Faculty of Medicine
Department of Psychiatry
Doctoral Programme in Population Health
University of Helsinki
Finland

MENTAL HEALTH SERVICES IN SOUTHERN FINLAND —
DISPARITIES IN PERSONNEL RESOURCES, COSTS,
AND REGIONAL ORGANIZATION

Minna Sadeniemi

DOCTORAL DISSERTATION
To be presented, with the permission of the Faculty of Medicine of

the University of Helsinki, for public discussion in Lecture Room 3,
Biomedicum, Helsinki, on the 19th of August, 2022, at 13 o’clock.

Helsinki 2022



Thesis supervisors:

Professor Grigori Joffe, PhD
University of Helsinki, Faculty of Medicine, Department of Psychiatry

and

Professor Sami Pirkola, PhD
University of Tampere, School of Health Sciences

Reviewed by:
Professor Jyrki Korkeila, PhD, University of Turku
Professor Kaisa Kotakorpi, PhD, University of Tampere,

Opponent:
Professor Juha Kinnunen, PhD

The Faculty of Medicine uses the Urkund system (plagiarism recognition) to
examine all doctoral dissertations

ISBN 978-951-51-8357-6 (pbk.)
ISBN 978-951-51-8358-3 (PDF)

Unigrafia
Helsinki 2022






ABSTRACT

The mental health services in Finland have undergone large structural changes
during the last decades. Comparable, systematic information on the personnel
resources and service types and how they reflect the needs of the population
has not been available. This lack of information has impeded the targeting of
reforms. The aim of this study was to partially fill in this information gap. This
study was part of the international REFINEMENT (Research on FINancing
systems’ Effect on the quality of MENTal health) project, which compared the
financing and structure of mental health services in nine European countries.

The first aim of this study was to explore the relationship of primary care
mental health personnel resources with the costs and use of specialized
psychiatric services. The second aim was to compare the mental health service
structure and personnel resources in the Finnish and Spanish study areas. The
third aim was to investigate the relationship of personnel resource allocation
in local vs. centralized mental health and substance abuse services. The fourth
aim was to investigate how the personnel resource allocation to non-hospital
residential services is associated with the total personnel costs of the mental
health and substance abuse services.

The study areas were the hospital district areas of Helsinki and Uusimaa
(HUS), South Karelia (Eksote), Kymenlaakso (Carea) and southwestern
Finland (VSSHP); and in the European comparison study, the Girona area of
Catalonia, Spain. In the service mapping, a standardized, open access
classification instrument — the European Service Mapping Schedule —
Revised (ESMS-R), was used. The mental health and substance abuse services
were mapped cross-sectionally in the years 2012—14. Three levels of
comparison were used: the municipal, hospital area and hospital district
levels.

Large (even tenfold) regional differences in primary care mental health
personnel resources were found. These differences were not explained by
sociodemographic indicators of the need for services. The costs of specialized
mental health services were associated with the mental health index, which is
comprised of service need indicators but not the number of primary care
mental health service personnel resources presumed to complement or
substitute for specialized care. The relative number of psychiatric nurses in
primary care mental health services was associated with a lower number of
specialized psychiatric care outpatient visits. Local mental health service
personnel resources without gatekeeping were associated with fewer
personnel resources in local services with gatekeeping. A higher number of
personnel in centralized services was associated with higher total personnel



resources. The non-hospital residential services were a significant predictor of
total personnel costs, independently of sociodemographic indicators of need.
The Finnish study area mental health care system showed 6.7 times more
personnel resources than the Spanish study area. The greatest difference was
in the residential services.

Finland still has an institutionally oriented service structure. Instead of true
deinstitutionalization, transinstitutionalization to non-hospital residential
services has also occurred. Fragmentation of the service organization among
municipalities and social and health care organizations has led to unfounded
differences in personnel resources in mental health services. To avoid
suboptimization and double organization, horizontal and vertical integration
of the services are needed. Continuous gathering of personnel resource and
service structure data as well as outcome data from public, private and third-
sector service providers is needed for informed planning and decision-making
in the future. This would provide a basis for equitable, high-quality and cost-
effective mental health and substance abuse services at both the low-threshold
and highly specialized service levels.



TIVISTELMA

Mielenterveyspalveluissa on tapahtunut suuria rakenteellisia muutoksia viime
vuosikymmenina. Vertailukelpoista tietoa hajautetun jarjestelméan
henkil6storesursoinnista ja palvelutoimintotyypeista ja siita, miten hyvin ne
heijastelevat vieston tarpeita, ei ole ollut saatavilla. Tamén tutkimuksen
tavoitteena paikata titd tietovajetta. Tama tutkimus on osa kansainvalistd
REFINEMENT (Research on FINancing systems’ Effect on the quality of
MENTal health) tutkimus- ja kehittimishanketta, jossa vertailtiin 9
eurooppalaisen = maan  mielenterveyspalvelujirjestelmid ja  niiden
rahoitustapojen yhteytta palvelujen laatuun.

Tutkimusalueena oli Helsingin ja Uudenmaan sairaanhoitopiiri (HUS),
Varsinais-Suomen sairaanhoitopiiri (VSSHP), Etela-Karjalan
sairaanhoitopiiri (Eksote) ja Kymenlaakson sairaanhoitopiiri (Carea), seka
eurooppalaisessa  vertailututkimuksessa Gironan alue Kataloniassa,
Espanjassa. Palvelujen kartoituksessa kiytettiin standardisoitua, avoimesti
saatavilla olevaa eurooppalaista palvelujen kartoittamistyokalua: European
Service Mapping Schedule -Revised (ESMS-R). Palvelujen kartoittaminen
tehtiin  poikkileikkaustutkimuksena vuosina 2012-14. Tutkimuksen
osajulkaisuissa  palvelujen  alueen  aikuisvdest6on  suhteutettuja
henkilostoresursseja  tarkasteltiin =~ eri  tasoilla:  kunta-, alue- ja
sairaanhoitopiiritasolla.

Tutkimuksessa havaittiin suuria, jopa kymmenkertaisia eroja kuntien
perusterveydenhuollon mielenterveyspalvelujen henkilostéresursoinnissa.
Erot eivit selittyneet tarvemuuttujilla. Psykiatrisen erikoissairaanhoidon
kustannukset olivat yhteydessd mielenterveysindeksiin, mutta yhteytta
perusterveydenhuollon mielenterveyspalvelujen henkilostoresursseihin ei
havaittu. Perusterveydenhuollon psykiatristen sairaanhoitajien viestoon
suhteutettu miaarda oli yhteydessd pienempddn maiiradn psykiatrisen
erikoissairaanhoidon avohoitokidynteja. Paihde- ja mielenterveyspalvelujen
matalan kynnyksen ldhipalvelujen suurempi henkil6storesursointi oli niin
ikdan yhteydessa kynnyksellisten lahipalvelujen pienempiin
henkilostoresursointiin. Keskitettyjen palvelujen suurempi
henkilostoresursointi  oli  yhteydessd suurempaan alueen kokonais-
henkilostéresursointiin.  Asumispalvelujen  henkilostoresursointi  oli
merkittdavd pidihde- ja mielenterveyspalvelujen kokonaishenkil6sto-
kustannuksia  selittdavd  tekija, sosiodemografisista tarvemuuttujista
riippumatta. HUS alueella mielenterveyspalveluissa oli 6,7 kertainen viaest6on
suhteutetun  henkiloston  kokonaismédara  verrattuna espanjalaiseen
tutkimusalueeseen Gironaan. Suurin ero oli laitosmuotoisissa palveluissa.

Suomessa on  edelleen laitoskeskeinen  mielenterveys-  ja
paihdepalvelurakenne. Puhtaan deinstitutionalisaation sijaan on tapahtunut
my6s  merkittivda  transinstitutionalisaatiota  sairaaloista = muihin



laitosmuotoisiin ~ pdihde- ja  mielenterveyspalveluihin.  Palvelujen
jérjestimisvastuun hajautuminen kuntatasolle on johtanut perusteettomiin
kuntien ja  alueiden  vilisiin  eroihin  mielenterveyspalvelujen
henkilostéresursoinnissa.  Osaoptimoinnin  ja  kaksoisorganisaation
valttimiseksi palveluiden horisontaalinen ja vertikaalinen integraatio olisi
tarpeen. Palvelujirjestelmén suunnittelun ja péadtoksenteon tueksi
tarvittaisiin jatkuvaa ajantasaista tiedonkeruuta palvelujarjestelmin
rakenteesta, henkilostoresursoinnista ja hoidon vaikuttavuudesta niin
julkisen, yksityisen kuin kolmannen sektorinkin palveluntuottajilta. Tama
tarjoaisi pohjan tasavertaisille, laadukkaille ja kustannustehokkaille
palveluille niin matalan kynnyksen palvelujen tasolla kuin vaativassa
erikoissairaanhoidossa.



SAMMANDRAG

Mentalvardstjansterna har genomgétt stora strukturella forandringar under
de senaste decennierna. Jamforbar information om personalresurser och
servicetyper i detta decentraliserade servicesystem, och hur dessa speglar
befolkningens behov, har inte funnits tillgénglig. Den hir studien siktar pa att
delvis fylla bristen péd information. Studien dr en del av det internationella
REFINEMENT forskning- och utvecklingsprojektet, dir mentalvardssystem,
deras finansiering och dess koppling till kvaliteten av mentalvardstjansterna
jamfordes i 9 europeiska lander.
Studieomradet omfattade sjukvardsdistrikten Helsingfors och Nylands
sjukvardsdistrikt (HUS), Eksote, Carea och Egentliga Finlands
sjukvardsdistrikt, och den europeiska jaimforelsestudien omfattade Girona
omradet i Katalonien, Spanien. I kartliggningen av mentalvirds- och
missbruksvards-servicen anviandes det standardiserade, Oppet tillgingliga
Klassifieringsinstrumentet European Service Mapping Schedule-Revised
(ESMS-R). Kartldggningen genomfordes som en tvirsnittsstudie under aren
2012-14. Personalresurserna riktade till vuxenbefolkningen granskades i
delstudier pa olika nivaer: kommunal-, omrades- och sjukvardsdistriktsniva.
Stora, aven tiofaldiga, skillnader i primérhilsovirdens
mentalvirdspersonalresurser mellan kommunerna upptécktes. Skillnaderna
forklarades inte av sociodemografiska indikatorer géllande behov av service.
Kostnaderna for den psykiatriska specialsjukvirden hade ett samband med
mentalhilsoindexet, som reflekterar behovet av tjansterna. Kostnaderna for
den psykiatriska specialsjukvarden hade inte ett samband med méngden av
mentalvardspersonalresurser inom primarhilsovarden. En storre mangd
psykiatriska sjukskotare inom priméarhélsovirden hade ett samband med ett
mindre antal Oppenvardsbesok inom den psykiatriska specialsjukvarden.
Storre lokala personalresurser inom mental- och rusmedelsvird med lag
troskel hade ett samband med mindre personalresurser inom lokala mental-
och rusmedelsvird med hogre troskel. Storre personalresurser inom den
centraliserade servicen associerade med storre totalpersonalresurser inom
omradet. Personalresurserna i andra anstaltstjanster dn sjukhusvérd, var en
signifikant faktor som férklarade de totala personalkostnaderna inom mental-
och rusmedelvardstjansterna, oberoende av indikatorerna for befolkningens
behov av tjdnster. HUS omrédet visade sig ha 6.7 gdnger hogre relativ méngd
av personalresurser inom mentalvardstjansterna jamfort med det spanska
referensomrédet Girona. Storsta skillnaden fanns i anstaltstjansterna.
Finland har dnnu ett anstaltsorienterat mental- och rusmedelsvardsystem.
I stillet for en egentlig deinstitutionalisation, har en signifikant
transinstitutionalisation till andra anstaltstjanster skett. Decentraliseringen
av organiseringsansvaret av vardtjansterna till kommunnivan har lett till
ogrundade skillnader mellan kommunerna och omradena. For att undvika



deloptimering och dubbelorganisation, skulle en vertikal och horisontal
integrering av tjansterna behovas. Med tanke pa planering av mentalvarden
och beslutsfattningen, skulle en kontinuerlig och uppdaterad insamling av
information 6ver struktur, personalresurser och effektiviteten av tjansterna
behévas, bade av den offentliga, privata och tredje sektorns
serviceproducenter. Detta skulle erbjuda en bas for jaimlika, hogklassiga och
kostnadseffektiva tjanster béde for lagtroskeltjainsterna och inom den
kravande specialsjukvérden.
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1 INTRODUCTION

Mental health disorders are very common, affecting at least 20% of the adult
population each year (Markkula et al., 2015; Wittchen et al., 2011; Perild et al.,
2011; Pirkola et al., 2005). They contribute substantially to the global burden
of disease, affecting the quality of life, physical health, the family and the
working ability of the individual (Hewlett & Moran, 2014; Subramaniam et al.,
2013, Saarni et al., 2007). Globally, mental health and substance use disorders
are the leading causes of years lived with disability (Whiteford et al., 2013). In
high-income countries, 11% of the disease burden measured by disease-
adjusted life years is due to mental health disorders (Murray et al., 2012).
People who suffer from mental health disorders also have an increased risk of
physical illnesses, receive less treatment and have a worse outcome of physical
illness and shortened life expectancy (Westman, Gissler & Wahlbeck, 2012;
Prince et al., 2007). Every year, globally at least 800,000 persons commit
suicide, mostly attributable to mental health disorders (Prince et al., 2007).
Mental health disorders have a great impact on society and the economy,
leading to direct and indirect costs estimated to mount up to 4.1% of GDP in
the EU countries (OECD Publishing, 2018). In Finland, the total costs of
mental health disorders in 2015 were 5.3% of GDP, which is among the highest
among the OECD countries (OECD Publishing, 2018).

Although mental health disorders are a major public health issue, less than
50% of those suffering from a mental health disorder receive any treatment,
and less than 25% receive minimally adequate treatment for their disorder,
even in high-income countries (Kasteenpohja et al., 2015; Wittchen et al.,
2011; Hamalainen et al., 2009; Sihvo et al., 2006). Behind the undertreatment
of mental health disorders may lie the fear of stigmatization, under-
recognition of common mental health problems in primary care, and
underprovision of easily accessible and affordable services and evidence-based
interventions (Hewlett & Moran, 2014).

The mental health care systems have gone through great structural changes
during the last decades, with the downsizing of psychiatric hospitals and a
slow, uneven and uncoordinated development of community mental health
services as the most common trend in high-income countries (Thornicroft,
Deb & Henderson, 2016; Thornicroft & Tansella, 2013). A modern, balanced
mental health care model should consist of outpatient care, mobile services,
hospital beds and housing services. The provision of care at the primary care,
general mental health care and specialized mental health care levels is
recommended (Thornicroft, Deb & Henderson, 2016; Thornicroft & Tansella,
2013).

The Mental Health Action Plan for Europe promotes equal and affordable
access to mental health services provided in the community, entitlement to
safe, respectful and effective treatment, good quality physical and mental
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health care for all, coordination of mental health care systems with other
sectors and information-based governance and delivery of mental health care
(World Health Organization, 2013). All strategies towards harmonization and
equity of care, implementation of policies and interventions require standard
comparison data on the structure and resources of the service system (Raine,
Fitzpatrick & de Pury, 2016; Hewlett & Moran, 2014; Unger & Eder, 2012) .
This information, however, has largely been lacking (Tuori, 2011). According
to a recent study, the provision and structure of mental health services show
wide variation among the European countries (Gutiérrez-Colosia et al., 2017).
The degree of deinstitutionalization, personnel resources invested in
community care and the output of services has been sparsely studied.

The European Service Mapping Schedule (ESMS) was developed for the
standard description of mental health services (Johnson, Kuhlmann & EPCAT
Group. European Psychiatric Assessment Team, 2000). The tool was later
adapted and extended to long-term care and renamed as the Description and
Evaluation of Services and Directories in Europe for Long Term Care (DESDE-
LTC) (Salvador-Carulla et al., 2013; Salvador-Carulla et al., 2011). In the
REFINEMENT study, the DESDE-LTC/ESMS-Revised (ESMS-R) tool and the
REMAST toolkit (the Refinement Mapping Services Toolkit) were used to
classify and describe the MHS in the study areas (Salvador-Carulla et al.,
2012).

