
BackgroundBackground The assessment andThe assessment and

reporting of nationalpatterns ofreporting of nationalpatterns of

psychiatric hospital admissions ispsychiatric hospital admissions is

important for strategic serviceimportant for strategic service

development andplanning.development andplanning.

AimsAims To investigate patterns ofTo investigate patterns of

psychiatric hospital admissions of patientspsychiatric hospital admissions of patients

aged16^64 years in England.aged16^64 years in England.

MethodMethod Weused the DepartmentofWeused the Departmentof

Health’s national Hospital EpisodeHealth’s national Hospital Episode

Statistics data on admissions to NationalStatistics data on admissions to National

Health Service hospitals in EnglandHealth Service hospitals in England

between April1999 and March 2000, tobetween April1999 and March 2000, to

investigate patternsbyregion, gender, ageinvestigate patterns byregion, gender, age

and diagnosis.and diagnosis.

ResultsResults The annual admissionrate forThe annual admissionrate for

Englandwas 3.2 per1000 population.Englandwas 3.2 per1000 population.

ThereweremarkedregionalvariationsThereweremarkedregionalvariations

andrateswere higher inmales than inandrateswerehigher inmales thanin

females.Depression and anxiety togetherfemales.Depression and anxiety together

were themostcommon (29.6%) reasonwere themostcommon (29.6%) reason

for admission.Length of stayexceeded 90for admission.Length of stayexceeded 90

days in 9.2% of admissions and1year indays in 9.2% of admissions and1year in

0.9% (highest in London and for0.9% (highest in London and for

psychoses).psychoses).

ConclusionsConclusions Depression and anxietyDepression and anxiety

together were themost frequenttogether were themost frequent

diagnoses leading to hospitalisation.Therediagnoses leading to hospitalisation.There

has been a reversal of the previouslyhas been a reversal of the previously

reportedpredominance of femalereportedpredominance of female

admissions.Regionalvariations in activityadmissions.Regionalvariations in activity

and the significantnumbers of patientsand the significant numbers of patients

remaining for longperiods in‘acute’ in-remaining for longperiods in‘acute’ in-

patientcare have important policypatientcare have importantpolicy

implications.implications.

Declaration of interestDeclaration of interest None.None.

The number of in-patient psychiatric bedsThe number of in-patient psychiatric beds

in England has fallen dramatically overin England has fallen dramatically over

the past 40 years. This has led to increasingthe past 40 years. This has led to increasing

concerns about both the adequacy of cur-concerns about both the adequacy of cur-

rent levels of provision (Fordrent levels of provision (Ford et alet al, 1998;, 1998;

Department of Health, 2000) and the qual-Department of Health, 2000) and the qual-

ity of the care provided (Sainsbury Centreity of the care provided (Sainsbury Centre

for Mental Health, 1998). Although therefor Mental Health, 1998). Although there

has been much discussion about the num-has been much discussion about the num-

ber and use of psychiatric beds, there hasber and use of psychiatric beds, there has

been little focus on the patterns of admis-been little focus on the patterns of admis-

sions nationally and the type of patientssions nationally and the type of patients

admitted to psychiatric units. Hospitali-admitted to psychiatric units. Hospitali-

sation still accounts for about 75% ofsation still accounts for about 75% of

National Health Service (NHS) spendingNational Health Service (NHS) spending

on mental health (Lellioton mental health (Lelliot et alet al, 1996). This, 1996). This

article provides a cross-sectional overviewarticle provides a cross-sectional overview

of all admissions to English psychiatric hos-of all admissions to English psychiatric hos-

pitals in the financial year 1999, usingpitals in the financial year 1999, using

national Hospital Episode Statistics (HES)national Hospital Episode Statistics (HES)

data.data.

METHODMETHOD

Hospital Episode Statistics dataHospital Episode Statistics data

We used an extract of the Department ofWe used an extract of the Department of

Health’s Hospital Episode Statistics (HES)Health’s Hospital Episode Statistics (HES)

data to identify all admissions to NHSdata to identify all admissions to NHS

hospitals for the treatment of psychiatrichospitals for the treatment of psychiatric

disorder between 2 April 1999 and 30disorder between 2 April 1999 and 30

March 2000 (Department of Health,March 2000 (Department of Health,

2004). We excluded the dates 1 April2004). We excluded the dates 1 April

1999 and 31 March 2000, because when1999 and 31 March 2000, because when

trust mergers occur all the patients of thetrust mergers occur all the patients of the

trusts undergoing change are recorded intrusts undergoing change are recorded in

HES as being discharged on 31 MarchHES as being discharged on 31 March

and admitted to the new trust on 1 April.and admitted to the new trust on 1 April.

Therefore we looked at ‘near year’Therefore we looked at ‘near year’

admissions.admissions.

An episode of in-patient care mayAn episode of in-patient care may

comprise a series of consecutive periods ofcomprise a series of consecutive periods of

care under different consultants or special-care under different consultants or special-

ties as the patient is investigated and trea-ties as the patient is investigated and trea-

ted. The admission episodes included inted. The admission episodes included in

our analysis were defined as those in whichour analysis were defined as those in which

the first episode (finished consultantthe first episode (finished consultant

episode) of the spell of in-patient treatmentepisode) of the spell of in-patient treatment

(records with an epiorder of 1) was under(records with an epiorder of 1) was under

the care of one of the psychiatric specialtiesthe care of one of the psychiatric specialties

listed below. We excluded episodes of carelisted below. We excluded episodes of care

in which the patient was referred to thein which the patient was referred to the

psychiatric services following an initialpsychiatric services following an initial

episode of care under another specialtyepisode of care under another specialty

(e.g. a medical admission for self-harm).(e.g. a medical admission for self-harm).

Readmissions were included within theReadmissions were included within the

data-set and so the analyses presented aredata-set and so the analyses presented are

based on the total number of admission epi-based on the total number of admission epi-

sodes rather than the number of individualssodes rather than the number of individuals

admitted.admitted.

