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INTRODUCTION

This paper addresses the following question: how
may needs for mental health care and services, both
for patients and their carers, be defined and
measured?

DEFINING NEED

Needs may be defined in terms of impairment,
disability, or in terms of interventions. The fact that
a need is defined does not mean that it can be met.
For example, some needs may remain unmet because
other problems take priority, because an effective me-
thod is not available locally, or because the person
in need refuses treatment.

A need may exist, as defined by a professional,
even if the intervention is refused by a patient. Fur-
ther, a needs assessment is not intended to endorse
the status quo. It is important to define need in terms
of the care/agent/setting required, not those already
in place. At the same time, a proper needs assessment
process should not lead to the imposition of expert
solution upon patients. A professionally defined need
remain unmet, and have to be replaced by one ac-
ceptable to the patients.

The specification of an intervention, if accepted
by the user following negotiation, leads to the choice
of a key worker to provide the care (Mangen & Bre-
win, 1991). In addition, it is important to distinguish
need from demand, provision and utilisation (Figure
1 from Stevens & Gabbay, 1991).
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Figure 1. - Need, demand and supply: influences and overlaps.

* The external field where a potential service is not needed, de-
manded or supplied.

NEED = What people benefit from.

DEMAND = What people ask for.

SUPPLY = What is provided.

DEMAND

A demand for care exists when an individual ex-
presses a wish to receive it. Some demands are ex-
pressed in an unsophisticated form; e.g. «something
needs to be done». The user should be involved in
a negotiation as to what interventions should be pro-
vided for what problems. This will include an expla-
nation of the options. The process should not be pu-
rely directed by experts or professionals.
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PROVISION

Provision includes interventions, agents, and set-
tings, whether or not used. Care co-ordination en-
tails providing such a pattern of service after initial
assessment and then updating the assessment regu-
larly to assess outcomes and to modify the care if
needs remain unmet. Over-provision is provision wi-
thout need. Under-provision is need without provi-
sion (unmet need).

UTILISATION

Utilisation occurs when an individual actually re-
ceives care, for example, an inpatient admission. Need
may not be expressed as demand; demand is not ne-
cessarily followed by provision or, if it is, by utilisa-
tion; and there can be demand, provision and utilisa-
tion without real underlying need for the particular
service used.

MEASURING INDIVIDUAL NEEDS FOR CARE

In an ideal planning framework, a comprehensive
needs assessment would be undertaken on all patients
and the aggregated data would be used to plan the
services. In practice this is seldom possible, but sy-
stematic assessment, review, and evaluation over
months and years of contact should allow teams to
work with their users to evolve services more appro-
priate to their needs (Brewin et al., 1987). Patients
who suffer from severe mental illness have a range
of needs which goes far beyond the purely medical,
such as those described in the National Institute of
Mental Health’s document (1987) Toward a Model
Plan for a Comprehensive Community-Based Mental
Health System. In this paper Stevens & Gabbay’s
(1991) working definition of need will be used, that
is «the ability to benefit in some way from health
(and social) care».

The issue of how best to make an assessment has
taxed both researchers and clinicians, not least be-
cause their requirements differ. An ideal assessment
tool for use in a routine clinic setting would be one
which is brief, easily learned, takes little time to ad-

minister, does not require the use of personnel addi-
tional to the usual clinical team, is valid and reliable
in different settings and across gender and cultures,
and above all, which can be used as an integral part
of routine clinical work, rather than as a time-
consuming extra. Macdonald (1991) suggests that in
addition they should be sensitive to change, their po-
tential inter-rater and test-rater reliability should be
high, and they should logically inform clinical mana-
gement (Hillier et al., 1991; Thornicroft & Bebbing-
ton, 1993). The decision of which to use will depend
on whether the approach is to focus on particular
diagnostic or care groups, and on the balance to be
struck between economy of time and inclusiveness of
the ratings, and should include a range of areas of
clinical and social functioning, such as those inclu-
ded in the CAN (Camberwell Assessment of Need,
Figure 2).

— Accommodation

— Occupation

— Specific Psychotic Symptoms

— Psychological Distress

— Information about Condition and Treatment
— Non-Prescribed Drugs

— Food and Meals

— Household Skills Y
— Self Care and Presentation

— Safety to Self

— Safety to Others

— Money

— Childcare

— Physical Health

— Alcohol

— Basic Education

— Company

— Telephone

— Public Transport

— Welfare Benefits

Figure 2. - Areas of potential need included in the CAN (Camber-
well Assessment of Need).