In search of the optimal balance and most cost-effective division of
resources in primary and secondary care, outpatient and residential services,
and social, health and third-sector services, comparison data on the structure,
use and costs of the MHS are needed. Also, socioeconomic indicators of the
need for services need to be taken into the analysis. In our study, we used as
socioeconomic indicators the length of education, the unemployment rate, the
number of single households and use of alcohol, the average income and the
mental health index (MHI; see below). We used both municipality-level
analysis, hospital area-level analysis and hospital district-level analysis in our
study. As benchmarking analysis, we compared a hospital district in Finland
with a hospital district in Spain.
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2 REVIEW OF THE LITERATURE

2.1 THE EPIDEMIOLOGY OF MENTAL HEALTH
DISORDERS

211 THE PREVALENCE OF MENTAL HEALTH DISORDERS

Mental disorders are very common, often comorbid and have an early-onset
course of illness, with half of the lifetime disorders emerging by the age of 14
and three-quarters by the age of 24 (Kessler et al., 2005; Lindeman et al.,
2000). In a population survey study on young adults (ages 19—34) in Finland,
the lifetime prevalence of any mental disorder was 40.4%. The lifetime
prevalence of depression was 17.7%, anxiety disorders 12.6%, substance abuse
disorders 14.2%, personality disorders 6.8% and bipolar disorders 1.9%. Of
those having any Axis I mental health disorder, 59.2% had at least one other
mental health disorder (Suvisaari et al., 2009). For anxiety disorders in
Finland, social phobia showed a 12-month prevalence of 1%, generalized
anxiety disorder 1.3%, panic disorder 1.9% and agoraphobia 1.2% (Pirkola et
al., 2005). In a Finnish population survey study on persons aged 30 and older,
the lifetime prevalence of schizophrenia was 0.9%, of schizoaffective disorder
0.3%, of schizophreniform disorder 0.07% and of delusional disorder 0.2%
(Perdla et al., 2007). The 12-month prevalence of depression has somewhat
increased in Finland in 11 years—from 5.4% in the Health 2000 study to 7.4%
in the Health 2011 study (Markkula et al., 2015).

2.1.2 THE SOCIODEMOGRAPHIC VARIABLES AND THE
PREVALENCE OF MENTAL HEALTH DISORDERS

Depression is more common among females than males and is associated with
young adulthood and middle age, unemployment, heavy drinking habits,
smoking, being unmarried or divorced, having lower education or income and
having weak social support (Craske & Stein, 2016; Pirkola et al., 2005; Kessler
et al., 2005; Kessler et al., 2003; Lindeman et al., 2000).

Anxiety disorders as a group are more common among females than males,
but social anxiety disorder is more evenly distributed among the sexes (Craske
& Stein, 2016). A higher risk of anxiety disorders is associated with lower
socioeconomic status, unemployment and younger age (Craske & Stein, 2016;
Pirkola et al., 2005).

A higher risk for substance abuse disorders is associated with male sex,
unemployment, lower education and divorce in males (Suvisaari et al., 2009;
Kessler et al., 2005; Pirkola et al., 2005).
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Schizophrenia and other non-affective psychotic disorders are related to
socioeconomic disadvantages, such as being unemployed, being on a disability
pension, having lower education and income and being single. There is
considerable geographic variation in the prevalence of schizophrenia in
Finland. The lowest prevalence is among persons born in southwestern
Finland, and the highest is among those born in northern Finland (Perila et
al., 2008).

2.2 THE BURDEN OF MENTAL HEALTH DISORDERS

2.2.1 BURDEN ON THE INDIVIDUAL

Since mental disorders start at a young age and often have a long-term, chronic
or relapsing course, mental and substance use disorders are the leading global
cause of all non-fatal burdens of disease (YLDs) (Whiteford et al., 2013) .
Measured as disability-adjusted life years (DALYs), mental health and
substance abuse disorders constitute the 5th leading cause of burden of
disease globally. Of mental health disorders, depression is the leading cause of
burden of disease, and anxiety disorders rank second (Baxter et al., 2014;
Whiteford et al., 2013,).

People with serious mental health disorders have increased mortality
compared to the general population. The excess mortality is mostly due to
medical conditions like cardiovascular and respiratory disease, and only partly
due to increased suicide risk. The life expectancy of men with a serious mental
health disorder is 16—20 years lower than the general population. For women,
the difference in life expectancy is 11—15 years (Westman, Gissler & Wahlbeck,
2012; Wahlbeck et al., 2011).

Mental health disorders affect a person’s quality of life. Chronic disorders
like dysthymia, agoraphobia, generalized anxiety disorder and social phobia
are associated with a greater loss of health-related quality of life (HRQoL) than
major depressive disorders. The loss of HRQoL in these disorders is
comparable to that in the somatic diseases that most severely affect the
HRQoL, like Parkinson’s disease and heart failure (Saarni et al., 2007). Of
psychotic disorders, schizoaffective disorder lowers the HRqOL less than
chronic anxiety disorders but more than depressive disorder, whereas
schizophrenia and bipolar disorder lower the HRQoL less than major
depressive disorder. In psychotic disorders, lowered HRqOL is associated with
depressive symptoms more than with positive or negative psychotic symptoms
(Saarni et al., 2010).
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2.2.2 BURDEN ON THE FAMILY

Mental health disorders have an impact on the life of the family: on work,
leisure, household, income, children, siblings, family relations, neighbours
and social activities (Bailey & Grenyer, 2013; Senaratne et al., 2010; Samele &
Manning, 2000). The burden of mental illness on the family was divided by
Hoenig and Hamilton into objective and subjective burdens. The objective
burden consists of the effect on the household, the health of family members
and family routines. The subjective burden refers to the perceived burden of
taking care of a person with a mental health disorder (Hoenig & Hamilton,
1966).

Feelings of stigma, shame, guilt and self-blame may add to the burden of
the family and caregivers of the person suffering from severe mental disorders,
and caregivers have an increased risk of depression and lowered psychological
and social well-being (Zendjidjian et al., 2012; Awad & Voruganti, 2008;
Angermeyer et al., 2006; Foldemo et al., 2005,).

The family of the person suffering from a severe mental health disorder is
often involved in dealing with crisis and safety and in emotional and
sometimes financial support, even when not living in the same household with
the person (Awad & Voruganti, 2008). In a survey from the U.S., 82% of the
caregivers of schizophrenia patients were female, and 90% of them were
mothers. 70% of the caregivers were age 60 and over, and 33% were over 70
years old. An increase in family conflicts and a decline in work or school
performance occur among family members of persons with schizophrenia.
Cultural factors may play a role in the perceived burden and relatives’ attitudes
towards patients (Guarnaccia & Parra, 1996).

2.2.3 THE ECONOMICAL BURDEN: DIRECT AND INDIRECT COSTS

The economic burden of disease consists of direct health care costs (i.e.,
inpatient treatment, treatment in outpatient and other community-based
health care settings, rehabilitation programmes, medication), direct non-
medical costs (like nursing homes, transportation costs, third-sector
activities) and indirect costs (lost productivity, absenteeism from work,
pensions, lost productivity of carers). According to a study by Olesen et al.
(2012), in Europe, brain disorders were estimated to cost €798 billion in the
year 2010. Of these costs, 37% were direct health care costs, 23% were direct
non-medical costs and 40% were indirect costs. Mood disorders cost the most
(€113.4 billion), followed by dementia (€105.2 billion), psychotic disorders
(€93.9 billion), anxiety (€74.4 billion), addiction (€65.7 billion) and stroke
(€64.1 billion) (Olesen et al., 2012). According to the 2018 OECD report, in
2015, the estimated total costs of mental health disorders in Finland were €11.1
billion, of which direct health care costs were €2.6 billion, direct social security
costs were €3.9 billion and indirect costs were €4.7 billion. The total costs of
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mental health disorders in Finland were 5.3% of GDP, which is among the
highest in the OECD countries (OECD Publishing, 2018).

The economic burden of mental health disorders can be reduced by
increasing the availability of evidence-based treatment. The estimated benefit
of increasing the coverage of treating depression and anxiety disorders
overrides the costs by 2.3—3-fold if only the economic benefit is counted, and
by 3—5.7-fold if the value of improved health is also counted (Chisholm et al.,
2016).

2.3 TREATMENT OF MENTAL HEALTH DISORDERS

2.3.1 THE HISTORY OF THE TREATMENT OF MENTAL DISORDERS

The theories by which mental disorders have been conceptualized have
affected the ways that people with mental disorders have been treated. Table 1
presents the theories and treatment types from ancient times to the 19th
century.
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History of theories and treatment of mental disorders from ancient Greece to the

19th century.

Table 1.
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2.3.1.1 The history of psychiatric treatment in the 20th century

The American psychiatrist Adolph Meyer (1866—1950) developed the
psychobiological theory, according to which mental health disorders are
influenced by both biological and social factors. He recognized the need for
common-sense counselling, psychotherapy and social services provided at
outpatient clinics. By the 1920s, there were outpatient clinics in many central
European psychiatric hospitals. New mental health professional groups
emerged, such as psychiatric social workers, occupational therapists and
clinical psychologists (Colp, 2005; Hyvonen, 2008).

The psychiatric treatment methods in the early 20th century were limited.
In 1917, an Austrian psychiatrist named Julius von Wagner Jauregg reported
having achieved remission from the psychiatric symptoms of patients with
neurosyphilis through high fever caused by malaria. In 1933, the Austrian
Manfred Sakel reported achieving remission from the psychotic symptoms of
patients with schizophrenia via insulin shock therapy. Electroconvulsive
therapy was first tested in Italy in 1938 by Ugo Cerletti (1877-1963) and
Lucino Bini (1908-1964). In the mid-1930s, lobotomy was launched as a
treatment for psychosis. The Portuguese neurologist Egas Moniz (1874—1955),
who invented lobotomy, received the Nobel prize in medicine in 1949. Of these
treatments, only electroconvulsive treatment has proven to be safe and
effective and is still in use (Colp, 2005; Hyvonen, 2008).

The rise of eugenic theories and ideology also had an effect on psychiatry.
Involuntary sterilization and during World War II under the Nazi regime in
Germany, the systematic execution of persons with mental disorders is an
utterly dark chapter in history (Colp, 2005; Hyvonen, 2008).

In outpatient settings, psychoanalytic treatment spread, especially in the
U.S. and after World War II. The Austrian physician and psychotherapist
Joshua Bierer (1901-1984) fled to England when Austria was occupied by the
Nazis. He developed group psychotherapy in the 1930s and started the first
therapeutic groups in psychiatric hospitals in 1939. He later developed and
opened the first day hospitals in 1948 in England. The idea was to provide
therapy and work-related activity for patients as a part of the therapeutic
community. The community-based and social psychiatric approach provided
an important alternative perspective that promoted the development of the
mental health care system as a whole (Colp, 2005; Hyvonen, 2008).

The era of psychopharmacology began in 1952 when two French
psychiatrists, Jean Delay and Pierre Deniker, reported the tranquillizing effect
of chlorpromazine on patients with schizophrenia. In 1949, the Australian
psychiatrist John Cade reported the favourable effect of lithium on mania. The
U.S. Food and Drug Administration (FDA) approved the use of lithium in
America in 1970. In 1957, tricyclic antidepressants and monoamine oxidase
inhibitors were reported to be effective in the treatment of depression. In the
1960s, the first benzodiazepines were launched to treat anxiety. Since the
1980s, certain anticonvulsants have been used to treat bipolar disorder. The
first selective serotonin reuptake inhibitors were developed for the treatment
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of depression in the late 1980s. In the 1990s, psychostimulants were shown to
be effective in the treatment of ADHD. Since the 1990s, second-generation
antipsychotics have entered the market and new groups of antidepressants
have been developed (Colp, 2005; Hyvonen, 2008).

The psychopharmacological development contributed to the
deinstitutionalization process. The highest number of patients in asylums in
the U.S. was reached in the 1950s, whereafter the deinstitutionalization
process began. Since the 1970s, the development of community care
progressed. In addition to pharmacological treatments, psychotherapeutic
interventions were developed and scientific evidence of the effectiveness of
specific psychotherapeutic interventions began to emerge . The antipsychiatry
movement, which had its historical roots in the late 19th century, strengthened
in the 1960s. It was associated with a politically left-wing critique of bourgeois
values. Psychiatric diagnoses were claimed to be only a way of labelling and
suppressing people who have difficulties in their lives. Thomas Szasz (1920—
2012), a libertarian psychiatrist and psychoanalyst known for his
antipsychiatric opinions, claimed that it is the mandate to use power that
makes abuse possible. The antipsychiatric movement strived to end
involuntary and even all psychiatric hospital treatment. The movement
became less popular in the 1970s, but nevertheless, it may have contributed to
the continuous downsizing of psychiatric hospitals and to the formation of
patient organizations (Colp, 2005; Hyvonen, 2008).

In 1993, the international Cochrane collaboration started to produce
systematic reviews of randomized clinical trials on the effectiveness of
treatments (Chalmers, 1993, Wahlbeck, 2007). Randomized, double-blind
controlled studies and systematic reviews of evidence have also become the
core of clinical psychiatry as a science. Neuroimaging technologies and studies
in genetics have widened the understanding of neurobiological phenomena
and the genetic background of mental illnesses. The genetic background of
even highly inheritable psychiatric disorders, such as bipolar disorder and
schizophrenia, is highly polygenic in nature and partially overlapping
(Geschwind & Flint, 2015). This can be interpreted as a sign of mental illnesses
being inherently bound to us as human beings.

2.3.2 THE CURRENT PSYCHIATRIC TREATMENTS

Mental health disorders differ in modern treatment guidelines as to the
relative importance of medication vs. psychosocial treatments. While good
treatment is rarely solely medication, in some disorders, medication is an
essential part of the treatment, for example, in bipolar disorder, schizophrenia
and severe depression (Current Care Guideline Bipolar Disorder, 2021,
Current Care Guideline Depression, 2021; Current Care Guideline
Schizophrenia, 2020; Yatham et al., 2018). In some disorders, medication has
only a small role in the treatment (for example, anorexia and dissociative
disorders). In some disorders, psychosocial treatments and medication are
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both shown to be effective and can be used optionally or augmentatively, such
as for anxiety disorders and mild and moderate depression (Current Care
Guideline Depression, 2021; Current Care Guideline Anxiety Disorders, 2019).
Light therapy is an effective treatment for seasonal depression.
Neuromodulation therapies (electroconvulsive therapy (ECT), repetitive
transcranial magnetic stimulation (rTMS) and transcranial direct current
stimulation (tDCS)) are effective in the treatment of depression. In rare cases
of the most severe depression that has not responded to any other treatments
—and some very severe cases of obsessive-compulsive disorder—invasive
neuromodulation treatments, vagal nerve stimulation (VNS) or deep brain
stimulation (DBS) may be considered (Current Care Guideline Depression,
2021; Current Care Guideline Anxiety Disorders, 2019).
In substance use disorders, psychosocial treatments form the core of
treatment, although there is no scientific evidence for some specific drug abuse
problems. Medication may be needed in acute detoxification, selective
extinction and aversion treatment of alcohol dependency, and in opioid
maintenance treatment (Current Care Guideline Drug Abuse, 2018; Current
Care Guideline Alcohol Dependency, 2015).

2.3.3 TREATMENT AS USUAL VS. SPECIFIC EVIDENCE-BASED
TREATMENTS

In most mental health disorders, specific psychosocial treatments have been
developed that show better results in recovery and/or relapse prevention than
the so-called treatment as usual (i.e., clinical management and supportive care
of patients). This holds true, for example, for dialectical behaviour therapy and
mentalization-based therapy in the treatment of borderline personality
disorder (Current Care Guideline Borderline Personality, 2020), cognitive
therapy and interpersonal therapy in the treatment of depression (Current
Care Guideline Depression, 2021), group psychoeducation in relapse
prevention in bipolar disorder (Current Care Guideline Bipolar Disorder,
2021) and cognitive remediation in the treatment of cognitive symptoms of
schizophrenia (Current Care Guideline Schizophrenia, 2020).

