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Foreword
professor sir DAVID GOLDBERG
Institute of Psychiatry, King’s College London

This volume represents a watershed in writing about the mental illness ser-
vices,in that the authors are proposing a model that brings together a public
health concern with the health of populations, with an insistence on
remembering that services must also be judged by their effectiveness in
dealing with disorders at a patient level. It was all there before they wrote it,
but no-one has previously put it together so elegantly. Space and time are
fairly obvious dimensions to choose for a model; what they have achieved is
to produce a simple model that neatly serves as a framework for compari-
sons between different services, and illuminates the way in which planning
at different levels of the model relates to events at other levels.It is especially
ingenious to use the ‘time’ dimension to indicate time with respect to the
treatment of illnesses, rather than merely indicating the historical passage
of time. This gives the whole model greater power, which the authors have
exploited brilliantly. Nothing will ever be quite the same again; it is a book
certain to be widely read and quoted.

One point needs further clarification. Models can be predictive, they can
be explanatory, they can be heuristic, or they can be descriptive. In Chapter
17 misgivings are expressed from the Nordic countries that the model is not
specific, which implies that no predictions follow from it. First and fore-
most,this is a descriptive model,which helps to ensure that like is compared
with like, by carefully disentangling the nine divisions in the proposed
matrix. However, as the authors point out, the model can also be used as a
tool to improve services in a particular place, so that features of a mental
health system become better understood, or lead to priorities for improving
services. However, the model is here being used as a tool: it makes no predic-
tions or suggestions itself.It may even be that the present vogue for commu-
nity care will pass, and that we will return to a more institutional approach
in the future: even if that were to happen, the present model would serve as
a framework for considering changes in the system.



Older readers of the book may be faintly troubled by the implication (in
Chapter 3, the historical context) of unbroken progress towards more desir-
able services, with the achievements of the ‘middle period’ being seen as
mere preludes to the great symphony now occurring. The rehabilitation
services that were set up in that period should not be seen as a transitional
step – merely a way of emptying the asylums.The principles that were set up
then are good now, even if time has moved on, and they now need to be
adapted to a changed world. The widespread closures that have occurred in
rehabilitation workshops, in day centres and facilities for those with long-
term disability in England, were carried out to save money and to balance
budgets – not because they were no longer needed.

Towards the end of the book the authors leave their metaphor of the 
3 � 3 matrix, and use another from the card table.The three ACEs are highly
desirable aspects of each level of their model (see Table 11.4). However, three
ACEs disturbed me somewhat, and I fell to brooding about what the fourth
ACE might be. It was clearly something that the authors preferred not to
think about.

With diffidence – as befits someone whose function in the deck is to be a
mere joker (surplus to requirements, or simply replacing a missing card?) –
let me suggest that the fourth ACE is Austerity, Criticism and Enmity. It is
worth saying a few words about each.

Austerity is the main force opposing change and improvements to the
mental health services. Unlike the old asylums, the budgets of community-
orientated services are fatally easy to prune; and it is difficult to be innova-
tive when your service is facing progressive reductions to its budget with
each succeeding year. Criticism stands for the criticism that is made of
junior staff when things go wrong: in England blame is now habitually
devolved downwards, so that planners at both national and local levels are
rarely or never held to be responsible for individual disasters, even though
their decisions have often resulted in situations that cannot be handled well
at patient level, given the level of resources available. This devolution of
blame makes life easy at the top; but it is at the expense of a demoralised,
burnt out work force, which in deprived inner city areas cannot attract staff
in sufficient numbers. Judicial enquiries into homicides by patients con-
sider only the ‘patient level’of the present model – never the decisions made
at national or local levels that have made work at the patient level so diffi-
cult. Enmity exists, in suitably muted forms, between workers working for
different masters, or between different disciplines. Another kind of enmity
is represented by sometimes ill-informed criticisms of the service in the
media. In England, there are often tensions between health and social ser-
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vices; between managers and the work force, and between different profes-
sional groups. The British government asks for partnerships, but it is
doubtful whether real common ground can be found between those
working for different organisations with separate budgets. The best exam-
ples of well-functioning mental health services are to be found in those
American cities where there is a common purchaser of both health and
social care – able to commission services from either, as well as from NGOs
and user groups.

However, these are minor points. This book fizzles with excitement, as
familiar concepts and findings are shown in a new light, by being measured
against the framework now described so clearly. Readers will find Figure
13.3, ‘Well targeted services’, a good example of this facility that the authors
have to throw new light on old problems.

The model is timely, as broadly similar events are occurring in many
countries. The new model provides a language for comparisons between
regions of the world – and these are demonstrated by the ease with which it
has been applied in the five chapters that bring the book to a close.

Foreword xv





Preface
LEON EISENBERG, md
Department of Social Medicine, Harvard Medical School

Graham Thornicroft and Michele Tansella have written an altogether
remarkable monograph. The Mental Health Matrix is lucid, written in such
simple and spare language as to make its concepts transparent, free of cant
and of special pleading. For all these reasons, it should have a profound
impact on the provision of mental health services; that is, if it is read by the
practitioners,the policy makers and the politicians who need to understand
its basic principles. Thornicroft and Tansella present no new data; what
they provide are new ways to determine what data are needed across
domains and to assess available data to permit evidence-based, integrated
conclusions.

Amidst the clamour of cost-containment, they have managed to do the
unique. They highlight the importance of a population-based approach to
mental illness, because of its health benefits, at the same time that they
make the care of the individual patient the focus for clinical planning. In the
United States, at least (and I suspect, this is not solely an American disease),
‘population medicine’ is a slogan often used to rationalise cost control by
limiting services that might have benefited individual patients. Such rheto-
ric is absent from this volume. Better care can be less expensive care when
ineffective high cost procedures and episodic interventions are replaced by
integrated services, but the goal must be the provision of care that benefits
patients rather than investors or managers (or mental health workers!).

Indeed, so profound is the proposed way of looking at services and so
different is it from what each of us is accustomed to, whether we be clini-
cians, public health workers or designers of social policy, that I urge its use
as a study guide for interdisciplinary working groups. The subtitle of the
book is A Manual to Improve Services; that is precisely what it provides. Its con-
cluding sections set forth illuminating case studies that apply the matrix
model to areas as different as Australia, Canada, Eastern Europe, the Nordic
countries and the United States.



The authors suggest the model can help in ‘understanding the possible
causes and effects of episodes of severe violence committed by psychiatric
patients’. They contrast a narrow focus on the clinician, on the one hand,
with a more inclusive analysis of case load, staff training and national
investment in services, on the other. Let me pursue this typology through a
specific illustration of misplaced blame and its social consequences.

The tragedy in question took place in July 1986 on a ferryboat between
Staten Island and New York City. A homeless 43-year-old Cuban refugee,
responding to command hallucinations, slew two passengers and wounded
nine others. The tragedy was transmuted into public outrage when the
newspapers discovered that Gonzalez had been seen four days earlier in the
emergency room of a teaching hospital. Although the psychiatric house
officer who saw him recognised that he was wildly psychotic, he was unable
to find a bed for the patient at his own university hospital or any of the seven
other in-patient units he telephoned. The patient was uninsured and
without funds.The news report of an inability ‘to find a bed’was an inability
to find a free bed. The state agency piously concluded that the house officers
performance ‘did not meet professional standards’ and that there had been
‘inadequate supervision’. The diagnosis of clinical failure obfuscated the
real problem: pathology in national and state policy.

The public consequences were enormous; within two weeks, the
number of patients brought to psychiatric emergency rooms in New York
City increased by 50%; the number admitted led to such overcrowding that
patients had to be transferred by bus and van to remote backup state mental
hospitals. Despite that manoeuvre, psychiatric emergency admissions
spilled over into unused medical and surgical beds in municipal hospitals.
The crisis did not abate until almost a year later when public services settled
back into their ante-bellum status.

Were the ferry murders a sentinel event in an epidemic of homicidal psy-
choses? Clearly not. The ‘epidemic’ was panic among the gate keepers. The
police brought verbally abusive homeless persons to emergency rooms, no
longer willing to gamble on their harmlessness. House officers on emer-
gency duty would no longer sign out potentially violent patients without
evaluation by a senior physician, resulting in long queues in the emergency
room. Staff psychiatrists opted to be on the ‘safe side’ by hospitalising
patients they would have sent back to the streets before the ferry murders.

The fundamental problem did not lie with the resident’s clinical judge-
ment, but with the failures at the national, state and local levels. Because the
United States is the only country in the world without universal health
insurance, lack of coverage precluded private hospitalisation and placed
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the patient in a queue for public care. State/federal fiscal relationships had
made it advantageous to states to downsize public hospital capacity in order
to shift payments for the mentally ill from state to federal budgets. At the
local level, the pathology included the homelessness of thousands of men-
tally ill patients because public housing is inadequate and because after-
care and rehabilitation services are insufficient. Preventing avoidable
hazards to ordinary citizens demands an address to these issues.

If the principles of The Mental Health Matrix are widely understood, the
groundwork will have been laid for comprehensive public mental health
services.However,understanding will not in itself suffice.To actualise what
is possible ‘in principle’ requires a social strategy and the political will to
make change happen.

Preface xix
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part i The context



(1) Country/Regional
       Level
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      (catchment area)
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(A) Input Phase (B) Process Phase (C) Outcome Phase

1A 1B 1C

2A 2B 2C

3A 3B 3C

Geographical
Dimension

Temporal Dimension

Figure 1.1 Overview of the matrix model



1
Aims, concepts and structure of the book

1.1 The purpose of the book

The reform of mental health services is now a prominent issue in
most economically developed countries and also in several countries of
Central and Eastern Europe.Although the speed and the precise local detail
of these changes vary between countries, there is a clear need for an overall
conceptual framework, which can assist both those leading and those who
are affected by these changes. In a sense this book acts as a guide, providing a
map of the territory and a compass to orientate the direction of reform.

The process of re-modelling mental health services is a reform in two
senses: it is a profound change in the values informing how treatment and
care should be provided to people suffering from mental illness, and it is
also a radical structural change in the physical shape and pattern of services.
This book seeks to provide an overall conceptual model, and acts as a prag-
matic manual to help those who are involved in changing mental health
services and those who wish to learn from evidence and experience accumu-
lated elsewhere.

In this volume,we shall selectively present evidence for the clinical effec-
tiveness of community-based mental health services, including the results
of research studies, such as randomised controlled trials. We shall also
include a range of other types of evidence, such as knowledge based on the
experience which has accrued from good clinical practice, especially in
those areas not yet subjected to formal evaluation.

A clear limitation of this book is that it does not include information
from large parts of the world, including Africa,Asia and South America. We
believe that the situation in less economically developed countries needs to
be separately addressed by those with the relevant direct personal experi-
ence.At the same time we hope that the framework and the methodology we
propose in this book will be of some assistance to others undertaking that
task (Ben-Tovim, 1987; Desjarlais et al., 1995).



1.2 A conceptual framework: the ‘matrix model’

We believe that a conceptual model is necessary to help formulate
service aims and the steps necessary for their implementation. To be useful
such a model should be simple.We have therefore created a model with only
two dimensions (each of which has three levels), which we call the ‘matrix
model’.

Our aim is that this model will help people to diagnose the relative
strengths and weaknesses of services in their local area, and to formulate a
clear course of action for their improvement. Such a service development
plan will involve judgements about the risks and benefits of competing
alternative courses of action. We also expect that the matrix model will
assist in producing a detailed step-by-step approach which is clear and
flexible enough to be relevant to different local circumstances.

The two dimensions of this conceptual framework, which we call the
matrixmodel,arethegeographicalandthetemporal(seeFigure1.1).Thefirst
of these refers to three geographical levels: (1) country/regional,(2) local and (3)
patient.The second dimension refers to three temporal phases: (A) inputs, (B)
processes and (C) outcomes.Using these two dimensions we construct a 3�3
matrix to bring into focus critical issues for mental health services.

We have chosen to include the geographical dimension in the matrix
model because we believe that mental health services should be primarily
organised at the local level. This level can act as a ‘lens’ to focus policies and
resources most effectively for the benefit of individual patients. In our view
decisions at this local level should be informed both by the larger-scale
public health context and by the smaller scale of direct clinical encounters.

We have selected a temporal axis as the other organising dimension.
This is because although we consider that outcomes are the most important
aspect of service evaluation, nevertheless these outcomes can only be inter-
preted in the context of their prior temporal phases,namely inputs and pro-
cesses.

The matrix model allows us for the first time to use these two dimen-
sions simultaneously, and the consequent 3 � 3 framework is intended to
clarify the analysis of problems and solutions in developing mental health
services.

Such a conceptual framework both sets the boundaries within which
useful explanatory models can be articulated, and gives a context for the
definitions of key terms, which are particular to a given historical period
(Kuhn, 1962). A conceptual framework for health service research, for
example, is important to help avoid two types of risk: general descriptions
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referring to large areas, which are difficult to use in any particular site; and
data from a specific service, from which it is difficult to extrapolate. This
framework can be useful because it facilitates the bridging of information
between different levels of analysis. Indeed, in practice the lack of a concep-
tual map of this kind, both to analyse problems in the functioning of
mental health services and to locate specific interventions, often produces
inappropriate responses to dysfunctional services, as described in examples
reported in the next section.

This model is not intended in any way to be prescriptive, but has to be
taken as an explanatory tool, first for understanding and then for action to
improve services. Those readers who want to use the book for practical pur-
poses need to adapt this matrix model in ways that maximise its relevance to
each local situation. These situations vary so much that a rigid explanatory
system will not be useful in this respect. Mental health care is different from
those medical specialities which continue to be more hospital based, such as
surgery, in which treatment protocols and guidelines may be applied in a
more exacting manner.

We therefore encourage readers to adjust this model to suit their own
situation, and we consider that the success of this model will be measured
by how far it is useful in practice.

1.3 Examples of the use of the matrix model

The application of the matrix model will be the central theme of this
book. We present here three early examples of the use of the matrix model.
The first illustration refers to how the model can assist in understanding the
possible causes and effects of episodes of severe violence committed by
psychiatric patients. In practice the causes of such incidents are often
described primarily at the patient level (the patient and the direct care staff ),
but the consequences seldom remain at that level, and may affect both the
local and country levels. Characteristically these extreme adverse events are
multi-causal and so the use of a clear multi-level framework, such as the
matrix model, allows many concurrent factors at different levels in the
mental health service system to be taken into account. In other words, when
the analysis is complex, then the response must be commensurate to that
degree of complexity.

For instance, in an inquiry into an individual adverse outcome, namely
an incident of severe violence committed by a patient (Cell 3C in Figure 1.1),
we may need to analyse the precursors to the event in terms of the lack of a
local method to establish and maintain maximum clinical case loads (Cell 2B)

Aims, concepts and structure of the book 5



for community-based staff, an inadequate degree of targeting of most
severely disabled patients (Cell 2B), and poor local staff training (Cell 2A), in
the wider context of low national rates of investment in mental health ser-
vices (Cell 1A). As a consequence the required responses should be placed at
precisely those locations (Cells) where the weaknesses have been recognised.

This method of analysis can therefore allow the formulation of a more
complete preventative strategy which combines actions at more than one
level. This can reduce two risks: over-specification and over-generalisation.
On one hand, conceptualising the problem only at the patient level can
more easily lead to the attachment of blame to individual clinicians. In
effect this reduces complex multi-level causal influences to only the patient
level. On the other hand, there is a risk of over-generalisation, that is to
attach to the whole psychiatric system (at the country level) the blame for
failing to prevent such tragic events, and of therefore failing in all aspects of
the service.

This use of the matrix model is to identify key contributory factors in
such sentinel events, and to direct an inter-related series of responses to
address policy, organisational and clinical weaknesses at their appropriate
levels.

A second example of using the matrix model refers to how information
from services in one site,both from direct visits and from published descrip-
tions, can be translated to be relevant to another. What people do in practice
is to adapt experience from other centres and information from the research
literature to make a diagnosis of the relative strengths and weaknesses of
services in their local area, and to formulate a course of action for their
improvement. Without a conceptual framework, this process, essentially
one of translation, often presents difficulties in deciding which aspects of
‘foreign’ data are relevant to local circumstances, and also knowing how to
implement the service requirements identified from the system diagnosis.

The outcome of such a local translation process may lead to several pos-
sible courses of action. Commonly the information conveyed consists of
visible local service inputs, including physical and staff resources (part of
Cell 2A in Figure 1.1), and some limited process details on the style of
working and clinical contact rates (Cell 2B), along with limited data on
outcome variables at the patient (Cell 3C) or local levels (Cell 2C). What we
need in fact is a standardised account of the small number of most relevant
features in every cell of the matrix, so as to understand more fully any par-
ticular local service which demonstrates good practice, and to appreciate
how best to transfer such practice to other settings.

An example of the translation of one service component from North
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America to Britain is the introduction of case management (CM) and asser-
tive community treatment (ACT). At the national level, there has been a
prioritisation of the severely mentally ill (Department of Health, 1994)
which has encouraged CM and ACT; at the local level specific procedures
(called the Care Programme Approach) have been established to require the
allocation of case managers to patients and the organisation of regular clin-
ical review meetings; while at the patient level widely differing interpreta-
tions of CM have been made in practice.

The third example is how the matrix model can help in understanding
why some clinical interventions of proven efficacy have not been imple-
mented on a widespread basis (the gap between efficacy and effectiveness),
while other forms of treatment, which have not been subjected to proper
evaluation, have become common (claimed effectiveness in the absence of
both proven efficacy and proven effectiveness).

Family psycho-social interventions for patients with schizophrenia
and their carers, for example, are now established as being of proven
efficacy (Mari & Streiner, 1996; Dixon & Lehman, 1995). These psychosocial
family interventions have seven components: (a) construction of an alli-
ance with relatives who care for the person with schizophrenia; (b) reduc-
tion of adverse family atmosphere (that is, lowering the emotional climate
in the family by reducing stress and burden on relatives); (c) enhancement
of the capacity of relatives to anticipate and solve problems; (d) reduction
of expressions of anger and guilt by the family; (e) maintenance of reason-
able expectations for patient performance; (f ) encouragement of relatives
to set and keep to appropriate limits whilst maintaining some degree of
separation when needed; and (g) attainment of desirable change in rela-
tives’ behaviour and belief systems. Such psycho-social interventions are
applied extremely rarely in routine clinical practice. To implement these
complex components requires co-ordination of inputs and processes at the
patient level (Cells 3A and 3B) and at the local level (Cells 2A and 2B). From
this perspective a new treatment has a decreasing likelihood of widespread
dissemination if it requires changes in inputs and processes at more than
the patient level. More examples of the application of the matrix model
will be provided throughout the book.

1.4 The structure of the book

This book will draw upon both theoretical and practical contribu-
tions. When possible we have structured each chapter by presenting first
our own interpretation of the most useful theoretical framework available,
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followed by practical examples from service planning or from clinical prac-
tice. In this way we attempt to bring a greater degree of synthesis and coher-
ence to each step of our argument.

We cannot deny that our paradigm is European, and to be more precise
stems from Western Europe, and we are aware that this has profoundly
influenced our way of conceptualising mental health care. For this reason
we have asked five colleagues to add a wider, critical international perspec-
tive on re-forming mental health services, in relation to Australia, Canada,
Central and Eastern European countries, Nordic European countries, and
the United States.

We also use special feature boxes with relevant quotations, for ease of
retrieval for the reader, and because we see these quotations as the essence of
the concepts that we employ, and because to paraphrase the originals would
only diminish their clarity and impact.

The fields of mental health research and practice are littered by jargon,
in a way that may often be confusing for those from different traditions,
even in translating from American to English! To avoid as far as possible
such confusion we have included a glossary to explain our own understand-
ings of the meanings of key terms.

In spite of the fact that we have attempted to make balanced and fair use
of the available research evidence, at the same time we are not neutral. We
therefore need to make explicit for the reader our own bias. While we have
both undergone a medical training, we place ourselves in the traditions of
epidemiological psychiatry, and public health medicine. From these tradi-
tions we value the importance of an evidence-based approach. In addition
we believe, from our own experience, in the importance of a direct interplay
between research and clinical practice, which should be mutually benefi-
cial. Indeed we consider that the medical model alone (without taking into
account contextual social, psychological and economic factors) is insuffi-
cient to understand the full complexity of mental disorders, their antece-
dents and their serious consequences in terms of disability and suffering.

8 The context



2
Community, mental health services and the
public health

2.1 The meaning of ‘community’

Health professionals are familiar with the importance of taking a
clinical history so that a detailed appreciation of the past can lead to a richer
interpretation of the present. The same ‘historical’ approach used to trans-
late symptoms into diagnoses is applicable to the translation of words into
useful concepts. In this manual, before discussing community mental
health services we need to address at the outset the question: what is the
meaning of ‘that overused word community’ (Acheson, 1985).

Table 2.1 shows five definitions of ‘community’, selected from the Concise
Oxford Dictionary. The first two meanings (‘all the people living in a specific
locality’, ‘a specific locality, including its inhabitants’), include both the
people in a particular area and that locality itself. These lead us to our view
that mental health services are often best organised for defined local areas,
for all local residents, and that research upon such services will necessarily
include consideration of the size and characteristics of the population at
risk (the denominator). We shall return to what has been called ‘the science
of the denominator’ when we discuss the ‘local level’ in Chapter 5
(Henderson, 1988).

The third definition (‘body of people having a religion, a profession,
etc., in common’) is consistent with our argument when we consider dis-
aggregated sub-groups of the total population who may be at higher risk
for particular mental disorders, or whose needs for services are distinct.
Such groups may include immigrants, people who are homeless or those
exposed to particular environmental or biological risk factors such as
bereavement or pregnancy.

Finally, the fourth and fifth definitions of ‘community’ refer to the
fellowship of interests and to the general public respectively.This wider commu-
nity of citizens can be seen to delegate responsibility for the care of mentally
ill people to the mental health services: in effect an unwritten contract exists



in which the public agree to fund and support (or fail to oppose) those ser-
vices which contract to provide treatment. But beyond this, there is an addi-
tional level of covert public expectation – that services will provide a public
service not only by treating, but also by removing or containing those who
pose a risk to the public safety or to the public peace of mind. The boun-
daries limiting the categories of deviant behaviour for which mental health
services have a legitimate obligation vary, but what persists are the subtle
balances between control and treatment,and between the rights of the indi-
vidual and those of this wider public.

Intriguingly the word ‘community’ becomes increasingly complex
upon closer inspection. The sense conveyed by the term ‘community care’,
for example, presumes that a functioning social entity exists in a local area,
as conveyed by the wealth of associations contained in the Oxford Thesaurus.
This positive aura for the term may relate to a ‘remembered community’,
which is a symbolic, idealised concept, but which in fact may never have
existed (Banton et al., 1985). This notional ‘remembered community’ has
four characteristics: a small and manageable size; the interpenetration of
communication and experience of its members; a shared sense of member-
ship or belonging; and participation in a common cause. In any particular
local area, some or all of these characteristics may be absent. We need to be
cautious in allowing any sense of fetish to become attached to the word
‘community’ and we propose that it is time to move from an ideological to a
more pragmatic approach in the field of ‘community’ psychiatry.

2.2 Re-appraising the value of ‘common’

The etymological root of ‘community’ in fact originates in the Latin
communitas meaning ‘common’. As Table 2.2 shows, the Concise Oxford
Dictionary offers five definitions of ‘common’, all of which may be relevant to
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Table 2.1. The definition of ‘community’

Community
1 all the people living in a specific locality
2 a specific locality, including its inhabitants
3 body of people having a religion, a profession, etc., in common (the immigrant com-

munity)
4 fellowship of interests, etc.; similarity (community of intellect)
5 the public

Source: Concise Oxford Dictionary, Oxford University Press, 1993



the central themes of this book. The first definition is ‘occurring often’, and
there are the following implications for the commonness of the mental dis-
orders. Their widespread occurrence means that they will have a very sub-
stantialimpactoneverycommunityandineverytypeof society.Further,the
nature of each local community and each social environment is known to be
closely related to risk of mental illness and the likelihood that an illness will
become chronic.Equally,since mental disorders are so widely distributed,it
is reasonable to plan responses to these disorders based upon the assump-
tion that many core services should be commensurately decentralised.

The second meaning of common is ‘ordinary’, which may refer to the need
to provide routine care, support and treatment in everyday ‘real world’ clin-
ical settings, and to address the ordinary, practical problems that patients
cannot solve alone. Indeed the focus of this book as a whole is upon the
application of knowledge gained from research conducted in experimental
settings to routine clinical practice. In this way we intend this guide to be
common, even if it is not ordinary!

A similar concept can apply to the third meaning of ‘common’: ‘shared by,
coming from, or done by, more than one’, which can also refer to an aspect of
community-based services, namely the multi-disciplinary teamwork.
These issues are expanded upon in Chapters 11 and 12.

A fourth meaning of ‘common’ is ‘belonging to, open to, or affecting, the
whole community or the public’. This meaning is also important because it
may be linked to one aspect of community-based mental health services,
namely their easy access by the whole local community or by all members of
the public. Indeed, more generally, we believe that each member of the
public has a legitimate entitlement to health care, regardless of ability to
pay, and that it should not be considered as a market commodity.
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Table 2.2. Definitions of ‘common’

Common
adjective
1 occurring often (a common mistake)
2 ordinary; of ordinary qualities; without special rank or position (no common mind;

common soldier; the common people)
3 shared by, coming from, or done by, more than one (common knowledge; by common

consent; our common benefit)
4 belonging to, open to, or affecting, the whole community or the public (common land)
5 derogatory, low-class; vulgar; inferior (a common little man)

Adapted from: Concise Oxford Dictionary, Oxford University Press, 1993



The roots of ‘common’ offer an intriguing fifth interpretation, that is
‘derogatory, low-class; vulgar; inferior, a common little man’. This will be
familiar to staff working in community mental health services who may
feel valued less than their hospital-based colleagues. A further purpose of
this book is to argue that the services given to patients in community set-
tings are no less valuable than those delivered in hospitals. Perhaps more
important in relation to this definition is the fact that many patients who
suffer from severe mental disorders stay within or proceed to join the lowest
socio-economic status category.

‘ The only way by which any one divests himself of his natural liberty
and puts on the bonds of civil society is by agreeing with other men to
join and unite into a community.’
j. locke 1632–1704
Second Treatise of Civil Government (1690) Chapter 8, Section 95

2.3 Defining ‘community care’ and ‘community mental
health’

Having discussed the meanings of ‘community’and its etymological
roots, how then should ‘community care’ be defined? The term ‘community
care’ was first officially used in Britain in 1957 (Report on the Royal
Commission on Mental Illness and Mental Deficiency), and its historical
development has been traced by Bulmer (1987), who has offered four inter-
pretations. It may mean: (i) care outside large institutions, (ii) professional
services provided outside hospitals, (iii) care by the community, (iv) normal-
isation or ordinary living. Later usages include (v) care in one’s own home,
and (vi) the full range of social care services, although as Knapp (1996)
stressed, the breadth of the latter is now narrowing with the growing dis-
cussion of the concept of long-term care.

Taking into account these roots of ‘community’, how can community
mental health services best be defined? Table 2.3 presents a selection of key
definitions which have appeared over the last 35 years.

Taking these previous contributions into account we propose here our
own definition:

A community-based mental health service is one which provides a
full range of effective mental health care to a defined popula-
tion, and which is dedicated to treating and helping people
with mental disorders, in proportion to their suffering or dis-
tress, in collaboration with other local agencies.
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Table 2.3. Changing definitions of community mental health services

G. F. Rehin & F. M. Martin (1963)
‘any scheme directed to providing extra-mural care and treatment . . . to facilitate the
early detection of mental health illness or relapse and its treatment on an informal
basis, and to provide some social work service in the community for support or follow-
up.’ (quoted in Bennett & Freeman, 1991).

M. Sabshin (1966)
‘the utilisation of the techniques, methods, and theories of social psychiatry, as well as
those of the other behavioural sciences, to investigate and meet the mental health
needs of a functionally or geographically defined population over a significant period
of time, and the feeding back of information to modify the central body of social
mental health and other behavioural science and knowledge.’

R. Freudenberg (1967)
‘community psychiatry assumes that people with mental health disorders can be most
effectively helped when links with family, friends, workmates and society generally
are maintained, and aims to provide preventive, treatment, and rehabilitative services
for a district which means that therapeutic measures go beyond the individual
patient.’

G. Serban (1977)
‘community psychiatry has three aspects: first, a social movement; second a service
delivery strategy, emphasising the accessibility of services and acceptance of responsi-
bility of mental health needs of a total population; and third, provision of best possi-
ble clinical care, with emphasis on the major mental health disorders and on treatment
outside total institutions.’

D. Bennett (1978)
‘community psychiatry is concerned with the mental health needs not only of the indi-
vidual patient but of the district population, not only of those who are defined as sick,
but those who may be contributing to that sickness and whose health or well-being
may, in turn, be put at risk.’

M. Tansella (1986)
‘a system of care devoted to a defined population and based on a comprehensive and
integrated mental health service, which includes out-patient facilities, day and resi-
dential training centres, residential accommodation in hostels, sheltered workshops
and in-patient units in general hospitals, and which ensures, with multi-disciplinary
team-work, early diagnosis, prompt treatment, continuity of care, social support and a
close liaison with other medical and social community services and, in particular, with
general practitioners.’

G. Strathdee & G. Thornicroft (1997)
‘the network of services which offer continuing treatment, accommodation, occupa-
tion and social support and which together help people with mental health problems
to regain their normal social roles.’



Integral to this definition is our view that a modern community-based
mental health service may be designed as an alternative and not comple-
mentary to the traditional more custodial pattern dominated by large
mental hospitals and out-patient clinics offering follow-up care usually
limited to medication management (Tansella & Zimmermann-Tansella,
1988). In other words the newer system of care discussed in this book is
designed to replace and not supplement the former institutional arrange-
ments. The difference between these two views is further clarified in
Chapter 13.

2.4 The public health approach to mental health

‘ Psychiatry is forced to study groups and populations because it deals
with individuals, not in spite of that fact.’
ødegaard, 1962

2.4.1 Defining the public health approach

Before we explain the importance of the public health approach, we
first need to define it and to understand its historical roots. According to
Eisenberg (1984) the public health paradigm is rooted in the work of
Virchow, who introduced the concept of ‘social medicine’ into Germany in
1848, and who proposed to reform medicine on the basis of four principles:

(i) the health of the people is a matter of direct social concern;
(ii) social and economic conditions have an important effect on health and

disease, and these relations must be the subject of scientific investiga-
tion;

(iii) the measures taken to promote health and to contain disease must be
social as well as medical;

(iv) medical statistics will be our standard of measurement.

‘ Die Artzte sind die natuerlichen Anwaelte der Armen und die soziale
Frage faellt zum grossten Teil in ihre Jurisdiktion’

[Doctors are the natural advocates for the poor and the social questions
fall for the most part in their jurisdiction]
rudolf virchow, Medizinische Reform 1948
Source: M. Shepherd (1983)

The current discipline of public health medicine has been classically
defined by C. E.A. Winslow, as quoted in Hanlin and Picket (1984):

Public health is the science and the art of: (i) preventing disease,
(ii) prolonging life and (iii) organised community efforts for the sanitation
of the environment, the control of communicable infections, the educa-
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tion of the individual in personal hygiene, the organisation of medical
and nursing services for early diagnosis and preventive treatment of
disease, and the development of the social machinery to ensure everyone
a standard of living adequate for the maintenance of health, so organising
these benefits as to enable every citizen his birthright of health and
longevity.

Holland and Fitzsimons (1990) provided a more succinct definition of
public health as a practical speciality concerned with the application of
research findings in an attempt to cure or prevent disease and to allocate
resources appropriately. More recently, Beaglehole and Bonita (1997) have
proposed an appropriate definition of public health as ‘one of the collective
efforts organised by society to prevent premature death, illness, injury and
disability and to promote the population’s health.’ The interest of this defi-
nition is that it covers medical care and rehabilitation, health promotion,
and the underlying social, economic and cultural determinants of health
and disease.

The public health approach is primarily concerned with the health of
populations.Although populations are self-evidently made up of individu-
als, the individual approach and the population approach are, in many
ways,quite distinct. Measures of morbidity,explanations of possible causa-
tion and the consequent interventions may be entirely different or require
alternative strategies. As Henderson (1996) has pointed out ‘It is an appeal-
ing notion that populations, while they are undeniably made up of individ-
uals and as far as we know no other component, take on properties of their
own, much as molecules have attributes not found in their constituent
atoms.’

‘Psychiatrists, unlike sociologists, seem generally unaware of the exis-
tence and importance of mental health attributes of whole popula-
tions, their concern being only with sick individuals.’
G. Rose, 1993

In this book we propose that mental health practitioners adopt, in addition
to the individual-health approach, the public-health approach, and we
compare the two approaches in Table 2.4. In terms of the matrix model, we
are suggesting that clinicians refer in their work to the individual, local and
to the country/regional levels when deciding the appropriate level for their
diagnoses and interventions.

We consider that the provision of a reasonable level of mental health
care to the whole population is a legitimate expectation and that the
overall responsibility to co-ordinate provision lies at the country/regional
level.
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2.4.2 The meaning of the public health approach as applied to
mental health

The first meaning of the public health approach as applied to mental
health is that services should be available to everyone in need, independent of their
ability to pay. A second meaning is that the mental health of individuals is inte-
grally linked with the wider social and economic health of their communities. A strat-
egy for promoting mental health throughout the whole population must
therefore be of public concern and cannot be purely a private enterprise.

‘ the needs of the mentally ill cannot safely be entrusted to the ‘invisible
hand’ of market forces . . . mental health services should be based upon
egalitarian principles, not simply as a moral imperative, but because a
socially just system of provision is by far the most effective for a
nation’s health.’
B. Cooper. (1995)

2.4.3 The public health impact of mental disorders

The public health impact of mental disorders can be judged accord-
ing to the following criteria: (i) frequency; (ii) severity; (iii) consequences;
(iv) availability of interventions; (v) acceptability of interventions; and (vi)
public concern.

First, in terms of frequency, mental illnesses are common, disabling and
expensive. This means that there are substantial public health implications
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Table 2.4. Comparative characteristics of the public health and the individual health
approaches to mental health

Public health approach Individual health approach

1 Whole population view 1 Partial population view
2 Patients in socio-economic context 2 Tends to exclude contextual factors
3 Can generate information on primary 3 Less likely to generate information on 

prevention primary prevention
4 Individual as well as population-based 4 Individual level only (secondary and 

prevention (both secondary and tertiary prevention)
tertiary) 5 Facilities / programme view of services

5 Systemic view of service components 6 Access to services may be limited by
6 Favours open access to services age, diagnosis or insurance cover
7 Team work preferred 7 Individual therapist preferred
8 Long-term / longitudinal / life-course 8 Short-term and intermittent / 

perspective episodic follow-up perspective
9 Cost-effectiveness seen in population 9 Cost-effectiveness seen in individual 

terms terms



for high incidence–low duration conditions, most notably affective and
anxiety disorders. There is a different pattern of public health challenges
from low incidence and high duration disorders such as schizophrenia and
the affective psychoses. The public health impact will also be conditional
upon the population at risk, which may well change in relation to demo-
graphic and socio-economic trends. For example, between 1981–1990, in
many British cities there has been a net reduction of over 5% in the total pop-
ulation, but a net increase in the total population aged 18–30, which is the
main age group at risk for the onset of psychotic disorders. This trend may
be further amplified by differing birth rates among the ethnic minority
groups which are at higher risk for psychotic disorders,such as among Black
Caribbean and West African people in Britain.

A further consequence of demographic changes is that increasing
numbers of people now live to an age when they become at risk of develop-
ing dementia.As discussed below, a further example of this point is given in
the Global Burden of Disease study, which developed projection scenarios
of mortality and disability, disaggregated by cause, age, sex and region of
the world, and which confirmed the importance of demographic changes
(Murray & Lopez, 1996a).

Second, as far as severity is concerned the burden of psychiatric morbidity
can also be expressed in disruption to social functioning.Mental illness pro-
duces very considerable direct costs to health and social care services. In
1993, for example, 92 million working days lost in the UK were due to
mental illness (18% of all working days lost) with a total estimated cost of
£6.2bn pa. Of this productive loss, 49% was due to anxiety and stress, 27%
depression, 16% psychotic disorders, 5% other psychiatric disorders, and 3%
alcohol dependence (Kavanagh, 1994).

For schizophrenia alone, the estimated indirect annual UK cost of lost
production is £1.7bn, and it is the single largest disease category in terms of
NHS expenditure, accounting for 9% of in-patient health service expendi-
ture (House of Commons, 1994). Expressed in terms of overall health
service costs, the mental illnesses are again expensive. Total NHS expendi-
ture in 1993–4 was £30.7bn of which total secondary health care expendi-
ture was £20.7bn and of this, total specialist mental illness expenditure was
£1.8bn (Mental Health Foundation, 1993).

In terms of combined mortality and disability, the World Bank estimates
for different disorders the Global Burden of Disease (GBD) measured in
disability-adjusted life years (DALY). DALYs can be considered as a standar-
dised form of quality-adjusted life years (QALYs), and for particular condi-
tions they can be defined as the sum of years of life lost because of
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premature mortality, plus the years of life lived with disability, adjusted for
the severity of disability.Murray & Lopez (1997a) report that neuropsychiat-
ric conditions account for 10.5% of the worldwide burden of DALYs, and
exceeds the contributions of cardiovascular conditions (9.7%) and malig-
nant neoplasms (5.1%).

In terms of mortality, mental health problems contribute 8.1% of all
avoidable life years lost, compared, for example, with 9% from respiratory dis-
eases, 5.8% contributed by all forms of cancer, and 4.4% from heart disease
(Desjarlais et al., 1995).

Depressive disorders are the most prevalent of the neuro-psychiatric
disorders, constituting the largest proportion of community burden. Since
the most common neuro-psychiatric disorders begin during adulthood,the
demographic transition will result in a sharp increase in overall burden of
such disorders, based upon projections using simple relational models. In
terms of future trends unipolar major depression is expected to increase
from 3.7% to 5.7% of total DALYs between 1990 and 2020, moving from
fourth to second in the overall ranking of leading causes of DALYs in the
world. This increase is entirely due to demographic changes, as the age-
specific rates are projected to remain constant (Murray & Lopez, 1996a, b,
1997b). In parallel with this, it is estimated that the total number of cases of
schizophrenia in ‘less developed countries’ will increase from 16.7 million
in 1985 to 24.4 million in 2000 (Desjarlais et al., 1995).

Third, mental disorders may have important consequences, both for the
patient and their families. For the patient, these include suffering caused by
symptoms, lower quality of life, the loss of independence and work capac-
ity, and poorer social integration. For the family and the community at large
there is an increased burden from caring, and lowered economic productiv-
ity.

In terms of the number of avoidable deaths, suicide is a major cause of
death throughout the world,especially in the more economically developed
countries, and can cause more deaths than road traffic accidents. In France
in 1991, for example, 11725 deaths were due to suicide, compared with 10 198
deaths due to road traffic accidents. There are considerable variations in
suicide rates between different countries,and there is evidence that particu-
lar groups, especially young unemployed men and elderly people who are
socially isolated are especially at risk of suicide.

Fourth, as far as the availability of interventions is concerned, the
public health approach implies that mental health services should be
made available, in proportion to need, to cure (by removing symptoms) or
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to decrease suffering (by minimising symptoms and disability). In addi-
tion, the treatments necessary to achieve these goals should not normally
be provided entirely separate from other health services, but on the con-
trary should form an integral part of mainstream clinical practice
(Cooper, 1995). Related to this is the balance between public services and
private practice. We agree with the view of Sedgwick (1982) that it is a
public responsibility to assess mental health needs in the interests of the
population as a whole. On this basis, the scope of private practice may
usefully complement public services provided that: (i) universal coverage,
and (ii) the provision and availability of services of minimum acceptable
standards are already assured. Sedgwick also expressed forceful views on
the nature of psychiatry.

‘ it funnels money, skills and careers away from the severe and chronic
. . . problems of the lower socio-economic orders (who cannot foot the
bill or speak the language of the more affluent private sector) and into
the less chronic, less severe but financially rewarding and culturally
voguish difficulties of the well-heeled.’
P. Sedgwick
Psychopolitics (1982)

Fifth, in relation to acceptability and public concern about interventions, the fol-
lowing factors are relevant: public perceptions of mental illnesses as health
problems, their perception as problems which have solutions, whether the
solutions are seen to be of proven effectiveness,the frequency, nature,sever-
ity and persistence of side-effects, and the risks of abuse of particular types
of treatment, for example, in drug misuse.

Moreover, there is another way in which public concern demonstrates
the public health impact of mental disorders. Observed abnormal behavi-
our associated with mental disorders, compared with that related to physi-
cal illnesses, is more likely to provoke public concern and to be perceived as
posing a public risk, because it is more often unpredictable, and because it is
more difficult to understand. The degree of personal suffering associated
with mental disorders is also less often understood than for physical ill-
nesses, and instead of receiving sympathy the mentally ill may induce
concern. Indeed there is only a very weak relationship between the concern
registered by the public for particular mental disorder conditions and that
assessed by professionals. For example, severe depression is largely unrec-
ognised by the public and provokes little reaction, but is seen by profession-
als as one of the most common causes of suffering and severe disability, and
one which may lead to suicide in about 10% of cases.
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2.4.4 Prevention as an essential component of the public health
approach

The public health approach offers a further distinct advantage in
that it includes explicit consideration of the prevention of disorders, not
only their treatment. Although there is relatively little evidence on how to
effect the primary prevention of mental disorders, the wider associations
between social context and mental illnesses are well established. The
quality of a person’s social environment, for example, ‘is closely linked to
the risk for suffering a mental illness, to the triggering of an illness episode,
and to the likelihood that such an illness will become chronic.’ (Desjarlais et
al., 1995).

Poverty does appear to be the central mediating factor in many of these
complex relationships. The association between low income and poor
health, which is well established, may be either direct or indirect (Lynch,
1996). In fact the cumulative impact of poverty may produce sustained
effects upon physical, cognitive, psychological and social functioning
(Lynch et al., 1997). The effects of hardship were shown in terms of activities
of daily living as well as for clinical depression. They found, however, little
evidence for causation, meaning that episodes of illness caused subsequent
economic hardship.

Indeed poverty, economic inequities and social marginalisation have
been shown to be risk factors for a range of mental disorders. Research into
these associations is particularly challenging since the ‘causation’ of mental
illnesses cannot be seen as a simple linear consequence of aetiological
factors (for example, unemployment causing depression). Rather, to the
best of our understanding, a multitude of interacting influences bear upon
the likelihood of a mental illness starting, becoming severe or remaining
chronic (Thornicroft, 1991).

Traditionally prevention distinguishes three levels: primary, secondary
and tertiary (Goldberg & Tantam, 1991; Newton, 1992; Sowden et al., 1997).
Primary prevention refers to measures which stop the genesis or expression of
the disorder. Secondary prevention refers to early detection of cases, usually by
screening, where early treatment can significantly improve the course and
outcome of the disorder. Tertiary prevention includes measures designed to
reduce disabilities which are due to the disorder (Breakey,1996).This frame-
work is more useful in branches of medicine in which causes are well iden-
tified, the time between the action of the causal factor and the onset of
symptoms is relatively short, there is a single primary aetiological factor,
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and screening procedures are simple, effective and acceptable. Only the last
of these criteria commonly applies to most functional mental disorders.

The model proposed by the Institute of Medicine (1994), ‘the
Intervention Spectrum for Mental Health Problems’, may have more heur-
istic value. It considers the three phases of prevention, treatment and main-
tenance as a continuum, and divides prevention into three sectors: universal,
selected and indicated.

Universal interventions are directed at the entire population, and for the
reasons already discussed, are relatively less important at this stage in our
knowledge about how to prevent mental illnesses.

Selected interventions are targeted to individuals at risk, and since risk
factors are more often identified than causes, in future we can expect
increasing attention will be paid to such selected measures.

Indicated interventions are directed to individuals at high risk or to those
with early features of illness. This can be termed the high-risk strategy which
attempts to reduce in people identified with one or more risk factors for
mental disorder,either the risk factor itself or its impact.This is the perspec-
tive most often taken in medical and psychiatric thinking, which as
Henderson (1996) correctly pointed out ‘is also politically appealing because
it segregates those who are afflicted or susceptible, while the rest of society
is left alone to enjoy its presumed normality.’ A recent review on the effects
of programmes of mental health promotion to high risk groups, both chil-
dren and adults, has been published by Sowden et al. (1997).

In contrast, Rose (1992) has described the value of the population-based
strategy.The power of this strategy is that ‘a large number of people exposed
to a small risk commonly generates many more cases than a small number
exposed to a high risk’ (Rose, 1993). In relation to mental disorders, this
stimulating analysis would lead to an attempt to decrease the level of expo-
sure to psycho-social or biological risk factors not for high-risk individuals
but for the whole community. In Rose’s words (1993) the ‘visible part of the
iceberg (prevalence) is a function of its total mass (the population average),
and one cannot be reduced without the other’.

The consequence of this population-based strategy is to focus preven-
tive measures on the control of the mass determinants of population preva-
lence and incidence rates. This view, which without doubt is innovative, is
not uniformly applicable to all mental disorders, and implies continuous
distributions of both morbidity and risk factor(s). This model, therefore,
according to current knowledge, would apply to disorders which appear to
be continuously distributed throughout the population, such as depressive

Community, mental health services and public health 21



disorders, but not to other disorders, such as schizophrenia, whose expres-
sion appears to be categorical. Interestingly, both continuous factors (such
as age) and categorical factors (such as sex) may contribute or indeed interact
in contributing towards the development of mental disorders.

2.5 The purpose of the service

Having defined the community-based service, and having discussed
the relevance of the public health approach for such a service, it is useful
now to establish the aims of the service as a whole. In other words: what is
the purpose? It is relevant here to use the matrix model to describe the
purpose at the country, local and patient levels.

The mental health service functions best conducted at the country /
regional level are, in sequence:

(i) to receive information from the local level (acting as a detector of prob-
lems as well as a routine monitor for trends);

(ii) to aggregate these data to allow the analysis of particular problems,
and to examine key associations (for example, between alcohol abuse
and violence);

(iii) to define a hierarchy of priorities;
(iv) to ensure the formulation of a national strategic plan for service devel-

opment;
(v) to create and act upon an implementation programme to put the

national strategy into practice (which may include the dissemination
of exemplary practice);

(vi) to compare the national plan with detailed information on the actual
functioning of local services;

(vii) to set national standards.

The same feedback system applies to the contribution of the country /
regional level to the formulation of a system of mental health laws, regula-
tions and guidance.

The purposes of the mental health services which are best carried out at
the local level can be described as:

(i) to provide a reasonable range and quality and population coverage of
mental health care;

(ii) to collaborate openly with other local agencies to provide together a
network of services, for example, primary-care liaison and consulta-
tion, and working closely with providers of housing and sheltered
accommodation;
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(iii) to conduct programmes of selected and indicated preventative inter-
ventions;

(iv) to maintain active surveillance of the service for early detection of
trends and to identify clusters of factors which may generate hypothe-
ses for subsequent aetiological or intervention research, which is the
central concern of clinical epidemiology (Cooper, 1993).

At the patient level the primary purpose of the service is:
(i) to decrease suffering of the patient and the family and

(ii) to promote both recovery and restitution of social competence
(Goldberg & Huxley, 1992).

Conflicts may occur between different concurrent and legitimate purposes
of the mental health service. For example, there may be a direct conflict
between an individual’s need for confidentiality of information, and the local
need for other agencies to be aware of which patients have a history of vio-
lence, and a national requirement for detailed service contact information
for planning and policy purposes.

A second arena of possible manifest conflict is between the treatment
choice (or treatment refusal) of an individual patient, and the expressed
demands of family members or neighbours in the local area, when the
patient’s behaviour becomes, to them, unacceptably disturbed. In this case
the mental health service may seek to fulfil two purposes simultaneously: to
provide treatment and care for the patient, and to provide respite and pro-
tection for those affected by the patient.

A third area of conflict can occur between nationally influenced levels of
unemployment and the associated limited work opportunities for many
individual patients disabled by mental illness, with consequences for the
need to provide sheltered occupation at the local level.

While conflicts are inevitable, solutions are not! Our intention is to show
that the matrix model can assist in clarifying the conflicting views at the dif-
ferent levels, and can help in finding solutions. The extent to which we
succeed will be judged by the reader.
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3
The historical context

The aim of this chapter is to complete the Part I of this book by pro-
viding the historical context for the development of community mental
health services. A more detailed description of the model follows in Parts II
and III of the book. Following this, in Part IV we shall turn to the practical
application of the model in the process of re-forming mental health ser-
vices.

We present here only a highly selective account of the historical back-
ground for the following reasons. First, we are not historians and an
extended historical appraisal is beyond our competence. Second, several
excellent relevant historical analyses have now been published, to which we
refer readers who seek more a detailed understanding (Jones, 1972; Scull,
1979; Levine, 1981; Gilman, 1996; Grob, 1991). Finally, we want to avoid the
risk of being excessively absorbed by a contemplative appreciation of the
past, at the expense of addressing the future.

3.1 The matrix model and the development of mental health
care

The matrix model can be used as one framework to help understand
the historical development of mental health services over the last 150 years.
Several different approaches have been used in analysing these trends. The
main forms of historical analysis are: socio-economic, political and clini-
cal/technical. These approaches can all be placed (within the over-arching
structure provided by the matrix model) in relation to three historical periods.

Period 1 describes the rise of the asylum between about 1880 and 1950;
Period 2 is the decline of the asylum, from around 1950 to 1980; and Period 3
refers to the re-forming of mental health services, since approximately
1980. These three periods are summarised in Table 3.1. The dates applicable
to each period have a wide ‘confidence interval’, and vary considerably, both
between countries and between regions. One important consequence of



viewing these changes in a longer-term perspective is to clarify that the
current application of community-based services is a very recent historical
phenomenon, and reflects a realisation of ideas that had been largely
confined to the realm of debate for several decades.

The use of the matrix model, as we have indicated, implies the use of the
two main dimensions. The first is the geographical, comprising the
country/regional, local and individual levels, and the second is the tempo-
ral, including the input, process and outcome phases. It is useful to under-
line that different emphases have been given over these three historical
periods to both dimensions. In terms of the geographical dimension, we see
a process of decentralisation, with a move from the country/regional level
to the local level of service provision, and more recently, in the third period,
towards specifying individual treatment and care within the local service
(see Table 3.2).

In terms of the second dimension of the matrix model (inputs,processes
and outcomes), we suggest that the differential emphasis between the three
historical periods is even more emphatic.In the first period (1880–1950) atten-
tion was given almost entirely to inputs, and it was assumed that the conse-
quent processes and outputs would accrue proportionate to the inputs. The
evidence is otherwise (Basaglia, 1968; Clare 1976; Martin, 1984; Tansella,
1986).Scandals have occurred at regular intervals,and regardless of the level
of input from asylums. A series of inquiries, for example, into malpractice
at several British hospitals for the mentally ill provided the occasion for a
further critical evaluation of the function of psychiatric institutions.
Martin (1984) has documented 14 investigations and inquiries in Britain
from 1969 (Ely) to 1980 (Rampton). He sets out the recurring themes asso-
ciated with established cases of ill-treatment: isolation of the institutions,
lack of staff support, poor reporting procedures, a failure of leadership,
ineffective administration, inadequate financial resources, the divided loy-
alties of trade unions, poor staff training and occasional negligent individ-
uals. In the first period, desired outcomes were measured not in terms of
individual patients within the institutions,but rather they were assumed to
be public order and perceived public safety and security outside the asylum
gates.

In the second period (1950–1980), as Table 3.2 indicates, increasing atten-
tion was given to the processes of treatment without sufficient emphasis
upon the importance of measuring the outcomes of care. For example, in
general adult psychiatry in this period there was a powerful emphasis
upon the process of ‘rehabilitation’ (Shepherd, 1984, Bennett & Freeman,
1991). At that time, a commonly used concept was the ‘step-ladder’ model of
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Table 3.1. The key characteristics of three periods in the historical development of mental health systems of care

Period 1 (1880–1950) Period 2 (1950–1980) Period 3 (1980–2000)

Asylums built Asylums neglected Asylums replaced by smaller facilities

Increasing number of beds Decreasing number of beds Decrease in the number of beds slows down

Reduced role for the family Increasing but not fully recognised  role of the Importance of families increasingly recognised,
family in terms of care given, therapeutic potential, the 

burden carried, and as a political lobbying group

Public investment in institutions Public disinvestment in mental health services Increasing private investment in treatment and 
care, and focus in public sector on cost-
effectiveness and cost containment.

Staff: doctors and nurses only Clinical psychologist, occupational therapists More community-based staff, and emphasis on 
and social worker disciplines evolve multi-disciplinary team working

Effective treatments emerge, beginning of Emergence of ‘evidence-based’ psychiatry in 
treatment evaluation and of standardised relation to pharmacological, social and 
diagnostic systems, growing influence of psychological treatments.
individual and group psychotherapy

Primacy of containment over treatment Focus on pharmacological control and Emergence of concern about balance between 
social rehabilitation, less disabled patients control of patients and their independence
discharged from asylums



Table 3.2. Geographical levels of the matrix model and the differential historical development of mental health systems of care

Geographical
levels Period 1 (1880–1950) Period 2 (1950–1980) Period 3 (1980–2000)

Country / Emphasis on concentration of Larger asylums retain differentiated Decreasing number of adult long-stay 
regional undifferentiated patients (the responsibility for the long-stay beds in health service facilities.

indigent, mentally or physically patients: including the more Remaining regional level facilities 
handicapped, demented, and behaviourally disturbed, or treatment focus on forensic services
psychotic) in single remote mental non-responsive, and mentally 
hospitals, where patients were  handicapped
categorised by behaviour and sex Differentiation of specialist wards /

hospitals for forensic patients

Local Beginning of psychiatric wards in Increasing number of community mental 
general hospitals for acute patients, health teams and centres. Proliferation 
differentiated from day hospital, of local non-hospital residential facilities,
day centre, sheltered workshops, including group homes, nursing homes,
and other local rehabilitation facilities sheltered apartments, and supported 

housing schemes.
Decreasing emphasis upon separate 

rehabilitation facilities

Individual Design of individualised inter-agency 
treatment programmes involving, multi-
disciplinary teams, voluntary organisations,
GPs, social services, church and charities, etc.

Less separation between treatment and 
rehabilitation, stress on secondary 
prevention of relapse, and also on 
improving quality of life.

More evidence-based psychotherapies



rehabilitation, which meant that patients could be expected to benefit from
service inputs by making a graduated return to full, normal functioning
after an episode of mental illness. This humanitarian approach offered
optimism to staff about patients who in Period 1 has been classified as
‘untreatable’, but it also confined many long-term psychotic patients to
poorly paid work. Most notably, however, there was remarkably little
research on the outcomes of these rehabilitative processes.

Related to this, in the second period, was the prevailing interest in devel-
opingacommonlanguageforclassificationanddiagnosiswhichattheinter-
nationallevelwaswelldemonstratedbytheoutstandingeffortsof theWHO
Division of Mental Health (Sartorius & Janca, 1996). While this emphasis is
understandable, and it was a necessary step to establish a shared interna-
tional terminology, again there was a notable lack of attention to individual
outcomes and to developing common outcome instruments which were
reliable and valid (Thornicroft & Tansella, 1996). This imbalance between
the attention to diagnoses for categories of patients, and the inattention to
other treatment processes and to treatment outcomes for individual
patients has been noticed and heavily criticised both by anti-psychiatrists
and by other commentators in this second period (Laing, 1966; Basaglia,
1968; Cooper,1974; Kovel,1976; Sedgwick,1982; Ingelby,1981).

In the third period (1980 to the present) the full complement of phases
along the temporal dimension are brought into focus (see Table 3.3). For the
first time, the relationships between inputs, processes and outcomes can be
considered as a whole, at the individual level. At the same time, we have
already stressed the importance of considering also the other two geo-
graphical levels (country/regional and local) in terms of these inter-rela-
tionships, and such research is now beginning. This is confirmed by the
current development of (i) standardised international measures of inputs
and processes as well as outcomes, and (ii) newer statistical methodologies
for multi-level and graphical modelling (Biggeri et al., 1996).

3.2 Period 1. The rise of the asylum (1880–1950)

Period 1, the rise of the asylum, occurred between approximately
1880 and 1950 in many of the more economically developed countries. It is
characterised by the construction and enlargement of large asylums,
remote from their feeder towns,offering mainly custodial containment and
the provision of the basic necessities for survival, to people with a wide
range of clinical and social abnormalities. The predominant model used to
explain the disorders of the inmates was that unknown biological causes
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Table 3.3. Temporal phases of the matrix model and the differential historical development of mental health systems of care

Temporal
phases Period 1 (1880–1950) Period 2 (1950–1980) Period 3 (1980–2000)

Inputs Attention primarily upon buildings. Building of occupational and Community mental health centres built,
Poor staff selection and training, rehabilitation centres, modernisation of individual, family and population-level needs 
mental health and social welfare legal and policy framework, development assessments, home treatment teams, new anti-
legislation to regulate the use of of liaison between psychiatry and other depressant and anti-psychotic medications,
institutions medical disciplines, establishment of integrated pharmacological and psycho-social 

newer allied disciplines, and sub- treatments, cognitive-behavioural treatment,
specialities within psychiatry. New self-help and patient advocacy, modernisation 
anti-psychotic and anti-depressant of mental health legislation in some countries.
medications Enhanced attention from mass media.

