommitant demand for community 
based housing, vocational and recreational facilities for a less 
impaired patient population (25). 

As fiscal resources are limited, each community or level of 
government has to set their priorities in terms of which patient 
population can they support most. Some hard choices are likely to 
be made because many programs are competing for the same financial 
resources. It seems to this author, that chronic schizophrencis, 
for example, are likely to benefit as much or more from the 
modernizing and better staffing of mental hospitals as from 
expensive but inadequate or underutilized community based services. 
Rather than trying to provide little to all patients in community 
facilities it would deem more appropriate to channel our efforts 
towards projects which are likely to be considerable more effective 
in the light of recent experience. Such an approach would lessen 
ineffective fiscal fragmentation and is likely to make evaluation 
of variants effecting outcome easier. 

The quality of community housing would be improved if boarding 
home operators were offered appropriate training programs (26) along 
with monetary incentives. For community based programs to be 
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actually utilized they have to be within reach of the patient's 
residence or he has to be provided with means of adequate 
transporation. 

In addition, it is difficult to maintain a satisfactory self 
image and find opportunities to interact with others in the absence 
of a job. The ego- organizing effect of work has been recognized 
long ago and thus sheltered workshops need to be available as a 
first step to some - as an acceptable alternative to others - to a 
meaningful employment. 

Last but not least, aside from educating the public at large 
for an increased understanding of the mentally ill, special efforts 
have to be directed to the neighbourhoods where boarding - and 
halfway houses are situated. This is likely to increase the 
residents' tolerance to the ex-patients among them. 

We have to accept that no single measure offers a panacea for 
effective aftercare. However, if we are ready to contemplate 
practical, scaled down, specific courses of action for distinct 
target populations then we have enough acculumated knowledge to 
implement them in the very near future. 
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A generation of psychiatric patients has now been exposed to 
the concept of community care, a central idea of which is that 
long-term inpatient care is to be avoided wherever possible. This 
has led to a considerable reduction in the number of non-geriatric 
long-stay beds. However, much psychiatric illness runs a chronic 
course and inevitably some patients still nee,d to be in hospital for 
lengthy periods of time. These are the 'new long stay'. 

In recent years there has been no comprehensive survey of the 
new long-stay; the last maj or review was in 1972/3 when Mann and 
Cree examined patients in 15 hospitals selected randomly in England 
and Wales (Mann and Cree, 1976). 

We have carried out a survey for several reasons. Firstly, it 
will help determine the number of such patients and thus identify 
their bed needs. Secondly, it will determine their rehabilitation 
prospects. Thirdly, a comparison between different hospitals might 
identify different practices in the care and management of such 
patients - with lessons to be learned by everyone. 

We wish to report some of the main findings of the survey; a 
fuller description is given elsewhere (McCreadie et aI, 1983). 
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MErHOD 

A letter was sent to every psychiatric hospital in Scotland 
outlining the project and inviting its participation. Fourteen 
psychiatric hospitals responded and a further two psychiatric units 
in general hospitals which shared a catchment area with two of the 
psychiatric hospitals replied saying they had no new chronic in
patients. 

The 14 hospitals are spread throughout Scotland, covering most 
regions. The catchment population served is 2.86 million, 56 per 
cent of the Scottish population. This indicates the survey is likely 
to be representative of the findings in Scotland as a whole: there 
was a wide range of hospitals serving urban, rural and mixed catch
ment areas. 

Each hospital identified on 1 March 1983 all new chronics 
within that hospital. A new chronic was defined as a patient aged 
18-64 years who on the census date had been in hospital more than 
one but less than six years. The following demographic, hospital 
and clinical information was recorded: patient's sex, age and 
marital status, date of admission, length of illness (estimated from 
date of first psychiatric admission) and number of previous admis
sions; type of ward; parole and legal status; occupational act
ivity within and outside the hospital; mobility; principal diag
nosis (that is, the illness primarily responsible for the patient's 
continued stay in hospital). Also, the consultant responsible for 
each patient, in discussion with other members of the team, assessed 
his rehabilitation status through the use of the Morningside Rehabil
itation Status Scale (MESS) (Affleck and McGuire, 1983); he also 
indicated where the patient would be best accommodated and the 
activity in which he could best be employed on the assumption that 
all necessary facilities could be made immediately available in the 
hospital's catchment area. 

RESULTS 

The census identified 571 new chronics, which, with a catchment 
population of 2.86 million, indicates a bed occupancy of 20 per 
100,000 of the general population. However, the range among hos
pitals was great, 12-29 beds per 100,000 (see below). The number 
of patients whose current admission was the first to psychiatric 
care was 166, a bed occupancy of 5.8 per 100,000. 

Demographic Results 

The majority of patients were male (60 per cent) and single 
(50 per cent) and almost half (43 per cent) were over 55 years of 
age. First admissions were significantly older and less often single. 
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Hospital Data 

Twice as many patients had been in hospital one to two years as 
compared with five to six years. This attrition rate was almost 
entirely due to a fall in the numbers of readmissions. A third of 
patients had been ill longer than 10 years, a figure rising to 47 
per cent among readmissions. 

The majority (71 per cent) were in open wards but only a small 
number (17 per cent) in areas designated as rehabilitation wards. 
Fifty-six per cent of all patients, but significantly fewer first 
admissions, had full parole. Eighty-two per cent were informal 
patients. 

Thirty-five per cent, but significantly more among the first 
admissions (45 per cent), did not take part in activities within the 
hospital. Approximately equal numbers attended industrial or occ
upational therapy. 

Clinical Results 

Schizophrenia was the most common diagnosis (44 per cent) with 
organic brain disease accounting for a further 30 per cent. However, 
only 24 per cent of first admissions had schizophrenia, and 53 per 
cent organic brain disease. These figures are significantly diff
erent from, and virtually the reverse of, those for readmissions 
(52 per cent and 21 per cent respectively). There were also signif
icantly more manic-depressives among readmissions. 

Accommodation and Occupation Needs 

In the opinion of the consultant and other members of the team 
responsible for the patient 38 per cent of patients would not need 
to be in hospital if other accommodation were available. One-fifth 
could be accommodated in a staffed hostel. However, 72 per cent of 
first admissions were appropriately placed in hospital, a figure 
significantly higher than that for readmissions (59 per cent). 

Even if all occupational activities were available, 24 per cent 
of patients and significantly more first admissions (33 per cent) 
would be unable to participate. Occupational and industrial therapy 
would still be appropriate for 54 per cent. 

Between-hospital Comparisons 

Three groups of hospitals were compared: those where the 
number of new chronics was within one standard deviation of the 
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mean (20 per 100,000 of the general population) (N = 8) and those 
where it was more than one standard deviation above (N = 3) and 
below the mean (N = 3). Patients in 'high occupancy' hospitals, 
compared with the other two groups, were more often first admissions 
and had been ill a shorter length of time. They more often had a 
diagnosis of organic brain disease and on the MESS they showed less 
dependency and less inactivity and fewer symptoms. More needed 
inpatient care. 

DISCUSSION 

The number of new chronics in 14 Scottish psychiatric hospitals 
serving a wide range of urban, rural and mixed catchment areas was 
20 per 100,000 of the general population. This figure may be help
ful in planning new accommodation for such patients but too much 
attention should not be paid to it in view of the very wide var
iation among hospitals; in the present study the hospital with most 
new cbronics (29 per 100,000) had almost two-and-a-half times as 
many such patients as the hospital with least (12 per 100,000). 

Examination of the new cbronics' characteristics identified 
two very different populations - those whose current admission was 
the first to psychiatric care, and those who had had previous 
admissions. First admissions who have been in hospital more than 
one year appear to be genuinely 'new' chronics as far as inpatient 
care is concerned. On the other hand readmissions have certainly 
longstanding illnesses and have no doubt developed 'cumulative 
chronicity' (Hassall, 1978); many such patients will make contin
uous use of psychiatric services, using different facilities at 
different times. 

In the opinion of the consultant and other members of the team 
responsible for the patient's care 38 per cent of new chronics would 
not need to be inpatients if other facilities were immediately avail
able, a figure comparable to that found by Mann and Cree (1976). 
The findings suggest, therefore, that little progress in the past 
10 years has been made towards the development of afte~care facil
ities, which are primarily the responsibility of local authority 
social work departments. 

The wide variation in numbers of new chronics between hospitals 
deserves further comment. The results suggest that staff attitudes 
may be important. In the opinion of the assessment team, although 
the degree of disability of patients in high occupancy hospitals was 
less than that in other hospitals as measured by the MESS, fewer 
patients were deemed suitable for discharge. Perhaps the expecta
tions of the assessment team were lower in high occupancy hospitals. 
This may be due in part to the higher numbers of patients with 
organic brain disease, but it may also be that less effort at an 
earlier stage had been put into the rehabilitation of these patients. 
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This of course is highly speculative, and a more detailed examina
tion of the rehabilitation facilities and staffing in each hospital 
and its catchment area is planned. 
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In the United States, the major policy efforts over the last 
twenty years have been towards deinstitutionalization and the 
development of outpatient care, particularly through the community 
mental health centers. For example, there were 12 times as many 
outpatient episodes in 1975 as in 1955. 

However, inpatient care has also increased over the same time 
period. Currently more than twice as much money in direct costs 
is spent for inpatient care as for outpatient care. 

In this brief paper, I show a current epidemiological picture 
of inpatient care and some of the major changes and trends 
across time. The data that I will present come from a major 
reanalysis of the national data base for inpatient care in the 
United States (Kiesler, 1982). 

Kiesler and Sibulkin (1983a) describe the distribution of 
current inpatient episodes in the United States (episodes are 
defined as residents plus all admissions during the year). 
State and county mental hospitals in the United States have 
represented the major target of deinstitutionalization efforts. 
The latest estimate of inpatient episodes in state and county 
hospitals was 574,000 in 1977, down from a high of 819,000 
episodes in 1955. 

At one time, state/county mental hospitals provided the core 
of inpatient care in the U.S. This is no longer true. Currently 
there are over 3 million inpatient episodes. The largest subtotal 
is provided by general hospitals (both with and without a special
ized psychiatric unit), which now handle 1.75 million episodes 
annually. 
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If one were to ask an educated layman, perhaps even some 
professionals, what mental hospitalization referred to, he or she 
probably would respond state and county mental hospitals and 
private mental hospitals. However, these two together represent 
only about 25% of the total inpatient episodes in the United 
States. About 60% of the total inpatient episodes occur in 
non-specialized, or general, hospitals. Of those, over 70% (and 
40% of the national total) are in hospitals without specialized 
psychiatric care. This customarily would mean ordinary wards, without 
locked doors, and fewer (if any) psychiatric specialists immediately 
available. 

I note that these latter patients -- those in general hospitals 
without psychiatric units -- are not well tracked epidemiologically 
or investigated clinically. They are not surveyed separately and 
are not usually included in national totals. One further note of 
interest: community mental health centers have more inpatient 
episodes than either the veterans administration or private mental 
hospitals. 

In a different paper, Kiesler and Sibulkin (1983b) investigated 
the rate of mental hospitalization per 100,000 population across 
time. These data were previously unpublished by the government 
and were obtained from the National Center for Health Statistics. 
Previously the usual investigation of rate of mental hospitalizations 
had no included patients in general hospitals without psychiatirc 
units. Viewed in that way, the rate of psychiatric hospitalization 
has been stable across the last 15 years or so. 

Kiesler and Sibulkin also investigated the effect on the 
national rate of including those patients with a primary diagnosis 
of mental disorder in general hospitals without psychiatric units. 
Using this statistic as an appropriate total, one finds a linear 
increase across the years 1965-80. Over those years, there has 
been a 40% increase in the rate of mental hospitalization nationally, 
and a 60% increase in the absolute number of cases. 

I note that neither of these statistics - rates and episodes -
includes psychiatric patients in nursing homes. There are roughly 
one million of these (Goldman, Gattozzi, & Taube, 1981). We exclude 
them because it is sometimes difficult to untangle the diagnoses of 
physical and mental illnesses in these patients, and to detect from 
records kept whether the patient has primarily a mental or physical 
disorder. Further, this discussion does not include any secondary 
diagnoses of mental disorder in the United States. There are roughly 
one million of these as well. Consequently, one can see that the 
figures are really quite conservative as national estimates. 

It is very important to include in national statistics inpatients 
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in general hospitals without specialized psychiatric units. If one 
ignores these patients, then the rate of mental hospitalization in 
the United States has been very stable over the last fifteen years 
or so. On the other hand, if one includes them, and I emphasize 
that they do have a primary diagnosis of mental disorder, then 
the number of psychiatric inpatients in the United States has been 
increasing in a linear fashion over the years 1965-80. 

In yet a third paper, Kiesler and Sibulkin (1983c) looked at 
the total number of inpatient days that patients with psychiatric 
diagnoses have spent in the various sites. The total number of 
psychiatric days have decreased from 168 million days in 1969 to a 
little over 95 million days in 1978, a decrease of 73 million days. 
This drop is more than accounted for by state mental hospitals and 
the psychiatric hospitals of the veterans administration. State 
mental hospitals dropped from over 131 million days in 1969 to 51 
million in 1978, a decrease of 80 million. Psychiatric hospitals 
in the veterans administration dropped from 13 million to 3 
million, a decrease of 10 million. Thus the two together decreased 
90 million, more than the total for all sites considered together. 
Private mental hospitals (including both for profit and non-profit) 
remained relatively stable over this time period. All other sites 
increased. 

Considering mental and physical diagnoses together, the total 
inpatient days for all disorders decreased from roughly 468 million 
to 381 million over the decade covered. This decrease in total 
days is often discussed in the press under the general topic of 
hospital cost containment. However, it is more important to note 
that 80% of the decrease for all hospital days in the United States 
is accounted for by the much sharper decrease in psychiatric days. 
The percentage of all hospital days due to psychiatric disorders 
dropped from 36% in 1969 to 25% in 1978. 

Generally speaking, the number of psychiatric inpatient episodes 
in the United States has increased, while the number of days 
spent for psychiatric disorders has decreased. This is primarily 
due to a shortening of the length of stay in the veterans administra
tion hospitals and the state and county hospitals. The average 
length of stay in these hospitals is still quite long, 5 and 6 months 
respectively. We emphasize that the length of stay for psychiatric 
disorder in other inpatient sites have been stable over the last 
decade or so. 

Conclusions 

1.) Although public discussion, particularly regarding deinstitu
tionalization, has centered on state and county hospitals, these 
hospitals provide only a small part of the total inpatient episodes 
currently treated. (less than 20%). 
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2.) There has been a major epidemiological change in inpatient 
care towards general hospitals, more specifically those hospitals 
without specialized psychaitric units. Generally speaking, this 
shift has been little noticed in the scientific literature. 

3.) If one includes these cases, the rate of hospitalization 
has gone up sharply over the last 15 years. If one excludes 
them, then the rate of mental hospitalization has remained 
relatively stable over tnat time period. 

4.) Although the total days spent for psychiatric disorders in 
the United States have gone down, the decrease is more than 
accounted for by very sharp decreases in days ~pent in state 
and county hospitals and veterans administration hospitals. 
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INTEGRATION OF IN- AND OUTPATIENT SERVICES 

Janos ~jredi 

Central National Institute 
Kutvo1gyi 4 
Budapest, Hungary 1125 

The separation of the different forms of treat
ment is one of the problems of psychiatric care that 
has long remained unsolved. This problem was not really 
solved by the efforts for deinstitutiona1ization that 
can be regarded as the outstanding feature of the 
sixties and seventies. Despite the creation of the 
different out-patient services, community mental health 
centres or half-way institutions, most of these were 
separate units and each felt responsibility only for 
the population or patients entrusted to its care. 

Even when experts recognized the need for cooper
ation between the out- and in-patient services, they 
were unable to overcome the sense of being a separate 
institution resulting from the independent organiza
tional form. Another subjectiv factor arrosed with the 
tendency to transfer patients causing problems to 
another institution when difficulties accumulated 
/overcrowding in the department or growing pressure 
from the family for hospitalization of the patient/. 
The separation was even more marked in Hungary since 
many professionals wished to see separate departments 
for the care of psychotics, neurotics, alcoholics and 
psychogeriatric patients and another organizational 
framework for patients in day and night hospitals. 

In an attempt to overcome this difficulty, 
efforts were directed at ending the fragmentation 
found in all areas of health care, the problems caused 
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by the unnecessary repetition of tests and transfers 
for therapies. A measure applying to all areas of 
health care was adopted in Hungary in 1976 and became 
known as the Integration Act. We have information on 
similar aspirations in the field of psychiatry, such as 
introduction of the principle o~ sectorization in Fran
ce, the Soviet Union and Italy. These guidelines or , 
papers report on the organization of psychiatric ser
vices in the form of larger catchment areas designed to 
provide care for a population of several thousand. Our 
intention in the present paper is to show how the 
facilities of a psychiatric department responsible for 
the care of a smaller population of 38,000 can be orga
nized in such a way that all forms of care are 
combined in an integrated unit. 

In our conception, integration means a 
comprehensive care system where all facilities are 
brought together in the framework of a united 
department. The department has one physician in charge 
who is responsible for prevention, out- and in-patient 
treatment and rehabilitation of a certain population. 
Therapists and other health workers belong to the same 
team and any of them can rotate in the system according 
to a particular plan. 

In the field of psychiatry for many years 
experienced but old-fashioned professionals tried to 
put obstacles in the way of integration. To overcome 
these difficulties it seemed practical to organize a 
model department where we could try to work according 
to these ideas of integration. For this purpose our 
unit was established in the National Central Hospital. 

The model 

We first set up a special form of ward structure 
which first seemed to be too complicated. Nevertheless, 
it turned out to be the best solution to meet the 
needs of our patients. 

This structure is briefly outlined in the 
following. Our institution is located near the centre 
of Buda /the old part of Budapest/ in a seven-storied 
hospital, adjacent to which there is a four-floor 
building where the out-patient consulting rooms are 
located. Under such circumstances our out-patient 
service is to be found among the other medical 
facilities and there is thus no difficulty in access. 
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The sixth floor houses the acute admissions. There we 
have four rooms with a total of 14 beds. Our institute 
has an establishment at a distance of three km from the 
parent institute. This is a two-storey building, very 
comfortable, fully equipped and with only 14 beds. We 
decided not to have medical signs in this building: 
we do not wear white coats here, we have no surgery and 
so on. Since we have sufficient space in this setting, 
we have been able to organize day treatment from 8.30 
a.m. to 3.30 p.m. Under such circumstances we can offer 
nearly a full service for our population. Many experts 
may think that under such circumstances we will not be 
able to fulfil our task, since our institute is 
responsible for a population of 38~000, which means 
that we have only 7.4 beds for 10,000 persons. This is 
much below the Hungarian average of 12.8 per 10,000 in 
1982. Experiences of recent years /the department began 
operation in 1977/ show that although utilisation of 
bed capacity has always been around 100 %, we have 
never had to refuse admission of a patient in the area 
we cover, there have never been any complaints about 
crowding or early discharge and we have not had to 
record a single case of death due to transfer of a 
patient from in- to out-patient care because of lack 
of space. Suitable staffing has been a vital factor 
in achieving our results. 

In terms of staffing, 7 of us are working in the 
integrated department as psychiatrists and there are 2 
psychologists, 1 occupational therapist, 2 adminis
trators and 19 nurses. Only the nurses have a fixed 
working post. All the other members of the staff follow 
the patients to the different sections. This means that 
each patient has the same therapist, physician or 
psychologist, regardless of whether he is hospitalized 
or needs follow-up after discharge. With this 
integrated service we are able to maintain continuous 
contact with all patients outside the hospital 
whenever needed, so there is no need to keep them in 
the hospital too long. 

This interchangeable possibility results a very 
short stay in both in-patient sections. /Table I/ 
Compared with the Hunga.rian average stay of 57.1 days, 
our organization dramatically shortened the duration 
of in-patient treatment. 
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Table 1. Length of hospital care 

Units Events Days Average 

In admission 317 6618 20,88 
In rehabilitation 236 5329 22,58 
In both 129 4174 32,35 

Total 682 16121 23,63 

The case register 

Our integrated patient care system makes it 
possible to keep and update a register covering all 
patients. A running case register may be a useful tool 
to produce comprehensive information about the changing 
picture of psychiatric care in a defin~d area and its 
effect on the utilization of services. The case 
registers on which we have information generally cover 
entire sectors of a given population, while general 
statistiGs are based on cas4s and their unit is the 
admission or the discharge. Such a statistical 
approach is able to cover effectively the single 
admissions, but it is not able to follow adequately 
the path of the individual patient, e.g. how many times 
the patient Was hospitalized in the given year, how 
many days he spent on sick leave or when treatment 
was interrupted and for how long. However, the chronic 
and fluctuating course of many psychiatric illnesses 
makes it vitally important to have such information 
available. The longitudinal picture of the course of 
illness is of prognostic value on the one hand and, 
on the other hand the success of a therapy can also 
be measured by whether the patient spends shorter and 
less frequent periods in hospital, whether there is a 
substantial reduction in care and the duration and 
frequency of periods on sick pay. 

I would like to note here that I regard emphasis 
on relapses as a gauge of the effectiveness of 
treatmegt to be a somewhat doubtful or uncertain 
factor. Data in the literature always regard relapses 
as an indication of unsuccessful treatment. However, 
we have found that for an integrated department the 
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return of a patient is of different significance as 
the patient never really moves beyond the reach of our 
care since, under our out-patient follow-up system we 
keep an eye on the patient for at least 2 years after 
he is fr.ee of symptoms. This is considerably longer 
than what the statistical surveys regard as a period 
free of relapses. I-loreover, while a patient with 
symptoms is under our care the therapist is able to 
observe signs of a relapse much sooner and since he 
himself will treat the patient whatever the unit 
involved, he much more readily decides to transfer the 
patient from an out-patient to an in-patient unit. This 
decision is always made on the basis of a discussion 
with the patient and since it will not place the patient 
in a strange environment, it is much more easily 
accepted. Thus, although our data do not yet cover a 
long period, vie definitely have the impression that the 
period of care for patients with relapses can be 
considerably reduced in this way. 

In view of the above problems, there was a need 
to elaborate a new computerized system able to follow 
precisely the movement of patients in the different 
sections of the institute over the entire year. 

We devised our own system with the assistance 
of the Budapest Computer Technology Research Institute, 
using a GOLEM program on a Siemens 2000 computer. We 
drew up our own standard case sheet which also serves 
as a certificate. In addition to the generally used 
care and treatment data, we also record the capacity 
for work and the mental state, at the end of each year, 
using a specially developed code system. 

At the present stage of development it is not 
possible to show the dynamics of our system; for this 
reason only a few static data are presented. It is 
hoped that within a few years more conclusions can be 
dra~~ from the full system. 

I have reported on the attempt to achieve 
sectorization within the fra"llework of a general hospital 
responsible for a relatively small population and the 
standardization of a wide range of forms of care in 
keeping with the principle of integration. I have also 
presented our computerized case register elaborated to 
follow admissions and the fate of patients treated. 
The present static indicators will later provide 
valuable data on the dynamics of organization and care. 
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COMPARATIVE APPROACHES TO INITIATING MENTAL HEALTH CARE 

IN PRIMARY CARE SETTINGS 

INTRODUCTION 

Allan Beigel and Norman Sartorius *) 
University of Arizona, 1501 North Campbell Avenue 
Tucson, AZ 85724, USA, *) Director Div. of Mental 
Health, WHO Geneva, Switzerland 

The idea to organize a symposium on comparative approaches to 
initiating mental health care in primary care settings came from 
our wish to add to the visibility that mental health in primary 
care ought to have. Most of the patients who suffer from mental 
disorder as well as others who could benefit from the application 
of mental health skills in the resolution of their worries, 
anxieties or other problems of that nature are found in primary 
care. They are often not recognized and rarely given appropriate 
treatment. A number of studies have found this to be true both in 
developing and in developed countries. 

A second reason for bringing together the authors of the 
papers in this symposium was that it is impossible to imagine the 
provision of mental health care through any other channel but that 
of primary care. Even the richest countries cannot afford a 
different model. At present specialist services cater to a small 
proportion of the people with mental disorders, even in countries 
where the tradition of psychiatric care and resources for such 
care are most abundant. In developing countries the situation 
concerning resources is incomparably worse and the needs - it has 
been shown by a number of studies - are no smaller than those of 
industrialized nations. 

Of the eight papers brought together in this volume, three 
deal with methodological considerations, two with personnel and 
their roles, and two with settings in which care is provided. The 
final paper is a review of barriers to provision of care aiming to 
further underline the fact that the papers in this symposium 
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represent a selection of issues, problems, solutions and 
approaches: a selection rather than any attempt at the 
comprehensive description of a vast universe of things achieved 
and things to do. 

In the initial three papers, methodological considerations 
are the primary focus. Burns and Burke analyze the problems using 
findings from multiple research efforts over the past several 
decades. Physician characterists, patient behaviour, the nature of 
psychiatric illness, and service system characteristics are 
identified as major elements of any approaches to improving mental 
health practices in the primary health care setting. Following 
this methodological overview, Clare and Goldberg in the following 
two papers focus respectively on different aspects of the roles of 
social workers and family doctors. While Clare looks at how social 
workers can assist in the provision of services through 
collaboration with the general physician, Goldberg points out how 
the use of screening questionnaires by family doctors can expand 
their capacity to identify and treat those with minor psychiatric 
illness. 

The following two papers address the problem from both a 
system and situation-specific perspective, namely an urban ghetto 
in Manila and a rural "sub-province" (block) in India. In these 
two vastly different cultures, programmes were designed which 
increased accessibility to the residents of previously unavailable 
mental health care using health care personnel whose prior 
knowledge of mental illness and interest in mental health care 
were limited. Ignacio in Manila and Wig in Raipur Rani describes 
the techniques used to accomplish these programmatic 
interventions. 

Finally, Beigel has reviewed a multiple number of efforts to 
introduce mental health care through primary settings and 
identified significant barriers which must be overcome if these 
limited efforts to introduce mental health care though primary 
care settings are to be expanded and to be more effective. 

As stressed, above, this is not a comprehensive review of 
issues concerning mental health in primary care: rather it is 
intended as a stimulus for thinking and debate and a reminder of 
where the real focus of mental health work lies; also it is a 
tribute to some of the outstanding work that has been done in this 
field. 
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MENTAL HEALTH CARE - THE ROLE OF NON-MEDICAL GOMMUNITY INSTITUTIONS: 

A PHILIPPINE EXPERIENCE 

Lourdes Ladrido-Ignacio 

Department of Psychiatry 
Philippines General Hospital, Wd. 21 
Philippines Center for the Health Sciences 
University of the Philippines 
Taft Avenue 
Manila 

Mental health care relies heavily on the network of relationships 
that exist within the immedjate and wider social group. When mental 
illness occurs, such care is influenced by the perceptions and 
reactions of the patient's family, those of the community at large as 
well as specifically those of relevant community agents, health and 
social workers, religious leaders, the police, etc., whose inter
ventions need to be mobilized. Such a network of human relationships 
is crucial in the face of manpower, financial and attitudinal con
straints to mental health care presently existing in developing 
countries. In these countries, it has been the prevailing opinion 
that it is more appropriate to mobilize existing community insti
tutions to respond to the mental health problems of the community mem
bers rather than initiate new and specialized ones. To accomplish 
this, the community must be able to identify not only those insti
tutions which can play a significant role in the development of a 
support network for mentally disturbed individuals, but also identify 
strategies to mobilize the specific institutions and their resources 
toward addressing the mental health problems of the community members 
as a priority. It is vital that this is recognized and accepted by 
existing care givers entrusted with mental health care in the 
community. 

A WHO collaborative study was undertaken in seven developing 
countries (Brazil, Colombia, Egypt, India, Philippines, Senegal, 
Sudan) to determine the feasibility of undertaking mental health care 
in primary health care. Among the objectives of the study is to 
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develop and evaluate ways of stimulating, the community's understanding 
and response to the problems related to mental disorders. The study 
has shown that the integration of mental health care in primary health 
care can be feasible through the training and reorientation of the 
existing health workers. Such training will allow them to develop 
the competence and skill to detect selected priority mental problems 
and provide simple management at their level of care. This also in
cludes their recognition of the role of non-medical community agents 
(the police, social workers, religious and political leaders, teachers, 
etc.) in mental health care and their willingness to work with or 
through them. Traditionally, existing health workers remain in their 
health stations and are unaware of the actual life conditions of the 
people they serve as well as the involvement of other agents in hand
ling life problems. Health workers have been quite isolated from the 
community at large, unable themselves to participate in the network of 
existing relationships oftentimes crucial for their effectivity as care 
givers in the community they serve. This includes their inability to 
understand and relate to the families of the patients who come to 
consult them. 

This paper will present results from the Philippine study relevant 
to the issues regarding the integration of mental health care in 
primary health care through the mobilization of existing non-medical 
community institutions by the health workers, following their train
ing. The study was undertaken in a deprived urban area in Sampaloc, 
Manila covering 75,000 people and served by three health centers. 
Each center has a physician, nurse, midwife and dentist. 

Methods: 

Baseline information was gathered. Data to be presented here 
will cover those regarding the awareness of health staff, regarding 
the role of the family and other community agents in daily health 
care in the community. The reaction to mental illness in the 
community served by these health centers were ascertained through key 
informant surveys. The survey includes the presentation of vignettes 
describing psychiatric disorders. 

This information served as the basis for planning mental health 
care in the community. Central in this plan is a program for train
ing these health workers who will be expected not only to diagnose and 
manage mental disorders, but also, who will mobilize existing 
community institutions to maximize this care. 

Repeat observations were made 18 months after this training to 
gather the same information as in the baseline data to assess how mu~h 
this training had modified some of the health worker's knowledge and 
attitudes about the role of other community agents in mental health 
care. 
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Results: 

Table 1. Types of mental health work advocated by health workers 

Before (%) After (%) 
n = 12 n = 12 

Preventive work-concerning care 13.3 93.3 
of young children 

Cooperation with local community 6.7 100 
leaders 

Edncation on dangers of alcohol/ 6.7 20.0 
drugs 

Support to patient and family 6.7 100 
during life crjses 

Support to families with mentally 0 6.7 
retarded children 

Deal with psychiatric emergencies 0 40 

Regular treatment for patient with 0 6.7 
epilepsy 

Regular treatment for chronic 0 50.0 
psychotic patients 

Significant changes have been sho~~ in the health workers 
opinion in such activities as cooperation with local community 
leaders and support to patients and families during life crises. 
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Table 2. Treatment choice: Percentage of key informants opting 
for modern health services for selected symptoms 

Baseline Repeat Changes 
n = 98 n = 102 

Somatic conditions 

Fever 86.7 80.4 
Pregnancy 85.7 98.0 
Skin diseases 77 .6 81.4 
Cough 81.6 84.3 
Blood in urine 76.5 79.4 
Somatic combined 81.6 84.7 

Neuropsychiatric conditions 

Sleeplessness 51.0 53.9 
Excitement 57.1 55.9 
Possession 1.0 0.98 
Strange, unpredictable behavior 30.6 56.9 X 
Convulsion 72.4 89.2 X 
Neuropsychiatric combined 42.2 51.4 X 

The availability of local treatment by existing health workers 
for selected psychiatric problems has been accompanied by signifi
cant shifts in community attitudes. There has been an increased 
preference for using the health center in the care of strange, un
predictable behavior and excitement. In addition, a more optimistic 
attitude has now been developed regarding the social disabilities of 
acute psychoses. 

The repeat observation has also indicated greater freedom and 
openness in discussing mental health problems in the community 
- including mental disorders - with the family and significant mem
bers in the community who have now started to identify cases, they 
initiated the whole range of processes in providing treatment by 
securing the necessary medications as well as taking part in bringing 
the patient otherwise hidden by his family in for treatment. 

Training of health workers 

How were the health workers trained to mobilize the non-medical 
community agents to participate in mental health care? 
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As the health workers gained some degree of competence and skill 
in detecting selected mental problems as well as providing simple 
management, they gained a more positive attitude towards mental health 
care. More participation in handling these problems was seen. As 
they increased the frequency of visiting their patients in their homes, 
they started to know and relate to significant people in the community. 
Soon, they were being asked to lecture groups in the community about 
mental health problems. As these evolved they started to appreciate 
the role of other community agents in health care including mental 
health care. 

For the purpose of their training, the health workers were 
oriented to the other community groups and resources and their roles 
were clarified. What was continually emphasized was their need to 
understand their partnership with these groups in the delivery of 
health care. The various community groups were identified as social 
(including family, religious and traditional healers), political 
(including community-based political units) and groups which also 
served as potential job resources. A more active collaboration with 
these groups was encouraged and it is hoped that ~xamples of this 
joint work will be presented to help illustrate contributions towards 
the creation of a mental health service delivery growing out of, but 
remaining within, existing community institutions. 

The most ubiquitous social institution which can be identified 
in any community is the family. This is particularly true in 
developing countries where housing shortages, among other economic 
disadvantages, often result in mUltiple families living withing the 
same housing unit or a significant extended family residing together. 
In Sampaloc, an area of 75,3888 people in the third district of 
Manila, it is not uncommon to find as many as 48 people from as many 
as eight families residing within a single housing unit or about 
eight persons per room in the unit. 

Consequently, the extended family or the multi-family unit is a 
primary resource for enhancing the optimal performance of the 
individual who is mentally disordered. Furthermore, with the 
frequent presence of many family members in or near the home because 
of the absence of adequate job opportunities, many individuals are 
present on a continuous basis to act as surrogate parents, siblings 
or helpers, especially for mentally disordered individuals. Two 
examples of how "mothers" were utilized as important care providers 
given within this developing informal mental health care delivery 
system will serve to illustrate how the family, as a social 
institution, played a significant role in the development of mental 
health services. 
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~fothers' classes have been organized at the health center. 
These are composed of mothers who would ordinarily come to the well 
or sick baby clinics at the health center. The classes include 
instructions on immunization, proper nutrition and home sanitation. 
As discussion progress, the mothers are given the opportunity to 
become aware of the various sources of human stress and what 
possible strategies within their homes or communities they can use 
to minimize mental health problems. As a result, they have started 
to become sensitive to the problems of their children; as such they 
hav~ been more able to detect whenever a member of the family is in 
trouble and to refer that person to the. appropriate service when 
necessary. 

Since the majority of mothers are at home and therefore in the 
community the whole day, they were organized as a group to establish 
and maintain health-related services. In this particular area, pro
fessionals have found it difficult to maximize the involvement of 
mothers in the community because it required a relatively new role. 
What was found, however, was that these "mobilized" mothers in the 
community could initiate and/or undertake activities to augment the 
family's meagre income thereby improving their access to resources, 
hence improving to some degree mental health as well as providing 
surrogate services to a family currently faced with an illness or a 
crisis. 

The contribution of the religious units in the community has 
also been recognized. The Philippines is a predominantly Catholic 
country and the priest is held in esteem as the spiritual leader of 
the ~ommunity. He has been regarded as the legitimate authority to 
provide care for many human problems and is correspondingly sought out 
by the members of the community. The social transaction between the 
spiritual leader and community members is held in strict confidence, 
making the priest even more acceptable as a resource for assistance 
with mental problems. Therefore, in initiating a community-based 
mental health service delivery system, the Church has been recognized 
as an important resource and its district participation encouraged in 
solving these significant community problems. The Church has under
taken social action activities and this has been a tool to promote the 
mental health status of the community. 

The parish priest of a Catholic church near the health center 
has become the Chairman of the center's community activities. 
Through his initiative, regular meetings of the community have been 
held in the parish to handle such problems as drug abuse, alcoholism, 
the chronic mentally ill patient and the runaway child. It has also 
not been uncommon for the priest to intercede with family members who 
resist treatment and in most ~ases, he succeeds. He also provides 
participation in mobilizing the other members in the community to 
help families in distress and crises. 
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On another level, religious institutions often interface with 
health care through the role of the traditional healer - a religiously 
derived cultural phenomenon. In the Philippines individuals still 
rely frequently on the intervention of traditional healers rather than 
turn to practitioners of more western types of health care, especially 
mental health care. The health workers are aware of this but have 
been faced with the dilemma of whether to acknowledge these healers 
who they know exert a palpable influence on the people, especially in 
matters of health, and run the risk of rebuff for not being modern. 
During their training, they recognized that they need to establish 
some degree of relationship with these healers, since it bas been the 
prevailing opinion that this may be important in mental health care. 

Since the political unit within the community is the only one 
vested with the legitimate exercise of power and authority, its role 
in the management of health problems, including mental health problems, 
was emphasized. This was considered vital since traditionally health 
workers would be isolated from this important unit in the community. 
They have failed to recognize that the political unit in the community 
can create, and support (sometimes better than other groups in the 
community) new community decisions, practices as well as structures 
designed to augment prevailing meagre resources. 

Awareness of mental health issues was initiated in our study area 
through the mobilization of the lowest political unit in the com
munity - the barangay. Through participation in the barangay health 
council, the barangay Chairman facilitated the development of services 
through mobilization of key informants who provided the necessary data 
for the identification of mental health needs and resources. These 
included the representation by the barangay of those who needed econo
mic assistance either directly or through the formation of income
generating activities participated in by members of the community. 
In addition, one of the barangay cbairmen in the study areas became 
actively involved in mental health care when he experienced the sig
nificant help extended by the staff in the health center to his 
daughter who is a chronic mentally ill patient. Through his efforts, 
other members of the community became formally organized ir.. providing 
a sense of neighborliness: this proved subsequently crucial in 
extending the necessary social support and material resources to 
distressed families of other patients. On a more informal level, 
reaching out to the community's leadership structure provjdes a path
way toward overcoming stigma through the involvement of these leaders 
in addressing those problems. This leadership has been particularly 
crucial, especially in developing countries because here the leader 
is central to community life. What he thinks and how he thinks 
greatly influences other members of the community. This includes 
the community prevailing concepts about health and illness and where 
help can be derived. 
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The actual experiences of participating in various community 
groups have helped existing health workers to recognize that the 
existing limited resources for mental health care can be met by 
consciously coordinating community participation. As the health 
workers have started to see that in the community where they work 
(and this is probably the case for most developing countries) it is 
ar more common to see individuals with problems in all areas of their 
lives rather than see individuals with problems limited to one of 
them, they also started to see that handling those problems singly 
or separately would be a serious mistake. They have also started 
to see that they need to have a complete picture of a patient's 
needs so that they can combine available resources, maximize the 
impact of such services and possible reduce the overall cost. More 
importantly, they have started to appreciate that non-medical agents 
in the community can have valuable participation in this type of 
health care. 

It has also become apparent that any strategy to address mental 
health problems in a developing country offers a unique opportunity 
to focus on the need for this type of community group cooperation and 
complementatjon since mental health problems themselves often 
illustrate very effectively the inter-relatedness between the 
institutions described and how breakdown within them can lead to 
emotional disorder. 
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INTRODUCTION 

In the last two decades there has been a major shift in the 
organization of health services allover the world. With the grow
ing awareness of the health needs of people, the provision of low
cost effective health services has become the prime concern of health 
professionals in every country. In the developing countries of Asia 
and Africa, planning of health services for a vast population poses 
many problems. How does one provide basic health care to the people 
where the fundamental problem is one of a rapidly increasing popu
lation and limited resources. Approximately 70% to 80% of the 
people live in rural areas scattered over thousands of miles, without 
access to the cities and hospitals, constrained by forces of terrain 
and weather, and hampered by limitations of money and time. Despite 
these many problems, India has accepted the Primary Health Care as 
the National Policy and has developed an infrastructure of health ser
vices through primary health care centres. Correspondingly, there has 
been a consistent effort to decentralize the health activities 
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and services. Thus, the integration of mental health services with
in this framework of primary health services has become a necessary 
concern of mental health professionals in India. Today, in India, 
as in all other developing countries, mental health bas become much 
too important to be left to a handful of psychiatrists who are all 
confined to big cities. The pressing need of the day is to develop 
newer models for prividing basic mental care to our rural populations. 

Certain problems are inherent in the Western systems of health 
care delivery. Concentration of services in urban areas, and the 
emphasis on specialization and curative care, will only widen the gap 
that exists today between the rich and the poor. It is in this con
text that the recommendations of the World Health Organization Expert 
Committee on Mental Health (1975) takes on a special significance. 
The approach to the delivery of mental health services in the com
munity must be through adequately trained non-specialist health 
workers, supported by specialists. 

RECENT DEVELOPMENTS IN COMMUNITY PSYCHIATRY IN INDIA 

Following this important landmark in the history of planning for 
mental health, the Community Psychiatry "movement" began in India with 
two major experiments, one in Chandigarh, in the North (Harding et 
al., 1980), the other at Bangalore in the South (Kapur, 1975). At 
the National Institute of Mental Health and Neurosciences, Bangalore, 
a model centre for community psychiatry training was developed in the 
mid seventies. Over the last seven years a number of research pro
jects have been carried out in this centre, these include training 
programmes in mental health for health workers and doctors at the 
primary health care levels, the development of a model for the 
delivery of mental health services through the trained personnel, and 
evaluation of different training techniques and case identification 
methods (Isaac et al., 1983). Today this centre is actively involved 
in the training of general practitioners, State Government doctors, 
school teachers, and other personnel involved in mental health. 

WHO STUDY AT RAIPUR RANI 

At the Postgraduate Institute in Chandigarh in the North a pro
ject was launched in 1975 in collaboration with WHO as part of the 
International Collaborative Study "Strategies for extending mental 
health care" in seven geographically defined areas in Brazil, 
Colombia, Egypt, India, Philippines, Senegal and Sudan. Raipur Fani, 
a rural block situated 35 kilometres from Chandigarh with a population 
of about 90,000 and with over 100 villages, was selected for the 
study. Baseline studies on prevalence and attitudes towards mental 
disorders indicated that large numbers of mentally ill residing within 
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the community were not receLvLng adequate medical attention (Srinivasa 
Murthy et aI., 1978). Most of the health personnel involved in 
primary health care were unaware of the principles of identification 
and management of such persons. A screening of the outpatient popu
lation at the Raipur Rani Primary Health Care Centre also highlighted 
the inability of the Centre to cater to the needs of the mentally ill. 
At least 30% of the adults and 20% of the children who attended this 
rural clinic had some psychiatric symptoms. Many of the severely 
mentally ill were not being brought to the PHC because of the general 
belief that the PHe is not equipped to handle such problems. Most 
of them went to traditional healers for treatment (Wig et al., 1980). 

The first important step in the organization of mental health 
services began with the setting up of a rural Mental Health Clinic, 
once-a-week at the PHC premises, manned by non-psychiatric research 
staff members and supervised by the psychiatrist. This clinic pro
vided basic mental health care to patients of acute and chronic 
psychoses, depression, epilepsy and mental retardation. These 
priority conditions were chosen primarily because of the felt needs 
of the community and also because relatively clearer guidelines were 
available for their management. 

As the number of patients attending this clinic steadily in
creased the time now came to further "decentralize" services by train
ing health workers to manage patients at the subcentres. PHC 
doctors, health supervisors and mUlti-purpose workers underwent a 
suitable task-oriented training programme. The emphasis was on the 
early recognition, prompt diagnosis and management of priority con
ditions with the use of only three psychotropic drugs, viz: chlor
promazine, imipramine and phenobarbitone. At least half of the ex
pected prevalence of cases were identified by the end of the project. 
Most of these patients were being handled independantly by the health 
workers at their respective sub centres, with only supportive help 
from the research staff who visited them once a week. In fact the 
majority of the psychotics and other severely mentally ill persons 
were receiving continuous long-term treatment right in their homes. 

The clinic at Raipur Rani was now being visited by patients from 
far off places outside the study area. The follow-up attendance was 
particularly remarkable with an average of five visits for over 34% 
of the patients. Many patients would wait alongside the main road 
to receive their medicines directly from the staff as they travelled 
down to Raipur Rani. The utilization of the services in the clinic 
gradually displaced the doubt that there were no mentally ill persons 
in the area, as well as changed the belief that the common man does 
not readily accept modern methods of treatment. From an initial 
handful of cases, by the end of the third year, about 50 to 100 
patients were attending the clinic every week. Over 500 cases had 
been registered in the clinic. 
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The success of this programme was amply demonstrated, when the 
local Elders of Raipur Rani got together to form a '~ental Health 
Association" with a commitment to ensure that every mentally ill 
person within their community received the benefits of modern medicine 
at a nominal cost. Other important highlights of this research pro
ject have been the standardization of screening instruments, prepa
ration of health education material, and a Manual of Mental Disorders 
for Primary Health Care Personnel (Wig et al., 1981). This manual 
has been the culmination of a rewarding experience in the field of 
community psychiatry, as well as the beginning of an era where the 
designing and evaluation of teaching manuals for non-professionals 
has become a national priority. 

THE CURRENT SITUATION IN INDIA 

What has been the impact of these two major experiments on the 
national scene? In the field of mental health, in the wake of these 
two experiments, many more such programmes have been initiated in 
different pockets of the country, programmes where the training of 
primary health care personn~l is being incorporated in field projects. 
The Indian Council of Medical Research has played an important role 
in initiating and funding such research projects by providing a forum 
where a healthy communication of new ideas can take place. Special 
emphasis has been placed on the exposure of other mental health pro
fessionals to such pioneering experiments in the community. Follow
ing a training programme in the delivery of mente.l health services 
for mental health professsionals, which was conducted by the ICMR in 
1981, many of the trained professionals are now engaged in important 
research projects in their respective institutions (ICMR, 1982). 
While one professional is actively involved in the organization of 
rural mental health services for the entire region of his state, 
others are busy in evaluation studies, designing of manuals and 
record-keeping procedures. Today such programmes are viewed 
seriously and are receiving priority treatment in research. 

The major breakthrough in the efforts of the mental health pro
fessionals and the ICMR has been the formulation of a National Mental 
Health Programme. Prepared after the deliberations of top psychia
trists from all parts of the country in a number of forums and-work
shops, this programme outlines a proposal for the implementation of 
a mental health care delivery system throughout India. Integration of 
mental health with basic health services through appropriately trained 
primary health care personnel is the main theme of the National Mental 
Health Programme. For the first time in the history of independent 
India, mental health was discussed and accepted as an important health 
need in the deliberations of the Central Council of Health in August 
1982. Psychiatry has indeed travelled a long way, along the dark 
corridors of the mental institutions of the forties and fifties, 
through the open doors of the general hospital psychiatry units of 
the sixties and seventies, and finally, out into the fresh air of the ever
expanding rural mental health clinics of today. 
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FUTURE NEEDS 

It is therefore now time to evaluate what has been achieved over 
the past three decades. As a leading nation of the third world 
countries India has a responsibility not only to itself but also to 
other developing countries. Experience from the past has only too 
clearly demonstrated the importance of evaluation studies in the 
imp~ementation of any nationwide programme. Before any proposal for 
mental health care can be translated into action at the national level , 
the current models of rural mental health services nead a closer look. 
Cost benefit analyses are needed to keep our priorities in line with 
the nation's immediate and long-term needs. Are we justified in pro
posing primary mental health care as opposed to institutional and 
specialised care? Cost effective studies of how to achieve a given 
level of performance at the minimum cost is probably the most impor
tant issue in any developing country. We have to decide which model 
of mental health care is the most effective and the least expensive. 

Today in India mental health professionals are faced with many 
doubts and important questions. Answers to these questions are 
essential for the success of future programmes. While experimental 
research projects have shown that the delivery of mental health care 
through primary health care systems is feasible, we still do not have 
clear answers to questions such as what drugs to use, how much, and 
for how long. What are the minimum criteria for the diagnosis? 
What are the exact referral criteria? and so on. Again, many others 
would seriously doubt whether we are ready to shoulder the responsi
bility of training large numbers of primary health care personnel 
scattered allover the country. Even amongst the mental health pro
fessionals of our own country many differing views are expressed. How
ever, those who have personally worked in a rural setting are convinced 
that in spite of the immense difficulties in this field, integration of 
mental health services at the primary care level is perhaps the only 
way by which we can make available the ben~fits of modern psychiatry to 
the countless millions of rural population of developing countries. 
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INTRODUCTION 

The Kingdom of Lesotho is an independent country which is 
completely surrounded by the Republic of South Africa. It covers 
an area of 30,350 square kilometres and has a population of 
approximateley 1.3 million people. 

It is a very mountainous country with the peaks of Maluti and 
Drakensburgh mountains reaching up to an altitude of 3350 metres 
above sea level. Allweather roads are few and mainly connect 
smaller towns to the capital town of Maseru. But about 90 percent 
of the population lives in rural areas (Potloane, 1979). Access to 
rural health centres is difficult an in most places is only 
possible by donkey, horse, on foot, or four-wheel drive vehicles. 

Mountain paths or gravel roads are traversed by numerous 
streams or rivers. These carry large torrents of water during 
summer months and since most of them lack good bridges, they are 
frequently impassable - isolating hundreds of people in remote 
villages. 

PSYCHIATRIC INFRASTRUCTURE 

Like most countries in Africa, there is only one psychiatric 
hospital. This has a maximum bed capacity for 120 in-patients. In 
addition to this, there are nine Mental Health Units each with an 
in-patient bed capacity 16-20 patients attached to each Government 
Hospital located in the nine major district urban centres. 

Because most patients are admitted and treated in the 
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district Mental Health Units, the daily average bed occupancy in 
the psychiatric referral hospital is approximately 80 in-patients. 
As more and more patients become managed and followed-up by rura1-
based Nurse Clinicians and Village Health Workers, the number of 
hospitalized patients is bound to become increasingly less. 

There are only two psychiatrists in the country, one of whom 
is the wife of an expartriate engineer and may leave the country 
any time. The prospects for another indegenous psychiatrist in the 
near future seem very meagre indeed. 

There are currently five trained psychiatric nurses in the 
country four of whom are working in the psychiatric referral 
hospital. The fifth one is based in a district Mental Health Unit. 
The rest of the Mental Health Units are manned by general nurses 
who have only had in-service courses in psychiatry and psychiatric 
nursing but most are keen and competent. 

The two present psychiatrists pay regular consu1ative visits 
to most of the upcountry Mental Health Units to review treatment 
for in-patients, conduct out-patient clinics and to support and 
often train nurses based in these units. 

Recently some of the nurses based in the Mental Health Units 
have also started paying consultative visits to outlying rural 
health centres to provide similar services to their colleagues 
based in rural health centres and clinics. 

NEW STRATEGIES FOR PROVIDING EFFECTIVE HEALTH CARE SERVICES IN 
LESOTHO THROUGH" THE PRIMARY HEALTH CARE APPROACH 

The Government of Lesotho has adopted the Primary Health Care 
approach as the only feasible means by which the social objective 
of Health for All by the Year 2000 can be achieved. All health 
services (including mental health services) are being 
decentralized and there are concerted efforts to motivate members 
ot the communities to actively participate in various health 
activities. 

In line with the recommendations of the W.H.O. Expert Panel 
on Mental Health in Africa (WHO 1979), the decentralization of 
mental health services and integration of many mental health 
activities into general health services has been accompanied by 
continual retraining of existing general health workers to provide 
mental health care within the framework of Primary Health Care. 

Also since 1977 all student nurses, midwives and trainee 
nurse assistants receive substantial mental health training 
de~jgned to equip them with specifjc skills and knowledge that 
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will enable them to provide mental health care as part of their 
day-to- day functions. 

One sub-objective of this training and reorientation process 
is the definition and demarcation of specific tasks for each 
category of health personnel according to competencies and level 
of training. The process is not yet complete and there are still 
many hurdles to overcome, but the established framework for mental 
health services in Lesotho envisages four operation levels: 

1) The most peripheral health workers in Lesotho are the Village 
Health Workers (VHW's). These are rural people chosen by 
members of their own villages and trained by health workers 
and others to motivate communities in their respective areas 
to prevent specific health problems e.g. tuberculosis, 
diarrhoea and vomiting in children, alcohol and drug abuse 
etc. and to identify and refer patients suffering from 
specific health problems (including mental health problems). 
Their functions also include follow-up and supervision or 
support of patients who are undergoing treatment in their 
villages e.g. ensuring that tubercolosis and mentally ill 
patients take their prescribed drugs regularly and attend 
follow-up clinics. 

The training of Village Health Workers (VHW's) is coordinated 
by the area nurse clinician (see next level below) and public 
health nurses and in their respective areas. They are expected 
to collaborate with local chiefs, the traditional healer, 
public workers from other ministries e.g. agricultural 
extension worker and take an active part in the activities of 
the Village Development Committees. 

A modular approach has been adopted for the training of VHW's 
and the mental health module which has been developed in 
collaboration with psychiatrists and psychiatric nurses are 
taught by mental health nurses. Topics covered include: 

Identification of mentally sick persons in the community 
(how do you know that a person has a mental illness). 

What causes mental illness in Lesotho 

How a mentally sick person can be helped by members of the 
family, frineds and others in the village. 

How the VHW can help so the people do not get mental 
illness. 

How the VHW can help the mentally sick person to help 
himself. 
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2) The second operational level consists of rural health centre 
personnel is headed ba a Nurse Clinician and may include other 
nurses, midwives and sanitarians collaborating in various 
health promotional, preventive and curative activities. 

Nurse Clinicians are basically trained nurse-midwives who 
after some experience in rural health centres undergo a 12 
months intensive course designed to equip them with 
predetermined medical skills and knowledge to enable them to 
diagnose and treat common health problems in rural communities 
of Lesotho. It has been estimated that they can treat 90 
percent of health problems in the community (including mental 
health problems ) and only refer very serious cases to the 
doctor at the district hospital. They are equivalent to medical 
assistants in other parts of Africa. 

Mental health constitutes one of the major modules in the 
training of Nurse Clinicians. The emphasis is on the teaching 
of relevant knowledge and skills to enable them identify and 
manage priority mental health problems in her "catchment area" 
and to support and follow-up mental patients within the 
context of the family and mobilizing community support for the 
patient. Seriously disturbed patients who cannot be cared for 
at home are supposed to be referred to the Mental Health Units 
in their respective districts. 

Nurse-Clinicians are also expected to collaborate with various 
community leaders, other rural-based government workers and 
VHW's to promote community health, prevent diseases and to 
get assistance in treating and rehabilitating sick persons in 
the community. 

Unfortunately the linkages between all rural Health Centres 
and Mental Health Units have not yet been fully established. 

3) Mental Health Units: 
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Nurse Clinicians and other nurses bases in rural health 
centres are expected to cooperate fully with the nurse at the 
district Mental Health Unit and to cross-refer patients to 
each other for treatment or follow up. 

Patients in the community who are severley disturbed and need 
temporary hospitalization are referred to the Mental Health 
Unit until they are well enough to be managed and followed-up 
at home. After discharge they can be followed-up by the Nurse 
Clinician and supported by the Village Health Workers. 

The Mental Health Unit is supposed to provide more specialized 
nursing care and ideally should be staffed by a qualified 



psychiatric nurse. But at present only one of the nine units 
has a qualified psychiatric nurse. However, it is planned that 
in future this will be so. 

Ideally, each patient discharged from the Mental Health Unit 
should be referred to the Nurse Clinician or general nurse at 
his/her nearest health centre for follow-up. But we do not yet 
have sufficient Nurse Clinicians to cover the whole country 
and some nurses based in rural health centres have not yet 
received reorientation teaching in Mental Health. 

4) The National Psychiatric Referral Hospital 

According to Lesotho Mental Health Law (1964) patients 
admitted to a Mental Health Unit must not exceed 8 weeks in 
the unit. After that they must either be discharged or 
transferred to the main psychiatric hospital. This provides 
opportunity for more specialized treatment at the psychiatric 
hospital. 

The psychiatric hospital therefore is the fourth level of 
psychiatric services and this is in line with the 
recommendations of the W.H.O. Mental Health Expert Panel in 
Africa (W.H.O. 1979). 

Patients who are very sick and need urgent specialized 
treatment such as Electro-Convulsive Therapy and others are 
admitted directly to the hospital either from the health 
centres, private doctors, or other hospitals. The psychiatric 
hospital has an established list of 12 psychiatric nurses, but 
so far most of them are not qualified psychiatric nurses. 

CURRENT PROBLEMS OF DELIVERING MENTAL HEALTH THROUGH PRIMARY 
HEALTH CARE IN LESOTHO 

1) The main obstacle to the effective implementation of this 
strategy so far are the still widespread negative attitudes to 
mental health which still exist among some key people in some 
sections of the community - including some influential doctors 
at district hospitals (who are also in charge of mental health 
units and outlying rural health centres). 

2) In some cases the health professionals have not done enough to 
effect the full link-up of the four operational levels. Some 
nurses based in Mental Health Units are still unable to 
cooperate fully with the outlying health centres - thus 
causing a dislocation in this vital chain of referrals and 
cross-referrals. 

This is not only due to their own unwillingness to do so, but 
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many of their colleagues are not yet fully sensitized to this 
new approach. 

They are still regarded by many nurse administrators and 
others as custodians of "mad people" in these units and not 
expected to go beyond that into the community. Some nurses 
managers prefer that these nurses spend any spare time they 
have in providing general nursing care to hospitalized 
physically sick patients in general wards rather than pay 
consultative visits to rural health centres or visits 
patients' families. 

3) There is still lack of trained psychiatric nurses to provide 
more skilled psychiatric care services at the third and fourth 
referral levels. These would also provide the necessary 
manpower for training their less qualified colleagues as well 
as providing regular outreach consultative and supportive 
visits to nurses in rural health centres and the community. 
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THE USE OF SCREENING QUESTIONNAIRES BY FAMILY DOCTORS 

David Goldberg 

University of Manchester 
England 

The General Health Questionnaire (GHQ) was designed to enable 
family doctors in London to screen patients in order to identify 
those with minor psychiatric illnesses. Such was my concern to 
capture the most telling phraseology for Londoners, that important 
items - such as those concerned with headache, tension and depressed 
mood - were tried in several different versions. In each case, the 
wording that produced the best discrimination between calibration 
groups was selected. This produced an instrument which worked well 
for Londoners,l and the author was pleasantly surprised to find that 
it worked fairly well in an American city after some of the items had 
been reworded to suit the local vernacular. 2 It had been designed 
to work well in a particular cultural setting yet it worked only 
slightly less well in a very different one. 

Since then the GHQ has been translated into.16 languages and 
validated in 13 different countries: England;1-14 Aus~ralia;15-l~7 
United States;19-22 Mexico· 23- 24 Austria· 25 Hong Kong; 6 Iceland' 
India;28 Jamaica;29 Japan;jo Yugoslavia;3l Nigeria30 and Spain. 32 
The total score on the GHQ correlates highly with the total score on 
the Present State Examination 7,11,16,18,21,22,30 or the Clinical 
Interview Schedule.2,17,29,32' High correlations are also seen with 
other psychiatric screening questionnaires such as the Symptom Check
list,19 WHO's Symptom Rating Questionnaire26 and even scales 
specifically measuring depression such as the Hamilton Rating Scale 
for Depression22 or WHO's Standardized Assessment of Depressive 
Disorders. 25 Although the GHQ does not make diagnoses high scores 
are likely in patients with depressive illnesses, anxiety states, 
minor mood disorders with somatic symptoms, acute schizophrenic ill
nesses and many alcoholics. 
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Table One shows nine validity studies that have been carried out 
in primary care settings. Understandably the highest validity co
efficients were found with the London populations on whom the GHQ was 
calibrated, but they are only slightly lower in other English-speaking 
countries. 

Table One: Validity of the GHQ in primary care settings 

Design sensi- spec i- correlation 
English-speaking tivity ficity with criterion 

Londonl GHQ-60/CIS 91 94 .8 
London3 GHQ-30/PSE 72 76 
Philadelphia19 GHQ-30/CIS 82 82 .7 
Madison,Wisconsin20 GHQ-30/SADS-L 67 80 
Sydney 1 7 GHQ-60/CIS 90 90 .76 

Non-English-speaking 

Mexico23 GHQ-60/CIS 74 76 .62 
Vienna25 GHQ-30/SADD 87 77 .61 
Rejkjavik27 GHQ-30/PSE 76 79 .64 

Table Two shows that the lowest validity coefficients are ob
tained with foreign language versions of the GHQ, although even with 
these, figures in the high seventies are usually obtained. It can 
also be seen from Table One that correlation coefficients between 
total GHQ score and criterion are usually obtained for foreign 
language versions of the questionnaire. Although the GHQ was 
especially designed for primary care settings, it a~pears to work 
equally well in hospital sett ings,2, 9,14,21,24 and 1S generally 
satisfactory in conununity settings. 4 ,7,8,10,12,13,16,18,3l The GHQ 
may miss some patients with long-standing disorders, so that in a 
random sample of menopausal women one study8 showed a sensitivity as 
low as 54.5% for women whose illnesses had lasted an average 4.8 
years; in contrast a random sample of unemployed adolescents 7 found 
a sensitivity of 100% for illnesses with a much shorter duration. 
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Table Two: Average validity coefficients found in the 32 
validity studies cited, by setting in which 
the GHQ was administered and by language 

English-speaking 
Non-English speaking 
All primary care settings 
All hospital settings 
All conununjty settings 

Sensitivity 

82.1 
77 .6 
80.7 
83.8 
80.1 

Specificity 

84.3 
77 .3 
82.0 
84.1 
87.1 



WHY SHOULD IT WORK ACROSS DIAGNOSES AND ACROSS CULTURES? 

The fact that the GHQ picks up a wide range of psychiatric dis
orders indicates that there is a common core of minor affective and 
psychophysiological symptoms in many different psychiatric syndromes. 
Because of the way in which it was constructed, the item content of 
the GHQ is focussed on the symptoms shared by a wide range of acute 
disorders: in arithmetical terms, items represent the tllowest 
common multiple" of psychological symptoms. The factor structure of 
these minor symptoms is remarkably constant in English respondents,S 
and the scales GHQ or GHQ-28 has been shown to be the best screening 
instrument to use in community surveys.7 It is interesting to 
observe that factor invariance cannot be demonstrated across cultural 
barriers in that somewhat different structures can be shown for 
Mexicans 23 and American blacks. 19 It has been shown that respondents 
who are "fixed dependent" as measured by the Hidden Figures Test 33 
have a less differentiated symptom structure with a larger propor
tion of total variances taken up by a general factor of psychological 
distress. In contrast, field dependent subjects make more differen
tiated responses to symptom inventories. 

The fact that the GHQ is almost as effective in non-English 
speaking countries as it is in the populations for which it was 
originally designed indicates that there is a common language of 
psychological distress which cuts across cultural barriers. It 
would appear that attempts to make a psychiatric screening question
nairs culture-specific are only likely to add a few percentage points 
to the validity of coefficients achieved. 

MANIPULATION OF THRESHOLD SCORE IN EACH SETTING 

It is always necessary to find the optimum number of symptoms to 
distinguish between cases and normals in a given setting, and a small 
validity study should be carried out if optimal discrimination is to 
be achieved. Respondents asked to complete the GHQ as part of a re
search survey are likely to be more defensive than those completing 
it for their doctor as part of a medical consultation; while in 
settings containing many physically ill patients it may be necessary 
to raise the threshold considerably to obtain optimal discrimi
nation. 14 This phenomenon can best be illustrated by six studies 
using the same version of the GHQ and using a criterion for caseness 
consisting of a highly structured research interview (the PSE) in 
which the decision concerning "caseness" is made by a computer. 

LIMITATIONS OF THE GHQ 

The author is familiar with work about 20 psychiatric screening 
questionnaires. All of them work, none of them make diagnoses re
liably, and some undoubtedly work better than others. A screening 
test which gives the best results in one setting does not necessarily 
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give the best results in another. In round numbers, the GHQ is 
correct about four-fifths of the time. Researchers who only wish 
to avoid false positives can of course ilnprove these figures by the 
simple expedient of raising the threshold score, just as someone who 
is mainly concerned about not missing cases can lower the score. 
Owing to the nature of the problem, the perfect screening test will 
never be found. In predominantly healthy populations (i.e., low 
prevalence) any screening test will have a low positive predictive 
value. 34 

There remain some limitations which are largely related to the 
form of the GHQ's response scale. The GHQ is likely to detect 
transient disorders which are likely to remit with minimal treat
ment, and to declare them cases. Indeed, most "false positives" are 
minor disorders of this sort. By the same token, it is likely to 
miss disorders of very long duration if respondents have come to 
accept their symptoms as "usual" for them. However, it is a simple 
matter to detect such cases either from their medical records or by 
adding a couple of extra questions. 25 

Table Three: Six validity studies of the GHQ-30 
against PSE as a criterion 

Threshold Score 

Icelandic general practice att~yders27 2/3 
US multiple sclerosis patients 4/5 
English unemployed ado1escents7 5/6 
Australian community sample18 5/6 
London general practice attenders3 6/7 
Australian unemployed youth18 6/7 
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IMPROVING MENTAL HEALTH PRACTICES IN PRIMARY HEALTH CARE 

BACKGROUND 

Barbara J. Burns and Jack D. Burke, Jr. 

National Institute of Mental Health 
5600 Fishers Lane 
Rockville, Maryland 20857, USA 

Concern with understanding and improving the mental health role 
of primary care clinicians has been a research interest in the 
United Kingdom, the United States, and for the World Health Organ
ization, for nearly 20 years. Michael Shepherd and colleagues 
(1966) led the way with research which combined an epidemiological 
approach to a patient population with examination of clinical 
practices. Subsequent research demonstrated a serious gap between 
the high prevalence of mental disorders among primary care patients 
and the concommitant low recognition, diagnosis, treatment or 
referral by primary care clinicians (Regier et al., 1978; 
Hooper et al., 1979). 

Faced with a continued shortage of mental health professionals 
worldwide and a potentially important mental health role in primary 
care, the next step for primary care research is to test ways of 
improving mental health practices in primary care settings. The 
complexity of this problem can be seen by considering the sources 
of the problem and potential research approaches from four 
different perspectives: (1) physician characteristics, knowledge 
and behaviour; (2) patient behaviour; (3) the nature of the 
illness; and (4) service system characteristics. 

1. Physician Characteristics, Knowledge and Behaviou+ 

Possible constraints on a physician's mental health role have 
been identified. These include the physician's (a) interests and 
personality, (b) knowledge and skills, and (c) practice style. 
With regard to the first, Marks and colleagues (1979) found a 
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positive association between a conservative personality, low 
interest in psychiatric problems, and low recognition of mental 
disorder in patients. Personality is not a reasonable target for 
change, and recent evidence from a British survey of primary care 
physicians indicated that interest in providing mental health 
services has declined in the past decade (Cartwright and Anderson, 
1981). However, in the Marks et a1. study, recognition of mental 
disorder was positively associated with greater skill in clinical 
interviewing. 

This second issue, adequacy of mental health knowledge and 
skills, has received considerable attention in the literature on 
training primary care physicians during their residency. A recent 
review of the US literature on mental health training for primary 
care physicians revealed a dramatic increase in efforts to teach 
interviewing skills and interventions for life crises, but failed 
to report any systematic approach to training in the diagnosis and 
treatment of mental disorders (Burns et a1., 1983). More target ted 
approaches toward improving knowledge and skills have been directed 
toward the practicing primary care clinician. One major strategy 
for improving practice with increased knowledge of patient problems 
has been to use self-report symptom questionnaires in routine 
clinical practice. Recently, in research supported by the US 
National Institute -of Mental Health at the Johns Hopkins University 
(1983), data suggest that General Health Questionnaire feedback to 
primary care physicians may have an impact on the physician's 
recognition of mental disorders among certain patient groups; the 
greatest effect is for patients 65 years of age and older, with a 
more moderate effect for men, non-whites and persons with less than 
a high school education. Also, the WHO Collaborating Study on 
Strategies for Extending Mental Health Care has shown that use of 
screening questionnaires, in combination with limited training for 
targetted mental health conditions, resulted" in increased mental 
health care by physicians and ancillary personnel in developing 
countries (Harding et a1., 1980; C1iment et a1., 1980). 
Further, Linn and Yager (1980) and Zung and colleagues (1983) have 
shown that screening questionnaire feedback about a specific type 
of disorder, namely depression, increased clinicians' sensitivity 
to the disorder. 

A third aspects of physician behaviour affecting their mental 
health role is practise style (e.g., length of visit, tendency to 
order diagnostic tests and to refer to specialists). The amount 
of time spent with patients is particularly relevant to mental 
health care as it influences the extent to which verbal exchanges 
allow the physician to assess patient distress, life situation and 
functioning. In one comparison of four family physicians and 10 
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internists seeing over 1400 patients, we found that internists were 
more likely to identify mental disorder - the result of a longer 
initial visit to internists. First visits to family physicians 
tended to be of consistently shorter duration; therefore, initial 
recognition rates were low but caught up with those of the 
internists over the course of multiple visits (Kessler et al., 
unpublished). In addition to a general tendency for brief 
physician visits, which may not be unique to mental disorder, 
clinical practices relating specifically to mental disorder appear 
to differ from those for medical illness. The low rates of diag
nosed mental disorder in visits to office-based physicians found in 
previous analysis prompted additional examination of the National 
Ambulatory Medical Care Survey (Regier et al., 1979). In searching 
for further signs of recognition of mental disorders, data were 
examined on reason for visit and provision of mental health treat
ment (psychotherapy/therapeutic listening and prescription of 
psychotropic drugs, excluding valium for muscle spasms). 
Altogher, 11.6% of visits could be seen as having a mental health 
component, in contrast to around 5% of visits in which a primary or 
secondary diagnosis of mental disorder was made. This much higher 
rate of recognition is accounted for largely by mental health treat
ment (psychotropic drugs, specifically) in visits where a mental 
disorder diagnosis was not recorded. In the case of medical 
illness, this practice of not documenting the reason for treatment 
is not consistent with prescribing drugs like penicillin, digoxin 
and cimetidine (Jencks, unpublished). One implication from this 
finding is that research must take into account such differences ~n 
the practice of primary care medicine as well as differences in 
attitudes toward mental health specialists. 

2. Patient Behaviour 

A second factor influencing a clinician's mental health role 
in primary care relates to patient behaviour. Although the 
clinical literature indicates that patients with mental health 
problems may present with somatic rather than psychological 
complaints, there has been little research evidence to this effect. 
In the Epidemiologic Catchment Area studies in the US we have had 
an opportunity to examine respondent-reported behaviour concerning 
their medical contacts. Among people in one of the areas studied 
(The Johns Hopkins University with an urban and heavily black 
popUlation) with a diagnosed mental disorder and having visits to 
a general medical physician during the preceding six months, only 
26% told their doctor that they had a mental health problem. 
Whether such limited communication is related to lack of patient 
awareness about their mental condition, fear of labeling, or 
limited mental health expectations of primary care physicians is 
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unknown. Although a causal link cannot be inferred, a clear 
association between telling a doctor about mental health concerns 
and seeing a mental health specialist was observed. It is 
impressive that among persons who reported mental health concerns 
to a nonpsychiatric physician, 25% saw a mental health specialist 
during the same six-month period, while among the 75% who did not 
relate mental health concerns to a primary care physician, less than 
4% received any specialist mental health care (Kessler et al., 
unpublished). Such findings may have implications for educating 
patients to communicate mental health issues to primary care 
clinicians. 

3. The nature of psychiatric illness 

Another issue which has been reported to stand in the way of 
adequate attention to mental health problems by primary care pro
viders is related to the conceptualization and classification of 
mental disorder in primary care (Regier et al., 1979). The 
traditional International Classification of Diseases (Section v) 
disorders are often neither comprehensible to primary care 
clinicians nor applicable to patients who present with a somatic 
component to their mental illness. The definition of a psychiatric 
case in general practice has been aptly reviewed by David Goldberg 
(1982) who identified three patient groups: (i) those with major 
psychiatric illness for whom physical treatments are valuable; 
(ii) psychological distress syndromes that are likely to remit 
without intervention; and (iii) psychological distress syndromes 
which require intervention. The problem with this classification, 
acknowledged by the author, is that research to differentiate 
between patients in groups (ii) and (iii) has not been done. 
There are some indications that psychological symptoms remit with
out treatment for significant groups of patients, but that symptoms 
persist when associated with certain diagnoses (Hankin and Locke, 
1982; Barret and Hurst, 1982). 

Steps towards identifying those problems, syndromes or dis
orders that are responsive to treatment in primary care may 
involve further study of traditionally defined disorders, but of 
equal importance may be epidemiological and clinical research in 
primary care on relationships between somatic and psychological 
symptoms for the purpose of identifying previously unclassified 
syndromes or disorders. Research by Eastwood and Trevelyan (1972) 
and more recently by Hankin et al. (1980) and Kessler et al. (1983) 
have demonstrated strong associations between the co-occurrence of 
medical and psychiatric conditions in addition to an extensive 
psychosomatic literature which examines such relationships. 
Toward this end, the World Health Orgnanization, in conjunction 
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with the National Institute of Mental Health and the Rockefeller 
Foundation, have proposed a triaxial classification for primary 
health care which calls for recording problems on physical, psycho
logical and social axes (Lipkin and Kupka, 1982). 

4. Service system characteristics 

Finally, organizational factors influence the mental health 
role of primary care clinicians. The separate organization of 
health and mental health services has created physical and psycho
logical barriers that limit accessibility and result in low referral 
rates even when mentalhealth specialist resources are available 
(Goldman et al., 1980). This fragmented approach makes it very 
difficult for health and mental health clinicians to coordinate 
care. In contrast, when health and mental health services are 
brought together through integrated organizations, attachment 
schemes or linkage models (Borus et al., 1980; Burns et al., 1980; 
Coleman and Patrick, 1976; Cooper et al., 1974; Corney, 1980; 
Harding et al., 1980; Regier et al., 1982), two kinds of findings 
have been observed. Primary care practitioners are more likely to 
identify mental disorder in their p~rents and to use mental health 
specialists for consultation and referral. 

The cost of care and the potential for reimbursement also 
influence primary care practices. Experimentation with approaches 

. to reimburse primary care practitioners for mental health services 
has not been aggressive. The complaint from fee-for-service 
physicians from spending the necessary time for psychosocial 
evaluation and treatment. One notable exception occurred in 
Canadian health insurance which reimburses physicians for providing 
psychotherapy at a competitive rate; following the introduction of 
such reimbursement, a dramatic rise in the amount of psychotherapy 
provided by general practitioners was observed (Richman et al., 1980). 

CONCLUSIONS AND RECOMMENDATIONS FOR RESEARCH 

Four factors that restrict the provision of mental health 
services in primary health care have been reviewed: the character
istics of primary care clinicians, of patients, of psychiatric ill
ness in primary care, and of the health system. A major dilemma 
in thinking about how to improve mental health care has been to 
identify where the greatest impact might be. For example, would 
training clinicians, educating patients, improving the classification 
of mental disorders or ensuring adequate reimbursement for psycho
therapeutic services in primary care offer the most critical place 
to start? Fortunately, there is sufficient interest in the problem 
that some work is underway in all areas. 
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Research focused on health provider behaviour represents the 
most extensive agenda. Descriptive studies are needed to under
stand the clinical process that primary care practitioners pursue 
when confronted with psychological or emotional problems in their 
patients. The rich literature on clinical decision-making offers 
some clues to research directions to identify points where some 
intervention may improve current practice (Eisenberg, 1979). Re
search on physician training represents another high priority, 
assuming that it is possible to design training programmes that are 
oriented to the diagnosis and treatment of specific disorders and 
placed in the context of patient history, functioning, coping ability, 
social supports and physical health. In addition, following further 
validation of screening tools and development of additional research 
measures (e.g., functioning), it should be possible to design outcome 
studies to assess specific primary care interventions for frequently 
occurring disorders, such as anxiety and depression. This will re
quire testing clinical protocols and high-risk populations, such as 
the elderly, whose emotional problems and mental disorders are most 
often neither recognized nor treated (Butler et al., 1982), may be 
a sensible starting place. 

The second area, patient behaviour, is underdeveloped, perhaps 
appropriately so. Educating patients to request help for problems 
that health professionals are not prepared to manage only creates 
frustration for both groups. Nevertheless, as mental health skills 
improve, clear patient/physician communication is essential for 
detection of emotional problems. 

Third, research to clarify the nature of psychiatric illness in 
primary care will need to examine the course of disorders presented 
and related to clinical practices. Such research will contribute 
to determining conditions for which intervention is appropriate. 

Fourth, examination of the relationships between the structure 
and organization of health care systems and mental health practices 
is very much needed. Country and cross-country comparisons of dif
ferent models for organizing health and mental health services could 
potentially address issues such as the impact on patient outcome of 
separately organized versus integrated or linked health and mental 
health services. Within the health care system, the mental health 
role of nonpsychiatric clinicians needs to be differentiated from 
that of mental health specialists, as well as the specific roles of 
different mental health disciplines within primary care settings 
(Burns et al., 1979). 
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In conclusion, the preceding recommendations for research on 
mental disorder in primary health care constitute a long-term 
agenda. Varying perspectives from different types of health care 
systems and different types of health and mental health clinicians 
will be needed to cross-fertilize and enrich the thinking and 
research which needs to be done. 
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THE ROLE OF SOCIAL WORKERS IN PRIMARY HEALTH CARE DELIVERY 

Anthony W. Clare 

Professor and Head 
Department of Psychological Medicine 
St. Bartholomew's Hospital Medical College 
West Smithfield, London. E.C.1, England 

Present Status of GP-Social Worker Collaboration 

Despite the substantial literature testifying to the inter
meshed nature of much physical and psychiatric ill-health on the 
one hand and social problems on the other, the response in terms of 
the appropriate services is far from co-ordinated. In Britain 
general practitioners are independent contractors to the National 
Health Service, the social services are administered by the local 
authorities. The Seebohm Report (1968), which was crucially in
fluential regarding the decision that each local authority should 
establish a social services department, did emphasise the need for 
liaison between the general medical and social services. 

"We regard teamwork between general practitioners and social 
workers as vital" the Report declared. "It is one of the main 
objectives and the likelihood of promoting it is a test we would 
like to see applied to our proposals for a social service depart
ment". Yet a decade and more later the relationship is far from that 
envisaged by Seebohm to judge by the comments of social workers 
responding to researchers investigating the social work task 
(Parsloe & Stevenson, 1978). The general practitioner was seen as 
someone with little knowledge of what social workers did, was 
critical of the professional standing of social work and treated 
social workers in a patronising fashion. While caution must be 
exercised in interpreting what is little more than anecdote and 
opinion, it is interesting to note that those social workers who were 
more favourably inclined towards GPs were working within some form 
of attachment arrangement in the primary care setting. As is clear 
from the literature in social work attachment schemes, collaboration 
between social workers and general practitioners is not without its 
hazards. Such schemes as are currently functioning well represent, 
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in numerical terms, but a tiny proportion of the social workers and 
the general practitioners working in Britain at the present (Harwin 
et al., 1970; Corney, 1980). Some observers like Dingwall (1979), 
disappointed at the lack of progress, conclude that short of a Royal 
Commission and a political initiative closer and statutory collabo
ration between health and social service personnel is inconceivable. 

Prospects for Collaboration 

Officially, the two organisations which represent general prac
tice and social work in Britain endorse collaboration. Representatives 
of the British Association of Social Workers and the Royal College of 
General Practitioners have proposed that courses for the two profes
sions should include opportunities for joint training and syllabuses 
should be altered so as to encourage the teaching of each other's roles 
and skills (BASW/RCGP, 1978). In Holland, such a course has been im
plemented with trainee GPs and social workers, the emphasis being 
placed upon the sharing of information and the acquisition of practical 
skills through role-play (Schenk, 1979). Unfortunately, there is no 
evidence that the participants' original prejudices were in any way 
altered. However, such courSes can change attitudes according to one 
British GP trainer and his social work colleague on the basis of work 
undertaken with 17 trainee GPs and 18 community and hospital based 
social workers (Samuel & Dodge, 1981). 

The remarkable organisational and educational developments which 
have been underway in British primary care for the past 15 years also 
bode well for improved social worker-general practitioner collabo
ration (Clare & Corney, 1982). The growth of the multidisciplinary 
health centre is one such development. In the five years between 1972 
and 1977, the number of health centres in England and Wales rose from 
212 to 731 and the Royal Commission on the Health Service estimated 
that there would be 900 by the end of the 1970s and 1000 by the early 
1980s. 

In addition, there are developments in the vocational training qf 
general practitioners (R.C.G.P., 1979), a growing realisation concern
ing the need for a more appropriate range of therapeutic responses to 
the demands of psychosocial disorders (Clare & Lader, 1982) and a 
greater awareness of the shortcomings in the quality and competence of 
the primary care services at the present time (Cartwright & Anderson, 
1981) which, taken together, all underline the need and the oppor
tunity for professionals with social knowledge and skills to be 
deployed within primary care. 

Effectiveness of Collaboration 
Given that so much of the psychiatric morbidity detected in 

primary care has to be conceived in medical social rather than purely 
medical terms it is logical to attempt to introduce a diagnostic 
therapeutic element aimed at the social dimension of sickness by 
social workers themselves. OVer a decade spanning 1973-1983 the 
General Practice Research Unit at the Institute of Psychiatry 
London included a team of four research social workers placed in a 
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local borough and four mornings a week one of the social workers was 
present at a local health centre for the morning surgery. Of the 
referrals which were made during these morning sessions most came 
mainly from the doctors with a minority being referred by health 
visitors and occasionally by the receptionists. The value of this 
attachment scheme has been attested by doctors, social workers and 
patients alike (two broad client groups appear to call pre-eminently 
for social work services: the young middle-aged married woman with 
family problems and the elderly). The therapeutic role of the attached 
social worker has been assessed in two separate studies. In the first 
of these a single social worker was given the task of treating a group 
of patients suffering from long-standing neurotic disorders, a com
parison group being provided from another practice without such faci
lities (Cooper et ale 1975) ~ Psychiatric and social status of the ex
perimental group of patients before treatment and after 1 year was 
compared with the status of the control group and the resuls indicated 
that the experimental service conferred significant benefit on the 
patient population. 

The results were sufficiently encouraging to justify the setting 
up of a controlled clinical trial of 80 patients with depressive dis
orders of recent onset. This is the first such study to be included in 
the field of social work. A total of 80 women were included in this 
study (Corney, 1981). The participating doctors were asked to refer 
women aged 18 to 45 years presenting with "acute" or "acute on chronic" 
depression. The duration of symptoms of depression in the former group 
was operationally defined as 3 months or less; in the latter group the 
symptoms may have been present for a longer period but had intensified 
in the preceding 3 months. A standardised clinical interview was ad
ministered to all these patients by psychiatrists and a social inter
view by a research worker. All women diagnosed as depressed by the 
psy~hiatrist were matched by age, marital status and chronicity of 
illness. They were then randomly assigned to the experimental group, 
i.e. to the care of one of the 4 social workers attached to the prac
tice, or to a control group, receiving routine care by the family 
practitioner. After a period of 6 months they were reassessed by means 
of the same psychiatric and social instruments. Details of social work 
activity, medication and of the patients contacts with their doctors 
and other agencies were also recorded. 

