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Psychiatric Inpatients from an Urban Community, I968-72

T. FRYERS

British Medical journal, 1973, 2, 76-80

Summary

The psychiatric inpatient population from Salford was

analysed in five successive annual censuses, from 1
January 1968 to 1 January 1972. Short-stay and medium-
stay patients (under one year) remained constant. Long-
stay patients reduced only slowly, and the length of stay
increased. Over 200 patients (60%) had been in for 20
years or more at 1 January 1972. Analysis showed that the
1968 long-stay cohort diminished by 122 patients (29%)
in four years, while 54new long-stay patients accumulated.
There seems little prospect ofemptying large psychiatric
hospitals of their long-stay population.

Introduction

In spite of the emphasis placed on domiciliary and local care in
psychiatry over the past decade or so, the size, state, and future
of our mental hospitals has continued to excite much interest
and provoke much comment. Since the mistaken optimism of the
late 1950s, when Tooth and Brooke (1961) predicted a rapid
decline in hospital populations, their early and later critics
(Baldwin, 1968) have been vindicated and many less hopeful
forecasts have gained currency. Having reached the 1970s we
can examine what beds we still use, and must recognize that the
problems remain. This paper represents one such examination
based on the psychiatric case register in Salford, a predominantly
working-class borough of some 130,000 persons within the
Greater Manchester conurbation in the north-west of England.

Methods and Results

The Salford register records all contacts with formal psychiatric
and mental health agencies of people with Salford addresses.
It follows a similar organizational pattem to the Camberwell
register (Wing et al., 1968; Wing and Hailey, 1972). The initial
census of people currently receiving any form of psychiatric care

was taken at 1 January 1968 and was reported by Fryers et al.
(1970). Some of this census data was incorporated in a report by
Susser et al. (1970) and related to an earlier Salford register des-
cribed by Adelstein et al. (1968).

BACKGROUND

The present study is concerned only with adult inpatients, and
very largely with long-stay inpatients, from 1 January 1968 to
1 January 1972, a period offour years representing five successive
annual censuses. Patients from Salford, with very few exceptions,
are at present admitted either to one general hospital psychiatric
unit within the city or one unit of a large mental hospital close
to the city boundaries. On the other hand, longer-stay patients

admitted over the past 65 years are scattered throughout the
north-west of England in nine different hospitals, though
about two-thirds of them are in only two hospitals. Long-stay
patients tend to attract little active psychiatry and little attention
from community mental health services. Therefore, up to now,
few have had realistic chances of discharge and most remain in
hospital until they die. Currently in Salford as elsewhere the
future of the long-stay patients is very actively under dis-
cussion. Their need for continued stay in hospital or for active
treatment is doubted, and alternative forms of care are being
proposed. It is necessary, therefore, to be very clear about how
many people are affected, who they are, and what they are like.
To place the inpatient data in context, table I shows some

aspects of the wider service the hospitals provide. Admissions
are currently about 550-600 a year, 5°h of which are prolonged
beyond one year, a similar figure to the Camberwell Study
(Hailey, 1971).

TABLE I-Distribution of Psychiatric Admissions during 1968-70 Comipared
with Rate of Outpatient Management 1970 (Adults)*

1968 1969 1970

Total admissions: 572 542 593

Rates per 100,000 adult population .. .. 545 521 581
Rates per 100,000 total population 408 393 436
No. of persons remaining 1 year or more 28 28 31
Long-stay patients as percentage of total admissions 4-9 5-2 5-2

*In 1970 959 adult outpatients made a total of 2,298 contacts.

PREVALENCE

The overall inpatient day prevalence in five successive years
by sex, age, and length of stay is given in table II. The prevalence
at 1 January 1972 by sex, diagnosis, and length of stay is shown
in table III. Long-stay is defined as a continuous period of
residence of at least one year, and this is now to be preferred to a
two-year period since so few patients remain longer than a few
months, and after one year the risk ofremaining very much longer
is high. (Shepherd, 1957; Brown, 1960; Hassall et al., 1965;
Hailey, 1971.)
The numbers of short-stay (0-60 days) and medium-stay