Emphasis on the control of public expenditure

Processes Influence of psychodynamic theory on Focus on continuity of care over time, by the 
mental health services at zenith. same team, and/or co-ordination between 
Decreasing length of in-patient stay and different agencies, using, for example, case 
appearance of ‘revolving door’ pattern of management. Targeting services toward more 
service use. Reduced bed numbers in disabled patients. Greater attention to risk 
asylums, but hospital costs not reduced. assessment. Development of audit of clinical 
Diversion of acute patients to acute practice. Growth of evaluative research as a tool 
hospitals. Attention to group processes to improve clinical practice. Introduction of
in ‘therapeutic milieu’, therapeutic market principles (separation of purchaser and 
communities, and group psychotherapy. provider roles, designed to improve quality 
Monitoring patterns of service contact through competition)
using case registers

Outcomes At the country and local levels limited use of
indicators (mortality, suicide and homelessness 
rates). At the individual level standardised 
outcomes measures in research studies, and in 
some clinical services, rated by staff, service 
users and their families



were responsible. The subsequent discovery of pellagra and the psychiatric
manifestations of syphilis confirmed this view.The asylums therefore acted
as repositories for those considered untreatable.

In economic terms, this required considerable investment and many
large institutions were built in the last two decades of the nineteenth
century.Indeed the choice of remote sites fitted both the need to remove this
perceived threat to the public safety, and was also consistent with then
current views of mental hygiene,which held that recovery was facilitated by
restful country settings. One consequence of this choice of geographical
location was the subsequent professional segregation of psychiatrists and
nurses from the main body of clinical practice, and from the centres of pro-
fessional status in the metropolitan, university teaching hospitals.

asylum noun

1 sanctuary; protection, esp. for those pursued by the law (seek asylum).

2 historical. any of various kinds of institution offering shelter and
support to distressed or destitute individuals, esp. the mentally ill.
Source: Concise Oxford Dictionary (1993)

The characteristics and stages of this progressive growth in hospital beds
have been subject to detailed analyses (Jones, 1972; Hunter & McAlpine,
1974; Grob, 1991). Three themes were apparent throughout these develop-
ments: namely clinical,humanitarian and economic considerations.In 1842
the English Poor Law Commissioners, for example, reported that ‘It must,
however,be remembered that with lunatics,the first object ought to be their
cure by means of proper medical treatment’ (Poor Law Commission, 1842).
Indeed it was clinical effectiveness which was used to justify the extra cost of
asylums compared with the work houses.

There was also an important moral aspect to the debate regarding the
asylum. At one extreme was the view represented by the utilitarian
Chadwick, who was Secretary to the Poor Law Commissioners until 1847,
that the greater good was served by incurring the least burden on the
pockets of the sane (Finer, 1952). Indeed, this view was reinforced later in
the nineteenth century by a progressive disillusionment with the ability of
the asylums to improve the condition of the majority of patients (the
‘untreatable’), along with a tendency towards block treatment in hospitals.
Patient populations were vastly in excess of their original planned size. In
1850, for example, each hospital had an average of 297 patients – by 1900
this had risen to 961.Dr Granville,writing in 1877 about the doubling in size
of the Hanwell Asylum in West London to nearly 2000 patients, lamented
the loss of ‘that special character which arises from dealing with a limited
number of cases directly’ (Granville, 1877).
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Thirdly, the economic argument was also given early prominence. In
1838 Edward Gulson, Assistant Poor Law Commissioner, gave evidence to
the House of Commons Select Committee on the Poor Law Amendment Act.
He recommended a transfer of power over lunatics from the county
asylums to the Poor Law Commissioners, ‘where they would be kept at one
half or a third or a fourth of the expense at which they are now kept’. These
three guiding imperatives, the clinical, the moral and the financial, there-
fore combined in a subtle and continuing interplay, the effects of which
were manifest in the late nineteenth century as the establishment and over-
growth of the asylums.

‘ Gli infermieri non devono tenere relazioni con le famiglie dei malati,
darne notizia, portare fuori senz’ordine lettere, oggetti, ambasciate,
saluti: ne’ possono recare agli ammalati alcuna notizia dal di fuori, ne’
oggetti, ne’ stampe, ne’ scritti.’

(Norma di regolamento in un ospedale psichiatrico)

‘ Nurses must not have relationships with families of patients, pass on
information, take out of the hospital without orders letters, objects,
messages, greetings: nor are they not allowed to bring to patients any
news from outside, or objects, or printed material or notes.’

(From a list of regulations in a psychiatric hospital)
Quoted in ‘Morire di Classe’ F. Basaglia & F. Basaglia Ongaro (eds), 1969.

It is important to note that although we suggest that the three historical
periods have occurred consecutively, the times at which they began and
finished in different countries have varied greatly. In Italy for example,
psychiatric bed numbers were stable until 1963 (Tansella et al., 1987), and
then diminished precipitously after the legislation introduced in 1978, so it
is reasonable to conclude that in Italy Period 2 began about a decade later
than in England.

In addition to differences in timing, there are also considerable cross-
national variations in the contours of each historical period. In Italy the seg-
regation of mental health professionals, together with their patients
during Period 1, was balanced by specific areas in which psychiatrists gained
power at this time. Asylum doctors, and in particular the director of the
‘manicomio’ (asylum), were the only staff authorised to confirm the admis-
sion or discharge of patients, were fully responsible for the hospital budget,
and had responsibility for all disciplinary matters for staff and patients.
These clinician-administrators were effectively charged with maintaining
the proper control of those excluded from their local communities.

Notably,until the Italian mental heath law of 1978,the responsibility for
both public and private asylums lay not with the Health Ministry but with
the Ministry of Internal Affairs and its local prefectures (Canosa, 1979).
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Similarly,until 1968 everyone who had been admitted to a psychiatric hospi-
tal had their names entered by a tribunal into a national judicial register,
which was a lifelong assignment (which persisted also after hospital dis-
charge), and this was considered a shameful family stigma which meant the
permanent loss of many civil rights, including voting, and the ownership of
property and land. The tribunal which confirmed psychiatric admissions
had to nominate a legal guardian to act in the legal interests of such patients.

While we propose here a somewhat fixed sequence of historical periods,
we wish to emphasise that there will necessarily be some blurring in prac-
tice in two directions. On one hand there will be prefigurative elements in
earlier stages which act as sentinels or precursors for later more substantive
or more generalised trends. Examples of prefigurative community-
orientated service developments are given by Talbott (1996). He details a
series of early innovative services a l‘Americaine, beginning with the first
alternative farm of St. Anne in 1855, followed by, for example, mass board-
ing out schemes in the late 19th century, travelling clinics in the early years
of this century, and ‘vocational rehabilitation’ projects, which began just
before our notional end of Period 1 in 1955.

On the other hand, later developmental stages will often retain rem-
nants of earlier times, for example a few remaining large and remote vesti-
gial institutions in which poor material and treatment conditions are
redolent of a previous period. In Japan, for example, the number of beds in
1960 was 95 067, and this increased to 172 950 in 1965. By 1993 there were
1672 psychiatric hospitals which contained 362 963 beds, a degree of in-
patient provision far higher than in most economically developed nations,
and is similar to the levels seen in England 40 years ago. There has been a
slight decrease in bed numbers since 1993 (Shinfuku et al., 1998).

In terms of the matrix model, these inter-penetrating time scales indi-
cate that changes at one geographical level may take many years to filter up
or down to other levels. For example, a change of national policy, such as the
prioritisation of the severely mentally ill in England and Wales remains
incomplete more than six years after its introduction (Department of
Health, 1990).

3.3 Period 2. The decline of the asylum (1950 – 1980)

The rationale for deinstitutionalisation and the justification for the
transfer of long-stay patients from the larger psychiatric hospitals are based
on sociological, pharmacological, administrative and legal changes (Jones,
1972; Scull, 1984; Brown, 1985; Busfield, 1986; O’Driscoll, 1993). From the
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mid 1950s an increasingly forceful sociological opinion emerged, both
within and without the psychiatric profession. This view criticised the ill
effects of prolonged stay within the large psychiatric institutions. Barton
(1959) described institutional neurosis’ as a disease in its own right . . . char-
acterised by apathy, lack of initiative, loss of interest’. He confidently
asserted that ‘rehabilitation solves these problems’. Extending this,
Goffman (1961) formulated the concept of the ‘total institution’, central to
which was ‘the handling of many human needs by the bureaucratic organ-
isation of whole blocks of people’.Wing & Brown (1970) reinforced this view
with their description of the ‘institutionalism’ of chronic patients. From
their study of long-stay patients in three British hospitals,they accepted the
hypothesis that ‘the social conditions under which a patient lives (particu-
larly poverty of the social environment) are actually responsible for part of
the symptomatology (particularly the negative symptoms)’.

Treatment patterns were also changing rapidly. Within three years of
the formulation of chlorpromazine in 1952, its use as an anti-psychotic
agent was widespread (Jones, 1972).The decline of asylums is often reported
in associations with the ‘anti-psychotic drugs revolution’. While we fully
recognise the usefulness of these drugs, their importance should not
obscure other revolutionary innovations in patient care.Industrial Therapy
Organisations, for example, were set up (Early, 1978; Wing, 1960), therapeu-
tic communities were developed (Clark, 1974), day hospitals appeared
(Bierer, 1951), and hostels and half-way houses were established.

As far as anti-psychotic drugs are concerned, it was evident from the
outset that while their impact on psychiatric practice was considerable, the
view that the coincident fall in the resident population of mental hospitals
was directly due to their introduction was subject to considerable contro-
versy. At the first International Congress of Neuro-Pharmacology Sir
Aubrey Lewis reported that ‘British figures regarding mental hospital pop-
ulations impose caution in giving the pharmacological action of these new
drugs most of the credit for the undoubted fall that has occurred in the
absolute number of people resident in certain mental hospitals’ (Lewis,
1959). Shortly afterwards, Shepherd and colleagues (1961) published a statis-
tical account of the changes in an English county mental hospital before
and after the introduction of the psychotropic drugs in 1955, which proved
that the impact of pharmacotherapy was very small, and suggested that the
non-specific benefits of new drugs may already have been attained by other
measures, such as more medical personnel, changing criteria for discharge,
increased acceptance of the mentally ill by families and by the community,
and the expansion of rehabilitative practices and social facilities.

The historical context 33



‘ Certainly if we had to choose between abandoning the use of all the
new psychotropic drugs and abandoning the Industrial Resettlement
Units and other social facilities available to us, there would be no hesi-
tation about the choice: the drugs would go.’
Sir Aubrey Lewis, 1959

The legal provisions relating to the mentally ill in Britain were unified in
the Mental Health Act of 1959. This established Mental Health Review
Tribunals, dissolved the Board of Control, and delineated the responsibil-
ities of central and local government. The Act also extended the provisions
of guardianship from the mentally deficient to all the mentally disordered,
and allowed voluntary admission providing patients did not positively
object to treatment, thereby facilitating a huge reduction in the proportion
of compulsory patients (Jones, 1972).

The scandals referred to in Period 2 had further consequences. Such
influences combined to allow the substitution of secondary aims, such as
the establishment of routine ward practices, for the primary aim of deliver-
ing care to patients. The effect of such inquiries was to reinforce the devel-
oping polarisation of views: if the large institutions were self-evidently
pernicious, it followed that community-based facilities must be commen-
surately desirable. This assumption was not based upon research evidence,
but it was nevertheless directly incorporated into government policy, both
in Britain and in the USA (Barham, 1992).

Financial considerations have also been especially important in foster-
ing this transfer of care. In the United States, for example, the introduction
of Medicaid in the 1960s promoted a rapid expansion of nursing homes
with an associated transfer of financial responsibility, or ‘cost shifting’,
from state to federal programmes (Scull, 1984; Mechanic, 1986; Levine, 1981;
Lamb, 1994). In Britain, by comparison, mental health services had been
committed to widespread hospital closure since 1955, and Government
policy has most clearly reflected this organisational and clinical reality since
1975 (DHSS, 1975).

For much of this time deinstitutionalisation has been left undefined. In
1975 the then Director of the National Institute of Mental Health in the USA
described three essential components of such an approach: the prevention
of inappropriate mental hospital admissions through the provision of
community facilities, the release to the community of all institutional
patients who have received adequate preparation, and the establishment
and maintenance of community support systems for non-institutionalised
patients (Brown,1975).Bachrach (1976) defined deinstitutionalisation more
succinctly as the contraction of traditional institutional settings, with the
concurrent expansion of community-based services.
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In Italy, the maximum number of psychiatric beds occurred in 1963
(91868 residents, 1.61 per 1000 population), and by 1981 the number had
more than halved (38 358, 0.68 per 1000 population). During this same
period the number of admissions grew steadily until 1975, three years
before the reform of 1978, which made first admissions to traditional large
mental hospitals illegal (in fact since 1982 all admissions to these institu-
tions, both public and private, had been against the law). In this respect Italy
is atypical compared with other Western European countries, which have
continued to rely to some extent upon these longer-stay hospitals as a last
resort.

The peak of psychiatric bed numbers for England as a whole occurred in
1954 and coincided with the introduction by Mr Kenneth Robinson of a
Private Members motion to the House of Commons, ‘That this House . . .
expresses its concern at the serious overcrowding of mental hospitals. . .’
(Jones,1972).Areduction in numbers was seen as the only humane option.In
the following year Houston (1955) wrote in the Lancet ‘By incarceration we
were aggravating the natural process of the disease. At last a new era is
dawning and the doors of despair are being unlocked.’ The predicted
decline in numbers of psychiatric in-patients has continued progressively
over the 40 years since that time (Tooth & Brooke,1961).The average number
of psychiatric beds occupied each day in 1985 in England and Wales, for
example, was 64 800 (Audit Commission, 1986), which represented, based
upon the Annual reports of the Lunacy Commissioners,a return to the occu-
pancy level last seen in 1895 (Scull, 1984). On the latest available informa-
tion, there are now a total of 47 296 psychiatric beds in England (Audit
Commission, 1994).

‘ The average standard of psychiatric practice in Britain is abysmally
low. Psychiatrists themselves are sometimes reluctant to make this
admission, though the evidence is overwhelming. In an average mental
hospital a long-stay patient is likely to see a doctor for only ten minutes
or so every three months. . . . Scandals about the ill treatment of
patients in mental hospitals, including those of relatively good reputa-
tion, occur with monotonous regularity.’
A. Clare (1976)
Psychiatry in Dissent

3.4 Period 3. Re-forming mental health services (1980 – 2000)

Those who criticise the deficiencies of current community mental
health care sometimes forget the shortcomings of the institutional era. In a
letter to the Lancet, towards the end of Period 2, a British psychiatrist
indicted his frustration with the low quality of the services provided by
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long-stay institutions, ‘I do not know whether the country can afford ade-
quate staffing of psychiatric hospitals and rebuilding the majority of them.
Without that I fear that inspection, inquiries and Ombudsmen will no more
improve the psychiatric service than court marshals improve the morale of
the army.’ (Last, 1972). During Period 2, British Government policy, initially
set out in the White Paper ‘Better Services for the Mentally Ill’ (DHSS, 1975),
had established a target of 47 900 in-patient psychiatric beds, after the com-
pletion of the programme of closure of psychiatric hospitals – a bed reduc-
tion target which has now been met.At the same time, it is clear that the rate
of hospital closure has outstripped the rate of establishing replacement res-
idential and day-care services.

A comprehensive survey of psychiatric hospitals in England found that
long-stay beds have been substituted by places in nursing and residential
care homes, often managed by the independent sector (Davidge et al., 1993).
Similarly, after the first 30 years of the hospital closure programme, the
67 000 remaining psychiatric in-patients in 1984 represented 45% of the
total target reduction over the decade (Social Services Committee, 1985). At
that time the 6800 available residential places were 41% of the proposed
target increase, and the 17 000 day hospital places were only 17% of the
target figure. In day centres, the 9000 places showed an increase of only 16%
toward the stated target of 28 200 (Thornicroft & Bebbington, 1989; Wing,
1992).

While 57 000 bed places have been lost, as well as the opportunities for
day activities which were also available to many of these patients in hospi-
tal, relatively few residential or occupational places have been reprovided at
the national level. Indeed the OPCS National Survey of Psychiatric
Morbidity in 1994 found only about 10 000 psychiatric patients in NHS hos-
pitals who had been in-patients for more than 6 months (Meltzer et al.,
1995).

In consequence there is now considerable debate about the numbers of
psychiatric beds that are needed (Wing, 1971; Hirsch, 1988; Wing, 1992;
Thornicroft & Strathdee, 1994; Faulkner et al., 1994; Wing & Lelliot, 1994).
The 1975 White Paper suggested targets of 50 District General Hospital
beds per 100000 of the population, and an additional 35 for the elderly
severely mentally infirm and 17 for the ‘new’ long-stay patients. The 1985
House of Commons Social Services Committee report on Community Care
noted that ‘a smaller number of in-patients beds is now thought necessary
for general psychiatric services since the average length of stay has contin-
ued to decline’. Even so, there is at present neither government policy nor a
widespread professional consensus on how far bed closures should proceed.
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Facilities for long-stay patients, now more often accurately described as
long-term, are only one component of a full range of local provisions.
Several estimates have been made of bed needs based upon reviews of the
available literature on the levels of need and the variations in need
across the main treatment and care categories (Wing, 1992; Strathdee &
Thornicroft, 1992).

We do not wish to suggest to the reader that the historical development
of mental health services is a consistent linear trend from the asylum to a
community-based system of care. Multiple contradictions occur at each
stage and any country will show examples of phases of evolution and invo-
lution. This has been well expressed by Goldman & Morrisey as ‘cycles of
care’. Indeed intriguing parallels in form, if not of content, appear when we
compare the central themes of nineteenth and twentieth century mental
health services, as summarised in Table 3.4.

As for the future, we shall resist the seduction of prediction, as Sartorius
(1988) has put it ‘. . . the predictions of the future are usually statements of
current desires; and the methods which are proposed to achieve goals in the
future have the limitation of the past, when they were produced’.
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Table 3.4. Parallels between late 19th and late 20th century developments

Phase 19th century 20th century

Optimism phase mental hygiene movement community mental health 
approach

Building phase institutions – large, mental decentralised community 
hospitals, operating as mental health centres & 
self-sufficient and isolated smaller residential and day-
communities care facilities

Disillusionment overcrowding of scandals, inquiries and public 
phase accumulating patients reaction

Control phase attempt to differentiate attempt to differentiate 
between ‘curable’ and between ‘safe’ and ‘risk’
‘incurable’ patients patients





part ii The matrix model: the 
geographical dimension

In Chapter 1 we introduced the central framework of this book, the
matrix model. Since the two dimensions of this model need to be taken into
account simultaneously,for the sake of clarity we shall begin by using Part II
to outline the three geographical dimensions in general terms. However, in
Part III we shall go on to describe each of the three temporal dimensions
separately and also in relation to the first axis, and in this way we shall illus-
trate the importance of the interactions between the two dimensions by
referring to the cells of the matrix model, which we call 1A to 3C, as shown in
Figure 1.1, on page 2.





4
The country / regional level

4.1 Defining the country / regional level

By country we mean the level with a shared government at which
mental health laws are established, any relevant minimum clinical stan-
dards are set, overall policy is formulated and which is often the level at
which the training of professionals is organised. In some countries differ-
ent regions or states, while sharing some regulations, may formulate their
own policy directives and clinical practice guidelines, particularly in coun-
tries with a more federal or decentralised political structure.The issues rele-
vant at this country / regional level can be considered in the following three
domains: social and political, economic, and professional.

4.2 Social and political domains

In the social and political domain, there is the balance that exists in
each country, on one hand between concerns for the duty of care to individ-
ual patients and the degree of importance attached to their civil liberties,
and on the other hand the legitimate expectations of the wider public that
mentally ill individuals should receive prompt and proper treatment and
care and also that the wider community should be protected from distur-
bance and harm from patients.

To simplify the complex interactions which take place within the social
and political domain, we think that it is useful to consider three aspects
within this domain: perceptions by the public, perceptions by politicians,
and their policy and legal consequences.Although we portray this as a linear
association in Table 4.1, these are recursive pathways, and the chaining
effects can be considered to start from any point. Even though there are
multiple feedback loops between these three steps, we place them in this
particular order because, in our view, step (A) is increasingly the prime
driver of this sequence of perceptions and events.



Within the scheme shown in Table 4.1, mental health policies (step C)
will reflect the wider mood of the times along a continuum between accep-
tance and tolerance at one extreme, and exclusion and prejudice at the
other. The larger social view of the adequacy of mental health services is
influenced in turn by the policy and legislative framework. Other factors
which bear upon composite social attitudes about what should be done in
terms of mental health services are first of all, direct personal experience of
mental illness. Because, as we have discussed earlier in this book, mental
disorders are among the commonest types of suffering, then we can expect
that up to a half of the adult population will have themselves experienced
mental illness directly, or have had contact at close quarters with mental
illness in a close relative.

Paradoxically, given the very common nature of such conditions, the
prevailing stereotypes identified by survey on public attitudes to mental
illness are overwhelmingly negative (Angermeyer & Matschinger, 1996). A
full consideration of the many roles of the channels of mass media and
public concerns about risk are beyond the scope of this book, and are
covered elsewhere (Furedi, 1997). We do want to distinguish, however,
between the twin roles performed by the mass media of factual reporting of
mental illness related events, and their commentary or interpretation func-
tions. As is the case for other news reporting, adverse events are more news-
worthy than treatment or services successes. The bias is therefore always
towards an unfavourable image of mental health services.
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Table 4.1. Pathway from social and political perceptions to policy

[A] [B] [C]
Perceptions ⇒ Perceptions ⇒ Policy & Legal
of the Public of Politicians Consequences

Influenced by [C] and by: Influenced by [A] and by: Influenced by [B] and by:

Personal experience Personal and family Macro-economic 
Family experience experience of politicians situation
Word of mouth Personal views of politicians Other competing 
Media accounts of events Direct pressure of mass business of
Media commentary media government
Lobbying / interest groups Representations of Consensus on necessary 
Professional organisations professionals action
Visibility of issues, scale Mediation of civil servants Likelihood of results 

(prevalence) of the Evidence from research before the next election
problems Evidence from inquiries

Social attitudes on civil
liberties & public safety



Politicians are interpreters of public opinion. They selectively translate
perceptions of the public into policy and legal actions. This is a complex
process, in which other influences can play an important role, such as the
personal views and experiences of close political advisors, or the prefer-
ences of ministers for the views of patients or professionals. At each stage
the mediating role of senior civil servants is often of central importance,
especially in countries where there is a short length of stay and rapid
discharge of their political masters! Where the government at the
country/regional level is satisfied that changes should be introduced, either
as policy guidance or as legal statutes, a series of barriers can still prevent
their introduction (see C in Table 4.1).

Where public and political perceptions are convergent, and wider polit-
ical circumstances at the country/regional level are favourable, their net
effect will be embodied from time to time in new mental health regulations
and laws. For instance, the Italian Law No. 180 in 1978 was approved at a
point when the public mood was rather libertarian, and because of the role
of active and enthusiastic psychiatrists, and at a political moment when the
centre-left coalition, guided by the Christian Democratic Party, was receiv-
ing external support from the Italian Communist Party, presently called the
Democratic Left Party (see Basaglia, 1968; Mosher & Burti, 1989; Tansella,
1991).

By comparison, in England the Mental Health (Patients in the
Community) Act in 1995 was a statutory expression of a widely held public
view that mental health staff had insufficient power to compel patients
living in the community to accept treatment and supervision. This balance
will be to a large extent context-specific. For example, the extent and speed
of political reactions to such changes in the public mood (and their expres-
sion in the media) may be modulated by the presence of clinically trained
personnel working on policy matters, who can act as conduits for the intro-
duction of clinical values (see the three ACEs in Chapter 11)

Further, the frequency with which new law and policy directives appear
will vary considerably between countries. In countries in which such new
regulations appear less frequently, clinicians may feel less constrained by
such remote control, may have a greater opportunity properly to consoli-
date new policies, but may also show far greater heterogeneity in their clini-
cal practice and quality of care.

To a large extent mental health services more sensitively and subtly
reflect the climate of social opinion than most other areas of medical prac-
tice, which includes human rights, the position of minority ethnic groups,
the problems of marginalised groups, the poor, prisoners, and migrants.All
these issues affect the balance between therapy and control. The point of
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balance reached at any particular historical time in each country will closely
reflect wider prevailing public attitudes on how far civil liberties should
outweigh risk containment (Furedi, 1997).

4.3 The economic domain

Economic issues acting at the country level also influence service
organisation and development and clinical practice. In terms of public
expenditure on mental health services, the overall level of economic devel-
opment (along with the relative importance attached to mental health in
relation to other medical specialities) has a profound effect upon the extent
and quality of the clinical services available, and upon the capital expendi-
ture available for the construction of health facilities and for their mainte-
nance. The methods used to allocate health expenditure from central
finance ministries to local regions, and then to individual local areas vary
enormously, for example in the extent to which these allocation methods
take account of local variations in general health or in psychiatric morbidity.

Equally, economic cycles of growth and recession, which may affect sub-
groups of the population in different ways, influence the direct funding of
state mental health services (both capital and revenue), the provision of
welfare benefits, and expenditure on mental health research, such cycles
also have indirect effects mediated by levels of employment. Unemploy-
ment, for example, has established effects on suicide and on the onset,
course and outcome of psychiatric disorders (Warr, 1987; Warner, 1994).The
direct consequences of unemployment include higher rates of depression
and suicide among affected individuals. The indirect effects are illustrated
by how changing employment prospects in different stages of the economic
cycle impact upon the course and outcomes for psychotic disorders, and
may account for some of the variations between developed and developing
countries.

Economic factors may also be expressed through the detailed ways in
which welfare benefits are received by psychiatric patients. One indirect
effect is that in many developed countries more secure entitlement to
welfare benefits depends upon the registration of a patient as permanently
disabled or as retired from the job market, which may reduce opportunities
for implementing rehabilitation programmes to assist in graded recovery.A
further consequence of permanent reliance on welfare benefits is that such
patients will usually only have access to low-cost housing. Wider economic
factors will in turn affect the availability and quality of such affordable
housing.
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4.4 The professional domain

The third set of issues acting at the country/regional level are con-
cerns for the professions, including standards of care and agreed staffing
levels, training, accreditation and continuing education. Training in many
countries, for example, is based upon curricula developed when psychiatric
services were hospital based.There is often a clear phase lag in which clinical
practice moves ahead of the content of training courses,whose curricula are
formulated at the country/regional level, and whose content tends to
change more slowly than practice. Where universities and colleges are
directly responsible for training and professional education,they need to be
directly involved in current clinical practice. Similarly, the timeliness of
decisions at the country level will affect the availability of sufficient
numbers of staff with relevant clinical skills at the local level. Any conse-
quent staffing vacancies will impact especially on mental health services
which already have low staffing levels.

A second responsibility usually accepted by the professions at the
country / regional level is the examination and accreditation of their members,
through which minimum standards of professional competence are meant
to be ensured.Traditionally this was largely a once-only process leading to a
basic or higher professional qualification. Increasingly in more economi-
cally developed countries the medical and other health care professions are
introducing discretionary or mandatory systems of continuing profes-
sional development (sometimes called continuing medical or professional
education), which are intended to renew the knowledge base of practition-
ers on an ongoing basis.

A third duty for the professions is to participate in long-term manpower
planning. The purpose of this is to estimate the required capacity for each
profession in the future and to arrange for sufficient (and not excessive)
numbers of trainees to qualify to match the estimated need. In Italy, for
example, such forward planning is now being transferred from the country
to the regional level. This process also illustrates an important wider point:
the extent to which the key functions within the mental health system are
mutually interdependent, and that these interdependencies cross the geo-
graphical levels. If a catchment area mental health service has been well
planned at the local level, it may still provide a relatively poor quality of care
if manpower planning at the country/regional level has been poorly carried
out so that relatively few properly trained staff are available to fill vacancies.
In this case a well functioning service reflects the successful completion of
multiple functions at all three geographical levels.
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A fourth function which is most often set at the country/regional level is
the setting and monitoring of minimum standards of care. These may apply to
the number of nurses expected to be present on an in-patient ward, the
number of doctors for each standard catchment area, the production of
agreed national formularies, the adoption of standard diagnostic systems,
or the regulations governing the documentation of clinical contacts with
patients. In each case the agreed standard or system which has been set only
has meaning and value if (i) an effective parallel system exists to inspect
clinical practice and to monitor the application of the norms, and (ii) a reli-
able method of feedback exists that will successfully modify the perfor-
mance of a service which fails to meet any given standard.

The quality and the extent of the data collection system which is able to
produce national statistics on mental health care provided by specialist ser-
vices varies greatly between countries. However, even in countries with
more advanced data systems there are two common weaknesses, namely
that information is more often: (i) about hospital than community service
contacts, and (ii) event-based than patient-based, for example recording
total number of admissions per year rather than the number of individual
patients who have been admitted, and whether the same patient has had
multiple admissions in the same or in different hospitals. In Chapter 10 we
shall examine in more detail how such data can be used for planning pur-
poses.

4.5 Conclusions

For the present, what we wish to do in this chapter is to emphasise,
particularly for readers who are involved with clinical work at the individ-
ual level or managerial work at the local level,the relevance to them of issues
which are confined largely to the country/regional level. In a sense there is a
type of organisational ‘food-chain’ in which the effects of country/regional
level decisions cascade down, and so constrain what is possible at the lower
geographical levels. In this way, for example, the clinical decisions of pro-
fessionals in difficult cases are often coloured by the wider climate of social,
political and economic opinion.

For the future, two issues are likely to grow in importance. In terms of
professional training there will be an increasing mobility between coun-
tries of the health professions, along with a tendency to harmonise systems
of professional accreditation, a trend already underway within the
European Community, but also evident on a more global basis. Second,
mental health care is following other areas of medicine in increasing the
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stress on evidence-based clinical practice. This trend can only be diffused
from individual centres of excellence to routine practice if it is co-ordinated
at the country/regional level. This implies central funding support for
psychiatric research, for the conduct and dissemination of systematic
reviews, and for clinical guidelines and treatment protocols, which can be
produced locally. These will most likely be implemented within a profes-
sional culture under the aegis of organisations at the country/regional
level, such as national associations of nurses, psychiatrists or psychologists.

While we agree with the importance of this trend we anticipate that
there will be a need for the foreseeable future to complement the evidence
base (see Chapter 10) with the ethical base (see Chapter 11) for mental heath
services. One example of this complementarity will be to operationalise
ethical principles into quantitiative outcome measures.

The country/regional level 47



5
The local level

5.1 Defining the local level

By local level we mean the catchment area for which an integrated
system of care for general adult mental health services can be provided. The
population size will vary between countries and regions, but is generally
between 50 000 to 250 000 total residents. In some countries the scale of the
local level is smaller where a single generic team is the main service provider
(as in South-Verona in Italy), whereas in other settings (for example in
Victoria in Australia) the main unit of organisation driving the whole
service is the 24-hour Crisis Assessment Team,leading to a larger-scale ‘local
level’of about a quarter of a million population.

Where local services are organised on the basis of catchment areas at the
local level, these are often called sectors. The concept of the sector has per-
meated community mental health service development. Following the
emergence of the first sectors in France in 1947, by 1961 over 300 had been
established. In the USA the Community Mental Health Centres Act (1963)
introduced the principle of a catchment area for each CMHC, and by 1975,
40% of the population had sectorised services. In Europe, throughout the
1970s sector development grew but sizes varied between countries
(Lindholm, 1983). Germany has sector sizes in the range of 250000, the
Netherlands around 300000,while the areas for the Scandinavian countries
are smaller with Denmark averaging 60–120 000, Finland 100 000, Norway
40 000,andSweden25–50 000.Of allcountries,however,Italyhasmostcom-
prehensively adapted the concept by virtue of Law 180,passed in 1978,which
establishedsectorsintherangeof 50–200 000population.Afurtherrangeof
factorscanalsoaffect thechoiceof sectorsizeand theyareshowninTable5.1.

5.2 Rationale for accentuation of the local level

Why do we place our main emphasis in this book upon the organisa-
tion of services at the local level? Why do we refer to the local level as the



‘lens’ to focus policies and resources at the country/regional level (see
Chapter 4) effectively for the benefit of individual patients (see Chapter 6)?

The first reason for this focus is that it is usually the best level at which to
consider the components of the general adult mental health system, their
organisation and their integration with each other.A series of key questions
arise at this level. Are services better organised with generic or separate spe-
cialised (acute versus rehabilitation, or all diagnoses versus diagnosis-
specific) teams? How far, if at all, should in-patient and community services
be organisationally integrated? Should the crisis and emergency functions,
which will include night-time and weekend services, be separated from the
routine clinical teams? Finally, are the main components of adult mental
health services mutually substitutable, for example, does the creation of
home treatment mental health teams reduce the requirement for in-patient
beds? For all these questions little research information exists, and a depen-
dence upon data from randomised controlled trials alone is unlikely to
produce answers, unless applied in multiple, representative sites using
long-term designs.

Second, the local level is usually the most relevant scale at which to formu-
late a service strategy which will take into account the following types of
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Table 5. 1. Factors influencing sector size

Factors in the population
1. Socio-demographic composition of population
2. Social deprivation indices
3. Ethnic composition
4. Age–sex structure
5. Knowledge of psychiatric morbidity
6. Existing service utilisation patterns

Factors in the organisation of services
1. Social services boundaries
2. Primary care organisation
3. Extent of sheltered housing
4. Number of old and new long-stay patients
5. Presence of a large institution
6. Presence of a district general hospital
7. Manpower and other resources parameters

Factors in the local area
1. Significant geographical structures
2. Inherent community structures
3. Presence of building sites or development

Source: modified from Strathdee & Thornicroft (1992)



interface with the general adult psychiatric service: links with specialist
mental health services such as old age, forensic, learning disabilities and
substance misuse; those with general health services, including primary
and secondary care services, such as family doctors and general hospital ser-
vices; and the range of non-clinical services such as social service and
housing departments, patient representative groups, local politicians, local
newspapers and radio stations, and family, carer and voluntary groups. The
reader will find a more detailed discussion of this in Chapter 13, where we
shall describe the interfaces between the separate service components at the
local level.

Third, knowing the socio-demographic characteristics of each local area
can guide assessment of needs for services, and assist the siting of facilities,
by using specific population indicators, both direct census variables and
composite scores of social deprivation. In this respect a health indicator
may be defined as a measure that summarises information relevant to a par-
ticular phenomenon, or which acts as a reasonable proxy for such a measure
(Cook & Campbell, 1976). An alternative method of establishing local need,
which we suggest should be considered if these more robust epidemiologi-
cal data area not available, is to establish a local consensus of views from a
wide range of interest groups.We shall expand upon these issues in Chapter
10, when we consider epidemiologically based measures or estimates of
local needs as useful information for planning.

A fourth consideration is that an emphasis on the local level can reverse
the trend which forced the deportation of patients away from their homes
and their local communities and which was a characteristic of the period in
which institutions were built for large catchment areas. The advantage of
stressing local services is that the directionality is reversed: instead of
forcing patients to move to remote sites, services are forced to move to the
patients’ local area.

Further intended benefits of planning and delivering services at the
local level are shown in Table 5.2. In addition, there are some key character-
istics of service delivery, such as accessibility, co-ordination and continuity
of care, which we consider to be more achievable within the local context.
We shall elaborate upon these and other principles fundamental to modern
mental health services in Chapter 11.

5.3 Limitations of an emphasis upon the local level

There are also disadvantages to planning mental health services at
the local level. First, it may not be cost-effective to develop expertise and
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facilities for low prevalence disorders which receive better quality care at a
higher regional or supra-regional level. For example, services for eating dis-
orders or forensic patients may be better provided in specialist centres at the
regional level to the populations of combined local catchment areas. On the
other hand, where such sub-specialist services exist there may be a secon-
dary effect that local catchment areas lose expertise to treat such conditions.

Related to this mainly diagnostic issue is the question of whether special-
isation should take place within the local level, for example on the basis of
the degree of disability or the chronicity of the condition. This usually refers to
the dilemma of providing either generic and unitary adult mental health
services, or separating the care of acute and chronic patients.

The separatists’view favours the creation of ‘rehabilitation’, or ‘continu-
ing care’, teams on one hand, and ‘acute’, or ‘crisis intervention’ teams on the
other hand. The argument for such a separation is that it allows dedicated
resources to be secured for the longer-term and more disabled patients, who
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Table 5.2. Claimed planning and operational advantages of organising 
services at the local level

Planning advantages
1 High identification rates of patients
2 Feasible scale for clinical and social assessments
3 Appropriate and planned development of services
4 Assists development of a wide range of local service components
5 Improved knowledge and use of community resources
6 Greater budgetary clarity

Service delivery advantages
1 Minimise patients lost to follow-up
2 Individually tailored inter-agency patient care programmes
3 Facilitates home treatment
4 Improved identity of staff with locality
5 Clarity of functions of local teams
6 Facilitates inter-agency liaison training and working
7 Allows comparative research and evaluation

Quality of service advantages
1 Less use of crisis and in-patient facilities
2 Improved patient education and intervention
3 Greater support of relatives and carers
4 Defined responsibility for each patient
5 Improved communication for staff, patients & carers
6 Improved primary–secondary service communication

Source: Strathdee & Thornicroft (1992)



are at risk of relative neglect in generic services which tend to prioritise and
concentrate time and treatment on more urgent cases. There is little evi-
dence to draw upon in addressing this question, and our own view is that
such separation tends to incur greater administrative costs for the two types
of team, and adds a greater degree of complexity to the interfaces between
the components of an already complex system. We therefore favour generic
teams which explicitly balance acute and long-term care, and which can
particularly provide continuity of treatment for long-term patients, who
also episodically become acutely ill.

A second concern attached to the provision of local services is that the
quality and capacity of services in different, even adjoining, local areas may
vary enormously. This does introduce inequity, which may be mitigated to
some extent post hoc by a small-scale migration of patients towards better
resourced services. Such inequalities are better addressed a priori by co-
ordinating the planning of local services at the regional level, and by
methods of updating the distribution of health resources from time to time
by explicitly taking into account not only overall population needs, but also
other specific local factors, such as the referral and turnover rates of
patients, and the composition of the case load of each local service in terms
of severity mix.

A third issue is that local catchment area services may offer less freedom
to patients, and reduced choice for referrers in the services to which they
have access. As far as patients are concerned, this is an over-emphasised
problem, since a well-organised local service can usually respect the wish of
patients to change clinician by a reallocation within the same clinical team.
In addition, it is occasionally necessary deliberately to refer a patient to a
team serving another catchment area, for example if the patient is a
member of staff in the local health services, or if a complex family includes
more than one patient, and treatment will be clarified by providing distinct
treatment to each patient in separate settings. In this case catchment area
boundaries are better seen as somewhat fluid and pliable than as rigid and
insurmountable.

A fourth local level concern is the degree to which the boundaries of the
key agencies which deliver services to the mentally ill are coincident. The
three most important boundaries are those for the mental health services,
for primary care health services and for social services. The main point here
is that most organisational questions become far easier if these boundaries
are co-terminous. The less this is true the more complex are the multiple
relationships necessary between partially overlapping agencies. In terms of
planning, it is useful in addition to have geographically defined service
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catchment areas which exactly coincide with local government and census
boundaries, so that the relevant population data can be easily obtained.

Related to the aim of reducing the geographical distance between
patients and services is the question of how the same aim can be achieved in
terms of social and economic status. It has long been recognised that those
who suffer from mental illnesses often also suffer from profound reduc-
tions in their material standard of living, and that this is associated in less
regulated societies with a progressive ‘zoning’ of their places of residence.
In other words, people who are most disabled by mental illnesses can only
afford to live in the poorest types of accommodation, so that ghettoisation
occurs. In a sense, this is a different type of exclusion: formerly patients
were confined to impoverished and separate institutions (‘marginalisation
within the asylum’), whereas more recently such patients are likely to be
confined to impoverished areas which they share with others who do not
have the economic means to afford anything better (‘marginalisation within
the community’).

Dear & Wolch (1987) see close parallels in these two types of marginalisa-
tion. They argue that professional care for the sick and needy has always
proceeded from fundamental principles of isolation and geographical
separation of such individuals. In their view, such isolation has four princi-
pal hallmarks: enclosure, partitioning, identification of functioning sites,
and ranking. One extreme expression of the operation of such market
forces, combined with public opposition to new mental health facilities and
their manifestation through local government planning procedures, is the
question of where to locate new services. A frequent response to this ques-
tion is one of conflict avoidance by seeking uncontested sites, with the con-
sequent concentration of patients and other marginalised groups into
‘zones of dependence’, which Dear & Wolch call ‘service-dependent popula-
tion ghettos’. This tendency is one of exclusion from the mainstream of
social opportunities, and so runs directly counter to one of the central
themes of this book: that patients with (especially severe) mental illness
should not be marginalised and excluded from, but be welcomed and
included within the challenges and richness of normal social life.

5.4 Key stakeholders at the local level

Working at the local level makes building links with key local figures
both useful and inevitable. They will most often include not only family
doctors, general hospital and other health service clinicians, but also social
service and housing department staff, patients and their representatives,
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local politicians, local newspapers and radio stations, family members and
carer groups. But a wider corona of stakeholders may also wish to have their
presence and interests represented and respected. This wider set of constit-
uencies may include: neighbourhood or residents’associations, local school
staff, governors and parents, shopkeepers, local politicians, church minis-
ters, and police officers. The importance of these stakeholders emerges par-
ticularly at times when plans are being developed to open new mental
health facilities.

Faced with potential local opposition to a planned new mental heath
service, staff are faced with a dilemma: should neighbours be kept in the
dark about local developments or fully informed? An understandable
concern by staff that local reactions may be hostile, uninformed and could
sabotage community care projects, can lead them to tell neighbours as little
as possible. However, it is possible to argue that neighbours will learn about
new local developments sooner or later, and that their anger will be greater
if they discover the truth at a late stage.Our experience has led us to the view
that treating neighbours openly, as potential partners, and seeking their
early informed consent for proposals at the planning stage is pragmatic,
principled, and a proper base for mental health services that are fully inte-
grated within their local communities.

5.5 Conclusions

Our emphasis on the primacy of the local level within the geograph-
ical dimension leads us to make explicit that the work of mental health ser-
vices is more similar to primary care than most other specialist health
services. This is so because what they have in common is not only a respon-
sibility for a given (and usually geographically defined) patient population,
but also a longitudinal perspective in assessing and treating patients (which
hospital specialists with a typically cross-sectional or episodic approach will
not be able to develop). Moreover, they will both adopt a clinical perspective
which regards treatment and rehabilitation as a continuum rather than as
conceptually and practically distinct.As some other areas of medicine, such
as rheumatology, metabolic diseases or geriatrics, develop systems of
service for patients with chronic or relapsing and remitting conditions, we
expect that these skills will become more widespread in future.

On a more cautionary note, in some particular areas the local level, as we
conceptualise it here, may not exist in terms of the organisation of services.
Most European countries have an administrative infrastructure which
organises health, social and other public services for defined geographical

54 The matrix model: the geographical dimension



areas. However, health systems with a greater degree of deregulation, such
as that in most parts of the United States, may more weakly reflect the
public health approach, without which a meaningful and efficient integra-
tion of services, which we consider to be the central purpose of the local
level, becomes extremely difficult to achieve. For the reasons given in this
chapter, we are drawn to the conclusion that locality is the central organising
theme for the efficient planning, organisation and delivery of mental
health treatment and care.
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6
The patient level

6.1 Defining the patient level

By patient level we refer to the therapeutic domain which may
include treatment, care and support for individual patients, or for groups of
patients, who share common characteristics or problems, as well as inter-
ventions for the members of their wider social networks, including their
families and carers. This level is traditionally considered to be the only
proper territory of the clinician. As we have already argued, the practice, as
well as the outcome, of clinical psychiatry strongly depends upon the char-
acteristics of the other two geographical levels,and it is therefore important
for clinicians to be aware of how processes at these higher levels may posi-
tively or negatively influence their clinical work. This may especially be the
case for clinicians who tend to concentrate their attention solely upon the
patient level.

6.2 The significance of the patient level

In this chapter we shall introduce the key elements (shown in Table
6.1) which are intended, when used together, to create the framework for
clinical interventions at the patient level. As far as the first element is con-
cerned, choosing the most effective clinical interventions, information on
the evidence for treatments for individual patients is outside the scope of
this book, and we refer the reader to the extensive relevant literature (see for
example: Sartorius et al., 1993; Murray et al., 1997). We would emphasise
three points: (i) the research evidence in the field of mental health is concen-
trated almost entirely within the individual patient level, and has mostly
accumulated from groups of unrepresentative patients, but is applied to
whole populations of those affected; (ii) even within this level the evidence
base generally applies to single clinical interventions rather than to treat-
ment combinations, or to the other aspects of patient care that we discuss
below, and (iii) whatever the evidence base, clinical practice always lags



behind,andoftenveryfarbehind(Geddes&Harrison,1997).Salientissuesat
this level will include the personality, psychopathology, and disabilities of
individual patients; the nature of family and group dynamics; patients’
expectationsandsatisfactionwithservices;andtheirtreatmentcompliance.

6.3 The limitations of attending to the patient level

In traditional clinical practice doctors see the particular patients
who come to their attention and they mainly base their views about the
characteristics of morbidity upon these experiences. This is a view which
only considers the patients receiving care (enumerator) and takes no
account of the total population at risk (denominator). In psychiatry,the pre-
ferred professional perspective has long been the view seen from the mental
hospital base: it is one which includes single episodes of treatment, only for
those affected individuals known to the physician.

This traditional hospital-based view commits four errors. First it disre-
gards the denominator and so cannot estimate the proportion of true mor-
bidity which is treated. Second, it cannot judge how far treated cases are
representative of all prevalent cases and therefore of selection biases in the
treatment process. Third, it excludes consideration of the patient’s wider
social context. Fourth, it tends to emphasise only the current episode of care.
By comparison, the usual perspective of the family doctor and of other
primary care practitioners is not only cross-sectional but also longitudinal
and contextual. It is this view which is promoted by widening the perspec-
tives of mental health professionals to include other levels of both the geo-
graphical and temporal dimensions of the matrix model.We shall elaborate
upon the temporal dimension later in this chapter (in section 6.7), and
for the present our point is simply that the inclusion of reference to other
geographical levels allows clinicians to take account of the denominator,
and so to reduce clinical bias.

Two important consequences flow from this epidemiologically
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Table 6.1. Key elements for delivering effective clinical interventions at the
patient level

1 Choosing the most effective clinical interventions
2 Seeing the patient as a partner in treatment
3 Using the patient’s family as a resource
4 Recognising the whole range of needs for each patient
5 Adopting a longitudinal approach
6 Promptness both in offering and withdrawing interventions



informed approach: the first is that the number of known cases can be com-
pared with estimated overall morbidity to gauge how far the capacity of the
mental health service is appropriate to the scale of need. The second conse-
quence is that this approach allows judgement of how far known cases rep-
resent either all prevalent cases, or all cases in a defined group identified for
treatment targeting.

While fully weighing the importance of interventions at the individual
patient level, in our view this perspective is necessary but not in itself suffi-
cient. Our argument is that the full potential of this level can only emerge
when it is understood in relation to the other geographical levels.

6.4 Seeing the patient as a partner in treatment

We believe that it is unnecessary to convince the reader of the impor-
tance of involving the patient in his or her own treatment, so instead we
shall present here ways in which this can be done. The first step in establish-
ing a therapeutic relationship between clinician and patient that is one of a
joint approach against the effects of the disorder is to provide understand-
able and useful information to the patient on the disorder, its probable
course and prognosis, and on treatment options. This is for ethical reasons
in that patients have a right to comprehensible information, and for eviden-
tial reasons in that it increases compliance with treatment recommenda-
tions (Haynes et al., 1996).

When patients are informed in this way, it becomes possible to see them
as negotiators in their own treatment. This allows, for example with psy-
chotic patients who have experienced adverse effects of anti-psychotic med-
ication and who are reluctant to take more, a number of therapeutic
options: to agree a dose of medication as a mid-point between those initially
proposed by both sides; to specify a dose range within which the patient has
day-to-day discretion over the precise dose taken; or to plan jointly that no
medication will be taken on a regular basis unless specific symptoms occur,
such as previously identified early warning signs of relapse, which can be
formalised as an advance directive.

This negotiating position applies equally to others types of treatment,
such as participation in activities at a day centre programme or in applying
for employment. It is often necessary to reduce our expectations in order to
meet patients’ desires or preferences. The issue is the balance between the
need to be directive in prescribing treatment recommendations (especially
for patients who need clear guidance) with a readiness to modify prescrip-
tions in answer to patients’ own preferences. This kind of flexibility may
need to vary over time even for the same patient.
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Such a negotiating stance is pragmatic since, in our own clinical experi-
ence, it is likely to increase the likelihood of patients adhering to a medica-
tion regime. But there are also wider ethical reasons for such a partnership
approach. Recent research in the USA indicates that patients’ perceptions of
coercion during in-patient treatment are less when they report that they (i)
have had an opportunity at some time during the admission to give a full
account from their own point of view of the admission,and (ii) have felt that
their account has been taken seriously by staff. These two factors are
referred to by the MacArthur Network researchers as ‘procedural justice’,
and indicate that when patients report that they have been treated respect-
fully in these two particular ways, they consequently find their treatment
more acceptable, even if the admission has been compulsory, or if they have
received enforced medication at some stage during their in-patient treat-
ment.

We therefore suggest that each treatment programme be tailored to an
individual patient as a dynamic process which takes into account the social
context of the patient (for example, important life events), clinical recom-
mendations, and patient preferences.

Certain forms of psychotherapy, especially behavioural and cognitive-
behavioural treatments, have made explicit and have systematised such
active patient participation. At the other extreme are interventions such as
electro-convulsive therapy and psycho-surgery,which at the time the proce-
dure takes place are entirely without the active participation of the patient.

The process of informing patients and subsequently negotiating a treat-
ment plan is time consuming,and may be seen as wasteful by clinicians.Our
view is that in fact this is a type of investment in the future, which will
usually save time at a later stage, most typically when a patient’s condition
relapses, at which point agreeing any treatment plan is likely to be far more
difficult. It is our clinical impression that this more inclusive approach to
patient involvement in treatment decisions does lead to improved compli-
ance, which for most conditions has been estimated at about 50% of pre-
scribed medication (Haynes et al., 1996), and that this renders relapse less
likely. Patient participation may therefore be seen as both principled and
pragmatic.

6.5 Using the patient’s family as a resource

The family members of an individual suffering from mental illness
may be a valuable resource to work alongside mental health services.
Specific techniques for working with such families and methods of measur-
ing their involvement and the impact of caring have received substantial
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attention in the recent literature (Kuipers & Bebbington, 1991; Schene et al.,
1994). In this section our aim is not to repeat this work, but to establish the
credentials of the family to be included within the clinical dramatis personae,
and to enumerate the prerequisite conditions for such involvement to take
place, especially in relation to the most common concerns which families
experience, some of which are summarised in Table 6.2.

There are three particular misunderstandings which are relatively
common in practice and prevent clinicians and families from collaborating
effectively to help patients: (i) the belief of clinical staff that families are the
cause of mental illness, (ii) the reluctance of clinical staff to recognise the
mental health problems of carers themselves, and (iii) the interpretation by
staff of clinical confidentiality to limit the information which they give to
families.

The first type of error leads some to believe that patients’ families are
directly responsible for the onset of the disorder, or for episodes of relapse.
While there is evidence that relapses of schizophrenia may follow exposure
to a family atmosphere which rates highly for ‘expressed emotion’ (a
concept which combines hostility, emotional over-involvement and criti-
cism), there is no evidence that anything families do causes the disorder de
novo, and therefore no grounds on which to consider that the family should
be held blameworthy. Indeed where the family may be a contributory factor
to the risk of relapse the common error is for staff to blame the relatives
rather than to reframe this positively as an opportunity to help the family
behave in a way that reduces the risk of relapse.

The second error is to neglect the changing mental health status of
family members, which may fluctuate in relation to variations in the
mental state of the patient. In most cases this association co-varies in the
same direction, in other words deterioration occurs at the same time for
both the patient and for relatives. Less frequently it is observed that the
family shows signs of distress or suffering when the patient shows sympto-
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Table 6.2. Common concerns of relatives of mentally ill people

• What will happen when the parent / carer dies?

• Worry about suicide and aggressive behaviour

• Concern about underactivity by patients

• Needing information on the condition and any genetic implications

• Grief about the loss of expected child and adult

• Information on whether early life events have caused the present disorder

• Expert advice about welfare benefit entitlements

• Updated information about treatment options and developments



matic improvement and increases his or her autonomy more rapidly than
the family can accept. In both situations to ignore or to delay recognition of
what is happening in the family environment can lead to two types of mis-
interpretation. On one hand, clinical staff may misunderstand signals
from the patient, such as reports of depressed mood, which indicate dis-
tress within the family. For example, complaints by parents to a relatively
inactive schizophrenic son, may be taken by staff out of context and be
attributed to the symptoms to the patient alone, rather than located within
the set of relationships within the family as a whole. Treatment in this case
is likely to be ineffective. On the other hand, staff may misunderstand
signals from family members, for example, concern by the parents of a
mentally ill daughter that they cannot keep her at home for much longer
may be interpreted by staff as a withdrawal of care by unsympathetic
parents, rather than as a request for respite care, or for a higher degree of
practical support to the family.

The third error of mental health services is to treat the issue of confiden-
tiality in a way that is damaging to both the patients and relatives. It is
common for staff to refuse to inform relatives about the diagnosis and the
course and outcome of the condition, about current treatment and about
treatment options, on the grounds that such information is confidential,
and cannot be disclosed to third parties without the consent of the patient.
While this is both a legal requirement and a hallmark of good clinical prac-
tice, staff often fail to recognise that relatives cannot act on an informed
basis to support the patient if they are specifically excluded from access to
the relevant facts. One way to reconcile these apparently contradictory
needs is for clinicians to raise this issue explicitly with each patient and to
try to reach agreement on three matters: which categories of clinical infor-
mation the patient agrees can be passed to named family members at any
time, which types of information should be kept confidential and not dis-
closed to any third party at any stage, and which categories may be disclosed
to specific relatives in the future only under specified conditions, for
example should the patient relapse and require compulsory admission to
hospital (Szmukler & Bloch, 1997). A less formal but more common method
to convey agreed information to family members is to arrange regular con-
sultations at which both the family and the patient are present.

6.6 Recognising the whole range of patient needs

Modern clinical practice needs to consider biological, psychological
and social factors at the same time, as well as their interaction. We may con-
sider these factors as mainly internal (biological and psychological) or
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mainly external (social). In practical terms, at the patient level, the relative
weight of these aspects may vary in different clinical conditions, even if it is
the theoretical orientation of the clinician that often explains the differen-
tial attention they receive.

In such disorders as dementia, for instance, biological aspects are con-
sidered (given the current state of our knowledge), of greater salience than
social or psychological variables, and this view affects diagnostic and thera-
peutic interventions.However, in conversion disorders psychological and
social factors are now considered to predominate over biological variables,
and this suggests a preferential use of psychological treatments over bio-
logical therapies. From a practical point of view, whatever the variables
involved in the pathogenesis of a particular disorder, for individual
patients we have to recognise the whole range of their needs and to offer
a series of different therapeutic possibilities. This implies co-operation
between different members of the clinical team and the availability of
various therapeutic skills within the same mental health service. This does
not always happen in clinical practice, either because members of different
disciplines will only aim to identify patients needs which they consider to
be within their own sphere of competence, or because they are not able to
respond to identified needs for lack of appropriate skills or resources. An
example of the range of needs to be considered is provided by the
Camberwell Assessment of Need (CAN) (Phelan et al., 1995) (see Table 6.3).

6.7 Adopting a longitudinal approach

As mentioned earlier in section 5.5, one of the specific characteristics
of a mental health service is to draw upon both the cross-sectional and lon-
gitudinal perspectives in everyday clinical practice. In dealing with individ-
ual patients this means considering both perspectives in taking the history,
in writing the case notes, in making diagnostic formulations, in making a
prognosis, in formulating a care plan, and in establishing the correct pace at
which the treatment should be given.While this longitudinal perspective is
better achieved within a single clinical team, as a powerful tool for provid-
ing continuity of care, when an efficient communication system is in opera-
tion, the perspective can be maintained across different agencies or
treatment teams,and this implies that clinical records or at lest clinical sum-
maries will follow the patient and be made available to the current respon-
sible clinicians.

The significance of such operational details is that they can (and in our
view should) be arranged to maximise continuity of care to patients, and that
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this is best provided by a continuing therapeutic contact with a single
mental health service. When this is not possible, then the longitudinal per-
spective can only be sustained when new staff members can use continuity of
recorded information, which then acts as proxy of continuity of contact and longi-
tudinal personal knowledge. We shall elaborate upon this theme of continuity
in section 11.2.2.