Admission rates (age-standardised toAdmission rates (age-standardised to

the European standard population) werethe European standard population) were

calculated using the 2001 census datacalculated using the 2001 census data

(mid-year population estimates) as the(mid-year population estimates) as the

denominator. The analysis was restricteddenominator. The analysis was restricted

to patients aged 16–64 years. Records wereto patients aged 16–64 years. Records were

extracted for all admissions under the spe-extracted for all admissions under the spe-

cialties mental illness, forensic psychiatry,cialties mental illness, forensic psychiatry,

child and adolescent psychiatry, mentalchild and adolescent psychiatry, mental

handicap, psychotherapy and old age psy-handicap, psychotherapy and old age psy-

chiatry: HES field code Main Specialtychiatry: HES field code Main Specialty

(Mainspef), codes used 700, 710, 711,(Mainspef), codes used 700, 710, 711,

712, 713 and 715. Each record contains a712, 713 and 715. Each record contains a

variety of administrative, clinical andvariety of administrative, clinical and

patient information describing the carepatient information describing the care

and treatment a patient received while inand treatment a patient received while in

hospital. For each admission, data werehospital. For each admission, data were

extracted for diagnosis, gender, age andextracted for diagnosis, gender, age and

the regional health authority of residence.the regional health authority of residence.

Median length of admission, mean totalMedian length of admission, mean total

occupied bed-days and the proportions ofoccupied bed-days and the proportions of

patients remaining in hospital for morepatients remaining in hospital for more

than 90 days and for more than 365 daysthan 90 days and for more than 365 days

(Glover(Glover et alet al, 1990) were also examined, 1990) were also examined

for each of the following broad diagnosticfor each of the following broad diagnostic

groups, using the ICD–10 codes: organicgroups, using the ICD–10 codes: organic

disorders (F00–09), substance misusedisorders (F00–09), substance misuse

(F10–19), schizophrenia and related psy-(F10–19), schizophrenia and related psy-

choses (F20–29), mania (F30–31), depres-choses (F20–29), mania (F30–31), depres-

sion and anxiety (F32–49), eatingsion and anxiety (F32–49), eating

disorders (F50) and ‘other’ (F51–69, F99)disorders (F50) and ‘other’ (F51–69, F99)

(World Health Organization, 1992).(World Health Organization, 1992).

The main or primary diagnosis code weThe main or primary diagnosis code we

used from HES (‘diagnosis 1’) was assignedused from HES (‘diagnosis 1’) was assigned

at the end of the first finished consultantat the end of the first finished consultant

episode. The primary diagnosis is definedepisode. The primary diagnosis is defined

by the Department of Health as the mainby the Department of Health as the main

condition treated or investigated duringcondition treated or investigated during

the relevant episode of health care (wherethe relevant episode of health care (where

a definitive diagnosis cannot be given, aa definitive diagnosis cannot be given, a

code describing the main symptom, abnor-code describing the main symptom, abnor-

mal finding or problem should be used).mal finding or problem should be used).

As information for length of stay is onlyAs information for length of stay is only

coded at the end of a consultant carecoded at the end of a consultant care

episode, and we were concerned not toepisode, and we were concerned not to

exclude patients admitted during 1999–exclude patients admitted during 1999–

2000 but who had not been discharged2000 but who had not been discharged

within the period covered by our HESwithin the period covered by our HES
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extract, our analysis of length of stay wasextract, our analysis of length of stay was

based on a separate HES extract consistingbased on a separate HES extract consisting

of those discharged between 2 April 1999of those discharged between 2 April 1999

and 30 March 2000. Some of these patientsand 30 March 2000. Some of these patients

(9806 patients) were admitted prior to 2(9806 patients) were admitted prior to 2

April 1999. We used this data-set to esti-April 1999. We used this data-set to esti-

mate the duration of the first consultantmate the duration of the first consultant

episode of care as our measure of lengthepisode of care as our measure of length

of stay. This approach leads to an under-of stay. This approach leads to an under-

estimate of total length of stay, as someestimate of total length of stay, as some

patients may complete one consultantpatients may complete one consultant

episode and be transferred to the care ofepisode and be transferred to the care of

another. For all other analyses, the HESanother. For all other analyses, the HES

extract used was based on all admissionsextract used was based on all admissions

within our study year only. We calculatedwithin our study year only. We calculated

95% confidence intervals for all rates and95% confidence intervals for all rates and

proportions.proportions.

Data managementData management

Duplicate records were identified andDuplicate records were identified and

removed from the data extracts by match-removed from the data extracts by match-

ing on a number of the data fields, includ-ing on a number of the data fields, includ-

ing date of birth, gender, postcode,ing date of birth, gender, postcode,

diagnosis, place of admission, admissiondiagnosis, place of admission, admission

date and discharge date. Gender-specificdate and discharge date. Gender-specific

analyses exclude the 1.6% of episodesanalyses exclude the 1.6% of episodes

where gender was recorded as ‘other’.where gender was recorded as ‘other’.

RESULTSRESULTS

Overall national and regionalOverall national and regional
patterns of admissionspatterns of admissions

There were 102 980 admissions to psychi-There were 102 980 admissions to psychi-

atric hospitals in England in the financialatric hospitals in England in the financial

year 1999/2000 for the age group 16–64year 1999/2000 for the age group 16–64

years. The mental illness specialty ac-years. The mental illness specialty ac-

counted for 97.3% of all admissions, withcounted for 97.3% of all admissions, with

old age psychiatry, forensic psychiatry,old age psychiatry, forensic psychiatry,

mental handicap, child and adolescent psy-mental handicap, child and adolescent psy-

chiatry and psychotherapy accounting forchiatry and psychotherapy accounting for

0.9%, 0.8%, 0.6%, 0.4% and 0.04%0.9%, 0.8%, 0.6%, 0.4% and 0.04%

respectively. The age-standardised annualrespectively. The age-standardised annual

rate of admission for psychiatric disorderrate of admission for psychiatric disorder

in England for ages 16–64 years was 3.2in England for ages 16–64 years was 3.2

per 1000. There was regional variation:per 1000. There was regional variation:

rates were highest in the North West regionrates were highest in the North West region

(3.8 per 1000) and lowest in the Eastern(3.8 per 1000) and lowest in the Eastern

region (2.7 per 1000) (Fig. 1).region (2.7 per 1000) (Fig. 1).

Age and genderAge and gender

Overall the admission rates were higher forOverall the admission rates were higher for

males (3.3 per 1000) than for females (3.0males (3.3 per 1000) than for females (3.0

per 1000). For males, admission ratesper 1000). For males, admission rates

peaked in those aged 25–44 years. Forpeaked in those aged 25–44 years. For

females the rates were highest in those agedfemales the rates were highest in those aged

35–44 years. The gender ratio was narrow-35–44 years. The gender ratio was narrow-

est in the older age groups (Table 1).est in the older age groups (Table 1).