Significantly more patients with "acute on chronic" depression 
were found to improve when they received the additional help from a 
social worker. Whereas for "acutely" ill women this help had no effect. 

The completion of this study demonstrates that it is feasible to 
carry out a clinical trial on social work intervention in primary care. 
It also indicates the great need to investigate further into the types 
of patients and problems that benefit from social work help in this 
context. Only through such studies can the most effective use of 
social work resources be made. 

Problems of Collaboration 
A major objection advanced against the argument for greater col-
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laboration concerns time. The addition of a social worker can seem to 
the GP to be yet another member of a team who will demand as much time 
for consultation as he or she is likely to save in taking a share of 
the load. For the social worker, primary care is an area of work to be 
added to the long list of demands, including child care, the elderly, 
single-parent families, the handicapped and the mentally ill, being 
placed at social work's door. 

There are also often major difficulties in the relationships be
tween doctors and social workers, in part a consequence of the dif
ferences in status between the members of these professional groups. 
In addition, in Britain the general practitioner is an independent 
contractor with a varying commitment to anything resembling a team. 
Another problem is that social workers have a very different training 
and are no more familiar with the language and preoccupations of 
medical practice than any educated lay-person, and, in the main, 
adopt a sceptical view of the average doctor's interest in and aware
ness of social factors in relation to illness (Huntingdon, 1981). 
General practitioners, in the main, concentrate on the health or sick
ness of individual patients (Cartwright & Anderson, 1981) although a 
greater emphasis in training suggests that the new generation of 
practitioners may be more aware of the wider family and community 
aspects of their work. 

Another serious objection advanced by some general practitioners, 
and the subject of much recent discussion in the light of the Barclay 
Report on the nature of social work (Barclay, 1982) is that it is not 
at all clear quite what it is that social workers do. There are those 
who argue that the most appropriate skill that a social worker should 
possess is an ability to know a considerable amount about social rights 
and services and be able to guide the client and the other members of 
the primary care team through the labyrinthine and ever-changing maze 
of social welfare legislation (Wootton, 1975). Indeed, Wootton is taken 
by the idea of being able to go directly to a social work professional 
"who being trained to function as a talking encyclopaedia, could deal 
forthwith with all the practical issues involved". However, while to 
some this may seem an eminently sensible use of social workers' skills 
and an appropriate way of ensuring the mobilization and co-ordination 
of the health and social welfare services in the interests of the 
individual within the community, not everyone takes such a view. 
Indeed, one critic has seen in the Scottish Social Work Act of 1968, 
with its emphasis on the social worker's remit to "promote social 
welfare", an opportunity merely for social workers to be developed 
into "a class of general dogsbodies" (Gammack, 1982). 

Whatever the ultimate pattern of collaboration of social workers 
and GPs in primary care, there is a pressing need for a better, more 
detailed description of what it is that social workers do in this 
setting. There is a pressing need too to discover what general 
practitioners and other primary health care team members define as 
those social problems appropriate for referral to a social worker. 
What is it that distinguishes those clients so referred from the 
many more general practice patients who are never referred for social 
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work assessment and intervention? What evidence, if any, is there 
for the suggestion that social workers in an attachment are in
volved at an earlier stage in the life history of social problems ? 
What are the "suitable client groups" which the DHSS Working Party 
on Research in Social Work identified as the appropriate target for 
social work experimental studies? (DHSS Liaison Group, 1980). 
A number of patient groups come to mind including those experiencing 
marital problems, depression, recent family disharmony and disruption, 
and serious acute and chronic ill-health. 

Conclusion 
It is important that the difficulties involved for greater social 

worker-general practitioner collaboration are recognised, difficulties 
which include the high workload, the problems of measuring efficacy 
and outcome in such a complex and ill-defined area, and the differing 
ideological views concerning the nature of social work, and the inter
professional rivalries and anxieties which threaten to abort research 
before it can begin to bloom. But a greater involvement of social 
work in medicine and in particular in primary care would do much to 
restore the social dimension to the theory and practice of medicine 
and this is a powerful argument for continuing to deploy social 
workers alongside their colleagues in primary care medicine nursing 
and health visiting. 
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INTRODUCTION 

Until now, this series of papers has focused on numerous 
strategies for successfully initiating mental health care in primary 
settings. These have included specific programs developed for the 
primary purpose of making mental health care accessible to populations 
which otherwise would not receive these services, or increasing the 
capability of those who work in primary settings to deliver mental 
health services to individuals who choose not to go to available 
mental health care settings. 

Each of the strategies described has been successful on a 
limited basis, either within the specific countries and settings in 
which they have taken place or within the limited framework for which 
they were designed. At the same time, these specific options for 
introducing mental health care services into primary care settings 
raise several issues which suggest that barriers that are present 
will have to be overcome if mental health care is to be successfully 
introduced on a larger scale into primary settings. 

The purpose of this concluding paper is to describe briefly 
the nature of some of the more significant barriers and to suggest 
some directions to be taken to overcome them. 
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THE ROLE OF THE PRIMARY CARE PHYSICIAN 

The strategies described in these papers indicate that 
specialized training beyond that previously, and even currently, 
provided in medical school is required for primary physicians who 
are expected to deliver significant mental health services. 
Current curricula are inadequate, in terms of the amount of knowledge 
which they provide regarding the care of those with mental disorders. 
Further, much of the current treating focus is on the most seriously 
mentally ill individuals; clinical training of medical students 
takes place most often on hospital units with most seriously 
disturbed patients. This creates a marked contrast with the types 
of patients most often seen in primary care settings, who are 
generally among the less severely mentally ill. 

Attitudinal barriers are also present. Many primary care 
physicians, because of the imbalanced exposure to seriously disturbed 
patients during medical school, are hesitant and even reluctant to 
provide care to those with mental disorders who appear in primary 
care settings, even though they may be less seriously disturbed than 
the kinds of patients seen during their training. 

Time constraints pose another significant problem. Since the 
majority of the patients seen in primary settings are less severely 
ill, they often are more amenable to cognitive rather than pharma
cological interventions. However, these cognitive approaches 
require the greatest amount of time from the primary care physician, 
time which that physician may not be able or willing to give because 
of attitudinal constraints derived from earlier training experiences 
as mentioned above. 

Several strategies are possible for overcoming this barrier. 
However, the path to achieving their implementation is extremely 
complicated and any simplistic statement of what they may be should 
not underestimate that complexity. Specifically, an increased 
knowledge base derived from revised medical school curricula will 
have to be achieved, focusing primarily on the dynamics and treatment 
of less seriously disturbed, nonpsychotic individuals. In conjunc
tion with this, clinical experiences during medical training probably 
need to be redirected so that primary care physicians receive 
increased exposure to less seriously disturbed patients. Finally, 
despite a reported "oversupply" of physicians in some industrialized 
nations, it is clear that if primary care physicians and other workers 
are to play a greater role in providing care to the mentally disturbed 
in primary settings an increased availability of those personnel will 
be necessary so that the time required for cognitive care for those 
less disturbed individuals can be available. 
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THE ROLE OF THE PSYCHIATRIST 

Traditionally, most psychiatrists have also been trained to 
serve primarily as direct providers of care to the mentally ill, 
focusing principally on the provisions of psychotherapy and the 
prescription of psychotropic medication. 

With the limited supply of psychiatrists, particularly in 
developing countries, the overwhelming majority of the mentally ill 
cannot be carred for directly either by available psychiatrists or 
other mental health professionals (which are also in limited supply 
in many developing countries). 

Therefore, both within developing countries and more 
industrialized nations, psychiatrists must assume other roles which 
will facilitate the enhanced availability of their knowledge and 
skills in order to have an effective and efficient impact on the 
population to be served. 

For example, in the United States, it is estimated that at any 
given time only approximately 20 per cent of those in need of mental 
health care are seen within the formal mental health care delivery 
system. The remaining 80 per cent are seen in other systems of care, 
most notably primary health care settings or settings entirely out
side the scope of the health care delivery system. 

If psychiatrists and other mental health professionals are to 
have a significant impact on this 80 per cent, particularly those 
seen outside the formal mental health delivery system (as. is 
particularly true in developing countries where the extensive range 
of outpatient services do not exist), then the role of psychiatrists 
and mental health professionals will have to undergo significant 
change. 

The most significant redirection required is a trans1t10n of the 
role of many psychiatrists and mental health professionals to that of 
consultant rather than direct service provider. 

However, most training programs spend only a limited amount of 
time on the development of consultatively oriented skills and 
techniques rather than those skills associated with direct service. 
While, more recently in the United States, greater attention has been 
given to the training of "consultation-liaison" psychiatrists, their 
role generally has been confined to working in hospitals as 
consultants on medical and surgical wards. 

If the role of psychiatrists and other mental health pro
fessionals as consultants is to be enhanced and the current barrier 
decreased, then additional attention is going to have to be given to 
the development of curricula that focus on retraining as consultants 
rather than direct service providers so as to expand the scope of 
their influence. 
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INTEREST IN COHMUNITY-BASED CARE 

It is somewhat paradoxical that at the same time interest is 
being generated in the implementation of mental health care through 
primary settings, psychiatry is in itself undergoing a revolution. 
Its practitioners are attempting to align themselves more closely 
with the "rest" of medicine and emphasize those professional 
activities which benefit from the significant advances in recent 
applications of biological psychiatry. 

While the potential impact of introducing mental health services 
in priIT~ry care settings is increased substantially by the expanded 
availability of the products of these biological advances, principally 
psychotropic medications, it is also true that as more psychiatrists 
become biologically oriented, fewer will be available to act as 
program consultants for mental health services in primary settings. 
Further, as a new cadre of biological psychiatrists emerges, using 
psychotropic medications that impact more effectively on the most 
severely disturbed individuals, they will be less oriented toward 
working in primary care settings rather than other locales where the 
most seriously disturbed patients are seen such as private psychiatric 
hospitals and psychiatric units in general hospitals. 

Therefore, more than ever, a need for a well formed subspecialty 
curriculum in social and community psychiatry is evident. This can 
provide a proper balance and ensure a cadre of program specialists 
who will work with community-based groups. 

THE EMERGENCE OF SELF-HELP ORGANIZATIONS 

Throughout the world, both in developing and industrialized 
nations, increasing attention is being given to the potential 
benefits available for many individuals with less severe emotional 
disturbances through the wide variety of recently emerging self-help 
organizations. They provide a different type of primary setting 
than general medical or family practice clinics. Their importance 
for the implementation of mental health care in primary settings 
cannot be ignored. At the same time, their increasing availability 
has been "threatening" to many mental health professionals who often 
perceive the care being provided through these organizations as 
"unprofessional" and "inadequate." These attitudinal constraints 
can create a significant barrier to the implementation of mental 
care in primary settings. 

Consequently, there needs to be a greater reapproachment between 
psychiatrists and other mental health professionals with those 
"volunteers" who work in self-help organizations. This could be 
based on an enhancement of the consultative role of psychiatrists and 
other mental health professionals mentioned earlier. However, this 
also requires that self-help organizations and their voluntary leader
ship become less "frighten.ed" of associateing with professionals b 
because it might un.dermine the purity of the self-help approach. 
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RESOURCE CONSTRAINTS 

Interestingly, just as the push has emerged for the increased 
availability of mental health care in primary setting, increased 
emphasis within the formal mental health system on the care of the 
most seriously mentally ill individuals has required the need for a 
greater resource allocation for this population. 

This creates competition between different aspects of the formal 
mental health system which require resources for the care of the most 
severely disturbed as well as competition between them and primary 
care settings which also demand increased resources if they are to 
expand to meet the needs of the less seriously disturbed. 

This resource competition, particularly in the areas of the 
world where economic constraints are severe, also serves as an 
additional barrier to the irr.plementation of mental health care in 
primary care settings. 

To address these problems, two strategies could be kept in 
mind. First, while it is true that increased resources are 
required to care for the most severely mentally ill, it is often the 
case that less costly alternatives are often discarded in favor of 
more costly ones. A notable example is the failure to use with 
sufficient frequency family care and residental settings instead of 
hospitals. Second, there is the need to pursue further strategies 
of using in primary settings less costly personnel (other than 
professionals) who have been trained to provide support and inter
vention to less-seriously disturbed patients. 

SUMMARY 

While one should be encouraged by recent developments which have 
led to an expansion of the availability of mental health care in 
primary settings, it must also be recognized that common significant 
barriers continue to exist in many countries which will impact upon 
the ability to expand beyond the current limited initiatives. 

The most common generic barriers are in areas such as the role 
of the physician, the role of the psychiatrist, the emergence of bio
logical approaches to mental health care, the expansion of self-help 
organizations, and the competition issues resulting from resource 
constraints. This paper has attempted to identify these issues and 
to describe their roots. Some approaches to overcoming these 
barriers have been suggested. 

Cooperative efforts between mental health professionals in 
different countries are required if these barriers are to be over
come. Succeeding with the expansion of mental health care in 
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primary settings through only the limited strategic approaches in 
specific settings will be insufficient over the long term. However, 
future accomplishments are dependent upon overcoming the barriers 
elucidated. 
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It was intentional on my part not to choose "continuity or 
discontinuity" for my title, for I hope to demonstrate that i~is 
not a question of an alternative but rather of two possibilities 
of providing adequate care for psychiatric patients. 

The problem we shall deal with is a relatively new one, since 
it was one which neither general medicine nor the psychiatry of our 
grandfathers had to think about. At that time, the general practi
tioner took charge of his patient from one end of life to the 
other, and one could speak of discontinuity only in the rare 
instances when the doctor had to send his patient to the hospital 
for a brief stay, notably for a surgical operation. Today, 
specialization in medicine as a whole and in psychiatry as well 
has brought new problems with it. Setting aside the question of 
continuity or discontinuity in general medicine and concentrating 
on the problem in psychiatry alone, we can see that it is not a 
type of specialization which calls for a great variety of diag
nostic skills which has led to a situation of discontinuity, but 
rather the diversification of organisms and institutions. The 
problem first presented itself when there was not only the 
dichotomy of psychiatrist's office/psychiatric hospital but when 
outpatient services, mental hygiene clinics, homes for addicts, 
rehabilitation centers, day hospitals, etc., made their appearance. 
Then we found ourselves in the paradoxical situation that the 
better~uipped a region was with psychiatric institutions, the 
greater was the danger that harmful effects would result from a 
mUltiplication of contacts between the psychiatric patient and a 
variety of medical teams. In theoretical terms, we can readily go 
along with such authors as Bachrach, who have analyzed the various 
dimensions of continuity of care. First, there is the dimension 
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of time. Treatment proceeds in parallel with the evolution of the 
patient's condition. It starts when the need arises and terminates 
only when the need has been satisfied; continuity must be assured, 
even if there are changes in those providing the care, in the 
place of treatment or even in the modalities of treatment. Respect 
for this longitudinal dimension avoids a situation in which 
different stages in the life of the patient, for example hospi
talization and eventual rehabilitation, seem like isolated episodes, 
with no connection between them. 

The second dimension is that of totality or of multi
disciplinary care, in which social services, together with purely 
medical support, playa determining role. 

The third dimension is that of flexibility. There is not 
necessarily a linear evolution, with constant forward progress. 
There may be comings and goings between the different services, 
with suitable care following the patient when he improves and also 
he decompensates. 

The fourth dimension is at the level of relationships, for 
continuity of care also includes the relation between the patient 
and the person caring for him. We may note that this is not 
necessarily continuity in time with the doctor, for ties may also 
develop with other persons who are also regularly involved in 
care, such as nurses, social workers or handicraft teachers. This 
relational dispersion has the advantage of helping to avoid a 
very close interpersonal relationship when it is poorly tolerated 
by the patient. It makes possible the eventual development of 
what may be called an "institutional alliance". Such a relation 
doubtless exists more between the patient and the institution, 
in extreme cases with its very stones, than with any particular 
therapist. From this point of view, continuity of care must be 
understood not as a permanent doctor-patient relationship but 
rather more as permanence in a system of assuming overall responsi
bility for the patient. What matters is the quality of the care 
given, in which human warmth and kindness should theoretically 
prevail, regardless of any changes in personnel. 

While care should be continuous, it must also be accessible. 
This accessibility may be considered at the purely material level, 
measurable in the number of kilometers from the patient's home to 
the place of treatment. 

The advantages of continuity of care in a psychiatric insti
tutional framework are quite clear: the patient, and above all 
the schizophrenic patient, must have definite points of reference, 
both in terms of the institution and of personal relations with 
one or another member of the therapeutic team. Over and over again, 
we have observed that a psychotic decompensation is triggered 
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simply by the fact that the doctor to whom the patient has 
become accustomed has to leave for another institution, thus 
breaking off the relationship. 

However, even though continuity of care appears to be 
axiomatic, we have to ask ourselves whether it may not also pre
sent risks and have some negative aspects. In this connection, we 
might refer to Audisio, who fears that a systematic bias in favor 
of continuity of care may lead psychiatric hospitals to delegate 
their guardianship to extra-hospital institutions. He draws 
attention to the fact that some rest homes, lacking any thera
peutic infrastructure, inevitably run the risk of reconstituting, 
perhaps in a worse form, the insane asylum world of yesterday, so 
justly denounced. We should be aware of the danger represented by 
the fact through the increasing close relations with the patient's 
milieu, psychiatry is setting up a kind of network, serving as a 
system of control over the mental patient, with the psychiatrist, 
in the long run, sharing his power with the family, the employer, 
the neighbors and the authorities, to arrive imsidiously at the 
psychiatrization of the community. 

As Azoulay remarked, there is a contradiction which may 
remain latent and concealed or become apparent, between the conti
nuity of the assumption of responsibility and the autonomization 
of the subject. 

Apart from the fact that discontinuity in care may spare the 
patient from being caught up in an extremely tight network, we can 
sometimes observe in such discontinuity some positive therapeutic 
effects. For example, a patient who has been hospitalized on the 
occasion of an acute crisis may need to repress the painful 
experience of his decompensation, to put this part of the past 
behind him, and be able to go ahead with structuralizing work, 
together with people who did not know him in his time of "weakness". 
Whereas in analytic psychotherapy of neurotic patients such a 
tendency toward repression of elements of reality would very 
properly be the subject of analysis and introspection, in some 
cases of psychosis it may serve as a shield and a source of security. 
Accordingly, hospital psychiatrists should not be surprised to 
find that some patients turn their backs on them, forget all about 
them or even criticize them after recovery, since such behavior is 
part of a protective mechanism of self-healing. 

Since the problem of continuity or discontinuity has a 
fallacious quality about it, we have chosen in our region to act 
pragmatically, from case to case. In other words, the doctor in 
charge of a case in the hospital service makes an assessment every 
time of the indications for continuity or discontinuity of treatment. 
To offer some examples : 
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A 24-year-old man with a personality of the borderline type 
underwent acute decompensations once or twice a year. Between 
hospitalizations he had great difficulty in fitting into society, 
maintaining stable relations with the people around him and 
integrating himself into his social and occupational surroundings. 
During his stays in the hospital, he was not always dealt with by 
the same doctor, the same nurse, social worker and occupational 
therapist -- but the institution itself represented to him a refuge, 
a grandmother perhaps, offering him security. After he left the 
hospital, he sometimes went back to his own neighborhood doctor, 
sometimes to a doctor in the outpatient service and sometimes came 
back to see the doctor who had cared for him at the hospital. In 
this case, we didn't consider it necessary to limit the patient's 
choice, and thus, tacitly, we favored discontinuity. 

Another case was that of a girl with a neurotic depression who 
attempted suicide and was brought to the hospital. It was very soon 
found that she had a tendency to self sabotage, related to guilt 
toward her parents. An analytically oriented psychotherapeutic 
treatment was undertaken by the doctor who received her in the 
hospital division. After a short stay, she returned to her home 
and continued to be treated by the same doctor as an outpatient. 
At the end of a year, her condition was so much improved that she 
could be regarded as stabilized and in no further need of psychiatric 
care. In this case, continuity of care was an absolute necessity, 
due to the nature of her trouble, and due also to the psychothera
peutic relationship established at the very beginning between her 
and the psychiatrist. 

The third case was that of a 30-year-old woman who came to the 
psychiatric outpatient service, where the doctor conluded that she 
was in the early stage of a schizophrenic evolution. She presented 
delirious ideas and an anguished sense of morcellation. She neglected 
her work and was engulfed in philosophico-mystic speculations. A good 
therapeutic relationship was nevertheless established between her and 
the doctor who received her. When an aggravation of her condition 
made hospitalization necessary, the same doctor continued to see her. 
After six months, the young doctor had to move to a post in another 
town. He told the patient in advance of his pending departure and 
carefully prepared with a colleague for continuity of care. However, 
the young patient could not support the change, which for her was a 
repetition of relational failures she had previously sustained. Ten 
days after the departure of the doctor, and despite the availability 
of the new therapist, she committed suicide by leaping from a bridge. 
In this case, discontinuity had catastrophic consequences. 
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Let us summarize 

As we said at the beginning, continuity and discontinuity are 
not alternatives but instead are two possibilities which must be 
assessed case by case. In considering the advantages and drawbacks 
of each, the doctor must bear in mind the patient's feeling of 
attachment to the therapeutic setting, the dimension of time, as 
expressed by Bachrach, the symptomatology, that is, the type of 
psychic disorder and its prognosis, and the family situation. An 
absolute and rigid rule should not be made. If, from case to case, 
there is a real choice between continuity and discontinuity, this 
will not constitute a restriction of our therapeutic options, but 
rather an enrichment. 

REFERENCES 

Audisio, M., 1982, Le service public de psychiatrie face au 
probleme de la rehabilitation sociale et professionnelle 
des malades mentaux, L'information psychiatrique 58/3: 
383-394 

Azoulay,J., Bordes,J., Jany, J.-C., Le Guillou,A., Orsini,F., 
Prevost,J., La continuite des soins dans un service 
psychiatrique public, Evol. Psychiat. 38/1:135-176 

Bachrach,L., Continuity of care for chronic mental patients a 
conceptual analysis, Am. J. of Psychiat. 138:1449 

305 



THE PLANNING AND MANAGEMENT OF COMPREHENSIVE 

COMMUNITY MENTAL HEALTH SERVICES 

O.W. Steenfeldt-Foss 
University Health Services of Oslo 
P.O. Box 298, Blindern, Oslo 3 

INTRODUCTION 

Hitherto, planning of mental health services has not been 
sufficiently based on solid public health principles, such 
as the estimation of needs and registration and coordina
tion of already existing resources, prior to establishing 
services. 

Psychiatric research has revealed a gap between the 
real needs of the population and the ability of the ser
vices to meet these needs. This gap is due partly to the 
present organizational structure and partly to the lack 
of resources. 

Based on advice from W.H.O. and in order to secure 
more goal-oriented services and more effective use of 
scarce resources, the mental health services of the west
ern world is now being reorganized according to the prin
ciples of comprehensive community services. The ultimate 
objectives of reducing mental distress in general, of de
veloping services to meet needs of risk-groups hitherto 
neglected, of increasing coordination of mental health -
with general public health and social services and improv
ing the quality of training of the professional staff, re
quire the development of more accurate mental health in
formation systems with inbuilt evaluation procedures in 
the service apparatus. 

A review is given of the new principles for planning, 
evaluation and reorganization of the mental health services 
as integrated parts of the general public health services. 
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EPIDEMIOLOGIC ASPECTS 

The concept of community psychiatry has universal 
value and reflects trends of our time, patterned by an 
increasing public demand on participation in the democratic 
decision process based on more or less realistic expectat
ions. This process is partly a function of the development 
of mass media, which also makes underprivileged groups in
creasingly aware of the unequal opportunities regarding 
skilled treatment. Community psychiatry therefore aims at 
improving the effectiveness of services in meeting perceiv
ed needs of the population at risk. 

Actual studies have demonstrated the connection bet
ween sociodynamic factors and mental disorders. Supported 
by recent legislation, this has given a stimulus to the 
creation of comprehensive medico-social services with an 
extension of professional responsibility beyond the diagno
sis and treatment of manifest disease into the field of 
public health and social and preventive medicine. This 
comprehensive approach has necessitated inquiry into the 
real needs of the population and has uncovered deficiencies 
in the resources and organization of health and social ser
vices. 

Since the distribution of mental disorders in popula
tions shows correlation with demographic features and with 
sociocultural conditions (such diseases being more preva
lent among the old than the young, in people of lower 
rather than higher socioeconomic strata and in people iti 
disorganized social environments rather than in well-inte
grated communities), this situation has implications for 
the organization of the service structure. 

Effective extension of mental health services there
fore calls for an epidemiological, sociological and socio
economic screening of the catchment area with regard to: 

1. Incidence and prevalence of mental disorder, including 
registration of groups at risk. 

2. A socio-dynamic assessment of the community with res
pect to the occurrence and distribution of social 
stress and degree of integration. 
(Here, definite features in the structure of the com

munity are brought out, which can be correlated with 
the distribution of mental illness in the population, 
thus revealing indicators for social change.) 

3. A systematic registration of all manifest and potenti
al supportive and therapeutic resources. The service 
apparatus must aim at a coordinated presentation of 
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health and social services, in which fragmentation 
is avoided and continuity secured. 

This survey will ideally provide us with "an Indi
vidual Patient Profile", "a Community Profile" and a 
"Service Profile", which can be matched with each other. 

SERVICE ELEMENTS 

Principally, community mental health services should 
include the following five essential elements: inpatient 
services, outpatient services, partial hospitalization 
services, emergency services and consultation and educa
tion services to community agencies and professional 
staff. To these should be added diagnostic services, re
habilitative services (including vocational and education
al programs), pre- and after-care services (including 
foster home placement and halfway-houses), training, re
search and evaluation. Generally, these components have 
now been accepted in most Western countries as the ideal 
basis for a truly comprehensive psychiatric service, though 
their realization to a full extent varies greatly from 
country to country. 

The comprehensiveness of services implies a catchment 
area responsibility not only for diagnosis, treatment and 
rehabilitation, but equally for the prevention of disease. 
Combined responsibility for all age groups secures a fami
ly-centered approach, whereby both the patient and his pri
mary group can be followed through their life and family 
cycle in an ecological frame of reference. 

Extension of services into the patient's own neigh
bourhood is of central importance, as it allows treatment 
to take place in his natural environment where the symptoms 
have arisen, where they can most successfully be treated as 
a product of interpersonal and psychosocial conflicts, and 
where the patient must be helped to function again. 

The various essential components of the community men
tal health center constitute a differentiated apparatus, 
representing flexible steps of a treatment continuum. The 
inclusion of rehabilitation services and of pre- and after
care, prevents the development of institutionalism or 
hospital artifacts and secures continuity of care. Emerg
ency care is based on the experience of crisis-interven
tion, which can be a highly successful method of treatment, 
due to the patient's motivation being at an optimum in cri
sis. However, consultation and education service also de
serve the utmost attention, constituting functions which 

309 



in many countries have not been given sufficient priority. 
Consultation implies psychiatry moving into the total pub
lic health field, which is concerned with the prevention of 
disease and promotion of health in the widest sense. We 
will never have enough mental health professionals to deal 
directly with all patients presenting psychiatric problems; 
nor would it be desirable from a professional point of 
view. We should rather utilize more of our resources in 
enabling community agencies and key personnel to deal suc
cessfully with psychiatric problems on a 2~2~~!~~!~SL 
~e~1Y:~!eS~22!2_~~~_~e~1Y_~~~~~~~~~_~~2!2 before the cli
ents end up as psychiatric "cases", thus also fostering 
preventive aspects. The importance of a program-centered 
and consul tee-centered case consultation cannot be over
emphasized, since this is one way in which mental health 
professionals get confronted with socio-dynamic factors 
causally involved in the development of psychiatric dis
orders. If these factors are not taken into consideration, 
mental health professionals end up merely as symptom-re
lievers. 

The relevance of health education must also be under
lined, since it prepares the ground of our programs in the 
community, through creating tolerance and insight into 
psychiatric problems. 

However, eagerness in securing coordination of medico
social services paradoxically enough can threaten the 
quality of treatment to the individual patient and his 
primary group. Many community mental health centers are 
finding themselves in a turmoil, forced into an attitude 
which is mainly determined by administrative management 
of patients. 

The successful implementation of community health 
projects must be dependent on a broad-based behavioral 
science approach, in order to understand the dynamics of 
the society for which we are planning services. For too 
long we have set up programs without paying sufficient 
attention to basic public health prinCiples, epidemiologi
cal data, systematic evaluation, the occurrence and dis
tribution of social stress and the catchment area's degree 
of socio-cultural integration. Programs which thus take 
account of the constant dynamic interaction between the 
individual and his social setting, uncover a need for in
ducing social change. In this way, the mental health 
apparatus functions as a catalyst. A bilateral identifi
cation between the community and the mental health service, 
especially when working with underprivileged groups, is of 
central importance. This identification must also be re-
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flected in the composition of the staff. Correspondingly, 
any mental health programs which do not take these psycho
social forces into consideration are apt to fail, because 
we are not meeting the population on the basis of their 
basic felt needs. 

EVALUATION 

The assessment of medical care quality has tradition
ally focused on examination of individual physician per
formance. The medical profession itself in cooperation 
with the official authorities has ensured quality through 
controlling training programmes, licensure, speciality 
examinations, etc. 

Since 1970, special standards for evaluation of 
psychiatric facilities have been adopted by the American 
Psychiatric Association and The Joint Commission on Accre
ditation of Hospitals. 

With the. United States Social Security Act of 1972, 
a Professional Standards Review Organization System (PSRO) 
was required built in with the Community mental health 
center-services, in order to obtain federal support. 

In Norway, the Medical Association, in cooperation 
with the medical faculties, on "delegated authority" from 
the authorities, has exerted quality control through stan
dard requirements, demanded of institutions as well as of 
candidates themselves. 

The resource-crisis accentuated with increasing 
costs in the health service, has necessitated the develop
ment of formal, more comprehensive procedures for evalua
ting quality and effectiveness in relation to invested 
resources, where the authorities are directly involved 
through legal enactments. In order to secure an evalua
tion mechanism that is patientoriented with due emphasis 
on confidentiality, the health professions themselves must 
be involved. 

FINAL REMARKS 

The success and the very survival of community 
psychiatry is dependent on our going slowly and realistic
ally forward, in close cooperation and concordance with 
the community. We must avoid giving rise to expectations 
greater than we can meet, thus securing quality of services 
both on a group- and on individualistic psycho-dynamic 
basis. This implies our defining clearly to society the 
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limitations of our professional competence as to what is 
pertinent to psychiatry and mental health. 

The psychiatrist's identity as a medical professional, 
based on a biological-psychodynamic and psychosocial-educa
tional background, gives him particular opportunities and 
responsibili ty as a coordinator. Thi s brings wi th it special 
demands on psychiatric education which must be strengthen
ed, not only with regard to social psychiatry but also 
psychodynamic theory and method and the whole field of be
havioral sciences. The tendency toward omnipotence in the 
Community Mental Health Movement, with a resulting danger 
of blurring of roles, both within the multidisciplinary 
team itself and versus community leaders, may consequently 
lead psychiatry to drift away from medicine and public 
health. This will, from my point of view, represent a 
tragedy to both the individual patient and society. 
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THE FIRST COMMUNITY MENTAL HEALTH CENTER IN GREECE: 

THREE YEARS ASSESSMENT OF AN EXPERIMENT 

Costas Stefanis, Michael Madianos, Dimitra Madianou, and 
Ageliki Kounalaki 
Department of Psychiatry 
Medical School 
University of Athens: Athens, Greece 

INTRODUCTION 

In Greece there is a wide consensus among state officials, 
professionals in health care field and the general public that the 
existing mental health care delivery system is inadequate and poorly 
organized. 1 ,2 The need for planning of decentralized and effecti
vely coordinated community services has long been accepted but only 
sporadic attempts towards this direction were made. 

In view of the situation in 1978, the Department of psychiatry 
of Athens National University, in Eginition Hospital took the ini
tiative to establish the first Community Mental Health Center (CMHC) 
in the country as part of a network of University Mental Hospital 
Services. 

The center serves an area of nearly 100.000 residents in the 
Athens greater Area and it started providing actual services and 
programs to the community in October 1979. 

The purpose of this paper is to present a short-term evaluation 
of the CMHC activities during the first three years of it's opera
tion (1979-1982). 

THE DEVELOPMENTAL STAGE 

The CMHC is serving the two neighbouring boroughs of Kessaria
ni and Byron in about 1.5 km from the Eginition Hospital in which 
the department of Psychiatry is housed since 1905. The two borou~hs 
were established after 1922 and they expand to an area of 8.4 km 
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with a population most 
dents (fig. 1). 

Fig. 1.: 

of working and middle class resi-

Kessariani and Byron boroughs 

The center is part of the department of Psychiatry Mental Health 
Services 

A detailed analysis of the CMHC activites and their integration 
with the University Mental Health Services was presented elsewhere. 3 
The center is staffed by a multiprofessional team consisting of 13 
members including psychiatrists, social workers a clinical psycholo
gist, a visiting nurse, social scientists, clerical staff, and a num
ber of unpaid volunteers residents of the community. Due to budgetary 
constraints graduate students in social work, occupational therapy 
and public health nursing were employed. Similar approaches are repor
ted by others. 4 Prior to the actual operation of the center an assess
ment of community's mental health needs was make by conducting a 
cross sectional prevalence home survey with a two stage systematic 
sample of 1575 respondents representing 15% of the total households 
and by establishing an extensive community referral network (Fig. 2.). 
This phase lasted ten months. 

KAREAS SOCIAL INSUR.ORGAN; 
ATHENS LOCAL ___ ----~ .. PSYCHOGERIATRIC MENTAL HOSPITALS 
PUBLIC SOCIAL .. DISPENSARY . / 
MENTAL AGENC,IES 1 BYRON 
HOSPITAL HEALTH 

________ ~. CENTER 
~ DISPENS. 

LOCAL AUTHORITIES ./ 
/ 

SOCIAL INSURANCE 
ORGANIZ. O.P.D. 

~ 
CHURCH 

UNIV. OF ATHENS 
EGINITION HOSPITAL 
INPATIENT SERVICES 
EGINITION HOSPITAL 
EMERGENCY UNIT 

Fig.2.: The C.M.H.C. referral network 

The CMHC is operating on the basis of community psychiatry prin
ciples i.e. comprehensiveness, continuity of care, prevention, re
search evaluation and consumers' participation. 5 

314 



The delivery of mental health services includes: 
1) the operation of a walk-in clinic five days a week. Clients are 

met by a member of the psychiatric team. Intake, of course, is 
restricted to local residents. 

2) A follow up clinic once a week for chronic patients Ca long acting 
drug clinic}. 

3) An outreach program for clients who although have visited the E
mergency Service at the Eginition Hospital and have been referred 
to CMHC do not show up. 

4) A home treatment and crisis intervention service. 
5) The operation of a child guidance clinic. 
6) Mental health consultation by the non psychiatric staff of the 

CMHC. 

An evaluation and research unit is providing a feed back infor
mation by evaluating the effectiveness of services. The organizatio
nal structure of CMHC is shown in fig 3. 

KESSARIANI-BYRON CMHC 
SERVICES PROGRAMS 

OPEN 
PSYCHOSOCIAL 
CARE 

MENTAL 
HEALTH 
CONSULTATION 

Walk-in clinic 
Follow-up clinic 
Child guidance clinic 
Outreach program 

EVALUATION 
AND 
RESEARCH 

Home treatment and Crisis Intevention 
Psycho geriatric dispensary at Kareas 
Psychiatric Dispensary at Byron Health 
Center 

PREVENTION 
NEIGHBOURHOOD 
MENTAL 
HEALTH 
COMMITTEE 

MH INTERVENTION 
IN SHCOOLS 
LOCAL ORGANIZ. 

Fig. 3.: The CMHC organization structure 

EDUCATION 
TRAINING IN 
CMH THEORY 
AND PRACTICE 
OF MH PRO
FESSIONALS 
AND STUDENTS 

The pressure of growing demands and the specificity of mental 
health unmet needs of two specific areas of the community has soon 
prompted the opening of two small psychiatric dispensaries located 
the first in the Kareas House for the Elderly and the second in the 
Byron Health Center, operating by a visiting psychiatrist assisted 
by the local social services. 

There are various forms of care provided by the CMHC including 
diagnostic, psychometric and psychotherapeutic intervention with the 
individual and the family in a type of supportive, or brief psycho
therapy and drug maintenance, behavior therapy and in some occasions 
family therapy, family consultation, social case work,recreational 
activities and occupational therapy. 
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In some cases of chronic mentally ill, institutionalized in the 
community, a social support system was organized mainly by mobilizing 
community resources. 

The center provides full services all mornings and twice a week 
in the evenings. Practically all clients can reach the center, in 
less than 10 minutes. 

EVALUATION 

A built-in evaluation system was established from the beginning 
for the purpose of obtaining the necessary knowledge about the cli
ents' flow, their characteristics and the effectiveness of care. A 
total of 446 clients (154 males and 292 females) have visited during 
the first three years for the first time the CMHC adult services in 
central building, psychogeriatric dispensary and the Byron Health 
Center dispensary. A great number of clients residents of the Kessa
riani borough, mostly residing in the central slum area visited the 
CMHC adult services in the central building. Their average age was 
38.0 (±17.8) years and 38.17 (±16.8) for males and females respecti
vely. 

Most of the clients (both sexes) were married. In their majo
rity the single clients were diagnosed as suffering from schizophre
nic psychoses. 

The distribution of clients by their socioeconomic status (edu
cation X occupation) showed similar patterns with the local census 
sociodemographic characteristics. 

A variety of community sources including neighbors, other cli
ents, local agencies, authorities and the Eginition University Men
tal Hospital referred clients to CMHC services. Differences by re
ferral source are shown in table 1. 

Table 1. Distribution of clients by the source of referral by sex 
(first attendances in adult services 1979-1982). 

Source of referral MALES FEMALES TOTAL 

CMH research projects 30 19.5 42 14.4 72 16.1 
Neighbors 23 14.9 25 8.6 48 10.8 
CMHC clients 18 11. 7 40 13.7 58 13.0 
Sociomedical agencies 32 13.0 94 32.2 126 28.2 
Eginition Hospital 20 20.8 31 10.6 51 11.4 
Local Authorities 6 3.9 20 6.8 26 5.8 
Private physicians 9 5.8 8 2.7 17 3.8 
Self referred 10 6.5 17 5.8 27 6.1 
Unknown 6 3.9 15 5.1 21 4.7 

TOTAL 154 100.0 292 100.0 446 100.0 
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X2:69.199 DF 8 P<.OOOl 

Different primary causes of referrals were noticed for males 
and females and these differences wer'e found to be statistically 
significant (P<. 001). Most of the males .L'eported physical/social 
problems while the majority of females presented emotional problem& 

There is a 548% increase of the total attendances between 1979-
1982 in adult and children services and a 235% increase in home vi
sits. A number of 3.194 total attendances were recorded during the 
first three years of C.M.H.C. operation (table 2). 

Table 2. Percent increase of total attendances of CMHC children and 
adult services and home treatment-outreach program between 
1979-1982. 

Total number of 
attendances First year Second year Third year Total 

Adult and child-
ren services 256 73.9 836 1-226.5 1660 +49.6 2752 86.1 
Home treatment and 
outreach program 90 26.1 51 - 56.6 301 +590;2 442 13.9. 

Total 346 100.0 887 +156.3 1961 +12LO 3194 100.0 

The diagnostic distribution of male and female clients is shown 
in table 3. The majority of the clients of both sexes was diagnosed 
as suffering from neuI'otic and personality disorders but there are 
sex differences in some other diagnostic categories at a P<.OOOI le
vel. More males were diagnosed as schizophrenfus and alcoholics than 
females. 

Table 3. Distribution of clients by diagnosis and sex (first atten
dances in adult services 1979-1982). 

DIAGNOSIS (ICD9) MALES FEMALES TOTAL 

Organic psychotic 
conditions (290-4) 8 5.2 17 5.8 25 5.6 
Schizophrenic 
psychoses (295) 32 20.8 31 10.6 63 14.1 
Affective psychoses (296 ) 17 11.1 43 14.7 60 13.4 
Neurotic and perso-· 
nality disorders (300-301) 49 3L8 159 54.5 208 46.6 
Alcohol depend/Syndrome(303) 6 3.9 6 L4 
Drug dependence (305) 3 1.9 2 0.7 5 Ll 
Mental retardation (317.19) 7 4.5 7 2.4 14 3.2 
Other 32 20.8 33 11.3 65 14.6 

TOTAL 154 100.0 292 100.0 446 100.0 

317 



DF 7 P<.OOO:1 

More than the half of the clients of both sexes received suppor
tive psychotherapy along with drug maintenance. A small number of 
clients were referred to other s-ervices (inpatient or childrens spe
cial services). 

Table 4. Distribution of clients by type of care and sex (first at
tendances in adult services 1979-1982). 

TYPE OF CARE HALES FEMALES TOTAL 

Consultation-Social 
case work: 39 25.3 90 30.8 129 28.9 
Supportive Psychother.+ 
Drug maintenance: 87 56.5 .177 60.6 264 59.2 
Social support system 
reorganization: 3 1.9 4 1.4 7 :1.6 
Other psychotherapies: 7 4.6 6 2.1 13 2.9 
Referred to inpatient 
services: 2 1.3 2 0.7 4 0.9 
Referred to other 
services: 16 10.4 13 4.4 29 6.5 

TOTAL 154 100.0 292 100.0 446 :100.0 

X2:218.137 DF 5 P<.OOOl 

Finally, most of the clients continued to be in contact with 
the CMHC services at the time of the evaluation. A 20% of clients 
terminated their contact due to therapist's decision. A low mobility 
rate for both sexes was noted. 

DISCUSSION 

A preliminary evaluation of the operation of the Kessariani
Byron CMHC over the first 36 months of its developmental period shows 
that there is a striking similarity with CMHCs' in other countries in 
most of the investigated variables. 6 ,7 This finding is of importance 
considering not only differences in sociocultural millieu between 
centers but also the fact that the Kessariani-Byron CMHC operates on 
an experimental basis and is lacking a nation-wide legislative frame
work regulating referral network. The total number of 446 clients re
presents only a small percentage of the population potential users, 
according to the prevalence rates of psychopathology in the communi
ty.8 The progressive increase in the number of clients every succes
sive year however indicates that community oriented mental health care 
receives a growing acceptance. 

As in similar services in other countries women tend to seek help 
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more frequently than men for emotional or psychosocial pl'oblems re
lated to their family life requiring psychological intervention. The 
great number of clients wno used the CMHC services for counsultation 
only most likely reflects the prevalence of socioenviromental problems 
in the community (poor housing, low family income, unemployment, one 
parent families) and provides an indication of how wide a spectrum of 
functions and services can be offered by a community based mental 
health care system. 

Based on the experience aquired up to this date from the opera
tion of CMHC it is the firm belief of all professionals working in 
the center that it will soon develop to an essential part of the com
prehensive mental health care system, with the specific advantage o
ver hospital-based services it's potential to fill the gap between 
help-seekers and providers and thus mobilize local resources to ef
fectively meet community mental health needs. 
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TO PLAN AND MANAGE COMPREHENSIVE COMMUNITY MENTAL HEALTH SERVICES 

- USING CASE REGISTERS 

Annalise Dupont 

Institute of Psychiatric Demography 
Psychiatric Hospital 
DK-8240 Risskov, Denmark 

In many European countries the trends of the organization of 
mental health services of the years 1970 to the beginning of the 
80's have been dominated by alterations to more comprehensive systems 
of different types of psychiatric treatment. 

The pattern described by Brown (1960) with a steadily growing 
length of hospital stay during the period from 1880 to about 1950 
already during the 60's changed into a decline of the length of 
stay in order to avoid the increasing number of beds and the over
crowding of mental hospitals. 

There has been an increased tendency to use treatment in out
patient clinics, treatment by a growing number of private psychia
trists, special out-patient clinics for alcoholics, of psychiatric 
nursing homes, and services by psychiatric nurses and other types 
of community services. 

As the Danish nationwide central psychiatric register was 
established already in 1970, it has been possible to follow the 
development of the following figures. Table 1 shows the total num
ber of beds in absolute number and per 1,000 inhabitants. The num
ber of beds includes all age groups and also a small number of 
facilities for day-patients. Throughout the 50's and 60's there 
was an increase until the year 1970, and since then there has been 
a decrease in the number of beds from about 11,600 to about 10,000 
and the rate per 1,000 has decreased from 2.3 to 2.0 beds. At the 
beginning of the 70's the facilities for day and night-patients 
were about 10%, in 1977 about 15%, and is now 20% of the beds/ 
facilities for in-patient treatment. The total number of admissions 
(in-patients) (including all ages and also including admissions as 
day-patients) has declined from about 43,000 to about 40,000, and 
the rate from 8.5 to about 8, as shown in Table 2. Table 3 shows 
the number of bed days for in-patients including day and night-
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Table 1. Total number of beds in absolute number 
and per 1,000 inhabitants. 

YEAR 

1977 

1978 

1979 

1980 

1981 

1982 

BEDS 

11,597 

11,511 

11,244 

10,878 

10,471 

10,311 

r/l,OOO 

2.3 

2.3 

2.2 

2. 1 

2.0 

2.0 

Table 2. Total number of admissions (inpatients) in Absolute 
number and per 1,000 inhabitants. 

YEAR 

1977 

1978 

1979 

1980 

1981 

1982 

Table 3. 

YEAR 

1977 

1978 

1979 

1980 

1981 

1982 

ADMISSIONS 
INPATIENTS 

43,220 

43,854 

42,146 

42,065 

40,349 

40,364 

r/l,OOO 

8.5 

8.6 

8.3 

8.2 

7.9 

7.9 

Total number of bed days (inpatients) 
and per 1,000 inhabitants. 

BED DAYS r/l,OOO 

3,782,573 745 

3,704,993 727 

3,596,461 704 

3,456,991 675 

3,330,931 650 

3,242,294 633 



patients of all ages with a small decline from about 3,700,000 to 
about 3,200,000, but the rate has decreased from 745 to 633 per 
~OOO inhabitants. Figure 1 shows the same pattern. Since 1970 
there has been a rather stable number of admissions. Figure 2 shows 
the number of first admissions per 10,000. (The increase of the 
curve in 1970/71 is artificial and caused by inclusion of clinics 
and hospitals for alcoholics). 

out-patient activities are not regist.ered contulatively but 
counted and reported to the National Health Service of Denmark. 
There has been a great increase in the number of cunsultations in 
the out-patient hospital clinics, from about 20,000 at the end of 
the 60's to about 175,000 in the beginning of the 80's with an in
crease in the number of treated patients from about 5,000 to 35,000 
in this period. This means that the number of treated patients has 
increased about 10 times and the number of consultations about 8 
times. (Fig. 3). 

I will not allow myself to go deeply into the many trends, but 
only point out that at the same time as the number of admissions of 
in-patients has shown a slight decline, there is an increasing 
number of admissions per bed, the ratio showing a slight increase 
(se Table 4), but at the same time the bed days per bed have de
creased. One of the aims of the planners has been to increase 
utilization of the hospitals and they generally evaluate this by 
counting the number of bed days; the increase of admissions per bed 
is at the same time supposed to be an indicator of an intensification 
of the work. However, there is a decline of the bed days as shown 
in Table 4. 

Cases with duration of more than 3 months has for many years 
been rather stable with only about 10% of all admissions. An analysis 
of the old long-stay and new long-stay patients (Weeke et al., 1977) 
shows that there is a tendency to a decrease in both categories. A 
group of patients are readmitted many times. A special study of 
this group of "revolving-door patients" is important (Kastrup at 
this congress). 

DISCUSSION 

The intentions of the planners have been to reduce the in
patient treatment by more intensified alternative services offered 
to the population. However, studies of Kastrup (1980) have shown 
that it is not possible. 

Through cross sectional analyses (Weeke and Stromgren, 1978), 
cohort analyses, etc. it has been possible to show that establish
ment of out-patient clinics for alcoholics, intensified out-patient 
treatment in the psychiatric department of the regional hospital, 
intensified treatment by private psychiatrists, and other new 
possibilities of treatment have not reduced the need of in-patient 
treatment. The same results have been found during the years of the 
project of the island of Sams~: The need for hospitalization has 
not been reduced throughout a period of about 20 years of community 
psychiatric service (Nielsen et al., 1981). 
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Table 4. Total number of admissions (inpatients), 
admissions/beds, and bed days/beds in 
ratios. 

ADMISSIONS ADMISSIONS/BEDS BED DAYS/BEDS 
YEAR INPATIENTS RATIO RATI 0 

1977 43,220 3.7 326 

1978 43,854 3.8 322 

1979 42,146 3.8 320 

1980 42,065 3.9 318 

1981 40,349 3.9 318 

1982 40,364 3.9 314 
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If the features and trends for the whole country are studied, 
it is shown that the only way to reduce the number of admissions 
to hospitals is a reduction of the number of beds. The new trend 
with short duration of stay, reduction of old long-stay and new 
long-stay will lead to a reduction in the number of bed days. This 
is a function of the fact that the highest number of bed days is 
obtained by a chronically ill patient in the same bed from January 
1st to December 31st. If the bed is used for a number of in-patient 
episodes, there will always be a certain "waste". 

The out-patient service comprising both pre-, peri-, and post
admission episodes, consultations by psychiatrists in other wards 
(e.g., wards for neurology, medicine or surgery) and consultations 
and treatment at special out-patient clinics for alcoholics, etc., 
all these different out-patient activities have been established 
and function in many European countries (Giel and ten Horn, 1982; 
Lavik, 1983). A Danish census analysis from the Danish Pilot 
Study Area of the WHO European Study (Kastrup and Bille, 1980) has 
shown that with regard to age and diagnostic distribution the 
patients treated by private psychiatrists did not differ significant
ly from those treated at out-patient clinics. 

There is a great difference between the total consumption of 
services if analysed from a hospital based view or from a total 
service analysis' view: Based upon the hospital analysis it is 
shown that certain groups of long-stay patients or often readmitted 
patients are using heavy amounts of the total services. (Dreyer 
and Dupont, 1978). Here it was shown that long-stay patients (com
prising especially patients with organic disorders and schizophrenia) 
are carrying a heavy load in the total census material, in fact more 
than 50% of the total number of patients admitted on a census day. 
If compared with a 2-year analysis from a catchment area in Oslo 
(the above mentioned paper by Lavik) it was found that most of the 
total amount of all psychiatric patients were treated as out-patients, 
and an index based on weight points for in-patient treatment, out
patient treatment, and day-patient treatment, showed a very skewed 
distribution with 10% of the patients using 75% of the service 
resources. The whole pattern is very complicated, and as pointed 
out by Goldberg and Huxley (1980) it is important also to analyse 
the community services including the treatment in primary health 
services by general practitioners etc. 

CONCLUSIONS: 

The very simple planning where administrators wish to cut down the 
resources for one service according to the establishment of a new 
one, for instance establishment of some kind of out-patient service 
and hereby reducing the need for in-patient service, does not work. 
In many European countries the out-patient sector has been growing 
very much, and at the same time the demand for beds, including 
especially day care facilities, has been stable or in some cases 
growing. In some cases it is possible to conclude that new service 
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activities are establishing additional and better services for the 
groups previously untreated and thereby in some cases creating a 
new demand for beds and in-patient facilities. 
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INTRODUCTION 

One of the important though frequently difficult tasks faced 
by community mental health organisations is that of identifying 
attainable goals. This is particularly true where such goals 
relate to primary prevention of psychological disorder, or promotion 
of psychological health. There is of covrse no simple model for 
prevention, given the complex causation of psychological disorders. 
A further complication is that activities directed toward primary 
prevention and mental health promotion have both idealogical and 
scientific aspects. "Community mental health ••••• represents at 
one end of the spectrum a socio-political idealogy and at the 
other, an attempt to bring down-to-earth proven psychiatric practice 
in a more responsible way to the known or potential patients in the 
community". 1 This paper outlines attempts made by the Mental 
Health Foundation of New Zealand to define and implement preventive 
and promotional goals. For those less familiar with the Antipodes, 
before going on to outline specific Mental Health Foundation 
activities, I will mention a few basic facts about New Zealand 
society and the psychological needs with which r.ommunity mental 
health services are confronted. 

The relative geographic isolation of New Zealand meant that it 
was not settled until the mid 1800s. We now have a population of 
approximately 3 million, 90% of whom are of European, primarily 
British descent, most of the remaining 10% being Maori. Most of 
the population of Aotearoa, "the land of the long white cloud" as 
the Maoris named it, is spread over two long islands, with a land 
mass slightly greater than that of the United Kingdom. One 
hundred years ago approximately 80% of the population was rural. 
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However, the ratio is now reversed with approximately 80% living 
currently in urban areas. Despite an outdoor-oriented lifestyle, 
and a reputation for being "a good place to bring up kids", New 
Zealand society has its tensions, with widespread concern about an 
ailing economy, unemployment, industrial and cross-cultural ten
sions, and a sense of erosion of societal and personal stability. 
In terms of psychiatric disorder, what epidemiological data is 
available suggests that, as in other countries, 10-15% of the 
population have clinically significant psychological problems 
at a given point in time. Women out-number men 2:1 in presenting 
psychiatric problems to a general practitioner, and in admissions 
to psychiatric hospitals for neurotic disorders and depressive 
psychoses. 

The Mental Health Foundation had its origins in a trust 
established in 1974. The stated objectives of the Foundation are 
"to promote by all practicable means the mental health and well
being of the inhabitants of New Zealand of whatever race, age, sex, 
class or occupation and to advance, especially in the areas of 
primary prevention, all measures designed or likely to prevent or 
reduce the incidence of mental ill health in the community". In 
1977 the Foundation received $2.1 million from a national telethon. 
Telethons are held every year, or every second year in New Zealand 
and have become something of a national occasion. Fund-raising 
activities from one end of the country to the other are televised 
live over the 24 hours of the telethon and a strong appeal is made, 
by exuberant entertainers and public dignitaries, to support the 
cause to which telethon moneys will be donated that year. Through 
the 1977 telethon the Mental Health Foundation was publically 
committed to promoting community mental health activities, and 
mental health education and research. Not surprisingly, there is 
considerable public interest in how money donated through 
telethons is spent. 

Since 1977 the Foundation has spent over $1.5 million on mental 
health activities. Approximately $850,000 of this $1.5 million 
has taken the form of grants to community organisations, over 400 
grants in all, these being primarily to a wide range of community 
groups, most of which have chronic financial difficulties made 
worse by Government cutbacks. The remainder of moneys spent to date 
have been allocated for research, approximately $200,000, or the 
Foundation's own projects. With the pressure to disperse funds 
immediately following the telethon, the Foundation supported a 
wide range of community organisations. More recently, however, 
through experience with a range of programmes and organisations, 
and with decreasing financial reserves, the Foundation has defined 
priorities and objectives more tightly, and has focussed on certain 
service areas, needs, and social issues rather than others. More 
emphasis is now being placed by the Foundation on co-ordination 
between services and community groups, organisation of national 
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symposia on current mental health issues, advocacy to Government 
on behalf of voluntary agencies or in relation to matters such as 
current revisions of health education and mental health legislation, 
and liaison with the media in developing material designed to 
promote mental health. 

The remaining sections of this paper will be devoted to an out
line of certain areas of Mental Health Foundation activity, areas 
which illustrate both the evolution of the Foundation's activities 
and roles within the community, and also its struggle to translate 
into practical programmes an initially non-specific commitment to 
prevention and mental health promotion. The activities to be 
outlined are only some of those undertaken by the Foundation but 
are chosen to illustrate work directed toward the consequences and 
processes of family breakdown, support of women who might be con
sidered at risk in New Zealand society, and efforts to promote 
awareness of the adverse effects of violence within the family 
and New Zealand society at large. 

THE WOMEN'S REFUGE MOVEMENT 

Approximately five years ago, as the first two women's refuges 
in New Zealand set about providing support for battered wives, 
there was considerable public hostility to their activities. The 
need for such refuges was questioned and the somewhat militant 
feminism of some founding members of the refuge movement was 
rejected by many in authority and within the health services. 
Nevertheless, considerable media coverage of the issue of domestic 
violence, and discussion within mental health services, emphasised 
that the level of domestic violence was much greater than many 
would like to believe, and that existing services, for a variety 
of reasons, were often unable to support the victims of such 
violence. The Mental Health Foundation sponsored a tour by Erin 
Pizzey, a founder of the Refuge Movement in Britain, and the 
concept of refuges was promoted through public meetings, media 
interviews and workshops. Subsequently, the Foundation gave 
grants to individual refuges in a variety of urban centres 
throughout New Zealand to assist with setting up and establishment 
costs. As those involved in administration of individual refuges 
came to recognise a need to clarify policy issues, and also to 
work closely with other services and agencies, the Foundation played 
a facilitative role in assisting the refuges to become incorporated 
as a national body, for co-ordination of fund raising, public 
education and other activities. The Foundation fulfilled a further 
advocacy role in helping the refuges obtain a national lottery 
grant, which the Foundation administered for the first twelve months 
on behalf of the refuges. In the last year or so the Foundation 
has been less actively involved with the Refuge Movement which has 
become a recognised part of the New Zealand mental health scene. 
However, the Foundation's concern with violence within the family has 
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continued as illustrated by recent sponsorship of a symposium on 
child abuse which drew together Government, hospital board and 
other services involved with child abuse, services the work of 
which tends to have been somewhat erratic and poorly co-ordinated. 
The symposium led to further discussion to improve services for 
abused children. 

MENTAL HEALTH PROMOTION THROUGH TELEVISION 

In addition to supporting the work of organisations attempting 
to meet the needs of those who have suffered violence within the 
family, the Foundation has attempted to promote, through the media, 
awareness of the ways in which the stresses and strains of family 
life may be handled constructively. Several television programmes 
have been developed, in conjunction with the national television 
network, to highlight stress points in family life, to illustrate 
constructive coping mechanisms and to emphasise that services are 
available for those requiring support. One such television pro
gramme, entitled "When the Bough Breaks" set out the story of a 
young mother with post-natal depression. Hospital and other 
records suggest the probability that post-natal depression is not 
properly identified or managed and, certainly at a broader level, 
New Zealand statistics indicate the early child-rearing period to 
be one of increased vulnerability for women. At the time of 
screening "When the Bough Breaks", the documentary was given 
considerable media coverage, pamphlets were produced for 
distribution to all general practitioners throughout New Zealand, 
and regional Mental Health Groups were provided with material for 
those wishing to discuss issues raised by the programme. 

Another of the television programmes produced jOintly by the 
Foundation and one of the national television networks was entitled 
"The Love and Marriage Survival Test". The primary aim of the 
programme was to encourage viewers to explore their own attitudes 
toward marriage, sex, love and family life. The programme, of 
1~ hours duration, included documentary and dramatic sections but 
was also a participatory one, with studio audiences in two centres, 
Auckland and Christchurch, responding at certain points during the 
programme to questions in an attitude questionnaire which, with 
other material relating to the programme, had received wide 
publicity in the week prior to screening. According to a N.Z. 
Broadcasting Corporation survey, the programme was watched by 
close to 30% of the adult population in New Zealand, and received 
higher ratings than any other programme shown for approximately a 
month other than some editions of the network news. The Foundation 
also undertook its own evaluation, given the lack of research data 
on use of the media for mental health promotion. Individuals 
selected on a randomised basis from five major centres throughout 
New Zealand were contacted several days before screening of "The 
Love and Marriage Survival Test U , and were invited to participate 

334 



in an evaluation of the programme. Fifty per cent of those 
approached indicated they would be free on the night of the 
screening and willing to participate. Of the 517 persons who 
agreed to participate in the evaluation, 335 (65%) returned 
evaluation questionnaires after the programme. Most viewers con
sidered the programme to be quite informative and entertaining, 
and to a moderate degree challenging, though few considered it 
unsettling. A large majority considered that at least to some 
extent it had helped them in thinking about marriage in New Zealand 
society or their own marriage and close relationships. A highly 
significant age difference was found, with reported immediate 
impact of the programme on attitudes and decision-making processes 
being greatest for young adult viewers - a primary target group 
for the programme designers. 

TELEVISION VIOLENCE CAMPAIGN 

One further area of activity for the Foundation has been its 
monitoring of commercial television given the fact that television 
can influence the mental health of the community, and adversely 
affect certain vulnerable viewers. Over the last 18 months the 
Foundation has been involved in a campaign to reduce the level of 
violence on television, a campaign which has aroused considerable 
interest, has made mental health issues front page news, and has 
prompted discussion in the highest strata of Government adminis
tration and in Parliament. The Foundation has based its case 
on the fact that the link between television violence and 
subsequent aggression is one of the most thoroughly researched 
areas in the social sciences. There are now over 3,000 studies 
in the literature, most of which have been conducted in the 
last decade. Nearly all commentators on this literature agree 
that research has clearly demonstrated a causal relationship 
between violence viewing and aggression, particularly for young 
children and adolescents. While it is probable that boys who are 
inclined toward aggressive behaviour for other reasons are most 
severely affected by violence on television, television violence 
can and does affect normal children. The current level of violence 
on New Zealand television was established by a Foundation-sponsored 
Media Watch survey. Our current rate of 5.7 violent episodes per 
hour, when set alongside comparable figures from other countries, 
indicates that New Zealand is second only to the United States 
in the level of violence screened. To date, the N.Z. Broadcasting 
Corporation has been unwilling to acknowledge a link between 
television violence and aggression. The fact that mental health 
issues can become highly political is illustrated by recent events. 
The Foundation's report Violence on Television2 was sent to the 
Broadcasting Corporation, as a courtesy, prior to public release, 
with an agreement by both parties that no comment would be made 
until the release date. Not only does violence on television 
promote aggression, but so too, apparently, does the reading by 
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broadcasting authorities of reports on television violence. Break
ing the agreed-on embargo, the Broadcasting Corporation skilfully 
stole a march on the Foundation, attempting to discredit the 
report by completely distorting its findings, indicating that the 
Foundation's attack was directed primarly toward such beloved 
figures as Miss Piggy and Kermit from the Muppets, and the Pink 
Panther. Subsequently, the Foundation and one of the larger 
newspapers commissioned a national poll, a survey of 1,000 people 
throughout New Zealand selected using random sampling methods. 
Seventy-one per cent of those polled wanted to see less violence 
on television, compared to 62% in a similar poll two years 
previously, a finding which has been used for further press coverage 
of the issue. The debate continues and the Foundation will persist 
in its attempts to pursue what it sees as clearly a mental health 
issue. 

CONCLUSION 

It could be asserted that much of what has been described above 
falls outside the ambit of a symposium on "community mental health 
services in urban areas". Many of the Foundation's activities differ 
from those of services directed primarily toward patient care. 
Nevertheless, the principles which the Mental Health Foundation is 
attempting to implement are central to the community mental health 
"movement". First, there is a clear commitment to preventive 
activity, difficult though it may be to initiate and evaluate 
such work, and to primary and secondary, rather than tertiary 
prevention. Secondly, and arising from this, there is an attempt 
to identify "at risk" groups, and situations or stages in life 
when psychological vulnerability may be increased, and promote 
coping mechanisms appropriate to such groups, situations, or stages. 
Thirdly, recognising that the demand for professional mental health 
services frequently exceeds supply, and is sometimes inappropriate, 
the Foundation has made a deliberate attempt to facilitate the work 
of community groups and networks, and to use mechanisms, such as 
the media, by which to promote community awareness of and 
responsibility for mental health issues. 
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INTEGRATION WITHIN THE MENTAL HEALTH CARE SYSTEM IN ROTTERDAM 

Peter Verbraak 

Municipal Health Department 
Schiedamsedijk 95 
3011 En Rotterdam 
Holland 

INTRODUCTION 

In this introduction I propose to raise three themes. In the 
first place I want to go into the matter of the drastic changes 
taking place in the policy concerning the Health Care System in 
Holland. Next, I would like to mention the way in which this policy 
is implemented into the mental health care. Finally, I would like 
to elaborate the situation in Rotterdam, as this city provides us 
with an interesting case. 

THE DUTCH HEALTH CARE POLICY 

Radical changes in the policy of our national government have 
caused serious anxiety in Dutch health care. These changes in 
policy arise from a strongly increased political interest in health 
care problems. An interest especially aroused by the unmanageable
ness of the system and by a sharp rise in expenditure. Until 
recently, policymaking was in fact left to national organizations 
for professional workers, institutions and health insurance agencies. 
The Health Services Act, passed in 1982, transferred the 
responsibility for policy development in the health care field to 
political bodies, such as: the national government and provincial 
and municipal authorities. 

Three ideas stand out in the Health Services Act: 
Regionalization: the division of the country into regions in which 
a surveyable and coherent system of health care facilities is 
functioning. 
Tiering: the ordening of these facilities to the level of 
specialization and the intensity of treatment. 
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Vertical de-centralization: the transfer of competence to lower 
authorities such as province and municipality and so allowing these 
lower authorities to develop the health policy. In this process the 
lower authorities have to bear in mind national criteria concerning 
maximum expenditure, criteria for planning and criteria concerning 
quality and organization of care. The financing of health care 
follows a separate circuit, managed and controlled at a national 
level. The structure of financing is such that it guarantees all 
citizens an equal accessibility, when nevessary, to all parts of 
the health care system. 

POLICY CONCERNING MENTAL HEALTH CARE 

More than 12% of our annual national health care budget is 
spent on mental health care. Intramural care alone costs 
approximately three billion Dutch guilders·; semi-mural and non
residential care each about 300 million Dutch guilders. The non
residential care in particular, has drastically been reconstructed 
during the last two years. Until recently, a 120 institutions 
operated in this field, each comprising one or more of the classical 
specimen of non-residential mental health care, such as: child 
guidance centres, (equivalent medical pedagogical services), social
psychiatric services, services for psycho-social and existential 
problems and institutions for psycho-therapy. From the first of 
January 1982, all these activities were brought together under the 
Exceptional Medical Expenses Act. Through this measure, non
residential mental health care became a right guaranteed to all 
citizens of our country, without individual payment for treatmentor 
care. This measure, in essence a financial one, has been used by 
the national government to regulate non-residential mental health 
care. 

The country was devided into 60 regions. In each region the 
already existing institutions had to form a new regional 
organization with one management responsible for all specimen of 
non-residential mental health care Which I have mentioned before. 
Such a new regional organization only, was officially recognized; 
which means: only these new regional organizations were financedby 
the national government through the Exceptional Medical Expenses 
Act. Through this process of reconstruction, the existing 
institutions were forced, by the central government, to merge. It 
is true that for some years the non-residential mental health care 
sector, on its own initiative, has been engaged in a process of 
integration. Because of the slow advance made, it is only fair to 
state thatregionalization and integration of this sector of health 
care has been completed through heavy pressure from the side of the 
national government, up to now a unique fact in the Dutch history 

*(3 Dutch guilders 1 $) 
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of health care development. In the non-residential mental health care 
some 2,500 professionals are employed, almost equally distributed 
over the disciplines of psychiatrist, psychologist, social worker, 
and social-psychiatric nurse. The above mentioned regional 
reconstruction of the non-residential health care has to be considered 
as a first result of the policy aimed at regionalized care as 
formulated in the Health Service Act. The second phase of 
reconstruction is to be carried out now; that's to say: the formation 
of regional institutions for the total mental health care, including 
non-residential, semi-mural and intra-mural care. As a consequence 
of this, general psychiatric hospitals have to take responsibility 
for a specific catchment area consisting of a region equal in all 
respects to the catchment area of one or two institutes for non
residential health care. In such a region, semi-mural care too has 
to be united into one organization. It is still an open question 
wether this new regional sYrtem for the whole of mental health care 
should consist of one organization formed by merging of the existing 
facilities or of a institutionalised co-operative structure. 

According to me, the process of merging everything into one 
organization may paralyse a normal development. A great number of 
problems still has to be worked out. In the extra-mural care there 
is the problem of the co-operation between institutions for non
residential care, outpatients services of psychiatric hospitals and 
neuro-psychiatrists in free practice. Over and above this there is 
the great problem how to reduce the capacity of the intra-mural care 
in order to open up financial capacity for the strengthening of non
residential and semi-mural care. 

It is preferable, in my view, to arrange non-residential care 
and the intra-mural care as two mutually stimulating counterparts 
within the dynamic relationship of a co-operative structure. A 
recognizable non-residential care is necessary as a stimulus for 
the hospital not to run aground in the process of reconstruction. 
As many vested interests are at stake, such as job-security, status, 
professional opinions and convictions, this stimulus will probably 
be indispensable when intra-mural care has to be gradually 
diminished. The intra-mural care however may save the non
residential care from a slow decline towards a sort of welfare 
institute primarily concerned with psycho-social care. The danger 
of such a decline is a real one in The Netherlands. 

A policy aimed at reducing the capacity of psychiatric 
hospitals makes it necessary for non-residential care to focus it
self on social-psychiatric aid as well. After perhaps five to seven 
years a second stage of development can be reached, theconstruction 
of one organization for mental health care. 
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MENTAL HEALTH CARE IN ROTTERDAM 

Rotterdam (in size the second city in the Netherlands) is 
relatively young. In 1850 the city had less than 100,000 
inhabitants; in 1920 approximately 320,000 and in 1965, 750,000. 

At the moment there are 570,000. The sharp decline of the last 
years has come to a halt. The number of inhabitants is stationary 
at the moment. However, there is a slow tendency towards increase 
because of a carefully aimed housing policy. In the 1920's housing 
conditions and the state of health of the population were rather 
poor, even when compared to cities such as Amsterdam and The Hague. 
At that moment tuberculosis was still the major cause of death. 
The bombardment of the old inner city, in May 1940, had various 
consequences. The major consequence of the destruction was perhaps 
the disappearance of the old inner city centre; the need for 
rebuilding was a great challenge; it allowed the typical Rotterdam 
mentality, well-known in The Netherlands, to become prominent: 
spirit of enterprise, zest for work and a thorough dislike of 
bureaucracy. 

In the Rotterdam area there are 1,1 million inhabitants; 
800,000 of them situated in a densely populated urbanized area. In 
this area the world's biggest port is situated bringing along with 
it huge environmental problems into the bargain. 

In the present day population the following changes are 
perceptible: an increase in the number of aged people (at the moment 
16% of the population); a fast growth of the proportion of 
inhabitants belonging to ethnical minorities (at the moment 11% of 
the population); and a rise of the number of long term unemployed 
and people depending on social benefit (at the moment 20% of the 
population) • 

For the benefit of the Rotterdam area, three general psychiatric 
hospitals are in operation. In the region itself there is one 
psychiatric hospital, an old building with 850 beds; it should be 
renovated completely. The second institute is to be found near the 
edge of the region (in the historical city of Delft) and will provide 
the Rotterdam region itself with another 200 beds. The third 
psychiatric hospital is, at the moment, situated at a distance of 
45 km from Rotterdam but, after a renovation, it will be transferred 
to the Rotterdam region adding another 300 beds to the area. In the 
semi-mural care there are about 350 places. Until recently, the 
non-residential care was hardly integrated at all. In the framework 
of the national reconstruction of non-residential care, six 
institutes have been formed for the Rotterdam area; four of which 
for the benefit of the town and its direct satellite municipalities. 

All institutes and organizations working within the field of 
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mental health care in the Rotterdam region take part in a collective 
consultation. In this consultation efforts are made to reach 
agreements on policy development and a further co-ordination of care. 
A strong impulse for this consultation originated with the workshop 
organized in 1980 under the auspices of the World Health Organization. 
The specific subject of this workshop was the development of mental 
health care in cities as Rotterdam. In fact, the greater part of 
the participants consisted of managing-directors of Rotterdam 
institutions. The contribution of international experts, the 
efficiency of the regional office of the World Health Organization, 
but above all the hospitable atmosphere in Copenhagen (the Tivoli
park has played an important role in this conference) provided a 
condition in which the responsible managers were able to disentangle 
themselves form every day problems and were able to arrive, 
collectively, at formulating the principals for a future policy. 

In these principals regionalization of health care, in the 
Rotterdam area, was a central issue. Prof. B. Cooper form Mannheim 
University wrote an excellent report on this conference. As it is 
not yet cleared by the Dutch government, it has still the status of 
a confidential report. However, copies are available in Rotterdam. 

The development which is to be expected links up with these 
principals. In the non-residential care institutions have been set 
up with regional responsibility. There exists a system for non
residential emergency care, 7 x 24 hours. At the moment a policy 
concerning a further regionalization is being worked out. It aims 
at a primary working area for each psychiatric hospital, a collective 
policy development in this area for non-residential health care, 
semi-mural care and the psychiatric hospital, diminishing of the 
intra-mural capacity to 0.9 per one thousand inhabitants, renovating 
and building up of intra-mural psychiatric care in decentralized 
small scale institutions, which means: 

- a relatively small sized clinic with some 200 indoor patients; 
- city-key-points spread over the area which have the following 

functions: 

1. an out-patient's department 
2. a crisis intervention centre} 
3. day trea tmen t (20 - 30 beds) 
4. day or night care 
5. shortterm treatment 

(Most of these facilities are available at the moment within the 
context of the stigmatising, large intra-mural institutions). The 
organization and staffing of these city-key-points are to be worked 
out instead of classical intra-mural beds, in close co-operation 
with the non-residential care. Part of the intra-mural capacity has 
to be transformed in hostels and sheltered homes. These facilities 
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are, especially in large cities, necessary in a comprehensive care 
system. In my view it is essential that the intra-mural institutions 
transfer the responsibility for these facilities to organizations 
for semi-mural care. Parallel to this proces of reconstruction, 
work has already begun to set up such projects as a joint information 
centre. 

At the moment, the development is somewhat at a low ebb, 
consequent also to the financial problems of the treasury. In this 
way the necessary renovation of psychiatric hospitals is strongly 
temporized. A new impuls might originate with the municipal 

TABLE 1. MENTAL HEALTH REGIONS AND POPULATION DISTRIBUTION 

Region Number of inhabitants 

1. 
2. 
3. 
4. 
5. 
6. 

Waterweg Noord 
The Islands 
Rotterdam 

1) 
Centre west1) 

Rotterdam 
Rotterdam 
Rotterdam 

North East 1) 
South West 1) 
South East 

190.000 
210.000 
170.000 
230.000 
200.000 
135.000 

1) These regions comprise the city of Rotterdam and 6 suburbs. 
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authorities who in the framework of the new legislation will receive 
explicit competence to develop future plans. In a system of 
consecutive four-year plans a further co-ordinated development of 
mental health care will be stimulated and taken up by these 
authorities, in close co-operation with all parties involved. In 
this planning-process the municipal authorities of Rotterdam will, 
I hope quarantee that a clear policy will be implemented, aiming at 
a client centered care. 

TABLE 2. MENTAL HEALTH FACILITIES IN THE ROTTERDAM AREA 

Professional manpower (full-time equi v • ) - m - or beds - b -

A/F Institutes for non-residential mental health care: 

A 
B 
C 
D 
E 
F 
G 
H 
I 
J 
K 

Waterweg Noord 
The Islands 
Rotterdam Centre West 
Rotterdam North East 
Rotterdam South West 
Rotterdam South East 
Delta psychiatric hospital 
Bavo " " 
Joris " " 
Dijkzigt hospital (psych.dep.of University) 
Psychiatric dept. Schiedam, gen. hospital 

L/P Hostels/sheltered homes 

Q 

L 

M 
N 
o 
P 

Pameijer 
Zuidbuurt 
Rustenburg 
Hillevliet 
Bavo 

Centre for crisis intervention 

R/S Child psychiatry 

R Sophia Children Hospital (University) 
S Psychiatric Hospital for Children 

T/V Care for addicted people 

T Bouman hospital 
U Bouman non-residential care 
V Rehabilitation projects, methadon projects 

20 
20 
35 
45 
35 
20 

+ 850 
+ 300 
+ 250 

85 
50 

165 
20 
70 
15 
25 

5 

15 
25 

138 
65 

- m -
" 
" 
" 
" 
" 

- b -

" 
" 
" 
" 

" 
" 
" 
" 
" 
" 

" 
" 

" 
- m -
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TABLE 3. HEALTH CARE FACILITIES AND CATCHMENT AREA 
(Mental health region) 

Facilities (see Mental health region 
table 2) (table 1) 

1 2 3 4 5 6 

A, I, K, M x 
-. 
B x 

C x 

D x 

E x 

F x 
-

H, H, P x x 
------- ----- -------

0 x x 
--

G x x x 

Q, V x x x x 
~-

L x x x x x 

J. R, S, T, U x x x x x x 

TABLE 4. MANPOWER DISTRIBUTION IN INSTITUTIONS FOR NON
RESIDENTIAL MENTAL HEALTH CARE IN ROTTERDAM 
(Full-time professionals, 1.12.1982) 

Centre North South South Total west east west east 

psychiatrist 9 7 9 4 29 

psychologist 11 16 9 2 38 

social worker 8 19 7 9 43 

social 
psychiatric 
nurse 9 4 11 5 29 

Total 37 46 36 20 139 



TABLE 5. NON-RESIDENTIAL CARE IN THE REGION CENTRE-WEST: 
TEAMS FOR CHILD-CARE, ADULTS, AGED PEOPLE AND FOR 
PSYCHOTHERAPY 

Children Adults Aged Psycho- Total 
people therapy 

psychiatrist 2 3 1 3 9 

psychologist 4 2 1 4 11 

social worker 4 4 - - 8 

social 
psychiatric 
nurse 1 5 3 - 9 

Total 11 14 5 7 37 

TABLE 6. KEY FIGURES CONCERNING MENTAL HEALTH CARE IN 
ROTTERDAM (31.12.1982) 

Centre North South South 
Total west east west east 

psychiatric 
admissions in 
mental hospitals 460 340 460 150 1510 

admissions in 
clinics for 
addicted people 260 180 210 40 690 

compulsory 
admissions - - - - 220 

psychiatric 
admissions per 
1000 inhabitants 2.6 1.5 2.3 1.1 2.1 

professional non-
residential care 
(hours per week per 
1000 inhabitants) 9 8 7 5 
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COMPARISON OF "OLD" AND "NEW" LONG-STAY PATIENTS 

Jan van Borssum Waalkes 

Chief Inspection for Mental Health Care, The 
Ministry of Welfare, Health and Cultural Affairs 
Dr. Reijersstraat 12, 2260 AK Leidschendam 

Generally it is taken for granted that there are indeed too 
many long-stay patients in the mental hospitals and every
thing possible should be done to reduce their numbers. 

On the basis of this thinking, many countries, including the 
Netherlands, started a more or less fundamental restructu
ring process of the mental hospitals. 

After everything has been said and done the mental hospitals 
will be able to treat 15000 patients. At the moment there 
are about 22000 patients in the mental hospitals. 

This policy makes it imperative to take an extreme interest 
in the problems concerning the long-stay patients. One of 
the most important questions being, whether the number of 
long-stay patients in the hospitals will increase or de
crease in the future. 

In this paper data will be used, derived from the central 
case register for mental patients in the hospitals. 

It's important to note that the capacity of mental hospi
tals is mainly influenced by changes in mental health care 
outside the hospitals. In other words the capacity depends 
on other mental health provisions suitable for the chronic 
psychiatric patients. 

For example : the number of oligophrenics in the mental 
hospitals in 1980 was reduced to one third of the numbers 
in 1970, while the therapeutic results haven't changed much. 
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The only explanation for this is the building of more special 
institutions for the oligophrenics. 

Old long-stay patients are usually described as psychiatric 
patients who have been treated continuously in the mental 
hospital for a given period of time and longer. Usually the 
period of time chosen is two years. Personally I prefer a 
period of three years, because a small but substantial number 
of patients is discharged between two and three years. 

In 1980 the Dutch mental hospitals counted 21.254 beds. 
In the same year 18.558 patients had been discharged. 
90.2 % left within one year. 
5.8 % left within one and two years. 
1.5 % left within two and three years. 
0.6 % left within three and four years. 

Of the 21.254 patients at the end of 1980, 53.4 % belonged 
to the old long-stay population with a length of stay longer 
than three years. 

43.8 % of the old long-stay patients is 65 years of age or 
older. 
30.3 % of all patients in the mental hospitals at the end 
of 1980 had been staying there for 15 years or longer. 

Every year a number of old long-stay patients leave the men
tal hospitals in one way or another. 
- 1098 long-stay patients, that is 8.8 % of the long-stay 

population left in 1980 
- 633 deceased 
- 251 were transferred to other mental health institutions 
- 214 left for home or family. 
The old long-stay population can be considered as a system. 
Yearly a number of patients leaves this system. In this way 
beds for new long-stay patients become available. 
In the present situation a little more than 1000 patients 
can be absorbed yearly in the long-stay sector without cau
sing the mental hospital to grow. 

An old long-stay patient has an average length of stay of 
11.5 years. Also more than 50 % of the mental hospital pa
tients belong to the old long-stay population. So it stands 
to reason that a considerable yearly reduction in the number 
of new long-stay patients is of great significance in redu
cing the capacity of the mental hospitals. 

For example : an estimated 1000 new long-stay patients every 
year means 11.500 beds in the hospitals are needed. A yearly 
reduction of new long-stay patients by half would eventually 
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result in a reduotion of the oapaoity with 5.150 beds. 
So it is indeed of the utmost importanoe to deorease the num
ber of new long-stay patients. 

New long-stay patients are those who, after admission in the 
mental hospital, stay there for 3 years oontinuously and then 
join the old long-stay system. 
The available data show that every year about 4-5 % of the 
admitted patients will eventually be long-stay patients. The 
figures show 20.163 admissions, readmissions inoluded, took 
plaoe in 1980. 
So there are less new long-stay patients than the yearly 
available plaoes in the old long-stay system. 
This oould indioate the possibility of a slight yearly re
duotion of the total oapaoity of the mental hospitals, other 
variabilities exoluded. 
However, in the past few years there has been no reduotion 
any more. To explain this, we'll have to look at the admis
sions. Yearly the total numbers of admissions grow. This is 
illustrated by the following figures : 
in 1910 : 12.829 admissions 
in 1980 : 20.163 admissions. 
In these 10 years the oapaoity of the mental hospitals has 
already been reduoed from 26.000 to 22.000 beds; this mainly 
as a result of external oiroumstanoes. 
More patients are admitted and readmitted, but the average 
stay is shortened oonsiderably. At the same time there has 
been a shift. Slowly more and more former long-stay beds 
will be utilised as short-stay beds. 
The new long-stay patient is elusive in the oase register, 
beoause in many oases, there is no oontinuous intramural 
psyohiatrio oareer. 
In the oourse of many years again and again one tries to 
disoharge the ohronio psyohiatrio patient. After some time 
a readmission beoomes neoessary. Quite often this situation 
repeats itself many times. Therefore it's not surprising that 
the number of readmissions inoreased oonsiderably. 
In 1910 a readmission index of 100 and 1.559 readmissions. 
In 1980 : a readmission index of 212 and 3.306 readmissions. 

