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Background The assessmentand
reporting of national patterns of
psychiatric hospital admissions is
important for strategic service
development and planning.

Aims Toinvestigate patterns of
psychiatric hospital admissions of patients

aged 16—64 yearsin England.

Method We usedthe Department of
Health's national Hospital Episode
Statistics data on admissions to National
Health Service hospitals in England
between April 1999 and March 2000, to
investigate patterns by region, gender, age
and diagnosis.

Results The annual admission rate for
England was 3.2 per 1000 population.
There were marked regional variations
and rates were higher in males than in
females. Depression and anxiety together
were the most common (29.6%) reason
for admission. Length of stay exceeded 90
days in 9.2% of admissions and | year in
0.9% (highest in London and for
psychoses).

Conclusions Depression and anxiety
together were the most frequent
diagnoses leading to hospitalisation. There
has been a reversal of the previously
reported predominance of female
admissions. Regional variations in activity
and the significant numbers of patients
remaining for long periods in‘acute’ in-
patient care have important policy

implications.
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The number of in-patient psychiatric beds
in England has fallen dramatically over
the past 40 years. This has led to increasing
concerns about both the adequacy of cur-
rent levels of provision (Ford et al, 1998;
Department of Health, 2000) and the qual-
ity of the care provided (Sainsbury Centre
for Mental Health, 1998). Although there
has been much discussion about the num-
ber and use of psychiatric beds, there has
been little focus on the patterns of admis-
sions nationally and the type of patients
admitted to psychiatric units. Hospitali-
sation still accounts for about 75% of
National Health Service (NHS) spending
on mental health (Lelliot et al, 1996). This
article provides a cross-sectional overview
of all admissions to English psychiatric hos-
pitals in the financial year 1999, using
national Hospital Episode Statistics (HES)
data.

METHOD

Hospital Episode Statistics data

We used an extract of the Department of
Health’s Hospital Episode Statistics (HES)
data to identify all admissions to NHS
hospitals for the treatment of psychiatric
disorder between 2 April 1999 and 30
March 2000 (Department of Health,
2004). We excluded the dates 1 April
1999 and 31 March 2000, because when
trust mergers occur all the patients of the
trusts undergoing change are recorded in
HES as being discharged on 31 March
and admitted to the new trust on 1 April.
Therefore we looked at ‘near year’
admissions.

An episode of in-patient care may
comprise a series of consecutive periods of
care under different consultants or special-
ties as the patient is investigated and trea-
ted. The admission episodes included in
our analysis were defined as those in which
the first episode
episode) of the spell of in-patient treatment

(finished consultant
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(records with an epiorder of 1) was under
the care of one of the psychiatric specialties
listed below. We excluded episodes of care
in which the patient was referred to the
psychiatric services following an initial
episode of care under another specialty
(e.g. a medical admission for self-harm).
Readmissions were included within the
data-set and so the analyses presented are
based on the total number of admission epi-
sodes rather than the number of individuals
admitted.

Admission rates (age-standardised to
the European standard population) were
calculated using the 2001 census data
(mid-year population estimates) as the
denominator. The analysis was restricted
to patients aged 16-64 years. Records were
extracted for all admissions under the spe-
cialties mental illness, forensic psychiatry,
child and adolescent psychiatry, mental
handicap, psychotherapy and old age psy-
chiatry: HES field code Main Specialty
(Mainspef), codes used 700, 710, 711,
712, 713 and 715. Each record contains a
variety of administrative, clinical and
patient information describing the care
and treatment a patient received while in
hospital. For each admission, data were
extracted for diagnosis, gender, age and
the regional health authority of residence.
Median length of admission, mean total
occupied bed-days and the proportions of
patients remaining in hospital for more
than 90 days and for more than 365 days
(Glover et al, 1990) were also examined
for each of the following broad diagnostic
groups, using the ICD-10 codes: organic
disorders  (F00-09),
(F10-19), schizophrenia and related psy-
choses (F20-29), mania (F30-31), depres-
sion and anxiety (F32-49), eating
disorders (F50) and ‘other’ (F51-69, F99)
(World Health Organization, 1992).