To provide specific treatments, a sufficient number of patients and
personnel is needed. In small units of care, it is impossible to provide
specialized treatments for all disorders. According to an English study, larger
services, a larger proportion of experienced staff and applying evidence-based
psychosocial treatments are associated with higher recovery rates in
depression and anxiety disorders (Gyani et al., 2013). This challenges the
mental health care system, especially in areas with low population density,
since both low-threshold early interventions and highly specialized treatments
need to be provided.
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2.3.4 THE BALANCED CARE MODEL

According to Thornicroft and Tansella (2013), a modern, balanced care model
in high-income countries consists of both primary care, general and
specialized mental health care services. The tasks of the primary care mental
health services are to find and assess cases, offer psychosocial and
pharmacological treatments, and for more complex cases, offer consultation-
liaison services. General (i.e. secondary) mental health care services include
outpatient/ambulatory clinics that provide evidence-based interventions,
multidisciplinary community mental health teams, acute inpatient care, long-
term community-based residential care, and work and occupation services.
Specialized mental health care (often called tertiary in Finland) includes the
same service categories as general mental health care services but offers highly
specialized services for certain relatively small patient groups, such as patients
suffering from eating disorders, treatment-resistant affective disorders, and
comorbid psychotic and substance use disorders (Thornicroft & Tansella,
2013).

2.3.5 THE STEPPED CARE MODEL

To increase the access and efficiency of mental health care, and as a way to
optimize the delivery of evidence-based psychotherapies in the treatment of
common mental health disorders, the stepped care model has been launched
(van Stratten et al., 2014, Gyani et al., 2013, Nice Guidelines, 2011). The idea
is that primary care patients with depression or anxiety disorder start with a
low-intensity treatment as the first step, e.g. watchful waiting or
psychoeducation. Those who do not improve enter the second step, which in
the treatment of depression would be guided self-help through books or
Internet therapy (van Stratten et al., 2014; Gyani et al., 2013; Nice Guidelines,
2011). The patients are monitored, and if they do not improve, the intensity of
treatment is scaled up to the third step, and the patient is offered cognitive
short therapy or interpersonal therapy. The last step would be referral to
specialist mental health services. The model can be progressive, where all
patients first go through step one and move on in order, or stratified, where
the intensity of the intervention is matched to the severity of the patients’
symptoms (Reeves et al., 2019). In a systematic review and meta-analysis of
studies comparing stepped care to treatment as usual in the treatment of
depression, the effect size of the stepped care was modest (d=0.38) (van
Stratten et al., 2014). The progressive model showed worse results than the
model without a clear treatment order (van Stratten et al., 2014). The stepped
care model has been criticized for not applying to comorbid or persistent
disorders (Rosenberg et al., 2020; Cross & Hickie, 2017). Also, there is limited
information available on the real-world cost-effectiveness of the model
(Reeves et al., 2019).
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2.3.6 PRIMARY CARE MENTAL HEALTH SERVICES

The treatment of mild and moderately severe depression and anxiety disorders
is typically provided in primary care. About 10% of primary care patients have
depression (Vuorilehto, Melartin & Isometsi, 2005; Salokangas et al., 1996).
Anxiety disorders are common in primary care, with 4% of patients having
panic disorder (Roy-Byrne, Wagner & Schraufnagel, 2005), 4—8% having
generalized anxiety disorder (Munk-Jergensen et al., 2006) and 7% having
social phobia (Stein et al., 1999). To improve the treatment of these common
mental health disorders in the primary care setting, collaborative care models
have been developed. Collaborative care, which involves a general practitioner,
a case manager (most often a nurse) and a consulting psychiatrist within
primary care, has been shown to be more effective than routine care in treating
depression and anxiety (Archer et al., 2012). Central elements of the
collaborative care model are a multi-professional approach to patient care, a
structured management plan, scheduled patient follow-ups and enhanced
interprofessional communication (Archer et al., 2012).

The role of primary care is also to recognize suspected severe mental health
disorders, like psychotic disorders and bipolar disorder, and to refer these
patients to secondary mental health services for diagnostics and treatment
(Current Care Guideline Bipolar Disorder, 2021; Current Care Guideline
Schizophrenia, 2020). Also, the follow-up and maintenance treatment of
stabilized mental health disorders is provided in primary care.

2.3.7 MENTAL HEALTH CARE OUTPATIENT SERVICES

Scientific evidence on outpatient services is limited, although the clinical
consensus is that they are a relatively efficient way to organize the provision of
assessment and treatment of mental health disorders. Outpatient services are
only a way of organizing services, and they are as effective as the forms of
treatment they are offering. Outpatient services may be formed as
multidisciplinary outpatient clinics at the community or specialized/tertiary
level (Thornicroft & Tansella, 2013).

In Finland, mental health care outpatient services are part of the secondary
and tertiary MHS. They are provided by the hospital districts or, in some cases,
by the municipalities themselves. To access these services, a referral from
primary care or a private doctor is most often needed.

2.3.8 HOSPITAL INPATIENT TREATMENT

While systematic data on clinical outcomes of psychiatric hospital inpatient
care are mostly lacking, there is a clinical consensus that acute inpatient
services are needed (Thornicroft, Deb & Henderson, 2016; Thornicroft &
Tansella, 2013). Acute psychiatric inpatient treatment is recommended in
cases of acute psychosis, mania and severe depression if there is a risk of
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suicide or violence towards others, or if the functioning of the patient in
his/her everyday life is severely disabled due to the acute psychiatric disorder
and if other mental health services are not suitable (Current Care Guideline
Depression, 2021; Current Care Guideline Bipolar Disorder, 2021; Current
Care Guideline Schizophrenia, 2020).

The criteria for involuntary treatment in Finland are defined in the Mental
Health Act. They include: (1) the patient must have a psychotic level disorder,
and the patient must be either (2) at severe risk of endangering the health or
safety of him/herself or others, or in danger of the mental illness worsening if
not treated and (3) other mental services are not suitable or are inadequate
(Mental Health Act, 1990).

Involuntary admissions are often traumatic to the patient and should be
avoided whenever possible (de Jong et al., 2016; de Stefano & Ducci, 2008).
Conclusive evidence for the efficacy of restraint and seclusion during inpatient
hospital treatment is lacking, and these interventions should be avoided
whenever possible (Taylor et al., 2009). Programmes to decrease the use of
constraint and seclusion have been developed, which include staff education,
supervision and influencing legislation (Taylor et al., 2009). The Nordic
Network for Reducing the Use of Coercion in Care was founded in 2011 and
functions in Finland as a project of the Finnish Institute for Health and
Welfare.

For substance use disorders, hospital inpatient services are sometimes
needed for acute detoxification or treatment of comorbid severe mental health
disorders and substance use disorders. Inpatient detoxification services may
also be provided by the social sector or specialized substance abuse services
(Current Care Guideline Drug Abuse, 2018; Current Care Guideline Alcohol
Dependency, 2015).

The fear of negative and even fatal consequences of the downsizing and
closing down of psychiatric hospitals has seemingly not been realized. On the
contrary, measured by mortality as a gross indicator, the deinstitutionalization
process seems to have been successful so far. For example, in Austria, it has
not led to an increase in the suicide rate (Vyssoki et al., 2011), and in Finland,
the overall life expectancy of people with mental disorders has increased
(Westman, Gissler & Wahlbeck, 2012), and more outpatient care oriented
services are related to lower suicide rates (Pirkola et al., 2009; Pirkola et al.,
2007). Contrary to the results from ecological studies, a systematic review of
cohort studies found no evidence of increased homelessness or imprisonment
among patients discharged from psychiatric hospitals as a consequence of
deinstitutionalization (Winkler et al., 2016). If deinstitutionalization is carried
out responsibly, the overall costs of community-based care of long-term
patients are the same as those of hospital-based care (Thornicroft, Deb &
Henderson, 2016). However, the satisfaction and quality of life of patients
living in community residential services are higher than that of patients living
under hospital circumstances (Thornicroft, Deb & Henderson, 2016; Taylor et
al., 2009).
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2.3.9 DAY CARE SERVICES

There are different types of psychiatric day care services that have different
functions: (1) an alternative to inpatient treatment in acute care, (2)
transitional care after acute inpatient treatment to shorten the length of
inpatient treatment, (3) rehabilitation and maintenance treatment for patients
with long-term disorders and (4) enhancement of treatment for patients who
do not respond to outpatient care. The day care may be organized as (1) day
hospitals that provide comprehensive multidisciplinary psychiatric care, (2)
employment programmes or (3) informal programmes that provide a place for
support, companionship and activities without specialized psychiatric care or
employment services (Marshall et al., 2001).

In a Cochrane meta-analysis, it was found that acute day hospital treatment
is as effective as inpatient care in treating patients with an acute psychiatric
disorder (Marshall et al., 2011). It was estimated that at least 20% of the
patients in inpatient treatment could be cared for in an acute day hospital. No
difference in the readmission rate, treatment satisfaction, quality of life or
unemployment was found between patients receiving inpatient vs. day
hospital treatment. The treatment duration for day treatment was somewhat
longer than for inpatient treatment. The cost-effectiveness of day hospital
treatment still needs further investigation (Marshall et al., 2011). While
studies have found that the direct treatment costs are mostly lower for day
hospital treatment than for inpatient treatment, the picture is less clear if
indirect costs are also considered (Heekeren et al., 2020, Marshall et al., 2011).

There is evidence that day treatment programmes are more effective than
outpatient treatment in improving psychiatric symptoms but no better or
worse in other aspects, including costs (Marshall et al., 2001).

Supported employment that places patients directly in employment has
been shown to be more effective than prevocational training where
preparation is provided before employment, measured as employment rate,
number of working hours and earnings (Marshall et al., 2001).

2.3.10 NON-HOSPITAL RESIDENTIAL SERVICES

Some people with a severe mental health disorder (most often schizophrenia)
need long-term residential services. The majority of these patients prefer to
live in non-hospital (community) residential settings rather than in a hospital.
There is no evidence on what the optimal size of a residential unit is. However,
some features of residential services have been associated with better
outcomes: service user involvement and autonomy, a greater degree of
privacy, regular physical health screenings, integrated programmes of
evidence-based psychosocial interventions and positive therapeutic
relationships between staff and service users (Taylor et al., 2009).

The level of institutionalization in housing settings does not always reflect
the level of functional impairment of the patient suffering from a severe
psychiatric disorder (Valdes-Stauber & Kilian, 2015). And, instead of moving
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on to less intensively supported housing through systematic rehabilitation, the
housing type is often a long-time solution (Leff et al., 2009). According to a
Finnish survey (Torma et al., 2014), patients living in long-term residential
services and their relatives hope that their living circumstances would be as
independent as possible. They prefer services brought to the home of the
patient rather than living under non-hospital but institution-like
circumstances. In addition, patients want flexible support that meets their
changing needs, meaningful day time activity and access to acute services
providing crisis interventions. However, it was found that some of the non-
hospital residential services are located remotely from services, are large and
institution-like and do not provide adequate privacy, autonomy and
rehabilitation for the patients. It was found that some of the residential service
units do not meet the officially defined quality standards. In addition, it was
found that some patients also live under institution-like circumstances when
less intensive support would be sufficient. On the other hand, the hospital care
of some patients was prolonged due to a lack of appropriate supported housing
services (Torma et al., 2014).

A further cost analysis study by Kettunen et al. (2015) showed that even
intensive support provided to patients living in independent apartments does
not result in increased overall costs compared to institutional non-hospital
residential services. Besides lower costs, the privacy and autonomy of the
patients are also better met in independent housing solutions. It was also
found that Finnish municipal authorities didn’t have a comprehensive picture
of the mental health care residential services. This was especially notable in
larger municipalities (Kettunen et al., 2015).

2.3.11 PEER SUPPORT

In a review of studies on the effectiveness of peer support in the treatment of
severe mental health disorders, adding experts by experience to traditional
services and peer-led structured interventions showed positive effects, such as
a reduced need for hospital treatment, increased hopefulness and increased
self-experienced recovery (Chinman et al., 2014). However, the evidence was
contradictory. In a systematic review and meta-analysis, no evidence of the
effectiveness of peer support in the treatment of severe mental health
disorders was found (Lloyd-Evans et al., 2014).

In the treatment of substance use disorders, evidence of the effectiveness
of peer support is stronger. In the treatment of alcohol dependency, the peer-
led 12-step programmes are as effective as other psychosocial treatments in
reducing the use of alcohol and in promoting adherence to treatment (Ferri,
Amato & Davoli, 2006).
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2.3.12 INTERNET-BASED TREATMENTS

Internet-based therapy has been shown to be as effective and more cost-
effective than face-to-face therapy in the treatment of panic disorder,
generalized anxiety disorder, social phobia and depression (Andrews et al.,
2018). According to the current Finnish care guidelines, internet-based
therapy is recommended as a treatment for mild and moderately severe
depression and for social phobia and panic disorder (Current Care Guideline
Depression, 2021; Current Care Guideline Anxiety Disorders, 2019). In bipolar
disorder, internet-based therapy may relieve symptoms of mild depression
(Current Care Guideline Bipolar Disorder, 2021). The COVID-19 pandemic
has boosted the use of web-based delivery modes for psychiatric treatment and
collaborative care, like video meetings. Development and benefits from these
forms of delivery can be expected in the very near future.

2.3.13 THE TREATMENT GAP

Estimates on the percentage of persons suffering from mental health disorders
who do not receive even minimal care range from one-half to two-thirds. By
contrast, only 10% of persons with diabetes are without treatment (Hewlett &
Moran, 2014). According to a Finnish study, 40.9% of young adults with a
depressive disorder received minimally adequate treatment (Kasteenpohja et
al., 2015), which is a higher percentage than in previous studies (Hamaldinen
et al., 2009; Haarasilta et al., 2003). Minimally adequate treatment was
defined as (1) antidepressant pharmacotherapy for a minimum of two months
with at least four visits with a physician, (2) a minimum of eight sessions
within the past year with a mental health professional in a psychiatric clinic or
with a psychiatrist, psychologist or psychotherapist in other settings, or (3) at
least four days of hospital inpatient treatment (Kasteenpohja et al., 2015).

By contrast, according to a Finnish survey, virtually all patients with
schizophrenia had had treatment contact and had used antipsychotic
medication at some time. Over 70% of them had current psychiatric treatment
contact and 65—92% were using antipsychotic medication. In the same study,
of the patients with delusional disorder, 81% had psychiatric treatment contact
at some time, but only 21% had current treatment contact and 14% were
currently using antipsychotic medication (Suvisaari et al., 2016).

2.4 SOCIODEMOGRAPHIC INDICATORS AND THE USE
OF MENTAL HEALTH SERVICES

Sociodemographic disadvantagement is associated with a higher prevalence of
mental disorders (Perili et al., 2008, Lorant et al., 2007; Lorant et al., 2003;
Reijneveld & Schene, 1998). Regional sociodemographic features, such as the
unemployment rate and percentage of single households, are associated with
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a higher use of psychiatric hospital care (Peen & Dekker, 2001; Dekker et al.,
1997). Sociodemographic indicators may predict less strongly the use of
services in rural vs. urban settings (Thornicroft, 1993).

As to the relation of sociodemographic variables to the use of outpatient
services, the results are more contradictory. In some countries, a higher
educational or income level has been associated with greater use of specialized
mental health care services for mental health problems instead of primary care
services (Park et al., 2014; ten Have et al., 2003; Alegria et al., 2000). In a
Finnish survey, the use of primary or specialized mental health services by
patients with major depression was not predicted by sociodemographic factors
(Hamaldinen et al.,, 2004). The duration and severity of depression and
perceived disability were associated with the use of services but not whether
treatment was received in primary or specialized psychiatric care (Hamé&ldinen
et al.,, 2004). In a later study, similar results were found, except that
psychiatric comorbidity and living alone also predicted health care use for
major depression, and psychiatric comorbidity also predicted the use of
specialist-level mental health services (Himaldinen et al., 2008).

2.5 MENTAL HEALTH CARE IN FINLAND

2.5.1 THE HISTORY OF MENTAL HEALTH CARE SERVICES IN
FINLAND

The history of mental health care services in Finland from the 14th to the
19th century is summarized in Table 2.
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History of mental health care in Finland from the 14th to the 19th century

Table 2.
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2.5.1.1 Finnish mental health care at the beginning of the 20th century

The municipal mental hospital network in Finland began to evolve at the end
of the 19th century. In 1900, the total number of psychiatric hospital beds
reached 1000 (38 beds per 100,000 population). However, it was recognized
that this was not sufficient. The inhumane conditions in families and
poorhouses that the mentally ill lived in were recognized. The eugenic
doctrines partly contributed to the idea that the mentally ill should be
insulated from the rest of society (Parpola, 2013; Hyvonen, 2008; Kiarkkiinen,
2004).

