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patients from special hospitals. It is impossible to calculate
with accuracy the number of places required because of
lack of dataâ€”10 places per million population has been
suggested.7

Consultant psychiatristsworking in the service should be
appropriately qualified and have completed a three years
vocational training course in psychiatry in an approved
centre and have held a senior registrar or equivalent
academic post in an approved training scheme for a period
of normally not less than three years.8 Three types of

consultant post are recognised and distinguished by the
requirements of training and service responsibilities.9

Nurses working in psychiatric services for the mentally
handicapped should have a basic training in mental handi
cap but receive additional training in psychiatry. Nurses
currently working in the service should be given oppor
tunities to receive the necessary additional training and
qualifications in the psychiatric aspects of care through
attendance at special courses or secondment to mental
illness hospitals. Psychiatric nurses who have received
additional training in mental handicap are also acceptable
in the service. More emphasis should be given to psychiatric
aspects of care in mental handicap nurse training both at
basic and post-basic levels.
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Hospital Beds for Psychiatric Patients

Members write to the College asking for guidance on
planning services for psychiatric patients, and in particular
on the desirable level of provision of hospital beds. At the
request of the Executive and Finance Committee I am pub
lishing the following information, based on a letter that I
wrote to Regional Advisers:

A frequent complaint is that Regional Health Authorities

are applying a rigid norm of 0-35beds per thousand popula
tion for planning for psychiatric in-patients. I have seen this
figure used repeatedly and it seems to derive from figures
given by Robertson in his guide to regional planners and
quoted by Professor J. K. Wing at the DHSS/RCPsych
conference last year.1 I have prepared the following
simplified table from Professor Wing's paper:

Number of occupied bedsper 100,000population required in 1991

(A)(B)(QUnder65(mainly
functional mentalillness)Over

65(functional
mentalillness)Over

65(organic
dementia)Short-slay(up

lo Iyear)35187Long-stay(overÃŒyear)322127

It will be seen that the figure of 35 per 100,000:
1. Ignores patients staying for more than one year. Strate

gies vary, but many DGH units are expected to 'consume
their own smoke' and continue to look after their own

new long-stay patients.

2. Ignores patients over 65 years of age. Those elderly
patients who suffer from dementia are sometimes catered
for under a different heading, but I have found that
Health Authorities are prone to forget about patients
over 65 years of age with functional mental illness.

https://doi.org/10.1192/S0140078900023518 Published online by Cambridge University Press

https://doi.org/10.1192/S0140078900023518


BULLETIN OF THE ROYAL COLLEGE OF PSYCHIATRISTS, VOL 10, NOVEMBER 1986 323

One further point is that the figures refer to occupied beds.
When planning for bed numbers they will have to be
increased by a factor to allow for bed occupancy rates of less
than 100%. In large psychiatric hospitals occupancy rates
of 80-90% can be achieved. However, in DGH units this is

neither possible nor desirable. It is not always realised that
there are usually no waiting lists of 'cold' cases for psychi

atric units, but that admissions are governed almost entirely
by emergencies presenting to the Mental Health services.
The typical admission is a suicidal and disturbed psychiatric
patient seen in the Accident and Emergency Department.
Since it is impossible to predict or control the rate at which
such patients arrive, bed occupancies in DGH psychiatric
units fluctuate widely from day to day. Since it is intolerable
to run a unit with no beds (or only one or two) available for
admissions, the average occupancy rate may be about 70%
(80% is too high in my opinion). This means that in plan
ning bed numbers in DGH units 30 beds may have to be
added for every 70 predicted average occupied beds (and a
slightly smaller figure in large psychiatric hospitals). The
figures quoted earlier (Robertson via Wing) are all for
average occupied beds.

The query on norms arose (at the meeting of Regional
Advisers) out of the actions of a Health Authority which
appeared to be applying the figures quite rigidly. Fortu
nately, not all RHAs are being so arbitrary and some are
allowing variations in norms according to local psychiatric
morbidity. I would recommend that you consult Annexes
1 and 2 of the document Government Response to the
Second Report from the Social Services Committee (Session
Â¡984-85): On community care with special reference to adult

mentally illand mentally handicappedpeople (circulated with
letter HN(85)29), which contains the latest DHSS thinking
in the matter and which certainly allows for a flexible
approach.

These issues have been considered recently by a Working

Party on Bed Norms and Resources set up by the Section
for Social and Community Psychiatry of the College, under
the Chairmanship of Professor S. R. Hirsch. The resulting
document Psychiatric Beds and Resources: Factors Influ
encing Bed Use and an Approach to Service Planning has
been approved by the College and it is hoped to make it
more widely available in the near future. This long Report
identifies from the literature "a consistent picture which

shows a relationship of the prevalence of psychiatric mor
bidity and resource uptake with social indices of poverty,
deprivation and socio-economic status". Clearly there

needs to be a very flexible approach to the use of planning
'norms', bearing in mind that some populations (e.g. central

city areas) may require a provision of psychiatric beds at a
level double that of other parts of the country.

Finally, a note on finance. The modern pattern of the
delivery of mental health care is not a cheap option, and yet
we have had reports that some Health Authorities have
attempted to reduce the overall mental health budget.
Members should be aware that such attempts are not
condoned by the DHSS and they are to be resisted vigor
ously. It is a firm ministerial commitment, stated at the
joint RCPsych/DHSS meeting and also in Parliament
(November 1985),that there should be no reduction in our
funds. The savings made on old patterns of mental health
care should not be diverted to other branches of medicine,
but should be used in the development of new patterns of
care.

R. G. PRIEST
Registrar
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Honorary Fellowship

Nomination of individuals as Honorary Fellows are con
sidered by the Court of Electors at its meeting in February
each year. The College may elect, at its Annual General
Meeting, any person approved by the Court, whether or not
he is a member of the medical profession, who is either
eminent in psychiatry or in allied or connected sciences
or disciplines or has rendered distinguished service to
humanity in relation to the study, prevention or treatment

of mental illness or to allied subjects or has rendered notable
service to the College or to the Association.

Each nomination for election to the Honorary Fellow
ship should be made by completing a form obtainable from
the Registrar and must be supported by not less than six
Members of the College. Completed forms should be sent to
the Registrar by 31 December.
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