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A J I T S HAH

The ‘Count Me In’ psychiatric in-patient census for 2007
and the elderly: evidence of improvement or cause
for concern?

SUMMARY

The recently published Count Me In
2007 census specifically reported
age-standardised admission rates for
individuals aged over 65 years from
different Black and minority ethnic
groups. The standardised admission
ratio was higher in theWhite Irish,
otherWhite,White and Black

Caribbean, otherAsian, Black
Caribbean, Black African and other
Black ethnic groups; and lower in the
White British and Chinese ethnic
groups. As this census was under-
taken on a single day for all
psychiatric in-patients, it measured
bed occupancy rather than admission
rates and so it was actually referring

to standardised bed occupancy
ratios. Bed occupancy is a function of
admission rates and length of stay.
This editorial critically explores
factors (including those related to
institutional racism) that may affect
both admission rates and length of
stay, and ultimately bed occupancy,
of Black and minority ethnic elders.

In-patient census findings in 2005 -2007
The ‘Count Me In’ 1-day censuses of all psychiatric
in-patients in England and Wales for 2005 and 2006
failed to specifically report findings on those aged 65
years and over.1 This was despite a third of the psychiatric
in-patients being over the age of 65 years, and the age
of 65 years usually being the cut-off age for entry into
old age psychiatry services. However, the recently
published findings from the 2007 ‘Count Me In’ census
specifically reported age-standardised admission rates for
people from different Black and minority ethnic groups
over the age of 65 years.2 Still, more detailed analyses,
including those for detained patients, were not
conducted because the number of Black and minority
ethnic elders within individual ethnic minority groups was
small.

The 2007 census of 31187 patients from mental
health wards in 257 National Health Service (NHS) and
independent healthcare organisations included 9715
(31%) in-patients over the age of 65 years. The standar-
dised admission ratio, with the total elderly population of
England and Wales as the standard population, for those
aged 65 years and older from different ethnic groups was
higher in the White Irish (n = 133), other White (n = 284),
White and Black Caribbean (n = 268), other Asian
(n = 168), Black Caribbean (n = 366), Black African
(n = 291) and other Black (n = 434) groups; and lower in
the White British (n = 94) and Chinese (n = 43) groups.
There was no difference between the standard popula-
tion and the White and Black African,White and Asian,

Indian, Pakistani, and Bangladeshi groups. These findings
are broadly similar to those for all age groups combined,
and the latter findings were similar to those observed in
the 2005 and 2006 censuses.1

Are higher admission rates in Black
and minority ethnic groups caused
by institutional racism?

It has been powerfully argued that higher admission rates
in Black Caribbean, Black African, and White and Black
mixed Caribbean groups of all ages combined could be
attributed to institutional racism.3 However, some have
disagreed with this reasoning because they felt it had not
been scientifically substantiated. Other explanations were
offered, for example higher rates of mental illness in some
Black and minority ethnic groups.4,5 Theoretically, similar
explanations could be applied to the standardised admis-
sion ratios for Black and minority ethnic elders, given that
the findings from the current census were similar to those
for all age groups combined. However, alternative expla-
nations which may partly be related to institutional racism
also require careful examination focusing on determinants
of admission, length of stay and bed occupancy.

What did the 2007 Count Me In census
really measure?
The census was undertaken on a single day for all
psychiatric in-patients and as such it did not measure
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admission rates - it measured bed occupancy. Despite
the report referring to admission rates and standardised
admission ratios, it is actually referring to bed occupancy
rates and standardised bed occupancy ratios because
data on all in-patients (and not admissions) were
collected on the census day. Moreover, bed occupancy is
a function of admission rates and length of stay; it will be
higher if the admission rates are higher and/or the length
of stay is longer.

Black and minority ethnic elders’
admission rates

Several factors may influence admission rates among
Black and minority ethnic elders. First, the prevalence of
mental illness may be higher among this group than in the
indigenous (White British) population. The prevalence of
dementia was higher in Black Caribbean and Black African
elders in Liverpool, and it was particularly high in those
lacking fluency in English,6 a factor which may in part
account for higher admission rates in these groups.

Second, the severity of the mental illness and/or the
resultant disability may be greater in Black and minority
ethnic groups. The Mini-Mental State Examination scores
were lower among a community sample of African
Caribbean elders compared with the general population,7

suggesting greater cognitive impairment, although the
results may be influenced by cultural factors. A small
community study, with a high refusal rate for participa-
tion, reported that African Caribbean elders compared
with indigenous elders were more likely to have func-
tional impairment.8 Also, convenience samples have
reported higher depression scores in elderly Somalis.9

Collectively, despite methodological difficulties, these
observations may partly explain higher admission rates in
Black Caribbean and Black African service user groups.

