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EDITORIAL

Psychiatric inpatient care: where do we go from here?
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The significant decline in the number of psychiatric hospital beds for more than two decades across Europe has changed
the landscape of mental health services. This has rekindled debates about bed shortages and the reasons for variations
in the number of inpatient beds, admissions to hospital and length of stay. Analysis of European Union (EU) level data
shows that the UK has a relatively low number of admissions to hospital, yet a much higher than average length of stay
compared with 12 other EU Member States. Understanding this is difficult, but recent studies shed some further light on
the patterns and predictors of admissions and length of stay.
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Introduction
The significant decline in the number of psychiatric
hospital beds for more than two decades across
Europe has changed the landscape of mental health
services. According to Eurostat data the median number of psychiatric hospital beds in 2000 for 28 EU countries was 97.3 per 100 000 population; and by 2011 this
had fallen to 68.2 per 100 000 population (Eurostat,
2015). Despite this substantial drop a number of countries continue to rely heavily on hospital-based care
(e.g., Belgium, Malta, Latvia, the Netherlands; see
Fig. 1). Some countries have even reversed this
downward trend and increased their psychiatric beds
(e.g., Croatia, Germany, Latvia, Lithuania) (Eurostat,
2015).
More recently, the reduction in psychiatric inpatient
beds has generated some outcry. In England, concerns
have been raised about the closure of too many beds,
where the average bed occupancy for many NHS
Trusts (n = 28) is 100%. It is argued to be an ‘inefficient
and unsafe’ system because of these significant bed
reductions (Baggaley, 2013).
It is well known that variations exist across regions
concerning psychiatric inpatient admissions, length of
stay and total bed days across Europe. In 2009, for
example, the number of adult psychiatric beds per
100 000 population of working age in England ranged
from 0.8 in the South East, to 8.0 in London; with an
average of 1.6 for England as a whole. There was
also a sixfold variation in admission rates across
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NHS Trusts, a 20-fold variation in total bed days and
a 15-fold variation in the average length of stay
(Audit Commission, 2010).
What is the current situation for acute psychiatric
inpatient care and how does the UK compare with
other EU countries?

Inpatient bed numbers
Figure 1 charts the number of psychiatric beds per
100 000 population across the EU Member States.
Countries such as Italy have very low numbers of psychiatric beds, about ten beds per 100 000 population,
and these are exclusively located within general
hospital units and not psychiatric hospitals. The UK
has fewer psychiatric inpatient beds compared with
other European countries at 53 beds per 100 000
population.
This is also the case for the number of inpatient
admissions.

Inpatient admissions and length of stay
Figures provided by the WHO European Hospital
Morbidity Database (WHO European data are for 2012,
except for Denmark (2006), Croatia (2013) and Slovakia
(2011)) for 12 EU Member States show the number of
inpatient admissions of patients diagnosed with schizophrenia in EU countries ranges from 0.02 to 3.1 per
1000 population (see Fig. 2). The UK has one of the lowest
admission rates – 0.29 per 1000 population – for this diagnosis compared with 12 other EU countries.
However, the picture changes dramatically when
length of stay is examined for the same diagnosis. The
average length of stay in days for the UK far exceeds
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Fig. 1. Number of psychiatric care beds in hospitals (per 100 000 population) in 2011 by EU country. Source: Eurostat (2105).

these other countries; and is even higher than countries
that still have long-stay hospital care, such as Malta
(see Fig. 3).
Based on descriptive analyses of EU level data by
Samele et al. (2013), the rate of inpatient admissions
when plotted alongside the average length of stay
show that the UK’s low admission rate but high average length of stay differs considerably compared with
just under half of other EU countries (see Fig. 4). The
average length of stay is 131.7 days for the UK which
contrasts markedly to that of Denmark at 5.5 days as
shown in Fig. 2. Latvia, by contrast has a higher number of admissions to psychiatric hospital with a relatively short average length of stay.
What is alarming is that length of stay in the UK
appears to be rising. The same data collected from the
WHO European Hospital Morbidity Database in 2012

reveal that the average length of stay for the UK was
110.0 days; an average increase therefore of circa 22 days.
Predictors of length of stay
Surprisingly little recent research exists on the patterns
and predictors of length of stay in the hospital. The
reasons for length of stay is complex and affected by
multiple factors, including the structure of mental
health systems, cultural factors and the pressure to discharge patients much earlier (Sytema et al. 2002;
Auffarth et al. 2008).
A study by Zhang et al. (2011) found ten factors
associated with length of stay, particularly seclusion
during the index admission, problems with accommodation and living in an area with few communitybased services. One study focused on the impact of

Fig. 2. Number of psychiatric inpatient admissions per 1000 population by EU country for patients diagnosed with
schizophrenia. Source: WHO European Hospital Morbidity Database (2015).
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Fig. 3. Average length of stay (days) for patients with schizophrenia. Source: WHO European Hospital Morbidity Database (2015).