The criteria for state subsidies were reformed in 1911 and further in the 1920s,
which led to the building of municipal and joint municipal (piiri) hospitals
(Parpola, 2013). In some towns, departments for the mentally ill in municipal
poorhouses were converted into municipal mental hospitals. In 1914, the
Nikkila hospital of Helsinki city was opened in Sipoo. The Hatanpaa hospital
in Tampere was opened in 1916. Joint municipality hospitals were also built.
In 1903, the Harjavalta hospital was opened, and in 1915, the Kellokoski
hospital was opened. Family treatment of the mentally ill was provided to a
small extent in the Seili hospital from 1887. This type of care was supported
by the state, and it received more attention at the beginning of the 20th
century. It was seen as offering a cheaper option to hospital care and freeing
hospital places for other patients (Hyvonen, 2008).

Biomedical thinking in psychiatry was ruling, and the care was hospital-
centred. In the 1920s, malaria therapy was taken into use; in the 1930s insulin
shock therapy; and in the 1940s, the ECT. Occupational therapy was also
developed. The eugenic theories’ influence was reflected in the law of
sterilization from 1935, and involuntary sterilization of persons with mental
disorders was legal until 1970. Lobotomy was introduced in Finland in 1945
(Parpola, 2013; Hyvonen, 2008).

2.5.1.2 The era of mental health districts and A- and B-hospitals

The first Mental Illness Act in Finland (1937) stated that the mentally ill could
be treated in state, municipal or private mental hospitals, in municipal homes,
in nursing homes and in private home family treatment. However, all forms of
treatment should be regularly controlled by a physician. In 1943, a committee
led by Juho Erland Pilppula stated that the whole mental health care system
should be arranged according to common principles. The Pilppula committee
recommended prevention (which meant sterilization) and cost-effective
treatment. The new Mental Illness Act was accepted in 1952. It followed some
of the recommendations of the Pilppula committee. The country was divided
into 18 mental health districts, which were under the control of the national
board of health. The municipalities were responsible for organizing mental
health care. In each mental health care district, there was to be a central
mental hospital (the so-called A-hospitals) for acute care and an outpatient
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unit. The law differed from Pilppula’s recommendation in that for the
chronically ill, calm patients, new kinds of hospitals were to be provided, the
so-called B-hospitals. The departments for the mentally ill in the municipal
homes were allowed to continue functioning, for which state subsidies were
provided (Parpola, 2013; Hyvonen, 2008).

The building of B-hospitals was subsidized by the state from 1955. In
mental hospitals, neurological and psychogeriatric patients were also treated.
Whereas in many other Western countries, the deinstitutionalization process
began in the 1950s, in Finland, the number of hospital beds increased steeply
during the 1950s and 1960s and remained high in the 1970s. In 1952, there
were less than 244 mental hospital beds per 100,000 inhabitants. In 1975, the
number of mental hospital beds had increased to 420 per 100,000 inhabitants,
which was among the highest numbers in the world. In 1963, there were still
2700 mentally ill persons in municipal homes (60 beds per 100,000).
Institutional care dominated the thinking and use of resources, not only in
mental health care but also in general health care, the care of tuberculosis and
the social sector care of persons with developmental disorders and persons
with substance abuse (Hyvonen, 2008; Karkkiinen, 2004).

2.5.1.3 Outpatient care and psychotherapy evolve

The development of municipal outpatient care was slow and began to
accelerate in the 1960s. In the beginning, outpatient clinics focused on the
aftercare of patients who had been released from mental hospitals, and the
control of the psychiatric department of the municipal homes was also their
duty. Acute care became part of outpatient care in the 1960s (Hyvonen, 2008).

New medications invented in the 1950s were quickly taken into use in
Finland. Occupational therapy and rehabilitation were developed in the
central mental hospitals, and more scientific articles were published
(Hyvonen, 2008). Psychoanalysis came to Finland slowly. In the 1920s, there
was only one psychoanalyst in Finland (Hirvonen, 2014). The first course in
psychoanalysis in Finland started in Helsinki in 1959, and in 1965, the first
official course approved by the International Psychoanalytical Association IPA
started. The paradigm changed quickly from biological to psychoanalytical
psychiatry, and by 1972, all four university professors in Finland were
psychoanalysts (Parpola, 2013). Awareness and practice of group, family and
behavioural therapies and therapeutical communities also arrived in Finland.
Neurology and psychiatry were separated as medical specialities in 1961. In
the 1970s, social psychiatry influenced psychiatric thinking. The holistic view
of the human being started to gain influence during the 19770s (Parpola, 2013;
Hyvonen, 2008).
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2.5.1.4 Social security and general hospital and primary care acts

The Social Insurance Institute of Finland (Kela) was established in 1937, and
the first disability pensions were issued in 1942. The Health Insurance Act of
1964 extended social insurance coverage to sickness allowance, medical
assessment and treatment given by doctors, medications and travelling
expenses for medical care (Parpola, 2013; Niemeld, 2014).

In general health care, in 1943, the Central Hospital Act was accepted, and
between 1947 and 1951, 21 central hospital districts were established.
Tuberculosis care was organized separately in tuberculosis hospitals, and from
1950, care was organized in tuberculosis districts (Kiarkkidinen, 2004).

The Primary Health Care Act came into force in 1972, and accordingly, a
network of municipal health centres was established. Mental health care was
not mentioned in the legislation, but in the preparation process of the law, it
was noticed that the law obligated the health centres to provide mental health
care. In 1978, a law was passed that made it possible to integrate the mental
health district, the tuberculosis district and the central hospital district into
one hospital district. Between 1979 and 1990, 12 such integrated hospital
districts were formed (Kirkkiinen, 2004).

2.5.1.5 The beginning of deinstitutionalization

The Mental Illness Act was modified in 1977, strengthening outpatient care by
bringing rehabilitation, residential facilities and sheltered workshops under
state subsidization. Outpatient clinics were supplemented with day hospital
activity, and they were also obliged to take care of the prevention of mental
disorders together with the health centres. The division of hospitals into A-
and B- hospitals was ended. Also, indications of involuntary care were
tightened (Hyvonen, 2008; Kirkkidinen, 2004).

In 1977, the medical board committee (ladkintohallituksen tyoryhma) led
by Raimo Miettinen published a plan for the development of mental health
care. It was recommended that the number of hospital beds should be
decreased from 420 beds per 100,000 inhabitants to 340 by 1986 and to 260
by 1996. The unfavourable effects of long-term inpatient hospital treatment on
both the patients and attitudes towards patients were highlighted. Outpatient
care was mentioned as the primary treatment, and hospital treatment was
recommended to be temporary, short and actively rehabilitative. A strong
increase in resources for outpatient care and prevention was recommended.
The building of housing services and day hospitals was recommended, and the
elderly and patients with developmental disorders and substance abuse
disorders were to be removed from the mental hospitals. A long-term plan was
to build a psychiatric department in each general hospital (Parpola, 2013;
Hyvonen, 2008; Karkkiinen, 2004).

In 1984, the mental health committee (mielenterveystyon komitea)
recommended the integration of mental health care into general health care.
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Most of the old mental hospitals should be closed by 2000, and the difference
between general and psychiatric hospitals should be abolished. It was
estimated that 140—200 hospital beds per 100,000 inhabitants and 40-70
beds per 100,000 in non-hospital residential services, and the same number
of places in day hospitals would be needed by the year 2000 (Parpola, 2013;
Hyvonen, 2008; Kiarkkdinen, 2004).

Half of the patients in the mental hospitals suffered from schizophrenia.
The Schizophrenia Project, started by Yrjo Alanen in 1981, was a national
developmental project that aimed at reducing the number of patients in long-
term institutional care and developing the outpatient services. The project was
successful, and the number of schizophrenia patients in mental hospitals
decreased by 68% between the years 1982 and 1992 (Parpola, 2013; Tuori,
2011). Another major project in the 1980s was the suicide prevention project.
The number of suicides in Finland increased until 1990 and then started to
decrease. By 2001, the number of suicides had decreased by 20% in males and
19% in females from the peak levels in 1990 (Parpola, 2013; Hyvonen, 2008).

In the 1980s, the deinstitutionalization process began, and the number of
mental hospital beds decreased from 20,000 to 12,300 during the 1980s. By
1992, the number of beds was 9,730 (that is, 190 beds per 100,000
inhabitants). In 1993, there were 150 beds per 100,000 inhabitants and in
1999, there were 106 beds per 100,000 inhabitants (Hyvonen, 2008; Nenonen
et al., 2001). The number of personnel in outpatient care was 2.5 per 10,000
in 1982 and increased to 5.1 per 10,000 inhabitants by the year 1992. In 1999,
the number of personnel in outpatient care was 4.8 per 10,000 inhabitants
(Tuori, 2011; Hyvonen, 2008; Pylkkdnen, 2000). The number of personnel in
outpatient care, which had been recommended by the State Medical Board,
was 6.5 per 10,000 inhabitants (Pylkkdnen, 2000).

2.5.1.6 The Act on Specialized Medical Care, the Mental Health Act and
the Act on State Subsidies

In 1991, two laws, the Act on Specialized Medical Care and the Mental Health
Act, came into force at the same time. The Act on Specialized Medical Care
ended the former mental health districts, tuberculosis districts, central
hospital districts and various other smaller joint municipal districts (that, for
example, supported a local hospital) that had been partially non-overlapping
and of which at the high point there were over 100. Twenty-one hospital
districts were formed, and psychiatry was included as a medical speciality,
among others. Until the 1980s, the mental health care system in Finland had
developed mostly in isolation from other health care services, except for the
small-scale hospital care in the general hospitals from the beginning of the
19th century until the 1930s and general hospital psychiatry activity that had
begun in the 1960s. The Act on Specialized Medical Care administratively
integrated mental health care with other health care services. (Kiarkkainen,
2004; Pylkkdnen, 2003; Parpola, 2013).
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The Mental Health Act finally replaced the old Mental Illness Act and its
modification. The new law used a broad definition of mental health care, both
as promotion of the individual’s well-being, functioning and personal growth
and as prevention, treatment and alleviation of mental health disorders. The
outpatient treatment and the development of the living conditions of the
population were seen as primary interventions. The organizing of mental
health care was the responsibility of the municipalities. The law included a
decree on the use of involuntary treatment, shortening (for example) the
maximum length of involuntary treatment. The law also included a decree on
the duty of the municipalities to arrange suitable mental health services in the
health centres (Mental Health Act, 1990; Parpola, 2013).

In 1991, the medical board was also abolished, and its functions were at
first united with the social government to form the social and health
government. But already in 1992, the system was reformed, and Stakes was
founded as the research and development centre of the social and health
sector. Whereas the medical board had controlled the use of state subsidies,
Stakes had more of a role in steering through knowledge. In 2009, Stakes
united with the institution of population health and formed the National
Institute of Health and Welfare (Karkk&dinen, 2004).

In 1993, the new law on state subsidies to the municipalities enabled the
municipalities to provide health services — by themselves or in collaboration
with other municipalities or by belonging to a joint municipal authority, or by
purchasing the services from a private provider. Also, the subsidies were to be
based on prior calculations instead of the formerly used posterior calculations
based on real expenditures. This changed the role of the hospital districts; they
became producers from which the municipalities bought services. The
independence of the municipalities in arranging the services increased. The
new law on municipalities was launched in 1995 (Hyvonen, 2008).

According to a survey study, in 1995, 77% of the municipalities had
purchased psychiatric outpatient care only from the hospital district, but in
1999, only 61% did so. Many municipalities provided psychiatric outpatient
care partly or totally in health centres. Great differences in personnel
resources were found between hospital districts. The aim of developing
primary health care services was to decrease costs, lower the threshold for
services and connect psychiatric outpatient care with primary care services.
The risks were the disintegration of services into small units, resulting in a
weakening of expertise, the fleeing of professionals from public health care
and an increase in the total volume of services (Tuori, Kiikkala & Lehtinen,
2000).

The number of patients in non-hospital residential care remained at the
same level in 1990—94, but between 1995 and 2003, the number increased 2.5-
fold. Towards the beginning of the 2000s, these services were increasingly
bought from private providers (Pirkola & Sohlman, 2005). During the 2000s,
the development of outpatient and day care services was also seen, but
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information on the distribution of personnel resources was lacking (Tuori,
2011).

2.5.1.7 The economic depression in the 1990s

The economic depression at the beginning of the 1990s in Finland decreased
the tax income of the municipalities, and from 1993, state subsidies were cut
every year. This led to austerity policies both in the investing and buying of
services from private providers. The personnel resources are considered to be
a good estimation of the costs of mental health care, but exact information on
personnel resources in the 1990s is not available due to the shattering of the
decentralized service system and the lack of statistics (Hyvonen, 2008). It is
estimated that between 1991 and 1994, mental health care resources were cut
by 40% or even 60%. The development of primary care mental health services
could not compensate for the loss of specialized care. While resources were
cut, productivity increased; the average length of stay in psychiatric hospitals
shortened, and the number of outpatient visits increased. After the depression,
the situation got better, but the decrease in resources was estimated to be as
high as 26% between the years 1990 and 1997 (Hyvonen, 2008; Karkkiinen,
2004). The third sector rapidly increased its provision of health and social
services in the 1990s. Mental health associations, the church, A-klinikkasatio
and foundations for patients and relatives increased their activity (Parpola,
2013).

In the 1990s, the public sector in Finland was renewed according to the
principles of New Public Management (NPM), whereby the mechanisms of the
market economy were brought to the public sector. The leadership principles
from the private sector were brought to public health care, with the focus on
productivity and controlling costs. Some services were outsourced and put to
tender, and some were incorporated (Ahonen, 2019).

Finland joined the EU in 1995, and at the beginning, mental health was not
a priority on the population health agenda. In the populational health
programme of the EU from 2002, mental health is mentioned separately. The
need to coordinate services and to strengthen the cooperation of service
providers both vertically and horizontally was recognized (Hyvonen, 2008).

2.5.1.8 The development of psychiatric care from the 1980s

Fluoxetin was accepted in the Finnish medical market in 1988. During the
1990s, several other new antidepressants entered the market. After the mid-
1990s, new, atypical antipsychotics entered the market. The use of
antidepressants increased fivefold during the 1990s. In 1984, the medical
board had defined common criteria for psychotherapy training, and in 1994,
psychotherapist became a protected profession, the use of which required
acceptance from the National Authority for Medicolegal Affairs. Since 1992,
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Kela has subsidized psychotherapy as rehabilitation for persons of working
age. The organizing of psychotherapy by Kela became statutory in 2011. The
aim of Kela psychotherapy is to restore or support the working ability of the
individual (Tuulio-Henriksson, 2013). This system favours a high-income
working population since a significant part of the costs of psychotherapy is left
to the patient (Hiilamo et al., 2010).

The ICD-9 diagnostic classification system was launched in Finland in
1986/87. In the late 1980s and 1990s, there was increasingly more empirical
research that used methodology from the natural sciences. Studies using new
neuroimaging technology brought psychiatry closer to the neurosciences
again. Significant epidemiological studies were carried out, such as Mini-
Suomi, Ukki and Health 2000 (Parpola, 2013).

In 1994, Duodecim, a Finnish medical society, started publishing current
care guidelines, which are evidence-based guidelines for clinical practice. The
first Finnish current care guideline for the treatment of schizophrenia was
published in 2001, for the treatment of depression in 2004, and for the
treatment of bipolar disorder in 2008. The first decade of the 21st century
brought a paradigm shift — the integration of biological and psychological
psychiatry (Parpola, 2013; Hyvonen, 2008).

Ahonen (2019) states that mental health politics during the last decades
have increasingly focused on the prevention of mental health disorders and
the care of milder mental health disorders and forgot about the care of severely
ill patients. Patients suffering from severe mental health disorders are
isolated, living under institutional long-term residential care and outside of
the working life. Instead of work activities that were formerly provided in
psychiatric hospitals, people with severe mental disorders participate
nowadays in various other ostensible work activities provided by the service
system. These work activities are often monotonous, unpaid and do not take
into account the person’s interests and strengths. Sometimes this type of work
activity can even be seen as exploitation. Ahonen proposes that the focus of
the service system should be to support human dignity, human rights and the
prerequisite for a good life for the most severely ill (Ahonen, 2019).

According to Alanko (2017), the downsizing of psychiatric hospital beds
and the inclusion of persons with mental disorders in the labour force have
been central themes in Finnish mental health policies since the 1970s (Alanko,
2017).

