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Appendix 1: 

LITERATURE REVIEW: SEVERELY AND 
PERSISTENTLY MENTALLY ILL PERSONS IN 
LONG-STAY PSYCHIATRIC HOSPITAL BEDS: 
DEFINITIONS, PROFILE AND REINTEGRATION 
POTENTIAL 

INTRODUCTION 
This chapter focuses on the available knowledge and evidence in literature related to 
“long stay hospitalised psychiatric patients”. It reports on knowledge available in 
literature related the issue of long stay psychiatric patients and persons with severe and 
persistent complex mental illnesses. 

Firstly, information on the relation between the problem of long stay psychiatric patient 
and issues of “chronicity” and “severity” in psychiatry was searched. This question is a 
stepping stone to be able to study the question of the boundaries between residential 
and community treatment for people with mental disorders. 

Secondly,, the notion of “long stay psychiatric patients” was explored.  

Thirdly, we seeked which part of the long-stay hospitalised patients could receive care 
in alternative setting (reintegration or reorientation). 

METHODOLOGY 
As a starting point we selected all publications of the 13-year comprehensive and well-
documented program of the Team for the Assessment of Psychiatric Services (TAPS 
Project), conducted from 1985 to 1998 in London.  

In addition, we searched for recent publications by means of an international database 
search, snowballing, handsearching, and a grey literature search.  

Scientific literature 

International database search 

Databases consulted were: MEDLINE (via Pubmed), EMBASE, PsycINFO (via ERL 
Webspirs) and Social Sciences Citation Index (SSCI) - Science Citation Index Expanded 
(SCI-EXP) (via ISI Web of Knowledge).  The search in the databases was limited to 
publications published between 1980 and 2007 in English, Dutch or French. 

Keywords 

The following keywords were used, combined with OR within rows and with AND 
between rows:  
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Table 1: Keywords used for the identification of the literature about severely 
mentally ill persons and inpatients and reintegration: 

 SSCI, SCIEXP, Medline, Psychinfo Embase  
SMI   
 mentally ill, mental illness mentally ill, mental illness 
 severe(ly), persistent(ly), chronic(ally) severe(ly), persistent(ly), 

chronic(ally) 
 definition(s), defining definition(s), defining 
Long-stay inpatients   
 long-stay long-stay 
 psychiatry / psychiatric, mental illness / 

mentally ill 
Emtree: Mental Disease, Mental 
Patients  

 community, deinstitutionalize / 
deinstitutionalization, reintegrate / 
reintegration, rehabilitate / 
rehabilitation, resettle / resettlement, 
relocate / relocation, reprovision 

Free text: Psychiatry/ psychiatric, 
mental illness / mentally ill 

  Emtree: Mental Hospital, 
Hospitalization, Institutional Care, 
Hospital Patient, Hospital Discharge 
Free text: community, 
deinstitutionalize / 
deinstitutionalization, reintegrate / 
reintegration, rehabilitate / 
rehabilitation, resettle / 
resettlement, relocate / relocation, 
reprovision, reinstitutionalization, 
revolving door 

The keywords referring to reintegration in the community directed our search to 
research conducted in the context of deinstitutionalization. Most research on long-stay 
psychiatric inpatients is inspired by the deinstitutionalization and psychosocial 
rehabilitation movement in mental health care. Moreover, our intention was not to 
describe the population of the severely and persistently mentally ill in an exhaustive 
way, but to focus on literature dealing with the reintegration potential of this target 
audience. Additional keywords were used in EMBASE referring to hospitalization were 
included, as well as keywords referring to reinstitutionalization and the revolving door 
phenomenon.  

Inclusion and exclusion criteria 

The literature selection was conducted on the basis of title and abstract. When in 
doubt, a brief examination of the full text was performed.  

SMI patients: 

Publications were included when the focus of the article was explicitly on the pursuit of 
a definition or an operational definition for severe and persistent mental illness.  

Publications were excluded that merely mentioned a definition or used an operational 
definition as a starting point for research featuring the population of severely and 
persistently mentally ill persons (e.g. prevalence studies). We did however include this 
type of publications when originating from Belgium or the Dutch language area, as an 
illustration for the use and relevance of definitions put forward in international 
literature for the Belgian situation.  
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Long-stay inpatients 

We did not impose inclusion or exclusion criteria with respect to publication type and 
methodology.  

Publications were included when explicitly discussing the reintegration potential or the 
outcome of community placement of our target population (long-stay psychiatric 
inpatients). So were articles providing an explicit description of the characteristics of 
(former) long-stay psychiatric inpatients in the context of deinstitutionalization 
measures.  

The database search was limited to studies published between 2000 and 2007. Also, 
selected publications were conducted in Western culture countries and reported on in 
English, French or Dutch. 

Studies focusing on specific patient groups (e.g. dementia, intellectual disability, etc.) 
were excluded.  

Search results of the scientific literature are summarized in the table in appendix.  

Grey literature search 

Grey literature was predominantly retrieved through previous research experience in 
Lucas research centre. We also searched on the websites of the Trimbos Institute, the 
Rob Giel Onderzoekcentrum, DAREnet and the website of Kenniscentrum Rehabilitatie 
in the Netherlands.  

Snowballing and handsearching 

Reference lists of selected articles were checked. Also, we handsearched two Dutch 
language journals available in our research centre: ‘Passage/Tijdschrift voor Rehabilitatie’ 
and ‘Maandblad Geestelijke Volksgezondheid’.  

Description of selected literature 

Search results are summarized in the tables in appendix.  

For SMI definition, we retrieved all publications explicitly focusing on the pursuit of a 
definition or the process of defining the population of the severely and persistently 
mentally ill. Most publications mentioning a definition in the Dutch language area, used it 
as part of an operationalisation for research purposes. These publications were mostly 
found by means of our grey literature search, snowballing and handsearching.  

As a result of our grey literature search, we added two publications: one from the Lucas 
research centre and one from the Trimbos institute in the Netherlands.  Strictly 
speaking, the latter publication fell just outside our publication time limit, but we 
decided to include it due to the scarcety of publications explicitly focusing on long-stay 
psychiatric inpatients.  

Most selected studies are descriptive follow-up studies, describing the profile of 
(former) long-stay psychiatric inpatients and reporting on the outcome of hospital 
discharge in the context of deinstitutionalization.  
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DEFINING THE SEVERELY AND PERSISTENTLY MENTALLY ILL 
PERSONS 

In this section, we focus on the profile of long-stay psychiatric patients, starting with a 
definition of severe and persistent mental illness and ending with a description of the 
main characteristics of the severely and persistently mentally ill in light of their potential 
to return to the community.  

Different concepts and wordings have been used over time to speak about mental 
illness: ‘long-term mentally ill’, ‘chronically mentally ill’, ‘seriously mentally ill’, ‘persons 
with severe and persistent mental illness’ ‘persons in need for continuous care’ 1. Some 
rather recently published articles have addressed the issue of identifying the people with 
chronic mental illness1-3 4; 5. This question of tracing the population came along with the 
issue of deinstitutionalization, and the demand to plan for alternative services 6; 7. The 
shifts in the pattern and locus of mental health care had resulted in a lack of information 
on the problem of (in that time labelled) chronic mental illness. It also induced a lack of 
consensus on the boundaries that define the “chronically” mentally ill population 2 8.  

In recent years, in order to avoid the association with the outdated and pessimistic 
concept of continuous and untreatable illness, the expression ‘‘severe and persistent’’ 
for persons with long-term psychiatric conditions has replaced the word ‘‘chronic’’, 5, 9. 

Criteria to define severe and persistent mental illness 

Before deinstitutionalization, the only criterion to identify chronicity in mental illness 
was the time of hospitalization. With deinstitutionalization, the need for an altered, 
more refined view arose 8. 

Goldman 2 was one of the first to develop a detailed definition of the chronically 
mentally ill population based on 3 criteria: diagnosis, disability, duration of illness (DDD), 
the institutional and community settings in which chronic mental patients may be found. 
These criteria were later used in the definition of serious mental illness (SMI) published 
by the US National Institute of Mental Health (NIMH) 10 and are reflected in many 
official designations of chronic mental illness in the United States.  

However, there was no consensus on the specific character or relative importance of 
the DDD criteria nor on the nature of the interrelationships among these elements8. 
Following Bachrach, this lack of conceptual consensus would hamper uniformity in 
service planning and research on the chronic mentally ill. Similar remarks have been 
formulated for the UK situation by Slade and colleagues 7: “An ideal operationalized 
definition of severe mental illness will reliably identify the severely mentally ill and will exclude 
all others. Most attempts to identify the severely mentally ill involve the setting of thresholds in 
a number of dimensions. However, even at an international level there is a lack of consensus 
even about the relevant dimensions”.  

Schinnar and colleagues identified 17 definitions of the severely and persistently mentally 
ill in the literature in the ’80’s. They reported that prevalence rates of serious mental 
illness in the population are spreading from 4% to 88%, depending on the definition 
applied. The definition with the widest measure of consensus and most representative 
of the middle range of prevalence was the DDD-definition of the NIMH 11.  

In the Dutch language area, DDD-working definitions proved their usefulness in several 
research studies focusing on prevalence and care needs of severely and persistently 
mentally ill patients. Examples include De Rick 12 13, Kroon 14, Michon 15, Theunissen 16, 
Van Audenhove 17 18 and  Wiersma 19 20. In most of these studies, severe and persistent 
mental illness is defined as a DSM-psychiatric diagnosisa, with illness duration of more 
than two years and sustained disability in psychological and social functioning.  

Slade et al. 7 reviewed definitions used in research and in current practice in the United 
Kingdom. They suggested that a definition of severe mental illness should involve five 

                                                 
a  The Diagnostic and Statistical Manual of Mental Disorders (DSM) is an American classification of mental 

disorders and criteria for diagnosing them. It is used worldwide for clinical, research and insurance 
purposes 
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dimensions: safety, informal and formal support, diagnosis, disability, and duration 
(SIDDD), and this, when the problem lasting between 6 months and two years. 
According to these authors, these criteria should offer a framework for developing 
definitions of severe mental illness at the local level, and, thereby identifying the priority 
group of people with the most need for mental health care.  

More recently, a working definition based on the disability and duration (DD) criteria 
alone, was compared with the diagnosis of psychosis 5. In this study, the DD operational 
definition proposed by Ruggeri et al. 3 was used, defining SMI in terms of a Global 
Assessment of Functioning (GAF) score of less than 50 and a minimum of two years of 
mental health service contact. Results showed overall high predictive and external 
validity of the DD working definition and high sensitivity in predicting those patients 
with serious burden of mental illness. In order to identify patients with high care needs, 
the DD working definition seemed more useful than a definition  simply based on 
diagnostic criteria. 

Overall, the disability criterion does seem to have gained more weight relative to the 
diagnosis criterion, in research as well as in recent mental health policies. Diagnosis 
does not efficiently measure impairment severity and need for treatment or care. and is 
not a fair or effective way to manage scarce resources 4. Also, the World Health 
Organization – although not forwarding a formal definition – suggests that the focus in 
mental health care should be on disability, rather than diagnosis. This is illustrated in the 
International Classification of Functioning, Disability and Health (ICF).  

While the disability and duration criteria might prove satisfactory in determining global 
health policy and general service needs on the basis of prevalence studies, the additional 
criteria of support (including informal support and availability of formal support in the 
immediate surroundings), safety (including vulnerability and risk to self or others) and 
diagnosis may be important factors to take into account when making decisions about 
specific services provided at the local level . 

They are difficulties to determine operational definitions based on the literature: for 
example, the duration criterion can vary between six months and two years 7 and is 
either formulated in terms of onset of mental problems or in terms of treatment and 
service use. Barr and Cotterill 1 found considerable disagreement in identifying the 
severely and persistently mentally ill, even when an agreed upon SIDDD-definition was 
used. They plead for clear operational definitions and prescriptive categorization 
guidelines in addition to a widely accepted definition. 

Conclusion 

In the last 25 years, three important criteria for defining the population of severely and 
persistently mentally ill persons have been proposed and used by several authors: 
diagnosis, disability and duration. Most recently, however, the disability criterion has 
gained more weight relative to the diagnosis criterion in measuring severity of illness 
and the need for treatment or care. In addition, other criteria such as safety and 
support have been put forward by some authors.  

• Important criteria for defining the population of the severely and 
persistently mentally ill are diagnosis, disability, duration, safety, support. 

• The Disability criterion is more important than “diagnosis” in measuring 
severity and need for treatment or care. 
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DEFINING LONG-STAY SEVERELY MENTALLY ILL INPATIENTS: 
OPERATIONAL DEFINITIONS 

Besides the “definition” issue of the overall population of severe mentally ill persons, 
and related to the purpose of our research, we also tried to identify criteria used to 
identify “long stay” patients. 

Length of stay 

There is a lack of a consensual definition of long-stay hospitalization in the literature. 
However, some indications can be found on the operationalisations of long-stay in 
different researches.  

Following the TAPS project, operational definitions for ‘long-stay’ in recent studies are 
mostly set at a cut-off point of one year continuous hospitalization. However, many 
variations are possible.  

• One year operational definitions are used in studies in the United Kingdom 21, 
22; the United States 23 and Canada 24; 

• Six months in a German 25 and a Finnish study26.; 

• Between 6 months an three years in a UK study27  

• Two years in an Australian study 28, 29, 30, 31 and a study from the Netherlands 
32;  

• Three years in a United States study based on the observation of a significant 
turnover in the population of patients during the first three years of stay. 33  

• Five years in a Belgian study 13.  

• A French study of a random sample of inpatients in different psychiatric 
institutions 34 found that 41% of the patients were admitted for more than 
one year, 23% stayed over five years, and 10% over 18 years.  

• In an overview of case studies in three Western countries (Philadelphia, 
South Verona, and London) 35, cut-off points of one and five years were 
considered relevant in distinguishing ‘old’ long-stay patients from new long-
stay patients: During the peak years of deinstitutionalization in the United 
States, the old long-stay population declined rapidly, whereas the population 
with a length of stay between one and five years remained stable.  

Many studies focus on a population of hospitalized patients. But in the context of 
progressing deinstitutionalization, the notion of long stay in a Danish study was used for 
heavy users of inpatient, day-patient or outpatient hospital services 36, 37. In a German 
Study long stay was used for people who live in a psychiatric residential home for at 
least four quarters within two successive years or who had an transfer to an in-patient 
nursing institution38  

Some studies apply, besides length of stay, additional criteria, such as diagnosis, age, 
level of functioning, etc. 13, 28, 29, 25. One Italian study 39 includes all discharged patients of 
a hospital, regardless of length of stay, diagnosis, etc.   

Old & new long stay patients and difficult to place patients 

Since the so-called deinstitutionalization, a differentiation has been made between old 
and new long stay patients. The term “old long stay” patients is used for a group of 
patients that were hospitalized before deinstitutionalization set through in a health care 
system. New long stay patients, are the people fitting the defined thresholds after the 
formally imposed reduction of the number of beds. Of course, it is very difficult to use a 
standardized date of this term, because of the different timing of the onset of 
deinstitutionalization in different countries. But if we look at patient characteristics, the 
conceptual difference is important. 34  

Almost half of study group in the TAPS project consisted of long-stay patients who had 
been in hospital for more than 20 years before the closure of 2 London (UK) 
psychiatric hospitals in the early 1990s. These people were labelled old long stay. New 
admissions after the onset of the study, but with a length of stay of one year were 
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labeled new long-stay patients, and were in hospital for the duration of one to a maximum 
of five years. 

Besides the difference between old and new long stay, the notion of “difficult-to-place” 
patients is used in literature. In the TAPS study a small residual group of severely 
disabled patients who were considered too disturbed and disturbing to be managed in 
standard community homes. These “difficult-to-place patients” had a considerable length 
of stay in the hospital. We will address this issue further in this chapter. 

• Different operational definitions for ‘long-stay’ are used in recent studies. 
The vast majority of studies use a length of stay of one year 

• Long stay patients are differentiated from other groups using a length of stay 
threshold between 6 months and 5 years. 

• A distinction can be made between “old long stay” patients and “new long 
stay” patients , Old long stay patients is used for a group hospitalized before 
the deinstitutionalization movement leading to a reduction in hospital beds. 
New long stay patients are the people fitting the defined thresholds after 
policy measures of reducing the number hospital beds 

 

PROFILE AND REINTEGRATION POTENTIAL OF LONG-STAY 
SEVERELY MENTALLY ILL INPATIENTS 

As mentioned above, most studies featuring long-stay psychiatric inpatients are 
conducted against the background of deinstitutionalization or closing down of 
psychiatric hospitals in mental health care. The central question in these studies is 
whether the functions of the psychiatric hospital can be replaced by community 
services, thereby improving the quality of life of the severely and persistently mentally 
ill.  

One of the most comprehensive answers to this question came from the 13-year 
program of the Team for the Assessment of Psychiatric Services (TAPS Project), 
conducted from 1985 to 1998 in London. In this project, a five year follow-up study was 
completed successfully for up to 700 long-stay patients discharged from two large 
psychiatric hospitals in the process of closing.  

The profile of long-stay psychiatric inpatients 

In the TAPS studies, the main study group was the long-stay non-demented patient 
group. In this group the mean age was 54 years, 53% were men and only 6% were 
married. On average, patients had stayed continuously in hospital for over 20 years and 
80% had a primary diagnosis of schizophrenia. The overall level of functioning was low, 
patients displayed a median number of four social behaviour problems and had small 
social networks. 

The new long-stay patients, who were in hospital between one and five years, were 
generally younger. There were more men in this group and the majority was diagnosed 
with schizophrenia. In the difficult-to-place group, two-thirds of the patients were new 
long-stay patients, with a mean age of 45 years. There were 65% men and the average 
length of stay was three years. As in the main study group, schizophrenia was the 
primary diagnosis (86%) and the patients in both groups displayed a comparable level of 
functioning. They did however present with more challenging behavioural problems, 
such as aggression, inappropriate sexual behaviour, etc. The difficult-to-place patients 
also had smaller social networks.   

Finally, the group of elderly patients in the TAPS project were over 65 and mostly 
suffering from dementia.  

In other studies the profile of long-stay patients closely resembles the profile of patients 
included in the TAPS studies.  

In most studies, men are in the majority, ranging from 50% to more than 90% 39, 23, 13, 40, 
36, 33, 28, 29, 25,{Räsänen, 2000, 39}, 21 41. In two studies, female patients (slightly) 
outnumbered male patients 32; 22.  
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In the latter study, however, patients were older (mean age of 66) than in studies with 
larger proportions of men. The mean age found in different studies ranged from 36 42 to 
over 60 21; 22. Patients in most studies were single, ranging from 66% 13 to 79% 41. 

The average length of stay varies from less than 5 years 42 to 33 years 22. The majority of 
patients suffer from schizophrenia or other psychotic disorders.( between 54% 32 and 
94% 21). Other diagnoses include affective disorders and personality disorders, (e.g. 
Dieperink 32). Most studies report high levels of disability 13 36 42 22, and many problem 
behaviours 13 36 33. 

King and colleagues 42 followed 20 severely disabled ward-in-a-house residents, recently 
discharged from a psychiatric hospital. The profile of these patients resembled the 
profile of the difficult-to-place patients in the TAPS studies. With a mean age of 36 years 
patients were generally younger and 75% of the patients were new long-stay in the 
sense of previous continuous hospitalization between one and five years. Difficult-to-
place patients were also identified in the United States 33, Denmark 37, the Netherlands 
43 40, 44, France 34 and Belgium 13.  

Reintegration potential 

In the TAPS-study, the five year follow-up revealed that two-thirds of the patients 
discharged to staffed houses were still living there. There were no increased death or 
suicide rates and only very small percentages became homeless (0,6%) or were involved 
in criminal incidents (2%). Readmission rates were however quite high: 38% of the 
discharged patients were readmitted at least once, one-third of which remained in 
hospital for more than one year. At the time of follow-up, 10% of the patients were in 
hospital.  