6.8 Offering and withdrawing care in prompt measure

In the training of mental health professionals considerable empha-
sis is placed on using treatments appropriately. In the use of one form of
treatment, medication, for example, this means paying detailed attention
to the dosage, and to the time and route of administration. In this way med-
ication is titrated to maximise the therapeutic effects while minimising
unwanted effects. The same attention should also be accorded to non-
pharmacological interventions when dosage, timing and the means of
delivery can affect the outcome.

In terms of dosage, as with drugs, so for other forms of interventions the
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Table 6.3. Areas of need included in the CAN (Camberwell Assessment of
Need)

Accommodation
Occupation
Specific psychotic symptoms
Psychological distress
Information about condition and treatment
Non-prescribed drugs
Food and meals
Household skills
Self care and presentation
Safety to self
Safety to others
Money
Childcare
Physical health
Alcohol
Basic education
Company
Telephone
Public transport
Welfare benefits



minimum effective dose should be given.This ‘dose’ will vary both for different
individuals,and also within individuals over time, according to the changes
in clinical condition or context. Among more severely disabled patients,
giving more than the necessary dose or duration of day care, for example,
can induce a counter-therapeutic dependency on services and hinder the
development of autonomy. Another example of inappropriately excessive
care would be a prolonged period of in-patient treatment which can
decrease the performance of everyday living skills of progressively institu-
tionalised patients.

In relation to timing, good clinical practice demonstrates the capacity to
provide services that can both rapidly increase and rapidly decrease in
intensity according to the condition of the patient. Often, however, it is the
case that services are simply unable to respond in a timely fashion at all, or
are only able to increase their input quickly, but are slow to withdraw the
amount of care during the patient’s recovery. In this period, therefore, an
over-provision of treatment may take place. This is wasteful of resources
and may induce dependency in patients.

In terms of the means of delivery of care, mental health services should
make every attempt to ensure that in their intervention for patients they
choose in each situation the least restrictive alternative. For example, a com-
mitment to decrease the use of compulsory admission to hospital may
necessitate the provision of realistic alternative services offering high
degrees of support to patients at times of acute crisis, in settings which
patients will accept on a voluntary basis, such as their own homes if inten-
sive domicilliary treatment teams are available, or to other facilities such as
crisis centres or respite houses.

6.9 Conclusions

In this chapter we have outlined a framework for style of treatment
interventions made at the patient level. In conclusion we wish to indicate a
parallel framework that can be applied to the content of these interventions.
One such framework is provided by evidence-based medicine (EBM), which
reflects the maturation of methods and techniques for testing treatment
efficacy, such as randomised clinical trials. This approach can usefully be
supplemented by using data provided by structured clinical practice. This
issue will be further discussed in Chapter 19.

64 The matrix model: the geographical dimension



part iii The matrix model: the 
temporal dimension

Part III will deal with health care measures and indicators which we
consider in the phases of the temporal dimension: input, process and
outcome.We shall use the term ‘measures’to denote direct assessments,and
‘indicators’ as indirect assessments (or reasonable proxies) that summarise
information relevant to a particular phenomenon. Like other instruments
used for health services evaluation, such measures and indicators should
have adequate validity, reliability, sensitivity and specificity (Jenkins, 1990).
Since direct measures are difficult to collect, indirect proxy variables are
more common and such performance indicators have been defined as ‘oper-
ationally-defined indirect measures of selected aspects of a system which
give some indication of how far it conforms to its intended purpose’(Glover
& Kamis-Gould, 1996).

The distinction and balance between inputs, processes and outcomes
within mental health services are far from clear-cut for three reasons. First,
there is no consensus on the definitions of these terms, and their use in the
literature is widely variable. The consequence of this is that it is often the
case that the three temporal phases are used in a confused way so that pro-
cesses (such as numbers of admissions) are used as if they were outcome var-
iables. Second, these three categories of variables are inter-connected and
need to be seen as different aspects of the wider, dynamic mental health care
system. In this case, outcomes cannot be considered in isolation, and in fact
patients will often want acceptable care processes and outcomes, so that
attention to outcomes alone will miss a part of what is valued by the recip-
ients of care. Third, the paradigm which best fits the tripartite sequence of
input, process and outcome, is that of an acute episode of illness and its con-
sequent medical care, such as an uncomplicated infection, or a straightfor-
ward surgical intervention such as an appendectomy. This is because the
acute illness paradigm assumes (i) clear start and end points for the episode,
(ii) that outcomes are directly related to treatment inputs and to the



processes of their delivery (or as Donabedian put it in 1992,outcomes are the
states or conditions attributable to antecedent health care), and (iii) that
outcome is simply the difference (or health gain) between health status
before and after treatment. Many mental disorders, however, especially
those treated by specialist mental health services, are chronic, relapsing and
remitting conditions, which do not fit a simple acute illness paradigm.

The structure of the following three chapters attempts to respond to
these challenges. In each chapter, we shall first define the relevant phase of
the temporal dimension (input in Chapter 7, process in Chapter 8 and
outcome in Chapter 9). Then we shall examine the main characteristics of
each temporal phase at the three levels of the geographical dimension
(country/regional, local and patient). By using the matrix model in this way,
we shall try to add a greater degree of clarity to understanding the working
of mental health services.

It is interesting to consider how perspectives on the importance of these
three phases differ at the three geographical levels. From a patient’s perspec-
tive,within a national health insurance system (patient level),the rank order
of importance is likely to be: (i) outcome (amelioration of symptoms or
degree of recovery), (ii) process (quality of care received) and (iii) input (indi-
rect taxation costs or fees for services). From a managerial point of view (local
level), this rank order is often reversed, and priorities are seen to be (i) inputs
(service cost containment or reduction), (ii) processes (offering services
acceptable to patients and avoiding complaints), and (iii) outcomes. From a
public health perspective (country/regional level) the priorities are more often
(i) service efficiency (the ratio of outcome benefits to input costs), and (ii)
process. Also the criteria used to judge each of these phases may differ
between these three levels, being more subjectively based at the patient
level and more evidence-based at the other two levels.
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7
The input phase

7.1 Defining the input phase

We define as inputs ‘the resources which are put into the mental
health care system’.

Defined in this way, inputs are those elements which are injected into
the total mental health service system, and which need to be distinguished
from the activities which take place within that system in providing mental
health care, which we describe in the next chapter as the process phase. These
resources enter the system at the three geographical levels, and may be
further categorised as visible or invisible.

The visible inputs consist mainly of staff and facilities. In psychiatry, as
compared with other medical specialities, a relatively small contribution
towards visible inputs at present is expenditure on medication, supplies,
equipment and investigations. Visible expenditure on staff includes the
numbers, the mix of different disciplines (such as psychiatrists, psycholo-
gists and nurses) and their relative distribution across the service as a whole.

Often forgotten are the invisible inputs which activate the visible system
inputs, and which potentiate the effective functioning of the service
network. Without these invisible factors the visible inputs may be rendered
largely ineffective. Indeed, the influence of these invisible inputs usually
only becomes manifest when they are absent, unrecognised or disregarded.
One example is the importance of establishing good working relationships
between specialist and general health services, and between health and
social services, for the joint care of people with long-term and severe mental
illness.

Such invisible system inputs include: the experience, qualifications and
training of staff. Training will regularly update staff to avoid skill degrada-
tion, and to enhance the degree of match between their abilities and the
style of working in each particular service. A second category of invisible
inputs includes the legal and policy framework within which the service is
authorised to operate, and which, as described above, may change on a fre-
quent basis. A third type of invisible input is the organisational arrange-
ments which shape how the process of care takes place. Particular examples



of these inputs are operational policies at the local level, and quality stan-
dards which may operate at local or country levels.

From the whole range of visible and invisible service inputs, often the
only elements to be quantified in health service research studies are the
number and use of psychiatric beds. Equally the response to any system
failure, which is commonly a complex product of inadequacies or dysfunc-
tions in many service components, is often reduced to a question of how
many (more) beds are needed. Invisible inputs, therefore, usually remain
excluded from consideration, even in the most sophisticated attempts to
evaluate mental health services.

Inputs in themselves are of indirect but not of direct importance. We
believe that the primary purpose of activities within a mental health service
should be to contribute towards the delivery of effective treatments to indi-
vidual patients (cell 3C of the matrix model of Figure 1.1). Therefore inputs
are important only in so far as they contribute towards improved outcomes
for individual patients. Even so, financial inputs, for example, because they
are relatively easy to quantify, are often used as indicators of system perfor-
mance,anditiscommonforgovernmentstodescribeincreasedexpenditure
on mental health services as if this is identical with better achieving the aims
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Table 7.1. Categories of input to mental health services

Visible inputs
Budget

• absolute amount of money allocated to mental health services

• proportionate allocation in relation to total health expenditure or

• other indicators

Staff

• numbers of staff at each level

• mix of professions

Buildings and facilities

Equipment / technology for investigation, diagnosis and treatment

Invisible inputs
Working relationships

• between health and social services

• between specialist and general health services

Policies and regulations

• laws

• organisational arrangements and quality standards

• treatment protocols and guidelines

Media representations of mental health issues

Public attitudes to mental health issues



(1) Country/Regional
       Level

(2) Local Level
      (catchment area)

(3) Patient Level

(A) Input Phase (B) Process Phase (C) Outcome Phase

1A 1B 1C

2A 2B 2C

3A 3B 3C

Geographical
Dimension

Temporal Dimension

• expenditure on mental health services
  and budget allocation
• mental health laws
• government directives & policies
• planning for training of mental health
  staff
• treatment protocols & guidelines

• local service budget and balance of
  hospital and community services
• assessment of local population
  needs
• staff numbers and mix
• clinical and non-clinical services
• working relationships between
  services

• assessment of individual needs
• demands made by patients
• demands made by families
• skills & knowledge of staff
• content of clinical treatments
• information for patients/carers

Figure 7.1 Overview of the matrix model, with key issues at the input phase



of the service.It is not.The vital point therefore is whether inputs contribute
towards measurable and improved outcomes. If they do, then it is necessary
tocalibratesuchimprovementsagainsttheextraunitsof input,sothatcom-
peting demands for funds can be rationally compared in terms of their cost-
effectiveness, to allow evidence-based decisions for funding priorities.

In this chapter we shall illustrate the main categories of mental health
services, a wider range of these inputs are shown in Table 7.1, and we shall
discuss them in relation to the three geographical levels, as illustrated in
Figure 7.1.

7.2 Inputs at the country/regional level

Since the structure of mental health services varies very considerably
between countries, the influence of the country/regional level will vary
accordingly. In countries where there is a form of national health service,
there is usually a higher degree of centralisation of control and direction.
Here we shall concentrate our discussion upon three categories: budget,
staff and policies.

In terms of budget allocations, there are often huge variations between
and within countries in their absolute and relative allocations for health
services. At the national level, in 1995 the total expenditure in OECD
(Organisation for Economic Co-operation and Development) countries, as a
percentage of the gross domestic product varies from 14.5% (USA) to 6.5%
(Denmark) (OECD,1997).Within these figures it is interesting to note that in
countries which have a significant national health service, such as Norway,
Denmark and Britain, more than 80% of this expenditure is on public ser-
vices, while, on the other hand, the USA spends only 44% of total health
costs on the public sector.

Within countries there are also substantial variations in budget inputs. In
England in 1992, for example, the average amount spent on mental health
by health districts per head of total population varied between £13.25 and
£164.41,more than a 12–fold variation.In relative terms,in the same year the
percentage of the district health budget dedicated to mental health services
varied between 6.6% and 21.7%, a more than three-fold difference. While we
shall argue in Chapter 10 that the population level needs of different areas
are very different because the prevalence of severe mental illness is far
higher in socially deprived areas, what is important is that the variation in
actual and relative expenditure in England bear almost no relation to any
reasonable estimate of need. Current spending is in fact usually closely con-
nected with historical patterns of expenditure, and in particular is greater
near the sites of current or previous large asylums.
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A related point is the distinction between the absolute and the relative
budget allocations to any unit or level. While the total budgetary ‘cake’ is
usually fixed annually for mental health services, it is possible, by focusing
attention in financial discussions only upon changes in proportionate
expenditure, to miss opportunities to increase the absolute amount spent.
For example, in the period after a major mental health scandal, or just after
a new government or minister for health has come into office,there may be a
brief opportunity to increase the priority attached to mental health.

In allocating funds from the country to the local level, a very difficult
balance needs to be struck. This balance is between, on the one hand, the
design of an overall funding formula which distributes funds to the whole
country/region in relation to population needs (when financial allocation is
not made using other criteria or at random!), and on the other hand allow-
ing sufficient flexibility so that adjustments can be made for exceptional
factors which substantially change the required service capacity. Such
specific factors may include: international immigrants, refugees or asylum
seekers, the presence of a major rail terminus or port which delivers
patients from other areas, or the concentration in one area of large numbers
of shelters for the homeless or hostels for the mentally ill. A reasonable
system to allocate service funding in relation to need will therefore allow
such factors to be considered.

In relation to the input of staff, this is the main resource input to the
mental health service, and we shall discuss staffing in more detail in
Chapter 12. In the context of the country/ national level, it is important to
understand that staffing has a longer ‘lead-time’ than other inputs. This is,
first, because the time necessary to train some mental health professionals
may be up to 10 years. Second, the time needed to recognise shortfalls in the
numbers of professionals and alter training capacities may also take several
years. Third, the period from the completion of training to becoming fully
productive may be longer than for some other areas of medicine since, to
some degree, the effectiveness of each clinician depends upon their detailed
knowledge of particular patients under their care, and this holds to a
greater extent than, for example, in surgery.

What is shared in common at the country/ regional level is that policy
inputs are set which influence each lower level of practice.These higher level
policies can take a number of forms: statutes which have the force of law,
official guidance which may be obligatory or discretionary, and codes of
practice by the professions which codify reasonable clinical practice. The
non-statutory measures (such as official circulars and recommendations)
tend to be revised more often but to have less impact.

Changes over time at this level will also take place slowly. In Italy, for
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example, there were new mental health laws in 1904, 1968 and 1978: three
times in a century. In England new mental health acts were introduced on
only four occasions during this century. In relation to changes in scientific
knowledge, clinical practice, and to wider social and ethical trends, such
legal changes occur very slowly. It could therefore be said that the law lags
behind clinical practice, which in turn lags behind science. On the other
hand, it is sometimes the case that central governmental guidance is issued
or updated too often. Major changes in service structure or practice will
often take several years to perfuse throughout the relevant country or
region. If a new directive appears before the last one has been consolidated
then there is a real possibility that overlapping and partially completed
directives contribute to a chaotic policy bottleneck.

Policy may therefore be made too slowly or too rapidly. A judgement on
the rate at which new polices can be positively absorbed in any particular
setting thus depends upon a clear feedback path,from ordinary clinical sites
to policy makers, about the readiness of clinicians and service managers for
the next iteration of change.

7.3 Inputs at the local level

Knowing how to use the budget available at the local level most effec-
tively for the benefit of patients requires some understanding of the actual
ways in which current funds are spent. In most economically developed
countries the majority of services to the mentally ill are provided by local
health or social services. The line of demarcation between the two is one of
the recurrent dilemmas (or points of friction) facing planners and politi-
cians. In Britain, for example, less than 10% of total expenditure on mental
health services is by social services departments. In Sweden, by comparison,
a recent law has transferred responsibility and funds for longer-term
patients in hospital, who no longer require active medical treatment, from
the health to the social service authorities.This measure is designed to be an
incentive for social services to move such patients from hospital to cheaper
and more appropriate residential care as soon as possible.

The first important input issue that arises at the local level is the balance
of expenditure between hospital and community services. In the last
quarter of a century, in most economically developed countries, this shift-
ing balance has been in one direction – from hospital to community.Second,
it is important to set local targets for the desired percentage of the budget to
be spent on community services at the end of each cycle of change. Third,
the time period needed to achieve each cycle should preferably be set in
advance, to maintain sufficient impetus to the change process while main-
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taining at least a reasonable quality of care. Fourth, it is usually necessary to
account for transitional (double-running) costs while the community ser-
vices are established and before significant savings accrue from bed reduc-
tions. In most economically developed countries deinstitutionalisation
starts with over three-quarters of total mental health expenditure going to
hospital services. In 1995, for example, the hospital mental health budget in
the USA fell below 50% for the first time.

Two important points need to be recognised here.Those managing such
a process need to ensure that funds follow the patients, otherwise clinical
activity shifts rapidly from hospital to community sites but over two-thirds
of the budget typically remains at the hospital. Second, during decentral-
isation there is the ever-present risk that monies will leak out of the mental
health system and into other areas of medicine unless the budget holders
are extremely astute and guard against such financial predation.

At the next lower (local) level it is often useful to distinguish between
direct clinical services, clinical support services, and non-clinical support
services (seeTable 7.2).Traditionally all these three categories were provided
at the hospital site, and in psychiatry these were often in total institutions,
and in some places continue to be. It is important for mental health services
to receive as much non-clinical support when decentralised as when they
were centralised. What is interesting is that the interfaces with all these
support services become much more complicated when they are no longer
co-located in one site. Although we have developed a conceptual under-
standing of the provision of community mental health services, we have no
language for community-orientated support services, without which the
direct clinical services cannot continue to provide care of any quality.

To allow comparison of inputs at the local level we need a common cur-
rency of meaningful units. While hospital services traditionally use the
total number of available beds as the prime indicator of the scale of the
input, community services do not as yet have even such an over-simplified
unit of measurement. It is unlikely that for community services only one
indicator will be sufficient to describe such complex systems. Rather we
shall need an array of quantitative and qualitative indices.

In relation to the range and scope of services, the European Service
Mapping Schedule (Johnson et al., 1997) is one of the first examples of such a
standardised measure, and can be applied to all those service components
which we describe in more detail in Chapter 13. In terms of staffing, it is nec-
essary to compare particular types and grades of staff input and for the
number of clinical sessions actually worked for direct clinician–patient
contact rather than the number of whole time equivalent staff employed.
These inputs can be expressed in terms of a standard denominator, for
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Table 7.2. Direct clinical and support services (Clinical and Non-clinical) as mental health service inputs

Direct clinical services Support services (clinical) Support services (non-clinical)

In-patient services Pharmacy Information technology and computing

Out-patient services providing medication, advice and other related supplies provision of routine service activity data and support 

Day care services
to the direct clinical services for computers and software

Community mental health and home 
Pathology and laboratory sciences Medical records

treatment services
providing analysis of physical investigations for mental usually centralised archives of patient clinical case

Residential services in the community
health services notes

Radiology, EEG and neurophysiology Transport and portering

Patient advocacy and legal advice Catering
Usually providing legal services to patients, relatives Cleaning
or staff concerning involuntary treatment and appeals,

Works and building
informed consent, or professional indemnity

Supplies
( for details of these service components see Residential placement services

Quality & Clinical AuditChapter 13) Arranging accommodation to facilitate discharge,

Continuing Educationespecially for long-term patients

Planning

Staffing

Source: (Adapted from Reynolds & Thornicroft, 1999)



example per 10 000 population total served. One example of this approach
is shown in Table 7.3.What is interesting is that the absolute total number of
sessions in the two sites are very similar, but in terms of the rates of sessions
available for all grades of staff per 10 000 population, the South Manchester
service has a greater input than in South Verona.

7.4 Inputs at the patient level

One of the central themes of this book is that the primary purpose of
mental health services at the country/regional and at the local levels is to
deliver services to individual patients which are of benefit to them in terms
of outcome.We can therefore conceive of the patient level as a final common
pathway for all inputs from higher levels, discussed previously in this
chapter. We shall describe in this section three types of input specific to the
individual patient level: the skills and knowledge of staff, the content of
treatment, and the delivery of proper information to patients and their
carers.

Regarding the skills and knowledge of staff, as we describe in more detail in
Chapter 12, it is expertise rather than experience which is of central impor-
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Table 7.3. Comparisons of sessions of staff time per week in South Verona and South
Manchester community mental health services (numbers and rates per 10 000 
population)

South Verona (Average South Manchester (Average
no. of sessions per week) no.of sessions per week)

For the For a popu- For a popu-
study lation of lation of
popu- 10 000 adult For the study 10 000 adult 

Professional group lation inhabitants population inhabitants

Psychiatrists 22 12 6.5 5
Psychiatrists in training 20 11 5.2 4
Psychologists 10 6 13.2 11
Social Workers 10 6 10 8
Community Nurses 50 28 23 19
Ward Nurses 45 26 87 72
Hostel nurses or 

‘operatore di assistenza’ 12.7 7 0 0
Occupational Therapists 0 0 21 17

Total 169.7 96 165.9 136

(Source: Gater et al., 1995)



tance as an input (Roth & Fonagy, 1996). In most branches of medicine it is
consideredthatif cliniciansfailtoupdatetheirtechnicalskillsformorethan
five years, then their expertise is almost completely out of date. We believe
this also to be true for psychiatry,even though it is common for practitioners
in this field to act as if the half life of psychiatric knowledge is longer,or even
infinite! Our main point is that those who practice only on the basis of the
knowlege they learned during their undergraduate and postgraduate train-
ingwillsoonbecomeobsolescent.Thisisthecase,firstof all,intermsof diag-
nostic practice, which has become progressively more operationalised and
specific during the last 20 years. In terms of therapeutics, such a risk for the
decayof knowledgeandskillismostapparentintheareaof psycho-pharma-
cology. It is also true for the psychotherapies, especially regarding the cur-
rently rapidly expanding evidence that cognitive behavioural methods can
be effective for some affective and psychotic disorders. The implication is
that continuing medical education and continuing professional develop-
ment are essential inputs to keep staff knowledge and skills updated.

The second type of individual level input is the content of treatment. In
this book we shall not give a detailed account of specific types of treatment,
but rather how they should be organised to be available to patients. The
recent advent of evidence-based medicine (EBM) (L’Abbe et al., 1987,
Chalmers et al., 1993, Cochrane Database of Systematic Reviews, 1996;
Sackett et al., 1996), which as applied to mental health services has been
termed ‘evidence-based psychiatry’ (de Girolamo, 1997), means that for the
first time mental health practitioners can decide upon the most effective
treatments on offer for specific diagnostic patient groups, rather than base
services upon personal opinions or upon staff preferences for which ser-
vices they choose to provide.This new approach therefore implies that diag-
nostic skills of a high standard become more important than before, that
the treatments given are based upon the most recent knowledge about
effectiveness from EBM sources, and that when specific treatment skills are
not available to particular groups of patients in any local area, that they are
made available either by referring to other services which include such
specific treatments, or, in the longer term and at the local level, by training
staff in the necessary clinical techniques.

The third type of individual patient input is information. There is an
increasing concern about the need to provide information to patients before
obtaining their consent to perform investigations or to provide treatments.
In this context we refer to information about diagnosis,course and outcome
of the condition, about the types of treatment available, and about the
wanted and unwanted effects of these treatments. The reasons for this
interest are legal (for example, to warn patients about the adverse effects of
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drugs), ethical (it increasingly becoming routine clinical practice to allow the
patient to make informed choices) or evidential, since patients who are well
informed about treatments are more likely to be satisfied with the service
and therefore to adhere to treatment recommendations.

Although this need is now widely acknowledged, the practice of convey-
ing information to patients and their families is still usually rather infor-
mal. The evidence from general health care suggests that information is
most effectively transferred if a stepwise procedure is followed by clini-
cians.

(i) Ask if the patient wants any information at all.
(ii) Make a list of the specific questions the patient wants answered.

(iii) Take the questions one at a time and for each one ask what the patient
already knows.

(iv) Confirm or challenge correct or misinformed statements by the
patient.

(v) Offer a short series of statements in answer to each question.
(vi) Ask if this is sufficient detail or if the patient wants further elabora-

tion for each point.
(vii) Tell the patient that you would like to know if you have been able to

answer each question by asking them to summarise what you have said.
(viii) Either confirm correct statements by the patient, or rephrase your own

presentation of information if the patient has misunderstood or not
retained the key points at all.

(ix) Repeat this sequence for each of the topics the patient has selected.

Within general medicine, specific issues will influence how and when infor-
mation can be conveyed. For example, with brain-damaged patients there
may be impaired capacity to understand information, also for patients with
terminal illness,for patients whose mental condition varies because of toxic
confusional states, or those who have specific sensory deficits such as blind-
ness or deafness. Within psychiatry also a number of specific issues may
complicate information transfer, for example, patients whose symptoms
reduce their degree of insight, the selectively negative interpretation of
informationmadebythosewhoareseverelydepressed,orthereducedatten-
tiveness of patients who are preoccupied by delusions,or hallucinations.

What is striking, however, is that within the field of psychiatry interest
in the information needs of patients and their families is based mainly upon
legal and ethical grounds. In spite of extensive research upon information
needs and treatment adherence in health care, such evidence usually makes
relatively little impact upon routine clinical practice (Masur, 1981; Mann,
1993). This situation will change in future if clinicians act more in accor-
dance with research evidence than they have in the past.
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8
The process phase

8.1 Defining the process phase

The Concise Oxford Dictionary defines process as ‘a course of action or
proceeding, especially a series of stages in manufacture or some other oper-
ation’ or as ‘the progress or course of something.’

We define as process ‘those activities which take place to deliver mental
health services’.

In relation to the theme of this book, the process phase therefore refers to a
wide range of clinically related procedures which occur in the mental health
service system. In fact, we consider the process of care as the shell within
which the active ingredients of treatment (inputs) are delivered to patients.

The distinction between inputs and processes is important but is often
not clear cut. On one hand, it should be recognised that these processes are
the vehicle for the delivery of care, and are not the substance of the treat-
ment itself (Shepherd & Sartorius, 1989). On the other hand, these processes
(non-specific contextual factors) also contribute indirectly towards patient
outcomes, through many psychological mechanisms. For example,
increased patient satisfaction with services may improve consequent treat-
ment adherence. We therefore see the content of specific treatments
(inputs) as of primary importance, and the process of care as a second order
issue. The balance between these two sets of factors will vary. In situations
where there is a limited knowledge base about what are the effective treat-
ments for a particular clinical condition, or where known effective treat-
ments are simply not available in a given local area, then process issues tend
to assume greater relative importance.

A distinction also needs to be made between the acute phase of an illness
and the chronic phase, in three senses. First, research evidence on treatment
effectiveness is more available for acute than for chronic conditions. Second,
those with chronic symptoms may already, at least in part, have failed to
respond to treatment for the acute phase of their condition. Third, these
chronic cases are those which are differentially referred to specialist mental
health services, as they have not responded fully to treatment from primary
care clinicians.
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The variables most often chosen as descriptors of these processes are not
those providing direct data about how services operate, but those which are
more readily available. Although the importance has long been recognised
of an adequate and reliable system to classify the process of care,it is notable
that this has not been achieved in any widely agreed way. Even at the highest
level of aggregation, to allow inter-country comparisons of services, no
common currency exists to define and measure process variables. We next
go on to examine each of the three geographical levels of the matrix model
in relation to the process phase, and Figure 8.1 illustrates the key themes rel-
evant to this chapter.

8.2 Process at the country/regional level

The goals of monitoring care processes at the country/regional level
include: to evaluate equity in the provision of care within the country or
region, to allow international comparisons, to identify areas of relative
over- and under-provision, to describe secular trends in service delivery, and
to establish whether effective practice is being implemented. We shall illus-
trate these processes with three examples: the collection of service activity
data, the formulation of treatment guidelines and protocols, and the crea-
tion of minimum standards of care.

The content and quality of data on mental health services which are rou-
tinely collected in different countries are enormously variable, and at
present prohibit meaningful international comparisons. The data which
are collected usually refer to hospital care, although it makes a decreasing
contribution towards the whole range of services delivered for mental
health. There is therefore an historical time lag which means that the avail-
able data are usually only partially relevant to current mental health service
or policy issues.

Exceptionally, as in Denmark, a national psychiatric case register exists
which builds a longitudinal record of patterns of hospital care for individ-
ual patients. More usually,national data sets record episodes of care, and are
therefore suitable mainly for large-scale questions which can be answered
by aggregated data, such as trends in hospitalisation rates, or compulsory
admission rates. In England, for example, a series of mostly hospital-
specific data items are routinely collected, some of which are illustrated in
Table 8.1. By comparison, a national minimum data set is presently at the
piloting stage, which aims to establish a common set of definitions of care
episodes that take as the basic unit of care the period of treatment in the
community between case reviews.

A second illustration of process issues relevant at the country/regional

80 The matrix model: the temporal dimension



level is the formulation of clinical guidelines and protocols.These two words are
often used as synonyms, while it is more accurate to refer to guidelines as
either diagnostic or therapeutic, while protocols should only refer to thera-
peutic procedures.The Concise Oxford Dictionary defines a guideline as ‘a prin-
ciple or criterion guiding or directing action’,and it defines a protocol as ‘the
rules, formalities, etc. or procedure, group, etc.’.

There is an increasing tendency to align clinical practice with the recom-
mendations contained within clinical guidelines and protocols. Their aim
is to improve clinical practice by reducing the variability between an
evidence-based (or expert-consensus based) recommendation of best prac-
tice and what actually occurs in clinical encounters.At the country/regional
level it is appropriate to construct overall treatment guidelines, especially
in collaboration with the relevant professional bodies, which can subse-
quently be modified to fit specific local circumstances and so be relevant at
the local level. One example is the British Royal College of Psychiatrists’
‘Defeat Depression’ campaign.

The third example of process issues at the country/regional level is the
setting of minimum standards of care. The monitoring of compliance with
such standards may be undertaken by unitary organisations with statutory
inspectorate functions, or by systems of accreditation which compare
actual clinical practice with pre-established criteria for minimum accept-
able levels of care. While the formulation of these standards is often at the
country/regional level, their application is almost entirely at the local level.
One example of such minimum standards is the British Parliamentary Bill
proposed by MIND in 1995, which is summarised in Table 8.2.
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Table 8.1. Examples of mental health variables in the UK health service indicators

Mental illness episodes which started within the previous year where residents were 
not treated within district

Percentage of residents who are compulsorily detained in hospital

Ratio of first admissions for residents aged 75+ to total population of that age group

Percentage of admitted patients who are compulsorily admitted to hospital

Percentage of admitted patients who are compulsorily treated in hospital

Admission rate to mental health facilities per 100 000 total population

Number of compulsory hospital admissions per 10 000 total population

Percentage of all admissions that are first ever admissions

First contact by community psychiatric nurses per 1000 total population by age

Source: Glover, 1996



8.3 Process at the local level

We shall discuss here four examples of the processes of mental
health care which are relevant at the local level: (i) case registers and other
local information systems; (ii) audit procedures; (iii) the pathways of
patients to and through care, and how far services offer continuity; and (iv)
the targeting of specialist services to more disabled groups of patients.

Compared with the country / regional level, process data gathered at the
local level using case registers can be more detailed, and more sophisticated.
By co-ordinating data monitoring by different mental health institutions
in the local area it is possible to obtain cumulative information and anchor
them to identified individual patients.The availability of personal comput-
ers is making such case registers, or similar equivalent systems, more wide-
spread. The types of data which can be collected using this system at the
local level are listed in Table 8.3. Such process measures can be used for mon-
itoring more in depth care processes over time, but such use is descriptive
only. Evaluating care is a more complex exercise, and although process vari-
ables are usually used as if they were meaningful alone, for evaluation pur-
poses they are incomplete without reference to their associated inputs and
outcomes.

Our second example of process at the local level is process audit. Medical
audit has been defined by the Department of Health (1989) as ‘the system-
atic, critical analysis of the quality of medical care, including the proce-
dures used for diagnosis and treatment, the use of resources, and the
resulting outcome and quality of life for the patient’. In the context of peer
review, ‘a frank discussion between doctors, on a regular basis and without
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Table 8.2. Proposed community care (Rights to Mental Health Services) bill

NATIONAL MINIMUM STANDARDS FOR COMMUNITY CARE SERVICES

1 The Secretary of State shall by regulations establish national minimum standards
for each of the community care services referred to in section 1 above and shall keep
such standards under regular review.

2 The standards mentioned in subsection 1 above shall include –
(a) the minimum levels of provision to meet the needs of those assessed for services

under this Act, their range, quality and diversity and accessibility to those who
may be in need of them; and

(b) the minimum standards for emergency services

3 The Secretary of State shall direct health authorities and National Health Service
trusts to secure the provision of community care services to meet the standards 
established under subsection 1 above.

Source: MIND, 1995.
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Table 8.3. Definitions of variables which may be used to describe the process of care at
the local level

• Annual treated incidence Total number of patients who had a first-ever contact
with a psychiatric service during the specified year

• Annual treated prevalence Total number of patients who had a contact with psy-
chiatric services during the specified year

• One day treated prevalence All patients in contact with psychiatric service on
census day, together with patients with a current episode of care (i.e. those who had
a psychiatric contact both before and after the census day, with less than 91 days
between contacts)

• Long-term patients on one day All patients not continuously hospitalised
during the previous year (i.e. not long-stay),who, on census day had been in continu-
ous contact with one or more psychiatric services during the previous 365 days or
longer, with less than 91 days between each contact

• In-patient prevalence Total number of patients who spent at least one day in hos-
pital in the specified year

• First ever admissions Total number of first-ever hospital psychiatric admissions
in the specified year

• Readmissions Total number of hospital psychiatric readmissions in the specified
year

• Total admissions Total number of hospital psychiatric admissions with a date of
admission in the specified year1

• Mean number of beds occupied per day Mean number of beds occupied in each
day

• Mean length of stay Mean duration of stay for all admissions starting in the
specified year

• Admission rates for patients in contact with the services In-patients preva-
lence divided by total treated prevalence, expressed as a percentage

• In-patient care priority index for a specific diagnostic group Total number of
days spent in hospital per patient in the specified year for a particular diagnostic
group as a ratio of the same figure for patients with all diagnoses

• Day hospital prevalence Total number of patients who had at least one contact (or
visit) at day hospitals or at rehabilitation groups of community mental health centre
in specified year

• Mean day-hospital contacts Mean number of day-hospital contacts per day-
patients in the specified year

• Day hospital care priority index Total number of days spent in day hospital for
specific diagnostic groups in the specified year as a ratio of the same quantity for
patients with all diagnoses

• Out-patient and casual contacts prevalence Total number of patients who had
at least one out-patient contact at hospital, community psychiatric clinics (includ-
ing contacts made with psychiatrist in GP surgeries – for UK only), general hospital
liaison and accident and emergency departments in the specified year2



fear of criticism, of the quality of care provided as judged against agreed
standards’ (Wing et al., 1992). Robinson (1991) has described the various
methods of audit, some of which involve process measures, while others
focus on outcome measures, and we refer here to the former. The most
common method is criterion-based audit of case notes in which a priori stan-
dards are applied in a review of documentation and to the process of care.

A third way in which local level care processes can be conceptualised is in
terms of patients’ pathways to and through mental health services.The term
pathway describes the routes taken by patients in making a first contact
with health services, and the subsequent sequence of contacts within an
episode of care.These sequences are highly dependent upon the availability
of services locally, and also upon historical patterns of referral and treat-
ment between agencies. As we shall discuss in detail in Chapter 13, we view
mental health services as an inter-related series of components, which can
be seen to act together as a hydraulic whole, so that the pressure of morbid-
ity is distributed throughout the system.

A similar metaphor can be applied to the wider set or agencies which
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Table 8.3. (cont.)

• Mean out-patient and casual contacts Mean number of out-patient and casual
contacts per patient treated at this level of care in the specified year

• Out-patients priority index for specific diagnostic groups Total number of
out-patients and casual contacts per patient in the year for a particular diagnostic
group as a ratio of the same figure for patients with all diagnoses

• Home visits and community contacts prevalence Total number of patients
who had at least one visit made to their home or to homes of their friends or rela-
tives, or visits to patients temporarily with other agencies, or visits to premises of
voluntary organisations or to social services premises, by psychiatrists, nurses,
psychologist, and other psychiatric staff in the specified year2

• Mean home visits and community contacts Mean number of home visits and
community contacts per patient treated at this level of care in the specified year

• Home visits priority index for specific diagnostic groups Total number of
home visits and community contacts per patient in the specified year for a particular
diagnostic group as a ratio of the same figure for patients with all diagnoses

Notes:
1 If a patient was admitted more than once in the specified year, each admission is
included in the figure for total admissions.
2Only direct face-to-face contacts are included. Any contacts made by telephone are
excluded from the counts.
Source: Gater et al., 1995



contribute towards the whole local system of care, and through which indi-
vidual patients need to navigate to receive specific items of care. Interfaces
between services therefore act as filters within the wider system, and an
analysis of patients’ pathways can reveal key local system weaknesses, such
as points at which referrals fail to connect, or areas of wasteful overlap,
where several agencies concurrently provide similar services. Another key
feature of local services is the distinction between planned and unplanned
contacts, and a recent study in South Verona found that patients whose first
ever contact was unplanned had more care,both planned and unplanned,in
the subsequent year (Tansella & Micciolo, 1998).

Such local processes are influenced by local inputs (for example, budget
allocations) by country/regional level inputs (for example, governmental
directives and policies), which influence these pathways, either facilitating
or inhibiting movement. In particular, the pathway between primary and
secondary care services is usually one with the densest patient traffic. The
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Figure 8.2 Pathways diagram for 116 residents of South-Verona referred to the
Community Psychiatric Service. Percentages of this population taking each step on the
pathway. The grey background indicates the medical sources of referral. From
Balestrieri et al. (1994) with permission.



balanced distribution of cases of mental disorder between the local primary
and secondary levels of care, and the efficient two-way operation of this
pathwayarecrucialtothedegreeof fluidityor stasisof thesystemasawhole.
One example of such an approach is the WHO study of pathways to care
(Gater et al., 1991; Balestrieri et al., 1994),which is illustrated in Figure 8.2.

It is not only important to see which pathways patients take, but also to
assure that they receive care as long as they need it, without periods of dis-
continuity and without an incoherent and conflicting pattern of contacts.
The preferred pathway is characterised by continuity of care, and in
Chapter 11 we shall define two types of continuity offered by different ser-
vices or within the same service: cross-sectional (at one point in time) and
longitudinal (across time).

Although continuity has until recently been discussed in a speculative
rather than an operationalised way (Johnson et al., 1997), there have been
two recent attempts to quantify it for research purposes. Bindman et al.
(1997) assessed the adequacy of written communication between primary
and secondary care services for patients suffering from severe mental
illness. Sytema et al. (1997) have proposed two measures of continuity
namely the time between discharge from hospital and first subsequent out-
patient contact, and the number of different types of mental health services
used after hospital discharge.

The fourth issue which we shall discuss in relation to the process of care
at the local level is targeting. There is now widespread agreement among pro-
fessionals, managers and voluntary agencies on the groups of patients who
should receive priority for specialist mental health services. Broadly, people
who are most disabled by mental illness should be afforded the highest pri-
ority, and services should be provided in relation to need. There is evidence
that in some areas resources are not currently matched to need, and that
some very vulnerable individuals may be consequently neglected. It is
therefore important in planning and providing specialist mental health
services to have a clear view about how to put this policy into practice.

The most disabled group of psychiatric patients are often referred to as
‘severely mentally ill’ (SMI), but there is as yet no widely agreed definition of
SMI. Four of the most useful definitions are given in Table 8.4. While differ-
ent definitions of SMI are used by policy makers, researchers, clinicians,
users and between disciplines and agencies, in many local areas the defini-
tion is reached pragmatically, often based on agreed priorities (Powell &
Slade, 1996). Such a pragmatic approach may be based upon an analysis of
factors which are associated with patients most likely to use acute hospital
beds, as shown in Table 8.5.
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Table 8.4. Definitions of the severely mentally ill

1. Goldman, (1981)
(i) Diagnosis: patients diagnosed according to DSM-III-R criteria with these 3 con-

ditions:
Schizophrenia and schizo-affective drug (ICD9 295)
bipolar disorders and major depression (ICD9 296)
delusional (paranoid) disorders (ICD9 297)

(ii) Duration at least one year since onset of disorder
(iii) Disability sufficient disability to seriously impair functioning of role perfor-

mance in at least one of the following areas: occupation, family responsibili-
ties, or accommodation

2. McLean & Liebowitz (1989)
At least one of the following must be present:
(i) two or more years contact with services
(ii) depot prescribed
(iii) ICD9 295.x or 297.x
(iv) 3 or more in-patient admissions in the last 2 years
(v) 3 or more day-patient episodes in the last 2 years
(vi) DSM-III highest level of adaptive functioning in the past year refer C or more

3 National Institute for Mental Health (1987)
(i) Diagnosis of non-organic psychosis or personality disorder
(ii) Duration, operationalised as a two-year history of mental illness or 2 years or

more of treatment.
(iii) Disability, operationalised as including at least 3 of:

(a) vulnerability to stress; (b) disability that prevents self-sufficiency and causes
dependency; (c) limited ability to obtain needed assistance; (d) social behaviour
demanding intervention by mental health system or courts; (e) impaired activi-
ties of daily living and basic needs; (f) impaired social functioning; (g) limited
and impaired performance in employment; or (h) limited and impaired perfor-
mance in non-work (e.g. leisure and homemaking).

4. Audit Commission (1994), derived from Patmore & Weaver (1990)
(i) Psychotic diagnosis, organic illness or injury and

previous compulsory admission or
aggregate one year stay in hospital in past five years or
three or more admissions in past five years

(ii) Psychotic diagnosis, organic illness or injury or
any previous admissions in past five years

(iii) No record of Hospital admissions and
no recorded psychotic diagnosis, organic illness or injury



8.4 Process at the patient level

At the individual level, it is striking that the question of what pro-
cesses happen in meetings between mental health staff and patients in
routine clinical encounters is almost unresearched.Although in most other
medical specialities very detailed attention is paid to the content of the ther-
apeutic process, in terms of the specific treatments used, and the dose, com-
bination, timing and adherence to agreed protocols, by contrast the content
of most mental health service contacts is a black box. The reasons for this
may include a reluctance to address the difficulties of constructing ade-
quate assessment measures of ‘talking treatments’ (except for research into
behavioural and cognitive-behavioural treatments), and a marked empha-
sis in psycho-dynamically orientated psychiatry upon the importance of
the confidential nature of the clinical session. Moreover, the relative isola-
tion throughout most of the last century of psychiatry from other medical
disciplines has rendered it less open to scrutiny and inspection. This trend
has, to some extent, been reversed in the last ten years.

The importance of the process of care at the individual level can be seen
from the perspective of the patient as well as the clinician. From the point of
view of the patient, the process of care is significant per se, not only in rela-
tion to the outcome.This is because of the value attributed by patients to the
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Table 8.5. Characteristics of patients most likely to use acute hospital beds

Socio-demographic factors Young
Male sex
Lower socio-economic class
Black
Live alone or in unsupported accommodation
Have no carer

Clinical factors Diagnosis: schizophrenia, manic-depression, other
psychoses

Vulnerability to suicidal or forensic behaviours
Concomitant physical morbidity
Dual diagnosis – concurrent alcohol or drug abuse

Previous service use Recently discharge from psychiatric hospitals/ insti-
tutions

Multiple previous admissions
Minimal insight or control over their illness
Poor collaboration with medication and other treat-

ment strategies
No trusting relationship with carers or professionals
Previous compulsory hospital admission



‘shell’of treatment.This shell includes: the treatment setting,the quality of
the clinician–patient relationship, the ease of access, the degree of satisfac-
tion related to treatment, the quality and quantity of information received,
and the feeling of being understood – these all contribute to a composite
view by the patient of how well they are treated. For example, from the
patient’s perspective the concept of continuity of care often refers to a pref-
erence to see one trusted clinician, offering treatment and care, rather than
different professional members of staff on each occasion.

Another aspect of process of care at the patient level is the frequency of
clinical contacts, for example at an out-patient clinic. The appraisal of the
proper interval between appointments may be different from the patient
and the clinician perspectives, but surprisingly there is no appropriate
research evidence to assist the decision about when to offer the next
appointment. Such decisions therefore usually reflect the capacity of
the local service, or traditions within each service. The exceptions to
this tendency are practitioners of talking therapies: dynamic psycho-
therapists characteristically see patients at least three times a week, cogni-
tive-behavioural therapists usually offer sessions every one or two weeks,
and systemic family therapists will most often see each family once a month.
Considering the vast cost implications of different treatment schedules,it is
remarkable that so little research has been done to establish the most effi-
cient rhythm of care.By comparison,there has been far more research atten-
tion paid to the relationship between length of stay for in-patient treatment
(also a process measure) and clinical outcome,and this has been investigated
especially according to diagnosis-related groups (DRGs). Our most striking
personal impressions from visiting different clinical services is that the
patient populations are often remarkably similar, but that the processes of
care are widely different.

At the patient level, the chronological history of the previous process of
care can inform future clinical care.For instance a case register or other com-
puterised clinical information system can be used not only for administra-
tive or research purposes, but also for the provision to the clinical teams of
lists of severely mentally ill patients who have been in contact and are to be
reassessed at regular intervals to ensure better continuity of care and
improved practices. For this purpose a combination of several variables,
such as diagnosis, number of hospital admissions, number of episodes of
illness, total number of contacts over a given period, occupational status,
multiple agency use, can be easily used to identify, from the pattern of the
process of their care, individual patients who are in a particular high risk
category, for example, for risk of readmission to hospital or of rapid relapse
of schizophrenia (Tansella & Ruggeri, 1996).
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9
The outcome phase

9.1 Defining the outcome phase

Outcome is defined in the Concise Oxford Dictionary as ‘a result, a
visible effect’. This sense that an outcome is the final step of a sequence of
events is reinforced by the synonyms given for outcome in the Oxford
Thesaurus, as shown in Table 9.1.

Outcomes are generally considered to be changes in functioning, in
morbidity or in mortality (Thornicroft & Tansella, 1996). These outcomes
are attributable to the treatment and care received, which themselves can be
analysed as input and process variables. Outcomes are therefore a complex
product of multiple influences, and they can be considered at the three geo-
graphical levels of the matrix model (Figure 9.1 shows such possible out-
comes). The difficulties associated with defining and collecting outcomes
data have meant that input and process variables have often been used as
proxies for outcomes, a categorical error (Jenkins et al., 1994).

Outcome can be considered from two points of view.The first is the broad
definition, which refers to changes in any variable, for example a politician
may describe an increase in investment in mental health services (input) as a
favourable outcome. Similarly, a service re-reorganisation, following a
monitoring exercise, may lead to an increase in the average frequency of
out-patient contacts with patients (process), which the patients and clini-
cians may see as a positive outcome. Second, the narrow definition, refers only
to the health status of an individual patient, or of aggregations of individ-
ual patient data, and implies measures taken at least at two time points,
before and after a clinical intervention. In this chapter we shall deal with
‘outcome’ in terms of the second, narrow definition.

We shall describe the most common types of outcomes at the three geo-
graphical levels of the matrix model, as indicated in Figure 9.1, to show that
the most appropriate forms of these data, and their availability, vary accord-
ing to the differing information needs. If the question is whether mental
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health care is improving in a particular country or not (country/regional
level),then the units of analysis which offer meaningful information will be
different from that needed by a catchment area mental health service
manager or administrator (local level), and from that required by a clinician
(patient level) (see Table 9.2).

In the past process measures, or even input measures, were used as if they
were outcome indicators. This was not only because of confused defini-
tions, but also because the ability to define and measure outcomes in mental
health care was not well developed. Substantial progress in this field has
been made in recent years, and we shall therefore include in the final section
of this chapter a methodological discussion on both the instruments to be
used for outcome assessment and on types of research design appropriate
for outcome evaluation.

9.2 Outcome at the country/regional level

In epidemiology the classic outcome measures at the population
level are mortality and morbidity. While these have also been used in epi-
demiological psychiatry as outcome measures, the use of such indicators
taken from general medicine for psychiatry needs careful translation. This
is because the conditions under investigation in cardiology or oncology
have a direct causal association with death, while in psychiatry the estab-
lished higher mortality rates (Allebeck, 1989) are indirectly associated with
mental illness, most often through suicide or risks from patients’ lifestyles.
Second, morbidity indicators used as outcome measures in mental health
need to be seen in a modest context: psychiatry so far has not been able to
effect primary prevention for any form of severe mental illness.

Mental health services are therefore almost entirely concerned with sec-
ondary prevention (reducing symptom relapse) and tertiary prevention
(reducing the suffering consequent upon symptoms). In this case, the rele-
vant outcomes in the mental health field can be subsumed within the head-
ings of impairment (primary symptoms), disability (consequent reduced
ability to perform specific skills) and handicap (limited social role perfor-
mance), as formalised by the WHO International Classification of Impairments,
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Table 9.1. Synonyms for outcome

Decision, determination, effect, end, event, fate, fruit, issue, judgement, pay-off,
product, purpose, repercussion, resolution, result, solution, upshot.



Disabilities and Handicaps (ICIDH, World Health Organization, 1980), or out-
comes may deal with other consequences of health services provision, such
as service satisfaction or impact on care givers.

Directly in relation to the population level, a frequently used outcome
measure is suicide rate. Indeed rates of suicide have been judged in Britain to
be so important that they have been included as two of the three national
mental health targets in the Health of the Nation framework (Department
of Health, 1993), as shown in Table 9.3.

Rates of homelessness among the mentally ill (or rates of mental illness
among the homeless) can also be used as an outcome indicator of the
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Table 9.2. Outcome measures suitable for the three geographical levels

Geographical dimension

Outcome measure Country level Local level Patient level

Lost occupation √ √ √
Physical morbidity √ √ √
Suicide and parasuicide in the general 

population √ √
Suicide and parasuicide in psychiatric 

patients √ √ √
Homelessness √ √ √
Special enquiries and reports √ √ √
Standardised mortality ratios among 

current and former patients √
Symptom severity √ √
Impact on care givers √ √
Satisfaction with services √ √
Quality of life / subjective well being √ √
Disability / social role performance √ √
Met needs for care √ √
Global ratings of function √ √

Table 9.3. National mental health targets set for Britain in 1992

To improve significantly the health and social functioning of mentally ill people

To reduce the overall suicide rate by at least 15% by the year 2000 (from 11.1 per 100 000
population in 1990 to no more than 9.4)

To reduce the suicide rate of severely mentally ill people by at least 33% by the year
2000 (from the estimate of 15% in 1990 to no more than 10%)



effectiveness of mental illness policies at the national level. In practice,
however, we are not aware of any such studies at this level, and most such
data are relevant to the local level (Bachrach, 1984; Scott, 1988). Third, the
same applies to the inappropriate placement in prison of those who would
be better treated in mental health facilities (Gunn et al., 1991; Maden et al.,
1995).

The fourth possible outcome measure relevant to the national level is
the use of special enquiries, especially those into extreme adverse events, such
as homicides by patients. The results of the enquiries made in the UK have
been analysed by Lelliot et al. (1997), who have summarised the most fre-
quently recurring major themes emerging from these special reports on
mental health services, and from five of the enquiries relating to homicides
in London. These themes are shown in Table 9.4.

The fact that such meaningful outcome variables are usually missing is a
reflection of the fact that mental health services are seen to be a relatively
low priority in many countries. Although, as we have discussed in section
2.4, mental illnesses make a major contribution to total mortality and mor-
bidity at the national level, nevertheless it is common for governments to
see mental illnesses as of lesser importance than most other conditions.
This, combined with a tendency to collect process variables that are rela-
tively easy to collate (rather than those which are important), such as hospi-
tal admission rates, means that we are almost totally uninformed at the
country/regional level about how far mental health services achieve their
goals.
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Table 9.4. Most common themes from special mental health service enquires in
London (in order of frequency)

Adequacy and allocation of resources

Poor communication between agencies (especially between health and social services,
between mental health and housing departments, and between specialist mental
health services and GPs)

Poor assessment of risk of violence

Problems in discharge of patient from hospital (especially failure to assess needs and
develop an after-care plan)

Poor liaison with police and probation services

Confidentiality and professional ethics (especially as barriers between health and
social services, and between mental health services and the police)

Source: Lelliot et al., 1997



9.3 Outcome at the local level

At the local level outcome indicators can be used in three ways: (i) by
interpolating from national / country data, (ii) by measuring directly at the
local level, and (iii) by aggregating up to the local level information which
has been collected for individuals at the patient level (the latter are
described in more detail in section 9.4).For example,rates of suicide,unem-
ployment, imprisonment and homelessness can be estimated using the first
method, or directly measured using the second method if the appropriate
information and resources exist. The second approach will provide more
accurate and up-to-date information. At the same time, individual patient
data on, for example, symptom reduction, satisfaction with services, and
quality of life can be easily collapsed to relate to a particular geographical
level, if institutions providing care to those local patients are willing to co-
operate in data collection and collation.

An example of the application of national data to a local area is the use
of national suicide data. In many countries information is not routinely
available for local levels, but is collected at the country/regional level. Such
information can be used directly as if such rates applied equally to the
local catchment area, or can be standardised for the particular socio-
demographic characteristics of the local population. This is applicable if it
is meaningful and possible to measure a particular outcome for patients in a
local catchment area. Unemployment rate among patients suffering from
psychotic disorders, for example, are often high and such outcome data may
be useful for the planning of day care and occupational rehabilitation ser-
vices. Data from the PRiSM Psychosis Study of prevalent cases of functional
psychosis in South London found, for example, that 81% of all patients were
unemployed and a further 5% had part-time work (Thornicroft et al., 1999)
The implications of such structural unemployment for patients with psy-
chotic disorders are not well researched (Warner, 1994). However, the
adverse effects of unemployment on mental health more generally are now
well understood (Warr, 1987), and may compound the multiple difficulties
faced by such patients (Sartorius et al., 1986).

The third approach is to aggregate up to the local level information
gathered from individual patients. This applies largely to clinical data
(defined widely as the range of outcome measures discussed below in
section 9.4) and one example is the measurement of patients’ needs. In the
PRiSM Psychosis Study referred to earlier, the assessment of individual
need was made using the Camberwell Assessment of Need (CAN), and we
summarise in Table 9.5 the overall results of the service user (patient)
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ratings of need from the 22 CAN domains (Phelan et al., 1995). The results
show that epidemiologically representative psychotic individuals, half of
whom are schizophrenic, have on average about seven major needs, that
about three-quarters of these are met and one-quarter unmet.

Another example of the use of individual outcomes measures at the
local level is the assessment of global function (Phelan et al., 1996).
Functioning is an abstract concept which summarises the whole range of
activities of a particular patient group. Various scales have been developed
which attempt to provide reliable measures of a person’s level of function-
ing in all, or nearly all areas of life. The scales vary in their construction and
degree of simplicity. Perhaps the most widely used is the Global Assessment
of Function Scale (GAF) (Endicott et al., 1976), which has the advantage of
brevity, which combines symptoms and disability in a single scale, and has
been shown to be usable with reasonable reliability in ordinary clinical con-
ditions (Jones et al., 1995).

The use of outcomes measures at the level of local services is still uncom-
mon. Yet the tools, such as the GAF scale, or the Health of the Nation
Outcome Scale (HoNOS) (Wing et al., 1998) and the methodologies for their
application are now available. In the future, the application of evidence-
based medicine to routine clinical settings will be increasingly likely to
encourage the use of standardised outcome measures in everyday clinical
practice.

9.4 Outcome at the patient level

The primary purpose of mental health services is to optimise out-
comes for individual patients (cell 3C in the matrix model). Prior inputs and
processes should therefore be concentrated upon their effectiveness in
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Table 9.5. Met and unmet needs: changes for Camberwell psychotic patients

Time 1 Time 2 Change
mean mean (time 2–

Sector Need Status (max 22) (max 22) time 1) 95% CI P1

Nunhead Met needs 4.05 4.45 �0.40 �0.31 to 1.10 0.26
(Intensive n = 62) Unmet needs 1.23 1.90 �0.68 �0.20 to 1.15 0.006
Norwood Met needs 4.51 3.73 �0.78 �0.17 to -1.39 0.01
(Standard n = 63) Unmet needs 1.57 1.86 �0.29 �0.25 to 0.83 0.29

Note:
1Paired t-test.



terms of patient level outcomes. This is not only a technical question. Such
an approach implies a whole culture change to a mental health service
system that emphasises at every stage both a patient-orientation, and a
specific capability to measuring health status that can be aggregated to
higher service levels. If successful, such an approach will be palpable to
patients themselves and to their carers. It will also be subject to systematic
documentation by clinicians so that feedback can be given to patients about
their clinical progress.

In this section we shall discuss the range of most commonly used
domains of outcome measurement (which are summarised in Table 9.6). It
is noteworthy that health service research in this field is increasingly
acknowledging the importance of other outcomes apart from symptom
severity.

Traditionally symptom severity measures have been used most often to
assess the effectiveness of mental health treatments. Psychiatrists and
psychologists have contributed to the early development of such assess-
ment scales to allow this research to take place (Wetzler, 1989; Thompson,
1989; Thornicroft & Tansella, 1996). Excellent recent reviews of scales suit-
able for this purpose have been published (Wing, 1996; Wittchen & Nelson,
1996; Sartorius & Janca, 1996). While the primary symptoms are clearly
important, for most chronic mental disorders there is symptom persis-
tence, and it is unrealistic at present to see symptom eradication as the sole
aim of treatment. Very often, after the point of maximum symptom relief,
the clinical task becomes one of attempting to minimise the disability and
handicaps consequent upon the primary impairment (WHO, 1980).

