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When the number of psychiatric f a c i l i t i e s  i n  a country is  limited, 

few people w i l l  f ee l  inclined t o  assess the exact need i n  the population 

fo r  such services. The responsible authorities w i l l  assume that the 

need exists ,  and they w i l l  s t a r t  t o  build institutions while being guided 

by the available funds and by other pr ior i t ies  i n  the f i e ld  of health. 

This is the way in which western society mst have developed i ts  mental 

health services. It certainly explains the great variety i n  the numbers 

of psychiatric beds per 1000 of the population, and in the types of care 

which are  'available in the European region (1). There is l i t t l e  evidence 

of any attempt at plannlng the mental health services on the basis of an 

assessment of the needs of the population. 

In t h i s  paper we w i l l  try t o  describe some of the problems of such an 

assessment. The most important question w i l l  be whether it is a t  a l l  

possible t o  assess the need for psychiatric care, ei ther  with regard t o  its 

quantitative or its qualitative aspects. In other words, is 3% possible 

not only t o  know the required numbers of personnel, beds and other f ac i l i t i e s  

per 1000 of the population a t  r i sk ,  but also what type of service is t o  be 

preferred i n  a speoified situation? 
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When assessing the needs we generally take, or hope to take, our clues 

from the folbw!ing kinds of investigations : 

I C o m i t y  sursieys, including surveys of high risk groups. 

I1 Psychiatric out- and inpatient surveys. 

I11 General outpatient surveys. 

I CCMMUNITYSURVEYS 

As the c o m i t y  is our primary conaern, it appears most logical to sample 

a population, to examlne the individual members, and to classify them with 

respect to mental disability. From the findings the prevalence rate of 

mental illness can be calculated, and an estimate of the burden on the 

conrmunity can be made. 

2 A number of investigators have followed this procedure. Leighton e.a. , 

found psychopathology in 40 to 45% of their samples in Nigeria, and 15 to 

1% were found to be significantly impaired. Gillis e.a. 3, reported a 

prevalence rate of 11.8% of the adult coloured population in Cape Peninsula. 

4 
Bash e .a. , found 1044 in Iran; and Glel e.a. 5'6~7, 8.6 to 9.1s in Ethiopia 

8 and 14.4% in Holland. Tsung-Yi Lin and Standley reported in a review of 

recent epidemiological studies prevalence rates varying from 1 to 1% of the 

general population. 

We must conclude that the findings are too divergent to be of very much 

use, and that they do indicate a problem of reliability. 

Most often the presence of psychiatric symptoms was determined during 

or following interviews with the subjects, while the investigators used their 

own criteria for the rating of p~y~h~path~l~gy. Following this, they tried 

to estimate the degree oP hsability and the need for treatment. 



The problems inherent in this kind of approach can be listed as follows t 

1. It appears that man$ people have some complaint when asked about 

psychiatric symptoms, while it is not at all certain that they have 

felt the need to complain about mental 111-health before the interviewer 

entered their home. External evidence from relatives, the social 

environment or &om medical agencies should confirm the presence of an 

illness and of a disability. After all, the responses of the inter- 

viewed person are as much dependent on his own inner state as on the 

specific questions he was asked. The interviewer has to some extent 

determined the responses by his own research preoccupations. 

2. We are not too certain about the weight to be attached to mental pheno- 

mena within a particular cultural context. 

In the average urban community withdrawal and silence will be considered 

to indicate illness, but in a religious setting this kind of behaviour 

may be highly valued. 

Trance states constitutealmost obligatory behaviour in a situation in 

which a cult is being enacted, But in most other circumstances and 

when used by a hysterical personality, trance states become a nuisance 

to the environment. 

The above examples are perhaps too exceptional to be of much vgLue, and 

to illustrate the point more common behaviour should be mentioned.. 

Irritability is very often an early sign of an emotional disturbaslce. 

However, the irritability of the surgeon in his operating theatre is not 

considered a psychiatric symptom, nor 1s hls angry behaviour thought to 

indicate psychopathy. Yet, a similar irritability exhibited by a 

psyrthiatrist in his consulting room would simply be disastrous. 