Community placement of the patients in the TAPS study left psychiatric symptoms and 
social behaviour problems virtually unchanged and there was no marked deterioration 
in physical health. Patients did however show improved domestic skills and improved 
skills in using community facilities. They appreciated their increased freedom and 
experienced an overall improvement in their quality of life. Also, some patients were 
able to enrich their social network.   

Difficult-to-place patients who were placed in high-staffed facilities (e.g. ward-in-a-
house) had an overall reduction in behavioural problems of 50%, particularly aggression. 
Their mental state remained unchanged, except for a worsening of negative symptoms. 
These patients also showed improved everyday living skills. After a while, 40% of the 
difficult-to-place patients were able to transfer to standard community homes.  

Most recent studies report results in line with the TAPS study. No or little changes in 
pattern or severity of psychiatric symptoms are reported over time 39, 24 25 21 22, with the 
exception of an Australian 28 29 and a Dutch study 40 where patients psychiatric 
symptoms were reduced, two and thirteen years after discharge, respectively. Some 
studies report improvement in social networks 24 21; daily living skills 39 28 29; level of 
functioning 40 42 and quality of life 24 28 29 25, 21 41. 

Factors preventing discharge from hospital are behavioural problems 13, especially when 
combined with other medical conditions 33. Long-term readmission rates ranged from 
10% 24 to 26% 22 and are associated with severity of problems and being single{Räsänen, 
2000, 39}, deterioration in functioning and increase in violent and aggressive behaviour 42, and 
old age 22. Temporary readmissions are needed by about one-third of discharged 
patients 28, 29, 24.  

For some patients discharged to community settings, a reduced intensity of supervision 
is possible after a few years, resulting in semi-independent living 29. Also, difficult-to-
place patients in high care facilities can sometimes move on to standard community 
accommodation, indicating that a high staff input and slow-stream rehabilitation in 
specialized facilities can produce sufficient improvement and reduce severely 
problematic behaviour over several years, allowing difficult-to-place patients to be 
settled in less intensive community homes.  

Despite these results, some authors (e.g. Borgesius 43, Fransen 44) conclude that 
community placement is not the best option for all patients. They argue that 15 to 30% 
of the long-stay inpatient population would not do well in standard community settings. 
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These patients exhibit dangerous self-destructive or aggressive behaviour, suffer from 
severe debilitation, have treatment resistant psychiatric symptoms or have additional 
somatic handicaps.   

Moreover, many studies found that a new long-stay group of severely mentally ill, 
difficult-to-place patients will continue to arise from the population of recently 
diagnosed patients and will replace the ‘old’ long-stay patients. Successful community 
placement for this group of patients highly depends on the availability of highly-staffed, 
individualized services. After all, being difficult-to-place is not something embedded in 
the patient alone, but it depends on the availability of alternative care models, tailored 
to the needs of this particular group (e.g. wards-in-a-house).  

Even with the best possible infrastructure available, however, a very small group will 
have to remain in hospital. One final conclusion of the TAPS study is that it would be 
desirable to identify this very small group of continuously dangerous patients prior to 
discharge in order to ensure that they are cared for in a secure facility. These are the 
patients where reintegration meets its boundaries.  

Finally, there is another group ‘left behind’ in hospital: ‘old long-stay patients’, who lived 
in hospital almost all of their adult lives and who are reluctant to leave their safe 
‘hospital homes’ 43. With the progression of deinstitutionalization, however, this group 
will eventually disappear.  

Conclusions 

The potential for reintegration or reintegration success into the community of long-stay 
psychiatric inpatients is affected by respectively individual factors, social factors and 
societal factors: 

The reintegration potential and reintegration success is affected by: 

1. Individual factors:  

• presence of social behavioural problems; particularly problems concerning 
safety of self and others (violent and aggressive behaviour) 

• presence of other medical conditions and somatic handicaps 

• old age 

• severity of psychiatric problems, e.g. seriously deteriorated functioning, 
treatment resistant symptoms, etc.  

2. Social factors: 

• lack of informal support, e.g. being single 

3. Societal factors (supply of alternatives): 

• availability of adequate services and facilities 
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EVIDENCE-BASED CARE FOR SEVERELY AND 
PERSISTENTLY MENTALLY ILL PERSONS 

INTRODUCTION 
In this part we focus on the question “what is known on evidence-based mental health 
care for severely mentally ill patients in long-stay hospital beds”.  

Numerous researchers have been debating the question “what constitutes good long-
term mental health care for severely and persistently mentally ill patients?”. However, 
with the process of deinstitutionalization well on the way, the focus of attention has 
been almost exclusively on community-based care and not on psychiatric hospitals.  

We elaborate the general question in two separate lines of reasoning: 

• What is the available evidence on the content of care for long-stay inpatients 
residing in hospital? 

• What is the evidence on the content and organization of care for severely 
mentally ill patients that can be cared for, outside the hospital? 

We addressed therefore both questions separately, using two distinct literature 
research strategies.  

METHODOLOGY 
In order to obtain information on the content of care for the long-stay inpatients 
residing in hospital, our search strategy consisted of an international database search, 
snowballing and handsearching, as well as a grey literature search.  

In order to work pragmatically through the abundant literature on care and treatment 
for persons with SMI, but not specifically in hospital settings, we have used an 
incremental review method, based on the selection of key publications and recent 
reviews. 

Scientific literature to identify content of care for long-stay inpatients 

International database search 

Databases consulted were: MEDLINE, EMBASE, PsycINFO, CINAHL, Social Sciences 
Citation Index and Science Citation Index Expanded. The CINAHL database was 
included in this part of the review because of the important role of nurses in long-term 
hospital care.  

Keywords 

First, we conducted a broad search. Search terms within each search step were 
combined with ‘or’, steps were combined with ‘and’.   

• Selection of the population of psychiatric, mentally ill patients: 

A specific search term for mentally ill patients with schizophrenia and psychotic 
disorders was included, following the tendency in literature to regard these patients as 
prototypical. 
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Table 2: Keywords used to identify SMI 
Database Keywords 
MEDLINE MeSH: Mentally Ill Persons; Mental Disorders; Schizophrenia and Disorders 

with Psychotic Features;  
EMBASE Subject headings: Mental Disease; Mental Patient; Psychosis 
PsycINFO Subject headings: Psychiatric Patients; Mental Disorders; Psychosis; 

Schizophrenia; 
CINAHL Subject headings: Psychiatric Patients; Mental Disorders; Psychotic Disorders;  
SSCI / SCI-EXP Text: psychiatric/psychiatry; mental illness/mentally ill;  

• Selection of the subpopulation of severely and persistently mentally ill 
patients in need of long-term care. 

Table 3: Keywords used to identify SMI in need of long-term care 
Database Keywords 
MEDLINE MeSH: Long-term Care; Chronic Disease 

Text: long-stay; severe mental illness/severely mentally ill; persistent mental 
illness/persistently mentally ill, serious mental illness/seriously mentally ill  

EMBASE Subject headings: Chronic Disease; Long Term Care 
Text: long stay; severe mental illness/severely mentally ill; persistent mental 
illness/persistently mentally ill;  

PsycINFO Subject headings: Long-term Care; Chronic Mental Illness; Chronic Psychosis 
Text: long stay; severe mental illness/severely mentally ill; persistent mental 
illness/persistently mentally ill 

CINAHL Subject headings: Long Term Care; Chronic Disease;  
Text: long stay; severe mental illness/severely mentally ill; persistent mental 
illness/persistently mentally ill  

SSCI / SCI-EXP Text: long stay; long-term care; chronic mental illness/ chronically mentally ill; 
severe mental illness/severely mentally ill; persistent mental illness/persistently 
mentally ill 

• Narrowing down search results to hospital care: 

Table 4: Keywords used to identify SMI in need of long-term hospital care 
Database Keywords 
MEDLINE MeSH: Hospitals, Psychiatric; Hospitalization; Institutionalization; Inpatients 
EMBASE Subject headings: Mental Hospital; Hospitalization; Institutional Care; Hospital 

Patient 
PsycINFO Subject headings: Psychiatric Hospitalization; Psychiatric Hospitals; 

Institutionalization; 
Text: inpatient(s) 

CINAHL Subject headings: Hospitals, Psychiatric; Psychiatric Care; Psychiatric Nursing; 
Inpatients; Hospitalization; Institutionalization 

SSCI / SCI-EXP Text: hospital(s)/hospitalization; institutional(ization); inpatient(s) 

• Narrowing down search results to care needs, quality of care, outcomes of 
care interventions, evidence-based care: 
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Table 5: Keywords used to identify care needs, quality of care, outcomes of 
care interventions, evidence-based care 

Database Keywords 
MEDLINE MeSH: Health Services Needs and Demand;  Needs Assessment; Quality 

Assurance, Health Care; Evidence-Based Medicine; Quality of Life; 
Rehabilitation; Mortality; Treatment Outcome 
Text: evidence based; recovery; health; functioning 

EMBASE Subject Headings: Health Care Quality; Clinical Effectiveness; Practice 
Guideline; Needs Assessment; Health Care Need; Quality of Life; 
Rehabilitation; Psychosocial Rehabilitation; Mortality; Treatment Outcome 
Text: recovery; health; functioning 

PsycINFO Subject Headings: Evidence-Based Practice; Health Service Needs; Needs; 
Needs Assessment; Quality of Care; Quality of Life; Psychosocial 
Rehabilitation; Recovery Disorders; Mortality Rate;  Psychotherapeutic 
Outcomes; Treatment Outcomes 
Text: evidence based 

CINAHL Subject Headings: Medical Practice, Evidence Based; Nursing Practice, Evidence 
Based; Health Services Needs and Demand; Needs Assessment; Quality 
Assurance; Quality of Care Research; Quality Assessment; Quality of Life; 
Rehabilitation; Mortality; Treatment Outcomes 
Text: evidence based; recovery; health; functioning 

SSCI / SCI-EXP Text: evidence based; needs; quality care; quality life; rehabilitation; recovery; 
mortality 

Inclusion and exclusion criteria 

We did not impose inclusion or exclusion criteria with respect to publication type and 
methodology. On the whole, evaluation studies with clear-cut results are rare in this 
domain of complex multi-factor and context-dependent interventions. Therefore we 
opted for the synthesis of all the different contributions.  

Inclusion criteria: 
• Publications relevant in terms of target population (adult, long-stay, severely 

and persistently mentally ill patients) and care setting (hospital).  

• Publications that either focus on the evaluation of interventions or discuss 
implications for interventions.  

• Publications on rehabilitation programs: included only when discussing the 
content of a program administered to long-stay patients in a psychiatric 
hospital and evaluated in terms of its effects on relevant outcome variables, 
other than or in addition to community tenure or discharge rate. 

• Publications from the period 2000-2007 and from Western culture countries.  

• Language: English, Dutch/Flemish, and French language literature.   

Exclusion criteria: 
• Publications on patients in acute hospital settings (with duration of stay less 

than 6 months) or in ambulant and community-based care settings or other 
alternatives to traditional psychiatric hospital wards (e.g. home-based care, 
assisted living, ward-in-a-house).  

• Reports on studies with no indication as to care setting or length of stay of 
the studied population. 

• Publications focusing on long-stay patients’ needs with regard to the 
organization and availability of services.  

• Publications focusing on patient discharge in the context of 
deinstitutionalization.  

• Publications focusing on programs for specific diagnosis groups, with the 
exception of patients with schizophrenia and related conditions, following the 
international trend in literature to equate this population with the population 
of severely and persistently mentally ill patients. Examples of diagnostic 
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groups excluded from this review are psychiatric patients with dementia, 
serious criminal offenders or forensic patients, patients with a diagnosis of 
substance abuse, etc.    

Snowballing and handsearching to identify content of care for long-stay inpatients 

References of selected publications were not systematically searched, but we pursued 
relevant references encountered when retrieving (e.g. from special journal issues) or 
reading the articles. Publications within our inclusion criteria were added to our 
selection.   

Through handsearching in two Dutch language journals available in our research centre: 
‘Passage/Tijdschrift voor Rehabilitatie’ and ‘Maandblad Geestelijke Volksgezondheid’, an 
attempt was made to add relevant literature from the Dutch language area.   

Grey literature search to identify content of care for long-stay inpatients 

Grey literature was predominantly retrieved through previous research experience of 
the Lucas research centre (website), via personal communication  and internet searches. 
We searched on the Health Evidence Network website from the European Office of 
the World Health Organization and on websites from the Trimbos institute and the 
Rob Giel onderzoekcentrum in the Netherlands.  

After the external validation of the search strategies by KCE, additional searches were 
done on pharmacotherapy, coercive measures and issues of physical and oral health 
related topics. 

Incremental review method to identify care and treatment for SMI 

Search strategy 

Our search strategy can be summarized as follows: 

1. Selection of key studies from our own research center (Lucas website) and of 
key publications from other research centers, known to us through previous 
research experience in this domain. Additionally we used a reader 45 to guide 
our search . 

2. Search in special issues of  Psychiatric Services, 2001-2002 (Implementing 
evidence-based practices for persons with severe mental illness) and Acta 
Psychiatrica Scandinavia, 2006, supplement 429 (Patients with severe mental 
illness, a most difficult-to-treat patient population).  

3. Systematic review search in the Cochrane Library: we checked the full list of 
reviews from the Cochrane Schizophrenia Group.  

4. Internet search for clinical practice guidelines based on systematic review 
methods.  

5. Pursuit of relevant reviews encountered when reading selected articles 
(snowballing) and handsearching for reviews published in the last five years in 
the international narrative review journal ‘Current Opinion of Psychiatry’ and 
handsearching for reviews published in the last five years in the Dutch 
language journals Passage/Tijdschrift voor Rehabilitatie and Maandblad 
Geestelijke Volksgezondheid. 

6. Selection of grey literature from the Lucas research centre, personal 
communication and internet sources;, i.e. Health Evidence Network website 
from the European Office of the World Health Organization, the Trimbos 
institute and the Rob Giel onderzoekcentrum.  

Inclusion and exclusion criteria 

Inclusion criteria 

We included publications targeting care needs, care components, care principles, 
evidence-based care interventions, and organization of care for severely and persistently 
mentally ill patients in general.  
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Since schizophrenia and related disorders have always been the most common 
diagnoses among long-stay severely mentally ill patients in psychiatric hospitals, we also 
aimed our search at care for patients with schizophrenia and related psychotic 
disorders.  

Exclusion criteria 

Medication studies were not included. An analysis of the evidence of pharmacological 
treatment is beyond the scope of this literature review.  

Description of selected literature 

Long-stay inpatients 

Our search strategy was designed to look for recent evidence on the content of care 
for long-stay patients in psychiatric hospitals. Basically, the search we performed reveals 
two basic facts: 

• When strictly imposing our inclusion criteria, this literature is quite scarce. 
Several publications discussing interventions with possible relevance for a 
long-stay population (e.g. restrictive care, alternatives to restrictive care, staff 
training programs, etc.) could not be withheld because of a missing 
description of the targeted patient group (short- or long-stay) or care setting 
(acute or chronic inpatient care, inpatient or outpatient care).  
The knowledge retrieved regarding the core question is fragmentary and 
comes in different shapes and forms. The table summarizing our search result 
with respect to subject matter and publication type is presented in 
appendices.  

• The majority of the selected publications offer recommendations for the care 
of long-stay psychiatric patients on the basis of empirical findings. Only a 
handful of publications are intervention evaluation studies, most of them using 
a quasi-experimental design with a control condition.  

In the next section, we review the selected articles and make an attempt to draw some 
conclusions from the fragmentary information we found. 

EVIDENCE-BASED CARE FOR LONG-STAY PSYCHIATRIC 
HOSPITAL PATIENTS 

Psychopharmacological treatment 

Although it is certainly not the focus of our research, it is important to mention the 
quality of drug treatment for long stay hospitalised patients as it has been one of the 
most important developments supporting deinstitutionalization.  

A general quick scan (we emphasize “quick scan”) of the literature revealed that there 
are not that many studies on drug treatment policies for long stay-persons with SMI. 
Moreover, it lacks good comparative studies on the typical and new developed atypical 
antipsychotics for people with SMI. Some general observations are found on the 
medication management in hospitals.  

It has been observed that polypharmacy and combination of antipsychotic agents (with 
all its disadvantages) is far more common than monotherapy46, 47. Some authors are 
recommending that for many situations antipsychotic combined medication is 
avoidable48.  

Individuals with chronic and thought disordered psychosis are at a higher risk of 
receiving medication that is not supported by guidelines49. This is surprising as 
treatment with antipsychotics is often associated with side-effects such as 
extrapyramidal symptoms (involuntary muscle movement), problems of weight gain, 
etc50. 

An Italian study51 on antipsychotic polypharmacy in a sample of psychiatric inpatients 
showed that the risk of high-dose antipsychotics in patients receiving polypharmacy at 
discharge was 10-fold higher than that in patients receiving one antipsychotic. 
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Antipsychotic polypharmacy is indeed more often used for severe, persistent and 
difficult-to-treat cases. But the theoretical advantage of avoiding a high dose of a single 
drug is counterbalanced by the high total doses. In a tertiary care psychiatric facility the 
highest rate of antipsychotic polypharmacy at discharge has been observed in individuals 
diagnosed with schizoaffective disorder (49,3%), followed by schizophrenia (44.7%), 
bipolar disorder (29.9%), and psychosis not otherwise specified (22.5%)52. 

Studies have documented the fact that patients may be exposed to unnecessary 
psychotropic medications. An analysis of the practice of writing standing p.r.n. (pro re 
nata or ‘as needed’) orders in American psychiatric hospitals showed that after changing 
the prescription rule to only "now" orders, there were fewer incidents of restraint 
(four compared with eight), fewer incidents of seclusion (41 compared with 48), and 
fewer incidents of physical aggression (35 compared with 40). In addition, there were 
no significant changes in the dosages of scheduled psychotropic medications on day 7 of 
admission, indicating that physicians were not increasing dosages in response to the 
elimination of p.r.n. orders53.  

Moreover, national and regional traditions may affect prescription behaviour within 
hospitals54. In a comparison between Swiss and German prescription behaviour, a 
significant difference was found with regard to the prescription of newer 
antidepressants: Swiss clinicians giving proportionally more than the German 
psychiatrists. No significant difference was found in the proportion of atypical 
antipsychotics, the lack of difference being due to the higher proportion of clozapine 
among the atypical antipsychotics in Germany. Maybe Financial and economic factors 
could explain the difference, but further research is recommended on this aspect. 

Psychotherapy 

In his historic overview of 50 years of research and caring for severely and persistently 
mentally ill patients Talbott 55 emphasizes: the power of integrated biological and 
psychosocial treatment, the impact of cognitive behavioural interventions, and the 
importance of rehabilitation. Two Canadian review papers on tertiary mental health 
services 56; 57 claim that tertiary care for severely and persistently mentally ill persons 
must be informed by psychosocial rehabilitation principles, with sophisticated 
medication management and cognitive behavioural interventions and, when necessary, 
adapted to the special needs of subpopulations.  

Group treatment 

With regard to specific interventions, group treatment is a widely used modality in the 
psychological treatment of severely mentally ill persons.  

Hayes et al. 58 compared a cognitive with a supportive group therapy in a chronic 
inpatient population as part of a larger study, using a quasi-experimental design. The 
cognitive therapy consisted of a cognitive differentiation program, a social perception 
program, and a verbal communication program. The supportive therapy was designed to 
provide all of the common elements (e.g. active client participation) and none of the 
specific elements of the cognitive therapy group. Both groups were found to benefit 
from the treatment, but patients in the cognitive group showed more improvement.  

