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Assessing needs for psychiatric
services

Norman Sartorius

Life is becoming more complicated by the day. In times past, when asked how
much should be invested in providing services for a particular mental or
physical illness, we could provide an estimate of the number of people who
had such an illness. Then we could state how many personnel, drugs and beds
are necessary for appropriate care and how they should be used. It is still
possible to do this today but, in many settings, it will no longer be correct.

There are several reasons for this. First, the needs of the patients, the needs
of the community and the needs of the government only partially overlap.
For example, governments are particularly interested in avoiding high costs
for disease control, while the community places a high premium on dimin-
ishing or preventing disturbance to the normal ways of societal functioning.
Patients and their families are more insistent that quality of life, before and
during treatment, is an important criterion of treatment acceptability. Con-
sultation between these three groups, therefore, emerges as a necessary part of
the estimation of needs.

Second, it has gradually become accepted that the notion of calculating
needs, outcomes or costs by using averages is misleading. Average (demo-
graphic) citizens, average reactions to treatment, and average outcomes are
often not applicable in individual cases.

People are different whether well or ill. They belong to different cultures,
have different personalities, physical constitutions and personal histories, all
of which makes them perceive their diseases in a specific manner. They cope
with the consequences of diseases in individual ways, and thus require
different types of help. Some of them do not want anyone to help them;
others want more help than could sensibly be expected given the impairment
or suffering that their disease produces. Some of them do not want help from
a health service; if convinced that their disease is a consequence of someone’s
magical influence they may prefer to seek the help of traditional healers,
exorcists or others that deal with black magic.

Third, the needs of the health professions play a particularly important, yet
neglected, role in planning health services and assessing and providing care
for a sick population. Health workers, for example, will not take jobs in places
where their children might not get acceptable schooling. In some countries,
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this keeps the density of health care agents in rural areas low and, in turn,
affects the expression of demands for, and availability of, care in a rural
population.

Fourth, it has become clear that plans made to cover long periods must be
vague, addressing only overall objectives and goals. The notion that a five-
year plan should be precise and include operational details, as was promoted
in countries of Eastern Europe, lost much of its attraction when it became
clear that services in those countries did not develop in accordance with the
plans, and that the making and announcing of those plans had served mainly
political purposes. These reasons and others — unforeseen political changes,
methodological problems in the planning and evaluation process, incompe-
tence of planners because of insufficient training — have led to an increasing
recognition that the previous standardized ways of planning are not very
useful. In many countries during the late 1970s and early 1980s this type of
planning has resulted in the gradual disappearance of planning institutes,
planning departments in the ministries of health, and planning courses in
public health training programs.

More recently, planning and evaluation services have regained strength
under the pressure of economic factors (expressed mainly as the wish of
governments to reduce the costs of care) and the population’s insistence that
they receive more care of better quality.

This new wave of planning is, however, different from previous versions in
that it has begun to define the three key elements of planning in a new way:

1. Investment is measured in terms of total expenditure — not only the
money spent to build services or pay health personnel, but also implicit
expenses such as the time that relatives spend looking after sick members
of their family.

2. The main indicator of health care productivity is now assessment of
outcome in terms of improved health, whereas it used to be assessment of
improvement in the process of providing health care.

3. The definition of needs for health services are changing. Previously the
best indicator was thought to be the total number of people in the
population with the disease in question. There are now four parts to
defining the needs for health care services: (1) the need for health care
should consider the expressed demands of the community; (2) the needs
of the health professionals’ quality of life should be assessed and ad-
dressed; (3) the need for health care must consider the availability of
effective and ethically acceptable solutions; and (4) the health sector’s
involvement must depend on how much the solution lies within the
health sector’s competence and responsibility.

The consideration of these four elements raises several unresolved issues:
1. Whose need is the most relevant? The demands expressed by people



Assessing needs for psychiatric services

affected by a disease are not necessarily the same as those of their families. As
previously mentioned, planning for health services has become less popular
because of disparities between the expressed needs of those who are sick, their
families, and the community. It is imperative to consult all those concerned
when needs are defined. In theory, this sounds reasonable; the difficulty lies in
applying the process, which requires all concerned to learn new ways of
behaving.

2. Are demands linked to disease, illness or sickness? The English language
has the luxury of having three terms that can be used for the three aspects of a
morbid condition: disease corresponds to a specific pathological substrate
and a specific course and outcome of the condition; illness corresponds to the
subjective experience of the morbid condition; and sickness corresponds to
the societal recognition that the disease prevents an individual from contri-
buting to society. Psychiatrists — and other health workers — have to deal with
diseases and illnesses in their clinical practice and with sicknesses when they
are acting as agents of society. Illnesses, diseases, and sicknesses are not
exactly the same. People sometimes feel more ill than their disease warrants in
terms of average values; sometimes people have diseases that do not make
them feel ill; and sometimes the term sickness is used to describe individuals
who do not feel ill and have no demonstrable pathological substrate for their
condition. What then is a ‘true’ intervention? — the one that responds to a
disease? or to an illness? or to a sickness? or to all three?