Our problem appears to be that except for some outright psychotic 

mental phenomena, most other behaviour cannot be judged according to 

uniformly applicable and objective crlterla for the presence of pathology. 

3. Another difficulty is that we cannot be certain about the degree of dis- 

ability, as perceived by the sick individual or his environment, which 

should suffice to initiate illness behavlour or the enactment of the 

sick role. There is some evidence that under conditions of poverty 

the same amount of suffering is less llkely to cause illness behaviour 

than it would in people who can afford to be 111. In summary, the 

evaluation of symptoms and the assessment of disability does not help us 

to establish the need for treatment in a patient. 

4. The more serious cases of mental illness are relatively rare (some 2 to 

9 of the samples already mentioned). In order to detect adequate 

numbersof cases, a sizable sample has to be screened implying too 

expensive a survey to be justifiable. Even then the yield may be so 

limited that valid conclusions cannot be drawn. 

Finally, in the developing countries, or m the large urban centres of 

the developed world a community survey whlch is based on the sampling 

of ordinary homes or registered households, mlght completely fail to 

trace and expose the chronically psychotic people who usually have 

become vagrants. They will be the patlents who are most in need of 

treatment but whose whereabouts wlll not be revealed by the sw-ey. 

In summary, community surveys for psychiatric illness do appeal to the 

mental health planner, as they seem helpful in establishing a baslc 

morbidity rate for mental illness in the general population. However, 



such sumreys are expensive in relation to the quantity and the quality of 

information they yield. In addition, they are unlikely to provide muah 

information about the need of people to attend mental health services if 

these would be available. 

I1 PSYCHIATRIC OUT- AND INPATIENT SURVEYS 

The demands made on psychiatric services might give an indication of the 

needs of the population. Two kinds of investigations have been conducted in 

this respect : 

1. point or perio-prevalence studies of all people under treatment, who are 

residents of a circumscmbed area. 

2. case-registers which are kept over a rimer of years for patients from 

10 
a circumscribed area . 
The nMidtm Manhattan" study l1 is an example of the first kind of 

investigation, particularly its 'Treatment Census Operation". Tfie resats 

of this survey, which also included a nHorne Interview Surveyn, were some- 

what distressing because of the high prevalence of mental disturbances. 

The psychiatrists judged 23.4% impaired (either incapacitated or with marked 

or severe symptoms) , and 21.8% moderately disturbed. Another famous study 

of this nature is the one conducted by Hbllingshead and Redlich in New 

Haven, They established a sxx months period-prevalence of treated mental 

illness. They made no attempt to ascertain the prevalence of either untreated 

or unidentTfied mentally ill. people Ln m e  community. The data related 0rd.y 

to new cases coming into treatment duping the study period. It am-ed 

that 7.9 per 1000 of the populatian dame into treatment, and that the Pa+ients 

were very unequally distributed wei 'the sacYal classes. About three-qmer.9 

came from the two lowest social classes, whiah make up appraximately two-thirds 



of the population. It is not at all clear whether mental illness was more 

comnon in the lowest social classes or coming into treatment is related to 

someone's position in the class structure. The follow-up of this study, 

conducted by Myers and Bean showed that adm~ssion to a mental hospital 

was much more llkely t o  occur i n  case oT lovrer'clrrss pa t i en t s .  

The annual incidence of contacts with a psychiatric service because of 

a new spell of illness was also studied in a Dutch province with rather 

scarce psychiatric services which were mainly concentrated in the provincial 

capital 14. We found an estimated annual incidence rate of 8.5 per 1000 

of the population. Close to 1C$ were admitted following the first contact, 

and after a period of 3 months had elapsed 6$ were still in hospital. The 

much lower rate in the Dutch province than m New Haven oan pephaps be 

explained by a difference in the density and type of mental health services. 

However, no study of that nature has been conducted. 