In an attempt to unravel the factors lying on the basis of this outcome difference, Hayes 
et al. used a descriptive quantitative method for comparing similarities and differences 
across groups.  

They found that therapists in both groups used good therapeutic skills, but in the 
cognitive group, therapists and group members appeared to take a more active role. 
The group was also described as more motivated. Thus, from the results of this study, it 
is not clear whether the superior results in the cognitive therapy group should be 
attributed to the specific content of the therapy or to the common factors that should 
have been present in both groups, but were observed only in the cognitive group.  

On the basis of a narrative review Revheim and Marcopulos 59 argue that there is a 
growing need to consider individual differences in cognitive impairment in the context 
of group treatment. The authors recommend using a cognitive framework addressing 
cognitive limitations in group development.  
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They also suggest developing groups targeted to specific cognitive functions and 
designing group activities to overcome or compensate for cognitive impairments.   

In a recent systematic review, Roder et al. 60 evaluated integrated psychological therapy 
(IPT), a group program for schizophrenic patients, combining neuro- and social cognitive 
interventions with a social skills approach. They reviewed 30 published evaluation 
studies and found positive effects of IPT on symptoms, psychosocial functioning and 
neurocognition across treatment settings (including hospital settings) and treatment 
phases (including chronic patients). A separate analysis of seven high-quality studies 
confirmed these results. The authors conclude that IPT is an effective approach for 
patients with schizophrenia across a wide range of patients and treatment conditions. 

Therapeutic relationship  

Megens and Van Meijel 61 state that long-stay psychiatric inpatients greatly value good 
relations with their care providers, especially nurses. A good therapeutic relationship can 
enhance therapy adherence and treatment outcome and is essential for good care. 
Based on a review of 7 studies (1998 to 2003), the authors conclude that maintaining a 
good therapeutic relationship entails being heard and understood, being respected and 
appreciated as a person, (physical) accessibility and (psychological) approachability, an 
empathic, helpful and considerate attitude, and the anticipation of needs. Clearly, this 
imposes high demands on nurses in terms of knowledge, interpersonal skills, and 
emotional skills: They should be capable of creating a caring relationship of the highest 
quality that will endure for many years.  

Caldwell 62 uses ‘referencing’ as a concept referring to the nursing staff establishing a 
meaningful presence or therapeutic relationship with seriously and persistently mentally 
ill patients. Presencing is characterized as being aware of the uniqueness of individual 
clients, listening actively with respect for the client, mobilizing multiple resources and 
potential channels for change, caring with confidence, creativity and perceived respect, 
involving clients optimally, and arriving at mutually recognized effective channels of 
change.   

A good therapeutic relationship plays a role in reducing the experience of stigmatization 
of patients, thereby enhancing their quality of life63.   

Coercive measures: seclusion & restraint 

One of the highly discussed issues in psychiatric treatment is the use of restraint and 
coercive measures. Coercive measures are one of the indicators of the quality of 
psychiatric in-patient care64. Coercive treatment is the general term for seclusion, 
restraint and forced medication. Seclusion and restraint are used to manage disruptive 
and violent behaviour65.  

Seclusion is the supervised confinement of a patient in a room, which may be locked, to 
protect the patient and others from significant harm66. 

"Restraint" means any method of physically restricting a patient's freedom of movement, 
physical activity, or normal access to his or her body. This method can be mechanical or 
chemical.  

"Chemical restraint" means a medication used to control behavior or restrict the 
patient's freedom of movement and which not a standard treatment or dosage for the 
patient's condition. 

There is a long history of debate on the use of coercive measures. Opponents have a 
concern about the rights of mental patients, while proponents argue on the potential 
advantages and necessity of isolation to reduce the influence of external stimuli (e.g 
Hardesty,2007 67 and Liberman, 200668}. International recommendations have aimed to 
restrict the use of seclusion and restraint to exceptional cases, in the case that there 
are no other means of remedying the situation69. Seclusion and restraint, including 
"chemical restraints," are considered as safety interventions of last resort and are not 
treatment interventions. It is recommended that seclusion and restraint should never be 
used for the purposes of discipline, coercion, or staff convenience, or as a replacement 
for adequate staffing or treatment70.  
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However, in an effort to develop a European recommendation for administering 
coercive measures, Kallert and colleagues71 have observed a consensus about basic 
principles in the use of coercive measures, but a lot of differences when analysing the 
practical details in available recommendations. 

Based on a literature review, Fisher65, 72 observed that: 1) Seclusion and restraint are 
basically efficacious in preventing injury and reducing agitation. 2) It is nearly impossible 
to operate a program for severely symptomatic individuals without some form of 
seclusion or physical or mechanical restraint. 3) Restraint and seclusion have deleterious 
physical and psychological effects on patients and staff, and the psychiatric 
consumer/survivor movement has emphasized these effects. 4) Demographic and clinical 
factors have limited influence on rates of restraint and seclusion. 5) Local nonclinical 
factors, such as cultural biases, staff role perceptions, and the attitude of the hospital 
administration, have a greater influence on rates of restraint and seclusion. 6) Training 
in prediction and prevention of violence, in self-defense, and in implementation of 
restraint and/or seclusion is valuable in reducing rates and untoward effects. 7) Studies 
comparing well-defined training programs have potential usefulness. 

A lack of good evidence about alternatives to seclusion and restraint has been 
documented69. Alternative forms of restrictive care include ‘as required’ medication 
used to calm down patients and non-pharmaceutical methods, such as special 
observations, de-escalation techniques, behavioral contracts and locking doors. Both 
pharmaceutical 73 and non-pharmaceutical methods 74 have been the subject of recent 
Cochrane reviews. Some studies show that an adapted use of medication has a positive 
effect on the need to use seclusion and restraint75. But it has also been observed that 
seclusion measures often go hand in hand with changing medication patterns76. In both 
Cochrane reviews 73 74, however, the authors concluded that there were no well-
designed studies available to draw conclusions with respect to these alternative 
methods. At the same time, Nelstrop and colleagues77 concluded that insufficient 
evidence is available to determine whether seclusion and restraint are safe and/or 
effective interventions for the short-term management of disturbed/violent behaviour in 
adult psychiatric inpatient settings.  

In a critique on the Cochrane review on non-pharmaceutical interventions, Gaskin and 
colleagues78 reviewed English-language, peer-reviewed literature on interventions that 
allow reduction in the use of seclusion. The authors conclude that reducing seclusion 
rates generally requires staff to implement several interventions. 

Donat79 has summarized available knowledge that behavioural approaches can provide 
alternatives to seclusion.  

The use of seclusion and restraint measures seems to be based on local and 
organisational practices too. A comparison between German and Swiss psychiatric 
hospitals showed different patterns in the use of seclusion and mechanical restraint. 
More patients were exposed to seclusion in Swiss hospitals, while in German hospitals, 
more patients were exposed to mechanical restraint. An analysis on the average patient 
showed that seclusion as well as mechanical restraint were applied more often in 
German hospitals. But seclusion as well as mechanical restraint were of longer duration 
in Swiss hospitals 80.  

In a preliminary benchmarking study in Germany results showed that the incidence of 
coercive measures varied highly between different diagnostic groups and hospitals. 
However, this study also reports on the big technical measuring problems, that could 
have an effect on data-interpretation, especially related to case-mix and characteristics 
of the hospitals81. 

Korkeila82 investigated the factors predicting overall and "heavy use" of restrictive 
measures and differences in three university psychiatric centres in Finland. There were 
significant differences among the centres studied. The individual institutions best 
predicted the overall use of restrictive interventions, whereas patients characteristics 
on admission were factors predicting "heavy use" of these measures. In a Nordic 
psychiatric hospital, Wynn83 observed that preferred coercion procedures varied 
significantly with patients' sex, age, and diagnoses. Physical restraint was preferred more 
often with male, younger, and nonpsychotic patients.  
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Pharmacological restraint was preferred more often with female patients and older 
patients with a nonorganic psychotic disorder. Seclusion was preferred more often with 
older male patients with an organic psychotic disorder. 

It has been documented84 that staff of psychiatric units favour the use of physical 
restraint because of the issue of safety (violence, self-harm and threats) as the most 
important reason. Nevertheless, staff members are aware that the use of restraint and 
seclusion violates patients’ integrity. Some quality improvement projects in hospitals 
were able to reduce the use of seclusion and restraint within psychiatric hospitals85.  A 
French descriptive study showed that patients and staff described the reasons for 
seclusion differently. Patients paid more attention to the situations leading up to 
seclusion, while staff focused on aggressive behaviour. The author concludes that 
seclusion can be an effective way for preventing injury and reducing agitation, but it 
should be taken into account that it can have serious physical and (more often) 
psychological effects on patients86. 

Frueh87 reported that measures such as seclusion, restraint, takedowns, and handcuffed 
transport, as well as having medications used as a threat or punishment, was 
experienced as traumatic. Holmes88 has observed that seclusion as such is not 
necessarily perceived as traumatic, but that a change of organisational culture around 
seclusion has to be worked upon. 

Although not always in a context of long-stay wards or hospitals, it has been 
documented that the use of seclusion and restraint measures is affected by 
organisational characteristics. Staffing levels are important, but also issues of 
competence and training are mentioned72, 89, 90. In an American psychiatric hospital the 
rate of restraint was higher during the week than during weekends and holidays. 
Younger patients were more likely to be secluded and restrained, but older patients 
remained secluded and restrained longer85.  

In summary one can say that the use of constraint and seclusion has to be avoided as 
much as possible, although it is used. Indications are found that the practice is closely 
related to organisational factors, and not always related to clinical necessity. 

Content of rehabilitation programs 

Rehabilitation programs, offered to long-stay psychiatric patients in a hospital setting, 
ultimately aim at community placement. But programmes have been reported to have 
positive effects on a long-stay hospital population (e.g. improvement of functioning) 
without leading to community integration.  

In a quasi-experimental study, Leff and Szmidla 91 evaluated a customized rehabilitation 
program for 22 remaining difficult-to-place, treatment resistant patients who remained in 
hospital after a hospital closure program in the UK. The aim of the program was to 
extinguish or reduce problematic behaviour. The key components of the program 
consisted of the provision of a more domestic type of environment, a switched 
medication regime from conventional to novel antipsychotics, a staff training program, 
and individual care plans consisting of a cognitive behavioural approach focused on 
problem behaviours and deficient skills.  

Following the administration of the rehabilitation program, a significant reduction in 
social behavioural problems and a borderline significant increase in domestic skills were 
observed. A follow-up study 92 observed an improvement in positive symptoms. The 
study was able to differentiate the effects of the pharmacological and psychosocial 
interventions in the rehabilitation program on the basis of a time series analysis. The 
changed medication regime reduced delusions, but had no effect on hallucinations, 
whereas the psychosocial interventions improved hallucinations. Although the different 
components of the psychosocial interventions cannot be disentangled in this study, the 
authors hypothesize that the cognitive behavioural approach may have played an 
important role.   

Longo et al. 93 describe the experience with a psychosocial rehabilitation program in an 
inpatient setting grounded in a recovery model.  
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The programme aimed at creating an environment that stimulates the patients’ growth, 
rather than holding their strengths stagnant. It consisted of skills training and psycho-
educational modules, the creation of a psychosocial environment conducive to 
interactive education, and a staff training program focusing on alternatives for restrictive 
care based on learning principles. Although the finality of the program was hospital 
discharge and community tenure, the authors observed an important decrease in the 
use of seclusion and restrictive care measures in the patients that remained in hospital.   

A learning approach based on social learning program of Gordon Paul was used in the 
discharge program described by Bellus et al 94. This program, consists of a token 
economy, a response cost program and a privileges system in a skills training oriented 
environment. Besides discharge, the introduction of the program led to an improvement 
in self-care skills, maladaptive behaviours, and program participation. 

In the context of hospital closure, Mastroeni et al. 95 evaluated a comprehensive 
rehabilitation program as part of the international ‘Optimal Treatment Program’ (OTP) 
for chronically disabled psychiatric patients, using a quasi-experimental design. The 
program started with staff training sessions directed to comprehensive standardized 
biomedical and psychosocial assessments, clarifying patients’ personal goals, educating 
patients about their illness and treatments, optimal pharmacology, early warning signs of 
exacerbations, assertive community treatment and crisis management, enhancing 
interpersonal communication and social skills, personal self-care, structured problem-
solving, and other cognitive behavioural strategies to aid coping with residual psychotic 
symptoms, negative symptoms, anxiety symptoms, etc. Patients receiving this ‘integrated 
treatment’ by trained staff showed short- and long-term clinical and social benefits, 
compared to patients receiving routine treatment.   

Empowerment in rehabilitation and recovery 

In a rehabilitation view, mental illness is seen as a primary, permanent impairment, 
causing a level of disability depending on the degree to which it interferes with a 
person's capacity to function in society. In this approach of rehabilitation people can 
regain some social functioning, if the necessary support is provided.  

Recovery has a broader meaning than rehabilitation. It is described as a process of 
gaining mastery over the illness through the elimination or alleviation of symptoms, 
developing support, but also through working on the stigmatization issue. Recovery also 
focuses on the barriers to successful recovery, such as stigma of mental illness imposed 
by society and poverty and social marginalization. In this sense, the recovery process 
emphasizes social inclusion in the broad sense96. Recovery in the context of 
rehabilitation refers to the persons’ efforts to live their life in a meaningful and gratifying 
way, despite the limitations imposed by enduring disability 97.This ‘recovery movement’ 
in mental health care has redefined recovery as a process of personal discovery of how 
to live a meaningful and fulfilling life within the limitations of enduring symptoms and 
vulnerabilities 98. Recovery is open to all patients, including long-stay hospitalized 
patients.  

An important concept in this context is empowerment. Based on personal experience 
Chovil 99 questions the “learned helplessness” of traditional care  and pleas for 
recovery, empowerment and self-management of illness.  

Linhorst et al. 100 argue that participation in treatment planning can be one means of 
empowering patients. On the basis of a qualitative review of documents and focus 
groups, they describe the psychological and organizational conditions for 
empowerment. Patients should be allowed to be able to participate in treatment 
planning when they are psychologically capable of doing so, e.g. they need psychiatric 
stability and decision-making skills.  

With regard to organizational conditions, clinical staff should be ensured the time to 
involve patients in treatment planning, there should be a promotion of staff attitudes 
that are respectful to the patients’ ability to participate, patients should be provided 
with a range of treatment options from which to choose, etc.  
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Quality of life and needs of long-stay psychiatric inpatients 

Good care for long-stay inpatients is in some studies considered to be adapted to the 
needs of the patients in order to enhance their quality of life. Wiersma 101 reviewed 
several studies using two widely-used needs assessment instruments. These studies 
show that unmet needs are higher in inpatients and a strong predictor of a lower quality 
of life. The author also discusses the discrepancies between needs-assessments of 
patients and the assessment of their caregivers has been observed and discussed. 
Wiersma mentions two promising, but inconclusive, studies suggesting that standardized 
needs assessment might improve outcome in terms of less unmet needs and improved 
symptoms and functioning. 

Based on four studies published between 1989 and 2002 Megens and Van Meijel 61 
conclude that patients refer to generally basic and modest needs and requirements to 
enhance their quality of life: foods and beverages, mental and physical health, acceptable 
living conditions and personal safety, social contacts and leisure activities.  The authors 
cite the Dutch study of van Wijngaarden et al (2001) in which the care of long-stay 
psychiatric hospital patients was found to fall short in many aspects ranging from 
housing conditions to daily allowances for meals, transport, leisure activities, body care, 
assistance in basic daily activities, and attention to physical needs. In an earlier study 43, a 
substantial number of long-stay patients considered the help and care offered to them 
as insufficient. This view was sometimes shared by caregivers. Borgesius and Brunenberg 
argue that good care is care adapted to individual needs. In order to find out what these 
needs are, patients should be consulted and, if possible, given the chance to negotiate 
with their caregivers about the best possible care. 

In a questionnaire study in Flanders, caregivers of long-stay psychiatric hospital patients 
were questioned about individual preferences of care and realized care. No important 
discrepancies were observed 13.  

A comparative study across housing situations 102 revealed that patients in inpatient 
settings experienced reduced quality of life and less satisfaction than patients in 
supported housing settings with respect to specific aspects of their living situation, social 
relations, leisure activities and work.  

In a cross-sectional study with older adults in both psychiatric hospitals and alternative 
care settings 63 stigmatization was experienced by more than half of the patients and 
was negatively associated with subjective quality of life in both setting types. This 
association was stronger than that between social participation and quality of life, 
leading the authors to conclude that a feeling of belonging, as contrasted with being 
excluded, is at least as important for the quality of life of older people with severe 
mental illness as their actual participation in the community. Stigma experiences are also 
mentioned by Hansson 103 affecting the quality of life of severely and persistently 
mentally ill patients. Besides measures to reduce stigmatization, he mentions the careful 
assessment and monitoring of depression and anxiety symptoms, the assessment of unmet 
needs and interventions directed to these needs, the strengthening of the social support 
network, the consideration of mediating factors (self-esteem, autonomy, mastery, self-
efficacy), and empowerment.   

In a follow-up study comparing inpatients with outpatients, no correlation was observed 
between quality of life and depressive symptoms in middle-aged and older chronic 
psychiatric inpatients with schizophrenia, but only in matched outpatients. 104.  

The authors did however find a correlation with the severity of positive symptoms 
("Positive" symptoms include hallucinations (auditory, visual or tactile), delusions, 
disordered speech,…) in both patient groups, suggesting that the quality of well-being of 
patients can significantly improve with the reduction of positive symptoms.    

De Rick and colleagues 13 questioned caregivers and long-stay patients with regard to 
their ideal living conditions. Approximately one third of the patients with long-term 
treatment needs considered living in the ‘holding environment’ of a hospital ward ideal, 
althought all others would have preferred to live alone or together with a few other 
patients. However, all patients favoured separate bedrooms, a wish not yet met in many 
long-stay hospital wards.  
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Care of physical & oral health needs 

It has been documented, both for physical and oral health, that people with mental 
illness suffer more that the general population both from physical and dental problems. 
Although our quick scan literature search showed no particular analysis of the long stay 
psychiatric population, some general recommendations can be found in literature on 
dealing with oral and physical health issues. We will come back to this issue in the next 
section.  

As part of a Finnish follow-up study with long-stay psychiatric patients hospitalized 
without a break for at least six months, Räsanen et al. reported enhanced mortality, 
with the risk of dying four times as high as in the general population105. To understand 
what kind of deficiencies in medical care could be involved, they also looked into 
avoidable causes of death106, concluding that the number of deaths due to avoidable 
causes is considerably elevated compared to the general population. According to the 
authors, reasons for these results range from the prevalence of suicide to inadequate 
organization of medical care, a non-somatic treatment culture, poor communication of 
symptoms, poor compliance, and an unhealthy lifestyle. Apart from the obvious need to 
attend to suicide risk, they recommend regular somatic examinations, educational 
programs supporting a healthier life style, attention to side effects of medication, and 
recognition of factors associated with psychosis (e.g. the limited ability to communicate 
somatic symptoms or refusal of treatment). The 11 years follow up107 of 208 long-stay 
psychiatric patients, suffering from functional psychoses (mainly schizophrenia) in 
Northern Finland, and screened for all somatic hospitalisations and subsequent causes 
of death, showed that  86.5% of the patients had undergone hospital treatment due to 
some physical illness after their first psychiatric admission. During specialized psychiatric 
care the majority of the deceased patients had received some somatic treatment for 
illnesses that ultimately caused their deaths: 81% representing circulatory, 71% digestive, 
56% neoplastic, and 36% respiratory ailments. The authors found no evidence for the 
frequently expressed view that somatic illnesses in psychiatric patients were under-
recognized. Thus, the widely-documented poor physical outcome of long-stay 
psychiatric patients may be not attributable to neglect of care or abandon, but to 
difficulties in efficaciously addressing medical conditions in a population characterised by 
unhealthy life-style habits, psychiatric disability and isolation. The health care systems 
apparently offer a range of services, but the latter do not always reach the patients. 
Why this is so requires detailed further investigation. 