Diagnostic groupDiagnostic group

Table 2 shows the total number of admis-Table 2 shows the total number of admis-

sions categorised by diagnostic group forsions categorised by diagnostic group for

England and the proportion of total admis-England and the proportion of total admis-

sions accounted for by each group for thesions accounted for by each group for the

1-year period. For England as a whole,1-year period. For England as a whole,

depression and anxiety (F32–49) were thedepression and anxiety (F32–49) were the

most common reason for hospital admis-most common reason for hospital admis-

sion, accounting for 29.6% of all admis-sion, accounting for 29.6% of all admis-

sions. Schizophrenia and related psychosessions. Schizophrenia and related psychoses

(F20–29) accounted for 26.0% of admis-(F20–29) accounted for 26.0% of admis-

sions, substance misuse 19.1% and otherssions, substance misuse 19.1% and others

12.2%. There were a number of regional12.2%. There were a number of regional

differences: the proportion of admissionsdifferences: the proportion of admissions

for schizophrenia and related psychosesfor schizophrenia and related psychoses

was higher than for depression and anxietywas higher than for depression and anxiety

in London only (34.5%in London only (34.5% v.v. 21.7%). Admis-21.7%). Admis-

sions for organic disorders were highest insions for organic disorders were highest in

the Northern & Yorkshire region and thethe Northern & Yorkshire region and the

proportion of admissions for substance mis-proportion of admissions for substance mis-

use highest in the North West region.use highest in the North West region.

Length of stayLength of stay

Nationally 9.2% of patients stayed longerNationally 9.2% of patients stayed longer

than 90 days, 0.9% of patients stayed long-than 90 days, 0.9% of patients stayed long-

er than 365 days and the median length ofer than 365 days and the median length of

stay was 15 days. For the six psychiatricstay was 15 days. For the six psychiatric

specialties – mental illness, forensic psy-specialties – mental illness, forensic psy-

chiatry, old age psychiatry, mentalchiatry, old age psychiatry, mental

3 3 53 3 5

Fig.1Fig.1 Age-standardisedpsychiatric admission rates per1000 population per year (blackbars) and categorisedAge-standardisedpsychiatric admission rates per1000 population per year (blackbars) and categorised

by gender (males, shaded bars; females, white bars), aged16^64 years (data from Hospital Episode Statistics,by gender (males, shaded bars; females, white bars), aged16^64 years (data fromHospital Episode Statistics,

Department of Health, 2000).Department of Health, 2000).

Table1Table1 Annual psychiatric admission rate per1000 population, April1999 to March 2000 (England)Annual psychiatric admission rate per1000 population, April1999 to March 2000 (England)

Age category (years)Age category (years) Admission rate per 1000 (95% CI)Admission rate per 1000 (95% CI)

MaleMale FemaleFemale TotalTotal

16^2416^24 3.0 (2.9^3.0)3.0 (2.9^3.0) 2.1 (2.0^2.1)2.1 (2.0^2.1) 2.6 (2.5^2.6)2.6 (2.5^2.6)

25^3425^34 4.1 (4.0^4.1)4.1 (4.0^4.1) 3.2 (3.2^3.3)3.2 (3.2^3.3) 3.7 (3.7^3.8)3.7 (3.7^3.8)

35^4435^44 4.1 (4.0^4.2)4.1 (4.0^4.2) 3.9 (3.8^4.0)3.9 (3.8^4.0) 4.1 (4.0^4.1)4.1 (4.0^4.1)

45^5445^54 2.6 (2.6^2.6)2.6 (2.6^2.6) 2.8 (2.8^2.9)2.8 (2.8^2.9) 2.8 (2.7^2.8)2.8 (2.7^2.8)

55^6455^64 2.3 (2.2^2.4)2.3 (2.2^2.4) 2.7 (2.6^2.7)2.7 (2.6^2.7) 2.5 (2.5^2.6)2.5 (2.5^2.6)

All agesAll ages 3.3 (3.3^3.3)3.3 (3.3^3.3) 3.0 (3.0^3.0)3.0 (3.0^3.0) 3.2 (3.2^3.2)3.2 (3.2^3.2)

Data from Hospital Episode Statistics (Department of Health, 2000).Data from Hospital Episode Statistics (Department of Health, 2000).
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handicap, child and adolescent psychiatryhandicap, child and adolescent psychiatry

and psychotherapy – the median lengthsand psychotherapy – the median lengths

of stay (in days) for each group were 15,of stay (in days) for each group were 15,

79, 14, 40, 155 and 40, respectively. Table79, 14, 40, 155 and 40, respectively. Table

3 shows that although the London region3 shows that although the London region

had the second lowest admissions rate, ithad the second lowest admissions rate, it

had the highest proportion of long-stayhad the highest proportion of long-stay

patients, at both the 90-day and 365-daypatients, at both the 90-day and 365-day

cut-off points. London also had the longestcut-off points. London also had the longest

median stay, at 17 days.median stay, at 17 days.

Long stays were most frequent at theLong stays were most frequent at the

extremes of the age distributions studiedextremes of the age distributions studied

(Table 4). The main condition category(Table 4). The main condition category

contributing to prolonged length of staycontributing to prolonged length of stay

was schizophrenia and related psychoses,was schizophrenia and related psychoses,

accounting for approximately halfaccounting for approximately half

(52.5%) of the patients who remained in(52.5%) of the patients who remained in

hospital for longer than 90 days and two-hospital for longer than 90 days and two-

thirds (67.9%) of those remaining forthirds (67.9%) of those remaining for

longer than 365 days (Fig. 2). The medianlonger than 365 days (Fig. 2). The median

admission period was longest for those withadmission period was longest for those with

a diagnosis of eating disorder (36 days;a diagnosis of eating disorder (36 days;

Table 5). The number of mean total occu-Table 5). The number of mean total occu-

pied bed-days was greatest for schizo-pied bed-days was greatest for schizo-

phrenia and related psychoses – almostphrenia and related psychoses – almost

twice that for depression and anxiety.twice that for depression and anxiety.

DISCUSSIONDISCUSSION

There are four main findings from thisThere are four main findings from this

analysis. First, there was a regional varia-analysis. First, there was a regional varia-

tion in admission rates for the periodtion in admission rates for the period

studied, with a difference of approximatelystudied, with a difference of approximately

30% between the lowest and highest rate30% between the lowest and highest rate

regions. Second, more men than womenregions. Second, more men than women

were admitted to psychiatric beds. Third,were admitted to psychiatric beds. Third,

depression and anxiety was the maindepression and anxiety was the main

recorded diagnosis given as the reason forrecorded diagnosis given as the reason for

admission. Fourth, length of stay foradmission. Fourth, length of stay for

around 1 in 11 patients exceeded 90 daysaround 1 in 11 patients exceeded 90 days

and for about 1% exceeded 1 year. Psy-and for about 1% exceeded 1 year. Psy-

chotic illness was the main cause of pro-chotic illness was the main cause of pro-

longed admission, accounting for about alonged admission, accounting for about a

half of admissions lasting more than 90half of admissions lasting more than 90

days and two-thirds of those lasting overdays and two-thirds of those lasting over

1 year. It also accounted for the highest1 year. It also accounted for the highest

number of mean total occupied bed-days.number of mean total occupied bed-days.