Just as with the community surveys, it appears that the findings of 

the studies of treated patlents are too divergent to establish a firm basis 

for planning. 

A more recent development is that of the study ofWCase ~egisters". 

10 Of partioular interest IS the one by Wing e.a. involving case registers 

in t W e  urban areas : Aberdeen, Camberwell District (London), and Mary- 

land (w). The authars gave the following description of their work : 

"The registers are integrated record systems for accumulating data concermng 

all those people living in the local geographical area who make contact with 

psychiatric and certain other socio-medical services during a specified 

period of time. Such registers have three types of advantage for epfdemlo- 

logical and operational research : 



1. Theg are batsed on defined populations, usually an geogpaphlcal apeas, 

60 that collected information cqn be compared with data concerming 

the total population of the district, derived either f r o m  the routine 

national census enumerations or from ad hoc looal surveys or from 

general practitioners' records. 

2. Reports are received Prom a wide variety of agencies and servioeg.... 

~lvPW9 including, as a minimum, admissions to psyohiatric hospitt3l.a 

and units of all kinds, to day-hospitals and day-centres, and to 

outpatient clinics. In th%s way, demographic, social and clinioal 

information about each patient is collated with a full record of 

contacts with all the agencies and services involved. Thms comela- 

%ions within the data can be studied, unduplicated counts of patients 

can be made, and the common bias which arise froem cwidering only 

one or a few psychiatric agencies is avoided, 

3. The third advantage is that registers are cumulative. The path of 

any patient can be traced through contacts with mang agencies or 

services, time trends in the patterns of contacks can be studled 

(for example, changes in the population of mental hospitals oompared 

with the numbers attending commmity services) and the effeut of 

introducing new services into an area can be observedn. 

It hardly needs to be mentloned that the opemtim of s m h  a register 

bring8 considerable teohnical and administrative problems, while its 

maintenance is very aastly. For one thing, the availability of a e?nputer 

facilitates the storage and the analysis of the information to a great extent. 

Such studies begin with a census of all cases under treatment on one 

day (point-prevalence) and they follow with a registration of all M e r  

and new contaots. 



In the abws-mentioned study the one-day prevalence was 0.8 t o  1.1s 
of the general population and the annual incidence of new episodes also 

0.8 t o  1.1%. The overall one year prevalence ra te  was strikingly similar 

i n  Aberdeen, Baltimore and Camberwell, being roughly 1% in  contact with 

a service on the census day plus another 1% making contact during the 

submquent year. Two other findings appear t o  be of great importance. 

The marked differences between the c i t i e s  in  the distribution of cases aver 

the various types of services and the diagnostic categories did not affect  

the overall one-year prevalence ra te  of approximately 8. 

This m i g h t  indicate tha t  : 

1. Variaticms between countries in- numbers of in- and outpatients per 

1000 of the population are a result of the avai labi l i ty of the various 

types of service. 

2. Variations i n  the incidence-rates of particular diseases between the 

c i t i e s  could be caused by the divergin$ diagnostic habits of doctors. 

Although these studies are  of great interest  and have provided important 

information, it is di f f icul t  t o  see how thei r  findings aould serve as a 

basis for  planning in  a developing country : 

1. The investigations are too expensive and too laborious t o  be conducted 

i n  such a country, 

2. The scarcity of mental health services i n  the developing nations could 

cause usJ to  uniferestimate the needs of the people because they are  

neither i n  a position t o  attend a c l in ic  i f  there is none available, 

nor have they learned t o  use such a servlce i f  it has recently been 

established. 



3. Even in a developed country with a wealth of services it has been 

shown that many of the chronic patients do not attend a regular 

15 psyehiati-ic clinic , and that they become vagrants. Therefore, the 

needs of these people would remain unassessed. 

I11 GENEAAt WTPATIENT SUIWEYS 

Because of the scarclty of psychiatric services in the developing 

countries it is mare advisable to screen general outpatient populations in 

order to find out whether people are accepting modern medical help to cope 

with their psychiatrfc problems, and to assess their needs. General practices, 

the outpatient departments of general hospitals, and the rural health 

centre6 could eerve the purpose. 