This understandable polioy of the mental hospitals results in 
a very long but intermittent psyohiatrio career. The patient 
simply doesn't get the ohanoe to beoome a-new long-stay pa
tient. This somewhat ridioulous observation is possible, 
beoause the old long-stay patient and the new long-stay pa
tients are artifioial notions. 
The mental hospitals have two functions, which aren't reoog
nisable as suoh. In faot there is a hospital or clinio funo
tion and a psychiatrio nursing-home funotion. Sinoe this dis
tinotion hasn't been made, the cure-patients and the oare-pa-
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tients are not recognisable in a registration system. 
It would be advisable for those functions to be practised in 
separate organisational forms. Psychiatrically speaking, this 
is also the sensible thing to do, because cure-patients need 
a totally different therapeutic approach than the care-pa
tients. 

In the mental hospital everything should be done to reduce 
the numbers of new long-stay patients. There are, however, 
signs indicating a possible increase of new long-stay patients 
in the near future. 
The register shows 3.115 patients with a length of stay from 
2 to 5 years in 1910 and 2.638 patients in 1980 were present 
in the Dutch mental hospitals. 
26.2 % was classified as schizophrenic in 1910 and 20.9 % in 
1980. 
Perhaps this signifies the possibility of treating more schi
zophrenics in society. 
- 3.9 % were classified as neurotic conditions in 1910 and 
9.8 % in 1980. This significant increase happened, notwith
standing the development of primary day-treatment facilities, 
more ambulatory care and a striking expansion of psychothera
peutic treatment facilities. 
- 5.4 % were classified as personality disorders in 1910 and 
9.8 % in 1980. Although it is said there is a growing aver
sion of the traditional psychiatric hospital, the figures 
don't support those ideas. 
- 2.5 % were classified as addicts in 1910 and 1.5 % in 1980. 
It seems certain this percentage will rise more and more in 
the following years. The consumption of alcohol is still 
rising fast in the Netherlands. 
- 14.2 % were classified as mentally retarded in 1910 and 
4.9 % in 1980. The reason for this has been discussed earlier. 

Although there are more chronic psychiatric diseases owing 
to the ageing of the population in general, this isn't re
flected in the increase of new long-stay patients, since 
these patients are transferred to psychogeriatric nursing
homes as soon as possible. 

In order to prevent the development of new long-stay patients, 
the chronic mental patients will have to be discharged as 
soon as possible. The transfer to psychiatric hostels, half
way homes and boarding houses is the most likely solution. 
It is disappointing however, to note that as yet only a small 
number of patients is indeed transferred to these semimural 
institutions. 

The semimural institutions in the Netherlands have about 
2500 beds available. It seems that the average length of stay 
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is about 5 years. The available beds are being used for only 
a small part by patients discharged from mental hospitals. 
They are for an important part directly used by chronic men
tally disabled persons directly out of society. This may 
prevent indirectly an increase of the long-stay population in 
the hospital. 
In the Netherlands it's intended to double the capacity of 
the semimural institutions. At the same time the number of 
beds in the mental hospitals will be reduced with some 2000 
beds. 
Of course these ambitious plans have to be implemented care
fully and it will presumably take many years. This program 
should enable the mental hospitals to reduce the number of 
new long-stay patients, although a substantial decrease of 
old long-stay patients cannot be expected. 
Of course it's possible to discharge many more old long-stay 
patients forcibly. This shouldn't be done. If the so dis
charged patients are obligated to live in psychohygienic 
appalling conditions, the cure is worse than the ailment. 
If an old long-stay patient is discharged, there has to be 
a reasonable expectation the patient will be better off in 
his new surroundings. 

In the Netherlands there is a growing conviction, that one 
shouldn't try to meddle around too much with the very old 
long-stay patients, aside from bettering their housing- and 
living conditions in the mental hospital. 

As said before, there are indications, the mental hospitals 
will have to cope with new categories of long-stay patients, 
especially the addicts with cerebral damage, patients with 
severe neurotic conditions and with personality disorders. 
There is, however, the understandable wish to do everything 
possible to prevent hospitalisation as much as possible and 
preferably altogether. 
The negative side-effects of hospitalisation are perhaps too 
much feared these days. 
Chances are the aforementioned patients will be treated for 
many consecutive years in society with ambulant care. There 
is the distinct danger, those patients will receive too long 
a low-care treatment. They may be kept out of the hospital 
for such a long time, that if the admission becomes necessary 
after all, it's extremely difficult and even impossible to 
cure them. By avoiding the mental hospital, new long-stay 
patients are produced. This very faSCinating hypothesis has 
to be studied very carefully. 

As mentioned before it's usually thought that about 5 % of 
the admitted patients in the mental hospitals will eventually 
become new long-stay patients. 
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It could be this peroentage gives rise to a wrong impression. 
More and more patients are admitted every year in the mental 
hospitals. Therefore the percentage of new long-stay patients 
must go down even if their numbers stay the same. 
In 1978, 1979 and 1980 the percentages of new long-stay pa
tients (3-4 years in the hospital) increased, namely 3.7 % ---
3.8 % --- 4.2 %. This peroentage was oalculated on the basis 
of the total number of the patients. 
If the percentage is caloulated on the basis of the total 
number of admissions, readmissions inoluded, there don't seem 
to be any changes, namely 4.1 % --- 3.9 % --- 4.1 % in 1978, 
1979 and 1980. 

Now these figures are somewhat distorted. In the register the 
traditional mental hospitals are registered as well as some 
psychiatric clinics, that have no long-stay patients at all. 
If only the traditional mental hospitals are taken into ao
count, the pioture is somewhat different. 
Of the patients admitted in 1978 out of other psyohiatric 
institutions 13 % were still in the hospital at the end of 
1980. Of the patients admitted in 1978 directly out of so
ciety, 4.8 % were still present at the end of 1980. 

So it seems the ever rising numbers of short-stay patients 
camouflage the slowly rising numbers of new long-stay pa
tients. 
Time wouldn't be wasted, if some research on this phenomenon 
could be done. At the same time calculations like this show 
their inadequacy. It would be much better, if the long-stay 
patients were diagnosed as such and theTh registered, indepen
dant of the length of stay in the hospital. 

It is important to emphasize the fact that the problem of 
the long-stay patients can only be solved if a consistent and 
permanent interest is garanteed. There has to be a continuous 
willingness to spend time, money and manpower on the problem. 
Optimal treatment of chronic mental patients isn't cheap, 
neither in nor out of society. 
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THE POLITICS OF COMMUNITY CARE 

Elly Jansen 

Richmond Fellowship International 
8 Addison Road, Kensington 
London, W14 8DL United Kingdom 

INTRODUCTION 

Legislative measures and societal attitudes in the developed 
countries (and insofar as they follow suit, the developing countries) 
have over the last twenty-five years demonstrated a curious contra
diction and ambivalence in relation to the provision of after-care 
services for mental hospital patients and preventive care for those 
at risk. 

AMBIVALENT LEGISLATION 

On the one hand there has been a positive response to optimistic 
"enlightened" and exciting findings regarding the relative normality 
of patients, and their ability and right to be integrated into 
society. In a number of countries these findings have resulted in 
legislation requiring statutory bodies, responsible for local health 
and social services, to ensure the availability of a range of 
facilities which can replace the large institutions and provide "the 
least restrictive setting" combined with appropriate social and 
medical support for those considered able to live outside the mental 
hospital. 

On the other hand, such legislation has not addressed itself 
to the needs, which go hand-in-hand with the rights, of those 
considered capable, after a period of rehabilitation, of taking 
their place in society. Such needs include the formulation of a 
personalised plan for rehabilitation, including access to a halfway 
house or therapeutic community - a facility which is by right 
established in a residential area - and having the cost of such 
facilities by right met by the government or the appropriate 
insurance carrier. 
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Insofar as needs and rights have been addressed by legislation, 
escape clauses have formed an indissoluble part, by design or default. 
For example: 

In the U.K., the Mental Health Act 1959 3 - at the time con
sidered a major step in the direction of "care in the community" -
allowed the powers of local authorities for provision of community 
services for the mentally ill to remain permissive, unless the 
minister gave a directive (under section 28 of the 1946 National 
Health Services Act). In 1974, the Secretary of State, using the 
powers vested in him (by the Health Services and Public Health Act 
1968), directed local authorities 'for the purpose of the prevention 
of mental disorder or in relation to persons who are, or have been, 
suffering from mental disorder ... to provide residential accommodation 
(including residential homes, hostels, group homes .. ) and the care 
of persons for the time being resident in accommodation so provided.' 
However, whilst the Secretary of State is vested with statutory 
powers to declare local authorities to be in default, and to take 
steps to enforce the remedying of such default, successive incumbents 
of that post have shown a marked reluctance to take any such step, 
despite officially acknowledging the poor record of local authorities 
in this vital respect. The then Secretary of State, David Ennals, 
in a conference in 1976, emphasised the need for public pressure on 
local authorities for the implementation of the shift to community 
care, thus evading his own responsibility, and depriving the public 
of a potentially effective means of applying pressure, i.e. legal 
redress against the authorities enforceable in the courts. 1 

The 1975 White Paper, Better Services for the Mentally 111,4 
made little headway in financial terms, although it made progress 
in the direction of administrative efficiency; it set "minimal 
standards" for a variety of community services, but conceded that 
it might take a generation before even these standards would be 
met. The present government can therefore take heart - and "take 
a generation!" An obvious loophole is to put the "recoverable" 
mentally ill at the mercy of their fellow men, expecting those 
governed to be more decent than their government. At a conference, 
held in January 1981 at Swanwick, Sir George Young (then Parliamentary 
Under Secretary, Department of Health and Social Security) said: 
'I have no doubt that the time is ripe for developing local voluntary 
action; people are more aware than they have been for a generation 
that there are and should be limits to what the government will 
provide.' He then made the unrealistic suggestion that if 'the 
people themselves' care, they will provide not only the services 
but funds to run the services, without relying on monies derived 
from taxes or rates. Such statements cast doubt on the intentions 
of government as well as on their appreciation of and support for 
the voluntary sector, which cannot ad infinitum be expected to carry 
not only the cost of initiating programmes, but the burden of 
recurring expenditure. 2 
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There is no doubt that similar examples of halfhearted legis
lation and implementation can be quoted from other countries which, 
at one time, appeared to take the need of the mentally ill or those 
at risk seriously. The Report of the President's Commission on 
Mental Health (USA, 1978)5 was outspoken about the 'deplorably in
adequate' existing provision: 

'Time and again we have learned - from testimony, from inquiries, 
and from the reports of special task panels - of people with chronic 
mental disabilities who have been released from hospitals but who do 
not have the basic necessities of life. They lack adequate food, 
clothing, or shelter ••• While not every individual can be treated 
within the community, many of the readmissions to State hospitals 
could have been avoided if comprehensive assistance had existed 
within their communities.' 

The "American Ailment" - the struggle for kudos and control at 
the expense of collective action - may make provision in the community 
more difficult to achieve than elsewhere, but almost everywhere (and 
governments can and do hide behind this) there is a lack of co
ordinated action, and provision is sparse, disjointed, hard to 
identify and incapable of being financed. Legislation has remained 
vague, unimaginative, lacking in will and decisiveness, and has most 
certainly encouraged the view that whatever else is necessary in a 
civilisation, the opportunity for mental patients to achieve integrat
ion with the community is not! The consequences, depending on the 
country concerned, are: retention of the status quo, with very little 
discharge from hospital; indiscriminate discharge, frequently with 
disastrous episodes for the patients, their families or the neigh
bourhood, and a problem-ridden emergence of alternatives to hospital, 
which are under-resourced in terms of finance, manpower and expertise. 

A WEAK LOBBY 

The legislative contradictions and the low priority given to 
preventive mental health and aftercare may be seen in terms of the 
ambivalence of society as a whole in relation to one of its products 
- for a century and more seen as waste. Society is reluctant to 
reconsider its solidarity with, and responsibility for, and liability 
to become a member of, this unfortunate segment of the human race; 
a segment which tends to be anxiety and guilt provoking, and there
fore best left alone. Such attitudes, observed (and shared) by 
government, become a godsend when the search for economic cuts is 
on! A strong 'consumer' body could defend itself against being 
the target of cuts. Although a proportion of patients could 
constructively and capably contribute to a lobby, attempting to 
'rally' the mentally ill could amount to unacceptable manipulation. 
In general, the mentally ill are not mobilised to speak for them
selves, not represented by their families because they are over
whelmed or embarrassed, and not lobbied for by community services 
because of their weakness relative to the hospital service, and 
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their (often self-imposed) isolation from related services. With 
the existence of a vocal unwelcoming community and in the absence 
of .a vocal and persuasive group of allies, the mentally ill will 
remain at the mercy of ambivalent legislation. 

Governments will, for financial and other reasons, instead of 
making inescapable stipulations for minimal standards of care and 
the right to live and be helped to live in the community, hide 
behind a world recession or even protect the rights of the community 
to reject "invaders" who would wish to join its mainstream. 

MENTAL HEALTH SERVICES AS INDUSTRY 

Another complicating factor is that the mentally ill are job 
providers. The move away from institutions, especially where it 
concerns the more interesting and "rewarding" patients, constitutes 
a loss in job satisfaction and a potential loss of the whole industry. 
Especially in the large institutions with powerful unions, and 
amongst professionals who, traditionally, have been looked to as 
the experts, e.g. the psychiatrists, there often exists an under
standable reluctance to "let go" when a patient is ready to go. 
This reluctance is frequently shared by the patient and his 
relatives, even where the major problem is not "illness" but mal
functioning due to identifiable social stress and associated 
emotional distress, capable of being resolved through exploration 
and adjustment. Illness is often the only sanctioned role in which 
a person can be dependent and vulnerable. When normal networks 
fail to provide support during a crisis, there is usually no facility 
outside the medical (or penal) system which can receive the distressed 
person. For individuals who feel unable to resolve a painful 
conflict (for example, to choose a morally right course of action 
in a potentially damaging situation),who cannot cope with the loss 
of the most significant. person in their life, or who question the 
sense of living in a world which has become too painful, the only 
options may be to "grin and bear it" in isolation, to commit suicide 
or to convert their needs into the acceptable condition of illness. 

A substantial proportion of mental ill health falls into this 
category, and can better be addressed by a psycho-social than by a 
medical approach. The question arises: when and/or at what point 
is one approach called for rather than the other, and where must 
they go hand-in-hand. In many instances different patterns of service 
can equally well meet the need, or equally badly, as the existence 
of services does not guarantee that individual needs are met flexibly. 
The debate on mental hospital and medical services versus community 
and psycho-social services, a debate which tends to be plagued by 
vested interests and tradition-bound views, needs to elucidate some 
simple issues: 
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and distress, leading to emotional or mental breakdown. 



What services should be developed to help those who have broken 
down, to prevent hospitalisation, or relapse. 

What services are needed within the local hospital to prevent 
admission to the large mental institution. 

How can the large mental institution be humanised so that it 
caters for the needs of inmates (and not primarily for the 
needs of staff - an ill which appears to exist to a larger 
degree in the larger and less personal institution than else
where), so that it can, at the earliest opportunity, refer 
its charges back to facilities where greater independence and 
integration can be furthered. 

What administrative and funding adjustments are needed to facil
itate movement between serv ices as appropriate for the consumer. 

Answers to these questions will have one common denominator: 
all these services, whether medical or psycho-social (or, for that 
matter legislative and administrative), need staff with a particular 
understanding of the situation in which the individual in distress 
finds himself, a creative involvement in his predicament and search 
for solutions, and the availability of a range of facilities to which 
one can refer. In both services, staff with the appropriate 
qualities can be found, but both services do not equally well serve 
all those in need indiscriminately; furthermore, facilities for those 
who make good progress are conspicuous by their absence, and "the 
next step" is therefore discouraged. 

In addition, each discipline has its particular basic expertise 
to offer and it would be foolish not to ensure that, in hospital 
services, nursing and medical skills are used to the full; similarly, 
that social skills and the wish to work outside the hospital are 
utilised in the domiciliary care of (ex-) patients, in need of on
going medication (e.g. injections) as well as support. Strengths 
must be utilised to the full, whilst opportunities need to be given 
to those staff who have the desire and potential to move from one 
service to another. Of necessity, this will usually mean that 
certain nurses will be selected and trained to become community 
psychiatric nurses or to take on therapeutic and counselling roles 
in community services, which could impoverish and/or demoralise 
the hospital staff as such. 

It has been suggested, at the time of the 1959 Mental Health 
Act (U.K.) and since, that patients and their carers could move 
together from the hospital to alternative facilities. Such moves, 
whilst meeting the need for redeployment of hospital staff and 
ensuring continuity of care for the patients, would not usually 
be in the interest of the latter, unless they were chronically and 
severely dependent, or unless the nurses were particularly sensitive 
to, and able to counter, the traditions and expectations normally 
associated with mental illness and hospital life. It must be obvious 
that the very acute, the more chronic and the more disabled and aged, 
will increasingly constitute the core of the hospital population 
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although, in future, their life may be lived in smaller-scale units. 
The pressures exercised by governments to make the long-term disabled 
(often geriatric patients who by now feel "at home" in the hospital) 
a priority for care in the community, whilst ignoring the needs of 
those capable of using help and of contributing once again to society, 
is another example of administrative contradiction, which can be 
more readily understood in terms of financial expedience than as a 
rational and caring framework of selection. 

AMBIVALENT PSYCHIATRY 

Burke's statement that "All that is necessary for evil to 
triumph is for good men to do nothing" is not entirely irrelevant 
where the psychiatrist is concerned. Whether his expertise is 
relevant to the situation in which a particular patient finds 
himself or not, he is in a powerful position in the hospital, the 
family and the administrative and political arena. In community 
psychiatry, his expertise in relation to the patient per se is 
likely to be recognised and utilised. His usefulness to the staff 
group of a community facility in understanding individual and group 
dynamics, and elucidating problems and options, naturally depends 
on his ability in this field, which is not necessarily one which is 
the birthright of every psychiatrist and which can - because it is 
not medical - be assigned to members of other disciplines (in the 
same way as individuals in distress do not necessarily need medical 
intervention). Nevertheless, the psychiatrist is the traditional 
counsel. Without falling into the traditional trap of attributing 
miraculous powers, it should be recognised that his status and 
influence on the government is greater than that of others in this 
field, and whilst no one can escape from his responsibility as 
citizen and, therefore, from the obligation to address the pre
dicament of the mentally ill, the psychiatrist is in a unique 
position to humanise, liberalise and socialise services for the 
mentally ill and those at risk. By acting together and enlisting 
others of the same conviction, psychiatrists could create the 
powerful lobby needed to confer on the mentally ill the rights 
which, by virtue of their human dignity, are theirs: to live in 
the least restrictive setting, to obtain help in order to enjoy 
this setting, and to contribute once more to the well-being and 
wholeness of our society. 
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POLITICS OF COMMUNITY CARE: 
A STRATEGY TO COMBINE EFFORTS OF PROFESSIONALS 
AND A CONS~ffiR ORGANIZATION 

M.A.J .• Romme 

Chairman Social Psychiatry 
Rijksuniversiteit Limburg 
Maastricht, the Netherlands 

In its broadest sense, the .term politics stands for 'occupying 
oneself with changes in society'. 
In practice, politics are connected with government policy and 
decision-making. However, the decision-making phase is preceded by 
an extensive process that can well be influenced. 

When professionals in mental health care meet to deliberate 
community care politics, they actually engage with two aspects of 
the process preceding governmental decision. 
The first is an internal discussion amongst the professionals on the 
desirability of a change in policy regarding delivery of psychiatric 
patient .care. This concerns the priorities to be adopted in terms 
of facilities. 
The second is to do with a strategy designed to influence government 
policy in such a manner that the facilities which are assigned the 
highest priority are realized indeed. 

I will gladly enlarge on these two aspects of community care 
politics in this paper. 

DESIRABILITY OF A POLICY CHANGE 

In most countries, which includes the Netherlands, the majority 
of health funds are spent on hospital care. Mental health care expen
diture in our country amounts to 3,500 million guilders, 2,900 
million going to hospital care, 500 million to community care and 
only a good 100 million to halfway houses and daycare. This means, 
when expressed in dollars, that out of every 7 dollars about 6 are 
spent on hospitals, leaving 1 dollar for community care. Halfway 
houses, therapeutic communities and other facilities receive a mere 
twenty-five cents. 
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In scientific research these past years however there has been 
a growing awareness that admittance to a mental hospital is less 
favourable to a patient's possibilities for social development than 
is his taking residence in one of a series of experimentally tried 
out alternative facilities. Last year, for instance, experiments 
with alternatives of this kind were reviewed at length by Brown & 
Kochansky in the American Journal of Psychiatry, and by Keppler in 
the American Psychologist. In their conclusions, ·these authors 
commented on the curious procedure in most countries continuing to 
grant priority to 'large-scale mental hospitals'. 

Countries such as the United States and the United Kingdom form 
an exception. There it has been tried to reduce the number of mental 
hospital beds, which endeavours have in part been successful. 
However, options like halfway houses (in America and the UK) and 
well-spread ambulatory treatment (UK) have not received greater 
attention instead, which is the reason why the decrease in bedding 
was less effective than had been hoped. Another exception is Italy, 
where a drastic change in policy on mental hospital care was imple
mented recently. 

One might expect the experiences with both experimental research 
and the change in policy in the US and the UK to lead to a reduction 
of large-scale hospitals in favour of smaller facilities and pro
grammes for well-distributed daycare and community care. 
Reality tells a different story! It is true, many symposia are 
dedicated to this theme, but changes are much too slow in materia
lizing and, if at all, are effected on too small a scale. 

WHAT IS HOLDING UP PROGRESS IN POLICY CHANGES? 

Consensus among professionals is certainly inadequate as yet, 
especially with respect to defining the most desirable proportion 
between hospital and community care services. 

In my opinion, a major blocking factor is lack of a strategy, 
sufficiently effective to influence politicians and government policy. 
To demonstrate how this influence can be exerted, I will tell you 
about our experience in the Nether1a.nds last winter, when we managed 
to change the government policy. 

ILLUSTRATION 

Last year a curious procedure was adopted by the Dutch govern
ment. After a legal provision had been instituted regulating the 
financing of community mental health care, and the government had 
issued a report on the development of halfway houses and similar 
facilities, the Minister of Health addressed a letter to Parliament 
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in May 1982 in which she announced a new construction and recon
struction programme for mental hospitals requ1r1ng no less than 
570 million guilders (or 120 million pounds sterling). Realization 
of the plan meant priority for hospital care. However, money can be 
spent only once and the flow of funds in that direction left no funds 
for development of alternatives. If we were to prevent this, we had 
to provide for a strong lobby on short notice to sway politicians 
and mobilize public opinion. 

We decided on a small action group. Apart from two professors, 
it was also joined by the Chairman of the Consumer's Association, 
a large organization of psychiatric patients. By writing articles 
in the daily press, we succeeded in generating the interest of the 
public. A controversy raged between advocates and opponents, who 
vehemently attacked one another's viewpoints in the papers, weeklies 
and trade journals. Meanwhile, the group collected signatures 
protesting against the Minister's plans. Our call for adhesion met 
with a great many positive reactions. 

We invited a few politicians for a private discourse and in 
order to advise them as widely and as thoroughly as possible. The 
articles, finally, were bundled along with an explanatory statement 
asking for a building-plan freeze. This petition was sent to all 
Members of Parliament. A few M.P. 's moved a resolution insisting 
that the Minister should abandon her intentions and change policy 
in favour of a coherent system of provisions for the small-scale 
halfway housing and community care sectors. Fortunately, the reso
lution was carried unanimously. 

WHAT WE LEARNED FROM OUR CAMPAIGN 

In the first place it taught us that politicians needed 
instruction. Without it they could not be expected to comprehend 
the far-reaching consequences of the Minister's building plans, 
which if not opposed were about to lay down mental health care 
policy for decades to come. 

We also learned that official bodies and politicians have a 
general inclination to listen to associations of interested parties. 
Hence, the development of tactics designed to effect a switch in 
policy, it is important to form a group strong enough to efficiently 
voice its aims. 

We noticed that, at least in the Netherlands, existing groups 
were particularly organized around such themes as psychiatric hos
pitals and that they were inclined - starting from the focus of 
their attention - to maintain these facilities and experience alter
natives as being competitive. For the time being, this mode of 
association means taking a conservative stand, which causes renewals 
to be implemented at an extremely slow pace. 
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Our experiences have shown that the way out of such an impasse 
~s in the formation of a group composed of professionals and consu
mers. In our case this combination of experts in technique and 
experience represented a forum which captivated the politicians' 
ser~ous attention. 

In the Netherlands, these events have prompted us to form an 
association of professionals and patient-consumers for the purpose 
of diligently pursuing qualitative improvement of mental health care. 

Summarizing, I think that if politics in community care are to 
become a success, it is high time: 

1) that professionals in psychiatric care reach agreement with their 
consumers on the most desirable facilities in order to increase 
the quality of care delivery, and also that they indulge to a 
lesser degree in the inclination shown by institutional organiza
tions to turn organizational and economic interests into leading 
principles; 

2) to recognize that progress in our scientific knowledge not only 
points to the detrimental effects of hospitalization as an iso
lating form of care, but at the same time offers indications for 
a more optimal social adaptation and development of psychiatric 
patients if use is made of community care and types of small-scale 
residence; 

3) that professionals, together with consumers - forming one group 
which is highly interested in proper care delivery - pay more 
attention to advising politicians, so as to achieve the changes 
in policy that will result in a better balanced interest in 
community care side by side with hospital care. 
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THE PSYCHIATRIST AND THE PRIMARY CARE NETWORK 

James C. Skinner 

Division of Psychiatry 
Boston University School of Medicine 
720 Harrison Avenue, Boston, MA 02118 

I wish to examine the relationship which ordinarily, exists, 
and the relationship which ideally should exist, between the psychi
atrist and the primary care physician. Although the major theme of 
this paper is the nature of that relationship in the neighborhood 
health center, in order to illuminate its vicissitudes, I wish to 
compare and contrast the actuality within the hospital setting with 
that in the neighborhood health center. 

The neighborhood health center and the primary care physician 
have emerged as important new "care-takers" in medicine, in large 
part, because of the recognition that with the disappearance of the 
general practioner and the horse and buggy doctor, an aspect of 
total patient care and in particular, of listening to the patient, 
had been lost. The psychiatrist has been asked to assist medicine 
in recovering the bio-psycho-social perspective of the physician. 

In accepting this responsibility, the psychiatrist has clearly 
undertaken an educational task. In the actual treatment of patients 
he offers himself as a role model, especially in the crucial area 
of listening and trying to understand. In the context of partici
pating in clinical conferences, he attempts to display the way in 
which "listening" can contribute to decisions about patient care and 
can significantly reduce the chronic use of the clinic or health 
center. In his participation with the entire staff, particularly 
surrounding crises in patient behavior, he can demonstrate the sig
nificant role that the feelings elicited in physician or nurse by 
the emotionally disturbed patient, can have in producing strife and 
tensions within the care-taking group. 

In the hospital, the liaison psychiatrist and the primary care 
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physician share an identical assumption about their work together. 
The psychiatrist is committed to teaching the primary care physician 
as much as possible about the diagnosis and treatment and management 
of the psychological accompaniments of the psychological stimuli of 
the symptomotology which brings the patient to the clinic. The 
psychiatrist assumes that he will be helpful in training the primary 
care physician to undertake an increasingly significant role in the 
psychological investigation and management of the psychological com
ponents of illness. The primary care physician shares this assump
tion and believes that he will increasingly become the "complete" 
physician by virtue of the educational aspects of his liaison with 
the psychiatrist. 

Unfortunately, this shared assumption is marred by an unspoken 
ambivalence on the part of each. For the psychiatrist there is the 
real reluctance to give up his expert role and to truly turn over 
his psychological competence to the other physician. For the pri
mary care physician there is a somewhat similar unspoken reluctance 
to be burdened with the psychological aspects of illness. Compound
ing this impasse is the fact that it is just those most seriously 
psychiatrically ill patients, those patients, with chronic.psychotic 
disorders or severe character disturbances that many psychiatrists 
would prefer not to treat and it is this same group of patients for 
whom the primary care physician would like to avoid accepting re
sponsibility. The only solution to this dilemma is the solution 
which has proven itself to be effective in a variety of settings. 
Before the psychiatrist offers to teach, he must indicate his will
ingness to take on the actual work with the patients who are seen as 
a bother, and annoyance or a threat to his colleague. 

In the neighborhood health center, in many ways, it is easier 
for the psychiatrist to negotiate a satisfying and satisfactory po
sition for himself. In the neighborhood health center, the emphasis 
is upon clinical patient care and not as much on education as it is 
in a hospital setting. If the psychiatrist assumes a fair share of 
the burden of clinical care within the health center, the education
al activities which he prizes will occur as a viable byproduct of his 
clinical activity. The staff of the neighborhood health center often 
understaffed and underpaid, see themselves as being involved in a 
desperate and heroic attempt to provide service to an underserved 
population. If the psychiatrist is willing to share in this as
sumption and definition of their activity, he can become an equal 
partner. 

Whether in the hospital setting or in the "field" of the neigh
borhood health center, it is useful for the psychiatrist as consult
ant and as liaison physician, to recognize something of the differ
ences with which he will be percieved and utilized by the different 
medical disciplines. 
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In working with the medical internist as the primary care phy
sician the psychiatrist will find himself more easily accepted since 
the primary care internist already sees himself as giving total care 
and is therefore not as threatened by an expert "caretaker" who seems 
to offer more than he, himself, can provide. 

In working with the obstetrician, as primary care physician, 
the psychiatrist must be aware of a somewhat different psychological 
milieu. The obstetrician who has elected a more specific area of 
medical practice and yet who places great value and satisfaction 
upon his experienced relationship with his patients, will often be 
more competitive with a psychiatrist as a member of a discipline 
which challenges his own area of extertise and worth. In conse
quence, it is common to find that a primary care physician whose 
speciality is obstetrics will often turn to psychologists for help 
with the mental health needs of their patients, finding in that non
medical discipline, less of a challenge to their own role. 

The same situation is true with pediatricians in their role as 
primary care physicians. Not only, again, have they chosen a more 
sharply defined area of medical practice than the internist but be
cause of their crucial interest in child development and of the re
lationship between child and parent as a constant concern in the 
health or illness of their patients, the personal relationship not 
only to the children but to the parents, is an important part of 
their practice satisfaction. Here again, the psychiatrist is seen 
as a more competative rival, as another physician who may encroach 
upon their territory - a territory to which they are never fully 
convinced that they can justifiably claim - unlike the internist. 
Pediatricians as do obstetricians, often find psychology a more 
comfortable discipline with which to deal. 

Curiously enough it is the surgeon with whom the psychiatrist 
may often have the most satisifying and useful liaison and consult
ant role. The surgeon has never laid claim to areas beyond the more 
"material" aspects of bodily functioning and comfortably leaves 
concerns with emotions, with fantasies and conflicts to the psy
chiatric practitioner. It is so clear that the psychiatrist and 
the surgeon are involved in such different aspects of the human 
being and by choice can not expect to share the others expertise, 
that rivalry is not a serious issue between the two. 

Anticipating these differences in the relationship both in the 
hospital and in the neighborhood health center, can provide the 
psychiatrist with useful guidelines both as to this behavior and also 
as to the disappointments and failures in his mission which he will 
inevitably experience. 

Finally, I would like to say something about the tensions which 
exist, not just between the psychiatrist and primary care physician 
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but between the neighborhood health center and the ",parent" hospital. 
It has seemed to me that it is appropiate that the psychiatrist 
examine this relationship which often is a source of great distress 
to both, and that he use his particular understanding of human re
lationships to diminish some of the tensions. These tensions, it 
seems to me, derive fundamentally from the way in which the hospital 
is seen as a demanding and restricting parent by the neighborhood 
health center to which it has often given "birth" and the way in 
which the neighborhood health center is seen by the hospital as a 
rebellious and fractious child who refuses to uphold the standards 
of his family or to recognize their "gift of life." 

In the psychiatrist's movement between the two settings, he 
can indeed help to clarify some of these issues which provide ten
sion; not by directly addressing them in the parent child modes of 
which I have spoken but by using this knowledge, he can help each 
to see the exaggeration of the threat which each preceives and can 
help find ways for each to give acceptable acknowledgement of their 
relationship. 

Finally, it is a curious fact, which needs to be noted, that 
it is only the psychiatrist who has defined this unique role for 
himself as a teacher to the other medical disciplines. Surgeons 
act as consultants to medicine, medicine to surgery, pediatricians 
offer medical advice to their obstetrical colleagues. Psychiatric 
inpatient units may have a internist who functions as a part of 
their staff, but not as an educator, not in the liaison role. It 
is psychiatry, alone, that has said "our discipline is a necessary 
part of every other general or specialized practice of medicine and 
therefore you must receive not just clinical help but education 
from us." It is necessary for the psychiatrist to recognize the 
assumption of superior wisdom which this role may suggest and to 
walk humbly with his colleagues along the common path of patient 
care which ultimately means caring for the patient. 
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COMPARISON OF DIFFERENT AUSTRIAN COMMUNITY MENTAL HEALTH SERVICES 

R. Danzinger and H. Lechner 

University Clinic for Psychiatry and Neurology 
Auenbruggerplatz 1 
8036 Graz, Austria 

An attempt shall be made to demonstrate connections between 
changes in psychiatric hospitals, the development of community mental 
health services (C.M.H.S.) and primary care in Austria. 

In Austria there are 0,74 physicians per 1000 inhabitants. 
While the number of these physicians has remained unchanged in recent 
decades, the number of specialists has increased, so that we have now 
as many specialists as physicians. There are thus an average of 1.48 
ambulant practicing medical doctors per 1000 inhabitants. 

The difference between urban and rural frequency is considerable, 
e.g., there are 2.55 doctors per 1000 in Vienna, six times as many 
as in the rural area of Burgenland (0.4/1000). 

Follow-up care of discharged patients as well as the referral 
to the hospital is mainly effected through the physicians. In recent 
years, C.M.H.S. have been set up in some areas but not in others, so 
that the question arises whether the diminuation of psychiatric hos
pitals depends on these services. 

The main part of psychiatric inpatient treatment is performed 
by ten large hospitals, whereas the much smaller psychiatric univer
sity hospitals can be considered as principal diagnostic centers (see 
Fig.l). 

The lar~,st of these about one-hundred year old hospitals have 
about 9000 be, s and a catchment area of about 700,000 inhabitants. 
The result is aturally a relatively centralized structure, and often 
the distance tt the hospitals amounts to more than 100 kilometers. 
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o = Psychiatric hospitals 

Fig. 1. Locations and catchment areas of the ten largest Austrian 
pyschiatric hospitals (9000 beds) and of the three uni
versity hospitals (500 beds) 

In the last 20 years the number of psychiatric hospitals was re
duced allover Austria. As has been the case allover the world, the 
duration of stay has also been reduced. The number of occupied beds 
per 1000 inhabitants (prevalence) however, varies considerably. Fi
gure 2 shows that we have about two occupied beds per 1000 in Vienna, 
whereas Carinthia and Lower Austria have only 0.8 beds per 1000. 
These numbers are not correlated, as I hope to show later, with the 
numbers of ambulant practicing physicians or with the existence of 
C.M.H.S. 

Different traditions in the development of psychiatry and the 
different practices of admission and discharge seem to be the most 
plausible explanations for this difference. 

The stationary incidence also varies to a high degree. - In the 
densely populated city of Vienna for example, the incidence is rela
tively high, but it is as high in the rural area of Salzburg, where 
the population density is much lower. In a different rural area- the 
east of Lower Austria- the incidence of 3 admissions per 1000 inhabi
tants is relatively small. 

Total Prevalence: 1.42/1000 Inh. 

Fig. 2. Prevalence in Austria (Laburda 1982) 
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Fig. 3. Comparison between prevalence and levels of social
psychiatric services in Austria 

The C.M.H.S. in Austria are, as far as their quantity and quali
ty are concerned, in very different stages of development, so that 
it seems useful to compare the developmental stage with the stationary 
prevalence (see Fig.3). In the lower part'of that figure we have dif
ferentiated zones of a high, average, and low developmental level. 
In the upper part we see the zones of high, average, and low preva
lence. There are areas where a comparatively well developed service 
(as for example in the east of Lower Austria) lies in a region with 
low prevalence. More often however, we can find a different rela
tionship. Good services, for example, in Salzburg and Vienna, lie 
in regions with high prevalences. In Carinthia or in Styria, where 
we have almost no C.M.H.S., the prevalence is nonetheless low. 

Thus, it can be assumed that at least in Austria the creation 
of C.M.H.S. is not the main reason for the drop in the number of pa
tients in the psychiatric hospitals. Table 1 shows some possible 
reasons for the diminuation of psychiatric hospitals. 

The reduction of the stationary prevalence depends most certain
lyon changes in the practice of admission and discharge, which are 
the consequence of an attitude change in the doctors. Reasons for 
this change are historical changes and the new possibilities of psy
chopharmacology. 

The C.M.H.S. seem to have less influence. 
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Table 1. Reasons for a Diminuation of Psychiatric Asylums 

Changes in the practice of admission and discharge 

Means of health policies (finances, etc.) 

Historical changes (occupational offers, tolerance) 

Psychopharmacology 

Development of social-psychiatric services 

Table 2. Difficulties Encountered in the Diminuation of 
Psychiatric Hospitals 

Own dynamics of large institutions 

Lack of sheltered housing facilities and workshops, 
etc. 

No service duty of the ambulant and semistationary 
services in standard catchment areas 

Rigid professional rules 

Finally we demonstrate (see Table 3) that special difficulties 
arise if you want to reduce the size of a psychiatric hospital. The 
interests of the personnel working in the hospital sometimes slows 
down attempts at reform. Lack of sectorization, and therefore no 
service duty of the ambulant and semi-stationary services, is the 
reason for the fact that patients discharged from the hospital are 
not treated, but a different clientele of less seriously ill persons. 

In a country like Austria, with the heritage of bureaucracy of 
the Austro-Hungarian Monarchy, such changes are much more difficult 
to achieve than in a country with less rigid traditions. 
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TOWARDS COMMUNITY PSYCHIATRIC CARE 

D.I. Brough, N. Bouras, and J.P. Watson 

Lewisham and North Southwark District Health Authority 
Lewisham Multi-Professional Psychiatric Research Unit 
19 Handen Road, London SE12, England 

INTRODUCTION 

Psychiatric disorders in the community are very common and 
epidemiological studies have provided convincing evidence that most 
initial consultations take place in general practice. Studies of 
this nature in the UK have shown that between one quarter and one 
third of all illnesses treated by general practitioners are 
diagnosable as mental disorders (Clare and Shepherd, 1978) and 
about 15% of the adult population at risk present to their general 
practitioners with a mental disorder in anyone year (Shepherd et 
aI, 1966). . 

Although general practitioners seem to detect psychiatric 
problems better nowadays than in the past, the referral rate to a 
psychiatrist remains highly selective and few of these people are 
ever referred beyond primary care. Goldberg and Huxley (1980) 
suggest that 250 out of every 1000 people have some form of 
psychiatric problem, but of these only 140 are likely to be recog
nised by the general practitioner as such, and of them only 17 
would be referred to a psychiatrist; of the 17 only six would be 
admitted to hospital. The effectiveness of the psychiatric help 
provided by primary care agents has started to be questioned and it 
has been suggested that the psychiatrist should collaborate more 
effectively with general practitioners to promote community mental 
health care. Various solutions have been tried such as consultant 
psychiatrists visiting general practices or psychologists, social 
workers or health visitors being attached to general practitioners 
(Brook, 1978; Johnston, 1978). 

Although such schemes have offered some advantages where they 
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have been introduced, the problem remains unsolved because of the 
large number of mental health professionals which would be needed 
to staff several locations. 

Setting 

We would like to describe the development of our model of a 
community psychiatric centre in Lewisham, SE London. This area 
comprises a sociologically mixed population of 200,000 people and, 
although it is situated in an "over-resourced" region, the 
psychiatric services have been seriously inadequate (Brough and 
Watson, 1977). There are in-patient beds at Bexley Mental Hospital, 
12 miles away, but no psychiatric beds in the district general 
hospital, no day hospital, and only limited access to hospital out
patient facilities. 

In 1976, a small group of professionals came together and 
developed a limited domiciliary-based project for assessment and 
treatment. This project created local interest and increasing 
enthusiasm and was eventually supported by both health service and 
local authority. Within two years a team was able to move into a 
vacant suburban house which became known as the Mental Health Advice 
Centre (MHAC). This Centre serves a catchment area of 82,000 people 
within the age range 18 - 64 years. It is in a pleasant residential 
area of the borough, easy to reach by public transport and it looks 
like an ordinary house with none of the appearance or associations of 
a Qospital psychiatric clinic. There is office space, room for group 
conferences, interview rooms, a rehabilitation office and a research 
department. 

It started operating in November 1978 and was staffed by a 
multi-professional team presenting an innovation in community 
psychiatric care. Today the team consists of psychiatrists, clinical 
psychologists, community psychiatric nurses, psychotherapists, 
occupational therapists, community social workers, research workers, 
volunteers and team manager. 

Patients (usually called clients) may be referred by their 
general practitioners or their community agents, or can simply 
"walk-in". They do not need to make any appointment and do not need 
to be referred before visiting the Centre. Intake, however, is 
restricted to people who live in the catchment area. Some groups, 
such as children and elderly people, are not accepted for treatment. 
Similarly, we refer alcoholics or drug addicts to specialist help. 
But to whoever knocks on the door an attempt is always made to give 
advice and point him or her in the right direction, even if the 
person cannot be accepted as a client. 

New clients are met by one of the Centre's volunteers and 
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introduced to the on duty professional. This team member then 
carries out an initial interview, makes an assessment and contacts 
the client's general practitioner to seek information and to report 
the visit. 

The whole team then discusses the client at one of the weekly 
conferences held at the Centre. If it is felt that the person needs 
more help and treatment, one member is selected as the "keyworker" 
who then maintains contact with the client, his general practitioner 
and any other agencies involved, and co-ordinates any treatment 
programme. Volunteers are also used and work under supervision of 
the professional key workers on individual and group client treat
ments. A strong emphasis in treatment is put on the family therapy 
approach. 

It was quickly realised that a number of emergency cases were 
not able to reach the Centre. A second team was formed with a 
combination of health service and joint financing funds which has 
been called the Crisis Intervention Team (CIT). This team consists 
of a psychiatrist, a senior social worker and a community nurse 
supervised by the consultant psychiatrist. The CIT responds to calls 
by general practitioners and goes to problems in people's homes or 
other places (e.g. police station etc.) Usually emergency referrals 
request admission to hospital and the initial task of the CIT is to 
assess the need for admission. Then, if admission is not necessary 
they arrange for further management accordingly. 

Assessment of the Need for and Use of the MHAC 

This report is concerned with those clients who came to the 
MHAC or were seen by the CIT during the first four years e.g. 1979, 
1980, 1981 and 1982 and these data are presented for the first time. 

The particular questions which we try to answer are: 

1. Who are the people using the Centre? 

2. What are their problems? 

3. From where do they come? 

4. How does the Centre operate? 

Results 

During the four years, 1092 clients attended the Centre and 441 
were seen by the CIT. The majority of the clients were females, 
64% for the MHAC and 63% for the CIT. The mean age for MHAC clients 
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was 36.9 years (SD + 13.4) and for CIT 38.6 years (SD + 13.6). 

Clients were diagnosed according to the criteria of the 9th 
edition of the International Classification System (ICD). Adjust
ment reaction was most frequently diagnosed 34% for the clients 
attending the MHAC. The more serious psychiatric disorders, 
schizophrenia and affective psychoses were seen less often (4% and 
6%) respectively for the same group of clients. On the contrary, 
however, schizophrenia accounted for the most frequently given 
diagnosis for CIT (25%). Most of the clients were referred to the 
Centre by their own general practitioner, 72% for the MHAC and 85% 
for the CIT. Thirteen percent of the clients referred themselves 
to the MHAC, while there was a much less proportion of self referrals 
seen by the CIT. The most common provided treatment was "counselling" 
44% for the MHAC and 37% for the CIT, but 27% of the CIT clients 
had to be admitted to the local psychiatric hospital comparing with 
only 3% of those who attended the MHAC. 

Discussion 

We feel that our results suggest that the Centre and its mode of 
working is affecting changes in the model of referrals suggested by 
Goldberg and Huxley (1980). In fact, the second and third filters 
suggested by these authors, i.e. general practitioners' ability to 
detect psychiatric disorders among patients and refer them to 
psychiatric services, may simply be consequences of the present 
service organisation. This problem might possibly disappear 
altogether if the service structure was suitably modified. 

Certainly the availability of psychiatric care in the catchment 
area has been improved by the community-oriented programme of the MHAC. 

The MHAC has contributed to making services in the catchment 
area more comprehensive by making available the expertise of a multi
professional team to both general practitioners and their patients. 
Treatment is encouraged in clients' homes and is more psychological 
than physical ranging from highly expert individual programmes to 
relatively non-specific treatments. 

There is already evidence suggesting that the MHAC is an 
innovation in community psychiatry which has served some individuals 
not previously dealt with by the specialist serVice, and thus with 
previously unmet needs. In addition the Centre has allowed a new 
approach to some patients previously dealt with by the service in a 
different way. 

As the MHAC becomes more established it is being regarded as a 
significant mental health resource. It is hoped that its effects 
will extend beyond the health care provided for individuals, to 
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have an ideological impact on the community, breaking down barriers 
between ill and well, bringing together health services, social 
services, and voluntary organisations and furthering education in 
mental health. 
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EXPERIENCE OF A MOBILE UNIT IN A GREEK RURAL 

COMMUNITY MENTAL HEALTH CENTRE 

C. S. Ierodiakonou 

Professor of Psychiatry 
University of Thessaloniki 
4 Aristotle Sq., Thessaloniki, Greece 

Greek psychiatric services have been characterized 
till recently by their centralization.Athens and Thes
saloniki, the two big cities with a total of approxima
tely 4 million people, out of the country's 10 millions, 
have been housing 75% of the psychiatric beds.Twenty out 
of the 52 districts have no psychiatric personnel either 
in the local city hospitals or the insurance outpatient 
services. 

In planning a new decentralized delivery system for 
psychiatric services certain principles had to be fol
lowed: Availability of services, continuity of care, a 
broad spectrum of out-patient services, emphasis 
on the co-operation of the family and community invol
vement.A geographical sectorization was necessary for 
such a system to succeed, and administrative, transport 
facilities etc were first seriously studied. 

In Greece such a preliminary work had already been 
done in the countryside concerning the Primary Health 
Care (PHC) network. Starting in 1956 Rural Doctors' of
fices were set up in all major villages, covering two
three neighbouring villages and thus practically the 
whole countryside. A few years afterwards(1961) the esta
blishment of the Farmers' Insurance Organization and 
free hospital care, as well as free prescribing and gi
ving of drugs to ambulatory patients (1977) completed 
the services rendered to the rural population(Kantara
kias and Ierodiakonou, 1981;Marketos and Merikas,1981). 
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A comprehensive CMHC in the countryside 

The measures adopted by the PHC services paved the 
way for other services to be added. We thought that 
close co-operation with the PHC system would facilitate 
any plans for a decentralized psychiatric delivery sy
stem. 

The occasion for an experimental start was given 
with the creation of a new Medical School in the North 
-Eastern part of the country, near the Turkish and Bul
garian borders, in 1978. The district of Alexandroupo
lis has a population of 160.000 and in its capital 
(30.000 population) the General Hospital housed at the 
beginning a small in-patient Psychiatric Unit of 16 beds 
with a 24-hour emergency service and a big Out-patient 
Clinic providing diagnostic, psychological, psychothera
peutic, consultative and social services for both adults 
and children. 

The multidisciplinary type of the personnel and the 
variety of services rendered helped in ultimately deve
loping a comprehensive Community Mental Health Centre 
(CMHC) with an annual turn-over of approximately 300 
in-patients and up to 1500 out-patients. In the town of 
Alexandroupolis, as well as the neighbouring villages, 
co-operation with the Primary Care, private and hospital 
doctors was very fruitful; in addition probation Officers, 
Schoolauthorities, Parents, Welfare Officers, an 
Anti-narcotic Committee,. Church organizations and other 
local agencies were all involved and helping the cause 
for mental health. 

Nevertheless, it became obvious that most villagers 
were unable to come in time before their condition was 
aggravated or attend regularly when needed. Tn a district 
where the capital is on the south end of its boundaries, 
with geographical and trasportation difficulties, the 
inhabitants of remote villages had to stay in town over
night in order to be examined at the CMHC and many of 
them insisted on being admitted as in-patients for fur
ther examinations, treatment etc. A proper follow-up 
under such circumstances was impossible. 

Experience of the rural Mobile Units 

In order to solve the aforementioned problems 
funds were asked from the Ministry of Health in 1981 
for two mental health Mobile Units, the first of such 
a kind in Greece. These have been staffed by two psy-

380 



chiatr;i.sts, one res;i.dent in psychiatry, two social work
ers and partly by the CMHCrs psychologist. As originally 
planned the Units would only function in conjunction 
with the PHC system. 

One Mobile Unit has been visiting twice a week 4 
small towns and has been examining patients in the pre
mises of the local HealthCentres belonging to the PHC 
and the other has been making home visits in smaller 
villages through the Rural Doctors r network. The places 
visited were 120-150 kms away from the capital, Alexan
droupolis. 

During the first 18 months of function the mobile 
Units, apart from the 4 regularly visited small towns, 
went to 36 villages. A total of 329 visits were carried 
out in that period and 2529 interviews with patients 
took place (2083 in small towns and 446 home interviews 
in villages) • 

Regarding sex, women were double in number compared 
to men. The age of the patients were in 80% above the 
40th year of life (25% of the total being above 60). 

The twice-a-week services at the 4 Health Centres 
consisted of diagnostic interviews of new cases, follow 
-ups of old cases which had been seen either at the CMHC 
in town or by the Mobile Units, drug prescribing or regu
lating the maintenance doses, consultation to the family, 
supportive psychotherapy to the patient, solving of his 
problems either by guidance or after a brief, here-and
now type of intervention(Ierodiakonou,1983). A psychia
trist was always included in the mental health team of 
the above services. 

The home visits in the villages were mostly made by 
social workers and included sensitization of the family 
to the actual problems of the patient, consultative work 
with various members of the family, emotional support to 
the patient and a possibility for him to ventilate,so
cial rehabilitation, occupational or pension problems, 
contact with the rural doctor of the village, the commu
nity authorities etc. 

Generally speaking it can be said that the nature 
of the services offered to the community of this parti
cular rural district were in 77% of the cases psychia
tric, in 63% social, in 16% referral for consultation by 
a somatic physician and in only 2.2% admission to a Psy
chiatric Department(i.e. 1.8 to the open-door Dert of 
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Alexandroupolis and 0.4 to the closed-door State Hospi
tal) . 

Diagnostically the basic psychiatric conditions of 
the patients, both of those referred to the four Health 
Centres and of those been visited in the villages at 
their homes had as follows: 
Neurosis & Psychosom. 54.4% Ment. retardation 
Functional Psychoses 13.8% Alcoholism 
Involutional syndromes 5.3% 
Organic Psychoses 5.8% 

Neurolog.diseases 
Diseases of other 

specialties 

1 .3% 
1.6% 

14.0% 
3·8% 

There were some striking differences between the 
diagnostic groups which were judged by the Mobile Unit 
personnel as in need of mental health care and those re
ferred by others. Younger people,for whom preventive mea
sures could be more effective,were chosen by the Mobile 
Unit to be visited, as well as ambulatory psychotics whose 
maintenance drug treatment should be continued. In fact 
follow-up numbers were double in the group of home 
visits compared to those referred by other agencies. The 
diagnostic group of the latter included, among others, 
at the beginning a great number of neurological cases 
because of the confusion about the actual role of a "nerve 
-doctor". 

Referrals during the first months of the Mobile 
Units' function were made mainly by the PHC network 
(upto 71.2%), while after 18 months self-referrals and 
referrals by ex-patients increased to a great extent 
(reaching upto 66.1%), showing that the public has been 
successfully informed about the services of the Mobile 
Units and that rural people started using them without 
prejudice about the psychiatric "stigma". 

The following table showing the decrease of pati
ents from the northern areas reaching the district's 
Hospital in the city of Alexandroupolis(to the south) 
proves that a great number of the population in those 
areas could be taken care of near their homes by the Mo
bile Units, with all beneficial effects regarding time, 
expenses, primary and secondary prevention etc. 

CITY GENERAL HOSPITAL 
OUTPT DEPT.-PSYCHIATRIC CASES 

19801982 
From allover the district 952 1142 
From the northern areas 332 290 

:34.9% :25.4% p (0.01 
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Collaboration with the PHC network 

In the district of Alexandroupolis PHC is mainly 
served by 35 Rural Doctors covering all villages in the 
area and the four health centres in small towns, During 
the period studied, i.e 18 months, more than three qua
rters of them were involved in the Mobile Units' tasks. 
These doctors are a kind of emergency medical force, be
ing on duty for 24 hours and most of them staying in the 
village for a minimum of one year,- a compulsory assign
ment after graduation. 

The rural doctors were given information about the 
Mobile Units' aims and about some common psychological 
conditions and their handling at a seminar, a couple of 
months after starting the visits to the countryside. Un
fortunately because of the temporary appointment of the 
rural doctors, the members of the Units had to get in 
touch with the new doctors in many villages after a few 
months. 

On the whole collaboration with the young rural doc
tors proved more than successful. Feeling that they are 
lacking proper psychiatric training, they accepted the 
mental health officers' initiative with enthusiasm and 
relief in difficult cases, they served as liaison between 
the capital's CMHC and the patient, they followed the pa
tient in the absence of the Mobile Unit and reported by 
phone on the development of his condition. The fact that 
they could dispense free drugs proved very helpful for 
follow-up patients. 

It is understandable that such a close collaboration 
gives the PHC officer a sense of security and he himself, 
after a while, acts in a consultative and supportive way~ 
in many instances he tries to solve family crises and can 
identify cases early enough. Though the time he lives in 
the village is usually restricted to one year, he gets 
acquainted with local authorities and social agencies 
through which he can help psychiatric patients in rehabi
litation, occupation etc. 

Conclusions and proposals. 

The experience of one and a half years of work by 
Mobile Units within the services of a comprehensive CMHC 
in the countryside has been very encouraging. Continuity 
of care and availability of services have been achieved 
by providing mental health personnel twice a week in the 
Health Centres (belonging to PHC) of small towns and also 
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for home visits in the villages. Collaboration with the 
PHC Rural Doctors has been extremely useful, both because 
they acted as the link between the CMHC and the patient 
and because there was a continuous referral between them 
and the Mobile Units. 

It became evident that any CMHC organizational plans 
for rural areas must be in close co-operation with the 
PHC officers, who should increasingly undertake part of 
the patient's handling themselves. CMHCs cannot depend 
on their own personnel only if they are going to offer 
comprehensive services to the total population ofa defi
ned catchment area and must gradually hand over to the 
PHC the follow-up of chronic and psychosocial cases, as 
well as prevention in episodic and transient crises. 
The PHC physician should, nevertheless, feel free to re
fer to in-patient or other CMHC services as soon as he 
encounters difficulties beyond his medical capabilities. 

Psychiatric epidemiological studies with easily ap
plied methods (Iacovides et al.,1981) will eventually 
delineate better the primary physician's possibilities 
in helping a CMHC's task, since he is the one more close 
to the patient and the family, and he more than anyone 
else can provide sufficient time and constant support 
to them.-

REFERENCES 

Iacovides,A.,Ierodiakonou,C.S.,Bikos,K. and Kantarakias, 
S.,1981, Prevention of Psychiatric Disturbances 
following Gynaecologic operations, in: "Aspects of 
Preventive Psychiatry", G.Christodoulou,ed., 
Karger, Basel. 

Ierodiakonou,C.S.,1983, Psychotherapeutic possibilities 
in a rural Community Mental Health Centre, Arn.J. 
Psychotherapy (in press) 

Kantarakias,S. and Ierodiakonou,C.S.,1981, Psychiatric 
services in Greece: a new Community-oriented policy, 
VIII World Congress of Social Psychiatry, Zagreb 

Marketos,S. and Merikas,G.,1981, Primary Health Care in 
Greece, World Health Forum, 2:69 

384 



PRIMARY CARE AND MENTAL HEALTH SERVICES IN THE SUDAN 

ABSTRACT 

M.A. Suleiman 

A/Head Dept. of Psychiatry 
Faculty of Medicine 
P.O. Box 102, Khartoum, Sudan 

Sudan has already gone some decades ahead in implementing 
primary health care before WHO proposed a new approach to promote 
health services. 

Dispensaries, dressing stations and mobile health units 
were set up allover the country to meet the urgent health 
needs of rural and nomadic communities. Primary Health Care 
figures the third in the priority scale in our National Health 
Programme 1977/78 - 1983/84. There is evidence from practice 
and annual reports that primary care programme is progressing 
satisfactorily. Yet, there is no explicit mentioning of incorporat
ing mental health within the programme. Mental health policy had 
not been reviewed; it focuses on establishing psychiatr"ic units 
in general hospitals with out-patient services. To date, these 
units have not exceeded seven in a country one million square 
miles with a population over twenty millions. 

The results of a strudy, coordinated by WHO, on the extension 
of mental health care, in which Sudan collaborated with six 
developing countries, showed that the existing health staff are 
capable of acquiring skills and applying them to provide basic 
mental health care. The amount of additional resources required 
to meet this are limited and justified. The study pointed out 
that the outstanding problems are of political, administrative 
and managerial kind. 
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In a recent conference on traditional medicine organized 
by WHO in Khartoum the possible integration of some indigenous 
healers within the national health services was examined. It was 
clear that some faith healers in the Sudan are qualified for that 
end. 

Key Words 

Primary health - Mental disorders- Faith healers - Key Informants 
- rural community. 

INTRODUCTION: 

Sudan is the largest country in Africa with an area of about 
one million square miles. The population is estimated at about 
18 - 20 million inhabitants; About 71% reside in rural areas, 
18% are urban dwellers whereas 11% are nomadic. Khartoum is the 
most urbanized province with nearly 75% of its population living 
in urban areas. 

The Sudanese are of different ethnic, cultural and socio 
economic background. Colloqual Arabic is the language of 
communication though most tribal divisions speak their own local 
diallect. The majority are of Islamic faith. There are also 
few Christians and pagan - animists. 

A large proportion of Sudanese people still believe in 
demons, evil spiritsw evil eye, black magic, witchcraft and 
other supernatural forces as cause of mental illness. A consider
able prejudice against mental illness exists; and social stigma 
is strongly attached to mental disorders. Therefore, in rural 
areas a help for a person with a mental problem is first sought 
secretly from an indigenous practioner who is usually a faith 
or a religious healer or a "Zar" spirit exorcist or "Kujur" 
therapist. All this depending on the ethnocultural background 
of the patient. 

The neuropsychiatric disorders prevalent in the Sudan do 
not differ from those seen in other parts of the World, but as 
in other developing countries, toxic factors, nutritional 
difficiencies and infections play major role in the relative 
increase of acute organic psychosyndromes. Schizophrenic, manic 
depressive psychosis and anxiety state and epilepsy are the 
major causes of psychiatric morbidity in our practice. Hysteria 
with gross conversion symptoms in young women is commonly seen. 
Alcohlism is causing a lot of concern in many urban communities 
functioning under conditions of rapid socio-economic change. 
Low prices and easy availabil ity of native wines "marisa" 
and spirits "Aragi" aggravating the situation. Dependence on 
opiates is virtually non-existent in the Sudan. Amphetamines, 
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LSD are unknown. Cannabis "Bango" is smoked in various parts of 
the country. It features as a major problem in connection with 
dependence. This is inferred from psychiatric clinic records 
and police seizures of illicit hashish. A common clinical 
presentation of hashish intoxication is a schizophreni- from 
psychosis with marked perplexity in a young man who is most 
probably a student. 

There are no official statistics on the incidence or 
prevelence of mental disorders in the Sudan. However, systematic 
surveys of psychiatric morbidity in total populations carried 
out in Taiwan (Lin 1953), Nigeria (Leighton et al 1963), and India 
(Dube 1970) have shown that the incidence of psychosis, severe 
subnormality and epilepsy among populations is comparable to 
that found in the developed countries in Europe and America. 
Using the widely accepted estimate of one percent, as the 
prevelance of seriously disabiling mental disorders in all human 
communities, the Sudanese people affected by mental health 
problems to be 180,000. When we consider relatively less 
disabling mental disorders such as minor neurosis and psychomastic 
conditions the figure will be inflated ten fold 1,800,000. 

Modern mental health care started in the late fourties 
with efforts of the late Prof. Tigani El Mahi who established 
the first psychiatric out-patient clinic. But the planning of 
psychiatric services did not keep pace with the general health 
programming of the country because of low priority accorded to 
mental health, lack of information about the burden of mental 
health problems on the community and the scarcity of financial 
resources combined with pressing needs to combat endemic and 
inter-current diseases of general health. 

The mental health resources are very meagre at the present. 
There is one psychiatrist per million of population and one 
psychiatric bed for 72,000. We have only one psychiatric 
hospital with a capacity of 150 beds. The total number of 
psychiatric units in general hospitals are 7 only. Only few 
of these units have in-patients places and some have no spaces 
for out-patients service. It is evident that with the present 
facilities, it is impossible to provide mental health care to 
the whole country. There is strong need to extend psychiatric 
care to rural and nomadic communities. 

Sudan is one of the member states of WHO committed to 
primary health care which figures third in the priority scale in 
the National Health Programme 1977/78 - 1983/84. There is evidence 
that implementation of PHC was quite smooth because the country 
had adopted a similar policy to extend general health care 
to rural communities several years before WHO proposed the new 
approach. The basic units of primary health care delivery is 
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dressing station which existed long ago. The estimated number 
of units for the total coverage of the rural community by 
1984 is 1247 units. Some provinces have already reached the 
objectives set for 1984. There is adequate number of qualified 
primary health workers to deliver health care. Drugs supplies, 
equipments and buildings were made available partly by govern
ment funds and partly from self-help group. Yet, there is no 
explicit mentioning of mental health within the programme; 
This is not surprising because mental health policy has not 
been reviewed; it focuses itself of establishing psychiatric 
inpatient units within general hospitals. To date only seven 
such units were set up in urbanized areas; two regions: the 
Southern, and Western are devoid of any form of mental health 
service. 

Based on WHOls commitment to primary health care and the 
new orientation of the WHO mental programme a multicentre 
collaborative study was launched to evaluate the feasibility 
and effectiveness of community - based mental health care. 

In 1976 Sudan participated in the WHO Collaborative Study * 
on Strategies for Extending Mental Health Care which grew out 
of the recommendation of a WHO Expert Committee to the effect 
that the detection and management of priority mental discorders 
should form part of the regular tasks of a primary health 
workers. Shagara-Jebel - Awlaia is the study area in the 
Sudan. It has a population of 59,000. It is 20 - 50 km. 
south of Khartoum between the White and the Blue Nile. The 
area had primary health care facilities in the form of dressing 
stations, dispensaries and health centres; but no mental health 
services. The study was designed firstly to develop methods 
required for priority selection, task definition and training; 
secondly, to determine the feasibility of Committee1s recommenda
tions concerning basic mental health care; and thirdly, to 
evaluate the effectiveness of such care. 

In coordination with local health authorities and local 
community leaders. a series of baseline data were collected 
by means of {i) Community survey to assess preceptions and 
attitudes concerning mental disorders and to find cases of 
serious mental disorders such as psychosis, epilepsy and severe 
mental subnormality in the community; (ii) an assessment of 
disability and family problems arising from mental disorders; 
(iii) the screening of adult and children attending primary 
health facilities to detect mental disorders; (iv) an assessment 
of the attitude and knowledge of local health workers concerning 
mental health Structured interviews and questionnaires were used 
in community surveys. Case finding was based on responses to 
seven mental disorders presented to the key informants throuqh 

* See Page (8) Note. 
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vignette descriptions. Cases of epilepsy and psychosis were 
regularly found at the rate of 5-10 per 1,000 population. It 
was striking that patients were readily brought forward by local 
people once they realize that treatment will be locally available. 
Patients and their families have been eqger to start and continue 
treatment. Another feature was that key informants approached 
have been able to name three or four persons suffering from 
mental disorder over twice as many as the blind and physically 
handicapped people known to them. Major mental disorders were 
readily regarded as serious and socially disabling and help 
is usually sought from traditional healers because of lack of 
recognition that effective modern treatment was available. 

The frequency of psychiatric disorders among the 
primary health facility attenders was found to be 10.5 - 17.7% 
for adults and 11 - 29% for children. Most patients showed 
neurotic disorders whereas conduct disorders and mental retarda
tion were seen commonly in children. The primary health worker 
recognized one third as suffering from psychiatric problems. It 
can be stated that the existing primary health facilities attract 
a large number of patients suffering from neurotic disorders. 
Epileptic and psychotic patients remain disabled within the 
community. 

Certain priorities were selected to be seen at primary 
care facilities. These are the: 

i) Psychiatric emergencies- mainly acute schizophernia, 
mania, drug or alcohol withdrawal states, suicide attempts 
and acute organic psych. 

ii) Epilepsy - Grand mal idiopathic type. 

iii) Chronic psychosis - schizophrenia. 

The essential tasks for effective management should then 
be defined in order to avoid over loading and unrealistic 
expectations from the primary health worker. These tasks were: 

i) Recognition of psychiatric emergency. 

ii) Containment: patient to be brought to place safely, humanely 
treated, not to be provoked or abused. 

iii) Control of acute excitement using a phenothiazine drug. 

iv) Observation + look for possible organic cause. 

v) Family contact = consult family, give advice, regular 
contact of family with patient. 
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Tasks (i) and (ii) can be assigned to community members, 
traditional healers, policemen and teachers. 

Training of primary care personnel is mandatory. As for 
community leaders, policemen, teachers and religious healers 
a short series of seminars on mental health education can be 
planned. For health workers, training can take place stepwise 
as follows: 

i) A short in-service training course of existing health 
workers. A two to three hours session held weekly. The contents 
of the courses are lectures, discussions and practical experience 
with psychiatric and epileptic patients - constraints: 

a) transport difficulties 
b) instability of primary health workers due to frequent 

transfers from one health facility to another. 

ii) The design of mental health component in the basic training 
of primary health worker. 

iii) Further supervision and refresher courses. The methods 
and material used in the training of auxiliary health workers in 
mental health. 

Provision of Drugs 

Psychtropic drugs found to be essential for primary 
mental health care were: chlorpromazine, Amitriptyline, 
diazepam and phenobarbitone. These drugs can be safely 
used by non specialist staff and that a high proportion of 
all patients needing paychotropic medication can be treated 
with these drugs. The drugs to be handled by the most simply 
trained staff are phenobarbitone and chlorpromazine tablets. 
These are used for mainenance theapy of epilepsy and chronic 
psychosis at low cost of 6 US cents and US $1-20 respectively. 

In Shagara Jebel Awlaia one of the important ways to 
make communities to participate in the impementation, adoption 
orientation to mental health care was visits by research team 
members to the villages of the area, talking to community leaders 
and by making direct contact with patients and their relatives. 

This will lead to policy review affecting primary health 
care, excisting mental health services training programmes and 
resource allocations. Incorporation of mental health in 
primary health care will be taken more seriously. 

In a recent intercountry conference on traditional medicine 
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organized by WHO in Khartoum the possibility of integration of 
some indigenous practioners within the national health services 
of the countries of the Eastern Mediterranean region was examined. 
It was clear that some faith healers in the Sudan are capable of 
providing basic mental health care. 

Conclusion 

The evaluative results of the WHO Collaborative Study show 
that effective set of interventions for defined priority mental 
disorders can be devised within regorous resource limits. 
Observeable changes in the knowledge and attitude of health 
workers can occur, individuals suffering from disabiling mental 
disorders have been reached and provided with effective treat
ment in significant numbers. Appreciable shifts in community 
reactions to mental disorders have also occurred. 

The out-come of the study provides a substantial basis 
for planning future community mental health which did not 
feature in the National Health Plans primary health care programme 
in the Sudan. The detailed material from the intervention phase 
(e.g. training material, case register techniques, list of essen
tial drugs, reporting systems, methods of on going evaluation) 
is available for further use. The existing health staff are 
capable of acquiring mental health knowledge and skills and apply
ing them to provide basic mental health care. The amount of 
additional resources required to do this are limited and are 
fully justified by the improvement in health status of the 
population. The outstanding obstacles are of political, 
administrative and managerial kind. What has been achieved on 
a small or medium scale, must now be applied nation-wide. 
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CURRENT DEVELOPMENTS IN HOSPITAL AND 

COMMUNITY SERVICES FOR THE MENTALLY ILL 

J.K. Wing 

MRC Social Psychiatry Unit 
Institute of Psychiatry 
London, SES 8AF 

INTRODUCTION 

The problems dealt with in this paper are common to developed 
and to developing countries. The needs for various kinds of 
treatment and care of people who become severely and/or chronically 
mentally ill are much the same in all parts of the world. How the 
needs are met will, of course, vary according to tradition, culture 
and local resources; the same principles can be applied in many 
different ways. No one ideal pattern of psychiatric services can be 
recommended for use everywhere. 

THE PROBLEMS PRESENT BY MENTAL DISORDERS 

The essence of the matter is that psychiatric, like other, 
services tend to be established and maintained for a variety of 
reasons, not all of which have to do with the relief of the 
problems presented by people with mental disorders. The central 
problems take the form of personal suffering due to painful 
psychological experiences, limitation of activities and 
achievements due to psycho-biological disabilities, and distress 
or damage caused to others because of the disturbed behaviour of 
the afflicted person. These central problems are often amplified 
by social disadvantages such as poverty, lack of education or 
work opportunities, stigma or lack of understanding, absence of 
social support and inadequate facilities for care. These two sets 
of factors, in turn, affect the individual's self-esteem and 
self-confidence and may lead to a low expectation of the quality 
of life he or she can achieve. This may be realistic if help is not 
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forthcoming but may be an obstacle to progress if it is. 

The more that is known about the nature, frequency and causes 
of the central problems the more rationally can clinicians prescribe 
forms of help that are effective, acceptable and economic. 
Knowledge about the epidemiology, course and response to 
medication of schizophrenia, for example, is now substantial. Just 
as important, there is now accumulating a body of knowledge about 
certain environmental factors that, in some cases, precipitate or 
prevent an acute attack and others that, in some cases, increase or 
diminish the negative impairments. The role of institutionalism in 
promoting dependence (not only, incidentally, in hospitals, but 
in the alternatives to hospitals as well) is now better understood. 
The extent to which the need for medication is affected by what is 
happening in the afflicted person's 'social space' is becoming 
clearer. 

Such information makes it easier to plan and adjust a long-
term programme of help for someone disabled by chronic schizophrenia. 
If, for example, there are factors in the family environment that are 
likely to lead to relapse, a decrease in the amount of contact with 
that environment may be as effective in lowering the degree of risk 
as increasing the amount of medication. Decreasing the amount of 
contact can be achieved in many ways, depending on what is most 
appropriate in the area concerned. 

Of course, schizophrenia is only one of many conditions about 
which knowledge is slowly accumulating and many of the problems 
presented to psychiatrists remain mysterious. The point I want to 
emphasize by using these rather elementary illustrations is that 
one should always approach a topic such as the theme of this 
meeting by considering, first, the nature of the problems presented 
by a particular clientele and, second, the forms of help that are 
most likely to relieve those problems. Services only exist to 
'deliver' those forms of help; to facilitate primary, secondary 
and tertiary forms of prevention, to minimise suffering,disability 
and disturbance, and to foster a decent quality of life. Services 
are not particularly interesting in themselves. They were not 
created for staff or administrators or social historians. 

PRIMARY MEDICAL CARE 

In-patient and out-patient care, at least as these terms are 
understood in the United Kingdom, constitute only part of the 
psychiatric services. They are not appropriate for the very 
substantial proportion of the general population who suffer from 
'minor neuroses' or 'mental ill-health', most of whom are treated 
at the primary care level. General practitioners are also 
responsible for referring people with more severe conditions to 
the specialist services. One of the interesting developments of 
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recent years, however. has been a tentative overlap between the 
two roles, by giving general practitioners more responsibility 
within the hospital service, by providing psychiatric consultation 
in primary care health centres, by attaching psychologists, nurses 
and social workers to general practices, and by involving family 
doctors in crisis intervention schemes. 

These developments are particularly evident in the more 
affluent areas, perhaps because they attract the best doctors. 
However, if it means that specialists are starting to become more 
responsible for the less severe forms of disorder, as happens in 
some countries where there is no separate primary care system, 
it could affect the priority accorded to severe illness. It need 
not have this implication. Three-quarters of patients discharged 
from hospital after treatment for schizophrenia, for example, go to 
see their general practitioner during the following year. Both 
patients and relatives value the services of a good family doctor 
above all else. The scope for cooperation between primary and 
specialist levels, in order to improve the service overall, is 
therefore great. 

CHANGES IN IN-PATIENT CARE 

However, the most striking changes in recent years, throughout 
the developed world, have occurred in the hospital services. When 
the first small asylums were set up during the early part of the 
nineteenth century, there was a more or less coherent philosophy of 
gentle re-education towards conformity with a generally accepted 
code of social behaviour that came to be known as 'moral treatment'. 
We feel some distaste, nowadays, for the paternalistic values 
implied, and, of course, many asylums were far from being 
'therapeutic communities'. Nevertheless, the contrast with the 
alternatives in workhouses, 'single care' and destitution was 
tremendous and it is sometimes forgotten that discharge rates were 
as high as they are today. 

It has still not been fully explained why this early promise 
was not fulfilled and why the pendulum, which had swung, under the 
influence of the reformers, away from community neglect, moved 
past the point of balance towards the other extreme, institutional 
custody. It was not until the 1930s that it began to swing back, 
gathering impetus during a new wave of reform after the second world 
war. It was in 1961 that one of our own government ministers spoke 
of bulldozin~ the mental hospitals. 

This idea, that large and remote hospitals could be closed and 
people afflicted with severe mental illnesses could be treated and 
cared for in other ways, has had tremendous impact everywhere in 
the developed world. It began with new programmes of social 
rehabilitation in the hospitals themselves and in the forging of new 
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links between hospital and community. The concepts were not unlike 
those of moral treatment, more than a century earlier. The discovery 
of the new medications demonstrated that these ideas could be applied 
even in the most old-fashioned and custodial hospitals. Although 
the movement has been more rapid in some States of the USA and in 
Italy, and more cautious in the Scandinavian countries, Germany 
and the United Kingdom, and although countries like Finland still 
have very high bed numbers, the underlying idea has been extremely 
powerful. 

Of course, it has sometimes been taken to unrealistic extremes. 
Protagonists have seemed to argue that the problems would disappear 
with the hospitals. The anti-psychiatry campaign claimed much of 
the credit for a movement that began in the hospitals themselves, 
although, of course, it was already 'in the air' waiting to be 
exploited. But now we can take a more sober look at the consequences 
and at the implications for the future. 

In the U.K., where the numbers of people in psychiatric 
hospitals are less than half what they were at their peak in 1954, 
an overwhelming proportion (86%) of the money supporting the 
statutory care of the mentally ill is still devoted to hospital 
services. Most people in hospital are still 'long-stay'. It is 
less easy now than in Victorian times to match the enormous resources 
then put into building the large hospitals in order to provide a new 
pattern of 'community care'. 

TIlE MEANING OF COMMUNITY CARE 

The term'community care' promises much but the reality is often 
bleak. Inner city areas are notoriously deficient in social supports, 
although this is where many people with mental disablement 
accumulate. The residents of more affluent suburbs may be pre
occupied with material standards that demand a conventional 
normality. Even supposedly socially integrated rural villages may 
fall short of romantic expectation. Neighbours do not always help 
or even sympathise with the problems of the family containing a 
mentally i 11 member next door. 

Indeed, formal systems of service delivery developed "because 
the informal networks of mutual aid in local communities were 
manifestly incapable of meeting the kinds of personal need which 
arise in complex industrial societies". Some rural communities where 
the extended family is the norm may perhaps offer an exception, but 
the pace of development may well overtake them as well. Simply 
relying on closing large and remote hospitals will not achieve decent 
community care. The responsibility will simply be transferred to 
the families and personal supporters of the mentally ill, who will 
not be able to cope. Three principles must be fulfilled first. 
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District responsibility 

There must be identifiable responsibility for providing services 
within a defined geographical area. This can take many forms but 
it must include mechanisms for recognising which people within 
each District have substantial needs for care and for arranging 
the most appropriate form of service 'delivery'. 

Comprehensive coverage 

Services must be flexible enough to cater for a wide variety 
of needs. A smoothly functioning emergency service is one of the 
key elements in provision. Crisis intervention, particularly when 
based on knowledge about people and families likely to be at risk 
and not solely geared to responding after crises have occurred, 
can fill in many or the gaps left by inadequate provision elsewhere. 

Treatment services should be based in a wide variety of 
community centres (including day hospitals and hostels), not only 
1n hospital wards. 

A range of day and residential units is required, providing 
for those whose needs are for shelter and security at one end of 
the scale to those at the other end, whose main need is for help to 
participate in social activities outside working hours and at week
ends. The broader the range of facilities the more it is possible 
to concentrate on preventive measures and to pay due attention to 
the quality of life of the people involved. 

The fact that 'new' long-stay patients are still accumulating 
in mental hospitals suggests that experiment is needed in creating 
forms of sheltered community that will not perpetuate institutionalism 
but can be more closely linked to the general life of the community. 

Counselling and advice concerning how to live with chronic 
disability is now regarded as an essential part of a service for 
people with physical ill-health or disability but we have not yet 
realised how important this function is for people with mental 
disablement. Out-patient clinics, welfare agencies and domiciliary 
visiting schemes should regard this as one of their most important 
functions. Advice on welfare provisions is an integral part of such 
a service. The functions of community psychiatric nurses and social 
workers now overlap considerably but, between the two, there is the 
nucleus of a system in every district. 

Integration and continuity of care 

If the functions formerly carried out by large hospitals are to 
be devolved to a range of smaller centres, some hospital-based, 
others not, there is an over-riding need for coordination between the 

397 



scattered elements of the service. It is very easy for each isolated 
unit to develop its own admission, treatment and discharge politicies 
without consultation with the others or relevance to an overall 
policy for the District. A mechanism for uniting the efforts of 
all levels of the service - individual care coordinators, multi
disciplinary teams, hospital and non-hospital residential and day 
units, advice centres, voluntary organisations, and management 
committees - is needed in every District. 

Evaluation and monitoring 

Many countries have methods for monitoring health and social 
services but these are often ineffective. Evaluative research is 
now beginning to be taken seriously in some countries. This, 
together with an Inspectorate monitoring publicly stated standards 
of care, can contribute to an overall improvement in standards 
without necessarily entailing a large increase in expenditure. 

IMPLICATIONS FOR PSYCHIATRIC SERVICES 

Whether a country is diversifying its mental health services 
away from a model based on large and often remote hospitals, or 
whether it is building up its services from scratch, the same simple 
principles apply. Both in developed and in developing countries 
there is an opportunity to learn from the experience of the past 
quarter of a century in order to move towards a service that is 
responsible, comprehensive and integrated. Obviously, more progress 
can be made in some countries than in others, but if we fail, overall, 
to take this opportunity we shall be left with one policy (that of 
large institutions) discredited but the only alternative (compre
hensive community care) unachieved. Patients and their families 
will be the ones to suffer. There is surely no question but that 
all psychiatrists should be promoting the principles of good 
community care for those with severe and chronic mental disorders 
or that this is the group that deserves highest priority. 
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NEW TRENDS IN INPATIENT AND OUTPATIENT CARE IN EUROPE 

John H. Henderson 

Regional Officer for Mental Health 
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INTRODUCTION 

Regional Office for Europe 
Copenhagen, Denmark 

The remit of this paper is to describe briefly an international 
study, methodology and experience with the monitoring and evaluation 
of new trends in inpatient and outpatient care. 

At the beginning of the 1970s, the World Health Organization 
(WHO), as the United Nations agency with commitment to international 
health affairs, and, in particular, the facilitation of the exchange 
of information, embarked on a major study of mental health services 
in Europe. This study, conducted by the late Dr A.R. May, brought 
together a wealth of material on the classification of mental health 
service activities and resources in Europe. It was an attempt to 
capture, in measured terms, the international perspective of devel
opments in hospital and community services in the Member States in 
Europe, described in detail in the preceding paper by Dr J. Wing. 
This valuable experience was published by HHO in 1976. However it 
was evident that there were large gaps in the information available 
from national sources, usually the ministries of health. The gaps 
were largely in those areas of alternatives to inpatient care. 

There has been, of course, in Europe a tradition of well estab
lished accounting of inpatients in many countries over a century or 
more. Also, the information systems then available at the beginning 
of the '70s tended to deal with episodes and not with patients them
selves and their unique experience within the systems, which have 
become much more comprehensive and at the same time more complex in 
their organization. In a phrase, the dynamic of the patient's expe
rience was missing. 
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The Study of Mental Health Services in pilot Study Areas 

In order to assist Member States in improving the information 
systems for planning, development, monitoring and evaluating their 
mental health services, a study was begun in 1973 of mental health 
services in pilot study areas. It was believed that more detailed 
information could be collected more effectively, permitting more 
intensive study of conditions and services, in a locality within a 
country. 

The project was established in 21 pilot study areas in 16 coun
tries. The areas selected varied widely in size and number of popu
lation, the demography, the socioeconomic characteristics, and a sur
vey provided the required information on these and included an inven
tory of the mental health resources. The study, which was concerned 
chiefly with the organization and evaluation of mental health serv
ices, has had a significant secondary outcome which has been the ex
tension to many areas of the methodology of case registers based on 
medical recording and data collection systems. 