London had the highest rate for these longLondon had the highest rate for these long

periods of stay but the second lowest rateperiods of stay but the second lowest rate

of admission overall.of admission overall.

Limitations of the studyLimitations of the study

There are a number of problems with theThere are a number of problems with the

use of large national data-sets such as theuse of large national data-sets such as the

Hospital Episode Statistics. The scale andHospital Episode Statistics. The scale and

complexity of the task of gathering the datacomplexity of the task of gathering the data

and the large numbers of individuals in-and the large numbers of individuals in-

volved can give rise to reduced levels ofvolved can give rise to reduced levels of

accuracy. The HES data include out-of-areaaccuracy. The HES data include out-of-area

placements, readmissions and day patientplacements, readmissions and day patient

admissions (e.g. for electroconvulsive ther-admissions (e.g. for electroconvulsive ther-

apy), and patterns of such care and record-apy), and patterns of such care and record-

ing may vary by region. One limitation ofing may vary by region. One limitation of

the HES database is that it contains no in-the HES database is that it contains no in-

formation on number of admissions to theformation on number of admissions to the

independent sector, rates of which mayindependent sector, rates of which may

vary between regions (McCrone, 2003).vary between regions (McCrone, 2003).

The completeness of HES data in iden-The completeness of HES data in iden-

tifying all admissions and the reliability oftifying all admissions and the reliability of

diagnostic coding in different centres arediagnostic coding in different centres are

both potential problems with nationallyboth potential problems with nationally

collected data. The Department of Healthcollected data. The Department of Health

has undertaken studies to estimate the com-has undertaken studies to estimate the com-

pleteness of HES coverage (missing records)pleteness of HES coverage (missing records)

and the accuracy of coding. Overall, HESand the accuracy of coding. Overall, HES

coverage has been consistently high: withincoverage has been consistently high: within

5% of the figures obtained from manual5% of the figures obtained from manual

contracting forms for the majority of re-contracting forms for the majority of re-

gions (Department of Health Statistics Sec-gions (Department of Health Statistics Sec-

tion SD2 HES, 1998). A systematic reviewtion SD2 HES, 1998). A systematic review

3 3 73 3 7

Table 3Table 3 Proportion of patients remaining in hospital for more than 90 days, more than 365 days, and theProportion of patients remaining in hospital for more than 90 days, more than 365 days, and the

median length of stay, ages16^64 years, April1999 to March 2000 (England)median length of stay, ages16^64 years, April1999 to March 2000 (England)

RegionRegion Proportion of patients, % (95% CI)Proportion of patients, % (95% CI)

Length of stayLength of stay4490 days90 days Length of stayLength of stay44365 days365 days Median length of stayMedian length of stay

(days)(days)

Northern & YorkshireNorthern & Yorkshire 8.4 (7.9^8.9)8.4 (7.9^8.9) 0.8 (0.7^1.0)0.8 (0.7^1.0) 1515

TrentTrent 8.9 (8.4^9.5)8.9 (8.4^9.5) 1.0 (0.8^1.2)1.0 (0.8^1.2) 1414

West MidlandsWest Midlands 8.7 (8.2^9.2)8.7 (8.2^9.2) 0.7 (0.5^0.9)0.7 (0.5^0.9) 1616

NorthWestNorthWest 9.5 (9.0^9.9)9.5 (9.0^9.9) 0.8 (0.7^1.0)0.8 (0.7^1.0) 1717

EasternEastern 8.3 (7.8^8.9)8.3 (7.8^8.9) 0.8 (0.7^1.0)0.8 (0.7^1.0) 1515

LondonLondon 11.3 (10.7^11.8)11.3 (10.7^11.8) 1.3 (1.1^1.5)1.3 (1.1^1.5) 1717

South EastSouth East 10.0 (9.6^10.5)10.0 (9.6^10.5) 1.2 (1.0^1.3)1.2 (1.0^1.3) 1616

SouthWestSouthWest 7.7 (7.2^8.2)7.7 (7.2^8.2) 0.6 (0.5^0.8)0.6 (0.5^0.8) 1313

Total (all regions)Total (all regions) 9.2 (9.0^9.4)9.2 (9.0^9.4) 0.9 (0.9^1.0)0.9 (0.9^1.0) 1515

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

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

Age categoryAge category Male patientsMale patients Female patientsFemale patients Male and female patientsMale and female patients

(years)(years)
LOSLOS4490 days90 days

% (95% CI)% (95% CI)

LOSLOS44365 days365 days

% (95% CI)% (95% CI)

Median LOSMedian LOS

(days)(days)

LOSLOS4490 days90 days

% (95% CI)% (95% CI)

LOSLOS44365 days365 days

% (95% CI)% (95% CI)

Median LOSMedian LOS

(days)(days)

LOSLOS4490 days90 days

% (95% CI)% (95% CI)

44365 days365 days

% (95% CI)% (95% CI)

Median LOSMedian LOS

(days)(days)

16^2416^24 11.0 (10.3^11.7)11.0 (10.3^11.7) 1.5 (1.2^1.7)1.5 (1.2^1.7) 1414 10.6 (9.8^11.4)10.6 (9.8^11.4) 0.7 (0.5^1.0)0.7 (0.5^1.0) 1313 10.8 (10.3^11.3)10.8 (10.3^11.3) 1.2 (1.0^1.3)1.2 (1.0^1.3) 1414

25^3425^34 9.8 (9.4^10.3)9.8 (9.4^10.3) 1.2 (1.1^1.4)1.2 (1.1^1.4) 1313 7.8 (7.4^8.3)7.8 (7.4^8.3) 0.7 (0.5^0.8)0.7 (0.5^0.8) 1515 8.9 (8.6^9.3)8.9 (8.6^9.3) 1.0 (0.9^1.1)1.0 (0.9^1.1) 1414

35^4435^44 7.6 (7.2^8.1)7.6 (7.2^8.1) 0.9 (0.7^1.1)0.9 (0.7^1.1) 1313 7.4 (7.0^7.9)7.4 (7.0^7.9) 0.6 (0.5^0.7)0.6 (0.5^0.7) 1616 7.7 (7.3^8.0)7.7 (7.3^8.0) 0.7 (0.7^0.9)0.7 (0.7^0.9) 1414