16'17 a simple instrument for evaluating cases could be As has been shown 

applied by the doctors who run the services. For example, Kessel's 
16 

measurement of conspicious psychiatric morbidity showed how patients attending 

the clin3c could' be classified as : 

1. Those who have a purely somatic illness. 

2. Those who have an explicitly psychological complaint. 

3 Those presenting somatic symptoms not explained adequately by physical 

illness, 

4. Those with indisputable physical illness but with a psychological reaction 

to it, whieh is in some way abnormal. 

5. Those who display personality problems without a direct relationship to 

their current Illness. 

Shepherd e.a.17 applied rather similar standards, and found that in 

London general practice, the annual consulting rate for psychiatric 

morbidity was 0 9  per 1000 of the population at risk. Haever, they also 



reported in their renew of the literature that the rates (as percentages 

of all consultations) varied from 5 to 47.6$, indicating that the diagnostic 

tendencies of the practitioners or of the investigators must also have been 

subject to variation. 

Similar studies conducted in Ethlopia md Holland 5'9'L8'dernonstfited that, 

even in a rural area, as maqy as 148 per 1OOO of the population at rlsk attended 

the health centre with psychlatrio complaints. From 7 to 19.59% of all new 

cases attending the clinlcs did so mainly because of a psyohiatrio complaint. 

These studies do illustrate the heavy burden of psychiatric complaints 

not only on the first llne of the health services in a developed natian 

but also on thatora developing country. Nevertheless, they do hot help us 

to assess the real needs of the population for the following reasons : 

1. It is not known how many of the patients in a general practice need 

specialist psychiatric care, and of what kind. 

2. As in the other investigations, those people who need psychiatric care 

met, the wyoh9tics, are unlikely to attend even the clinics in the 

first line of the health services. In the developing countries psychotic 

patients a- more likely to be found in the heal- oentres of the sheiks, 

the Zar-leaders and other native healers or amongst the beggars. 

3. IAe need for help from a health service appears to vary with the degree 

of medical sophlstication of a community, and with itseconomic provisfons 

enabling people to attend such serufces. In other words given an illness, 

one still has to learn and to be in a position to take up the sick-role. 

It appears from the above discussion of the various wayscof assessing 

the psychiatric nee& of a population, that no "once and for all" Zmmer 

can be expeat@ from surveys of the community, the psychiatric in- and 



outpatient services, or  the general health services. Gne gets the overall 

impression that, up t o  a point, the development and the increasing accessi- 

b i l i t y  of mental health services may create a mounting need for  psychiatric 

help. Our problem is that w e  do not yet know up t o  which point t h i s  happens 

t o  be the case. However, from the prevalence ra tes  found i n  the developed 

world and from t h e  known scarclty of mental health services In the developing 

countries we may safdy assume that  a great and unfulfil led need does exLst. 

Ibes this mean that  we are coming baok t o  the strategy which was mentioned a t  

the beginning of t h i s  paper, namely that any addition t o  the existing services 

w i l l  be desirable and acceptable? However, the adoption of such a policy 

implies that we ignore the lessons t o  be learned from the adverse experiences 

of the developed world : i.e. large mental hospitals, overorowded with c h r d c  

patients who do not receive much psychiatric treatment, and who get very 

l i t t l e  attention with regardto social rehabilitation; and understaffed and 

overworked outpatient services, which operate i n  isolat ian from the mental 

hospitals and other residential fac i l i t ies ,  

Therefore, w h a t  epidemiological surveys cannot supply and what the 

planrrem~ need m o s t  of all ,  is a clear statement by the Qogernments of what 

they collsider proper mental health care and how th i s  should be achieved. 