patients (61-364 days) fluctuated, but were roughly equal and
together showed a slight increase (77 to 84) over the five
censuses. About two-thirds were women. About a fifth to a
quarter of short-stay patients and a third to a half of medium-
stay patients, almost all women, were aged 65 years or over.
These figures represent the actual bed use of Salford patients at
a time when there was no overt shortage of beds. They cannot
tell us about "need," a subtle and complex thing, but they do
reflect "demand" within the present social and psychiatric
circumstances. They do not pronounce on the desirability of
admission or the possibility of alternative forms of care; they
merely reflect the common practice of and options open to
psychiatrists operating the service. The rate for short-stay and
medium-stay beds together is roughly 60/100,000 of the total
population.
The long-stay patient total diminished over four years by 68,

from 417 to 349, an average fall of 4-4% and a total of 16-3%.
The number of patients 65 years and over fell only 10%, and
the number ofwomen 65 and over fell by only 5-6%. In general,
the long-stay population contained slightly more women than
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TABLE ui-Salford Inpatients 1968-72 by Age, Sex, and Length of Stay (Figures adjusted for Ageing)

Census Year (1 January) ___________

1968 1969 1970 1971 1972

Length of Stay Age M. F. Total M. F. Total M. F. Total M.j_F. Total M. F. Total

Longstay(Iyearormore) < 65 147 108 255 134 102 236 130 98 228 123 94 217 119 84 203
> 65 55 107 162 51 106 157 48 101 149 44 96 140 4.5 101 146

Total 202 215 417 185 208 393 178 199 377 167 190 357 164 185 349

Medium stay(61-364days) < 65 8 18 26 20 8 28 8 13 21 10 20 30 12 19 31
> 65 1 7 8 - 12 12 1 8 9 2 12 14 1 10 11

Total 9 25 34 20 20 40 9 21 30 12 32 44 13 29 42

Short stay (0-60days). < 65 14 22' 36 9 23 32 14 22 36 14 16 30 15 19 34
>65, - 7 7 - 4 4 3 6 9 3 6 9 1 7 8

Total 14 29 43 9 27 36 17 28 45 17 22 39 16 26 42
All inpatients . .. < 65 169 148 317 163 133 296 152 133 285 147 130 277 146 122 268

> 65 56 121 177 51 122 173 52 115 167 49 114 163 47 118 165

Total 225 269 494 214 255 469 204 248 452 196 244 440 193 240 433

TABLE iiu-Salford Inpatients at 1 January 1972 by Sex, Diagnosis, and Length of Stay (Figures adjusted for Ageing)

LengthofStay
~Schizophrenia Depression Organic Psychoses Other Diagnoses AUl Diagnoses
M. F. Total M. F. Total M. F. Total M. F. Total M. F. Total

Short stay (0-6odays).7 8 15 4 10 14 1 4 5 4 4 8 16 26 42
Medium stay (61-364 days).5 8 13 - 7 7 5 10 15 3 4 7 13 29 42

Total <lIyear 12 16 28 4 17 21 6 14 20 7 8 15 29 55 84

Longastay(l year or more).117 101 218 5 17 22 26 43 69 16 24 40 164 185 349

Totalaillpatients 129 117 1246 9 34 143 32 57 89 23 32 55 193 240 433

TABLE IV-Inpatient Censuses in England and Wales: Comparison of Rates per 100,000 Total Population by Length of Stay

Length of Stay Birmigham Leedst England and Walest Camberwell§ Salford
(Years) (31 Decmbr1958 (28 May 1963) (31 December 1963) (31 December 1964) (1 January 1972)

Less than two.86.5 91.8 90-8 110.8 80-6
2 to < 15.1103-9 r93 r 95-3 r69-9

196-8 222-7 j 191-6 216-5 { 255-2
15 or more 118-8 97-8J 121-2 185-3

Total 283-3 314-5 282-4 327-3 335-8

*Cross and Yatcs, 1961.
tGore et al., 1964.
IBrooke, 1967.
lHailey, 1971.

men, about 40% were aged 65 and over (50% of women), and
40% had a diagnosis of schizophrenia. Camberwell's long-stay
population in 1964 had more old people (49%) and more
schizophrenic patients (57%) (Hailey, 1971). A comparison
of inpatient prevalence rates at 1 January 1972 with other
censuses is given in table IV (Halley, 1971). Salford's higher
rates are restricted to longer periods of stay. This must at