45^5445^54 8.5 (8.0^9.1)8.5 (8.0^9.1) 1.0 (0.8^1.2)1.0 (0.8^1.2) 1515 9.3 (8.8^9.9)9.3 (8.8^9.9) 0.8 (0.7^1.0)0.8 (0.7^1.0) 1919 8.9 (8.5^9.3)8.9 (8.5^9.3) 0.9 (0.8^1.0)0.9 (0.8^1.0) 1717

55^6455^64 11.1 (10.3^12.0)11.1 (10.3^12.0) 1.0 (0.8^1.4)1.0 (0.8^1.4) 1919 13.0 (12.2^13.9)13.0 (12.2^13.9) 0.9 (0.7^1.2)0.9 (0.7^1.2) 2525 12.1 (11.6^12.7)12.1 (11.6^12.7) 1.0 (0.8^1.2)1.0 (0.8^1.2) 2222

All agesAll ages 9.3 (9.1^9.6)9.3 (9.1^9.6) 1.1 (1.0^1.2)1.1 (1.0^1.2) 1414 9.1 (8.9^9.4)9.1 (8.9^9.4) 0.7 (0.6^0.8)0.7 (0.6^0.8) 1717 9.2 (9.0^9.4)9.2 (9.0^9.4) 0.9 (0.9^1.0)0.9 (0.9^1.0) 1515

Data from Hospital Episode Statistics (Department of Health, 2000).Data from Hospital Episode Statistics (Department of Health, 2000).
LOS, length of stay.LOS, length of stay.
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of discharge coding accuracy by Campbellof discharge coding accuracy by Campbell

et alet al (2001) included 21 studies and found(2001) included 21 studies and found

that the median coding accuracy rate wasthat the median coding accuracy rate was

91% for diagnostic codes. However, none91% for diagnostic codes. However, none

of these studies specifically addressed psy-of these studies specifically addressed psy-

chiatric diagnostic codes, and future re-chiatric diagnostic codes, and future re-

search should address this deficiency. Thesearch should address this deficiency. The

rates for mania were remarkably similarrates for mania were remarkably similar

across regions in our data, and a numberacross regions in our data, and a number

of local studies discussed below report find-of local studies discussed below report find-

ings similar to ours. It is still possible, how-ings similar to ours. It is still possible, how-

ever, that regional variations in diagnosticever, that regional variations in diagnostic

groups reflect, at least in part, regional dif-groups reflect, at least in part, regional dif-

ferences in diagnostic practices. Interpret-ferences in diagnostic practices. Interpret-

ation of diagnosis patterns must be doneation of diagnosis patterns must be done

with caution, as the accuracy of coding ofwith caution, as the accuracy of coding of

psychiatric diagnosis by HES coders haspsychiatric diagnosis by HES coders has

not, to the best of our knowledge, beennot, to the best of our knowledge, been

evaluated.evaluated.

The HES data we have analysed includeThe HES data we have analysed include

all admissions to psychiatric units from sixall admissions to psychiatric units from six

psychiatric specialties, including forensicpsychiatric specialties, including forensic

psychiatry. Forensic admissions in part-psychiatry. Forensic admissions in part-

icular are associated with long duration oficular are associated with long duration of

stay, and so the siting of forensic units willstay, and so the siting of forensic units will

influence local patterns of patient episodesinfluence local patterns of patient episodes

lasting more than 365 days. However,lasting more than 365 days. However,

although the median length of stay wasalthough the median length of stay was

greater for patients whose psychiatricgreater for patients whose psychiatric

admission specialty was forensic psy-admission specialty was forensic psy-

chiatry, the impact of these patients’ datachiatry, the impact of these patients’ data

is slight as they accounted for only 0.8%is slight as they accounted for only 0.8%

of total admissions. We note that our analy-of total admissions. We note that our analy-

sis might actually have underestimated thesis might actually have underestimated the

true length of hospital stay, as we onlytrue length of hospital stay, as we only

included the first period in an episode ofincluded the first period in an episode of

in-patient care and did not considerin-patient care and did not consider

transfers of care to another consultant ortransfers of care to another consultant or

specialty (approximately 2% of admissionsspecialty (approximately 2% of admissions

had a transfer of care).had a transfer of care).

Our method of collection of psychiatricOur method of collection of psychiatric

cases, using admissions under psychiatriccases, using admissions under psychiatric

specialties and ICD–10 primary diagnosisspecialties and ICD–10 primary diagnosis

codes, is likely to have missed a numbercodes, is likely to have missed a number

of cases first admitted to other non-of cases first admitted to other non-

psychiatric specialties but with psychiatricpsychiatric specialties but with psychiatric

morbidity. The most obvious of these ismorbidity. The most obvious of these is

the number of patients admitted with self-the number of patients admitted with self-

harm or overdose. However, the numberharm or overdose. However, the number

of patients subsequently transferred toof patients subsequently transferred to

psychiatric specialties who had a primarypsychiatric specialties who had a primary

diagnosis in one of our diagnostic group-diagnosis in one of our diagnostic group-

ings was reassuringly low. We were unableings was reassuringly low. We were unable

to look at diagnoses other than the primaryto look at diagnoses other than the primary

or main diagnosis with our methodology.or main diagnosis with our methodology.

Patterns of admissions: comparisonPatterns of admissions: comparison
with previous studieswith previous studies

To date there has been limited reporting ofTo date there has been limited reporting of

HES data for psychiatric admissions. SmithHES data for psychiatric admissions. Smith

et alet al (1996) used HES data for 1992 to(1996) used HES data for 1992 to

develop an index of relative need for psy-develop an index of relative need for psy-

chiatric services and reported an overallchiatric services and reported an overall

(all ages) in-patient admission rate of 4.2(all ages) in-patient admission rate of 4.2

per 1000 in England. In their analysis thereper 1000 in England. In their analysis there

was an excess of female admissions, butwas an excess of female admissions, but

this was due to higher admission ratesthis was due to higher admission rates

among those aged 45–79 years; those agedamong those aged 45–79 years; those aged

65 years and over were not included in65 years and over were not included in

our analysis. Like us, Smithour analysis. Like us, Smith et alet al foundfound

higher male admission rates in those agedhigher male admission rates in those aged

16–44 years.16–44 years.