Third, the potential risks to oneself or to others as a
consequence of mental illness may be higher in some
elderly Black and minority ethnic groups, but there are no
data supporting this. Fourth, service components
designed to enable patients to remain at home may not
be culturally appropriate or sensitive and may lead to
admission by default, which is consistent with institu-
tional racism.3 Fifth, many Black and minority ethnic
elders do not speak English and a significant number are
illiterate even in their mother tongue. This will result in
diagnostic difficulties10 and may lead to higher admission
rates for assessment, but if this were true then it should
apply equally to all Black and minority ethnic service users
of all ages that lack fluency in English. Finally, there is an
absence of matching vocabulary for psychiatric symptoms
in some languages spoken by Black and minority ethnic
elders10 and this too may lead to diagnostic difficulties
resulting in admission for assessment.

Length of hospital stay in elderly Black
and minority ethnic service users

Following admission, several factors may influence length
of stay in hospital. First, assessment may be prolonged if

the clinical team has difficulty in communicating with the
patient due to language barrier.10 Second, the difficulties
in securing professional interpreters may further contri-
bute to delays in completing the assessment and formu-
lating a treatment plan. Third, an absence of matching
vocabulary for psychiatric symptoms in some languages
spoken by Black and minority ethnic elders10 may lead to
diagnostic difficulties resulting in longer length of
admission. Fourth, lack of culturally appropriate and
sensitive ward environment, meals and therapeutic
activities may also lead to delays in recovery. Fifth,
paucity of culturally appropriate and sensitive community
services (e.g. day centres) may further prolong length of
stay despite the patient being clinically fit for discharge.
Finally, it is possible that elders from some Black and
minority ethnic groups may genuinely respond more
slowly to treatment; however, due to paucity of inter-
vention studies in Black and minority ethnic groups and
their general exclusion from intervention studies of
indigenous elderly populations11 data supporting or
refuting this point are absent. The last three factors may
also point to institutional racism.3

The way forward
Black and minority ethnic elders have high general prac-
tice registration and high consultation rates,12 yet they
were traditionally thought to be poorly represented in
secondary care old age psychiatry services.10 Superficially,
the findings from the 2007 Count Me In census suggest
that this may not be true for some Black and minority
ethnic groups. However, the ‘standardised bed occupancy
ratios’ measured in that census need to be interpreted
cautiously as they may be artifacts of increased length of
stay rather than a genuine increase in uptake of in-patient
services, and they only represent one component of a
comprehensive old age psychiatry service. Data on length
of stay, bed occupancy and completed consultant
episodes by ethnicity and specialty (including old age
psychiatry) are routinely collected for the hospital
episode statistics and should be used to further examine
this issue. There is a need to combine the data from the
three Count Me In censuses to provide sufficiently large
numbers of Black and minority ethnic elders to enable
analysis on other indicators of possible institutional
racism (including detention rates, seclusion rates,
restraint rates, etc.). Additionally, for the combined
3-year data, there is also a need to compare and contrast
the characteristics of Black and minority ethnic service
users with and without increased standardised bed
occupancy ratios. This may provide pointers to explain the
differential bed occupancy across various Black and
minority ethnic groups.

Although the Count Me In census provides invalu-
able information, it only refers to in-patients. Therefore,
such additional re-analysis will not be sufficient. There is
an urgent need to examine equity of access to different
components of old age psychiatry services by elders from
different Black and minority ethnic groups and to examine
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the differences in availability of mental health services

between various Black and minority ethnic groups and

indigenous White British service users. This can best be

achieved using a pathways into care approach encom-

passing the following: prevalence of mental illness in the

community; prevalence of mental illness in those who

consult general practitioners; identification rates for

mental illness in general practice; referral rates for mental

illness to secondary care old age psychiatry services;

identification rates for mental illness in secondary care old

age psychiatry services; and identification of the specific

treatment and care packages offered (including the

service setting in which they will be delivered) by the

secondary care old age psychiatry services. This will allow

identification of the blocks and reasons for this across

different service settings and allow development of

intervention strategies to improve this. Unless, and until,

such a comprehensive study with multiple centres is

undertaken, speculation will continue about the reasons

for either poor uptake or higher uptake of some compo-

nents of old age psychiatry services by different Black and

minority ethnic groups, and there will be no real change

in service provision to meet their needs. Such work will

also facilitate the main goals of the governmental docu-

ment Delivering Race Equality in Mental Health Care,13

such as more appropriate and responsive services,

community engagement and better information. It is

reassuring that race equality will remain a priority in the

next phase of mental health reform.5
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