The importance of the impact of caring for those with mental illnesses
upon family members and others who provide informal care has long been
recognised (Creer & Wing, 1974), but has only been subjected to concerted
research in relatively recent years (Schene et al., 1994). Such research
has shown that it is common for carers themselves to suffer from mental
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Table 9.6. Common outcome domains at the patient level

Symptom severity
Impact of caring
Patients’ satisfaction with services
Quality of life
Disabilities
Needs



illnesses (most commonly depression and anxiety), and to worry about the
future and how their relative will cope when the carer can no longer provide
care. Many family members are distressed by the perceived underactivity of
the patient,and they are often poorly informed about the clinical condition,
its treatment and the likely prognosis. Clinical services rarely provide
family members with a practical action plan of what to do in future should a
crisis occur. Indeed, some services continue to convey to families the out-
moded idea that carers, especially parents, are in some way to blame for the
disorder or for relapses of the condition.In our view the regular provision of
information sessions for family members is now a hallmark of a good prac-
tice.

Patients’ satisfaction with services is a further domain which has recently
become established as a legitimate, important and feasible area of outcome
assessment at the local level.This involves a recognition of the contribution
that patients and their carers can make to outcome assessment.
Psychometrically adequate scales are those which adopt a multi-dimen-
sional approach, which assess the full range of service characteristics, which
are independently administered (so that patient ratings have no conse-
quences upon their future clinical care),and which have established validity
and reliability (Ruggeri & Dall’Agnola, 1993; Ruggeri, 1996).

Quality of life ratings have also become prominent during the last decade,
and several instruments have been constructed which reflect varying basic
approaches to the topic. The first distinction is between schedules which
address subjective well-being only, compared with those which also
measure objective elements of quality of life. The second main point of dif-
ferentiation is between scales constructed for the general population, or
designed for those suffering from specific disorders, including the more
severe mental illnesses (Lehman,1996).One advantage of quality of life data
is that they tend to be popular with politicians, who find the concept has a
powerful face validity!

After symptom treatment has been optimised, usually by treatment
with medication for psychotic disorders, for example, the residual disabil-
ities may need quite different types of intervention (Wiersma, 1996).
Separate measurements of cognitive and social abilities, which are essential
for an independent life, are therefore justified. Indeed, in a longitudinal
perspective, social disability tends to have a less favourable course than
psycho-pathology.

Increasing importance is being attached to the needs of those who suffer
from mental illnesses.This new orientation marks a wider public mood that
emphasises the active role of the recipients of health services as consumers,
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and also raises a series of important consequent questions. How can needs
be defined and by whom? (see Table 9.7). How can they be measured and
compared? What importance should be accorded to both met and unmet
needs in the assessment of individual patients and in the planning and eval-
uation of mental services as a whole? How should the needs of those suffer-
ing from schizophrenia be prioritised in relation to the needs of other
diagnostic groups?

9.5 Psychometric properties of outcome measures

The process of establishing the psychometric qualities of new scales
is detailed and time consuming.Although we would never use uncalibrated
measures for height, weight or temperature, many scales used for mental
health service evaluation are unfortunately of unknown validity and reli-
ability (Hall, 1979, 1980; Salvador-Carulla, 1996). In this section we will con-
sider scales used for adult psychiatric patients and services in the
community, and we have not included reference to other important special-
ist areas, such as assessment of cognitive impairment, and abnormal move-
ments,whicharecoveredelsewhereinmoredetailedtexts(Freeman&Tyrer,
1989; Parry & Watts,1989;Thompson,1989; Wetzler,1989; Israel et al.,1990).

A research instrument should first of all actually measure what it is
intended to measure – it should be valid (in Latin validus meaning ‘strong’).
A single scale may be reliable and invalid or may be valid and unreliable. We
therefore seek scales that exhibit both properties.

Validity poses special difficulties in the area of psychological and psychi-
atric assessment as the criteria against which to rate validity may themselves
be indirect or imprecise. The types of validity are:

(i) Face validity is the subjective judgement made by the user of the
instrument about whether the individual items cover the appropriate
range of problems relevant to the measure as a whole. This is not a sta-
tistical yardstick of validity so much as an initial impression about the
degree to which the scale correctly includes relevant items.
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Table 9.7. Definitions of need, demand and supply

Need = What people benefit from
Demand = What people ask for
Supply = What is provided

Source: adapted from Stevens & Gabbay, 1991.



(ii) Content validity describes whether a test samples from the entire
domain of that which is to be measured. Again this is rather an issue of
personal judgement than a statistical measure of validity.

(iii) More widely, the opinions of experts in the field may be taken about a
new measure to provide an estimate of consensual validity.

(iv) Criterion-related validity is acceptable when a new measure produces
the same result as another instrument whose validity has already been
established, where the latter is called the criterion measure. There are
two types of criterion-related validity. Concurrent validity is used when
the results of the two tests being compared are available simultane-
ously, while predictive validity is applicable where scores on the new test
are used to predict subsequent scores on a proven test.

(v) Finally, construct validity addresses the psychological meaning of the
test scores. It has been clearly described by NIMH (1985): ‘The con-
struct validity of a test is not established by one successful prediction:
it consists of the slow, laborious process of gathering evidence from
many experiments and observations on how the test is functioning’.
Among these observations will be correlation coefficients with other
measures of the construct under consideration, and the successful pre-
diction of functional outcomes where these are known to be associated
with the construct (Streiner & Norman, 1989).

In addition, a rating scale must give repeatable results for the same patient
when used under different conditions, that is it must be reliable. There are
four widely used methods to gauge reliability.

(i) Inter-rater reliability refers to two or more independent raters to agree
when using the measure with the same subject. It is therefore appli-
cable only to interviewer rated scales. In practice, this is best measured
by the raters being present at the same live or recorded interview. The
degree of agreement between raters may be calculated either for a total
scale score, or for the ratings on individual items. A widely used
measure of agreement is Cohen’s kappa, which takes into account the
likelihood of the raters agreeing by chance alone (Cohen, 1960).
Usually kappa values of less than 40% indicate a poor level of agree-
ment, and over 75% show very good agreement.

(ii) Test–retest reliability describes how far the score of a rating scale
remains constant when used by the same rater with the same subject at
two or more points in time. If the scores are identical from the two
rating occasions the correlation would be 1.0. This does not occur in
practice, because the condition of the subject may have changed, there
may be a practice effect for the rater in becoming more familiar with
the instrument, or because if the interval between the two interviews
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is sufficiently long, a child subject may have matured. Further, the
original assessment may have produced a reaction for the subject
which influences the second occasion, for example, subjects may be
more or less willing to disclose confidential information based upon
their experience of the first interview. Also, cyclical changes in what is
being measured, for example, in diurnal mood variation, mean that
the second test may need to be conducted in circumstances as similar
as possible to the first.

(iii) Parallel form reliability is measured by having two different but equiv-
alent versions of the rating instrument which are used on the same
occasion, in an attempt to eliminate the change in rating scores in the
test–retest situation that is attributable to actual changes in the
subject’s condition. Often the order in which the instruments are
administered is alternated between the subjects.

(iv) Split-half reliability is a measure of the associations between the halves
of the same test, for example between odd and even numbered items.
This may be feasible even when subjects cannot complete more than
one instrument (for parallel form reliability) or cannot attend on more
than one occasion (for test–retest reliability). A Spearman–Brown cor-
rection is usually made to the result to account for the fact that the
smaller number of items from each half produces a less reliable esti-
mate. The measure is usually expressed in terms of Cronbach’s alpha.
Both parallel and split-half types of reliability are based upon the
assumption of equivalence, the difference being that in the latter
equivalence is assumed to apply to alternating items.

It needs to be emphasised again that there is no necessary association
between the reliability and the validity of a measure: it may be highly valid
but poorly reliable, or vice versa. In practice, when selecting a measure for a
study of community psychiatry a number of issues must be addressed.Does
the scale being considered have published validity and reliability scores
available, and how strong are these results? Do the age, sex, ethnic, diagnos-
tic and functional characteristics of the test population resemble the study
population? If any doubt remains after addressing these questions, then
your study may require a pilot stage to establish the psychometric proper-
ties of the selected measures under your local conditions.

9.6 Methodologies for assessing outcomes

We have previously emphasised the importance of using the best
possible research design to evaluate mental health treatments and services.
The best possible method may be a randomised controlled trial (RCT) or a
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less powerful design, depending upon the question to be answered and the
practical constraints of the clinical setting. To suggest that the RCT design
is not the only valid design is not to advocate a return to the pre-scientific era
of psychiatric practice, but rather to set out the relative strengths and weak-
nesses of methods at each of the different levels of the model (Taylor &
Thornicroft, 1996).

The matrix model offers a context in which some value can be attached
to results from a range of types of research study. These can be conceptual-
ised along a gradient of scientific power that moves from meta-analysis of
RCTs, to individual RCTs, to non-randomised clinical trials, which are
sometimes called quasi-experimental studies (NRCT),to structured clinical
practice (SCP), and to the everyday unstructured clinical practice (UCP).
Non-RCT designs may be especially appropriate to address questions for
which an RCT would be too costly or too premature. A hierarchy of types of
research design has recently been proposed by Geddes & Harrison (1997), as
shown in Table 9.8.The particular strengths and weaknesses of these four
types of study design are displayed in Table 9.9.

At the patient level (or for a group of similarly affected patients) the pre-
ferred direction in research design for therapeutic interventions must be
from Unstructured Clinical Practice (UCP) to Randomised Clinical Trials
(RCT), and may pass through the intermediate stages of Structured Clinical
Practice (SCP) and Non-Randomised Clinical Trials (NRCT).At the local level,
however,the final step of this sequence to RCT designs may either be impos-
sible or too costly, and less technically rigorous designs may still provide
valuable scientific evidence. Further, at the country level, a significant
achievement is to take the step from UCP to SCP, for example, by promoting
the widespread use of treatment protocols and clinical guidelines, by using
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Table 9.8. A hierarchy of evidence for therapy

1a Evidence from a meta-analysis of RCTs
1b Evidence from at least one RCT
2a Evidence from at least one controlled study without randomisation
2b Evidence from at least one other type of quasi-experimental study
3 Evidence from non-experimental descriptive studies, such as comparative studies,

correlation studies and case-control studies
4 Evidence from expert committee reports or opinions and / or clinical experience of

respected authorities.

Source: Geddes & Harrison, 1997



simple clinical outcome measures, or by setting explicit service targets
(Department of Health, 1994). Indeed it is remarkable that clear treatment
and service targets for inputs, processes and outcomes are rare in the
extreme at all three geographical levels.

The further one moves down the gradient of scientific power in the
research design,the greater is the possibility that research results are biased.
Such biases make the interpretation of results more difficult, and in partic-
ular the question of whether the clinical outcome is caused by the treatment
input or is attributable to other causes. The concept of causality has been
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Table 9.9. Comparison of the characteristics of four types of clinical research design

Non-
Randomised Structured
Clinical Clinical
Trials Practice

Randomised (quasi- (routine Unstructured
Clinical experimental outcome Clinical
Trials studies) studies) Practice

Study characteristic (RCT) (NRCT) (SCP) (UCP)

Defined acceptance / 
exclusion criteria √ ?

Inclusion of whole patient 
populations √ √

Adequate sample size √ √ √ √
Clear controlled conditions √ √
Bias reduction by double 

blindness √
Bias reduction by 

randomisation √
Standardised measures √ √ √
Regularly repeated 

outcome measurements ? ? √
Long-term follow-up ? √ ?
Power of statistical analysis ? ? ?
Hypothesis generation √ √ √ √
Generalisation ? ? ?
Lack of constraint by 

ethical committee √ √
Explicit patient consent 

unnecessary √ √
Low cost for data collection √ √



clearly dissected by Sir Austin Bradford Hill, who has proposed eight criter-
ia by which it can be judged (see Table 9.10), and which have also been dis-
cussed in detail by Susser (1973) and Cooper (1979).

By strength of the association, Bradford Hill meant whether the correlation
between two variable was high. Such associations may be measured by cor-
relations or by odds ratios (rate ratios). These measures are not the same as
the statistical significance levels, which may be high when the values of the
measures of association are low.

Consistency refers to an association that has been ‘repeatedly observed by
different persons, in different places, circumstances and times’. This
depends upon the replication of research findings in different studies. As
Cooper (1979) has indicated, the presence of consistency does not necessar-
ily imply a causal effect, but the lack of consistency does argue against such
an effect.

Specificity means whether a particular consequence follows only from a
specific intervention – that is a single, necessary and sufficient cause. When
it is present it does present strong support for a causal significance.

By temporality Hill means ‘which is the cart and which the horse?’ This
means that a change in the independent variable occurs before a change in
the dependent variable. This implies that the timing of both factors can be
established with precision, a condition not always easily fulfilled within
psychiatry, for example in terms of the first manifestation of onset symp-
toms.

Biological gradient refers to whether a dose–response relationship can be
identified, so that greater exposure to the presumed risk factor does repeat-
ably produce a greater consequent effect.

Plausibility was used by Hill to mean whether a specific statistical associ-
ation was acceptable in the context of the wider scientific paradigm of the
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Table 9.10. Bradford Hill’s epidemiological criteria for causality

Strength of the association
Consistency
Specificity
Temporality
Biological gradient
Plausibility
Coherence
Experimental evidence

Source: Hill, 1965



time. In other words, does the observed evidence fit what is known of the
assumed pathogenesis of the disorder,and a broader underlying theoretical
model? The accumulation of research findings indicating an agreed direc-
tion of causality additionally adds to the coherence of the findings.

Finally the importance of experimental evidence reinforces our earlier
comments about the particular value of information from clinical trials
which will usually be less contaminated by bias than the results of other
types of study design. Finding an outcome which changes in the expected
direction after a specific clinical intervention therefore supports the
hypothesis that the association is causal.

Several of these criteria, most notably, the strength of the association,
consistency, temporality, plausibility and coherence, can be used by clini-
cians in their everyday practice to interpret the outcomes of their treat-
ments to patients. In the longer-term perspective, progress will be made
through a chain of reasoning that starts with clinicians who treat individ-
ual patients and who generate hypotheses from their clinical reflections and
systematic observations. If hypotheses survive further scrutiny they will be
subjected to increasingly stringent testing by more powerful forms of ver-
ification. The life cycle of information produced in this way can then
progress when research evidence is hard enough to justify changes in clini-
cal practice, which will then be subject to further hypothesis generation.

The matrix model, which we have described here in Part III, in relation
to the temporal phases, may help to encourage precisely these trends to
occur also at the local and country levels, and so contribute towards making
mental health services more rational as they become increasingly evidence-
based (Tansella, 1997).
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based mental health services





10
The evidence base for mental health services

The aim of this chapter is to describe a stepwise approach toward an
evidence base for planning or re-forming mental health services. In section
10.1 we describe this pathway in terms of the background epidemiological
information which can support service development. In section 10.2 we
discuss the different components of a mental health system of care, both
with respect to their categories and their capacities. In section 10.3, we
discuss how local service utilisation data can contribute to the evidence base
that should inform planning decisions.

Although we present in this section an approach to assessing the need
for mental health services, these estimates cannot be properly interpreted
without first considering overall health and social care needs of the popula-
tion in question. This is because it is misleading to discuss mental health
needs without consideration of wider family and other social networks.
Further, the specialist mental health services do not operate alone, but
rather function at a whole series of interfaces with other social and health
care agencies, all of which are under the influence of the wider social, politi-
cal and cultural climate.

To illustrate this point, we shall refer to a enquiry carried out by
Mueller (1973) in which he contacted 18 leading social psychiatrists in six
countries asking for their views on the ideal psychiatric service for a popu-
lation of 100 000. However, reflecting the socio-political climate of the
time, Franco Basaglia, in reply, refused to give figures on that basis. He crit-
icised the way the question was put, and underlined the need for extensive
background information about each particular area before any estimate of
local service needs can be made. His objection would be seen as self-evident
now.

In terms of assessing the needs of a population for mental health ser-
vices we would also make the following preliminary remarks. First, there is
no ‘best’ pattern of desired services, rather a reasonable balance of service
components,which have a high ‘degree-of-fit’to local circumstances.Second,



in any local setting there will exist no ‘correct’ scale of provision, only rea-
sonable estimates based on the best available data.

In practice we propose a pragmatic strategy for the assessment of need
which consists of using the best information available in each particular
area. As correctly indicated by Wing (1986), this process is not linear but
should be viewed as a circular pathway which can be followed more than
once, as indicated in Figure 10.1. The information used in any particular
cycle can therefore be influenced by the results of an earlier cycle if on that
occasion a specific information deficit was identified and redressed.
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A Epidemiologically based Data

— Population characteristics: factors associated with
   psychiatric morbidity

— Epidemiological data: morbidity and disability for
   the particular area by age, sex and social status

— Treated individuals: appropriately/inappropriately

— Place and type of treatment

— Untreated individual: those in need of treatment  

D Planning Process

— Constitution of a planning group representing a
   wide range of local interest groups, including
   expert advisors

— Selective assessment of all data from, A, B and C
   relevant for service planning

— Setting a medium-term time scale for service plans
   (3— 5 years)

— Identify highest priority service needs (both met and
   unmet)

— Identification of highest priority unmet social needs
   and information from relevant authorities

—Plan:

(i)    new service functions and necessary facilities
(ii)   extension of capacity of current services
(iii) disinvestment from lower priority services
(iv) propose collection of new data necessary for the
        next planning cycle

B Services Provision Data

—Define categories of service components for primary,
   secondary and tertiary levels of care

— Quantify the capacities of the service components

— Quality of care of the service sites

— Quantitative and qualitative information on staff

— Integration and co-ordination of components into
   a service system

C Service Utilisation Data

— Event-based data on clinical contacts by levels of care
   [in-patient, out-patient etc], number of events and
   rates  per 10 000 population per year

— Individual-based data on both clinical contacts (as
   above) and on treatment episodes across different
   levels of care per year

— Data on outcomes and costs of different clinical contacts
    (disaggregated for sub-groups of patients) with
    which to establish substitutability and
    complementarity of service components in terms
    of cost-effectiveness

Figure 10.1 Proposed information pathway for planning or re-forming mental health
services.



10.1 Epidemiologically based measures or estimates of local
needs

The pathway shown in Figure 10.2 can be used in areas which have
both detailed recent epidemiological data on psychiatric morbidity for the
local population, and a well developed information system. It is also rele-
vant to other areas in which very little usable local information may be avail-
able.

As Figure 10.2 shows, as a first stage in this pathway we consider that the
best possible information would be local epidemiological data on the occur-
rence of various psychiatric disorders, using a standard system of classifica-
tion,and an agreed measure of needs for treatment,either by specialist or by
primary care staff (A1 in Figure 10.2).Since such survey studies are expensive
and time consuming, most sites will not have access to such recent local
survey data.

If A1 data are not available, as is usually the case, then we suggest that
country/regional epidemiological data (A2) are used instead, and are then
weighted for local socio-demographic characteristics, as discussed below.

If such larger-scale epidemiological data are not available, then as a
third option it is possible to use international data from ‘comparator’ coun-
tries or regions, weighted for local socio-demographic characteristics (A3).
The results in this case will be less reliable and accurate because they are
based on the additional assumption that the country/regional data can be
transferred between countries.

In some cases, the data available in A1, A2 or A3 will be incomplete or
insufficient,and therefore a fourth option (A4) is to use a number of experts,
some of whom may be from the local area,to produce a consensus statement
on levels of local morbidity, based on the best available views, taking into
account specific local factors (e.g. levels of non health service provision,
family support, local traditions, migration).

The final stage (A5) in our schema for estimating population-level needs
is the process of producing an expert synthesis of the data arising from A1,
A2,A3, and A4.

In everyday practice it will often be the case that no local epidemiological
data are available, and the only feasible strategy is to make rough approxi-
mations by using the results of national (A2) or international (A3) epidemi-
ological studies, and applying these overall, or diagnosis-specific, rates to
the local area.

In carrying out the exercise shown in schematic form in Figure 10.2, two
important considerations need to be kept in mind. First, the comparative

The evidence base for mental health services 111



populations used for different geographical areas, and for the comparisons
of actual and estimated needs, should be made quite clear. It may be a local
total population of 100 000, for example, or the population aged 18–65. In
either case the denominator being used must be precisely specified.
Secondly, the ‘currency’, or units of service provision, must be described in
unambiguous terms. For instance, the numbers of psychiatric beds needed
or provided per 100 000 populations may mean adult acute beds, with or
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(A) Measures or Estimates of Expected Needs for Care based on
       Epidemiological Data

(A5) Expert synthesis and interpretation of the best available
          data from A1, A2, A3, and A4 weighted/adjusted for specific
          local factors (e.g. extent of non health service provision,
          family support, local traditions, migration etc)

(A1) Actual local epidemiological data on psychiatric morbidity

(A2) Country/regional epidemiological data weighted for local
          socio-demographic characteristics

(A3) International data from ‘comparable’ countries or regions
          adjusted for local socio-demographic characteristics

(A4) Best estimates based on other sources of local information
          and opinions

(if not available)

(if not available)

(If A1, A2, A3 not sufficient)

Figure 10.2 Strategies to estimate local population mental health service needs.



without beds intended for patients aged over 65, or for people who are
demented,or the total may include intensive care or forensic beds.Again the
unit of service must be stated in clear terms. Within these constraints the
stepwise procedure described in Figure 10.2 can be a useful tool to give an
overall assessment of how far actual provision in defined service categories
matches best estimates of need.

10.1.1 The use of weighting factors derived from data collected else-
where

Weighting can be made on the basis of two types of data collected
elsewhere. First, psychiatric morbidity data, disaggregated by sex, age,
marital status and other socio-demographic characteristics, which may
include information on needs for treatment referring to a proportion of
those who are defined as ‘cases’. In this method, weighting is simply a
process of standardisation which takes into account the local population,
usually stratified by sex,age,and marital status.The more that local popula-
tion information is available (both from the psychiatric morbidity survey
and from the local population involved) the more accurate the standardisa-
tion can be. Prediction of future trends in the composition of the popula-
tion (for instance expected proportion of elderly,of separated and divorced)
can also be used for predicting needs for services for a limited future period
of time (Kramer, 1987).

A second weighting method also uses census variables, collected in areas
where some service use data (usually hospital admissions) were available at
the same time. Statistical models produced from those particular areas can
be used to predict rates of actual service use.The rationale for attempting to
build a statistical model is that a substantial body of research has proved the
associations between the rates of service use, on one hand, and particular
socio-demographic (census) variables on the other hand, especially indica-
tors of social deprivation (Shapiro et al., 1985; Thornicroft, 1991).

It should be emphasised that this second weighting method assumes
that use of services is a reliable proxy for psychiatric morbidity (and there-
fore of actual need for services), not only in the area where the model was
derived, but also in the other areas to which the model is applied. Since the
generation and the applications of these models occur at different times, a
further assumption is that these models are stable over time. Such assump-
tions have rarely been tested, but are usually seen as reasonable in practice.

The latter weighting approach has been applied in Southern England
(Jarman, 1983; Thornicroft, 1991; Jarman & Hirsch, 1992) and in Northern
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Italy, where other types of service activity data, such as day-care contact
rates, were also entered as dependent variables into the model (Thornicroft
et al., 1993). Another example of this method, applied at the country level in
England and Wales, is the Mental Illness Needs Index (MINI, Glover, 1996).
The MINI is a composite weighting score which combines six census vari-
ables, and which has been used to estimate expected capacities for in-
patient and residential care services (see Table 10.4).

Table 10.1 shows census (predictor) variables which have been found to
be significantly correlated with psychiatric service utilisation, most often
hospital in-patient admission rates (outcome variables), in five different
studies.

10.2 Actual service provision data as information for planning

Having examined local population needs for mental health care, we
need to move now to address existing services. Two separate exercises are
necessary: first, the best possible description of available services (structure),
which will need to allow for the fact that the definitions or categories
applied to services may not be consistent between sites. These structural
characteristics have been described in more detail previously in Chapter 7
(inputs).Second,the use of these resources needs to be described,as discussed
in Chapter 8 (process).The key point here is that over time both the structure
and the functioning of the service will change in relation to each other.

10.2.1 Conceptual approaches to mental health service description

Before categorising services components, the first step is to establish
an overall conceptual approach. This task can be accomplished in two main
ways: as a detailed description of all the facilities (often described as pro-
grammes in North America) which have been developed, or by referring to
the system of care as a whole. The first view, the segmental approach, considers
each treatment facility or programme as essentially a separate functioning
entity, with specific aims, operational policies, funding sources and selec-
tion criteria (for example in terms of patient age, diagnoses or disability).
The second view, the system approach, sees each individual facility or pro-
gramme as a part of the wider system of care, and explicitly takes account of
the inter-relationships between the constituent parts.

It is important to understand that these facilities or programmes do
have important effects upon each other in any local area,whether or not they
are conceptualised as having such effects. The weakness of the segmental
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Table 10.1. Recent examples of statistically significant socio-demographic predictors
of mental health services use

Jarman & 
Jarman, Thornicroft Hirsch, Thornicroft Glover,
1983 19911 19922 et al., 1993 1996

Ethnic minorities √ √
Elderly living alone √ √
Children aged < 5 √
Single parents families √ √
Unskilled workers √
Unemployed √ √ √
Changed address √ √
Overcrowded √ √

Lack of internal amenities √ √
No car √ √ √
Living in one room √
Population density √ √
Availability of general beds √

Household in single 
occupation √ √

Single, widowed or divorced √ √ √
Illegitimacy index √
Private household with no car √

Dependency ratio3 √
Registered as permanently 

disabled √
Household not self-contained √
Non-permanent

accommodation4 √

Notes:
1Correlation coefficient of over 0.55 with standardised admission rate before principal
components analysis.
2 Six highest Pearson correlation coefficients of 169 variables entered into the model to
predict standardised admission ratios based on district size and national overall rate.
3Percent of persons aged < 15 and aged 65 and over in relation to the population aged
15–64.
4Proportion of population resident in hostels, common lodging houses, miscella-
neous establishments or sleeping rough.
In any particular local area many of these possible sources of data may be of poor
quality or may be entirely missing. We would suggest that the available data be
selected in terms of their relevance.



view in service description is that it does not provide a framework with
which to understand these interactions.It cannot explain,for example,how
the lack of provision of long-term residential care can mean that acute beds
are inappropriately used for new long-term patients, leaving no capacity for
acute crisis care. The strength of the segmental approach is that it is more
specific and detailed, but this specificity is acquired at the expense of a more
comprehensive and inclusive perspective.

When describing a group of services which are located in a given area,
the first decision is which conceptual approach to adopt: the segmental or
the system. The selection of the conceptual approach will be closely related
to the actual organisation of services in each particular site. Even though it
is theoretically possible to describe a fragmented service using a system
approach, it is in fact easier to use a segmental conceptual approach for this
purpose.

The second decision is whether to approach the question from a service-
based or a population-based direction.The former requires the assembly of the
best available information on the services which exist in that geographical
area, and on their activities. The latter, the population-based approach, is a
quite different exercise, and will be relatively straightforward where ser-
vices have been intentionally organised to provide for a local reference
catchment area population. Where, however, they are organised in other
ways, then the population-based approach can be much more complex,
since it is necessary to partition out those activities in services in local sites
which are dedicated to the local population, and also to include services
located elsewhere which provide care to patients from the reference catch-
ment population. In practice this is very difficult to complete unless a case
register or similar data monitoring system is already in place.

10.2.2 Categorising mental health services

Many excellent instruments have been established to measure indi-
vidual psychiatric pathology. George (1989) has succinctly reported that the
amount spent on such scales ‘far exceeds the investment that has been made
in the development and validation of measures of mental health services’.

In fact, there is no accepted standard classification of mental health
service components. An ambitious approach has been taken by de Jong et al.
(WHO, 1990) who under the aegis of WHO developed the International
Classification of Mental Health Care (WHO-ICMHC). This is a tool for the clas-
sification of services providing mental health care, which is based upon
what are called the ‘modules’ of care. A module of care is defined as a type of
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care made available to patients with comparable histories of psychopatho-
logical and social problems.The use of the scale takes place in three steps: (i)
identifying the module of care to be classified, for example the departments
or units of a hospital, (ii) classifying the modules of care according to qual-
itative aspects, and (iii) rating the extent of provision for each of the
modules. There are now two editions of this schedule, and the first edition
has been used in a comparison of mental health services in South
Manchester and South Verona (Amaddeo et al., 1995)

A second scheme for classifying types of service, proposed by the
Department of Health in Britain, is called the Spectrum of Care (Table 10.2). It
uses three main categories for services according to their functions, namely
home-based care, day and out-patient care, and residential (in-patient and
non-in-patient) services. Each of these main headings also allows for
further specific sub-types to be defined. These services types are then
further divided into ‘acute’ and ‘long-term’, and examples are shown in
Table 10.2.

A third approach, is the European Service Mapping Schedule (Johnson et al.,
1997), which is being developed to allow international comparisons to be
made. The ESMS allows the following tasks to be carried out in a standar-
dised way. First, compiling an inventory of the mental health services
serving the adult mentally ill population in a particular catchment area,
with descriptions of their major characteristics. Second, listing the provision
of health, social services, voluntary and private sectors services. Third,
recording changes over time in the services of a particular catchment area.
Fourth, delineating and comparing between catchment areas the structure
and range of services. Fifth, measuring and comparing between catchment
areas the levels of provision of the major types of mental health service.
After an initial section which deals with overall area characteristics, this
instrument allows the completion of a service mapping tree, and then a
service counting tree. Although still at the pilot stage, and still to be fully
standardised, it offers considerable promise for mental health service
description in the future.

In comparing these three systems of classification, it is important to
note that the WHO and the ESMS may be complementary in that they record
different aspects of the service system, but both are relatively complex, with
the most recent versions not yet fully tested in practice. We therefore
consider that the ‘Spectrum of Care’ classification is best for those who seek
a clear and simple structure for clinical and planning purposes. But for
international purposes the Spectrum of Care system does not take account
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Table 10.2. Main categories of mental health service likely to be required (Spectrum of
Care, Department of Health, 1996)

Long-term /
Acute / Emergency Continuing Care

Home-based services Crisis intervention for Case management
assessment & treatment Domiciliary support 

Intensive home support services

Day care & out- Acute day hospitals Planned out-patient 
patient (ambulatory) Hospital casualty departments consultations
services Consultation / liaison services Drop-in centres

Acute / unplanned out- Support groups
patient consultations Employment / 

rehabilitation 
workshops

Day centres

Residential services
(a) hospital Acute in-patient units Long-term hospital wards

Medium secure units
High security hospitals

(b) non-hospital Crisis accommodation Ordinary housing
Unstaffed group homes
Adult placement schemes
Residential care schemes
24-hour nursed homes

Table 10.3. The basic service profile

Basic component Variations

1 Out-patient and community services Mobile services for crisis assessment and 
(a) home visits treatment (including evening and 
(b) out-patient services weekend services)
(c) consultation in general hospitals Out-patient services for specific disorders or 

for specialised treatments

2 Day services (including Sheltered workshops
occupational / vocational Supervised work placements
rehabilitation) Co-operative work schemes

Self-help and user groups
Advocacy services
Training courses
Club houses / transitional employment 

programmes
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Table 10.3. (cont.)

Basic component Variations

3 Acute in-patient services Specialised units for specific disorders (e.g.
intensive care and forensic)

Acute day hospitals
Crisis houses

4 Longer-term residential services Unsupervised housing with administrative 
protection

Supervised housing (boarding out schemes)
Unstaffed group homes
Group homes with some residential or 

visiting staff
Hostels with day staff
Hostels with day and night staff
Hostels and homes with 24 hour nursing 

staff

5 Interfaces with other services Health Services
(e.g. health, social and non- Forensic services
governmental agencies) Old age services

Learning disability/ mental handicap 
services/ mental retardation

Specialised psychotherapies
General physical and dental health
Consultation to primary care / GPs

Social Services / Welfare Benefits
Income support
Domiciliary care (e.g. cleaning)
Holiday / respite care

Housing Agencies
Unsupervised housing / apartments

Other Government Agencies
Police
Prison
Probation

Non-Governmental Agencies
Religious organisation
Voluntary groups
For-profit private organisations



of the variety of resources in different areas, or differentiate between core
‘essential’ components and variations. Secondly, it does not sufficiently
reflect our view that health services can only operate effectively as a part of a
much wider network of care, with multiple interfaces between all the key
agencies. We therefore summarise in Table 10.3 our proposed scheme for a
Basic Services Profile (BSP), which shows the basic services we consider to be
the essential elements in any system of care, along with examples of the
variations which may supplement or substitute for each basic component,
according to the available local assessments of need, resources, and pre-
ferred service configurations. The BSP is intended to be usable in a wide
range of service patterns at different stages of development.

10.2.3 The capacities of service components

There is considerable debate about the numbers of psychiatric treat-
ment and care places that are necessary (Wing, 1971, 1989; Thornicroft
& Strathdee, 1994). The 1975 British White Paper suggests targets of 50
District General Hospital beds per 100 000 of the population, together with
35 for the elderly severely mentally infirm and 17 for the ‘new’ long-stay
patients. More recently, the House of Commons Social Services Committee
report on Community Care (1985) noted that ‘a smaller number of in-
patients beds is now thought necessary for general psychiatric services’, and
a Royal College of Psychiatrists working party has specified this as 44 acute
beds for a population of 100 000 (Hirsch, 1988).

Strathdee & Thornicroft (1992) have set out targets for service provision
based on likely prevalences of mental illness nationally. These targets
assume that services should as far as possible be community-based rather
than hospital-based,with community residential places and day care taking
the place of institutional care. Wing (1992) provides some figures for targets
for day provision by mental health services, which again take account of the
prevalence of severe mental illness in the community. The capacities given
in Table 10.4, for example, are intended to apply to a whole service where
each of the other service components are present in the required capacities.
The table also shows the results of a revised version of these service capacity
estimates (Ramsay, 1997), which has been used in London as a basis for com-
parison with the actual provision of services to allow estimates of over and
under provision.

Recent experience suggests that figures of this sort may be of only
limited use. They can be used for local comparisons between similar areas,
but they become progressively less useful at the higher geographical levels
of the matrix model. They are also open to misunderstanding or to misuse.
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Table 10.4. Estimated need and actual provision of general adult mental health
services (aged 15–64 only), in-patient and residential care, places per 250 000
population, estimated for England in 1992–1996

Actual level of
Range provision per 250 000

Strathdee & Outer Inner Range 
Category Wing Thornicroft PRiSM London London in 
of service 1992a 1992 1996b (overall) (overall) London

1. Medium 11–10 11–10 15–30 18 127 10–58
secure unit

2 Intensive care 15–15 15–10 15–20 18 116 10–41
unit / local 
secure unit

3 Acute ward 50–150 50–150 50–175 73 110 48–165

4. 24 h nurse 25–75 40–150 12–50 55 135 10–164
staffed units/ for
hostel wards/ categories
staff awake at 4 & 5
night together

5. 24 hour non- 40–110 50–300 99 162 28–330
nurse staffed 
hostels/ night 
staff sleep-in
6. Day staffed 25–75 30–120 15–60 17 143 14–292 
hostels for 
7. Lower support n/a 48–100 30–120 55 195 categories
accommodation 6& 7

together

Notes:
a Wing (1992) estimates include old age assessment places, and the Strathdee &
Thornicroft figures apply only to general adult services for those aged 16–65.
b PRiSM 1996 estimated need levels based upon: London actual values, and an expected
4 fold variation of need from least to most deprived parts of England, for most cate-
gories of service, with a far greater variation in medium secure beds, and NHS
Executive (1996) guidance for an average of 25 places in 24-hour nurse staffed accom-
modation per 250 000.
c All estimates given assume that each category of service exists in the given appropri-
ate range of volume.
d Includes respite beds and supported self-contained flats. As not all agencies gave
information on these categories, these estimates should be regarded as conservative.
Source: Ramsay et al. (1997).



If this approach is misapplied, for example by being used to calculate in-
patient bed numbers alone in the absence of other related categories, then it
will produce misleading results. The reader will by now understand that
our own approach is more to consider the resources of the service as a whole,
than to focus on counts of service capacities of each service segment.

10.3 Actual service utilisation data as information for 
planning

Data on local service use may refer either to clinical events or to indi-
viduals. Such data can be described under four categories:

(i) event-based information for a given service component (e.g. annual number,
or rate, of admissions)

(ii) individual-based information for a given service component (e.g. annual
number, or rate, of separate individual patients who receive out-
patient services)

(iii) individual-based information on episodes of illness, from onset to recovery
(e.g. annual number, or rate, of episodes of depression treated by a
given service)

(iv) individual-based information on episodes of care (e.g. annual number, or
rate, of episodes of treatment for anorexia). Tansella et al. (1995), on the
basis of data collected with the South Verona Psychiatric Case Register,
suggested that a period of three months without care is a fair indicator
of the end of an individual episode.

Data on individual patient contacts may be aggregated in several ways.
Potentially useful methods of aggregation include: visits or admissions per
year, by source or setting of service, e.g. visits to a community mental health
centre, or out-patients department, by type of care provided (e.g. visits
made by psychiatrists), or by episodes. It is useful to distinguish an illness
episode (number of events in the time between the onset or recurrence of the
mental health problem, and its resolution or remission), for example, con-
tacts with psychiatric facilities during an acute episode of depression, and
an episode of care (number of events in a specified period of time, usually one
year), for example, contacts made with a series of services involved in the
diagnosis and treatment of a mental heath problem (George,1989).This dis-
tinction between an illness episode and an episode of care is important
because an illness episode is based on the mental health status of the indi-
vidual,whereas an episode of care is based on patterns of service use (Kessler
et al., 1980).
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While data types (i), (ii), and (iii), as described above, can be collected in
many routine information systems, data type (iv) requires a more sophisti-
cated data management system, such as a case register. Case registers can be
defined as health information systems of a geographically delimited area
that record the contacts with designated medical and social services of
patients or clients from the area, including in-patients, out-patients and
community contacts (Wing, 1989). A WHO Working Group held in
Mannheim provided an agreed definition of a Psychiatric Case Register
(PCR) which resulted in the following: ‘a Psychiatric Case Register is a
patient-centred longitudinal record of contacts with a defined set of psychi-
atric services, originating from a defined population’ (WHO, 1983).

Case registers represent the evolution of older systems for recording
data of clinical relevance, such as disease registers to which hospitals and phy-
sicians used to report all cases of a certain diagnosis and hospital-based regis-
ters, which in general are based on aggregate data concerning patients who
received care by a particular hospital or clinic (Haefner & an der Heiden,
1986).

Compared with institutionally based data collection, case registers have
the advantages of avoiding selection biases and duplicated counts, and of
being cumulative over time. Moreover, being patient-based (rather than
contact-or episode-based) they can be used to describe the pathways to care
through contacts with many agencies and they allow the calculation of
number of contacts as well as rates (Wing, 1972).

Gibbons et al. (1984) showed that for eight British psychiatric case regis-
ters between 1.5% and 1.8% of the population were known to psychiatric ser-
vices, and the rates were remarkably stable between 1976 and 1981. However
by 1989, the treated prevalence rate for Salford had increased to 2.35%, due
to an increase in the provision of psycho-geriatric services and the activities
of mental health professionals in primary care clinics. By comparison, five
case register areas in Italy showed a mean treated annual prevalence rate in
1987–1990 for all psychiatric disorders of 0.97%, probably due to the lesser
availability of all services than in Britain.

If they are well designed and accurately maintained, case registers can
provide a sharp photograph of their specific local areas. Case register data,
however, should not be directly used to extrapolate service use over time,
and they may also be poorly exportable to other areas which have consider-
ably different populations and services (ten Horn et al., 1986). Other limita-
tions of using case registers are: geographical mobility among the
population of interest and the number of mentally ill individuals who are
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unknown to services, and those with less severely disabling conditions may
not require specialist, or indeed any, treatment. For example, the case regis-
ter in South Verona was used for monitoring service utilisation over nearly
20 years to compare patterns of care in different sub-catchment areas, to
study factors associated with these patterns, and to study service costs
(Ammadeo et al., 1997).

10.4 The relationships between service provision and use

It has long been recognised that there is a relationship between
service provision (including the whole range of service inputs as described
in Chapter 7), and service use which is similar to the economic relation
between supply and demand. It appears, first, that where psychiatric beds
are available then they are filled, whatever the quantity of provision
(Hansson, 1989). Second, the categories of service used are usually entirely
governed by the types of service available locally. If, for example, home
treatment services are not provided in a given area, then the options avail-
able to staff when assessing a patient in crisis are normally restricted to in-
patient or day-hospital admission. In this way supply in turn also shapes
demand in that the family of a patient in crisis may demand an admission,
since in their experience this is the only option which can help.Third,the use
of the services provided depends to a large extent upon the system turnover,
or,in the case of beds for example,the average length of stay.In other words,
both structural and dynamic aspects need to be considered simultaneously,
and we say more about this in Chapter 13.
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11
The ethical base for mental health services:
‘the three ACEs’

‘ Intellect has a keen eye for method and technique but is blind to aim
and value.’
Albert Einstein

11.1 Guiding principles at the international level

We argue in this book that the twin foundations for planning com-
munity mental health services are the evidence base and the ethical base. In
Chapter 10 we discussed one side of the coin,the evidence base for such plan-
ning. The aim of this chapter is to discuss the main principles which should
form the ethical base of mental health services. Principles are important
because they necessarily guide and shape both aspects of the general organ-
isation and specific daily service activities. Even if these ethical issues are
not made explicit in planning and service delivery, they will exert a pro-
found influence on clinical practice. We believe that good clinical practice
will be the manifestation of a sound ethical base. Indeed it is good practice
to make this ethical framework explicit early in a planning cycle, so that the
infrastructure of values that underpins any project can be debated by the
relevant constituent interest groups at an early stage. It is our experience
that if this is not done, then value conflicts will occur later, and may slow,
limit or even undermine the viability of the work.

In relation to the matrix model, we shall suggest in this chapter, that
each service should produce a written statement of the principles which are
meant to guide the clinical activities of all staff.This process will often mean
the adaptation and reconfirmation of previously produced declarations at
the national or international levels for local use. This may be useful first
because it can re-activate at local level work undertaken at higher levels.
Second, such a statement will call the attention of staff to these values, and
stimulate staff to make a commitment to act in accordance with them.
Third, the system of values also creates a framework for the boundaries of



acceptable behaviour of staff. Service users and their carers, who should be
included in the initial formulation of the agreed guiding principles, may
therefore later challenge unacceptable staff behaviour in relation to the
agreed principles. Fourth, the statement of values should be seen as a
dynamic rather than as a static document,and periodic revisions will be nec-
essary to maintain a balance between ambitious aspirations and achievable
goals.

Principles also contribute to building up a tradition in the style of
working for a particular service.We consider that what is important in com-
munity services is not only the number and characteristics of the constitu-
ent services, but also the ways in which they are arranged as well as the style
of working of the staff. This style will include the ways in which patients
and their carers are included in discussions about their treatment and care,
and will reflect a number of the values that we discuss in more detail in this
chapter. These values will include an emphasis upon the accessibility of the
services to patients when in need, and the ways in which the services
attempt to co-ordinate their contributions, so as to enhance the continuity
of treatment of care where this is necessary.
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Table 11.1. Summary of the declaration of Madrid

1 Psychiatry is concerned with the provision of the best treatment for mental disor-
ders, with rehabilitation and the promotion of mental health.

2 It is the duty of psychiatrists to keep abreast of scientific developments of the spe-
ciality.

3 The patient should be accepted as a partner by right in the therapeutic process.

4 When the patient is incapacitated and unable to exercise proper judgement because
of a mental disorder, the psychiatrist should consult with the family, and, if appro-
priate, seek legal counsel to safeguard human dignity and the legal rights of the
patient. Treatment must always be in the best interest of the patient

5 When psychiatrists are requested to assess a person, it is their duty to inform the
person being assessed about the purpose of the intervention, about the use of the
findings, and about the possible repercussions of the assessment.

6 Information obtained in the therapeutic relationship should be kept in confidence
and used only for the purpose for improving the mental health of the patient.

7 Research which is not conducted with the canons of science is unethical. Only indi-
viduals properly trained in research should undertake or direct it. Because psychi-
atric patients are particularly vulnerable research subjects, extra caution should be
taken to safeguard their autonomy as well as their mental and physical integrity.

Source: World Psychiatric Association (Revised at the General Assembly of Madrid in
1996).



One example of a statement of principles produced at the international
level is the ‘Declaration of Madrid’ of 1996. In 1978 the General Assembly of
the World Psychiatric Association met in Hawaii and agreed the ten ethical
guidelines contained in a declaration for psychiatrists all over the world
(WPA, 1978). These guidelines were intended to be minimal requirements
for ethical standards of the psychiatric profession, and they were revised by
the WPA General Assembly at Vienna in 1983 to increase their applicability
to the wide variety of cultural, legal, social and economic conditions which
exist throughout the world (referred to as the ‘Declaration of Hawaii II’,
WPA, 1983). These principles were further revised in 1996 and the Madrid
revision is summarised in Table 11.1.

Another example of an international initiative is the statement offi-
cially approved by the General Assembly of the United Nations in 1991
which deals with the protection of people suffering from mental illnesses.
These 25 principles cover, for example, procedures for assessment and treat-
ment, confidentiality, and informed consent (United Nations, 1992).

A third example of an international contribution is the document
recently produced by the Division of Mental Health and Prevention of
Substance Abuse (WHO, 1996a) which contains ten basic principles with
annotations suggesting selected actions to promote their implementation.
These principles are reported in Table 11.2.

AfurtherWHOcontributionisadocumentcalled‘PublicMentalHealth:
GuidelinesfortheElaborationandManagementof NationalMentalHealth
Programmes’, which is a written practical tool for decision-makers, which
identifies eight main elements of mental health policy at the national level
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Table 11.2. WHO Mental health care law: ten basic principles

Geographical Level WHO basic principle

Country /Regional Promotion of mental health and prevention of mental disorders
Respect for the rule of law

Local Access to basic mental health care
Availability of review procedures
Automatic periodical review mechanism
Qualified decision maker

Patient Mental health assessment in accordance with internationally 
accepted principles

Provision of least restrictive alternative
Self-determination
Right to be assisted in exercise of self-determination



including decentralisation, inter-sectoral action, comprehensiveness,
equity,continuity,community participation,mechanisms for policy formu-
lation and implementation and selection of priorities (WHO, 1996b)

11.2 Guiding principles at the local level

The principles described above which are formulated at the interna-
tional level, while useful, tend toward the abstract as they need to apply to a
very wide range of circumstances. In this section we shall elaborate upon
these principles in more detail in relation to the local level of the matrix
model. We can draw a parallel between the statement of principles as a
compass on the one hand. On the other hand, we see the detailed information
which is available about the local area and about the local services as a map.
The application of principles to the development or the reform of local ser-
vices is an act of navigation, in which both the compass and the map are
essential.

One approach to the issues at the local level is that of the British user
advocacy group the National Association for Mental Health (MIND), who
have set out ten principles to inform the development of community
mental health services, shown in Table 11.3 (MIND, 1983)

There are also other similar lists of principles which have been pro-
posed, and to avoid repetition we have selected the nine which we consider
the most important and produced a simple scheme as the ‘three ACEs’! As
Table 11.4 shows, these principles are most relevant at different levels of
the matrix model. While the first ACE (Autonomy Continuity and
Effectiveness) applies to the patient levels, by comparison, the second and
third ACEs apply only at higher levels.

We shall now define and discuss each of these principles in turn, stress-
ing for each the advantages and disadvantages of its application. In mental
health care, as in a cocktail, the final result will depend as much upon the
blend as upon the ingredients. Indeed we shall argue that some of the prin-
ciples should not be taken in too high a ‘dose’,because of adverse side-effects
and interactions!

11.2.1 Autonomy

The Shorter Oxford Dictionary defines autonomy as ‘personal freedom’,
‘independent’, or the ‘doctrine of the self-determination of the will’. This is
therefore not a characteristic of the service, but rather of what the service
does. It refers to the capability of the service to preserve and promote inde-
pendence by positive experiences, and to reinforce the strengths or healthy
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aspects of each patient, especially the most severely disabled, while control-
ling symptoms. There is a balance between this principle and continuity of
care, such that over-intrusive or over-frequent follow-up can effectively
interrupt the processes of recovery and rehabilitation. In each clinical case
this balance will be a critical issue, and one that will vary over time – what is
important is that a service is flexible enough to decide action (or lack of
action), and does not adopt a fixed view of how and when to offer clinical
contacts.
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Table 11.3. Principles to inform the development of community mental health 
services (MIND, 1983)

1. Services should be local and accessible and to the greatest extent possible deliv-
ered in the individual’s usual environment.

2. Services should be comprehensive and address the diversity of needs of the
individual.

3. Services should be flexible by being available whenever and for whatever dura-
tion. There should be a range of complementary models which provide individu-
als with choice.

4. Services should be consumer-orientated that is based on the needs of the user
rather than those of providers.

5. Services should empower clients by using and adapting treatment techniques
which enable clients to enhance their self-help skills and retain the fullest possible
control over their own lives.

6. Services should be racially and culturally appropriate and include use of cul-
turally appropriate needs assessment tools, representation on planning groups,
cross-cultural training for staff, use of indigenous workers and bilingual staff,
identification and provision of alternative basic facilities.

7. Services should focus on strengths, and should be built on the skills and
strengths of clients and help them maintain a sense of identity, dignity and self-
esteem. Patients should be discouraged from adopting the sick-role and the service
from developing an environment organised around permanent illness with
lowered expectations.

8. Services should be normalised and incorporate natural supports by being in
the least restrictive, most natural setting possible. The usual work, education,
leisure and support facilities in the community should be used in preference to
specialised developments.

9. Services should meet special needs with particular attention being paid to
those with physical disabilities, mental retardation, the homeless or imprisoned.

10. Services should be accountable to the consumers and carers and evaluated to
ensure their continuing appropriateness, acceptability and effectiveness on agreed
parameters.



Autonomy is closely associated with another of our key principles:
accessibility. The ability to choose is relatively unimportant unless a real
choice is possible between actual alternatives that are both available and
seen to be relevant by patients.

Autonomy can be defined as ‘a patient characteristic consisting of the
ability to make independent decisions and choices, despite the pres-
ence of symptoms or disabilities. Autonomy should be promoted by
effective treatment and care’.

11.2.2 Continuity

The Shorter Oxford Dictionary defines continue as ‘to cause to last or
endure’ ‘to prolong, to persevere, to keep on, retain’, and it defines continu-
ity as ‘a continuous or connected whole’, ‘an uninterrupted connection or
succession’, ‘coherence’ or ‘unbrokenness’. These definitions are pertinent
to our purpose here in that they stress the ongoing need by many patients
for reliable sources of treatment and social support. To the extent that this
can be achieved also reflects in part the degree of co-ordination between ser-
vices and the extent to which the various services in any local area together
act in concert.

This principle is over-used, both because it has powerful face validity
and has immediate appeal, and because it has been poorly defined, often
overlapping with other principles, which are shown in Table 11.4. Johnson et
al. (1997) distinguished between longitudinal and cross-sectional dimen-
sions of continuity of care. Longitudinal continuity refers to the ability of ser-
vices to offer an uninterrupted series of contacts over a period of time. This
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Table 11.4. Principles for community mental health services: ‘The 3 Aces’ in
relation to the three geographical levels of the matrix model

Geog. level of the matrix model

Principle Patient Local Country

1st ACE 1 Autonomy √
2 Continuity √ √
3 Effectiveness √ √

2nd ACE 4 Accessibility √
5 Comprehensiveness √
6 Equity √ √

3rd ACE 7 Accountability √ √
8 Co-ordination √ √
9 Efficiency √ √



implies either continuity of the same staff group, even if the individual
staff members change, or to provide a line of continuity across episodes of
care, for example between in-patient and community treatment.An impor-
tant second meaning of longitudinal continuity is to ensure a planned
transfer of care between services when the patient moves home.

Cross-sectional continuity includes continuity between different service
providers, which in practice means between different mental health teams
or programmes. This refers especially to fragmented types of service, since
the system types usually specifically highlight this form of continuity. The
second type of cross-sectional continuity applies within teams. This refers
to how far team members communicate with each other about their direct
clinical work, and about their strategic therapeutic goals.

The advantages of placing an emphasis on continuity are that it is easier
to give consistent treatment and care, and to avoid contradictory interven-
tions which the patients’ behaviour may provoke through the splitting of
staff. It may also be easier to predict relapses and remissions, to intervene
early, and so to effect secondary prevention. Further, an emphasis on conti-
nuity can develop a stronger trusting relationship between staff and
patients, which is both desirable in itself and can be especially invaluable in
crises.The implementation of this principle may also be a way of increasing
efficiency, for example the avoidance of multiple or overlapping interven-
tions can reduce both costs and any adverse effects.

It may also increase effectiveness, not just efficiency, since it reduces risk
of ‘falling through the cracks’ between services, which is particularly haz-
ardous for severely mentally ill individuals, who may be poor advocates for
their own interests. Continuity can improve staff morale by keeping
contact with the same group of patients over a long enough time period to
see improvement. It also provides a continuing service while individual
members of staff are away on leave. Continuity of communication within
the team also improves communication between the team and those
outside, including the patient’s family, who will receive a more consistent
message. This principle will also lead to a more unitary way of dealing with
problems, including physical problems, and so encourages access to other
specialists. Finally, continuity can also increase the possibility of helping
patients to solve practical problems, e.g. application for welfare benefits.

At the same time there are disadvantages from too compulsive a stress
upon continuity. It can provide too rigid a framework, leaving the patient
feeling trapped and making the situation unbalanced, and not retain the
correct professional/emotional distance. A patient can develop an
unhealthy degree of dependency on a particular clinician. It may reduce
choice for patients,therapists and referrers.Continuity can also mean a slow
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rate of turnover of cases and this contains the possibility of producing staff
disillusionment with longer-term patients who deteriorate or who do not
improve, and with those who are extremely demanding in the long term.

From the patient’s perspective, services organised to maximise continu-
ity may limit access to a particular treatment if the patient has a case
manager not trained in the intervention.The greatest risk,however,is that a
dependence on the service will be fostered, which encourages a chronically
sick role.For example,a high degree of continuity was offered in traditional
mental hospitals, alongside a high degree of dependence. For these reasons
we consider that a proper balance is needed so provide variable continuity. We
would draw a parallel here with the use of medication. In the same way that
we would sometimes encourage patients to use intermittent medication, or
to vary the dose within an agreed range, so we would suggest that the inten-
sity with which continuity of care is provided should be varied so as to main-
tain and extend autonomy for each patient.

We define continuity as the ability of the relevant services to offer
interventions, at the patient or at the local level, (i) which refers to the
coherence of interventions over a shorter time period, both within
and between teams (cross-sectional continuity) or (ii) which are an unin-
terrupted series of contacts over a longer time period (longitudinal con-
tinuity).

11.2.3 Effectiveness

The Shorter Oxford Dictionary defines effectiveness as ‘that which has
an effect’, or ‘fit for work or service’. More recently the Cochrane database
defines effectiveness at ‘The extent to which a specific intervention, when
used under ordinary clinical circumstances, does what it is intended to do’.
In this sense effectiveness applies to routine clinical settings, as compared
with ‘efficacy’. which means how far a specific intervention achieves its
intentions under ideal, experimental conditions such as those which are
required for randomised controlled trials. In terms of the matrix model,
effectiveness is an outcome category which is usually applied at the patient
level. At this level, increasing numbers of systematic reviews are becoming
available (Adams et al., 1996).

As one moves from the patient to higher levels in the matrix model, so
the amount of evidence from controlled studies decreases rapidly,as does its
quality, and the primary issue becomes one of effectiveness rather than
efficacy.To make research useful in practice we need to move from efficacy to
effectiveness, that is to extend the research from selected patient groups to
more representative patient samples taken from ordinary clinical settings.
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At the local and country /regional levels the chance for an efficacious treat-
ment to be proven as effectiveness depends upon the choice of patients, the
skill of the therapist,patients’compliance with treatment and other factors.

At the patient level we define effectiveness as ‘the proven, intended
benefits of treatments provided in real life situations’.

At the local level we define effectiveness as ‘the proven, intended
benefits of services provided in real life situations’.

Although for the sake of clarity we discuss in this chapter each key principle
separately, in fact they are intimately interlinked and they have a variable
geometry in different clinical situations. Effectiveness, for example, is often
related to efficiency, and Cochrane (1971) stressed the primacy of effective-
ness for attaining efficiency. As Light (1991) has put it, ‘can one increase effi-
ciency through competitive contracts if the contractors do not know what is
effective?’ Indeed, Light has re-interpreted Cochrane’s classic work to
produce what he calls the ‘Cochrane test’ (Table 11.5). How many mental
health services can pass these six central effectiveness questions?

11.2.4 Accessibility

Accessibility is defined in the Shorter Oxford Dictionary as ‘capable of
being entered or reached’ or ‘get-at-able’. This relates directly to the central
point, which is that patients should be able to reach and ‘get at’ services
where and when they are needed.The Concise Oxford Dictionary adds a further
important meaning, namely ‘(in a form) easy to understand’, which usefully
refers to the need for services to make comprehensible to their users what
they offer.