The preparatory work was carried out initially in 11 areas in 
two phases. Phase one from 1974 to 1976 covered the preparation of 
the patient information, the collection of data, and an important 
event of this time was a prevalence count of patients in treatment -
a census of patients. 

Phase two from 1976 to 1978, included the study of two small 
cohorts and their follow-up over a period of one year; a cohort of 
inpatients and a cohort of outpatients, both identified on admission 
to the services. Concurrently, in phase two, some teams undertook 
additional studies such as a 'team activity study' and studies on 
'cost analyses I • 

The results of these two phases are condensed and summarized 
very briefly. There were tremendous differences in the proportion 
of patients in the different areas, particularly the inpatients, who 
had had previous psychiatric contact before entry to the cohorts. 
The variation was from 4% to 72% among the inpatients, and from 2% 
to 34% among those admitted to the outpatient services. Significant 
also, were the wide differences among areas of the sources of referral 
and the agencies of referral to the service. But, generally speaking, 
most of the diagnostic categories identified, showed that it was 
neuroses and personality problems in the outpatient services, while 
inpatients were predominantly psychotic or organic cases and this 
held good for all areas. Those areas with a high proportion of 
elderly, showed the expected increase in mortality rates. Some areas 
discharged a high proportion of patients after first contact, while 
others, commonly those with ambulatory alternatives to inpatient 
care, retained the patients but transferred them within the elements 
or the components of the comprehensive service. The majority of 
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inpatients in all areas had left hospital within three months, and 
very few outpatients were admitted later in that year as inpatients. 
In some areas, and especially those with an older population, a sig
nificant proportion of patients stayed in hospital care continuously 
throughout the year. 

The following variables were identified as indicators of service 
need and service use: a high population density and high percentages 
of the very young or the very elderly in the population. Critical too 
for purposes of evaluation, were the numbers and types; the catego
ries of mental health staff. Patient admission rates, prevalence 
rates of different categories of patient and the length of stay, were 
all needed in order to strengthen the planning and evaluation process. 

In phase three, 1979 to 1983, the cohort studies and the descrip
tions have been extended to the 21 areas in 16 countries (see Fig. I). 
The cohorts of this phase are composed of no less than 200 consecutive 
patients, who had no contact with the services during the previous 
six months and who were aged 15 years and over on entry. The data 
were collected on admission to the service, and the patients were 
followed up within the service for a minimum of one year and in most 
areas for two ye.ars. In these larger cohorts which were studied over 
a two-year period, the percentage of patients, for example, with a 
diagnosis of psychosis varied from 15% to 62% of the total and for 
those patients again with a diagnosis of psychosis the number of out
patient contacts during the two years varied in the services from 
2.6% to 35.4%. When the total of all service contacts is calculated, 
the total number of contacts per case of psychosis ranged from 24 to 
180, and of these contacts, inpatient experience varied from 3% to 
25% of the time involved - that is the one or two year period. 

CONCLUSION 

These wide variations then, in the use of services, especially 
ambulatory care, are being studied further in each area and analysed 
against the background of the detailed information and knowledge of 
the services and the resources provided and the patterns of organiza
tion. The conclusions of the study will be presented at an inter
national conference to be held in Europe early in 1984, and will be 
published by the World Health Organization. 

This study of methods of information gathering on patterns of 
service and their use, has been conducted fairly successfully at 
a local, or micro-level, and a complex analysis is being achieved. 
But at the macro-level, that is at the national level, a repeat of 
the 1972 experience of information gathering on national mental health 
data has already shown that large gaps still exist in national data 
collection on mental health services in many countries in Europe. 
This is particularly so with regard to outpatient, daypatient, and 
the other ambulatory and alternative services to inpatient care. 
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It does appear therefore that a major international commitment to 
definition and methodology for data collection on mental health 
services for cross-national collaborative and comparative studies 
remains an urgent necessity if we are to improve the evaluation and 
planning of this complex of networks of service available today in 
most of our countries. 

The author wishes to thank the Programme Committee of the 
Congress for this opportunity to present the researches of the 
many workers in the pilot study areas, to thank them on behalf of 
the Organization for the large amount of work and commitment to this 
proj ect over many years. 

FIGURE I Mental Health pilot Study Areas 
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ASPECTS OF IN- AND OUT-PATIENT CARE IN ECONOMICALLY 

UNDERPRIVILEGED COUNTRIES 

Jorge Alberto Costa e Silva 

Department of Psychiatry 
State University of Rio de Janeiro 
Rua Getulio das Neves, 22 
Rio de Janeiro-RJ, Brazil 

INTRODUCTION 

The economic, social, and political situation of underprivileged 
countries reflects on the medical care and on the educational pro
cess of their people. Therefore, when we speak about psychiatric 
care among the underprivileged, we will find certain elements pecu
liar to each culture and others which are common to underprivileged 
people everywhere. Naturally, the uneven distribution of income, 
social injustice, and -great misery existing side by side with opulent 
wealth in these societies will have repercussions in psychiatric 
care. In these countries psychiatry is not a priority. More care 
is given to the undernourished and those suffering from infecto
contagious illness and tropical diseases. 

Among the poor, the body is the only element left as reference 
of their existence. Therefore, it is natural that the sufferings 
directly related to the body get more attention than those related 
to behavior. It would be difficult to speak about all specific 
aspects of all the problems that are the starting point of psychiatric 
care among economically underprivileged people. However, we can 
choose one country as an example, and see how these problems are 
taken care of. 

I will choose Brazil, my own country, as a model. Despite the 
fact that it is called a developing country, Brazil has a big foreign 
debt of around 100 billion dollars, and a process of income distribu
tion that is extremely uneven, resulting in great descrepancies from 
the social, cultural, and economic point of view. For these reasons, 
despite the fact that Brazil is a country with a great potential, we 
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can consider it, from the economic point of view, underprivileged. 

We have seen, not only among us, but throughout the world, a 
great increase in the rate of mental illness. In the last 30 years, 
the population of Brazil has risen from 52 million to 130 million in· 
habitants. In the same period the economy has multiplied its real 
product by a factor of 10, and per capita income has increased 4 
times. However, the accelerated advance of capital production has 
caused serious distortions and displacements which, paradoxically, 
have aggravated the difficulties of the majority of the population. 
The unfair and uneven distribution of income is responsible for the 
fact that 46.4% of the economically active population receives one 
or less than one minimum salary (US$ 67.00), and 50% of the total 
population receives less than two minimum salaries (a global indicator 
of national income). These distortions have prevented the social 
progress that might have been expected and have lowered the standard 
of living of the great majority of our population. 

The accelerated demographic expansion, the progressive urban
ization of the population, which in the last 17 years has seen 70% 
migrate to the big population centers, the detachment from familial 
ties, the poor housing, the lack of proper nourishment, the diffi
culty of transportation, and widespread unemployment are factors of 
tension and conditioners of a constant increase in mental illness, 
mainly epilepsy, alcoholism, psychoses, and oligophrenias. 

The subculture of poverty in itself, and by itself, determines 
a psychic mutilation which leaves the population more vulnerable to 
psychic disturbances and gives those disturbances a more serious 
aspect. Considering the vastness of the problem, and the gravity of 
the mental disturbances, whose incidence in our environment is cal
culated at 10% of the population, we are forced to take an epidemio
logic point of view. 

Despite the progress in pharmacology and in psycho- and socio
therapeutic techniques, the national mental health system in Brazil 
is based on in-patient care, stressing shelter and custody, with very 
few resources for out-patients. 

CURRENT PATTERN OF PSYCHIATRIC CARE IN BRAZIL 

Psychiatric care in Brazil, in the great majority of cases, is 
furnished by Social Welfare, which covers all of the Brazilian work
ing force. The Federal Government and the state governments also 
offer some psychiatric care, having some in- and out-patient services. 
The private sector also has hospitals, most of which work with Social 
Welfare. Recently, under new covenants with Social Welfare, some 
Brazilian universities have also begun to provide medical care and 
training. 
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Though it can boast occasional innovating experiences, psychi
atric care in Brazil has always been centered in the asylum hospitals 
which were used, and still are used, as depositories for psychiatric 
patients who enter to be hospitalized temporarily but end up staying 
as permanent or intermittent guests of these institutions. 

The number of bed-days used in psychiatry increases about 15% 
annually, which shows a pattern of special attention to the psychiat
ric care of in-patients. Out-patient care has always existed, how
ever on a much smaller scale, with the psychiatric staff usually 
located within the hospital, and the out-patient services functioning 
with just one psychiatrist, with short consultations, and without 
follow-up. Sometimes, in the same course of treatment, the patient 
is seen by different psychiatrists, with the doctor-patient relation
ship not established between two persons, but through a record form. 

Another aspect of psychiatric care in Brazil is the great dif
ference from one state to another, with the quality depending on 
economic resources, since Brazil has some areas more privileged than 
others, just like any other country of the third world. The utiliza
tion of psychiatric hospital beds, the priority resource of this 
pattern, varies from 7.8 bed-days per 1000 beneficiaries per year in 
Mato Grosso do SuI, to 368 bed-days in Rio de Janeiro, with a nation
wide average of 227 bed-days per 1000 beneficiaries per year. 

Assistance to out-patients also varies from one region to another, 
from an extreme as low as 9 consultations per 1000 beneficiaries per 
year in Maranhao. An analysis of the data on utilization of hospital 
beds and the care of out-patients leads us to conclude that the main 
factor determining the smaller or greater use is the number of beds 
available in the medical care network of the region. 

In 1981, Social Welfare paid for the use of more than 19 million 
bed-days in psychiatry. That means taat about 52,000 beds were occupied. 
In the same year, some 4 million consultations were given. Of the 3 
million dollars spent in psychiatry for the services of private parties 
by Social Welfare, 96% was for in-patient care and only 4% for out
patient care. This modality of psychiatric care, which benefits the 
proprietors of the institutions, a segment of the population of great 
economic power, with emphasis on hospitalization, perpetuates the 
following distortions, in violation of the current philosophy of 
reorientation of Social Welfare psychiatric care, elaborated by the 
Consultative Board of the Health Administration in Brazil. 

- Unnecessary hospitalizations; 
2 - Great variations in the quality of the treatment offered 

by the hospital network, which at times fails to observe 
the basic rules of medical care, and may even give rise 
to iatrogenic acts; 

3 - Compromising of the efficacy of out-patient services; 
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4 - Several admissions of the same patient to the system with
out the necessary integration between out-patient services 
and the hospital, and failure to use the intermediate 
services (psychiatric emergency, day care, and night hospi
talization) which would enable the patient to spend more time 
in his familial environment, and would reduce the number of 
hospitalization demands; 

5 - Absence of adequate medication, making it difficult to main
tain the treatment of out-patients; 

6 - Establishing the wrong diagnosis, at times leading to longer 
periods of hospitalization; 

7 - Early medical release, with the purpose of avoiding deadlines 
established by the accounting system; 

8 - Discharge from the hospital, and very often immediate read
mission, as a way of avoiding prolonged periods of hospi
talization, for which the process of payment by Social 
Welfare is much slower; 

9 - Inadequate and priority utilization of the resources avail
able to the State and Municipal Health Secretary of the 
Health Ministry; 

10 - Lack of integration between psychiatry and the other clinical 
areas in the medical faculty, compromising medical training 
in general and psychiatric training in particular. 

Among other elements that we can list which help explain this 
inadequate psychiatric care is the precarious state of epidemiol
ogical basic services necessary for effective mental health planning. 
Improvisation is the fundamental element of the mental health policies 
~n Brazil. 

These facts necessarily affect medical education, which often 
is slanted toward private practice, which serves only about 3% of the 
Brazilian population (those who can afford the high cost of this 
care). Individual psychological and psychotherapeutic techniques 
are emphasized in the training of medical doctors by the universities. 
The psychiatric curriculum in Brazil is equivalent to that of developed 
countries; however, the incidence and the prevalence of mental i~l
ness vary from one country to another, as do the resources available 
to assist the population. We have not utilized our resources, nor 
have we made use of all the tools that we could have used to assist 
the population adequately. Also the training of general practioners 
~s sadly lacking in psychiatric information. 

In the last two years Social Welfare has been concerned with 
the precarious condition of psychiatric care in our country. It 
has created a network of mental health experts, such as professors, 
owners of private hospitals, and psychiatric institutions, so that 
the social system now allows the organization of preventive psychiat
ric care. In January of 1983, Social Welfare presented proposals to 
improve the quality of assistance in the field of mental health, 
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making standards in rural and urban areas comparable. Assistance is 
to be given in accordance with established parameters and norms, 
permitting allocation of resources according to proposed care patterns 

Among the basic principles of mental health in this mental healtt 
care program is keeping the patient within his familial, social, and 
cultural structure, maintaining his interpersonal and environmental 
relationships, considering psychiatric disturbances as episodes in the 
natural cycle of health and illness of the individual. The principles 
to be observed are: 

- to emphasize out-patient care; 
2 - to make use of a multidisciplinary staff and the various 

available resources of diagnostic and therapeutic services; 
3 - to be sectorial; 
4 - to utilize out-patient services furnished by nurses, social 

workers, psychologists, and occupational therapists; 
5 - to make use, within limits, of the services of general 

practitioners in the care of mental patients; 
6 - to improve diagnostic procedures, to avoid social cases 

mistakenly being treated as mental cases; 
7 - to make use of such methods as partial hospitalization 

(day care and night hospitalization); 
8 - to promote the establishment of small psychiatric units 

ln general hospitals; 
9 - to go from long-term custodial care to short-term treatment. 

Naturally, to accomplish all these improvements, it is neces
sary that these principles be developed within a general reformula
tion of the present political, social, and economic situation in 
Brazil. However, it is our duty to fight for something better in 
the care of mental patients even if the social and political changes 
don't take place. 

CONCLUSION 

We can conclude by saying that, taking Brazil as a model, the 
psychiatric care of in- and out-patients is in a very unsatisfac
tory position. The system emphasizes in-patient medical care, iso
lating the individual from his social, familial, and professional 
contacts. The treatment received is often minimal and fragmentary, 
which can take the patient to a more accentuated division of his 
personality, promoting in a great majority a chronification of 
pathology, and sometimes even making sane people sick (iatrogenesis). 
The distortions of the medical care model hinder the effective use 
of the modern technological resources of science, as well as that 
of local and cultural resources. 

We also observe the importation of models from other, more ad-
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vanced cultures, which often cannot be applied to our situation. 
However, it is easier to adapt a model, very often one tied to large 
econom~c interests, than to begin something new, cheaper, and more 
suitable that can really benefit the patients. 

This is the general picture of psychiatric care in the economi
cally underprivileged countries, whose people, besides facing the 
problems of starvation, malnutrition, and lack of educational facil
ities, are more exposed to mental illness, and do not receive adequate 
treatment of mental disturbances. 

We believe that with increased support from international 
organizations, if the wealthy nations of the world face up to their 
responsibility, we can, at least in the medical field, give some 
relief to these suffering and forsaken populations. 
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CURRENT DEVELOPMENTS IN INPATIENT AND OUTPATIENT CARE 

IN NORTH AMERICA 
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The time allotted for this presentation is too brief for an 
extended discussion of the complex developments in inpatient and 
outpatient care in North America. Consequently, I shall just touch 
upon the most important and crucial developments and limit my com
ments to the United States. 

In regard to inpatient services, an outstanding development 
has been the shift away from state hospitals as the principal site 
for psychiatric treatment. Thus, in 1955 75% percent of patients 
received their psychiatric treatment in state hospitals. At that 
time, with the famous slogan "Every other bed in the United States 
is occupied by a patient who is mentally ill", there were approxi
mately 750,000 psychiatric beds in state hospitals. As recently 
as 1965, there were 650,000 state hospital beds. By 1980 it had 
declined to approximately 200,000 beds. This is also well illus
trated by the situation in New York State where in 1955 there 
were 95,000 beds, in 1965 85,000 beds, now in 1983 there are in 
the neighborhood of 22,000 state hospital beds. If one looks at 
specific treatment episodes, in 1955 49% of all psychiatric treat
ment episodes took place in state hospitals. By 1977 it had de
clined to 9%. 

This trend should not be thought of as one that was capr1c10us 
or a sudden inspiration; rather, it was based upon notions of long 
historical origin that were actively begun shortly after the end 
of World War II under President Truman, and reached its culmination 
in the Community Mental Health Centers Act of 1963, inspired largely 
by President John Kennedy. The goal was to establish equity in 
mental health services to achieve unlimited accessability and uni
versal entitlement to treatment for all citizens of the United States 
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so that the poor, the destitute, and minorities could receive services 
equivalent to those of the wealthy. To achieve this, there were 
vigorous steps taken to decentralize the public psychiatric system , 
with the belief by some that the state hospitals would no longer be 
necessary. Unfortunately, no thought was given to those psychiatric 
patients who were too debilitated for psychiatric or medical reasons, 
or too violent to be managed successfully in community-based facil
ities, either outpatient or in community general hospitals, or var
ious other domiciles or shelters. Thus, the process of deinstitu
tionalization began; that i~, of releasing patients from state 
hospitals to their home communities. However, this was done with
out providing adequate local facilities. It was not only that 
community resources were not adequately prepared for the release of 
patients but there was no local funding. The primary source for 
psychiatric treatment are the state governments and even now with a 
70% decline in the state hospital population in New York State, 90% 
of the state funds go to the state hospitals, 10% to local facilities. 
There were also other contributing forces to the decline in state 
hospital populations, not only for the indigent but also for middle 
class individuals of limited means. For them, the state hospital 
was the only site for their care as psychiatric patients. However, 
with new Federal programs in the sixties, such as Medicaid and Medi
care, individuals had freedom of choice where they could get care, 
so they turned to private or voluntary facilities and psychiatric 
units and general hospitals. This trend was also speeded by cer
tain decisions made by the courts. These included the right to 
treatment, the right to be treated in the least restrictive en
vironment, and the still undecided issue of the right to refuse 
treatment. In the face of decisions in regard to right to treatment, 
a number of states drastically cut down the number of patients in 
hospitals, preferring that as a solution rather than meeting the 
standards for all the patients hospitalized. 

A number of state hospitals in order to change their image 
calling themselves "Psychiatric Centers", and for other reasons, 
began to assume care for acute patients and adopted stringent 
admission requirements. Thus, there was no place for the inter
mediate and chronic psychiatric patient. For example, in New York 
State, the average stay of a patient in a state hospital in 1965 
was 6 years; at the present time it is less than 30 days for new 
admissions. This has led to the "revolving door" model throughout 
the United States wherein patients are rapidly admitted and dis
charged and then re-admitted a number of times, and also a backlog 
of patients since very few could be admitted to state hospitals. 
There was an accumulation of patients in units in general hospitals 
with consequent difficulty in finding beds for acute psychiatric 
patients in large urban centers like New York City. Also, as a 
result of the stringency of admissions, patients were limited to 
those who were considered a danger to themselves or others. Thus, 
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the typical patient at present is a male between the ages of 20 
and 50 and potentially violent. 

State hospitals have ceased to assume care for intermediate 
and chronic patients. Where do the patients go? Anyone reading 
the newspapers in the United States knows that there are many 
former state hospital patients living and sleeping on the streets 
or in dilapidated hotels for single room occupancy (SRO) by 
patients. Cities have been inundated by a large number of home
less individuals, mostly men, who are taken care of in various 
shelters. In New York City the shelters are operating at 200% 
of capacity and studies have shown that between 30% and 40% in such 
shelters were psychiatric patients. Unfortunately a certain number 
of other patients have ended up in jails. A considerable number of 
the elderly who formerly might have been in state hospitals are now 
in nursing homes. A steadily increasing number of patients are 
being treated in the psychiatric units of general hospitals. The 
latter has been one of the most notable developments of the last 
couple of decades. This is primarily due to the realization 
following the end of World War II that no general hospital was com
plete without a psychiatric division, and that the care of the 
mentally ill was an essential part of a comprehensive health 
program. As has been pointed out already, changes in funding 
through federal reimbursement programs made it possible for a 
large number of patients to elect alternatives to state hospital
ization, particularly for acute and intermediate care in the 
psychiatric unit of a general hospital. Growth of this trend is 
illustrated by the fact that even in 1970, 45% of the psychiatric 
admissions were to general hospitals, while only 32% to state 
hospitals. This trend has been increasing since that time. 

In 1955 there were only a few thousand beds in psychiatric 
divisions in general hospitals, somewhere in the neighborhood of 
3,000. By 1971 there were 27,500 beds in general hospitals and it 
has been increasing steadily since that time. By that time also, 
the number of treatments in general hospitals exceeded those in 
state hospitals. 

What changes have been brought about in the care of the in
patient due to the development of these units in general hospitals? 
Naturally, there has been greater attention paid to the acute pa
tient since most of the admissions were for acute episodes. Since 
these patients were taken care of in a general hospital milieu, one 
has seen a greater trend toward the integration of psychiatry with 
medicine in general, and also greater stimulation of interest in 
the basic sciences, particularly in the teaching hospitals. Greater 
attention is paid to psychoses that appear with physical illness, 
for example, lupus erythematosis. The impressive development of 
what is called in the United States "liaison psychiatry", or else
where "General Hospital Psychiatry", would require a paper in 
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itself. Suffice it to say that no area has so stimulated the inte
gration of psychiatry and medicine as in those places where a 
successful liaison psychiatry program has been developed. The most 
important aspect of liaison psychiatry has been the teaching of non
psychiatric physicians and staff the emotional origins. aspects. 
and treatment of the physically ill, and raising their consciousness 
to the importance of psychiatric issues in all patients. The pro
grams in general hospitals encourage various forms of brief therapy 
and particularly intensive psychopharmacological therapy. Another 
very important area has been the treatment of psychiatric disorders 
in the physically ill. Of special importance has been the recogni
tion and treatment of depression in physically ill patients. 

In regard to the outpatients. the most important stimulus 
for the unusual increase in outpatient services has been the develop
ment of Community Mental Health Centers (CMHC) and the introduction 
of effective psychopharmacologic agents. In regard to the Community 
Mental Health Centers, they have been much maligned. but careful 
evaluation reveals positive contributions as well as a number of 
dismal failures. Again. time does not permit full discussion of 
the confusing role of CMHC's in American psychiatry. But it should 
be pointed out that instead of the well-over 2,000 CMHC's that were 
originally planned. there are only 640 that were developed and many 
of these only in part. and as usual in the United States. elaborate 
long-range plans are formulated and then abandoned after a few 
years. Likewise, within ten years Federal funding for CMHC's has 
well nigh disappeared. and state and local communities are often 
in no position to pick up the full cost of such installations. 

There is no question that Community Mental Health Centers 
have been responsible in part for the impressive increase in out
patient services. In 1955 23% of all psychiatric treatment were 
in the outpatient clinics while in 1977, it was 70%. Similarly. 
the number of treatment episodes excluding private practice in 1955 
were 1.7 million, while in 1977 there were 6.9 million. 32% of 
all treatment episodes in 1977 were carried out in regional Com
munity Mental Health Centers. 

There are other contributing factors, of course, for the 
major increase in outpatient services. Units in general hospitals 
automatically developed an aftercare and outpatient service and 
this was much more readily done because the general hospitals are 
located in population centers whereas the state hospitals were in 
rural or remote areas very often and could not mainta.in effective 
outpatient services. Also the important development of psycho
pharmacologic therapy has made possible the management of the 
mentally ill in outpatient settings whereas that could not have 
been done formerly. 

But there is no question that easy access to psychiatric 
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services for all classes and ethnic groups was facilitated by the 
CMHC's and particularly for the lower classes, except for the elder
ly. The elderly are still essentially neglected. The development 
of catchment areas and outreach programs were also characteristic 
of the recent developments in outpatient services. Also, there 
has been a development of convergence of all classes in which the 
lower classes are becoming more like the middle class in regard to 
seeking mental health professionals. 

It should be noted however, that at the present time there is 
a movement away from such public care toward private services. In 
spite of the improved access, treatment of the lower class patient 
still is significantly different to that accorded upper class pa
tients. 

CMHC programs have tended more toward social models than medi
cal models. Professional conflicts have developed as a result of 
the trend toward a more social model. However, there is a good 
deal of confusion of roles and in spite of the trend toward a 
social model, more drug therapy, paradoxically, has been occurring. 
The vast majority of chronically ill patients are receiving psycho
tropic drugs because of their effectiveness as well as increasing 
case loads demanding greater productivity. Regrettably, the 
psychiatrist's role in a number of places has been reduced to 
merely writing prescriptions. The increased use of non-physicians 
in many outpatient community settings is a result of a number of 
causes including lower costs of non-psychiatrists, alleged better 
rapport of non-medical personnel with lower class patients, and 
also the reluctance of psychiatrists to become involved with such 
facilities, particularly at the salaries offered. 

Some of the important trends that might be mentioned in addition 
in outpatient care are those that are associated with their being 
situated in general hospitals. Increased use of psychopharmacologic 
agents can be seen in the development of specific psychopharmacologic 
clinics, depression clinics, and lithium clinics. Introduction of 
other modalities such as biofeedback clinics or behavior clinics 
must also be recognized. Emergency medicine has emerged as a specific 
specialty and this has led to the development of emergency psychiatric 
clinics, either separate or as part of an emergency medical unit. 
Increased attention has been paid, therefore, to the care of the 
ac.ute psychiatric patient, particularly one that is violent. It has 
been estimated that somewhere between one-quarter and one-third of the 
patients seen in emergency clinics are psychiatric. Included in these 
are various fugue states, panic attacks, and differential diagnosis 
of patients with alcoholism. The differentiation of a psychiatric 
disorder from a physical disorder has become a most important area 
of concern in the outpatient clinics. Often in association with out
patient clinics there are crisis intervention units that may be mobile 
and take care of an entire area. Recognition. and treatment of drug 
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reactions has become very important in the case of overdosage from 
legal and illegal drugs. More recently we have begun to see patients 
either accidentally or deliberately overdosing with psychotropic 
drugs. New experiences are available with the participation of 
psychiatrists in the emergency room in the differential diagnosis 
of medical/surgical patients with complex problems including 
psychiatric syndromes, particularly alcoholism. There also has 
been the development of many short term therapies; viz. brief 
psychotherapy, or combinations of brief therapy with psychopharma
cologic agents. Walk-in clinics have been developed as well as 
the development of day hospitals and night hospitals and weekend 
hospitals in association with outpatient clinics. 

In this brief overview, mention has been made of a number 
of ongoing trends in inpatient and outpatient care. Transcending 
the technical and operational changes there is the recognition of 
an overall convergence of psychiatry toward the basic sciences as 
well as toward medicine, and consequent integration of psychiatry 
with the basic sciences and moving toward greater integration with 
general medicine. This significant movement augurs well for the 
increased introduction of rational and more specific therapies 
with the differential recognition of what is most appropriate for a 
particular individual with a particular disorder. 

With more specific therapies, the most appropriate site and 
method will become evident and this, in the long run, will be 
the most significant trend not only in American psychiatry but 
undoubtedly throughout the world. 
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THE CARE OF THE MENTALLY ILL IN AFRICAN 
TRADITIONAL AND TRANSITIONAL SOCIETIES 

Ayo Binitie 

Head, Department of Mental Health 
University of Benin 
Benin City, Nigeria 

INTRODUCTION 

An observation of contemporary African reveals interesting 
points for Sociological and Psychological study. There are the 
old institutions and traditional ways. In general these are 
changing fast. It is only in remote areas that such cultures can 
be observed more or less as it was at the time of our ancestors. 
Then there is the new. The new is the West and West European 
ideas. The new way is typically described as modern. Then there 
is the transitional group. In this group are the majority. They 
share a bit of the old and a bit of the new. 

AN AFRICAN VILLAGE 

The object of my quest is a remote African village, unspoilt 
by modernity. I saw the village up on the hills set against a 
back drop verdant green of the forest around. There were between 
30 and 40 houses arranged on the hillside about 50 yards from the 
river. The approach to the bridge is a slightly curved road. 

The population of the village is about 200 souls. The 
population is either old or very young there are about 50 adult 
males in the age range 40 to 60 years and above. The women 
number about 60. They are younger and some still bear children 
seen, all under 7 years. They are numerous and go about with 
their mothers assisting with household chores. Quite a few men 
have more than one wife. The majority, however, have only one 
wife. No school was in evidence. The men reported that their 
grown up children have left for various towns and cities in 
search of employment or education. They aim to better the lot of 
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their fathers and village. They hope to return to the village in 
the distant future. 

SOCIAL ORGANIZATION 

There is the village head or "Odionwere" • He owes alligiance 
to the traditional ruler some miles away. An odionwere is a son 
of the area and is the oldest living individual in the defined 
area. The next in order of gerontocracy becomes the deputy and 
the next and then the next. The social system is organised in 
terms of age groups. In the normal run of events this class of 
elders will have next to it the warrior class, youngmen in their 
prime then will name the class of youths. 

Traditional healers in the village saw their function as:-
to ward off evil forces such as witches and wizards and to keep 
the forces of nature in balance and harmony. "You young educated 
people are knowledgeable in books but y.ou do not really understand 
or know the world. We pray for you that the world does not know 
you or become interested in your affairs. There is much more to 
the world than meets the eye. There are mighty spiritual forces". 
Before any events occur here in the visible world it has first 
happened in the spiritual world; the fates of people decided and 
all activities concluded first before they begin to happen here. 
The spirits have been created by God almighty himself. All the 
spirits both good and evil are created by God. Everyone comes 
into the world with a destiny which must to a larger or smaller 
degree be fulfilled. Traditional healers hold communion with the 
spirits and ferret out the destinies of men, make appropriate 
sacrifices and ameliorate or change the fortunes of men". This 
is the lot of traditional doctors. It is a hazardous occupation, 
communicating with spirits in this way. The priests have to have 
have special spititual preparations for this role if they are not 
to come to harm. Traditional healers also give food to immediate 
departed ancestors to appease them so that they can cast a 
favourable eye on the present generation, protect and guide them. 

THE WITCHES 

Witches and wizards play a central role in African cosmology 
and day to day life that a word or two should be said about them. 
A sample of medical students surveyed showed that these students 
all believe in the presence of witches in the community and cite 
many examples of confessional statements reported in the popular 
press. From all accounts witches exist to do harm. They terrorize 
the victims through the capacity to cause illness and misfortune, 
childlessness, poverty and death. Witches are female but males 
exist but these are called wizards. Witchcraft is believed to be 
acquired by eating witches substance in the food or drink. It is 
more common in some families than others. The legend is that 
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witches select for their victims members within their own families, 
sharing in the feast of others and offering victims from their own 
families at the appropriate time. 

Witches are provoked to act on by the commission and omission 
by the victims. Sudden acquisition of wealth, rudeness to elders, 
boasting, offending elders, sudden success, selfishness, greed, 
failure to invite strangers to share in food, failure to greet, 
acquisition of property without appropriate placetion of 
ancestral spirits and usurpation of the rights of the first born. 
The general belief is that there is some infraction or impropriety, 
however slight. 

Witches in true traditional society are therefore judicial 
agents serving to warn and punish offenders. 

WESTERN CULTURE IN THE AFRICAN SETTING 

The characteristics of the group of westernised Africans 
include a prolonged period of schooling extending over 15 years 
in the majority of cases. The majority of the educated western 
elite and normally christians and operate in the wage sector of 
the economy. They occupy the higher administrative positions in 
the bureaucracy, medicine, law, universities and occasionally in 
business. The majority have had a length of stay in Europe and 
admire western ways of life and institutions, with a desire to 
replicate these in Africa. In Europe an important arsenal of 
westernisation is the protestant ethic'. The doctrine proclaimed 
by Max Weber emphasises honesty, hard work, and frugality and 
accumulated surpluses being used to produce more wealth. The 
educated western elite nominally share these beliefs. In some 
important aspects this group differs from their European counter
part, in that there is no overriding material or philosophical 
interest. The common denominator for the group is the capacity 
to afford and maintain a western way of life for themselves and 
their children 

THE TRANSITIONAL GROUP 

Probably this is no group at all but rather the group of 
people who have left the traditional social systems of their 
ancestors and now in pursuit of the western way of life but for 
one reason or the other have not yet "arrived". 

The most important attribute of the group is the desire to 
be like the educated western elite. Institutions have developed 
within the community thtat cater for this group. These are the 
revivalist group of churches, who have evolved a way of combining 
the advantages of devination, casting out witches, wizards and 
evil forces but without the devination systems of traditional 
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systems. Instead of the diviners board they use the bible. The 
song and dance follow traditional patterns but the hymns are 
taken from Christian book of songs. Practitioners see visions 
or dream dreams or hear voices and speak in tongues. These enable 
the practitioners to be warned of impending dangers and 
catastrophes. 

EMPIRICAL STUDIES 

These reports concern themselves with whether western 
diagnostic categories usefully apply to African patients. So 
important is the topic of delivery of mental health care that 
the Association of Psychiatrists in Africa organised a special 
workshop on "The delivery of Mental Health Care". It was clear 
that the conference was concerned with the furtherance of 
western type institutions in Africa. The participants recognised 
that the models of the West would have to be utilised but would 
have to be modified to suit local conditions. 

There have been reports of alternative forms of care from 
Lambo, Binitie and Swift. Lambo first reported on the village 
at Aro. Reports of variants of the village system have come 
from Binitie who described a therapeutic neighbourhood in Benin 
and Swift who described the building of a new village for 
psychiatric rehabilitation. 

TRADITIONAL THERAPEUTIC SYSTEM 

Reports about psychiatry in Africa mention the role of 
traditional healers in the care not only of psychiatric disorders 
but of physical ailments as well. Field, in her study or rural 
Ghana showed the central role played by the traditional healers, 
in rural life, both for the prevention and treatment of disease. 
Sacrifice is prescribed to ward off evil and potions and draughts 
given to cure sickness and encourage health. Reports from all 
parts of Africa suggest that the role of traditional healers is 
similar. Concerning their power to tame the witches and control 
the forces of evil in the communities, explanations have also 
been offered. Alland (1965) in a study conducted in Ivory Coast 
found that witches kill their victims out of envy or jealousy. 
Pritchards book Witchcarft, Oracles and Magic among the Azande 
reported •••.••• 'charges of witchfraft thus reflect personal 
relations and quarrels'. 

There have been reports on the use of drugs by traditional 
healers. Prince (1960) reported on the use of rawolfia alkaloids 
in the treatment of psychiatric disorders. 
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DISCUSSION 

There is the educated elite whose goal in life is to be a 
European, to adopt a European attitude to life, establish European 
institutions and lead a genteel sophisticated western life. There 
is within the culture, however, powerful social forces at work 
which serve to emphasise his Africanness. 

The true traditional African feels secure in his culture 
but finds no material satisfaction. His institutions provide 
spiritual satisfaction and an understanding of the environment 
within the framework of the world as seen through traditional 
eyes. He seeks the material comforts of the Western ways and in 
the process loses his Africanness and is enmeshed in a new world 
where no solace is offered and no security possible. 

The transitional group, caught in the middle between the 
old and the new have tried to synthesize a new way which 
incorporates the ways of old with the new. They have borrowed 
freely from the Christian or Islamic religion but utilise 
traditional African vehicle of devination, rituals, songs and 
dance and the expulsion of evil spirits. 

The problem viewed in another way can be stated thus, the 
entire social system is in a social flux and hence the 
institutions within the system. The majority of citizens no 
longer know quite where they belong. In the course of a single 
episode of illness therefore it is not unusual for an African to 
run through the entire spectrum of available therapeutic systems. 
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COMMUNITY MENTAL HEALTH HOME-CARE PROGRAMME, 

HAIDIAN DISTRICT IN THE SUBURBS OF BEIJING 

Shen Yu-cun 

Institute of Mental Health 
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Beijing 100083 
People's Republic of China 

INTRODUCTION 

The mental health home-care program refers to the community 
mental health services with which the mental patient is cared 
for at home with suitable treatment and nursing. The purpose 
of our studying this problem is trying to find a more practical 
w~ to help the mental patients in our rural communities where 
the mental health services were especially not sO adequate. 

In order to develop this pilot program for study several 
points were put into considerations 

1. In the course of treatment, patients who suffer from 
mental illnesses are in special need of sympathy, understanding 
and concern of those around them. In other words, they need 
support not only from medical workers, but also from their family 
members, friends and from the community. If they are deprived 
of the opportunity to take part in the activities of collective 
and live in an isolated w~, the result of the drug treatment 
can hardly be consolidated. They might have relapses. In order 
to keep them from falling back, community mental health care is 
absolutely necessary. 

2. According to Chinese cultural tradition, all the members 
in a family have closer relations to each other than people in 
the west. They usually take it as their duty to help one another 
economically as well as in other respects. They tend to think 
it is their responsibility to take care of those members who are 
ill. As a rule, the family wouldn't think of sending their sick 
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relatives to mental hospital. So, in China, most of the mental 
patients are kept at home and looked after b.1 the other members 
of the family. 

3. In China, under the health prinoeple "Prevention First" 
and "Serve the Broad Masses", there have been alrea.d3' quite a 
number of primary health oare oentres in the urban and rural 
oommunities. There is a hospital for each oommune which oovers 
the inhabitants ranging from 10,000 to 40,000. Under the oommune 
hospital, there are several health oentres with barefoot dootors 
in each production brigade or village. 

The integration mental health service into prima.ry health 
care was taken as the prinoiple of development of community 
mental health oare in thi s study, so that the mental health oare 
servioes as one oomponent of oomprehensive medioal servioe in 
the community. 

METHODS 

In June 1974 we began to set up a health oare net for mental 
patients in 11 people's oommunes at Haidian Distriot with a total 
population of nearly 190,000. A series of prooedures have been 
taken: 

1. Training. The psyohiatrio training of primary health 
workers were: barefoot dootors from health oentres trained for 
1 week and medioal workers from commune hospitals trained for 
4-6 months. 

2. Field survey. Psyohiatric interview of eaoh suspeoted 
oase was oarried out by experienoed psyohiatrists from our insti
tute to gather with the primary health workers in oharge. Severe 
mental patients were identified with established oase-record. 
It was found that the prevalenoe of sohizophrenia(1.82% ) has 
been prominent among all funotional psyohoses and prevalenoe of 
mental retardation(2.57% ) among all organio mental disorders in 
Haidian Distriot. The prevalence of other mental disorders were: 
manio-depressive psychosis, 0.07% ; reaotive psyohosis, 0.26% ; 
epilepsy and epileptio mental disorder, 2.10% ; and other psyoho
ses, 0.27% • 

3. Treatment. Majority of these indioated patients were 
treated at their home under natural living environment after 
propagating the knowledge of mental health among their family 
members. While giving the patients various kinds of treatment, 
the dootors and barefoot dootors paid visits to their families 
from time to time. If the patient's oondition had been improved, 
we'd enoourage them to join in more sooial aotivities as early as 
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possible. They either did some household work or took part in 
some colleotive labour. A speoial program for the treatment and 
prevention of relapses for sohizophrenia was put into praotioe. 

4. Evaluation. At the end of each year, all patients had 
been followed up to evaluate the effeots of treatment and sooial 
funotioning. From Deo. 1981 to Feb. 1982, an intensitive inves
tigation was carried out in the largest oommune in that distriot. 
The traditional forms of interviewing, PSE and DAS brief version 
were used and the Chinese traditional diagnostic oriteria of 
mental disorders, ICD-9 and DSM-III were also oompared. 

RESULTS 

Establishment of Mental Health Care Net 

Through nearly three years strives(1974-l977) by all health 
units and staffs related, an effeotive and efficent mental health 
oare net was established and a funotional system and work rules 
were gradually formed among the related members of the net. 
Table 1. 

Additionally, a number total of 254 barefoot doctors and 14 
dootors were trained with the skills of mental health servioe 
during the period of 1974-1979. The average ratio between the 
number of barefoot doctors trained and the population of village 
was 1:750, while between the number of medical worker of oommune 
hospitals and oommune population was 1:13,000. Owing to person
nel ohanges, we oarried out a new training program over 28 pri
mary health workers of two oommunes from 1982 to 1983. Thus the 
staffs of primary health units have been improved signifioant1y. 

Short-term Effeots of Treatment 

From 1974-1976, 211 sohizophrenic patients were treated with 
neuroleptic drugs in oombination with home-oare and good remis
sion and marked improvement had reaohed 64.9%. It was olose to 
those reoieved treatment in our hospital in the same period. 

Long-term Effeots of Treatment 

Follow up studies in the successive nine years proved the 
effects of treatment of mental disorders by the home-oare net to 
be maintained steadily. As illustrated in Table 2. the peroen
tage of good remission and markedly improved of various years 
were still above 65. 

The mean value of sohizophrenio patients readmitted from 
1976 to 1982 was 3.4% per year. 
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Table 1. The Mental Health Care System in 
Haidian District of Beijing 

Services Functions 

Public Health Institute of Technical Direction 
Bureau of Mental Health, I--- Training Centre, 
Haidian District Beijing Medical O.P.D. and Wards 

College for Mental Patients 

1 L _______ 

Department of O.P.D. Direction of 
Mental Health Mental Health 
in Polyclinio of Services at Low 
Haidian District Levels 

1 
Treatment of Mental 

Commune Patients in O.P.D. 
Hospital Home Visiting 

Home Beds 

1 
Caring of Mental 
Patients. Doing 

Brigade Health Propaganda among 
Station Mental Patients and 

Their Relatives 

Table 2. The Therapeutic Effect of Schizophreniacs 
in Successive Years (1976-1982) 

No. of Remission Markedly Improved Not 
Year Patients Improved Improved 

No. (%) No. (%) No. (%) No. (%) 

1976 211 l37( 64.9 ~ 54~25.6) 2!r·5) 1977 232 102(44.0j 69(29.7 44 19.0~ 17 7 .3~ 
1978 234 115r9.1 T1.61 'T5.2 9 3.8 
1979 206 74 35.9 66 32.0 52 25.2) l4(6.8~ 
1980 231 71 3O.7j 86 37.2 53 22.9~ 2119.1 1981 332 94 28.3 121 36.4 81 24.4 36 lO.9~ 
1982 361 130 36.0 105 29.1 73 20.2) 53 14.7 
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Recovery of social funotioning of patients is the main aim 
of our mental health servioes. Exactly, the patients serviced 
by the mental health care have been acquiring aatisfactory reoo~ 

ery of social functioning. Before the program was initiated 
only 2.9% of schizophrenio patients were able to do normal farm 
work on a fUll time basis. However, at the end of 1979, this 
peroentage rose to 47.1; and from 1979 to 1982, it were 37.6 to 
47.1. 

Evaluation of the Program Results 

At the end of 1981, the results of an intensive stu.d1' of 
99 schizophrenic patients in the Sijiqing Commune, compared the 
traditional way of evaluation of clinical state and social func
tioning with PSE and brief version of DAS, showed that previous 
clinical evaluations were in good agreement with the scoring of 
PSE and DAS. The results of the home-care in the 7th year were 
still satisfactory: 36.4% in good remiesi~nJ 41.4% in marked 
improvement, 13.1% improved with some psychotio symptoms, and 
9.1% still of either psychotic symptoms or deteriorated. And 
the recovery of the patients in their social and family fUnc
tioning in this commune at the end of 1981 was about the same 
of 1979 for the whole Haidian District. 

At the same time, we had also compared the Chinese diagnos
tic criteria of schizophrenia with IC~9 and DSM-III. Although 
IC~9 and DSM-III seemed slightly narrower than ours, the effects 
of treatment remained almost the same. 

DISCUSSION 

1. B.r a long-term of nine years continueous practices, the 
communi ty mental health home-care program has been proved suc
cessfully as a feasible and practical way of solving the problem 
that mental health service are far from adequate in rural areas. 

2. The advantages that the community mental health home
care program has exhibited are mainly as follows, 

(a) Owing to the actual causes of some mental disorders, 
especially schizophrenia, are yet unclear, it is natually to 
stress on the second level prevention for mental disorders. How 
to keep the good effects of treatment therefore becomes the key 
to prevent relapse which is the main point of the second level 
prevention for mental disorders. Our program acquired actually 
this effects of treatment with less relapse. At the end of the 
first year of the home-care service, good remission and markedly 
improved reached two thirds and has been maintaining since then. 
This is close to those of our institute's hospitalized patients 
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during the same period. FUrthermore the relapse is rather low 
that could be revealed by the data 3.4% of average number of 
patients readmitted of Sijiqing Commune from 1976 to 1982. 
Conversely, the reports of 14 psychiatric hespi tals in China in 
1964 said the relapse rate of shizophreniac8 two years after 
discha:t:p in average ranged from 29.9% to 51.7%, and even rose up 
to 53.~ or 76.7% if the patients had been followed up for 4 
years or 10 years. 

(b) Whenever there is a new patient or fluctuation in the 
mental status of patient or an occurrence of family conflict, 
the necessary drug therapy and/or counseling would been provided 
by the primary medical personnel in the early stage. So the 
relapse of mental disorders could be abated. 

(c) Convenient to patients, saving time and saving mone,r, 
are also the good points of this program. Patients could be 
treated on the spot without being sent b.F their relatives to 
see the doctors in city. It is no longer need to p~ a lot for 
admission in hospital in city but only a little p~ent for drugs 
used in home-care if required. Clearly, early recovery of social 
functioning can contribute undoubtedly economio advantages to 
patients themselves, their community and whole society as well. 

3. The fairly good results we have obtainted in our re
searoh program probably exPlainss 

(a) Not only social activity and family support are the 
important factors in the social rehabilitation of the mental 
patients but also the effect as a commune member in participating 
social activities on the psychologioal state of patients should 
be emphasi zed. 

(b) China has her good cultural tradition under which mem
bers in a family keep a close interactions with each other. 
Once the preexisting bias and negative attitude towards the 
mental illness correoted by the popularidng mental health knowl
edge among the family members of patients, the active cooperation 
from patients' relatives could be then ensured. 

(0) The activities of the primary mental health workers who 
service in a well developed primary health care system pl~ an 
important role in the reduoing of relapsing rate of mental 
patients. Getting them well trained with the professonal Skills 
of detecting and managing the mental patient can help the above 
role carry out successfUlly. 
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MATERIAL AND METHOD 

The presence of psychiatric disorders in a mentally handi
capped person is often overlooked, misdiagnosed or inadequately 
treated. The study included 31 in-patients at a private hospital 
(Hekma) for the mentally handicapped in Cairo, in which a network 
of medical, psychological, educational, speech therapy, physio
therapy, occupational and recreational horizons exist and reflect 
the perspectives viewed for the mentally retarded in 1982. The 
various caring staff and professional disciplines were involved 
in the study and all made a valuable contribution to this work. 
Patients who could not be interviewed because of communication 
difficulties were assessed by short frequent contacts for obser
vation of their gestures, postures, social responsiveness and ac
tivity levels over 3 months duration. 

HOSPITAL PERSONNEL 

One Consultant supervisor, 2 psychiatrists, 1 physician, 
1 dermatologist (twice weekly), 1 pediatrician (twice weekly), 
15 sisters (2 shifts), 15 maids (2 shifts), 2 cooks, 2 porters, 
1 food supervisor, I teacher, 2 communication (speech) therapists, 
2 physiotherapists, 1 psychologist. The staff :patient ratio 
47 : 30 i.e. 1.5: 1 
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RESULTS & DISCUSSION 

Out of the 31 retarded patients, 21 were males (67.7%) and 
10'were females (32.3%). The mean of their ages was 11.2 years, 
with a minimum of 1.5 year and a maximum of 35 years. They were 
classified according to I.Q. (Table I), 

TABLE I : Distribution of patients of the study according to I.Q. 
(American Association for Mental Deficiency): 

Borderline 
(84-70) 
No. % 

3 5.6 

Mild 
(69-55) 

No. % 

6 19.2 

Moderate 
(54-40) 

No. % 

15 48.3 

Severe 
( 40) 

No. % 

7 22.9 

TOTAL 

31 

In the present study, 11 retarded patients (35.9) manifested 
epilepsy. This result is in agreement with the conclusions made 
by Penrose (1) who showed that approximately 30% of the residents 
in any mental deficiency hospital will be epileptic. Seven of the. 
epileptic retarded patients (63.6%) showed grand mal type, 2(18.2%) 
manifested subclinical epilepsy in EEG only, psychomotor and salam 
fits presented themselves in one case only. 

Ounsted et al. (2) and Eyman et al. (3) found a special as
sociation between epilepsy in retarded patients and overactivity 
and aggressiveness. Our results were consistent with their fin
dings as it showed that aggression ·as a symptom was found among 
10 epileptic retarded p3tients (90.9%), 13 males (61.9%) and 8 
females (80%) i.e. about half of those who presented with aggres
siveness (47.6%) were epileptics, but not with the study of Cor
bett et al. (4) who reported this association to be negative. 
Moderately and severely retarded patients showed more aggressive 
behaviour (76.2%). 

Evaluation of the sample studied, though it was a small one, 
revealed that 13 cases (42%) had no psychiatric disorders, while 
18 retarded patients (58%) manifested psychiatric disorders 
superimposed on mental retardation. This percentage is consistent 
with the figures available, and this high rate may realise the 
urgency for admission to a hospital of a mentally retarded per
son as noted by SHHD & SED (5) (Table II). 
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Table II : Demonstration of Psychiatric Disorders Superimposed on 
Mental Retardation in the study sample. 

Psychiatric Disorders on M.R. No. % 

A. No psychiatric disorder other than M.R. 13 42.0 

B. Psychiatric disorders on M.R. 18 58.0 

1. Hyperkinetic syndrome 2 6.4 

2. Early childhood autism 3 9.7 

3. Depression 3 9.7 

4. Hypomania 2 6.4 

5. Schizophrenia 3 9.7 

6. Organic catatonia 1 3.3 

7. Neurotic disorder 2 6.4 

8. Conduct disorder 2 6.4 

TOTAL 31 100.0 

Hyperkinetic behaviour was detected in 8 cases (25.8%) and 
hyperkinetic syndrome was found in 2 cases (6.4%), a result that 
goes with those of Corbett (6) and Reia (7) who estimated that 
over 8% of the severely retarted children showed hyperkinesis. 

Early childhood autism was present in 3 cases (~.7%) and 
all were boys, of severe retardation. This prevallance rate 
exceeds much that of other workers ( 8, 9, 10, 11) who arrived 
at a prev~llance rate of autism of 4.5 per 10,000 children aged 
8-10 years. The small number of cases included in this study 
may be responsible for this difference in prevalence. 

Several workers (1,12,13,14,15,16,17,18,19,20,21,6) affir
med that manic-depressive disorders could occur in retarded pa
tients, a matter that was confirmed by our study as depression 
was diagnosed in 3 cases (9.7%) and hypomania in 2 patients (6.4%). 

Some workers (22,23,24) noted that manic-depressive disor
ders start earlier and recur more frequently, and this early pre
sentation might be facilitated by the structural brain abnormality 
(25). As the mean of the ages of the study sample shows, the early 
onset was noticed. 
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In the op1n10n of Hayman (26) and Herskovitz & Plesset (16) 
schizophrenia cannot be diagnosed on clinical grounds in patients 
with an I.Q. much below 50. Penrose (26) agrees but notes that ty
pical schizophrenic psychosis can occur in mildly retarded patients. 
Reia (18) and Heaton-wera (20) have stated that it is impossible 
to identify subgroups of schizophrenia, while Earl (27) & Shapiro 
(28) have maintained that simple schizophrenia is particularly com
mon. Reid (18), Heaton-Ward (20) and Corbett (6) reported a point 
prevalence rate for schizophrenia of 32-35 per 1000. In the pre
sent investigation schizophrenia was detected in 3 cases (9.7%), 
2 cases were of undifferentiated type and were of mild and modera
te degrees of retardation, while the third was of the schizoaffec
tive type, borderline intelligence was rated in this case. 

Abnormalities of behaviour and problems with restlessness, 
noisiness and self-injury are also encountered widely in mentally 
retarded patients, particularly in the severe retarded ones (29, 
30, 7) and was esti~ted to be in more than 20% (31). Hierons 
et ale (32) suggested that abnormality of B-endorphin system may 
be a relevant factor, as it may be that excitement might mediate 
the production of B-endorphine leading to diminuation of pain 
sensitivity, thereby facilitating self-injury. Diminished pain 
sensation was detected in one case of a mildly retarded female 
aged 6 years. 

Emotional disorders in retarded patients of any age in which 
reality sense is preserved, including state of disproportionate 
anxiety, panic, phobias, hypochindtiasis, misery, unhappiness, 
depression and relationship problems as sibling jealousy were 
shown by several investigators (7, 32). Corbett (6) reported that 
4% of the severely retarded children were suffering from neurotic 
disorders. In our investigation, neurotic disorders per se were 
detected in 2 retarded patients (6.4%), in whom hypochondriasis 
was the prevailing symptom. 

Conduct disorders involving aggressiveness and destructive 
behaviour including delinquency, minor sexual misdemeanours and 
other socially unacceptable behaviour that is not part of any other 
psychiatric condition were described by Rutter etal. (33).Corbett 
(6) reported that its prevalence is 4% of severely retarded pa
tients, and Reia (7) found that 27% of retarded out-patient chil
dren manifest it. Two cases (6.4%) in our sample manifested con
duct disorder per see 

The existence of psychopathy as a clinical entity is disputed 
and Clare (34) has pointed out many of the discrepancies in this 
concept. Earl (27) was one of the earliest clinicians to recognise 
deeply engrained maladaptive patterns of behaviour and marked ec
centricities that stem from an imbalance of components of persona
lity, taking the form of schizoid, immature, unstable, explosive, 
paranoid or anxious groups. Corbett (6) estimated that 4-25 % 
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of the retarded adults in the Camberwell survey manifested as per
sonality disorder. No cases with personality disorder were revealed 
in the sample, this may be due to the small number of cases studied, 
the protective attitude and psychological management inside the 
hospital atmosphere and lastly to the relatively young age of the 
whole group, a matter that may be apparent by time as the patients 
grow older. 

CONCLUSION 

Mentally retarded patients manifested psychiatric symptoms with 
great frequency, a factor which may determine family care or hos
pitalization. In our unit every patient costs about 350 dollars/ 
month. The average monthly income of an Egyptian is 35 dollars and 
so we can infer that all our patients were from the neighbouring 
petrodollar countries. Egyptians can afford a few weeks on a 
daily basis. 

The model running of mental retardation unit 1S very costly 
and more emphasis on community care after control of medical and 
psychiatric problems should be implemented. Formation of classes 
for mentally retarded children in ordinary schools is necessary 
to promote community care, relieve isolation and rejection and to 
continue an educational and rehabilitation progress not hampered 
by financial restraints. 
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INTRODUCTION 

The next future for psychiatric hospitals seems to be more 
demand for less beds with the same amount of personnel or eventual
ly a reduced number. 
What kind of influence these developments have on the quality of 
care? How to defend the same number of personnel for less patients? 
How to explain, that there is a need for more? How to get insight 
in the supply and demand for care? 
It is my intention to describe in this short paper some research 
and practical experiences on the field of manpower needs in 
psychiatric hospitals. 
They are related expecially to people working in the wards busy 
with treatment and nursing care, the primary proces of an institu
tion. 
Other members of the personnel for example in the administration 
are left out of consideration. 

SUPPLY AND DEMAND FOR CARE 

On a ward demand and supply are determined by patients, 
therapists, nurses and other providers eventually. The patients 
ask for help. They are complaining about psychic or somatic 
problems and try to cope with them. They translate their need for 
help in questions (demand) for care. They expect this care for 
taking away annoying symtoms of illness and for personal problems 
as a human being. 
The therapists translate the complaints of the patients in 
professional care via a treatment plan. 

437 



This will be based on problems the patient putted forward, but also 
on ideas about causes of illness and questions the patient isn't 
fully aware of. 
The therapist brings additional convictions of himself by hi.s 
expertise. In his eyes these are equally important for a good 
treatment result as giving a plain and direct answer to demand for 
care of the patient only. 
Beside this professional care the therapist gives personal support. 
His expertise is not needed, when he procures this. 
The expertise of the nurses answers the demands for nursing care 
of the patient and the instructions of the therapists at the same 
time. 
The general supply of nursing care is directed to those needs of 
the patient who are connected with survival such as: to eat, to 
sleep, to drink, to rest and to be active. 
Beside it help is offered for psychic and somatic problems. These 
services can be needed on a regular basis, for example in the case 
of a continuing disability and an incidental one. Conversations 
and personal support are not a must always. They can be postponed 
or left of. In this way a difference can be made between fixed and 
variable activities. 
Demand and supply are often not in equilibrium with each other. At 
one time the demand is big and the supply inadequate. In that case 
the patient will be neglected. At another moment the supply will 
be extreme. The patient gets such a quantity of care, that he feels 
himself oppressed. He is hampered in his self-help and grows care 
dependent. 
It is a responsability of the ward-management for tuning demand 
and supply. Striking is the often heard complaint of a personnel 
shortage. Too many questions ought to be answered obviously. So 
feelings of failing are starting and being deficient in the full
filling of the task. Research showed, that these frustrations are 
often conncected with instructions of the therapists. If they 
prescrible for exemple, that a patient, who walks badly, has to 
exercise four times a day with the help of a nurse, they don't 
realise themselves, that it could be impossible to put these 
instructions into practice. The same is true with new therapeutic 
methods. 
A nurse has other tasks to perform also. It is plausible to suppose, 
that her days work is filled up totally. A new task is being added. 
Which one can be putted aside? This leads to the result, that the 
instructions are executed partly or not at all. 
It will be clear, that a situation like this gives rise to guilt 
feelings who are translated in an urge for more people. 
The patients demand for care can be too high also. An example can 
be found in the help for psychogeriatric patients. Many of them are 
incontinent and need to change clothes or to get clean sheets 
regularly. This happens often insufficiently, certainly in the eyes 
of family members. 
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Here the question of the quality of care comes up. What kind of aims 
are persued? Has the patient to be dry always? Or is it allowed, 
that he or she is wet a couple of times? Which limits have been 
formulated? 
So a shortage can be connected with a quality standard, which is 
too high related to the quantity of personnel. 
It is a management task also to fix the standards and to write down 
the goals of care. Without doing this it is impossible to know the 
bounderies and to test the practacability of the arranged purposes. 
In this way one can diagnose too much care and too little. 
For the supply is important also, the organisational structure of 
a ward. 
Finally some remarks about the building in which the care happens. 
A nurse needs more time to answer a question if he or she works in 
a huge and complicated structure with long and near endless 
corridors, than in a smaller one, where everything is near. The 
time for walking and cleaning eventually shortens the time for 
caring the patient. 

METHODS AND MEASURES 

The situation in the Netherlands is, that there has been looked 
for a solution of the supply and demand along three ways. In two 
cases research projects are on the way, which will be ended soon. In 
one case a method has been developed, which is used now in several 
hospitals and has proved its value in practice. None of them covers 
per se all the previous called factors. 
The first research project is being executed by the Dutch National 
Hospital Institute. It is named "Modules and Structures". The goal 
is to get insight into treatment and care packages (modules), 
specialised wards (structures) and the personnel numbers belonging 
to them. 
The organisations of all the Dutch psychiatric hospitals have been 
investigated and compared to learn about different wards and 
treatment programs in them. Striking was the enormous variation in 
names and size in relation to numbers of patients. An observation 
ward for admissions in one institution can differ extremely from 
the same in another hospital of comparable extent. Goals of 
treatment and care are different also. 
Clear descriptions were needed to permit comparison. 
The second project, which shall be finished soon, is directed on 
evaluation of treatment and nursing care. 
What kind of results have been reached by a given number of 
personnel? Are they improving by increasing or decreasing it? 
Three instruments have been developed. One for measuring the niveau 
of functioning of patients. Via a repeated use of it results and 
effects of treatment can be diagnosed. 
A second instrument serves for registration of demographic and bio
graphic patient features to characterize patient groups of different 
treatment programs. 
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The third registers the use of people relating to activities, 
methods and technics. The total project combines treatment and care 
effects with the number and devotion of personnel. Many factors about 
demand and supply mentioned above will be negotiated at the end. The 
project has been executed in the psychiatric hospital "Santpoort". 
I shall try to describe you a method now, being used a couple of 
years already. It was introduced by the psychiatric hospital 
"Veldwijk". Starting point is, that demand and supply in a ward are 
given facts. No statements are made about the quality of care. The 
investigator, a work-analyst, looks at processes and the time needed 
by somebody to perform his task. A difference has been made between 
primary processes, such as treatment and nursing care and supporting 
processes such as meetings, reports and house-keeping. Together they 
are the characteristic variables of a ward. 
The processes are connected with goals and organisation structures. 
They are dependent on the building also. 
To realise the different processes a worker gets a task. This can 
be measured in time. By comparison of similar tasks a norm is 
stated. A task contains fixed and variable activities, who are 
named and formulated in the several spots, where they are 
accomplished. 
Time can be translated in number of workers. Are all the tasks 
realised? If the answer is yes, no more people are needed. If it 
is no, the contrary is the case. 
Interesting is also, that with this method the number of personnel 
needed for new treatments, can be considered. An exact planning is 
possible. 

THE FUTURE SITUATION 

It will not be possible no more for psychiatric hospitals in 
the near future to base the justification for their activities on 
vague stories about treatment results. They will be obliged to 
give insight into quality of treatment and care, into their 
efficiency and outcome. This is true certainly speaking about 
personnel-needs. Therefore good management is a prerequisite. 
Striking is, as the research in the psychiatric hospital "Veldwijk" 
showed, that nurses and others are not conscious of the use of 
their time. They know the beginning and end of a work-day, but are 
not aware of time in relation to the realisation of tasks. Often 
they operate ad hoc. They leave a started occupation and don't 
come back to it later. A new situation asks their interest 
suddenly. A conversation with a patient for example. The duration 
will be as long as needed. Sometimes short but sometimes very long 
also. 
It seems to be important that nurses, doctors and therapists learn 
to use their time more efficiently and care for a better division 
of their activities during a day. Doctors loose many minutes by 
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coming and going through the hospital responding to all kinds of 
unexpected questions based on the rule of being on call for every
body on any moment. 
Another phenomenon is, that there are peaks in a work-day of nurses. 
There is one between Jeven and nine in the morning and others are 
during the meals. For the periods in between the situation in a 
ward is much more quiet. 
If the nursing staff could use more time for peak hours they would 
have less feelings about shortage. Education in time management is 
significant. 
The research projects and the practical method I described will 
need extension in the future. May be it is a possibility to 
integrate them all. Together they cover nearly all the factors of 
demand and supply mentioned and answer the questions of evaluation 
of results correlated to quantity and quality of staff. 
In the policy and planning of psychiatric hospitals they will play 
an important role more and more. Eduction programs are needed to 
integrate methods of measurement in the daily practice. The same 
is true for management development. 
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Professionals in mental health services are always running the risk 
to become port of the problem that they are to solve. Patients, re
latives, different groups and institutions of society confront them 
with contradictory demands which are often symptomatic of the indi
vidual disease, of the disturbed communication in the family of of 
pathogenic living conditions. 
Frequently the expectations can be reduced to the formula: cure, but 
don't change anything at all or even: cure by segregation and sup
pression • Many patients wont to recover but refuse to handle their 
conflicts. Families wont the best for their mentally ill member but 
at the same time make him the scapegoat of the whole family. Socie
ty proclames reintegration and practices ostracism of its weakest 
members. Being caught between contradictory demands may become a 
double bind situation: 
Many collegues are dissatisfied with their working conditions. 
They know that e.g. longterm hospitalization does more harm than 
good, but they keep quiet. They are afraid that public discussion 
of the' deploroble situation of their patients and of mental health 
institutions would couse an additional strain on the patients and 
additional restrictions for themselves. 
Keeping quiet brings about a vicious circle of decreasing trust
worthyness. It consequently intensifies the deformations of mental 
health institutions, so that people not involved in the system ask 
themselves who is more sick and insane: the patients or the institu
tions which should cure them. 
Above all/there is a serious shortage of staff. The training of 
mental health personnel in public institutions is insufficient. 
Being but poorly equipped they are bound to care for the most di
sturbed and desintegrated patients. Treatment is often compulsory. 
In order to accomplish their task they have to engage in personal 
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contact with their patients, allying to the healthy part of the pa
tients personality without being manipulated by the sick part. 
They have to deal with the family in an appreciative and impartial 
manner, without becoming involved in pathological interactions. They 
are to promote the social integration of their patients and to 
strengthen the potential of self-help of patients, families and the 
community. They must manage severe conflicts, which are introduced 
into therapeutic teams especially by psychotic patients. They have 
to struggle for adequate working conditions, which meons an integra
ted system of inpatient, outpatient, rehabilitative, and complemen
tary services amply supplied with staff and equipment. 
If this is not attainable to an adequate degree because of the wor
king conditions, they should, last not least, have the courage to 
return responsibility for psychiatric care to operative authorities, 
insurance and social security authorities and politicians. 
In other words:professionals in mental health services miss their 
commission as for as they are not able to face up to their personal, 
interactional and political conflicts. 
The task of providing efficient and humanitarian care for the most 
mentally disabled is difficult and needs support from the outside. 
A thorough reform of mental health services can only be achieved in 
an area, where it is supported by a social reform movement. 
These considerations are illustrated,taking as an example the reform 
of the mental hospital, focussing on manpower requirements. 
There is international agreement that large state hospitals are obso
lete. It is a controversial issue, however, how small the mental ho
spital or psychiatric department at a general hospital should be in 
the future. In any case the centre of gravity in mental health ser
vices is moved from the hospitals to outpatient, rehabilitative and 
complementary services. In the Federal Republic of Germany, where this 
process is developing very slowly, the staffing situation in mental 
hospitals remains to be of strategic importance. 
According to the recommandation of the German Hospital society from 
1969, which is still accepted as guiding rule by most authorities, 
the nurse to patient ratio should be about 1:3, as it is in general 
hospitals. The ratio physicians to patients should be 1:12 for inten
sive care, 1:26 for regular care and 1:51 for a long-term care. 
Although these ratios are inadequate the actual staffing numbers in 
many mental hospitals are still worse. 
In this situation the directors of the public mental hospitals in 
the Federal Republic of Germany called for public and political atten
tion. 
In 1982 a working group has elaborated the framework of a concept of 
manpower requirements in mental hospitals. It was derived from the 
functions of modern inpatient psychiatric services and contains new 
staff to patient ratios. Types of words and fields of therapeutic work 
were described in a way, that should enable politicians and admini
strators to understand how much staff time for which kind of work 
would be necessary and what could be done by a certain number of 
staff and what not. In 1982 this concept was unanimously passed by 
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the association of directors and subsequently published (Bergener 
et aI., 1982). 
Changes in the functions of mentol hospitals from a custadial to a 
more rehabilitative approach exact new forms of care. The mental 
hospital has to provide for an integrated system of medical, psych
otherapeutic and sociotherapeutic services. The three fields of 
therapeutic work are defined: basic medical care, environmental 
therapy and individual therapy. 
They are overlapping, of course. 
Basic medical care (by physicians and nurses) includes all diagno
stic measures, pharmacotherapy as well as other somatic treatments, 
catering, help with personal hygiene, clothing and self-support, ob
servation of patients at risk. 
Environmental therapy, which comprises social, productive and crea
tive activities ans sports as well as ward meetings and group 
psychotherapy, should make the hospital a therapeutically effective 
mediun. 
In addition and from the beginning of treatment individual therapy 
must focus on reintegration including individual and f~ily inter
views, home visits, consultations of employers, local authorities etc •• 

These requirements will only be met by the cooperation of different 
professions, especially physicians, nurses, psychologists, social 
workers, occupational therapists. 

Treatment must be comprehensive and continuous which necessarily 
calls for teamwork. 
Team conferences should be held daily, especially on admission 
wards. Relatives, social and medical extramural services, private 
practitioners etc. must be contacted frequently. Consequently the 
time spent on indirect care, that is care not in face-to-face con
tact with the patient, amounts to up to 50% of the working time. 
An estimation of staffing requirements has to consider the specific 
disabilities of the patients as well as the treatment objectives of 
the unit concerned. 
Therefore 16 different types of ward are defined, the most impor
tant being a standard admission unit, a standard rehabilitation 
unit, a day hospital, a gerontopsychiatric unit, an alcohol/drug 
addiction unit. 
The number of staff required corresponds to the time needed for the 
three different fields of therapeutic work: basic medical care, 
environmental therapy (including all group activities), and indivi
dual therapy. This time again depends on the several factors of in
fluence, which must be considered: the number of occupied beds, the 
admission rate, the needs for special nursing, custodial and medi
cal care. 
In the psychiatric department of a general hospital in Bremen we 
examined the real distribution of staff time. 
The results were compared with the requirements according to the 
concept of the association of directors (Fig. 1 see column -needed-). 
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This is demonstrated for 3 characteristic units. 
Because of lack of manpower restrictions in all fields of therapeu
tic work had to be made. Concerning basic medical care the diffe
rence of the actual and the needed staff is obvious. The average 
hours per day which patients spend in group activities is close to 
the needs. The ratio of patients to staff, however, is still much 
higher than recommended, especially in the rehabilitation unit. The 
time available for individual psychotherapeutic or sociotherapeutic 
treatment is about one third to one fourth of the time needed. 
It may be concluded that therapy still is focussing too much in the 
patients behaviour in the hospital and too little on his life at 
home. Viewing the lowest line of the figuere the reason for this 
deficiency becomes obvious. The existing number of staff meets the 
demands to about 50-75 %. 
Complementary to these quantitative date we have studied qualitative 
deficiencies. too. 
Patients with acute medical and pbysiological problems do not re
ceive the intense care they need and are exposed to unnecessary com
pulsory measures as e.g. locking of doors and increased sedation. 
PhYSically handicapped patients and patients with lock of initia
tive cannot be mobilised and activated enough. The lack of training 
of self-support and of other social capabilities is deplored. The 
staff members report, that they do not relate to relatives in ade
quate measure, and that necessary home visits, meetings with neigh
bours and employers can only seldom be carried out. On weekends 
there is too much idling on the wards. The keeping of records is 
fragmentary. 
Although these results can be regarded as typical for mental hospi~ 
tals throughout the entire Federal Republic of Germany, in some 
parts permanent staff reduction was enforced. 
The directors have objected to this proceeding emphatically stating 
that-the burden of the economic crisis is passed on those who are 
least able to defend themselves, as e.g. psychiatric patients." 
They remind the administrative authorities of the hospitals, the 
insurance and social security authorities, the legislative bodies 
as well as the public that mentally disturbed citizens still cannot 
be provided with an appropriate modern treatment and that it is 
their duty to ensure the adequate money for manpower supply of the 
mental hospitals. 
This statement can be viewed as a sign that psychiatrists begin to 
understand and exercise their political, functions. 
In the concluding chapter of the paper they take a further step by 
analysing structural problems in the mental health system. In their 
view the system of financing mental health services stands in sharp 
contrast to the task of developing a comprehensive network of com
munity oriented mental health services. 
Because of the mutual interdependance of the different mental health 
services a resolution of the structural problems can only be found 
through an integrated system of financing the entire regional men
tal health care. 
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The budget of the different services should be financed out of a 
pool to which health insurance, annuity insurance and social secu
rity contribute. 
The distribution of money should be controlled by the mental health 
board of the community. This way of funding is thought to be the 
best one to guarantee an improvement of care for the most disabled 
patients and to make limitation of costs possible. It should be pre
ferred to reimbursement for definite units of care. 
The number of beds required for standard mental health care can be 
lowered further from the present 1.5 to 0.5 per 1000 population pre
supposing a regional network of ambulant services, sheltered hou
sing, vocational rehabilitation services and recreational services. 
Regional mental health planning would comprise regional staffing 
plans, of course. On the long run the centre of gravity of staffing 
distribution has to be maved from inpatient services to extramural 
services. In the beginning, however, reduction of beds must not be 
followed by reduction of staff until the staffing requirements of 
the mental hospital are met. 
These structural considerations show that fundamental changes in the 
political field are necessary if the reform of mental health care 
is to be conducted along the guidelines of the enquete on the state 
of psychiatric services of 1975. 
Since the publication of the report numerous efforts have been made 
to obtain public and political support. Several associations of 
professionals and experts in the mental health field have backed 
the proposals: the German Society of Social Psychiatry, the German 
Society of Psychiatry and Neurology, the Board of Psychiatry of the 
German Hospital Society and the Association of operating authorities 
of mental hospitals. 
Even if the wave of financial cut-backs in the system of social ser
vices will reach the mental health services inspite of the high 
backlog demand in this area, it has to be appreciated that the di
rectors of mental hospitals as a group have begun to engage in po
litical conflicts in order to improve working conditions and the 
quality of care in mental hospitals. This fact can be regarded as 
a beginning change in attitude which might increase mental health 
in mental hospitals. 
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TARGET SYSTEMS OF PSYCHIATRIC INSTITUTIONS 

AND MANPOWER REQUIREMENTS 

Eberhard Gabriel and Karl Purzner 

Medical Direction 
Psychiatric Hospital 
A-Vienna 1140, Baumgartner Hahe 

1. INTRODUCTION 

In this paper, we present a rough draft of an instrument, which 
might be helpful for making decisions, concerning manpower require
ments in psychiatry. This instrument is a model of all the kind of 
work, that is to be done in a psychiatric hospital, if we want to 
translate our modern concepts of psychiatry into reality. The spe
ciality of this instrument - which makes it different e.g. from a 
written concept on the same matter - lies in the fact, that it tries 
to illustrate all important elements in a visualized form simulta
neously. For the understanding of the model a few facts about the 
psychiatric reform in Vienna have to be mentioned. 

2. '!HE REFDIiM OF THE MENTAIr-HEAL'lli-GARE eMHG) SYSTEIVI IN VIENNA 

The psychiatric reform in Vienna is going on since about five 
years. The basic organisational ideas of this ongoing reform are: 

2.1 Vienna is divided into eight catchment areas (GA) 
2.2 The out-patient care of the different CAs is being done by 

so-called "Psychosoziale Stationen" (PSt). These are social
psychiatric units, which are located within the CA, they are 
responsible for. They are run by the "Kuratorium fUr Psycho
soziale Dienste in Wien" (PSD) , a body of private law, fi
nanced and controlled by public authorities. 

2.3 The in-patient care of the different CAs is being done by 
the psychiatric hospital, we work at. It is called "Psychia
trisches Krankenhaus der Stadt Wi en - Baumgartner Hahe" 
(PKH-BH) and is the biggest psychiatric in-patient insti-
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tution in Vienna and for the population of Vienna. The main 
part of the MHC for the Viennese population - at presence 
1,5 million inhabitants - has to be provided by this hospi
tal. Every department (DEP) of it is responsible for one CA. 

2.4 The DEP of the PKH-BH and the PSt. of the PSD responsible 
for the same CA have to cooperate. 

This in a very simplified form is the organisational essence of the 
reform of the MHC system in Vienna. 

3. CONSEQUENCES OF THE VIENNESE PSYCHIATRIC REFORM FOR THE 
ORGANSIATION OF THE PKH-BH 

As we said, the different DEPs of the PKH-BH have to take care 
of the in-patients of a certain CA. In the PKH-BH the DEPs care for 
their patients happens within four types of wards: wards for acute and 
wards for longterm patients in general psychiatry, wards for geron
topsychiatric patients and wards for mentally retarded patients. 

4. WARD CHARACTERISTICS IMPORTANT IN CONNECTION WITH MANPOWER 
REQUIREMENTS 

At this point - when talking about wards - three factors have 
to be considered in connection with manpower requirements in psychia
try. 

4.1 The Number of Patients to be taken Care per Ward 
(or - more general - per Unit) 

The wards in our hospital at present have an average capacity 
of 40 patients. The average employment of capacity also should be 
taken into account. 

4.2 The Rate of Patient Movement 

The wards - especially those, which are responsible for acute 
care in general psychiatry - have to do with a different number of 
patients coming into and leaving the ward in a defined span of time, 
e.g. per day. Bergener calls this factor "Index of Passage". We talk -
as already mentioned - of the "Rate of Patient Movement", which varies 
in different wards substantially. The variation e.g. in general psy
chiatric acute care has among other reasons to do with different size 
and sociological structure of the CAs. lhese differences among the 
CAs cause a variation of absolute administrative incidence between 
1,8 and 3,2 patients per day. 

450 



4.3 The Number of Patients (or the Percentage of Patients) who have 
a Special Demand for Medical and Nursing Capacities 

It makes a difference e.g., how many patients in a geronto
psychiatric ward have to be fed, bedded, intensively treated with 
pharmaca and so on. Such differences have to be considered, when wan
ting to realistically staff such a unit. 

5. A FUNCTIONAL MODEL OF A STANDARD IN-PATIENT WARD IN THE PKH-BH 

After referring these general facts about the reform of the 
MHC system in Vienna and its consequences within the PKH-BH, inclu
ding a short charcterization of the wards, we can now present the 
model, we talked about at the beginning of this paper. It is shown 
in figur 1, which covers two pages. The model consists of two parts, 
the first of which shows the important elements of the patient-system 
(the term system should stress the fact, that we in most cases have 
to do with patients and their families), the second of which contains 
the necessary functions in connection with the new MHC system in 
Vienna. 

5.1 The Patient-System 

The vertical arrows above and below the word "patient-system" 
symbolize, that the patient in many cases is only a temporary element 
of the care system. On the left edge of the model the points of in
tervention are enlisted: the "body", the "enviroment" and the "inner 
world" of the patient. As to the body, the in-patient psychiatrist 
(in a wide sense) actually fulfills three roles at once - first that 
of a general practitioner, when psychiatric in-patients become soma
tically ill, second that of a doctor of internal medicine or of a 
neurologist if there are patients e.g. suffering from diabetes or 
having had a cerebral insult, both going along with psychiatric symp
toms and third that of a psychiatrist (in a narrower sense) e.g. when 
treating patients with acute psychoses with neuroleptics. These three 
types of interventions directed towards the body of a patient are 
usually called somatotherapy. - The interventions directed at the 
environment of the patient we have divided into two dimensions, one 
covering the everyday life of the patient, the other having to do 
with the hospital life of the patient. "Living" and "working" out
side of the hospital, that is within every day life corresponds in 
the hospital with the "individual sphere" and the "activities" of 
the patient within the hospital life. We call interventlons, which 
aim at finding a place to live or to work for the patient "milieu-" 
and "acitivity-manipulation", to stress the fact, that the important 
thing is, to place the patient somewhere. We talk of "milieu-" and 
"activating-therapy" on the other hand, when we think of trying to 
train the patients activities within the hospital and help him, to 
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make use of his "individual sphere", that is, to flexibly change 
between retreat to privacy - as far as possible in the hospital -
and joining the group. - Interventions aiming at the "inner world" of 
patient-systems are usually called "psycho-therapy". With this term 
we only mean intensive forms of psycho-therapy. All other kinds of 
what is often called psycho-therapy, we include into "cooperation with 
patient-system", which is written sideways and includes all oral, 
written and organisational efforts to inform patients about the al
ready mentioned items, but also about the care system. The horizontal 
arrows symbolize that. 

5.2 The Care-System 

The different forms of therapy or manipulation and the coopera
tion with the patient-system overlap already with the care system. The 
right side of the model deals with it. Intra- and extramural sub
systems (IM, EM) form the total care-system. The IM subsystem (the 
PKH-BH) is divided into "ward", "department", "Rehabilitation Depart
ment" (REH-DEP) and "Others". The EM subsystem shows the "PSD" and 
"Others". Four types of cooperation are divided: 1. cooperation 
within the ward, 2. cooperation of the ward with the other parts of 
the DEP, 3. cooperation of the ward with other DEP in the hospital, 
4. cooperation of the ward with EM units. Several roles are mentioned 
within the different units - "medical, nursing and psychological" 
staff in the ward, "activating therapist" in the REH-DEP, "Social 
worker" (SW) in the PSD and "Variant partners" (VAR) in "Others". 

5.3 Documentation 

All the above mentioned functions have to be documented. This 
is being symbolized by a frame around patient- and care-system on 
which sideways "documentation" is mentioned. 

6. APPLICATION 

As we said, this instrument can be used for improving decision
making in an issue like manpower requirements in psychiatry. Besides 
this, we also use it for training and controlling purposes. This model 
could be one of the steps to target systems of psychiatric institu
tions, which in many cases do not yet exist. 
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INTRODUCTORY REMARKS ON 1HE CURRENT STATUS OF THE SCHIZOPHRENIAS 

Gerald J. Sarwer-Foner 

Department of Psychiatry 
University of Ottawa School of Medicine/Ottawa General 
Hospital, 501 Smyth Road, Ottawa Ontario KlH 8L6 

In welcoming you to this symposium on Current Aspects of Treat~ 
ment, Research, and Social Considerations of the Group of Schizo
phrenias, I first wish to pay tribute to the late Professor Fritz 
Freyhan who would have given the paper on the Phenonomenology, 
Natural course of the inness and Diagnostic Views in fashion in 
different countries, which follows these introductory remarks. 
Professor Freyhan died in December 1982 and is sorely missed by his 
colleagues all over the world. I would ask you to join me in a 
moment of silence to him and to his memory. 

The Group of Schizophrenias are human disease with. acute, sub_ 
acute and chronic forms. There are no complete animal models for 
this illness. It remains therefore in all respect an illness that 
is human. Even today approximately 12.5 to 15% of all hospital beds 
around the world are occupied by patients suffering from this illness, 
many in its chronic and residual forms. It has an overall average 
world-wide morbidity of roughly 1% of the population, though this 
varies greatly, according to the diagnostic criteria used. There is 
no specifcally curative, or definitevely curative, therapy fOT this 
condi tion at present. We have however many extremely useful, helpful, 
and partially effective, partial curative, treatments for these con
ditions. These have reduced the length of hospitalization greatly 
and allow many people to live (often with residual symptoms) in the 
connnuni ty rather than in a mental hospital. The importance of spon
taneous remission in this disease at all its phases, and the poss
ibility of this occurring is important; and must not be lost sight 
of. The importance of different types of successful therapies which 
can be applied to selective patient populations at particular times 
during acute episodes needs stressing. Often these treatments 
function partially at least in terms of the personalities of both the 
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patient and of the physician or other treating personnel involved in 
the treatment. By this I mean when they are successful, patients 
and physicians have often selected each other for their mutual 
capaci ty to work together over time. 