TABLE v-Comparison of Lengths of Stay of Cambemrell (1967 Census) and
Salford (1968 and 1972 Censuses) Long-stay Patients Expressed as Percentage
of Patients

Salford
Length of Stay Camberwell*

(Year) (31 December 1967) 1 January 1968 1 January 1972

l ormore. .. 100 100 100
5 or more ..74.9 84-6 84*6
10 or more . .. 63-4 73-0 77-1
15 or more . .. 51-9 63-9 68-5
20 or more . .. 41-0 50-2 60-2
25 or more . . 34-1 38-6 46.7
30 or more . . 24-6 34.7
35 or more . .. 17-3 16-4 21-8
40 or more . ..8.9 13-2
45 or more . .. 5-6 3-6 6-3
50 or more . .1-4 2-0

*Hailey, 1971.

least be partly due to the dramatic population fall over the last
45 years from its peak of 247,000 in 1927 to about 130,,000 in
1972. If a realistic dnmatrcould be used the rate for 15
years or more would be substantially reduced, though Camber-
well, too, has had a large decline in population. A similar
adjustment, however, would also reduce the figure for 2-15 years
which is already very much smaller than in other areas. Only
the shortest period of stay, also relatively small in number,
relates to the present population. These figures suggest that
fewer people have been retained for long periods in Salford
compared to the other areas in the 15 years before each census.
But since the other censuses are from 7-13 years ago the fore-
going 15 years for each of them represents almost adifrn
era in psychiatric practice. We would expect comparative
figures for 1 January 1972 to show a very different picture.

LONG-STAY POPULATION

The percentage breakdown by length of stay of long-stay
patients at the 1968 and 1972 censuses is shown in tables V and
VI. There has been no change in the 15% of patients resident
for less than five years (table VI). Successive censuses from 1968
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TABLE vi-Length of Stay of Salford (1968 and 1972 Censuses) Long-stay
Patients Expressed as Percentage of Patients

Salford
Length of Stay

(Years) 1 January 1968 1 January 1972

1-4.~~~~~~~~~~15-4 15-4
5-9.11-6 7.5

10-14.9*1 8-6
15-19.13-7 8-3
20-24.11-6 13-5
25-29.14-0 12-0
30-34.8-2 12-9
35-39.7.5 8-6
40-44.5-3 6-9
45-49.2-2 4.3
50+.1-4 2-0

to 1972 show progressive increases in the proportion resident for

longer periods, but table VI identifies these increases in the

percentage resident 20 years or more. Between five and 19 years

the percentage diminished, especially for patients resident 15-

19 years. This pattern suggests that fewer patients were retained

for long periods in the late 1950s and early 1960s, but that

this reduction has been less pronounced since. This is consistent

with the view that around the timne of the Royal Commission

and the Mental Health Act., 1959, there was a wave of discharges

from psychiatric hospitals mostly affecting not very long-stay

patients who were easier to discharge, and which could not be

sustained for more difficult patients later on.

The problem for the hospitals-and patients-is clear. At

January 196850% (209) of long-stay patients had been resident

for 20 years or more; 25% (104) for 30 years or more. At the

1972 census the respective figures were 60% (209 patients) and

35% (122 patients). The longer a person remains in hospital
the lower his chance of discharge, but the higher his chance of

dying. While the total of long-stay patients is decreasing., in the

longest-stay groups more new patients are accumulating than

are being lost by death or discharge. A similar situation in

Oxford is suggested by Baldwin (1972). The very low death rate

of elderly patients without senile dementia is discussed below.

The change in the total long-stay population may be said to

have two components. At the initial census long-stay patients

constitute an "old long-stay" cohort which diminishes by

discharge and death in subsequent years. At the same time,

from each year's admissions, some patients remain at least a

year and build up a body of "new long-stay" patients (table VII).

DIMINUTION OF THE ". OLD LONG-STAY"23 COHORT

The decline in the total long-stay population is similar to previous

studies in England and Wales (using two year's residence for

comparison), being 26l-I in four years. Tooth and Brooke

(1961) found 25-4% for Engad and Wales from a census at

31 December 1954, Hassall et al. (1965) found 26.7% at Powick

Hospital., Worcester, from 31 December 1957, and the

Camberweil register's initial census population at 31 December

1964 reduced by 29-9% by the same day in 1968 (Hailey, 1971).