MEASURING POPULATION NEEDS FOR SERVICES

Measuring the population’s ability to benefit from
health care generates two very specific information
requirements (Wing, 1992). First, top-down sources
of information such as the local prevalence and inci-
dence of disease, ranged by severity. Prevalence, the
number of cases per unit population at a point in
time, or over a period, is usually the appropriate mea-
sure for chronic disease; and incidence, the number
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of new cases per unit time is usually appropriate for
measuring acute disease. Second, the required type
of information concerns the efficacy of the care and
care settings available or potentially available to co-
pe with it.

In practice several more detailed types of infor-
mation are needed to assist judgements on how far
mental health services meet need at the population
level, especially resource costs and the number and
characteristics of patients treated. Another potential
approach is the measurement of Diagnostic Related
Groups (Mitchell er al., 1987) which suggests that dia-
gnosis is of little help in attempting to measure pro-
spectively the resources required by individual in-
patients. The relationship between individual-based
needs assessment (bottom-up), and population-based
information (top-down) is illustrated in Figure 3.

Traditionally service-level needs have been appro-

ximated from service utilisation data, especially ho-
spital bed use. This is now increasingly inaccurate
because:

— in-patient care is a small and diminishing part
of mental health care;

— in many respects in-patient care actually repre-
sents an alternative model of care to that practised
(i.e. community based) for certain patients;

— the chronicity and episodic nature of mental
illness means that episodes are often part of a longer
sequence and are very varied in length and intensity;
and

— there is a greater diversity of health professio-
nal contacts i.e. psychiatrists, psychologists, commu-
nity psychiatric nurses, and occupational therapists.

In terms of the needs for general adult mental
health services for a defined population, Figure 4 sug-
gests that:
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mutti-disciplinary care continuity of care patient contact for patients and families

Figure 3. - Uses of Mental Health Information Systems.
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i) the emphasis should be upon the number of pla-
ces available rather than upon the number of beds;

ii) a range of provisions should exist;

iii) the number of places needed in each category
depends upon the extent of provision in the other
categories, and that;

iv) the overall requirement for services will corre-
late closely with the degree of socio-economic depri-
vation experienced by that particular population, and
therefore a range of places is given for each category.

Type of provision Range of places
24-hour staffed residences 40 - 150
Day-staffed residences 30 - 120
Acute psychiatric care 50 - 150
Unstaffed group homes 48 - 80
Adult-placement schemes 0 - 15
Local secure places 5 - 10
Respite facilities o] - 5
Regional secure unit 1 10

Figure 4. - Proposed range of district acute and continuing care
general adult psychiatric places for a 250,000 population.

THE SERVICE NEEDS OF CARERS

There is now a growing awareness that the fami-
lies of mentally ill people may suffer very considera-
ble burden and stress and that their needs may also
require assessment. Kuipers (1992), for example, has
emphasised the importance of

— the need for collaborative rather than adversa-
rial relationships between professionals and carers;

— a need to understand;

— help in problem solving;

— need for emotional support;

— needs for care to continue;

— need to look after themselves;

— need for respite care;

— the needs of «peripheral» relatives.

PRINCIPLES TO GUIDE SERVICES TO MEET
UNMET NEEDS

A broad consensus has emerged that needs-led,

community-orientated psychiatric services should seek
to embody the following principles:

a) Services should meet the range of special needs
of psychiatric patients with particular attention being
paid to those with physical disabilities, mental retar-
dation, the homeless or imprisoned.

b) Services should be local and accessible and to
the greatest extent possible delivered in the indivi-
dual’s usual environment.

¢) Services should be comprehensive and address
a wide range of needs.

d) Services should be flexible by being available
whenever and for whatever duration needed.

e) Services should be consumer-orientated, that is,
based on the needs of the user rather than those of
providers.

f) Services should empower clients by using and
adapting treatment techniques which enable clients
to enhance their self-help skills and retain the fullest
possible control over their own lives.

g) Services should be racially and culturally ap-
propriate.

h) Services should focus on strengths, and should
be built on the skills and strengths of clients to help
them maintain a sense of identity, dignity and self-
esteem.

i) Services should incorporate natural supports by
being in the least restrictive, most natural setting pos-
sible. The usual work, education, leisure and sup-
port facilities in the community should be used in
preference to specialised developments.

j) Services should be accountable to the consu-
mers and informal carers and evaluated to ensure their
continuing appropriateness, acceptability, and effec-
tiveness on agreed parameters.

CONCLUSION

The assessments of needs for care and needs for
services are in their infancy. But this is an «enfant
terrible». Who should define needs? As yet, the issue
of how service users participate in defining need is
largely unexplored territory. Just as formidable is the
question — what are the consequences of conducting
proper needs assessment? In doing this, we are likely
to confront previously inconspicuous portions of the
pyramids of psychiatric morbidity and disability, with
the inevitable subsequent question: how shall we prio-
ritise services?
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