It is a fact that we do not presently have a specific curative 
therapy, and there are large nUlllbers of residual, as well as acute, 
schizophrenic patients with partially or totally uncontrolled symp
toms • Living with this disease, with its thought disorder, its 
introversion, its withdrawal from the world into a private world, 
its greater predilection for fantasy as compared to reality, remains 
the fate of many. Its dissociation, autism, ambivalence and ambi
tendence, and the overall tendency to deviate biological energy from 
creative adult tasks into personalized defensive operations that 
maintain the disease is characteristic. For many patients character
ological defenses forms a psychotic way of life. These psychotic 
characterologic patterns pose massive problems for the patients and 
their relatives. The massive problems for the patient and their 
families poses massive problems for the particular society in which 
they live. In this sense, in its demand for services, and need for 
beds even today with neuroleptic treatment and a push for de
institutionalization, Schizophrenic patients still occupy 12.5_15% 
of all hospital beds, particularly in the developed countries. This 
is an example of the terrible burden that the need for services, and 
the terribly complex social and political problems that this disease 
imposes on societies in their attempts to deal with the demands and 
the needs of patients with this illness. Here the Group of Schizo
phrenias are a good model for all psychiatric illness and for the 
complexities that psychiatric illnesses pose for the local social 
scene. 

In the rest of this symposiwn one will hear "On the natural 
course of the illness", the paper to have been given l)y Professor 
Freyhan but will now be given by Professor Sarwer-Foner; the Current 
theoretical views on genetics, epidemiology and some treatment 
concerns from Professor R. Cancro, Biological and Pharmacological 
Therapies of the Schizophrenias by Professor H.C.B. Denber; On 
Rehabilitative Treatment of Residual Schizophrenic Patients, Out
patients Community therapy by Professor Mary V. Seeman; and Treatment 
and Civil Commitment in the United States by Professor Emmanual 
Tanay. This symposiwn will end with the discussion of Social Policy 
problems: Organizing adequate Treatment Services, problems of 
patients in the Group of the Schizophrenias, by Professor Sarwer
Foner. (This ends my introductory remarks). 
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PHENOMENOLOGY AND NATURAL COURSE OF THE SCHIZOPHRENIA GROUP OF 

ILLNESSES, DIAGNOSTIC VIEWS AND FASHIONS IN DIFFERENT COUNTRIES 

Gerald J. Sarwer-Foner 

Department of Psychiatry, University of Ottawa School 
of Medicine/Ottawa General Hospital, 501 Smyth Road 
Ottawa, Ontario K1H 8L6 

Using an Eugene Bleulerian type of orientation to the Group 
of the Schizophrenias it is important to note that Schizophrenia 
has characteristic tendencies and characteristic symptoms, with 
a spectrum or spread of these, and a range of intensities in 
their symptoms. It can come in a light ("Fruste"), form, or 
develop all the way to a full-blown form. It is very important 
to remember that it can stop, start, or remit at any stage of its 
development. (1) In its fullblown form it represents a full 
panoply of the tendencies and symptoms that this this disease shows. 

In developed countries up to 1955, Psychiatry has as mush as 
50% of all hospital beds, and patients with Schizophrenic illnesses 
occupied roughly half of these. Thus Schizophrenic patients 
occupied roughly 20-25% of all hospital beds. By 1983, less than 
25% of all hospital beds were for Psychiatry, and less than 12.5% 
of all beds were used for patients with Schizophrenia. In place of 
these hospitalizations, many Schizophrenic patients are now in non
medical welfare facilities in the community such as hotels, board
ing houses, group homes, jails(15), penitentiaries, instead of 
hospitals. Schizophrenic patients, nevertheless, represent 
roughly 1% of the population if one takes a world view, although 
there are marked variances to this from country to country. It is 
in every country a prime of life disease, with the ages of 19-40 
showing the maximal incidence. One must remember that 1% of 
patients are children under 13 years of age. The social recovery, 
or discharge from hospital, statistics vary from country to country, 
and for the acute forms of the disease today, show a 40-80% 
recovery range. This wide discrepancy is accounted for by the 
type of tratment and treatment facilities offered. In state 
hospitals it is often a revolving door type of phenomenon with 
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roughly an overall 40% recovery rate, while in some of the better 
staffed general hospital units or private hospitals with high 
doctor to patient and staff to patient ratios, recovery from an 
acute episode is as high as 85%. In Eugene Bleuler's classic 
data, from 1805 to 1905, 60% showed a normal social recovery, (what 
he called "mild deterioration"), 22% showed "moderate deterioration", 
while 18% showed "severe deterioration". The Worcester State Hosp
ital of U.S.A. data of 1833-1846 showed a rather similar type of 
data in the report of Dr. John R. Parke in 1893 in the "Moral 
Therapy" days; (2) showing "a good recovery phase" set in, in the 
post industrial revolution period which persisted up to the neuro
leptic era, (roughly after the 1900's to the current neuroleptic 
era after 1953). 

Today, in 1983, for the residual form of the illness, one can 
say, using Goldberg and Hogarty's data (4,5,6) that roughly 70% 
of patients can stay out of hospital mostly with residual symptoms, 
for three plus years when treated with neuroleptic drugs and 
"sociotherapy" - a program to help them socialize, develop living 
skills and sometimes work skills. (4,5,6), However 20-25% stay out 
when given a placebo alone. Thus neuroleptic drug treatment allows 
roughly 50% of Residual Schizophrenic patients to stay out of 
hospital. The polarizations that have always faced and continue to 
face researchers working on eitological factors in Schizophrenia 
continue to exist, and have been explored in my Simon Bolivar 
Lecture. (13) Space and time do not permit repeating them here in 
detail. The issues of this disease are one of: 1) changes in the 
brain cells, genetic, metabolic, biogenetic, metabolic set and 
therefore organic, producing inevitably the signs and symptoms of 
the disease because the brain cells are first organically affected? 
2) is the disease produced by emotional conflicts, which at a 
defensive human level, given genetically determined sensory, reactive 
defensive gaiting styles, produce secondary, to-and-fro passing-in
time, functional physiological changes, ego defensive changes, which 
in turn influence the brain physiology, thereby "psychogenically" 
produce or influence the disease, its signs and symptoms? Today, 
one can only say that some patients fit one while others fit the 
other of these two possibilities better. 

Schizophrenic morbidity and current Schizophrenia symptomatology 

Though the group of Schizophrenias have a roughly 1% incident 
across the world, if you look at the statistics (2,12), they vary 
considerably in some countries, reflecting in this, what is called 
"Schizophrenia" in a particular country. Thus the overall incident 
for Europe is about 0.85%. It going from 0.45% in Germany to almost 
2.45% in Switzerland. These differences reflect the way the 
diagnosis is made and the theoretical view of what the disease is. 
Included in this is the issue of what psychopathology is to be 
included or excluded from this diagnosis. In classic German 
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psychopathology, the so called German SchoolE, following the work 
of Kleist C8}, Jaspers en, and Leonard (10,1lt, Schizophrenia is 
looked at from the point of view of signs and symptOIll.S, which are 
studied in their own right, with or without necessarily having a 
central coordinating theory, other than these signs and symptoms 
are probably neuronal in origin and therefore "organic". Many of 
these authors are very critical of E. B1eu1er's original concepts 
in this regard. Many followers of the later German schools feel 
E. B1eu1er's concepts and those of Adolph Mayer allowed inclusion 
of a much larger group of patients, many with recoverable illness, 
than the German schools' visualization of Schizophrenia (Dementia 
Praecox). Thus they tend to reserve the term Schizophrenia, or 
Demential Praecox following Kraep1in, for severe ongoing and there
fore to become chronic patients (Process Schizophrenia). (9) They 
use a variety of terms for Schizophrenic-like episodes, "Schizophren~ 
iform" episodes in which the patients have affect and good prognosis, 
and these they call Reactive Schizophreniform psychoses, Reactive 
Schizophrenia or other non-Dementia Praecox terms, i.e. "their" 
Schizophrenia diagnostic terms. This also includes such terms as 
Latent Schizophrenia, etc .• Kurt Schneider's first rank symptoms, 
(14) although designed to obtain better diagnostic operational 
categories, and were to be used for diagnosis only (first rank 
taking precedent over second rank "for diagnosis only"); identify, 
as his critics have pointed out, only advanced cases of Schizophrenia. 
Understanding some of the complexities of these differences accounts 
for why and how statistics vary from country to country. North 
American Psychiatry, and to a lesser extent British, are much more 
like the Swiss B1eu1erian influences school. In North American 
with an Adolf Meyerian, Eugene Bleulerian and a psychodynamic 
heritage, we include some cases of the diagnostic category of 
Schizophrenia which some German psychopathologists would exclude. 
This explains the differences between the German morbidity 
statistics of roughly 0.45%, the overall European statistics of 
Europe at 0.85% and our North American statistics which run 
approximately 1% and the Swiss statistics which run as high as 
2.4% of the population. 

Do we see all subtypes of Schizophrenia today? In Western 
countries we see Schizophrenia, Simple Type, and we see a lot of 
Schizophrenia, Paranoid Type. Very few classic Hebeprenic patients 
are seen except occasionally in a "Fruste" (slight, or very mild) 
form. One almost never sees the severely deteriorated state 
hospital patients anymore. How much of this was an iatrogenically 
induced product of hospital allowed regression in chronic state 
hospitalization becomes a moot point. Modern neuroleptic treatment 
and relatively rapid discharge, orientated towards social rehabili
tation and focusing better attention on the patterns of regression 
lessens this in to days hospital settings, in Western countries, 
provided these medical facilities have adequate medical and nursing 
manpower for their programs of non-regressive rehabilitation of the 
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Schizophrenic patient. Schizophrenia, Catatonic Type, is seen 
relatively rarely today in Western countries compared to what was 
seen 30 years ago. As a personal speculative explanation, it may 
be that permissive Western societies allows all of their citizens, 
including the psychotic, expression and discharge of muscular and 
sexual tensions, (Le. of all tensions contained inward in the body 
and the mind) through muscular and sexual action. This is in 
considerable contrast with what was permitted in these countries 
thirty or more years ago, where such expressions were less accepted 
by society as a whole. Thus as a result, 30 years ago, dramatic 
symptoms, symbolic of all-out attempts to psychotically deal with 
impulsivity, and the impulsive-aggressive~sexual use of the loco
motor striated muscles as organs or relation, were not allowed as 
much, and were therefore more restricted. I believe that this greater 
liberty in our current climate helps to account for the relative 
absence of catatonic symptoms in our Western societies. In other 
countries in the East - China, Japan, India, Schizophrenia 
Catatonic Type remains currently very prevalent. 

The greatest change in diagnostic sub-types is produced by the 
current diagnostic fashion that results in decrease in Schizophrenia, 
Schizo-Affective Type. This is caused by the development of lithium 
as an effective treatment for agitation of moderate severity, but 
particularly in its utilization as a specific treatment of mania 
(Bipolar-affective Disorders) and its use as an attempt at 
prophylactis for Depressive Disorders as well. These two phenomena 
have induced an increase in the diagnosis of manic illness 
(Bipolar-affective Disorder) with a concommitant decrease in 
Schizophrenia, Schizo-Affective Type. My personal view is that this 
is a diagnostic fad, based on our liking to be therapeutically 
effective, Le. that we have "specific therapy" with lithium. It 
is therefore most fashionable to make the diagnosis of a disease 
that we can treat. Thus you have a lessening of the diagnosis of 
Schizophrenia, Schizo-affective Type, not because this category no 
longer exists, but because it is often linked with manic bipolar 
illness, not differentiated from it, and thus called by another 
name. 

To sum up briefly, currently in the Western world we see less 
Hebephrenia, less Catatonia, and although there is plenty of 
Schizo-Affective Schizophrenia, many of these patients are not 
called this, but are classified as Bipolar-affective Disorder, 
and are treated with lithium. It is of course characteristic 
of the Schizophrenic group of illnesses that a particular patient's 
symptomatic expression changes over time, so that one subform over 
time becomes converted to another, i.e. what was Schizo-affective 
at the beginning might become Paranoid later on, etc. 

I have thus, in this short presentation attempted to sum
marize some aspects of current views of phenomenology, of the 
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natural course of the illness, of differences in diagnostic views 
and fashions in the different countries. 
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OUTPATIENT AND COMMUNITY THERAPY 
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Comprehensiveness is the key to good care for schizophrenic 
patients in the community. Treatment is directed not only to the 
removal of symptoms and the prevention of acute relapse but also 
to an improved quality of life. 

Comprehensiveness can be understood as the provision of 
multiple loci of care: home care, community agency care, outpatient 
hospital care, day or night care in hospital, supervised residences, 
cooperative living situations, and institutional care. Ideally, 
most patients should be given choice in the location of treatment. 

Another meaning of comprehensiveness is treatment at all 
levels: acute emergency treatment, general assessments and re
assessments, check-up visits, psychotherapy. Most patients will 
require treatment at these various levels throughout life although 
frequencies will change. 

Comprehensiveness also refers to the multiple aspects of life 
which patients with schizophrenia will need help with. These 
include careful monitoring of medication to reduce symptoms while, 
at the same time, keeping side-effects minimal and relapse risk 
minimal. This is a difficult task which cannot be done without 
frequent visits and some trial and error attempts at dose adjustment. 
This needs to be accompanied by education for patient and family 
about the way drugs work, the relation of dose and individual 
susceptibility to the alleviation of symptoms and to the development 
of side-effects. Patients also need instruction on withdrawal 
effects, toxic effects, and the concept of titrating drug dose to 
stress. 
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Besides education about drugs, an important ingredient of 
the overall program is general education about the disease process, 
what can be expected, what goals need to be worked toward and what 
former goals need to be abandonned. This is an area that therapists 
often neglect for fear of discouraging their patients. Hope for 
improvement must always be fostered but unrealistic fantasies 
about return of premorbid functions can be disastrous and can often 
lead to family arguments and sometimes to self-destructive impulses. 

Structure, stimulation, socialization and support are the 4S 
cornerstones of comprehensive treatment. By structure I mean a 
daily schedule of activities that have meaning for the patient. 
Even the most carefully organized daily program will probably not 
be followed but the following of it is not as important as the 
knowledge that it exists. I have found it important for patients 
who are unmotivated and apathetic to know that there is something 
for them to do every hour of their day, even when theY-choose not 
to do it. They are always free, of course, to exercise choice in 
whether or not to participate. It is infinitely better, however, 
to decide not to do something than to have nothing about which to 
decide. In most cases, the scheduling needs to be as detailed 
as in a children's camp or school, with new activities beginning 
every hour or so. The activities accompanied by food are more 
likely to be attended. 

Stimulation again refers to not leaving patients alone to do 
nothing. Coming to the patient who refuses to come out of his room, 
engaging him or her in conversation or games or encouraging him or 
her to take part in activities is all part of stimulation. Building 
in a reward system for participation often produces results. The 
risk is that over-stimulation may precipitate acute symptoms so that 
the therapist needs to go slowly and perhaps check out with others 
(relatives, friends, former therapists) the level of stimulation 
that an individual usually tolerates. 

Socialization is important because intimacy is one of the 
rewards of life that is not dependent on riches or even on good 
health. It is an area of special importance to schizophrenics who, 
for the most part, find intimacy difficult. The difficulty has 
been described as a need/fear dilemma - a desperate need for others 
which is frightening in its dimensions. Non-demanding social 
groups and group activities provide a good forum for socialization. 
Enduring friendships are often formed even though interactions 
appear emotionless to outside observers. 

Support is essential in all its many meanings. Schizophrenic 
patients require financial support, help in acquiring proper shelter 
and food, .help in the skills of daily living (shopping, cleaning, 
budgeting, dressing, cooking, laundering, sewing). They require 
help in fighting the bureaucracy of mental health programs and legal 
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help with landlords and others who may take advantage of them. 
They often need to be rescued from brutalizing friendships or 
family relations. They may need protection from physical abuse, 
from unhygienic surroundings and from medical or dental illness. 
They frequently need help for drug or alcohol addictions and, most 
of all, from the depression that so frequently accompanies 
schizophrenia. 

A comprehensive program must also provide patients with 
opportunities for leisure time activities, vacations from the hum
drum of their life, educational upgrading, vocational rehabilitation, 
opportunities for development of creative talents and spiritual 
pursuits. 

A comprehensive program is not useful if it is not used. 
Services must be accessible. They must be open (at least via tele
phone) twenty-four hours every day and patients must be able to 
come when necessary. Transportation services are important. Many 
patients cannot afford to attend programs because they cannot pay 
for public transportation. Some patients will never attend any
thing unless they are actively courted. Successful programs need 
to incorporate active outreach and home-visiting. 

Since most schizophrenic patients now live with their families, 
rehabilitation programs must focus on the needs of relatives. They, 
too, need education and support. They, too, need to meet with each 
other and discuss their common difficulties in order to find common 
solutions. Families can be taught to interact effectively and 
therapeutically but they must be treated respectfully and therapists 
must be prepared to learn from families as well as to teach. 

Extremely important is the issue of therapeutic morale. This 
is a recognized issue for families who become demoralized and 
irritable. It pertains equally to therapists. The ups and downs 
of schizophrenic illness provide few rewards for treating personnel. 
The rewards must be obtained elsewhere - through good salaries, 
good working conditions, through support and supervision, inten
sive educational programs, opportunities for teaching, for research 
and for academic pursuits. The more effort is put into preventing 
therapists' boredom, frustration and exhaustion, the fewer patients 
will be victimized for failing to live up to others' unrealistic 
expectations. 
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The Group of the Schizophrenias 

Patients afflicted with one of the Group of the Schizophrenias 
show particular well-known tendencies that express themselves in 
characteristic symptoms. The natural course of the illness, the 
"Way of Life". (1) of those chronically afflicted, here takes on a 
personal individualistic characterological pattern as "the usual 
way of being" that the patient shows. In its humanistic aspects, 
the illness thus poses th most profound medical problems for 
each particular society. The Group of the Schizophrenias poses 
severe political considerations for each proposed solution in each 
society, for people with these illnesses. Here again it is a 
rather complete model of the complexities of what such an illness 
does to the society in which it exists, and of what a particular 
society does to people with an illness. If one looks at the partic
ular social dependency needs of people with Schizophrenia in its 
severe forms, then the interactions between these forms and the 
demand that the symptomatic expression of these forms makes on 
the social organization of a particular culture and society, also 
offers interesting food for thought. Here it poses the issue of 
how much money and resources a society will put into people with 
such illness, and what the needed range and spectrum of such 
resources should be, or are. I have discussed these more fully 
in my Simon Bolivar lecture, (3) and space and time does not permit 
me to elaborate on these today. 

Today, in the 1980's, as compared to almost double these 
figures 30 years ago, less than 25% of all beds are psychiatric 
in developed Western countries, and less than 12.5% of these beds 
are occupied by patients with Schizophrenic illnesses. Instead, 
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massive numbers o~ such patients are now out o~ hospital in non
medical welfare facilities, hotels, boarding houses, group homes, 
jails (4) and penitentiaries. What are the implications of these 
facts? Governments around the world use various planning figures 
to determine the range of medical facilities. In Canada and the 
United States, a planning figure of 4-5 beds per thousand of the 
population for general hospital beds, (not for psychiatry) is 
often used. Currently in Ontario, Canada, the figure of 3.5 beds/ 
thousand is being used in some cities, and there is a shortage 
of beds for some categories at this figure. For the needs of acute 
psychiatric patients, usually in general hospital psychiatric 
units, a planning figure of 0.45 beds per thousand was to be 
added to the above mentioned figure, and a planning figure of 0.8 
beds per thousand for chronic psychiatric patients was added to 
these figures. Often, another planning figure of 1-1.5 beds per 
thousand for Geriatric Medicine (not psychiatry, but geriatric 
medicine) was also added. To understand the meaning of these 
figures, it is important to note that where general hospital 
psychiatric units are available, the number of Schizophrenic patients 
hospitalized in these units vary from 12-22% of all psychiatric 
admissions to these units. The nature of this variance is 
determined in the communities concerned, by the differences in 
availability of other than general hospital based acute emergency 
admission facilities such as, in state mental hospitals or other 
emergency facilities, as well as the existance of adequate 
facilities for hospitalizing chronic or psychogeriatric patients. 
Where such facilities do not exist, more patients with Schizophrenia 
are admitted to the acute general hospital psychiatric units for a 
maximum of roughly 22% of all admissions. With these social 
planning and policy figures and thoughts as a background, let us 
briefly look at the issues of current (1983) therapy for the 
Schizophrenias and its non-specific curative nature. 

The therapeutic specificity offered by a good anaesthetic 
in its capacity to put somebody to sleep safely and reliably, 
offers what I call "a good model of treatment specificity". (2) 
Here if you use the anesthetic properly, the patient will go to 
sleep safely. In this context it does not matter whether you know 
the psychodynamics of the patient's life, whether he/she had a 
fight with spouse, whether he/she is happy, unhappy, etc. Such 
factors may influence dosage, you may need a little more of the 
anaesthetic if a patient is particularly anxious, etc. - but this 
will not change the therapeutic specificity of the treatment in 
its fundamental sense. Similarily, if you give an adequate dose 
of Penicillin for a Penicillin sensitive disease like "Yaws", the 
Penicillin will cure the yaws. Again it will do this whether the 
patient being treated had a fight with its brother-in-law, hates 
his mother or father, etc., it will still cure the yaws. Using 
such specific therapy gives us an opportunity for the proper use 
of what I have called "a good public health model for treating 
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sensitive-to-cure diseases", a physician makes an accurate diagnosis, 
then the treatment can be applied by any physician, or a non
physician trained liaison person, working, as part of the medical 
team (under medical aegis) attempting to treat or wipe out that 
disease. For example, in such a public health effort to wipe out 
Yaws, or Smallpox, one can teach technicians to give an injection 
of penicillin for the Yaws, or vaccination for the smallpox, 
provided the physician has made the correct diagnosis of the disease, 
or has correctly indicated the need for the vaccination. Here, 
specific curative or preventative therapy can lead to economies in 
medical manpower, and eliminates the need to know the psychodynamics, 
the family life, and social situation of the patient. Even though 
knowing such things may be generally desirable, not knowing them 
does not negate the specific treatment. 

In view of the above considerations what the realities as to 
the status of current psychotropic drug therapies in Psychiatry, 
and in particular of the neuroleptic treatment of the Group of 
the Schizophrenias? Well, we have drugs with a reliable clinical 
effect when given in adequate dosage (what I have called "the 
particular pharmcological profile of the drug concerned"). 
Unfortunately, this clinically reliable, specific pharmacological 
profile visible in all patients to whom it is given in adequate 
dosage, (with or without individual idiosyncrasy), is therapeutically 
(ie curatively) non-specific. It does not cure the disease -
Schizophrenia. Its global over all actions do covary generally 
on statistical on statistical analysis of covariancy, with some 
aspects of global improvement in some of the symptomatology of 
patients with Schizophrenia ("productive" or "action" symptoms) but 
unfortunately the disease as such is not cured by the present 
(1983) availability at our current level of knowledge of neuro
leptic therapeutic agents. 

In terms of public policy in most countries however, our 
planners unfortunately behave as though we do have specific 
curative therapy for Schizophrenia, and this, in a reality 
situation, where regrettably we do not have specifically curative 
treatment. We thus erroneously behave as though the same techniques 
that can be used for my, "good public health models for curative 
or preventative treatment for specifically curable diseases" 
(eg yaws or vaccination for small pox), can be used to treat 
diseases such as Schizophrenia, for whom regrettably we do not 
currently have specifically curative therapy. 

Le us now examine some of the implications of this approach. 
Believing, erroneously, that we can use models for Schizophrenia, 
that apply to diseases that are curable with our current therapies, 
governments and planning authorities often behave as though their 
country does not need considerable numbers of physicians, medical 
specialists for these tasks, and therefore that you do not need 
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psychiatric physicians for thes'e tasks. Secondly, they hehave as. 
though all that is needed is "a physician" to make an adequate 
diagnosis and then they often behave as though other non-medical 
technicians can treat the illness, and if this is done 
Schizophrenia will "go away". They thus behave as though a 
country can save money on training doctors, and as though such a 
country does not need these medical specialist-psychiatrists - in 
any numbers, nor does such 'a country need (in this view) long term 
treatment facilities, etc. What however is the reality of such 
views? The reality is that we do not have specifically curative 
measures, that eliminate the disease Schizophrenia, and yet many 
behave as though we do. 

The fact is that we do not have specifically curative therapy. 
In 1983, the neuroleptic drug treatments are crucial and useful. 
They help many patients, but in many cases we cannot claim that 
this therapy is curative of the Schizophrenia. Given this 
reality, we need a full range and gamut of all the facilities 
needed to treat Schizophrenic patients, this inclused the 
rehabilitative chronic, long-term facilities including some 
hospital beds for the hard core of such patients (relatively small 
in number) who will do better if they live their life in a good 
hospital for such an illness than if discharged out of the 
hospital to rehabilitative facilities. We need good rehabilitative 
centers under medical control, or a good relationship to a medical 
aegis. We need good collaboration under medical aegis with special 
services agencies, such as employment agencies, sheltered workshops, 
half-way houses, group living homes, etc., for the rehabilitation 
of those chronic patients that can do better in the community and 
out of a chronic institution. 

The absence of specific curative therapy makes the teaching of 
all we know about the psychodynamics of the illness, the human 
aspects of the disease, of Schizophrenia as "a way of life"(1,2,3) 
and of the defensive use of psychotic characterologic defenses 
by Schizophrenic patients, essential. We have to teach about the 
coping, feeling aspects of schizophrenic patients and how to cope 
and treat these aspects. All of the above must be demonstrated 
and taught to our medical students, to our residents in psychiatry, 
by sophisticated psychiatric specialist-physicians who have large 
experience with these cases, and who can teach and demonstrate such 
material, to psychiatric residents, to medical students, to general 
physicians and to the allied health and professionals and medical 
auxiliary who will work as part of medical teams in the treatment 
and rehabilitation of these patients. 

Above all, we need new research models which will try to get 
at the physiologic mechanisms of some of the humanistic aspects of 
the thinking and feeling of Schizophrenic patients. This would have 
to be "married up" with the increased knowledge of biochemistry 
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and the basic biological phenomena which are the subject matter of 
some of my colleagues' presentations today, and which I have 
summarized in my Simon Bolivar lecture (3) more fully but cannot 
offer here. 

The need for a proper gamut, range, or spectrum of psychiatric 
services to properly treat and care for complex psychiatric 
illnesses runs into many boundaries each of which has to be 
transcended if action to obtain the needed facilities is to ensue. 
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One of the strategies widely used in family research consists of 
comparing families containing a schizophrenic offspring with families 
in which no psychiatric disorder occurs. Whereas the first group is 
considered "abnormal", "pathologic" or even "pathogenic" the second 
is used as a "normal" control. Differences observed between both 
groups are seen as indications of familial abnormalities which 
presumably either preceded the onset of the disorder or appeared 
subsequently in reaction to it. The first interpretation all too 
readily ignores that these families are exposed to one of the most 
devastating and catastrophic events that they can experience. And 
not only family researchers are prone to this scotoma. If you take, 
for example, one of the most elaborate interview schedules of 
stressful life events, you will find virtually every major event 
concievable in an individual's life but you will miss the fact that 
a close relative had become mentally ill. The alternative interpre
tation which focuses on the impact of the psychiatric illness on 
the family shares one problem with the first interpretation. It 
overemphasizes the pathologic aspect which considers differences in 
interaction patterns between index and control families almost 
automatically as abnormalities and deviances. Both views tend to 
neglect that the standard norms that used to govern family life 
might have become obsolete and that new norms have emerged that may 
prove to be more appropriate. Behavioral styles, attitudes, inter
actional modes under normal conditions considered deviant or abnormal 
may in fact indicate a successful adaptation to the new situation. 
And the reverse might also be true although it may at first glance 
appear somewhat paradoxical, namely that behavior usually defined 
as "normal" could be an indication of insufficient adaptation and 
therefore "a-normal". 
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Two studies on the association between family environment and 
the course of schizophrenia, both using direct observation techniques, 
do in fact suggest that this could be the case. Let us first look at 
some results of a study my colleagues and I conducted in Hannover. 
In this study all families from the Hannover area were included 
wherein a son, 15 - 30 years old, was admitted to psychiatric in
patient treatment for the first time in his life, and where both 
natural parents were still living together as a married couple. The 
diagnosis was based on the Present State Examination , only patients 
who displayed at2least 6 signs and symptoms which, according to 
Carpenter et al. , best discriminate schizophrenia from other 
psychiatric disorders were included. 30 families were studied which 
represents 77% of all families eligible during the study period of 
2 ~ years. The contrast group consisted of 30 families with sons who 
had been admitted to surgical units of two hospitals in Hannover 
with acute abdominal conditions or who required plastic or accident 
surgery. Neither the patient nor the parents were stated to have 
previously required psychiatric help. 

At the time of discharge of the patient, each family, i.e. the 
son plus both parents, were invited to a joint discussion of probl3ms 
of daily family life which was stimulated by means of Strodtbeck's 
revealed differences technique. The discussions were recorded on 
audio- and videotape and verbatim transcripts of the former provide 
the source of data for this report. For the assessment of the 
emotional atmosphere in the families l[e used the Content Analysis 
Scales developed by Gottschalk et al. which allow a detailed 
quantitative analysis of two emotional qualities, hostility and 
anxiety, which in view of the literature could be relevant to the 
course of schizophrenic illness. Two years after discharge from the 
first inpatient treatment each family with a schizophrenic patient 
was contacted again. In about half the cases (n=13) the patient had 
been readmitted to the hospital and in half not (n=I7). Both groups 
did not differ significantly in any of the psychiatric and socio
demographic variablSs that we had assessed (more details can be 
found in Angermeyer ). 

In the following section I will compare some of the results 
obtained from both subgroups of families with schizophrenic patients 
and the group of families with organically ill patients. My focus 
will be exclusively on the domain of hostility. As expected from 
the work of the research group at MRC Social Psychiatry Unit in 
London, fathers of readmitted schizophrenic patients verbalize more 
openly in a more outwardly directed hostile manner than fathers of 
schizophrenic patients who were not readmitted (Tab.l). They also 
project more hostile impulses onto others ("ambivalent hostility"). 
By contrast, mothers of readmitted schizophrenic sons show more 
autoaggressive and intrapunitive tendencies than those of schizo
phrenic patients not readmitted. According to psychodynamic theories, 
this could be considered one of the determinants of overprotective 
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behavior and emotional overinvolvement reported by other researchers. 
In addition, among the parents of the contrast group the fathers of 
rehospitalized schizophrenic patients also express more overt hosti
lity than fathers in the contrast group, and for mothers the same 
is true regarding autoaggressive tendencies. Or in other words: In 
both cases it is the group with an unfavorable outcome of schizo
phrenia that proved to be "abnormal". Ip other instances the picture 
is less clear and it is, for example, only the mothers of schizo
phrenic patients not rehospitalized who express a significantly 
higher amount of hostility against others. But taken together the 
results presented as yet do not seem to lend much support to the 
hypothesis stated in the beginning. 

Let us now turn to the relationship between the mean affect 
scores of the three family members who participated in the discussion 
(again, the whole discussion time being the unit of analysis). As 
we can see from Table 2, in all three dyads - father-son, mother
son, and both parents - the same pattern emerges: Only in the group 
with readmitted schizophrenic sons and in the contrast group can 
statistically significant correlations in the domain of outside 
directed hostility be found. This is not the case in the group with 
schizophrenic patients not readmitted where some relations in the 
area of autoaggression or projected aggression seem to exist. As 
discussed in the beginning, it is in fact only in the families 
containing schizophrenic patients who have an unfavorable institu
tional career that "normal" relationships do prevail whereas families 
with patients with a better outlook "deviate" from the common 
standard norm. This suggests that the rather detached relationships 
(which allude to some aspects of the concept of low "Expressed 
Emotion") observed in families with patients who are not readmitted 
may indicate the successful adjustment to the new situation. 

Similar results yield the analyses of the dynamics of the 
emotional interplays during the course of family discussions (based 
on the mean values for hostility scores for each 5-minute segment). 
As Figures 1 and 2 show for the subtypes of outwardly directed 
hostility, the profiles of mothers and sons are rather parallel in 
both, families with rehospitalized schizophrenic patients as well 
as the contrast group (suggesting a symmetrical relationship). By 
contrast, in families with schizophrenic patients not readmitted 
the scores of the mothers on the hostility scales always drop to 
their lowest value whenever the scores for the sons reach their 
highest value (suggesting a more complementary relationship). What 
is suggested by plain inspection of the tables can also be 
demonstrated statistically using a multivariate trend analysis for 
repeated measurements with orthogonal po~ynomial transformations 
as given in the MANOVA procedure in SPSS • Only in the case of 
families with schizophrenic patients who are not rehospitalized 
can statistically significant differences between the profiles of 
mother and son be obtained. Analogous findings revealed also the 
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analysis of the other two types of hostility. Again, it is the 
families containing schizophrenic patients with better prognosis 
that deviate from the common norm. 

As already mentioned another study also using direct observation 
techniques points to the same direction. I am referring to the work 
of Francis Cheek - an almost ~orgotten pioneer in this field. In a 
paper published in 1965 Cheek reports the investigation of inter
action patterns in families with schizophrenic patients of both 
sexes and "normal" control families. She had analyzed family 
discussions which also had been generated by means of Strodtbeck's 
procedure, using a modified version of Bales' Interaction Process 
Analysis. At a I-year follow-up the convalescent adjustment had 
been re-assessed. Summarizing her results Cheek states: "Apparently 
the more 'normal' the family on most of the characteristics which 
differentiate between families of 'normals' and 'schizophrenics', 
the worse the outcome of the schizophrenic ••• Our study has revealed 
a characteristic distortion of the family environment of the 
schizophrenic, a distortion of parental attitudes and role behavior, 
which shows up most notably in the area of techniques of social 
control. In the absence of certain aspects of this distortion the 
convalescent schizophrenic deteriorates. This suggests that the 
distortion might serve a useful function for the schizophrenic." 
(p. 145) 

Preliminary and rather serendipitous as these results may be, 
they at least suggest that in families with schizophrenic patients 
the functional norm is submitted to change. Interaction patterns, 
usually considered as dysfunctional or deviant, prove now to be 
functional, hence normal. This should lead us to re-examine our own 
implicit or explicit notions of a "normal family". I think this 
could help us to better tolerate previously assumed deviance and 
would make us hesitate more often from calling families "abnormal", 
"pathologic" or even "pathogenic". This in turn might even help 
families to cope better with schizophrenic illness. 
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BEHAVIOURAL FAMILY THERAPY FOR SCHIZOPHRENIA: 

A CONTROLLED TWO-YEAR STUDY 

I. Falloon, J. Boyd, H. Moss, V. Cardin, 
C. McGill, J. Razani, J. Pederson, and J. Doane 

U.S.C. Dept. of Psychiatry, Los Angeles, CA 90033. USA 

INTRODUCTION 

Behavioural family therapy in the treatment of adult mental 
illness has developed since 1970. In addition to its use in the 
management of schizophrenia and depression, it has been employed 
in most areas of psychopathology, such as mental retardation, 
anorexia nervosa, anxiety disorders, substance abuse, children's 
problems, and in the management of diabetes and coronary artery 
disease. In other words, the approach is generic. 

In common with most of the conditions cited above, schizo
phrenia is considered to be a biological disorder mediated by 
environmental stress. Sources of environmental stress are multi
determined, and the impact of that stress highly individualized. 
Therefore, in order to apply effective stress management, a com
prehensive functional analysis of the current and potential 
sources of stress confronting each person is essential. This 
includes considerations of both biological and psychosocial 
systems, and an assessment of the capacity of the individual to 
cope with stresses. It is assumed that each person is function
ing at his or her optimal coping capacity when attempting to 
handle any undesirable environmental stress. Thus, a detailed 
analysis of the strengths and weaknesses of that person's coping 
functions is the baseline upon which more effective strategies 
may be sought. 

As well as being a potential source of environmental stress, 
the family is the greatest natural resource for buffering the 
impact of stress upon its individual members. For the family 
unit to function effectively in this role each family member's 
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strengths and weaknesses in handling their own stresses, including 
those imposed by other members of the household, must not exceed 
their maximum coping potential. As the "expressed emotion" re
search has indicated) that where only one member of a household is 
unable to cope effectively with the problems of a functionally
disabled member (Vaughn and Leff, 1976), or when a major life-event 
overwhelms the family unit as a whole {Leff and Vaughn, 1980~ an 
exacerbation of symptoms in the vulnerable family members is 
likely. This risk of exacerbation can be modified in schizo
phrenia through reducing the biological vulnerability of the 
person with an established illness through the use of prophylactic 
neuroleptic drug therapy. However, this latter strategy is not 
without its own potential to produce stress through unwanted 
effects, and any method that can reduce the need for long-term 
drug therapy is highly desirable. 

The behavioural family therapy approach has been clearly 
documented (Falloon, et aI, 1984). To summarize, the main feature 
is an attempt to improve the efficacy of family problem solving by 
increasing the frequency of distraction-free discussions between 
family members in the home environment, and enhancing the effici
ency of problem solving through increased structure. Families 
are encouraged to use a six-step structure in problem solving 
discussions. These steps involve 1) identifying a specific 
problem, issue or goal; 2) listing a wide range of both "good" and 
bad solutions in a non-judgemental manner; 3) evaluating the 
advantages and disadvantages of each proposed solution; 4) agree
ing upon the optimal strategy; 5) detailed planning of implementa
tion of that strategy; 6) implementing the plan and evaluation of 
its effectiveness. Families are taught this stepwise approach 
through oral and written instructions with therapist modelling and 
coaching. After several workshop sessions, most families can 
apply the approach unassisted by the therapist, who encourages 
them to use the strategy whenever a problem arises at home or a 
family member seeks advice about achieving a personal goal, or 
shows concern about any aspect of his or her life. 

This approach enables the family to find their own creative 
solutions to problems and to conduct their own on-going functional 
analysis. However, in most families who are burdened with the 
stress of a disabled member (whatever the disorder), the ability 
to communicate their feelings clearly and freely is impeded, and 
problem solving discussions are either avoided, for fear of the 
consequences of an outpouring of pent-up emotions, or tend to be 
characterized by vague, somewhat tangential discussions of the 
major issues. In such families these communication difficulties 
must be adequately addressed before problem solving can be 
enhanced. The expression of negative and positive feelings in a 
specific manner, that leads to open, clear and constructive 
problem solving is encouraged. Improved emotional and cognitive 
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communication is crucial where it is a major impediment in family 
problem-solving. Outside a problem-solving framework training 
improved communcation appears to have limited relevance. Unlike 
family interventions that seek to reduce the level of expression 
of emotions, this method aims for increased expressiveness, albeit 
in a problem-solving context. At times complex family trans
actions may impede effective problem-solving and methods similar 
to those employed in other family therapy approaches are used. 

A CONTROLLED TRIAL 

The effectiveness of behavioural family therapy (EFT) was 
compared with individual supportive therapy (1ST) in persons who 
returned to live in stressful family households after a clearly 
defined episode of schizophrenia. The aims of both treatment 
methods were to maximise the social functioning of the index 
patients and their families, while minimizing functionally dis
abling psychopathology over a two-year period. A broad range of 
services were provided in addition to the core interventions; they 
included, comprehensive crisis intervention and case-management, 
that involved continuous care throughout the two years regardless 
of hospital admissions or exacerbations, and psychosocial rehab
ilitation counselling. 

Patients with schizophrenia as defined by PSE/CATEGO and DSM 
III criteria, who were living in high-stress households, according 
to the "expressed emotion" index and/or overwhelming family burden, 
were randomly assigned to EFT or ISP after they had been stabilized 
at home on the minimal dosage of neuroleptic medication to main
tain florid symptom stability. Prescribing pharmacologists were 
unaware of the psychosocial treatment each patient was receiving 
and continuously adjusted the dosage of neuroleptics to meet the 
changing vulnerability/stress diatheses of patients over the two 
years. 

ISP was designed as the optimal procedure for the individual 
management of schizophrenia. It was a problem-oriented approach 
that focused on the optimal community functioning of the index 
patient. Support for families was provided in all cases, but 
this took the form of meetings with relatives on an ad hoc basis, 
advice on patient management, and assistance at times of crisis. 
No systematic family problem-solving that involved index patient 
and family in conjoint discussions was provided. Home visits 
were made when necessary, but treatment was clinic-based. All 
family sessions were held at home during the first 9 months. 
Sessions of one-hour duration were conducted on a weekly basis 
for three months for both conditions, after which they were 
tapered to bi-weekly until nine months, and monthly thereafter. 
The same therapists treated an equal number of patients in each 
condition. Thus, the intensity of treatment and therapist 
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variables were controlled, but the location of treatment was not. 

RESULTS 

Detailed presentation of the results is found in a number of 
other publications (Falloon et al., 1982; Falloon, 1984). A 
brief synopsis is provided here. Thirty-six patients and their 
families completed 9 months of treatment and were followed up at 
24 months, with complete data on 34. 

Clinical measures: ISP patients (n=18) suffered 21 major 
exacerbations of schizophrenia, and were clinically unstable for 
4 of the first 9 months. BFT patients (n=18) suffered only 3 major 
exacerbations and were clinically unstable, with symptoms of any 
kind, for 2 months out of the first 9. This tendency for less 
stability in ISP was evident on blindly-rated rating scale 
measures of target symptoms and the BPRS Thought Disorder factor. 
50 per cent of ISP patients were admitted to hospital compared 
with 11 per cent of BFT. The BFT patients continued to remain 
stable over the entire two years, whereas the course of ISP con
tinued to show considerable instability. 

Social functioning: Measures of social functioning showed a 
consistent superiority for family therapy. At the end of two 
years 41% of BFT patients were free of any functional social 
impairment, while only one (6%) of ISP cases had achieved this 
status. 

Family status: BFT resulted in substantial reductions in 
the burden associated with caring for the index patient. Smaller 
benefits were noted after two years in ISP families. Evidence of 
significant changes in family problem solving and coping behaviour 
appeared associated with clinical, social and family benefits. 

Economic analysis: This revealed a saving of 20% on the 
basic cost of community care associated with the family approach 
during the first year of the programme, with further savings 
accruing in the second year. 

CONCLUSIONS 

This study provides evidence of the efficacy of behavioural 
family therapy as a major component of a community programme for 
the management of schizophrenia. Despite substantial gains in 
social status, clinical stability was maintained, and family 
burden was reduced. This added effectiveness was achieved at a 
lower cost than an individual management approach. 
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HELPING THE FAMILY TO COPE WITH SCHIZOPHRENIA: PROFESSIONALLY 

SUPPORTED SELF-HELP 

INTRODUCTION 

H. Katschnig, T. Konieczna, 
and P. Sint 
Psychiatric Clinic, University of Vienna, and Ludwig 
Boltzmann Institut fUr Sozialpsychiatrie 
Hahringer GUrtel 74-76, 1090 Vienna, Austria 

This is a joint presentation by a psychiatrist (H.K.), a 
psychologist (T.K.) and a relative (P.S.). It contains 
observations on the work ca.rried out over the last years in the 
framework of a self-help organization where relatives of 
psychiatric, mainly schizophrenic patients, help each other and 
are helped by professionals. 

The purpose of this paper is to present professionally 
supported self-help for relatives as both a humane and economical 
model for managing schizophrenia in the community. We will begin 
by describing the historical development and present activities of 
the Viennese self-help organization. We will then present some 
data of a recent survey carried out on the group and finally 
outline the basic philosophy of professionally supported self-help 
for relatives of schizophrenic patients. 

THE VIENNESE EXAMPLE 

The motives for creating a self-help organization of 
relatives in Vienna go back to the senior author's experiences 
with the "National Schizophrenia Fellowship", a self-help 
organization of relatives and friends of sufferers form 
schiziphrenia in Great Britain. In 1976/77, when the senior author 
returned from England to Vienna, one of the authors' of this paper 
(P.S.), whom he had known before on a private basis, had suddenly 
become a relative. This was to become the start of a 
professionally supported self-help organization which today has 
several hundred members, friends and supporters. 
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In the beginning the idea of founding an organization did not 
receive much response from the relatives approached. It turned out 
that most of them were overburdened, hopeless, had no time, and 
regarded this extra activity as something beyond the scope of 
their practical living arrangements. However, a small group of 
about ten relatives started to meet regularily to tell each other 
their history and problems, to exchange information about practical 
aspects of managing their difficult situation, and to help one 
another in many other practical ways. 

At the beginning all relatives were very anxious not to 
declare themselves publicly. Professional support was necessary, 
not only on a counselling basis concerning psychiatric problems, 
but also on an organizational level. A telephone number, which was 
made available to provide other relatives with the possibility of 
contacting the group, was not that of a relative, but the number of 
an institute, where a secretary filtered the incoming calls. Only 
then were contacts between "new" relatives and members of the 
group established. 

After one year of being together, a formal association was 
founded in 1977178, called "HPE" (Hilfe fur psychisch Erkrankte = 
help for those who have become mentally ill). 

A monthly "jour fixe" was established, which usually started 
with the "new" relatives reporting about their problems and 
discussing them with the "old" relatives, and which finished with a 
short lecture by an invited professional with subsequent 
discussion. A newsletter (called "KONTAKT") was issued, containing 
announcements about the "jour fixe", letters from relatives, 
practical information, book reviews, etc. 

The foundation of a formal organization also marks the 
beginning of an increase in members of the self-help organization. 
One possible reason for this growth was that not only formal 
members of the association but also relatives who were "just 
interested" were accepted as participants in the activities. This 
gave the chance to many of establishing more or less constant 
contacts with other relatives without having to indentify 
completely with the organization. 

Two years after the official start of the association, more 
than 150 people were on its mailing list and up to 30, 40 or 50 
turned up for the monthly "jour fixe". The senior author had built 
up a small group of professionals - other doctors, social workers 
and legal experts - who were willing to give help on an individual 
and on a group level whenever necessary. 

Furthermore, the group decided to ask the most important 
psychiatric professionals in Austria whether they would be willing 
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to be part of a professional board for the self-help organization. 
All of them agreed, and the names of these professionals were put 
on the front page of the newsletter, thus documenting that the 
self-help organization was accepted by and had contact with the 
professional world. While most relatives accepted this measure, 
doubts were raised as to whether that did not mean too strong an 
identification with the existing psychiatric system. 

At this stage of development the association started to 
increase its public activities. Relatives discussed issues of 
psychiatric care on radio and television, influenced newspapers 
and contacted politicians; conferences were organized which were 
even attended by the President of the Republic; a formal address 
at the home of one relative was established; and the organization 
found shelter in a community center with some alternative touch. 

One day, after the senior author had given a lecture on 
schizophrenia, some relatives approached him with the wish to 
organize a group in order work through their "psychological 
problems". Out of this demand a regular program of "sensitivity 
~roups" for relatives run by a psychiatrist and a psychologist was 
established. Among the most common problems discussed in these 
groups are feelings of guilt, exhaustion due to being 
overburdened, overdevotedness, problems with psychiatrists, and 
uncertainty how to treat the patient adequately. 

RESULTS OF A SURVEY CARRIED OUT ON RELATIVES OF THE SELF-HELP 
ORGANIZATION 

In a recent postal survey 105 questionnaires out of 286 sent 
out to members and friends of the self-help organization were 
returned. 79 of these could be analyzed (Table 1). Those who 
responded to the survey probably constitute a particularily 
selected group of relatives who identify with the aims of the 
self-help organization. This fact is underlined by the rather high 
percentage of relatives eager for contacts with psychiatrists of 
politicians responsible for the health care system, by the rather 
low frequency of relatives having feelings of guilt, and by a less 
positive attitude towards psychiatrists. The majority of relatives 
complain that the doctors have too little time for them and wish 
more opportunities to discuss illness and treatment. Some of them 
would like to have lay-helpers in order to alleviate the problem 
of caring for the patient. Most relevant seems to be the desire to 
create hostels for patients where they may be cared for in a human 
environment and which are not too far away from home. The last 
wish suggests that the core of the self-help organization of the 
relatives has a quite realistic and not overengaged attitude, 
being prepared to let the sick family member go his own way while 
at the same time being concerned with his destiny. 
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Table 1: Selected results of a questionnaire survey among the 
members of the Viennese self-help organization (HPE) 

(N = 79) 

What are you especially interested in? 

Interested in discussions with psychiatrists 
Interested in discussions with politicians 

What do you find especially useful in HPE? 

Information about disease and therapy 
Exchange of experience 
Practical help 
Newsletter 

Have you already participated in "sensitivity groups"? 

With professional 
Without professional 

Are psychiatric ambulatory services suffi.ecient? 

yes 10% no 73,4% don't know 

Mostly good experiences with professionals? 

With psychiatrists 
With nurses 
With psychologists 
With social workers 

What are your main problems? 

Future patient 
Restriction in leisure time 
Uncertainty how to react 

to patient 
Feelings of guilt 
Additional household duties 
Financial problems 

ne",er sometimes 

4,2% 19,5% 
25,8% 37,9% 

14,1% 69,0% 
52,4% 39,7% 
36,2% 25,9% 
54,6% 30,9% 

63,3% 
39,2% 

68,4% 
69,6% 
32,9% 
49,4% 

69,6% 
17,7% 

16.6% 

25,0% 
32,0% 
39,0% 
48,0% 

always 

76,4% 
36,4% 

16,7% 
7,9% 

37,9% 
14,6% 

These relatives are obviously prepared to take up the role of 
an active, albeit partly militant praticipant in a comprehensive 
care system where they claim an impo~tant role. 
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THE PHILOSOPHY OF PROFESSIONALLY SUPPORTED SELF-HELP 

The basic philosophy of the self-help organization is that a 
relative should take over a new and active role in the care of the 
patient. 

Relatives of psychiatric patients have so far played at least 
four different roles, as seen by psyichiatrists. Historically the 
first two roles were that of a research object in genetic studies 
and of an informant for professionals about the patient during 
treatment (Table 2). 

Table 2: The roles of the relative of the psychiatric patient as 
seen by psychiatrists 

(1) Object of genetic studies 
(2) Informant about patient's illness during treatment 
(3) Cause of the patient's illness 
(4) Victim of the patient's illness 

Some thirty years ago the interest of several authors started 
to center around the role of the family in the causation of mental 
illness. No doubt the role of a victimizer creates feelings of 
guilt and it is difficult to assume. 

The fourth role, that of the relative as a "victim" of mental 
illness, was "discoverd" in the late sixties, when social 
psychiatrists started to identify all kinds of burdens on the 
family which had arisen as a consequence of the discharge of large 
numbers of patients into the community. 

Relatives who are members of the Viennese self-help 
organiszation are aware of all these roles which relatives may 
play. In principle, they can accept all these roles. In addtion, 
however, they are self-confident, have become emotionally and 
intellectually independent, and have developed a growing self-help 
potential. They are aware of the fact that it is them who may 
provide the highest quality of life for the patient, but they also 
know that the social network of the family may not only be a 
"safety net", but also a "spider web" in which the patient can get 
enmeshed. 

But what is the role of the expert in such new, active, and 
self-confident understanding of the relative's role? It should be 
clear that the role of experts in the self-help organization has 
never been to treat individual patients, but to strenghten the 
ability of the organization to survive in the face of many 
threats. 

The functions of experts in a self-help organization are 
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manifold: 

(a) The most obvious role of the professional in such a 
self-help organization is that of providing adequate 
information about those areas where such information 
exists. In this respect the role of the expert is 
twofold: providing available information and making it 
clear to the relatives where the boundaries of today's 
psychiatry lie. 

(b) A more subtle reason for cooperation with experts is 
that relatives can "work through" the problems they 
usually have with professionals in a kind of "role 
playing" • 

(c) "Showing" that experts are with them helps the 
relatives to be taken seriously by both politicians and 
psychiatric experts. 

(d) The experts who work with relatives can be understood 
as "outposts" of the professional system who gain new 
experiences the professional system was never before 
able to obtain and who can pass what they learn on the 
their colleagues. 

(e) They can warn the organization before it becomes 
sectarian (such as becoming an adherent of vitamin 
deficiency theory of schizophrenia). 

CONCLUSION 

Relatives and experts both have specific roles to play in the 
prOV1S1on of care to the more severely handicapped psychiatric 
patients. Both have their own type of responsibility and they 
should be able to share this responsibility in a reasonable way. 
For the relative, living as victimizer and living as victim is no 
fun. A merciless family theory accuses the relatives; a merciful 
social psychiatry tries to replace the family. Both, albeit for 
different reasons, try to separate the family members. However, 
for the patient as well as his relatives such a separation may 
prove worse than to continue living together. 

We contend, that for the more severely handicapped 
psychiatric patient, staying in constant contact or living 
together with a relative is in most cases better than staying 
alone or in institutions. Enduring and meaningful social contacts 
in a social network which cares for its members on a lifelong 
basis whenever available seem to be more humane than help in 
institutions or letting a severely disabled patient alone. There 
is no doubt that families will not be able to do this without help 
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from each other and from the professionals. 
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Our investigation has aimed at the assessment of the course 
of the social and emotional adaptation of the families in which 
one of the spouses had been diagnosed schizophrenic. 

Material and methodology: 152 families have been 
investigated. All the patients, whose families were subject to 
investigation had been recruited from the hospital and the 
outpatient. The WHO criteria of schizophrenia had been adopted for 
the research purpose. The patient mental status was assesed by the 
standard mental status form similar to that used by WHO research 
on schizophrenia. Additional form was deviced to provide us with 
standardized data about the course of the illness. Family social 
structure and functional characteristics were assessed by the 
questionnaire called "Everyday life of the Polish family", which 
is the standard tool in research on family carried out by Polish 
Academy of Science. The spouse of the schizophrenic patient 
answered the questionnaire "Degree and direction of changes in the 
family". All the data were transferred onto perforated cards and 
statistically processed by means of a computer. Pearsons's, 
Kendall's coefficients were used to establish the correlations. 

Results and conclusions: "Everyday life of the family" 

Everyday life of 152 families with schizophrenic spouses has 
been compared with life in a group of 1832 Polish urban families. 
Both groups were assessed by the same questionnaire. Most 
fundamental indices in both groups such as age of both spouses, 
the length of marriage, the family's social status, their housing 
conditions and their standard of living proved very much alike, 
allowing us the further comparisons. The generation structure of 
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the family in both groups was largely similar. Small, nuclear 
families constituted 82% of the control group and 73% of families 
under investigation. This is clearly indicative of somewhat less 
marked, albeit equally high, tendency towards autonomy. Only in 
10% of schizophrenic families a person from outside the family was 
employed to help the family. Also all contacts with relatives and 
social institutions were greatly similar in both groups, thus 
confirming the thesis about the vialability of the famlly ties 
within Polish families, contrary to Parson's conception of the 
isolation of a nuclear family. 

The further findings point out the fact that the families 
with schizophrenic spouses are still capable of performing family 
functions in a manner hardly different from that customary in all 
Polish urban families. It was only in the recreational function 
that certain differences could be perceived, in form of the less 
active manner of taking advantage of leisure time, which was put 
down to the spouse illness. Moreover, the families under 
investigation did not show any differences from any average Polish 
family in the division of the routine household chores. Some 45% 
families of both groups displayed the egalitarian model, where 
household duties were fairly divided between two partners. In 7% 
of families the schizophrenic husband was totally exempt from 
discharging the household chores, but the ill wife was hardly ever 
free from doing at least some of the jobs. 

The living conditions of children in the families under 
investigation, that is, their schooling, fun, as well as their 
leisure time was barely different from average Polish family. All 
Polish families, including those under investigation show very 
high aspirations in regard to the education of the children, while 
passing onto them fairly coherent value system with family life 
and vocational satisfaction in the foreground and other values 
treated as comparatively nonessential. 

While analyzing all the findings of that part of our research 
one is tempted to conclude that in families with schizophrenic 
spouses, the illness is usually subordinated to all the functional 
requirements of the family. This means that many complex and 
integrated household activities must continue in order for the 
family to go on functioning adequately. The illness being a great 
threat to it calls for special adaptive mechanisms such as for 
example the emotional pressure upon the sick person to continue 
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his family role as long as possible, as well as the tendency to 
maintain the autonomy. The family seems to be by far more 
"important" than the illness, which may have a salutary effect 
upon the abnormal behaviour of the patient as he must subordinate 
to the requirements of the family. At the same time all the 
correct functioning of the family goes on at the expense of the 
ill person as well as his spouse as we shall see later. Otherwise 
the illness would slowly disorganize the family as it had been 
witnessed in a certain number of instances. 

"Life with the illness" 

This part of our research has aimed at assessing the 
relationship between the extent and the nature of changes in the 
family, being indicative of its adaptation to the illness and of 
some selected variables such as: sex of the ill person, his mental 
state, the course of the illness, the characteristic of the 
marriage and the personal qualities of the healthy spouse. 

The group of 152 families has been divided into two 
subgroups: Group I - where the wife was the patient/88 families 
and Group II - where the husband was ill/64 families. Both groups 
of schizophrenic patients turned to be very much alike in what 
regard all the aspect of their illness. The dominating diagnosis 
was that of paranois schizoprenia, the average length of the 
illness came to 6.5 years. On the average the patients had been 
hospitalized three times, while the total length of their 
hospitalization time was coming up to 7 months. 

The factor analysis of the mental stage pOinted to the 
depressive factor being dominant in the entire population, closely 
followed by the schizophrenic factor which included Bleuler 
primary symptoms, manic factor and only on the fourth position the 
psychotic factor/delusions and hallucinations/. 

Now, some 64% of the total number of the healthy spouses 
believed that the illness had markedly changed the life in the 
family, while 28% of them thought that the illness had barely 
influenced the actual family life. 

The table below presents all the changes brought about by the 
illness into the particular function of the family. 
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Table 1 

Family Subgroups No changes Negative changes Chi2 
functions + positive changes p 

changes 

Economical I N = 88 65 - 74% 23 - 26% 4.33 
II N = 64 37 - 58% 27 - 42% 0.96 

Recreational I N = 88 38 - 43% 50 - 57% 0.6 
II N = 64 24 - 38% 40 - 62% 0.52 

Educational I N = 82 59 - 72% 23 - 28% 11.01 
II N = 53 23 - 44% 30 - 56% 0.99 

Sexual I N = 88 38 - 43% 50 - 57% 1.2 
II N = 64 22 - 34% 42 - 66% 0.72 

Emotional I N = 88 55 - 62% 33 - 38% 0.94 
II N = 64 35 - 55% 29 - 45% 0.66 

Security I N = 88 45 - 51% 43 - 49% 11.9 
feeling II N = 64 15 - 23% 49 - 77% 0.99 

The examination of the Table 1 shows that all the functions 
of the family have been subject to some measure of change, though 
to varied degrees. The least frequent changes are visible in the 
economical and educational functions of the family, as well as in 
emotional function. The recreational, sexual functions and the 
feeling of security have been changed more frequently and to a 
similar degree. The changes in all the family functions were 
significantly correlated, that means a change in one function of 
the family indicated high probability of the change in the next 
function. 

All the changes in the economical, educ~tional function and 
feeling of security depend significantly on the sex of the ill 
spouse, that is to say were more frequent in the Group II, in 
which the husband was ill. The changes in the recreational 
function remains the same regardless of the sex of the 
schizophrenic spouse. 
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In the healthy partner's opinion symptoms of the spouse which 
were most difficult to tolerate were: apathy, lack of initiative, 
difficulties in relating with other nervousness, suspisiousness, 
forming a so called "List of Deviant Family Behaviour". On that 
list the psychotic symptoms were rarely mentioned by the family. 
At the same time, all the family functions significantly 
correlated with the above mentioned symptoms as they also did with 
the schizophrenic factor from the factor analysis, while showing 
no correlation with the depressive factor for instance. 

It seems therefore correct to draw conclusion that 
schizophrenia exerts some specific influence on family life, 
though there seems to exist a need for comparative investigation 
/affective disorders, alcoholism/. 

Findings of our research also point towards significant 
relation between the number of hospitalizations and the total time 
spent in mental institutions and the frequency of changes in the 
functions of the family except the recreational one. 

The other interesting finding was, that the husband of the 
schizophrenic woman had significantly less informations about the 
illness, than the wives of the ill husbands, while at the same 
time most family functions displayed strong negative correlation 
with the amount of the information. That means that the families 
who are better informed about the illness are usually not so well 
adapted to the existing situation. The protracted nature of the 
stresses and the minimal chance of seeing any happy outcome makes 
the family tend to cope with the illness successfully rather 
through some defensive mechanisms, particularly denial. 

Amongst all the factors helping the family to cope with the 
illness, the first place was given to factors of the emotional 
nature, /love, attachment/, followed by some moral factors such as 
sense of duty, moral principles. The rational factors /common 
property, housing/ do not seem to be relevant in the process of 
coping with illness. 

Finally, due to discriminating analysis method a special 
group of "high risk" families was isolated, that is families prone 
to disorganization by the illness. These are as a rule families 
where the husband is ill and shows symptoms as apathy, 
communication problems, poor sexual performance, and who was 
hospitalized more than three times. His wife knows a good deal 
about the illness, feeling at the same time deprived of her sense 
of security. Such families should primarily be accorded some 
psycho and sociotherapeutic care. 

We hope that by virtue of our research the general knowledge 
about the families, where one of the spouses is schizophrenic will 
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increase. It may be better understood how hard the struggle is 
against the illness in order to carryon and cope with everyday 
life, the very fact of this struggle is well deserving our highest 
respect quite irrespectively of the ultimate outcome. 
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THE CONCEPT OF EXPRESSED EMOTION : NEW EMPIRICAL EVIDENCE 

Expressed emotion (EE) was the term coined by Brown 
and Rutter (1966) for an index composed of several 
elements; critical comments, hostility, warmth and 
overinvolvement. Each element is a category of emotional 
response, which is rated from the audiotape of an 
interview with the relative of a patient. The interview 
is semi-structured and comprises questions about the 
patient's symptoms and behaviour during the past three 
months. The interview is usually held shortly after 
the patient's admission to hospital but can be given 
at any time. Ratings of the relative's EE depend not 
only on what is said, but also on the way in which it 
is expressed. Thus considerable attention is paid to 
vocal aspects of speech including rate, volume, and 
pitch. After a training programme of about three weeks, 
most candidates achieve an inter-rater reliability of 
over 0.8 on all elements of EE. 

A number of studies have now been completed which 
reveal a highly significant association between relapse 
of schizophrenia and the expression of excessive 
criticis~hostility and overinvolvement by a relative 
(Brown et al., 1972; Vaughn and Lef~1976; Vaughn et 
al., in press). The direction of cause and effect 
remained contentious until the publication of two recent 
studies, Leff et al. (1982) and Falloon et al. (1982), 
which showed that intervention with high EE families 
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could change the attitudes of relatives and thus improve 
the outlook for schizophrenic patients. 

The link between high EE relatives and relapse of 
schizophrenia in the patients remains obscure, but can 
be broken down ~nto a number of intermediate processes 
as shown in Figure 1. The relationship between adjacent 
processes has begun to be explored in some instances, 
while in others it is entirely speculative. Each 
relationship will be considered in sequence. 

As explained above, the assessment of EE is made 
from an interview with the relative. It is assumed that 
the relative's emotional responses to questions about the 
patient closely reflect actual behaviour of the relative 
towards the patient. It is, of course, possible to 
observe family interactions in an experimental setting 
and work of this kind that is of relevance to EE has been 
done by Angermeyer and by Goldstein's group in Los Angeles. 

Both studies employed Strodtbeck's (1951) Revealed 
Differences Technique to stimulate discussion between 
family members in families of schizophrenic patients, but 
their methods of analysing the interactions were different. 
Angermeyer (1982) used Content Analysis Scales developed 
by Gottschalk and GIeser (1969) and found that mothers 
of patients who were subsequently rehospitalised showed 
significantly more guilt anxiety and inwardly directed 
hostility than mothers of patients who were not re
admitted. On the other hand, the fathers of readmitted 
patients showed more outwardly directed hostility and 

EE Relative's emotional response to questions 

Family interaction ~der experimental conditions 

Relative's behaviou~ towards patient at home 

~ 
Psychological effect on patient 

~ 
Biological concomitants of psychological effect 

~ 
Schizophrenic symptoms 

Fig. 1. The association between relative's EE and 
schizophrenic relapse : intermediate processes. 
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ambivalent hostility than fathers of the non-admitted 
group. There is an obvious equivalence between these 
emotional attitudes of the German fathers and the EE 
elements of criticism and hostility. In the case of the 
German mothers, Angermeyer speculates that their guilt 
and anxiety would lead them to become overinvolved with 
and overprotective of their sons. This is a weaker 
link with EE elements, but the data for the fathers 
confirm that the indirect measures of criticism and 
hostility have their counterparts in direct observations 
of family interaction in an experimental setting. 

Even stronger evidence is provided by the study of 
Valone et al (in press) who measured EE in parents of 
schizophrenics and analysed direct interactions between 
these parents and their offspring. For the analysis 
they used the technique of Doane et al (1981) which 
categorises comments in terms of Affective Style. They 
found that high EE parents expressed significantly more 
benign criticisms and harsh criticisms towards their 
offspring than low EE parents. All but two of the 42 
high EE parents concerned scored high on critical 
comments, hostility or both. Hence we can conclude that 
the differences found between high EE and low EE parents 
in their expression of benign and harsh criticisms are 
directly related to their EE ratings of criticism and 
hostility. 

Together these two studies confirm that the indirect 
EE measures of relatives' criticism and hostility closely 
reflect the expression of these emotional attitudes 
towards patients in experimentally observed family 
interactions. Comparable work needs to be done on 
overinvolvement. 

The next link in the chain is between family inter
actions in laboratory situations and the behaviour of 
relatives towards the patient in the home. It is 
impossible to observe human behaviour without potentially 
altering it, since people have to be informed they are 
being studies, for ethical reasons, and the self
consciousness this induces may well lead to less natural 
reactions. However, observations in the home are 
obviously less contrived than in the laboratory and can 
be made without the presence of an intrusive experimenter. 
It is theoretically possible to use bugging devices with 
the family's permission and this would be most likely 
to provide a record of natural interactions. To date, 
however, no such techniques have been employed, and we 
remain ignorant of the degree to which laboratory 
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observations of family discussions give a distorted view 
of interactions. 

If we can make a speculative leap in the absence of 
data, and assume that high EE relatives actually make 
critical and hostile remarks to patients in the home or 
behave in an overinvolved fashion, the next question 
concerns the psychological effect this has on the patient. 
Here again we are faced with a total absence of informa
tion. However, we are about to embark on a study which 
should supply some of the answers. The aim is to elicit 
the emotional reactions of schizophrenic patients to 
viewing relatives expressing criticism, hostility and 
overinvolvement. For ethical reasons, we cannot show 
patients records of actual interactions. Instead we 
have used actors to reconstruct characteristic encounters 
between high EE relatives and schizophrenic patients. 
These have been videotaped and will be shown to a 
sample of schizophrenic patients in remission. The 
patients will be asked to identify the emotions expressed 
by the relatives they are shown, and the way viewing 
the tape makes them feel. At the same time, their skin 
conductance will be monitored in order to obtain an 
index of autonomic arousal. 

This brings us to the next link; that between the 
psychological effects of high EE interactions on patients 
and the resultant biological disturbance. This may be 
conceptualised in biochemical or physiological terms, 
but for some time we have been using the psychophysio
logical concept of arousal to make sense of these effects. 
We have been relying on the rate of spontaneous 
fluctuations (SFs) of skin conductance to give an 
indication of the patient's level of arousal, and have 
found this pays off in terms of yielding interesting 
results. 

In the first study of this kind skin conductance 
recordings were made in the patient's homes, initially 
in the absence of the relative, who was then brought in 
half-way through the session (Tarrier et aI, 1979). 
The patients and relatives were part of the sample 
studied by Vaughn and Leff (1976) and were tested on 
average two years later. The initial EE ratings were 
used to divide the sample into high EE and low EE homes. 
At the beginning of the recording session both groups 
of patients had high SF rates of over 6 per minute. The 
patients in high EE homes remained at this level 
throughout the 30 minutes of recording and showed no 
sign of habituation. The entry of the high EE relative 
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produced a transient rise in the SF rate but had no 
enduring effect. The patients in low EE homes also 
remained at a high level for the first 15 minutes of 
recording, but as soon as their relative entered the 
room, their SF rate rapidly fell to normal levels, 
producing a highly significant difference from the level 
of high EE patients during the same period. We interpret 
this as indicating that the low EE relatives exerted a 
calming and reassuring effect on the patients, enabling 
them to habituate to the arousing experimental procedure. 

This intriguing finding led us to extend the work 
to acutely ill schizophrenic patients. In a recent study 
the same experimental paradigm was used for patients who 
had been in hospital for an average of six weeks 
(Sturgeon et aI, in press), except that the recording 
took place in the hospital instead of at home. The 
striking finding from this study was that high EE and 
low EE patients differed significantly in SF rates from 
the beginning of the recording, before the entry of the 
relative. In fact the high EE patients had a mean SF 
rate of 11.1 per minute, almost double the rate of 5.8 
for the low EE patients. Our interpretation of this 
is that schizophrenic patients living with high EE 
relatives develop high levels of arousal when they 
relapse, and that these persist for some weeks after 
admission despite treatment. By the time we recorded 
the SF rates of acutely ill low EE patients they were 
no different from the rates Tarrier et al found in a 
state of remission. We assume that there had been a 
transient rise in arousal paralleling the appearance 
of schizophrenic symptoms, but that we missed this by 
recording six weeks after admission. This assumption 
evidently needs to be tested by carrying out such 
recordings within a few days of admission. 

In discussing these findings we have made the tacit 
assumption that the patient's level of arousal is 
directly related to the appearance of schizophrenic 
symptoms. However this is actually the last link in the 
chain, for which evidence is required. Of course this 
applies not only to psychophysiological indices of 
arousal, but to any biological variable that is proposed 
as important in the pathogenesis of schizophrenia. We 
do have some evidence linking SF rates to schizophrenic 
symptoms. In a recent study, Cooklin et al (1983) 
selected schizophrenic patients who gave non-verbal 
evidence of intermittent auditory hallucinations, 
usually eye movements of a particular kind. This was 
chosen in preference to self-report, which we consider 
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to be unreliable. Skin conductance was recorded for 30 
minutes while the patient was videotaped. The skin 
conductance record was scored for SFs and the video 
recording was rated independently for periods of 
auditory hallucinations. When the two sets of ratings 
were synchronised it was found, as predicted, that the 
onset of hallucinatory periods was significantly 
(p<O.Ol) associated with a rise in the SF rate. This 
finding does not indicate the direction of cause and 
effect, but it represents the first step towards 
establishing a relationship between biological variables 
and schizophrenic symptoms. 

It might be argued that a detailed consideration 
of the processes mediating the effect of relatives' EE 
on schizophrenic relapse is unnecessary for the practical 
management of patients and their families. However it 
is essential for an understanding of the way in which 
social stress interacts with an inherited biological 
vulnerability. If we can devise studies that enable us 
to forge the links in this chain, there is the hope of 
uncovering the pathogenesis of schizophrenia and of 
eventually finding a cure. 
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By the end of 1911 the concept of Expressed Emotion (EE) 
had been well established in London as a reliable predictor of 
subsequent relapse when schizophrenic patients return home to live 
with their families (Brown, Birley and Wing, 1912, Vaughn and 
Leff, 1916a). It was clear at this stage that the next step was 
to mount an intervention study in order to find out if one could 
reduce schizophrenio relapse rates. Because we knew speoifically 
that staying on medication was protective while high sooial contaot 
was a risk factor, we concentrated on a small group of schizophrenic 
patients; those returning to high EE homes (high EE is now defined 
as a relative making more than six oritical remarks or a rating of 
more than 3 on overinvolvement during the shortened Camberwell 
Family Interview (Vaughn and Leff, 1916b», and also spending more 
than 35 hours per week with high EE relatives, who we knew were at 
high risk of subsequent relapse. Even on medication the relapse 
rate for this grou~ of patients in the nine months after hospital 
discharge was 54% ~Vaughn and Leff, 1916a). 

At this time no other similar intervention study had been 
undertaken with this particular group of patients. Although they 
represented only about 1/6th of schizophrenic patient admissions, 
because they were a high risk group they were also the ones who 
were likely to be re-admitted to hospital in the fUture, and because 
their relatives were high EE were also likely to be the "difficult" 
families whom staff did not find easy to cope with. As such, 
intervention with these families seemed likely to provide usefUl 
pointers for future studies. 

While the aims of an intervention projeot were clear; to 
reduoe social contact and/or to reduce levels of EE, the optimum 
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methods to be employed were not. The liB results bad been derived 
trom the empirical research ot the previous twenty years, but EE 
remained essentially an esoteric measurement (lUipers, 1979). At 
this stase it was not clear whether. levels in relatives could be 
altered at all. Neither was it clear in which W&7B this whould be 
attempted. Thus we chose an eclectic approach. We decided to com
pile a 'pack.ap' ot social interV'antions to be applied nexibly to 
individual tamilies, and to compare it with 'standard hospital care' 
given to a control group. This approach obviously did not allow us 
to control tor the ettects ot therapist attention alone, nor enable 
us to decide which elements ot the 'paokase' bad been most ettective. 
The latter is currently being done by' Dr LeU in a new study'. 

Our eclectic approach consisted ot three main elementsl 
11 Education tor the relatives at home whichwas assessed separately. 
2 Relative group meetings held tortniBbtly. 
3 J'amily sessions in the home. 

This was accompanied by' BOlle patiant counselling and by phone 
contact. The total amount ot time spent on these interV'entions by' 
the therapeutic team in the nine months atter a patient's discharge 
trom hospital was not excessive and aTerased 22 houre per tamily. 

The rationale tor these elements was derived .froll all the 
in.fomation that we bad available at the time. firstly, it was 
known .from a content analysis ot the critical remarks made by rela
tives (VBUBhn, 1977) that hiBb EE relatives in particular tended not 
to recoSDise that there was an illness process, but to blame the 
patient tor irrational or bizarre behaviour. This was in contrast 
to low EE relatives who tended to realise that there was something 
'wrong' even it they could not identit',r it. This latter attitude 
seemed to be one ot the reasons underlying low EE relatives' ability 
to understand and tolerate bebaviour that hiBb Em relatives tound 
inexplicable and 8IIIlOying. 

It was thus telt that some education where simple in.fomation 
was CODYeyed to relatives at home about the diasnosis, aetiologr, 
tre8i..:tment and couree ot schizophrenia miBbt be help.tul. The impact 
ot this education programme was assessed separately (Berkowitz et al, 
1983). Not ~ speci.fiC ettects were tound in tems ot the in.for
mation retained, apart .from relatives remembering the diasnosis ot 
schizophrenia, but it seemed likely that the non specitic ettects ot 
modelling a more open relationship between relatives and protes.
sionals, introducing ideas about UDknown causes and suggesting that 
treatment was not con.fined to medication ettects, misht have begun 
the more general process ot reducing levels ot EE in the experimental 
group. 

The relatives group was initially desisned as a torum where 
both low and hip liB relatives could meet and exchange ideas about 
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how to cope with problems. It was known, from a review of the lit
erature before the study began, that these families were not a 
~articularly co-operative group, were suspioioua of professional help, 
loften with good reason from put experiences), and were likely to 
drop out of treatment (e.g. Hudson, 1975). It was felt that an open 
ended group, including some low BE relatives who were ooping, as well 
as those who did not, and having a basically self help format might 
reduce this tendency. It was also a silllilar format to that being 
used by other workers at the time (Atwood and Williams, 1978; Priestly 
1979). The group ran fortnightly for nearly five years with a mode 
of four relatives. Not only were problems and ways of coping dis
cussed, but also issues about relatives' own feelings of guilt and 
blame, and continuing issues relating to the education programme: 
What was the cause of schizophrenia, What other treatment was there. 
The group also appeared to serve other functions. It helped to 
reduce relatives' isolation; they often had very small social net
works. Finally t because the patient was not included, it provided 
somewhere 'safe' where problems could be discussed. High BE rela
tives, in particular, often felt very constrained and inhibited by 
the patient - they knew that open confrontation 'upset' the patient 
and so tried to hide their annoyance or upset, often at great cost 
to themselves; "I feel suffocated by him", as one wife put it. Having 
somewhere to off load these feelings without any comeback from the 
patient was often a great relief to relatives and appeared to be a 
neoessary first step for some before actual changes in coping styles 
or attitude could be risked. 

The family sessions were initially designed as additional 
meetings for the families where contact patterns could be discussed 
more individually and both relatives and patients could be encouraged 
to be more independent. However, it soon became apparent, perhaps 
because we had chosen this particular group of high EE and high 
social contact families, that the two facets interaoted. Those whom 
one might want to separate most clearly were usually those with the 
highest EE attitudes and who thus did not allow it. As one mother 
put it, "I would worry .!!!2!:! if I was out of the house". 

It became clear that increasing patients' and relatives' inde
pendence was usually possible only after high EE attitudes had 
moderated. Earlier attempts to separate families physically, by 
going to hostels or day centres tended to be sabotaged by the family 
unless some prior attitude changes had been achieved. It was also 
not feasible or desirable to separate all families - one was unlikely 
to be able to reduce contact below 35 hours a week for spouses for 
instance. Thus the family meetings over the five years of the study 
became more prominent and we tended to offer more of them to families 
as the study progressed. This enabled wider issues to be discussed 
and also meant that we included two influential but low contact 
fathers whom otherwise we might not have engaged in treatment. 
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AI together 49 families were elig:lb1e for the st~ which is 
described in more detail elsewhere (Leff et al, 1982). All patients 
were diasnosed as schizophrenic using the PSE \ W1n8, Cooper md 
Sartorioua, 1914) 8Z1d CATEGO. Of these 9 refused (1~ refusal rate) 
md 40 were included in the st~ and placed on long tem medication. 
Of these 25 were hip EE, md 12 were randomly allocated to m 
experimental group md g:lven the above social intervention. The other 
12 were p1,aced in the control gro1?p and received stmdard hospital 
care from their clinical teams. (One oontro1 patient received OUT' 

social interventions from the clinical team md was thus lost to the 
st~). Patients were re-assessed on the PSE at Dine months atter 
discharge from hospital or earlier if they relapsed. A. two year 
follow up has also just been completed. 

What we found was firstly, that using this broad approach, we 
were able to reduce EE levels in the experimental relatives, parti
cularly the mmaber of critical remarks, as shown in Table I. 

Table I 

Em rat~ of relatives: means md standard deviation 

Initial Em ratinS' Follow up EE ratinBB 

Relatives who made more than 6 critical remarks. 

Exp. group (N=12) 16.75 ±10.91 (N=12) 6.67 ± 5.52 t=3.7 
p~0.OO5 

Control group (H=9) 12.0 ±10.16 (1:6) 10.83 ±11.53 n.s. 

Follow up EE rati DS' 

Relatives who initially had more than 3 on overiDvolvement. 

Exp. group (N=5) 4.0 ± 0.7 2.4 

Control Group (N=6) 4.0 ± 0.89 3.7 

± 1.3 
+ - 0.8 n.s. 

Overinvolvement did not change sisn1ficmtly in either group 
probably because it is a more well established attitude otten with 
roots in relatives' early parenting style with that particular child. 

The relapse rate of the experimental group was also signifi
cantly reduced compared to the control group, over the Dine months 
after patients' hospital discharge. '!'his was re-assessed using the 
PSE md 0A'l'EGO and was independent of hospital re-admission policies. 
See Table II overleaf. 
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Exp. group 

Control group 

Table II 

Nine Month relapse rates 

Table III 

(1/12) 

(6/12) 

p <.,0.02 

EE and face to face contact at nine month follow up • 

Relative .EE Level Contact Aims 
Achieved 

Mother Low Low V 
Father Low Low V· 
Husband Low High V'~ 

Wife High High X 
Wife Low High V 
Wife High Low V'" 
Wife Low High V' 
Mother Low High V 

., 

Husband High Low . 
Mother High Low V',. 

Mother High High V' 
Mother High High ~ Mother Low High 

Finally, it was of interest to note that in the 15 per cent of 
families where we achieved our experimental aims of either reducing 
social contact below 35 hours per week or of reducing .EE levels to 
below six critical remarks or a rating of less than 3 on overinvolve
ment,no relapses occurred. See Table III. 

We have also just completed a follow up of patients two years 
after their discharge from haspi tal. The results are slightly 
complicated by patients who did not remain on medication during the 
whole of this time, two in the experimental and two in the control 
group. If those who remained on medication are compared, the effects 
of the social interventions appear to be sustained in that there was 
an 80% (8/10) relapse rate in the control group and a 40% (4/10) 
relapse rate in the experimental group. In the experimental group 
where we achieved our intervention aims of low .EE or low contact, 
there was only a 14% relapse rate (1/1). This was in marked contrast 
to the 3 families where we did not achieve our aims, where tragically 
there were two suicides and one relapse. In the total group, the 
number of months until relapse was also significantly different, 
being 12 months for the control group (N=12) and 20 months for the 
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experimental group (N=12)(p < 0.05). In the experimental group the 
ones who remained well appeared concentrated in the group which had 
reduced EE levels, as if onlY' social contact had been reduced, 
patients tended to relapse quicklY' if theY' came off their medication, 
as one would predict. ' 

These results are confi~ed b,y Falloon et ales study (1982) 
which used a slightlY' different group of families and compared two 
specific trea-tments. This seems to augur well for the effective
ness of social intervention strategies in seneral in improving the 
prognosis of schizophrenic patients still in contact with the re
source of a familY' network. It also sugsests that it is worth
while to try and elucidate the precise mechanisms involved in the 
process, currently in progress, with the aim of enabling therapists 
to offer more specific help to families who are still involved in 
caring for and living with a schizophrenic patient. 

I would like to end with a quote from a husband who, before 
our intervention, was talking of separating from his wife; 

"I now do understand that she found thinss difficult, and 
theY' don't get on rq nerves anymore". 

References 

ATWOOD, N, and WILLIAMS, M. Group support for families of the men
tallY' ill. Schizophrenic Bulletin, 1978. 4, 415 - 425. 

BERKOWITZ, R, E'BIilRLlilD-J'B.IES, R, Il1IPERS, L, and LEFF, J. Educating 
relatives about schizophrenia. Paper submitted to Schizo
phrenia Bulletin, 1983. 

BROWN, G.W., BIRLEY, J.L.T. and WING, J.X. Influence of familY' life 
on the course of schizophrenic disorders I a replication. 
British Journal of PSYchiatrY, 1972. 121, 241 - 258. 

FALIOON, I.R.H., BOlD, J.L., McGILL, C.W., RABINI, J., MOSS, H.B. 
and GILDEBMAN, A.M. li'amilY' JIl8DaB8Dlent in the prevention of 
exacerbations of schizophrenia: a controlled study. New 
England Journal of Medicine, 1982. 306, 1437 - 1440.-

DIPaS, L. Expressed Bmotionl a review. British Journal of Social 
and Clinical PsYchologr, 1979. 18, 237 - 243. 