The main or primary diagnosis code we

substance misuse

used from HES (‘diagnosis 1°) was assigned
at the end of the first finished consultant
episode. The primary diagnosis is defined
by the Department of Health as the main
condition treated or investigated during
the relevant episode of health care (where
a definitive diagnosis cannot be given, a
code describing the main symptom, abnor-
mal finding or problem should be used).
As information for length of stay is only
coded at the end of a consultant care
episode, and we were concerned not to
exclude patients admitted during 1999-
2000 but who had not been discharged
within the period covered by our HES
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extract, our analysis of length of stay was
based on a separate HES extract consisting
of those discharged between 2 April 1999
and 30 March 2000. Some of these patients
(9806 patients) were admitted prior to 2
April 1999. We used this data-set to esti-
mate the duration of the first consultant
episode of care as our measure of length
of stay. This approach leads to an under-
estimate of total length of stay, as some
patients may complete one consultant
episode and be transferred to the care of
another. For all other analyses, the HES
extract used was based on all admissions
within our study year only. We calculated
95% confidence intervals for all rates and
proportions.

Data management

Duplicate records were identified and
removed from the data extracts by match-
ing on a number of the data fields, includ-
ing date of birth, gender, postcode,
diagnosis, place of admission, admission
date and discharge date. Gender-specific
analyses exclude the 1.6% of episodes
where gender was recorded as ‘other’.

RESULTS

Overall national and regional
patterns of admissions

There were 102 980 admissions to psychi-
atric hospitals in England in the financial

PSYCHIATRIC HOSPITAL ADMISSIONS IN ENGLAND

Diagnostic group

Table 2 shows the total number of admis-
sions categorised by diagnostic group for
England and the proportion of total admis-
sions accounted for by each group for the
1-year period. For England as a whole,
depression and anxiety (F32-49) were the
most common reason for hospital admis-
sion, accounting for 29.6% of all admis-
sions. Schizophrenia and related psychoses
(F20-29) accounted for 26.0% of admis-
sions, substance misuse 19.1% and others
12.2%. There were a number of regional
differences: the proportion of admissions
for schizophrenia and related psychoses

4.5
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Age-standardised admission rate per 1000

was higher than for depression and anxiety
in London only (34.5% v. 21.7%). Admis-
sions for organic disorders were highest in
the Northern & Yorkshire region and the
proportion of admissions for substance mis-
use highest in the North West region.

Length of stay

Nationally 9.2% of patients stayed longer
than 90 days, 0.9% of patients stayed long-
er than 365 days and the median length of
stay was 15 days. For the six psychiatric
specialties — mental illness, forensic psy-

chiatry, old age psychiatry, mental

year 1999/2000 for the age group 16-64
years. The mental illness specialty ac- East &

counted for 97.3% of all admissions, with Yorsahira
old age psychiatry, forensic psychiatry,
mental handicap, child and adolescent psy-

Eastern London South  Trent MNorthern West  South  North
Midlands ~ West West

England

Fig.| Age-standardised psychiatric admission rates per 1000 population per year (black bars) and categorised
by gender (males, shaded bars; females, white bars), aged 16—64 years (data from Hospital Episode Statistics,
Department of Health, 2000).

chiatry and psychotherapy accounting for
0.9%, 0.8%, 0.6%, 0.4% and 0.04%
respectively. The age-standardised annual
rate of admission for psychiatric disorder
in England for ages 16-64 years was 3.2
per 1000. There was regional variation:
rates were highest in the North West region

Table | Annual psychiatric admission rate per 1000 population, April 1999 to March 2000 (England)

(3.8 per 1000) and lowest in the Eastern Age category (years) Admission rate per 1000 (95% CI)
region (2.7 per 1000) (Fig. 1).
Male Female Total

Age and gender 1624 3.0(2.9-3.0) 2.1 (2.0-2.1) 2.6 (2.5-2.6)
Overall the admission rates were higher for 25-34 4.1 (4.0-4.1) 32(32-33) 37(37-38)
males (3.3 per 1000) than for females (3.0 35-44 4.1 (4.0-4.2) 39(3.8-4.0) 4.1 (4.0-4.1)
per 1000). For males, admission rates 45-54 2.6 (2.6-2.6) 2.8(2.8-2.9) 2.8(2.7-2.8)
peaked in those aged 25-44 years. For  55-64 23(2.2-24) 2.7 (2.6-2.7) 2.5 (2.5-2.6)
females the rates were highest in those aged All ages 33(33-33) 30(3.0-30) 32(32-32)

35-44 years. The gender ratio was narrow-
est in the older age groups (Table 1).