BRITISH mEDICAL jouRNAL 14 APRIL 1973

TABLE viiu-Salford Long-stay (one year or more) Inpatients at 1 January 1968.

Diminution over Four Years by Age and Sex and by Sex and Diagnosis (Figures
are Percentages Adjusted for Ageing)

Percentage Decline

January 1968-72

M. F. ] Total

Age:
Under 45 years . . 54 59 55
45-64 years 21 34 27
65 years and over . . 24 20 21

Total all ages . .. 30 29 29

Diagnosis:
Schizophrenia .. 26 17 22
Depression 44 39 41
Senile dementia

(65 years and over only) 10065 70
Other organic .. 23 27 25
Other diagnoses . . 37 23 29

Total all diagnoses 30 29 29

Only three patients at January 1968 were under 25 years.

It is interesting that the same rate of decline persisted from

1954 to 1968. Salford does not show the excess decline among

women that was found in Gamberweil.

The percentage diminution by sex and age and by sex and

diagnosis of the long-stay population over four years is given in

table VIII. The number of young patients (less than 45 years)

has declined much more rapidly than others. Among the middle

aged (45-64 years) the number of women has declined more

than men. The slowest decline is seen among the elderly (65

and over), being only 24% for men and 20% for women. This

contrasts with the Camberwell study where a 41% and 48%

decline, respectively, was shown for this age group from 31

December 1964 to 1968.

However, those patients aged 65 and over with a diagnosis of

senile dementia showed an extreme decline of 65% for women

and 100% for the very few men. Thus the group of elderly

patients with a diagnosis other than dementia diminish extremely

slowly~-14% for men and an increase of one patient for women,

a mean diminution of only 5% in four years. Even if we were to

assume that the reduction is entirely due to death, the death

rate would be extremely low. This is not a small number of

patients, 122 in 1968 and 116 in 1972. The rate of decline of

numbers in this group is depressed by the ageing ofthepopulation

and consequent transfer of a number of patients previously in

the 45-64age group. In only four years, however, the effect of this

is small. Apart from senile dementia and taking all ages together,

patients with depression show the greatest decrease and those

with schizophrenia the least.

ACCUMULATION OF NEW LONG-STAY PATIENTS

Of all admissions from Salford 5% currently lead to a stay of

one year or more, but the number of patients becoming long-

stay is not necessarily dependent on the number of admissions.

It might be argued that potential long-stay patients, having the

TABLE vxi-Sailford Long-stay Inpatients, Diminution and Accumulation for the Years 1968-72, by Sex

Census Year (1 January) ___________

1968 1969 1970 1971 1972

M. F. Total M. F. Total M. F. Total M. F. Total M. F. Total

Old long-stay, 1968 census . . 202 215 417 180 196 376 163 180 343 148 161 309 142 153 295
New long-stay,l1967 admissions ..5 12 17 4 7 11 4 4 8 3 3 6
Newlong-stay, 1968 admissions ..11 12 23 8 10 18 7 7 14
New long-stay, 1969 admissions ..7 15 22 5 9 14
New long-stay, 1970 admissions . _ __ ___7 13 20

New long-stay cumulative total 5 12 17 15 19 34 19 29 48 22 32 54

Total long-stay .202 215 417 185 208 393 178 199 377 167 190 1357 164 185 349
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TABLE ix-Salford Inpatients at 1 anuary 1972. Four Years' Accumulated Totals of New Long-stay Patients by Age, Sex, and Diagnosis

Male Female All Patients
Age: < 45 45-64 65+ Total < 45 45-64 65+ Total < 45 45-64 65+ Total

Schizophrenia .8 4 0 12 4 7 2 13 12 11 2 25
Depression .0 0 0 0 1 1 1 3 1 1 1 3
Organic psychoses .0 3 3 6 1 0 11 12 1 3 14 18
Other diagnoses 2 2 0 4 1 2 1 4 3 4 1 8