LEFF, J., IDIPERS,L., m:RIDWI'l'Z, R., E'BIilRLliltN-li'RIES, R. and 
S'rORGEOlf, D. A controlled trial of social intervention in 
the families of schizophrenic patients. British Journal of 
PSlchiatrY' 1982. 141, 121 - 134. 

PRIESTLY, D. Tied together w:lth string. Rational Schizophrenia 
Fellowship, SurreY', England, 1979. 

VAUGHN, C.E. Patterns of interactions in families of schizophrenia. 
In H. Xatschnig (ed) Schizophrenia the other side, Vienna; 
Urban and Schwarzenberg, 1977. 

VAUGHN, C.E. and LEI'li', J.P. The influence of familY' and social fac
tors on the course of pSY'chiatric patients. British Journal 

514 



of Psychiatry, 1976a. 129, 125 - 137. 
VAUGHN, C.E. and IiID7, J.P. The measurement of expressed emotion 

in the families of psychiatric patients. British Journal 
of Social and Clinical Psychologr, 1976b. 15, 157 - 165. 

liIBG, J .IC., COOPER, J. and SARTORIOUS, B. The Description and 
Classification of Psychiatric Symptomsl An instructional 
manual for PSE and CATEGO System. London, Cambrid8e Unive1'
sity Press, 1974. 

515 
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We are presenting preliminary results from a research project 
in Hamburg on diagnosis and therapy with young, relapse prone schizo
phrenic patients and their relatives. Using the Camberwel1-Fami1y
Interview we made an attempt to identify patients who are in contact 
or are living with high-emotiona1-invo1ved (high-EE) relatives. 
These patients are more than others expected to be relapse prone 
(BROWN, 1968, 1972; VAUGHN and LEFF, 1976; VAUGHN et a1., 1982). 
During the last 30 months (1980-1983) we have interviewed with the 
Present-State-Examination (PSE) 120 patients who were clinically 
diagnosed as schizophrenics. 52 patients and their families were 
selected by the following criteria: Presence of nuclear symptoms 
during the last 4 weeks (PSE); age 18-30 years; maximum duration of 
illness 3 years; maximum duration of hospitalisation (total) 1 year; 
no more than 3 admissions before; key relatives available. 
29 patients were from families with at least 1 high-EE relative 
(according to the CFI-rating). Half of them were included in 
therapy-groups (patients- and relative-groups). The other half and 
patients from low-EE families were observed as controls. CFI and 
PSE were repeated after 1/2, 11/2 and after 21/2 years. A special 
relapse rating interview is done 9 months and 2 years after dis
charge. 

+ Supported by Deutsche Forschungsmeinschaft, Sonderforschungs
bereich 115, Universitatsklinik Hamburg-Eppendorf, Psychiatrische 
und Nervenklinik, arztlicher Direktor Prof.Dr.Jan Gross. 
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The Hamburg CFI-study: Results in Comparison 

Table 1 shows a comparison of the Hamburg, British and 
California CFI-studies. The Hamburg sample differs from the others 
in several aspects: Patients are younger, less chronically ill, and 
our diagnostic criteria do n~t- include other symptoms than the 
Nuclear Symptoms of the PSE. Therefore, the 3 samples of patients 
are not directly comparable. 

The 3 studies differ also in regard to the relatives inter
viewed. In the British sample the percentage of parents is only half 
of the percentage of the California study, whereas the percentage 
of spouses is much higher (38% vs 6%). The Hamburg sample lies in 
between these two, but resembles more the California study. The 
number of patients of whom both parents were interviewed, is in the 
California and Hamburg sample higher than in the British one. These 
differences regarding patients and interviewed relatives are 
important if we look at the results of the CFI. Thus, table 1 shows 
that the percentage of high-EE-fami1ies is highest in the California 
study (75%), second in the Hamburg study (56%) and lowest in the 
British study (45%). What are the reasons for these differences? 

We can assume that the CFI was used in the same way in all 
studies, because we were trained by Christine VAUGHN and Karen 
SNYDER. Therefore, 3 sources of differences remain. 

First: Cultural differences in the attitude of the families to 
schizophrenic patients as VAUGHN et a1.(1982) assumes. Ongoing 
international comparative studies may clarify this question; 
however, we do not think this is the main point. 

Second: Differences in the selection of patients. It is 
possible that age, diagnosis or duration of illness correlates with 
the attitude of relatives. In the California study for example, 
many of the patients (55%) had been ill for more than 5 years. They 
may represent a special selection of patients with a bad prognosis 
and thus, the majority may come from high-EE-fami1ies. On the other 
hand, the duration of the illness may provoke a high-EE reaction 
of the relatives. 

The third possibility seems to us most worthwhile to consider: 
Differences in the relatives interviewed. Indeed, further analysis 
of our own data (tab.2) shows that the probability of identifying 
patients from high-EE-fami1ies depends on the number and type of 
relatives tested. If both parents are available, the percentage of 

+ The British study used PSE and Catego-programme as diagnostic 
tools, the California study Nuclear Symptoms (PSE) and 
incoherence of speech (PAS). 
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Tab 1 e 1. AN OVERVIEW ABOUT 3 CFI-STUDIES 

British study California Hamburg study 
1) study 2) 

Number of patients 37 69 52 
Age of patients in years 17 - 64 17 - 50 18 - 30 

Diagnosis Schizophrenia Schizophreni~ Nuclear 
Catego-progr. (PSE)incoher Symptoms 

ence of (PSE) 
speech (PAS) 

Number of first 20 (54%) 12 (17%) 36 (69%) 
/second admission ? ? 48 (92%) 
Duration of illness 
more than 5 years 10 (28%) 29 (42%) 4 ( 8%) 
======================== ============== ============= ============= 

Type of families 
Parent-households 17 (46%) 63 (91%) 47 (90%) 
Spouse-households 14 (38%) 4 ( 6%) 5 (10%) 
Others (sibs) 6 (16%) 2 (3%) 0 ( 0%) 
======================================= =========================== 
Number of relatives 
i ntervi ewed 46 105 79 
Types of relatives 
interviewed 
Parents 
Spouses 
Others 

Both parents 

? 
14 (30%) 

? 

99 (94%) 
4 ( 4%) 
2 ( 2%) 

67 (85%) 
8 (10%) 
4 ( 5%) 

i ntervi ewed ? 36 (52%) 20 (38%) 
======================================= =========================== 
Number of high-EE 
famil; es 
Total 17 (46%) 52 (75%) 29 (56%) 
If one parent is 
interviewed no i nforma t. no inform. 12/27 (44%) 
If both parents 
are interviewed no i nforma t. no inform. 16/20 (80%) 
------------------------ ----------------------------- -------------------------------------------------------------------------------

1) VAUGHN and LEFF (1976) 2) VAUGHN et a1. (1982) 
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high-EE-families is much higher than in patient families where we 
were able to interview only one parent (80% vs 44%). This result 
seems almost trivial because the probability to find a specific 
observation increases the more observations are made. However, as 
far as we know, this observation has not been reported as of yet. 
On the other hand, we found less high emotional reactions in spouses 
compared to the one parent situation (12% vs 44%). This observation 
is in line with descriptions by VAUGHN (1976). The low number of 
high-EE-families in the British sample may partially be explained 
by the fact that a high percentage of spouses was interviewed. Our 
findings permit the assumption that high-EE-family is an almost 
ubiquiterian characteristic for at least acute schizophrenics, 
especially if it is possible to interview enough and the key members 
of a patient's social network. Repeated assessments in our study 
further show that almost all schizophrenics have at least once over 
a short time course (18 months) a high-EE-family member: Of 23 
families, interviewed 3 times within 18 months, 19 (83%) had at 
least once a high-EE reaction. 

These findings are backed up by an analysis of low-EE-families. 
We have already mentioned the fact that we found especially few 
low-EE-families if we interviewed the spouses and especially many 
if we interviewed both parents. 

In table 3 we have analysed the 15 low-EE-families with only 
one parent interviewed. Only 4 of these patients came from house
holds with both parents. 11 were living in a kind of broken home 
situation (parents divorced; one parent died; illegitimate birth, 
no stepfather). The interviewed parent was asked about the attitude 
of the non availabl~ parent towards the patient. 6-7 of them were 
discribed as critical, hostile or emotionally overinvolved. This, 
surely is a crude estimate. However, it clearly suggests that we 
would have found more high-EE-families if we had been able to 
interview both parents and/or another key-relative (e.g. grand
parents). 

Provided, further studies confirm our results that high-EE
families, especially in parents families, are much more common 
among schizophrenics than assumed up to now, the question of the 
specifity of high-EE-families for schizophrenic diseases, compared 
to other psychiatric and psychosomatic illnesses has to be dis
cussed (VAUGHN and LEFF, 1976). This includes the question, whether 
high-expressed-emotions are only determining the course of schizo
phrenia and the probability of short time relapse or whether high
expressed-emotion is an etiological factor in schizophrenia. This 
seems plausible because the CFI is not a measure of reaction to 
symptoms but a measure of the attitude toward the patient, 
independent of the acute illness. We are going to investigate part 
of this problem in a study of expressed-emotions in other diseases. 
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Table 2. LOW AND HIGH-EE-FAMILIES; BY NUMBER AND TYPES OF 
RELATIVES INTERVIEWED 

High-EE Low-EE 

Both parents N = 20 16 (80%) 4 (20%) 

One parent N = 27 12 (44%) 15 ( 55%) 

Spouses N = 5 1 (20%) 4 (80%) 

Total N = 52 29 (56%) 23 ( 45%) 

Table 3. ANALYSES OF THE LOW-EE-FAMILIES, in which only one 
parent was interviewed (N = 15) 

Reasons of inavail- Number of Interviewer describes non 
ability of parent cases interviewed spouse as 

critical ,hostile and/or E 

Both parents living 
together, one re-
jected interview 4 (27%) 3 - 4 

Parents divorced 5 (34%) 2 

One parent died 3 (20%) 1 

Illegitimate birth 
of patient 3 (20%) inappl icable 

Total 15 (100%) 6 - 7 (40-46%) 

Table 4. CFI FOLLOW UP RESULTS+ 

Number of High-EE Low-EE Percentage 
relatives high - EE 

1. CFI 79 35 44 44% 

2. CFI 6 months later 60 20 40 33% 

3. CFI 18 months later 32 9 23 28% 

+ Data for relatives (not families) 

01 
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Table 5. 

h igh EE 
1. Interview 

ow EE 

high EE 
1. Interview 

low EE 

high EE 
2.Interview 
6 months follow u p 

low EE 

STABILITY OF CFI RESULTS+ 

2.Interview (6 months follow up) 
high EE 

15 

® 
+++ N = 60; p-==-.05 

low EE 

@ 

25 

3.Interview (18 months follow up) 
high EE 

7 

CD 
++ + N = 32; p -===:::: 01 

low EE 

® 
11 

3.Interview (18 months follow up) 
high EE 

8 

® 
++ + N = 31; p-=.05 

low EE 

G) 

17 

+ Data for relatives (not families) 

++Statistical significance for frequency of changes from 
high to low EE vs from low to high EE (circled figures); 
according to sign-test. 
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We expect. in accordance with the high-risk-prospective studies by 
M. GOLDSTEIN (1978). that high-expressed-emotions might be specific 
for families of schizophrenlCS. 

Changes in CFI - scores in the Follow up Period 

Because the therapy study is not yet finished. we only present 
some preliminary results about changes in CFI-scores for the total 
sample (treated and untreated groups). Up to now. we have started 
with 4 therapy groups for relatives: 2 weekly. 2 monthly. Only one 
monthly group is finished after 2 years as a self-help-group. A 
second group is ongoing till this autumn (KOTTGEN et al .• a und b. 
1983) . 

Table 4 shows that the percentage of high-EE-relatives becomes 
successively lower the more time has passed since admission. 

Table 5 shows this in more detail. There are significant 
decreases in high-EE reaction between interview 1 and 2 (first 
follow up). interview 1 and 3 (second follow up) and interview 2 
und 3. 

2 questions result from these data: 
1. Are high-EE reactions a kind of crisis-fever toward acute ill
ness of a patient and may as well occur in other families. 
dependent on acute and serious crisis situations? (We will 
examine this possibility in our aboved mentioned planned research 
project) . 
2. Are those relatives.who remain high-EE.the most risky members 
for patients? Is their high-EE reaction a response to the 
disturbance of patient or is this reaction independent of the 
illness of the patient? 
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HELPING THE FAMILY TO COPE WI.TH SCHIZOPHRENIA: 

STUDENTS AS GROUP THERAPISTS 

G. Buchkremer and C. Wittgen 

Klinik fur Psychiatrie der Universitat Munster (FRG) 

INTRODUCTION 

Psychotherapeutic treatment concepts in which the schizophrenic 
patient's relatives take part are presently gaining importance. The 
reasons for this are evident. Specially since the findings of Brown 
et al. (1972) and Vaughn and Leff (1976) concerning 'Expressed Emo
tion', it can be assumed that the prevention of relapse can be in
creased by involving the patient's relatives. 

With the development of these treatment concepts, the question 
arises as to how therapists should be trained for such an interven
tion and (taking into account the limitations of clinical practice) 
as to how it is possible to implement these therapy programs. One 
way to solve this last problem is to engage psychology students as 
therapists. 

The hypothesis was that psychology students in their last year 
of clinical psychological education are able to conduct a therapeu
tic program involving families of schizophrenic patients effective
ly if they are intensively trained and supervised. The treatment mo
del which was developed contains elements of psychotherapy, psycho
education and self-help. Corresponding to this program, a strategy 
for the instruction of therapists was developed. In a study with 
psychology students as therapists, the effects on relatives, thera
pists and patients were evaluated. 

THERAPY CONCEPT 

The treatment model is that of separate group therapies for 
patients and relatives (Buchkremer and Fiedler, 1982). Goals for 
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the relatives are mainly: 
- th decrease feelings of guilt and helplessness, 
- to increase understanding of the patient and his illness-related 

deficits, 
- to reduce emotionally intensive family interactions and 
- to improve family coping styles by increasing the family's self-

help potential. 

Goals for the patients are mainly: 
- an improved way to deal with the illness, 
- a better way to solve everyday difficulties and 
- to recognize relapse symptoms at an early stage and react adequa-

tely to them. 

The components of both interventions are as follows: 

Table 1. Components of the Group-Therapy Concept for Relatives of 
Schizophrenic Patients 

1. Home Visit 
2. Information about 

Schizophrenia 

3. Focussing on Individual 
and Family Problems 

4. Preparation for 
Eventual Relapse 

5. Transition to 
Self-Help-Groups 

- theories of etiology 
- symptoms 
- course of illness 
- prognosis 
- medication 

current problems 
- communication and problem-solving 

strategies 
- long-term strategy 
- re-establishing social network 
- recognizing early relapse symptoms 
- adequate crisis intervention 

Before the actual beginning ro the therapy, the therapists meet 
the relatives and the patient in the family's home to explain the 
project and get acquainted with the familiy. 

The first group sessions in patient's and relatives' groups 
then are educational sessions about issues concerning schizophrenia. 
The relatives are informed about relevant facts concerning etiology, 
symptoms, course of illness, prognosis, treatment models and preven
tion. They obtain detailed information about neuroleptic medication 
and its effects and side effects. 

A considerable part of the therapy is reserved for focussing 
on individual and family problems and their solution. The relatives 
have the opportunity to describe their difficulties. With the help 
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of the therapists and the other group members, ideas are developed 
for new communication, interaction and problem-solving strategies. 

Another component is the early recognition of relapse symptoms 
and adequate ways to deal with the re-occurrence of a psychotic ex
acerbation. Early crisis intervention enables rehospitalization to 
be avoided. 

Towards the end of the therapy, the therapists prepare the ac
tual transistion of the group to a self-help group. 

The group sessions are conducted by two therapists, have 4 - 6 
participants and meet weekly for about three months. 

TRAINING CONCEPT 

According to the requirements of the therapeutic interventions 
described above, a training concept was developed to enable students 
toconduct such a therapy effectively. 

Students that seem qualified for this kind of project are those 
in the 7th semester, i.e. in their last year of clinical psycholo
gical education. At this time, they have a relatively broad theore
tical background. Basic clinical psychological competence can there
fore be expected. 

Main objectives of the training are: 
- a detailed knowledge about psychiatry and specifi.cally schizo

phrenia, 
- a problem and client-oriented therapeutic behaviour as well as 

competence to deal with difficult therapy situations such as re
sistance, aggression etc., 

- to get to know the specific problems families of schizophrenic 
patients have. 

Besides this, goals of the training were: 
- getting to know the psychiatric care system, 
- competence to cooperate in a multidisciplinary team and 
- competence to evaluate critically the effects of therapeutic work. 

These goals are to be realized in an intensive theoretical and 
practical t~ai~ing consisting of four phases: 
Phase I: Self-instruction about general issues of psychiatry and 

schizophrenia 
Phase II: Seminars about specific issues of schizophrenia, training 

sessions of basic therapeutic skills, internship in psy
chiatric inpatient department 

Phase III.: Seminary about research methodology and treatment concepts, 
training sessions of complex therapeutic skills, intern-
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ship in psychiatric outpatient department 
Phase IV: Supervised implementation of therapeutic intervention, 

data collection and evaluation. 

Each phase last for about three months; the entire training 
amounts to about 400 hours. 

EVALUATION 

When the project was concluded, it had 15 participating students. 
They were accepted after an interview and a written test. 47 patients 
participated at the project, 24 relatives of 14 patients took part 
in the therapy program for relatives. 

Students 

Weekly the students filled out questionnaires about critical 
events associated with the project and the estimated effect these 
events had on their therapeutic competence. 

The results show that the students all experienced an enormous 
increase of competence by the training. This increase is mainly at
tributed to the practical work (Fiedler et al., 1982). Almost every 
student experienced one or more events of what one might call prac
tice shock. In fact those events were considered as producing the 
highest increase of competence if supervision and advice by the 
other students were available at that time. 

Difficult situations which caused those feelings of inadequacy 
and helplessness associated with practice shock were e.g.: 
- Too high expectations concerning an abvious change in the families 

by the therapy. If this change did not occur, the students tended 
to be more directive in the sessions. This of course was answered 
by the relatives with resistance and missing sessions. In situa
tions like these it was helpful that two therapists conducted the 
groups. 

- The fact that the therapists were still in the role of learning 
students instead of experts and the groups knew about this fact 
made it easier for the students to admit insufficiencies and give 
the responsibility back to the family. 

They reported an extraordinary amount of positive feedback es
pecially from the group of relatives, a reinforcer that encouraged 
and motivated them. 

Relatives 

At the end of the treatment, relatives filled out a question-
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naire about changes concerning attitudes and behaviour towards the 
patient and his illness. They reported that the therapy helped them 
a lot that they felt supported and understood and experienced a dis
tinct decrease of negative attitudes towards the patients. The data 
show that the participating relatives felt more competent to deal 
with their situation significantly more often after the therapy than 
non~participating relatives. They reported that they appreciated the 
therapists and found them competent. After the project, they conti
nued to keep in contact with the other group members. 

Patients 

In the group of patients without participating relatives at the 
time of the two-year followup, severe psychotic symptoms have been 
observed twice as frequently as in the group with participating re
latives. Re-occurrences were significantly more often in this group 
and each re-hospitalization was longer than in the other group. The 
participation of relatives in the therapy process seems to have a 
stabilizing effect on the course of illness and to improve the pa
tients ability to cope with a relapse without further therapeutic 
help. Patients with relatives who participated in the program repor
ted that they noticed a change in the emotional atmosphere at home. 
They felt more accepted and cared for. 

CONCLUSION 

The results of the study confirm the assumption that psychology 
students are able to conduct effectively a therapeutic intervention 
that involves the families of schizophrenic patients. The distinct 
advantage of such a project is that by non- and semi-professionals 
such as psychology students the self-help potential of the families 
is stimulated. As the student therapists cannot be considered as ex
perts who solve the problems, the families are confronted with the 
necessity of taking the initiative themselves for any kind of change. 
By a project like the one described above, the transfer of research 
findings to clinical practice can be accomplished. 
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COPING WITH SCHIZOPHRENIA IN DEVELOPING COUNTRIES: 

A STUDY OF EXPRESSED EMOTIONS IN THE RELATIVES 

N.N. Wig, D.K. Menon and H. Bedi 

All India Institute of Medical Sciences 
Department of Psychiatry 
Ansari Nagar, New Delhi - 110029, India 

INTRODUCTION 

The study of Expressed emotions (EE) ows its or1g1n to the 
efforts of Brown and his colleagues in London during the last two 
decades to understand the family environment of schizophrenic 
patients. It has been shown in a series of studies that the ex
pressed emotions of the key relatives, measured in an interview 
shortly after the patient's admission to hospital is highly pre
dictive of the patients' subsequent course of schizophrenic illness. 
Brown, Birley and Wing (1972) found that EE rating scales are use
ful tools in quantifying emotional interaction in the family when 
a schizophrenic family member is admitted to hospital. In a re
plication study, Vaughn and Leff (1976) followed up the patients 
for nine months after discharge from the hospital. They found a 
significantly higher relapse rate in those patients returning to 
homes with high EE relatives as compared to those living with low 
EE relatives. 

An opportunity came to study the emotional interaction in the 
families of Indian schizophrenic patients at Chandigarh when the 
WHO study on 'Determinants of outcome of severe mental disorder' 
was initiated in 1978, at the Department of Psychiatry, Post
graduate Institute of Medical Education and Research, Chandigarh. 
The objective of this project was to explore the applicability 
and validity of this technique in the Indian cultural setting, 
and to verify the hypothesis that relapse episodes in schizophrenic 
patients will occur more frequently in patients living in high 
expressed emotion families. 
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METHODOLOGY 

Two catchment areas were selected for this study. One was the 
urban area of Chandigarh with a population of 383.500 and the 
other was a rural area having a population of 95.933, both as of 
March 1978. All the patients of first onset psychosis having first 
lifetime contact with any of the medical facilities in the catchment 
areas during the period from October 1978 to March 1980 consti
tuted the universe. The patients were examined using past and 
personal history schedule (PPHS) and clinical assessment was made 
using the Present State Examination (Wing, Cooper and Sartorius, 
1974). ICD-9 was used for diagnostic purposes. All the patients 
diagnosed to be suffering from schizophrenia were considered for 
inclusion. Patien~ living alone were excluded. The patients whose 
relatives did not cooperate for 'expressed emotion' (EE) interview 
were similarly excluded. The patients who could not be traced after 
the initial contact with the medical facility also had to be ex
cluded. 

This being a replication study, interviews were conducted with 
key relatives using the Hindi translation of the Camberwell Family 
Interview (CFI) developed by Brown and Rutter (1966), Rutter and 
Brown (1966) and Vaughn and Leff (1976). The interviews were tape 
recorded and ratings were made on five scales of Critical comments, 
Hostility, Emotional Overinvolvement, Warmth and positive remarks, 
based on the criteria developed by these investigators. 

ADAPTATION AND APPLICATION OF EXPRESSED EMOTION METHODOLOGY 

All the narrative questions of the CFI were translated into 
simple spoken Hindi. The translated draft was tried on 11 Hindi 
speaking relatives of schizophrenic patients. Some of the English 
words like "nagging" and "grumbling" were difficult to translate 
in Hindi, which were reworded taking local expressions of these 
emotions. The list of household tasks was modified keeping in view 
the culturally assigned tasks to the male and female members of 
the north Indian families. 

Two investigators from the Chandigarh Centre were trained by 
the staff of MRC Social Psychiatry Unit, Institute of Psychiatry, 
London. One investigator visited London and received the training 
at MRC Social Psychiatry Unit, while the second investigator was 
trained at Chandigarh when a staff member of the MRC Social 
Psychiatry Unit visited Chandigarh for this purpose. The training 
consisted of listening and rating of five EE scales the audio 
recorded interviews of relatives of English patients in the English 
language. Following this, reliability exercises were undertaken. 
One investigator (DKM) made blind EE ratings on 10 English recorded 
interviews, while the second investigator (HB) rated 9 interviews. 
Close agreement (more than 90 %) was observed on the ratings given 
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by both the investigators as compared to 'master' ratings on all 
the five EE scales. The second reliability exercise consisted of 
rating interviews in Hindi language on 7 relatives of Indian schizo
phrenic patients. Again close agreement was observed between the 
ratings of these two investigators. 

OBSERVATIONS 

A total of 103 patients were included in this study, 72 patients 
belonged to the urban area and 31 patients came from the rural area. 
Males and females were equally represented in the sample. Majority 
of the patients came from the younger age groups up to 29 years of 
age. Half of the patients were married. In the rural sample majority 
of the patients were married as would be expected as people in the 
rural areas marry at a younger age (Table 1). 

Table 1. Sociodemographic characteristics of the 
patient sample 

Urban Rural Total 

SEX 

Male 36 13 49 
Female 36 18 54 

AGE 

15 • 24 41 14 55 
25 • 34 21 9 30 
35 + 10 8 18 

MARITAL STATUS 

Never married 42 9 51 
Married 30 22 52 

TOTAL 72 31 103 

Interviews were conducted with the 'key' (close) relatives of 
103 schizophrenic patients using the Hindi version of Camberwell 
Family Interview schedule by either of the two investigators (DKM 
and HB), within two weeks of the patients first lifetime contact 
with the medical facility. On several occasions, interviews were 
held with more than one relative, however for the purpose of this 
paper, the relative who scored higher on either critical comments, 
hostility or emotional over involvement was taken. Thus EE ratings 
were made on recorded interviews of 103 relatives of 103 schizo
phrenic patients at intake level. These patients were followed up 
for clinical course and outcome. Interviews with the same relatives 
were repeated at the end of one year, using the Hindi version of 
eFI by either of the two investigators (DKM and HB). In case of 
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relapse with exacerbation of psychotic symptoms in the patient,inter
views with the relatives were held within two weeks of the relapse 
episode occuring anytime during the period of one year follow-up. 
Thus EE ratings were also made on one year follow-up inter
views, which were possible in 89 relatives of 89 patients who were 
available for follow-up. 

For the purpose of this paper, data on critical comments and 
overall rating of 'high' EE score are reported. Using the criteria 
of Vaughn and Leff (1976) a relative was rated having 'high' EE, if 
he obtained 6+ scores on critical comments and 3+ scores on the six 
point scale of Emotional over-involvement. Table 2 shows the mean 
scores on critical comments given by Indian relatives as compared 
to those reported by Brown et ale (1972) and Vaughn and Leff (1976). 
Mean scores on critical comments and frequency of 'high' EE are 
comparatively less in the Indian relatives (Tables 2 and 3). At one 
year follow-up very low scores were obtained on these two dimensions. 

Table 2. Cross cultural comparison of average 
number of critical comments 

Study 
No of key Mean critical 
relatives comments 

Brown et al. (1972) 126 7.86 

Vaugn & Leff (1976) 46 8.22 

WHO Centre, Chandigarh 103 1.92 
intake data 

WHO Centre, Chandigarh 89 0.96 
one year followup data 

Table 3. Cross cultural distribution of high 
and low EE families 

Study High Low Total 

Brown et al. (1972) 42 (42%) 59 (58%) 101 (100%) 

Vaughn & Leff (1976) 21 (57%) 16 (43%) 37 (100%) 

WHO Centre, Chandigarh 20 (19.4%) 83 (80.6%) 103 (100%) 
intake data 

WHO Centre, Chandigarh 7 (7.8%) 82 (92.2%) 89 (100%) 
one year followup data 

Table 4 shows the relationship between outcome and critical 
comments at one year follow-up assessment. Mean number of critical 
comments were higher in the relatives of the patients who relapsed 
or continued to remain ill during the period of one year follow-up. 
Similarly overall rating of EE was higher in these relatives (TableS). 
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Table 4. Relationship between outcome and critical 
comments at one year follow-up 

Total Number 
SIN Outcome State N of critical Mean 

comments 

Complete or nearly complete 66 40 0.6 
recovery 

One or more relapses with 6 12 2.0 
complete or nearly complete 
recovery with no marked 
personality change 

3 One or more relapser with 3 8 2.6 
marked personality change 

Continuous psychotic illness 17 2.5 

Outcome not known 9 1.3 

TOTAL 89 86 0.96 

Table 5. Relationship between outcome and overall 
rating of EE at one year follow-up 

SIN Outcome state 

Complete or nearly complete 
recovery 

One or more relapses with 
complete or nearly complete 
recovery with no marked 
personali ty change 

One or more relapses with 
marked personality change 

Continuous psychotic illness 

5 au tcome not known 

TOTAL 

N 

66 

89 

No of high 
EE families % 

1.8 

33.3 

66.6 

14.7 

14.7 

7.8 

Tables 6 and 7 show the relationship of outcome at one year 
follow-up with critical comments and EE ratings obtained at intake 
asessment. 
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Table 6. Relationship between critical comments at 
intake EE assessment and outcome at one year 
follow-up 

Total Number 
SiN Outcome State N of critical Mean 

connnents 

Complete or nearly complete 66 140 2.1 
recovery 

One or more relapses with 6 0.8 
complete or nearly complete 
recovery wi th no marked 
personal ity change 

One or more relapses with 2.3 
marked personality change 

4 Continuous psychotic illness 29 4.1 

Outcome not known 0.5 

TOTAL 89 185 2.1 

Table 7. Relationship between overall EE rating at 
intake and outcome at one year follow-up 

SiN Outcome State N 
No. of higil 

% EE families 

Complete or nearly comp- 66 14 21.2 
lete recovery 

One or more relapses with 6 0 0.0 
complete or nearly comp-
lete recovery with no 
marked personality change 

One or more relapses wi th 33.3 
marked personality change 

4 Continuous psychotic 28.5 
illness 

Ou tcome not known 14.3 

TOTAL 89 18 20.2 

DISCUSSION 

This is perhaps the only study on expressed emotions done in 
a developing country. It is also the only study of its kind done 
on first onset schizophrenic patients longitudinally followed up 
over a period of one year. It has been possible to report only 
small part of the data generated by this study. As detailed 
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statistical analysis is under progress, the remaining data will be 
reported shortly. 

The present study demonstrates that it has been possible to 
adapt and apply the expressed emotion methodology in a developing 
country meeting the scientific prerequisites of inter-rater relia
bility. The translated version of eFI in Hindi worked satisfactorily 
as the relatives expressed emotions could be rated on all the five 
EE scales of critical comments, hostility, positive remarks, warmth 
and emotional over-involvement. 

Data show that critical comments and overall EE are less in the 
Indian relatives as compared to their counterparts in the London 
studies reported by Brown et al (1972) and Vaughn and Leff (1976). 
This is most likely due to the cultural differences in the mani
festation of expressed emotions. This being the only study done in 
a developing country, it will not be possible at this stage to 
generalise the finding. Secondly, this might be due to the fact that 
data on EE scales in the London group of studies was obtained in 
the relatives of patients who had long standing illness, while on 
the present study the patients were of first onset. 

Data presented in Tables 4 and 5 lend support to the findings 
of the London investigators that critical comments and EE are 
significantly higher amongst the relatives of patients who show a 
relapse or continue to remain ill. However, the London data does 
not clearly specify whether high EE is due to chronicity in the 
patient per se or the bad outcome is due to the high EE in the 
relative, as EE assessment was made only at one point in time and 
the outcome in the course of 9 months was correlated with retro
spective assessment of EE. In the present study, it is possible to 
examine this relationship. The data in Tables 4 and 5 indicate 
the prevalence of high EE amongst the relatives when the patient 
is in a state of relapse or continuous illness. This finding is 
understandable as one would expect high EE in relatives when the 
patient is in disturbed state. When the clinical outcome at the 
end of one year is correlated with EE ratings at intake, as shown 
in Tables 6 and 7, the relationship does not emerge strongly enough 
to clearly support the hypothesis that high EE in the relative 
contributes to bad outcome in the patient. 

The relationship is weakened by the fact that very few patients 
relapsed or continued to remain ill in the course of one year follow
up. The mean score of critical comments at follow-up assessment is 
much lower in the relatives of patients who recovered as compared 
to the relatives of the patients who relapsed or remained continuously 
ill. In view of this, it is indicated that high EE status in the 
relatives is reflective of symptomatic status in the patient. From 
the available data, the hypothesis that EE per se has pathogenic 
contribution to the psychiatric status of the patient could not be 
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confirmed. The alternative hypothesis would be that psychiatric 
status itself contributes to high EE in the relative. Further, pre
diction regarding course and outcome of the illness in the patient 
cannot be made solely on the basis of EE assessment made in the 
relative at intake level. 

In the course of time, there is definite decline in critical 
comments and high EE ratings in the total sample cohort. This may be 
due to the fact that 66 patients out of 89 recovered, and only 10 
cases (11,2 %) out of 89 showed relapse or remained continuously 
ill. Amongst the group of relapsed cases (N = 3), there was only 
one case of high EE at intake which increased to two cases of high 
EE at one year follow-up assessment (Tables 5 and 7). While in the 
group of continuously ill patients (N = 7), at intake assessment 
of EE, two relatives showed high EE, which was reduced to one case 
of high EE at follow-up assessment. In view of this, it may be said 
that the relationship between high EE and outcome is not yet clear. 
Perhaps longer follow-up and having a larger group of relapsed 
cases would be necessary to settle this issue. 

The EE study at Chandigarh has provided extensive experience of 
understanding psychopathology in the families of schizophrenic 
patients in a developing country. Family abnormalities are important, 
and the search for better indicators in the family life determining 
course and outcome of the schizophrenic illness must continue. 

The method of rating EE is cumbersome. The ratings are based 
on tonal fluctuations in voice. Training mental health workers in 
developing countries on these EE scales is very costly and time 
consuming. There is a need to develop simpler instrument for rating 
emotional interaction in the families which can become a part of 
clinical assessment. Perhaps, in the near future it will be possible 
to develop a short and practical method of predicting outcome in 
schizophrenic patients. 

SUMMARY 

It was possible to adapt and apply expressed emotion metho
dology in a developing country reliably. Critical comments and 
overall rating of EE were observed to be less in the Indian relatives 
as compared to their counterparts in London studies. Mean critical 
comments at follow-up were significantly higher amongst the re
latives of patients who showed a relapse or continued to remain ill, 
which supports the findings of London investigators •. Data suggest that 
high EE status in the relative is reflective of symptomatic status 
in the patient. The hypothesis that EE per se has pathogenic con
tribution to psychiatric status in the patient could not be con
firmed. Prediction regarding course and outcome of the illness in 
the patient could not be made on the basis of EE assessment scores 
at intake as very few patients showed relapse. Application of EE 
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methodology in a developing country is costly and time consuming. 
It is recommended that short and practical methods should be 
developed to predict outcome of schizophrenic illness. 
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PSYCHIATRIC EPIDEMIOLOGY SINCE THREE YEARS AFTER RETIREMENT 

M. Gayda, Centre Hospitalier Specialise 
Charcot 78370 Plaisir 

G. Vacola, Centre Psychotherapique, Centre 
Hospitalier Universitaire Necker - Enfants Malades 
149, rue de Sevres 75015 Paris 

The brutal and definitive interruption of professional labour 
has only been known wi thin the last century in industrialised so
cieties and originally concerned mainly the most exhausting trades 
or those demanding constant attention and precision. 

It appears, for World Health Organisation experts, that "for 
most workers, retirement constitutes a traumatic stoppage of the 
rythm of normal life which often leads to social alienation"*. The 
retiral of increasingly younger layers of the population still full 
of vitality, accentuates the contradiction between the potential of 
those active individuals and the conditions of life of a retired 
person. 

Many factors, the biological ageing process, socio-economic 
conditions, the psychological factor lead social status to possible 
"social death". 

Psychological factors play a preeminent role : An impoverish
ment of affective life, a decrease in the possibilities of adapta
tion, responsible of the tendency to withdraw from life interests. 

Originally, retirement was conceived in order to spare those 
workers worn out by laborious or dangerous work. After the second 
war, the generalisation to include all categories of workers led 
geriatricians to question the benefits of such a rupture in acti
vities assumed up to that point without any excessive suffering or 
notable danger. 

I. Two principal theories 

Amongst the currently prevailing theories on the question of 

* La Sante Publique en Europe, in La Gerontopsychiatrie dans la 
Collectivite n° 10 - 1981 - 1981 - OMS p 100 
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retirement, two models predominate, one the antithesis of the 
other. 

1. The "rupture" theory emphasises the capital importance of 
work as the agent of social integration. The retired person finds 
himself with his social position devalued and his time unstruc
tured. His leisure acti vi ties are only a dull reflection of his 
past activities. His life has lost its sense of social usefulness. 

The identity crisis creates a total perturbation of the 
personality which manifests itself through anxiety, depression, •••• 
According to this theory, a decided increase in the mortality rate 
occurs after the age of 65 years. The conviction in a degeneration 
of the state of health is shared by numerous geriatricians, but so 
far no definite link can be shown between retirement and the 
increase in the mortality rate. 

2. The continuity theory doesn't envisage retirement as 
contradictory to working life. Professional investment isn't exclu
si ve for many individuals with different areas of social refe
rence. Retirement doesn't arrive unforeseen and the role of the 
retired person is well thought out and prepared long before the 
moment of retirement. The shock of retirement frequently spoken of 
appears to be based more on some clinical cases than on statistical 
studies. Retirement, according to this theory, doesn't induce 
morbidity or a significant elevated mortality rate. 

Undoubtedly, theses two theories only take into account part 
of the known facts. 

Other variables, such as the socio-economic level have to be 
taken into consideration in order to explain the selection of one 
of these models : 
- the higher socio-economic categories, according to ATCHLEY (1977) 

survive the retirement rupture more easily because of their 
involvement in work of a higher level and their real interest in 
their professional role. 

- certain inferieur socio-professional categories are equally dis
advantaged because of fewer possibilities socially, financially, 
in terms of relationships and of health, even though their desire 
for retirement is stronger than the management class with a 
higher professional level (ATCHLEY, 1977). Their principal pre
occupation, realistically, concerns the financial aspects of 
retirement. The principal disappointment of retirement is the 
fall in income (SHEPPARD, 1976). 

II. The study conducted by J. Ph. BUTAUD and J. DAHAN in 1982 was 
carried out in order to sift out the indices of psycho-mental 
health based on a sample of 1500 members of the population of the 
National Workers Retirement Centre (C.N.R.O.) which takes in a 
retired population of 900,000 allocatees from modest backgrounds, 
divided between rural and urban zones. 

The method used was that of a questionnaire filled in by the 
investigator at the home of the retired person, worked out on the 
basis of the Sickness Impact Profile (S.I.P.) of Washington Univer-
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sity. Five indices of psycho-mental health were set 
- speech 
- intellectual alertness 
- emotional control 
- sociability 
- morale (Berkman's index) 

1. Speech difficulties are very rare. Amongst the recently retired 
population, 1,7% state that they "struggle to find their words" or 
articulate badly, 0,9% have real difficultiy in participating in a 
conversation. 
2. Intellectual alertness is estimated on the basis of eight indi
cators : not finishing what one has begun, getting confused and 
undertaking more than one thing at a time, reacting slowly to the 
spoken word, having difficulties in reasoning or in taking deci
sions, making more mistakes or being more clumsy, being unable to 
fix attention for lenghty period, forgetting recent events and suf
fering from spatial or temporal disorientation. 

Recent memory loss is the change most frequently noted : 48% 
(34% to a small degree and 14% to a high degree). This deteriora
tion seems linked more to the general level of education than to 
age. 

On the other hand, spatio-temporal disorientation is for the 
most part a result of age, with two gradations at 70 and 80 years. 
It affects widows and widowers, even the young, more than, couples. 
3. Emotional control: this category includes pessimism with regard 
to the future, nervousness and agitation, irratibility towards one
self, sudden outbursts of laughter, sudden fears, a feeling of use
lessness, a tendency to complain. 

Pessimism and nervousness are very common, the more serious 
problemes affecting only 4%. 
4. Social interaction measuring the tendency to withdraw displays 
some "less serious" and very widespread behaviour and some "more 
serious" but less frequent behaviour. 

Thus estimated, sociability seems to be poor for 1% of reti
red persons and appears to be only to a small degree linked to 
age. On the other hand, it is better in the medium sized towns. 

The tendency to leave home less, to shorten the length of or 
to avoid visits is most in evidence - apart from serious caharacter 
pro blems. This tendency to wi thdraw is influenced by celibacy or 
widowhood rather than by having had children. 
5. Depressive tendencies : the use of the modified BERKMAN index 
shows that the feeling of solitude is little linked to the place or 
type of habitation, with the exception of Paris where it is very 
marked. Above all, it is affected by widowhood and living alone, 
which doubles the occurence of this phenomenon. More than half of 
those questionned felt lonely during the year following widowhood 
or separation. This feeling then very gradually decreases, affec
ting after three years of separation 40% of the population of 
widows and those separated. 

Depression amongst the population studied does not depend on 
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age, and affects one retired person in seven (for those 85 years 
oid and over, it represents 17,3%). 

Town dwellers (from towns of more than 100,000 inhabitants), 
especially those from large cities like Paris are affected to a 
greater degree (23,5%) than those from the country (less than 
100,000 inhabitants, 13,5%), those from the east (24,4%) more so 
than those from the North (7,1%). 

Residence in an apartment is more likely to induce a feeling 
of depression (18%) than in an individual house (13%) 

The principal factors of depression are, like with the 
feeling of loneliness, caused by the human environment : living 
alone (23%) widowed (22%) childless (19%). 

There is a correlation between the feelings of loneliness and 
the depressive s tate with soli tari ty or agressi ve behaviour which 
constitutes the sociability index. 

Very high degree High degree of Mediocre Unsociable 
of sociability sociability sociability 

11 .6 27.6 48.9 100 depressed 

19.7 35.4 42.6 100 often alone 

Besides the characterised depressive moods affecting one retired 
person in seven and almost a quarter of retired people from Paris 
and the East, positive appraisals have been expressed by more than 
one retired person in three, who states he is "completely" happy, 
"full of energy" or "full of interest" in life. 

Hope and fear overlap each other, creating nuances within the 
replies. 

BERKMAN's Moral index constructed on the basis of the precee
ding data leads to the conclusion that about 20% of retired people 
have a low or very low morale. During the first few years of reti
rement, the morale of the retired person remains stationary. It has 
a tendency to decline progressively after 68 years. Living in a 
rented apartment is less favourable compared to privately owning an 
individual house. 

Life in the Paris region and in the East of France is more 
often accompanied by a low morale as an indicator of deterioration 
of sociability. 

For women, the most important factor is widowhood, especially 
during the first two years following the death. The work of the 
mourning process is accomplished afterwards. 

Women have a morale decidedly lower than men. They are half 
as numerous as men in the "very high morale" category, and four 
times more numerous in the "difficulty in living" category. 
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III. Other Study: F. CLEMENT 

Other studies, such as that of Fernand CLEMENT on ederly 
people from the electric and gas industries *, which investigated 
around 1200 individuals, have arrived at the conclusion that there 
is no pathology directly relevant to the retired person : "Heal th of 
elederly is worse when persons are older in all spheres : subjec
tive appraisal, the number of past illnesses, the number of current 
ailments, consumption of medical or pharmaceutical products, 
"ageing" score, etc ••• ". He concludes that passing to retired life 
is generally well accepted since only 1/5 of men and 1/3 of women 
have difficulties (including. health problems). 

IV. Morbidity and Mortality Indicator 

Hospitalisation only affects the most serious cases : 98% of 
health problemes are treated outside hospital. Thus in 1973 there 
were around 2,250,000 hospitalisations for 143,330,000 visits and 
consultations. These last figures were obtained from investigation 
carried out for the European Institute for Documentation and 
Research into Illnesses (LD.R.E.M.) based on a sample of around 
1750 doctors practising with private clientele. This investigation 
constitutes a very interesting source of statistics on morbidity. 

Out of 100 selected sick people, the following has been noted 
with regard to health problems. 

age 45 - 54 55 - 64 65 - 74 75 - 84 85 and over 

male sex 1.9 1.4 1.2 1 .4 1.6 

female sex 1.7 3·9 3.4 3.0 2.3 

(Source: Ministry of Health 1977, reproduced by the Directory of 
social and sanitary statistics 1981). 

The breakdown of initial diagnosis given by general practi
tioners in the course of consultations and visits, according to sex 
and age (in thousands) : 

mental 
problems 

sex 

M 

F 

all ages % 

1519 3·2 

2840 4.5 

50-54 55-64 65 and over 

3.7 3.6 2·9 

5.6 5·1 4.3 

On reading this data, there doesn't seem to be a decided 

* In Gerontologie et Societe n° 23-1982 p 92-135 

545 



increase in the frequency of mental problems for the male sex at 
retirement age or in the years following retirement. 

Wi th regard to women, a clear increase in the frequency of 
hospitalisation after the age of 55 years, and above all in the age 
range of 55 to 64 years is worthy of a closer analysis of the 
causal factors ; the completion of this study shows clearly that 
stoppage of work is not the only factor involved. 

Wi th regard to the medical consultations carried out by the 
general practitioners, this increase in frequency of mental 
problems of women does not occur (at retirement age). 

V. Attempts at synthesis 

As has been shown by the various studies previously analysed, 
retirement does not appear to be in itself a risk factor, even if 
the retired person is frequently depressed or presents various 
somatic troubles. The position of the non-retired person doesn 't 
seem to be any better. It doesn I t seem therefore to be the factor 
which is responsible for an aggravation of problems. 

1. The synthesis carried out by J. POITRENAUD, F. BOURLIERE and J. 
VALLERY-MASSON concerning "the consequences of retirement for 
health" based on numerous American Studies, those of BELL, MADDOX, 
PALMORE and their own, concluded that the idea of crisis or rupture 
put forward by numerous geriatricians with respect to the cessation 
of work has been far from being verified. It would not really seem 
to have been demonstrated that retirement in itself is responsible 
for unexpected somatic or psychological disorders in individuals of 
over 60 years. . 

2. The analysis of various other american studies carried out by 
S.H. ZARIT 51980) concludes that the experience of retirement does 
not correspond with sudden alterations in the feeling of well being 
or in physical health, despite the expectations and anecdoctes 
affirming the contrary. Most research indicates that there are few 
alterations following retirement (LOWENTHAL, BERKMAN and ColI., 
1976 ; STREIB and SCHNEIDER 1971 ; SHEPPARD 1976). 

In one of the major studies, 1/3 of the replies indicated 
tha t retirement proved to be better than expected with only a 
negligeable number who indicated that it was worse than expected 
(STREIB and SHCNEIDER 1971). 

The idea that retirement leads to bad health results perhaps 
from the fact that many people are forced to retire because of bad 
health. American studies estimate that around half of retired 
people have not retired voluntarily. Whilst 1/3 are affected by 
obligatory retirement on grounds of age, the remainder give up work 
through bad health or because of the disappearance of their jobs 
(ATCHLEY 1977). 

Depression, frequently suffered by elderly people, notably 
appears to an extent palpably equivalent in non-retired people as 
in retired people. 
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Many people go through a honeymoon period immediatly fol
lowing retirement, during which they occupy their time with activi
ties long since interrupted or enjoy leisure activities (ATCHLEY 
1977). Generally this honeymoon period comes to an end and they 
have to make more pertmanent adjustment to the retired state. 

Health plays a critical role in this long term adjustment. 
The individuals who are dissatisfied with retirement are generally 
those who are most often in bad health (SHANAS and ColI. 1968). For 
those in good health, satisfaction and a certain ambivalence are 
expressed at the same time. Most people say they are content to be 
retired, however at the same time they point out that they feel a 
lack of purpose, of stimulation or any other than mundane occupa
tions. 

On the whole, the importance of work for an individual, his 
income, his state of health and the possibility of a worthwhile 
alternative to work are the critical elements involved in adapting 
to retirement. 

Many people would like to abandon the routine and drudgery of 
their work, but it is often difficult to find satisfying alterna
tives. For certain people, work is certainly a favourite occupation 
and the obligatory stoppage will be accepted with great difficulty. 

Retirement has important consequences for marital relations. 
In particular, the equilibrium is changed in families where the 
husband worked and the wife remained at home. Elderly women often 
joke about having their husbands under their feet ; others directly 
express anxiety about the retirement of their husbands. Difficul
ties often occur after the honeymoon period which follows retire
ment. As a result, many husbands take up substitute activities 
which maintain the separation of household roles. 

Prevention of difficulties in adjusting 

Amongst a variety of possibilities, some of which put forward 
the merits of retirement in a radical manner, envisageing more 
flexible methods of a diminution or stoppage of work, depending on 
the capacities and wishes of the worker, we will mention here only 
two techniques which to us seem useful : 

the use of the offices of "volunteers" in the United States, 
which represents an extension of voluntary work, putting the 
emphasis on the specific role of the retired in educative or assis
tance situation. 

preparation for retirement since eight y~ars our own 
experience of preparation for retirement led us to prefer the 
formula of courses of three days, spread over a period of more than 
one year, permitting the newly retired to be followed up after the 
beginning of their retirement. This type of course has been shown 
to be more helpful for the retired person, in adapting to his new 
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social status than the short information courses without any follow 
up. 

Those who benefit most from preparation of this kind are 
those whose psychic equilibrium, being more fragile, is threatened 
by the stress involved in the existential reorganisation of retire
ment, above all, when added to this fragility we have isolation and 
poor socio-economic conditions. 

An interview is necessary prior to the course in order to 
evaluate the capacity of the individual for change, and to plan out 
the work of the group in consequence. 

The work of preparation for retirement represents the possi
bility of considerable assistance for those individuals exposed to 
the stress of the rupture presented by retirement and who are like
ly to undergo a depressive development. 
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MASKED DEPRESSION AND ITS TREATMENT 

M. Laxenaire and J.P. Kahn 

University of Nancy I 
Service de Psychologie M~dicale et Psychoth~rapie 
H6pital Jeanne d'Arc, 54201 Toul C~dex France 

Masked depression has been described in 1957 by P. Kielholz. 
Its main clinical features are as follows 

Masked Depression appears in middle-aged individuals who have 
demanding professional responsabilities and thus, it is often des
cribed in Europ as : "Manager's Disease". The course of the disea
se develops in three phases which extend over several weeks or 
even, several months. 

In a first phase, a certain irritability dominates the clini
cal picture : a manager apparently overworked, begins to loose 
control over his behavior with his collegues or subordinates. He 
becomes irritated over little things and finds it impossible to 
cope with ordinary problems, which he previously would have hand
led easily. His memory and intellectual functionning are impaired. 
He is aware of this, and is disturbed by it, which increases his 
anxiety. Little by little he looses his ability to exercise ini
tiative, while remaining aware of his diminished efficacy. 

With these feelings of failure, the second phase sets in. It 
is characterized by withdrawal and hypocondriacal complaints. In
creasing fatigue and sleep disorder lead to more specific health 
concerns. These complaints are organized around gastrointestinal 
system: (anorexia, gastric pain, colitis), cardio vascular system: 
(palpitations, pseudo angina-pectoris, sensations of breething dif
ficulty) and nervous system: (headaches and muscular spasms). 
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These psychosomatic complaints motivate the first request for me
dical help. At this stage, anxiety may be prominent as well as no
sophobia. It is this phase which is usually understood today by 
the term "masqued depression". 

The third and last phase is the actual depression, as indica
ted by the following classical signs: sadness, gloominess mixted 
with pessimism and a sense of hopelessness. The patient is overcome 
by feelings of inadequacy, insecurity and low self-estime. The fu
ture looks bleak, and the patient may experience suicidal ideation. 
The absence of remorse and guilt however indicates that the depres
sion remains within the neurotic range. At this stage, the indivi
dual is totally unable to work. The most common picture is that of 
intense fatigue, followed by difficulties in concentration and an 
apathy which may lead to a total inability to act. 

This is, briefly summarized, the clinical development of Mas
ked Depression. Before discussing treatment, we would like to com
ment on certain nosological aspects and aetiological hypothesis re
garding this disorder. 

WHAT DO WE MEAN BY "MASKED" ? 

In this clinical picture, the most striking feature is the lack 
of energy, the feeling of being exhausted. We might think of a car 
in good condition but which has run out of gas : everything works 
but there is no more energy. This concept is important because it 
permits us to differentiate clearly beetween "masked depression" 
and the regression which characterizes the begennings of dementia. 

Next, we must consider the relationship beetween this lack of e
nergy and fatigue. The latter does not precede the lack of energy, 
but rather, is its consequence, as it has been pointed out by many 
authors and more recently by D. WIDLOCHER.Thus, the origin of this 
lack of energy does not lie simply in a growing fatigue ; but it 
lies elsewhere. According to D. WIDLOCHER, A. PUECH and al., lack 
of energy could be connected with an impairement of the noradrener
gic system, i.e. the Locus Coeruleus and its efferent central 
bundles, which are implicated in arousal and activation processes. 
These two concepts lead us to examine now "masqued depression" in 
comparison to other clinical forms of depression. 

MASKED DEPRESSION IN THE NOSOGRAPHY 

According to KIELHOLZ, who considers on a biaxial scale, soma
togenic and psychogenetic factors in depression, Masked Depression 
is to be situated between "Neurotic Depression" and"Reactionnal 
Depression". The latter takes it's origin in a stressing, "trauma
tic" life event, more often unique, such as a relative's death, or 
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separation, geographical transplantation, organic disease etc •.• The 
links between the traumatic life event and personnality remains un
clear; but, according to a psycho-analytical hypothesis, a parti
cular life event becomes "traumatic" psychologically when it reac
tivates the traces of first childhood's "anaclitic depression" 
(which follows the anxiety generated by the first separation). Neu
rotic Depression is related only to personnality traits. Masked de
pression could be due, as it has been observed by P. KIELHOLZ and 
C. ADAMS, to the association of a given personnality and multiple 
traumatic events which originate a permanent state of psychologi
cal tension. But let's add once again that all these situations 
could not account for the genesis of depressive-symptoms, if spe
cial attention is not given to personnality features. 

PERSONNALITY FEATURES 

Let us consider now these personnality traits. One may, with H. 
FERRERI draw some valuable indications from the clinical picture. 
"In masked depression, patients usually are hyperactive, conscien
cious, scrupulous, involved to a high degree with professional ac
tivities ; they always try to reach new goals and have trouble de
legating responsabilities to others". It is well known that these 
socially highly performing workaholic individuals remain vulnera
ble because of the personnal image they conform to for themselves 
and for others. They have been described by several authors: per
sonnality type III in respect to GRINKER's classification, to whom 
they are "cameleon individuals" who adapt to what is expected from 
them, hiding their own emotions and spontaneity behind intellectua
lized interpretations. WINNICOTT called them "wrong self" personna
Ii ties and describes them as inauthentic, superficial and cut-off 
from inner reality. Others call them "as if" personnalities to em
phasize the fact that these individuals live as if they are really 
what they appear to be. But the most interesting attempt was made 
recently by O. KERNBERG in his description of "narcistic person
nality". Narcissic individuals are these egocentric personnalities 
who feel the need to shine and succeed professionally with cons
tant backup and approval. This desire can certainly lead to top 
social positions but, never fullfilled, remains unsatisfied. "The 
New Narcisse", as he is called in the media lacks empathy, remains 
superficial, only preoccupated with himself and his own success. 
He breaks do\Yll at the slightest frustration which he finds intole
rable. Confusing "Self" and "Self-Ideal" with the ideal object 
with whom he identifies himself, he is totally incapable to tole
rate the slightest failure, and he becomes exhausted by the conti
nuous search for gratification from his environment . When the 
"imposing self" (according to KERNBERG) looses his good adapta
tion, then depression emerges. C. LASCH, in his book: "The Cultu
re of Narcissism. American life in an age of diminishing expecta
tions", gives this new personnality a sociological approach. Accor-
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ding to him, in the contemporary world, gratification from work be
comes weaker, and interpersonnal relationships, self representation 
and the fad for therapeutical cults become more important. Mass
Media, especially television have abolished the differences beet
ween image and reality, thus forcing people into the imaginary cult 
of the person. They impose the idea that "total satisfaction" is 
possible through consumption of goods, services, experiences of all 
kinds, especially sexual. The never ending expectation of total 
fullfilment leads to exhaustion of any desire and to depression. 
This ontogenically very archaic narcissism rendes the personnality 
more susceptible to psychosis than to neurosis and incitates us to 
put it among the so called "Borderline personnalities". 

NEURO-PSYCHO-BIOLOGICAL HYPOTHESIS 

The developments of fruitfull neurobiological research, in the 
recent years, allows to correlate some neurobiological mechanisms 
and psychological and clinical situations. One may consider that 
emotions take their origin in direct and symbolic signals and they 
combine new informations with ancient ones, which are kept as a 
mnemonic trace in the temporal lobe. A recent hypothesis by LIEBOWITZ 
implicates the rewarding system, whose hedonic action is mediated 
throught the liberation of phenylalanine (PEA), norepinephrine and 
endorphines. A feed-back mechanism is triggered by the accumulation 
of endorphins. The Locus C oeruleus and it IS efferent ascending path
ways to the cortex play an important role in the liberation of subs
tance P, which antagonizes the endorphins. These mechanisms should 
be taken in account to understand how, from a psychological point 
of view, disarry, satiete and depression follow pleasure, euphoria 
and excitation. 

TREATMENT 

From what follows, one can easily understand the purposes of a 
treatment of Masked Depression. It will have to focus on two main 
targets : reduce the clinical symptoms with an adapted chemothera
py, on the one hand, and induce a change in personnality with a fo
cal psychotherapy, on the other hand. 

Antidepressants should be effective on the inertia, apathy and 
inhibition which dominate the clinical picture at the third phase. 
Monoamine-oxydase-inhibitors (M.A.O.I.) are of course good agents, 
but they have several counter-indications. Desipramine or any recent 
antidepressive molecules such as Nomifensin, Viloxazine or Amineptine 
can be used, twice dayly, with great benefit, eventually associated 
to an evening anxiolytic drug. 
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The goal of psychotherapy is not easy to reach. Psychoanalysis 
itself can hardly be indicated at this age and in these conditions, 
but focal psychotherapy, eventuelly initiated during a short hospi
talization shall allow these individuals to reorganize their defense 
mechanisms and thus, reconsider some of their narcissic positions 
and adopt more realistic perspectives and more adapted behavioral 
patterns. 
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RELATIONSHIP OF VEPRESSIVE STATES WITH WORK ANV THEIR TREATMENT 

J. M. Lege~, J. Lange~d, P. Le Jan, P. Countey, and 
C • H eJl..fUrlann 

Se~v~ce ho~pitalo-u~ve~it~e de P~yc~~e 
15 ~ue du Vocte~ M~ctand 87031 LIMOGES CEVEX 

The Qu~tiOYl 06 pa,thology cen.tMed on WMk, ~ made a,t eVMY 
p~od 06 econo~cal ~~. In 1929, MOSES hM ~eady ~em~ked 
:tha,t "p~yduc e66ew Me :the mM:t ~~o~ COJilMQuenc~ 06 
unemploymen.t" . 

HoweVM, Un~ between dep~~~~on and wo~k Me no:t ~ed 
to pa,thology concM~ng unemploymen.t. They Me : 

- V~o~d~ Unked :to wo~k con~o~ 
WMk ~u el6 can genMa,te ~~~~ and U ~ e~ :tha,t WMk cilv~~on 

could be dangMo~ beca~e it leadI.J :towoJt.d a g~ea,tM fu~~6action. 
A good wo~k env~onmen:t and :team coh~~on would cil~~h :the w~ 
06 -6~~~. 

Some Muo-p~06~~~onal ca,tego~~ Me liked :to be mo~e 
expMed. Th~, coal ~n~ ~~~~ hM been de~~bed, a~ will M 
~n manag~ o~ mecilcal docto~. Bego~n hM d~~bed a :te.tepho~u 
and :typ~u ~ynMome, BEN SABBATS hM w~en ovM ~~~~ ~ituatio~ 
~n wa,tchmen and ~n~ pUou. 

- V~o~d~ linked :to unemploymen:t 
V~ m..Lo~al lea[[J., :to an I.~e~y 6eeling, lM:t 06 ~e.t6-

~:teem and g~ ~e~en;tJ." ~eating "The unemployed'~ angLLL6h" 
M d~llibed by TABARY. 

Nev~he.t~~, ~he~ :than ~~ouncilng ~n~~, unemployment 
~Uuation~ lead :to ~n~eMe mMked dep~~~~o~ and alcohowm 
(LIBERT), without ~peuMc fuMd~ (AMIEL). 

- Vep~~~~ve fuo~d~ linked :to ~~emen.t 
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PaL>.6-ing 6Jtom a.w.ve. li6e. to Jte.Utte.me.nt -L.6 Jte.6e.nte.d by 
-ind-Lv-idua1.6 aL> a. Jt-L.6k .6Uua..U.on, mod-L6,Lc.w.on 06 .60c.i.a1. .6ta.tM 
le.a.ding to a. Jte.a.! be.Jte.a.ve.me.nt. He.Jte. a.ga.-i.n, the.Jte. -L.6 an -inc.Jte.aL>e. -in 
6Jte.que.nc.y 06 de.pJte.6.6-ive. .6tate.6 and the. pa.thoge.noM Jt-L.6k -L.6 gJte.ate.Jt 
-in the. c.aL> e. 06 a.nUupate;d Jte.Utte.me.nt (FERRIERE). 

In de.6pUe. 06 the. a.ppaJte.nt c.a.Me.; we. will fuc.M.6 the. na.tuJte. 
06 de.PJte.6.6-ive. p-ic.tUJte. we. ha.ve. 60und. 

GIUVICELLI cU6:tingu-L.6h 3 type.6 06 de.pJte.6.6-ive. .6tate.6 that dont 
move. awa.y 6JtOm the. Mua.! 6Jta.me. 06 de.pJte.6.6-ion : 

- He. fuUngu-L.6h Jt-Lght awa.y the. "ne.UJtoUc. de.pJte.6.6-iOn.6" -in 
thO.6 e. who Me. .6UU c.a.pa.ble. to pla.c.e. the.m6 e.!ve.6 -into a. woJtUng 
e.xi6te.nc.e.. 

- "Re.a.w.ve. Oft .6Uua..U.ona.! de.plte.6.6-ion.6" whe.Jte. une.mployme.nt -L.6 
the. e.6.6e.nt-La.! c.a.Me. 06 de.plte.6.6-ion. 

- Ve.pJte.6.6-ion 06 me.!anc.holic.a.! type., whe.Jte. une.mployme.nt 
.6Uua..U.on doe.6 not -inte.Jtve.ne. aL> an e.Uolog-ic.a.! 6a.c.toJt. 

The. Jte.6 e.a.Jtc.h U.6 e.!6 
We. ha.ve. pJtopo.6e.d to a.ppJte.c.-Late. the. Jtea.! -inc.-Lde.nc.e. 06 pJtoble.m6 

linke.d to WOftk. aL> an e.Uopathoge.n-i.c. 6a.c.tOft 06 de.pJte.6.6-ion and 
.6u-Lc.-Lda.! atte.mp:t6. 

Th-L.6 wOJtk. c.onc.e.Jtn.6 524 C.On.6uUatiOn.6 06 the. p.6yc.~c. 
.6e.Jtv-ic.e. 06 L-Lmoge..6 CHU, -c.On.6uliation.6 Jte.que.6te.d by the. e.me.Jtge.nc.y 
.6e.Jtv-ic.e.-, 6Jtom janua.Jty 1.6t 1983 to may 31 1983. 

The. .6UJtve.y hal> be.en Jte.a.Uze.d tMough a. qUe.6tionntUJte. that 
pJte.We.6 wOJtk. .6ta.tM 06 patie.nt, moU6 06 c.on.6uUa.t-Lon, and 
a.ppa.Jte.nt c.a.Ma! va.!ve. 06 WOftk pJtoble.m. 

The. 524 C.On.6uUa.t-LOn.6 c.oMe.6ponde. -in the. nO.60log-ic.a.! plan 
to 85 % 06 .6u-Lc.-Lda.! atte.mp:t6 Oft de.pJte.6.6-ive. .6tate.6 

288 wome.n (55 % 06 C.On.6uUa.tiOn.6) 
236 men (45 % 06 c.on.6uliation.6) 

We. have. gathe.Jte.d a. 40 c.aL> U gJtoup whe.Jte. wOJtk .6 e.e.m6 to p!a.y a. 
c.a.Ma.! pa.Jtt -in Uthe.Jt de.pJtu.6-ion Oil. .6u-Lc.-Lda.! atte.mpt. 24 06 the.m 
c.onc.e.Jtne.d me.n (60 %). 

LO.6t 06 woJtk hal> be.e.n 60und -in 8 % 06 c.aL>U, bung -invoke.d 
mO.6t!y by men (10 %), that by Women (5,5 % 06 c.aL> e.6 ). V-L.6m-L.6.6a.! 
hal> be.e.n 60und to be. the. moUve. -invoke.d by the. ma.joJt-Lty 06 c.aL>U. 
The.Jte. hal> be.e.n 36 c.aL>U 06 d-L.6m-iMa!, 2 mana.ge.M 06 .tUtle. 
e.n:tJc.e.pJvU. e.6 in bankftuptc.y and 2 c.aL> U 06 Jte.Utte.me.nt 0Jr.. antiupa.:te.d 
Jte.Utte.me.nt • 
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Howe.vell., no:t ill 40 eMe..6 c.olVLe..6ponde. :to bILe.akdowY!.6 whell.e. 
.toJ.J:t 06 wOILk WaJ.J a ILe.al. e.Uo.iog.ic.al. 6 ac.:tOIL , :thU6, we. have. had 
e.x.c..e.Ude. 24 c.aJ.Je..6 whell.e. .iOJ.J:t 06 wOILk .invoque.d by :the. patie.n:t J.Je.eme.d 
:to U6 a 6ac.:tolL 06 J.Je.c.ondCVty .bnpoJt:tanc.e. : 

- pJ.Jyc.hopa:tM ne..ve.Jt J.J:tabilize.d .in :the. Mme. plac.e., 
- COTOREP pe.:t.i:tion ailte.ady ILe.que..6:te.d, 
- .iOJ.J:t 06 wOILk linke.d to PJ.Jyc.h.ia:tJt.ic. pltob.iem (ILunMng away -

ILe..6.ignaUon) , 
- anc..ie.n:t J.J:toppage. (mOlte. :than 2 ye.CVtJ.J). 

In :th.iJ.J way we. have. .iJ.JoWe. 16 eMe..6 :that c.olVLe..6ponde. :to 3% 
06 C.OY!.6u.Ua.ti.OY!.6. COY!.6.ide..Jt.ing the. lliUe. numbe.Jt 06 .iJ.Jo.iate.d c.aJ.Je..6, 
U .iJ.J d.i6Mc.u.U :to make. a PILe.We. J.J:t:a;t)Atic.a.i de.an.ing up 06 dam • 
. "Je.ve.Jt:the..te..6J.J we. mU6:t po.in:t out aga..i.n :that :the.Jte. haJ.J be.e.n 60 % 06 
me.n c.aJ.Je..6 and 40 % 06 wome.Y!.6'. 

44 % 06 patien:tJ.J had a.tJte.ady be.e.n hOJ.JpUa.t.ize.d .in a pJ.Jyc.h.ia:tJt.ic. 
J.J e.Jtv.ic.e. OIL have. ailte.ady c.ommUe.d a J.Ju..ic..idal. attempt. Patho.iog.ic.a.i 
j'Je.M ona.U:ty 6e.atUILe..6 have. be.e.n d.iJ.J c.ove.Jte.d .in 4 patie.n:tJ.J (3 ne.u.Jtotic. 
pe.Mona..U:ti..e..6, 1 pJ.Jyc.hopaUc. pe.Mona.U:ty). 

9 

Se.x. 5 

CHARACTERISTICS OF THE 16 CASES RETAINEV 
AS AUTHENTICALLY LINKEV TO A WORK PROBLEM 

9 

Age. 5 +----f 

Women Me.n 50 MOlLe. 
:to :than 

Le..6J.J :than 25 
25 ye.CVtJ.J :to 

49 5 9 60 ye.CVtJ.J 

SOCIO-PROFESSIONAL LEVEL 

WUhout :tJta..i.Mng 
I ndU6:tJUai wOILke.M 
Emp.ioye.e..6 
Manage.Jt-ia1 

4 
5 
6 
1 

PSYCHIATRIC BACKGROUNV 

- Su..ic..idai attemp:t 
- HOJ.JpUa.t.izaUon 

E x..iJ.J ten c.e. 1 

AbJ.J e.nc.e. t 9 

It J.Je.e.mJ.J like. .in tlU6 16 c.aJ.Je..6 J.Jub-gILoup, the. J.JhatL..ing out 
c.olVLe..6ponde. to d.iJ.Jm.iMai J.Jtat.iJ.Jtic.J.J .in ac.c.olLd.ing to Mc..io
y.JM6e..6J.J.ional. c.ate.goILY. The.Jte..iJ.J a..t60 a quUe. de.aIt y.JILe.dom.inanc.y 
06 non-qua.t.i6.ie.d OIL J.Jlight.ty qua.t.i6.ie.d wOILk~. A.tmoJ.J:t one. th.iJtd 
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06 c.a.6 e6 Me le6.6 .than 25 yeaJt.6 oU. We mMt .6a1j that ,[nto the 
6ltamewoltk 06 a p6y~c. c.OY/..6u1;tmon at an emeJtgenc.y .6eJtv,[c.e, 
6avouJted plac.e 06 ob.6 eJtvmon 601t c.Jt,[.6,[,6 .6liu.a:tioY/..6, the ,[nc.,[denc.e 
06 woltk a.6 pathogen,[c. 6ac.:tolt .6eem.6 ltatheJt weak. . 

We have 60und ,[n hal6 06 the c.a.6e6, eftheJt p.6yc.h,[a:tJt,[c. pa.6t 
h-i..6:tolty and .6u,[c.,[da! a:t:tempt, eliheJt a patholog,[c.al ObV,[OM 
peM onalliy. 

VISCUSSlON 
1 tI We can dM c.M.6 the exac.:t pru 06 woltk 6ac.:tolt ,[n deplte6.6,[on 

g en e.6 "-.6 : 
a) The .6Qc.,[olog,[c.al appltoac.h empha.6,[ze oveJt .the haJtm6ul natuJte 06 
.6Qc.,[al OItgan,[zmon ,[n .the development 06 deplte6.6,[ve dM oltdeM. Th-i..6 
would be jMt an a.6pec.:t 06 "wOltkeM neUM.6"-.6" a.6 de6c.Jt-Lbed by 
liaUan au.thoM. 
b) The P.6YC.h,[a:tJt,[C. :tJtaditional appltoac.h 6avoJt,[ze the ,[ndiv,[dual, 
b,[olog,[c.al and genwc. 6ea:tuJte6 and will. only O-Lnd ,[n wOltk the 
expUc.mon 601t a labeled lteac.Uve 6ac.:t0lt. 
c.I The appltoac.h :th!tough .6:t1te6.6 .theoJt,[e will. 6avoJt,[ze haJtm6ul 6ac.:toM 
Unked to env,[Jtonmen:t, but c.Jtea:ted pathology c.oltlte6ponde Jta:theJt to 
6mgue phenomenon and .6ommc. man,[6e6:ta:tion and not to deplte6.6,[on 
mel6· 
We have aglteed to AMI EL '.6 pO.6ilion : "T heJte "-.6 not a .6 pec.,[O-Lc. dM eM e 
06 di.6mi-6.6al. 1:t hapeY/..6 to be a beJteavement pltoblem. The blteakdown 
c.ould be Unked to .6 ubjec.:t , .6 own h-i..6tOlty, e6O-Luenc.y 06 h-i..6 
de6eY/..6e6 and 6Jtagili:ty 06 h-i..6 PeMonaU:ty". 
Woltk belong.6 .then to a whole 06 C.aU6e6 that lead to blteakdown and 
a "-.6 .6 eldom an e6.6 ential wolog,[c.al 6ac.:tolt. 

2 tI f ,[nd,[ng.6 do CLUow M to c.onc.uve :tItea:tment : 
- f-LMt 06 CLU, ,[n the c.h,[m,[otheJtap,[c. c.la.6.6,[c.al a.6pec.:t wah :tafUng 
c.aJte modallie and po.6.6,[ble hO.6p,[:tal,[zmon. 
- Be6,[de6, we mMt help .the .6ubjec.:t to anaUze eUheJt wOltk 0It 

. di.6m"-.6.6al .6:t1te6.6 ,[n the 6Jtame 06 ,[ndiv,[dual h-i..6tOlty and own 
peMonalliy. 

f,[nCLUy, we mMt deO-Lne p.6yc.~t plac.e ,[n th-i..6 pathology 
Unk.ed to employment, a.6 theJtap"-.6t a.6 well a.6 c.oY/..6ulting medic.al 
doc.:tolt, ,[n oltdeJt to 6avoJt,[ze : 
- The p6yc.holog,[c.al "wOltfUng out" pltev,[oM to lte:tiJr..ement. 
- The men.ta.t hyg'[ene ,[n wowhop6 wheJte .6oc.,[al 1te..f.tttWY/..6h,[p.6 could 

be veJty .6:t1te6.6,tng. 
- A molte Mequent ex.a.m-i.n.a.:ti.o n 06 !U.6 ky .6 ub j ec..t6, pa.l1.:ti..c.ulallly 

p6yc.hopa.:th6 and neUMUc. peMona.tme6. 
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AMINEPTINE, A FAST ACTING ANTIDEPRESSANT DRUG: 

RECENT PHARMACOLOGICAL DATA 

C. Labrid 

Institut De Recherches Servier 
14 rue du Val dlOr 
92150 Suresnes France 

The structural originality of the antidepressant amineptine 
(a dibenzosuberane nucleus onto which is grafted a long 7-amino 
heptanoic chain) has often been compared to the originality of its 
neuro-biochemical action mechanism (Malen and Poignant, 1972, 
Poignant, 1979). 

All animal studies show that amineptine essentially acts as a 
powerful stimulant, liberating dopamine by the neuronal endings of 
central dopaminergic pathways, and as an inhibitor of the neuro
transmission of dopamine uptake. An increase in the dopamine level 
in the meso-limbic and meso-cortical systems in the rat is charac
terized by an ED 50 of 10-8 M, while the IC 50 is only 10-6 M, 
corresponding to a mild inhibition of dopamine uptake by amineptine. 

The inability of amineptine and its two metabolites in displacing 
specific ligand of serotoninergic, dopaminergic, and adrenergic 
receptors of rat brain membrane has already been signaled (Labrid, 
1983). Recent studies undertaken by Garattini (unpublished observa
tions) show that the H1-histaminergic, benzodiazepine, tricyclic 
antidepressant, and Gaba receptors may not be considered Pr0ssible 
binding sites for amineptine and its 2 metabolites at 10-0 M. 
Effectively, 3H-specific ligands (respectively mepyramine, flunitra
zepam, imipramine, desmethyl-imipramine and Gaba) are not displaced 
after an incubation of 30 to 220 minutes. 

Scuvee-Moreau and Dresse (1982) utilising electrophysiological 
technics on anaesthetized rats noticed that the firing rate of dopa
minergic neurons (neurons of the ventral tegmental area of mesence
phalon, cell group A10) was preferentially reduced by an i.v. 
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infusion of amineptine. A 50 % reduction in firing rate was recorded 
for an average dose of 3,12 ~ 1 mg.kg-1 , and the inhibition was 
reversed by the administration of haloperidol : this, then, confirms 
the doparninergic nature of the synapses involved by arnineptine infusion. 
Borsini et al. (1981) compared the aptitudes of amineptine to those 
of other substances in reducing the immobility duration of the rat 
swiming in a restricted space. Effectively, this test, proposed by 
Porsolt et al. (1979), not only revealed the potential of classical 
antidepressants (imipramine-like drugs) but also that of tetracyclic 
compounds such as mianserin or atypical ones such as iprindole. The 
results show that amineptine is active for doses ranging from 
20 to 40 mg.kg-1 (i.p.) and that its action is suppressed by penflu
ridol, a central dopaminergic antagonist. Thus, a cause and effect 
relation can be established between the neuro-chemical effect, seen 
in the central dopaminergic pathways, and the ability of 
amineptine to reduce immobility duration of the rat swimming in a 
restricted space. This relation is considered to be higly predictive 
of an antidepressant activity in human therapeutic. 

Recent studies (in cooperation with S. Garattini, Mario Negri 
Institute, Milano) permit further exploration of the neuro-chemical 
action mechanism of amineptine. Using receptor binding assays of 
specific tritiated ligands in different rat brain structures, the 
effect of a chronic treatment of amineptine on the receptor densities 
of several neuromediator was investigated. 

METHODS 

Male rats weighing approximately 200 g receive intra-peritoneally 
a twice daily dose of 20 mg.kg-1 of amineptine for 15 days. Three 
days after treatment discontinuation, the animals are sacrificed and 
their brains are quickly dissected and stored at -20°C until binding 
assays. These assays are made on crude membrane preparations obtained 
using the techniques of Bennet and Snyder (1976) and of Nelson et al. 
(1978) . 

In order to study dopaminergic receptor-binding the specific 
ligand utilized is the 3H-spiroperidol. It is incubated for 15 minutes 
at 37°C in an incubation buffer containing 5 mg of tissue (striatum). 
Non-specific binding is determined with (~) butaclamol. 

When studying serotonin-binding, 3H-serotonin is utilized ; the 
tissue (hippocampus) is incubated under the same conditions as before, 
and non-specific binding is determined in presence of unlabeled 5-HT. 

For B-adrenergic binding the specific ligand utilized is 
3H-dihydroalprenolol. The study is performed on the cortex; non
specific binding being determined with (~) propranolol. 

564 



Binding parameters were calculated by Scatchard analysis from 
saturation experiments using 6 to 8 different concentrations of 
3H-ligands. 

RESULTS 

The first table shows the data obtained when using only one 
ligand concentration. Chronic treatment of animals using amineptine 
caused a decrease of 3H-spiroperidol binding in the striatum and of 
3H-dihydroalprenolol in the cortex. These decreases attained 71 % in 
the former case and 73 % in the latter. Nevertheless, hippocampus 
binding of 3H-5HT was not significantly modified. 

Saturation curve analysis for these tritiated ligands showed 
that observed binding parameter decreases were due to changes in 
Bmax (corresponding to the quantity of receptors available for ligand 
binding) and had no effect of the KD value. 

Table I 

Specific bindings of triated ligands 
(p mol.g-1 ) 

TREATMENT 3H-5HT 3H-spiroperidol 3H-dihydro-
(hippocampus) (striatum) alprenolol 

(18 nM) (10 nM) (cortex) 
(6,5 nM) 

Control group 5,38 2: 0,319 25,0 + 0,79 7,2 + 1,0 
(Na Cl - 0,154 M) 

- -

Amineptine 6,05 + 0,32 19,2 2: 2,0** 5,27 + 0,5** 
(20mg.kg-1 , 

- -
twice 

daily, Lp. route) 

** P (0,01 

each mean is calculated on 4 animals results 
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DISCUSSION AND CONCLUSIONS 

This study shows that chronic treatment of the rat by amineptine 
(20 mg.kg-1 i.p. twice a day for 15 days) causes a decrease in 
specific binding of 3H-dihydroalprenolol in the cortex and of 3H
spiroperidol in the striatum. These decreases respectively correspond 
to a decrease of B-adrenergic receptors and of dopaminergic receptors 
in the cerebral structures studied. 

It must be noted that all anti-depressants manifest the same 
neuro-chemical effect on the number of B-adrenergic receptors. After 
a chronic treatment by imipramine-like drugs, IMAO's or other anti
depressants (iprindole, mianserine), the same effects can be observed. 
This is due, in fact, to the intense stimulation of noradrenergic 
pathways and must be correlated to the antidepressant activities of 
the compounds. 

On the other hand, the simultaneous diminution of the number of 
dopaminergic receptors after a treatment using amineptine is unique : 
it corresponds to what we know about the dopaminergic action mechanism 
of this molecule. Now one must discover why a product, which doesn't 
act forcefully on the release or the uptake of noradrenaline during 
acute experimentation (for doses which exert a forceful effect on 
dopaminergic pathways) can at the same time modify the number of 
active B-adrenergic receptors. Maybe there is interference between 
the reaction on dopaminergic and noradrenergic pathways. Maybe 
amineptine exertsa significant physiological effect on noradrenergic 
pathways after a chronic treatment even though nothing can be disco
vered during acute experimentation. 
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INTEREST OF A FAST-ACTING ANTIDEPRESSANT AGENT IN MAINTAINING A 
NORMAL ACTIVE LIFE (TALKING OF DEPRESSED PATIENTS TREATED AS 
OUTPATIENTS) 

B. De1alleau 

Institut de Recherches Internationa1es Servier 

27 rue du Pont 92202 Neui11y Sur Seine France 

INTRODUCTION 

Maintaining a normal active life should be possible for the 
depressed patient, provided that his treatment is efficient and 
well tolerated. Thus, hospitalization can be avoided, social and 
professional activities can be carried on. 

Therapeutic action should be rapid both on depressed mood and 
on retardation, which frequently impairs social performance. This 
therapeutic action should persist. 

Acceptability should be excellent in order to obtain a good 
compliance from the patient ; the medication should not impair dai
ly life by its side-effects, such as sedation. 

Maintaining family and socio-professiona1 life constitutes in 
it-self a helpful factor of recovery. 

Th " fh d" d " hh •. % e a1m 0 t e present stu y 1S to eterm1ne w et er am1nept1ne 
satisfies these conditions in long-term treated outpatients. 

This study includes 62 outpatients who received amineptine du
ring more than three months. They are among the 367 depressed pa
tients who had been treated with amineptine during at least one 
month in a mu1ticentered study in which 1354 patients were treated 
by 162 psychiatrists allover France (Deniker P. et a1). 

% Trade name : "Survector 100" - Laboratoires Eutherapie, 
31 rue du Pont, 92200 NEUILLY SUR SEINE - France -
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We can summarize the main points of the protocol of this multi
centered trial as follows 

- Open study 

- Inclusion criteria 
18 to 70 years 
in or out patients 
depressive disorder (I.N.S.E.R.M. French classification) 

- Exclusion criteria 
contra-indications of treatment with amineptine 
pregnancy 
serious organic diseases 
previous recent antidepressant treatment 

- 200 mg daily during 4 weeks or more 

- Possible combination with other psychotropic agents 

- Hamilton depression rating scale 

- Side-effects 

PATIENTS AND METHOD 

The 62 patients, 41 women and 21 men, were all and from the 
beginning of the study, treated as outpatients. 