2.5.2 THE USE OF MENTAL HEALTH SERVICES IN FINLAND FROM
1994-2016

In Finland, from 1994 to 2016, the number of psychiatric hospital inpatient
days decreased by 57%, from 579 to 249 days per 1000 adults per year. During
the same period, the number of specialized psychiatric care outpatient visits
has increased by 20%, from 285 to 340 per 1000 adults per year. The number
of primary care visits related to mental health issues has risen sevenfold, from
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18 to 144 visits per 1000 inhabitants (Sotkanet) (Figure 1). The number of
patients in non-hospital psychiatric residential care in 1997—2016 increased
by 412%, from 3.4 to 14.2 per 10,000 adults (Figure 2).

In 2016, 57% of all patients using specialized mental health services were
female. Of outpatient service users, 57% were female. Of psychiatric hospital
inpatient service users, 52% were female. Of inpatient service users aged 25—
64 years, 46% were female. Between the years 2006 and 2016, the number of
patients per 10,000 inhabitants in outpatient services had risen from 245 to
317. The number of patients in psychiatric hospital inpatient services
remained pretty stable from the beginning of the 1990s (Tuori, 2011), but
between 2006 and 2016, there was a decrease from 56 to 42 patients per
10,000 inhabitants. The number of outpatient visits per patient per year has
risen only slightly, from 10.8 to 11.8 (THL, 2017).

Use of psychiatric outpatient and hospital inpatient
services in Finland 1994-2016
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Figure 1 Source: www.sotkanet fi
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Number of adults per 10,000 adult population in
psychiatric nursing homes in Finland 1997-2016

Figure 2 Source: www.sotkanet fi

2.5.3 THE TRENDS IN THE USE OF MEDICATION, DISABILITY
PENSION RATE, SICKNESS ALLOWANCE RATE AND SUICIDE
RATE IN FINLAND

In Finland, the suicide rate dropped 48% from 1994 to 2016: from 27.3 per
100,000 inhabitants to 14.3 per 100,000 inhabitants (Figure 3). The
proportion of persons receiving reimbursement for antidepressant medication
more than tripled from 1994 to 2009, but since then, it reached a steady state,
and from 2015-16, it somewhat decreased (Figure 4). The percentage of the
population receiving special reimbursement for antipsychotic medication
during the same period increased from 1.4% to 1.8% but has remained stable
since 2006 (Figure 5) (Sotkanet).

45



Review of the literature

30

25

20

15

10

Figure 3

100
90
80
70
60
50
40
30
20
10

1994
1995

Figure 4

1994

Suicide rate per 100,000 inhabitants in Finland

n O ™~ 0 O O d N o & 1D O N 0 O O « N ™M
D DD O O O 0O 0O O O O O O oA A d o
A O O OO OO O O O O O O O O O O O O O O
™ = = = = AN AN AN AN AN AN AN AN NN AN N NN

Source: www.sotkanet.fi

Number of persons per 1000 population aged 18-

64 years receiving reimbursement for

antidepressant medication in Finland 1994-2017

1996
1997
1998
1999
2000
2004
2005
2006
2007
2008
2009

2001
2002
2003
2010
2011
2012
2013
2014
2015

Source: www.sotkanet fi

46

2014
2015

2016

2017

2016



The percentage of population receiving special
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Figure 5 Source: www.sotkanet.fi

The percentage of the population on a disability pension due to a mental
health disorder rose from 2.9% to 3.4% between 1996 and 2008 and decreased
to 3% by 2017 (Figure 6). The percentage of the population receiving a sickness
allowance has increased during the last years, and in the younger population
(age 18—24 years), the increase has been steady since 2004 (Sotkanet)(Figure
7)-

Disability pensions due to mental health
disorders, the percentage of population aged 16-
64 years
in Finland 1996-2017
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Figure 6 Source: www.sotkanet fi
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Sickness allowness rate due to mental health
disorder in Finland 2004-2017
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Figure 7 Source: www.sotkanet.fi

2.5.4 MIELI 2009

The first national mental health care plan in Finland after the work done by
the mental health work committee in 1984 was Mieli 2009, the National Plan
for Mental Health and Substance Abuse Work for the years 2009—2015. It was
prepared by a working group set up by the Ministry of Social Affairs and Health
(Mieli, 2009). The plan promoted the strengthening of preventive work and
the position of the service users, the development of the service system and
making steering more efficient. Goals recommended in the plan included the
integration of mental health and addiction services both physically and
administratively, the provision of psychiatric nurse services in primary care
services as low-threshold mental health care services, providing consultation
services from specialized psychiatric care at the primary care level, developing
more diverse outpatient and home and mobile services, a progressive closing
down of separate psychiatric hospitals, the provision of psychiatric wards in
general hospitals and inclusion of representatives of service users in the
administration and evaluation of services (Mieli, 2009). It was estimated that
these changes would result in a reduction in the number of psychiatric hospital
beds from 4,600 to 3,000. The steering group for the implementation of the
plan assessed that ‘the experts by experience and peers were included in the
activities, psychiatric involuntary treatment was used less, mental health and
substance abuse work strategies were included in municipal strategies, and
support for work ability and returning to work were strengthened in the
occupational health care. All the objectives were not achieved, which was
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partly due to the scarce resources available for the coordination and
implementation of the plan (Mieli 2009, 2016) .

2.6 SERVICE MAPPING STUDIES

In order to develop the MHS, information about current services and
comparison data from other areas is needed. However, the information on
service types, personnel resource allocation, service -capacities and
productivity is scattered among the various service providers and
organizations, not collected systematically and therefore not readily available
for analysis or as the basis for decision-making. For a standard comparison of
services, the Description and Evaluation of Services and Directories for Long
Term Care (DESDE-LTC) mapping instrument was developed (Salvador-
Carulla et al., 2013). It was developed from the European Service Mapping
Schedule (ESMS), which was developed to classify and standardize the
mapping of adult mental health services in Europe by the EPCAT team
(European Psychiatric Assessment Team) (Johnson, Kuhlmann & EPCAT
Group. European Psychiatric Assessment Team, 2000). These mapping
instruments have been used internationally, and so far, over 25 mental health
atlases using the DESDE-LTC instrument, combined with the analysis of the
socioeconomic context and service use, have been developed in different areas
and countries, including Spain (Fernandez et al., 2015), Australia (Van
Spijker et al., 2019, Fernandez et al., 2016,) Chile (Salinas-Perez et al., 2018),
and remote areas in Canada, Finland and Australia (Salinas-Perez et al.,
2020).

A comparative study between Italy and Spain using the ESMS tool found
that in Italy, the innovative community service structure was associated with
lower use of hospital beds, higher use of day services and larger number of
contacts in the community services, whereas in Spain, the use of hospital beds
was low despite the sparsity of community-based services (Salvador-Carulla et
al., 2005). Another study using the ESMS tool compared northern Norway and
Archangel county in Russia and found that more differentiated and
decentralized services were associated with lower use of hospital care in
Norway (Rezzvy et al., 2007). In Russia, the resources were mostly in
institutional care, and the provision of outpatient care was sparse, especially
in rural areas.

A study from the European REFINEMENT project revealed significant
variation in the availability and capacity of mental health services across the
MHS of local areas in eight European countries (Gutiérrez-Colosia et al.,
2017). From the Finnish branch of the REFINEMENT study, the results have
shown that the diversity of MHS correlates significantly with the size of the
population (Ala-Nikkola et al., 2014) and that the strongest positive
correlation is found in third-sector activities (Ala-Nikkola et al., 2016b). The
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diversity of outpatient services did not correlate with psychiatric inpatient
treatment provision, but the Mental Health Index (MHI) did (Ala-Nikkola et
al., 2016a).

In Finland, there have been no studies on the number of personnel
resources allocated to various MHS service types (outpatient, day care,
residential care), various levels of organization (primary care, specialized care)
and different professional groups, and how this relates to the
sociodemographic indicators of need and costs of the services. The
information on personnel resources has been scattered among various
organizations, such as social and health care, and in public, private and third-
sector organizations. A common register has not been available. While
benchmarking information on the service structure and the level of personnel
resources has been lacking, the MHS personnel resource allocation in
municipalities has been the result of various local historical, economic and
political factors. Information on service types and personnel resources,
however, is crucial when developing MHS, with the increasing public
awareness of the importance of mental health issues and concern for the
carrying capacity of the public health care services. This is especially topical in
Finland, with the health and social services reform currently underway
(Health and Social Services Reform, 2021).

2.7 MENTAL HEALTH SERVICES IN SPAIN

In Spain, the public health care system SNS (National Health System) is
funded by taxes. Like in Finland, the public mental health services in Spain are
free of charge at the point of delivery. Patients enter the MHS mostly through
primary care, which has a gatekeeping function (Dezetter et al., 2013). Primary
care refers the more severely ill patients to secondary psychiatric care provided
at community mental health centres. Governance of health care is devolved to
the autonomous communities, and 17 regional health ministries hold primary
jurisdiction over the organization and delivery of health services within their
territory.

When developing accessible and cost-effective  MHS, comparative
benchmarking data between countries is important (Wahlbeck, 2011). While
Finland and Spain have a partly comparable financing system for the MHS,
differences exist in the culture and economic and sociodemographic features
between the countries. A comparison between the MHS in Spain (a
Mediterranean, family-centred country) and Finland (a Nordic welfare state)
has not previously been made. It is of interest how the MHS reforms have been
implemented in these countries.

50



3 AIMS OF THE STUDY

This study investigated the structure and personnel resource allocation of
mental health services and their relation to total personnel costs, the costs and
use of specialized psychiatric care, and sociodemographic indicators.

The specific aims of the study were to investigate:

I The interrelationship of the amount of primary care mental
health personnel, the costs and use of specialized psychiatric
services, and the sociodemographic variables of the HUS area
municipalities.

I The structure, personnel allocation and output of the mental
health services in southern and northern Europe.

11 How the personnel resource allocation in local vs. centralized
MHS is interrelated.
v How the personnel resource allocation in non-hospital

residential services is associated with the total costs of the MHS.
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4 METHODS

41 THE REFINEMENT PROJECT

This study is part of the European Research on FINanacing systems’ Effect on
the quality of MENTal health care (REFINEMENT) project, which was carried
out in 2011-15 in nine European countries: Austria, England, Estonia,
Finland, France, Italy, Norway, Romania and Spain
(htttp://www.refinementproject.eu). The project was funded by the EU’s
European Seventh Framework Programme.

The countries were selected on the grounds of representing different ways of
organizing and financing the MHS. The inclusion criteria for the study area
within the chosen country were: (1) the area had a population between 200,00
and 1,500,000, (2) the area covered at least one health district but was not
solely limited to a macro-urban area within a municipality and (3) the
availability of reliable sources of information about the MHS. Only services for
adults (18 and older) were included in the study.

In Finland, the study area chosen for the REFINEMENT study was the
Hospital District of Helsinki and Uusimaa (HUS). For the purpose of
comparing areas within Finland and as a development project, the Finnish
branch of the study also included the South Karelia Social and Health Care
District (Eksote), the Kymenlaakso Social and Health Services (Carea) area
and, from 2013, the Hospital District of Southwestern Finland (VSSHP). The
study was carried out in collaboration with the Finnish Institute for Health
and Welfare (THL) and the hospital districts.

4.2 THE STUDY AREAS

In the first study (I), the study area was the HUS area, with an adult population
of 1.2 million. The area comprised 26 municipalities with adult populations
ranging from 1,200 to 490,000.

In the second study (II), the study areas were the HUS area in Finland and
the Girona area in Spain (0.6 million adult inhabitants). The Girona area
comprised 7 health areas and altogether 221 municipalities

In studies III and IV, the study area comprised four hospital district areas
in southern Finland: HUS, VSSHP, Carea and Eksote, with a total adult
population of 1.9 million adults (43% of the total adult population of Finland).
The study area comprised 67 municipalities. The units of comparison were 13
non-overlapping areas (Lansi-Uusimaa, Lohja, Hyvinkad, Porvoo, Helsinki,
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Jorvi, Peijas, Carea, Eksote, Turku, Salo, Vakka-Suomi and Turunmaa). The
adult population of the hospital areas ranged from 18,200 (Turunmaa) to
500,000 (Helsinki).

Table 3. The study areas
Study | Area Level of analysis Country | Adult
population
I HUS Municipality (n=26) | Finland 1.2 million
II HUS, Girona Hospital district level | Finland, 1.8 million
(n=2) Spain
III HUS, Eksote, Hospital area level Finland 1.9 million
Carea, VSSHP | (n=13)
1A% HUS, Eksote, Hospital area level Finland 1.9 million
Carea, VSSHP | (n=13)

4.3 ESMS-R/DESDE-LTC AND REMAST INSTRUMENTS

The MHS were mapped using the European Sevice Mapping Schedule—
Revised (ESMS-R) tool, also called DESDE-LTC 2.0 (Description and
Evaluation of Services and Directories in Europe for Long Term Care 2.0),
(Salvador-Carulla et al., 2012). This mapping instrument was developed from
the European Service Mapping Schedule (ESMS), which was originally
developed to classify and standardize the mapping of adult mental health
services in Europe by the EPCAT team (European Psychiatric Assessment
Team) (Johnson, Kuhlmann & EPCAT Group. European Psychiatric
Assessment Team, 2000). The DESDE-LTC tool adapted the classification to
long-term care of children and adolescents, drug and alcohol, disabilities and
chronic illness (Salvador-Carulla et al., 2011). The ESMS-R version of DESDE-
LTC was revised by Salvador-Carulla and Ruiz et al. (2012) for the
REFINEMENT study.

These instruments have been used in several previous studies on the
mental health care provision within a country (Tibaldi et al., 2005, Pirkola et
al., 2009, Fernandez et al., 2015) and between areas in different countries
(Gutiérrez-Colosia et al., 2017, Salvador-Carulla et al., 2008, Rezvyy et al.,
2007, Salvador-Carulla et al., 2005). According to a systematic review, 71
studies have used the ESMS/DESDE instrument for research and planning of
services (Romero-Lopéz-Alberca et al., 2019).

The information on the MHS was gathered by using the Refinement
MApping Services Toolkit (REMAST), developed for the REFINEMENT
project (Salvador-Carulla et al., 2015). The REMAST comprises (1) a general
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description of the mapped area and target population, (2) a description of the
social and physical environment that may influence the need for services and
(3) the mapping of the services. The data was collected in Excel.

The ESMS-R instrument classifies the services into 89 Main Types of Care
(MTC), which are divided into 6 main branches: information services (I),
accessibility services (A), self-help and voluntary care (S), outpatient care (O),
day care (D) and residential care (R) (Figure 8). The classification follows a
tree-like structure with each main branch divided into subgroups depending
on the characteristics of the MTC provided. Each MTC has a numerical code.
For example, the MTC of a typical Finnish acute psychiatric ward receives the
code R2 (acute hospital care, medium intensity), and the MTC of a psychiatric
nursing home with 24h personnel and an indefinite length of stay receives the
code R11 (Figure 9).
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Figure 9 Residential care in the ESMS-R/DESDE-LTC 2.0 service mapping tree (Salvador-
Carulla et al., 2011).

In the ESMS-R, the minimal organizational unit that provides the MTC is
called the Basic Stable Input of Care (BSIC). By definition, BSICs have (1) a
stable team of personnel that provides the services, (2) temporal stability (at
least three years of a functioning or sustainable budget), (3) a defined target
population, (4) administrative autonomy, (5) facilities, (6) budget and
(7) patients. An example of a BSIC is an acute psychiatric ward in a general
hospital. The same BSIC may provide several MTCs. The acute psychiatric
ward may provide acute residential care and outpatient emergency care. The
BSICs are coded by their names (for example, Porvoo hospital, psychiatric
ward 23).
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4.4 THE SERVICE MAPPING DATA COLLECTION

The data used in studies I and II were collected in 2012. In studies IIT and IV,
the data was from 2012 for the Carea and Eksote areas and from 2013 for the
VSSHP area. For HUS, updated data from 2014 was used.

For training in the data collection, the researchers were provided with an
online course and training material, and two face-to-face training courses were
organized — in Verona and Helsinki. At the end of the course, the inter-
evaluator agreement was assessed by parallel classification of case vignettes
based on real services (Salvador-Carulla et al., 2015). The Finnish data
collectors from the HUS, Carea and Eksote areas participated in the course in
Helsinki in 2011, and they further trained the data collector from the VSSHP
area. For the Finnish branch of the study, the ESMS-R mapping tool handbook
was translated into Finnish (Salvador-Carulla et al., 2012).