In a narrative review Cormac et al. 108 propose possible steps to improve physical health 
of long-stay psychiatric patients include health promotion (smoking, diet and nutrition, 
physical activity, weight management), attention to physical health care through 
screening and accessibility of primary care services and specialist services (e.g. dental 
care), attention to increased health risks due to psychotropic medication, and good 
working relationships with staff from local general hospitals (liaison).  

Lewis and colleagues109 tried to identify oral health status and identify dental treatment 
needs of hospitalized psychiatric patients in South Wales. They found that the oral 
hygiene of the population was poor with no significant differences found between 
subgroups within the population.  

Conclusion 

Specific literature on the content and quality of care for long stay psychiatric patients is 
scarce and fragmentary. Recommendations for the care of long-stay psychiatric patients 
can be found, but the empirical “evidence” is generally weak. Only a handful of studies 
are dedicated to the actual evaluation of an intervention, most of them using a quasi-
experimental design with a control condition. In general, these interventions were 
complex interventions that consisted of different components, making it difficult to 
unravel the impact of specific ingredients on the observed outcomes. Moreover, the 
studied interventions were almost all highly customized programs in a specific context. 
Formulating general conclusions on the basis of these studies is therefore virtually 
impossible.   
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Most of the available studies concerned persistently mentally ill patients in community-
based care alternatives on the one hand, or acute, short-stay hospital care on the other 
hand. The literature generally focuses in interventions that implicitly or explicitly aim at 
hospital discharge. This is not surprising, given the deinstitutionalization and 
psychosocial rehabilitation trend of the last decades. In addition to this, International 
comparison on the population of “long stay inpatients” requires a context-sensitive 
approach. The organization of mental health services is very context dependent, related 
to the policy choices with regard to deinstitutionalization. The profiles of the patients 
who are helped in a deinstitutionalized setting in one country can probably easily be 
matched with the profiles in institutionalized settings in other countries. 

The best, tentative conclusion we can draw from recent publications with respect to 
the content of care for long-stay psychiatric inpatients on the basis of the fragmentary 
information, has already been formulated in two Canadian review papers on tertiary 
mental health services in 2000 56, 57. These authors claim that tertiary care for severely 
and persistently mentally ill persons must be informed by psychosocial rehabilitation 
principles, with sophisticated medication management and cognitive behavioural 
interventions and, when necessary, adapted to the special needs of subpopulations. The 
delivery of program components is not necessarily tied to particular care settings or 
time frames. The same elements are also listed by Talbott 55 in his historic overview of 
50 years of research and caring for severely and persistently mentally ill patients: the 
power of integrated biological and psychosocial treatment, the impact of cognitive 
behavioural interventions, and the importance of rehabilitation.  

In the intervention studies we reviewed, medication management 91 92 and psychosocial 
treatments seem to work, with cognitive and behavioural approaches as an important 
ingredient of the latter 94 58 91 93 59 60 92. In addition, the importance of meeting patients’ 
needs, the therapeutic relationship, reducing stigmatization, and the recognition of 
physical health care needs.  

The treatment of long-stay psychiatric inpatients cannot be complete without 
medication and psychosocial treatments. Problems have been observed with 
inadequate medication management. 

• The use of constraint and seclusion has to be avoided as much as possible, 
although it is used. Indications are found that the practice is closely related 
to organisational factors, and not always related to clinical necessity. 

• Psychosocial treatments should probably involve cognitive and behavioural 
approaches, directed to mental health management, rehabilitation and 
empowerment. 

• Quality of life and recovery enhancing care is care adapted to the needs of 
patients or patient groups, embedded in a positive therapeutic relationship, 
and aimed at reducing stigmatization. 

• Physical health care is an important aspect to discuss content of care. 
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EVIDENCE-BASED CARE FOR MENTALLY ILL PATIENTS IN NEED 
OF LONG-TERM CARE 

Good care for severely and persistently mentally ill patients in need of long-term 
care 

In 1999, Thornicroft and Tansella 110 identified nine key principles of good care that 
should be used in the evaluation of mental health services: autonomy, continuity, 
effectiveness, accessibility, comprehensiveness, equity, accountability, coordination, and 
efficiency. 

A study 111 in five European countries (Belgium, Greece, Italy, the Netherlands, Italy, and 
the United Kingdom) aimed at defining the characteristics of good community care for 
people with severe mental illness, based on the opinions of different stakeholders: 
clients, families, professionals, policy makers, and other citizens. The five stakeholder 
groups agreed that good care for people with severe mental illness should above all be 
characterized by a respectful, trusting, and stimulating working-alliance between 
professional caregivers and their clients. Nine aspects of good care, divided into three 
clusters were identified: 

1. Content of care: tailored care focusing on empowerment; rehabilitation; 
effective treatments. 

2. Client-professional relational aspects: respectful and stimulating working 
alliance; attitude of professional helpers; high quality professionals. 

3. Community aspects: needs of informal caregivers; accessible community  

Shepherd et al. 112; 113 identified 11 key elements of a successful intervention package for 
people with schizophrenia living in the community. The key elements were identified 
using a questionnaire focusing on the needs of clients administered to three principal 
stakeholder groups: clients, family carers and professionals The elements were: 
continuity of good quality professional support, information for users and carers, 
counseling to make sense of and come to terms with disabilities, good quality housing, 
basic financial and material support, occupation and meaningful daytime activities, social 
support at home, social network outside the home, effective symptom treatment with 
minimal side-effects, monitoring symptom changes and planning ahead, and good 
physical health. The priorities set by the three stakeholdergroups differed. Similar 
results were found in a flemish research using the same questionnaire 114 17.  

The most important recommendation is the importance of taking into account the 
clients’ views with respect to key elements of care (also see Shepherd, 1998 115). 

Evidence-based interventions 

In 2001, the journal Psychiatric Services dedicated a series of papers on “Implementing 
evidence-based practices for persons with severe mental illness” 116 117 118. Six evidence-
based practices were identified on the basis of extensive literature reviews: (1) 
standardized psychopharmacological treatment, (2) illness management and recovery, 
(3) family psychoeducation, (4) integrated treatment for co-occurring substance use 
disorders, (5) assertive community treatment (ACT), and (6) supported employment.  

The reviewers examined all available controlled studies, making explicit inclusion 
criteria, the included studies, the review procedures, and their conclusions.  

Most of these interventions have been the subject of other reviews too: Cochrane 
reviews; recommendations of the Schizophrenia Patient Outcomes Research Team 
(PORT) based on literature review. 119 120 and clinical guidelines121 122{National Institute 
for Clinical Excellence (NICE), 2003, 65}. In the remainder of this paragraph, we 
elaborate on a selection of these evidence-based interventions.  
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Psychopharmacological treatment 

Both within hospital and community settings, psychopharmacological treatment remains 
the primary treatment for severely mentally ill patients. The introduction of many new 
therapeutical agents (e.g. atypical antipsychotics) has been accompanied by countless 
numbers of research studies and literature reviews focusing on different aspects of 
medication treatment, including treatment of acute symptoms, relapse prevention, rapid 
tranquillisation, treatment-resistant schizophrenia, etc. Clinical practice guidelines (e.g. 
Australian and New Zealand Clinical Practice Guidelines, Multidisciplinaire Richtlijn 
Schizofrenie, NICE, etc.) are regulary updated with the latest findings.  

In the section of the long stay patients we already discussed some of the potential 
problems. Notwithstanding the importance of medication treatment for the severely 
and persistently mentally ill, we will not go into this any further. A detailed account of 
the evidence would surpass the scope of this literature review.  

Psychological interventions: illness management & recovery 

In recent decades, psychological interventions have been recognized as an important 
component of a comprehensive therapeutic approach in the treatment of severely and 
persistently mentally ill patients. There are a number of reasons for this, including issues 
of compliance to medication treatment and the fact that a significant proportion of 
patients have a poor response to antipsychotic medication alone and continue to show 
moderate to severe psychotic symptoms 123. 

Illness management and recovery refers to a broad set of psychological interventions 
designed to help severely mentally ill persons work together with professionals in the 
treatment of their mental illness, reduce their susceptibility to relapse, cope more 
effectively with their symptoms, regain control over their life, and pursue their personal 
goals 124.  

Recent systematic reviews have focused on several psychological interventions, including 
psychoeducation, cognitive behavioural therapy, medication compliance therapy, 
counselling and supportive therapy, psychodynamic therapy and psychoanalysis, 
behavioural approaches and skills training, cognitive rehabilitation and cognitive skills 
training, and creative therapy.  

Psychoeducation 

Psychoeducation refers to the provision of good and accurate information to clients or 
their family carers to increase knowledge and insight into the clients’ mental illness and 
its treatment. 

Mueser et al. 124 reviewed four controlled studies on broad psychoeducation programs 
and reported improved knowledge about mental illness in three studies, which had an 
effect on medication adherence in only one of them.  

In a Cochrane review of ten included studies, psychoeducation was found to reduce 
relapse and readmission rates in outpatients with long lasting schizophrenia-related 
disorders and multiple diagnoses 125. Compliance with medication was significantly 
improved in one study. The possibility of positive effects on the patients’ wellbeing were 
also suggested by other outcomes, including knowledge gain, mental state, global level of 
functioning, and expressed emotion in family members. No impact was found on insight, 
medication related attitudes, or overall satisfaction with services. Finally, some patients 
seemed to find psychoeducation less acceptable or initially off-putting, as suggested by 
the data from two studies on drop-outs before entering treatment. 

In the NICE guideline for schizophrenia{National Institute for Clinical Excellence 
(NICE), 2003, 65} five studies were reported in addition to five  studies from the 
Cochrane review. The reviewers found no effect upon relapse rates and treatment 
acceptability, but reported limited evidence of improved mental state and medication 
treatment adherence. Evidence on measures of insight was inconclusive.  

In summary, research indicates that psychoeducation increases participants’ knowledge 
about mental illness.  



KCE Reports 84 Long stay patients in T-beds-Supplements 25 

 

Effects on direct measures of insight are unclear, but the observed positive effects on 
mental state and treatment adherence suggest a mediating factor linked to insight.   

Although the concept of insight has long been considered important for better 
acceptance and adherence to treatment and psychotherapeutic progress, recent studies 
also report a significant association with increased depression and poor subjective 
quality of life. The inclusion of modules focusing on depressive symptoms and quality of 
life related aspects to psychoeducational programs, as well as a greater awareness of the 
physician for these questions, might help improve insight without the risk of 
deteriorating mood and quality of life 126.  

Cognitive Behavioural Therapy 

Pilling et al.123, 127 defined cognitive behavioural therapy as a discrete psychological 
intervention which involved (1) establishing links between the clients’ thoughts, feelings, 
or actions with respect to current or past target symptoms; (2) re-evaluation of the 
clients’ perceptions, beliefs or reasonings related to those symptoms; and (3) self-
monitoring of the clients thoughts, feelings or behaviours with respect to the symptoms 
or the promotion of alternative ways of coping.  

According to the PORT recommendations120, the key elements of cognitive behavioural 
therapy include a shared understanding of the illness between the client and the 
therapist, the identification of target symptoms, and the development of specific 
cognitive and behavioural strategies to cope with these symptoms.  

Evaluation studies of cognitive behavioural therapy in the management of patients with 
schizophrenia and other psychotic illnesses were examined in several systematic 
reviews. Many studies included patients with long duration of illness, mostly from 
outpatient settings. The reviews show some evidence for the effectiveness of cognitive 
behavioural therapy in reducing persisting psychotic symptoms in people with 
schizophrenia-related disorders 123; 128;129. In addition, the evidence suggests that 
cognitive behavioural therapy may improve insight and medication adherence, and have 
a positive effect upon social functioning. The benefits of cognitive behavioural therapy 
are most marked when treatment is continued for more than 6 months, involving more 
than 10 treatment sessions129.   

Medication compliance therapy 

Non-compliance with medication treatment is common in patients with schizophrenia 
or severe mental disorders and is one of the most important determinants of relapse.  

Mueser et al. 124 reviewed psychoeducational and cognitive-behavioural programs 
focused on medication adherence. Most effective were cognitive-behavioural programs, 
especially those using a technique of behavioural tailoring that involved developing 
strategies for incorporating medication into the patients’ daily routine.  

In a Cochrane review, McIntosh et al. 130 included one study using motivational 
interviewing on recently admitted first episode schizophrenia patients and found no 
evidence to suggest that this type of compliance therapy is helpful in terms of 
medication adherence, psychotic symptoms, or quality of life. It may however reduce 
the time spent in hospital.  

Counselling and supportive psychotherapy 

Counselling and supportive therapy can be defined as facilitative, non directive, or 
relationship-focused interventions, with the content of the sessions largely determined 
by the client, and not fulfilling the criteria for other specified psychological 
interventions129. Supportive care is provided by a single person with the main purpose 
of maintaining current functioning or assisting pre-existing coping abilities 131.  

The NICE guideline for schizophrenia included 14 studies, but found no evidence of a 
therapeutic advantage with regard to relapse rate, mental state improvement, symptom 
reduction, mortality, and acceptability when comparing counseling and supportive 
therapy with standard care.  
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Compared to other psychological interventions, the evidence favoured the latter as far 
as mental state and positive symptom reduction was concerned. However, no 
differences were found with respect to relapse rate and mortality.  

In a Cochrane review, 21 studies were included. Participants were inpatients and 
outpatients suffering from schizophrenia and related disorders, with both short and long 
duration of illness 131. The authors found no evidence of a treatment effect of supportive 
therapy or care compared to standard care. Several outcomes, including hospitalization 
and mental state indicated advantages for other psychological therapies (e.g. problem 
solving therapy, psychoeducation, social skills training, cognitive behavioural therapy, 
family therapy, or psychodynamic psychotherapy) over supportive care, but due to the 
small size and number of studies, the evidence was considered inconclusive.   

In summary, no evidence was found for the superiority of counseling and supportive 
therapy to standard care or other psychosocial treatments.  

Psychodynamic psychotherapy and psychoanalysis 

A Cochrane review 132, including three studies, found no convincing evidence for the 
effectiveness of psychodynamic psychotherapy or psychoanalysis.  

Behavioural approaches and skills training 

Early psychological approaches to the treatment of severe mental illness involved 
different types of skills training, derived from behavioural and social learning traditions 
and using different techniques such as positive reinforcement, goal setting, modelling, 
shaping, etc.  

Behavioural approaches and skills training include: (1) social skills training, designed to 
help people regain social skills and confidence, improve their ability to cope in social 
situations, reduce social distress, etc.; (2) life skills training, designed to improve 
independent functioning in daily living, e.g. domestic skills, personal self care, managing 
money, etc.; and (3) token economies, a behavioural therapy technique in which the 
desired change is achieved by means of tokens administered for predefined behaviours.  

Evidence for benefits of social skills training 127;129 and life skills training 133 is 
unconvincing. In general, learning did occur, but serious doubts as to the capacity of 
skills training to generalize from the treatment situation to real life settings remains. The 
token economy approach may have effects on negative symptoms 134 but it is unclear if 
these results are reproducible, clinically meaningful and maintained beyond the 
treatment programme. 

More recently, the focus in skills training has shifted from behavioural to cognitive 
behavioural approaches. Mueser et al. 124 discusses the results of four cognitive 
behavioural coping skills programs aimed at increasing people’s ability to deal with stress 
or persistent symptoms. All programs produced positive results in reducing symptom 
severity.  

In a Cochrane review, problem solving skills programs were evaluated 135. The programs 
were designed to improve the cognitive ability of people with severe and persistent 
mental illness to enable them to approach daily problems in a systematic way. The 
authors of the review included three small studies, but judged the evidence insufficient 
to confirm or refute the benefits of problem solving therapy.  

Cognitive skills training and cognitive rehabilitation 

Cognitive rehabilitation or cognitive skills training aims at improving specified cognitive 
functions and involves repetitive exercises to train basic level cognitive processes, such 
as memory, attention, processing speed, and abstraction-making.   

In general, recent reviews 127, 129 136 found no consistent effects on targeted cognitive 
functions, nor on a range of other outcomes, such as symptom reduction. However, 
limited evidence points towards increased self-esteem 136 and improved capacity for 
living independently129.  
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Creative therapies 

Creative therapies include drama therapy, art therapy, and music therapy. In two 
Cochrane reviews, benefits and harms of drama therapy 137 and art therapy 138 are 
judged unclear.  

Music therapy was found to improve patients’ mental state and social functioning in the 
short term, but the effects were not long-lasting 139.  

Family interventions 

There is strong evidence for the effectiveness of family interventions129 123. Research has 
shown that patients’ outcomes improve when the needs of family members for 
information, guidance, and support are met 140. Family interventions may decrease the 
risk of relapse, help patients consistently take their medication, reduce re-
hospitalization, and make family life less burdensome and tense 141.  

The benefits of family interventions are most marked when the patient takes part in the 
family sessions, over a period of more than 6 months and after more than 10 
sessions129. Important components of effective family interventions are education, 
emotional support, problem solving skills training, guidance about the management of 
mental illness, and resources during periods of crisis 140 119.  

Integrated treatment for co-occurring substance-use disorders 

A common and clinically significant comorbid disorder among severely mentally ill 
persons is substance abuse. To indicate the co-occurrence of substance use disorder 
and severe mental illness, the term ‘dual diagnosis’ is commonly used.  

A Cochrane review 142 including only six studies concludes that there is no clear 
evidence for an advantage of substance misuse programs within psychiatric care 
compared to standard psychiatric care alone or supporting the use of dual diagnosis 
programs. 

Drake et al. 143 included eight recent experimental and quasi-experimental studies. They 
argue that, although each of these studies had methodological limitations, together they 
indicate that current integrated treatment programs are more effective than 
nonintegrated programs. Positive outcomes were reported on substance abuse, 
symptoms, quality of life, hospitalization, etc.  

According to Drake et al., effective integrated treatments combine mental health and 
substance abuse interventions, tailored to the complex needs of dual diagnosis patients. 
This means that the same clinicians provide appropriate mental health and substance 
abuse interventions in a coordinated fashion. Common components of integrated 
treatment, which are critical in achieving good outcomes are: staging interventions, 
assertive outreach, motivational interventions, interventions aimed at the development 
of cognitive and behavioural skills to control symptoms and pursue abstinence (illness 
management and self-management), social support interventions, a long-term 
community-based perspective, comprehensiveness, and cultural sensitivity.  

Physical health 

Severe mental illness is associated with alarmingly high medical comorbidity and 
mortality rates. Individuals with serious mental illness are at high risk of chronic diseases 
associated with sedentary behaviour144. People with schizophrenia have higher 
prevalences of HIV infection and hepatitis, osteoporosis, altered pain sensitivity, sexual 
dysfunction, obstetric complications, cardiovascular diseases, overweight, diabetes, 
dental problems, and polydipsia than the general population145. 

Weight gain is a particular problem for psychiatric patients induced by antipsychotics. 
Weight gain is sometimes a factor in non medication compliance. A study146 comparing 
weight gain in a group of patients treated with olanzapine, diet modifications, and 
moderate physical activity with a second group of patients who were given only 
olanzapine treatment. The study demonstrated the effectiveness of moderate physical 
activity and diet therapy in reducing weight gain.  
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However, a Canadian research experienced that most patients that were offered a 
program of physical exercise did not regularly exercise or attend. They cited poor 
motivation as the main reason147.  