Data from Hospital Episode Statistics (Department of Health, 2000).
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Table 3 Proportion of patients remaining in hospital for more than 90 days, more than 365 days, and the

median length of stay, ages 16—64 years, April 1999 to March 2000 (England)

Region

Proportion of patients, % (95% ClI)

Length of stay >90 days Length of stay > 365 days Median length of stay

(days)
Northern & Yorkshire 8.4 (7.9-8.9) 0.8 (0.7-1.0) I5
Trent 8.9 (8.4-9.5) 1.0 (0.8-1.2) 14
West Midlands 8.7 (8.2-9.2) 0.7 (0.5-0.9) 16
North West 9.5(9.0-9.9) 0.8 (0.7-1.0) 17
Eastern 8.3 (7.8-8.9) 0.8 (0.7-1.0) I5
London 11.3(10.7-11.8) 1.3 (1.I-1.5) 17
South East 10.0 (9.6-10.5) 1.2 (1.0-1.3) 16
South West 7.7 (72-8.2) 0.6 (0.5-0.8) 13
Total (all regions) 9.2(9.0-9.4) 0.9 (0.9-1.0) I5

Data from Hospital Episode Statistics (Department of Health, 2000).

handicap, child and adolescent psychiatry
and psychotherapy — the median lengths
of stay (in days) for each group were 15,
79, 14, 40, 155 and 40, respectively. Table
3 shows that although the London region
had the second lowest admissions rate, it
had the highest proportion of long-stay
patients, at both the 90-day and 365-day
cut-off points. London also had the longest
median stay, at 17 days.

Long stays were most frequent at the
extremes of the age distributions studied
(Table 4). The main condition category
contributing to prolonged length of stay
was schizophrenia and related psychoses,
accounting half
(52.5%) of the patients who remained in
hospital for longer than 90 days and two-
thirds (67.9%) of those remaining for
longer than 365 days (Fig. 2). The median

for  approximately

admission period was longest for those with
a diagnosis of eating disorder (36 days;
Table 5). The number of mean total occu-
pied bed-days was greatest for schizo-
phrenia and related psychoses — almost
twice that for depression and anxiety.

DISCUSSION

There are four main findings from this
analysis. First, there was a regional varia-
tion in admission rates for the period
studied, with a difference of approximately
30% between the lowest and highest rate
regions. Second, more men than women
were admitted to psychiatric beds. Third,
depression and anxiety was the main
recorded diagnosis given as the reason for
admission. Fourth, length of stay for

around 1 in 11 patients exceeded 90 days
and for about 1% exceeded 1 year. Psy-
chotic illness was the main cause of pro-
longed admission, accounting for about a
half of admissions lasting more than 90
days and two-thirds of those lasting over
1 year. It also accounted for the highest
number of mean total occupied bed-days.
London had the highest rate for these long
periods of stay but the second lowest rate
of admission overall.

Limitations of the study

There are a number of problems with the
use of large national data-sets such as the
Hospital Episode Statistics. The scale and
complexity of the task of gathering the data
and the large numbers of individuals in-
volved can give rise to reduced levels of
accuracy. The HES data include out-of-area
placements, readmissions and day patient
admissions (e.g. for electroconvulsive ther-
apy), and patterns of such care and record-
ing may vary by region. One limitation of
the HES database is that it contains no in-
formation on number of admissions to the
independent sector, rates of which may
vary between regions (McCrone, 2003).
The completeness of HES data in iden-
tifying all admissions and the reliability of
diagnostic coding in different centres are
both potential problems with nationally
collected data. The Department of Health
has undertaken studies to estimate the com-
pleteness of HES coverage (missing records)
and the accuracy of coding. Overall, HES
coverage has been consistently high: within
5% of the figures obtained from manual
contracting forms for the majority of re-
gions (Department of Health Statistics Sec-
tion SD2 HES, 1998). A systematic review