A t  present, it is possible t o  formulate such a policy and t o  t e e  U t o  

consideration both the needs of the patient and h i s  family and the needs 

of the people who have t o  provide that  owe : 

(a) With regard t o  the patients most people agree that they should be 

treated as much as  posstble in the i r  own environment and preferably 

outside a mental hospital. They should be met i n  the early s t w e s  



of the i r  i l lness ,  while there should be continuity i n  the types of care 

they might need during the subsequent stages of the i r  incapaoity. 

(b) With regard t o  the mental health workers it can be stated that it is 

no longer possible for  them t o  deal with the problems o f t h e i r  patibnts 

a l l  by themselves or i n  one way only. They should be able t o  complement 

t h e i r  o m  cmtribution with tha t  of other types of health workers, and 

they should also be i n  a position t o  c a l l  upcm a variety of mental 

health fac i l i t ies .  

Onae a policy is adopted it is up t o  the planners t o  develop programmes 

fo r  the training of manpower and the building of the necessary f ac i l i t i e s  

a t  a r a te  which 1s i n  accordance with the economic potential of the aountry. 

In other words what can be achieved tomorrow may i n  i t s e l f  be quite inadequate. 

Yet it fits i n  with the step by step development towards a stated objective. 

Even i f  we should accept a s  a base-line, Str'dmgren's findings i n  Denmark 19 

that annually about 2$ of the population w i l l  be referred t o  a psychiatric 

service and tha t  about l @  of these patients are In need of admission t o  a 

hospital, then we still have t o  t ranslate  these needs i n  terms of manpower 

and of in- or outpatient fac i l i t ies .  A s  long as we know very l i t t l e  about 

the prectse effects  of the different kinds of psychiatric treatment and care, 

and of the effects  of any length of time spent by a psychiatrist or another 

mental health worker ppith h i s  outpatients, any statement regarding the  

preference of a particular approach tends t o  be ideological. Consequently, 

it w i l l  be more advantageous fo r  the planner t o  consider the health workers 

themselves and the case-load they are  able t o  carry without nedecting the 

majority of the i r  patients. 



20 
Birley tried to calculate the burden of psyohiatric patients w e n  

further. Starting f r o m  a population of 60 000 he estimated that on any 

one day approximately 500 patients will be under the care of all cornbined 

psychiatric services in an area, well provided with such servicesr In 

addition, every year another 500 patients will newly enter the services. 

Annually f!rom 200 to 300 people will have to be admitted. This would mean 

a stay of 5 to 7 weeks in a 30-bed unit, provided that there are no loatg- 

stay aases. On reviewing the literature, Birley expects s~uslly 265 out- 

patient referrals, 1.e. 5 new cases per week. !he total number of outpatie 

contacts will be 1850, 1.e. 35 attendances per week. Theestimated number 

of day-plaoes is. 40 ger 60 QUO of the population. 

Aacording to Birley's calculations the responsibilities of the mental 

health servioee will be as follows : 

-at any m e  moment 590 patients, 1.e. 100 chronic, institutionalised Oases, 

30 short-stay cases, 40 day-patients; and 4 to 6 outpatient sessians p % ~  week. 

How many mental health-workers and of what disciplin3,suffice to properly 

deal with this case-load still remains to be defined. It la obviaus that 

even the most, skilled mental health worker can achieve very little If he is 

on his own and responsible for such a tremendous case-load that he has just 

enough time to hand his patients a new prescription of drugs every 4 to 6 

weeks. Under those circumstances he could be more productive if he dedicated 

all or most of his time to the training of new mental health workers and to 

advising other health workers who are less experienced. 

In other wQrds epidemiological surveys are unlikely to provide important- 

leads on how to solve the mental health problems of the developing countries. 



Formulating a mental health policy and stating the role of the mental health 

workers during the successive stages of development should at least gfve the 

planners a direction and an orientation. This would imply an ideological 

rather than an epidemiological assessment on the part of the Government. 

Fortunately, the medically unsophisticated illness behaviour of the 

mentally disturbed and their relatives is likely to give some respite to the 

authorities. But ths illness behaviour will change rapidly with the 

development of the mental health services. To some extent the needs are 

bound to develop with the services. 
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