With respect to the distribution of diag-With respect to the distribution of diag-

noses accounting for hospital admission innoses accounting for hospital admission in

3 3 83 3 8

Fig. 2Fig. 2 Psychiatric diagnoses of all patients remaining in psychiatric hospital forPsychiatric diagnoses of all patients remaining in psychiatric hospital for4490 days (a) and90 days (a) and44365 days (b), aged16^64 years (data fromHospital Episode Statistics,365 days (b), aged16^64 years (data fromHospital Episode Statistics,

Department of Health, 2000).Department of Health, 2000).

Table 5Table 5 Proportion of psychiatric admissions within a particular diagnostic groupwith hospital stayProportion of psychiatric admissions within a particular diagnostic groupwith hospital stay4490 and90 and

44365 days, themedian length of stay andmean total occupied bed-days365 days, themedian length of stay andmean total occupied bed-days

DiagnosisDiagnosis Proportion of admissionsProportion of admissions Median length ofMedian length of Mean totalMean total

LOSLOS4490 days90 days LOSLOS44365 days365 days
of stay (days)of stay (days) occupied bed-daysoccupied bed-days11

% (95% CI)% (95% CI) % (95% CI)% (95% CI)

Organic disordersOrganic disorders 13.2 (11.6^15.0)13.2 (11.6^15.0) 2.2 (1.6^3.2)2.2 (1.6^3.2) 1515 7751777517

SubstancemisuseSubstancemisuse 1.7 (1.5^1.9)1.7 (1.5^1.9) 0.1 (0.1^0.1)0.1 (0.1^0.1) 1010 308 850308 850

Schizophrenia andSchizophrenia and

related psychosesrelated psychoses

18.4 (17.9^18.8)18.4 (17.9^18.8) 2.4 (2.2^2.6)2.4 (2.2^2.6) 2828 1663 8751663 875

ManiaMania 10.9 (10.3^11.4)10.9 (10.3^11.4) 0.5 (0.3^0.6)0.5 (0.3^0.6) 2727 479 563479563

Depression andDepression and

anxietyanxiety

5.6 (5.4^5.9)5.6 (5.4^5.9) 0.3 (0.2^0.3)0.3 (0.2^0.3) 1414 836359836359

Eating disordersEating disorders 26.8 (23.7^30.2)26.8 (23.7^30.2) 0.7 (0.2^1.6)0.7 (0.2^1.6) 3636 4763647636

OtherOther 7.0 (6.5^7.4)7.0 (6.5^7.4) 0.9 (0.8^1.1)0.9 (0.8^1.1) 1010 362 266362 266

All diagnosesAll diagnoses 9.2 (9.0^9.4)9.2 (9.0^9.4) 0.9 (0.9^1.0)0.9 (0.9^1.0) 1515 34603163460316

Data from Hospital Episode Statistics (Department of Health, 2000).Data from Hospital Episode Statistics (Department of Health, 2000).
LOS, length of stay.LOS, length of stay.
1. Mean length of stay1. Mean length of stay66total number of admissions.total number of admissions.
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England, there is no large national com-England, there is no large national com-

parator. Bartlettparator. Bartlett et alet al (2001) made a(2001) made a

detailed and comprehensive survey of 730detailed and comprehensive survey of 730

consecutive acute adult hospital admissionsconsecutive acute adult hospital admissions

in Avon Health Authority (serving aboutin Avon Health Authority (serving about

650 000 people) between January and June650 000 people) between January and June

1998. In keeping with our analysis they1998. In keeping with our analysis they

reported an excess of male admissions.reported an excess of male admissions.

The distribution of main diagnoses underly-The distribution of main diagnoses underly-

ing the admissions was also similar to thating the admissions was also similar to that

seen in our data: depression and anxietyseen in our data: depression and anxiety

35%, schizophrenia and related psychoses35%, schizophrenia and related psychoses

26%, mania/bipolar disorder 14% and26%, mania/bipolar disorder 14% and

substance misuse 11%.substance misuse 11%.

FlanniganFlannigan et alet al (1994) reported admis-(1994) reported admis-

sion rates of 3.5 and 4.2 per 1000 per yearsion rates of 3.5 and 4.2 per 1000 per year

in a detailed survey of two deprivedin a detailed survey of two deprived

London districts in the early 1990s. Esti-London districts in the early 1990s. Esti-

mates in their study, however, included allmates in their study, however, included all

ages but excluded diagnoses of dementiaages but excluded diagnoses of dementia

in those aged over 65 years, those in securein those aged over 65 years, those in secure

facilities and those who had been in hospi-facilities and those who had been in hospi-

tal for more than 6 months. The relativetal for more than 6 months. The relative

frequency of the main diagnoses showedfrequency of the main diagnoses showed

that psychosis accounted for around halfthat psychosis accounted for around half

of all admissions in both London districts,of all admissions in both London districts,

affective and neurotic disorder aroundaffective and neurotic disorder around

40% and substance misuse only 3%. This40% and substance misuse only 3%. This

contrasts with data from our analysis,contrasts with data from our analysis,

which indicate that substance misusewhich indicate that substance misuse

accounts for around 20% of admissions.accounts for around 20% of admissions.

Our rates for substance misuse are fairlyOur rates for substance misuse are fairly

uniform and do not vary greatly by region.uniform and do not vary greatly by region.

We investigated the secondary diagnosisWe investigated the secondary diagnosis

code for these admissions and it does notcode for these admissions and it does not

appear that these people are patients withappear that these people are patients with

‘dual diagnosis’ mental illness and drug‘dual diagnosis’ mental illness and drug

and alcohol use disorders. We also lookedand alcohol use disorders. We also looked

at the possibility that this group includedat the possibility that this group included

a large number of patients admitted fora large number of patients admitted for

‘drug-induced psychosis’, but this does not‘drug-induced psychosis’, but this does not

appear to be the case. The ICD–10 diag-appear to be the case. The ICD–10 diag-

nostic group of ‘psychotic disorder’ in thenostic group of ‘psychotic disorder’ in the

‘mental and behavioural disorders due to‘mental and behavioural disorders due to

use of alcohol and psychoactive substanceuse of alcohol and psychoactive substance

use’ only accounts for around 10% of theseuse’ only accounts for around 10% of these

admissions: the largest proportion appearadmissions: the largest proportion appear

to be coded as ‘dependence syndrome’.to be coded as ‘dependence syndrome’.

Although we cannot rule out that this highAlthough we cannot rule out that this high

proportion of admissions for substanceproportion of admissions for substance

misuse may be a coding-related problem,misuse may be a coding-related problem,

these data point to potentially very highthese data point to potentially very high

use of in-patient resources for dependenceuse of in-patient resources for dependence

problems.problems.