3. What is an effective intervention? A problem becomes a need when there
is an effective and ethically acceptable intervention that can be performed by
the health services. It is therefore necessary to define an effective intervention.
There is a growing consensus that the value of interventions should be
assessed on the basis of the results of scientific investigations. This does not
resolve everything. Sometimes, interventions deal with the disease or its
consequences in totality; sometimes, they can only deal with part of the
problem caused by a disease. Different interventions may be effective for
different parts of the disease problem. The question that arises is whether the
gains of using the different interventions (each dealing with a different part of
the disease problem) are equivalent — but equivalent from whose point of
view? The population? The population in general, or the population affected
by the disease? Alternatively should experts, for example experts on the social
impact of disease, be invited to advise? For a long time, psychiatrists have
valued interventions by how well they relieve symptoms. Their patients might
have preferred a treatment with fewer side-effects, even if that meant a less
complete relief of symptoms. The population might have been particularly
keen to see the application of treatments or other interventions that reduce
disability, diminish dependence on others, or eliminate public disturbance.
The three groups have different agendas.

There is also confusion about who is responsible for the implementation of
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some interventions. When the intervention requires knowledge and skills
unique to health service staff, the issue is easy to resolve; unfortunately, for
many diseases the situation is not that clear-cut. For example, as science has
not yet provided an answer to dementia, should health staff decline to be
involved with the problems faced by people with this disorder? Yet families
need help in dealing with, say, the symptom of fecal incontinence, which is a
consequence of the dementia. Should health care staff become involved in the
provision of incontinence pads and the education of carers as to how to
persuade the demented person to wear them? At one level this can be seen as
preventing decubitus ulcers, a proper concern of medicine, but at another
level the supply of incontinence pads and education about their use could
well be the responsibility of aged care services generally. Similarly, if a person
with a chronic psychosis fails to take medication because they cannot live in
settled accommodation, is it the responsibility of the health service to provide
and pay for suitable accommodation? The boundaries between health and
education, health and child-care services, between health and housing or
health and the criminal justice services are often unclear in an individual case,
and much negotiation is required to ensure that each service can apply the
majority of their budget to their main task. In the case of medicine this is the
intervention against disease, but a broad view is likely to prove more benefi-
cial than a narrow one.

The second issue concerning the assignment of responsibility is of a more
profound nature. It concerns the justification for any medical intervention
intended to help people who have a disease. Recently this issue has become
confused. It has been said that disease must be treated because it will save
society money. By spending several thousand dollars to cure a disease, the
argument goes, the individual, freed from disease, will be able to contribute
financially to society for many years, which will amply repay the investments
made. Of course, the argument is flawed: it is not certain that the person who
had the disease will find or maintain a job and contribute to society. There is
no guarantee that the same individual will stay free of disease and that the
State will not have to spend more money on his/her health. It is not certain
how long a person who has been cured of a disease will live and receive
retirement benefits; and so forth.

However, even if the economic argument were not flawed, it should never
become the main reason for providing health care. Care for the sick members
of a society is an ethical imperative, even if significant amounts of money are
spent and not recouped. This consideration is important because it moves the
burden of deciding whether a particular person merits care from the health
system to the political arena. The task of the health care specialist is to
provide the best possible treatment or support for those members of society
who are not well: the political structure of the country has to decide on the
total amount of money that will be spent on health.
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With these considerations in mind it is possible to propose that needs for
health care be defined as, ‘the agglomerate of those demands of people having a
health problem, their families and their communities to which the health care
system can respond by an effective intervention. In this context, effective inter-
ventions are those that have a predictable and significant positive effect on the
problem and are acceptable to the individuals who have the problem and to those
who care for them. This definition would allow a pragmatic assessment of
needs for care and is cast in the spirit of seeking an alliance between patients,
their families, their communities and the health care system. Its acceptance
would avoid the pitfall of deciding that illness without an organic substrate is
not a legitimate reason for seeking and obtaining help. Similarly, it would
avoid equating epidemiological estimates of the prevalence of mental dis-
orders with needs, regardless of the capacity of the health sector to respond to
it. It underlines the need to assess interventions scientifically and ensures that
only those interventions that are effective are used. It also implies that it is the
health sector’s responsibility to decide which of the interventions should be
applied on ethical and scientific grounds, while the decision not to provide
the best treatment remains in the political domain.