Accessibility remains a complex concept. It is used in relation to geograph-
ical distance or to travel times from patients’ homes to mental health services
sites, to delays in how long it takes for patients to be assessed or treated, and
to selective barriers or filters which reduce the uptake of services by all
patients (such as stigma), or for some sub-groups of the population (such as
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Table 11.5. Cochrane’s Test (Light, 1991)

1 Consider anything that works
2 Make effective treatments available to all
3 Minimise ill-timed interventions
4 Treat patients in the most effective place
5 Prevent only what is preventable
6 Diagnose only if treatable



ethnic minorities). In addition accessibility can refer to the openness of the
service to patients outside office hours, at night and at weekends, or to the
public visibility of the service, as opposed to the remote institutions which
were ‘out-of-sight’ and associated with shame.

There may be disadvantages associated with too much accessibility.
First, if services are too available, then patients may have a low threshold to
consult when in difficulty, may bypass primary care services where these
exist, and may expect specialist attention when suffering from relatively
minor, brief, and self-remitting conditions. Such contacts may divert time
and resources away from more severely disabled patients, and access may be
delivered at the expense of equity. Second, a highly accessible service may
conform to Jarvis’s Law, who wrote in 1850 a paper on ‘The influence of dis-
tance from and proximity to an insane hospital on its use by any people’. By
this he meant that the amount of use made of an unrestricted service by
patients is inversely proportional to the distance that they live from that
service. Third, if accessibility is too high, then efficiency may reduce
as minor disorders are seen in the more expensive specialist services.
Accessibility therefore cannot be unlimited,and in part services may need to
encourage self-limited use by patients, for example, in relation to night-
time emergency services.

We define accessibility as ‘a service characteristic, experienced by users
and their carers, which enables them to receive care where and when
it is needed’.

11.2.5 Comprehensiveness

The Shorter Oxford Dictionary defines comprehensive as ‘comprising
much’, or ‘of large content or scope’. The Concise Oxford Dictionary adds an
intriguing qualifier, ‘complete; including all or nearly all elements’, and so
suggests that a comprehensive service may offer an almost full range of
components. This addresses the central dilemma of the balance between
offering all the care to all those suffering from mental disorders, and being
selective according to the available budget, both in terms of the sub-groups
of patients to be prioritised, and the types and duration of treatment and
care which can be afforded. In our view a comprehensive service is one that
has all the basic components, which were detailed in Chapter 10, with some
degree of variation.

The degree of comprehensiveness of a service raises the key question:
comprehensive for whom? Since mental health problems will affect about a
third of the general adult population in any year, and since the capacity of
the mental health services, even in the most economically developed coun-
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tries, means that they can provide a service usually to about 2% or 3% of the
adult population, these services will necessarily be limited to only a minority
of those suffering from mental illnesses. The question then becomes one of
quality or quantity. Services which selectively treat first the more severely
mentally ill, such as in Britain, will provide a relatively poor service for the
majority of patients who have neurotic illnesses. Many of these cases
remain untreated if they are not recognised by primary care staff. This lack
of treatment in turn may increase the risk of chronicity and the risk of devel-
oping subsequent disabilities and handicaps. In some countries, such as
Italy, it is not mandatory for referrals to specialist care to come from primary
health care staff. More open access is therefore offered, for example by self-
referral, in the name of a comprehensive service. The advantages of this
system are that it may avoid delays and it may decrease the stigma associated
with mental health service use, by making the service routinely available.
The disadvantages of this arrangement are that since comprehensiveness is
limited by the capacity of the service, it may develop in the ‘wrong’ direc-
tion.By this we mean that services given to people with lesser degrees of dis-
ability may replace those given with more severe forms of mental illness.

This ‘offset’ means, in broad terms, that people with neurotic disorders
are treated at the expense of those with psychotic disorders. This produces
four problems. First, patients with these more severe disorders tend to
present themselves to services less often and,in our view,require a pattern of
services which can include substantial contact at home. Second, those with
psychotic disorders,who accumulate in the lowest social class group,tend to
have fewer choices than other patients, they are often ineffective advocates
for their own interests and needs, and they exercise relatively little political
and financial market power.Third,over-provision of services can produce an
‘induction effect’whereby patients become used to receiving multiple types
of service where only one specific type of treatment is justified on grounds
of evidence. Fourth, setting comprehensiveness as a service goal, in an unde-
fined way, can produce a gap for staff between expectations and clinical
reality which become a potent source of stress and burnout.

In our view it is important to distinguish horizontal from vertical com-
prehensiveness, as described in the definition box below.

We define comprehensiveness as ‘a service characteristic with two
dimensions’.

By horizontal comprehensiveness we mean how far a service extends
across the whole range of severity of mental illnesses, and across a
wide range of patient characteristics (gender, age, ethnic group, diag-
nosis).
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By vertical comprehensiveness we mean the availability of the basic com-
ponents of care (out-patient and community care; day care; acute in-
patient and longer-term residential care; interfaces with other
services), and their use by prioritised groups of patients’.

11.2.6 Equity

The Concise Oxford Dictionary defines equity as ‘fairness’, while the
Shorter Oxford Dictionary expands upon this by saying ‘that which is fair
and right’, or the ‘recourse to general principles of justice’. At the
country/regional level,the application of this principle implies that the dis-
tribution of money should be made according to criteria which are spec-
ified, transparent, and which have widespread acceptance as being fair. We
describe in detail in Chapter 10 some of the methods, such as the Mental
Illness Needs Index (MINI), which have been used so far in Britain for allo-
cating resources for mental health care to the local level.There is a clear need
to adapt and apply such rational and explicit approaches to equitable
resource allocation in other settings where historical patterns may predom-
inate.

At the local level, there are two kinds of distribution of resources which
should be made according to the principle of equity: firstly between health
and social services,and secondly between different programmes or facilities
within each mental health agency.

Finally, at the patient level the degree of discretion for funding deci-
sions are even greater since no agreed standardised criteria exist to guide
these decisions. Indeed resources are usually distributed in relation to
widely differing priorities, each of which may claim to be most equitable.
For example, funding distributions based upon health-gain values may
lead most resources to be spent on treatment for depressed patients (usually
in primary care), while those based upon the prioritisation of the most dis-
abled, may lead to most investment in specialist services for people with
severe mental illness, many of whom have limited personal resources.
These two approaches would produce quite different patterns of expendi-
ture: the former leads to relatively inexpensive treatment being given to
larger numbers of patients (such as good prognosis cases of depression),
and the latter to the opposite. This dilemma is universal since we know of
no sites which can adequately provide services for the whole range of
mental disorders. It is therefore precisely at this point that value judge-
ments must be brought to bear,so that mental health services are based both
on an evidence base and on an ethical base.

In our view there is a useful distinction between explicit and implicit
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equity in allocating resources to mental health services. Implicit methods are
often based on decisions taken by restricted groups of people which are not
transparent since the criteria used are not put into the public domain.These
decisions may be defined as equitable by using post hoc independent proce-
dures. Whatever the criteria used to put equity into practice, the advantage
of the explicit method is that it can be critically tested and challenged. In the
context of the public health approach which we discussed in Chapter 2, we
believe that the basis upon which resources are allocated should be made
explicit and should be based upon a process of needs assessment.

We define equity as ‘the fair distribution of resources. The rationale
used to prioritise between competing needs, and the methods used to
calculate the allocation of resources, should be made explicit’.

11.2.7 Accountability

The Concise Oxford Dictionary defines accountability as ‘required
to account for one’s conduct (accountable for one’s actions)’ or ‘responsible’.
This directs us to the central issue, namely that one of the distinct features
of a community-based service, as opposed to the traditional mental hospi-
tal, is to act with a wider sense of responsibility than the purely custodial.
This responsibility should apply, in our view, to a whole catchment area
population. This wider boundary of responsibility includes those who may
require treatment but who are not contained within the physical walls of
the hospital, and this more inclusive view is, in our experience, a more opti-
mistic perspective in that it sees patients in terms of their abilities to recover
or to cope with the demands of life in spite of their symptoms.

In terms of the matrix model, at the patient level the principle of
accountability refers to the relationship between staff and individual ser-
vices users, a relationship that needs to be based upon confidence and trust.
At this level, each patient has a legitimate expectation that the clinician will
offer treatment based upon a ‘duty of care’, and will do this in accordance
with accepted standards of professional practice. For example,one aspect of
direct accountability to the patient is that clinical information remains con-
fidential. This type of direct patient accountability may be challenged by
requests from family members (or others), who express the need for services
also to be accountable to them. In clinical practice these issues are common
and often absorb our time and attention, as ethical dilemmas are balanced
with individual circumstances.

At the local level, a wider set of considerations apply. Mental health ser-
vices, to a far greater extent than other types of clinical practice, operate in a
way which offers dual accountability: both to the patient and to the wider
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society. We have already discussed individual outcomes in Chapter 9. At the
same time, in practice, mental health services are held accountable by the
public to act in a way that maintains public confidence in their viability. In
this larger sense of public accountability, mental health services are legiti-
mated by the degree of confidence given to them by the public.

In reality the issue is even more complex in that lines of accountability
operate simultaneously at all three geographical levels of the matrix model.
At the country/regional level, for example, whether or not mental health
services are directly provided by state agencies, in our view there remains
with the state a ‘duty of care’to arrange inspectorate or accreditation bodies,
for example comparing services to nationally agreed minimum standards,
through which services can be held to account. This is therefore a sensitive
issue, and it is no coincidence that psychiatrists have been closely impli-
cated in totalitarian regimes at times when accountability at the national
level was held to be superordinate over the patient and local levels.

We define accountability as ‘a function which consists of complex,
dynamic relationships between mental health services and patients,
their families and the wider public, who all have legitimate expecta-
tions of how the service should act responsibly’.

11.2.8 Co-ordination

‘All unhappiness depends upon some kind of disintegration or lack
of integration: there is disintegration within the self through lack of
co-ordination between the conscious and unconscious mind; there is
lack of integration between the self and society,where the two are not
knit together by the force of objective interests and affections.’
Bertrand Russell

The Shorter Oxford Dictionary defines co-ordination as the ‘harmoni-
ous combinations of agents of functions towards the production of a
result’, or ‘to place things in proper position relatively to each other and to
the system of which they form parts’. Again, this principle is linked with
others in the three ACEs, in particular with continuity and with effective-
ness. As we indicate in the definition box, we can distinguish between
cross-sectional and longitudinal co-ordination. The first refers to the co-
ordination of information and services within an episode of care (both
within and between services). The latter refers to the interlinkages between
staff and between agencies over a longer period of treatment, often span-
ning several episodes.
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The communication necessary to ensure proper co-ordination can be
informal or formal. In decentralised service systems, such as community
mental health teams, more careful attention may need to be paid to lines of
communications since staff will less often see each other on a day-to-day
basis than in a traditional hospital, and this may mean that more formal
systems of communications are needed, for example, daily morning hand-
over meetings to inform all staff of clinical developments. The key role of
the case manager is to provide co-ordination, both cross-sectional and lon-
gitudinal, indeed in Italian local Departments of Mental Health the role is
referred to as ‘coordinatore’.

We define co-ordination as ‘a service characteristic which is manifested
by coherent treatment plans for individual patients. Each plan
should have clear goals and should include interventions which are
needed and effective: no more and no less’.

By cross-sectional co-ordination we mean the co-ordination of informa-
tion and services within an episode of care (both within and between
services). By longitudinal co-ordination we mean the interlinkages
between staff and between agencies over a longer period of treat-
ment, often spanning several episodes’.

11.2.9 Efficiency

The Shorter Oxford Dictionary defines efficiency as ‘productive of
effects’ or ‘operative’. While this rightly refers to the effects of clinical prac-
tice (outcomes in the matrix model), it does not also consider the inputs
needed to produce these effects. There will never be ‘enough’ resources allo-
cated for health services in the eyes of staff or patients. If we accept scarcity
as the basic condition, our starting point is therefore the narrower question
of allocation. The pursuit of efficiency can mean, therefore, reducing the
costs for a given level of effectiveness (outcome), or improving the level of
effectiveness or the volume and quality of outcomes achieved from fixed
budgets. Efficiency does not have to mean cut-backs, and a more efficient
solution may cost more (Knapp, 1995).

Three types of economic efficiency have been defined by Davies &
Drummond (1994). Technical efficiency is ‘achieving maximum physical
output from resource use’ (without considering the costs implications).
Productive efficiency means ‘achieving maximisation of output for a given
cost’. Allocative efficiency is defined as ‘achieving maximisation of the value
attached to the output for a given cost’.

In terms of the patient level, Cochrane (1971) identified two aspects of
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inefficiency: the use of ineffective therapies and the use of effective thera-
pies at the wrong time. Our own definition of efficiency, shown in the box
below, is designed to assist the production in future of operationalised
measures of this principle which can be incorporated into mental health
service evaluation.

We define efficiency as ‘a service characteristic, which minimises the
inputs needed to achieve a given level of outcomes, or which maxi-
mises the outcomes for a given level of inputs’.

11.3 Clinical values as complementary to cost-effectiveness

In this chapter we have enumerated nine principles, and we have
described them in relation to the patient, local and country/regional geo-
graphical levels of the matrix model. Another way to consider these princi-
ples is in terms of the other dimension of the matrix model, that is in
relation to their temporal sequence after entry into the service, according to
the input, process and outcome phases of the matrix model, as shown in
Figure 11.1. This scheme is intended to improve clarity by emphasising the
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phases of the matrix model.



principles which apply most actively, but not exclusively, to each of the
three phases. It is not necessary to consider this scheme as starting only at
the input phase, since on coming into a new post, it is common that a senior
member of staff will not be in a position to initiate a new cycle of planning
at the input phase, and may need to begin the analysis at the process or
output phases. The order in which the principles are considered and put
into action is therefore often as much a tactical as a strategic question,
depending upon local circumstances. Whatever the order, we believe that
the use of clinical values for re-forming mental health services can be
regarded as an iterative process.

Our main point in this chapter is that whatever the strength of the evi-
dence on cost-effectiveness (which may be misused for cost-saving reasons),
the technical solutions of evidence-based medicine should not be used
alone to respond adequately to complex planning choices. Rather, the evi-
dence base should be counter-balanced by a principled ethical base, and in
our view the primary responsibility for introducing clinical values to these
decisions lies with clinicians.
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12
Key resources: training and morale of staff

12.1 The central role of human resources

This book is written for the range of people who are interested in
improving mental health services, and this particular chapter will probably
be of more interest to clinicians than to administrators and planners.
Having already discussed in the last two chapters how to establish the
overall needs for information and services, our aim here is to suggest how
the staff who constitute the service can be directly involved in formulating
plans and putting them into practice. Our main guiding theme is the ques-
tion: how can the human resources in any existing mental health service
best be deployed for the benefit of patients? We take again as our frame of
reference the public health approach, which we have outlined in somewhat
idealised terms in Chapter 10. In this chapter we shall concentrate upon
more pragmatic and day-to-day issues, and in effect we shall base our com-
ments upon the evidence of our experience, rather than the evidence of
research. This is simply because there is a striking poverty of relevant
research.

To a much greater extent than most other areas of medicine and health
sciences, mental health services rely almost entirely upon human technol-
ogy rather than upon instrumental technology, both for diagnosis and for
therapy. For example, the best way to validate a questionnaire as a screening
instrument is still by comparison with a clinical interview. In spite of the
progress made recently in biological markers, none are yet available as clini-
cal tests for the diagnosis of mental disorders. In terms of treatment, it is
clear that the human factor is also central to how far, for example, patients
comply with prescribed medication. Indeed it is within mental health ser-
vices that the importance of the relationship between clinician and patient,
which is a basic issue in all medical settings, is most accentuated.

There are important implications for this central role of the human
factor. First, apart from capital (buildings) costs, recurrent expenditure in



mental health services is almost entirely needed for the development and
maintenance of human resources. Second, the nature of clinical contact with
psychiatric patients puts demands upon staff that draw upon all their
reserves, and which render staff at risk of a depletion of motivation and
compassion, the so-called ‘burnout syndrome’. These human resources are
therefore not fixed resources, but are continually subject to deterioration or
degradation unless restored and upgraded.

At the outset we want to make the distinction between primary and secon-
dary service goals. By primary goals we refer to interventions intended to give
treatment, care and assistance to patients. In our view this is the central
purpose of the service and should always remain centre stage. By secondary
goals we mean measures which are addressed to the needs of staff.Although
in this chapter we shall argue that unless these necessary and legitimate
staff needs are properly addressed, then the quality of service to patients
will suffer, nevertheless our remarks are within a wider context that contin-
ues to give primacy to patients needs over those of staff. Indeed when clini-
cal teams can select only desirable patients (and exclude patients who are
less rewarding or attractive), then patients’ needs may become subsidiary to
those of staff. This risk is greater in more highly segmental services (see
Chapter 10), which are made up of specialist treatment components. The
public health approach, which we favour, counteracts these tendencies by
discouraging patient selection, it tends to prevent exclusion, and empha-
sises the rights of all those who suffer from mental illness to treatment and
care.

In this chapter we shall discuss issues in relation to two of the levels of
the matrix model: the individual staff member level (corresponding to the
patient level), and the clinical team (equivalent to the local level). We shall
focus upon individual members of staff for two reasons: first, this is the basic
component of the clinical team and, second, because one-to-one contact
between staff and patient is the primary vehicle for the direct delivery of
services. We shall then consider those issues which concern the clinical team,
which we consider as the crux of mental health service delivery. Our reasons
for this are: (i) the team allows a more complete assessment of the needs of
each patient and consequently a fuller range of multi-disciplinary interven-
tions than an individual practitioner can achieve alone, (ii) the team pro-
vides a greater degree of continuity of care, in that team members can
substitute for each other during periods of planned and unplanned leave,
and the use of staff rotas outside office hours can give an extended range of
care, (iii) the team may offer a more sustainable model of service because
staff members can exchange roles within a team, may work full time or part
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time depending upon their other commitments, can take periods of further
training or career development breaks, and also because the key role of case
manager can be rotated between staff members for the most difficult cases,
or shared between more than one clinician at a time, and (iv) the team can
extend to patients a greater choice between clinicians, while remaining
within the service as a whole.

12.2 The renewable resources of individual staff

While there are many books on the training of the various members
of the mental health team, especially in relation to specific techniques for
assessment and treatment, the question of how staff can be managed in the
wider perspective of a community-orientated service has received remark-
ably little attention. There is a need to consider personality and attitudinal
factors, which are most important at the selection stage,followed by both the
content and the form of the training. The next stage is to acquire clinical
expertise, which has to be differentiated from clinical experience. Experience is
simply directly proportional to the period of time spent on a particular task,
without reference to quality, and derives from experientia, meaning to try,
without necessarily succeeding. Expertise, on the other hand, is the acquisi-
tion of knowledge and skill or judgement for a given purpose. While a
certain degree of experience is necessary to establish expertise, it does not
necessarily follow that experience per se leads to expertise. Indeed some
long-term staff may have accumulated many years of adverse or irrelevant
experience, such as the custodial practices of some clinical staff in poor
quality institutions. In other words, it is expertise rather than experience
that counts.

We consider first personality characteristics and attitudes and we agree with
the qualities which Mosher & Burti (1989) have described as desirable and
undesirable for community mental health staff, and which are summarised
in Table 12.1.While these characteristics sketch a desirable profile for mental
health practitioners, quite often one finds staff who are unsuited to clinical
work, but who nevertheless have direct care responsibilities. Although it
may not be possible to reallocate these staff to non-clinical roles, it is usually
feasible to find a new post in which they undertake subsidiary activities and
can contribute to the service with fewer opportunities to have face-to-face
contact with patients. The opposite can also occur when individuals have
particular rare therapeutic skills,and so can be valued members of the team,
despite demonstrating other characteristics which run counter to the
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service model used by the other staff. Such compromises are the stuff of
everyday clinical work. These factors are best identified at the interview or
selection stage because, although not entirely unmodifiable, our experi-
ence is that it is usually better not to appoint an unsuitable candidate if the
local administrative arrangements allow a second recruitment process.

We shall move now to clinical training,and we refer here not to the content
of training courses, but rather to their structure, in terms of the place of
training,the types of trainer,and their quality and scope.First,such training
is usually more effective in situ, namely in the whole range of community-
based settings rather than in hospital,both for initial vocational courses and
for continuing professional development. Second, it is often beneficial for
students of all specialities to undergo some cross-disciplinary training by
having teachers from other disciplines or teaching sessions with students of
other professions. An important part of the training process is to have time
to reflect upon individual cases in detail with clinical teachers. Third, work
in community settings better allows a longitudinal rather than a cross-
sectional perspective. This perspective has the important consequence that
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Table 12.1. Desirable and undesirable personality characteristics for 
community mental health staff (after Mosher & Burti, 1994)

Desirable characteristics
1 Strong sense of self: comfort with uncertainty
2 Open minded: accepting and non-judgmental
3 Patient and non-intrusive
4 Practical, problem-solving orientation
5 Flexible
6 Empathic
7 Optimistic and supportive
8 Gentle firmness
9 Humorous

10 Humble
11 Thinks contextually

Undesirable characteristics
1 The rescue fantasy
2 Consistent distortion of information
3 Pessimistic outlook
4 Exploit clients for own needs
5 Over controlling and needing to do for others
6 Suspicious and blaming others



assessment, except in crises, can take place over a period of time and involve
a wider set of relevant information, including family members, other key
informants, and the sometimes invaluable detail available from home
assessment.

Treatment, similarly, should take account of information from a wider
social context, for example, the degree of sedation or other adverse effects
that a patient can tolerate are related to the usual activities and preferences
of that particular individual. For assessing outcome, a longitudinal per-
spective allows us to consider patterns of recovery or relapse over months
and years, and to identify risk factors and protective factors specific to each
patient.Part of the clinical training,therefore,should be dedicated to teach-
ing the limitations and biases of clinical experience, as well as research evi-
dence, in predicting outcome. Finally, we consider that an essential part of
good clinical training is instruction on clear entries in clinical case records.
This is important because clinical assessments and care plans accumulate
over time to form a potentially invaluable information resource for all staff.

There is now a considerable amount of research on the relationships
between clinical training, experience, techniques and outcomes, especially
in relation to psychotherapy, which has been subjected to a recent thorough
overview (Roth & Fonagy, 1996). First, this research has confirmed that there
are wide variations in outcome, even for relatively homogeneous treat-
ments, and these are variations which cannot be accounted for by client
factors or by the type of treatment techniques,but which are associated with
the individual therapist. Surprisingly, there are only modest direct associa-
tions between training and outcome, and between experience and
outcome, where these may have a specific importance in preventing early
attrition and in retaining more difficult patients in clinical contact.

This body of research has also convincingly shown that the capacity to
develop a productive treatment alliance is the single best predictor of
outcome,and accounts for 26% of the difference in rates of therapist success.
This alliance, in turn, is best predicted by therapeutic expertise (rather than
by clinical experience), and by the presence of clinical supervision.

The essence of such therapeutic expertise consists of skills and personal
qualities of the therapist, and the ability to use technical skills flexibly.
There may be some additional benefit if the therapist has received in-depth
training in multiple treatment modalities. In terms of the factors which are
associated with the success of therapeutic interventions for patients, in 1961
Jerome Frank (see Frank et al., 1993) described four key predictors of
improved outcome, shown in Table 12.2.
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12.3 The clinical team as a therapeutic agent

Even if the individual staff member level is of central importance in
providing good quality direct treatment to patients, it is the quality of the
team which makes the difference between good and bad quality mental
health services. We see the staff team both as made up of individual clini-
cians, and as an important entity in its own right. The characteristics of a
team as a whole are not simply the sum of the parts, but includes the clinical
setting, the style of leadership, and the degree of co-ordination with other
staff. It is therefore necessary to consider the clinical team as an agent or as a
vehicle of service provision separately from the contribution of individual
clinicians.

A simple and useful scheme is to think of the clinical team in four stages:
new team building, major reconstruction, maintenance and minor recon-
struction. In most cases, what happens is that a new team leader inherits a
current staff group, so the primary questions are how far and how fast to
change. Figure 12.1 shows the cyclical relationship between the phases of
team maintenance and initial construction or subsequent reconstruction.

Although Stage A (new team building) is relatively uncommon, it occurs
more often when the service is experimental, in other words when it is sup-
ported by research funds from the outset, and so has clear goals to be
achieved within a limited period of time, which is defined by the research
purpose, with the clinical work being purely instrumental to this aim. All
biases which are known to influence the process and improve the outcome
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Table 12.2. Common features and key influences of effective psychotherapy (Frank,
1993)

Common features of the intervention
1 The patient has confidence in the therapist’s competence and desire to be of help
2 The locale of psychotherapy is designated by society as a place of healing
3 The treatment is based on a rationale which includes an explanation of illness and

health, and which implies an optimistic philosophy of human nature
4 The therapeutic procedure requires some effort or sacrifice by the patient

Key influences of the intervention
1 Provides new opportunities for learning
2 Enhances patient’s hope of relief
3 Provision of success experiences
4 Helps patient to overcome the demoralising sense of alienation from others
5 The treatment produces emotional arousal in the patient.



of the service are in action,i.e.motivation of staff,major attention to patient
conditions, introduction of new assessments of clinical status and positive
expectations. Since these biases cannot be eliminated, in the research
setting they can be controlled for, usually through random allocation. We
therefore compare the standard treatment with the treatment and care pro-
vided in an experimental service which is set up. In routine settings, by com-
parison, there may be limited opportunities to establish new services,
mainly for clinical purposes, but the pressures from evidence-based medi-
cine almost always imposes a research agenda on to the clinical initiative.

Briefly, at the start of a new clinical team, there is the opportunity for the
team leader(s) to influence powerfully the shape and style of the nascent
service. Many of the routines and traditions which quickly become institu-
tionalised within work groups are initially absent and can effectively be
invented. The allocation of room space, for example, can alter patterns of
behaviour in the working of the team, and also set the tone for a more or less
hierarchical social relationships between team members. The name of the
team can exert a strong influence upon how it is perceived by its own staff
and by external agencies. The extent to which the goals of the team are
jointly developed and explicitly stated may directly impinge upon the
team’s effectiveness. In short, the construction of new team provides an
opportunity to set up a coherent pattern of service components, since there
are no pre-existing barriers, but it is in itself neither necessary nor sufficient
to achieve such coherence.

Stage B is that of major team reconstruction, which in many ways is parallel
to that of establishing a new team. Major reconstruction can occur proac-
tively or reactively.The first case, proactive major reconstruction, is usually asso-
ciated with the arrival of a new team leader, and this may occur at the service

148 Re-forming community-based mental health services

[A] New Team Building

[B] Major Reconstruction

[C] Maintenance

[D] Minor reconstruction

Figure 12.1 Cycles of clinical team building, maintenance and reconstruction.



as well as at the regional/country level, especially following the election of a
new local or national government. The second case, reactive major construc-
tion, is most often found after and in consequence of a perceived system
failure.The Italian reforms of 1978, for example, typify such reaction in that
they were formulated against a background of widespread dissatisfaction
with the traditional asylums. The Swedish mental health reforms of 1995,
in which clinical and financial responsibility for long-term patients no
longer needing acute treatment was transferred from medical to social ser-
vices, is a more recent example of a major reconstruction at the country
level. In both cases such reconstruction is associated with positive expecta-
tions to exceed the quality or quantity of service being provided before
changes.

At the local level, substantial alterations to mental health teams can
occur in response to changes in clinical leadership, changes in the local
political complexion, from reactions to scandals, or from substantial staff
vacancies.This stage differs from the establishment of a new team. Existing
staff need to be accommodated within the new structure; current service
patterns, traditions and customs may prove resistant to alteration, and
there will be an already established set of expectations by patients and
outside agencies of what service has been offered in the past and what
should be provided in future.

Phase C, maintenance, is the most common and probably the most impor-
tant of the four phases, as it occupies by far the longest time periods in the
life of a team. It is the most difficult phase as it is routine but should not be
repetitive, and because when these maintenance functions are well per-
formed, they are almost invisible. This is exactly the paradox, since there is
an absence of positive feedback about good team management, while nega-
tive feedback is instantaneous!

The first logical step in the maintenance phase, although not usually the
first step in practice, is the definition of the goals or the purposes of the team.
These should be based upon a consideration of the guiding principle, as we
discussed in Chapter 11, and may be placed in the context of writing a team
strategy as we shall go on to describe in Chapter 13.

The second key element in the maintenance phase is setting the boundary
conditions. Setting the boundaries of the team work consists in identifying:
(i) the specific goals and aims of the service in relation to the aims of other
local services and agencies, (ii) the particular patient group or groups to be
served, for example on the basis of diagnosis or disability, (iii) the intended
duration of clinical contact,or episodes of care,which are indicated by clini-
cal considerations and financial constraints, (iv) the limits of staff tolerance

Key resources: training and morale of staff 149



and duty, and (v) the degree to which each particular service acts as a substi-
tute for other service components or social support networks, which may be
limited, dysfunctional or wholly absent.

Such boundaries are entirely necessary for the integrity and sustainabil-
ity of the work of the clinical team.They may be implicit or explicit,and this
is immaterial as long as the team functions effectively. When, however, the
team enters a period of relatively poor functioning, then the absence of
explicit and written boundaries becomes crucial, as the boundary condi-
tions are not immediately available for review. Without such clear
and agreed boundaries, the roles expected of such teams can vary rapidly,
and can cause staff anxiety, which in itself encourages destabilisation and
stress. This is especially the case for teams providing general mental health
services for adults, as other specialist or sub-specialist teams can, through
effective boundary setting, retreat from whole categories of patients, and
the ‘general adult’ teams are left to act as the default, to treat all those not
receiving services from other teams.

A systemic community mental health team differs from a fragmented
service in that the former will usually have less rigid (and robust) explicit
boundary conditions. Equally, most community mental health teams have
far less clear-cut boundaries than do in-patient institutional services, where
the physical domain of the ward to a large extent automatically defines the
proper territory for clinical duties. This is most accentuated in community
mental health teams, which set a high priority upon ‘comprehensiveness’
and ‘accessibility’ (discussed in Chapter 11), and which therefore have an
ideological aversion to excluding any patients. As we shall argue in Chapter
13, there is an strong case for mental health services to define their proper
remit in terms of clinical case load. In many economically developed coun-
tries the capacity of the mental health services is to treat 2%–3% of the
general population each year, while ten times as many people will suffer
annually from some mental health problem.

If the specialist service does not target its resources it will (i) be over-
whelmed by clinical cases, and (ii) fail to deliver an adequate service to
people most disabled by mental illness. If such boundaries are not set proac-
tively at the outset by the CMHT, therefore, clinical pressures are likely to be
such that they will need to be asserted reactively at a later stage. This most
usually follows a period in which staff feel they are working under unsus-
tainable stress, with too great a gap between the aspirations of the service
and what they can actually deliver.The advantage of having clear and realis-
tic boundaries, stating both what the service is and is not able to provide and
which are widely known from the outset, is that it helps to limit inappropri-
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ate demand, and it avoids the additional stress on staff of having to narrow
the role of the team at a later stage, with the consequent disappointment of
staff and of outside referral agencies.

Phase D refers to minor reconstruction, the episodes during which less vital
‘running repairs’ are conducted to improve a team’s effectiveness. This
phase is necessary at regular intervals in each service, to monitor the team’s
performance in relation to changing conditions and because a moderate
degree of change is important for staff morale. This phase depends upon
the ability of the team to diagnose dysfunction in their own work at an early
stage, before the point at which major reconstruction becomes necessary.
Common occasions for minor reconstruction are times of limited staff
turnover. Such changes can also occur in reaction to the injection of ideas
from visitors to the team, from visits of staff to teams elsewhere, from an
appreciation of the research literature, from relatively minor budgetary
changes, or from external ‘diagnosticians’, such as group facilitators, who
are brought in temporarily to suggest minor improvements. Whatever the
source of the ideas, the phase of minor reconstruction is important to fix
problems early, and as an antidote to the routinisation of everyday work.

12.4 Staff morale and burnout

One of the characteristics of staff working in mental health services
is that they frequently feel high levels of stress for several reasons. Their
work sets unusual demands: they will have to deal with patients whose
behaviour may be odd or bizarre, and occasionally may be disturbed, or dis-
turbing; rarely patients are verbally or physically aggressive or threaten
suicide, and because of this staff need to be continually prepared for such
attacks upon their physical integrity; and indeed some patients have a pow-
erful tendency to blame those offering help for their difficulties.

There is also a common wider tendency for the representatives of social
opinion also to blame staff for the symptoms and behaviours indicative of
mental illness; and patients with more severe disorders may improve to
only a limited extent, depriving staff of the reward to seeing rapid clinical
improvement. In addition, communication difficulties between staff are
common, and are often experienced as more stressful than the clinical prob-
lems that arise in dealing with patients! One particular example, as Mosher
& Burti (1989) have pointed out, is that which concerns those who are low in
the organisational hierarchy. These staff have the most direct contact with
patients, and they have the least power in terms of clinical and managerial
decisions.

Key resources: training and morale of staff 151



‘ Stress can be good, stress can be bad.’
Charles Handy, 1976.

At the same time a limited amount of stress is necessary to increase work
performance. Handy (1976) has distinguished the beneficial role of stress
(role pressure) from the harmful role of stress (role strain), and pointed out that
one of the major tasks of management in organisations is to control the
level of stress. He described the symptoms of role strain as tension (often
expressed as irritability and excessive preoccupation with trivia, great
attention to precision or periods of sickness), low morale (low confidence in
the organisation, expressions of dissatisfaction with the job or sense or
futility), and communication difficulties (absenteeism is an extreme form
of this symptom).

Burnout is a term which has come to be widely used and recognised as
the consequence of prolonged and severe role strain. It has been defined by
Maslach & Jackson (1979) as a dysfunctional psychological state that seems
to be most common among persons working in job settings characterised by
a great deal of personal interaction, under conditions of chronic stress and
tension. These conditions are frequently found in community mental
health teams, which we consider to be continually at risk of fostering staff
burnout, and a recent study in South London has shown higher burnout
levels among community than among hospital staff (Prosser et al., 1996).
The characteristics and causes of burnout have been summarised by
Mosher & Burti (1994), and are shown in Table 12.3.

A number of strategies have been proposed for dealing with role strain
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Table 12.3. Characteristics of staff burnout (Mosher & Burti, 1989)

Description
1 No energy
2 No interest in clients
3 Clients frustrating, hopeless, or untreatable
4 Higher absenteeism
5 High staff turnover
6 Demoralisation

Causes
1 Setting too hierarchical: staff not empowered
2 Too many externally introduced rules, no local authority and responsibility
3 Work group too large or non-cohesive
4 Too many clients, feels overwhelmed
5 Too little stimulation, routinisation



(Watts & Bennett, 1983). In relation to the matrix model, at the individual
(patient) level, Handy (1976) has suggested the following strategies: repres-
sion, withdrawal and rationalisation. In repression the individual refuses to
admit that there is any problem, in withdrawal the individual retreats
behind a psychological barrier or leaves the organisation, and in rationalisa-
tion the individual decides that the conflict is inevitable and must be lived
with.

The features of work within community mental health teams which are
conducive to positive experiences are, we believe, the same as in other work
settings. Warr (1987) has summarised these factors, which are listed in Table
12.4, and we shall highlight those which are most important to our discus-
sion. In terms of opportunities for control, which have two components: the
opportunity to decide and act, and to predict the consequences of one’s
actions. Staff need to be allowed considerable discretion in their treatment
plan for patients, within a context of supervision and professional support.
Such control can also be exercised through meaningful involvement of
all staff in the formulation and execution of team operational policies.
Opportunities for skill use is important for mental health teams in relation to
how far members of different disciplines exercise skills specific to that dis-
cipline, or undertake generic tasks that could be carried out by staff with
other types of professional training.

Variety is important to avoid repetitive or invariant actions, for example,
by dealing too frequently with the same types of clinical problems. In many
clinical teams there may be a positive aspect of increased variety in commu-
nity services which include visits to patient’s homes, counter-acted by a ten-
dency in teams targeted to patients with more severe disabilities to narrow
the spectrum of diagnoses seen to little more than those with psychotic
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Table 12.4. Features affecting the experience of work (Warr, 1987)

1 Opportunities for control
2 Opportunities for skill use
3 Externally generated goals
4 Variety
5 Environmental clarity
6 Availability of money
7 Physical security
8 Opportunity for inter-personal contact
9 Valued social position



disorders. Environmental clarity is the degree to which the work setting is
clear or opaque in three senses: the availability of feedback on the conse-
quences of one’s actions, the degree to which the actions of other people are
predictable, and the clarity of role expectations.

At the team level,there are a number of techniques to prevent and reverse
burnout, including: didactic training exercises, regular staff-meetings for
inter-personal problem resolution, routine case conferences to discuss diffi-
cult cases, and regular supervision (Mosher & Burti, 1989). In addition there
are a number of features of community mental health teams which encour-
age functional rather than dysfunctional performance: small team size
(usually 6–12), more open patterns of decision making, mutual support,
and consultation between staff members.

There are also possible sources of increased staff satisfaction in adopt-
ing a community-based mental health care model. First, the move away
from traditional roles and leadership structures may give staff from disci-
plines such as nursing considerably greater autonomy and responsibility,
which may increase their job satisfaction and sense of mastery. Second,
patients and relatives appear often to prefer community-based care to hos-
pital care, and staff may feel happier about their work when the recipients
are more satisfied. Third, staff may feel that their work is more effective
when they move into the community.Fourth,the traditional psychiatric hos-
pital may be experienced by staff as well as patients as a depressing and
institutionalising environment, and community mental health centres,
primary care health centres and patients’ homes may in general be more
pleasant and stimulating work settings (Prosser et al., 1996).

12.5 The clinical team as a lens

We outlined at the beginning of this chapter why staff are impor-
tant. In terms of the matrix model, staff, who are the main resource of
mental health services, can act as a vehicle to deliver interventions to
patients which are both evidence-based and ethically-based. Figure 12.2
gives graphical representation to our view that the clinical team should act
as a lens which focuses these two types of input in the process of providing
care to individual patients, so optimising their clinical and social outcomes.
These outcomes for patients therefore depend both upon the extent to
which staff put into practice the values which are accepted in each local area,
and how far actual practice reflects the best evidence from research on clini-
cal effectiveness. Both of these are dynamic rather than static characteris-
tics, and they change at different rates. The guiding principles may remain
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Figure 12.2 The focus of clinical team interventions on individual patient outcomes taking into account principles and evidence
within the matrix model.
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invisible for years, for example, and then relatively suddenly become more
libertarian or custodial, depending upon the balance of forces in the wider
public debate over the proper role of mental health services for the patients,
directly and indirectly for the wider society.

By contrast, while researchers seek a treatment breakthrough, more
often there is a slow and more prosaic accumulation of evidence of which
treatments are effective. The skills required of any clinical treatment teams
will therefore necessarily need to be updated on an ongoing basis, and this
will apply differentially to members of different specialities according to
professional developments in each field. Further, the type of evidence pro-
duced by research is also in part a product of the social and political climate
of the time.

What we propose is a long-term perspective to invest in the key assets of
a mental health service – the staff. This is because there will often be a con-
siderable delay between the initial investment in staff training and the
eventual improvement in patient outcomes, and also there is often a long
delay between the lack of training and other investment in staff consequent
upon poor clinical standards. Indeed it is common when budgets are
reduced to cut the training budget first.An equivalent could be stopping all
routine maintenance on a passenger aircraft: it will fly on for some time, but
the need for consequent major repair, if not the risk of serious adverse
outcome, increases with time. In other words, if the mental health team is
seen as an asset, then investment in frequent and planned minor mainte-
nance is likely to be cost-effective in the long term, since it keeps clinical
standards high and reduces the need for unplanned and reactive major
reconstructions, which are often more expensive in the long term.

If staff investment is recognised as indispensable, then it requires a rea-
sonable budgetary allowance that is not vulnerable to short-term budgetary
pressures. Staff investment goes beyond training and in this respect public
services have much to learn from private enterprises who routinely invest in
a wide range of non-financial staff benefits as incentives.These will include
child-care services for staff, flexible working hours, high-quality supervi-
sion and career guidance, and sporting and leisure facilities.

In practice, different blends of principles and evidence will be used at
the country/regional levels, and by clinical teams at the local level. The
Italian reform of 1978, for example, was almost entirely based upon princi-
ples, and anything beyond face evidence for changing the backward in the
institutions was considered unnecessary. The scientific foundations of
psychiatric practice are only about 25 years old, and before about 1970 rele-
vant research information was almost entirely absent. As discussed in
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Chapter 11, this view, taken naively, raises the contrary risk, namely that
research results alone will guide policy and clinical decisions.

In this chapter we have argued that the central resource of a mental
health service is the staff who treat patients, and that this resource needs
ongoing investment. If we look back at the last 25 years we can seen clear
signs of a trend in staff attitudes.Table 12.5 compares some of the character-
istics of what we call the ‘traditional hospital’ view with the ‘community-
based’ perspective, and, for the reasons we have advanced in the two
preceding chapters, we believe that investment in staff should be made to
accelerate the movement from the hospital to the community perspective.
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Table 12.5. Traditional hospital and community-based staff orientations

Traditional hospital Community-based

Staff attitudes Short-term view Longer-term view
Focus on control and structure Unplanned responses
Routine contacts with patients Family focus
Use of policies and procedures Emphasis on social disability
Hierarchical decision making Negotiation mode

Staff training Biological orientation Eclectic orientation
Training rotates between Community training often absent

specialist units for Problem solving approach
diagnostic groups Training rotates between 

specialist & general units

Therapeutic Emphasis on symptoms relief Greater staff independence
orientation Improved facilities and Longer term assessment process

expertise for physical More individual treatment
assessment, investigation, May neglect physical diagnosis 
procedures and treatment and treatment

Brief assessment package Integrated therapeutic and social
Seek decision from above in interventions

the hierarchy
Better control for suicidal / 

violent patients
Block treatment of patient 

groups
Regulated timetable
Separated short-term treat- 

ment and rehabilitation



13
Planning based on evidence and on ethical
principles

13.1 Defining the planning process

In Chapter 10 we outlined two ways of describing mental health ser-
vices which are located in a particular area: the segmental approach (which
considers separately each service component, treatment facility or pro-
gramme) and the system approach which underlines the contribution that
each programme gives to the wider system of care at the local level, and
which explicitly considers the inter-relationships between the different ser-
vices. We have also stressed the point that the selection of one of these two
approaches for describing services is closely related to the actual organisa-
tion of services in each particular site being described.

In this chapter we shall deal with the planning of mental health services,
defined in Table 13.1, using both the evidence and the ethical bases which
have been discussed in the previous two chapters. It is often difficult to
know whether values or evidence should be given first consideration. Here
we propose to reverse the usual order (which is first evidence and later,
maybe, ethics!), for the simple reason that even the choice of which evidence
is to be collected and used is influenced by value judgements. We address
planning for general adult services at the local level, and for simplicity we
refer mainly to planning which is limited by a fixed resource input, and the
task then becomes one of considering alternative ways in which to shape
services for the best outcomes. We recognise that resource inputs may also
vary, both to increase or decrease the total resources available.

Our discussion of the planning process will begin with a more detailed
consideration of the differences between the ethical based and evidence-
based approaches, and we shall then move on to offer a model of the whole
mental health service system in terms of a ‘hydraulic’ scheme, in which we
suggest that the ‘pressure of morbidity’ is transferred between the compo-
nents of the system as a whole, and so activity within one component will
have consequent reactions within other component parts of the system. We



go on to describe the importance of clarifying the boundaries between these
components,which act both to contain or to reject categories of work,and as
interfaces across which patients and information flow. This leads us to con-
sider how general adult mental heath services can prioritise the many pos-
sible demands upon their resources and to decide which groups of patients
may be targeted. Finally we shall propose a straightforward method to
guide the planning process, which follows seven steps.

13.2 ‘Service component’ or ‘system’ planning

We can distinguish mental health service component planning from
mental health system planning. The first type of planning is segmental in the
sense that it takes the needs of individual institutions or particular types of
patients one at a time without putting these needs in a general framework of
the other services available in the same area. However, system planning is
often population-based and aims to organise for defined populations a
system of care which underlines the connections between different compo-
nents, and even the relationships with other health as well as social and
private services in the same area. In other words, the system approach to
planning is the practical consequence of taking a public health approach to
assessing the mental health needs of a population.

There are also other differential characteristics of the two models of
service planning and delivery, which are summarised in Table 13.2 in rela-
tion to how far they reflect the nine guiding principles we introduced in
Chapter 11.Autonomy and effectiveness are not differentially affected by the
two approaches.

The segmental approach relies far more heavily than the system
approach upon a strongly motivated patient clientele, and is far less suited
to conditions in which the co-operation of patients may be, at best, equiv-
ocal, and this can adversely affect the continuity of treatment they receive.

Individual facilities planned using the segmental approach will often
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Table 13.1. Definition of mental health service planning

We define planning as ‘a linked series of actions designed to achieve a particular goal, and
which requires the completion of increasingly specific tasks within a given timescale’.

In relation to the matrix model, ‘planning is the process which intends to transform
given inputs into optimum outputs. At the local level we distinguish mental health
service component planning from mental health system planning’.



attract patients from a wider geographical reference population, and there-
fore will reduce the ability of the service to offer a locally accessible provision
to people not able to travel, or not able for other reasons to gain entry to
remote resources.

Comprehensiveness we defined in Chapter 11 in two ways. By horizontal com-
prehensiveness we mean how far a service extends across the whole range of
severity of mental illnesses and patient personal characteristics. Similarly,
we have defined vertical comprehensiveness to mean the availability of the
basic components of care (out-patient and community care; day care; acute
in-patient and longer-term residential care; interfaces with other services),
and their use by prioritised groups of patients. The ‘service component’
approach in planning tries to limit both aspects of horizontal comprehen-
siveness to different degrees in different sites.The guidelines for these limi-
tations are not always very clear-cut and they may change over time
according to variations in the goals of the service. For instance, if the service
is privately operated, as is often the case in segmentally organised services,
this goal can be influenced by cost issues. On the contrary, the ‘system
approach’ has a wider degree of horizontal comprehensiveness, which is
mainly regulated by two boundaries, the geographical catchment area defi-
nition,and the priority treatment groups defined by policy or by practice.As
far as vertical comprehensiveness is concerned, the difference between the
two approaches to service planning is even more pronounced. The service
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Table 13.2. Principles for community mental health services in relation to the
strengths of segmental and system approaches to planning

Strengths of different planning
approaches at the local level

Segmental
Principle (service component) System

1 Autonomy √ √
2 Continuity √
3 Effectiveness √ √
4 Accessibility √
5 Comprehensiveness √
6 Equity √
7 Accountability √
8 Co-ordination √
9 Efficiency √



component approach tends to provide one type of care only, while the
system approach explicitly seeks to inter-link the different multiple types
of care which are delivered at any one time.

If equity is defined as the fair distribution of resources, then we consider
that the service component approach is a much more limited frame of refer-
ence in that it leads to staff time and expertise being distributed only
between patients in contact with that particular service. The system
approach, by comparison, takes as the frame of reference the whole morbid
population within a given geographical area, and allows explicit considera-
tion of how patients simultaneously use different components as part of a
larger package of care.To this extent the system view seeks to be inclusive of
the needs of all those needing care rather than only those who happen at any
time to be in contact with a particular service component.

In our view the system approach also has advantages in terms of account-
ability.As we indicated in Chapter 11, accountability is a function which con-
sists of complex dynamic relationships between mental health services and
patients, their families and the wider public, who all have legitimate expec-
tations of how the service should act responsibly.Such accountability can be
enhanced in a local service over a period of time, and will be shaped by the
information available to patients and their consequent expectations of the
service. While both the service component and the system views can allow
lines of accountability to individual patients to develop, only the latter also
allows the possibility of a wider accountability to be given to a population as
a whole. The question of what are legitimate expectations also needs
further consideration. While in principle all opinions on how a mental
health service should be planned are legitimate, in practice it is usual for a
small number of the most active, rather than the most representative, local
figures to shape the planning process, and we would propose a pragmatic
view which again seeks to include some representation from a wide base of
local interests.

Co-ordination is the primary intended advantage of the system over the
service component approach. In our view, the degree to which this principle
is enacted makes the biggest difference to visions of planning. Planning on
the basis of service components alone always runs the risk of fixing one
local difficulty at the price of displacing it to another part of the system, for
example, the question of where patients with personality disorders are
seen.

In parallel, there may be considerable gains for efficiency in that a system
view can take account of any duplication between services, and so reduce
redundancy, and can also seek to ensure that the most efficient service
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inputs are provided for patients, for example, more appropriate and less
expensive supported residential care for disabled and longer-term patients
rather than inefficient placements in acute in-patient units. In this case a
distinction needs to be recognised between the efficiency of individual
service components, for example in terms of fast patient turnover, and effi-
ciency of the system as a whole, which may best be served by longer lengths
of stay in some forms of residential care.

There is an increasing attention to the evidence-based approach for all
health services.The reasons for this relate to the need to make the best use of
available resources, to apply interventions precisely to conditions for which
they can lead to positive outcomes, and to identify and stop interventions
which are ineffective. The risk for mental health services is that the
evidence-based view is taken in isolation and overshadows the ethical con-
tribution. This would be perfectly understandable in economic terms
alone, but it is not acceptable in the wider social milieu of the planning
process.

A further limitation of the evidence-based approach is that the evidence
available so far refers mainly to service components, and tends to be extrap-
olated incorrectly from one component to another or even from one country
or region to another, for example, the widespread reference in European
countries to studies using case management in the USA. The reason for this
lack of evidence at the system-level is that it is more difficult to collect. We
therefore need, first of all, to create an evidence base at the system level,
without which we shall be drawn to the ecological fallacy, which is to take
data gained from one level and to apply it indiscriminately to another. It
may be better to admit having no relevant data for particular planning ques-
tions, than to use an inappropriate evidence-based approach.

Table 13.3 summarises the differences between the two main
approaches, at the level of the local mental health service, across the three
steps for collecting evidence on which to base planning: the collection of
data on needs, service provision and service use (see Chapter 10 for further
elaboration of these three steps).

For the reasons we have indicated in the previous section, we prefer the
system to the service component approach to planning. One useful meta-
phor to visualise the system approach is to see a mental health service in
hydraulic terms. In other words, we can conceive of how mental health ser-
vices as a whole operate as, in some ways, similar to a closed system contain-
ing fluid, such as a central heating system. In these terms we can draw
parallels between the fixed ‘pressure of morbidity’ and the water pressure,
between the flows of patients between the different service components
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and the flow of water between the chambers of the fluid system, and the
effects in terms of back-pressure of closure or restricting access to any one
key compartment.

13.3 Service components in a service system: the hydraulic
model

We therefore propose that the totality of mental health service com-
ponents be considered as a series of inter-related elements, in which the
behaviour of each affects (directly or indirectly) all the others. Such a view
allows us to speak of the volume and the capacity of components and of the
whole system (both for under and over-capacity), to calculate rates of flow
between components, to build in control taps and safety valves for periods
of expected and unexpected excess pressure, and to make allowance for
overflow capacity in times of excess volume, for the ‘leakage’ of some
patients out of the system (when patients may be inappropriately lost to
contact with services). Such a metaphor also allows us to consider the need
for routine and emergency maintenance to avoid system breakdowns, and
to build in sentinel events or alarm systems to warn of incipient system fail-
ures. While not wishing to overstretch this parallel, we do find that such a
view helps to understand the links between service components.
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Table 13.3. Evidence used in planning for community mental health services in rela-
tion to the segmental and system approaches

Planning approach at the local level

Segmental
Evidence (service component) System

1. Needs assessment For selected patient More comprehensive 
sub-groups assessments

Problem or diagnosis- Population based
specific assessments

2. Service provision Institution based data Population-based data
Service activity reported Attempt to consider different

separately (e.g. beds from clinical activities in an 
day centre activity) integrated way

3. Service use Institution-based data Population-based data (e.g.
Service activity reported case register data)

separately Consider offset or
substitution effects



‘How many beds?’ or ‘How many day places?’: these are common ques-
tions for those planning mental health services (Wing, 1971; Thornicroft &
Strathdee, 1994). The system view can produce a more efficient considera-
tion of such questions which at first sight require a component-level
answer. For example, if a particular mental health service usually has all its
beds fully occupied and has great difficulty identifying beds for patients
needing admission, a response framed in terms of service components
alone will simply point to the need for more beds or more efficient use of
current beds. A system view, by comparison, would take account of flows of
patients into and out of beds, and the thresholds and delays for such transi-
tions, and may point to the need to establish more highly staffed long-term
hostels for long-term disabled patients who may be inappropriately placed
in acute psychiatric beds.

In situations where community services are provided in addition to
more traditional services (both hospital and residential) and where the
capacity of these institutions is such that they provide for the majority of
people severely disabled by psychotic disorders, then the case-load of the
community services will predominantly include less severe forms of mental
disorder. This was the case to some extent in the first phase after the intro-
duction of community mental health centres in the United States after
1963.Many severely mentally ill people were discharged from mental hospi-
tals and transferred to variable quality residential institutions (Eisenberg,
1997) while the new mental health services in the community were offering
their newly established resources to less severely ill individuals. If under
similar circumstances the capacity of the traditional system providing
long-term hospital and residential care services was limited, then commu-
nity services, if operating effectively, will be likely to detect previously
untreated or under-treated cases. This may produce a greater demand for
in-patient treatment, producing a paradoxical simultaneous increase in
expenditure on both community and hospital care (Tyrer et al., 1995).

Although we recognise the existence of interactions in which, for
example, the presence of acute day hospital places, substitute for acute in-
patient beds, we have little information about the gearing or calibration of
these offsetting effects. This is for two reasons: the absence of system-level
research which takes accounts of such possible interactions,and the focus of
studies which have been completed upon efficacy rather than upon effec-
tiveness, for example, the completion of several experimental assertive out-
reach services as a substitute for acute beds, but few similar studies in
routine clinical settings.Indeed there is a danger that efficiency judgements
are made on individual service components based upon evidence of their
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efficacy rather than of their effectiveness. In our view, the correct sequence
is: (i) adopt a system approach, (ii) assess the initial effectiveness of the
system, (iii) monitor the ongoing efficiency of the system as a whole.

13.4 Interfaces between components of the service system

Once we have clarified that mental health services should be seen as a
system,we can use this overall framework to consider three types of interface:
(i) those within the mental health service, between its components, (ii) those
within the health service, between mental health and other services (both
primary and secondary care), and (iii) those between health and other public ser-
vices, including Social Services and the Housing Department. The sheer
complexity of the operation of all these simultaneous interfaces is a further
basis to reinforce our view that a first requirement, before addressing links
with non-mental health services, is to clarify the ways in which the separate
mental health service components operate together as a system. Indeed
once this is successfully achieved, then the quality of contacts with other
services becomes vastly more coherent. Figure 13.1 graphically displays
firstly some of the most important linkages between the core general adult
mental health service system and eight other key health components, and
secondly it shows the four main categories of public service with which
health services connect.

The permeability of each interface may change over time and may differ
for the direction of referral. Each facet between adjacent services can act as a
filter in the same sense as that used by Goldberg & Huxley (1980, 1992) in
their model of the pathways from the general population to primary and
then to specialist psychiatric care. Although in clinical practice the exis-
tence of interactions between these services elements is well recognised, for
example in terms of the transfer of patients from the criminal justice
system to health facilities through prison or court diversion schemes, in
theory such linkages are not usually described. Indeed the only interface
which has been well characterised is that shown in Table 13.1 between
primary care and community mental health services, known as Filter 3 in
the Goldberg & Huxley scheme. As a consequence, there is little relevant
research which quantifies the extent of patient flows across these interfaces.
It does seem clear, however, that the ground rules of engagement for these
interfaces vary enormously, even within regions. The criteria for acceptance
in old age psychiatric services may be: all patients aged over 65, or those over
70, or those suffering from late onset dementing disorders, or other criteria
which may or may not be known to the providers of other local services.
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Just as we described the functioning of mental health services in terms
of a hydraulic system, so this metaphor can be applied at a large scale to the
whole nested series of interactions between the service elements shown in
Table 13.1.The ways in which these semi-permeable membranes or filters act
will exert a powerful influence on the required capacity of any single
element. When the interfaces are seen as filters, then their properties
include what types of referrals pass each stage (selectivity), and the rate of
passage across each interface (flow rate).
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Figure 13.1 Key interfaces between the community mental health service system and (i)
other health services and (ii) other public service agencies.



13.5 Planning the transition to a community-based system of
care

Turning now to the application of this conceptual approach to actual
planning decisions, we shall use as an illustration the question common in
many economically developed countries of how to plan the transition from
a pattern of services largely dependent upon a traditional mental hospital
to one which encompasses an array of more local provisions, including in-
patient beds. The need to plan this transition is usually based on a mixture
of political, social and clinical reasons, although the local variations on this
theme and the pace of change vary a great deal. In fact, as Figure 13.2 shows,
this is usually a two-fold transition: from a service component to a system
approach, and from an institutional to a community orientation.

Practically speaking most organisations can manage only one major
change at a time,and so a choice arises: should an organisation proceed from
(A) to (C) to (D), or from (A) to (B) to (D) in the scheme shown in Figure 13.2?
We suggest that the latter is preferable, and we suggest that the organisa-
tional reform is undertaken before the institutional reform. Our reasons for
this are that the process of reprovision from older asylums is a complex task,
and that institutional practices and facilities can more easily be recon-
structed within the context of the service component approach. We do not
underestimate the difficulty of this task since no country has yet fully suc-
cessfully completed the transition from dependence upon older asylums.
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Figure 13.2 Paths from traditional and segmental services to a community-based care
system.