medical comorbidity on length of stay (Douzenis et al.
2012). Two of the hypotheses tested aimed to examine
whether severe comorbidity requiring referral in
patients with schizophrenia and bipolar disorder
would affect length of stay and what factors were associated with it. A total of 428 patients were included in
the sample, 200 of whom had a diagnosis of schizophrenia. Arterial hypertension was the most common
medical condition for patients with bipolar and those
with schizophrenia mostly had an endocrine/metabolic
disease. The investigators found a significant linear
positive relationship between patients with schizophrenia and severe comorbidity and length of stay.
The number of prolonged days was significant (up to
a median of 13 days) depending on the number of
referrals made.
The implications of Douzenis et al.’s (2012) study are
interesting and highlight the importance of addressing
physical health problems in people with severe mental
illness. It is important to note that the study was based
on an inpatient sample in Greece where the provision
of comprehensive community-based mental health

care may not have been available. Even primary care
services in Greece are relatively underdeveloped
which could have had the knock on effect of increasing
length of stay.
Explaining why the UK has a higher than average
length of stay compared with some other EU countries
is tricky, not least because the UK has a very welldeveloped and well-resourced system of health and
mental health care. The shortage of inpatient psychiatric beds has made it increasingly more difficult
for people to gain access to these services. A similar
situation has occurred internationally. In Victoria,
Australia, for example, a high level of symptom severity appears necessary in order to access inpatient beds;
which has provoked strong dissatisfaction among service users and carers (cited in Zhang et al. 2011).
Compulsory admissions
Bed shortages have also led to the acceleration of compulsory admissions which have been rising for over
two decades. To shed light on this, a recent study by

Fig. 4. Average length of stay (days) for people diagnosed with schizophrenia by inpatient admissions per 1000 population.
Source: WHO European Hospital Morbidity Database (2015).
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Weich et al. (2014) analysed a dataset of 1 238 188
patients who received mental health care in 2010/
2011. The authors found that 84.5% of the variance in
the rate of compulsory admissions occurred between
individuals (patient gender, age, ethnicity) and 6.7%
between local areas, 2.7% between GP practices and
6.9% between provider Trusts. There was a small but
significant association between higher bed occupancy
and compulsory admission which disappeared after
adjustment for confounders. The authors conclude
there remains a need to reduce compulsory admissions
and for further research in this area.

Intensive case management
The high number of compulsory admissions happens
even where well-resourced specialist communitybased mental health services are available. In attempting to understand the inconsistent effects of intensive
case management, Burns et al. (2007) conducted a systematic review and meta-regression. Trials with high
hospital use prior to the trial or in the control group
were likely to show that intensive case management
reduced the use of inpatient care (coefficient −0.23,
95% confidence interval −0.36 to −0.09, for hospital
use at baseline; −0.44, −0.57 to −0.31, for hospital
use in control groups). Hence, intensive case management works best in areas where hospital use is high
and is less effective where hospital use is already low.

Cost of inpatient psychiatric care
The proportion of expenditure for mental health services allocated to inpatient care remains high for
some countries, particularly those with long-stay psychiatric hospitals, although not exclusively. According
to figures produced by the WHO (2011), Malta, for
example, spends 96.8% of its mental health budget
on hospital care. Poland, despite not having long-stay
hospitals, spends 73.0% of its mental health budget on
inpatient services. This high proportion of funding
devoted to inpatient mental healthcare inevitably
restricts the amount of investment/resources allocated
to developing community mental health services.
In the UK, it costs approximately £300 a day for
adult acute psychiatric inpatient care and double this
for psychiatric intensive care (PSSRU, 2010). If length
of stay is relatively high, as in the UK, then inpatient
costs will remain high. McCrone et al. (2008) assessed
the need for mental health services, their current and
projected costs up until 2026 and the potential cost savings of specific interventions. The authors found that
savings, largely in the form of reduced inpatient
costs in the UK could be achieved by expanding the

use of crisis intervention/home treatment and early
intervention services for people with schizophrenia
and bipolar disorder and related conditions. Indeed,
home treatment/crisis services appear to reduce
admissions to hospital and duration of inpatient stay
(Centre NHS Information, 2009; McCrone et al. 2009).
This may mean shifting the balance of care in
favour of not only more community-based crisis intervention, but also more research to understand the finer
detail of how higher than average length of stay can
safely be reduced and without drastic cost-cutting
measures.
Conclusion
Despite the substantial reductions in psychiatric beds
over the past two decades, inpatient care remains an
important component of any mental health system;
as is a comprehensive range of community-based services (Thornicroft & Tansella, 2013). Some EU countries rely heavily on psychiatric inpatient care which
consumes a large proportion of the financial resources
allocated to mental health services.
Even though the UK has relatively fewer psychiatric
inpatient beds and a low rate of admissions to hospital,
it has an alarmingly long average length of stay compared with other EU Member States. Recent evidence
to understand why this is the case is very limited.
This coupled with a general lack of evidence regarding most aspects of acute inpatient care limits any
informed decisions about what next in terms of policy
and clinical practice.
Improving the evidence base of how inpatient care
can be used more effectively is crucial, particularly as
these are high cost services. Therefore, further research
to understand why the average length of stay in the
UK is relatively long and how this can be brought in
line with other European countries would be of great
benefit to all concerned.
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