The mapping in Finland included mental health and addiction services for
adults (18+). In other countries of the REFINEMENT study, only mental
health services were included in the mapping. A BSIC was included in the
mapping if at least 20% of its patients were treated for mental health or
addiction problems. The mapping included mental health and addiction
services at the primary, secondary and tertiary levels from the public, private
and third sectors. Specialized mental health professionals working in the
primary and social care services (e.g. psychiatrists, psychologists, psychiatric
nurses) were included. Private practitioners (like private psychiatrists and
psychotherapists), occupational health care services, developmental disability
services and specialized services for the elderly were excluded from the study.

The data from the service units were gathered through public databases
and web pages and by contacting the service providers through e-mail
containing the central questions needed for the mapping (including the types
of services provided, number of personnel, placement capacity, opening hours
and intensity of treatment provided). When needed, additional questions were
asked through e-mail or by telephone. The data were collected into Excel
spreadsheets, modified from the original Excel templates provided by the
developers of the ESMS-R.

In Study I, only the mental health service data were used. Data on the use
of specialized mental health services in Study I were collected from the
administration of the HUS hospital district and the administration of the
municipal psychiatric services of Helsinki city and Hyvinkia. Also in Study II,
only mental health service data were used, since in the comparison area,
Girona in Spain, only mental health services had been mapped. In studies I1I
and IV, both mental health and addiction services were included in the
analysis.
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4.5 THE SOCIOECONOMIC VARIABLES

Socioeconomic variables affecting the need for services were collected from the
Finnish Statistics and Indicator Bank (Sotkanet) and Statistics Finland (Stat)
for studies I, III and IV. As an indicator of psychiatric morbidity, a crude
mental health index (MHI) was used (Sotkanet). The index is provided by the
Finnish Institute for Health and Welfare for each municipality and is based on
three indicators: (1) the number of persons eligible for special reimbursement
for antipsychotic medication, (2) the incidence of suicides and suicide
attempts and (3) the number of persons on disability pension due to mental
health disorders in a given area. Each indicator is given equal weight, and the
MHI is counted as an average over three years. The index for the whole country
is set to 100. Therefore, a MHI higher than 100 indicates higher than average
morbidity and need for services. Other indicators used were the
unemployment rate, the level of education and the percentage of single
households, and in Study I, also the average income per adult. In Study I, the
socioeconomic data were from 2011. In studies III and IV, the data were from
2012.

In Study II, which compared the HUS area with the Girona area in Spain,
the selected indicators were: gross domestic product (GDP) per capita, public
and private health expenditure per capita, population density, population
mean age, percentage of female population, unemployment rate, dependency
ratio, percentage of single households, percentage of people on disability
pension due to mental health disorders, percentage of single-parent families,
percentage of migrant population, overall mortality and suicide mortality. The
indicators were collected from Eurostat (Eurostat) , the World Health
Organization (WHO) , OECD Health Data (OECD) , the Sotkanet Statistics and
Indicator Bank (Sotkanet) and Statistics Finland (for Helsinki and Uusimaa)
(Stat) and the Statistical Institute of Catalonia-Idescat (for Girona) (Idescat).
The data from 2011 were used.

4.6 THE PERSONNEL RESOURCE ALLOCATION AND
PRODUCTIVITY

The personnel resources in the study were expressed as full-time equivalents
(FTE). The planned FTEs were used instead of the actual size of the workforce.
In Study I, the personnel resources were expressed as FTE/10,000, in studies
IT and IV as FTE/100,000 and in Study 3 as FTE/1,000 adult inhabitants.
Study I focused on the mental health personnel in the primary care setting in
the HUS area and its relation to the costs and use of specialized psychiatric
services.

In Study II, personnel resources and placement capacity in outpatient care
(0O), day care (D) and residential care (R) in the Girona and HUS areas were
compared. Productivity was expressed as outpatient visits and hospital
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inpatient days per FTE personnel per year and as the number of FTE per
occupied psychiatric hospital bed. Only specialized psychiatric outpatient and
inpatient services were included in the productivity analysis since in the HUS
area, the information on the use of primary care MHS was incomplete, and in
Girona, there were no primary care mental health personnel.

Some mental health services were also used in areas other than the area
where the service unit was located. During the data collection, the
organizations provided data on the use of hospital inpatient days for the
different research areas. This gave the weight coefficient by which the
personnel resource allocation of the unit to a specific research area was
calculated in studies III and IV. This calculation was also made for the largest
non-hospital residential services.

4.7 THE COSTS

The costs of the adult specialized psychiatric services in Study I were collected
from the central administration of HUS and the administration of Helsinki
and Hyvinkda municipal psychiatric services. The costs were expressed as
€/adult inhabitant/year.

In Study IV, the personnel costs of the MHS were estimated by collecting the
average salary of the different professional groups from public databases (Stat;
Kuntarekry; The Finnish Medical Association) and multiplying it by 1.25 to
account for social security and other costs covered by the employer. The
personnel costs were expressed as €/1000 adults/year.

4.8 THE DEVELOPMENT OF A NEW CATEGORIZING
VARIABLE: LOCAL VS. CENTRALIZED SERVICES

In Study III, a new variable was introduced: local vs. centralized services. The
starting point was a draft developed by the Ministry of Social Affairs and
Health for a new legal conceptualization of local and centralized health and
social services. The process was carried out as a modified Delphi panel process.
In the preliminary process, information (I) and accessibility (A) and self-help
and voluntary (S) services were defined as local services. The residential
services (R) were defined as centralized services, although the locations of
some of the supported housing services are geographically dispersed. The
work of the consensus panel focused on the classification of the outpatient (O)
and day care (D) services. The classification of all the MTC codes was accepted
by the consensus panel. The panel held two theoretical meetings, two rounds
of individual classifications and a consensus meeting.
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In the first theoretical meeting, it was concluded that the division into local
vs. centralized services was insufficient from the patients’ point of view since
some services, although local, required a referral, whereas others were low-
threshold services that do not require referrals. Therefore, the classification
was divided into four categories: local services without gatekeeping, local
services with gatekeeping, centralized services without gatekeeping and
centralized services with gatekeeping. However, in the first round of individual
classification, only 5% of the MTCs and 3% of the BSICs were classified as
centralized services without gatekeeping. It was discussed that the
geographical distance to the services in itself means that there is a threshold
in the availability of services. The panel decided to merge these services into
the other three categories. The second round of individual classification was
based on three categories: local without gatekeeping, local with gatekeeping,
and centralized services.

The balance between local vs. centralized services was analysed based on
the proportion of service units (BSICs) classified as local services and the
proportion of resources measured as full-time equivalents allocated to local
services. The types of services provided by the public (primary or secondary
health care), private and third-sector providers were explored to estimate how
different types of local or centralized services integrate horizontally and
vertically with other health services.

4.9 STATISTICAL METHODS

The data was processed using Excel and SPSS. The results were presented in
tables, scatter plots, bar charts and pie charts. The data were described by
using mean, median and standard deviation. Spearman rank correlation and
linear regression analysis were used to explore the association between
variables. The significance level was set to 0.05. The normality assumption of
residuals in linear regression analysis was checked by using the Shapiro-Wilk
test to ensure the fit of the model. A statistician was consulted in the statistical
analyses. The statistical analysis was performed using SPSS versions 21, 22
and 27 (IBM Corp., Armon, NY, USA).

4.10 RESEARCH ETHICS

The Ethics Committee of the Finnish Institute of Health and Welfare (THL)
approved the REFINEMENT study. The use of services was processed as the
sum of hospital inpatient days and outpatient appointments per year per unit
per municipality. No individual patient-level data were used. The
socioeconomic indicators were collected from publicly available databases and
analysed on the area level (municipality—Study I; hospital area — studies 111
and IV; and hospital district — Study II).
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5 RESULTS

5.1 THE EFFECT OF PRIMARY CARE MENTAL HEALTH
PERSONNEL RESOURCING ON THE COSTS AND
USE OF SECONDARY PSYCHIATRIC SERVICES
(STUDY 1)

There was a considerable, even a tenfold, variation in the primary care mental
health care personnel resource allocation between the HUS area
municipalities, expressed as FTE per 10,000 adults. The number of mental
psychiatric nurses in primary care showed a significant negative correlation
with the number of outpatient visits in secondary psychiatric care. The mental
health personnel resources in primary care did not correlate with the total
costs of secondary psychiatric care or with the socioeconomic indicators.

A significant positive correlation was found between the total costs of
secondary psychiatric and the MHI, the unemployment rate, the percentage of
single households, and (expectedly) the number of psychiatric admissions,
inpatient days and outpatient visits.

An error in the original 2014 published data was found regarding the data
on hospital inpatient days. The corrected correlation table is shown below
(Table 4). With the corrected data on inpatient days, the result from the
regression analysis no longer showed an association between the number of
primary care psychiatric nurses and the number of psychiatric hospital
inpatient days. With the corrected data, the analysis showed that the number
of inpatient days correlated positively with the mental health index (MHI), the
percentage of single households and the unemployment rate. In the corrected
analysis, the length of hospital stay did not show a significant statistical
correlation with any variables other than the admission rate.
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Table 4. The correlations between the variables (Spearman rank correlation).

nurses

Primary | Outpatient | Inpatient | Admission | Lenght | Costs VT Unemploy- | Average | Single
care visits days rate of stay ment rate income house-
mental holds
health

Primary care mental 7.000
health nurses

Outpatient visits in -0.388* 1.000

secondary

psychiatric care

Psychiatric inpatient -0.022 0.430% 1.000

days

Psychiatric hospital 0.074 0.361 0.734 1.000

admissions

Lenght of hospital -0.177 0.045 0.716 -0.549 1.000

stay

Costs of secondary -0.075 0.628** 0.863** 0.734** -0.021 1.000

psychiatric care

MHI -0.222 0.294 0.594** 0.615** -0.142 | 0.689** | 1.000

Unemployment rate -0.191 0.060 0.405* 0.543** -0.298 | 0.455* 0.639** | 1.000

Average income -0.079 0.765 -0.240 -0.434 0.298 -0.781 -0.446" | -0.655 7.000
Percentage of single | -0.056 0.109 0.450* 0.510** -0.160 | 0.610* | 0.747** | 0.816** -0.490* 1.000
households

Education -0.096 0.771 -0.227 -0.44T% 0.337 -0.129 -0.373 -0.6597 0.948% | -0.413"

*. Correlation is significant at the 0.05 level (2-tailed).

**_Correlation is significant at the 0.07 Tevel (2-tailed).

5.2 DIFFERENCES IN THE MENTAL HEALTH CARE
SYSTEMS IN THE NORTHERN AND SOUTHERN
EUROPEAN STUDY AREAS (STUDY II)

The service mapping identified 246 BSICs and 265 MTCs in the HUS area. In
Girona, there were 39 BSICs and 40 MTCs. In the HUS area, the number of
psychiatric hospital beds per 100,000 adults was 75.6, and in Girona, it was
22.4. In the HUS area, there were 150.8 non-hospital beds per 100,000 adults,
and in Girona, there were 21.7. The day care service capacity per 100,000
adults was 47.5 places in the HUS area and 776.7 in Girona.

The total number of mental health care personnel per 100,000 adults was
240.8 in the HUS area and 36.0 in Girona. Therefore, there was a 6.7-fold
difference in the MHS personnel resourcing between the study areas. The
number of physicians per 100,000 adults was 23.4 in the HUS area and 9.4 in
Girona. Respectively, the number of psychologists per 100,000 adults was 13
in the HUS area and 2.9 in Girona. The greatest difference was found in the
number of nurses, which was 98.3 nurses per 100,000 adults in the HUS area
and 6.5 in Girona.

As to the total FTEs per main type of care, in the HUS area, 62.7% of the
total personnel was allocated to residential care, 30.7% to outpatient care and
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6.6% to day care services. In Girona, 49.1% of the personnel was allocated to
residential care, 29.2% to outpatient care and 21.7% to day care (Figure 10).

Outpatient care productivity, measured as the number of outpatient visits
per FTE per year, was higher in Girona than in the HUS area: 1110.6 vs 506.8.
The number of FTE per occupied hospital bed was 1.58 in the HUS area and
1.18 in Girona.

Personnel in different main types of care:

FTE per 100,000 adults
300
250
200
150

100

50

Helsinki and Uusimaa Girona

M Residential m Day care QOutpatient

Figure 10  Total personnel, expressed as full-time equivalents (FTE) per 100,000 adults in
residential, day care and outpatient services in the study areas.

5.3 PERSONNEL IN LOCAL VS. CENTRALIZED
SERVICES (STUDY lll)

In the study, 61 different MTCs and 986 BSICs were identified, and the
number of total FTE personnel was 6785. Of the BSICs, 41% were classified as
centralized, 37% as local services without gatekeeping and 22% as local
services with gatekeeping.

Of the personnel, 67% were allocated to centralized services, 11% to local
services without gatekeeping and 22% to local services with gatekeeping. The
number of the total personnel varied from 2.8 to 4.82 FTE per 1000 adults
(mean 3.63, SD 0.61). The number of personnel in local services without
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gatekeeping varied from 0.06 to 1.01 FTE per 1000 adults (mean 0.46,
SD 0.3). The number of personnel in local services with gatekeeping varied
from o to 1.07 FTE per 1000 adults (mean 0.66, SD 0.32).

The proportion of total resources allocated to local services varied from
20% to 43% (mean=31%). No significant associations were found between the
number of total personnel FTE per 1000 adults and the proportion of
personnel allocated to local services, or between the number of total personnel
and the number of local service units.

A strong correlation (0.911, p<0.001) was found between personnel FTE
per 1000 adults allocated to centralized services and total personnel.
Personnel FTE per 1000 adults allocated to local services without gatekeeping
correlated inversely to personnel allocated to local services with gatekeeping
(-0.635, p=0.02).

As to the service provider type, the third sector provided 45% of the BSICs
and 20% of the personnel FTEs. Of the third-sector units, 54% were local
services without gatekeeping and 30% were centralized services. The public
sector provided 42% of the BSICs and 65% of the personnel FTEs. The private
sector provided 12% of the BSICs and 15% of the personnel FTEs. Private
providers produced mostly centralized services (87% of their service units
were non-hospital residential services). Of the total personnel, 65% worked in
the public sector, 20% in the third sector and 15% in the private sector.

5.4 THE NON-HOSPITAL RESIDENTIAL SERVICES AND
THE TOTAL PERSONNEL COSTS OF THE MHS
(STUDY IV)

In Study IV, we found that 30.6% of the total personnel resources were
allocated to outpatient care, 7.7% to day care, 27.4% to hospital residential care
and 34.4% to non-hospital residential care services (Figure 11). Of the
personnel in the non-hospital residential care services, 93.2% were allocated
to community residential care services.

There were altogether 333 beds per 100,000 adults and 119.5 full-time-
equivalent (FTE) personnel per 100,000 adults in the non-hospital residential
services in the whole study area. The total personnel resources in the non-
hospital residential services were a significant predictor of total personnel
costs and also when controlled by sociodemographic indicators of the need for
services. Of the personnel in the non-hospital residential services, 0.8% were
physicians, 16.8% were nurses, 0.1% were psychologists, 0.6% were social
workers and 82% were other professionals (mostly auxiliary nurses). The
outpatient and day services showed no statistically significant association with
total personnel costs or other variables.
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The primary care orientation, measured by the proportion of personnel in
primary care services of the total personnel resources, did not correlate with
the total personnel resources or total personnel costs.

Personnel in different types of care, FTE/100,000 adults
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Figure 11 Personnel in different types of care, FTE per 100,000 adults
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6 DISCUSSION

6.1 THE UNEVEN ALLOCATION OF PRIMARY CARE
MENTAL HEALTH PERSONNEL RESOURCES

In the national Mieli 2009 recommendation, it was proposed that MHS should
be mostly outpatient-oriented and provided at the primary care level (Mieli,
2009). According to our study, this development has progressed unevenly in
the municipalities in the study area. The primary care mental health personnel
resourcing did not reflect the needs of the population as measured by the MHI
and sociodemographic indicators. The wide, even tenfold, differences in the
relative number of mental health care personnel are likely the result of the
fragmentation of the organization of primary care services at the municipal
level and from the lack of previous comparable data on personnel resources,
which would have enabled informed decision-making and planning.

Collaborated care that involves a case manager, a general practitioner and
a consulting psychiatrist is effective in treating depression and anxiety
(Archer, 2012). Overall, primary care mental health services form an
important part of the modern MHS (Salisbury, Killaspy & King, 2016;
Thornicroft, Deb & Henderson, 2016). In Finland, primary care health centres
provide the entrance point to the mental health services. One of the most
important roles of primary care in the MHS is to recognize mental health
disorders and offer treatment for common mild and intermediately severe
mental health disorders. Therefore, primary care low-threshold services have
a key role in narrowing the treatment gap that exists between the prevalence
and treatment rate of common mental disorders.