Second, we consider that the system approach produces a higher likelihood
of replacing the protective functions of the asylum by community-based
alternatives which are less custodial in orientation, and probably which
induce less long-term dependency upon services.

Two recent examples can be given to illustrate transition planning. In
Italy the approach chosen in 1978 was ‘to close the front door’, so that no
more patients were admitted to the asylums. The disadvantage of this
approach is that it incurs double-running costs for a prolonged period. It is
notable that while this decision to stop further admissions was made at the
country level in a matter of weeks in 1978, the responsibility for construct-
ing a replacement community system was left to the regional levels without
sufficient policy guidance. In essence these changes were based upon a diag-
nosis of a dysfunctional system, the intervention was aimed only at a single,
service component, and no detailed recommendations were made about
how to construct an adequate alternative system, and so heterogeneous
responses were produced. This process was therefore intended to proceed
from (A) to (B) to (D), but has been implemented in a partial and inconsistent
way across the different regions of Italy.

By comparison, England offers an example of the (A) to (C) to (D) route,
in that asylums have more often completely closed, but again this has been
achieved usually within a component rather than a system planning
context. Service integration has most often been addressed as a subsequent
issue. Two important adverse consequences have accrued from this lack of
integrated planning. First, the planning of places for long-term patients has
only been applied to previously long-term in-patients, and not to the accu-
mulating generations of their successors. Second, no allowance was made in
the calculations of acute bed requirements for the occasional need for re-
admission to hospital of former long-term in-patients discharged to homes
and hostels in the community. These two shortcomings have contributed
towards the current inappropriate use of about 30% of acute in-patient beds
by long-term patients in most parts of England. This is in part a conse-
quence of the compartmentalisation of planning which reprovides for each
service component one at a time, and which cannot take into account the
dynamic transfer of pressure around the whole service system.

13.6 Seven steps from planning to practice

Following on from the preceding discussion, we now propose a
seven-step procedure to lead from planning to practice (Table 13.4). This
scheme is intended as a guide or an aide memoire about the key stages in the
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planning process.In real life we expect that it will be rare for these steps to be
followed sequentially, and in practice the order of events can change, or
several stages can occur simultaneously. Nevertheless, in our view each step
is a significant contribution to a thorough planning process, and the entire
absence of any step will weaken the relevance or the robustness of the ser-
vices which are put into practice.

The first step, as we described above in Chapter 11, refers to establishing
the service principles. Although we place these as the foundation stone for
planning, such principles are usually excluded from the whole process.
Even when values are considered, most often at an early stage of planning,
they remain without consequence for three reasons. First, those involved
may assume that their colleagues share common ground and that such
agreement goes without saying. Second, they may tacitly acknowledge sub-
stantial differences in core values within the planning group, and reckon
that better progress will be made by avoiding than by addressing these dif-
ferences. Third, planners may judge that discussion about underlying
values is not sufficiently important to take up scarce planning time. In our
opinion all three views,although common,are mistaken and will lead to the
re-emergence of disagreements later in the planning process, when value
differences become displaced onto operational matters.

The second step in planning is to set the boundary conditions. This is closely
related to the operation of the interfaces we have discussed in Section 13.4.
In terms of the general adult service, two types of boundary are of primary
concern: the ‘geographical’ and the ‘functional’. The former is the delimita-
tion of the area for which the service has responsibility and is closely linked
to the concept of a catchment area (variously called ‘district, secteur, territorio
or bezirk’). The size of the area is usually very informative in that the smaller
the population size, the more likely it is that a single team will have generic
responsibility, and by comparison, increasingly specialised services will
have greater reference populations. In Victoria, Australia, for example, the
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Table 13.4. Seven steps to reform community services

1 Establishing the service principles
2 Setting the boundary conditions
3 Assessing population needs
4 Assessing current provision
5 Formulating a strategic plan for a local system of mental health services
6 Implementing the service components at the local level
7 Monitoring and review cycle



basic population unit for adult services is a catchment area of about 250 000
for which separate community crisis teams and mobile continuing care
teams operate. In England, however, the average sector size is 50 000, and it
follows that usually a single generic team will provide all community treat-
ment services for the resident population of a sector.

In terms of the ‘functional boundaries’, these apply within the adult
mental health service, and across the interface with other health and social
services, as illustrated in Figure 13.1. One key example of such a boundary is
that between primary health services and secondary (or specialist) mental
health services. Since up to 25% of all adults suffer from some mental health
problem in any year and since the capacity of the specialist mental health
services in most economically developed countries is that they can offer
contact to 2%–3% of the population in any year, it is clear that only about a
tenth of all psychiatric morbidity can receive any clinical contact from spe-
cialist services. The central question then becomes: which 10%?

The severity of mental health problems is in most areas poorly related to
the intensity of care received (Goldberg & Gournay, 1997). As specialist ser-
vices are scarce and expensive services, we believe that they should target
their skilled impact upon those with the most severe symptoms and the
greatest degree of disability consequent from mental illness.To achieve this
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Figure 13.3 Relationship between degree of disability and treatment setting (primary
or secondary care) for a well-targeted service.



consistently a service will need to set priorities for the groups of patients
who should receive highest priority for contact. Figure 13.3 illustrates what
we call a well-targeted service in that the secondary (specialist) services con-
centrate their efforts entirely upon people with the most severe degrees of
symptom/disability (area C). Primary care services then provide for all other
patients with lesser severity conditions (area B). Even so there is an oblique
interface between C and B since some of the more severe cases will still be
treated only by primary care services, towards the right side of the figure.
The gradient of this interface will vary in different health systems and, for a
‘perfectly’ configured primary/secondary care interface, is vertical. Area A
represents true cases who are not receiving treatment, that is untreated
prevalence. Such cases may not have presented to services, may have pre-
sented and not been recognised, or may have been identified and no treat-
ment was given. The extent to which such morbidity, which is usually of
relatively minor severity, is treated varies considerably between sites
(Robins & Regier, 1991), as does the gradient of the interface between A and
B. In poorly targeted services there may be horizontally parallel layers of A,
B and C so that some very minor cases are treated by specialist services, and
some severe cases go untreated, as shown in extreme form in Figure 13.4.

Targeting is necessary but not sufficient.Asecond key element is that the
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capacity of the secondary (specialist) service is large enough to absorb or
accommodate all the cases who fulfil the entry criteria for the priority
groups of patients (assuming that such entry criteria have been defined in
advance). The third central characteristic of well-functioning specialist ser-
vices is that, once in contact with the target patient group, they deliver cost-
effective (efficient) treatments.

The third step is to assess population needs. Needs assessment, like so
many aspects of life, is more talked about than done. This step is closely
related to targeting since the degree of stringency necessary in defining the
highest priority group in any service will depend upon three factors: (i) the
overall rates of psychiatric morbidity in each local population, (ii) the capac-
ity of each local mental health service in terms of the number of cases which
can be treated at any one time, and (iii) the degree to which these services
effectively target the severely mentally ill. As we have discussed in Chapter
10, there are a series of methods which allow the measurement or the esti-
mation of true (treated and untreated) prevalence, and the use of treated
prevalence rates alone can produce a highly distorted picture of met and
unmet need at the population level. At the same time a population-based
needs assessment only has value for planning if it is more than an academic
exercise, when it is an integral part of a programme of service development
and reform.

Step four is the assessment of current service provision. The literature on
this topic is vast but difficult to summarise because of the different methods
and indices used. Service use information per se is of only limited impor-
tance, in that it is one type of data on process. It may be valuable to compare
sites cross-sectionally which differ on key characteristics which allow us to
test hypotheses, or to make comparisons within sites over time about the
effect of changes in inputs. But beyond this, service utilisation data are
limited to the descriptive unless they are combined with information on
needs and outcomes.We argue throughout this book that the main purpose
of mental health services is to improve clinical outcomes for individual
patients,and therefore service utilisation data can be seen as the characteris-
tics of the vehicle which is necessary to deliver such improved outcomes.

After such background information has been assembled, we recom-
mend that step five is the formulation of a strategic plan for the local system
of mental health services. Such a written plan will usually involve: the
setting of short- and long-term objectives, and widespread consultation
and involvement in the plan. An example of those likely to be involved in
such a consultation process in Britain are shown in Table 13.5. The strategic
plan will also estimate gaps in categories of services, will separately esti-
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mate gaps in the capacities of services; will include a specific costing; and
will set out a detailed project management timetable which indicates the
timepoints at which each service change will take place.

The sixth step in planning is the implementation of the essential service
components. The relevant decisions here will follow on from the previous
steps, especially the identification of unmet needs at the population level.
Pragmatically it will almost always be true that planners consider that
several service components are absent, weak or inappropriately provided,
and so the question arises of how to prioritise between competing compo-
nents for the sequence of implementation. We would suggest that there
should be some provision in each category of the basic service components,
which are shown in Table 10.3. If any single category is totally absent in a
local area, then the planning team will need to consider whether the provi-
sion of some capacity in this missing category should be one of the highest
priorities. Again it will be important to use a system perspective so that pri-
orities are conceptualised within the wider ‘hydraulic’ framework of the
system as a whole. For example, the provision of highly staffed residential
care should usually be considered for individual patients only if lesser
degrees of support have proven insufficient.

Finally, the seventh step is that of monitoring and conducting a review
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Table 13.5. Who should be involved in writing the strategic plan?

Involved in Involved in 
Involved in consultation endorsement
strategy on draft of final 

Group group strategy strategy

Health service managers r r
Clinicians r r r
Administrators r
Service users and their representatives r r r
Hospital board members r r
Contract managers d/s
Social services managers r r
Director of social services r r
Voluntary agencies d r d
General practitioners r r r
Housing department staff d r d
Politicians s s
External advisers s s

Key: r, required; d, desirable; s, invited for specific issues.
Source: adapted from Reynolds & Thornicroft (1999)



cycle. This step is often forgotten, so that there is a discrepancy between the
resources invested in changing and maintaining health services, and the
budget dedicated to evaluate the effect of these interventions. We consider
that this is wrong because sufficient attention should be paid to reveal
whether the services are providing benefits to patients and, if so, how effi-
ciently. A proper evaluation will be beneficial to improve that particular
service, and will indicate how far the results could be generalised to other
similar areas.The reasons why this often does not occur are twofold. First, it
is not usual to find in the same location knowledge of both service re-form
and service evaluation. Second, the timescales intrinsic to service planning
and to service evaluation often do not coincide. Senior staff, both adminis-
trators and clinicians, who make planning decisions commonly prefer
access to quick and available information and may not be able to wait for the
more precise data that will result from long-term research studies. Under
these circumstances the money that is needed for such research is not con-
sidered an investment but only an extra cost. Wing (1986) made clear that a
continuous cycle of planning and evaluation is necessary and both parts of
the cycle should have, whenever possible, an epidemiological basis. Since
monitoring is a first step before more formal evaluative research we would
encourage the more widespread practice of service monitoring using
agreed definitions and indicators, and for both of these we hope that this
book can make a contribution. In relation to the conduct of more formal
research we have discussed these issues in detail in previous volumes
(Knudsen & Thornicroft,1996; Thornicroft & Tansella,1996; Tansella,1997).

In terms of the matrix model, in our view it is necessary to improve the
extent and the quality of monitoring of routine clinical practice, and the
responsibility to initiate this change lies mainly at the country/regional
level. There will be occasions when a research programme, added to a
routine monitoring programme, will be of special importance, most often
when major service changes are anticipated. It may be necessary to import
such research expertise from other regions, or even other countries, if it is
not sufficiently well developed in situ.
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PART v International perspectives on
re-forming mental health services





14
Australia
From colonial rivalries to a national mental health strategy

ALAN ROSEN

14.1 Historical development of mental health services in
Australia

This history is entwined with the impact of European (British) inva-
sion and settlement, initially in 1788, to form penal colonies to alleviate the
overcrowding of English jails. As European settlement in Australia
expanded, the colonisers tried to come to terms with this remote vast land-
scape, and fought with the original Aboriginal inhabitants over land and
resources. This resulted in fear and isolation for Europeans, and wide-
spread, deadly epidemics and determined attempts at extermination, seri-
ously endangering the indigenous peoples. People of European stock were,
therefore,seen as vulnerable to ‘bush madness’,‘moral insanity’,‘sunstroke’
and ‘intemperance’, the latter being due to binge drinking and adulterated
alcohol. Aboriginal peoples have been subjected to dispossession and
‘spirit-breaking’: largely undocumented emotional traumas through mas-
sacres,forced removal from their parents (‘the lost generations’), traditional
lands, culture and language, amounting to genocide (Rosen, 1994, Wilson,
1997).

Initially, people with mental illness were confined in irons on ships and
in jails alongside troublesome convicts. It was some years before the first
suicide was recorded: ‘When life is cheap suicide is rare’ (Dax, 1989). No sep-
arate provision was made until 1811, with the first small institution for the
‘insane’opening in Castle Hill,New South Wales,(NSW) accommodating 20
people. Two small asylums were opened in Van Dieman’s Land, now
Tasmania, in 1824.The first large asylum at Tarban Creek, NSW, was opened
in 1838 (later named Gladesville Hospital, which finally ceased operating as
an in-patient psychiatric facility in 1997).

Gold Rushes from 1851 brought rapid population increases,‘gold mania’
and the building of 10 asylums, particularly in Victoria and Queensland,
between 1860 and 1890. The first private provision in hospitals and



‘inebriates retreats’ appeared in the 1880s. Further population expansion
saw the emergence of many institutions over the next 100 years, and their
story in Australia is similar to the chillingly consistent and familiar multi-
national experience throughout the Western world: overcrowding, loss of
connection with families and the community,‘institutionalisation’,oppres-
sive practices and ‘vocational ownership’ (Thornicroft et al., 1993) countered
by earnest but often thwarted attempts to improve conditions and reform
practices (Dax, 1989). The exception was the disproportionately high rate of
incarceration of Aboriginal people in our mental and ‘corrective’ institu-
tions, in parallel up to the 1960s with indigenous people becoming the
object of fascination as psychopathological exotica, during brief psychiat-
ric safaris to remote Australia (Hunter, 1997).

A non-systematic trend towards deinstitutionalisation picked up
momentum from the 1950s or 1960s partly on the basis of renewed clinical
optimism, availability of employment and changing social attitudes. But
more often it appeared to be determined by economic and political impera-
tives, in response to scandals, inquiries, and the reluctance of governments
to allocate funds to upgrade these facilities. Mental health services and
resources, however, did not follow their patients into the community. In
fact,by 1984,virtually 90% of people with severe mental illness in NSW were
living in the community, whereas approximately 90% of public mental
health staff and funding were retained in hospitals (Rosen et al., 1987).

The development of local general hospital psychiatric in-patient units
initially did not shift the concentration of work with in-patients with
severe mental illness from the psychiatric hospitals. The general hospital
units were initially highly selective, were not designated in some states to
take involuntary patients and were reluctant to become so. Some of them
used their resources and beds to favour academic interests and/or super-
speciality tertiary referral programmes. This is similar to the UK experi-
ence, as described by Baruch & Treacher (1978).

Compounding these trends, Australia has developed a substantial
private medical sector, now funded nationally by taxpayers through our
Health Insurance Commission, as well as via private health insurance
schemes. This has promoted a parallel growth in private psychiatrist prac-
tices and psychiatric in-patient beds, concurrently moving ‘up market’ to
deal increasingly with less severe disorders and the demand for psychother-
apy. Working with involuntary patients, those with fewer economic
resources,and people not prepared to come in at convenient times to private
clinics to have their crises, was left largely to the public sector.

Meanwhile from the early 1970s some community health teams were
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put in place nationally through the Australian Assistance Plan, but they
were often idealistically focused on primary prevention, offering generic
rather than specialist mental health services on a business hours, weekday
basis.

In 1983 David Richmond was commissioned from outside the Mental
Health field to report on these circumstances in NSW. Consulting widely,
including via a publicised consumer and family phone-in, he was struck by
the lack of provision of services and support for people with severe mental
illness and their families in the community, and recommended a gradual
shifting of resources to where most of these people now lived.

Richmond’s Report (1983) endorsed the published results of a
seminal randomised control study in Sydney (Hoult et al., 1984) of 24-hour
community-based psychiatric care as an alternative to hospital-centred
acute care and office-hours only aftercare, replicating similar studies in
North America (Stein & Test, 1980). From 1984 to 1987, The Richmond
Implementation proceeded in NSW, demonstrating that with pump-
priming funding, 24-hour mobile community mental health services in
most localities could be established. These would prioritise the needs of
individuals with severe mental illness and their families, and could be inte-
grated with local general hospital psychiatric units,now increasingly under
pressure to become accredited to accommodate security risk acute in-
patients, on an involuntary basis if necessary.

14.2 Recent national developments

The National Mental Health Policy was endorsed by all Australian
Health Ministers and published in 1992, generalising this policy direction
to all states and providing transitional funding in the national budget
through the accompanying National Mental Health Strategy to shift ser-
vices from institutions to local communities.The aims of this strategy were:

• to promote the mental health of the Australian community and,
where possible, prevent the development of mental health problems
and mental disorders; 
• to reduce the impact of mental disorders on individuals, families
and the community; and 
• to assure the rights of people with mental disorders.

These services were to be community based, ‘mainstreamed’, that is, inte-
grated with and accessible via general health services, though remaining
distinct as specialised mental health services. They were to develop strong
links with groups of consumers, families, general practitioners, the
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non-government service organisations, and other non-health local services,
like housing, general disability services, social security and employment.

The National (General) Health Strategy followed with an extensive
issues paper on ‘continuity of care for people with chronic mental illness’
(Whiteford, 1993), supporting a similar trajectory, particularly with respect
to systematised alternatives to institutionally based services, and orderly
transfer of services. A subsequent report on the status of Australian indige-
nous mental health services (Swan & Raphael, 1995) recommended consid-
erable changes to be applied with cultural sensitivity.

14.3 Application of the three geographic levels

14.3.1 Background

Australia essentially came together as a Federation or collection of
colonies which do not quite trust each other. Consequently, we have a
Commonwealth (national) government responsible for personal tax collec-
tion, unemployment and welfare benefits, and general policy directions in
health, disability, education, employment, etc. The State Governments
retain responsibility, through their State Health Departments, for organis-
ing all their own health services and facilities on the ground, including
mental health services. Consequently, such provision is diverse, though
influenced to some extent by policy directions driven by the Common-
wealth Department of Health, particularly when attached to funding
specifically tied to implementation of such programmes, e.g. the National
Mental Health Strategy. This leverage has been enhanced in recent years by
seeking consensus about such programmes among all health ministers,
State and Federal, through AHMAC (The Australian Health Ministers’
Conference), and by formalised agreements between Commonwealth and
States (Schedule F of the Medicare Agreement) in return for transitional
implementation funds derived from the Medicare Levy raised nationally
with personal taxation.

14.3.2 The country/regional level

In Australia this must be divided into Federal and State responsibilities.

Federal (Commonwealth) Government
An allocation has been made in the annual Federal budget for imple-

menting the National Mental Health Strategy, largely due to the AHMAC
Consensus and Community pressures. This strategy has enjoyed bipartisan
support as national government has passed from Labour to Conservative,
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although the funding has been wound back in recent years. The National
Strategy is responsible for:

(a) Developing National Mental Health Standards (Gianfrancesco et al.,
1997), which will be implemented through independent hospital and
community health national accreditation bodies.

(b) National data sets and annual reports comparing state and regional
mental health service provision, and performance.

(c) National studies and projects, developing models and pilots for con-
sideration and possible implementation by the states. These include:
mental health treatment category classification and costing study of
whole episodes of care, as an alternative or adjunct to hospital-based
casemix; community epidemiological studies to ascertain prevalence
and needs, evaluating outcome measures for national use, and pro-
moting national networks and training (e.g. service development, site
visiting, conference and awards programmes in the areas of local inte-
grated services, early intervention, dual diagnoses, rural and remote
services, indigenous and transcultural mental health services, consu-
mer and carer service initiatives, etc.).

(d) Community Awareness Media Campaign and studies in community
and staff attitudes to people with mental illness.

(e) Promoting consumer and carer participation in policy and planning at
every level through the National Consumer Advisory Group (NCAG)
with direct Ministerial Access relating to a network of state ‘CAG’s’.
The present Commonwealth Government has opted to disband the
National CAG, however, and put in place a National body of non-
government advocacy and service organisations.

(f) Develop some principles for workforce planning, professional compe-
tencies and university professional training, though practical provi-
sion has been left so far to the states and the professions involved.

(g) Encouraging early prevention and improved detection, consumer
access to services, and early intervention and shared mental health care
with general practitioners in all age groups, but particularly for
depression and psychosis in young people, and others at risk of
suicide.

(h) Improving mental health services for Aboriginal and Torres Strait
Islander populations and people with non-English-speaking back-
grounds.

State
At this level, there are usually explicit State Mental Health Policies,

which form the blueprint for the next stage or commentary on the current
stage of development. Each strategy has its own Mental Health Act and
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Table 14.1. Comparisons between states

Australian state Victoria NSW

State Mental Health Directorate Historically large Historically small*
Substantial control and policy direction Little control
Clear and accessible policy documentation Advisory mainly
Well defined and retained mental health budget Little public policy documentation since early 90s*

and expenditure Variably defined and continually eroded mental 
health budgets

Early consequences for services Remained conservative and institutionally based Allowed diversity of service innovation and
longer. experimentation.

Time-frame for change training Very short (2–3 years). Fairly long (13 years)
Belated but well co-ordinated training packages Pioneering training packages (1980’s) long since 

(1990’s) for professional and non-professional mainly devolved to tertiary education sector
staff

Staff response to change Top down: (State to local level): staff felt very Bottom up: (Local to state level): broad commitment
buffeted and imposed upon initially and strong sense of ownership of changes from 

Voluntary redundancy packages accepted by some early 1980’s, but...
Sense of local ownership emerging recently. Frustration and depletion more recently with

uncertain funding, staffing and support.

System impetus and response Strong central committed leadership Widely dispersed leadership
to change Initial apparent bed crises, government inquiries, Strong grass-roots movement

media reports playing up discordant relations Relatively uneventful transition except for sporadic 
with other agencies, e.g. police shootings of media beat-ups
mentally ill individuals Some service shortages emerging now, due to 

Jarring transition at first resource erosion, maldistribution and system
coordination problems

Per capita expenditure on Highest in Australia Lowest in Australia (allowing for some ambiguity in
public mental health services attribution of overheads costs)*
(1995)

Later consequences for services Well systematised, regulated and consistent Inconsistent patchwork and training of services,
More complete deinstitutionalisation and but some very experienced and evolved services,

resettlement programmes for inpatient staff and strong ground-level movement.
and residents Incomplete patchy deinstitutionalisation and

More orderly resource shift to local integrated consequent limited resource transfer.
services

Major contributions to the Well organised transfer of resources Initial Australian controlled research into 24-hour
national strategy Consumer evaluation of services community based services

Health service contracts on price and volume of Consumer participation in service managements
services (since 1989) Very strong networking via team forums,

Performance indicators conferences and award programmes
Transparent accounting Integrated standards and services (urban, rural and
Consistency of service components in each remote)

catchment Postgraduate University courses for mental health
Early prevention and intervention in psychosis professionals with training for remote areas by

programmes interactive television
Transcultural mental health programmes Torture and trauma counselling services
Economic models for whole episodes of care Youth depression guidelines

Notes:
* Though some increase recently.
Sources: National Mental Health Report 1994, 1995



Guardianship Legislation, which results in some variability in provision for
medical and legal professional and lay involvement in the involuntary
admission process, community orders, guardianship, forensic issues, etc.
Through the National Strategy however, Model Mental Health Legislation
has been developed as a suggested template for the further development of
State laws.

The regional level The Mental Health Directorates in some states have
a high level of top-down control and close regulation of regional services
(e.g. Victoria), while in others, (e.g. NSW) only policy direction can be
advised from the Directorate, as administrative control of Mental Health
Services has been devolved to the Area Health Services, which act as semi-
independent quasi-corporate business units managing all health services
for populations up to 750 000. In Australia, these differing relationships
have been the subject of some instructive comparisons (see Table 14.1). At
state level, the historical lack of a strong centralised mental health directo-
rate in NSW compared to Victoria allowed a bottom-up movement to develop
a ground-swell for innovative change at the local level.

The consequences in Victoria were that services remained institution-
ally based much longer, but when at last they were ready to change, it was in
a fairly systematic top-down manner, largely retaining control of resources
for mental health services.In spite of traditional rivalries between these two
most populous states, they undoubtedly have needed each other as power-
ful complementary examples in this field. They have also both contributed
considerably to the National Mental Health Strategy (see Table 14.1), as have
other states and territories more recently, e.g. to indigenous and multicul-
tural mental health services, consumer involvement in services, workforce
competencies, remote interactive tele-conferencing, development of inte-
grated services and early intervention services for children and adolescents.
England and Scotland could be seen as partly analogous to NSW and
Victoria in terms of Scotland’s mental health services remaining institu-
tionally based much longer.Potentially Scotland will now be able to draw on
lessons from the English experience, when Scotland is ready to shift its sub-
stantially preserved mental health resources (Rosen, 1997).

The local level I agree with the principal authors (p. 4) that it is crucial
that ‘mental health services should be primarily organised at the local level’,
being both responsible and accountable for not just each clinical encounter
or episode of care, but sometimes for lifetime care for individuals and fami-
lies in the context of the larger scale of public health policy.

However, there is some confusion and dissension as to whether the
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local mental health service should be organised at the truly local commu-
nity district service level or the Area/Regional level. A local ‘area inte-
grated’ mental health service is defined in the Area-Integrated Mental
Health Service (AIMHS) standards (Rosen et al., 1995), from which the
National Health Strategy (Whiteford, 1993) and the National Mental
Health Standards’ Definition is derived, as ‘The service . . . responsible for
the overall mental health needs of a local catchment population’. This
local service is further defined as integrating community and hospital,
acute treatment and rehabilitation into one local system of mental health
care, with one unified management, with accountability for and flexibility
of use of a defined budget. This is usually for a population of 50–250 000
people, but several Australian State mental health administrations are
now intent on forming units of 500–750000 which purport to have these
characteristics.

This results in some of our ‘local’ level services serving populations
larger than the State of Tasmania (600 000),which has several mental health
catchment services.The term ‘Area’ was used generically because of variable
terminologies for clinical and administrative mental health service entities
in different Australian states, e.g. Regions, Areas, Networks, Sub-areas,
Sectors, Districts, Catchments.

There is no known high quality research which determines optimal
catchment size, but the investigators and directors of internationally
renowned evidence-based good practice models concur that the most effec-
tive and efficient catchment size for a local urban/suburban integrated
mental health service is between 50 000 and 150 000, e.g. optimal catchment
size for mental health services listed below (pers. comm.):

Madison, Wisconsin, USA 100–150 000 (Stein, 1996)
Birmingham, UK 50–150 000 (Hoult, 1996)
Trieste, Italy 40 000 (Dell’Aqua, 1996)
Verona, Italy 75 000 (Tansella, 1996)
Netherlands 30–80 000 (Witters, 1996)
Oslo, Norway 30 000
Germany 150 000
Sydney, Australia 110 000 (Ryde) to 230 000 (Blacktown)

Andrews (1991) has proposed ideal workforce resources, numbers, mix
and organisation on the basis of a mythical urban catchment of 250000, as a
manageable unit of care. However, inner city services generally do better
with a smaller catchment population.

Senior health managers may advocate or form much larger population
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catchment units, based on the much more mythical principle of ‘economy
of scale’. This is to confuse regional administrative convenience with clini-
cal and managerial practicality at the local level. Smaller human manage-
ment, work, and business units represent a more contemporary approach to
achieving organisational effectiveness. In any case, smaller catchment ser-
vices are usually part of some larger mental health or general health organ-
isation,which should ideally assist in defraying per capita overheads,unless
top-heavy bureaucracies are allowed to develop unfettered.

I would concur with the principal authors’ implication that there is no
sense in trying to form a local administrative unit larger than a maximum of
250 000 because there are no mental health laws at these local levels, but
only at State levels. Further, service management and providers cannot get
to know their clientele well if they are covering larger populations, so
cannot ensure a humane, measured and safe response from the benefit of
prior experience of individual service users and their families.

Conclusions on the Concept of ‘Local’ Mental Health Service
1. An ‘Area’ of 750000 population cannot be accurately portrayed as a local

secondary mental health service entity. It may be a reasonable urban
geographic unit, however, in which to form collaborative networks of
tertiary services, and from which to provide resource accountability.

2. A local catchment Mental Health Service with the responsibility for all
local clinical services and a defined coherent and stable budget does
not preclude having single-point accountability and transparency of
mental health service resources and planning at a larger Regional or
State Health Service level.

3. A clinically functional service will only work with both responsibility
and authority for clinical services and the service’s budget. The man-
agement for this local service must also be assured of the coherence,
recurrent stability and discretion over the flexible use of this budget.
Otherwise the service management will be left with full clinical
responsibility without authority, which is untenable. Without reason-
able budget predictability, strategic planning becomes impossible,
and senior supervising staff who have been committed to the long-
term needs of service-users, evidence-based service innovation, and
service-system consolidation become disillusioned and will move on.

14.4 The input, process and outcome phases

Providing this horizontal dimension to the matrix results in a map
with which it is easier to follow the systemic forces and complex interac-
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tions associated with service outcomes at different levels.Superficially it has
the look and feel of a board game, although there is no one unidirectional
causal arrow, and it becomes increasingly clear that it requires multilevel
lateral creative systemic thinking, as well as rational linear processes and a
bit of luck to arrive at a desired outcome.

On the other hand, at the population-needs and service-users level it
would cause understandable dismay to perceive that decisions with such
crucial impact on their lives could be played over their heads like a game. As
a map, the matrix requires a third dimension,‘change through time’, which
would turn it into a cubic matrix. The heuristic value of this matrix organ-
isation lies also in its allowance for qualitative as well as quantitative inputs,
processes and outcomes. Consistent with contemporary Quality Improve-
ment Methodologies, it emphasises:

(a) The importance of variables at the structural and process levels, while
monitoring outcome variables. That is, that outcome focus, while
important, cannot be a sole or pure preoccupation with ‘the bottom
line’, without concern for how the end does not always justify the
means.

(b) The need to focus on system errors rather than blame of individual cli-
nicians, and to use the former as opportunities for constructive
change.

There is also recognition of the need for service providers to lift our heads
out of our preoccupation with the pressure of current clinical casework,and
switch our mindsets to a population-needs focus. Rather than just trying to
cope with the next crisis or psychiatric emergency, we should be reorganis-
ing our services to go looking for people in dire need who have never yet
appeared on our doorsteps,in keeping with the emerging evidence of better
outcome with earlier detection and intervention of depression and psycho-
sis.We should be taking responsibility not only for the next clinical encoun-
ter, but for the continuity of the whole episode of care, or even whole of life
care if necessary, and for the encounter with the local community.

An application of the matrix may help us understand the systemic rela-
tions and impact of quality improvement processes, and the increasing
involvement of consumer and family groups in the management of our ser-
vices (see Table 14.2).

The Australian National Mental Health Standards (Gianfrancesco et al.,
1997) were conceived from the beginning as an essential plank of the
National Mental Health Strategy platform. This is because it was perceived
that the historical (institutionally based) approach to mental health care
had not always been conducive to achieving the high standards that
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Table 14.2. Relations and input of quality improvement services

Input Process Outcome

National/ National Accreditation National Mental All states encourage 
State mechanisms for all Health Standards their Mental

Hospitals and generated following Health Services to
Community Health nation-wide complete
Organisations consultations with Accreditation with

State Laws providing all stakeholders National Mental
qualified privilege Health Standards
for Quality Assurance Indicators
mechanisms 
involving Clinicians

Statutory Watchdogs: 
e.g. Health Complaints
Commission, official
visitors

Local service Resources and e.g. QARNS file audit Corrective response
infrastructure and review by Service to:
provided by e.g. SUNS Community Collated adverse
management for team or facility events and trended
professional peer Surveyors data rates
review mechanisms e.g. Consumer Consumers and

Consumer and Family Network family feedback to
Management e.g. Consumer management
Advisory Boards Consultants Community

Consumer monitoring e.g. Official visitors’ survey
and evaluation visitors reports
mechanisms Consumer

satisfaction 
studies

Individual Explicit and openly Monitoring of: Monitor and adjust 
service advertised (a) Ease of access service in response
-user complaints and for both service- to consumer’s,

comments user and family family’s or 
mechanism (b) Quality of clinician’s 
strongly supported contact perception of:
by consumer and (c) Information Adverse outcome
family networks provided Good practice

outcome
Satisfaction with

service



Australians had come to expect of their general hospitals and other health
services.

Therefore, the National Standards were developed by a consortium con-
sisting of the Area-Integrated Mental Health Service (AIMHS) Standards
Project (Rosen et al., 1992, 1995), which had produced outcome-oriented
standards for both community and hospital components of integrated
mental health services, and the two national health accreditation bodies,
the Australian Council of Healthcare Standards (ACHS), and the
Community Health Accreditation Standards Program (CHASP). The new
standards were generated through national consultations including all
professional bodies, consumers, carers, managers and government.

This has resulted in a set of outcome-oriented standards for all mental
health services, whether public or private, hospital or community, with
indicators for assessing whether services are meeting these standards, and
an external accreditation system at least as rigorous as that for general
health care. In endorsing the National Mental Health Standards, all Health
Ministers and Departments are committed to encouraging strongly all
mental health services and facilities to complete accreditation, with at least
one state (Victoria) providing a financial incentive to services to do so. They
surpass other healthcare standards in the degree of integration required of
community with hospital, and acute with rehabilitation services at a local
level,and the enshrining of the human rights of consumers throughout the
standards. They also ensure that all services are involved in meaningful,
quality improvement activities on a regular basis. Local examples of such
activity in our services include:

(a) Quality Assurance Royal North Shore (QARNS), which provides a perma-
nent team of nurse surveyors who conduct total in-patient file audits,
and flag all perceived adverse occurrences on the basis of previously
agreed criteria for each health field (e.g. in psychiatry include all
absences without leave, suicide attempts, stays or readmissions within
30 days, etc.). All flagged files are then subjected to individual senior
clinician scrutiny raising pertinent questions, and then to fully docu-
mented peer review to answer them, and to agree and implement
improvements to the service system as necessary. This process allows
full and frank dissection of service system errors at the local level only
because at the state level legislation ensuring ‘qualified privilege’ pro-
tects individual clinicians engaged in a defined range of quality assu-
rance activities from having these proceedings being used in any
possible litigation. Once continuing problems, recommendations and
collective trended data are extracted, peer review proceedings about
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individual cases are shredded. The limitation of this system is that as
yet it is limited to in-patient episodes and the best result can be only
the elimination of adverse events, as it does not detect or trend
instances of high-quality outcomes.

(b) Service Users North Shore (SUNS), which illustrates interaction between
the local service and service user levels. SUNS is a standing service-user
advisory committee which is an integral part of our mental health
service management structure. It comprises representatives of all local
consumer and family mental health advocacy organisations, including
the Consumer Network, which has an office and a defined budget within
our service, any expenditure from which the Network determines
internally. SUNS meets monthly with the directors of the service,
dealing with negative and positive feedback about service delivery and
consumer needs. All complaints are documented and Service Directors
formally report back about action they have taken. Teams or individ-
ual service providers are formally commended on instances of out-
standing service. This explicit complaints and comments mechanism
is advertised boldly in every public waiting area in all our facilities.
SUNS nominates consumer representatives to other management com-
mittees, who receive training and pay for their time. SUNS consumer
and family representatives also conduct quality reviews of all compo-
nents of the service whether in the hospital or the community, using
surveys or checklists of performance indicators derived from the
AIMHS Standards.

Complaints can otherwise or also be taken formally to semi-independent
bodies such as the ‘Official Visitors’ at the psychiatric in-patient unit or the
Patient Representative at the general hospital locally,or at a State level to the
Health Complaints Commission, Professional Registration Boards, or
directly to the Health Minister. However, if such mechanisms were to
operate to promote the full possible range of quality improvement pro-
cesses, the former would be reconstituted as the ‘Health Complaints and
Kudos Commission’. Variations on those systems of quality improvement
and consumer and carer participation in them have been developing in
other Australian Mental Health Services and States.

14.5 Relevance of service components

The main variations in Australia on the service components
described by the principal authors are the following:

1. Our service components are similar but conceived and organised
somewhat differently. There is an increasingly high level of horizontal
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integration between community and hospital services. Acute services
integrate 24 hour community-based crisis and care management
teams, hospital-based acute psychiatric in-patient unit, psychiatric
triage service to the general hospital emergency department, and a
consultation-liaison psychiatry service to other wards. Rehabilitation
services integrate an Intensive Mobile Case Management Team, day
and evening group programmes, vocational co-operative and place-
ment services, and short- to long-term community residential and
resettlement facilities, which range from weekly visit only to 24 hour
supervision. Increasingly in Australia in-patient rehabilitation ser-
vices are undergoing horizontal integration with community rehabili-
tation services, while in some states and areas the former remain
separate as tertiary referral units in psychiatric hospitals.

Bridging both acute and rehabilitation strands are a unified service
management, consumer and family advocacy bodies, and interface
programmes with other service providers such as General Practitioner
Shared Mental Health Care, Early Prevention and Intervention of
Severe Psychiatric Disorder programmes (in co-operation with
Adolescent Health and primary care services) and Dual Disorders pro-
grammes (e.g. with Drug and Alcohol or Intellectual Disability
Services). Tertiary referral regional services include Mood and Eating
Disorder Units, Adolescent Units and secure long-stay provision.

2. A high level of co-operation is expected and prevails between compo-
nents, e.g. our acute extended hours community service will also
provide 24 hour crisis cover to all facilities in the service, e.g. residen-
tial, or intensive mobile team clientele; when the team is off duty after
9 pm; e.g. the in-patient unit assists with initial phone triage when the
Extended Hours team switches from on-duty to on-call after 10.30 pm.

3. In our service and increasingly in others, 24 hour mental health crisis
response teams and community centre based case management ser-
vices have been merged into one Extended Hours Team. In this way,
the bond forged in crisis between service providers, users and their
families can be translated relatively smoothly into a more trusting
continuity of care relationship. The same professional case managers
will also assist and follow individual service-users into hospital should
in-patient care become necessary, continuing to play an essential role
in their in-patient care team, to ensure consistency of care.

However, it is recognised in Australia that there is no one perfect way
to slice the cake and organise such services, and so the distinction
between a dedicated Crisis and Assessment Team in one Area or
Combined Extended Hours Service Team in another can be confusing.
Further confusion can arise between the roles of such teams and an
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assertive/intensive mobile long-term case management team. This is
clarified in Table 14.3.

4. Our Intensive/Assertive Mobile Case Management Teams (variably
available in NSW and other states, much more consistently applied in
Victoria) provide home-based individual treatment and rehabilitation
for individuals who have much more long-term intensive needs for
daily care than can be coped with by most crisis and community case
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Table 14.3. Contrasting community mental health teams responding to psychiatric
crises (Hambridge & Rosen, 1994)

Mobile community
Psychiatric crisis Psychiatric extended intensive-case
team hours team management team

Service user No exclusion criteria No exclusion criteria Only service- users
type for local residents for local residents with severe and 

with any with any psychiatric long term mental 
psychiatric disturbance illness, with 
disturbance many previous 

hospitalisations
Service-users have a Service-users have a Service-users 

wide ability range wide ability range functioning in
lower range, often 
poor co-operation 
with services

Location of Often home centred Centred at home All/mostly home 
services at height of crisis and Community centre plus work or

Mental Health leisure sites
Centre (CMHC)

Separate crisis team Crisis Service Separate intensive 
combined with case management  
CMHC team

Case Open-ended caseload Open-ended caseload Finite caseload (1:10)
management High intensity input Intensity of input High intensity on
approaches for a short period limited by caseload ongoing basis (if

only required)

Type of Crisis responsive (to Crisis responsive Crisis responsive,
services pressing concerns and proactive to and proactive to

and symptoms) prevent crises prevent crises
Short term crisis Crisis care, and Crisis care, treatment

care and treatment treatment and ongoing case
ongoing case  management and
management intensive

rehabilitation



management teams. This includes individuals who are homeless or on
the brink of it, have the challenging combination of long-term
psychosis and severe substance abuse, are in a dilapidated physical
state, or will not take daily medication without support.

These teams usually work 7 days and evenings per week with an
average staff: service user ratio of 1:10. Unlike model and research
teams of this type internationally who indefinitely retain service-users
who meet their criteria for needing heavy use of services, services such
as ours in the real world are always under pressure to create new places
in the team with finite resources. However we also find that most of
these individuals no longer require such a high level of services within
1 to 2 years of intensive community rehabilitation, and we can slowly
transfer them back in a quiescent stable state to our local community
mental health teams within an average 2–3 years.

5. At the same time our mental health services are gradually beginning to
shift our lower intensity clientele to General Practitioner Shared
Mental Health Care projects, with Mental Health Teams providing
ongoing monitoring of care, and as necessary clinical review and reha-
bilitation services.

14.6 Relevance of the proposed steps towards reforming
mental health services

Australia has closely paralleled neither the Italian nor the English
experience of deinstitutionalisation. Italy worked the political process
effectively to subvert the institutions from the inside, then nationally to
close the front doors of the institutions, continuing to run back-door opera-
tions, while they hurriedly started organising community mental health
care.

England became administratively and economically adept at closing
down psychiatric hospitals, but has not been very good at what to do next;
whereas Australians, progressively from 1979, became very good at what to
do next in the local communities, but did not give enough attention or
apply similar talent and skill to shrinking and closing psychiatric hospitals
while transferring resources, with few exceptions, e.g. Victoria. This
allowed parallel hospital-based and community-based systems to coexist
for too long, and considerable loss in some States of resources which should
have followed patients into the community.

14.6.1. Principles and values in terms of the seven proposed steps

All Australian States and Services have now generally adopted the
principles of the National Mental Health Strategy (see earlier section on
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‘Recent National Developments’). Commitment to its core values varies
from very high level to lip-service, at Federal and State governmental levels,
and in local services. On the whole, as you might expect, there has been a
higher commitment to these principles and values in mental health than in
general health bureaucracies, in public much more than private service-
providers, or integrated or community based services more than remaining
stand-alone psychiatric hospitals, and among consumers and family organ-
isations more than professional and industrial organisations, at least until
recently. Recent reports have proposed new mechanisms for public and
private collaboration at a local level, and in future all private mental health
facilities will be accredited on the basis of the National Standards based on
the principles of the National Mental Health Strategy.

14.6.2 Setting Boundary Conditions

(a) Geographical boundaries for mental health services apply throughout
Australia, though there is considerable ambiguity concerning the
maximum catchment size over which one management can realisti-
cally expect to demonstrate responsibility (pp. 182–6).

(b) Functional boundaries: In the Richmond Implementation in NSW
(1984–7) and subsequent mental health policies in this and other
states, priority was squarely to be given in the public sector to individ-
uals with ‘serious mental illness’ and their families. This is because it
was perceived that people with milder disorders had more insight into
their conditions, were often less socially deprived, and more resource-
ful and would more readily access assistance from general practition-
ers, private psychiatrists and counsellors. Further, many private
mental health professionals seemed to prefer this type of clientele,
who would be patient on a waiting-list and not generate out-of-hours
crises or require home visiting. The term ‘serious’ is unfortunate when
applied to mental illness, implying that we may not take all psychiatric
conditions seriously. ‘Severe mental illness’ is preferable, but contrary
to convenient misconception among some service providers, this term
should not be restricted by diagnosis to only psychoses and major
depression.

Severity is a function of several other ‘d’ words besides diagnosis:
degree, duration, distress, disability, disorganisation, danger and de-
family (i.e. social support or isolation), and these should be applied to
any DSM-4 Axis i or ii diagnosis. The term more recently being
adopted refers to individuals and families ‘seriously affected by mental
illness’. With the advent of early prevention, detection and interven-
tion programmes, with poorly defined prodromes, it is tempting for
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specialist services to offer a wide, unfocused array of primary and early
secondary prevention services and to again ‘try to be everything to
everyone’. With finite resources, this is much less a practical clinical
strategy than theological wishful thinking.

The dilemma here is that individuals with early stages of severe
psychiatric disorders may present with relatively minor symptoms,
and early intervention may well ultimately lessen impairment and dis-
ability. The challenge is twofold: (a) to educate primary-care clinicians
to listen carefully, detect prodromal symptoms, filter and refer those
with a high risk of severe disorder to specialist services, using standard-
ised screening tools and (b) to harness the resources of the private
sector to augment the public sector, so that it can widen its specialist
services systematically to provide early intervention as well as ongoing
care.

There is increasing concurrence among mental health planners with
the principal authors’ conclusion that specialist services are scarce and
should be focused upon those individuals likely to have the most
severe symptoms and greatest disability. This should include a shared
care role in early detection and intervention strategies for these disor-
ders. At the same time, more efforts are being made to support, retrain
and supervise primary care clinicians to provide services for less severe
disorders, and to do shared care with more severe disorders.

14.6.3 Population needs assessment

The National Mental Health Strategy has commissioned an
Australian Community Epidemiological Study to compare existing know-
ledge of treated prevalence with a more accurate knowledge of total and
untreated prevalence, rather than relying as previously on estimates based
on the ECA study in the USA. To take the cautionary tale of the untargeted
model a step further: Met unneed, or treated non-prevalence should also be
considered here as a factor distorting patterns of use of mental health pro-
fessional resources.

A = Unmet need = Untreated Patients or prevalence.
B and C = Met need = Treated prevalence in primary and secondary care.

D = Met unneed = Psychiatric treatment or therapy for people with no
recognised psychiatric disorder

Met unneed is a term first coined, as far as we know, in a workshop on
Mental Health Service Needs Analysis in London in early 1992 (Rosen, 1992).
Its prevalence in Australia is unknown because a psychiatric condition is
sometimes declared by the provider for health insurance or public account-
ing purposes. Our fee-for-service private health system creates fertile
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conditions for its continued existence. The media promotion of psycho-
therapeutic fads and psychopharmacological quick-fixes may help it to
flourish. Undoubtedly it is also alive and well in general practice. It is a form
of iatrogenesis, as the impact of such therapies may generate psychological
symptoms, or adverse effects from any medications used.

14.6.4 Current service provision assessment

The Annual Report of the National Strategy provides detailed com-
parisons on key characteristics between the States (including per capita
funding for public mental health services, proportions expended in hospi-
tal and community services, degree of shift per year, etc.) and work is pro-
gressing towards a more accurate National Collated Database, with
standardised massed data-collections now occurring from every state and
region.

A few states have long-established state-wide psychiatric database
systems which allow relatively accurate and meaningful comparisons
betweenlocalservices.Otherstatesarevariableinthereliabilityandcompar-
ability of their mental health databases at a local level, particularly in terms
of their infrastructural or overhead costs. There is no national psychiatric
case register with unique patient identifiers, and this is unlikely to occur
under the prevailing community attitudes and laws regarding privacy.

14.6.5 Strategic planning, implementation, monitoring and review

These are considered sequential steps, but as we live in complex
systems they may not always occur in a linear rational sequence.
Opportunities for implementation sometimes crop up at the most inoppor-
tune time, even embarrassingly before we have thought to put them in the
strategic plan. Organisational or service system building may be conceived
of as requiring an amalgam between sound short- to medium-term man-
agement and staff support, good luck and making things happen.There are
visionary, lateral, creative and entrepreneurial elements required, as well as
fiscal responsibility and strong clinical competence and safety parameters
(Rosen et al., 1997). It is not just a policy or a strategic planning document we
are implementing, but an essential service in time of need for a community,
hopefully delivered on the basis of social equity of access.It is just as our pol-
iticians sometimes appear to need to remind each other, ‘it’s not just an
economy we live in, but a society’.

The hydraulic metaphor presented by the principal authors is a power-
ful reminder of the inter-relatedness of compartments of service. Leakage
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occurs not only of patients, but of disillusioned family members and staff,
and of vital fluid resources, when not being actively siphoned from the
system by the wider health or governmental systems surrounding this
‘hydraulic engine’. Like Freud’s hydraulic model of the psyche (e.g. dis-
placement) this model is too mechanistic to comprehend complex human
systems, and so is heuristically limited. General Systems Theory, when
applied to organisms, rapidly outgrew static homeostasis and closed loop
systems, leading to dynamic equilibrium and open systems, engaged in
reciprocal commerce with (i.e. both input from and output to) the sur-
rounding environment. Human systems involve higher order cybernetics
(allowing for the impact of external monitoring or the observer as an actor
in the system). Larger systems are less predictable, and the possibility of dis-
continuous ‘quantum leap’ change must be anticipated rather than assum-
ing that continuous change can be extrapolated in a linear fashion in
response to particular strategic inputs (Rosen et al., 1997).

While the national strategic plan flows from the National Mental Health
Strategy, most Australian States and some regional and local services
publish strategic plans. Implementation at the national level is contracted
with the states in approximate terms through the Medicare Agreement (see
previously) and monitored via the annual National Mental Health Report.
Implementation from State to local level is best exemplified by Victoria,
where Health Service Agreements on Price and Volume (Outputs) of Service
have been in place since 1989, and monitoring occurs on the basis of a set of
performance indicators with comparisons between local services being
published quarterly. Key indicators include: caseload and cost per full-time
equivalent staff member, contact hours per client per month, involvement
of extended hours crisis services and involuntary care, as well as in-patient
utilisation data.

14.7 Growing points and major issues for developing mental
health services in the next 5 years in Australia

A transition must be made from reforming mental health services to
consolidating change, without services becoming ‘institutionalised’ or
habitual again. We must build in the conditions for both endurance or
stability, and continuing creativity and evolution (Rosen et al., 1997). We
must shift from model services to widely implemented integrated service
systems, with their centres of gravity in the community. To achieve this,
several crucial issues must be addressed:
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(a) Workforce training and supervision in specific evidence-based func-
tional teams and micro-skills (e.g. cognitive and family interventions),
to counter the over-reliance on non-specific counselling skills.

(b) Workforce planning encompassing collaborative and complementary
arrangements between professional disciplines and the public, private
and non-government sectors.

(c) Involving consumers and family carers more in service management
and as direct service-providers.

(d) Meeting the challenge of mental health services being mainstreamed
(co-located and managed) with general health services, and of forming
locally integrated systems of care, and reconciling these with the pro-
gressive corporatising or partial privatising of such services; with
national policy, and with demands for publicly transparent account-
ing, contractual and monitoring mechanisms to ensure that priorities
are set on severe disorders, local access, integrated services and preser-
vation of mental health resources.

(e) Developing funding mechanisms which provide incentives for whole
episodes of care whether in the community or hospital, rather than
providing incentives for hospital-based or acute episodes only.

(f) Providing systematised solutions for current gaps in services which
people in need often fall through, e.g. Early Prevention and
Intervention for Severe Psychiatric Disorders and Suicide Prevention,
Dual Disorders or Comorbidity with physical illness, brain damage,
drug and alcohol and intellectual disability, etc.

(g) Further developing in-service training, consultation services and
shared mental health care arrangements with primary care clinicians.

(h) Developing more culturally appropriate and clinically effective
mental health services for Australian indigenous peoples, plus partic-
ular non-English speaking background and refugee populations.

(i) Continuing national and local efforts aimed at confronting stigma and
changing attitudes to mental illness in the wider community as well as
in the helping professions and among potential employers; and also,
community awareness campaigns to promote early access and referral
to services.

(j) Progressively providing increasing access for people with mental
illness to education, training, jobs and accommodation in the real or
‘secular’ world, rather than in dedicated ‘cloistered’ mental health
facilities, while retaining some bridging operations (e.g. residential,
vocational or leisure programmes) until full membership of the local
community can be re-established, and as transitional objects while
both capital and recurrent resources are devolved from institutions.
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(k) Attain more accurate definitions and estimates of met need, unmet
need and ‘met unneed’ for mental health services and their relative
potentials for disability, to assist us in setting clinical and resource pri-
orities.

To achieve these ends, it is very important that the Australian National
Mental Health Strategy be continued and recurrently renewed, as it has
focused and combined efforts of many stakeholders in Australia towards
long overdue reforms, and must now help us focus on attaining enduring
services while fostering further evolution.
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15
Canada
ALAIN D. LESAGE

15.1 Introduction

Best Practices in Reforming Mental Health Services has just been launched
by Health & Welfare Canada, the Federal Ministry of Health (Health &
Welfare Canada, 1997). Since the beginning of the 1990s, many of the ten
provincial governments, all responsible for the planning, financing and
governance of health and social services, have produced new mental health
policies, with particular regard to severely mentally ill patients. Indeed, as
with many industrialised countries, Canadian planners consider that we
have entered an era of transformation for services in need of a reform.These
documents talk about moving and ensuring proper care in the community
and indicate the main service components at the patient, local and provin-
cial levels.

But are we witnessing a social reform? Can it not be argued that this is
just another phase in the pursuit of further deinstitutionalisation and
development of community care? The deinstitutionalisation and commun-
ity care movement started three to four decades ago. Consider how in most
industrialised countries there has been a steady decline of psychiatric hos-
pitals’ population (but no country has done without these facilities), the
development of general hospital psychiatric services, of ambulatory out-
patient and rehabilitation services.The movement has been fuelled, as indi-
cated in Chapter 2, by social forces: humanitarian, clinical and economic
(see also Lesage & Tansella, 1993). Humanitarian concerns have fostered the
view that people with disabilities, physical or mental, shall not be segre-
gated and shall live as normal a life as possible in their community. The con-
troversies early in the British deinstitutionalisation movement about the
relative importance of neuroleptics and rehabilitation just underline that
these two clinical dimensions, which have enriched themselves of new
elements in the past decades, still form the basis of the treatment for
severely mentally ill patients. Finally, if current economic constraints seem



everywhere now, the ‘age of innocence’ (Knapp, 1997) about economic con-
straints in the more affluent welfare state of the 1960s seem to have blurred
the recognition of this factor, but not its presence.

The outstripping of psychiatric services’ resources started just there.
Another social dimension rests on the implicit social contract that ties
psychiatric services to both the social control and the care of mentally ill
individuals, especially severely mentally ill patients. Even though the rec-
ognition and the current social prominence of each of these social forces
and elements of the social contract have varied over time,they have not been
challenged and are still intact. The reform is marching on, even though it
has always been short on reaching its objectives of creating ‘an accessible
and accountable service delivery system that is designed to consolidate and
flexibly deploy resources so as to provide comprehensive, continuous, cost-
efficient, and effective mental health services to targeted individuals in
their home communities’ (Hoge et al., 1994, cited by Health & Welfare
Canada, 1997). So what is fuelling this current plethora of mental health
reform papers by planners that seem to rediscover deinstitutionalisation
and community care?

Mental health care is not alone in this respect and other health fields are
also reducing the utilisation of costly bed facilities and turning to care in the
community with special emphasis on the role of GPs. Much faith is put by
planners and researchers, including in the present book, into an evidence-
based approach to ensure better protection and pursuit of community care.
It can be said that at best it remains an hypothesis to be put to the test.

In this chapter, the issues facing Canadian mental health system stake-
holders and the paths used in reforming mental health services will be
described. Examples will come particularly from the Province of Québec
(country/region level of the matrix) and one local area (east-end Montreal)
will be used as the acid-test for the matrix model and evidence-based
approach. The situation in Canada, and the reference to Quebec, answers
both basic criteria set in the first chapters about the matrix model: first,to be
applicable to ‘mental health systems of care which are provided within a
public health framework’, second as an ‘explanatory tool, first for under-
standing and acting to improve services’ in one Canadian province now
bracing for a new phase of community care. Finally, the Canadian govern-
ments at the federal and provincial levels have all accepted the public health
perspective that priority shall be given by the mental health services system
to severely mentally ill patients.

The next section will provide more details on the national, provin-
cial/regional and local context in Canada. Then, the main issues confront-
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ing the mental health services system will be presented as a proposition to
see if the matrix can be of help. Next will follow comments on the three
points of each of the two dimensions of the matrix. The main service com-
ponents recommended by the Best Practices in Reforming Mental Health
Services in Canada (Health & Welfare Canada, 1997) will be commented on
in relation to what has been described in the previous chapters and what
further steps may be required. The values, the importance of staff and their
integration in the planning process described in Chapters 10 to 13 will be
embedded in these sections. Finally, the relevance of the steps proposed to
reforming mental health services will be challenged since we have already
argued that the societal forces, economic, clinical and humanitarian inputs
that have fuelled the deinstitutionalisation and community care reform
over the past decades are still intact, undisputed and active now.

What appears to be a new reform is but at best a new phase,certainly with
new actors. The issue is whether with the current emphasis on developing
evidence-based approaches and fostering a matrix such as proposed here,
we will harness the forces better and create knowledge-transfer, to allow
better empowerment and sharing mechanisms among mental health
system stakeholders to ensure better outcomes for people suffering from
severe mental disorders.