A study by FitzpatrickA study by Fitzpatrick et alet al (2003)(2003)

examined patient characteristics in innerexamined patient characteristics in inner

London between 1988 and 1998 in aLondon between 1988 and 1998 in a

sample of about 200 patients at three timesample of about 200 patients at three time

periods; their study found a higher rate forperiods; their study found a higher rate for

psychosis (around 50%), with depression,psychosis (around 50%), with depression,

neurosis and substance misuse eachneurosis and substance misuse each

accounting for a much smaller percentageaccounting for a much smaller percentage

of admissions (between 4% and 13%). Inof admissions (between 4% and 13%). In

contrast, we found a low rate for psychosiscontrast, we found a low rate for psychosis

and a relatively high rate for depression andand a relatively high rate for depression and

anxiety. This is contrary to the idea thatanxiety. This is contrary to the idea that

most psychiatric admissions in Englandmost psychiatric admissions in England

are for psychotic illness (schizophreniaare for psychotic illness (schizophrenia

and related psychoses and mania combinedand related psychoses and mania combined

accounted for less than 40% of the totalaccounted for less than 40% of the total

admissions). The only area where theadmissions). The only area where the

proportion of admissions for schizo-proportion of admissions for schizo-

phrenia and related psychoses was higherphrenia and related psychoses was higher

than for depression and anxiety wasthan for depression and anxiety was

London. Drawing together the findings ofLondon. Drawing together the findings of

these different studies, it may be concludedthese different studies, it may be concluded

that the higher proportion of admissionsthat the higher proportion of admissions

for depression and anxiety might be afor depression and anxiety might be a

national phenomenon that is not apparentnational phenomenon that is not apparent

in London.in London.

Why does London appear to have aWhy does London appear to have a

different admission pattern from the restdifferent admission pattern from the rest

of the country? It is possible that this isof the country? It is possible that this is

due to higher levels of bed occupancy indue to higher levels of bed occupancy in

some inner-city areas, particularly insome inner-city areas, particularly in

London (JohnsonLondon (Johnson et alet al, 1997; Ford, 1997; Ford et alet al,,

1998), where the threshold for admission1998), where the threshold for admission

may be higher for people with depressivemay be higher for people with depressive

and anxiety disorders. This may also contri-and anxiety disorders. This may also contri-

bute to the lower than average admissionbute to the lower than average admission

rate in London (2.7 per 1000). Indeed,rate in London (2.7 per 1000). Indeed,

Hospital Activity Statistics for 1999/2000Hospital Activity Statistics for 1999/2000

show that the psychiatric ‘short stay’ bedshow that the psychiatric ‘short stay’ bed

occupancy percentages were higher foroccupancy percentages were higher for

London (96.7%) than for England as aLondon (96.7%) than for England as a

whole (90.5%) (Department of Health,whole (90.5%) (Department of Health,

2001). However, the situation is not2001). However, the situation is not

straightforward; the other area with a highstraightforward; the other area with a high

admission percentage for schizophreniaadmission percentage for schizophrenia

was the North West of England, and thiswas the North West of England, and this

region had ‘short stay’ bed occupancies ofregion had ‘short stay’ bed occupancies of

86.7% – below that for England as a86.7% – below that for England as a

whole. Data from the Department ofwhole. Data from the Department of

Health for 1999/2000 show that LondonHealth for 1999/2000 show that London

also has the highest rate of admissionsalso has the highest rate of admissions

under the Mental Health Act 1983 of allunder the Mental Health Act 1983 of all

regions (1.79 per 1000), which may contri-regions (1.79 per 1000), which may contri-

bute to the different pattern of admissionsbute to the different pattern of admissions

in the capital (McCrone, 2003). Londonin the capital (McCrone, 2003). London

also has the highest percentage of Mentalalso has the highest percentage of Mental

Health Act 1983 admissions being admittedHealth Act 1983 admissions being admitted

to the independent sector (McCrone, 2003)to the independent sector (McCrone, 2003)

and the highest percentage of admissions toand the highest percentage of admissions to

independent medium secure facilitiesindependent medium secure facilities

(Lelliott(Lelliott et alet al, 2001). There is almost, 2001). There is almost

certainly a supply-side factor, however, ascertainly a supply-side factor, however, as

London also has the highest number ofLondon also has the highest number of

available adult short-stay and long-stayavailable adult short-stay and long-stay

beds per 100 000 of the populationbeds per 100 000 of the population

(McCrone, 2003).(McCrone, 2003).

It is not clear from our study whetherIt is not clear from our study whether

such regional differences represent localsuch regional differences represent local

psychiatric need, different thresholds forpsychiatric need, different thresholds for

admission, variations in development ofadmission, variations in development of

community services or supply-side differ-community services or supply-side differ-

ences in in-patient resources (service useences in in-patient resources (service use

and provision). Further research should in-and provision). Further research should in-

vestigate the configuration of services in thevestigate the configuration of services in the

regions with the highest and lowest admis-regions with the highest and lowest admis-

sion rates to see how different the patternssion rates to see how different the patterns

of service provision actually are. Theof service provision actually are. The

service mapping development work of theservice mapping development work of the

University of Durham provides some rele-University of Durham provides some rele-

vant information on current services butvant information on current services but

not for the year studied (University ofnot for the year studied (University of

Durham, 2004). However, figures from thisDurham, 2004). However, figures from this

source for 2001 did show that the Northsource for 2001 did show that the North

West region (the region with the highestWest region (the region with the highest

admission rate) had the lowest number ofadmission rate) had the lowest number of

functioning assertive outreach teams butfunctioning assertive outreach teams but

had reasonably low community mentalhad reasonably low community mental

health team case-load numbers perhealth team case-load numbers per

100 000 of the population compared with100 000 of the population compared with

other regions.other regions.