A review of evidence144 on interventions to promote physical activity among persons 
with serious mental illness showed psychological benefits similar to those of 
psychotherapeutic interventions. Especially walking programs, lifestyle changes that 
focus on accumulation of moderate-intensity activity throughout the day is 
recommended by the authors as most appropriate. Similar findings were done in a very 
small scale pilot study148. 

Goldman149 has argued that patients with psychiatric illnesses may be at a higher risk for 
developing medical problems. Certain medical conditions co-occur more frequently 
with psychiatric disorders. Based on a literature review, the author has documented 
that drug interaction can occur between general medical drugs and psychotropics. Co-
morbidities are an important issue for psychiatric hospitalisation too. A UK study150 
found that patients with a combination of psychotic disorders and diffuse personality 
disorders were very high users of inpatient services, because of medical problems.  

Two narrative reviews plea for the routine assessment and monitoring of physical health 
needs 151 and for a comprehensive medical and psychiatric treatment of patients with 
severe mental illness, e.g. through the provision of medical and preventive care by 
psychiatrists or through collaboration with on-site medical practitioners 152. The 
Australian and New Zealand clinical practice guideline states that the quality of medical 
care should be equivalent to general standards. This can be achieved by means of a 
multidisciplinary team approach or shared care model, with close involvement of 
general practitioners 121.  

Oral health 

An American VA study153 reported that persons with SMI self-reported fair to poor 
dental health and part of them that oral health problems made it difficult for them to 
eat. An Israeli study154, confirms the poor status of dental health and shows the urgent 
need for an intervention program to improve dental health care in high-risk, difficult-to-
treat, psychiatric chronic inpatients. It has been observed that oral health programs for 
people with psychiatric disabilities are rare155. 

Discrimination and stigma 

The quality of life of severely and persistently mentally ill patients can be adversely 
affected by discriminatory and stigmatizing attitudes and behaviours 103, including those 
from health-care professionals 156. An important challenge in the patient-caregiver 
relationship lies in overcoming stigmatization129 122 115. According to Thornicroft and 
Tansella 156, this is an area that remains underdeveloped in terms of evidence-based 
interventions and is in need of urgent scientific attention.   

Conclusions 

Psychopharmacological and psychosocial interventions should play a central role in the 
treatment of the severely and persistently mentally ill. Talbott 55 sees the power of 
integrated biological and psychosocial treatment as one of the important lessons learned 
in the last 50 years. Rössler and Haker157 subscribe this view in their narrative review 
and refer to research suggesting that combining psychosocial with pharmacological 
treatment may have advantages over either treatment alone.  

Many different types of psychological and psychosocial interventions were found to be 
effective in several studies; many others have been shown not to work or suffer from a 
lack of evidence. This does not necessarily indicate that these interventions are 
ineffective, but may simply mean that they haven’t yet been evaluated using rigourous 
scientific methodology.  

Psychosocial interventions are complex and take place in a natural environment under 
varying conditions. It is important to maintain and enhance this context in order to 
obtain the specific benefits of effective interventions157.  
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On the basis of the available evidence on psychosocial treatments, a good case can be 
made for the implementation of psychoeducation and cognitive behavioural approaches 
in clinical practice. Nevertheless, the effective ingredients of these interventions remain 
largely unclear. For instance, in reviewing the evidence, Dickerson 158 found that the 
relative efficacy of cognitive behaviour therapy was more apparent compared with 
routine care than with other therapies, matched for therapist attention, suggesting the 
importance of common factors mediating success in psychological interventions. To 
clarify these factors, more rigourous evaluation studies are needed 123.  

One important mediating factor is the therapeutic relationship between the client and the 
professional caregiver. Many authors conclude that a positive and trustful therapeutic 
alliance may be a prerequisite for any successful intervention, psychosocial or other, 
especially in long-term treatment and care129, 157 159. In a recent narrative review, Priebe 
159 cites a study in which patients identified the quality of the therapeutic relationship as 
the most crucial factor in psychiatric care. A European study 111 confirms that not only 
patients, but other stakeholders as well recognize the vital importance of a positive, 
respectful, and trustful working alliance between clients and professional caregivers. In 
addition, assessments of the therapeutic relationship have been found to predict short-
term and long-term outcome of psychiatric treatment. For example, patients who felt 
good after talking with their professional caregiver had significantly fewer re-
hospitalizations 159.  

Rössler and Haker157, list two other key ingredients of effective psychosocial 
interventions: shared-decision making and the inclusion of the subjective patients’ view. 
Both ingredients are important aspects of empowerment and promote rehabilitation or 
recovery. Patients’ views and priorities are often very different from professionals’ 
views 112 113 17. Shepherd 115 argues that health care staff must be prepared to deliver 
care much more on the patients’ terms and much less according to a professional view. 
Being in tune with the patients’ needs and priorities leads to greater satisfaction and a 
better quality of life and may improve the management and outcome of severe mental 
illness 160.  

Needs assessment may also prove helpful. Gilbody et al. could not support high-quality 
evidence that the routine use of outcome measures and needs assessments has clinical 
effectiveness 161.  

Wiersma 101 reports two promising studies, suggesting that standardized needs 
assessment reduces the number of unmet needs and leads to improved symptoms and 
functioning. 

Targeting is seen as one of the important challenges of the future by leading experts on 
severe mental illness 115 55 and refers to determining what treatment is most effective, 
for which subgroup of patients in which settings and contexts, in terms of which 
outcomes. Patients with severe mental illness and a co-occurring substance use disorder 
(dual diagnosis patients) require targeted programmes. But diagnosis is not the only 
criterion for determining important subgroups in need of specific treatment. Koekkoek 
et al. 162, 163 reviewed publications on ‘difficult’ patients in mental health care and 
identified three subgroups: ‘unwilling care avoiders’, ‘demanding care claimers’, and 
‘ambivalent care seekers’. They conclude that effective treatment strategies have been 
developed for the first two groups, but not for the third group. Interventions for this 
group are fragmentary and lack a unifying framework.  
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“There are no simple solutions for the severely and chronically mentally ill, only 
complicated, integrated ones” 55. 

• Psychopharmacological and psychosocial treatment are essential in the 
routine treatment and management of severely mentally ill persons in need 
of long-term care. 

• Psychoeducation, this is providing accessible information to patient and 
family about all aspects of the patients’ mental illness, is an important 
ingredient in psychosocial treatment of severely and mentally ill persons in 
need of long-term care.  

• Cognitive behavioral approaches directed to illness (self-)management and 
the enhancement of social and living skills, should be considered an 
important ingredient in psychosocial treatment of severely mentally ill 
persons in need of long-term care.  

• There are strong indications for the effectiveness of integrated treatment 
for dual diagnosis patients. 

• Physical health care should not be overlooked. 

• There are strong indications for the importance of a positive therapeutic 
relationship in the treatment of severely mentally ill persons in need of long-
term care. 

• Effective treatments should be adapted to the needs of patients or patient 
groups, with the help of needs assessments and the routine use of subjective 
outcome measures. 
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ORGANISATIONAL ALTERNATIVES FOR LONG 
STAY HOSPITALIZED PSYCHIATRIC PATIENTS 

INTRODUCTION 
This part of the research focuses on the existing knowledge about organisational 
alternatives to hospital care for severely and persistent mentally ill persons having 
resided for a long term in psychiatric hospitals. 

The aim of this part is seeking available knowledge and evidence on organisational 
alternatives for long stay psychiatric patients. 

METHODOLOGY 

Search strategy 

• Population/patient group: long stay psychiatric patients (18-65 years and 
elderly) OR persons with severe and persistent mental illness (chronic 
psychiatric patients) 

• Intervention: organisation models of psychiatric care (mostly community 
care)  

• Comparator: inpatient (hospital stay) compared to other/alternative 
organisation models (specifically community care) of psychiatric care delivery 

• Outcome: clinical outcome, social participation, independence, quality of life 
or patient/carer satisfaction with care. (Paying also attention to readmissions, 
revolving door problem). 

Databases 

The search for available knowledge and evidence on organisational alternatives for long 
stay psychiatric patients is done in peer reviewed databases. The databases searched 
are: Cochrane, Medline (ovid), Embase, Psychinfo (ovid) 

Additional searches were done in DARE. 

The search terms are identified in the result tables in appendices. 

Inclusion and exclusion criteria 

The focus is on adults (18-65 years and elderly). 

The studies considered should describe a service providing model of psychiatric care, 
comparing it (a) to another model of care delivery or (b) by means of a longitudinal 
follow-up. Articles discussing only variants of inpatient care, without any empirical basis 
were not taken into consideration.  

Pharmaceutical trials or studies focusing on clinical (psychological of psychiatric) therapy 
models are excluded.  

Outcome has to be evaluated empirically. Several outcome domains are considered: 
clinical outcome, social participation, independence, quality of life or patient/carer 
satisfaction with care. 

Comments and letters are excluded (except if they are related to a particular article 
discussed in the review). 

Time limits for Embase and Medline (OVID) were set at 1990-2007. This criterion is 
based on the fact that evaluation research on organisational changes in mental health 
only took of at the beginning of the nineties. Additional punctual searches were done in 
order to find original articles on particular projects (e.g.. UK project TAPS). 

Only articles in English, German, Dutch or French with an English abstract are included. 
The selection of articles included was based on title and abstract. 
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The initial search strategy developed by one researcher was validated by a second 
researcher.  

This validation process lead to a clarification of the search strategies, major remarks 
were formulated on the transparency of the research strategy. After discussions, a 
more clearly formulated search strategy was elaborated, including minor adaptations of 
the search terms. The results of this adapted search strategy did not alter the content 
of the messages, but offered some complementary articles. The final search strategy and 
result tables can be found in appendix. 

Description of selected literature  

Several (systematic) reviews are available on the issue of substituting psychiatric hospital 
care with community care related models. However, the major backdrop related to our 
research question, is that most of the reviews are not particularly addressing the issue 
of ‘long stay’ patients. Most research is broader in scope and related to interventions 
for people with severe mental illness. 

HOSPITAL AND COMMUNITY CARE: WHAT ABOUT THE “LONG 
STAY” POPULATION? 

One (ten year old) Cochrane review 164 has been discussing the issue of length of 
hospitalisation and the effect of the length of hospital admission on people with severe 
mental illness. The review took into account the issue of planned short stay’s/brief 
admissions compared to long stay or standard care. The outcomes taken into account 
were improved clinical status, functioning, readmissions, lost to follow-up, leaving 
hospital prematurely, delayed discharge (beyond time planned), death, violent incidents, 
user satisfaction, family burden, imprisonment, employment status, independent living, 
costs of care. Fourteen studies were identified, from which nine were excluded. Four 
trials were from the USA and one from the UK, limiting the generalisability of the 
results. Moreover the studies included were rather “old”; at this stage about 30 years 
old. Since this period the notions of “short admissions” and “long admissions” have 
significantly altered. Moreover, the reviews are comparing short stays within the range 
of 21-28 days, and long admissions in the range of 90-120 days. These definitions do not 
fit into the particular research question of this report. The authors conclude that a 
policy of short stays has no negative effects on the patients: they are not more likely to 
be readmitted, to leave the hospital abruptly or lose contact with services after 
hospitalisations than people who had long stays. Short stay seems not to promote a 
‘revolving door’ pattern of care. The conclusions should however be interpreted with 
caution, as the scope of available sources is very limited.  

Singh {Singh, 2006 #415} has made a rapid review of key success factors to shift the 
care in long term condition from hospital settings to community-based care. The major 
conclusion of this review is that “making the shift from hospital to community care 
involves much more than merely changing the place at which services are provided”. 
Instead there needs to be a change in the entire way that care is conceptualised and 
organised”. Although this review is not focusing on mental health issues, it seems that a 
lot of the recommendations found in this review are valuable for long term care 
alternatives for long stay psychiatric patients.  

Thornicroft and Tansella 165 have summarized the available evidence in the controversy 
whether mental health services should be provided in community or hospital settings. 
Their focus is not in particular on long stay patients, but the group is included in their 
analysis. Thornicorft and Tansella conclude that both community and hospital services 
are necessary. There are no persuasive arguments to support a hospital-only approach, 
and there is no evidence that community services alone can provide satisfactory 
comprehensive care.  

They plead for a balanced care model, in which services function in an integrated way. 
Balanced care is essentially community-based, but hospitals play an important backup 
role. This means that the focus is on providing mental health services in normal 
community settings close to the population served, while hospital stays are as brief as 
possible, promptly arranged, and employed only when necessary.  

A balanced care approach seeks to provide services that: 
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• are close to home, including modern hospitals for acute admissions and long-
term residential facilities in the community; 

• are mobile, including services that provide home treatment; 

• address disabilities as well as symptoms; 

• provide treatment and care specific to the diagnosis and needs of each 
individual; 

• adhere to international conventions on human rights; 

• reflect the priorities of the service users themselves;  

• are coordinated among mental health care providers and agencies. 

For countries with high level resources, they propose a mixed organisational model, 
providing primary care mental health with specialist back-ups, mainstream mental health 
care, an amalgam of outpatient and ambulatory clinics, community mental health teams, 
acute in patient care, long term community based residential care, and additional 
specialised and differentiated mental health services (including specialised outpatient and 
ambulatory clinics for specific disorders or patient groups, specialised community 
mental health teams, assertive community treatment teams, acute day hospitals, crisis 
houses and home treatment and crisis resolution teams. 

Thornicroft and Tansella conclude for patients with severe and long term disabilities 
with a history of long term inpatient care, that outcomes are more favourable for those 
patients discharged to community care than those who remained in inpatient settings. 
There is limited evidence about the cost-effectiveness of alternative types of long stay 
community residential care (24 hours staffed residential care such as hostels or nursing 
homes; day staffed places (hostels or residential homes; or minimally supported hostels 
or residential homes with visiting staff). 

ORGANISATIONAL MODELS AS A SUBSTITUTION FOR LONG 
TERM CARE IN PSYCHIATRIC HOSPITALS 

In order to draw some lessons we summarise available knowledge on organisational 
models in mental health care. The review will be broader than the strict population of 
long stay patients. 

Assertive community treatment 

Since the deinstitutionalization movement in mental health care in different countries, a 
lot of attention has been paid to community care and treatment approaches. Early 
experiences with deinstitutionalisation have shown that after a while readmission rates 
were rising sharply, and that early community approaches were not very effective. 
Community services were not able to maintain contact with patients, and were not 
meeting the needs of the patients. Against this background, two related but different 
approaches were introduced: case management and assertive community treatment. 
Both approaches share similar goals but are different in nature 166, 167.The common goals 
are (1) keep people in contact with services (2) reduce the frequency and duration of 
hospital admissions (3) improve outcome, especially social functioning and quality of life.  

But there are major differences: while case management is putting great emphasis on 
individual responsibility of case managers, assertive community treatment (ACT) is a 
multi-disciplinary team approach: team members work with different team members. 
ACT teams are not “brokers” as in case management, but provide in interventions 
themselves.  

Initially, ACT was developed as an alternative for acute hospital admissions, but is 
widely used as a caring-approach for people who did not require immediate 
admissions168-172. In theory, ACT should be practiced according to a predefined and 
validated model, based on a consensus of international ACT experts 173, 174. 

ACT teams practice “assertive outreach”, meaning that they keep seeking contact and 
offering services to reluctant and uncooperative people. Medication compliance is 
considered as an essential part of the approach.  
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ACT is generally intended for (1) people who are between 18 and 65 years old, (2) 
carry psychiatric disorders associated with psychotic disorders or perhaps personality 
disorders, (3) exhibit important functional deficits in terms of employment, daily living 
skills, ability to maintain an social network and act appropriately in public or with 
others) (4) fail to respond to traditional treatment methods and (5) are subject to 
prolonged or repeated hospitalisations175: especially this last aspect is of particular 
importance for our target audience of long stay psychiatric patients. 

Systematic reviews written at the end of the 1990’s 176, 177 175 discussed the cost 
effectiveness of ACT. 

The Cochrane reviews 176, 177 compared on the one hand ACT versus standard 
community care and on the other hand ACT versus hospital based rehabilitation. 
Furthermore ACT was compared to case management. The outcome measures were 
grouped in four main categories: (i) numbers of patients remaining in contact (numbers 
lost), (ii) numbers admitted to hospitals during the study and days spent in hospital per 
month (iii) measures of clinical and social outcomes (death, police contacts, 
imprisonments, employment status, accommodation status, mental state, quality of life, 
patient satisfaction and self esteem) and (iv) costs (psychiatric care, all health care, and 
total costs). 

Seventeen studies were included to compare ACT with standard care, 3 studies to 
compare ACT versus hospital based care and 6 studies to compare ACT with case 
management. The review found that ACT was superior to standard care and hospital-
based rehabilitation in terms of numbers admitted to the hospital. However the results 
on this outcome measure were highly heterogeneous. Moreover, the available 
researches are mainly US RCT’s. There was insufficient data to compare ACT with 
case-management. The review 176 also found that ACT was superior to standard care on 
three aspects of social outcome (accommodation, employment and satisfaction), but not 
on mental state and social functioning. ACT was also superior to hospital based 
rehabilitation on accommodation, but there was a lack of evidence on other outcome 
issues. Costs of ACT were consistently higher to standard care and case management. 
There were not enough data to conclude on hospital based rehabilitation. 

A Quebec review175 on research on ACT in the USA, Canada, Australia, England and 
Sweden, concluded that ACT programs (i) tend to have a positive effect on clients 
symptoms and subjective quality of life (ii) contribute to greater client and family 
member satisfaction with respect to services and (iii) significantly reduces the number of 
hospital days. An American study 178 investigated treatment outcomes in an ACT 
program over a 36-month period. The participants experienced a statistically significant 
reduction in hospital bed days during the first 2 years of treatment. Positive outcomes 
were demonstrated on compliance with outpatient psychiatric appointments and a 
reduction in emergency outpatient contacts.  

Clients and family members were satisfied overall with ACT services, but family 
members reported greater satisfaction than clients in all areas assessed. It is argued that 
ACT is effective in significantly reducing the number of readmission days in a group of 
patients suffering from long-term and persistent severe mental illness 179. 

However, some reviews clearly warn that the label of ACT is not necessarily used for 
the same content. Several authors plead for a more clear classification and refinement 
of the use of the concept ACT compared to other intervention. Over time different 
ACT variations have developed and the distinction between the use of ACT and case-
management was not always clear 180-193. The emergence of different approaches makes 
it difficult to compare the contents of the intervention. The CETS review 175 remarks 
that: “the literature does not clearly indicate which organisational setting is most favourable for 
the development of ACT services. What does emerge clearly is that, the closer to the ACT 
model one comes overall, the better the results”.  

A recent Australian systematic review on case management 194 makes similar remarks 
on methodological issues and on the use of concepts and definitions. It concludes that 
“Assertive types of case management (including assertive community treatment and intensive 
case management) are more effective than standard case management in reducing total 
number of days spent in hospital, improving engagement, compliance, independent living and 
patient satisfaction”. Findings are similar to the older reviews. 



KCE Reports 84 Long stay patients in T-beds-Supplements 35 

 

Comments from a different nature have been made on the available literature. 

Most of the studies have focused on the USA. The efficacy of ACT has been difficult to 
appraise in Europe 195. The differences between Europe and USA were explained 
because models of intense forms of community were not based on the ACT principles, 
and did not focus on patients that were difficult to engage. Comparison groups in the 
UK were already more engaged in community care than in the USA 196 197. Moreover, a 
comparison of the implantation of ACT in the UK and the USA 198 found significant 
differences in the amount and type of activity between ACT in the USA and UK, while 
the principles of applying ACT were common. It leads them to the conclusion that the 
outcome differences between US studies and UK studies cannot be attributed enterily 
to a lack of ACT fidelity. The first experiences with ACT in Denmark too were critized 
for their particular problems 199. A German 23 year follow-up study of patients200 
concluded: The findings suggest that a) community mental health care in the studied 
form may not reach all patients with severe mental illness, b) in most cases, the notion 
of a lifelong treatment in such care systems does not reflect reality, c) the costs are 
lower than for long-term in-patient care, but still rather high, and d) the usually 
recorded patient characteristics are of little value for predicting long-term outcome. On 
top of that it is not clear whether the same results can be obtained in rural as in 
(sub)urban areas190. 