Total 10 9 3 22 7 10 15 32 17 19 18 54
Senile dementia - 2 2 - - 10 10 - - 12 12

most severe and least treatable illnesses or the least accom-
modating social situations, are all already admitted and would
be admitted even if no other patients were.
The accumulated totals over four years, at the 1972 census,

by sex, age, and diagnosis are shown in table IX. Of 54 patients
two-thirds were women, predominantly with schizophrenia
below 65 years and dementia 65 years and over. More than
half the men had schizophrenia and were under 65 years, eight
of the 12 being under 45 years. The three age groups were
roughly equal, but below 45 years men predominated and at
65 years and over women outnumbered men by 6 to 1. Of the
65 and over group two-thirds had senile dementia, but this
remains a relatively small contribution to the accumulated total.
Only three patients, all women, had a diagnosis of depression,
though 21 short-stay and medium-stay patients at the 1972
census had this diagnosis, a quarter of the total. The number of
schizophrenic patients accumulated in only four years is
similar to the number of short-stay and medium-stay patients
with schizophrenia at 1 January 1972. The same is true for the
organic psychoses.

Age-specific rates of accumulation in four years, using the
mean population for the period, were 0-33/1,000 for those under
45 years, 0-54/1,000 for those between 45 and 64, and 1'17/1,000
for those 65 and over. If we incorporate patients staying 1 year
to less than 2 years from the 1968 census we can use a five-year
period of accumulation. The corresponding age-specific rates
were 0X36/1,000 under 45, 059/1,000 for those between 45 and
54, and 1 35/1,000 for those aged 65 and over. The accumulation
of new long-stay patients and its contribution to future demand
for beds is discussed elsewhere (Fryers, 1973). Such figures do
not necessarily apply to other areas where psychiatric policies
and practices differ from Salford's.

Discussion

The hope of a rapid reduction in the population of our large
psychiatric hospitals has not been fulfilled. The expansion of
general hospital psychiatric units has affected only short-stay and
medium-stay patients and may, indeed, have helped to with-
draw "active" psychiatric interest from the large institutions
and their long-stay populations. Similarly, increased psychiatric
and social work activity in the community during the last
decade barely affected the people who had already been resident
in hospital for some years.

In Salford comprehensive professional mental health social
work flourished through the 1960s in close co-ordination with
active general and psychiatric hospitals (Freeman and Mountney,
1967). The justification for such a service rests primarily on
the more careful, more humane, and more comprehensive help
given to people normally domiciled in the community. There
is little evidence that it has in any way minimized the use of
hospital beds. Short-stay and medium-stay beds (under one
year) in Salford have stood at about 60/100,000 total population
from 1968 to 1972, and for under two years' residence at about
80/100,000. This is not very much less ta most others, from
1958 to 1964, shown in table IV.

The outstanding feature of the long-stay population (one year
and more) in Salford is the large numbers that persist-349
people at 1 January 1972. Though great reduction may have taken
place in the late 1950s and early 1960s since then it has been
very slow, and in the period of four years studied the total
fell by only 16%. At the same time the proportion resident for
very long periods increased. In 1972 over 200 people from
Salford had been resident in psychiatric hospitals for 20 years
or more, and over 120 for at least 30 years.
The decline of the "old long-stay" cohort is equally dis-

couraging. Its overall effect is to leave us increasingly with
old people without organic dementia and with a very low death
rate and schizophrenic patients, many of whom have not yet
reached 65. These people, who have spent a very significant
proportion of their lives in the psychiatric hospital, will not
easily be rehabilitated into the ordinary community. Relatively
few families are likely to persist with their care, and many homes
in Salford have long been demolished. Alternative residential
care facilities in appreciable numbers are as yet only plans.
Hostels, group homes, and lodgings will have important parts to
play, but for disabled, ageing, institutionalized hospital residents
the advantage to the patient is not always obvious if compared
with improved hospital accommodation. These very long-stay
patients constitute a large body of disabled people who will be
requiring our care and support, however and wherever delivered,
for very many years yet.

This, of course, is no excuse for inaction. We desperately
need to look beyond the figures, which show the problem in only
the crudest way. We must make every effort to find out the
needs and desires of each person concerned in some detail and
with some care. Perhaps many would not now wish to leave the
hospital which has been their home for so long. But there will
be those, perhaps many, who would readily live with greater
freedom and less support. There will be those for whom the
various alternatives are entirely appropriate, but we cannot
know and therefore cannot plan rationally unless we find out.