Table 4 Proportion of patients, categorised by age and gender, who remained in hospital for more than 90 days or more than 365 days and the median length of stay

Age category Male patients Female patients Male and female patients
ears
(years) LOS >90days LOS >365days Median LOS LOS >90days LOS >365days Median LOS LOS >90days >365days Median LOS
% (95% Cl) % (95% Cl) (days) % (95% Cl) % (95% Cl) (days) % (95%Cl) % (95%Cl) (days)

1624 1.0 (10.3-11.7)  1.5(1.2-1.7) 14 10.6 (9.8-11.4) 0.7 (0.5-1.0) 13 10.8 (10.3—11.3) 1.2(1.0-1.3) 14
25-34 9.8 (9.4-10.3) 1.2 (1.1-1.4) 13 78(74-8.3) 0.7(0.5-0.8) 15 8.9(8.6-9.3) 1.0(0.9-1.1) 14
35-44 7.6 (7.2-8.1) 0.9 (0.7-1.1) 13 74(70-79) 0.6 (0.5-0.7) 16 7.7 (7.3-8.0) 0.7 (0.7-0.9) 14
45-54 8.5 (8.0-9.1) 1.0 (0.8-1.2) 15 9.3 (8.8-9.9) 0.8 (0.7-1.0) 19 8.9(8.5-9.3) 0.9(0.8-1.0) 17
55-64 1.1 (10.3-12.0) 1.0 (0.8-1.4) 19 13.0 (12.2-13.9) 0.9 (0.7-1.2) 25 12.1 (11.6-12.7) 1.0 (0.8-1.2) 22
All ages 9.3 (9.1-9.6) 1.1 (1.0-1.2) 14 9.1 (8.9-94) 0.7 (0.6-0.8) 17 9.2(9.0-94) 0.9(0.9-1.0) 15
Data from Hospital Episode Statistics (Department of Health, 2000).
LOS, length of stay.
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Organic disorders

Substance misuse

Schizophrenia and related psychosis
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Depression and anxiety

Eating disorders
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Fig.2 Psychiatric diagnoses of all patients remaining in psychiatric hospital for > 90 days (a) and > 365 days (b), aged 16—64 years (data from Hospital Episode Statistics,

Department of Health, 2000).

Table5 Proportion of psychiatric admissions within a particular diagnostic group with hospital stay > 90 and

> 365 days, the median length of stay and mean total occupied bed-days

Diagnosis Proportion of admissions Median length of Mean total
A I
LOS > 90 days LOS > 365 days of stay (days)  occupied bed-days
% (95% Cl) % (95% Cl)

Organic disorders 13.2 (11.6-15.0) 2.2(1.6-3.2) 15 77517
Substance misuse 1.7 (1.5-1.9) 0.1 (0.1-0.1) 10 308850
Schizophrenia and 18.4 (17.9-18.8) 2.4(2.2-2.6) 28 1663875
related psychoses
Mania 10.9 (10.3—11.4) 0.5 (0.3-0.6) 27 479563
Depression and 5.6 (5.4-5.9) 0.3 (0.2-0.3) 14 836359
anxiety
Eating disorders 26.8 (23.7-30.2) 0.7 (0.2-1.6) 36 47636
Other 7.0 (6.5-7.4) 0.9 (0.8-1.1) 10 362266
All diagnoses 9.2(9.0-9.4) 0.9 (0.9-1.0) 15 3460316

Data from Hospital Episode Statistics (Department of Health, 2000).

LOS, length of stay.
I. Mean length of stay x total number of admissions.

of discharge coding accuracy by Campbell
et al (2001) included 21 studies and found
that the median coding accuracy rate was
91% for diagnostic codes. However, none
of these studies specifically addressed psy-
chiatric diagnostic codes, and future re-
search should address this deficiency. The
rates for mania were remarkably similar
across regions in our data, and a number
of local studies discussed below report find-
ings similar to ours. It is still possible, how-
ever, that regional variations in diagnostic
groups reflect, at least in part, regional dif-
ferences in diagnostic practices. Interpret-
ation of diagnosis patterns must be done
with caution, as the accuracy of coding of
psychiatric diagnosis by HES coders has

338

not, to the best of our knowledge, been
evaluated.