15.2 Canadian context

In Canada, provision of health and social services is the responsibil-
ity of the provinces and in the Province of Québec, of a single government
department. The population of Canada is now over 30 million; Province of
Ontario is over 11 million and nearby Québec over 7 million. The public
funds for health and social services come from transfer payments from the
federal government and from provincial taxes. The allocation of resources
is determined by the provinces. In Québec, the Ministry of Health and
Social Services distributes funds to Québec’s 18 Regional Health and Social
Services Boards who in turn are responsible for planning and allocating
resources to local hospital or community-based services. The allocation to
each region takes into account socio-economic variables, which include an
index of needs for mental health services, but no envelope is specifically tar-
geted or ring-fenced for mental health services. General practitioners and
medical services have a separate funding system.

As in other provinces, Québec’s Health Insurance Fund does not allocate
funds on a regional basis but most practitioners are paid on a fee-for-service
basis. Not-for-profit provider agencies in the mental health sector are
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mainly funded by public funds from the Ministry of Health and Social
Services, or in Ontario from a separate Social and Community Services
Ministry, but they also rely on voluntary work and private donations. The
private sector plays only a small part in the provision of mental health ser-
vices, concentrated on residential care funded by boarding allowances from
the Ministry or, as in the UK, income maintenance to individuals. The not-
for-profit and private sectors have a larger market share of drug and alcohol
abuse services, which have developed separately from mainstream public
mental health services.

In such a system, the Provincial Government and Regional Boards have
complete control of the allocation of resources. The movement towards
devolution of planning and budgets to regional authorities is also accom-
panied by the will to organise services at a local level. In Canada, the
Québec’s Centres for Local Health and Social Services (CLSCs) launched in
the early 1970s are considered visionary. The CLSCs have fared variously
though in Québec,being generally boycotted by GPs who preferred to set up
their own group practice. Currently the CLSCs are attracting new funding
as general hospital beds are closed and policies favouring home-care, espe-
cially for the elderly, are brought forward.

While it is recognised that money tied up in psychiatric hospitals could
be used to develop community resources in the various regions, current
allocations continue to favour the psychiatric hospitals. Central provinces
such as Saskatchewan have been at the vanguard of socialised medicine in
Canada, and less that 50% of the mental health expenditures were spent on
hospital services in the early 1990s (Rochefort, 1992). But this was more the
exception that the rule in other provinces,especially Ontario and Quebec.In
1994–1995, it was estimated that in Quebec 8.8% of the Ministry of Health
and Social Services’ budget was spent on mental health services (about 8% in
Ontario), or CDN $142 per capita. Out of this budget, 39% went to psychiat-
ric hospitals, 25% to departments of psychiatry in general hospitals, 17% for
physicians’ fees; 6% for psychotropic drugs reimbursed to welfare recip-
ients and retired people, 5% to nursing homes, 2% to rehabilitation schemes
for mentally retarded people; 3% to non-profit or community agencies, and
3% to CLSCs. However, psychiatric hospitals, and to some extent depart-
ments of psychiatry of general hospitals, have developed and run residen-
tial and rehabilitation services outside the hospital, so that (excluding
physicians’ fees), over 37% of the resources were spent outside the hospitals.

Two publications were instrumental in encouraging the develop-
ment of community-based psychiatric care in Québec; Les Fous Crient au
Secours (Madmen cry for help), written by an in-patient of the St-Jean de
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Dieu psychiatric hospital in 1961 and the Bédard, Lazure and Robarts
Commission Report in 1962.This was rapidly followed by the downsizing of
psychiatric hospitals alongside the development of beds in the department
of psychiatry in general hospitals and the development of community-
based multi-disciplinary teams and clinics. St-Jean de Dieu, now Louis-H.
Lafontaine Hospital, was the largest psychiatric hospital in Canada.By 1987,
it had reduced in size from about 6000 in-patients (in the late 1950s) to 2200,
and now there are only 900 beds, with plans to close another 500 by 2003
(Hôpital Louis-H.Lafontaine,1997).Asimilar pattern occurred elsewhere in
Quebec, with a steady decline in the size of psychiatric hospitals. Complete
psychiatric hospitals closure has occurred only in Saskatchewan (Lafave &
Grunberg,1974). In 1994–1995,there was about one psychiatric bed per 1000
inhabitants in Québec, compared to 0.5 in Ontario, or in the provinces of
British Columbia on the west coast. However, more people are now served
by community-based services; only about 15% of those in contact with
psychiatric services considered long-stay in-patients and another 15 to 20%
have had a short-stay in-patient admission in the last year. Most people in
contact with psychiatric services (about 1.5% of the population each year in
east-end Montreal) receive only ambulatory care (Lesage et al., 1997).

15.3 The main issues in Canada

As in many Canadian provinces, the recent policy paper by the
Quebec government (MSSS, 1997) focuses on reforming the services for the
severely mentally ill.It is presented as part of other previous or forthcoming
mental health policy papers on mental health, suicide prevention, child and
adolescent services.Its system analysis rests on an inquiry using focus group
and key stakeholders’ interviews in various regions; on budget allocation
and beds ratio and comparison of the latter with the Province of Ontario.
The inquiry stressed (a) a distribution of resources concentrated on hospi-
tal-based services (as described above); (b) twice as many beds, both acute
and long-term care beds, as in Ontario and some other provinces; (c) great
variations in regional allocation of mental health resources, by a factor of
1:4 (d) lack of co-ordination between hospital-based services and the exist-
ing community agencies for rehabilitation; (e) poor support for families.
Among the solutions found in the literature, the document recommends (1)
to make severely mentally ill (SMI) a priority for the mental health services
system; (2) to foster the development of assertive community treatment
(Deci et al., 1995); (3) to sustain further deinstitutionalisation using financial
incentives such as the British dowry system (Knapp & Beecham, 1990).
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The reform would involve (1) establishing in each region the array of ser-
vices for SMI oriented towards community care and ensuring continuity
and co-ordination of services; (2) reallocation of resources in the commu-
nity from the current 60%–40% split (60% for hospitals services) to 40%–60%
within 5 years. The new allocation should prioritise (a) access to basic resi-
dential and subsistence; (b) crisis interventions; (c) access to treatment; (d)
access to rehabilitation; (e) support to families; (3) closing in the next five
years over 50% of short- and long-stay hospital beds (currently 6000 beds
excluding the 1500 beds for the mentally retarded individuals to a total of
about one bed per 1000 inhabitants); the resources released being trans-
ferred to community-based services; (4) confirming the responsibility of
Regional Boards to organise services, reallocate resources, providing SMI
individuals with a fixed point of responsibility through designated teams,
utilisation of performance contracts with community agencies and train-
ing staff. Some specific mechanisms are finally presented such as Ministry
support to regions in setting and monitoring the reform, including the
development of a Mental Health Information System (MHIS); and (5) evalu-
ation and support of evidence-based practices.

In other Canadian provinces, rather similar analyses and orientations
have been put forward (Goering et al., 1992). In the Province of Ontario, the
document Putting People First (Ontario Ministry of Health, 1993) stressed the
lack of co-ordination by describing the three domains: psychiatric hospi-
tals, general hospital and community-based services. The priority there, as
well as in the Province of New Brunswick’s 1992 Network Committee
report, was on SMI.

The Canadian Best Practices recommendations stress particularly at the
system level (1) that each region should develop strong mechanisms
(Assertive Community Treatment teams and Mental Health Authority) for
service integration with clearly designated responsibility for co-ordination
and bringing the domains together; (2) the creation and protection of a sep-
arate, single funding envelope that combines various funding streams for
the delivery of mental health care; (3) the setting of explicit operational
targets, goals and standards. In that document, the Canadian Mental
Health Association’s matrix of community-based resource is described
with much greater emphasis on consumers and consumer-led initiatives
and the value of enpowerment.

The main issues lie in implementing these recommendations. At the
national and provincial level,the creation of strong mechanisms or separate
envelopes for mental health services encounter strong resistance from other
health and social services sectors. First, for simple resources competition
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reasons. Second because a public health and systemic approach is to be
pursued, then a parallel system is difficult to sustain. At a local level, the
setting of targets, goals and standards require leadership and strong stake-
holder participation – a difficult mixture to achieve. The current book sug-
gests that the matrix and evidence-based approaches, counterbalanced by
ethical and clinical values, would be of help in the pursuit of a community-
based system of mental health care. It seems that the issue is less one of a
new conceptual framework, although useful and sound that may be as we
will see below, but to ensure a process of reform with the largest number of
stakeholders involved and committed to its pursuits, not in isolation. Two
further values should therefore be added to those suggested in the applica-
tion of the matrix: (a) empowerment of stakeholders as suggested by the
Canadian Mental Health Association and (b) knowledge transfer.

15.4 The geographical dimension of the matrix

From the above description of the Canadian context, it would
appear quite easy to ascribe the matrix geographical levels to each. At the
country/region level comes the provincial government, duly elected and
whose Ministry of Health and Social Services plans, budgets, monitors and
directs the regional boards. The federal government provides general
health policies, national norms (universality, accessibility, limitations on
private schemes and over-billing, transferability of entitlements between
provinces) that govern transfer payments to provinces, running and com-
missioning innovative programme development, evaluation and guide-
lines (such as the Best Practices Book, Health & Welfare Canada, 1997). At
this level also would fit the regional boards. The decentralisation move-
ment has rendered this level responsible for planning, budgeting, allocat-
ing funds to various components of the regional health, social services and
non-profit and community agencies. The size of the 18 regional boards in a
province such as Québec with over 7 million inhabitants will vary, from over
a million and a half for Montreal-centre region to less than half a million in
rural or remote areas. Three Canadian government levels would therefore
be included at this level of the matrix, but with their functions as described,
it is quite easy to categorise them and to relate their roles.

Mental health is not entitled to a specific federal or provincial budget,
nor is a specific agency responsible for the functions described above. In
other provinces such as Ontario or New Brunswick, directorates or commis-
sions existed but have been disbanded recently. The regional boards in
Québec often have a mental health direction that helps with the planning,
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recommendation for allocation and co-ordination, but has no control on
the budgets, which rest with the Board itself. At the bottom of the geo-
graphical dimension, the patient/provider level is quite straightforward
and poses no problem at classification and delimitation of its domains. No,
the problem rests with ensuring the leadership and the boundaries at the
local level.

At first sight, if one considers the east-end Montreal, the situation
would be clear in this psychiatric hospital dominated local system of ser-
vices for the mentally ill. The hospital has a sub-regional responsibility for
the catchment area of 341 000 inhabitants, but the territorial activity is
organised around community psychiatric clinics close to the CLSCs territo-
ries, on average of 50 000 inhabitants. However, most clinics will tend to
divide again their work around one to three teams of five mental health
workers according to the needs emerging from the area’s clinic.

At the provincial level in Québec, the CLSCs are now claiming respon-
sibility and funds for home care.Some areas are moving existing out-patient
psychiatric services staff into the CLSCs. In one area, there were talks of dis-
banding an hospital-based Assertive Community Treatment team, consid-
ered a form of home care, and to relocate staff in various CLSCs, therefore
losing the central ingredient to ACT and not even ensuring that teams focus
onSMI.NowitcouldbearguedthatCLSCshaveanaturalroleforco-ordinat-
ing primary health and mental health care for the common mental disor-
ders, but how will it ensure the necessary protection of ACT workers among
the other responsibilities of CLSC (prevention, promotion, entry point and
primary health and social services)?

On the other hand, many university-based hospitals and psychiatric ser-
vices are rapidly moving towards the American model of specialised clinics
to ensure better research, training and treatment. Even if the services keep a
catchment-area responsibility, these organisations tend to desert the lead-
ership for the care of SMI and seem quite ready to leave the responsibility to
the CLSCs, and to non-profit organisations, with their own role limited to
admissions, assessment, medication and consultation. Finally, some areas
are so deprived of resources, for example psychiatrists, that primary care
providers have long assumed the responsibility for the care of SMI. Current
reorganisation would create regional GPs’ departments with responsibility
to ensure services in a given region or sub-region, including CLSCs territo-
ries. All these forces therefore act differently according to the local area
history, geography and socio-economic and cultural context. This renders
difficult the standardisation of local boundaries in Québec for services and
for clear responsibilities.
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Some help may come from the recognition that locally there shall be a
well-identified specialised team,adequately trained,ensured of existence if
continuity of care is to be maintained.This would help in delimiting what is
operating best at the local area level – be it based on CLSCs’ territories or
other administrative boundaries such as psychiatric sectors. Also, a sub-
regional territory, greater than the usual 50 000 inhabitants, maybe in the
250 000 range, would often be necessary locally to have the critical mass for
some rehabilitation and residential services (such as sheltered workshop,
hostel wards) or forensic services.

15.5 The temporal dimension of the matrix

A joint France–Québec committee has received a mandate to
produce a document on the tools national, regional and local planners shall
have to plan according to needs. Interestingly, the committee has also sug-
gested a conceptual matrix of needs with one axis being needs for whom
(users, families, non-profit organisations, primary care providers, special-
ists, local, regional and provincial/national planners). The second axis rep-
resents a temporal sequence of (1) identifying problems; (2) defining the
appropriate interventions; (3) determining the services to deliver these
interventions.A third axis encompasses promotion, prevention, treatment,
rehabilitation. One important step of the committee was to conduct focus
groups with provincial, and regional and local planners, clinicians and
users,on their vision of what they require to plan and act according to needs.
One key finding was not so much the lack of tools and resources, which was
recognised,but rather how to use the results.In one region a major pilot epi-
demiological study produced quite precise rates of DSM-III-R disorders
and of utilisation of services for mental health reasons, but no use was made
of these data in the regional planning documents, except to mention it.

As proposed, the temporal axis presents the input, process and outcome
classic dimensions stemming from public health perspective. Even though
they have not been formerly identified by most respondents in our focus
group, they would quite easily be accepted. The tools proposed to assess
these dimensions would also raise consensus. First, there would be easy rec-
ognition that patient-based outcome tools have been well developed by
evaluative research. There would also be recognition that instruments and
methods need to be developed to assess the various dimensions, in particu-
lar process. There would be no dispute that a variety of tools and methods
would be appropriate: at the national/provincial and regional level, key
stakeholders focus group (a qualitative approach to process and outcome);
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literature and other jurisdictions comparisons (qualitative and at times
quantitative approaches to needs, input and process); budget analyses
(quantitative economic approach to inputs and processes); beds utilisation
(process).

Consider also how the local area of east-end Montreal conducted
outcome studies on the impact of new residential settings and rehabilita-
tion programs for SMI at the patient outcome and process level (Lesage &
Morissette, 1993); how the hospital started quality programmes in all its
administrative and clinical programmes (local outcome); how local needs
were modelled according to socio-economic variables (input on needs)
(Lesage et al., 1997); or how recently a survey was conducted to assess the
needs for acute care beds and alternatives to admission (input on needs,
local and patients level). There would finally be recognition that known
tools are not sufficiently implemented, the best known example being a
Mental Health Information System whose absence is noticeable in all
Canadian Provinces with the exception of Saskatchewan and local areas
such as Kingston in Ontario.

The train is running, and the concepts will become better known and
tools will be further developed towards being more user-friendly as indi-
cated in this book. However, a limitation will persist and is related to the
findingdescribedaboveinthefocusgroups:howtousetheresultsandhowto
articulatetheminthedynamicprocessof planningandevaluation.Thetem-
poral dimension of the matrix presents an analytical, rather static approach
to represent the dynamic process of evaluation and planning. If researchers
may feel more at ease with such an analytical perspective, planners will be ill
at ease because of their need to integrate the results in the dynamics of plan-
ning and managing services within the local, regional and national historic,
socio-economicandculturalcontext.Modelsof utilisation,of development
and of transferring this source of knowledge need to be researched. The
Canadian Best Practices (Health & Welfare Canada,1997) underlined the fol-
lowingcontext:skilledleadershipand committed,expertstaff;clearlyartic-
ulated philosophy, principles and vision; infrastructure support; and
political will. It has not sufficiently developed how all stakeholders shall be
included in the process, how information shall be shared, transferred and
developedbyusers,non-profitorganisationsandclinicalstaff.

15.6 Service components

The key services components examined by the Canadian Best
Practices in Reforming Mental Health Services (Health & Welfare Canada,
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1997) are presented under two headings: core services and support; system
reform strategies. Core services and supports include (1) assertive commu-
nity treatment/case management; (2) crisis response/emergency services; (3)
housing/community support; (4) in-patient/out-patient services; (5) consu-
mer self-help and other consumer initiatives; (6) family self-help; (7) voca-
tional and educational. The system reform strategies would touch policy,
governance & fiscal dimensions, evaluation and human resources. They
imply components such as common vision, broad stakeholder involve-
ment, covering key issues, protected, and separate funding envelope,
mental health authority,fiscal incentives,monitoring of activities,continu-
ous quality improvement, staff redeployment strategies, training and
reskilling, and opportunities for consumers to be providers.

There are several similarities with many of the service components
described in Chapters 1–3 of this book. The necessity of two headings also
refer to the concepts of segmental and systemic approaches to planning or
the horizontal versus vertical application of different values (i.e.continuity,
comprehensiveness, accountability) illustrated in Chapters 10 and 11. There
is no choice between these approaches; a system should possess the capacity
to accommodate all of them.A good system depends on its capacity to allow
a flow of information about input, processes and results, into loops from
top down and from bottom up (Wing et al., 1992). It depends more impor-
tantly on its capacity to allow stakeholders the power to inform and be
informed, to participate in the planning, and allocation of resources and
evaluation, and finally the power to act. It relies more precisely on the capa-
city to involve staff in the reform.

A recent study of the attitudes and opinions about psychiatric rehabili-
tation among staff of one of the largest psychiatric hospitals in Canada
illustrates these issues (Bonin et al., 1998). Using focus-group approach to
elicit staff views, the analysis confronted this with known rehabilitation
theories. It found ward staff holding a humanistic view centred on the
importance of the relationship and practising many, but not all, principles
of psychiatric rehabilitation. However, the concepts of rehabilitation are
hardly recognised except by rehabilitation professionals of the same hospi-
tal, often working in isolation from ward staff.These findings challenge the
values often attributed to psychiatric hospital staff, as in chapter 12.

More importantly, the reforms towards community-based services has
often proceeded with little regard for the patients and staff left behind in
psychiatric hospitals. Yet, despite downsizing of most and closures of
many psychiatric hospitals in the years ahead, only Italy is planning to
close all its psychiatric hospitals. All other countries involved in the present
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book plan to retain psychiatric hospitals in 10 years from now. In all cases,
staff from these hospitals will continue to work inside the hospital or be
deployed outside. These staff has been disempowered by lack of recogni-
tion, by stigmatisation by the community-based movement, and by lack of
training and information transfer. Further organisational analysis would
indicate how they have been stripped of the means to act by the decisions of
other stakeholders, who are themselves much less in contact. It could
therefore be argued (Bachrach, 1996) that the future of the reform lies with
the integration, not the exclusion of psychiatric hospitals in a systemic, not
segmental, planning of services. Such planning at the provincial, regional
and local level may involve the closure of psychiatric hospitals, certainly
their transformation, but not without the close participation of their staff.
Secondly, it calls for the empowering of ward staff to act, and for bringing
professional and administrative efforts to build a team around the key rela-
tionship with ward staff. The empowerment of staff in all service compo-
nents, including psychiatric hospitals, is the key to the pursuit and renewal
of a successful reform.

15.7 Steps in reforming mental health services

The first step relates to a clear vision and political will. If the former
is pervasive in many federal and provincial policy documents,the latter may
be lacking at the moment. In the introduction, I argued that the current
deinstitutionalisation and community care was launched in the 1960s in
Canada and (as can be seen in this book), in many countries with various
speed, but nonetheless has been relentlessly pursued. I also stated that the
movement launched with strong political and public support has never
been challenged. At least in Canada, it would be difficult to state that the
movement is now stirring public enthusiasm. As such it has become a quiet
revolution that is being pursued by the public institutions, much without
fanfare. Nobody is opposing the movement.

But this absence of enthusiasm and strong political stamina keep the
public institutions from encroaching on the decentralisation movement in
health and social services and ensuring strong specific mental health
governance, with power at provincial and regional levels on ring-fenced
budgets, and clear co-ordinating powers with fiscal incentives and clear
accountability. In such a system, the matrix would be a natural conceptual
and measurement tool for planners, researchers, clinicians, users and rela-
tives. But at the moment, at best, it is just utopia. Can it be of help now for
planners and clinicians, community groups, users and relatives?
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It is certainly an educational tool that would help bring the system
forward. First, the matrix fosters a system vision. It is implicit in this book,
and it has been the foundation of the Health Systems Research Unit at the
Clarke Institute of Psychiatry in Toronto that has conducted the Best
Practices in Reforming Mental Health Services’ study, so often referred to in
this chapter to support the matrix model’s relevance in the Canadian
context. Thinking in terms of a system means considering components
interacting, considering components with a partial vision of each other,
considering components that depend on each other’s coherence to deliver
care adequately.The matrix itself is also educational for the various actors of
the mental health system. It provides a map to identify where efforts should
be directed.

But the matrix has limitations that stem from its analytical standpoint
and not integrating well the dynamic perspective. Its historical perspective
has failed to recognise the past accomplishments and how at any point in
the past decades, tremendous advances have been achieved. A body of
knowledge, theoretical and practical, has been built up about treating,
rehabilitating and maintaining the majority of people with SMI in the com-
munity and relying ever less on institutional care. One could even name
these advances in mental health care ‘health technologies’. Yes, so much
remains to be done, but so much has been accomplished over the past
decades and so much is done every day. We are part of a movement started
long ago and with a long way to go. Let’s be modest in judging past systems
and humble in what can be accomplished in our own time.

The community care and deinstitutionalisation movement has not been
linear, and has moved in cycles, or maybe in quantum leaps. Evaluation and
planning also work in cycles (Wing, 1986) and these dynamics are currently
pushing the current evidence-based approach to the forefront because they
are best suited at this point in time. Knowledge-transfer is also the new par-
adigm supported by the recently created Canadian Health Services
Research Fund and by the Quebec Health and Social Research Funds at a
time where other health research funds have been frozen or reduced.
Capturing these dynamics, but also the necessary interactions between the
components of the matrix, would be essential if it is to be of help. Models of
this type of utilisation could come from model areas that let researchers
engage in action-research, by observing and detailing the process of devel-
oping, generating and transferring knowledge. Another break-through
will come from the few individuals that can assume multiple roles –
researchers, planners, clinicians and clinical decision-makers (Wasylenki &
Goering, 1995). These authors recommend that researchers be prepared to
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assume multiple roles in the service delivery field, so as to reduce the gap
between science and practice. Finally, national planners and organisations
shall themselves open up to scrutiny and part of action research their
current mental health reforms, how to put in place an improved system of
mental health care.
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16
Central and Eastern European countries
TOMA TOMOV

16.1 Overview of the historical development of mental health
services in the Region

The countries in the Region differ in the degree to which they have
been involved as territories and cultural settings in the emergence of
Western Civilization. Whereas the countries of Central Europe such as
Poland, the Czech Republic and Hungary have been fully integrated in the
processes of carving human individuality out of a diffuse primitive group
identity reaching back several centuries and variously referred to as capital-
ist development, scientific revolution or Renaissance, the countries further
East or Southeast, such as Russia, Ukraine and the Balkan states have stayed
peripheral to these concerns largely because of their own major preoccupa-
tion – the Eastern Orthodox Religion and the Ottoman Empire. The resem-
blance between these two groups of countries, revealed to the observer
when the Berlin Wall fell, turned out to be more apparent than real and
quickly wore out as soon as the regimes of total control were toppled and the
peoples were free once again to get in touch with their own histories and cul-
tural processes.

For reasons of simplicity the countries of the former Eastern block will
be referred to throughout the chapter as ‘the Region’. The list of these coun-
tries will include the Newly Independent States (e.g. Russia, Ukraine,
Belarus, Moldova), the countries of the Caucasus region (e.g. Georgia,
Armenia, Azerbaijan), the countries of Central Asia (e.g. the Kirghiz
Republic), the Baltic countries, the Balkan countries (e.g. Bulgaria,
Yugoslavia, Romania, Albania, Croatia, Macedonia, Bosnia and
Herzegovina) and the countries of Central Europe.

In spite of profound historical and cultural differences all the countries
in question pledge, though in varying degree, their belonging to the cul-
tural tradition of Europe. They regard their current mental health services
as originating from the collective practice to apply to certain aberrations in



human behaviour the explanatory mechanism of illness, rather than that of
demonic possession, a shift usually dated in late fifteen and early sixteen
century. Similarly to the rest of Europe the institutional response to this
shift in beliefs in the Region was the asylum, a move motivated by concerns
for the safety of the ‘regular’citizens,rather than by compassion for the sick.
It was initially the Church and later (second half of sevententh century) the
municipalities, which were entrusted with the provision of the asylums as
places primarily not intended to provide treatment, but ending up about a
century later with adoption of non-restraint policies and thus becoming
psychiatric hospitals (Kanabih, 1928).

The common history,which these countries shared over the past 50 years
as members of the socialist family, has brought about similarities between
them in the beliefs held about mental health and in the practices guided by
these beliefs, which set them apart from the rest of Europe. Some of these
countries, notably those of Central Europe, avoided fully complying with
the organisational model imposed by the socialist health care doctrine on
psychiatry. No country avoided, however, the dehumanising effects on pro-
fessional attitudes of the disrespect for individual dignity propagated by
socialist ideology. It should not come as a surprise, therefore, that the
current psychiatric scene in the Region is dominated by concerns about
psychiatric reforms, the preoccupation being with professional ethics and
needs assessment.

The centrality of ethics is an expression of the will of the professional
communities to take human dignity seriously, by going beyond the asser-
tion of humanistic values to enforce the observance of patients’ rights
through legislative measures and legal and administrative procedures.This
is very much in line with the cultural tradition of Western Civilization, and
in stark contrast to the practice of totalitarianism to disempower individ-
uals and groups by depriving them of the right to opinion, and by severely
punishing impulses to self-authorisation such as taking initiative or risks.

The salience of ethical concerns among the profession in the Region at
this point reflects decades of negligence of this aspect of care provision and
a growing awareness of the serious biases in the service design which have
resulted from this. The period between the end of World War Two and the
fall of the Berlin Wall witnessed throughout the Region the unfolding of a
public health doctrine known as socialist health care. It was notorious for
the disregard of individual needs and the neglect of the role of human
context (e.g. family life, doctor–patient relationship, etc.). Under it the
mental health sector was set apart from the rest of health care: from the
primary care level to the specialist care level mental health was equipped
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with its own structures, cadre and lines of operation which did not liaise
to general health and social services. Reductionist biological theories
about mental health and ill-health were imposed in the Region as part of an
ideology-driven effort. Primitive and mystic attitudes to mental illness
acquired in childhood were left unchallenged at all stages of the profes-
sional training of doctors. The psychiatric dispensary was brought into
existence. It was designed to extend the control over the patient beyond the
walls of the hospital into the community. Said to provide comprehensive-
ness and continuity of care, the psychiatric dispensary in fact acted as a
vehicle to export custodial culture into millions of families and small com-
munities. As a result social stigma and prejudice against the mentally ill
infiltrated public attitudes even more.

The assessment of needs as a point of departure in setting out strategic
goals for mental health is not a tradition of central planning in the Region.
Rather than develop health strategies, timetables and outlines of service
inputs and service processes to meet needs, health planners have been
working by annual adjustments to the funds allotted to mental health. In
this they were guided by forecasts of economic growth and by political con-
cerns. Admittedly, both of these could only very crudely reflect mental
health needs.The present concern with needs assessment in the Region is in
response to the challenge of transition from a service-led planning to a
needs-led planning. The former is dear to staff as a paragon of security. The
latter requires the skill of construing the psychiatric scene realistically and
on the basis of evidence, as well as the development of methods and instru-
ments for obtaining such evidence, which work under the circumstances in
the Region. In addition, awareness is growing that the perception of needs
by the mental health professionals may be different from that of the care
consumers, their families, the professionals from other sectors such as edu-
cation and police and the public at large. Who should become involved at
what level and to what degree with needs assessment is another issue which
very few are as yet prepared to face constructively.

Eight years into the transition to market economy there is still very
little deliberation among the mental health profession in the region as to how
to approach health services in terms of considerations of ethics and cost-
effective management. In most former Soviet countries this can be
explained with the fact that health economics has not been put on the polit-
ical agenda yet.The politicians in Central Europe,the Balkans and the Baltic
states, however, have arrived at the conclusion that public accountability in
the health field is now imperative and that the practice of decision-making
should adjust to its demands. The technological solutions for this are
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however still not found. One would expect that their search would engage
academics and researchers from the Region in a passionate professional dis-
course. This is hardly the case.

A search of the field reveals changes in the health legislation in the
Region, which are driven by efforts to bring the countries’ legal systems in
line with EU requirements and dwell on extrapolations from studies and
experiences accumulated in the West.Poland,for example,developed a pro-
gramme which specified in detail the community and hospital services as
well as the manpower needs, which derive from a formulated national
mental health strategy turned into a law in August 1994. Russia, by compar-
ison, changed in a far less radical way: it passed a mental health law in July
1992, which went a long way to protect the human rights of the mentally
sick, but did not question the established conceptual and organisational
basis of care provision in the country (Law of the Russian Federation on
Psychiatric Care, 1992). Other former Soviet states followed the example of
Moscow, notably Ukraine, Georgia and Lithuania. Many of the other coun-
tries in the Region introduced changes into the existing legislation. The
impression which this development leaves is that reforms in the Region, to
the extent to which they exist, leave out the professional and academic com-
munities and their practices.

Areview of the standard reading lists provided to students in the mental
health field in the Region reveals virtually no difference between the pre-
1989 period and now: there is a dominating presence of texts written in the
Soviet style, i.e. authoritative statements wanting both in evidence (from
research or experience) and in argumentation. Even the best specimens
among them (e.g. Kabanov, 1985; Litvienko, 1989; Aleksandrowicz, 1994;
Achkova, 1996; Solojenkin, 1997) betray a lack of awareness about the para-
digmatic nature of scientific knowledge in general and of the explanatory
schemes informing mental health action, in particular. These texts often
convey a disregard for the need of authors to be aware of the position from
within which they make pronouncements. An example of this would be
indictments of backwardness which fail to take into account the impeding
effects of the institutional arrangements within the context of which care is
provided.

A regional conference on mental health economics held in Budapest in the
summer of 1996 attracted reports from many countries in the Region. The
presenters were young, had arrived to health economics as a result of non-
traditional career opportunities opened by sponsors (e.g. the Open Society
Institute, financed by the American billionaire George Soros), and sought to
engage in a dialogue with each other in spite of lack of a common language.
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Their contributions suggested the importance of a conceptual frame and
tradition and revealed a lot of anxiety and uncertainty as to the future of the
field.

In the course of the last 10 years a reformist movement building around
the Netherlands-based Geneva Initiative on Psychiatry Foundation
(Tomov, 1997) has put sharply into focus the close interrelation between pro-
fessional attitudes, including ethical principles, and mental health practices,
indicating that the divorce between obsolete values and advanced technolo-
gies witnessed throughout the Region brings about the peculiar intellec-
tual impotence in the field of training,research and management of mental
health reforms (Tomov & Butorin, 1996).

Against the background of this brief historical account it appears that
the matrix model promises to be exactly the tool which is deemed necessary
to the local professional communities in the Region in their attempts to
address their major concerns with mental health reforms. A more detailed
investigation of the application of the matrix model to the psychiatric
scene in the Region will be done in the sections that follow.

16.2 The geographical levels of the matrix model: are they
applicable?

The administrative division of the territory in the countries of the
Region is of long-standing tradition and the distinction between local and
central administration is clearly made and earnestly maintained. Centre-
versus-periphery is a dimension of very vibrant meaning in all countries
and all sectors. The denial of the right of the local representatives to be out-
spoken about the interests of their constituencies was brought to an end by
the developments of 1989.

In almost all the countries of the Region the overwhelming emphasis on
central planning has left behind a pattern of solutions found and a tradition
of decision-making which have many deficiencies. These deficiencies come
immediately into focus when seen against the background of the matrix
model. An example here would be the uneven spread of psychiatric beds
across this country’s territory: three- to four-fold difference in rates will not
be unusual, as is for instance the case with Bulgaria (Achkova et al., 1997).
The inconvenience that this creates to patients and their families, the limi-
tations it imposes on the application of intervention methods, particularly
those targeted at re-integration and various other less obvious implica-
tions, have certainly been seen before but have been dismissed as minor
side-effects of an overall correct and advanced health policy. Such an inter-
pretation of these observations is no longer possible within the matrix
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model framework. Within it, these facts reveal that the decision-making
had been left with the wrong geographical level of the health system.

The legacy in this respect left behind in most countries from the Region
is grave and may cool the enthusiasm of even the strongest supporters of
reforms. To give an example, closing beds in one part of the country and
opening beds at the same time in another is fully unacceptable to unenlight-
ened central bureaucracies, and is seen as indulgence in recently acquired
freedoms by the local administrations. Central bureaucracies still have a
very strong grip over the countries in the Region, and impose on govern-
ments their choice of course to be followed independently of the political
orientation of the cabinets.

If used to guide the allocation of decision-making to geographical
levels,the matrix model could prevent further misconceptions.An immedi-
ate effect could be gained in the Region from basing the annual statistics
about the utilisation of services on the territorial division of the country
rather than obtaining data from each health facility separately and process-
ing it at the national level as is often the case now. The adoption of the
matrix model will ensure better use of the available information and will
enhance the relevance of the decisions to the local situation. An additional
effect will be the participation of middle level health managers in respon-
sible decision-making,a practice which the total control systems deny to all,
with the exception of the ones at the very top.

Regarding individual work with patients as a geographical level of
activity fully comparable in terms of managerial decision-making with the
local service level, and the central administration level, is certainly unusual
to the culture of clinical psychiatry in the countries from the Region. The
model in which psychiatrists and other staff construe their professional
identities is still very much the fantasy figure of the omnipotent doctor who
triumphs over death and sickness and leaves cost-effectiveness to managers
and economists. Partnership (and the humility it implies) in developing the
doctor–patient relationship is experienced as puzzling at best, and threat-
ening and risky at worst. Patient behaviour, complementary as it is to that of
the doctors, unsurprisingly is predominantly passive and helpless. Doctors
and patients alike regard what they do in therapy only as a process of apply-
ing what others had invented, decided or ordered. This generates an
unpleasant feeling of impersonal and uninvolved relating. The advent of
markets in the field of health, which come unheralded and unregulated,
forces changes on doctors and other staff. Entrepreneurship of all shades
abounds as does the belief in the unlimited regulatory potential of the
health insurance principle.

All the above observations are illustrated by material brought into the
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training sessions over a period of two years by a group of 15 Ukrainian
psychiatric nurses, who were introduced through case-work, role-play,
tutoring and supervision to case-management and team-work. Individual
sessions with patients were vehemently avoided by the nurses in training
until it transpired that any exchange in private between nurse and patients
rendered the nurse liable to prosecution, as privacy implied objectionable
conduct (Tomov et al., 1995).

To conclude, the benefits of self-management by psychiatric staff are
beginning to be learned in the Region; conceptualising clinical work in such
terms (and the change of attitudes this implies) is spreading fast, thus ren-
dering the matrix model’s geographical dimension fully relevant to the
realities in the Region.

16.3 The temporal dimension of the matrix model: is it
relevant to the Region?

The temporal dimension even more than the geographical dimen-
sion implies role blurring: clinician, manager, researcher, public health
man – which hat does the doctor wear and when? It is this demand for a
flexible professional self-concept which the matrix model puts forth, that
reveals the most unfortunate deficit of the human resources in the Region –
the rigidity of minds.

The temporal dimension of the matrix model assumes that innovation
is a permanent component of all levels and that what is at stake is how to
proceed with it in a systematic way.Thus one’s preoccupation with the posi-
tive change in one’s performance and the better outcome of one’s work is
taken for granted. This assumption dwells on the world view espoused by
professionals in market economies. In economies of central planning this
world view is virtually extinct. An example could clarify this comment. In
many of the countries of the Region psychiatry comes in two varieties: hos-
pitals and dispensaries. No matter how insistently you ask a doctor
employed by one such institution about the service profile of his hospital or
dispensary, you will not get a description, because all dispensaries are
believed to be virtually identical and so are all hospitals. They have been
made to be identical. If one of them changes, it will not be because the
doctors employed there chose to introduce one programme, rather than
another, for a certain reason. The only conceivable way to change is as a
result of following directives to that effect from the Centre.

A special issue here is that what was called ‘rigidity of minds’ above and
what was traced to a social (and professional) arrangement known as
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‘central planning’, has an attitudinal as well as a cognitive component.
Whereas at the cognitive level awareness of the limiting effects of one’s
rigidity of mind on one’s social (and professional) participation can be
gained and its maladaptive effects in a market economy setting can be com-
prehended, this does not imply that at the attitudinal level similar progress
can be made as easily. Attitudes change only gradually: the more fully one is
involved in a new practice the faster the process of change will be. It is this
reasoning which renders the matrix model and its temporal dimension in
particular a very appropriate tool to the tasks now at hand on the mental
health scene in the Region: it puts change permanently on the agenda and
supplies the method for managing it.

The activities in the Input Phase of the temporal dimension are about to
become possible in many countries of the Region as a result of their trans-
formation into democracies. Public debates on health budgets, legislation
and needs assessment are being held now in practically all of the countries
and create a growing demand for evidence-based argumentation.

The Process and Outcome Phases suggest analyses and use of indicators.
This was a widely misused practice under the total control regimes. The
managerial culture created by the planned economy encouraged a process
whereby positive indicators took on normative functions (Murray,1996) vir-
tually overnight. This need not be blamed on the individuals involved since
they were compelled to present reports pleasing to the ear. The attitude of
mind of all engaged in the collecting, handling and analyses of the data was
nevertheless heavily influenced by this injunction. It is therefore impera-
tive that a very different professional culture be brought into existence in
the countries of the Region for collection of evidence, and for evidence-
based decision-making to become established.

To summarise, the applicability of the temporal dimension of the
matrix model to the countries in the Region is conditional on several pre-
liminary steps and to precipitate them is a real challenge.These steps have to
do with the removal of obstacles left as a legacy of the regimes of total
control. They concern the managerial culture in health care in general. One
such obstacle is the tradition to base decisions on beliefs rather than evi-
dence. Another obstacle is the disavowal of the differences in the clinical
profiles of institutions: making the existing clinical profiles explicit will
legitimise variability and will facilitate doctors in taking authority for the
work they do and for changing it. Yet another obstacle arises from the need
for the accumulation of a critical mass of like-minded individuals for a
paradigmatic shift in the managerial culture of health care to occur in the
Region. The reform-minded psychiatrists are in the minority in each
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country and meet with very strong opposition from the conservative aca-
demic establishment. The chances for reformers lie in investing heavily in
networking with the reformist groups in the Region and with the rest of
European psychiatry.

16.4 The relevance of the service components to the countries
from the Region

In most of the clinical settings in the Region the notion of service
does not imply humility on the part of the providers, contiguous upon the
centrality of the sick individual to the whole practice of mental health care
and its superstructures. The prevalent attitude is rather one of impassive
paternalistic condescension. The projection of this attitude in the practice
of health management is often demonstrated in the expectation on patients
to adjust their problems to the existing programmes and to self-censure
themselves with respect to needs which are not legitimised by the existence
of provisions to meet them.

Even a scant inspection of the affairs in the Region in the field of service
provision reveals the lack of discourse based on correct reasoning and prob-
ability as a prelude to accountable decision-making in this most difficult
area. Interestingly, ideas of community mental health and the range of new
skills, practices and infrastructures that can make it happen are discussed
and the general familiarity with the key notions of reformed psychiatry is
quite high. This knowledge does not translate, however, into practical
action but remains limited to academic debates. A crucial societal mech-
anism whereby authority is lent to individuals to undertake change with
due awareness of the risks involved, somehow fails bitterly and results in
severe diffidence which blocks action.

In the field of service provision more than in any other the Matrix Model
reveals the amount of work that needs to be done in every country of the
Region for accountable mental health care to become possible. At present,
there is a general recognition of the fact of confusion though no clear idea of
the degree of mismanagement exists yet. An assessment of mental health
needs as a basis for planning can provide a big impetus to the service devel-
opment in the Region. The methodology should, however, take into
account the general paucity of societal and institutional structures, the low
level of managerial sophistication of the average professional and the
necessity to introduce by way of training the paradigm within which such
an exercise makes sense.

The service provision and service utilisation data, as already mentioned,
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available though they are in the Region, are of unknown validity and come
in sets and combinations which render them of little use for improving the
capacity and variety of the service components. There is an obvious need
throughout the Region to adopt classifications of service components,
which derive from notions of reformed practice.

To summarise, the Matrix Model suggests the methodology needed for
the countries in the Region to streamline their efforts when and if they
decide to establish a sound base for mental health services.

16.5 Steps to reforming mental health in the region: is the
matrix model relevant?

The political will to re-form mental health care does not derive nec-
essarily from logical reasoning on the basis of facts about abominable con-
ditions in institutions and abuse of individual freedoms and rights. The
political will to re-form in the Region is generated by pressure from profes-
sional groups, concerned with restoring the independent status of their
profession, by activities of consumer groups driven by unmet needs, by eco-
nomic interests of all sorts and by many other factors.

The question faced by the countries in the Region is how to translate all
this will into the coordinated effort that the seven-step procedure of the
matrix model implies. Traditionally, the most common approach has been
to enforce top-down. This creates a serious risk that the mental health
reform may be approached in a similar doctrinaire fashion.

Caution against such developments suggests that step one put forward
by the matrix model – establishing the service principles – is of more than
trivial importance in the Region. To those who have first-hand experience
with psychiatric practice there it should be clear that this step has been
taking place in an unpremeditated way for several years already in most of
the countries and is far from finished.It can be argued that forcing too ambi-
tious a programme or too fast a pace at too early a stage can easily compro-
mise the whole exercise. The political development in Russia, for instance,
as a result of which a new mental health act was passed, is an illustration of a
very positive step which came too early – a mismatch which thwarted much
of the positive effect the legislation might have had if similar developments
at the service level had taken place simultaneously.

An analysis of developments in the Region points to the importance of
confronting those who are motivated in one way or another to challenge the
institution of psychiatry with the attitude they hold. This attitude shows
not so much in the contents of their arguments, as in the methods by which
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they argue. Disclosures occur in the course of group and inter-group inter-
actions which constitute the human process of the incipient reform in the
Region. A not uncommon result from the awareness gained from facing
one’s own attitudes is a shift in emphasis towards changing the internal
structure of one’s own mind, rather than the institution of psychiatry.

To summarise, the matrix model of the reform process beautifully cap-
tures the complexity of this process,and reveals the need of a sufficient level
of structural complexity within professional and other communities as
well as within the human mind to guide the reform process properly.

16. 6 The main issues to be addressed in the Region over the
next five years

Gaining awareness of attitudes and their role as well as recognition
of needs as perceived by health consumers and others outside the psychiat-
ric profession are two overlapping domains, which need to be opened in the
public discourse on reforms in the Region.The effect of such a development
will be mostly in establishing, in much more detail than is possible now, the
differences that have been accumulated over the years in the Region as a
result of the disavowal of the ethical foundations of psychiatric practice. It
is against this background that plans for reform can be safeguarded against
the distorting effects of the legacy of central planning.

International collaboration at all levels – individual, local and central –
with countries which have advanced considerably with reforming their
mental health systems can be of particular value.
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17
Nordic European countries
POVL MUNK-JØRGENSEN

17.1 Brief historical overview of Danish psychiatry

In Denmark organised psychiatric treatment dates back to the begin-
ning of the nineteenth century, with the establishment of the first asylum,
now Sct. Hans Hospital, which opened in a former manor house in Roskilde
southwest of Copenhagen, serving the capital, Copenhagen. In 1852 the
asylum idea had gained much ground, and a new asylum was established
north of Aarhus, the second largest town in Denmark.The asylum was built
for the purpose and was designed by one of the leading Danish architects. It
is my opinion that the ideas behind the asylums were far more epoch-
making and visionary compared with the organisation, practice, know-
ledge and attitudes dominating in the mid-1800s than anything else which
has been seen in psychiatric organisation since then. The asylum model
dominated in Denmark until the Second World War.

Denmark had a psychiatric law (1938) and a social reform (1933),however,
without a radical change in the concept of treatment. In Denmark this
period was marked by the same progress within treatment as the rest of
Europe, progress that I will not mention here, but a specifically new way of
thinking which resulted in an important treatment facility, namely home
care. Long-term patients from the psychiatric hospitals lived with private
families, often farmers, under the inspection of the hospitals. This model
faded out in the 1960s and the 1970s.

The asylum model was still in use in the post-war period when we in
Denmark, in parallel with the beginning of the psychopharmacological era
at the end of the 1950s, started establishing psychiatric departments at the
general hospitals. The idea behind this development was a governmental
order which emphasised the importance of an equality between psychiatry
and the general medical specialities. From the 1960s and up to the 1980s
this development was marked by the establishment of such departments
at general hospitals alongside a gradual reduction of the capacity of the
asylums.



The next phase, in the post-war period in the 1960s and 70s, was in its
first part marked by an increasing extension of the psychopharmacological
concept and towards the end a vehement conflict between established
psychiatry and the anti-psychiatric movement. In this period psychiatric
treatment in Denmark was mainly based on psycho-pharmacology. Psycho-
therapeutic treatment took place on an elitist basis in a few places in
Denmark, mostly in Copenhagen and Aarhus, without noticeable spread. A
governmental order from the 1950s, and another from 1977, in relation to
the transfer of psychiatry from the State to the counties, recommended the
decentralisation of psychiatry. The first stage of reform in the 1950s recom-
mended the co-ordination of psychiatry with the other medical specialities,
as mentioned above, and resulted in the establishment of many psychiatric
departments at general hospitals, while the second, which more or less rec-
ommended a community psychiatric model, was without impact.
Community psychiatry in Denmark was only instituted in a few research
projects, of which the internationally best known was the Samso-project,
which was abolished in 1993.

The last years of the 1970s and 198os can be characterised as the psycho-
therapeutic era, although this approach varied a great deal throughout the
Nordic countries. Norwegian psychiatry had, over several years and much
more intensively than Danish psychiatry, practised a psychodynamic
psychotherapy, with the main stress on individual and group therapy, a
model that Denmark to a lesser extent followed, while Finland has attached
more importance to a family therapeutic model. The psychotherapeutic era
in Denmark has almost had the character of a monopolised psychodynamic
model, and only in the last few years, the mid-1990s, did the cognitive
model, with an emphasis on the psycho-educative method, gain impor-
tance. The development of these cognitive methods now almost has the
character of a flood.

The era of decentralisation/social psychiatry can be dated to the last
years of the 1980s and until the present (1998). A Government Order in 1977
recommended that the counties, which had just taken over the responsibil-
ity for psychiatry in 1976, move towards decentralisation (in the terminol-
ogy of that time: community psychiatry).It is hardly wrong to conclude that
nothing really happened until the Minister of Health in 1988 demanded
that all the Danish counties (14 in total, plus two municipalities,
Frederiksborg and Copenhagen, which have the status of counties) create
plans for the development of psychiatry in their areas. These plans, which
were published in 1989, were marked by the inexperience of psychiatry in
the counties. Several years went on before decentralisation changed from
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being plans and became reality, and only in the recent past (1995–98) have
decentralised treatment and service facilities reached such a quality and
quantity as to have assumed any importance in treatment.

The reduction of beds, mainly in the former asylums, which from
having regional functions until 1976, afterwards served the counties in
which they were located, began in the early 1970s and continued until the
mid-1990s. From 1987 The Danish Medical Organisation and The Danish
Psychiatric Society warned against continuous reduction in beds without
the establishment of decentralised functions. The debate in Denmark took
place between, on the one hand, the political organisations and administra-
tive functions, and on the other hand the psychiatrists who were vehement,
especially in the light of the appearance of a range of negative indicators
such as an increasing number of suicides among psychotics compared with
the general population, more homeless mentally disordered persons,
increasing use of coercion in the psychiatric wards,and increasing criminal-
ity among psychiatric patients.

A new period seems to have begun in these years (1995–98), namely a
neo-Kraepelinean, new-biological era, seen in a specialisation of functions
with a consequent centralisation. This theme will be discussed in the last
section of this chapter.

17.2 The three geographical levels

The three geographical levels model fits like a glove to the conditions
existing in Denmark. Since the end of the 1980s the care concept in Danish
psychiatry has been geography.Critics of the system ironically mention that
mentally ill patients are treated according to their postal code instead of to
their diagnosis. I will try to introduce a little more nuance into the discus-
sion.

The authors of this book mention the country/regional level, the
local level, and the patient level. In Denmark we employ more levels: the
country level, the regional level, the county level (which is the local level), a
sector level, further broken down in local area levels, and only hereafter the
patient level. From a Danish perspective the country level is of minor
importance. It has been like that since 1976, when the responsibility for psy-
chiatry was transferred from the State to the counties. The counties were
established in 1970, and immediately after they became responsible for the
general hospital service and for psychiatry six years later. There are 14 coun-
ties in Denmark, of a size varying from about 200 000 to more than 600 000
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inhabitants with the little county covering the island of Bornholm with
only 45 000 inhabitants constituting an exception. Two municipalities,
namely Copenhagen with about 0.5 million inhabitants, and the small
Frederiksberg which is surrounded by Copenhagen, have the same status as
counties.

The State’s influence on psychiatry is very limited. The Ministry of
Health has limited direct influence. In the Danish counties the Ministry of
Health is somewhat cheerfully referred to as the ‘Ministry of Attitudes’.The
Minister has, through the National Board of Health, a supervising func-
tion, however, with limited possibilities of intervention and sanction. Not
even by economic means has it been possible for the State to control psychia-
try. For instance, the State can not even assure that increasing subsidies to
counties, granted with the direct purpose of consolidating psychiatry, will
actually be used according to their intentions.

The 14 counties, and the two Copenhagen municipalities with county
status, are fully responsible both for psychiatry and for other hospital ser-
vices, and the counties have a right to the independent imposition of
taxes. In some ways the transfer of psychiatry to the counties has been a
great advantage. The close local organisation has been of benefit to psychi-
atry, mainly in terms of social services. The young counties’ lack of experi-
ence in running hospitals seems to have resulted in a distinct lack of an
empirical and scientific foundation in tracing, treatment and aftercare
initiatives. Therefore, a marked heterogeneity is seen in the various coun-
ties’ ways of performing these tasks, a heterogeneity that forms a contrast
to the small geographical distances in Denmark, with a maximum of 350
kilometres from the east to the west, and from the north to the south, and
to the small population of 5.2 million inhabitants. A tender beginning of
co-operation between some neighbouring counties on the solutions to
these issues on a regional level can be seen faintly, e.g. organisation of
forensic psychiatry.

The autonomy of the counties can be exemplified by the organisation of
the psychiatric services. Twelve counties, including the two Copenhagen
municipalities, have organised their psychiatric services together with the
rest of the secondary health care system, while four counties have discon-
nected psychiatry from the other health services; in two counties psychiatry
has been transferred to social services, in another county a joint organisa-
tion has been established, including both a large part of the former social
service and of psychiatry, and yet another county has established an equal
model, but has now taken psychiatry back to the health service. A joint
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organisation together with the social service has been shown to be an advan-
tage for increased resources, but not in terms of its cultural removal from
the other medical specialities. This is an adverse development in a period
where more and more evidence of a biological genesis of mental disorders
accumulates.

The counties are further divided into sectors. For instance, the County of
Aarhus is divided into five sectors, each with 110–130 000 inhabitants. These
sectors are responsible for both hospital based and decentralised services for
the mentally ill.The goal of sectorisation was to limit the catchment areas in
geographical extent and number of inhabitants, so that the professionals
who treat the patients could get the greatest possible local knowledge of the
neighbourhood and of the patients and their network.

The disadvantages of the establishment of sectors have proved to be
limited capacity in the hospital departments of the sectors. As a sector can
only maintain a few wards, it has been necessary to treat acute and severe
cases of different illness categories in the same physical settings, such as
young severely maladjusted hebephrenic schizophrenics together with
middle-aged, severely inhibited and anxious depressive patients. From this
situation has arisen the ironical characteristic, as formerly mentioned, that
patients are not treated according to diagnosis but to postal code. Recently,
the problem is being addressed by the establishment of specialised func-
tions and specialised wards, but as the resources for these establishments
are mainly being taken from the already existing wards this causes further
deterioration in the situation.

This becomes even more problematic when the sectors are subdivided.It
has become the practice in Denmark to subdivide sectors into local areas
with about 30–40000 inhabitants. As for the sectors, the ideology is to
promote the work of integration in the patient’s environment. Although
staff benefit from the advantages that such local knowledge brings about, it
is a problem in that in the long run they may lose expertise. For example, in
Denmark with about 5 million inhabitants there are 500 new cases of
schizophrenia per year, i.e. one per 10 000 inhabitants. So in a local area of
30–40 000 inhabitants there will be 3–4 new cases of schizophrenia per year,
and as the distribution is considerably skewed, with approximately half of
the new cases in Copenhagen, it means that some rural areas may expect one
or a maximum of two new cases of schizophrenia per year, not at all enough
to maintain an expertise. Even more seldom will new cases of for example,
eating disorders occur.

In terms of the patient level it might be appropriate to mention some
figures. In 1996 the Danish psychiatric hospital service, including out-
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patient services and community services, was in contact with almost 70 000
persons, corresponding to between 13 and 14 per 1000 total inhabitants
(1.3%–1.4%). If the approximately 30–40000 persons who are treated in
private practice are included,the figure will be about 100 000 corresponding
to 19–20 per 1000 total population (1.9%–2.0%). In the Danish population
approximately 18 000 persons diagnosed schizophrenic have at any time of
their life been in contact with the public treatment system – corresponding
to a prevalence of 0.3–0.4%. The public psychiatric system was in 1996 in
contact with less than the half of these persons either at admission, out-
patient treatment or community based service.

Although approximately 28% of the total of 1.5 million bed-days used in
Denmark were used in treatment of schizophrenics, there is still a sharp
contrast between the relatively few schizophrenic patients in treatment and
the one-sided focus on treatment of schizophrenics in Denmark at present.
In sum, it can be postulated that Danish psychiatry is organised with special
reference to treatment of schizophrenia, which constitutes less than 10% of
the diagnoses.

The possibility of longitudinal treatment, especially of schizophrenia
and other long-lasting psychotic conditions, has been considerably
improved during the last ten years, although some negative factors are
observed. These patients are increasingly looked on as partners in a collabo-
ration, rather than as objects of treatment, and this tendency is supported
by the law of psychiatry (1989), which at present is being revised (1998) and
social legislation (1976), revised 1998, which secure the patients’ rights and
existential basis.

In Danish psychiatry it is still discussed that the hospital model has neg-
ative effects.Also in the present book it has been opportune to list these neg-
ative consequences. In my opinion, the negative factors associated with the
large mental hospitals in most of the Western world is now history, or soon
will be.

That the negative factors still have such a large space in textbooks, such
as the current book, is in my opinion caused by the fact that the authors who
write the textbooks mentally are caught in a time and a treatment model
which they themselves devotedly revolted against and tried to change. This
is quite parallel to the fact that, for instance, tertiary syphilis is described in
detail, in many textbooks although no psychiatrists below the age of 50
have met such a patient.

In Denmark we aim at longitudinal treatment, modified according
to each patient’s immediate need, such as admission to closed wards,
open wards, stay in social psychiatric institutions, shared households or

Nordic European countries 233



sheltered accommodation, work initiatives, leisure activities and other con-
ditions aiming to achieve social integration. The basic principles in
Denmark are that each level has its own staff, who communicate with the
staffs of other levels, as opposed to the model with staff who are responsible
at all levels. There are two reasons for this: to avoid the complicated organ-
isation of the staff’s daily timetable, and to cultivate professionalism
within specific areas, instead of diluting their know-how by demanding
effort on many different levels of function.

As regards relatives, very active organisations have been established
alongside the numerous discharges during the 1980s and the beginning of
the 1990s. For instance, approximately 450 000 schizophrenia bed-days
(approximately 50% of the initial level) were ‘exported’ from hospitals to
the immediate environment, which in practice means to relatives. But after
a turbulent beginning, co-operation between relatives’ organisations and
the psychiatric health services is now fruitful and mutual rewarding.

To sum up, on the patient level there are professional and theoretical
possibilities for a balanced emphasis between biological, psychotherapeu-
tic, and social psychiatric treatment, delivered by professionals in a longitu-
dinal model. On the other hand, the available resources are insufficient.
Consequently, general practitioners have a central position as gatekeepers,
and must rather drastically filter patients to be referred for psychiatric treat-
ment.

Due to our large illness and population registers in Denmark we at the
Psychiatric Central Register (Munk-Jørgensen et al., 1993) have long been
able to take a comprehensive view of the occurrence of mental disorders
(Munk-Jørgensen et al., 1996) on an in-patient and day-patient level, and
since 1995 on an out-patient level as well. However, exact knowledge about
mental illness in the community – on a population level – is scarce.

17.3 Productivity of the system

If a model has a common validity, it must be applicable to other
systems than the one in which it is developed, systems functioning accord-
ing to the same principles as the original. Applied to such parallel systems,
the model,with acceptable sensitivity and specificity,must be able to deliver
statements on, for example, the outcome of the system or to pick up new
knowledge and new hypotheses.