Ala-Nikkola et al. (2014) propose that the optimal minimum size of the
adult population for organizing MHS is 150,000 and that the ratio of
community service personnel to inpatient service personnel should be at least
0.7 in order to provide a richer diversity of services with fewer personnel
resources (Ala-Nikkola et al., 2014). The major health and social services
reform underway in Finland means moving in this direction as the 21 well-
being services counties (and, in addition, the City of Helsinki as a separate
service organizing unit) take over the responsibility of organizing the health
and social care services, currently held by the 309 municipalities. From our
study areas, the Carea, Eksote and VSSHP areas will form separate well-being
services counties. The HUS area will be divided into East Uusimaa
(municipalities: Askola, Lapinjarvi, Loviisa, Myrskyld, Porvoo, Pukkila and
Sipoo), Central Uusimaa (municipalities: Hyvinkai, Jarvenpad, Nurmijarvi,
Maintsild, Tuusula and Pornainen), West Uusimaa (Espoo, Hanko, Ingi,
Karkkila, Kauniainen, Kirkkonummi, Lohja, Raseborg, Siuntio and Vihti) and
the well-being services county of Vantaa and Kerava. The City of Helsinki will
continue to have responsibility for organizing health, social and rescue
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services within its own area. The Hospital District of Helsinki and Uusimaa
will be responsible for organizing demanding specialized health care. The
reform intends to strengthen primary care and prevention (Health and Social
Services Reform, 2021). These larger well-being services counties have the
possibility to offer more equal services. The socio-economic features of the
areas and sub-areas should weigh in the planning of primary care mental
health personnel resource allocation, which was not the case in our study.

6.2 FACTORS ASSOCIATED WITH THE COSTS AND
USE OF SPECIALIZED PSYCHIATRIC SERVICES

In Study I, the number of psychiatric nurses in primary care outpatient
services showed a negative correlation with the number of outpatient visits in
specialized psychiatric care. However, the mental health personnel resources
in the primary care outpatient setting did not correlate with the total costs of
the specialized psychiatric services. These results imply that greater resources
in primary care mental health care may lead to lesser use of specialized care
outpatient services but do not automatically mean lower total costs of
specialized psychiatric care, at least not in a cross-sectional comparison. The
non-hospital residential services and substance abuse services were not
included in Study I (overall personnel costs are discussed in Section 6.5).

Increased recognition of mental health disorders may lead to increased
overall treatment costs, which can partly explain why the costs of specialized
psychiatric care were not lower in municipalities providing higher mental
health personnel resources in the primary care outpatient MHS. Also, the
primary care outpatient MHS partially serve a different patient population
than the specialized care MHS, and the major cost driver of the specialized
psychiatric care services is hospital inpatient care. In addition, simply the
provision of services may lead to their use, at least partly independent of the
level of need. In another study from the REFINEMENT project (Ala-Nikkola
et al., 2016a), neither the inpatient and outpatient personnel resources nor the
diversity of outpatient and day care services showed an association with the
supply of hospital psychiatric inpatient beds. Rather, the supply of inpatient
beds correlated with the MHI and the average use of alcohol.

In this study, the costs of the specialized psychiatric services correlated
with the MHI and the unemployment rate and the number of single
households in the municipality. Therefore, the costs of the specialized
psychiatric services complied with the sociodemographic indicators of need.
The MHI as an indicator of mental health morbidity and the need for services
has been used in this study and other studies by Ala-Nikkola (Ala-Nikkola et
al., 2016a, 2016b, 2014). In this study, the MHI was associated with hospital
inpatient days, increased admission rate, increased costs of specialized
psychiatric services and total MHS personnel. The MHI and the MHS may be
seen as intertwined — the MHI is not only an indicator of need for services and
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heavy psychiatric morbidity but also partly an outcome of services, as it
includes the suicide rate and disability pension rate, which can be seen as
unfavourable distal outcomes of the MHS. In Study I, a higher MHI was
associated with a higher unemployment rate, lower average income and a
higher percentage of single households. Therefore, the municipal MHI and
sociodemgraphic disadvantagement go hand in hand. This complies with the
long-known fact that sociodemographic disadvantagement increases the risk
of mental ill health (Perila et al., 2008; Pirkola et al., 2005; Kessler et al.,
2003, Lindeman et al., 2000). Our results also give a picture of segregation
and an unequal distribution of wealth and mental health among the HUS area
municipalities.

The inverse relationship between the number of primary care psychiatric
nurses and the use of specialized care outpatient services found in this study
may imply that primary care mental health services have replaced specialized
care outpatient services or compensated for an insufficient provision of them.
In Study III, an inverse relationship was also found between local services
without gatekeeping (including primary care outpatient services) and local
services with gatekeeping (including specialized care outpatient services). It
can be proposed, however, that there is a limit to the extent to which mental
health disorders can be treated in a primary care setting since specialized
treatments require a sufficient patient population and specialized services.
Increasing the primary care MHS units in psychiatric centres may not be the
optimal and most cost-effective way of organizing MHS, since this may lead to
fragmentation and double organization. The areas that provide this type of
both municipal and joint municipal specialized care showed a higher number
of total personnel in Ala-Nikkola’s study (Ala-Nikkola et al., 2014). Vertically
and horizontally integrated services, where personnel and patients can move
within the service system to provide and receive the required level of
treatment, could be a solution in the Finnish context. An example of this type
of organization is the Eksote area in our studies IIT and IV and in previous
studies by Ala-Nikkola (Ala-Nikkola et al., 2016b, 2014). In the social and
health care reform, the division into primary and specialized health care will
continue to exist. It is important to ensure that the resources allocated to
mental health care and specialized psychiatric care are sufficient and that
patients suffering from severe mental disorders also receive the
secondary/tertiary level care needed.

6.3 LOCAL VS. CENTRALIZED SERVICES

In Study III, 67% of the total personnel resources were allocated to centralized
services and 33% to local services. Personnel resources in centralized services
were strongly associated with total personnel resources, whereas local services
showed no correlation with total personnel resources. Centralized services
included both hospital inpatient services and non-hospital residential services.
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A wide variation in the distribution of MHS in local and centralized services
was found among the study areas. There are many ways of organizing services,
but several indicators favour community-based MHS. Community-based
MHS are associated with lower suicide rates than hospital-based systems
(Pirkola et al., 2009). After discharge from hospital, community follow-up is
associated with a significant reduction in suicides (While et al., 2012).
Community-based services are also most often more easily accessible and
reach more patients, and human rights are more respected (Wahlbeck, 2015;
World Health Organization, 2013; Prince et al., 2007). Also, less stigma is
associated with community-based services than with hospital inpatient
services (Thornicroft, 2013). In addition, preventive approaches are seen in
the long run as more cost-effective than institutional service systems (World
Health Organization, 2013). The results of this study indicate that Finland still
has an institutionally oriented MHS structure.

6.4 DIFFERENCES BETWEEN THE SOUTHERN AND
NORTHERN EUROPEAN STUDY AREAS

The HUS area showed 6.7 times more personnel resources in the mental health
services than the Girona area. This manifold difference is not explained by
differences in the prevalence of mental health disorders (Wittchen & Jacobi,
2005; Wittchen et al., 2011) . The difference was greatest in the residential
services, where an 8.5-fold difference in the relative number of personnel was
found. Sevenfold more personnel were found in outpatient care and twice as
many in day care services in the HUS area than in Girona.

In Spain, adults with long-term serious mental illnesses like schizophrenia are
most often taken care of by their relatives, usually the mother (Vilaplana et al.,
2007). In Finland, a Nordic welfare state, this responsibility is given to society.
In the HUS area, the proportion of single households was 41.4%, while in
Girona, it was 17.9%. Due to the looser family ties and the greater proportion
of single households, there is probably more need for residential services in
the Finnish cultural context than in the Spanish context.

When looking at other sociodemographic features, the Finnish population is
more advantaged than the Spanish population: a higher level of education,
lower unemployment and poverty rates, smaller income differences and
higher self-rated health (Alvarez-Galvez et al., 2013). Therefore, many of the
sociodemographic features would actually suggest that more mental health
resources would be needed in Spain than in Finland. And yet, while it can be
proposed that the Spanish study area showed such a low level of personnel
resources that it can hardly be seen as sufficient for providing adequate
services, Girona still showed lower suicide figures than the HUS area. The
suicide rate is a product of complex psychological, mental and general health-
related, cultural, socioeconomic and geographical factors. However, features
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of the MHS also play a role, and outpatient-oriented services are related to
lower suicide rates (Pirkola et al., 2009). The question of whether the
institutional orientation of the MHS structure in the Finnish study area partly
explains the higher suicide risk compared to the Spanish study area remains
open.

In a further comparative study of eight European countries by Cetrano et
al., the Finnish study area HUS ranked second in the relative number of
personnel resources per 100,000 adults. The only area with higher total
personnel resources was the Norwegian study area, with 74% more total
mental health care personnel resources than in the Finnish study area. The
French study area had 35% fewer and the Italian study area 37% fewer total
personnel per 100,000 adults than the Finnish study area, and the other areas
had even fewer (Cetrano et al., 2018).

6.5 TRANSINSTITUTIONALIZATION IN SOUTHERN
FINLAND

In the 1970s, before deinstitutionalization in Finland started, there were 420
psychiatric hospital beds per 100,000 inhabitants. In southern Finland during
the study years 2012—14, there were 63 psychiatric hospital beds per 100,000
adults. The 85% reduction in hospital beds is remarkable. However, in 2012—
14, there were also 333 beds in non-hospital residential services per 100,000
adults. Of these non-hospital beds, 157 per 100,000 were for mental health
services, 123 for substance abuse services and 54 for combined mental health
and substance abuse services. These numbers from different eras are not
directly comparable. In 19770, psychiatric hospital beds were occupied not only
by persons with mental health disorders but also by people with
developmental disorders, substance abuse disorders and elderly people. On
the other hand, besides mental hospitals, there were municipal homes
(Hyvonen, 2008; Karkkiinen, 2004). The services for the elderly and persons
with developmental disorders were not included in our study. Still, the
numbers give a picture of a significant transinstitutionalization rather than a
pure deinstitutionalization that occurred in Finland.

In a European comparison study of mental health services (substance
abuse services not included), the HUS area in Finland showed the highest total
number of beds in residential services (263.5 beds per 100,000), the
Romanian study area showed the second highest number (215.4 beds), the
Norwegian area showed the third highest (194.7 beds) and other study areas
showed significantly lower numbers of beds per 100,000 adults (Italian 78.3,
French 73.9, Austrian 60.5, Spanish 44.1 and English 41.2). The Norwegian
study area showed the highest number of psychiatric hospital beds, and the
Finnish area had the second highest. The Finnish area showed the highest
number of beds in non-hospital residential services (Cetrano et al., 2018).
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The personnel in the non-hospital residential services in this study were
mostly professionals with less education, mostly auxiliary nurses. It is
important to ensure that people within the residential services have access to
evidence-based rehabilitative, therapeutic and general health care services.
These health-related services—as well as a positive therapeutic relationship
between staff and service users, a greater degree of privacy, autonomy and
involvement of the service users—are associated with better outcomes for non-
hospital residential services (Taylor et al., 2009). With the current educational
profile of the personnel, evidence-based rehabilitative services can barely be
provided in the non-hospital residential units.

In Finland, the provision of non-hospital residential services has shifted
from public, third-sector and small private providers to large private for-profit
companies. According to Salo (2019), the third-sector residential services
provided better quality and more rehabilitation-oriented services than private
companies. The problem with the long-term residential services is the same as
with the B-hospitals before deinstitutionalization began. The patients are
institutionalized and detached from their natural human relationships and life
history, as well as the psychiatric and general health care services that they
would need (Salo, 2019).

In this study, the non-hospital residential services were found to be a
significant predictor of total personnel costs. 34% of the total personnel
resources were allocated to these services. Therefore, these services form a
significant part of the MHS and should be included in the planning of the MHS
as a whole. The quality of services and networking with medical and
psychiatric services should weigh more than the price in the selection of
housing service providers (Salo, 2019).

To transform transinstitutionalization into true deinstitutionalization,
clear common incentives towards independent housing with services brought
home to the individuals should be made. This type of service structure is
provided in Norway (Cetrano et al., 2018), and it is not necessarily cheaper
than a more institutionally oriented MHS structure (Thornicroft, 2016). After
all, ‘the greatness of a nation can be judged by how it treats its weakest
member’ (a quote attributed to the American writer Pearl Buck (1892-1973)
and Hubert Humphrey (1911—1978), the US vice president from 1965-1969).

6.6 STRENGTHS AND LIMITATIONS

The strengths of this study include the use of ESMS-R/DESDE-LTC, an
internationally validated, structured tool for describing and classifying MHS
(Johnson et al., 2000; Salvador-Carulla et al., 2012). A strength of the
ESMS/DESDE-LTC instrument is that it enables the comparison of different
areas and service systems and provides accurate data on the allocation of
personnel resources and service types. The researchers were originally trained
by a member of the team that developed the tool (Salvador-Carulla et al.,
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2012). The persons who collected the data also received support from the
national and international REFINEMENT teams. The data collection was
made in close collaboration with local stakeholders. To identify services, both
the Internet, public databases and local authorities, as well as municipal and
hospital district directories and the HILMO registry were used. The
sociodemographic variables were collected from public databases.

The limitations include a small number of catchment areas (In Study I,
n=26; in studies III and IV, n=13), which limits the power of the statistical
analysis. Due to the cross-sectional nature of the study, no conclusions about
causal relationships between variables can be drawn.

The ESMS/DESDE-LTC instrument classifies the services on the basis of
opening hours and the intensity and type of services provided (outpatient,
inpatient, day care, work-related, health-related, etc.), and therefore describes
the framework, but not the content, of the services provided. And the provision
of different MTCs and BSICs does not take into account the size of the unit or
the level of specialization of the care provided. Also, some of the diversity in
the service types is lost in the classification since the main type of care
provided is dominant in the classification.

From the data, 12% of the non-hospital residential units failed to report
information on the personnel resources, and 7% failed to report the
information on the number of beds. From all the service types studied
(outpatient, day care, residential services), 6.8% of the units lacked
information on the personnel resources. The lack of data was not analysed in
the study. However, the effect on the results of the study may be assumed to
be minor, and the effect would be in the direction of strengthening the results.
(An even greater number and proportion of personnel are in reality allocated
to non-hospital residential services than what was found in studies II-1IV.)

One possible source of minor inaccuracy is that even in the public MHS,
the personnel resources are not in databases from where they could be directly
and uniformly collected. Rather, the collection of data on the personnel
resources required consulting with the managers of the units. Also, the
allocation of personnel resources to the study areas was counted by the use of
the service units by the different municipalities in the year 2012. Since there is
some year-to-year random variability in the use of services by different
municipalities, this may somewhat affect the results.

The personnel resource allocation was reported as the planned FTE, not
the workforce FTE that actually was provided. Therefore, the study gives a
picture of the workforce as intended and lacks information on the shortage of
some professional groups.

Private practitioners (individual psychotherapists and psychiatrists) were
not included in the study, which limits the information on private outpatient
services.

For Study I, the costs of the specialized psychiatric care services were
collected from the administrators of the services. However, no database exists
that would collect the total costs of all the services in the MHS. Therefore, in
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Study IV, an estimation of personnel costs was calculated based on the average
income of different professional groups. This leaves out the real estate and
administrative costs of the MHS.

The MHI was used in the study as a measure of the need for mental health
services. However, it mostly reflects the serious mental health disorders as it
comprises suicides and suicide attempts, disability pensions due to mental
health disorders, and special reimbursement for medication due to psychotic
disorders. Therefore, one of the limitations of MHI is that it does not reflect
population needs having to do with milder mental health disorders. Also, a
limitation is the question of whether the MHI is an indicator of the need for
services or actually a product of services. In Finland, a complete
reimbursement for antipsychotic medication is granted for all persons with
psychotic disorders. The percentage of the population eligible for special
reimbursement for antipsychotic medication reflects relatively well the
prevalence of psychotic disorders (Suvisaari et al., 2016). The number of
suicides and suicide attempts may depend not only on social factors but also
reflect the functioning of the MHS (Pirkola et al., 2009). The disability pension
rate due to psychiatric disorders most likely at least partly indicates
suboptimal treatments and rehabilitation. Therefore, it may be argued that the
MHI is not only a measure of the need for services but also of the functioning
and outcome of services, which limits the interpretations made from the
relationship between the services and the MHI.