The HES data we have analysed include
all admissions to psychiatric units from six
psychiatric specialties, including forensic
psychiatry. Forensic admissions in part-
icular are associated with long duration of
stay, and so the siting of forensic units will
influence local patterns of patient episodes
lasting more than 365 days. However,
although the median length of stay was
greater for patients whose psychiatric
admission specialty was forensic psy-
chiatry, the impact of these patients’ data
is slight as they accounted for only 0.8%
of total admissions. We note that our analy-
sis might actually have underestimated the

https://doi.org/10.1192/bjp.185.4.334 Published online by Cambridge University Press

true length of hospital stay, as we only
included the first period in an episode of
in-patient care and did not consider
transfers of care to another consultant or
specialty (approximately 2% of admissions
had a transfer of care).

Our method of collection of psychiatric
cases, using admissions under psychiatric
specialties and ICD-10 primary diagnosis
codes, is likely to have missed a number
of cases first admitted to other non-
psychiatric specialties but with psychiatric
morbidity. The most obvious of these is
the number of patients admitted with self-
harm or overdose. However, the number
of patients subsequently transferred to
psychiatric specialties who had a primary
diagnosis in one of our diagnostic group-
ings was reassuringly low. We were unable
to look at diagnoses other than the primary
or main diagnosis with our methodology.

Patterns of admissions: comparison
with previous studies

To date there has been limited reporting of
HES data for psychiatric admissions. Smith
et al (1996) used HES data for 1992 to
develop an index of relative need for psy-
chiatric services and reported an overall
(all ages) in-patient admission rate of 4.2
per 1000 in England. In their analysis there
was an excess of female admissions, but
this was due to higher admission rates
among those aged 45-79 years; those aged
65 years and over were not included in
our analysis. Like us, Smith ez al found
higher male admission rates in those aged
16—44 years.

With respect to the distribution of diag-
noses accounting for hospital admission in
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England, there is no large national com-
parator. Bartlett et al (2001) made a
detailed and comprehensive survey of 730
consecutive acute adult hospital admissions
in Avon Health Authority (serving about
650000 people) between January and June
1998. In keeping with our analysis they
reported an excess of male admissions.
The distribution of main diagnoses underly-
ing the admissions was also similar to that
seen in our data: depression and anxiety
35%, schizophrenia and related psychoses
26%, mania/bipolar disorder 14% and
substance misuse 11%.

Flannigan et al (1994) reported admis-
sion rates of 3.5 and 4.2 per 1000 per year
in a detailed survey of two deprived
London districts in the early 1990s. Esti-
mates in their study, however, included all
ages but excluded diagnoses of dementia
in those aged over 635 years, those in secure
facilities and those who had been in hospi-
tal for more than 6 months. The relative
frequency of the main diagnoses showed
that psychosis accounted for around half
of all admissions in both London districts,
affective and neurotic disorder around
40% and substance misuse only 3%. This
contrasts with data from our analysis,
which indicate that
accounts for around 20% of admissions.

substance misuse

Our rates for substance misuse are fairly
uniform and do not vary greatly by region.
We investigated the secondary diagnosis
code for these admissions and it does not
appear that these people are patients with
‘dual diagnosis’ mental illness and drug
and alcohol use disorders. We also looked
at the possibility that this group included
a large number of patients admitted for
‘drug-induced psychosis’, but this does not
appear to be the case. The ICD-10 diag-
nostic group of ‘psychotic disorder’ in the
‘mental and behavioural disorders due to
use of alcohol and psychoactive substance
use’ only accounts for around 10% of these
admissions: the largest proportion appear
to be coded as ‘dependence syndrome’.
Although we cannot rule out that this high
proportion of admissions for substance
misuse may be a coding-related problem,
these data point to potentially very high
use of in-patient resources for dependence
problems.