The model described by the authors is very broad and non-specific.
Therefore, it can by and large be applied to a wide variety of human service
systems. The sensitivity of the model is at a maximum and it can be used in
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any psychiatric region from Camberwell through Regio Veneto to
Kazakhstan. Its specificity is close to zero. It is difficult quite to understand
the practical relevance of the model.As indicated, it describes without diffi-
culties any existing system. As used by the authors it describes a system
which is already in existence the world over. The authors mention that ‘In
psychiatry as compared with other medical specialities, a relatively small
contribution towards visible inputs in expenditure on medication, sup-
plies, equipment and investigations’. This attitude to psychiatry describes
the ideology of the 1960s and the practice of the 1980s/1990s.

Looking at the recent years’ progress in research the authors’ view could
be quite provocatively formulated as tomorrow’s ‘Welt von Gestern’. Future
psychiatry must be presumed to be highly specialised and technologised,
with specific treatment and hopefully/possibly/probably with specific pre-
vention of the psychiatric diseases of the brain. The best of what is devel-
oped today for the treatment of social complications to the psychiatric brain
diseases might be useful in the social care system, when the present era’s
model has assumed the character of anachronistic nonsense. But for some
years the present priority to legions of caregivers may still be a reality,
meaning that more resources are spent on staffing.

A model which does not automatically catch new possibilities, as is the
case at the present, is too vague to be applicable in a science-based speciality.
At the most it will be useful in giving an ideological/political-based system a
touch of scientific legitimisation.In its seductive details it will be suitable as
a heuristic method for spreading the present ideology, just as both Adam
Smith’s and Karl Marx’s ‘theories’ in periods have been capable of founding
schools without any of them, by scientific methods, being able to document
their validity.

In other words: the model fits, mainly due to its vagueness, the Danish
system in every detail. It will be suitable for teaching psychiatrists, other
staff, patients, clients, users or whatever the politically proper designation
at any time might be. This was the case when moral psychiatry was predom-
inant, when the asylum model was right, when psycho-pharmacological
treatment was the only proper method, as is the case today when the official
ideology is decentralisation and social psychiatry, and obviously ‘tomor-
row’ when gene technology and neuro-physiology will be the prevailing
ground for psychiatry.

However, if taken as an instrument to catch new hypotheses, to test
these against existing methods and quickly implement them in a balanced
relation to already existing methods, including the political–administra-
tive level and in society in general, the matrix model is, in my opinion, less
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usable. This is documented by the authors’ view of the model as a careful
description of a system that today already in principle is on its way to be ‘yes-
terday’.

17.4 Service components

The most important component of all within psychiatric treatment
is a qualified staff of both academic and non-academic members. A trend in
psychiatry has been to emphasise the psychiatrists’ and other staff groups’
humanistic, empathic, and holistic attitudes. Of course, these are necessary
qualities, but not without a profound professional expertise. The tendency
for staff to work in a cross-disciplinary model in which each person should
be able to function within more areas, is dying out, for instance that the
psychiatrists should master both psychotherapy and psycho-pharmacol-
ogy, have a knowledge of the social legislation, and be a skilled chauffeur
when driving around to the patients’ homes. This role-blurring is a disre-
spectful attitude towards the mentally ill, a tendency that now luckily is
fading away. Cross-disciplinary co-operation must take place in such a way
that top professionals, psychiatrists and staff from other professions, each
make their contribution to an overall solution. In a total treatment service
the specific high technology acute hospital ward is as necessary as the long-
term socially oriented rehabilitation effort, and vice versa.

In a listing of service components it might seem absurd when a list of
basic components includes, for instance, ‘police’ and ‘prison’, necessary
authorities in special and rare cases,but not necessarily the first choice when
good clinical practice in treatment of mental disorders is the goal. As previ-
ously mentioned, in creating models one must ensure that high sensitivity,
i.e. to identify as many of the necessary services as possible, does not cause
low specificity, so that the model fits any organisation. As the authors
mention the basic service components in Table 10.3 one could argue that, if
it was turned upside down,it would describe the fight against criminality in
a certain country, with police and prisons as important components and
self-help and user-groups’ unsupervised housing with administrative pro-
tection, and crisis houses as necessary supplements. The list in Table 10.3 is
very comprehensive, and I will not spontaneously be able to mention
missing components. Nevertheless, in the near future, or in relation to a
non-Western European culture, the model will probably be insufficient.
What is needed in establishing a treatment service is a list of all the possibil-
ities the authors present but also an indication of the minimum that must
be available. Personally, I would not be afraid to take the responsibility for
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establishment of a psychiatric service in a certain Danish county without
presence of, for example,‘voluntary groups’,‘prisons’,‘domiciliary care (e.g.
cleaning)’, as opposed to establishment of a service without the presence of,
for example,‘sheltered workshops’,‘specialised units for specific disorders’,
‘group homes’, and ‘collaboration with primary care (GPs)’.

An important feature in establishing a psychiatric service is availability.
I use the word ‘availability’ as a term instead of the word ‘continuity’ that
often has been misinterpreted as a continuous co-operation between
patient and a staff member. The term continuity is far more broad. It is of
the utmost importance to emphasise that psychiatric patients are also bio-
logical beings. Recent studies have shown that almost 50% of the psychiat-
ric patients have physical disorders, from mild to severe, and many of these
are unrecognised and untreated. Many physical disorders show psychiatric
symptoms and vice versa. Consequently, in a listing of service components
the need for close co-operation with other medical specialities must be
strongly emphasised.

In recent years, advances within neuro-physiological and neuro-biolog-
ical diagnoses and psychopharmacological treatment of the psychiatric dis-
orders of the brain, e.g. schizophrenia, bipolar disorders and others, has
demanded access to specialised technology and qualified expertise within,
for instance, pharmacology, biochemistry, and laboratory facilities. A social
rehabilitation which is not based upon a maximum utilization of the bio-
logical advances within diagnosis and treatment is of no value and vice
versa. Therefore, I must react against a statement as it is mentioned in Table
12.8, that in the community-based model the therapeutic orientation
among the staff is one which ‘may neglect physical diagnoses and treat-
ment’. Any treatment without a background in a science-based diagnosis,
biological, psychological or social, is a problem and must be considered
unqualified and unethical.

17.5 The process of re-forming

The authors elevate seven steps to reform community services:
Establishing the service principles, setting the boundary conditions, assess-
ing population needs, assessing current provision, formulating a strategic
plan for a local system of mental health services, implementing the service
component at the local level, and monitoring and review cycles.These seven
steps are hardly distinguishable from the classical spiral of evaluation, only
more complicated. In the classical spiral the problems are formulated and
based on these and intervention with special reference to changes is made.
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Before, during and after the intervention relevant parameters are moni-
tored, and based on these parameters the result of the change is evaluated.
Subsequently, the problems are reformulated and a possible new interven-
tion can be planned with matching monitoring before, during and after.

The authors’‘seven steps’ are very detailed, however, without considera-
tion for practical conditions. By ‘establishing the service principles’ and
‘setting boundary conditions’ the political factor has not been heard. The
authors mention ‘colleagues sharing common ground’, ‘planning groups’,
‘planners’, ‘planning process’, and in the point concerning boundary condi-
tions they point to two types of boundary of primary concern, the ‘geo-
graphical’ and the ‘functional’. These theoretical based principles are in the
best of all worlds fully sufficient and relevant to formulating problems.
However, in the organisation of psychiatry the word ‘reason’ has a weak
ambience. Psychiatry has been the playground for politics and ideology, as
no other medical sciences and organisations, and professionals occupied
with the reform of psychiatric service must all the time be aware of this
political factor.

I started this section with a remark that the model seems to be a compli-
cation of the classical spiral of evaluation. I should like to illustrate this
complication by, for instance, point 4 ‘assessing current provision’ for
which, after several readings, I still do not understand the meaning. A more
sophisticated theorising of a practical way of presenting the problems is a
necessity from an academic angle. Only by sophisticated analyses is it pos-
sible to expose complicated problems, but we risk that practical clinicians,
planners, and politicians who are responsible for reforms do not have time,
insight, and/or patience to acquaint themselves with the available back-
ground knowledge in the present book before they act, and instead they
resort to easy, seductive slogan-based management models. The authors,
with their model, face such a danger.

In their steps for reforming the services the authors point at a very essen-
tial question, namely where to put the threshold for access to treatment. We
know that between 25 and 30% of the adult population have mental health
problems in any year, and that a maximum of 2–3% of the population
during a year reach specialised treatment. These 2–3% represent too few, as
5–8% of a population at any time suffer from anxiety and/or depression to a
degree that demands treatment. As opposed to this there is no doubt that a
referral of the 25–30% with mental health problems would be mostly inex-
pedient, both because normal psychological reactions would be perceived
as morbid and because from an economic angle it would be disastrous.

To the question of who should be involved in writing the strategic plan,
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the authors list 13 authorities or groups starting with health service manag-
ers and ending with external advisors. If the authors really mean, rather
than just speaking in politically correct terms, that all these authorities are
to be involved,they have most probably secured themselves against the like-
lihood that anything sensible will happen.The creation of a strategy with so
many partners would be such a morass of different interest groups, treat-
ment ideologies, and impotent results of consensus seeking, that a plan
would be unspecified and action-preventing.

If, however, the authors want to obtain guidance from these many
authorities, then this puts a different complexion on it.A small, strong deci-
sion-making group would get access to the necessary information, and in a
phase of planning use this in the best possible way in which to plan services
for the mentally ill. Finally, the authors remind us of the necessity of moni-
toring and assessment, a step that is often forgotten.

In the discussion of the reform process we should remind ourselves of
the many possibilities in such a process. Previously, I hinted that it is my
impression that the authors are inflexible in an either–or attitude to hospi-
tals/asylums. This attitude is illustrated by their comment on two ways to
change an asylum, either the Italian model of ‘closing the front door’ or the
English one of ‘closing the hospital’. In Denmark all the large asylums have
been ‘recycled’. In, for example, the Psychiatric University Hospital in
Aarhus, which originally was a large hospital with approximately 800 beds,
we have after a reduction of the catchment area, gradually changed the hos-
pital to an intensive diagnosis and treatment centre with a few hundred
beds.The hospital now serves three catchment areas with a total population
of 160 000, 125 000, and 125 000, respectively. The beds, declined in number
from 670 in total in 1977 to a total of 330 in 1997, representing 6.0, 7.6, and
6.3 per 10000 inhabitants in the three catchment areas, respectively. They
function as acute closed wards, a few rehabilitation wards, and as ‘district’
wards working in close collaboration with the community mental health
centres (CMHCs) and the community team. A psychogeriatric unit with 30
beds (0.5 per 10000 total population) serves the entire county.

The free capacity is now used for therapy of many types, patient infor-
mation centres, practice rooms, exercise rooms, research units, studios and
rooms for art exhibitions, different patient workshops, and restaurants, all
in a fruitful growing co-operation with the surrounding environments and
their inhabitants.

In the Nordic countries (Munk-Jørgensen et al., 1995), among which the
situation in Denmark has already been described, the most radical decreas-
ing number of beds was seen in Finland, mainly because Finland started
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with many more beds than the other countries.Therefore, Finland has been
in the turmoil of drastic organisational changes. Until a few years ago, the
model was dominated by the psychoanalytic approach, but now a social-
psychiatric model is dominant, focusing on family-centred psychiatry.

Iceland has the highest number of psychiatrists per 1000 inhabitants in
the Nordic countries. The predominant treatment model has been a biolog-
ical and social-psychiatric approach in the public system, whereas the
approach in private psychiatric practice mainly is psychodynamic.

In Norway the treatment models and the organisation of psychiatry are
very similar to what is seen in Denmark. The major difference is in the
approach. In Norway psychodynamic thinking has been in the forefront,
but a more regular social-psychiatric way of organising psychiatry is
gaining ground. Because of the dominating psychoanalytic basis for
Norwegian psychiatry, the biologically based treatment has a relatively
weak position ideologically as well as in research, but this situation is now
changing rapidly.

Sweden, the largest of the Nordic countries, has for many years based its
psychiatry on the biological model. Therefore, Sweden is also very strong in
biological psychiatric research, but during the past 15–20 years psychody-
namic and social-psychiatric treatment models have forged ahead. More
national programmes have aimed at heightening the integration of bio-
psycho-social treatment models. Swedish psychiatry has focused inten-
sively on ethics and human rights in building up modern psychiatry.

In all five Nordic countries the authorities have tested a series of organ-
isational models, trying to integrate primary and secondary health services
and health services with social care. In the same way as the matrix model fits
the present Danish psychiatry it is also applicable to the psychiatric services
in the other Nordic countries.

17.6 The near future of Danish psychiatry

As previously mentioned, Denmark has in the last 10 years passed
through a period during which social psychiatry and decentralisation have
been given a high priority on the grounds that have been emotional, ideo-
logical, political, and economical, and to a very limited extent professional
and scientific. Psychiatry has been the playground for organisational
experiments and psychiatrists and psychiatric staff have hardly been heard
in these developments. No doubt, these developments have been an advan-
tage for many, but there has been a shortage of a qualified scientifically
based evaluation of social psychiatric efforts in Denmark. Only in a few
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centres has such research been done. A thorough non-biased scientific eval-
uation is missing from the social services angle, not only from the medical
scientific side.

On the other hand, a series of negative indicators exists, as men-
tioned before, more homeless mentally ill (Brandt, 1992), increasing sui-
cide rates among mentally ill compared with the general population
(Sundhedsministeriet, 1994), increased criminality among mentally ill
(Kramp & Gabrielsen, 1996), more coercion in the psychiatric departments,
(Sundhedsstyrelsen, 1996) and perhaps most seriously a vehemently
increasing drug and alcohol abuse among psychiatric patients, especially
psychotic patients (Hansen,1997).It is impossible with absolute certainty to
determine whether decentralisation is the reason, as we cannot make causal
conclusions based on aggregated data. However, it is necessary to investi-
gate and prove which groups of patients who benefit from a social psychiat-
ric, decentralised effort, and which types of social psychiatric efforts are
effective, which types of treatment are possible to decentralise, and which
are not. Based on such studies, what can be used must be strengthened and
the ineffective must be consistently eliminated. The romantic, ideological
part of social psychiatry must as fast as possible be abolished and the
resources spent on other purposes.

As regards the present social psychiatric era it is possible to draw a par-
allel to the psychopharmacological era in the 60s and the 70s, and to the
psychotherapeutic era in the 70s and 80s. Firstly, there has been the appear-
ance of these methods, followed by an uncritical widespread and excessive
use of the method, and subsequently a reduction in its use, to include only
that shown to be effective. Consequently, the psycho-pharmacology has
become a unique tool in long-term treatment of psychotics and psychother-
apy is no longer used as one-sided dynamic methods in Denmark. Instead,
cognitive methods have been shown to be applicable in more short-term
courses of treatment, and the psychodynamic methods are used as a basis
for contact and alliance with the patients, as well as in more environmental
therapeutically oriented settings.

It seems to be a paradox that all medical specialities except psychiatry
increasingly centralise their functions, while psychiatry has become depro-
fessionalised and decentralised. However, a gradually increasing specialisa-
tion of functions is also occurring within psychiatry. It is still not quite
acceptable to discuss this process on the organisational or political level, but
the development is impossible to stop and it is a question of time before the
political level, patients and their relatives, will favour the development. A
specialisation and centralisation of the forensic psychiatry is already being

Nordic European countries 241



seen, lithium clinics for prophylactic treatment of bipolar affective disor-
ders are established, as are centres for treatment of eating disorders. Child
psychiatric treatment is specialised and centralised in a few centres in
Denmark,as is forensic psychiatry,and in autumn 1997 the establishment of
special clinics for psychotics with associated drug abuse was discussed.

Thus, a development seems to have been started that is a natural reply to
patients’ and their relatives’ needs and to the science-based development of
the medical profession of psychiatry.Furthermore,in future a development
must be anticipated in which neuro-physiological, neuro-anatomic, and
genetic research increasingly will bring the neuro-specialities, especially
neurology, and psychiatry closer together, and subsequently even an amal-
gamation of psychiatry and neurology in a neuro-psychiatric speciality, as
was the case at the beginning of this century. At the same time hopefully we
can expect that social services will be qualified to handle the social care and
rehabilitation for the mentally disordered, realising that these have needs
different from the average population.

All these possibilities, some of which have already started, may demand
flexibility, visionary reasoning and scientificity both among the profes-
sional groups within psychiatry, the social service, organisers, and politi-
cians.
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18
United States
RICHARD WARNER

18.1 Historical Overview

The end of the institutional era in psychiatry (the transition from
Period 1 to Period 2 proposed by the authors of this book) arrived later in the
USA than in northern Europe. While Britain, Norway and the Netherlands
were experimenting successfully with the therapeutic community, open-
door hospitals, early discharge, and other forms of institutional reform in
the early 1950s, in the USA people with psychosis generally were still locked
away in archaic asylums. Only after the antipsychotic drugs and Medicaid
health insurance for the indigent were introduced in the middle of the
1950s did deinstitutionalisation take off in America, and, even then, it was
primarily effected by transferring people with psychotic illness from hospi-
tal to such ‘community’ facilities as nursing homes and massive boarding
homes where treatment was often inadequate or non-existent (Warner,
1994).

Medicaid is a health insurance programme funded jointly by the federal
and state governments which covers treatment of recipients with mental
illness in the community but not in free-standing psychiatric hospitals.
State hospitals, are entirely supported by the state budget. This arrange-
ment created an unusual fiscal incentive for state governments to transfer
patients out of state hospitals to access federal funding, and promoted
radical deinstitutionalisation policies. The elimination of public psychiat-
ric beds, after the advent of Medicaid, progressed further and faster in the
USA than anywhere else in the world at that time.

Large federal grants in the 1960s established a network of community
mental health centres across the nation, but these, through an excess of zeal
for the emerging concepts of primary prevention in psychiatry, focused on
providing treatment to citizens with less severe levels of psychiatric distur-
bance and largely failed to meet the needs of newly discharged mentally
ill people. Many ex-hospital patients, in consequence, found themselves



numbered among the homeless and jail inmates. Their experience of
psychiatric treatment was often as ‘revolving-door patients’.

The National Alliance for the Mentally Ill — a network of local organisa-
tions of relatives and friends of people with mental illness — was spawned in
the late 1970s in reaction to these problems, and their advocacy had much to
do with subsequent reforms in community care for the mentally ill. The
Community Support Project was a federal effort in the late 1970s to estab-
lish model community treatment programmes for people with serious
mental illness.Changes in federal reimbursement in the 1980s outlawed the
use of nursing homes for most people with functional psychoses and
directed federal dollars to the care of the most seriously disturbed patients
in the community as a matter of priority.

One might date the authors’ Period 3 as beginning in the 1970s when
increasingly complex and effective community support systems developed
under the heightened awareness generated by advocacy groups.This transi-
tion was a little earlier than in Britain, in part because the plight of the seri-
ously mentally ill was more dire in the US and reform was urgently needed.
It is also true that progress in rehabilitation psychiatry in Britain was dealt a
blow by the introduction of the Seebohm Report in the early 1970s. The
report created legislation which transferred much responsibility for the
community support of people with mental illness from health service to
social service agencies, which were ill-equipped to meet the needs of the
new clientele. British community psychiatry, hitherto among the most vig-
orous in the world, stalled at this point and has struggled to recover.

Although one may find examples of good service systems for seriously
ill patients across America, treatment resources are very limited in large
cities where numbers of mentally ill people live in desperately inadequate
surroundings — incarcerated in jails, and living under bridges, in homeless
shelters and in single-room-occupancy hotels (Warner, 1994; Torrey et al.,
1990).

The structure of US medicine has led to a characteristic distribution of
responsibility for services. Since most people with psychotic disorders are
indigent, they receive care from the public agencies — community mental
health centres. When acutely disturbed, some may be treated, under
Medicaid or Medicare health insurance, in general hospital wards, but for
longer-term care they are usually transferred to the state public hospital.
University hospitals are rarely involved in the treatment of the mentally ill
except in the acute phase, and university departments of psychiatry have
few links to public treatment facilities such as state hospitals and commu-
nity mental health centres. As a result, there is little academic involvement
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in the USA in rehabilitation psychiatry, in social factors affecting the course
of illness, or in the study of epidemiological issues which inform the provi-
sion of psychiatric services to a community population.This bias is reflected
in the publications on mental illness in US journals (Morlino et al., 1997).

Through the early decades of the community mental health era commu-
nity agencies were quite de-medicalised; they were seen as primarily social
agencies. Psychiatrists were marginalised and ‘medical model’ was a term of
disparagement. In the authors’ period 3, with the increased focus on long-
term care of the seriously mentally ill, psychiatrists have been integrated
more fully as members of the treatment team. To this day, however, users of
community mental health services are referred to as ‘clients’ rather than
‘patients’. The role of the various mental health disciplines has also been
minimised, and an unusual degree of role-blurring and simplification of
professional roles continues to be the rule. Staff are often hired into generic
‘mental health worker’ jobs, regardless of discipline.A nurse may supervise
a psychologist or vice versa. Some professions, such as occupational thera-
pists and activity therapists, are almost non-existent. Psychologists are few
and they often function much like social workers. Nurses generally have a
distinct role,but sometimes do the same work as other therapists.Staff with
no specific mental health training are not uncommon.

18.2 Geographical levels

18.2.1 National level: socio-political context

The USA is a federation of states each with considerable autonomy.
Consequently, there are marked geographical differences in the provision
of care. The mental illness statute varies considerably from state to state. In
some, the process for obtaining and sustaining an order for involuntary
treatment is so rigorous and complex that many patients go untreated.

The written constitution of the USA sets an overall libertarian tone. In
the late 1970s, case law based on constitutionally guaranteed rights, estab-
lished the principle that, while the presence of mental illness and an immi-
nent risk of dangerousness were grounds for involuntary confinement,
they were not,of themselves,grounds for the involuntary administration of
medication. A further showing, at a special hearing, was ruled necessary to
establish that the mentally ill person lacked competence to take decisions
about his or her psychiatric treatment. This change in the law, originally
heralded by prominent psychiatrists as ‘the profession’s dark hour’ (Ford,
1980), leading inevitably, it was thought, to patients ‘rotting with their

United States 245



rights on’ (Gutheil, 1980), has not had the dire results predicted. Some cases
come to court, but many are settled by a more thorough progress of negotia-
tion between patient and doctor than existed before the change in the law.
The extra legal hurdle means, however, that some patients who might
benefit go untreated.

State autonomy leads to substantial differences in mental health policy
and service structure. In some states, mental health centres are private non-
profit entities, in others, they are city or county agencies, and in yet others
they are state-run.There is an eight-fold difference between the most gener-
ous and most miserly states in per capita spending on mental health services
(Torrey et al., 1990).

Geography and demographics play a role in service delivery. Rural and
thinly populated states like Idaho, Mississippi, and Arizona have few
psychologists or psychiatrists per capita; mentally ill residents may travel
for hours and, even then, receive services from non-specialists. Small,
compact states like Vermont, New Hampshire, and Rhode Island, have
highly rated mental health systems,while large,thinly populated states like
Texas, Wyoming and Montana have poorly developed systems of care
(Torrey et al., 1990)

Economic factors
While the introduction of governmental health insurance shaped

service development by promoting a radical, uncoordinated shift to ‘com-
munity care’ in the 1950s and ’60s, the competitive market in health care has
also had a major impact on service development.The unrestricted growth of
the health care market to 14% of the nation’s gross domestic product forced
a reaction. In the 1980s, manufacturing industries became concerned that
the high cost of health insurance premiums, provided as a fringe benefit to
workers, was pricing American goods out of the global market. Similarly,
government has become concerned at the uncontrolled growth in the cost
of the federal Medicaid and Medicare programmes resulting from skyrock-
eting payments to private providers.

The free market in health care, lack of cost controls under private and
public insurance, and imprecision in the diagnosis of psychiatric condi-
tions allowed an explosion in the provision of in-patient psychiatric care in
private for-profit psychiatric hospitals in the 1980s.The treatment of multi-
ple personality disorder, for example, almost entirely an American epi-
demic, was big business for chains of for-profit hospitals across the country.
Another common diagnosis at such for-profit hospitals was post-traumatic
stress disorder, sometimes for supposed abuse by such bizarre practices as
satanic ritual abuse. Child and adolescent hospital care also ballooned at
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this time. Medicaid pays for inpatient treatment of children and adoles-
cents (but not adults) at free-standing psychiatric hospitals. Seizing this
market opportunity, private hospitals advertised in local newspapers for
concerned parents to bring their offspring in for psychiatric evaluation;
many were hospitalised, some diagnosed with bipolar disorder for symp-
toms which, a few years earlier, would have been considered to represent
disorders of attention or conduct.

Pressures such as these led to the development of managed-care
mechanisms to define appropriate treatment and to control costs. These
mechanisms have promoted the development of health maintenance
organisations (HMOs) and other managed-care entities, and have also led to
the development of capitated funding mechanisms for government insu-
rance programmes, like Medicaid.

Managed care has drastically changed the face of USA psychiatry. Many
for-profit hospitals have gone out of business. Many private office-based
practitioners have been forced to change their styles of practice and contract
with managed-care companies to provide short-term focused therapy.
Young professionals often choose salaried work with public agencies or
HMOs over the uncertainties of private practice. As a result, staffing and
quality of care at public agencies have improved. Community mental
health centres, traditionally required to exercise cost control due to the lim-
itations of public funding, have found themselves on the cutting edge of
managed care. Many public agencies have been able to market their services
to managed-care companies, based on superior cost-efficiency, and contract
to provide in-patient, out-patient or emergency services for local subscrib-
ers. Others have amalgamated to form their own managed-care entities.

Staffing and training
Despite the present-day prominence of community-based public

agencies, academic training programmes for work in these settings con-
tinue to be inadequate. The gulf between academic and community set-
tings is diminishing, but slowly. The best community agencies provide
their own training for new staff and students.In the recent past,training for
psychiatrists in the USA was directed towards office-based psychotherapy.
In the 1970s, for example, 80 percent of psychiatric residents in the USA
underwent personal psychoanalysis as part of their training. Contact with
seriously mentally ill people was primarily in the acute in-patient setting,
and, as a discipline, psychiatrists had a poor understanding of rehabilita-
tion or social interventions. Community-based training for psychiatrists
has increased in recent years and contemporary graduates can work effec-
tively in public settings.
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Doctoral level psychologists are still not extensively employed in com-
munity psychiatry, and their training is not much spent in community set-
tings or with long-term mentally ill clients. As a result, psychological
testing and treatments which are usually the domain of psychologists, such
as cognitive and interpersonal therapy, are under-used in the USA, espe-
cially in the management of the adult mentally ill.

18.2.2 Local level

The private marketplace in health care has created a certain amount
of fragmentation of services at the local level. In some states, subcontract-
ing of programme elements to small providers by state or local funding
agencies is quite common. One agency may provide residential services for
the seriously mentally ill; another will offer emergency evaluation; another,
in-patient care; another, intensive case management; and yet another, a
psycho-social clubhouse with a continuous supported employment pro-
gramme. Consequently, continuity of care can be a problem. Ensuring that
subcontractors meet their obligations to the service system and maintain
smooth working relationships with other providers requires a good deal of
administrative commitment and expense.

On the other hand, where the care provider is relatively independent of
government, considerable efficiencies can result. Independent non-profit
treatment agencies can respond rapidly to changing circumstances and use
available funding sources to create programmes which meet community
and individual needs. Independent agencies do not have to adhere to
government job categories and pay scales, and they are rarely unionised.
Each agency will determine its own pay rates, raises and benefits based on
local market conditions.

Colorado is an example of a state which avoids the pitfalls of excessive
subcontracting and maximises the entrepreneurial advantages of indepen-
dence.The state is divided into catchment areas by county or region, and the
community mental health centre for each area is a private non-profit agency
which provides all or most of the publicly funded care without subcontract-
ing to other entities except for in-patient care. When the federal govern-
ment recently issued waivers allowing states to create capitated funding
schemes under Medicaid, these Colorado agencies were able to respond
rapidly, submitting proposals to transform the treatment system in the
space of a few months; some agencies subsequently generated increases in
efficiency which allowed savings to be rechanelled for the care of medically
indigent clients.

On the negative side, these community agencies have largely based their
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programme decisions on funding opportunities rather than socio-demo-
graphic indicators. When psychiatric services to the elderly increase, for
example, it is more likely to be due to success in billing Medicare (the
government health insurance plan for elderly Americans) than to using
demographic and public health data to identify clinical needs in that popu-
lation. An interest in social indicators is developing, however. As agencies
come to recognise that their continued operation may require them to
compete with large for-profit entities for their operational contracts, they
have become increasingly interested in service assessment, not only in such
domains as service accessibility, consumer satisfaction, clinical change and
quality of life, but also in social indicators like out-of-home placement of
children and adolescents.

In many parts of Colorado, the community mental health agencies have
good links to other agencies or services, but in other areas such collabora-
tion may be tentative or non-existent. All have a continuity-of-care liaison
to the state psychiatric hospital, most have good working relationships
with consumer advocates (such as the local Alliance for the Mentally Ill),
many have well-organised services to the county jail or to homeless shelters,
and some have programmes in the district schools. The trend is towards
even more ‘horizontal integration’ and one may find multi-agency pro-
grammes which effectively combine mental health, public health and social
service resources to combat child abuse and neglect in high-risk families
(Huxley & Warner, 1993), to reduce out-of-home placement of adolescents
and children in foster homes or correctional facilities, or to provide coordi-
nated services to substance abusers.

One of the areas of weakest collaboration is between the general health
sector and public mental health. Primary health care is under-developed in
the U.S., and most referrals to public psychiatric agencies come, not from
family doctors or other physicians, but through self-referral, the police,
private therapists or emergency-room staff. A community physician may
suggest that his or her patient ‘go to the mental health centre,’ but com-
munication between physicians and public psychiatrists is rare. This rela-
tionship reflects the perceived status of mental health centres as social
agencies rather than health agencies.

18.2.3 Individual level

Only about 10 to 20 per cent of people with serious mental illness in
the US are employed (Anthony et al., 1988). By way of contrast, 60 per cent of
a sample of people with schizophrenia in Bologna were found to be
employed (Warner et al., 1998). One reason for the low US employment rate
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of the mentally ill is the work disincentive created by public entitlement
programmes. Patients who work part-time gain only a slight increase in
their real income, because the increase in their earned income is accompa-
nied by a loss of disability pensions, rent subsidies and other supports. To
overcome this disincentive, most patients require a higher wage than they
can actually command in the marketplace (Polak & Warner, 1996).These dis-
incentives to work are less severe in Italy but worse in countries such as
Britain and New Zealand.

18.3 The temporal dimension

18.3.1 Input

The visible inputs in mental health services across the USA are
widely variable. We have referred above to the eight-fold difference in per
capita funding between states which invest well or poorly in mental health
services. In practice, this leads to huge differences in staffing for essentially
similar types of service. In Boulder, Colorado, for example, the caseload for
a case manager on an intensive treatment team (treating outpatients with
unstable psychosis) is around 12 to 15 patients; on a standard outpatient
team therapists are responsible for about 35 to 40 clients. In Dallas, Texas,
by way of contrast, a therapist on an out-patient team can have a caseload of
300 clients. Under such circumstances the treatment provided is very
limited.

The largest category of staff in community mental health is master’s
degree social workers,though many staff have a bachelor’s degree or a lower
level of academic training. Due to role-blurring, most patients will never
know the discipline or training of their therapist, and there may be a mod-
erate degree of institutional resistance to revealing this information.It will,
however, be clear who is their treating psychiatrist, if they see one. Psychia-
trists are relatively few — about one for every 250 clients in a well-staffed
agency — and they are used selectively for second-level evaluation of clients,
formulating treatment plans, prescribing medication, and training staff.

The invisible inputs in US mental health can be powerful. For example,
the libertarian culture and liberal mental illness statutes make it more diffi-
cult to treat seriously mentally ill people who are resistant to treatment.
Within the month prior to writing this chapter there were two national
news stories which illustrate this point. In one, an elderly woman with par-
anoid delusions who held the police at bay with a shotgun when they
arrived to take her in for hospital treatment received considerable commu-
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nity support for her resistance to ‘government intrusion’ during a stand-off
which lasted several days. In another story, a young woman who was
brought to a hospital emergency room, naked and illogical, was released
‘against medical advice’ because her friends in the Church of Scientology
objected on principle to psychiatric treatment. She died within a few days
from complications of dehydration. Although the state mental illness
statute would have allowed involuntary treatment in such a case, the cult-
ural bias led to her release.

Another invisible factor influencing mental health services is the indi-
vidualism of US culture. American consumers expect complete informa-
tion about their medical and psychiatric treatment and do not lightly accept
the authority of physicians or other treatment staff. European practice, by
comparison, is more paternalistic. Paternalism may have advantages, espe-
cially when someone with an acute psychotic illness could benefit from
treatment but refuses it, but it carries certain negative consequences. It may
limit the patient’s sense of competence, reinforcing a stereotype of disabil-
ity and leading to reduced functioning. On the other hand, US mental
health procedures for involuntary treatment are more legalistic and litig-
ious and disrupt long-term therapeutic relationships.

The violence and the availability of firearms in American society is
another input shaping mental health services. Visitors from abroad
comment on the lack of mobility of American emergency psychiatric ser-
vices. Most acutely disturbed patients are brought in for evaluation by the
police or family members. Evaluations outside the agency are likely to be
done at another institution — for example, a jail or emergency room.
Emergency staff rarely venture into people’s homes to do an evaluation,and
if they do, it is likely to be with a police escort. Attempts to change this
pattern of practice are met with stiff resistance from staff who fear being
confronted by armed and aggressive people.

Direct family support is a crucial input which is absent for many
American patients. In Boulder, Colorado, only 13% of people with schizo-
phrenia live with a family; in Bologna, Emilia Romagna, 70% of a similar
patient population are living with family (Warner et al., 1998). This differ-
ence reflects a larger cultural variation. In Bologna, adult offspring are
much more likely to live with their family of origin than in Boulder. Nearly
60% of single Bolognese men in their early thirties still live at home
(Barbagli & Pisati 1995); in Boulder, the equivalent figure is around 3 per
cent (Miller & Caldwell 1995). The value placed on staying close to family
runs deep in Italy. As one Italian sociologist remarked, ‘If in the States a
young person doesn’t want to leave home, everyone wonders what is wrong
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with the person. Here (in Italy), if a young person wants to leave home,
everyone wonders what is wrong with the family’ (Bohlen, 1996).

18.3.2 Process

Compared to a country such as Italy there is little emphasis in the
USA on patient rehabilitation in the treatment process. Most efforts are
expended in establishing financial support, housing, practical daily
support and adequately monitored psychiatric treatment. The absence of
direct family support may force this role upon the treatment system. For
those living at home, families meet many needs like accommodation, food,
house-cleaning, and budgeting. Consequently, service systems in Italy do
not have to invest as many resources in meeting basic needs as in the USA,
making it easier for Italian services to develop home-based counselling and
comprehensive employment opportunities (Warner et al., 1998).

An important recent change in the process of delivery of public psychi-
atric services in the USA has been the development of pilot projects for capi-
tated funding under Medicaid health insurance — a large component of the
funding for the treatment of serious mental illness. According to a recent
Bazelon Center (1996) report, 43 states had, at report time, obtained waivers
of federal Medicaid rules to allow capitated funding on a pilot basis. Under
this mechanism, instead of billing for every service provided, agencies
receive a predetermined amount for each Medicaid recipient in the catch-
ment area.

Capitated funding creates incentives for agencies to develop cost-
efficient treatment approaches for Medicaid recipients (Yank et al., 1992)
and allows savings to be used for other purposes, clients and programmes.
Proponents argue that it makes possible treatment methods which were not
funded under the previous fee-for-service mechanism (Warner, 1989), and
that it promotes more client-centred, flexible, timely and community-
based treatment (Godshalx, 1996). Critics are concerned that the new finan-
cial incentives could lead to reduced service quality and worse outcome for
seriously disturbed clients (Lehman, 1987; McFarland, 1994).

There is little research available on the outcome of the pilot efforts. A
small study in Washington, DC (Harris & Bergman, 1988) indicated reduced
hospitalisation but no decrease in service utilisation. Studies in New York
andCaliforniademonstratedreducedhospitaluseandlowertreatmentcosts
butnodifferenceinfunctioningorsymptomatology(Coleetal.,1994;Reed et
al., 1994; Chandler et al., 1996). More recently, a study in Boulder, Colorado,
reported lower psychopathology and hospitalisation and improved quality
of life (in the domains of work, finances and social relations) for people with
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schizophrenia,withnoincreaseintheamountof outpatienttreatment,sug-
gestingimprovedcost-efficacy(Warner&Huxley,1998).

18.3.3 Outcome

There is no agreement at a national level on indicators of outcome
for mental health services. The one effort at a nationwide assessment of
mental health services, Fuller Torrey et al.’s (1990) rating of state pro-
grammes, used only input and process measures. Some states are making
efforts to develop co-ordinated state-wide measures. A recent shortlist of
proposed assessment measures for the Colorado mental health system com-
prises one input measure (consumer participation in governance), eight
process measures and nine outcome variables. The outcome measures
include patient housing and employment status, hospital readmission
rates,patient functioning level and mental health problem scores.There are
many problems with the reliability of therapist-rated measures of patient
functioning and pathology which need to be addressed before the assess-
ment package can be used for programme comparisons.

Service satisfaction and quality of life instruments such as those devel-
oped by Lehman (1983) and Oliver et al. (1996) are gaining prominence. In
using these measures, however, a question hangs over the value of subjec-
tive reporting. Quality of life studies often find that subjective satisfaction
bears little relation to objective life circumstances (Skantze et al., 1992).
Satisfaction tends to be high regardless of the population (Barry & Crosby,
1996) and is disappointing in detecting differences between patients in dif-
ferent or changing circumstances (Warner et al., 1998). The same event may
result in opposite evaluations from the same person, depending on the
person’s emotional state (Schwarz et al., 1994), and interventions that
produce objective improvements may lead to a decrease in life satisfaction as
patients become aware of how their lives might be better (Lehman, 1996). In
Colorado, this concern has led to an emphasis on more objective measures;
of the shortlist of 19 proposed state-wide measures only three are subjective
satisfaction ratings.

18.4 Service components

The most significant differences in service components in the USA in
comparison to other developed countries are:

• crisis intervention teams are less mobile;
• public hospital beds are very few; in Colorado there are six adult public

psychiatric beds per 100 000 population;

United States 253



• assertive outreach case-management teams are the primary model for
achieving low hospital utilisation;

• the psychosocial clubhouse model has been widely adopted and pro-
vides much of the vocational rehabilitation;

• day treatment centres are rare and are considered somewhat institu-
tional and not sufficiently goal-specific;

• carer support is better developed than in years past, but family psycho-
educational intervention has not caught on;

• cognitive therapy is not widely utilised;
• liaison to primary medical practitioners is virtually unknown;
• physical and dental care for the seriously mentally ill is sorely deficient;
• user advocacy groups are prominent and generally respected; primary

and secondary consumers are often involved in service governance (as
board members) and sometimes in service provision (as staff);

• comprehensive services for children and adolescents are widely avail-
able.

18.5 Reforming services

How can the authors’ matrix model be applied to the analysis of
service reform? A specific example, the use of crisis homes, helps illustrate
the applicability of the model.

Under the crisis home model, acutely disturbed adults are placed in
short-term foster-family homes and treated by a mobile psychiatric team.
The first programme of this type was developed by Paul Polak and his col-
leagues (1995) at Southwest Denver Mental Health Center in Colorado,
during the 1970s, where it decreased the annual use of hospital beds to 1
per 100 000 population. Similar systems are now in operation at Dane
County Mental Health Center in Madison, Wisconsin and, on a smaller
scale, in Boulder, Colorado. These programmes provide care to a variety of
people in crisis, most of whom would otherwise have spent time in hospi-
tal. Many of these clients suffer from acute psychotic illness and some are
actively suicidal. Violence and safety are almost never a problem, in part
because of careful selection of appropriate clients and in part because
clients feel pleased to be invited into another person’s home and try to
behave with the courtesy of house guests. For this reason, people with dif-
ficult personality disorders behave better in a crisis home than they would
in a hospital ward.

Using the matrix model to analyse the viability and success of such a
model in a new locale, we would consider the following factors:
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A: Input level
1: Country/regional level

• The programme can be cost-effective if hospital expenses are diverted
into it as hospital use decreases (as under Medicaid capitation or other
systems where ‘the dollar follows the patient’).

• The programme will be heavily utilised and affordable if few hospital
beds are available in the region.

• It is easier to launch an innovative programme of this type if the spon-
soring agency is sufficiently independent to avoid external adminis-
trative interference.

2: Local level
• The programme requires that there be enough households available

with an empty spare bedroom (a factor which prevented success of the
programme in Blacktown, New South Wales).

• The programme is particularly valuable in rural areas where the hospi-
tal is far removed, and the crisis home is closer to the patient’s own
community.

• The community should be liberal and accepting, so that neighbours’
concerns do not prevent host family enrolment.

• Staff should be flexible and training programmes adequate.
3: Patient level

• The programme presupposes that the patient’s own family is not
readily available (making the programme acceptable in Boulder,
Colorado, but out of place in Bologna, Italy).

• Patients and their relatives must be able to tolerate the idea of family
care instead of hospital care (making the programme less suitable for
first episodes of illness).

B: Process level
1: Country/regional level

• The programme should be acceptable to the regional health authority
and consumer groups.

2: Local level
• The programme requires a co-ordinator to ensure smooth working

relationships between the crisis/admission team and the mobile team
which will treat the patient.

• The programme co-ordinator must be available to provide immediate
support and consultation to host families.

• One process measure is the numbers of users placed in crisis homes.
3: Patient level

• Process measures include patient, family and staff acceptance of the
programme and length of patient stay in the crisis home.
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C: Outcome Level
1: Country/regional level

• The programme should be actively promoted as a model by the
regional health authority and consumer groups.

2: Local level
• Measures of success include frequent utilisation, a high retention rate

of host families in the programme, good cost-efficiency compared to
other forms of in-patient care, and reduced levels of hospital use.

3: Patient level
• Outcome measures include clinical change and patient and family

satisfaction (in comparison to prior hospital admissions), readmission
rates, and incidents of violence, suicide attempts or other problems.

The matrix model provides a framework for programme developers to set
out the preconditions and assessment measures for a novel project in a com-
prehensive way so that its viability in a new setting can be more fully deter-
mined. The model allows us to see, for example, that the crisis-home model is
unlikely to be viable in:

• highly bureaucratised and centralised service systems;
• systems which are rich in in-patient beds or where treatment funds do

not ‘follow the patient.’
• working class areas where there are few households with spare bed-

rooms;
• cultures where most mentally ill people live with their own families.

18.6 Future concerns

A looming issue for the USA health system is attaining cost-
efficiency. Various forms of managed care have clearly come to stay. A
concern in public mental health is the extent to which for-profit managed-
care entities are moving into the potentially profitable area of Medicaid cap-
itation and converting clinical resources into shareholder profit in return
for setting up cost-control mechanisms. If public mental health agencies
are to avoid corporate take-overs they need to develop (1) their own cost- and
utilisation-control mechanisms, and (2) outcome measurement systems for
demonstrating cost-efficiency when they compete for contracts to serve
their communities. In the new competitive environment consumers and
fundholders will be studying whether managed care leads to reduced choice
and outcomes or improved programming as the system abandons the
restrictions of fee-for-service regulations.

If patient outcomes are to improve, the USA should continue to develop
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successful rehabilitation models. Vocational rehabilitation efforts are ham-
pered by work disincentives inherent in the USA disability pension
schemes (Supplemental Security Income and Social Security Disability
Income). The income restrictions of these programmes need to be changed
if employment rates of people with disability are to improve, and with US
unemployment rates at their lowest since the 1970s, this is a good time to
address the issue. As university departments of psychiatry increasingly rec-
ognise that the main focus of activity of psychiatric care is in the commu-
nity they should attempt to revive academic interest in rehabilitation
technology.

Certain intervention models have not gained prominence in the USA;
these include family intervention and cognitive therapy. The failure to dis-
seminate family intervention is understandable, since, in most areas, few
Americans with mental illness continue to live with their families. In those
subcultures where families are more involved in ongoing care of their men-
tally ill relatives, there would be a benefit to intensified training on this
approach. Cognitive therapy could be more broadly used throughout the
system, but the health system itself must promote the treatment model.
Unlike drug treatment, which is intensively marketed both by the industry
and by the research in professional publications, social models of interven-
tion have few advocates.

To improve the care of the mentally ill in the USA, it will be important to
rectify the acute shortage of resources in the large cities. Rootless people
with mental illness tend to drift into city centres where resources are inade-
quate to meet their needs and psychiatric caseloads are often very high. It is
here that the deficiencies in care are most apparent — large numbers of
homeless people with mental illness roam the streets behaving strangely
and dying of exposure in back alleys.There are few studies of morbidity and
mortality among the mentally ill in the USA, in part because there is not a
strong constituency representing the interests of the homeless mentally ill.
Treatment agencies do not wish to attract attention to their service inade-
quacies,nor are they keen to develop outreach programmes that will further
increase caseloads. Consumer advocacy groups such as the Alliance for the
Mentally Ill have promoted improvements in service and research, correc-
tional agencies complain about the increase in the numbers of mentally ill
people in jail and prison, city mayors struggle with the problem of mentally
ill people in shelters for the homeless,but no group has succeeded in placing
the plight of the untreated, homeless and incarcerated mentally ill high on
the nation’s political agenda.
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part vi A working synthesis





19
The matrix model as a pragmatic guide to
improve services

19.1 The purpose of the matrix model

In describing the matrix model in this book we have four aims: (i) to
provide a framework which simplifies the description of mental health ser-
vices, (ii) to offer a way to order complex events, which can happen at differ-
ent times, as well as concurrently, (iii) to assist understanding of these events,
and (iv) to help to identify service deficits and to prioritise actions for service
improvement.

First, we have attempted to simplify a description of the structure and
functions of mental health services, because their complexity often pre-
vents comparative assessments, and may mean that those involved in pro-
viding or receiving services do not have a shared terminology with which to
communicate. We are aware that simplicity, while it encourages the initial
appeal of the model, is bought at the expense of specificity. On the other
hand, this question of balance is one that needs to be answered in any theo-
retical model that seeks to represent complex reality.

Second, with the matrix model we have sought to bring order by choosing
time and space as the classical Cartesian axes for our two-dimensional
model. We have selected these dimensions because, in our view, they are
largely independent and because their interactions offer the richest array of
domains useful to reflect the astonishing degree of variability in actual
mental health services.

This model is therefore intended as an integrative tool.This is especially
fit for its purpose within mental health services as they are characterised by
several processes that tend to produce disintegration. The variety of agen-
cies and organisations involved will often produce fission not fusion. The
relative historical financial neglect of mental health services in many areas,
compared with physical health services, has encouraged their decay. The
competing ideological accounts of mental illness can lead to disunity in
service provision. The sometimes conflicting imperatives of psychiatrists,



and their colleagues, both to treat individual patients and to reassure the
public as a whole, can fragment their identity and lead to contradictory
actions. In addition, the nature of the work, involving direct contact with
the apparent chaos of madness, and the deep demoralisation of depression,
can be forces to oppose coherence among working clinicians. In this
context, we see the matrix model as one method to increase coherence.

Third, we describe the matrix model in this book as an aid to understand-
ing how mental health services operate. It seeks to explain events of clinical
relevance in terms of their location in time and space, that is the ‘where’ and
‘when’, which may help our understanding of the ‘how’ and ‘why’!

Fourth, we have entitled this book ‘a pragmatic guide’ since we want to
stress the need to proceed from diagnosis, to prioritising actions, to interven-
tion. Our aim is that this model will assist clinicians and non-clinicians
(including planners, administrators and the recipients of services) to use a
fuller understanding of their local services as a basis for action. The actions
necessary in each local area will be quite specific to local circumstances, and
will depend upon an evaluation of the current status of services. One of the
issues likely to require action in many areas is to ensure that quality stan-
dards, equivalent to those used for physical health services, are applied to
mental health services. Surprisingly the need to insist upon higher stan-
dards is required even in countries which spend relatively heavily upon
health services as a whole, where the quality of mental health care, both in
hospital and in community facilities, is sometimes unacceptable and often
lower than in any other field of health care.

19.2 The applicability of the matrix model

An evaluation of the applicability of this model can be undertaken
in several stages.As a first step we have subjected it to initial ‘field-testing’ at
the country / regional (or multi-regional) level, using a largely theoretical
approach, by asking five colleagues in different parts of the world to
comment upon how far the model applies to their situation. In doing this
we have asked them to adopt a critical stance. We value their expert assess-
ments, although we do not necessarily agree with all the points they have
made. In particular we disagree with many of the opinions expressed in the
chapter on Nordic European countries, especially (i) with the view that
the negative factors associated with large mental hospitals in most of the
Western world are, or soon will be, history. In our opinion many such
asylums continue to induce institutionalisation. (ii) With the low weight
attached to the scientific evidence for some types of decentralised services,
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and (iii) with the expectation that technological advances will make com-
munity-orientated services decreasingly relevant in the foreseeable future.
Nevertheless, the points of view expressed in these five chapters represent
the range of current opinion, and indicate that among psychiatrists differ-
ent visions of the future exist.

The next stages of this evaluation process will consist of the application
of the matrix model to a variety of sites at the local and the patient levels.
Judgement on its relevance will then be made both in terms of its usefulness
for understanding unsatisfactory services, and for improving them.

At the initial assessment stage, several common themes have emerged in
these five preceding chapters. In economically developed countries all
around the world: (i) There is an increasing focus upon the need to apply the
principles and methods of evidence-based medicine to mental health.
Relating research to practice is an issue of considerable challenge. To reach
this goal some degree of mutual understanding between four different cul-
tures is necessary: the scientific research world; those who abstract and
review the primary research literature; staff who produce local treatment
guidelines and protocols; and clinical practitioners themselves. Each
culture has its own different priorities and taken for granted assumptions.
As yet we know far more about the effectiveness of patient treatment inter-
ventions than about effectiveness in the dissemination of these research
findings (Dawson, 1997). (ii) The question of how far reductions in psychiat-
ric bed numbers should proceed is becoming more and more pertinent, and
suggests that many developed countries have already reduced to, or even
beyond, a reasonable level of in-patient provision. (iii) The pressures for
cost-containment are ubiquitous and will continue to bear down on average
length of stay for admissions, and upon interventions which have not been
justified by scientific evidence. (iv) Services for younger, long-term and
severely disabled patients are in many sites seen to be inadequate, especially
for psychotic patients with concurrent substance abuse. (v) The boundary
and inter-relationships between health and social services is a recurrent line
of friction, and is rarely resolved satisfactorily. (vi) An ever-present paradox
for specialist mental health services in many areas is that they have the
capacity to assist about 2% of the population, while ten times that number
suffer from mental health problems each year,so which ten per cent of those
suffering should be treated by the specialists? Who should assess and some-
times treat the remaining 90%? Any answer to this central question requires
close collaboration with other services, and in particular an effective inter-
face with primary care (Goldberg & Gournay, 1997). If the matrix model is to
prove useful, it will do so by providing a common conceptual framework
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and terminology for tackling such widespread and important challenges to
mental health services.

19.3 Mental health services in future

Predictions age quickly. Even so, we expect that many economically
developed countries will face a similar set of questions in the near future.
The role of mental health services needs to be seen here in the wider context
of all health services, for in some ways the former have prefigured develop-
ments in the latter, and will probably continue to do so. The importance of
patient and carer involvement is already better developed in many mental
health services than elsewhere. The recognition of the wider range of social
needs of those with severe illnesses has long been recognised by mental
health professionals, and may be applied more closely in future to other
chronic disease management programmes.Similarly, the trend to move services
away from expensive hospital sites, except for acute treatment episodes, is
already well developed in mental health and learning disabilities, and it is
now developing in other disciplines managing long-term disorders.

But there is also a countervailing tendency, towards the location of
highly specialised diagnostic and treatment techniques in centralised refer-
ral centres. This is likely to lead to an increasing polarisation between the
proliferation of community services, and a fewer number of more expen-
sive acute beds in large supra-regional specialist treatment centres. The
functions carried out there will only be those which need treatment in hospi-
tal, and all other health services will be delivered by primary care or decen-
tralised secondary care staff, as is the case at present in many types of mental
health service.

In terms of research, the most pertinent questions in relation to mental
health services will be of two types: which are the main active ingredients of
effective treatments, and, in terms of substitution, how far can such effective
treatments be used either in-hospital to make episodes of in-patient care
shorter, or in community settings? This implies that the stage of ‘naive com-
munity mental health’, in which it was possible to argue that community
services would replace all hospital services, is now past, and that in the
newly emerging paradigm we shall recognise the value of facilities both at
hospital and at community sites, as part of a well-integrated mental health
system of care.The longer-term future is almost impossible to predict,so we
shall not!
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Accessibility A service characteristic,
experienced by users and their carers, which
enables them to receive care where and when
it is needed.
Accountability The complex, dynamic
relationships between mental health
services and patients, their families and the
wider public.
Admission rates for patients in contact
with the services In-patients prevalence
divided by total treated prevalence,
expressed as a percentage.
Annual treated incidence Total number of
patients who had a first-ever contact with a
psychiatric service during the specified year.
Annual treated prevalence Total number
of patients who had a contact with psychiat-
ric services during the specified year.
Autonomy A patient characteristic consist-
ing of the ability to make independent
decisions and choices, despite the presence
of symptoms or disabilities.
Basic Service Profile (BSP) The basic
services necessary for any system of mental
health care.
Case registers Health information systems
of a geographically defined area that record
contacts between patients and designated
services.
Community-based mental health service
A service which provides a full range of
effective mental health care to a defined
population, and which is dedicated to treat-
ing and helping people with mental disor-
ders, in proportion to their suffering or
distress, in collaboration with other local
agencies.
Comprehensiveness A service characteris-
tic, comprising how far a service extends
across the range of mental illness severity
and patient characteristics (horizontal

comprehensiveness), and the availability of
the basic components of care and their use
by prioritised patient groups (vertical com-
prehensiveness).
Continuity The ability of services to offer
an uninterrupted series of contacts over
time (longitudinal continuity) and between
service providers (cross-sectional continu-
ity).
Co-ordination A service characteristic,
manifested by coherent treatment plans for
individual patients.
Country/regional level The level with a
shared government, which passes mental
health laws, sets overall policy and
minimum clinical standards, and organises
professional training.
DALY Disability-Adjusted Life Years, the
sum of years of life lost because of
premature mortality plus the years of life
lived with disability, adjusted for the sever-
ity of disability.
Effectiveness The proven, intended
benefits of treatments (at the patient level)
or services (at the local level) provided in real
life situations.
Efficiency A service characteristic, which
minimises the inputs needed to achieve a
given level of outcomes, or which maximises
the outcomes for a given level of inputs.
Equity The fair distribution of resources.
First ever admissions Total number of
first-ever hospital psychiatric admissions in
the specified year.
Geographical dimension A dimension of
the Matrix model, comprising
country/regional, local and patient levels.
In-patient prevalence Total number of
patients who spent at least one day in
hospital in the specified year.
Input phase The resources which are put
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into mental health care, comprising visible
(e.g. budget, staff, facilities) and invisible
(e.g. skills of staff, organisational arrange-
ments) inputs.
Local level The catchment area for which an
integrated system of care for general adult
mental health can be provided.
Matrix model A conceptual model (com-
prising geographical and temporal dimen-
sions) to help formulate service aims and the
steps necessary for their implementation.
Outcome phase Changes in the health
status of patients (either individually or
aggregated), comprising measures before
and after a clinical intervention.
Patient level The therapeutic domain,
which includes interventions for patients
(individually or in groups), families or
carers.
Planning A linked series of actions
designed to achieve a particular goal, and
which requires the completion of increas-
ingly specific tasks within a given timescale.
Primary prevention Measures which stop
the genesis or expression of the disorder.
Primary service goals Interventions
intended to give treatment, care and
assistance to patients.
Process phase Those activities which take
place to deliver mental health services, the
vehicle for the delivery of health care.
Public health approach An approach to
applying research findings to improve the
health of populations and to allocate
resources appropriately.
Randomised controlled trial (RCT) A

study in which patients are randomly
allocated to intervention or control groups,
and then followed up to determine the effect
of the intervention.
Readmissions Total number of hospital
psychiatric readmissions in the specified
year.
Reliability The extent to which an
instrument is consistent and minimises
random error.
Secondary prevention Early detection
of cases, where early treatment can
significantly improve the course and
outcome of the disorder.
Secondary service goals Measures which
are addressed to the needs of staff.
Segmental approach An approach to
categorising service components, in which
each facility or programme is viewed as a
separate entity.
System approach An approach to
categorising service components, in which
each facility or programme is viewed as part
of a wider system of care, with inter-
relationships explicitly considered.
Temporal dimension A dimension of the
matrix model, comprising input, process
and outcome levels.
Tertiary prevention Measures designed to
reduce disabilities which are due to the
disorder.
Total admissions Total number of hospital
psychiatric admissions with a date of admis-
sion in the specified year.
Validity The extent to which an instrument
measures what it is intended to measure.
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