A randomized clinical trial of Killaspy 197 compared the outcomes of ACT with care by 
community mental health teams in two inner London boroughs. The researchers found 
no significant differences in inpatient bed use, clinical or social outcomes. It leads the 
authors to the conclusion that community mental health teams can act as effectively as 
ACT, be it that ACT seems better in enabling SMI persons to engage and may lead to 
greater satisfaction. A local study in Gloucester concluded that High fidelity ACT 
services appear to be associated with high admission rates. Moreover, the authors 
conclude that ACT teams should not be viewed as alternatives to hospital admission but 
have goals of improving engagement and social functioning201. The results of a Dutch 
RCT study 202 are similar too UK studies  The results showed that ACT was significantly 
better in sustaining contact with patients, but not in reducing admission days. No 
differences in housing stability, psychopathology, social functioning or quality of life were 
found.. However, the sustained contact potential of assertive community treatment is 
important, as too many patients are lost in standard care.  

(Intensive) Case management 

Case management is a means of coordinating care of severely mentally ill people in the 
community. Each mentally ill person is assigned a ‘case manager’ who is expected to 
asses a persons need, develop a care plan, arrange that suitable care is provided, 
monitor the quality of this care, and maintain contact with the patient 196. In its earliest 
forms case-management was associated with a “brokerage” function. ‘Brokers’ often 
lack clinical qualifications and tend to work outside established psychiatric services. 
‘Newer’ models of case management developed into approaches going beyond this 
external brokerage role. Over time different approaches of case management have 
emerged (clinical case management, intensive case management, strengths case 
management, assertive case management), some of which are closely connected to the 
ACT model. Often, it clearly lacks on a precise description of the content of the 
different approaches, which makes it difficult to assess the precise impact of an 
approach.  

A Cochrane systematic review (including an update) 167, 203 compared case-management 
against standard care (including inpatient care) on four main indices: (1) numbers 
remaining in contact with psychiatric services, (2) extent of hospital admissions, (3) 
measures of clinical and social outcomes and (4) measures of cost.  

The review concludes that people receiving case management were more likely to 
remain in contact with psychiatric services than those receiving standard care. It was 
found that people receiving case-management were approximately twice as likely to be 
admitted to psychiatric hospitals than standard care. The obtained results were 
however characterised by heterogeneity and strongly affected by one particular study. 
The increased readmissions do not necessarily mean that patients spend longer time in 
the hospital.  
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A lot of the data on clinical and social outcomes in the selected studies were excluded 
because they did lack the necessary quality. For some outcomes, the authors found that 
case management had no clear impact on the level of imprisonment, that there was no 
significant differences in mental state (measured by BPRS), and no significant differences 
were found on social functioning or in quality of life. Based on this review,, “it looks 
unlikely that case management produces substantial improvement in clinical and social 
outcome”. 

Holloway concludes 196 that case management is not in itself an effective treatment for 
severe mental illness. Moreover, recent studies focus on the issue of time and longer 
term outcomes. A 6 year follow-up study of 10 pilot case management services in 
Sweden evaluated outcomes and changes in use of services. The findings show a 
decrease in use of psychiatric services and sustained improvements in social functioning. 
Most important is the finding that client outcomes change over time and that certain 
outcomes do not appear in a short-term perspective 204-207. 

A recent Australian systematic review 194 of case management examined the current 
state of evidence for types of case management, focusing on the last 10 years since 
publication of the Cochrane Systematic Reviews (both ACT and case-management). 
Sixty relevant papers were located: 39 experimental trials of types of case management 
and 21 reviews or discussion papers. Only five papers focused on other forms of less 
intense case management. Of all outcome factors examined, meaningful conclusions 
could only be drawn for one: engagement with services has been consistently positive. 
All other outcomes produced mixed results. The authors conclude that the strength of 
findings in favour of case management has weakened over time.  

Remarks on a lack of a clear concept or definition of case management in the studies 
are repeated 194. Holloway 196 noticed that the concept of case management has 
continued to evolve over the past decade, and that basic case management principles 
have frequently been incorporated within routine clinical practice. A meta-analysis 208 
showed the close relationship between the concepts of case management and ACT. The 
authors quote Salomon to distinguish four types of case management: ACT was 
considered as one particular type of case management. Mueser and collegues172 also 
consider ACT as a particular form of case management. The differences between ACT 
and case management should however be kept in mind191, 209 167, 177. Rutter and 
colleagues 210 compared the effectiveness of an integrated (internal) model of case 
management against a brokerage model in which the care manager operates "externally" 
to the healthcare team. The study was done on a very small sample (N=26) but showed 
problems related on the provision of services. It showed no significant differences in 
outcome or costs but the study revealed worker dissatisfaction with the brokerage 
model, and identified inefficiencies and duplication of effort. It leads the authors to the 
conclusion that the brokerage model should not be maintained, based on efficiency of 
work processes. 

Methodological concerns about the cultural bias are repeated. Holloway observed that 
published controlled trials of case management and ACT were almost exclusively 
carried out in North America. Caution is required in extrapolating these findings to 
routine clinical practice within different systems of health and social care. Moreover, as 
was mentioned with ACT, it is not clear whether the same results can be obtained in 
rural areas190. 

Assertive outreach 

Europe and especially the UK adopted assertive (community) outreach teams. It is a 
way of organizing and delivering care via a specialised multidisciplinary team to provide 
intensive, but flexible support for patients with particular persistent mental health care 
needs.  

In assertive outreach, patients or clients are supported in their living environment (be 
that home, or the street, or social environments where people spend time). The 
location in which the service is offered can vary (it can be offered in police stations as 
well as social community services). Assertive outreach is developed as an approach for 
severely mentally ill adults who do not effectively engage with mental health services. 
The client groups addressed vary greatly211 212, 213.  
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There is almost no evidence available on assertive outreach. Most research on this 
organisation model is done in the UK context. Ford and colleagues 214 concluded on a 5 
year follow-up study that continued specialist assertive outreach service models have 
higher costs than non-specialist services for no apparent benefit. Based on this 
observation, the authors conclude that in the long term assertive outreach should have 
procedures in place to transfer people to lower intensity and lower cost care. Some 
studies show that patients on assertive outreach teams remain in contact with services 
and spend less time in hospital yet show little change with respect to clinical outcomes 
215. Other studies observed that Assertive Outreach management was associated with a 
reduction in the number of admissions per year but not with fewer bed days per year 
216. The London area study 217-219 observed mixed outcomes.  

These differences were explained by differences in patient characteristics. A very 
recent study 220 on assertive outreach in rural areas found a statistically 
significant reduction in bed use during the first year, with secondary findings of 
improved engagement with services and social functioning.  

Again remarks have to made about the lack of conceptual clarity. A clear delineation 
between ACT and assertive outreach is not always made (e.g. Bonsack, 2005221. 
Moreover, the very nature of the practice makes that “organisational practices” of 
assertive outreach can vary to a large degree, depending on the context in which it is 
developed 222, 223. 

Some studies have demonstrated that the model is putting high demands on 
the workforce. On study focused on features of team organisation and policy, staff 
satisfaction and burn-out and related it to patient characteristics. The study concluded 
that characteristics of team working practice, staff burn-out and patients' history are 
associated independently with outcome 224. Qualitative indications are found that 
the model depends to a large degree on the dedication of the staff 225. 

Supported housing 

The most recent Cochrane review 226 (updates of previous reviews227) on supported 
housing concludes that “Dedicated schemes whereby people with severe mental illness are 
located within one site or building with assistance from professional workers have potential for 
great benefit as they provide a 'safe haven' for people in need of stability and support. This, 
however, may be at the risk of increasing dependence on professionals and prolonging 
exclusion from the community. Whether or not the benefits outweigh the risks can only be a 
matter of opinion in the absence of reliable evidence. There is an urgent need to investigate the 
effects of supported housing on people with severe mental illness within a randomised trial.” 

A recent German study 228 compared samples of patients in a psychiatric nursing home, 
in social therapeutic hostels, in sheltered community residential care, at home with 
family and alone in their own homes. The study outlined the disadvantage of homes and 
hostels in terms of subjective quality of life and the advantage of maintaining integration 
in family life in terms of social disabilities. The authors support health policy decisions 
that would invest more deliberately in forms of supported housing that endeavour to 
improve patients' autonomous functioning in their own flats, as well as providing 
assistance to families taking care of patients with chronic schizophrenia. Similar results 
on satisfaction with supported housing are obtained in a New York study229 and a 
Canadian Qualitative study 230. Other studies demonstrated that not solely the 
supported housing model, but also the overall housing environment has a major impact 
on the well being of SMI patients 231 232.  

Again, studies start to make clear that general labels can hide the underlying 
organisational practices.  

It is observed that there is considerable diversity of models of supported housing and 
inconsistent use of terminology to describe them. This makes it difficult to compare 
schemes, processes, and outcomes 233-235. A good example of mixed model of 
organisational approaches is found in a study of McHugo and colleagues 236. Their study 
compared two approaches linking housing and mental health services for adults with 
severe mental illness who were at risk for homelessness.  
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In one program, case management and housing services (“integrated services”) were 
provided by teams within a single agency and were closely coordinated.  

In the parallel housing condition, case management services were provided by mobile 
assertive community treatment teams and housing by routine community-based 
landlords. The study concludes that closer integration between clinical and housing 
services, and greater use of supervised living settings, led to more time in stable housing 
for participants in the integrated housing services condition and was associated with 
greater gains in several outcome domains. 

Day centres and day hospitals 

A Cochrane systematic review 237 identified over 300 citations on day centres in mental 
health care but none were judged relevant. The authors found no trials of non-medical 
day centres. The authors of the review plead for more precise nomenclature to identify 
relevant work. Their conclusions are that “At present non-randomised comparative studies 
give conflicting messages about the roles provided by day centres and the clinical and social 
needs they are able to meet. It is therefore probably best that people with serious mental 
illness and their carers, if given the choice, take a pragmatic decision on which type of unit best 
meets their needs. There is a clear need for randomised controlled trials of day centre care 
compared to other forms of day care, and when resources are limited, day centre care within 
the context of a pragmatic randomised trial may be the only way of ensuring equity of 
provision” 

A Cochrane review on day hospitals 238 discusses the organisation formula of day 
hospitals as an alternative to out-patient care: Three types of day hospitals are covered 
in the review: “day treatment programmes”, “day care centres” and “transitional 
centres”. Day treatment programmes offer more intense treatment for patients who 
have failed to respond to out-patient care (usually patients with affective or personality 
disorders). Day care centres offer structured support to patients with long-term severe 
mental disorders (mainly schizophrenia), who would otherwise be treated in the out-
patient clinic. Transitional day hospitals offer time-limited care to patients who have just 
been discharged from in-patient care. 

The review argues that the evidence for acute day hospitals was not lacking, but it was 
complex. Indeed, it identified nine randomised controlled trials of acute day hospital 
treatment including 2268 patients; but there were vast amount of trial designs, 
admission criteria, follow up methods, and outcomes. Patients at day hospitals showed a 
more rapid improvement in mental state than patients randomised to inpatient care, a 
finding not shown for any other alternative to admission. There was also evidence of 
increased satisfaction of patients and no evidence of an increased burden on carers. The 
review also highlighted recent changes of practice in acute day hospitals, with more 
emphasis on community follow up of non-attendees and the use of respite facilities for 
people temporarily too ill to return home at night.  

A health technology assessment review 239 compared “day treatment programmes” and 
“day care centres” versus outpatient care. Day treatment programmes enhance the 
treatment of patients. Day care centres offer a structured support to patients with long 
term severe mental disorders. The review found some evidence that day treatment 
programmes were better to improve symptoms compared to outpatient care. Day 
treatment programmes were not better or worse on any other outcome variable. 
Similar to the conclusions of Marshall, Catty 237 found no evidence that day care centres 
were better or worse than outpatient treatment.  

Marshall and colleagues 240 conclude that: “acute day hospitals can be an attractive 
alternative when demand for inpatient care is high.”  

Based on their analysis of nine RCT’s, the reviewers conclude that day hospital 
treatment was feasible for between 23.2% and 37.5% of patients admitted to inpatient 
care. No differences were found in the total number of days in the hospital (combining 
day hospital days and inpatient days). Readmission rates were similar. Day patients 
showed a significantly faster improvement in mental state, but not in social functioning.  
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Marshall 241 argues that day hospitals can be combined with outreach services for 
patients who fail to attend and with short term crisis beds for those temporarily too ill 
to be at home. In those conditions day hospitals could offer a powerful alternative 
model to home based care. 

Horvitz-Lennon et al. 242 studied the literature comparing partial versus full 
hospitalizations for adults with SMI. They reviewed 18 studies, but paid a lot of attention 
the methodological difficulties for comparing the studies. The authors found no 
evidence on differential outcomes on measures of psychopathology, social functioning, 
family burden and service utilization. They mention that partial hospitalizations is not an 
option for all patients requiring intensive services, but can be considered, be it that 
more research on the issue is needed.  

Priebe et al 243 compared day hospital care providing acute care versus inpatient care for 
psychiatric patients. The study aimed to compare two treatment modules in terms of 
effectiveness and costs. This study indicates that acute psychiatric day hospital 
treatment may be an effective and desirable, but more costly, alternative to 
conventional in-patient care. Day hospital patients had a significantly greater reduction 
in psychopathology at discharge and their subjective quality of life tended to be higher. 
However, this benefit did not persist 3 months after discharge, when patients were 
receiving treatment in the community again. Day hospital patients reported significantly 
higher treatment satisfaction at discharge and retrospectively 3 months after discharge. 
The costs over the index treatment period were higher for patients in the day hospital 
and may have been even higher had informal costs been considered. The reasons for 
the statistically significant difference in psychopathology at discharge in those receiving 
day hospital treatment remain unclear, but may be related to differences between the 
day hospital models (as was already indicated in the Cochrane review of Marshall).  

A German study 244 addressed the issue whether day hospitals can be differentiated 
concerning their treatment concepts and, if so, how much this is reflected in their 
structural and procedural features. The authors classified treatment concepts of day 
hospitals in three main areas of function (psychotherapy, crisis intervention orientated 
treatment alternative, rehabilitation) and four therapeutic orientations (psychodynamic 
social psychiatric, behavioural social psychiatric, psychodynamic, socio-therapeutic). 
They observed that structural features of day hospitals are predominantly comparable 
and the differences found concerning the treatment concepts are especially related to 
patients' characteristics and some procedural features. Because of this observation, they 
recommend that day hospital treatment concepts should be taken into consideration in 
day hospital evaluation research. 

Home treatment 

A health technology assessment review 245, 246 using the Cochrane methodology, 
investigated the effectiveness of home treatment. In this review, ‘home treatment’ is 
defined as a service that enables the patient to be treated outside the hospital as far as 
possible and remain in their usual place of residence.  The review excluded day, 
residential and foster care. It is clear that this review has not taken the perspective of 
the long stay patient, but takes into account the larger problem of severe mental illness. 
Additional to the literature review, a Delphi exercise was added, through which the 
important part of community services were identified.  

The review analysed 91 studies over a 30-year period. The studies are predominantly 
from the UK and the USA. The components of the home treatment function were fairly 
heterogeneous between the studies, and not always clearly identified in each individual 
study. The review concluded that the benefit of home treatment over the number of 
hospital admission days was clear, but there is insufficient evidence to compare with 
other community based alternatives. 

Wright 247 has argued that it is imperative that future studies on home treatment or 
care programmes prospectively record and report service components to enable better 
classification. It will otherwise be impossible to make clear assessments of the impact of 
services. Burns and Catty 248 conclude that there is a lack of evidence on the 
components that are needed for home services, as the configuration of services 
depends on the local availability. They compared different studies within the health care 
context, identifying and rating the different components of the services offered.  
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The authors observed that different features of the services could be observed: case 
load differences, regularity of visits home proportion of home visits, the characteristics 
of the multidisciplinary teams.  

Crisis intervention (Home care crisis treatment) 

For people with severe mental illness getting community treatment, it is a particular 
challenge to develop an acceptable level of care in acute phases. Since SMI’s have a 
phased course, adapted forms of support have to be developed: periods of problems 
are often followed by relative periods of stability. Relapses can occur due to 
environmental stressors or poor compliance to medication. A particular difficult issue is 
the delivery of adequate care during these acute phases of a severe mental illness. 
Therefore, crisis intervention models within community care approaches were 
developed as possible solution to guarantee adequate levels of care. 

An update Cochrane review 249-251  included all randomised controlled trials of crisis 
intervention models versus standard care for people with severe mental illness. None of 
these studies purely investigated crisis intervention. All studies combine a form of home 
care for acutely ill people including elements of crisis intervention. In forty five percent 
of the cases these models of crisis intervention were unable to avoid hospital 
admissions. There are indications that home care models including crisis intervention 
may avoid repeated hospital admissions (revolving door), but results of the different 
studies are heterogeneous. Crisis/home care reduces the number of people leaving the 
study early, reduces family burden and is perceived as a more satisfactory care for both 
families and patients. Differences in mental state or death outcomes were not found. 
Conclusions on cost effectiveness could not be drawn, and data were not available on 
staff satisfaction, the input of carers, medication compliance or relapses. 

The authors conclude that: “home care crisis treatment, coupled with a(n ongoing) home 
care package is a viable and acceptable way of treating people with serious mental illness. If 
this approach is to be widely implemented it would seem that more evaluative studies are still 
needed”. 

Goodwin and colleagues 252  focused on emergency housing as a step-down program 
after inpatient care, as a step-up program from community-based living, and as an 
alternative to inpatient care for individuals with serious mental illness who sought 
treatment at an urban medical center. Residents who had been admitted to the 
emergency housing program from inpatient psychiatric treatment showed a significant 
decline in acuteness of psychiatric symptoms. Psychiatric symptoms also improved for 
residents who were admitted to the program from community-based service programs 
and for residents admitted as an alternative to inpatient treatment, although the 
differences for these 2 groups were less prominent. It is suggested that an emergency 
housing program is a feasible mode of extended community-based care for many 
persons with serious and persistent mental illness. 

Community mental health teams 

Community mental health teams (CMHT) are developed in the verge of the 
deinstitutionalisation. Teams, consisting of different disciplines aim at delivering support 
for SMI persons, enabling them to live as independently as possible. 

A Cochrane review 253 evaluated the effects of CMHT for anyone with serious mental 
illness compared to non team community management. An update of this review was 
recently published 254.  

The primary outcomes of interest were death, violence, acceptability of management, 
general improvement, and issues related to hospitalization, symptoms of mental illness, 
quality of life, participant and carer satisfaction, social functioning and costs. CMHT 
management did not reveal any statistically significant difference in death by suicide and 
in suspicious circumstances although overall, fewer deaths occurred in the CMHT 
group. No significant differences were found in the number of people leaving the studies 
early. Significantly fewer people in the CMHT group were not satisfied with services 
compared with those receiving standard care. Hospital admission rates were 
significantly lower in the CMHT group compared with standard care.  
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Admittance to accident and emergency services, contact with primary care, and contact 
with social services did not reveal any statistical difference between comparison groups. 
The authors conclude that community mental health team management is not inferior to 
non-team standard care in any important respects and is superior in promoting greater 
acceptance of treatment. It may also be superior in reducing hospital admission and avoiding 
death by suicide”.  