A study by Fitzpatrick et al (2003)
examined patient characteristics in inner
London between 1988 and 1998 in a
sample of about 200 patients at three time
periods; their study found a higher rate for
psychosis (around 50%), with depression,

PSYCHIATRIC HOSPITAL ADMISSIONS IN ENGLAND

neurosis and substance misuse each
accounting for a much smaller percentage
of admissions (between 4% and 13%). In
contrast, we found a low rate for psychosis
and a relatively high rate for depression and
anxiety. This is contrary to the idea that
most psychiatric admissions in England
are for psychotic illness (schizophrenia
and related psychoses and mania combined
accounted for less than 40% of the total
admissions). The only area where the
proportion of admissions for
phrenia and related psychoses was higher

than for depression and anxiety was

schizo-

London. Drawing together the findings of
these different studies, it may be concluded
that the higher proportion of admissions
for depression and anxiety might be a
national phenomenon that is not apparent
in London.

Why does London appear to have a
different admission pattern from the rest
of the country? It is possible that this is
due to higher levels of bed occupancy in
some inner-city areas, particularly in
London (Johnson et al, 1997; Ford et al,
1998), where the threshold for admission
may be higher for people with depressive
and anxiety disorders. This may also contri-
bute to the lower than average admission
rate in London (2.7 per 1000). Indeed,
Hospital Activity Statistics for 1999/2000
show that the psychiatric ‘short stay’ bed
occupancy percentages were higher for
London (96.7%) than for England as a
whole (90.5%) (Department of Health,
2001). However, the situation is not
straightforward; the other area with a high
admission percentage for schizophrenia
was the North West of England, and this
region had ‘short stay’ bed occupancies of
86.7% — below that for England as a
whole. Data from the Department of
Health for 1999/2000 show that London
also has the highest rate of admissions
under the Mental Health Act 1983 of all
regions (1.79 per 1000), which may contri-
bute to the different pattern of admissions
in the capital (McCrone, 2003). London
also has the highest percentage of Mental
Health Act 1983 admissions being admitted
to the independent sector (McCrone, 2003)
and the highest percentage of admissions to
independent medium secure facilities
(Lelliott et al, 2001). There is almost
certainly a supply-side factor, however, as
London also has the highest number of
available adult short-stay and long-stay
beds per 100000 of the population
(McCrone, 2003).

https://doi.org/10.1192/bjp.185.4.334 Published online by Cambridge University Press

It is not clear from our study whether
such regional differences represent local
psychiatric need, different thresholds for
admission, variations in development of
community services or supply-side differ-
ences in in-patient resources (service use
and provision). Further research should in-
vestigate the configuration of services in the
regions with the highest and lowest admis-
sion rates to see how different the patterns
of service provision actually are. The
service mapping development work of the
University of Durham provides some rele-
vant information on current services but
not for the year studied (University of
Durham, 2004). However, figures from this
source for 2001 did show that the North
West region (the region with the highest
admission rate) had the lowest number of
functioning assertive outreach teams but
had reasonably low community mental
health numbers per
100000 of the population compared with
other regions.

The excess of male over female admis-
sions represents a reversal of the gender dif-
ferences in psychiatric admission and bed

team case-load

occupancy rates seen prior to the 1980s
and is confirmed by three recent analyses
(Payne, 1995; Bartlett et al, 2001; Prior &
Hayes, 2001). This result may have impli-
cations for acute wards, especially with
regard to the National Service Framework
(Department of Health, 1999) guidance
for single-sex ward environments. The
excess of male psychiatric admissions
contrasts with the female excess of mental
disorder - the second National Psychiatric
Morbidity Survey (Office for National
Statistics, 2000) showing the expected
female excess in morbidity for all neurotic
disorders, and a male excess only in person-
ality disorders and drug and alcohol pro-
blems. Some regional differences were
highlighted in the latter survey, such as
higher prevalence rates for most symptoms
in the North West and London for both
men and women and in the Northern &
Yorkshire region for men only, although
none of these differences was robust. These
in the patterns of
psychiatric admission reported here.