Their mean age was 46,4 ~ 1,6 years (range from 25 to 70 years) 

Clinical diagnoses 

7 melancholias were diagnosed (4 of them occuring in pa
tients with previous manic disorders) ; the physicians 
had considered that it was possible not to treat these 
patients in hospital 
most of these outpatients (41 subjects) presented neurotic 
or reactive depressions 
5 depressed patients had personality disorders (mainly anti
social personality) 
9 of them presented schizo-affective disorders, or depressi
ve disorders following acute psychosis. 

Treatment 

The patients were treated with a mean daily dosage of about 
200 mg of amineptine, during a mean period of 139 ~ 5 days (range 
from 90 to 270 days). 
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Amineptine was given alone ~n 3 % of the subjects. 

It was associated to other psychotropic agents in 97 % of the 
patients : mostly benzodiazeFillic anxiolytics, non-barbiturates hyp
notics and from time to time neuroleptics. 

Most frequently, there was combination of an anxiolytic drug 
and a hypnotic one with amineptine. 

CLINICAL RESULTS 

They will be discussed at once. 

Clinical global assessment : 

The clinical global assessment showed that 
63 % of the patients had very good and good results 
27 % of the patients had incomplete results, but were sli
ghtly improved 
10 % of the patients failed to respond to the treatment 

It is clear that only the patients who had been improved during 
the first weeks of treatment, kept on taking it as a long-term 
medication, and therefore were included in this study. This obser
vation is confirmed by the results of the global assessment, which 
are markedly better than those of the multicentered study (1354 pa
tients - 75 % of positive results) and than those of blind studies : 

versus amitriptyline (Van Amerongen P.), 
versus clomipramine (Lemoine P. - Porot M. et al), 
versus imipramine (Oules J. et al - Ropert R. et al), 
versus maprotiline (Bernstein S. - Jean-Louis P. et al), 
and versus trimeprimine (Vauterin C. et al). 

The 6 therapeutic failures occured : 

- in two patients whose treatment was eventually ineffective 
- in two patients whose treatment was not enough effective to 

avoid hospitalization 
- in two patients who relapsed on amineptine. 

The 7 melancholic depressions were improved (6 good or very 
good results, 1 incomplete result). 

One patient appeared "almost hypomanic" ; his psychiatrist 
could not decide whether this episode was induced by amineptine. 

Wi thdrawals 

Treatment had to be withdrawn in 4 patients 
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- twice because of inefficacy 
- twice because of relapse on amineptine 

Acceptability 

- The drug never had to be stopped because of side-effects 

- The following psychic side-effect were reported : 

slight excitement in 4 patients 
increase in anxiety and inner tension in 4 patients (the 
associated treatment had to be changed in 3 of them) 

- The following somatic side-effects were reported 

headache in 2 patients 
digestive disorders in 2 others 

Those side-effects have never been severe. 

It was reported neither atropine-like effect, nor decrease of blood 
pressure; amineptine did not produce drowsiness, nor sexual disor
ders. 

DISCUSSION 

The results of the multicentered trial (1354 patients -
75 % of positive results, with 52 % of good and very good results) 
had confirmed the efficacy of amineptine in the treatment of de
pression. This antidepressant activity had already been shown in 
many double blind studies, in melancholias and other types of de
pressions. The long-term evolution of the patients initially im
proved with amineptine, is the main point of this study involving 
62 out-patients treated during more than 3 months. Only two pa
tients, initially very improved at the beginning of the study, re
lapsed on amineptine. No subject but two had to be hospitalized. 
In most cases, maintaining treatment with amineptine, allows main
taining good therapeutic result, and avoiding hospitalization. 
Therapeutic result was maintained without any real change in the 
dosage of amineptine, neither during the first three months, nor 
later. 
No patient increased the daily dosage on his own initiative. The 
only modifications observed were due to the psychiatrists. 
The mean dosage prescribed was in most cases the dosage recommended 
by the manufacturer (200 mg daily), so were the associated medica
tions (anxiolytics, sedative neuroleptics). 

The rapid onset of the improvement, particularly of psychomo
tor retardation was often noticed, so that the patients could re
sume quickly their socio-professional activities. 

572 



The withdrawal of amineptine treatment induced no depressive 
relapse in most of the patients. However, in a few patients, this 
withdrawal had to be delayed 

two patients showed a slight depressive relapse when aminep
tine dosage was really decreased 

6 patients and their psychiatrists were reluctant to stop 
the treatment. 

Because of its fast action, peculiarly on psychomotor retarda
tion, and of its lack of sedative effect, amineptine seems to sa
tisfy the conditions required by the treatment of depressed out
patients, and to enable them to have an active life. 
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THE TRACE DETERMINATION OF AMINEPTINE AND ITS MAIN METABOLITE. BY HPLC 
APPLICATION TO AMINEPTINE PLASMA LEVELS FOLLOWING ORAL ADMINISTRATION 
IN HUMANS 

ABSTRACT 

G. Nicot, G. Lachatre, J.P. Valette, L. Merle, and 
Y. Nouaille - Service de Pharmacologie - Clinique 
CHRU Dupuytren - 2, Avenue Alexis Carrel - 87031 Limoges 

N. Bromet and E. Mocaer 
Institut de Recherches Internationales SERVIER 
92200 Neuilly-sur-Seine 

An isocratic reversed-phase ion-pair liquid chromatographic me
thod was used to determine amineptine and its main metabolite plasma 
levels. The main parameters of the analytical method were discussed. 

Results obtained by this HPLC procedure were compared to those 
obtained by a GC/MS as reference method. The method was applied to the 
determination of the pharmacokinetic profile of the drug and its main 
metabolite during the clinical evaluation of amineptine in patients 
after oral administration. The sensitivity of the method will allow 
to follow plasma amineptine and its metabolite in human studies in the 
range 10 to 1000 ng/ml. 

INTRODUCTION 

Amineptine hydrochloride, [( dihydro-1 0, 11 5 H-dibenzo [a, d] 
cycloheptenyl-5) amino] -7 heptanoic aCid, HCl is an antidepressant 
drug with dopaminergic properties showing no sedative activity (1-5). 
Amineptine presents 2 pka 4.5 and 8.7 corresponding respectively to 
the carboxylic group and to the amine group. 
The biotransformation of the drug in man showed mainly a shortened 
amino acid side chain in blood (C against C for amineptine). 
Up to now only a GC/MS procedure ~or plasma ~mineptine determination 
has been published (7-8). 
The analytical method described below, which is an isocratic reversed 
phase ion-pair liquid chromatographic method was used for the plasma 
determination of amineptine and its main metabolite in humans. 
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METABOLITE 

MATERIALS AND METHODS 

Reagents 

Amineptine, its metabolite and internal standard [(dihydro-10, 
11 5 H-dibenzo [a,d] cycloheptenyl-5) amino] -8 octanoic acid were 
provided by Institut de Recherche Servier, Suresnes, France. Standard 
aqueous solutions at 10 pg/ml of both amineptine and its metabolite 
on the one hand and of internal standard on the other hand were daily 
obtained from respectively 1 mg/ml stock solutions. The latter were 
prepared by solubilizing drugs in methanol using an ultrasonic bath; 
they were stored at + 4°C in brown glass flasks and were found to be 
stable for at least one month. Acetic acid of rectapur grade, phos
phoric acid and n-heptane of normapur grade, purified octanol were 
all obtained from Prolabo (Prolabo, Paris, France). Phosphate buffer 
(pH 7.0), acetonitrile and methanol of lichrosol v grade were pur
chased from Merck (E. Merck, Darmstadt, G~F.R.). The ion pair rea
gents, tetraheptylammonium bromide (THABr) and heptane sulfonic acid 
sodium salt were purchased from Eastman Kodak (Touzart & Matignon, 
Vitry-sur-Seine, France). 

Chromatography 

The chromatographic apparatus consisted of the following compo
nents : - a Waters model 6000 A pump (Waters, Paris, France) - a Pye 
Unicam spectrophotometer (Pye Unicam, Paris, France) operated at 
220 nm - a Rheodyne 7125 injection valve (Touzart & Matignon, Vitry
sur-Seine, France) equipped with a 50 ~l loop. The detector output 
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was connected either to a Kontron W + W 610 recorder (W.W. Electronic 
Inc., Basel, Switzerland) or to a H.P. model 3390 A integrator 
(Hewlett Packard, Paris, France) - a stainless steel column (150 x 4.6 
mmLd.) packed with a Nucleosil C 18 5 pm stationary phase (Macherey
Nagel, Duren, G.F.R.), using a slurry packing technique (9) with some 
modifications to the solvents used : the slurry was made with n
butanol and the packing solvent was methanol. 

The mobile phase consisted of acetonitrile-distilled water mix
ture (38 : 62 v/v) ; The aqueous phase contained 1.2 gil heptane 
sulfonate and was adjusted to pH 3.0 with phosphoric acid. The mobile 
phase was filtered using a 0.45 pm millipore filter and degassed in 
an ultrasonic bath. The separation was effected isocratically at 
ambient temperature. 

Taking of blood samples 

5 ml of venous blood samples were collectec into a 10 ml vacu
tainer green-stoppered tube (Becton-Dickinson, Missisauga, Canada) 
and centrifuged at 900 g. When the determination was not carried out 
immediately, the plasma was frozen at -20°C in plastic tubes ; in 
these conditions, no degradation of drugs was noted after one month 
storage. 

Extraction procedure 

2 ml of plasma were added to 1 ml pH 7.0 phosphate buffer, 
100 pI of 10 pg/ml internal standard solution and 10 ml of heptane
octanol-THABr (98 : 2 : 0.5, v/v, W) in 10 ml Teflon-lined screw 
capped glass tubes. 

The tubes were shaken for 10 minutes on a Laboral oscillating 
agitator (Prolabo, Paris, France) and then centrifuged at 900 g for 
10 minutes. 8 ml of each upper organic phase were collected in a 10 ml 
conical base glass tube and 200 pI of a 0.17 M acetic acid-methanol 
(90 : 10, v/v) mixture were added. The tubes were capped and placed on 
a Breda Scientific rotary agitator (Bioblock, Paris, France). The 
shaking was carried out at 10 rpm for 5 minutes, and tubes were spun 
at 900 g for 5 minutes. The upper organic phase was discarded and 
50 pI of acetic methanol phase were injected into the chromatograph. 

Calibration curves and calculations 

Plasma samples were spiked with increasing amounts of amineptine 
and its metabolite (final concentrations: 0.05, 0.10, 0.25, 0.50, 
1.00 pg of each drug/ml of plasma) and with 100 pI of a 10 pg/ml 
internal standard solution. The samples were extracted by the pre
viously described procedure and standard curves were generated for 
each series of determination, by plotting peak height ratios 
(drug/internal standard) versus known drug concentrations. 
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Plasma concentrations were interpolated from these standard 
curves. Accurate results were obtained using an integrator and cali
bration from a 0.5 pg/ml drug standard solution. 

Linearity, sensitivity, selectivity 

The standard curves were obtained by measuring the peak height 
ratios (drug/internal standard) on chromatograms obtained from drug
free plasma spiked with amineptine, its metabolite and internal 
standard. A lineal' response was observed when plotting peak height 
ratios versus concentration in the range 0.01 - 1.00 J,lg of each 
drug/mI. 

The detection limit (signal/background = 3) was at least 0.01 
~g/ml for each drug. 

Selectivity was tested. The following drug gave no interference : 
Maprotiline, Amitriptyline, Chlomipramine, Oxazepam, Triazolam, 
Bromazepam, Levomepromazine. The following drugs could interfere : 
Lorazepam, Nitrazepam, Chlorazepate. 

Reproducibility 

Within day reproducibility was obtained by carrying out 8 deter
minations from plasma spiked with amineptine and its metabolite. Day
to-day reproducibility was determined over one month. The following 
results were obtained : 

intra-day reproducibility, 

Levels ng/ml Amineptine (c.v. % 
1000 2.0 
250 3.2 
10 8 

day-to-day 
reproducibility, 

250 ng/ml 

Recovery 

4.4 % 

Metabolite (c.v. %) 
2.0 
2.5 

12.0 

8.2 % 

Five extractions were performed for 3 levels of drug concen
trations (0.10, 0.50 and 1.00 ~g/ml). The results were compared to 
those obtained for non extracted standard solutions, and expressed as 
percentage. The following recoveries were reached for amineptine and 
metabolite respectively : 64-73 % and 62-73 %. 

CLINICAL APPLICATIONS 

The HPLC method described allows to carry out routine monitoring 
of plasma amineptine and its metabolite in humans. No interfering 
peak from endogenous compound was detected at the retention times of 
4.0 minutes for metabolite, 6.0 minutes for amineptine and 8.0 mi
nutes for internal standard. 
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Both determinations by HPLC and GC/MS (12) procedures were done 
on the same plasma samples. The following coefficients of correlation 
were found for amineptine and its metabolite respectively: 0.993 and 
0.957 (fig. 1 (a) and (b) where relationship between GC/MS and HPLC 
procedures was studied. 
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C Fig. 1a 
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1800 

500 

400 

300 

200 

100 
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125 375 500 
HPLC Cp (ng/m!) 

Fig. - Relationship between GC/MS and HPLC plasma drug concentra
hons. 

As a clinical application of the HPLC method (fig. 2 and 3) show 
the amineptine and its metabolite plasma levels found in two sub
jects. The depressant patients were administered 100 mg of amineptine 
hydrochloride orally once on the first and last days of administra
tions and twice daily on days 2-8. 

103 
Subject one • AMINEPTINE (A) 

... METABOLITE (M) 

(A) 

~~) 
(A) 

10 
3 5 8 1 2 3 Time (hours) 

D1 D9 

Fig. 2. Day 1 and day 9 amineptine and metabolite plasma concen

trations depressant patient were administered 100 mg of amineptine, 
HCl orally once on the first and last days of administrations 
and twice daily on days 2-8. 
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Subject two 
AMINEPTINE (A) 
METABOLITE (M) 

(A) 

(M) 
10 ~~-------....... 

3 5 
Dl 

3 5 6· Time (hours) 

D9 

Fig. 3. Day 1 and day 9 amineptine and metabolite plasma concentra
tions despresant patient were administered 100 mg ofamineptine, HCI 
orally once on the first and last days of administrations and twice 
daily on days 2-8. 

CONCLUSION 

An HPLC procedure was studied for the determination of amineptine 
and its main metabolite in plasma. The sensi ti vi ty of the method 
will allow to follow plasma levels in human studies in the range 10 to 
1000 ng/ml. 
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THE FATE OF PSYCHIATRIC PATIENTS AFTER DISCHARGE FROM STATIONARY 

THERAPY 

Eberhard Lungershausen 
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Schwabachanlage 6 und 10 
D-8520 Erlangen 

"The first year out" was chosen as the title of our symposium. 
It is the aim of this investigation to give a survey of one year 
in the lives of 258 people, who were admitted to a psychiatric 
hospital for the first time in 1979 and 230 of whom could be 
visited one year after their discharge and interviewed with regard 
to their fate in the course of this year. 

We are indebted to the Deutsche Forschungsgemeinschaft for 
financial aid, without which this investigation would not have 
been possible. We hope to be able to repeat this investigation at 
the end of a 5-year period. 

This investigation was held necessary because measures are 
discussed aiming at change and improvement in the fields of 
stationary, semi-stationary, and ambulatory psychiatric therapy 
and attempts are made to develop an optimal psychiatric-psycho
therapeutic offer. In this effort not only personal experiences, 
which all of us have made, but also convictions, impressions, and 
opinions of one's own playa role, and these do not always rest 
upon secured empirical bases. 

If we intend to improve the help offered to our patients -
and nobody doubts the need to do so - it appears to be important 
to collect as many facts as possible discribing our patients' 
lives after their discharge from in-patient treatment. 

Numerous hypotheses - some of them long known or continuous
ly repeated - await being verified or falsified. Just at this 
point, there are many unanswered questions, such as: how do patients 
of different diagnostic groups rate themselves and their prospects 
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with regard to familiar, professional, and social reintegration? 
How do therapeutists, nursing staff, and relatives estimate the 
prognosis and whose judgement is the right one? 

Which possibilities of professional reintegration do exist, 
and are there any relations between the pre-stationary and the 
post-stationary situation? Does the educational level possibly 
playa part? 

How do the families experience the disease or psychic 
disturbance of their relatives and how do they react to it? In 
which manner do they feel themselves involved in this event or 
burdened? Do the patient and his relatives hold the offered help 
sufficient, especially during the post-stationary period, or do 
they need more extensive or different help? At which point of 
time should this aid begin? Are there any relations between the 
psychopathological symptomatics at the time of discharge and the 
further course of disease? Moreover, if readmittances become 
necessary, what is the cause, respectively? 

This list of questions could easily be continued. In any 
case, the problem remains that we have to collect empirial data, 
if we intend to improve the possibilities of psychiatric care and 
follow-up care. The question how increase our therapeutic efficien
cy can only be resolved in continuous dialogue with the persons 
concerned. 

Today, we would like to give a brief report on such a trial. 
It has to be mentioned that we are presently evaluating the 
results of the one-year catamnesis. The following reports allow 
an insight into this work, communicate first results, and open 
them for discussion. We hope to be able to repeat this investiga
tion next year and then to survey a period of five years. Certain
ly, long-term catamnesis will prove to be a valuable tool in resol
ving a number of questions which could not be answered by short
term re-examination. 

But already now many interesting and important results 
become apparant, some of which will be presented here. Before 
doing so, it appears to be necessary to describe the sample in 
detail upon which our investigation is based. 

The analysis deals with 258 probands, who were included 
into a follow-up study concerned with pertinent questions of the 
professional integration and re-integration of patients undergoing 
their first psychiatric in-patient therapy. The sample comprises 
all patients who were first treated in the district hospital of 
Glinzburg (Bavaria, government district of Swabia) between January 
and December 31, 1979, and re-examined at the end of the following 
year (one year after being discharged). Not included were those 
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patients who had never been employed in a profession or whose 
employment dated long back when they were referred to the hospital. 
Patients to whom the question of professional reintegration could 
not (or only with great methodical difficulties) be applied, were 
also excluded. Therefore, the sample did not contain any probands 
over 60 years of age, unemployed persons, apprentices or "mere 
house-wives", no persons of foreign nationalities, and no patients 
with a diagnosis of "intellectual deficit". 

With regard to socio-demographic and clinical features, our 
sample is characterized as follows: as far as the sex distribution 
is concerned our population consists of 165 (64 %) male and 93 
(36 %) female patients. Their mean age was 35,9 years at the time 
of admission; ranging from 17 to 59 years. 128 (49 %) out of the 
258 patients were married, 95 (37 %) unmarried and 35 (14 %) 
divorced, living separate from their partners or widowed, respecive
ly. 

With regard to school education, 11 patients (4 %) out of 
our population had got through ungraded classes or were without 
a completed school education. 202 (79 %) had finished elementary 
school, 17 (7 %) had finished secondary school ("Realschule", 
"Mittlere Reife"), 8 (3%) had passed high-school examinations 
restricted'to certain subjects ("FachhochschulabschluE") and 17 
(7 %) patients had passed the final high-school examination. 

As far as professional training is concerned, 91 (36 %) 
patients had no qualified training, 129 (51 %) patients had a 
qualified professional training, 13 (5 %) patients had passed 
examinations as foremen, 11 (4 %) had a restricted university 
training ("FachhochschulabschluE") and 11 (4 %) were university 
graduates. 

The distribution of professional positions shows that 17 
(7 %) patients are civil servants, 62 (25 %) employees, 149 (59 %) 
workmen, 9 (4 %) independently working people, and 14 (5 %) 
assisting family members. 

The distribution of diagnoses revealed 21 (8 %) patients 
with organically caused psychiatric diseases, 33 (13 %) patients 
with schizophrenic psychoses, 23 (9 %) patients with affective 
psychoses, 81 (31 %) patients with neurotic or psychosomatic 
diseases, disturbances of their personality or transitory psychic 
disturbances, and 100 (39 %) patients with a diagnosis of 
alcoholism or drug addiction. 

The duration of in-patient therapy was 65,3 days on an 
average, 8 days being the minimum and 340 days the maximum accor
ding to the criteria for the selection of our sample. 
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At first, the methodical approach used in our follow-up study 
will be briefly presented, then we will report on the professional 
situation of our probands and its further course. The question will 
be dealt with, if the psychopathologic symptomatics allow any 
predictions with regard to professional and social reintegration. 
Some information will be given on the problem of readmittances, 
and, findly, attitudes and burdens of the family members will be 
discussed. 

We are convinced that the material presented here is relevant 
and hope that the discussion of our first results will disclose 
additional aspects the consideration of which might prove to be 
fruitful in the further course of our investigation. 

Summing up our present experiences, it appears justified 
to say that the old dualism between in-patient therapy on the one 
hand and out-patient therapy or - in certain cases - no therapy 
on the other has become obsolete. 

Efforts will have to be made in the future to open up further 
possibilities of a stepwise transition between in-patient and out
patient therapy. Also, reintegration into professional life should 
not be an abrupt, but a stepwise procedure. Institutional aids 
in the form of an early rehabilitation have to be envisaged in 
any case and irrespective of the question whether a patient is in 
psychiatric in-patient therapy for the first time in his life 
or not. 

It is important that, apart from the competent therapists, 
relatives, colleagues, and persons of the social environment are 
encouraged to participate in the process of reintegration and 
rehabilitation. Such a system of care, which is hitherto rudimen
tary, should be improved and completed. Possibly, this is the onset 
of a development that might be relevant also to other medical 
fields. 
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THE OCCUPATIONAL SITUATION AND ITS DEVELOPMENTS 

R. Vogel, R. Aschoff-Pluta, V. Bell, St. Blumenthal and 
E. Lungershausen 

Bezirkskrankenhaus Gunzburg, Abt. Psychiatrie II der 
Universitat Ulm 

1. Introduction 

The topic of this article is to answer the following question: to 
which extent first-admission patients were able, after their dis
charge from the psychiatric hospital, to take up or resume activi
ties and functions which are generally regarded as particularly 
important or as basis functions (4) of everyday life. This study 
deals with the participation in professional life. The analysis of 
these activities refers to the first year after discharge. Thus we 
draw up a kind of 'short-term' prognosis for the occupational acti
vities of first-admission patients and are able to elucidate the 
integration problems, psychiatric patients are confronted wrth at a 
relatively early stage of illness. In this context we also discuss 
the question to which extent chronic development can be identified 
at this stage of illness with reference to the permanent loss of 
certain role functions. The analysis reveals not only the serious
ness of the problem, but tries to show at the same time in which 
fields help seems to be necessary and also possible. A wide spectrum 
of diagnostic categories was included in the investigation,as the 
results gained so far are mainly restricted to schizophrenic 
patients (1,2,5). Up to now other diagnostic categories have been 
brought in at most as control groups, and in doing so detailed 
information about the individual diagnostic category assigned to 
the control group are lost compulsorily. This implies the danger 
that other non-schizophrenic clinical problem groups are 'over
looked' and are therefore not supported to the same extent. 

2. Method 

To evaluate and quantify the degree to which the occupational role 
was impaired we investigated characteristics which try to reflect 
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the demands an employee is confronted with quite often and with 
regard to important aspects of the occupational role. Besides 
cross-section data such as the status of the employee at the time 
of follow-up, we also recorded longitudinal-section data which try 
to characterize the occupational development in the follow-up 
period. In detail, it is the number of jobs in the follow-up period 
(stability), the duration of employment (continuity), and processes 
of occupational progress and regress (vertical mobility). With re
gard to the individual aspects of the occupational role the scaling 
of the psychiatric sampling allows statements of the kind and de
gree of impairment in particular fields or particular life periods 
of the persons affected. For instance, they elucidate the question 
whether difficulties in meeting formal demands of the occupational 
role are restricted to certain aspects, e.g. to the ability to 
keep the occupational level or whether they are restricted to cer
tain life periods, e.g. the time of follow-up. This procedure -
we think - generates important information, but does not allow a 
quantification of the total degree of impairment or the total for
mal occupational reintegration. Such a statement, however, seems 
to be important for various reasons. On the one hand indexes con
tain more detailed information than the parts they are composed 
of (3); on the other hand they allow a scaling of all subjects, 
which is important for the posthospital situation in particular. 
For these reasons we developed a complex index by scaling certain 
combinations or patterns of measurements as measuring points on the 
index scale 'formal vocational integration' with regard to the 
characteristics defined above. We then obtained a scaling with six 
ranges which comprised the complex relations. The ranges reflect 
the extent of the patients' difficulties in meeting the demands 
which the status of employees implies. 

3. Results 

Of the 258 patients included in the original cohort, one-year 
follow-up data were obtained-on 230 or about 90 %. Social and 
demographic data distributions of patients lost to follow-up were 
not significantly different from those on whom original evalua
tions were obtained. 

3.1. Degree of Impairment with Regard to Individual Facets 
of the Occupational Role. 
Continuity. The analysis of this facet revealed that in the course 
of the first year after the discharge only every third was able 
to resume his job and do it the whole year through without sub
stantial periods of absence. One sixth had periods of absence up 
to a quarter of a year, and one sixth between 3 and 6 months. One 
sixth was not present at work between 6 months and almost the 
whole year. The remaining 18 % could not resume their job at any 
time of the follow-up period. 

The diagnosis-specific analysis partly revealed clear dif
ferences between the diagnostic groups. Ss with the diagnosis of 
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schizophrenia, neurosis, or organic psychiatric illness had signi
ficantly more difficulties than the group of affective psychoses 
and above all the group of addicts. The addicts and the group of 
affective psychoses had significantly fewer periods of absence. 
The problem is elucidated by categorizing the periods of absence 
according to the pattern: no periods of absence; absence periods 
of up to a quarter of a year; absence periods of between 3 and 6 
months; absence periods of between 6 months and a year. Most 
addicts and most patients of the group of affective psychoses 
(43 %) had been gainfully employed (continuously for the whole 
year). Only 20 % of these patients had periods of between 6 months 
and a whole year. In the groups of schizophrenic, organic or neuro
tic illnesses the proportions are reversed. Only 25 % of these 
patients did not have any periods of absence. 44 %, however, were 
absent from work for more than 6 months. 

The analysis of the reasons the patients held responsible for 
their temporary or permanent absences of work revealed valuable 
background information about the kind and degree of difficulties 
in connection with absences of work. When asked which causes had 
led to absences of work the patients mainly mentioned unemployment 
and psychiatric illness (43 % for each cause). Clearly different 
proportions of absence reasons were revealed when the Ss were 
differentiated in "workers" (occasional absences) and "nonworkers" 
(permanent absence). 

In the case of permanent absence, the psychiatric illness 
which had been treated was mainly held responsible (63 % of 
namings). Unemployment and other reasons were named significantly 
less. These proportions did not change if we took into account the 
duration of unemployment caused by sickness or other reasons. 

Stability, Social Mobility, Status of Employees at the Time of 
Follow-up. The scaling of our sampling with regard to the remaining 
integration characteristics reveals the existence of further des in
tegration tendencies. For instance, over 25 % of the former patients 
- whose integration into business life was more or less successful 
- changed their job at least once in the first year after the dis-
charge from inpatient treatment. The 230 analysed Ss had a notice 
rate of 110 altogether. The notice were mainly given after the dis
charge, partly, however, already in the course of inpatient treat
ment (81 % vs. 19 %). According to the patients, the employment was 
brought to an end,as a rule, by the employer or by "mutual consent" 
(66 % of the cases); in one third of the cases the patient himself was 
the initiator. As to the case mentioned first, the psychiatric illness 
played a decisive part in form of drop in efficiency (33 %), long 
absence (18 %), and stigmatization processes connected with the 
illness (10 %); these reasons were given by the patients. In the 
remaining 35 % of the cases other reasons independent of illness 
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were named (economic situation of the firm and others). In those 
cases in which the patient himself handed in his notice, the situa
tion was somewhat different. About 50 % held their psychiatric ill
ness responsible for the notice; fears of being stigmatized or 
actual stigmatization and the feeling that they were not able to 
cope with the demands at work on the long run were named as reasons 
in equal parts. In the remaining 50 % of the cases other factors 
not connected with the illness were mentioned (advancement wishes 
and others). 

Irrespective of these problems and difficulties subjectively 
experienced in connection with the job situation after discharge, 
about 7 % of the total sampling were able to return to professional 
life only under the condition of a dequalification process. An 
examination of the job situation at the time of follow-up showed 
that the problems of our psychiatric patients had not changed at 
all after one year, because 25 % of the total sampling were still 
or again unemployed at that time. In reference to the great number 
of frequently useless attempts of reintegration into normal life, 
these data show the kind and extent of the difficulties first-ad
mission patients were confronted with already in the first year 
after the discharge. 

Concerning the stability of the job situation, the extent of 
the dequalification processes, and the job situation at the time 
of catamnesis, the diagnostic category the Ss had been assigned 
to was of no importance. 

Consequently the impairments of these facets of vocational 
reintegration described had no statistically sigriificant connection 
with the kind of illness which had led to inpatient treatment. 

3.2. Degree of Impairment with Regard to the Total Occupatio
nal Role. The index comprising the complex relations describes more 
precisely and elucidates the extent of the problems by scaling the 
Ss with regard to the degree of impairment of the total occupatio
nal role. According to this, about every third of the former pa
tients experienced a complete and - in our opinion - optimal rein
tegration. 

This group has continuously had one single job without sub
stantial absence periods and had not been subject to dequalifica
tion processes. Another 22 % were only impaired with regard to one 
or two facets/segments of the occupational role. Almost half of the 
patients, however, (48 %) showed medium to high degrees of impair
ment. Every fifth (18 %) of the total sample could not meet the de
mands which the status of an employee implies at any time of the 
observation period and dropped out. 

As the patients of this group mainly mentioned the psychia
tric illness as the reason for absence, we can deduce the statement 
that about every fifth of our patients showed tendencies to chronic 
development already at a relatively early stage of illness. 

The diagnosis-specific analysis reveals different develop
ments concerning vocational adjustment. Patients who were diagnosed 
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as schizophrenics had a clearly more problematic career when com
pared to the total sampling. The same results, however, are ob
tained with the group of organic psychiatric illnesses and the 
group of neurotic disorders. These three groups were clearly im
paired in their role behaviour in comparison to the addicts and 
the group of affective psychoses. About every fourth (23 %) of the 
group of schizophrenic, organic, and neurotic illnesses experienced 
a complete or optimal reintegration. 16 % were impaired with regard 
to one or two facets of the occupational role. The majority (61 h), 
however, showed medium to high degrees of impairment. The group of 
affective psychoses and the group of addicts showed a clearly 
better role behaviour than the groups mentioned above, the dif
ference only in the group of addicts being statistically signifi
cant. The majority of these two diagnosis groups, namely 2/3 (65 h), 
showed a relatively problem-free vocational reintegration. The 
remaining third showed medium to massive impairments, with the 
medium impairments in the form of absences of between 3 and 6 
months predominating. 

4. Summary and Discussion 

On the basis of our methods we can see that in the first year after 
discharge even first-admission patients were confronted with prob
lems in form of massive impairments in performing their occupatio
nal role. This is shown by index of formal vocational reintegra
tion, which was developed by us. According to this general measure
ment about every third of the former psychiatric patients ex
perienced a complete or optimal reintegration. 22 % of the patients 
were only impaired with regard to one or two facets of the occupa
tional role. Almost 50 %, however, showed medium to massive impair
ments, whereby 18% of the total sampling dropped out completely. The 
tendencies described refer to problems which can react upon the 
persons affected and also upon the social system in many respects, 
unless they are adequately tackled. We mean that rehabilitative 
efforts have to be made much earlier than it has been practised 
so far. Rehabilitative efforts which are not granted until the 
failure is already obvious are often of little use. Furthermore, 
the results put the question whether the after-care given by 
institutions or other facilities were sufficient. At the same 
time they focus on the problem whether the social and mental 
health efforts of the social system proved to be useful and were 
sufficiently exhausted. In this context we think particularly of 
the possibility of resuming work step by step which none of our 
patients did. The demand for the legal regulation of partial 
inability to work which would enable the patient to get used to 
work slowly also leads into this direction. Instead, former 
psychiatric patients are still confronted with the demands of 
occupational life quite abruptly, are quickly overcharged, and 
give up their job early for fear of failure. 

The diagnosis - specific analysis shows that the short
term prognosis of schizophrenia and also the organic psychiatric 
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illnesses and neurotic disorders had worse results in comparison 
to the course of affective psychotic illnesses and addicts. The 
question whether these results also apply to the long-term course 
is to be dealt with in a 5-year follow-up study planned for the 
year 1984. One thing, however, becomes clear already at the pre
sent: the occupational and social problems connected with 
psychiatric illness emerge already at a relatively early stage 
of illness. Accordingly, efforts must be taken relatively early 
to counteract these tendencies. In doing so, we must not forget 
that besides schizophrenic illnesses other clinical groups, above 
all the organic psychiatric illnesses, but also the neurotic 
disorders need this support to a larger extent. 
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E. Lunger shau sen , and R. Vogel 

Bezirkskrankenhaus Gunzburg, Abt. Psychiatrie II der 
Universitiit Ulm 

1. Introduction 

The prognostic value of psychopathological symptoms for the voca
tional and social reintegration of mental ill persons after 
in-patient treatment in a psychiatric hospital is disputed in 
literature. Huber, Gross, Schuttler (1979), Paykel et al. (1978), 
Weisman et al. (1978), or the WHO-study of schizophrenia (1979) 
attribute a prognostic value for the outcome of psychiatric 
diseases to the psychopathological symptoms, whereas Ellsworth 
and Clayton (1959) or Ciompi et al. (1978, 1979) rather question 
this. 
Attempts to explain these different results could be: 

1. Only one diagnostic group or at least a restricted spectrum 
of groups were examined. 

2. The patients' illnesses were at different stages. 
3. The fields of social and vocational reintegration were 

either combined or only one aspect was examined. 
4. The psychopathological symptoms were examined at different 

times. 
This study tries to examine the influence of these problematic 
variables in a detailed way. There is a broad spectrum of psychia
tric diseases. The patients are in the early time of their mental 
illness. The assessment of the psychopathological symptoms was 
made at discharge and one year later, because these symptoms impair 
the patients in their vocational and social life. Finally vocatio
nal and social outcome are assessed separately. 

The aim of this article is to describe the relation between 
the psychopathological symptoms and the vocational and social 
reintegration of first-admitted patients, because these symptoms 
can only be described as impairments in the sense of Wing (1976) 
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or Schwarz and Michael (1977), when they actually have an effect 
on the daily life. 

2. Instruments 

The 9th version of the Present State Examination (PSE) by Wing 
et al. (1973) was used for the assessment of the psychopathological 
symptoms. The PSE was carried out both at the time of the discharge 
and one year later. 

To quantify the social reintegration one year after the 
discharge, we developed a questionnaire, which is named Social 
Adjustment Scale (SAS) below. The questionnaire picks out the 
aspects of socially expected activities and free-time activities 
as central themes and is presented both to the patient and an 
informant, who lives closely to him. They received identical 
questionnaires to describe the present behaviour ot the patient. 

The aspect of vocationaL reintegration was examined with a 
structured interview after one year, and the individual professio
nal variables were combined to a total index of vocational reinte
gration. A detailed description of the procedure has already been 
given (cf. Vogel, same volume). 

3. Results 

Before dealing with the prognostic value of the symptoms for 
vocational and social reintegration, I would like to give a short 
review on the central results of the single variables to make a 
classification of the interrelations easier. 

3.1. Psychopathological Symptoms. The distributions of the 
sum-scores for the psychopathological symptoms at the time of the 
discharge has a negative skewness, i.e. a high percentage of 
patients had only few symptoms when discharged. 

The distributions change if the group of alcohol and drug 
addicts, the largest group (39 %), is excluded from this total 
group. At the time of the discharge this group shows hardly any 
psychopathological symptoms. Now the distributions of the remaining 
non-addicts has no longer a negative skewness, i.e. at the time of 
the discharge a great part of the patients showed many psychopatho
logical symptoms. 

This is corroberated by a test for the differences between 
the means of the various diagnostic categories. The differences 
between these groups are highly significant, and this can be 
attributed almost completely to the group of addicts. The other 
groups do not differ significantly. 

One year after the discharge of the patients the results 
concerning the psychopathological status are similar. Again signi-
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ficant differences between the diagnostic groups can be attributed 
to the group of the addicts. A direct comparison of the two times 
reveals differences. The frequencies on the both ends of the distri
butions increase, i.e. the proportion of patients without symptoms 
increases after one year, at the same time, however, the proportion 
of patients with many psychopathological symptoms increases. The 
significance test shows that the patients deteriorated 
significant on one of the two sum-scores, whereas significant 
changes could not be found on the other one. An examination of the 
changes at subscore level provides an explanation. The deterioration 
primarily takes place at the level of neurotic symptoms, but as the 
second sum-score deteriorates substantially only trough the increase 
of psychotic symptoms, no significant change takes place there. 

The diagnosis-specific analysis of the data reveals that the 
patients with an organic psychiatric illness showed the significant
ly highest increase of their psychopathological symptoms. This 
applies both to the neurotic and the psychotic symptoms. 

3.2. Social Reintegration. As mentioned in the description 
of the instruments, both the patient and an informant rated the 
patient's social adjustment one year after the discharge. Which 
rating of the behaviour should be used for the quantification of 
social reintegration - the patient's or the informant's? 

Statistical analyses revealed that only in the groups of 
schizophrenic patients and addicts there were significant differen
ces between the patient's and the informant's rating, in the sense 
of an overestimation of the extent of the social reintegration by 
the patient. On the grounds of these results the estimation of the 
informant was used as an indicator of the patient's social reinte
gration. 

The diagnostic-specific analysis of these ratings revealed 
that the schizophrenic patients and the neurotic patients are the 
extremes concerning social reintegration, i.e. the informants of 
the schizophrenic patients rated the social adjustment significant
ly worse than the informants of the neurotic patients did. 

3.3. Vocational Reintegration. I do not want to give a 
detailed description of vocational reintegration here (cf. Vogel, 
same volume). I would just like to mention again that in this 
field the addicts were the significantly best reintegrated patients. 

3.4. The Prognostic Value of Psychopathological Symptoms for 
Vocational Reintegration. To judge the prognostic value of the 
symptoms for vocational reintegration, the total sample was divi
ded into a group with poor reintegration and one with medium to 
good integration. Those patients who were employed in the course 
of the year after hospitalization for maximum 50 % of the time 
were described as poorly reintegrated. One third of the original 
sampling met this criterion. 

The hypothesis that the psychopathological symptoms have a 
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negative effect on vocational reintegration could be approved for 
the total sample. The persons who were described by us as poor 
reintegrated showed significantly more psychopathological 
symptoms than the persons who were medium to well integrated, both 
at the time of the discharge and one year later. Can this result 
be found troughout all the diagnostic groups? This appears to be 
questionable for the mere reason that the PSE does not seem to be 
suitable as a prognostic instrument for addicts because of its 
low scores there. 

The relations between the psychiatric status and the vocatio
nalreintegration are clearest in the groups of organic psychiatric 
diseases and neurotic patients. Patients with a poor vocational 
reintegration also have significantly more psychopathological 
symptoms at both times. In contrast, the poor reintegrated patients 
with a schizophrenic psychosis and addicts do not differ from the 
well integrated patients of the same diagnostic group with regard 
to the degree of their psychopathological symptoms. In the group 
of affective psychoses the relation between a high degree of 
psychopathological symptoms and poor vocational reintegration only 
exists one year after the discharge. 

3.5. The Prognostic Value of Psychopathological Symptoms 
for Social Reintegration. Comparable to the vocational reintegra
tion the sample was divided into one group of medium to well social 
integrated patients and one of poorly social integrated patients. 
Patients whose sum-scores on the Social Adjustment Scale did not 
exceed the lower half of the mean item-range were regarded as 
having experienced a poor social reintegration. This was the case 
with 1/3 of the original sample. 

With our methods the hypothesis that psychopathological 
symptoms have a negative effect on social reintegration too, 
could be approved for the total sample only to a very limited 
extent. Only the psychopathological status obtained after one 
year showed clearly significant relations between the symptoms 
and social reintegration. There is only a tendentiously signifi
cant result that the psychopathological symptoms impairs the 
social reintegration at time of discharge. 

Does this result characterize all diagnostic groups? As to 
patients with affective psychoses and neurotic patients the 
result is similar to that of the total sample. One year after the 
discharge the patients with a poor social reintegration showed 
a significantly higher degree of psychopathological symptoms than 
the patients with medium to good reintegration. The symptoms at 
the time of the discharge are of no importance for the social 
reintegration. No relations between the psychopathological results 
and social reintegration could be found in the groups of addicts 
and patients with an organic psychiatric disease. Only in the 
group of patients with a schizophrenic psychosis do the persons 
with a poor social reintegration show a tendentiously significant 
higher degree of discharge symptoms. The degree of symptoms after 
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one year is significantly higher in the group of schizophrenic 
patients who are characterized by a poor social reintegration. 

4. Discussion and Summary 

We could show that at the time of the discharge first-admitted 
patients - leaving out the group of addicts - partly show consider
able psychopathological symptoms and that these symptoms do not 
recede after one year, but rather increase. If the influence of the 
psychopathological symptoms on vocational and social reintegration 
is to be described as determining, it is necessary to find relations 
between the symptoms at the time of the discharge and the data of 
reintegration. If ina d d i t ion a relation beween the 
symptoms after one year and social and vocational reintegration 
exists we have another indication of the impairing influence of the 
symptoms on reintegration. If, in contrast, e x c Ius i vel y 
a relation between the symptoms after one year and reintegration 
is found, it is more likely that a poor vocational and social rein
tegration exerts a negative influence on the mental health of the 
former patient or that there is a close interaction between these 
two variables in the form of mutually influencing processes. The 
relations between the psychopathological symptoms and vocational 
and social reintegration are very different in the various 
diagnostic groups. 

As to patients with an 0 r g ani cps y chi a t ric 
dis e a s e the psychopathological symptoms obviously impair 
the vocational reintegration of the patients, whereas it does not 
exert an influence on the social reintegration. 

The reversed result is obtained in the group of patients 
with an s chi z 0 p h r e n 1 cps y c h 0 sis Here the 
psychopathological symptoms, which were examined with the PSE, do 
not influence the vocational reintegration, but they impair the 
social reintegration significantly in the year after the discharge. 

In the group of patients with an a f f e c t i v e 
p s y c h 0 sis no significant relations between the discharge 
symptoms and the vocational and social reintegration could be 
found, but after one year patients with a poor vocational and' 
social reintegration showed a higher degree of psychopathological 
symptoms. We can assume that a poor vocational and social reinte
gration impairs mental health or that a mutual influence exists. 

Patients with a n e u r 0 sis 0 rap e r son a I i -
t y dis 0 r d e r are characterized by the fact that the 
higher degree of symptoms at the two times corresponds with a poor 
vocational reintegration, i.e. the symptoms impair the vocational 
reintegration. In consequence of this poor vocational and mental 
state the patients show a social retreat. 
Hardly any relations between the psychopathological results and 
reintegration were found in the group of add i c t s. This 
can primarily be explained by the fact the PSE is very restricted 
usefull for these patients. 
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The synopsis of the various diagnostic groups shows that the 
effects of the psychopathological status must be seen in strong 
dependence upon the investigated patient groups and the examined 
reintegration fields. Investigation approaches on a general level 
must lead to different results in this field, as was mentioned 
briefly in the introduction. . 
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1. Introduction 

The problem of readmission to in-patient psychiatric treatment was 
examined in the past mainly with patients, who had previous admis
sions yet, the results of a great number of investigations proved 
to be contradictory. Some investigations (e.g. Viesselman, J. et 
al., 1975) see the diagnosis and the seriousness of the symptoms 
connected with the problem of readmission. Other studies (e.g. 
Jansen, D. & Nickles, L., 1973) do not find this difference. The 
question as to whether the readmission rate depends on the job 
situation also does not seem to be fully answered (e.g. Lorei, T. 
& Gurel, L., 1972). One of the few variables which were found as 
a predictor of a rehospitalization of psychiatric patients trough
out is the variable 'number of previous admissions' (c.f. Rosen
blatt, A. & Mayer, J., 1974). One reason why it was this variable 
that proved to be decisive can be seen in the fact that practical
ly all investigations concerning readmission were carried out as 
retrospective studies. This result, however, has no practical rele
vance for measures which could prevent a chronic development or 
readmission after the first hospitalization. But results concerning 
the risk factors of readmission would be highly important for the 
psychiatrist at the time of admission. Such insights, however, can 
only be gained in a prospective study. 

2. Methods 

15 % of the 258 patients admitted for the first time to the 
'Bezirkskrankenhaus Glinzburg' (it is a total recording of the year 
1979) were readmitted within one year. Apart from the interview 
at the time of the discharge, 33 of these readmitted patients could 
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be questioned one year after the discharge. The interview implyed 
questions on vocational and social reintegration and further on 
questions on the causes which led to readmission. 

2 1/2 years after the discharge a second analysis was carried 
out. In these 2 1/2 years every patient had had the possibility of 
vocational and social reintegration. We have to point out that 
this analysis was not combined with an interview. The regular docu
mentation of the 'Tagesberichte' (daily reports) and the files of 
our patients informed us about readmission at that time. Thus, we 
have the discharge interview data and the one-year catamnesis data 
of 65 patients (25 % of the total sampling). 

Clinical variables such as 'discharge diagnosis', 'psycho
pathological symptomatic', 'prehospital development of illness', 
'total duration of hospitalization', and 'legal justification of 
admission' were recorded. Furthermore, variables concerning the 
vocational aspects such as 'training', 'profession', 'duration of 
employment', 'net income', and 'unemployment' were taken into 
account, and sociodemographic variables such as 'age', 'sex', 
'marital status', 'school education', and 'social class' were also 
included in the analysis. 

3. Results 
3.1. Analysis of Prehospital Variables. The analysis of the 

data aimed at finding prehospital or hospital criteria which could 
provide information about a future readmission of first-admitted 
psychiatric patients at the time of the discharge. The surprising 
result was that only the variable 'discharge diagnosis' proved to 
be meaningful for a prediction of the readmission of the total 
group. The distribution of the diagnosis categories with regard to 
the readmission after 2 1/2 years is as follows: 

TABLE I 

distribution of readmission readmission total 
discharge diagnosis after 1 year after 2 1/2 years population 

N % N % N 

organ. psychiatric 6 28,5 7 33,3 21 illnesses 

schizophrenic 4 1 2,1 14 42,4 33 psychoses 

affective psychoses 5 21,7 6 26,0 23 

neur. or psychosom. 10 12,3 14 illnesses 17,2 81 

alcohol and drug 14 14,0 24 24,0 addiction 100 

total 39 15, 1 65 25,2 258 = 
100 % 
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The most important result is the different distribution of the 
diagnosis categories: in the category 'schizophrenic psychoses' 
almost every second (42 %) and in the category 'organic psychiatric 
illnesses' every third (33 %) patient is readmitted after 2 1/2 
years. Compared with the total group the risk of readmission is 
increased in these two groups. 

The readmitted persons of the diagnosis groups 'affective 
psychoses' and 'alcohol and drug addiction' are unobstrusive with 
regard to readmission. 

The group 'neurotic and psychosomatic illnesses' is the only 
diagnosis group which shows a low readmission rate. The question 
we had was: How does the percentage of readmitted patients change 
in regard to a different recording time? To put it another way: 
Are there other problem groups after 1 year when compared with 
2 1/2 years after the discharge? 

The most important result is the fact that the risk of read
mission increases rapidly in the group 'schizophrenic psychoses'. 
Compared with the population of readmitted patients, the number of 
readmissions in this group was below the average at the time ot 
the one-year catamnesis, but after 2 1/2 years it ranks at the 
top. The group 'organic illnesses' shows the opposite result: The 
majority of readmitted patients in this diagnosis category had 
been readmitted by the time of the one-year catamnesis. At both 
times the readmitted patients of this group are overrepresented 
when compared with the total readmitted sample. 

The distribution of readmissions in the diagnosis category 
'affective psychoses' is very similar. In this group too, the 
majority of the readmitted patients had been readmitted by the 
time of the one-year catamnesis and are overrepresented in compa
rison with the total sample of readmitted patients. Concerning the 
2 1/2 years, however, this group of readmitted patients is up to 
the average. 

The distribution of readmitted 'neurotics' is also inter
esting. At both times the readmission rate of this group is below 
the average. The diagnosis category 'alcohol and drug addiction' 
roughly represents the average of all readmitted patients at both 
times. 

No significant results for the readmitted patients were 
obtained in an analysis of the vocational variables when compared 
with the persons who had not been readmitted. An analysis carried 
out specific to diagnosis, however, reveals a low level of pre
hospital professional training as the most important characteris
tic of the readmitted group of 'organic psychiatric illnesses'. 
Particularly persons who had no professional training are repre
sented in this group. A deterioration of the prehospital profes
sional qualification can be found in the group of readmitted 
'schizophrenic psychoses' and the group of readmitted 'affective 
psychoses' is characterized by a decreased prehospital vocational 
integration. 

Concerning professional parameters there is no noticeable 

599 



finding in the groups 'neuroses and personality disorders' and 
'alcohol and drug addiction'. 

3.2. Analysis of Posthospital Variables. As mentioned above, 
our population was questioned again one year after the discharge. 
Besides the clinical data, the data of the professional develop
ment within the catamnesis year was in the focus of our analysis. 

Along with the psychopathological symptomatic variables such 
as 'difficulties with the discharge', 'problems at work', 'unem
ployment', 'illness', 'time of job resumption', 'knowledge of 
hospitalization in the psychiatric clinic', 'strain caused by the 
knowledge', 'subjective judgement of effiency at work' and a 
'posthospital integration index' were recorded. The index 'voca
tional reintegration' includes variables such as 'actual duration 
of employment', 'periods of illness', 'change in qualification', 
'status of employee', and 'number of jobs'. 

Unlike the prehospital variables, a great number of posthos
pital variables are connected with readmission. The readmitted 
patients are for instance characterized by a decreased vocational 
integration (N = 65) and they show a higher degree of psychopatho
logical symptoms. 

The readmitted patients themselves frequently report of 
general difficulties after the discharge (e.g. difficulties with 
health, with themselves, and with the family), of problems at work, 
and of the inability to meet the demands of work (subjective judge
ment of patients). They also think that their successfui return 
to professional life only succeeded with difficulties. 

Like our procedure with the prehospital variables, an analy
sis specific to diagnosis was carried out with regard to the 
posthospital time. We found that vocational variables are connec
ted with readmission as it was the case at the prehospital time. 

The subpopulation of readmitted 'organic psychiatric illne
ses' is characterized by a decreased vocational reinLegration and 
a high degree of psychopathological symptoms (PSE-data). The group 
of readmitted 'schizophrenic psychoses' could not keep the prehos
pital level and dequalified itself tendentiously. 

The readmitted patients of this group also show a higher 
degree of psychopathological symptoms at" the time of the catamnesis. 

Compared with patients who had not been readmitted, the 
readmitted patients of the group 'affective psychoses' needed a 
longer time to resume work, and then felt that they could not cope 
with the demands of -work. 

In contrast to the prehospital time, variables concerning 
the vocational aspect become significant also in the two diagnosis 
groups of readmitted 'neuroses and personality disorders' and 
'alcohol and drug addiction'. The vocational reintegration of the 
group 'neuroses and personality disorders' decreased. This is 
caused mainly by less working time and an increased number of job 
changes. The group of 'alcohol and drug addicts' also worked less 
and reported of problems at work. 
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3.3. Results of the Questionnaire for Readmitted Patients. 
The interview of readmitted patients at the time of the one-year 
catamnesis focused particularly on the causes which had led to 
readmission, and on the questions as to how readmission could have 
been prevented and how far the first in-patient treatment was regar
ded as sensible. 

The analysis revealed that psychiatric illness is the main 
cause of readmission for 46 % of the readmitted patients or a 
partly responsible cause for 67 % respectively. Thus, the illness 
which led to hospitalization is mentioned as the most frequent 
cause of readmission. 

Problems at work or in connection with work were named on 
second positiQn. 18 % of the readmitted patients regard them as 
the main cause and 54 % as a partly responsible cause. 

Problems in the family were ranking on third place (18 % 
main cause - 36 % partly responsible cause) and on fourth place 
the non-observance of the psychiatrist orders or insufficient 
aftercare were named (6 % main cause - 30 % partly resonsible 
cause). 

As a rule (85 %) the place of readmission was the 'Bezirks
krankenhaus Glinzburg'. The treatment given is regarded as sensible 
by 43 % of the readmitted patients. One third (33 %) thinks that 
the treatment did not help, yet they do not think that it was 
unnecessary and one fourth of the readmitted patients say that 
the received treatment was useless. 

Furthermore, over three quarters of all readmitted patients 
say, that the readmission could have been prevented. 

One third of all re"admitted patients consider an improvement 
of the clinical therapy as the main measure to prevent readmission, 
and 48 % consider it as an additional possibility. Such an improve
ment would imply a longer hospitalization when admitted for the 
first time, a better therapeutic offer of the hospital or better 
preparations for what 'awaits them outside', particularly a better 
preparation for the burdens at work. Another therapeutic variable, 
the improvement of medical aftercare, was named on second position. 
28 % of the readmitted patients regard it as the main possibility 
to prevent readmission, 44 % as an additional measure. Another 
possibility of preventing readmission is a better support from 
relatives; 24 % regard it as the main measure, 36 % asan additio
nal measure. 

4. Summary and Discussion 

The investigation of readmitted psychiatric patients aimed at 
answering the question as to which problem groups would have tobe 
focused on to prevent readmission. We found that the discharge 
diagnosis was the only prehospital variable for the total group 
which could provide information for a prediction of future read
mission. It was shown that 15 % of the original population had 
been readmitted within one year after the discharge and 25 % in 
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2 1/2 years. The risk of readmission is highest in the diagnosis 
categories 'organic psychiatric illnesses', 'schizophrenic psycho
ses', and 'affective psychoses'. Interestingly enough, the analysis 
specific to diagnosis revealed that these diagnosis categories show 
prehospital deficiencies in the professional field. If we consider 
these results in connection with the higher degree of psychopatho
logical symptoms and the lower degree of vocational and social 
reintegration, we have to assume that these three groups were not 
able to cope with their prehospital professional handicaps. 

Measures to support the vocational reintegration - for in
stance, by including the nursing staff - could have a clearly 
recognizable therapeutic effect in the cases of psychotic illnes
ses, above all in the first weeks after the discharge. Measures to 
support vocational reintegration seem to be of secondary importance 
for the two non-psychotic diagnosis groups ('neuroses' and 'alco
hol and drug addictions'). With regard to social reintegration, 
support would be advisable in all diagnosis groups, because the 
readmitted patients judged themselves as socially decreased inte
grated, just as the persons to whom the patients is related to 
did. Here the largely unexploited potential of relatives could be 
included. 

These supporting measures would not only correspond with the 
empirical results which were obtained but also with the wish of 
the readmitted patients for whom the most important measures to 
prevent readmission are an improvement of the clinical therapy 
and above all an improvement of the medical after-care and better 
support from relatives. 
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THE PATIENT'S FAMILY: ATTITUDES AND BURDENS 

R. Aschoff-Pluta, V. Bell, St. Blumenthal, 
R. Vogel and E. Lungershausen 

Bezirkskrankenhaus Glinzburg, Abt. Psychiatrie II der 
Universitat Ulm 

There are only few studies investigating the stresses in families 
of psychiatric patients and the way in which members deal with this 
problem. Studies performed so far do, however, agree that mental 
illness severely affects the family. 

Willi (6) reports a host of physical illnesses in the family 
as the result of great emotional burdens caused by a schizophrenic 
person in the family. 

Grad and Sainsbury (4) found that mental illness almost 
invariably means a deterioration in the family's economic standing. 
The authors have also shown that community centered care apparently 
increases the family's burden. Based on these considerations, we 
interviewed the relatives as part of an investigation of psychia
tric patients who were admitted for the first time. Above all, we 
were interested in learning more about the effects of a person's 
illness on his family and recording, at a relatively early stage, 
the kind and extend of stresses in the family due to a psychiatric 
disease. Based on this information, concrete supportive measures 
can be developed at this early stage where the social conditions 
are not chronic and rigid, thus not hampering the success of 
these measures. 

Methods 

The relatives were interviewed one year after the patient's 
discharge, in most cases in the family's home. This 60-minute 
interview was carried out in the absence of the patient on the 
basis of a structured, pre-tested questionnaire developed by us. 
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Frequent, regular contacts between the relative "and the patient, 
as well as the patient's consent were preconditions for an inter
view. The relative, moreover, had to be of age and was chosen, 
in most cases, by the patient himself. 

230 patients were involved in the follow-up examination, and 
179 relatives were questioned. Despite a drop-out rate of 22 %, 
these relatives represent without distortion the total random 
sample in regard to central examination variables. 50 % of the 
relatives interviewed were spouses, every fifth person questioned 
was a parent. Almost all relatives lived in the same house as the 
patient (91 %), and most of them shared an apartment with the 
patient. With a few exceptions (9 %), the relatives saw and spoke 
with the (former) patient daily. 
The relatives interviewed were grouped according to the patient's 
diagnosis on discharge as follows: 

10 % (n 1l) organic psychiatric diseases 
13 % (n 24) schizophrenic psychoses 
10 % (n 18) affective psychoses 
30 % (n 54) neuroses and personality disorders 
37 % (n 66) addictions 

Results 

Two thirds of the relatives suffered from stresses due to the 
patient or his illness in the 12 months following his discharge. 
Half of them suffered from these stresses for the whole year. 
Every third relative experienced only the first few months (up to 
6 months) after discharge as burdensome, while every fifth relative 
reported the occurrence of stresses only in the second half of the 
year after discharge (mostly alcoholics). We were then interested 
in determining different kinds of stresses, distinguishing between 
"emotional", "financial", "work-related", and "physical" stresses 
in regard to the relatives. 

Stresses occurring were generally emotional; additional 
financial, physical or work-related stresses due to the patient 
or his illness were experienced to a much lesser degree (Table 1). 

Furthermore, we know of 6 cases (3 %) where the relatives 
either had to stop working or go back to work; in 6 cases, the 
families had to apply for welfare benefits. 

How can patients be described whose illness was a burden 
on their relatives in the 12 months following their discharge? 
Are there any characteristics typical of this problem group? 
Socio-demographic variables do not provide the information we 
needed to characterize the problem group; variables regarding 
illnesses and work were, however, quite suitable to distinguish 
this group from the group whose members had caused only little 
or no stress in their families. 
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Table 1 : "Kind and intensity of stress appeared in the families 
of mental patients after their first hospital treatment" 

n = 179 
emotional stress/burden 66 % 

severe - extremely severe stress 41 % 

financial stress/burden 23 % 

severe - extremely severe stress 9 % 

work-related stress/burden 23 % 

severe - extremely severe stress 9 % 

physical stress/burden 16 % 

severe - extremely severe stress 7 % 

The relatives of patients with schizophrenic psychoses and organic 
psychiatric illnesses reported more often than others that stress 
existed in the family after the patient had completed in-patient 
treatment (88 % and 77 % of the corresponding diagnosis group), 
but the differences specific to diagnosis are significant merely 
as a tendency (p =<0.07). Of the 5 diagnosis groups studied, the 
families of patients with neuroses and personality disorders repor
ted the least occurrence of stresses (59 %). Relatives of patients 
with schizophrenic psychoses and organic psychiatric illnesses felt 
stress somewhat more frequently in the following year, but the 
stresses were not greater (intensity of stress) in comparison with 
the relatives of other diagnosis groups. Rather, it was found that 
the relatives of individual other diagnosis groups were subject to 
less stress in terms of quantity, which was, however, extreme; 
thus, e.g., relatives of patients suffering from addictions repor
ted more frequently than others "extremely severe emotional stres
ses" (68% of this diagnosis group), relatives of patients with 
affective psychoses reported significantly more frequently than 
others "extremely severe stresses" due to extra work (42% of 
relatives of patients with affective psychoses). 

There are other and - mostly - more important variables to 
classify stresses in the family besides the description of these 
stresses under diagnostic aspects: We found that stresses in the 
family occur especially when patients received frequent, regular 
out-patient follow-up treatment for their mental illness, and also 
when they were readmitted to hospital. Families of readmitted 
patients without exception reported stresses, mostly classified 
as extremely severe emotional stresses. 

Rare, limited social activities of the patient in the family 
and in his spare time as well as his state of health are closely 
related to stress in the family. Besides these influences due to 
the illness, we also found a close correlation between the 
occurrence of stresses in the family after the patient's discharge 
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and work-related variables. Stresses occured particularly where 
the patient's return to work was felt to be problematic or regardes 
as a failure. 

In view of these results, the question arises whether the 
relatives received support - and, if so, from whom - in coping 
with the stresses mentioned here. According to the relatives, 
every other family received help with their problems and stresses 
due to the illness-related problems and stresses for the one-year 
catamnesis period. In about every third family help was either not 
needed or not welcome, 16 % of the relatives would have appreciated 
help, but made no attempts to get help or did not know who to turn 
to. Support came mainly from the family itself (28 %). 15 % of the 
relatives considered the attending physician as helpful and suppor
tive. In about every tenth family, friends helped to overcome 
problems and mitigate stresses. Relatively little support came 
from people in the working environment: colleagues (3 %) or 
superiors (3 %), pastors (3 %), psychologists or psychotherapists 
(3 %), employment offices (2 %), or the social services at the 
clinic (0.5 %). 

Support was concentrated on families where problems and 
stresses had occurred in connection with the patient and his illness 
(r = .54), but there was by no means enough help available as to 
reach every family in this group and furnish support and help. In 
fact, support and help were available to only about every other 
family (54 %) suffering from extremely severe emotional stress and 
strain. 

Every third family with heavy stresses had either not active
ly sought help (15 %) or did not know who to turn to (14 %). In 
cases where no help had been available in the year following the 
patient's discharge or where the relatives had wished for more 
help (37 % of all relatives questioned), we wanted to know from 
whom they had desired help: By far in first place was support 
and help by psychologists or psychotherapists, followed by the 
wish for help from within the family and the attending physicians. 
The strong wish for support from psychologists/psychotherapists 
(19 %) and social workers (7 %) is in striking contrast with 
support actually provided by these professional groups (3 % 
received support from psychologists/psychotherapists, 0,5 % from 
social workers). 

Summary 

It can be stated, in conclusion, that a mental illness in a member 
of a family means considerable stress in the family, not only as 
a result of chronic processes, but at quite an early stage. The 
stresses are not so much due to financial or work-related problems, 
but are emotional stresses and strains lasting for the whole year 
after discharge in half of the families. They affected families 
of all diagnosis groups, i.e. not only families of schizophrenic 
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patients literature has focussed upon. In this study, a close 
connection between the kind and extent of stresses in the family, 
on the one hand, and illness- and work-related variables, on the 
other hand, were found. Socio-demographic data, however, proved 
to be of no relevance, i.e. women were no more of a burden to their 
families than men, young patients no more burdensome than aged 
patients, etc. 

We agree with other comparable studies in that a large 
number of families are let down by the medical and other profes
sions at a time where they experience worries and are in need 
of help (1,2,3,5,7,). The family is still the central and vital 
system for providing support. Disregarding support from family 
and friends, we find that only about every fifth family received 
help from doctors, psychologists/psychotherapists, and social 
workers. A great discrepancy is found between the wish for 
psychological/psychotherapeutical help and the help actually 
provided in this sector. 

This fact demonstrates needs which have so far been 
insufficiently met by the professions, in particular the need for 
relief by talking, recreation, and concrete measures to be taken 
by social workers in order to help the family to cope with their 
everyday problems. Given to the present situation, families cannot 
be expected - especially in the long run - to fullfill the task 
of rehabilitation. 

REFERENCES 

1. M.C. Angermeyer, Der theorie-graue Star im Auge des Psychia
ters. Zur Rezeption der Wissensbestande der Familienforschung 
in der Sozialpsychiatrie, Medizin, Mensch, Gesellschatt 7: 
55-60 (1982). 

2. C. Creet and J.K. Wing,"Der Alltag mit schizophrenen Patien~ 
ten", in: "Die andere Seite der Schizophrenie", H.Katschnig, 
Hrsg., Urban & Schwarzenberg, MUnchen (1975). 

3. A. Finzen, "Psychiatrische Dienste und die Beeinflussung von 
SchlUsselpersonen in der Gemeinde", in: "Psychiatrie der 
Gegenwart", K.P. Kisker, J.-E. Meyer-:-G. MUller and. E.StrOm
gren, Hrsg., Bd. III, Springer-Verlag, 297, Heidelberg (1975). 

4. J. Grad and P. Sainsbury, The effects that patients have on 
their families in a community care and a control psychiatric 
service. A two years follow-up, Brit.J.Psychiat. 114: 265-
278 (1968). 

5. P. Krauss, Probleme der Angehorigen chronisch-seelisch Kranker, 
Der Nervenarzt 47: 498-501 (1976). 

6. J. Willi, Die Schizophrenie in ihrer Auswirkung auf die 
Eltern, Schweiz. Arch. Neurol. Neurochir. Psychiatr. 89: 
426-463 (1962). 

7. E.S. Zolik, A. Des Lauriers, J.G. Graybill and T. Hollon, 
Fullfilling the needs of "forgotten" families, Am. J. 
Orthopsychiatr. 33: 176 (1962). 

607 



NEW CONCEPTS OF HOSPITAL PSYCHIATRY 

G. Hofmann 

Wagner Jauregg Hospital 
Wagner Jauregg Weg 15 
4020 Linz, Austria 

INTRODUCTION 

The psychiatric reform movement of the past decades, developed 
four distinctive procedural categories, which we shall enumerate and 
comment upon as follows: 

1. Abolishment of the psychiatric hospital - as demanded by the 
"Triest Model". 

This attempt proved abortive, partly because at the time it was 
put into operation, extra-mural care services hardly existed. 
Outside the psychiatric hospital therefore, the chronically ill 
patients were ostracized, degenerated into slum dwellers, and suf
fered deterioration of their psychic and somatic condition. The 
"Triest Model" demonstrated beyond doubt, that well-meant ideolo
gical concepts cannot alter the fact that discharge from hospital 
internment does not automatically constitute the cure of mental 
illness. Inside the hospital or outside its confines - the mental 
patient requires psychiatric treatment and care. 

2. Departmentalization - i.e. the establishment of psychiatric de
partments (wards) in regional general hospitals, catering to the 
needs of approximately 30.000 to 40.000 local inhabitants. 

Establishment of many small departments in regional general hospi
tals, requires exact planning and considerable expediture, an in
vestment which seems uneconomical in consideration of the fact 
that their restricted size precludes availability of an adequate 
range of diagnostic and therapeutic means, so that a super-imposed 
system comprising differentiating diagnostic and therapeutic tools, 
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as well as maximal care facilities for psychiatric problem cases, 
remains a necessity. 

3. Sectorization - i.e. the establishment of psychiatric departments 
within the frame of central general hospital complexes, with a 
catchment area of about 300.000 to 400.000 inhabitants. 

This concept - frequently already effected through the existence 
of one or more psychiatric hospitals within a given area - appears 
nevertheless as a practical program, if certain conditions are 
catered to: 
a) an optimal regional distribution of such centralized institu

tions; - and 
b) psychiatric departments within the frame of these health cen

ters would have to be structured so as to accomodate not only 
short-term treatment requirements, but also acutely psychotic 
cases requiring temporary confinement. 
Here again, we are confronted by the necessity for an extensive 
range of highly differentiated diagnosis and care facilities, 
enabling full utilization of psychopharmacological as well as 
non-medical psychotherapeutic treatment programs. 

4. Inner reform of the psychiatric hospital - (in accordance with the 
sectorization principle) under utilization of the possibilities 
afforded by differentiation between acute and long-term treatment 
requirements and the requirements of long-term resident psychiat
ric hospital cases. 

This paper intends to discuss a compromise solution based upon 
the factual situation regarding already existing psychiatric hospi
tals, under consideration of the resources at the disposal of public 
health agencies. 

POTENTIALS AND LIMITATIONS OF INNER PSYCHIATRIC REFORM 

Inner reform of psychiatry can only be considered as a realistic 
undertaking, if it is based upon three supportive pillars: 
a) remodelling of the psychiatric hospital as such; -
b) concurrent establishment of adequately differentiated complemen

tary care services; -
c) wide-spread publicity, in a form adapted to special regional cir

cumstances. 

In order to initiate implementation of a reform program and ef
fect an outward opening of psychiatry, publicity must address itself 
to the decision makers (politicians) but also to hospital management 
and staff representatives (who, in the FRG for instance, have fre
quently signed responsible for the failure of reform programs) and 
finally, to the lay population in town and country. 
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In Austria for instance, psychiatric reform has been mainly of 
a directive nature. It was thus either instigated by gremiums con
cerned with hospital administration, or effected through certain, 
newly established service structures. 

All reform programs however, are expected to provide adequate 
solutions for the elimination of pressing problems. Accordingly, 
the psychiatric hospital will have to accommodate to sectorizational 
requirements and both its size and internal structure will depend 
upon determining the extent to which individual psychiatric ailments 
demand differentiated short- or long-term treatment and care. Every 
reform program moreover, will need to orient itself upon scientifi
cally researched rehabilitation principles also categorized by the 
time factor (i.e. early- follow-up- or late exposure to a suitable 
rehabilitative program. 

One of the most fundamental and widely publicized questions con
cerns the suitable size for a psychiatric hospital. This aspect how
ever eludes generalization and can only be determined individually 
and in consideration of the pertinent institution's requirements 
upon: a) the acute case sector; and- b) the long-term active treat
ment and passive patient care sector. 

Within the acute psychiatric case sector, the following mea
sures can be expected to reduce bed numbers: 

1. Limitation of the in-patient treatment period; 
2. Application ·of reformulated admission and discharge regulations; 
3. Close collaboration with extra-mural care services and privately 

practising physicians. 

Early hospital discharge should not however become a fetish, 
since its over-extended application frequently leads to a revolving
door psychiatry, because present day care services (on the psychiat
ric as well as on the social security sector) are not as yet suffi
ciently developed to effectively prevent recidivism in patients re
leased from hospital in a convalescent state. Attention must in this 
connection also be paid to the fact that a diametrically opposite 
development, namely a tendency to increased bed requirements, has 
been observed during the past decade. It seems to have been caused 
by the formation of new service structures (f.i. adolescent and ge
ronto-psychiatric care units);- the increased range of psychothera
peutic programs now on offer (which, as we have been able to prove 
at the Wagner Jauregg Hospital, has led to a general extension of 
the in-patient treatment period of more than 7 days);- and finally, 
to the rising number of therapy-resistent psy~hotic cases referred 
to in-patient treatment by physicians in private practice. Basically, 
our experience has shown that either tendency (a/limitation of in
patient treatment period and thereby bed reduction;- and b/extension 
of admission spectrum and therefrom increased bed requirements) tends 
to nullify the effect of the other. 

611 



In Austria, approximately 0,3 beds to 10.000 inhabitants con
stitutes a fair guide-line for organization of a psychiatric hospi
tal's acute, short-term treatment sector,whereas 0,5 to 0,7 beds to 
1.000 residents within the long-term treatment and care sector repre
sent a good requirement average. 

We are not as yet in a position to provide binding statements 
as to how many new admissions deteriorate into long-term cases des
pite intensive application of both pharmacological and psychothera
peutic treatment in the sense of an integrative psychiatry concept. 
Our statistics show that about 1 1/2 admissions per 100.000 inhabi
tants per year, will prove to become long-term hospital cases who 
will naturally occupy the appropriate care facilities. 

The long-term care sector within an institution, previously 
denominated as "asylum" or "chronic patient's department" can be 
divided into two categories, by differentiating between rehabilita
tive patients and cases that demand surroundings of a nursing-home 
character. The possible discharge of long-term in-patients because 
they appear eligible and probably responsive to rehabilitative pro
grams represents the most significant opportunity to effect a note
able reduction of bed numbers. Upon this very sector, we have been 
able, within a seven-year period, to reduce our in-patient numbers 
by nearly 40%. Such success naturally depends upon the availability 
of efficatiously organized extra-mural care- and social facilities 
(such as protected homes, half-way houses and communal appartments), 
until self-responsibility can again be assumed. Successful rehabili
tation depends further on adequate support within the social area 
(i.e upon the occupational sector) through the availability of pro
tected work-shops, occupational training facilities, and assistance 
from governmental agencies for procurement of suitable positions 
upon the free work market. Rehabilitation is finally furthered by 
the provision of hobby and free-time programs for patients who have 
frequently spent years within the protective boundaries of hospital 
care. 

The opening-up of psychiatric wards and hospitals naturally re
presents a pre-requisite' for the success of rehabilitative projects 
and thereby for bed-reduction in order to end the overcrowding which 
heretofore prevented a positive development. Here too, the question 
arises as to how many new admissions are destined to become long-term 
hospital cases. A reply to this query however, requires statistical 
back-up over a number of years and is not as yet available. Within 
the case group of what we identify as "old" long-term hospital in
mates ineligible for rehabilitation, a further sub-division according 
to diagnostic criteria can be effected and differentiating treatment 
programs applied- partly in home-like surroundings within the hospi
tal, partly (in the instance of extensive brain lesion,- highly re-

612 



retarded,- or alcoholic dementia cases) within hospital care units 
that permit the exercise of behaviour modification therapy. 

CONCLUSIONS 

In summarization it can be said that a reformation of the psy
chiatric hospital can only be effected, if the below listed program 
can be put into operation: 

1. Abolishment of overcrowding (primarily upon the chronic case sec
tor) by removal of chronically ill patients into protected dwel
ling facilities. 

2. As soon as justifiable bed numbers and an adequate staff-patient 
ratio have established more humane conditions, the effect of late
onset rehabilitative programs will further reduce the number of 
long-term hospitalizations. 

3. Early-onset and follow-up rehabilitation programs (i.e. intensive 
integrative care, combining pharmacological and psychotherapeutic 
treatment)and provision of supportive measures after discharge 
(in the form of socio-therapy) will serve to promote a lower pro
file upon the long-term in-patient sector with regard to newly 
admitted cases, although it will not be possible to entirely avoid 
the revolving-door phenomenon which, incidentally, should not be 
viewed as a totally negative one. 

4. The reform model as such, can only function as an integrative 
psychiatric program, if phase-adequate and case-adapted optimal 
combinations of divers therapeutic methods are brought to bear. 

5. Implementation of any psychiatric reform program is only possible 
if complementary extra-mural care units are available and adequa
tely structured. Only through effective collaboration between 
hospital administration, medical staff, and extra-mural care per
sonnel under coordination of their respective activities, can the 
continuation of psychiatric care required by the discharged pa
tient, be assured. 

How far this objective can be realized in the manner of UNITE 
DE BE SO IN (i.e. an overlapping care system net, encompassing psychi
atric hospital, extra-mural care units, and penetrating into the home 
and occupational sphere of the patient), will be a matter of public 
health policies and the manner of their implementation. 
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ORGANIZA TIONAL PROBLEMS OF PSYCHIATRIC HOSPITALS 

EVOLUTIONARY MANAGEMENT 

W. P6ldinger 

Kantonale Psychiatrische Klinik Wi1 
ZUricherstr. 30 
CH-9500 Wi1!SG, Switzerland 

The question of new organizational structures has become very topical for 
various reasons. Among the most important of these are certainly the 
changes that have taken place in the psychiatric hospitals themselves. 

They can be summarized as follows: 

1) Transition from custodial to curative and rehabilitating functions of 
psychiatry. 

2) This transition is marked by a multiplicity of therapeutic methods. 

3) The many new therapeutic and rehabilitative procedures have led to a 
reduction in the hospital stay, to the rehabilitation of chronic 
patients and thus to a decrease in the number of patients and of 
patient-days spent in the psychiatric hospital. At the same time, 
these numerous therapeutic activities have necessitated an increase 
in staff. 

4) Special rooms have been equipped as ateliers and workshops for 
therapy. 

5) The expansion of out-patient services has also helped reduce the 
number of patients needing to be hospitalized. 

6) There is no longer such a clear distinction to be made between in-and 
out-patient sectors, since hospitalized patients are now treated in 
day-care facilities or attend out-patient clinics from the hospital for 
certain procedures such as infusion treatment. 
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The active treatments and the changes in the number and fluctuation of 
patients have altered the allocation of duties and thus the management 
structure of psychiatric hospitals as well. Whereas there was previously a 
single director, with an administrative assistant, now either these are equal 
in rank and responsibility for management, or there is a management team, 
consisting of medical superintendent, the head of the nursing service and the 
administrative director. These changes in the organization of the hospitals 
and their management have caused increasingly urgent economic and 
especially managerial problems. Doubt is thrown on the validity of the old 
hierarchical style, summed up in the three C's: command, control and 
correction. This is especially the case since industry has also realized that 
this style of management no longer suffices today, as it cannot keep pace 
with the required changes. It has been the experience both in hospitals and 
in companies that intense activity is generated in the higher echelons of 
management, far-reaching orders, instructions and other papers are 
produced, and a year later when stock is taken it is seen that practically 
nothing has changed at ground level, in fact the information has not even 
penetrated so far. 

Attempts are now being made in the framework of cost containment to 
tackle the problem of management in clinics and hospitals afresh. A 
management course for hospital managerial staff sponsored by the Swiss 
National Foundation was conducted under a general project for cost 
containment within the health service. This first course of its kind was 
conducted by the Institute for Business Administration of the Graduate 
School of Economics in St. Gallen. From our hospital, the Medical 
Superintendent, the Administrative Director and the Personnel Manager 
participated. 

At this course, we were familiarized with the concept of "evolutionary 
management" developed from systems theory by FREDMUND MALIK and 
GILBERT PROBST of the Institute for Business Administration of the 
Graduate School of Economics in St. Gallen, directed by Prof. 
H.C.H. Ulrich. From the viewpont of cybernetics and systems theory, the 
classic managerial style from the top down can be seen to be a product of 
linear thinking. In contrast, modern systems theory in particular 
demonstrates the need for circular thinking, whereby great stress is laid on 
the role of feed-back. This feed-back in turn controls central decisions. The 
latter comprise, however, not only those central decisions which have to be 
handed down and again checked by feed-back, but also information which is 
to be distributed horizontally throughout the structural network of the 
hospital. It is this kind of communication which has a greater importance 
than had previously been admitted. 

This is the starting point for the "evolutionary management model". The 
concept starts from the premise that the individual is all the more ready to 
undertake an activity when he or she has the feeling of having participated 
in the preparatory disucssion and decision-making. So evolutionary 
management involves not centralized discussion, decision and delegation, 
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but the analysis of problems at departmental level, followed by discussion 
and the formulation of new concepts. The latter can then be carried out in a 
highly motivated manner. The central idea of evolutionary management is 
that good ideas which are accepted and represent an advance, will spread to 
neighboring departments. This represents a certain shift of both analysis and 
discussion from the centre to the periphery. This has the additional 
advantage that innovation, which has traditionally always originiated in the 
periphery does not have first to make its complicated way up to the top, be 
analysed and discussed there, and then back again as a command. In 
evolutionary management, the members of the managerial team rather 
consult the individual departments on a regular basis to inform themselves 
of developments which are occurring and to discuss them at the individual 
level so that they can be put into practice on a trial basis. This has the 
further advantage, compared with the centralized system, that planning 
errors can be corrected much sooner and at a lower level than when such 
errors occur centrally, affecting the whole hospital. With evolutionary 
management, it can be assumed that a good idea which can be put into 
practice and represents a real advance, will spread in an evolutionary 
manner and finally involve the whole hospital. Of course, decisions of 
principle still have to remain, the province of the management team, and 
medical decisions that of the superintendent. 

Personally, I accepted these ideas very readily and have been pursuing them, 
because it has always been my experience that centralized decisions can 
only be carried out when there is the necessary motivation in the periphery. 
Experience has shown that there is no better motivation to accept or comply 
with something new than when one has the feeling of having participated in 
the decision process oneself. 

For the psychiatric hospital, in fact for psychiatric services altogether, this 
idea will probably be accepted more quickly by doctors than by the 
administration or the political departments responsible, since evolutionary 
management means a transfer of decision-taking to the periphery, and this 
could be misconstinued as a loss of prestige. On the other hand, it is 
medically quite obvious that each department or structural organization will 
develop in its own way, i.e. differently from all the others, whereas this can 
naturally seem problematical for someone who thinks primarily in 
administrative terms. This is so because a number of similarly organized 
departments are easier to administer than a number of distinct ones. A 
further special problem here is that the need for staff may be greater or 
lesser depending on the departmental structure. This in turn can lead to 
tension between departments, which clearly does not facilitate central 
management, particularly for the personnel sector. Life is much easier for 
the latter when the same number of staff are available in each department 
for a given number of patients and if possible can be exchanged at any time. 
This is, however, not the case, for example, in the recent concept of 
"therapeutic communities", as here the team must grow together and remain 
stable. The possibility of exchange of personnel is reduced. Growing 
together also means that there is greater understanding for the concerns of 
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the department than for those of the hospital as a whole, although the latter 
are the principal responsibility of the hospital management. It cannot be 
overlooked, however, that a team is better for the patient's welfare than a 
group of people who just happen to work in the same department. Moreover, 
each of these teams often needs looking after and leading in its own specific 
way. 

Yet, it must be said that evolutionary management merely intensifies a 
trend in communications which already exists in hospitals and other 
institutions. Circular thinking, even if without the name, was always 
present, expecially in the sense of circulating information systems, and was 
traditionally opposed to the predominantly linear thinking of the usual 
management structures, especially the strict insistence on "doing things the 
official way". 

Evolutionary management also calls for the increased participation of 
central management at the periphery, however, and this contributes largely 
to the clearer understanding of what is really going on there than with the 
classic managerial structures. A further consequence is that it becomes 
essential to take psychological apsects into consideration within the 
management framework. Precisely in this respect, the study of business 
administration has shown that such consideration of the particular 
characteristics of the individual members can only increase the efficiency 
of the whole system. 

In this sense, I believe that evolutionary management will be of great 
significance for hospitals, and especially psychiatric hospitals, in future. 

References (updated) 

Guentert, B., Probst, G.: Informationssysteme unter der Lupe. Schweizer 
Spital No.2, 1984. 

Guentert, B., Probst, G.: Das integrierte Informationssystem. M6g1ichkeiten 
und Grenzen. Schweizer Spital No.3, 1984 

Heim, E. (Ed.): Milieutherapie, Huber Bern Stuttgart Vienna 1978. 