A systematic review 255 compared CMHT management with other standard approaches. 
The authors conclude that CMHT management is associated with fewer deaths by 
suicide and in suspicious circumstances, less dissatisfaction with care, and fewer drop-
outs. Duration of inpatient psychiatric treatment is shorter with community team 
management and costs of care are less, but there are no gains in clinical 
symptomatology or social functioning. 

Again, the major remark can be made that “CMHT” is not a clearly defined concept: 
more recent literature is using the term for community services, or is linking the 
concept to the notion of “integrated care”. Most recent studies argue that the 
“context” of delivery of services has to be disentangled, before being able to draw 
conclusions256-258 259. 

Vocational rehabilitation 

Although not exactly a “treatment”, we do discuss vocational rehabilitation, as it is 
considered as a condition enabling community integration for people with mental illness, 
and thus as a mainstream intervention in community mental health care 260. Multiple 
types of work rehabilitation programs exist for people with SMI, including sheltered 
workshops, psychosocial rehabilitation, and supported employment. Sheltered work and 
psychosocial vocational rehabilitation programs are the most common vocational 
services available in the US 261, 262 . 

In a sheltered workshop, an SMI patient works with other patients, usually in a group 
setting on factory type work. These settings can result in increased peer support, but 
they do not allow consumers to interact with non-mentally ill co-workers and do not 
tailor the job to the individual’s interests. Workshops that involve simulated work tasks 
have been criticized for isolating patients and for failing to teach skills that are 
comparable to those needed for employment in the community. Only a very small 
proportion of participants in sheltered workshop programs (estimated at less than 5%) 
ever “graduate” to community employment. 

Psychosocial rehabilitation work programs involve prevocational training classes 
(teaching work skills and job search skills), transitional or trial employment (i.e. part-
time work at less than minimum wage), or volunteer placements before competitive (i.e. 
minimum wage or higher) work. These interventions follow the traditional, stepwise, 
“train then place” approach, and have been criticized for not retaining clients in the 
continuum of care long enough to place them in appropriate jobs. 

Supported employment (SE) programs are different from the first 2 approaches, in that 
they aim to: (1) place clients quickly and train them on the job; (2) place clients in 
integrated work settings (i.e., those where nonmentally-ill people work) that pay 
minimum wage or higher; (3) tailor job placement and support to clients’ preferences 
and interests; (4) provide ongoing, time-unlimited vocational support; and (5) have the 
treatment team collaborate with clients’ coworkers and supervisors. The philosophy 
underlying is that people are taught the skills they need for their immediate 
environments, which makes reaching their goals a more concrete process. 

The Individual Placement and Support (IPS) model is not considered different from 
supported employment, but is simply a manualized intervention that follows supported 
employment principles. The IPS model was informed by the Assertive Community 
Treatment model from the 1970s; thus, IPS programs usually are integrated within 
mental health settings so that participants have access to psychiatrists, psychologists, 
social workers, and other care providers as well as vocational specialists. Coworkers 
and supervisors collaborate with the treatment team to provide optimal support for the 
employee. 
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Two systematic reviews by the same group of authors 239, 263 analyse the effectiveness of 
vocational rehabilitation. The reviews discuss the effects of pre-vocational training 
(clubhouse models as a reaction to sheltered employment) and supported employment 
(individual placement and support models) for people with severe mental illness (zie 
ook Twamley, 200. As is the case with the other organisational interventions discussed 
the issue of long stay patients is not discussed in particular.  

Both reviews have included eighteen randomised controlled studies. Supported 
employment initiatives were more effective than pre-vocational training in helping 
people finding competitive employment. 

Leff and colleagues 264 start from the observation that “individual placement and 
support” has received the most systematic research. The principles and operating 
practices of other supported employment interventions is far less studied. They remark 
“employment programs have been referred to as "black boxes". 

An American study{Cook, 2005 #395) also discussed this “black box” issue. They 
focused their analysis on the level of service integration, and the effects on employment. 
The authors start with the observation that “Service integration can occur in a variety of 
different ways within diverse settings and programs”. The researchers developed a particular 
operationalisation of “services integration” and measure the effect. Two vocational 
outcome measures were selected to represent fundamentally different 
conceptualizations of employment success. The first, competitive employment, was 

defined as a job that 1) pays the minimum wage or higher; 2) is located in a mainstream, 
socially integrated setting; 3) is not set aside for persons with disabilities; and 4) is held 
independently (i.e., is not agency owned). The second outcome variable was work for 
40 or more hours in a single month. The results show that supported employment 

models in which psychiatric and vocational service delivery are highly integrated produce 
better vocational outcomes. The participants served in programs in which clinical and 
vocational staff worked together in multidisciplinary teams at the same location using a 
unified case record and meeting together multiple times per week were more likely to 
work competitively and to work 40 or more hours per month.  

However, those who received more hours of vocational services had better 
employment outcomes, than those who received more hours of psychiatric services. 

A longitudinal follow-up{Razzano, 2005 #396} of people with severe mental illness 
indicated that clinical factors were associated with individuals' ability to achieve 
competitive jobs and to work 40 or more hours per month. Poor self-rated functioning, 
negative psychiatric symptoms, and recent hospitalizations were most consistently 
associated with failure to achieve these employment outcomes. The authors suggest to 
adapt supported employment programs to a diverse array of clinical subpopulations. 

Compulsory community and involuntary outpatient treatment 

Some countries have introduced models of enforced treatment in the community for 
SMI people. Critical debates are taking place about the approach. There is controversy 
as to whether compulsory community treatment reduces health services use and 
readmissions in hospital or improves clinical outcome and social functioning 265.  

A Cochrane review 265 examined the clinical and cost-effectiveness of compulsory 
community treatment and compared it with standard community care. Based on an 
analysis of two randomised trials (USA-court ordered compulsory treatment), little 
evidence was found to indicate that compulsory community treatment was effective for 
outcome measures such as health services use, social functioning, mental state, quality 
of life or satisfaction with care. People with compulsory treatment seem to be less likely 
to be victim of violent or non-violent crime. 

Continuity of care 

Brekke, et al 266 studied the intensity and continuity of services and its impact on 
outcomes for people with schizophrenia. Their results showed that greater intensity 
and longitudinal continuity of services are related to reduced rates of hospitalisation and 
improved psychosocial functioning after 6 and 12 months.  
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Clients who receive more contact hours with staff and who had fewer gaps in the 
service delivery achieved better outcomes. However, this study paid little attention to 
the issue of increasing dependency of formal services. 

Several reviews 267 268 269 of the literature on continuity of care for people with SMI 
observed that most studies or reviews using the concept did not define continuity of 
care. As a result it is very difficult to gather evidence on which to base services that 
enhance continuity of care. 

Very little evidence is available on organisational models for the group of long 
stay psychiatric patients. However, studies are available on organisational 
interventions for people with severe mental illness as an alternative for 
hospitalizations. 

Several organisational models have emerged in the verge of 
deinstitutionalisation. There are indications that a thoughtful combination of 
these services can address the particular needs of people with SMI. This 
combination has to be adapted to the particularities of the local context. 
The issue of continuity of care has to be elaborated further. 

For patients with severe and long term disabilities with a history of long term 
inpatient care, outcomes are more favourable for those patients discharged 
to community care than those who remained in inpatient settings especially 
on the level of functioning and satisfaction. 

The lack of precise information on the different organisational models hampers 
drawing clear conclusions on the effectiveness of organisational support 
models. 

There is a clear US-bias in available research. Several authors caution for the 
transferability of available models in other contexts 

MENTAL HEALTH REFORMS: DEINSTITUTIONALIZATION OF 
LONG STAY PATIENTS 

Introduction 

This section is a narrative summary of study’s done in the UK and Italy, related to the 
deinstitutionalisation. We are limiting ourselves to the summaries of the observations 
made and lessons learned about the (re)integration of people with SMI. There is actually 
only one project that is in particular focussing on long stay patients. 

The TAPS project 

The Team for the Assessment of Psychiatric Services (TAPS) was established in May 
1985 with the purpose of evaluating the national policy of replacing psychiatric hospitals 
with community based services 270-298. This group of long stay patients was defined as 
patients staying more than one year in hospital and who did not suffer from Alzheimer's 
disease or other forms of dementia.  

A summary of the five year follow up of patients was made by Leff 275.  

• Nearly 80% of the patients were discharged to staffed houses, with an average 
of eight residents per home. At the end of five years, two-thirds of the 
patients were still living in their original residence. 

• Discharge to community facilities did not increase the death rate or the 
suicide rate.  

• It was estimated that four patients became homeless. Three of the patients 
had a history of vagrancy prior to admission to hospital. No patient was lost 
from a staffed residential home. Patients with a history of vagrancy should not 
be discharged to unsupervised accommodation.  

• Over five years there were 24 recorded criminal incidents committed by 18 
patients. Three of the patients who assaulted members of the public were 
imprisoned, while four went to secure units. It leads the team to the 
conclusion that it would obviously be desirable, if not always feasible, to 
identify the small group of dangerous patients who are responsible for 
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assaults, prior to discharge and to ensure that they were cared for in a secure 
facility.  

• The overall readmission rate for the five-year follow-up period was 38%. Of 
these, one-third remained in hospital for over one year, technically becoming 
long-stay patients once again. The taps team estimated that 9-10 beds need to 
be provided for every 100 long-stay patients discharged to the community. 
About half of these being in rehabilitation facilities.  

• Psychiatric symptoms and social behaviour problems remained unchanged. 
Patients gained skills in using community facilities such as public transport, 
improved domestic skills in the first year but some of these gains were lost 
over the next four years. The community homes were much less restrictive 
and patients were very appreciative of their increased freedom. There was no 

marked deterioration in patients' physical health, but there was a steady 
increase in the number exhibiting restricted mobility and incontinence, which 
went with increasing age.  

• only a small proportion of the patients made more friends and increased the 
number of people with closer relationships. For some there was an increase 
in the contacts with ordinary members of the public, including neighbours. 
The majority continued to lead impoverished social lives. Overall, patients' 
quality of life was greatly improved by the move to the community, but 
deficiencies remained due to the nature of severe psychiatric illness. 

The TAPS project has studied difficult to place (DTP) the characteristics of the new 
long stay patients294 and elderly long stay patients 285. 

Specific attention has been paid of difficult to place patients 279. A group of 72 DTP 
patients were compared with other long-stay patients who were considered suitable for 
community placement. The residual group consisted of younger patients, with shorter 
durations of stay. The difficult to place patients were slightly more disturbed in mental 
state, with higher levels of subjective anxiety. Thirteen problem behaviours were 
identified by staff as a direct barrier for placing the persons in a community setting: 
most common were aggressiveness, non-compliance with medication and inappropriate 
sexual behaviour. Some patients remained in hospital for the sole reason that the 
refused to leave. The conclusion of the researchers is that for a core group of 
extremely disturbed patients hospitalisation is likely to be the only alternative. After one 
year these patients were reassessed. Clinical and social measures remained stable, but 
the profile of severe behavioural problems changed over time, with one-third of the 
total problems subsiding and a similar number of new problems emerging. The main 
conclusion was not altered, but the authors concluded that most difficult patients can be 
contained in a relatively non-restrictive care environment. The authors found some 
indication that aggressive behaviour can improve, raising the possibility that some DTP 
patients can eventually move on to community homes. After five years 40% of this 
group had been discharged to standard community homes. The authors conclude that a 
certain period of high staff input can reduce severely problematic behaviours, allowing 
people to be settled in community homes280. 

Italy 

After legislative changes in 1978, Italian psychiatry underwent fundamental changes, with 
the gradual closure of all Mental Hospitals. A nation-wide network of “Departments of 
Mental Health” deliver outpatient and inpatient care, and run semi-residential and 
residential facilities. Hospital care is delivered through small psychiatric units (with no 
more than 15 beds). There are also many private inpatient facilities, and the number of 
private inpatient beds per 10,000 inhabitants exceeds the number of public beds. 

An often quoted project is the study of the South Verona region. The South Verona 
Community Mental Health Service includes a comprehensive integrated programme, 
providing in-patient care, day care, rehabilitation, out-patient care and home visits, a 24-
hour emergency service and residential facilities. A Psychiatric Case Register (PCR) has 
been operating since 1978.  The South-Verona Psychiatric Case Register, the South-
Verona Outcome Project and studies designed to assess costs provided process and 
outcome data 299-308. 
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The project measured prospectively outcomes for four outcome domains (symptoms, 

functioning, needs and quality of life), for a cohort of patients with schizophrenia who 
received integrated community-based care303, 309. Based on the analysis the results 
showed:  

• At the 3-year follow-up, among the 107 subjects belonging to the baseline 
cohort 5 people had died. A total of 95 individuals (89% of the eligible) 

completed the clinical assessment both at baseline and at follow-up: 79.4% 
were living with a partner or other family members, 12.2% were living alone 
and 8.4% were in sheltered accommodation.  

• In the year preceding baseline assessment and in the follow-up period about 
one-quarter of patients were admitted to hospital each year and attended, on 
average, more than one out-patient visit per week. The use of sheltered 
apartments (for long-stay rehabilitation), day care and domiciliary care 
evolved with a decreasing intensity of contacts.  

• At the 3-year follow-up a significant worsening was found in symptoms 
(BPRS) but only negative symptoms deteriorated significantly.  

• The mean level of functioning was relatively low both at baseline and at 
follow-up.. Worse functioning at follow-up (rated by the GAF) was best 
predicted by male gender, retired/housewife/student, longer history of 

treatment, higher level of symptoms (BPRS score), more time in hospital 
during the follow-up period and more needs. 

• The total number of needs for care did not differ between baseline and 
follow-up. In all domains the met/unmet proportion of needs tended to be 
less favourable at follow-up, with the most clear-cut deterioration in the area 
of functioning needs. Higher levels of needs at follow-up were significantly 
predicted by unemployment, lower functioning and lower quality of life 
(QoL). 

• Concerning QoL, there was no overall pattern of any significant changes, 
either for the total score or for the domains (measured by means of the 
Lancashire QoL profile) 

Comparative research 

Based on an analysis of available registers some comparisons were made between 
regions301, 310, 311. Three mental health service systems with psychiatric case registers 
were compared. In two areas (Victoria, Australia, and South-Verona, Italy), a 
comprehensive system of community-based psychiatric care was developed, with a 
substantial reduction of hospital beds (to 0.27 beds/1,000 people). In the third area 
(Groningen, the Netherlands), despite the presence of community psychiatric services, 
mental health care was still mainly hospital based (1.6 beds/1,000 people). Based on the 
comparisons it was found that the length of stay is shorter in a community-based system 
than in a hospital-based system, but it was also found that the risk of rehospitalization is 
not independent of the characteristics of the mental health system.  

It could be that community care has a potential impact of in reducing rehospitalization. 
It indicates an supplier induced effect. 

A European comparative study of mental health services (Epsilon) compared different 
regions 312. It is a comparative, cross-national, cross-sectional study of the 
characteristics, needs for care, quality of life, caregiver burden, patterns of care, 
associated costs, and satisfaction levels of people with schizophrenia in five European 
sites. Study centers were located in Amsterdam (The Netherlands), Copenhagen 
(Denmark), London (U.K.), Santander (Spain), and Verona (Italy).  The EPSILON study 
was conducted with a total sample of 404 subjects with an ICD-10  research diagnosis 
of schizophrenia  

(295 DSM-IV code). The number of patients for each site varied from 52 (Copenhagen) 
to 107 (Verona). Cases included were adults aged 18-65 years.  

Patients' mean age differed significantly across sites, with the oldest in London and the 
youngest in Copenhagen. Ethnicity differed significantly, because of large ethnic minority 
populations in London and Amsterdam. Patients in Amsterdam, Copenhagen, and 
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London were more likely to live alone than those in Santander and Verona, who tended 
to live with their families. 

Time since first contact with psychiatric services did not differ across sites, while there 
were significant differences in lifetime admissions (with the highest number in London 
and the lowest in Santander). Global functioning and level of psychopathology were 
roughly similar across the sites. The total number of needs, the number of unmet needs, 
and the subjective quality of life differed significantly between sites, with the highest 
number of total needs found in Amsterdam and the lowest in Santander, while the 
highest number of unmet needs was in Amsterdam and the lowest in Copenhagen. The 
highest satisfaction with life was reported by patients in Copenhagen and the lowest 
was found in London. 

Becker 313 observed substantial variation across centres in the range, number and 
activities of services. The study identified from 10 to 45 different services for catchment 
areas of between 50,000 (Copenhagen) and 560,000 (Santander) population run by 
three to 16 providers. They varied in aims, staffing and functioning. Hospital and non-
hospital residential services, community-based services, and social support agencies 
were available in all sites. An important conclusion of this study is that operationalised 
descriptions of mental health services across Europe is possible but requires further 
refinement. 

SUMMARY AND CONCLUSIONS 
This part of the literature review made an overview of the organizational models put in 
place, to substitute for residential hospital care for long stay patients. The main 
conclusion is that definitive conclusions about the best organisational models for long 
stay people with SMI cannot be drawn on the currently available literature. 

A first observation is that almost no specific literature is focusing on organizational 
alternatives for the particular target audience of long stay-hospitalized patients. The 
available literature is much broader in scope and is generally addressing topics of 
organizational alternatives within the general deinstitutionalization movement taking 
place in mental health care.  

A second observation is about the available evidence. It is clear that the literature is not 
offering a lot of high level evidence as it is generally understood in medical literature. 
The different systematic Cochrane reviews all describe the problem of finding high level 
evidence in favour of one or another organizational intervention.  

Third, a recurrent remark in literature is made that the nature of the organizational 
interventions developed in the context of deinstitutionalization remains a black box. 
Since we are dealing with organizational issues, it is not surprising that the 
characteristics and organization of work-processes can diverge.  

But as a general comment we retain the remark of a lack of information in literature on 
the precise organizational content of the organizational alternatives to hospital based 
residential care. 

Fourth, when reading through the literature one should take into account context 
elements when analyzing studies: the literature observes the risk of potential bias when 
giving meaning to the vast majority of American studies. Although discussed in a lot of 
studies, very little health services research is focusing on the way the particularities of 
the health care system affects the development of organizational alternatives to long-
term hospitalized mental health care.  

In issues related to the reform of (mental) health services, one is confronted with the 
problem of complexity. The organisational reforms concern reflection on (the 
coordination of) services with a complexity of goals, activities, historical backgrounds 
etc. Becker an Kilian 314 already observed that the development of systems of mental 
health care in western Europe is characterized by a common trend towards 
deinstitutionalization, less in-patient treatment and improvement of community services, 
but that variability between national mental healthcare organisation models is substantial 
without coherent differences in outcome (be it that empirical studies are lacking).  
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The authors conclude that the principal targets of mental healthcare reform can be 
achieved along several pathways taking into account economic, political and 
sociocultural variation between countries. An essential issue in developing ‘evidence’ on 
organisational interventions and assessing the effectiveness of interventions is therefore 
disentangling the context in which an intervention is getting form: the ‘same’ social or 
organisational intervention is actually taking different forms in different settings, because 
of a complexity of factors, and can in this way affect the outcomes. Outcomes of 
interventions are probably to a large extent influenced by organisational factors, but the 
impact of organisations on outcomes is a complex issue. A better understanding of 
organisational forms and organisational regimes is one of the future challenges for the 
evidence research agenda 

Fifth, the particular use of “concepts” in mental health care is not always clearly 
delineating the nature of organisational practices. Assertive community treatment, case 
management or intensive case management, assertive outreach, are conceptually 
connected, but are not the same. As said before, the literature shows that it is not 
always clear on how to disentangle the relationship between the concepts used and 
daily practices. 

Taking into account these important methodological considerations, some general 
points of attention can be deducted from the available literature. 