are not reflected

Length of stay

The high proportions of patients admitted
for more than 90 days and 365 days are
noteworthy, as is the finding that psychosis
contributes to the largest proportion of
these patients and the highest mean total
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bed occupancy. This may explain the
general impression that wards are popu-
lated by patients with psychosis, when in
fact most admissions are for depression
and anxiety. Lelliott et al (1994) observed
two particular subgroups of patients at op-
posite ends of the 16—64 years age spectrum
in their study of ‘new long stay patients’
one predominantly young and male with
psychosis, and the other old and female
with affective disorder or dementia. In this
analysis the highest percentage of male
long-stay patients had a diagnosis of schizo-
phrenia and related psychosis, and among
these males aged 16-34 years were over-
represented. The highest percentage of
female long-stay patients was in the older
age groups (45-64 years)
accounted for mostly by depression and
anxiety. It would be interesting to see if

and was

there were a decline in the number of
long-stay patients with the introduction of
initiatives such as assertive outreach and
home treatment teams with an emphasis
on early discharge.

The median length of stay (15 days) in
this study is the same as the 15 days found
by a study by Priest et al (1995) in their
cohort of patients admitted to a 60-bed
facility in central London over a 13-week
period (although the figure for the London
region in our study is slightly longer, at 18
days). Indeed, the long-stay proportions are
consistently higher in London, which may
reflect the comparative lack of residential
services (MILMIS Project Group, 1995;
Johnson et al, 1997).

Concluding remarks

The 2000 Consultation Paper on the
National Beds Inquiry states:
‘the pressure on beds appears to reflect a wider
mismatch of provision and need.Within each local
health community the requirement for acute
mental health beds needs to be assessed in the

context of the whole mental health system’
(Department of Health, 2000).

The size and nature of the HES data-set
analysed here provide a valuable picture
of what is happening in English in-patient
units and should be a key source of data
informing changes to in-patient provision
and care.
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CLINICAL IMPLICATIONS

m Contrary to belief and the findings of population morbidity surveys, psychiatric

admissions are more common for men than for women, and for depression and

anxiety than for psychosis.

B Despite policy initiatives to provide alternatives to in-patient care, | in || patients

remain in hospital for more than 3 months.

B Regional differences both in rates of psychiatric admission and in length of stay

require further investigation but may point to variations in service delivery or

availability. The impact on patient outcomes is uncertain.

LIMITATIONS

B Interpretation of diagnosis patterns must be treated with caution, as the accuracy

of psychiatric diagnosis coding by Hospital Episode Statistics (HES) coders has not

been evaluated.

m Admission rates do not directly represent clinical need or morbidity differences,

only the use of existing services.

m The HES data include all psychiatric specialties, and therefore may not be totally

applicable to general psychiatric units and may bias length of stay data.

ANDREW THOMPSON, MRCPsych, Department of Psychiatry, University of Bristol; MARY SHAW, PhD,
Department of Social Medicine, University of Bristol; GLYNN HARRISON, FRCPsych, Department of
Psychiatry, University of Bristol; DAVIDSON HO, MSc, DAVID GUNNELL, PhD, Department of Social Medicine,
University of Bristol; JULIA VERNE, PhD, South West Public Health Observatory, Bristol, UK

Correspondece: Dr A. Thompson, Department of Psychiatry, Cotham House, Cotham Hill, Bristol BS6
6JL, UK. Tel: +44 (0) 1179 546688; fax: +44 (0) 1179 546672; e-mail: andy.thompson@bristol.ac.uk

(First received |5 December 2003, final revision 24 May 2004, accepted 31 May 2004)

conducted within the Department of Social
Medicine are supported by the South West Public
Health Observatory and the Medical Research
Council  (MRC) Health  Services Research
Collaboration. The Department of Social Medicine
is the lead centre of the MRC Health Services
Collaboration. M.S. and DH. are funded by the
South West Public Health Observatory.

REFERENCES

Bartlett, C., Holloway, }., Evans, M., et al (2001)
Alternatives to psychiatric in-patient care: a case-by-
case survey of clinician judgments. Journal of Mental
Health, 10, 535-546.

Campbell, S. E., Campbell, M. K., Grimshaw, J. M., et
al (2001) A systematic review of discharge coding
accuracy. Journal of Public Health Medicine, 23, 205-211.

Department of Health (1999) National Service
Framework for Mental Health. London: Stationery Office.