The excess of male over female admis-The excess of male over female admis-

sions represents a reversal of the gender dif-sions represents a reversal of the gender dif-

ferences in psychiatric admission and bedferences in psychiatric admission and bed

occupancy rates seen prior to the 1980soccupancy rates seen prior to the 1980s

and is confirmed by three recent analysesand is confirmed by three recent analyses

(Payne, 1995; Bartlett(Payne, 1995; Bartlett et alet al, 2001; Prior &, 2001; Prior &

Hayes, 2001). This result may have impli-Hayes, 2001). This result may have impli-

cations for acute wards, especially withcations for acute wards, especially with

regard to the National Service Frameworkregard to the National Service Framework

(Department of Health, 1999) guidance(Department of Health, 1999) guidance

for single-sex ward environments. Thefor single-sex ward environments. The

excess of male psychiatric admissionsexcess of male psychiatric admissions

contrasts with the female excess of mentalcontrasts with the female excess of mental

disorder – the second National Psychiatricdisorder – the second National Psychiatric

Morbidity Survey (Office for NationalMorbidity Survey (Office for National

Statistics, 2000) showing the expectedStatistics, 2000) showing the expected

female excess in morbidity for all neuroticfemale excess in morbidity for all neurotic

disorders, and a male excess only in person-disorders, and a male excess only in person-

ality disorders and drug and alcohol pro-ality disorders and drug and alcohol pro-

blems. Some regional differences wereblems. Some regional differences were

highlighted in the latter survey, such ashighlighted in the latter survey, such as

higher prevalence rates for most symptomshigher prevalence rates for most symptoms

in the North West and London for bothin the North West and London for both

men and women and in the Northern &men and women and in the Northern &

Yorkshire region for men only, althoughYorkshire region for men only, although

none of these differences was robust. Thesenone of these differences was robust. These

are not reflected in the patterns ofare not reflected in the patterns of

psychiatric admission reported here.psychiatric admission reported here.

Length of stayLength of stay

The high proportions of patients admittedThe high proportions of patients admitted

for more than 90 days and 365 days arefor more than 90 days and 365 days are

noteworthy, as is the finding that psychosisnoteworthy, as is the finding that psychosis

contributes to the largest proportion ofcontributes to the largest proportion of

these patients and the highest mean totalthese patients and the highest mean total

3 3 93 3 9

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

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


THOMPSON ET ALTHOMPSON ET AL

bed occupancy. This may explain thebed occupancy. This may explain the

general impression that wards are popu-general impression that wards are popu-

lated by patients with psychosis, when inlated by patients with psychosis, when in

fact most admissions are for depressionfact most admissions are for depression

and anxiety. Lelliottand anxiety. Lelliott et alet al (1994) observed(1994) observed

two particular subgroups of patients at op-two particular subgroups of patients at op-

posite ends of the 16–64 years age spectrumposite ends of the 16–64 years age spectrum

in their study of ‘new long stay patients’:in their study of ‘new long stay patients’:

one predominantly young and male withone predominantly young and male with

psychosis, and the other old and femalepsychosis, and the other old and female

with affective disorder or dementia. In thiswith affective disorder or dementia. In this

analysis the highest percentage of maleanalysis the highest percentage of male

long-stay patients had a diagnosis of schizo-long-stay patients had a diagnosis of schizo-

phrenia and related psychosis, and amongphrenia and related psychosis, and among

these males aged 16–34 years were over-these males aged 16–34 years were over-

represented. The highest percentage ofrepresented. The highest percentage of

female long-stay patients was in the olderfemale long-stay patients was in the older

age groups (45–64 years) and wasage groups (45–64 years) and was

accounted for mostly by depression andaccounted for mostly by depression and

anxiety. It would be interesting to see ifanxiety. It would be interesting to see if

there were a decline in the number ofthere were a decline in the number of

long-stay patients with the introduction oflong-stay patients with the introduction of

initiatives such as assertive outreach andinitiatives such as assertive outreach and

home treatment teams with an emphasishome treatment teams with an emphasis

on early discharge.on early discharge.

The median length of stay (15 days) inThe median length of stay (15 days) in

this study is the same as the 15 days foundthis study is the same as the 15 days found

by a study by Priestby a study by Priest et alet al (1995) in their(1995) in their

cohort of patients admitted to a 60-bedcohort of patients admitted to a 60-bed

facility in central London over a 13-weekfacility in central London over a 13-week

period (although the figure for the Londonperiod (although the figure for the London

region in our study is slightly longer, at 18region in our study is slightly longer, at 18

days). Indeed, the long-stay proportions aredays). Indeed, the long-stay proportions are

consistently higher in London, which mayconsistently higher in London, which may

reflect the comparative lack of residentialreflect the comparative lack of residential

services (MILMIS Project Group, 1995;services (MILMIS Project Group, 1995;

JohnsonJohnson et alet al, 1997)., 1997).

Concluding remarksConcluding remarks

The 2000 Consultation Paper on theThe 2000 Consultation Paper on the

National Beds Inquiry states:National Beds Inquiry states:

‘the pressure on beds appears to reflect awider‘the pressure on beds appears to reflect awider
mismatchofprovision andneed.Withineachlocalmismatchofprovision andneed.Withineachlocal
health community the requirement for acutehealth community the requirement for acute
mental health beds needs to be assessed in themental health beds needs to be assessed in the
context of the whole mental health system’context of the whole mental health system’
(Departmentof Health, 2000).(Departmentof Health, 2000).

The size and nature of the HES data-setThe size and nature of the HES data-set

analysed here provide a valuable pictureanalysed here provide a valuable picture

of what is happening in English in-patientof what is happening in English in-patient

units and should be a key source of dataunits and should be a key source of data

informing changes to in-patient provisioninforming changes to in-patient provision

and care.and care.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& Contrary to belief and the findings of populationmorbidity surveys, psychiatricContrary to belief and the findings of populationmorbidity surveys, psychiatric
admissions aremore common formen than for women, and for depression andadmissions aremore common formen than for women, and for depression and
anxiety than for psychosis.anxiety than for psychosis.

&& Despite policy initiatives to provide alternatives to in-patient care,1in11patientsDespite policy initiatives to provide alternatives to in-patient care,1in11patients
remain in hospital formore than 3 months.remain in hospital for more than 3 months.

&& Regional differences both in rates of psychiatric admission and in length of stayRegional differences both in rates of psychiatric admission and in length of stay
require further investigation butmay point to variations in service delivery orrequire further investigation butmay point to variations in service delivery or
availability.The impact on patient outcomes is uncertain.availability.The impact on patient outcomes is uncertain.

LIMITATIONSLIMITATIONS

&& Interpretation of diagnosis patternsmust be treatedwith caution, as the accuracyInterpretation of diagnosis patternsmust be treatedwith caution, as the accuracy
of psychiatric diagnosis coding by Hospital Episode Statistics (HES) coders has notof psychiatric diagnosis coding by Hospital Episode Statistics (HES) coders has not
been evaluated.been evaluated.

&& Admission rates do not directly represent clinical need ormorbidity differences,Admission rates do not directly represent clinical need ormorbidity differences,
only the use of existing services.only the use of existing services.

&& The HES data include all psychiatric specialties, and thereforemay not be totallyThe HES data include all psychiatric specialties, and thereforemay not be totally
applicable to general psychiatric units andmay bias length of stay data.applicable to general psychiatric units andmay bias length of stay data.
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