Service-unit-level data on proximal clinical outcomes were not available,
and the collection of patient-level outcome data was not within the scope of
the REFINEMENT study. The lack of clinical outcome data limits the
interpretation of the results of the study, and no conclusions about the
effectiveness and cost-effectiveness of services can be drawn.
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7 CONCLUSIONS AND FUTURE
IMPLICATIONS

As a conclusion from the central findings of this study, the municipally driven
service organization leads to unfounded differences in the provision of
primary care mental health care and non-hospital residential services.
Indicators of sociodemographic disadvantagement and MHI are associated
with higher costs of specialized psychiatric services but do not direct the
resource allocation of primary care services. The low-threshold local mental
health service personnel allocation shows an inverse relationship to the
provision of local services with a threshold. The mental health and substance
abuse care services in southern Finland are still institutionally oriented, and
transinstitutionalization to non-hospital services has occurred. Non-hospital
residential services are a significant driver of total personnel costs.

In the Finnish National Mental Health Strategy (Vorma et al., 2020), it is
stated that mental health services should be patient-centred, accessible,
timely, effective, flexible, rehabilitative and equitable and should take the
family members of patients into account, both as a resource and as needers of
support. For this, sufficient and qualified MHS personnel resources and an
efficient and flexible organizational structure are needed. In the new health
and social care services reform (the so-called ‘sote-reform’) that is being
planned, the MHS should be considered as a whole to avoid inefficiency,
suboptimization and blind spots resulting from double organization and
fragmentation of the service structure.

The gathering of information on personnel resources and the provision of
services in all service provider types is also needed in the future. This gathering
of personnel data should be automatized and collected into a national electric
database to provide the basis for informed MHS planning and political
decision-making. Common incentives and criteria for non-hospital residential
services should be developed to reverse the trend towards
transinstitutionalization and to ensure the quality of these services. Also, a
systematic collection of outcome data is needed to evaluate the cost-
effectiveness of the services.
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8 SUPPLEMENTS

8.1 THE SOCIOECONOMIC VARIABLES

8.1.1 MENTAL HEALTH INDEX

Mental health index, not age-standardized (ind. 254) (source:
www.sotkanet.fi)

Data source: Institute for Health and Welfare (THL)
Years: 2002—2016
Update frequency: Once a year

Data content:

The indicator has been divided into three parts and is based on four different
data sources:

1. Suicides and suicide attempts leading to hospitalization (Statistics
Finland):

The indicator gives the number of suicides (X60—X84, Y870) or suicide
attempts leading to hospitalization among people aged 16—79 years as a
proportion of the population of the same age.

2. Entitlement to special refunds for psychosis-related medication (Social
Insurance Institution of Finland):

The indicator gives the number of granted entitlements to special refunds
for medicines prescribed for treatment of psychosis (severe psychosis and
other severe mental disorders, psychosis requiring demanding treatment)
as a proportion of the total population.

3. Disability pensions due to mental health issues (Finnish Centre for
Pensions):

The indicator gives the number of persons aged 16—64 years receiving a
disability pension (under an earnings-related pension system and/or the
national pension system) due to mental and behavioural disorders (Foo—
F99) as a proportion of the population of the same age. Disability pensions
include pensions granted until further notice and fixed-term rehabilitation
benefits.

For the last year in the times series, the value of the index is 100 for the
whole country. When examining a time series, it should be kept in mind
that new updates also affect the index values for previous years.

Interpretation

The indicator describes through three dimensions the prevalence of mental
health problems as a proportion of the population of the same age. Each of
the three dimensions represents one-third of the total weight of the disease
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group in the morbidity index. Suicides and attempted suicides have the
same weight in dimension 1.

The region's age structure has an impact on the index as the prevalence of
mental disorders varies between different age groups. As this mental
health index is not age-standardized; it reflects the burden of disease in the
region and the consequent demand for services in the region compared
with the country as a whole.

Comparisons of mental disorder prevalence in different regions should,
however, use the age-standardized index (id: 253), which is less influenced
by regional differences in age structure.

Classifications

o Municipality, region, hospital district, area for the regional state
administrative agency, university hospital special responsibility
area, the whole country

Subjects

« morbidity

o morbidity index

o health status

o THL's morbidity index

o mental health

Data source

e Morbidity indices (THL)
THL’s Morbidity Index is based on national register data on the
prevalence of the most common chronic diseases. The statistical
data are updated annually from the national registers of the THL,
Statistics Finland, the Finnish Centre for Pensions, the Finnish
Cancer Registry and the Social Insurance Institution (KELA).

Restrictions

The index is calculated using the data for three consecutive years to ensure
that even the smallest regions have a sufficient number of events. For
example, the 2010 index is based on the data for 2008-2010. A margin of
error (confidence interval) has also been calculated for each index value so
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that the effects of random variation on the index values can be assessed. It
is absolutely necessary to take the margins of error into account when
interpreting data for small municipalities.

Remarks

Morbidity indexes for all municipalities, including confidence intervals, are

available online at the website Terveytemme (only in Finnish).

Additional information

e The website Terveytemme.fi (in Finnish language only)

o Seppo Koskinen (firstname.lastname@thl.fi)

Member of

e THL's morbidity indices

o Welfare and health (mental health services)

o Service need (mental health services)
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8.1.2 THE MEASURE OF EDUCATIONAL LEVEL

Measure of educational level (ind. 180)
(Source: www.sotkanet.fi)

Data source: Statistics Finland
Years: 1990—2019
Update frequency: Once a year

Data content:

The indicator gives the level of education in the population, giving the
average length of education and training required for each person's highest
educational qualification or degree after basic education.

The measure of educational level describes the educational level of a
population group by the length of education per person. For example, the
value 246 shows that the theoretical length of education per person is 2.5
years after completing basic education. The measure usually covers the
population aged 20 and over because most people under 20 are still in
school, so they have not yet been able to attain a qualification or degree.

Population having completed a qualification or degree refers to those
completing general upper secondary schools, vocational educational
establishments, polytechnics and universities, as well as those attaining
initial, further and specialist vocational qualifications through competence
tests. Those who have only completed basic education are not included.
Qualifications and degrees are classified according to each person's
highest, most recent vocational qualification or degree.

Interpretation:

With this measure, it is easy to compare the level of education between
different geographical areas and monitor changes over time.

Classifications:

e male, female, combined

e Municipality, subregion, region, hospital district, area for the
regional state administrative agency, university hospital special
responsibility area, major region, mainland Finland/Aland, the
whole country

e 20 years and older

Subjects:

e education and training

e educational structure

Data source:

e Educational structure of population (Statistics Finland)

Restrictions:

The Register of Completed Education and Degrees is based on data on
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educational qualifications and degrees collected directly from educational
establishments. This ensures the reliability of the data regarding
qualifications and degrees completed in Finland. By contrast, no
comprehensive data are available on qualifications and degrees completed
abroad.

Additional information:

Statistics Finland: the publication - Statistics on Educational Institutions

koulutustilastot@stat.fi

Member of:

Socio-economic structure (Welfare Compass)

Educational structure

General indicators

Basic information (living conditions)

Factors predicting and explaining the adverse effects of substance abuse
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8.1.3 UNEMPLOYMENT RATE

Unemployed people as a percentage of the labour force (ind. 181) (Source:
www.sotkanet.fi)

Data source: Ministry of Employment and the Economy (TEM)
Years: 1991—2020
Update frequency: Once a year

Data content:

The indicator gives the unemployed as a percentage of the total labour
force.

An unemployed person is someone who is not in an employment
relationship or who is not full-time self-employed or a full-time student in
the manner referred to in Chapter 2 of the Unemployment Security Act.

Even persons in an employment relationship are considered unemployed if
they are laid off entirely (03) or if their regular weekly working hours are
less than 4 hours. Following a legislative amendment in 2013, there are no
longer age limits for unemployed job seekers, which means that as of 2013,
unemployed job seekers can be any age. Full-time pupils and students are
not considered unemployed, even during holidays.

The total average number of unemployed during the year is usually given
as an average calculated by the number of unemployed job seekers
(unemployed and entirely laid off individuals whose work application is
active on the day of calculation) on the last day of each month.

The data are reported each month by the Centre for Economic
Development, Transport and the Environment according to gender.

People are counted as employed if, during the research period, they have
worked for pay or profit for at least one day or have worked as an assisting
family member for at least a third of the work hours regarded as normal in
the field or were temporarily absent from work. The labour force consists
of those who were employed or unemployed during the research period.
The number of employed is not available until about two years after the
end of the statistical year in the employment statistics of Statistics Finland.
It is used as the divisor in relative unemployment figures.

Interpretation

Classifications

e male, female, combined

e Municipality, subregion, region, hospital district, area for the
regional state administrative agency, university hospital special
responsibility area, major region, mainland Finland/Aland, the
whole country

Subjects

e unemployment

e unemployed people
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e deprivation

e marginalization

e key indicators on alcohol and drugs

Data source:

e Employment Statistics (Statistics Finland)
Employment statistics are annual statistics providing data by
region on the population’s economic activity and employment.
The population for the statistics is the permanently resident
population in the country on the last day of the year. The data are
mainly derived from administrative registers and statistical data

files.
e Employment Service Statistics (MEE)
Restrictions:

Unemployment is monitored monthly in Finland by means of two separate
statistics. Statistics Finland carries out the Labour Force Survey based on
sampling. The Sotkanet.fi indicators available by geographical area in
Finland are based on the Employment Service Statistics of the Ministry of
Employment and the Economy, which draws on data in client registers of
the employment and economic development offices:

-Unemployed people, as a percentage of the labour force (181)

-Long-term unemployed, as a percentage of the unemployed population
(326)

-Unemployed young people, as a percentage of the labour force aged 18—24
(189).

The unemployment figures based on the Labour Force Survey and those
given in the Employment Service Statistics differ from each other. This is
because they use different principles in compiling statistics for the degree
of activity shown in job seeking and the job seeker's availability for work.
The Ministry's Employment Service Statistics are based on legislation and
administrative provisions. Statistics Finland's Labour Force Survey, in
turn, follows the recommendations of the International Labour
Organization (ILO) and the practices required by Eurostat, the Statistical
Office of the European Communities.

Individual-level data are confidential. For the sake of privacy protection,
no municipality-level data with less than five cases are published.

Literature

Additional information:

e Petri Syvinen (firstname.lastname[at]tem.fi)

e THL, Topics - Health and welfare inequalities

Member of:

e General indicators

e Service need (social services and measures to support employment)

e Service need (living conditions)
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e Unemployment

e Factors predicting and explaining the adverse effects of substance abuse

8.1.4 SINGLE HOUSEHOLDS

Household-dwelling units with one person, as a percentage of all
household-dwelling units (ind. 324) (Source: www.sotkanet.fi)

Data source: Statistics Finland
Years: 1990—2019
Update frequency: Once a year

Data content:

The indicator gives household-dwelling units with one person as a
percentage of all household-dwelling units. A household-dwelling unit
consists of all persons permanently occupying the same dwelling.

The population for the statistics on household-dwelling units and housing
conditions is formed by persons permanently resident in actual dwellings,
i.e., the so-called dwelling population. Persons who, according to the
Population Information System of the Population Register Centre, are
permanently institutionalized, living in residential homes and abroad, and
homeless people are not included in the dwelling population. Likewise,
persons living in buildings classified as residential homes whose living
quarters do not meet the definition of a dwelling are not included.

Population proportions are calculated at THL based on the Population
Statistics of Statistics Finland.

Classifications:

e Municipality, subregion, region, hospital district, area for the
regional state administrative agency, university hospital special
responsibility area, major region, mainland Finland/Aland, the
whole country

Subjects:
e household-dwelling units
e housing

e people living alone

Data source:

¢ Dwellings and housing conditions (Statistics Finland)
Statistics on dwellings and housing conditions are produced
annually; they describe the existing stock, number of dwellings and
housing conditions of household-dwelling units on the last day of
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the year. The dwelling stock comprises both permanently occupied
dwellings and dwellings and flats without permanent occupants.
Statistics Finland receives most of the data on dwellings from the
population information system of the Population Register Centre, to
which municipal building inspection authorities report data
concerning buildings and dwellings that are subject to building
permits. All persons residing permanently in the same dwelling
form a household-dwelling unit. The statistics provide data on the
dwelling stock by variables like tenure status, type of building,
number of rooms and amenities.

Additional information:

e asuminen.tilasto@tilastokeskus.fi

Member of:

e Family structure (Welfare Compass)

o Household-dwelling units in different age groups

e General indicators
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8.2 THE ESMS-R/DESDE-LTC MAPPING TREE

Figure 12

Figure 13

Guidance
d assessment I1

E—

Face to face Other interactive
12 11 12 1.2

Information for care coding branch. (Source: Salvador-Carulla L., Dimitrov H.,
Weber G., McDaid D., Venner B., Sprah L., Romero C., Ruiz M., Tibaldi G.,
Johnson S., for DESDE-LTC Group (eds.) (2011) DESDE-LTC: EVALUATION AND
CLASSIFICATION OF SERVICES FOR LONG TERM CARE IN EUROPE. Spain:
Psicost and Catalunya Caixa. Republished with the permission of Luis Salvador-
Carulla.)

ACCESSIBILITY TO CARE (A)

Communication
Al

Physical Mobility
A2
| Personal Accompaniment
A3

Case Coordination
A4

Other accessibility care
1 AS

Accessibility to care coding branch. (Source: Salvador-Carulla L., Dimitrov H.,
Weber G., McDaid D., Venner B., Sprah L., Romero C., Ruiz M., Tibaldi G.,
Johnson S., for DESDE-LTC Group (eds.) (2011) DESDE-LTC: EVALUATION AND
CLASSIFICATION OF SERVICES FOR LONG TERM CARE IN EUROPE. Spain:
Psicost and Catalunya Caixa. Republished with the permission of Luis Salvador-
Carulla.)
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Figure 14

SELF-HELP AND VOLUNTEER CARE CODING BRANCH

Non Professional Staff 51

Professional Staff 52

§. Information on Care S1.1. S. Information on Care S2.1.

S.Accessibility to Care 51.2. S.Accessibility to Care 52.2.
S.Outpatient Care §1.3. S.Outpatient Care S2.3.

S. Day Care S1.4. S. Day Care S2.4.

S. Residential Care 51.5. 5. Residential Care 52.5.

Self-help and volunteer coding branch. (Source: Salvador-Carulla L., Dimitrov H.,
Weber G., McDaid D., Venner B., Sprah L., Romero C., Ruiz M., Tibaldi G.,
Johnson S., for DESDE-LTC Group (eds.) (2011) DESDE-LTC: EVALUATION AND
CLASSIFICATION OF SERVICES FOR LONG TERM CARE IN EUROPE. Spain:

Psicost and Catalunya Caixa. Republished with the permission of Luis Salvador-
Carulla.)
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Figure 15  Outpatient care coding branch. (Source: Salvador-Carulla L., Dimitrov H., Weber

G., McDaid D., Venner B., Sprah L., Romero C., Ruiz M., Tibaldi G., Johnson S., for
DESDE-LTC Group (eds.) (2011) DESDE-LTC: EVALUATION AND
CLASSIFICATION OF SERVICES FOR LONG TERM CARE IN EUROPE. Spain:

Psicost and Catalunya Caixa. Republished with the permission of Luis Salvador-
Carulla.)
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Figure 16  Day care coding branch. (Source: Salvador-Carulla L., Dimitrov H., Weber G.,
McDaid D., Venner B., Sprah L., Romero C., Ruiz M., Tibaldi G., Johnson S., for
DESDE-LTC Group (eds.) (2011) DESDE-LTC: EVALUATION AND
CLASSIFICATION OF SERVICES FOR LONG TERM CARE IN EUROPE. Spain:
Psicost and Catalunya Caixa. Republished with the permission of Luis Salvador-
Carulla.)
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Figure 17  Residential care coding branch. (Source: Salvador-Carulla L., Dimitrov H., Weber
G., McDaid D., Venner B., Sprah L., Romero C., Ruiz M., Tibaldi G., Johnson S., for
DESDE-LTC Group (eds.) (2011) DESDE-LTC: EVALUATION AND
CLASSIFICATION OF SERVICES FOR LONG TERM CARE IN EUROPE. Spain:
Psicost and Catalunya Caixa. Republished with the permission of Luis Salvador-
Carulla.)
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