Department of Health (2000) Shaping the Future
NHS: Long-term Planning for Hospitals and Related
Services. Consultation Document on the Findings of the

https://doi.org/10.1192/bjp.185.4.334 Published online by Cambridge University Press

National Beds Inquiry: Supporting Analysis. London:
Stationery Office.

Department of Health (2001) Hospital Activity
Statistics. 1999-00 Statistics Menu. London: Stationery
Office. http: [ f[www.performance.doh.gov.uk/
hospitalactivity statistics/1999-00/index.htm

Department of Health (2004) Hospital Episode
Statistics. London: Stationery Office. http: / fwww.dh.
gov.uk/publicationsandstatistics /statistics/
hospitalepisodestatistics/fs/en

Department of Health Statistics Section SD2 HES
(1998) HES The Book. London: Stationery Office..

Fitzpatrick, N. K., Thompson, C. )., Hemingway, H.,
et al (2003) Acute mental health admissions in inner
London: changes in patient characteristics and clinical
admission thresholds between 1988 and 1998. Psychiatric
Bulletin, 27, 7—11.

Flannigan, C. B., Glover, G. R., Feeny, S.T., et al
(1994) Inner London collaborative audit of admissions in
two health districts. |: Introduction, methods and
preliminary findings. British Journal of Psychiatry, 165,
734-742.

Ford, R., Durcan, R.,Warner, P,, et al (1998) One-day
survey by the Mental Health Act Commission of acute


https://doi.org/10.1192/bjp.185.4.334

psychiatric inpatient wards in England and Wales. BM),
317, 1279-1283.

Glover, G., Farmer, R. & Preston, D. (1990) Indicators
of mental hospital bed use. Health Trends, 22, I11—-115.

Johnson, S., Ramsay, R., Thornicroft, G., et al (1997)
London’s Mental Health. The Report to the King’s Fund
London Commission. London: King's Fund.

Lelliott, P.,Wing, ). & Clifford, P. (1994) A national
audit of new long-stay psychiatric patients. |. Method and
description of the cohort. British Journal of Psychiatry,
165, 160—169.

Lelliott, P., Knapp, M., Audini, B., et al (1996) Mental
health residential care in the 1990s: beds and balances.
Mental Health Research Review, 3, 24-27.

Lelliott, P., Audini, B. & Duffett, R. (2001) Survey of
patients from an inner-London health authority in
medium secure psychiatric care. British Journal of
Psychiatry, 178, 62—66.

PSYCHIATRIC HOSPITAL ADMISSIONS IN ENGLAND

McCrone, P. (2003) Mental Health Activity in London:
Recent Developments. London: King's Fund.

MILMIS Project Group (1995) Monitoring inner
London mental iliness services. Psychiatric Bulletin, 19,
276-280.

Office for National Statistics (2000) Psychiatric
Morbidity Among Adults Living in Private Households.
London: Stationery Office.

Payne, S. (1995) The rationing of psychiatric beds:
changing trends in sex ratios in admission to psychiatric
hospital. Health and Social Care in the Community, 3,
289-300.

Priest, R. G., Fineberg, N., Merson, S., et al (1995)
Length of stay of acute psychiatric inpatients: an
exponential model. Acta Psychiatrica Scandinavica, 92,
315-317.

https://doi.org/10.1192/bjp.185.4.334 Published online by Cambridge University Press

Prior, P. M. & Hayes, B. C. (2001) Changing places:
men replace women in mental health beds in Britain.
Social Policy and Administration, 35, 397—410.

Sainsbury Centre for Mental Health (1998) Acute
Problems: A Survey of the Quality of Care in Acute
Psychiatric Wards (ACIS). London: Sainsbury Centre for
Mental Health.

Smith, P, Sheldon, T. A. & Martin, S. (1996) An index
of need for psychiatric services based on in-patient
utilisation. British Journal of Psychiatry, 169, 308-316.

University of Durham (2004) Adult Mental Health
Service Mapping. http: [ /fwww.dur.ac.uk/
service.mapping [amh/queries/

World Health Organization (1992) The ICD—/0

Classification of Mental and Behavioural Disorders.
Geneva: WHO.

341


https://doi.org/10.1192/bjp.185.4.334