This assessment over whatever period is necessary would be
best carried out jointly by experienced social workers from
social services and an experienced doctor from the hospital. This
need not hinder initial planning since the numbers are so large
and provision of new facilities takes so long. But it gives us a
chance at least to give a fair deal to people who have suffered
much and have been mostly forgotten.
The extensive community mental health service has not

prevented additions to the long-stay population, and the current
accumulations of long-stay patients similarly needs further
investigation. The impression of clinicians that people remain
only rarely is to some extent true, though 5% of admissions is
not exactly rare, but it needs only a handful of patients from
each consultant each year. In Salford 54 people in only four
years is not a small number, and they are mostly under 65 years
old.
Why are they being admitted and retained? We need to

examine each case closely to find the interplay between medical
history, clinical state, social situation, service failure, and other
factors. Perhaps it is these people who most need alternative
forms of care when they are beginning their career as long-stay
inpatients.
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Conclusion
From the figures alone we cannot be encouraged in the hope
that the large psychiatric hospitals will readily be emptied of
their long-stay populations, by whatever means. In Salford, at
least, it is a population ever longer-staying, not by any means
al old, increasingly difficult to discharge, and dying only slowly.
And we replenish it year by year with new patients. We must
examine the people concerned to discover what the "need"
really is and to make rational provision, but the hospital and
social services must work closely together to achieve this.
A further paper uses these and other data to estimate future

demand for beds (Fryers, 1973).

This work is supported by a grant from the Department of Health
and Social Security. Thanks are due to Miss K. Holt and the staff
of the Salford register, to colleagues in the Manchester University
Department of Social and Preventive Medicine, and at the Camberwell
register.
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Placental Lactogen Levels in Diabetic Pregnancy
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Summary

A prospective study has been carried out of placental
lactogen levels in pregnancy complicated by diabetes
mellitus. The levels were higher than those in normal
pregnant subjects; the higher levels were related to
increased placental and fetal weight but more closely
to the former; and lower levels were found when there
was clinical evidence of placental dysfunction. Those
patients requiring the largest insulin increment for the
control of their diabetes in the pregnancy have placental
lactogen levels in the higher range.

Introduction

The chemical 4nd biological similarity between human placental
lactogen (HPL) and human growth hormone suggests that it
plays a part in the altered carbohydrate metabolism of pregnancy
(Grumbach at al.,-1966; Beck and Daughaday, 1967; Samaan
et al., 1968; Kalkhoff, 1969). It may also be a useful diagnostic
marker for fetal well-being in pregnanoes complicated by
diabetes mellitus (see table). The present study, which is
based ona large number of samples from 34 consecutive pregnant
diabetic patients, was designed to assess the relation ofHPL levels
to insulin requirements during pregnancy, and to define further
its place as an index of fetal risk in diabetic pregnancies.
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Subjects, Materials, and Methods

A total of 219 measurements were carried out in 34 patients with
abnormal glucose tolerance tests during pregnancy. Twenty-
nine patients received insulin, three of these becoming insulin
dependent only during the pregnancy. Sixteen of the patients
were primiparous and there was one set of twins. There was no
maternal or perinatal mortality. Diabetic control was achieved
as described by Brudenell and Beard, 1972.

Infant weight at delivery was expressed as a percentile above
or below the normal mean corrected for gestational age, sex,
and parity, and placental weight as the number of grammes
above or below the normal mean after correction for gestational
age.

Insulin increment was calculated as the percentage increase
in the dose at delivery over that required at 20 weeks. Thirteen
patients had increments above 100% and 13 patients increments
below 100%.
A group of 11 patients with evidence of placental dysfunction

in addition to diabetes was distinguished. This included four
cases of pre-eclamptic toxaemia, seven with infants whose birth
weight was below the 25th percentile for their period of gestation,
and three in which fetal distress, confirmed by cardiotochometry
and pH estimations, occurred in labour.

Blood samples were coUlected at each antenatal visit from
20 weeks' gestation onwards, and weekly during routine
admission from 32 weeks until delivery. Specimens were
collected between 11 a.m. and noon, and plasma HPL levels
measured using a semiautomated radioimmunoassay (Letch-
worth et al., 1971). All results were analysed after logarithmic
transformation, and the significance of differences between
means assessed by Student's t test.

Results

For the whole group mean HPL levels were above those of the
normal population after the 28th week (fig. 1). The levels were
related to both placental and fetal weight (P < 0001 and
< 0 05). The levels were lower in those subjects with placental
dysfunction than those without (P < 0 001) (fig. 2). In the fonner
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