Jones, M.: Prinzipien der therapeutischen Gemeinschaft. Huber Bern 
Stuttgart Vienna 1976. 

Malik, Probst, G.: Evolutionares Management. Die Unternehmer No.2, 1981. 

618 



SECTORIZATION OF A PSYCHIATRIC HOSPITAL - WHAT FOR? 

Eberhard Gabriel 

Medical Direction 
Psychiatric Hospital 
A-Vienna 1140, Baumgartner Hohe 1 

1. This is a report on the reorganization of a large mental 
hospital, the Psychiatric Hospital of the City of Vienna - Baumgart
ner Hohe (which is the only one in Vienna) from 1978 to 1983 and an 
attempt to evaluate its effects. (Gabriel, 1980. 1983, in press. 
Gabriel and Purzner, in press) Starting from a criticism of psychia
tric care facilities there have been formulated some theses and lea
ding motives of the reform (Zielplan, 1979): 

1.1 A community as large as Vienna (about 1,5 Mio of inhabi~ 
tants is to large and difficult to survey. Thus it is necessary to 
divide the area into regions easier to survey and more homogenous. 

1.2 Even if it is not possible to create in-patient institutions 
which are localised in the regions it makes sense to assign a par
ticular department of the existent hospital to each region. Thus the 
hospital has to be developed to a conglomerate of departments with 
obligatory and comprehensive care tasks for one region each. 

1.3 The organisational principle of regionalisation is not con
tradictory to the principle of the differentiation of services for 
acute and longterm adult patients, demented people and mentally han
dicaped, in each case men and women, if the catchment area of the 
department is large enough so that the necessary capacities of the 
differentiated services coincide with general organisational struc
tures (wards). Thus the regional departments have to be divided into 
services with clear-cut functions for each ward. 

1.4 On these grounds cooperation between in- and outpatient 
facilities may work even if they belong to different bodies so that 
they are pooled only in order to fulfill the care tasks in common. 
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Thus the in-patient departments and the out-patient institutions have 
to cooperate very closely. 

1.5 In this way it should be possible to reduce administrative 
prevalence and incidence of psychiatric in-patients, first of all re
ducing the rate of in-patients at a key day and reducing the time an 
admitted patient spends in the hospital. It should be possible to 
reduce admissions but to achieve that purpose will take more time 
and only will be possible if the chance will not be neutralized by 
the simple fact that a discharged patient (as a potential in-patient 
before first admission) has some statistical risk to be hospitalized 
but a longterm in-patient has not. 

2. What have been our experiences? 

2.1 In fact the area of the City of Vienna has been divided 
into 8 regions each of a population of about 150.000 to 250.000 in
habitants. 

2.2 Each of the preexistent departments in the mental hospital 
has been assigned to a particular region and has to fulfill obliga
tory and comprehensive care tasks for adult and senile psychiatric 
in-patients as for mentally handicaped. The last step of this reor
ganization was to decentralize the admissions from an admission 
center in the wards for acute patients of the departments (spring 
1983). 

2.3 The different wards (5 - 9 with a mean capacity of 40 beds) 
of a department (with a total capacity from about 200 to about 350 
dependant mainly on the regions population) got different duties in 
acute psychiatry, long term psychiatry, gerontopsychiatry and the 
care for mentally handicaped adult people. This should lead to 
- a better compliance with individual needs of the patients 

(Gabriel, 1983) 
- qualification processes and by this mean to a better compliance 

with therapy/rehabilitation needs of the patients and 
- better preconditions for the intra-/extramural cooperation. 

2.4 The intra-/extramural confines represent a sensible area 
prone to conflicts needs for delineation, frustrations of selfesteem 
and all kinds of incompetence and unwillingness basing arguments. 
Probably only one body for intra- and extramural regional services 
and only direction of both the regional services would contribute 
to an easier solution of these problems. But the organisational 
principle 'regionalization' was cut out by the principle of different 
bodies which is based on historical and administrative grounds. 

2.5 It is a matter of fact that these organisational inter
ventions markedly improved the conditions psychiatric in-patients 
have to live in, psychiatric professionals have to work in and 
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both patients and professionals have to cooperate in. Even indepen
dant on their special content they stimulated changes. (Gabriel, 1980) 
But is also a matter of fact that this is not enough. It is difficult 
to evaluate the effects of the attempts to innovate psychiatric care. 
To often the evaluation is subjected to interests and not unemotional 
enough. 

2.5.1 Unequivocally the rate of hospitalized people has decrea
sed. From 1978 to 1983 it was reduced in the hospital under consi
deration by 36% due to discharge and not due to transfer, admissions 
allways reaching approximately the same level. Differences between 
the different departments occur (- 9% to - 45%). It is not possible 
to interprete these differences from a single aspect. The aspect of 
the departmenmhistory seems to be the most valid. I assume that the 
organisational interventions and the general atmosphere of reform 
both have stimulated the evolution but I am not sure whether it 
has to do with regionalization. 

2.5.2 What concerns the evolution of regional admission rates 
we only dispose of data since 1980. So we can compare the evolution 
from 1980 to 1982. In this space of time admissions decreased by 3%. 
This corresponds to the decrease of the Viennese population. But 
again the evolution differs highly from one region to the others. 
In two regions the decrease is very important (- 15%, - 23%). In both 
cases this can not be explained by changes in the regional popula
tion. Again the facts can not be explained from one single aspect, 
particularely because the care system has not developed to the same 
level in both regions. In one case it can be described by 'well de
veloped in-patient department in good cooperation with an extramural 
institution which does not dispose of all facilities as yet', in the 
other case by 'missing in-patient department and well developed ex
tramural institution which is very active just in the forefield of 
hospital care'. Apparently important decreases of in-patient rates 
do not occur in the same departments where admission rates go down 
markedly. May be this facts can be explained by the different histo
rical situation of the departments. Those which try to reduce the 
rate of in-patients at the same time are not able to counteract the 
risk of readmissions as well. To reduce the in-patient rate seems 
to depend mainly on the activity of the in-patient department but 
the decrease of admissions seems to depend mainly on the quality 
of cooperation between the intra- and extramural services. 

2.5.3 The general atmosphere of reform has been mentioned as 
a factor influential on the described development - may be more in
fluential than sectorization itself. Is it possible to evaluate 
this atmosphere? We tried to use 3 parameters, e.g. the quality of 
the therapeutic/rehabilitative programmes in the acute wards of the 
departments, the activity of the out-patient services and the qua
lity of the cooperation of both institutions, all related to catch
ment areas. It deals with global evaluations performed by 5 inde-
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pendant observers (directing medical and nursing staff of the hospi
tal) who know the field in a comparable manner. In fact the evalua
tions have been very homogenous. I like to point out that the ob
servers evaluated both the quality of the programmes in the acute 
wards and the activity of the out-patient services better than the 
quality of cooperation. This result stresses the particular sensi
bility of the area. As was expected we did not find simple systematic 
correlations between the changes in administrative prevalence and 
incidince and the evaluations of the 3 parameters. But they illustra
te the status quo of psychiatric care in the different regions. 

3. Coming back to the starting point of these reflections I 
shall try a summarizing answer. The institutional advantages are 
clear: 
- the catchment areas are easy to survey 

the differentiation of the in-patient services remains possible 
and may be finds even better solutions because of the lower number 
of patients one specialised ward 

- the change of a good intra-/extramural cooperation increases and 
its risks become more transparent 

- so it should be possible to counteract these risks. 
Thus sectorization within the hospital creates better preconditions 
to achieve the essential goals, e.g. a better compliance with the 
patients needs. 'Sectorization' seems to be not only an organisatio
nal tool but also a suitable parole in a mainly organisational phase 
of reform which creates useful preconditions for another phase -
a phase of increasing and differentiating therapeutic tools and goals 
which should be the essence of the reform. 
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STRUCTURAL REFORMS OF A PSYCHIATRIC HOSPITAL IN THE 
ACUTE PSYCHIATRIC AND LONG-TERM PSYCHIATRIC SECTOR AND 
THEIR RESULTS 

Werner Schony 

Psychiatrische Abteilung 
Wagner-Jauregg-Krankenhaus 
Wagner-Jauregg-Weg 15 
A-4020 Linz 
Austria 

INTRODUCTION 

Structural reforms are dependent on certain develop
ments which,especially in the field of psychiatry,do not 
only comprise their spheres of concern. There have always 
been reform movements in psychiatry. But here the socalled 
ideological reform models tend to ignore facts of reality 
so that feasible ways may easily be disregarded. 

In Upper Austria the changes in psychiatry are tried 
to be aarried out by adapting them to the existing con
ditions of reality which is of course also true for the 
changes in the inpatients field of psychiatry.I would 
also like to mention that the changes concerning wards 
can only be carried through in a sufficient way,if extra
mural compementary facilities are established and avail
able and an adequate work in the public is closely 
connected with it. 

Datas 

Upper Austria is a province with 1. 270000 inhabitants. 
The central psychiatric hospital in the provincial capital 
Linz takes care of a major share of ward psychiatric 
patients.With all other facilities of medical care the 
percentage of neurological disturbances is much higher 
and the percentage of endogene psychoses,first of all 
schizophrenia is accordingly highas in the Wagner-Jauregg
hospital. 

The following numbers show how the situation between 
1977 and 1981 has changed. 
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Table 1.Wagner-Jauregg-Hospital(WJH) 
Psychiatry 

admissions/1000inh 
beds occup.total 
beds occup.long-t. 
duration of st.ay 

1976 
3,67 

1749 
1164 

1981 
4,12 

1464 
879 

in days 20,2 14,5 

Diff.in % 
+12,3 
-16,3 
-24,5 

Tab.1 shows the changes or the extent of utilization and 
patient capacity respectively in both the fields of acute 
psychiatry and long-term-psychiatry. 

Table 2.WJH ward patints.Change of 
distribution of diagnosis 
in %.1976/81 

Old-age dis. 
Alkohol. 
Sch. 
MDD 
Paranoia 
Politoxicomania 
Psychor.Dist. 
Oligophrenia 
Epilepsy 

Acute psych. 
-10,9 
- 4,2 
- 2,5 
+33,3 
+85,7 
+50,0 
+144,0 
-33,0 
-58,8 

Long-term psych. 
-44,0 
+ 3,6 
-37,2 
-22,7 
-30,0 

+338,5 
-25,0 
-49,1 

The changes in the spectrum of diagnosis are shown 
in this table. A significant reduction of the rate of 
schizophrene patients on long-term therapies as well as 
of the rate of old age diseases is remarkable. In the 
acute field there is a tendency towards the admission of 
psychogene disturbances and disturbances of the manic
depressive form. This is indeed due to the increasingly 
diversified methods of treatment, e.g. psychotherapeutic 
possibilities. The rate of admissions and continuous hos~ 
pita1ization of oligophrene patients could also be reduced. 

Voluntary admissions have reached a high frequency in 
the observed fields at the WJH. The degree of 86% may be 
considered as ideal, as the remaining 14% consist of real 
compulsive hospitalization and incompetent patients. 
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Table 3.WJH acute psychiatry 
dismissals in % 

men -women 
where to: 
practitioner 

1976 
78,9 

1981 
77,6 

1976 1981 

or spe~ialist 
home accomodation 
long-term psychiatry 

other hospitals 
died 
other 

4,0 4,7 
5,5 5,4 

3,6 3,8 
4,1 2,2 
3,9 6.3 

73,4 72,2 

2,4 2,5 
17.4 20,6 

(incl.gerontpsych.) 
3,0 3,0 
1,2 0,3 
2,6 1,4 

Tab.3 illustrates the mode of dismissals from the 
wards of treatment. The high rate of women being admitted 
to long-term-psychiatry depends on the establishment of a 
geront-psychiatric female ward which is connected with the 
long-term therapy. 

The mode of admission is illustrated by the example 
of Linz in Tab.4. 

Table 4.WJH kind of admission in % 
(from the City of Linz) 

from the practitioner 
from the specialist 
from hospitals 
"parere" 
other(f.i.direct) 

1976 
33,9 
14,4 
18,2 
14,5 
11,1 

1981 
38,4 

9,9 
28,0 
12,8 
10,9 

The change also becomes evident by the degree of 
voluntary admissions. Tab.5 

men 
women 

Table 5.WJH acute psychiatry 
voluntariness in % 

1976 
37,4 
72 ,2 

1981 
59,4 
86,4 

These are only some figures to illustrate the changed 
structure. In order to make possible it was necessary to 
effect awhole series of measures. I would like to men
tion some of them once again: first of all the diversified 
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spectrum of therapies ,especially in the fields of psycho
therapy , and the usage of social therapeutic methods as 
there are regular daily routine of the patients, the intro
duction of relaxed discussions and optimisation of the 
biological psychiatric possibilities. 

The long-term field was regionalised , changed in its 
structure , the principle of chronic wards was abandoned , 
and special fields of rehabilitation. with a correspondingly 
enforced spectru~ of therapies were created.For old age 
psychiatry special wards For both ~exes were establis~ed. 

Despi te a reduced -patlent capacl ty the level of hOSPl tal 
staff could be maintained or enlarged respectively. This 
applies for all fields of jobs. By means of a training of 
the staff and a more diversified view of psychiatric problems 
a general improvement of the conditions could be achieved, 
which is of great importance for rehabilitation measures. 
Of course these measures have not yet been concluded. 

Finally it may be stated that a vital change in the 
structure of the WJH has taken place during the last few 
years.Although admissions have not decreased in the field 
of treatment as is often reported of in literature, there is 
a tendency towards a more qualified care especially in the 
field of abnormal reactions and depressive diseases.The 
expanded spectrum of psychotherapy may well be the reason 
for that. 

In long-term psychiatry there is a significant reduc
tion of patient capacity first of all of schizophrenic 
patients. This indicates that one has succeeded in dismis
sing a considerable share of socalled schizophreniacs and 
enable them a life in their families or in adequate homes. 
This is predominantly due to social therapeutic measures 
together with a drug treatment~ 

Organic psychosyndromes arise as a new source of 
problems which first of all result from chronic alcoholism. 
The possibili ties of treatment of this group are still rather 
poor and I think that a main field of research in this 
sphere for all three pillars of psychiatric therapy, that 
is biological drug treatment, social therapeutic measures 
and psychotherapeutic methods, should be established. 

SUMMARY 

The changes in psychiatry do not only strongly concern 
the establishment of extramural complementary facilities 
and the influence of public opinion, but first of all the 
structure of psychiatric hospital. 

In the Wagner-Jaregg-hospital in Upper Austria acute 
as well as long-term psychiatry have been changed consi
derably during the last fi ve years.A more di versified spectrum 
of therapy, reduced hospitalization and aimed methods of 
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rehabilitation has lead to a significant reduction of 
long-term patient capacity. Organic psychosyndromes as a 
new source of problems are mainly a result of chronic 
alcoholism. The changed structure may be well noticedbythe 
great number of voluntary admissions, by the shorter 
hospitalization, by an increased number of patients admitted 
because of psychogene disturbances and of depressions of 
all kinds, as well as by avery diversified therapy spectrum. 

References 

Bergener,M.,1982,Gemeindenahe Psychiatrie-Die Bedeutung 
ambulanter und mobiler Dienste am psychiatrischen 
Krankenhaus,i!:!,:Psychiatrie der 80er Jahre,M.Bergener. 
ed.,Verlag Karl Thiemig,Mlinchen. 

Bericht liber die Lage der Psychiatrie in derBRD,1975, 
Bundestagsdrucksache 7/4200. 

Hofmann,G. und Schony,W.,1983, Strukturen psychiatrischer 
Versorgung, in press. 

Wing,J.K.,1982,Sozialpsychiatrie,Springer Verlag,Berlin, 
Heidelberg,New York. 

627 



COMMUNITY BASED TREATMENT AND REHABILITATION FACILITIES 
FOR THE MENTALLY ILL - THEIR EFFICIENCY AND PROPHYLACTIC 
EFFECTIVENESS 

Fritz Reimer and Dirk Lorenzen 

Psychiatrisches Landeskrankenhaus 
0-7102 Weinsberg 
FRG 

The last ten years have been particularly noteworthy 
through our efforts to prevent hospital admission or at 
leats to reduce the length of in-patient stay by means 
of the establishment of half-way houses, hostels and 
sheltered employment facilities for the mentally ill. 

Our efforts have had the following results. Through 
the establishment of Psychiatric Units in District Gene
ral Hospitals the over-extended catchment areas of the 
Psychiatric Hospitals has been reduced. 

Half-way houses and long stay accommodation with a 
more homely and less institutional character than the 
normal psychiatric hospital ward have been established 
as well as a range of Rehabilitation centres and shel
tered employment facilities with different therapeutic 
aims and methods. 

A number of self help groups, voluntary associatioos 
and Patients clubs have also some into being. 

What effects have these attempts to broaden and 
deepen our extrahospital treatment and care facilities 
had upon the Psychiatric Hospitals themselves? 

In order to answer this question we want to take 
the Psychiatric Hospital Weinsberg as an example. 

Ten years ago the hospital had 1.000 beds and offe
red, in comparison to today a very much restricted spec-
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trum of treatment and care possiblities. 

Since then the beds have been reduced to approxima
tely 500, for usa sure indication that our outpatient 
and other extra-mural therapeutic facilities are having 
a tangible effect. 

Also the readmission statistics support this hypo
thesis in that the readmission rate fell from 56 % in 
1968 to 45 % in 1979 and has since remained relatively 
constant. 

Further, the length of inpatient admission has been pro
gressively reduced. In 1968 only 30 % of the patients re
mained in hospital for 30 days or less. The figure rose 
to 61 % by 1974 and has since stabilised at between 55-
60 %. 

Likewise the percentage of patients remaining in 
hospital longer than 1 year is also reduced. In 1968 the 
figure was 5 % and by 1976 had fallen to 1 % at which it 
has since remained. 

The admission diagnosis statistics allow us also to 
deduce that a change in the structure of the client 
group has taken place. 

In 1968 the largest admission category were the 
schizophrenias who amounted to 24 % of the admitted pa
tients. Today this group account for only 16 % admissions. 
At the same time the percentage of alcohol and drug depen
dent patients has risen from 17 % in 1968 to 22 % in 1980. 

A very large increase in the admission of neurotic 
and psychosomatic patients has taken place. 

In 1968 only 0,5 % of patients were in these cate
gories and by 1982 the percentage had ris~n to 9 % an 
indication of an accepted and acceptable choice of treat
m~nt facilities that the modern psychiatric hospital has 
to offer. 

These are only a few examples of the changes that have 
taken place in the last ten years. 

What has caused this to come to pass? 
Without doubt the establishment of out patient and extra
hospital treatment and care facilities. Further informa
tion and more exact statistical indications of treatment 
effectivity are available to us from the Weinsberger Case 

630 



Register. (The data is obtained from routine Documenta
tion and from this documentation the data from 28 sepa
rate criteria are obtained and processed). Since its esta
blishment some 40.000 treatment episodes have been pro
cessed and the information stored. 

Of particular interest here are questions that con
cern the patients diagnosed as schizophrenic. This group 
ist certainly a relatively small part of the admitted pa
tient population, they require however special emphasis 
to be placed upon an effective aftercare. It ist these 
patients, often unemployed or without a skill or trade. 
These patients suffer especially from deficiencies in nor
mal social skills and these deficiencies are further com
plicated in that after the acute phase of the illness is 
over there remains a reduced level of overall ability. 

It ist this group of patients that gravitate toward 
a chronic condition so quickly when the necessary preven
tive measures are not undertaken. Even today such chronic 
patients make up 50 % of the population of many psychia
tric hospitals. 

Just as damaging and form the long term viewpoint 
purposeless in the phenomen of admission-early discharge
readmission, the so-called "revolving door psychiatry", 
when after the end of the acute phase of his illness the 
patient is discharged without any social or occupational 
aspects of his illness and lifestyle being considered and 
planned for. 

What can we ascertain? 
A primary prevention of mental illness appears to be im
possible. Although the number of first admissions is appa
rently very slightly reduced a noteworthy trend is not 
apparent. However in respect of the prevention of read
mission, the so called secondary prevention there appears 
to be the following picture. 

In the last ten years approximately the half of all 
first admissions must sooner or later be readmitted. This 
figure despite small fluctuations has remained relatively 
constant between 1968 and 1981. 

However between 1968 and 1972 the period during which our 
half-way houses and other community based support faci
lities were established our readmission rates were redu
ced by 14 %. 

The duration of inpatient stay was also reduced and 
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this without an increase in the relapse rates. 

The average length of stay in 1968 was 259 days and 
by 1974 the figure was down to 86 days. 

In respect of the so called tertiary prevention the 
statistics show also some degree of success for our efforts. 
Only 20 % of the patients who we transferred to a rehabi-
litation centre must be returned to us. However from our 
calculation a definite rehabilitation i.e. discharge from 
day clinic/night clinic status in the period between 1968 
and 1981 took place in only 10 % of the patients. 

From our data it is also possible for us to disco
ver certain problems and also to examine all pertinent 
facts there to appertaining in some detail. For example 
whether different rehabilitation units and programs have 
different effects and the costs that are involved. Con
siderable differences between the activities of two psy
chiatric units in general hospitals in our ~atchment area 
were discoverd as a result of a statistical analysis. 

One general hospital unit had as a result of it's 
community oriented policy caused a reduction in admissions 
from their catchment area to our hospital. The figure fell 
from 7 % to 1 % in 10 years. In another unit in the south 
of our catchment area the admissions to our hospital we
re, after the opening of the new unit, doubled. What this 
actually means is not really to us clear. It can be that 
this new facility had discovered a new need without being 
able to fulfil that need. 

To the question of cost effectiveness. We have exa
mined a Therapeutic centre in our neighbouring city Heil
bronn, this centre the Therapeutikum has a sheltered work
shop with 100 places and a hostel with 100 places in com
munity style homes. 

This examination has shown to us that the costs in
volved in such a project are economically good value for 
money and lead to an overall positive assessment. 

By the evaluation of such activities one arrives 
also at a favourable opinion also when from the perspec
tive of the worker in a large hospital such efforts are, 
in comparison to the work involved rewarded with a barely 
measurable success. 

This inability to accurately ascertain progress 
and thereby success can possibly be connected to the fact 
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that, at the moment, we do not know which patients are 
most suited to which therapeutic-rehabilitation facili
ties and when we have this information, when we are able 
to isolate and identify the various factors concerned 
then we will be better able to measure success and fai
lure. At the present moment our criteria for the selec
tion of a patient are not based upon psychiatric grounds 
rather upon the right of the patient to an invalidity 
pension upon health grounds and this, is in the last ana
lysis the deciding factor as to whether or not the patient 
is accepted for a rehabilitation program. 

On the other hand it is now completely accepted 
that there exist patients who, in the absence of reha
bilitation facilities must remain in hospital and who in 
this relatively restricted and restrictive milieu must 
fall prey to the effects of hospitalisation and all that 
involves. 

We have therefore no other choice than to continue 
along the road that we have chosen, perhaps, in the fu-
ture, in the realisation that progress will only with 
great effort, be attained. 

Whatever the case, future assessments must have as 
their goal the attainment of a patient orientated, indi
vidual rehabilitation program. 

Simple euphoria over a great Reform in the problem 
of the rehabilitation of the long-term mentally disorde
red is not enough. 

Translated by: Charles Philipp Hancock 
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PSYCHIATRIC REFORM IN GUGGING SEEN FROM THE VIEWPOINT 

OF PATIENTS AND STAFF 

R. Danzinger, G. Eichberger, and A. Marksteiner 

NO Landeskrankenhaus fiir Psychiatrie und Neurologie 
Gugging, HauptstraBe 2 
3400 Klosterneuburg, Austria 

INTRODUCTION 

The reduction in size and re-structuralisation of large psychiatric 
hospitals developed more dramatically in other countries, where in the 
Sixties a hospitalisation rate of more than 4 beds per 1000 inhabitants 
had been reached, than in Austria. It is common knowledge that the 
num ber of occupied beds was reduced as a result of a modified 
discharge and admissions system, through financial and legislative 
measures introduced by health politicians, the increased use of psycho
pharmaca and probably also through the further development of 
community psychiatric services. 

Nevertheless, this method was not always successful in reaching 
all of the discharged patients, very often in need of help, through the 
appropriate alternative services, as Greenblatt and Glazier ( 1975) 
demonstrated in the USA. The duration of time spent outside the 
hospital is apparently merely one criterion towards assessing the 
quality of a particular course of treatment. Opinions still vary greatly 
as to the optimal organisational structure for psychiatric treatment. 
It seems therefore appropriate to also ask the patients ie. the 
users of the therapeutic facilities, how they regard certain reforms. 

For this reason, patients and staff were asked for their opmlons 
with regard to these reforms, during a relatively fast executed re
structuralisation of the Psychiatric Clinic for Psychiatry and Neurology 
in Klosterneuburg-( Gugging). 

The most important reforms in the hospital, which has compulsory 
admission for a catchment-area of 800 000 inhabitants, were a consistent 
programme of inner sectorisation of all open areas, as well as the 
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introduction of a compulsory course of treatment for diagnostic and 
mixed sex groups. The bedrooms, containing a maximum of 3-6 beds, 
the rest- and function-rooms, as well as the personnel responsible for 
treatment, were organised into 9 sectors, which correspond to the main
area teams ( Bezirkshauptmannschaften) within the eastern part of 
Lower Austria. 

Each of these sector groups receives extensive treatment from 
the same specialist, who has sole responsibility for this and who also 
gives advice to and tends to the out-patients two afternoons per week 
at the appropriate advisory centres. 

An average of 12.5 patients from each sector receives in-patient 
treatment at the hospital, of which approximately 9 partiCipate in a 
treatment- programme. The rest remain in a comparatively small, 
closed area- (2 wards each having 24 beds; out of a total of 134 beds). 
By the second week of treatment already half of the patients are 
receiving out-patient treatment. (Md= 13 days). 

Before this re-structuralisation, the psychiatric clinic in Gugging 
presented the picture of a more traditional sanatorium, having large 
sleeping quarters in which acute and long-stay patients ( separated 
solely according to sex), were held in custody rather than treated. 
Inner sectorisation was accompanied hand in hand with a rapid change 
from a custodial to an activating psychotherapeutically motivated 
style of treatment. 

However the success of all these attempts at reform is 
undoubtedly very much dependent on the co-operation of the patients 

concerned. It seemed therefore appropriate to record the opinions 
of the patients, nurses and doctors at exactly that point in time when 
the change in treatment concept took place. This was achieved by 
means of an attitude questionnaire. 

METHODOLOGY 

For the investigation an attitude questionnaire contammg 35 items 
was compiled. Some items were derived from Stumme's Cologne Project 
(1975); others from the Feldes Scale (1978). In addition questions were 
raised regarding the professional image of the nurses, the teamwork, 
t.he sectorisation of treatment and the grouping together of diagnosti-
cally diverse patients into collective groups. Using this survey method, 
a sample of 45 nurses (trained to Diploma standard - 1/2 of which 
were female, the other half, male nurses), 22 doctors and 48 patients 
were interviewed. 

The data available on this group and the replies of the 48 patients 
were compared. ( 40% Schizophrenic, 13% Depressive. 17% Alcoholic, 
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10% severely neurotically disturbed and 20% Oligophrenic and demented 
patients) . 

RESULTS AND DISCUSSION 

In the following text, only those results which reveal interesting 
differences between the groups interviewed, have been selected. 

It should firstly be mentioned with regard to the question of 
the improvement in care provided resulting from inner sectorisation, 
that all groups reported experiencing a marked or very great improve
ment. The principle of " Unite des soins", according to which patients 
who came from a particular region receive hospital treatment from 
the same therapist; latterly also in the peripheral advisory centres, 
was also seen generally as an improvement in the relationship. 

Significant differences emerged concerning the assessment of 
the professional image of the psychiatric nursing staff. 

Inner sectorisation of a hospital department has the effect that 
patients from totally diverse diagnostic groups, e.g. alcoholics, 
Schizophrenics or depressives, are grouped together for purposes of 
treatment. 

This was viewed less favourably by the patients and nursing staff: 
nevertheless this trend could not be statistically proven. 

Table 1. Assessment of the professional image of the psychiatric 
nursing staff - by employees ( n= 67) and 
patients ( n= 48). 

Most important 
task Patient Staff Total 

To watch over, 
maintain order 27 3 30 

Conversations 
Psychotherapy 
Rehabilitation 21 64 85 

x z = 19,03, p< .001 
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Table 2. Assessment of collective treatment of patients 
sharing the same diagnosis - by patients ( n= 48), 
nursing staff ( n= 45) and doctors ( n= 22) 

For diagnostic 
homogenaiety 

For diagnostic 
heterogenaiety 

Nursing 
Patients Staff Doctors 

33 29 10 

15 16 12 n.s. 

With regard to the question of whether emphasis should be 
placed on single psychotherapy or group therapy, the nursing staff and 
doctors tended to prefer group therapy, while no apparent preference 
could be established in the patients case. 

The question, whether the treatment of patients should remain 
solely ascribed to the doctors, or whether treatment should be carried 
out by various occupational groups such as psychologists, social
workers and occupational therapists, was answered as follows: -The 
doctors were, without exception, in favour of working in conjunction 
with various occupational groups. The psychiatric nursing staff, on 
the other hand, were undecided on this issue ( 57% in favoor of 
treatment exclusively from doctors). 

The question of mixed wards seemed to us an important one. 
This innovation was welcomed by 80% of patients and doctors. How
ever almost half of the nursing staff ( 47%) were against having male 
and female accomodation within one ward. This can be explained by 
the fact that the nursing staff are more deeply roated in the 
institutional tradition, are also more strongly acquainted with the 
custodial tasks, and are afraid of the work difficulties they may 
encounter as a result of this mixing of the sexes. 

The results of the Feldes distance scale ( 1978) which we had 
built into the questionnaire proved surprising. The replies to almost 
all of the questions showed that the patients themselves displayed. 
the most intolerant and distanced attitudes towards their fellow
patients. In the following table is given as an example, the results 
from item 3 of the Feldes scale _" I wouldn It let patients run around 
f reely". 
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Table 3. Attitude towards the confinement of psychiatric 
patients - by patients ( n= 48), nursing staff (n= 45) 
and doctors ( n= 22). 

For confinement 

undecided 

Nursing 
Patients Staff Doctors 

22% 10% 7% 

47% 36% 20% 

against confinement 31% 54% 73% 

Total 100% 100% 100% 

It can clearly be seen that the patients are most in favour of 
the incarceration of psychiatric patients. The patients opinion tallies 
with the opinion of the average member of the public, as recorded 
by Feldes (1978). Similarly Jaeckel and Wieser ( 1970) also made 
comparable findings in a similar study with the townspeople of 
Bremen. Apparently ones attitude towards the mentally ill remains 
essentially unchanged by the fact that one has himself been admitted 
as a patient in a psychiatric hospital. 

Patients also felt they would rather assign only undifferentiated 
work to other patients, would not accept the opini ons of the other 
patients and were not so keen to share the same place of work with 
them. 

However what is striking, is that 47% of the patients are prepared 
to spend their leisure time with other patients. A mere 26% of the 
nursing staff and 0% of the doctors were prepared to be with patients 
during their leisure time as well. This is an important indication that 
patients-clubs do represent an important opportunity for improving 
the quality of the care provided. Incidentally 53% of the patients 
advocate that psychiatric patients should be prevented from having 
children. 35% are undecided on this issue. 93% of the doctors were 
against this; or rather undecided. 

The patients had positive feelings with regard to an evaluation 
of the success of the treatment in the hospital. 91% were convinced 
of the treatment's success. 81% associated the concept of a cure with 
a psychiatric hospital. Admittedly these valuations vary slightly from 
the pronouncements of the nurses ( 77%) and doctors ( 87%). 

The following illustration show clearly once again the relatively 
restrictive attitude of the patients themselves. 
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30% 

20% 

10% 

24% 

5% 

against open 
institutions 

18% 

c=J Patients 

_ Therapeutic 
Staff 

15% 

0% 

for the isolation 
of the mentally ill 

in favour of 
erecting a high 
fence around the 
psychiatric hospital 

Fig.l. Rejecting attitude of patients ( n=48) towards an opening 
up of the psychiatric hospital in comparison to the 
therapeutic staff n= 67). 

A quarter of the patients expressed themselves against open 
institutions; 15% were even in favour of enclosing the psychiatric 
hospital with a high fence. 18% were in favour of isolation of the 
mentally ill. These results are probably related to the widespread 
fear amongst the population of the dangerousness of the mentally 
ill. Evidently having been a patient oneself does not suffice to 
break down this prejudice. 

Admittedly 76% of the patients were agreed as to the question 
of whether the psychiatric hospital should be complemented by open 
outpatient treatment. However this point was almost totally affirmed 
by the nursing staff and doctors and is related, amongst other factors, 
to the generally prevailing climate of reform -ideology in Gugging. 
Finally it should once again be emphasised, that the patients who 
come from a small town or country environment display a very restrictive 
attitude towards their fellow-patients and regard the reforms, such as 
group treatment, the accomodation of men and women in the same 
ward and the opening-up of the institution with some reserve. 
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HOSPITAL REFORM AND PATIENT CAREERS 

Theodor Cahn 

Kantonale Psychiatrische Klinik 
4410 Liestal (Switzerland) 

More or less by way of illustration I should like to present 
a very limited aspect of the reform process taking place in our 
hospital in Liestal, Switzerland, namely the transformation of pa
tient careers inside the hospital. 

First, however, I should like to give an outline of the gene
ral situation: the hospital ist responsible for the integral psychia
tric care of a canton of 220'000 inhabitants comprising partly urban 
and partly rural areas. The reform began in 1979, the hospital ini
tially having custodial character and a correspondingly hierarchical 
structure. The reform meant the adoption of sociopsychiatric prin
ciples including the establishment of a care network outside the 
hospital and a simultaneous internal structural reform (which is 
still far from completion) 6: opening of the hospital, a relatively 
autonomous organisation of the units according to the principles of 
milieu therapy, and the gearing of the long-stay sector to rehabili
tation. This has enabled the number of beds to be reduced from 400 
to 300, solely at the expense of the long-stay sector. 

Patient careers within the hospital have always received our 
special attention. We regard them as an important structural charac
teristic which must not be neglected in our efforts to achieve re
form. By "career" I mean the illness course structure resulting from 
the interplay of individual conditions and the situation existing in 
the institution. In typical careers the patients pass through speci
fic roles, and corresponding characteristics are imprinted on them. 
Goffman4 speaks of the "study of the self under institutional con
ditions". However, according to my observations the classification 
of a patient as chronic is a decisive factor. I believe that this 
classification results not so much from "objective" diagnostic 
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criteria which are independent of the institution as from the unit 
in which the patient is hospitalised. A patient who lives in a chro
nic unit is regarded, per se, as chronic3 • The descent into chronici
ty and the problem of hospitalism is therefore essentially a problem 
of differentiation between the hospital units and the scheme of 
transfers to which the patients are subjected. 

In our hospital the following system applied prior to the re
form: On admission the patient was placed in the closed admission 
unit (with restless patients), first in the observation ward und then 
in a tract with separate rooms. If the patient progressed satisfac
torily (i.e. if he succeeded in adapting within a reasonable time) 
he was transferred to an open discharge unit where he was able to 
continue his recovery until he was discharged. If his progress was 
less favourable he was placed in a chronic unit in an older, neigh
bouring building with resonably pleasant and liberal conditions. 
If the patient also failed to adapt to conditions there, he was 
transferred to a unit in an old building further away. This was a 
collecting place for chronic psychotics, oligophrenics and patients 
suffering from personality disorders with a severe socialisation 
deficit. 

Thus the patients' careers were characterised by the existence 
of an "end-of-the-line-unit"S,7 such as are or were formerly found 
in many places. This hat the following characteristics: admissions 
to the unit took place only through a "descending" career, and pa
tients left it only as a result of transfer due to physical illness 
or on administrative grounds or when they died, and not as a result 
of rehabilitation. These units were in the oldest buildings of the 
hospital with the poorest amenities. They were overcrowded, and 
offered very little opportunitiy for privacy. All the characteristics 
of a total institution were found there4 , and almost all the unit's 
long-term inmates showed marked hospitalism8• This sector was also 
a collecting place for "chronicised" nursing personnel, or in other 
words for staff who hat sought a quiet job far from the main centres 
of activity. 

Thus a hierarchically organised institution produced a diffe
rence in status between the individual units. In this structure the 
career of discrimination which had led to the patients' hospitali
sation was- continued inside the hospital. 

At the beginning of the reform phase we already decided to im
prove the structure of these units and gradually to discontinue 
them. This measure had repercussions for the whole hospital: we pro
hibited transfers and all new admissions to these units in order to 
"dry them out". This measure was immediately felt in the other units, 
since it made it much more difficult to relieve pressures within 
them by transferring difficult patients. Thus the admission units 
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had to learn more how to handle longer-term problems. Roughly at 
the same time we introduced a system of personal relationship into 
the care of the patients. The personal bond that developed between 
the nurse and patient to oppose such moves. As a consequence there 
was also a fall in the number of transfers to the open "discharge 
units" since the teams in the admission units wished to continue 
treating their patients until they were discharged. Soon these dis
charge units unexpectedly proved superfluous. An important aid in 
this connection was the parallel creation of a system of opportuni
ties for outpatient care. 

Thus the patient1s hospital career was no longer characterised 
by a routine of transfers. In normal cases the patient remaines in 
the admission unit, and in time a new problem developed in as much 
as a few patients "stuck" in the admission units for long periods. 
This created capacity problems and also resulted in pressures origi
nating from the personnel, who were poorly able to cope with patients 
who followed such a course. However, these long-stay patients in the 
acute units differed appreciably from the former chronic patients in 
the chronic units; they were appreciably more "lively" and sometimes 
so lively as to cause a disturbance. Whereas the "classical" picture 
of the chronic patient is one characterised by autism, the scene was 
now dominated by acute regression forms with psychotic manifestations 
or excitement conditions (change from understimulation to overstimu
lation, see Ciompi 2). We endeavoured to counter this problem by 
introducing a few special rules and therapeutic frameworks for long
stay patients living in the admission units. 

A few patients were able to move back from the chronic units to 
the acute sector. Activating measures were taken in the chronic unit~ 
In some cases this led to a clarification of the symptoms. Such 
critical moments were then taken as an opportunity to transfer the 
patient, although this occured relatively seldom. 

For appreciable more patients the moving of whole units or rela
tively large groups of patients also created a new situation with 
regard to their careers: as a result of the falling number of beds 
and the planned emptying of certain parts of the hospital, in the 
last few years almost all long-stay patients have experienced such 
a change at some time. 

These moves hav,e resulted in the patients being placed in more 
habitable quarters, and above all the opportunity has been taken 
to abolish the former sex segregation and to create mixed units. 

The structural measures I have mentioned so far were carried 
out with priority. Not until the next phase did we begin with the 
establishment of an actual rehabilitation unit, which has now been 
in operation fUr 9 months. In other words our fist step was to 
largely eliminate the structures that produced a descending patient 
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career. Only then did we create the rehabilitation unit as a faci
lity aimed at permitting and ascending career. One of the results 
of this policy was that most of the hospital was included in the 
reform from the outset. 

What career is now followed by patients admitted to the hospital? 
- The newly admitted patient is placed in the admission unit. Within 
the hospital, as a rule his status will not deteriorate further. The 
overwhelming majority of patients remain in the unit until they are 
discharged, even if their stay is a long one. Transfer to the re
habilitation unit can be considered for a few of these longer-term 
patients in cases where it is necessary to build up their "social 
person" from the beginning. After the patients' discharge there are 
various possibilities of semi-outpatient or outpatient further care. 
With regard to the question of chronicity we can say the following: 
therapeutic resignation in connection with prolonged illness is no 
longer accepted: patients are no longer pushed aside into the thinly 
staffed long-stay units. This does not eliminate the problem of 
chronicity and institutionalisrnl ,9, but it is always possible to 
prevent patients from sinking to a vita minima level characterised 
by severe institutionalism. In most cases stabilisation outside the 
hospital milieu is achieved. All the patients who now remain in the 
hospital as chronic cases have severe premorbid handicaps9 or sociali
sation defects, and most of them have had long institutional careers 
in other places. 

The chronic patients from previous years have experienced 
changes of milieu within the hospital, mostly within groups or parts 
of groups who previously lived together. Their living conditions 
have greatly improved as a result. We endeavour to ensure a good 
homelike atmosphere, particularly for patients whose age gives them 
little chance of rehabilitation. It can be said that in their 
careers their status hat improved from that of "inmates" to that of 
"pensioners". At a result of their transfer to the more stimulating 
acute milieu it has been possible to assign a minority of the long
stay patients to the rehabilitation unit. 

The reform has not been without its costs. The patients and 
personnel have been presented with many new situations with resul
tant tensions, anxiety and uncertainty. Two suicides of patients 
can partly be attributed to the relevant changes. A new difficulty 
has also appeared: in the few cases where it is necessary to trans
fer patients for reasons of capacity, a process which was formerly 
a routine part of their careers is regarded as a major crisis by 
both patients and personnel and costs a great deal of trouble and 
energy. 

On balance, however, I consider the results to be favourable. 
The effectiveness of an internal hospital reform is no doubt also 
reflected in its success in giving a new turn to the patients' 
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careers and eliminating the downward pathway to the limbo of the 
chronic units. If this has been achieved, the hospital as a whole 
ceases to be the "end of the line". 
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THE SPATREHABILITATION OF THE PSYCHIATRIC HOSPITAL 

SUMMARY 

Ernst Rainer and Manfred Stelzig 

Landesnervenklinik Salzburg 
Ignaz-Harrer-StraSe 79 
A-5020 Salzburg 

More than 20 years ago in Salzburg, the psychiatric reforms 
started with the opening of the greater part of the wards of the 
once so called "Psychiatric Care and Nursing home". The 
"Psychiatric Hospital Department" was opened at the first step. 
Presently 100 out of 152 beds, which is about 73%, belong to the 
open part. 
Gastager established therapeutic communities and introduced step 
by step institutions managing the long stay patients, such as 
halfway-houses and living communities, as well as day- and 
nightclinics, therapeutic clubs and sectorised long time care 
after dismissal, which is now been taken over by the social 
medical unit of the district government. 
Since january 1981 we could start with desicive reforms also in 
the second psychiatric department of the Neural and Psychiatric 
Hospital in Salzburg, the "Care and Rehabilitations Unit". 
For instance the number of beds was lowered from 225 to 187. Of 
the originally totaly closed department are now 72 beds (38%) 
in the open and 26 beds in the so called halfopen part. 
The present account deals with two themes: 

The first part describes the psychiatric care in the 
district of Salzburg after 20 years of psychiatric reforms and 
thus gives a survey over the greater frame within the 
"Spatrehabilitation" is practiced. 
The second part discusses the practical experiences and results 
of the "Spatrehabilitation" in the "Care and Rehabilitation Unit" 
since january 1981. 

649 



THE PSYCHIATRIC CARE IN THE DISTRICT OF SALZBURG 

Salzburg is a federal district with about 450.000 inhabi
tants, the district capital Salzburg has about 140.000 inhabitants. 
The district Neural and Psychiatric Hospital as a psychiatric 
central hospital comprises psychiatric wards for acute and sub
acute patients, a psychiatric care and rehabilitation unit, further 
an neural-psychogeriatric department, a neurological department, 
a neurosurgical department and a neuroradiological department. 

The psychiatric department headed by Gastager carries with 
about 3.000 admissions a year the greater part of the psychiatric 
acute care. The average time of hospitalisation of the patients 
is about 15 days. 
This department consists of 2 locked admission wards with 
20 respectivly 22 beds, furthermore open wards such as the 
behavioural therapy unit and the psychiatric ward for younger 
people and associated are also 2 hostels, a dayclinic and a 
ward for crisis management. 
The Psychiatric Care and Rehabilitation unit comprises two locked 
facilities for men with 29 respectivly 38 beds, the latter of 
which was subdivided, one part of which is soon going to be 
opened. A womens' ward with 38 beds has already been subdivided 
into an open and a locked part. A Rehabilitation ward with 57 beds 
belongs also to this department and is organized as a hostel in 
which the long stay rehabilitation patients are going to be 
prepared to live privatly outside the psychiatric hospital. This 
building is subdivided into 12 living communities, each unit 
offering 2 bedrooms, a kitchen, a bathroom and a WC of its 
own. 
Another main directive of this department lies in the fields of 
work- and professional rehabilitation. The step by step rehabili
tation into the professional life is done through trainings- and 
therapy programms as well as so called protected jobs in the work
shops of the hospital (for instance gardening, laundry, kitchen, 
administration, tayloring etc.). Presently 23 of these protected 
jobs out of 30 available ones whithin the ground of the hospital 
are held by expatients. 

Management after dismissal 

The psychiatric management after dismissal is performed by 
clinical institutions such as day- and nightclinic; the care taken 
by the therapists of the hospital, by private physicians, by 
private institutions and by the social medical care of the 
government (Sozialmedizinischer Dienst der Landesregierung). 
Especially the latter ist carrying the main burden of the 
following care management. If it is whished each patient after 
dismissal visited by psychiatrists, psychologists, social workers 
and (male) nurses at least once an month in his home or is 
counseled on an outpatient basis. 
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Further institutiones 

The district federation for psychohygiene has two hostels 
for alcoholics, as well as a counseling institution for drug 
department people. The association of parents of drug dependent 
youngsters supports a living community for drug dependent youth 
and supports them, when they are looking for jobs etc. 
The association "Lebenshilfe" with hostels, kindergarden, work
shops and day care homes for psychic and intellectually handi
capped. 
The society PMI (pro mente infirmis) has a halfway-house as well as 
a counseling board and organizes courses for lay persons, who want 
to help outpatients. Several social centers and counseling boards 
are organized as private associations. 
Also all the other social servises like "meals on wheels", "home 
nursing", "Erwachsenenhilfe" etc. has been shown of great 
importance for the success of the "Spatrehabilitation", because 
in this way the number of readmissions into a psychiatric hospital 
out of purely social reasons can be kept low. 

"THE SPATREHABILITATION" 

When Rainer took over the care and rehabilitation 
department in january 1981 he aspired two main things: 

I. the "Spatrehabilitation" in the sense of Gastager 
II. the enlargement of the institutions for job and professional 

rehabilitation 

In the end of 1980 the department consisted of 4 locked facilities 
with a total of 225 beds. In prospect was the openinq of a 
rehabilitation ward with the character of a hostel for january 1982. 
Thus it was necessary as a first step to prepare patients for the 
moving in this unlocked facility. 87 patients with an average of 
46 yearsand an average duration of hospitalisation of 12,7 years 
have been included into this preparational training. In a special 
project, Mackinger has trained these patients together with 
12 therapists in 4 groups and prepared them for moving. This 
project study was financed out of the "fund for the furtherance 
of science and research". The preparatory training was auided 
according to several therapeutic concepts, the ~esults of which 
are compared afterwards. In several publications Mackinger 
looked at the course of this project. 
In january 1982 the patients moved into the unlocked 
rehabilitation ward and despite many fears out of different 
directions no difficulties arose. The patients soon found their 
ways in the new surrounding with ease. 
In 1982 Rainer duscussed the possibilities and problems of such 
a proseeding. 
In the course of this move two locked facilities were shut down 
and the number of beds was reduced from 225 to 187. 
As it could be expected, in some cases, people to be put back to 
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the locked ward for a time. The reasons for that were aggressive 
behaivor of oligophrenic patients toward other people, psychotic 
exacerbations where people endangered themselves as well as severe 
relapses of alcoholism of chronic alcoholics. 

On that, some data 
Out of 56 patients, who moved in january 1982 to the 

rehabilitation ward, we could until now (june 1983) dismiss 
12 into the private home, 4 others into living communities, 
1 patient is in an nursing home. Out of the above reasons, we 
had to transfer back to the locked facilities 2 patients 
3 times, 6 patients 2 times and 12 patients once in that time 
(january 1982 - june 1983). 
To regain the capability to hold a job, means for the psychiatric 
patients a decisive step to a social rehabilitation. By means of 
a step by step programm which starts with simple working 
exercises up to worktrainings and to protected jobs, we try to 
guide back the handicapped person gradually towards a general 
capability to work. In collaboration with the job market and the 
utillization of the possibilities offered by the concerning 
handicapped people, we try to make use of this regained 
capability for working in professional life. 
In 1981, for example, 41 persons were taken into especial work 
training. Of these 41 trained people 20 failed, 21 were 
successful. For 8 expatients we could find jobs on the free 
job market, 13 are employed partly in the protected workshops, 
partly in the enterprises of the "Landesnervenklinik Salzburg". 

The here described changes from a totaly locked "chronical" 
department into an department with open wards, hostels respectivly 
hallWay-houses has soon led to a mOIerelaxed relationship toward 
the public as well as to an improvement of the clime between 
psychiatry and offices and government institutions. The often 
encountered principal of saving and safety of some offices has 
given way to a more positive and dynamic attitude. The problem 
concerning the chronic psychiatric and intellectual handicapped 
persons, so far well hidden behind closed doors, has entered the 
consciousness of the public through his opening. 
Doubtless we need further steps on this way and also we shall 
have to make corrections in some measures taken so far. 

Some data show the new dxnamics of the department 

1981 1982 1983 (until june) 

admissions 122 198 175 
readmissions 36 64 49 
Hospital (transfer-
and retransfer) 8 28 16 
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average durations of hospitalisation: 

1981 2.330 days 6,4 years 
1982 606 days 1,66 years 
1983 380 days 1,04 years 

Especial the here given data clearly shows the success of the 
measures of the "Spatrehabilitation" also show that the fears 
expressed of several people, that the number of readmissions of 
dismissed patients would increase drastially, have not verifyed. 

dismissals: 

private homes 
nursing homes 
Grafenhof 
geriatric homes 
hostels for psychiatric 
expatients 
hostels for alcoholics 
Lebenshilfe 
halfway-houses 
living communities 

1981 

104 
2 
3 
7 

5 
3 
0 
1 
5 

1982 

116 
12 
6 

11 

3 
7 
3 
2 
2 

1983 (until june) 

110 
11 
11 
13 

4 
1 
2 
3 
3 

In these 2 1/2 years a total of 14 patients die, however, not 
through suicide but through medical diseases. 

At last a survay over the beds in open and locked wards of the 
two psychiatric departments. 

departmen t:s 

Psychiatric Hospital 
department 

care and 
rehabilitation 
department 

total 

152 beds 

187 beds 

open 

110 beds 
(ca.73%) 

72 beds 
(ca,38%) 

halfopen 

26 beds 
(ca.14%) 

closed 

42 beds 
(ca.27%) 

89 beds 
(ca.48%) 

As a next step concerning the care and rehabilitation department 
we are planing to reduce the beds in the locked parts to 51 beds 
(ca.27%) . 
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PSYCHIATRIC OUT-PATIENT DEPARTMENTS AND THEIR FURTHER 
DEVELOPMENT - CONTRIBUTION TO STRUCTURAL RESEARCH IN 
PSYCHIATRY 

M. Bergener 

Rheinische Landesklinik K6ln 
Wilhelm-Griesinger-Str. 23 
D-5000 K6ln 91 (Merheim) 

More and more, the question of effectiveness and efficiancy of medicine in 
general, as well as of psychiatry has come into the foreground of public 
interest. 

It is supposed to be common place that a reform of psychiatric care is 
necessasry and urgent. However, for this decade any actual facilities and 
treatment plans have not been worked out yet. Even the "Inquiry of the 
situation in psychiatry in the Federal Republic of Germany", has not 
changed the present status. 

The question arises what really has to be done in this situation? 

In my opinion the inquiry has formulated the guide-lines for a "thinkable" 
psychiatry, whereas now the elements of a "workable" psychiatry must have 
priority. Its gradual development and realisation has to be based on an 
extensive conception of medical treatment and care. 

Besides the request for medical care within the community, the transfer 
from in-patient treatment to improved clinic ambulant care, appears to be 
of particular, may be even pre-eminent importance. 

Not only from the theoretical point of view the establishment of out-patient 
departments was one of the predominant demands put forward in the above 
mentioned inquiry, in order to eliminate the deplorable state of affaires in 
psychiatric care commonly being complained about. 

Out-patient departments should of course not compete with already existing 
institutions but cover complementary tasks. 

From the very start in the "Rheinische Landesklinik K61n" these demands 
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were taken into account. This clinic was opened in t974, with a capacity of 
435 patients. The hospital is responsible for the psychiatric care of most 
districts in Cologne - an area including nearly 900.000 inhabitants. The 
conception of this hospital is based on the idea of improving the continuity 
of psychiatric treatment, not only limited to in-patient care. Furthermore 
the cooperation and co-ordination with other medical and social depart
ments should be promoted, in order to ensure an effective combination of all 
kinds of medical care. 

The advances in psychopharmacologic therapy and the improvement in 
psychotherapeutics, encouraged the transfer from in-patient treatment 
either to parttime care in hospital, but even more to the ambulant and 
complementary branch thus resulting in a decrease of enormous over
capacities in main psychiatric hospitals. 

According to the demands mentioned in the inquiry with regard to the 
effects of out-patient treatment, the following hypotheses can be deducted: 

Reduction of hospital admissions, 
Prevention of wrong admissions, 
Shortening of in-hospital stay, 
Reduction of recidivations, 
Improvement and guarantee of aftercare. 

These hypotheses were subjected to an empIric investigation on the basis of 
statistical data taken from an evaluation regarding the first two years of 
activities in the "Rheinische Landesklinik Koln" out-patient department. The 
investigation referred to two different sources of information: 

out-patient department's file, 
records of patients being treated in hospital. 

On the basis of these sources the following data were compiled: 

all admissions in the out-patient department; 
in-patient admissions by the doctor being in call; 
all patients being returned as case of emergency in the out-patient 
department; 
all patients discharged after being treated in hospital. 

Furthermore, additional information was included deriving from other 
hospitals in the Rhineland area as well as statistical material which was 
handed over by the community health insurance / Cologne (AOK). Those sets 
of data being important for the examination of the hypotheses were encoded 
by using a code structure. Each hypothesis was checked twice where 
possible. As generally known, for retrospective investigations an accurate 
inspection cannot be obtained. It is well-known, however, that the 
plausibility of any conclusion is increased substantially, in case it is based on 
two different sources of information with similar constellation of results. 
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In the following, let me summarize the results of this investigation. They do 
of course not allow a kind of final solution. Though the results were not 
expected of generally foreseen, they seem to be of importance for the 
future conception and planning of out-patient treatment in psychiatric 
hospitals. 

The assumption that through out-patient care the in-patient treatment could 
rather be avoided was not confirmed by the trends being analysed in 
institutions for psychiatric care in the Rhineland area. In fact the continous 
rise of admissions was not suspended after opening the "Rheinische Landes
klinik". The quantity of admissions was increased and even doubled in the 
area the new hospital was responsible for. 

A possible explanation for this development might be that the intensity of 
use is dependent on type and quality of diagnostic and therapeutic care. 

On the other hand the increase of in-hospital admissions is accompanied by a 
reduction of patient capacities, in the medical care institutions in the 
Rhineland area - this is indicated by the fact that since 1974 the actual stay 
in psychiatric hospitals was reduced. 

This increase of admissions being observed since the clinic was opened, can 
first of all be explained by the over-proportionate amount of diagnoses such 
as neuroses, personality disorders and addiction diseases. Yet in the 
following years this situation changed evidently. At present, geriatric 
diseases and drug dependences have come into the forefront. 

The second hypothesis - decrease in wrong admissions - shows a trend 
towards the postulated direction. 

The out-patient department's screening function is mainly diminished during 
the night as well as over the weekend and during times of emergency 
service. On the other hand there is no doubt that by establishing an 
ambulant care the primary wrong admissions have been considerably 
reduced. 

The additional hypotheses having been discussed in connection with in
hospital admissions 

reduction of treatment period in hospital 
reduction of recidivations 

could not be proved by analysing the chronological data which were taken 
from different psychiatric hospitals in the Rhineland area. As we have 
already seen, a higher amount of admissions is accommodated by a 
substantial reduction in patient capacities. The further development in the 
"Rheinische Landesklinik K61n", however, does undoubtedly illustrate the 
positive effect of ambulant psychiatric care within a clinic. 

The results of this ivestigation clearly show, that neither the patients' stay 
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in hospital can be shortened nor is it possible to cut down the amount of 
recidivations through out-patient treatment. Yet a transfer of patients 
could be achieved who would in fact require in-hospital care by following 
the present standards. 

Out-patient care after discharge did not influence the frequency of re
admission. In order to analyse this item two groups were compared - on~ 
consisting of patients being treated within the clinic whereas the other 
group included patients without out-patient care after having been 
discharged. In this respect no difference in the frequency of re-admissions 
between these groups could be observed. Furthermore no definite results 
were found with regard to private psychiatrists taking care of patients after 
having been discharged from hospital. This kind of out-patient treatment did 
not at all prevent re-admissions or at least significantly diminished the 
frequency. The admissions amounted to approximately twenty percent 
independent of whether any after-care was practised or not. Though the 
analysis of different diagnoses did not result in recognizable differences 
changes in the distribution of diagnoses, indicate that chief importance in 
psychiatric therapy is seadily occupied Qyout-patient treatment; supposedly 
this development is going to turn even stronger towards this direction in the 
future. On the other hand a number of serious psychiatric diseased has to be 
faced which require in-hospital treatment. Although these kinds of diseases 
steadily decrease, in-hospital care is needed regardless of having the 
possibility of out-patient treatment and largely independent whether this 
kind of treatment is being made use of. 

Furthermore, the diagnosis is far more important than the kind of medical 
care and the question if and to what extent the patient makes use of the 
treatment. The same phenomenon can be observed with regard to the 
frequency of re-admissions having a distinct relation to the respective 
groups of diagnosis, whereas the question, how patients are taken care of 
after discharge only playa minor role. 

Surveying the results just being discussed, it is obvious that predominantly 
they do not correspond with those expectations being developed on the basis 
of hypotheses and uncritical hopes regarding the efficiancy of out-patient 
psychiatric care. Yet this investigation did not already disprove the 
anticipations as a whole. Moreover the investigations carried out so far, 
show enormous difficulties in the realization of evaluative research in the 
field of psychiatric care structures. 

Having in mind the results of this investigation with regard to the five 
hypotheses, we can only draw one conclusion - the effects of out-patient 
treatment have not been clarified yet. Additional tests of ambulant care and 
the evaluation over a longer period are essential. Until further tests have 
been carried out, care must be taken regarding any general statements. Still 
there remains no doubt that out-patient treatment shows positive prospects: 
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Close connection with different medical disciplines; 
Integral function regarding the integration of psychiatry in general 
medicine; 
Most of all I see the advantages in the chance to force the growth 
of specialisation. Psychiatrists, psychotherapists, psychologists, 
and social workers from a team; 
Another chance is the facilitation of access and finally 
Greater flexibility of medical care person ell in acute out-patient 
treatment in case of emergency. 

At any rate, it has to be cleared what on the long run proves to be more 
efficient in psychiatric care - constancy in medical function, that is to say 
ambulant or in-hospital treatment whereas the other alternative is 
constancy in the medical person combinging out-patient and in-patient care. 

In order to avoid any misunderstanding, I would like to state that so far no 
proof has been made to justify attempts to relinquish out-patient care in the 
future. On the contrary the present investigations impressively show the 
real importance of such kind of medical care. Within these studies, it is 
repeatedly required to give up those arguments which declare established 
medical care structures to be inefficient, though this reasining cannot 
withstand amiric scrutiny. In addition caution seems to be appropriate 
towards general conclusions especiaUy because all studies as to the 
efficiancy of psychiatric out-patient treatment were carried out from the 
position of in-hospital care and any direct comparison with private 
psychiatrists is still outstanding. 

Regardless the direction, any future activities will be taking: In any case the 
major command must be absolute guarantee of continuity in treatment and 
thereby the continuous doctor-patient-relationship. AU elements a system of 
in-community psychiatry consists of should be judged according to this 
objective and its further promotion and realization. 

Let me come to an end. Following general evolutionary principles the 
necessity of specialisation cannot be neglected. This statement is of course 
vaJid for professional practice as well as for the scientific field. 

In my opinion, one of the major tasks for the eighties will be the 
development of a dynamic psychopathology being based predominantly on 
psychoanalysis, thus supporting practical psychotherapeutic activities. 
Pharmacotherapy, sociotherapy and psychotherapy are regarded as the three 
most essential columns psychiatric therapy is rested upon. The theoretical 
fundamentals derive from biology, sociology, and psychology - very 
heterogeneous sciences. Their amalgamation in the sense of interdisciplinary 
cooperation being more than mere multiprofessionality has not been 
achieved satisfactorily. There still exists a despressing discrepancy between 
theory and practice, requirement and reality; pragmatism alone will not help 
to close this gap. Repeatedly severe criticism is aroused not limited to 
arguments from the antipsychiatric side. Even supporters are right to 
request reforms. The present situation can only be overcome by more 
efforts with regard to scientific character and objectivity of analysis. 
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THERAPY-COMPARISON WITHIN A REHABILITATION FRAMEWORK 

Herbert Mackinger 

Institute for Psychology at the University of Salzburg 
Akademiestrasse 22, A-5020 Salzburg and 
Hospital for Nervous and Mental Diseases, Salzburg 
Ignaz-Harrer-Strasse 79, A-5020 Salzburg 

THERAPY-COMPARISON WITHIN A REHABILITATION FRAMEWORK 

In Salzburg/Austria, restructuring of wards was undertaken on a 
large scale in the course of the general reform of psychiatric 
in-patient treatment. Among other things, part of the closed ward 
for the chronically ill was to be closed, and the patients were 
to be transferred to an open home on hospital grounds in order 
to meet the requirements of late rehabilitation (Gastager, 1969). 
The patients chosen were to be prepared for their new living 
arrangements with the aid of psychological training-programs, 
so that optimal minimization of the risks involved could be 
achieved, or better, greatest possible success of the training 
programs would mean maximum subjective well-being on the part 
of the patients as well as their successful mastering of the new 
requirements of the home. 

Due to financial support by the "Fonds zur Forderung der 
wissenschaft1ichen Forschung" in Vienna, it was possible to 
conduct a project which necessitated the employment of additional 
staff-members for therapeutic and scientific purposes. 

1. The project-Design 

For a therapy-comparison study, 78 patients were divided into 
three groups of 20 patients each and a control-group of 18. One 
group was to be treated with behavior therapy, another one was 
mecnt to function according to the principles of the therapeutic 
community, and a third would be treated by non-professional 
therapists only. The control-group would receive the traditional 
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Fig. 1. Project-design, phases 

hospital treatment without any additional therapeutic measures 
taken. There were four trainers at disposal for each of the three 
active training-conditions, eight psychologists and 4 non-pro
fessional trainers. This ratio was prevalent during the first 
four months, i.e. from January to April, 1981; there were only 
three trainers at disposal altogether during the following four 
months, and the sub-division of the groups was terminated. 
From September, '81, till August, '82, there were six trainers. 
The transferral of the patients and occupation of the home, 
which had been completed in the meantime, also took place within 
this period (January, '82) (see fig.no.l). Training took place 
each weekday for 2 - 3 hours. Patients were chosen by the ward 
staff (medical doctors, nurses). 78 from 173 patients were 
judged to be optimally suited for an open home on clinic grounds. 
The division into groups was conducted in such Cl manner, that 
they should be comparable in terms of diagnoses, age, sex, and 
length of hospitalization, although without separating friends 
in the process. 

A number of independent variables were assessed: Trainer-
and patient-behavior were observed continually, i.e. daily, during 
the first four months. For trainer observation, we used the 
"Staff-Resident-Interaction-Chronograph" (SRIC, Licht, 1979} , 
for patient observation the "Behavior-Oberservation-Instruroent" 
(BOI, Alevizos et.al., 1978). Observer agreement was trained on 
both instruments to a satisfactory degree before onset. 

Distributed along the entire 18-month period, 10 patient 
judgements were conducted on the "Psychiatric Assessment Scale" 
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(PAS, Krawieka et. al., 1977), and on a slightly modified version 
of the "Disability Assessment Schedule" (DAS, Jablensky et al., 
1980). At three different points, at onset of the project, after 
four months, and shortly before the end of the project, additional 
areas were assessed, such as social problem-solving ability (by 
use of a modified version of the "Means Ends Problem Solving", 
MEPS, Platt and Spivak, 1975), the personal attribution-styles 
as well as the intensity and structure of patients' personal 
values and needs. Further measurements: Therapist Orientation 
Sheet, (TOS, Paul and Lentz, 1977), sociograrnrnes, IQ, etc. 

As there is not enough room here to present the results in 
full detail, the possibilities inherent in our research approach 
will be demonstrated with only a few examples. (for further 
results see: Mackinger, 1983; Schiepek, 1983). Modelling our's 
on Gordon Pauls' question: "What treatment, by whom, is most 
effective for this individual with that specific problem, under 
which set of circumstances, and how does it corne about?" (Paul, 
1969), which refers to behavior therapy, though, we could ask here: 
"Who (whc.t group, organization) contributes what (therapy, money, 
staff) to which extent (primarily, supplementarily), when 
(optimal moment in time) and for how long, in order to optimize 
which effect (economization, patient improvement)? To be more 
concrete, some of the questions were: Are there differential 
effects of therapeutic conditions (also in coparison to controls), 
or among patients with different diagnoses? On which dependent 
variables do these effects appear? Which effects are merely a 
result of the occupation of the new horne (given consistency 
of therapeutic measures)? Which are the courses of change? Are 
there any connections between concrete therapist behavior 
(independent variable) and patient behavior (dependent variable)? 

2. Some Quantitative Results 

a) The therapists' behavior: The therapists' behavior was 
observed daily during the first 75 days of the project in order 
to assess whether they behaved in accordance with prior ex
pectation i.o.w., in accordance with the chosen therapeutic 
approach. Furthermore, orientation questionnaires and activity
assessments were used, and from this it was possible to deter
mine with a certain degree of accuracy, that the trainers of 
the different groups in our project actually did display 
differing behaviors which corresponded to specifications. 

Fig.no. 2 shows the course of one specific behavior (item: 
"Total of therapists' positive verbalizations to their patients" 
from SRIC, Licht et al., 1979) over the first 75 days. During 
the first six weeks, the therapists were told to maintain a 
"baseline", and only to begin with their specific form of 
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Fig. 2. Trainer-behavior during the first 75 days of 
the project; category "positive verbalizations to 
patients" from SRIC (Licht, 1979). The first 30 days 
were meant as a baseline period. 

intervention after that period. Apparently (see fig.no. 2), the 
specific phase only differs from the non-specific with the 
behavior therapists (on the concrete item). By correllation with 
daily observed patient behavior, it is possible to prove direct 
effects of therapy. 
b) Participants versus drop:outs: We see a representation in fig. 
no.3 (left side, item "depression") showing different effects 
according to whether the patients participated in the offered 
training-programmes, or whether they refused participation 
(drop-outs!). Criterion was the participation in more than 40% 
of the offered training program-units, or less, respectively. 
Showing the same values for "depression" at first assessment, 
from the second assessment on, the two groups differ considerably, 
"participants" showing the better values. "Participants" 
"depression"-values drop considerably. 
c) Change of living-arrangements: If we supplement the first 4 
months of the project by the period between Oct. '81 and Jul. '82 
(right side of fig.no.3) , during which the occupation also took 
place, we can clearly see a peculiarity of the course. "Drop
outs" are still much more depressive than "participants", but 
the "participants", too, show a momentary rise, i.o.w., a 
relapse to the level of depression at onset in the Feb. '82 
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Fig. 3. Item "Depression" from PAS (Krawieka et al., 
1977). Broken lines: drop-outs (therapy-resistant), 
hachure: patients with at least 40% particiaption in 
training-uni ts. In Jan. '82, the occupation of t.he new 
home took place. (expert-ratings) 

measurement (8.measurement). This result can hardly be explained 
in any other way than being considered an effect of moving to 
the new home. Since - as opposed to drop-outs - the "participants" 
depression-level soon thereafter drops to the best level 
achieved prior to moving, one can conclude, that there must be 
quite a bit of emotional differentiation in the members of this 
group. It is not obvious, though, whether this is due to patient 
selection or an actual effect of the training program. 
d) Different forms of training: The next question is, whether any 
specific effects of different forms of training can be found. On 
the dependent variables mentioned, only relatively small, 
satistically insignificant differences were reached between 
training-groups, but significant effects over the time were 
found. 

3. On the Form of Research Chosen 

We would like to characterize our approach in the following 
way: By engaging in "interventive research", an external research 
staff attempts to change the established structure of an 
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institution. This staff only spends a limited period of time 
within the existing field of treatment and attempts tc influence 
and restructure this field in cooperation with the resident staff, 
as well as measure and evaluate the achieved effects and the 
process of change scientifically. 
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IS INSTITUTIONAL TRANSFERENCE AN OVER-USED CONCEPT IN THE TREATMENT 

OF CHRONIC PSYCHIATRIC PATIENTS? 

SUMMARY 

Farideh de Bosset 

Assistant Professor, Department of Psychiatry 
University of Toronto, Staff psychiatrist Out-patient 
Services, St. Michael's Hospital, Toronto 

The concept of institutional transference - i.e. relating to 
an institution rather than to a therapist - was initially observed 
among a small number of chronic psychiatric patients. Recently, 
this concept has been over-used to the extent that it has become 
synonymous with treatment of these patients. This paper describes 
the observation of the author in an out-patient clinic where the 
phenomenon of institutional transference is observed among 10% of 
the general population of the patients who form one-third of those 
suffering from chronic schizophrenic illness. Therefore, it is 
far from being a general occurrence among these patients. 

BACKGROUND 

Relating to an atmosphere, an aura, or fantasy of a physical 
setting, a clinic, an institution, or a theoretical system was 
initially described by Reider in 1953 as institutional transference 
(1). This concept has been useful in relieving the therapist of the 
difficult task of treating patients suffering from disabling illnesses 
whose mark will stay with them and who by the nature of their 
ailment, their distrust and allofness, have difficulty in establishing 
satisfactory relationships. They may stay dependent upon the system 
of psychiatric care for the rest of their lives (2,3,4). In recent 
years, this concept has been generalized to the point of becoming 
synonymous with treatment of chronic psychiatric patients. It has 
e~en been used towards disengagement of one-to-one relationships in 
chronic psychiatric patients in the hope of increasing the number 
of patients discharged from an out-patient clinic. (5) • 
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Such a generalization may lighten to some extent the task of 
the therapist but it pays disservice to the patients who, in spite 
of difficulty in relating, are able eventually to establish 
communication, and rapport, and a working alliance with the therapist 
which may lead them towards therapeutic goals, mainly self 
sufficiency. 

The establishment of a working alliance is a major task with 
these patients. It requires a long period of time and consistency 
that a student or psychiatric resident, by the nature of their 
training and short stay in any given place, cannot provide. This 
hindrance, along with patients' difficulties related to their 
illness have been interpreted as the patients' lack of desire for 
human relatedness and their preferance for inanimate objects. 
Generalization of this concept has produced another phenomenon - it 
has depersonalized therapy to the extent that psychiatric staff have 
had tendencies to relate to the institution themselves, rather than 
to the patient - in other words, the formation of institutional 
counter-transference (6). Chronic psychiatric patients, by the 
nature of their illness, are similar to children, and are extremely 
sensitive to stability and consistency of the human relationships 
and of the physical settings around them. The clinical setting can 
provide a reliable "holding envii'onment" (7,8,9) that they have 
often lacked and which may enable them towards establishment of an 
adult relationship and working alliance. Then the clinic gradually 
tends to become a "home base" reflecting the nature of the 
relationship linked to it. 

In an out-patient clinic, we follow 90 patients of all age 
groups. These patients suffer from a variety of psychiatric 
illnesses, (one third from schizophrenia, one third from depression, 
and the remaining one third, from all the other psychiatric disorders) • 
Half of these patients attend the clinic at least once a month. 
75% of the patients are on medications, mainly neuroleptics. 

During the first hour, the patients are treated in three 
groups of six to twelve patients, led by a mental health worker and 
a psychiatric resident. The groups are open to new members and not 
all members attend the group on a weekly basis. The group leader's 
primary task is to establish a rapport and a therapeutic alliance 
with the newcomer and help him to integrate into the group. This 
is facilitated by individual interviews during the second hour of 
the clinic. 

About 65% of the patient population of the clinic have a well 
established working alliance with at least one therapist. They are 
mostly patients who form the core group within each group (10) i.e. 
patients characterized by their regular attendance, their tie to 
each other and to a group leader, and their high tolerance of 
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irregular or new members. Another 25% are new patients who are in 
the process of achieving a relationship with a therapist; these are 
patients who have been in the clinic for less than one year. The 
majority will establish a therapeutic alliance. The remaining 10% 
(or 9 patients) who have been attending the clinic, often for years, 
and who do not appear to have any attachment or working alliance 
with a therapist, may fit the criteria of institutional transference. 

These patients attend the clinic merely to receive their 
medication from whoever prescribes it and show little desire toward 
attachment to another person, or even to the clinic as a concept or 
a physical setting. The profile of these 9 patients is similar to 
the rest of the patient population of the clinic except that they 
all suffer from schizophrenic illness, whereas, one third of the 
general clinic population present that diagnosis. It is noteworthy 
that the remaining two thirds of the patients with a diagnosis of 
schizophrenia in the clinic nave been able to establish a tie with 
with a therapist. 

DISCUSSION 

Over a period of 6 years of observation, working in a clinic 
treating chronic psychiatric patients, with different diagnoses, we 
have noticed except for a small number, the patients' capacity to 
establish a relationship and therapeutic alliance with a therapist. 
Therapeutic alliance is a rational rapport with the therapist 
focused on reality and independent of transference (11,12). It takes 
place between the working ego of the therapist and part of the 
patient's ego which is conflict-free and capable of observation. It 
implies also a willingness from both the patient and therapist to 
work towards certain therapeutic goals. To be able to establish 
such a rapport the patient requires a capacity for basic trust and 
identification with the aims of treatment. 

When chronic psychiatric patients are treated in groups, the 
therapeutic alliance may appear in the form of the patient's ability 
to listen to other group members, an attempt to understand and 
relate to their experiences, as well as an attempt to understand the 
therapist's statement, some degree of identification with the 
therapist in terms of attempts in self observation and observation 
of interpersonal relationships are also manifested. As the 
therapeutic alliance appears, the therapist may feel a relief of 
tension in his rapport with the patient, a surge of enthusiasm and 
hope. The patient's difficulty in developing the therapeutic 
alliance may be due to his inability to trust, his difficulty in 
verbal communication, his general degree of disorganization. But 
it may also be due to the therapist's lack of patientce and his 
discouragement with the patient's slow pace and regressive tendencies. 
For chronic psychiatric patients the therapist tends to become an 
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auxilliary ego. This may lead to regressive tendencies for the 
patient that are frightening for the therapist. 

The absence of therapeutic alliance may range from active 
refusal to accept therapeutic intervention to the more subtle form 
of inattentiveness to group members, to therapist intervention, 
and the group process. The patient may isolate himself and remain 
silent, daydreaming, or he may go on free associating in an overly 
talkative and inappropriate way. This is when the therapist may 
give up and terminate therapy before it has started, taking refuge 
in the concept of institutional transference. On the other hand, 
the therapist's work with patients who have already established a 
therapeutic alliance can help him to be more tolerant of the pace 
of patients who are in the process of establishing such an 
alliance or who are not capable of forming it. A concept such as 
institutional transference may neutralize the guilt, helplessness 
and even hate that such patients produce in the therapist (8). 
But if it is generalized to all patients, it may lead to 
depersonalization of the therapist's work along with feelings of 
discouragement and futility and a high turnover of staff. It can 
also be detrimental to the patients who in spite of difficulty in 
relating, are able eventually to establish a working alliance with 
a therapist which may lead them towards therapeutic goals such as 
self sufficiency. 
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RESEARCH ON INDICATION OF HOSPITALISATION 

IN PSYCHIATRY 

J. Ayme, S. Askienazy, I. Bouaziz, F. Caroli 
and G. Vi don 

Hopital Sainte Anne, 1, rue Cabanis 
F-75614 Paris, France 

Hospitalisation in Psychiatry, which succeeded the internment 
system in the field of marginality and deviation, gave a medical 
status to madness and is now disputed as it is considered by 
certain people as ineffective and hawful. 

Its aim in the beginning was to give the patient isolation, 
protection and care in one place only. The mental asylum became 
the psychiatric hospital. Afterwards, beside the private clinics, 
the general hospitals have created in the fifties a large number 
of psychiatric services (there are now more than 110 of these 
services in France). The number of patients is increasing, they 
represent now a third of all public hospitalisations. 

Since 1972, the sectorial policy enables the reduction of the 
number and duration of hospitalisation. The result is, that the 
number of full-time hospitalisation beds necessary for a section 
of 70.000 residents oscilates between 30 to 70, which means less 
than one bed for thousand residents. 

Meanwhile, accommodation in psychiatric internment system 
respresents only 15 % of all admissions, while the number of the 
new out-ptients each year often exceeds 500 per section. New 
partial time care places are created as well: day hospitals, night 
hospitals, help through work centers, prctected foyers, 
therapeutic flats. 

This state of structural upset in the way of taking care of 
mental patients led certain people to think that full-time 
hospitalisation was not justified any more and suggested the 
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suppression of psychiatric hospital and services in general. 
hospital. This tendency seemed to inspire the promotors of the 
Italian law of June 1978. 

These radical solutions are obviously influenced by various 
ideological currents, certain of which even deny the existence of 
mental disease and stir the interest of government circles as 
well, as they give the possibility of reducing the even growing 
costs of health ca~e. 

The risk of adopting legal and economic measures which will 
be revealed as insuitable in the long run, is important unless a 
revious study is made, based on clinical and epidemiological 
research on hospitalisations indicated tendencies. 

The study we present today deals with this fundamental 
problem and proposes the consideration of the various 
determinations of taking decision of hospitalisation which 
emphazised the semiological, social and therapeutic criterias 
without neglecting the personal subjective aspects, wich are so 
important in psychiatric practice. 

The C.P.O.A. - Centre Psychiatrique d'Orientation et 
d'Acceuil, the Psychiatric Center of Orientation and Reception is 
a consultation, opened 24 hours a day, admitting emergency 
patients of the Paris Region. 

Half of the patients are directed to the center by the 
general hospital, the other half are sent by their personal 
doctors, social organisations or come by their own initiative. 

After consultation with the doctor at the C.P.O.A., 2/3 of 
the patients are d~rected to a public psychiatric hospital. In 
other cases, the patients are directed to the local mental 
hygienic dispensary of their district. 

It seemed to us that the fact that consultation at the 
C.P.O.A. is necessarily short and therefore, no follow-up after 
the decision of the patients admission is taken, can give an 
interesting opportunity to reconsj.der the accuracy of the 
hospitalisation system through a comparative study between 
observations and observations taken during the patients 
hospitalisation period. 

This study which took place for a duration of a month 
concerns 700 cases of hospitalisation. The C.P.O.A. doctor and the 
doctor who treats the patient, both keep a record of their 
observation of the same patient; 452 answers were given during 
this period of one month. 
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The task was to study the indications of hospitalisation 
through a comparison of the observations of both services based on 
the same items: social inadequation and therapeutic's criterias, 
as well as to analyse the different aspects of doctor/patient 
relationship during a consultation at the C.P.O.A. and the 
evaluation of the doctor who treats the patient on eventual 
hospitalisation. 

Results 
The first results are delivered through a progressively 

detailed approache. 

We shall first base our study on indication given by the 
receiving service which is more impartial because its observation 
time is much longer and it has a possibility to elaborate a 
constructive critic on the C.P.O.A. work on patients who were not 
admitted there in the first place. 

We found out the following diversions: 
60 % - justified hospitalisation 
35 % - critical 
6 % - uncertain. 

We gave special importance to the 270 dossiers justified by 
the receiving service as a way of finding common significant 
criterias of those hospitalized. 

1. On semiological level: 
Three symptoms are noted: depressive state, delirous state and 
state of anxiety which is predominant. The spectacular aspect 
of agressivenes and agitation not common in emergency 
consultation, are quite rare and confirm the idea that 
psychiatric hospitals are considered as a place of treatment 
and not as a place of internment. . 

2. On social adequacy: 
In 39 % cases of troubles of behaviour, a quite vague criteria, 
one finds a small number of people dangerous for others, most 
of them seem to be dangerous for themselves and incapable of 
having any social contact. Lack of family or friends should be 
mentioned in 25 % of cases. When it exists, family is not 
always pathogenic, as one would have the tendency to suppose. 

3. On therapeutic hypothesis: 
The importance given to chemotherapy nowadays should be 
particularly noticed and compared to the actual withdrawal of 
hope in the psychotherapeutic methods. It turned out that 
hospitalisation in a certain number of cases (37 %) follows an 
outpatient treatment that failed. 
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4. We used the material of 155 dossiers of patients hospitalised 
on critical indications for a comparative study based on common 
items (semiological, socio10gia1 and therapeutic) and for an 
analysis of the subjective and objective criteria perceived in 
the emergency consultation. 

a) The results obtained on the three main items (semiological, 
sociological and therapeutic) came out, as expected being 
similar to the results recorded previously but with 
harmoniously minored scores. 

b) The moment of consultation 
Patients hospitalised on critical criteria do not differ 
from the general group of patients while on consultation, 
which take place mostly during the day on weekends, or in 
their social integration (domiciled or not). 

The only existing difference is in their hospitalisation's 
nature: 9 % are interned as compared to 19 % among the 
general group of patients. 

5. On a subjective level, a transferia1 movement established 
between the patient and the doctor, remained in emergency 
consultations of critical cases of hospitalisation. 

Three associ.ated themes were united at the moment when the 
decision of the necessity of hospitalisation was taken, they were: 
the positive attitude of the patients towards the doctor (53 % of 
the cases) and hospitalisation (58 % of the cases). This attitude 
has a special meaning as one knows that in 50 % of the cases, the 
doctors estimate hospitalisation as a less bad solution and not 
the best one, and that in 16 % of the cases the patient succeeds 
to impose hospitalisation by his own initiative on a reserved 
doctor. 

This study tried to show that in spite of the various 
ambulatory treatment methods we have at our disposal, a full-time 
hospitalisation in a psychiatric service seems often necessary 
accoring to clinical elements observed: we introduced here a 
methodology, based on a critical observation of hospitalisation 
conditions of mental patients in the Paris region. Only the first 
results are given here and we cannot pretend yet for this reasons 
to be able to give an exhaustive look at the problem. 
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