Based on a critical analysis of systematic reviews Thornicorft and Tansella 315 argue that 
a balanced care of community and hospital care services seems to be required. 
Hospitalisations are necessary in particular circumstances, but should take place in 
regular institutions, rather than isolated institutions. The evidence supports a balanced 
approach, including both community and hospital services. Within this general 
recommendation the authors differentiate low, medium and high resource areas. Areas 
with low levels of resources may focus on improving primary care, with specialist back-
up. Areas with medium resources may additionally provide out-patient clinics, 
community mental health teams, acute in-patient care, community residential care and 
forms of employment and occupation. High-resource areas may provide all the above, 
together with more specialised services such as specialised out-patient clinics and 
community mental health care teams, assertive community treatment teams, early 
intervention teams, alternatives to acute in-patient care, alternative types of community 
residential care and alternative occupation and rehabilitation. 

The available knowledge indicates that people with severe mental illness should be 
helped in a continuum of care rather than a particular organisational facility. 
Hospitalisation periods should be kept as short as possible, and alternatives have to be 
found in community care. However, the black box of continuity of care should be 
elaborated upon 268, 269, 316. 

There is some evidence that intensive forms of treatment and support in the 
community (such as ACT) is helpful for people with SMI. The role for home based care 
services can be considered. Regularly visiting at home and responsibility for health and 
social care are significantly associated with a reduction in hospitalization. But, 
considering the current available knowledge it is considered premature to define 
optimal configurations for home based care services. 248 

There are indications that community care is consistently associated with greater 
patient satisfaction and quality of life. It is however not a cheaper alternative to hospital 
care 317. 

There are people with SMI who require specialised care due to aggressiveness, non-
compliance with medication and dangerousness. This form of specialised care can both 
be offered in residential and community care settings. The argument has been 
developed that the notion of “level of care” should be disconnected from the location 
or model of care 57 . 
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Definitive conclusions about the best organisational models for long stay people 
with SMI cannot be drawn. The available knowledge indicates that people 
with severe mental illness should be helped in a continuum of care rather 
than a particular organisational facility. 

There are people with SMI who require specialised care due to aggressiveness, 
non-compliance with medication and dangerousness. This form of 
specialised care is not limited to hospital settings. It can both be offered in 
residential and community care settings. 

For patients with severe and long term disabilities with a history of long term 
inpatient care, outcomes are more favourable for those patients discharged 
to community care than those who remained in inpatient settings especially 
on the level of functioning and satisfaction. 

The nature of the organizational interventions developed in the context of 
deinstitutionalization remains a black box. 

The particularities of the health care system affects the development of 
organizational alternatives to long-term hospitalized mental health care 
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APPENDIX PART 1 – LITERATURE REVIEW 

SMI 

Results of literature search  

The full text of 3 selected results could not be retrieved. Obviously, these publications 
were also excluded (final selection column).  

 Search date Search results Selected results Final selection 
MEDLINE 09/06/2007 91 10 9 
EMBASE 13/06/2007 65 9 7 

PsycINFO 09/06/2007 252 10 8 
SSCI / SCI-EXP 09/06/2007 88 9 8 

   24 doubles 
excluded 

21 doubles 
excluded 

Total   14 11 

Literature selection  

Subject Publication 
SMI persons  
Pursuit of definition Goldman, 1981 #4852; Bachrach, 1988 8; Schinnar, 199011; Rothbard, 1996 9; 

Slade, 1997 7; Barr, 19991; Ruggeri, 20003; Goldman, 20064; Parabiaghi, 2006 5 
Mention / use of 
definition in Dutch 
language area 

De Rick, 200212; De Rick, 2002 13; Kroon, 199814; Theunissen, 2003 16; Van 
Audenhove, 1996 318; Van Audenhove, 1998 18; Wiersma, 1997 19; Wiersma, 
2006 20 

LONG-STAY INPATIENTS 

Results of literature search  

The full text of 1 selected result was not available to us. Obviously, this publication was 
also excluded (final selection column).  

 Search date Search results Selected results Final selection 
SSCI / SCI-EXP 07/01/2007 71 20 20 
MEDLINE 07/01/2007 61 16 16 
PsycINFO 07/01/2007 71 15 15 
EMBASE 13/11/2007 89 17 16 
   45 doubles excluded 45 doubles 

excluded 
Total   23 22 

As a result of our grey literature search, we added three references originating from 
our own research centre.  

Two additional results were found in the reference lists of retrieved articles. 
Handsearching of two Dutch language journals added one publication to our selection.  

One additional result was found in the reference lists of retrieved articles. 
Handsearching of two Dutch language journals added two publications to our selection.  

For long-stay inpatients definition, despite explicitly enlarging our search strategy in 
EMBASE to studies on long-stay psychiatric hospital patients in general, all database 
searches basically produced the same results. 
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Literature selection  
Publications Origin Publication type 
TAPS studies: Gooch, 1996 319,320 25, Leff, 
1997  321, Leff, 2000a322, Leff, 2000b323, 
Leff, 2001324, Leff, 2002 91, Trieman, 1996a 
325, Trieman, 1996b 326, Trieman, 1996c 327, 
Trieman, 1997 328, Trieman, 1998  329, 
Trieman, 1999 330, Trieman, 2002 331. 

UK Five year descriptive follow-up 
study 

Thornicroft, 2005 21 UK Quasi-experimental follow-up 
study with matched control 
condition 

Ward, 2003 22 UK Ten year descriptive follow-up 
study 

King, 200042 UK Comparative follow-up study 
Fisher, 2001 33 United States Six months descriptive follow-up 

study 
Desai, 200323 United States Three years comparative follow-

up study 
Lesage, 200024 Canada Quasi-experimental follow-up 

study with matched control 
condition 

Hobbs, 200028, Hobbs, 2002 29, Newton, 
200030, Newton, 200131  

Australia Two and six year descriptive 
follow-up study 

Trauer, 200141 Australia One year descriptive follow-up 
study 

Priebe, 200225 Germany One year descriptive follow-up 
study 

Barbato, 2004 39 Italy Descriptive follow-up study 
Chapireau, 200534 France Two year descriptive follow-up 

study 
Räsänen, 200026 Finland Four year descriptive follow-up 

study 
Falgaard Nielsen, 200036, 37 Denmark Descriptive study 
Duurkoop, 200340 Netherlands Thirteen year descriptive follow-

up study 
Dieperink, 200632 Netherlands Descriptive, registration study 
Borgesius, 199943 Netherlands Descriptive, questionnaire study 
Fransen, 200044 Netherlands Opinion piece 
De Rick, 200313 Belgium Descriptive, questionnaire study 
Rothbard, 200035 United States, UK, 

Italy 
Review of four case studies 
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CONTENT OF CARE FOR LONG-STAY INPATIENTS AND FOR 
MENTALLY ILL PERSONS IN NEED OF LONG TERM CARE  

Results of literature search  

The literature selection was conducted on the basis of title and abstract. When in 
doubt, we consulted the full text. Search results are summarized in the table below. The 
full text of 7 selected results was not available to us. Obviously these publications were 
also excluded (final selection column).  

 Search 
date 

Search 
results 

Selected 
results 

Final 
selection 

MEDLINE 07/05/07 128 11 10 
EMBASE 14/06/07 149 8 6 
PsycINFO 10/05/07 64 9 8 
CINAHL 11/06/07 62 5 3 
SSCI / SCI-EXP 03/07/07 198 14 10 
Cochrane clinical trials 07/06/07 8 0 0 
   18 doubles 

excluded 
15 doubles 
excluded 

Total    29 22 

Through snowballing we added three relevant publications.  

Handsearching of two Dutch language journals did not add publications to our selection. 
All publications focusing on the care of severely and persistently mentally ill patients fell 
outside our inclusion criteria with respect to care setting.  

Two publications were added as a result of the grey literature search: one from Lucas: 
13 and one from the Trimbos institute in the Netherlands 43. Strictly speaking, the latter 
publication fell just outside our publication time limit, but we decided to include it due 
to the lack of recent literature on long-stay psychiatric hospital patients.  

Literature selection 

Long stay inpatients 

Subject Publication Publication type 
Needs   

Megens, 200661 narrative review 
Borgesius, 1999 43 descriptive, questionnaire study 
De Rick, 200313 descriptive, questionnaire study 
Brunt, 2004102 comparative, correlation study 

General needs; unmet 
needs; basic living needs 

{Wiersma, 2006 {Wiersma, 2006, 
48} 

narrative review 

Mental health care   
Megens, 200661 narrative review 
Caldwell, 200562 qualitative interview study 
Depla, 200563 cross-sectional correlation study 
Hansson, 2006 103 narrative review of empirical 

studies 
Brunt, 2002 332 comparative, correlation study 

Quality of life; therapeutic 
relationship; 
stigmatization; 

Kasckow, 2001104 comparative, follow-up correlation 
study 

Hayes, 200658 Quasi-experimental study  
Revheim, 200659 narrative review 

Group treatment  

Roder, 2007 60 systematic review 
Roberts, 200498 narrative review, conceptual 

critique 
Linhorst, 2002 100 qualitative document review, focus 

groups 

Rehabilitation; recovery; 
empowerment 

Chovil, 200599 personal experience 
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Leff, 200291 quasi-experimental follow-up study  
Szmidla, 2006 92 follow-up study with time series 

analysis 
Longo, 200293 follow-up study, action research 
Bellus, 200394 quasi-experimental follow-up study  

Rehabilitation program 

Mastroeni, 200595 quasi-experimental study follow-up 
study 

Medical care   
Räsanen, 2003105 descriptive, registration study 
Räsanen, 2005106 descriptive registration study 

Mortality, physical health 
care recommendations 

Cormac, 2004 108 narrative review, thought piece 
General   

Wasylenki, 200057 narrative review, thought piece 
Cochrane, 200056 narrative review, thought piece 

General 
recommendations 

Talbott, 200655 historic overview, thought piece 

Mentally ill persons in terms of long-term care 

We selected five publications from the special series in Psychiatric Services, 2001-2002 
on evidence-based interventions 140; 116; 143; 124; 117 and four studies from the special issue 
in Acta Psychiatrica Scandinavia, 2006: one historical overview 55 and three narrative 
reviews on needs assessment 101, quality of life 103 and the therapeutic relationship 159.  

# Medline Search History Results 
1 Mental Disorders/ 90806  
2 Mentally Ill Persons/ 3467  
3 Long-Term Care/ 17180  
4 Institutionalization/ 3988  
5 Psychiatric Department, Hospital/ 5138  
6 Hospitalization/ 49244  
7 long stay.mp. 1365  
8 severe$ mental$ ill$.mp. [mp=title, original title, abstract, name of substance word, 

subject heading word] 
1528  

9 persistent$ mental$ ill$.mp. [mp=title, original title, abstract, name of substance 
word, subject heading word] 

330  

10 serious$ mental$ ill$.mp. [mp=title, original title, abstract, name of substance word, 
subject heading word] 

1019  

11 psychiatr$.mp. [mp=title, original title, abstract, name of substance word, subject 
heading word] 

186058  

12 Community Mental Health Centers/ 2155  
13 1 or 2 or 8 or 9 or 10 or 11 232307  
14 3 or 4 or 5 or 6 or 7 or 12 76742  
15 13 and 14 18113  
16 limit 15 to ((dutch or english or flemish or french) and "all adult (19 plus years)" and 

yr="1990 - 2007") 
5020  

17 limit 16 to "review articles" 121  
18 assertive community treatment.mp. 283  
19 16 and 18 24  
20 Case Management/ 5718  
21 Managed Care Programs/ 21456  
22 Patient Care Planning/ 27440  
23 20 or 21 or 22 53747  
24 15 and 23 512  
25 limit 24 to ((dutch or english or flemish or french) and "all adult (19 plus years)" and 

yr="1990 - 2007") 
154  

26 Group Homes/ 601  
27 supported housing.mp. 80  
28 26 or 27 663  
29 15 and 28 48  
30 limit 29 to ((dutch or english or flemish or french) and "all adult (19 plus years)" and 

yr="1990 - 2007") 
27  
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31 outreach.mp. 3909  
32 15 and 31 56  
33 limit 32 to ((dutch or english or flemish or french) and "all adult (19 plus years)" and 

yr="1990 - 2007") 
30  

34 Day Care/ 4067  
35 partial hospitalization.mp. 249  
36 34 or 35 4166  
37 15 and 36 431  
38 limit 37 to ((dutch or english or flemish or french) and "all adult (19 plus years)" and 

yr="1990 - 2007") 
80  

We selected 18 Cochrane reviews on psychoeducation 125, cognitive behavioural 
therapy 128, compliance therapy 130, supportive therapy 131, psychoanalysis and 
psychodynamic therapy 132, life skills training 133, token economies 134, problem solving 
skills programs 135, cognitive rehabilitation 136, drama therapy 137, art therapy 138, music 
therapy 139, family interventions 141, psychosocial treatment for dual diagnosis patients 
142, seclusion and restraint 333, ‘as required’ medication regimens 73, non-pharmaceutical 
containment strategies 74, and outcome measures and needs assessment 161.  

We selected the following clinical practice guidelines  
Schizophrenia Patient Outcome Research Team (PORT) recommendations, 1998; 2004 
(USA) National Institute for Clinical Excellence (NICE) schizophrenia guideline, 2003 
(UK); Multidisciplinaire Richtlijn Schizofrenie, 2005 (the Netherlands); Royal Australian 
and New Zealand College of Psychiatrists clinical practice guidelines for the treatment 
of schizophrenia and related disorders, 2005.  

Through snowballing, we added three relevant systematic reviews on psychosocial 
treatments 158 123 127 and one on difficult patients 162.  

Handsearching of Current Opinion in Psychiatry provided us with eight narrative 
reviews on recent advances in the field 97; 152; 126; 151; 334;157; 305; 335.  

Handsearching of the Dutch language journals added two publications to our selection: 
one on the evidence-based interventions series in Psychiatric Services 118 and one on 
difficult patients 163.  

We used one review from the WHO Health Evidence Network. 156. In addition, we 
selected several publications illustrating important steps in the development of research 
regarding long-term care for severely and persistently mentally ill patients in the 
Netherlands and Flanders.  

Organizational alternatives for long stay hospitalized psychiatric patients 

Search startegies 

Psychinfo 

1 exp CHRONIC MENTAL ILLNESS 1088  

2 severe$ mental$ ill$.mp.  2507  

3 persistent$ mental$ ill$.mp.  640 

4 serious$ mental$ ill$.mp.  1767 

5 1 or 2 or 3 or 4  5340 

6 exp PSYCHIATRIC HOSPITALS/  5446 

7 hospitalization/ or institutionalization/ or long term care/ or psychiatric units/  8032 

8 exp Deinstitutionalization/  1558 

9 6 or 7 or 8  14670 

10 5 and 9  297  

11 limit 10 to ((dutch or english or french) and yr="1990 - 2007")  256  

12 community mental health/ or community mental health services/  6323 

13 5 and 12  605 

14 limit 13 to ((dutch or english or french) and yr="1990 - 2007")  578 
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15 exp Mental Health Program Evaluation/  1651 

16 exp Treatment Effectiveness Evaluation/ 9168 

17 15 or 16  10728 

18 5 and 17  131 

19 limit 18 to ((dutch or english or french) and yr="1990 - 2007")  124 

20 assertive community treatment.mp.  442 

21 5 and 20  234 

22 limit 21 to ((dutch or english or french) and yr="1990 - 2007")  231 

23 exp Case Management/  2011 

24 exp Treatment Planning/  2337 

25 23 or 24  4125 

26 5 and 25  298 

27 limit 26 to ((dutch or english or french) and yr="1990 - 2007")  294 

28 exp Independent Living Programs/ or exp Assisted Living/ or supported housing.mp.630 

29 exp Group Homes/  867 

30 28 or 29  1481  

31 5 and 30  76  

32 limit 31 to ((dutch or english or french) and yr="1990 - 2007")  73 

33 exp OUTREACH PROGRAMS/  515 

34 5 and 33  19 

35 limit 34 to ((dutch or english or french) and yr="1990 - 2007")  19 

36 exp Day Care Centers/ or exp Adult Day Care/  929 

37 5 and 36  5  

38 limit 37 to ((dutch or english or french) and yr="1990 - 2007")  5 

39 11 or 14 or 19 or 22 or 27 or 32 or 35 or 38  1190 

40 limit 39 to peer reviewed journal  925 

41 from 40 keep 4, 6, 8, 11-12, 14, 18...  11  

42 from 40 keep 29, 31, 33, 43-44, 47, 49...  32 

43 from 40 keep 156, 170, 176, 178, 189, 192-194...  11 

44 from 40 keep 210, 212, 218, 220, 222, 269...  9 

45 from 40 keep 319-321, 323, 325, 337, 362, 365...  15  

46 from 40 keep 402, 408, 411, 414, 419, 439...  15 

47 from 40 keep 507, 510-512, 527-528, 534-535, 559-560, 568...  15  

48 from 40 keep 607, 611, 613, 647, 659-660, 667...  8  

49 from 40 keep 702, 718, 765-767, 772, 786-788, 792  10  

50 from 41 keep 1-11  11 

51 from 42 keep 1-32 32 

52 from 43 keep 1-11  11  

53 from 44 keep 1-9  9  

54 from 45 keep 1-15  15 

55 from 46 keep 1-15  15  

56 from 47 keep 1-15  15  

57 from 48 keep 1-8  8  

58 from 49 keep 1-10  10  

59 from 40 keep 815, 829, 838, 860, 863-864, 873-874  8 

60 from 59 keep 1-8  8 

61 50 or 51 or 52 or 53 or 54 or 55 or 56 or 57 or 58 or 60  134 
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Embase 

#43 #16 AND #41 AND ([dutch]/lim OR [english]/lim OR 
[french]/lim) AND ([adult]/lim OR [aged]/lim) AND 
[embase]/lim AND [1990-2007]/py  

30  

#42#16 AND #41  188  
#40  hospitali?ation AND [1990-2007]/py  2,040   
#39 #37 OR #38  8,975  
#38 hospital'/exp  1,684   
#37 'day care'/exp  7,365   
([adult]/lim OR [aged]/lim) AND [embase]/lim AND [1990-
2007]/py 

17  
 

#35 #16 AND #34  31  
#34outreach AND [1990-2007]/py  4,544  
#33 #16 AND #31 AND ([dutch]/lim OR [english]/lim OR 
[french]/lim) AND ([adult]/lim OR [aged]/lim) AND 
[embase]/lim AND [1990-2007]/py 

29  

#32#16 AND #31 96  
#31 #29 OR #30 1,175  
#30supported AND housing AND [1990-2007]/py 302  
#29 'halfway house'/exp 884  
#28#16 AND #26 AND ([dutch]/lim OR [english]/lim OR 
[french]/lim) AND ([adult]/lim OR [aged]/lim) AND 
[embase]/lim AND [1990-2007]/py 

4  

#27#16 AND #26 9   
#26 #24 OR #25 2,462  
#25 'patient care planning'/exp 1,487   
#24 'case management'/exp 1,019  
#23#16 AND #20 AND ([dutch]/lim OR [english]/lim OR 
[french]/lim) AND ([adult]/lim OR [aged]/lim) AND 
[embase]/lim AND [1990-2007]/py 

14  

#22 #16 AND #20 AND ([dutch]/lim OR [english]/lim OR 
[french]/lim) AND [embase]/lim AND [1990-2007]/py 

24  

#21#16 AND #20 33  
#20 assertive AND ('community'/exp OR 'community') 
AND treatment AND [1990-2007]/py 

418 

#17#14 AND #15 AND ([dutch]/lim OR [english]/lim OR 
[french]/lim) AND ([adult]/lim OR [aged]/lim) AND 
[embase]/lim AND [1990-2007]/py 

1,204 

#16 #14 AND #15 4,953   
#15#3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #13 107,730  
#14 #1 OR #2 OR #9 OR #10 OR #11 OR #12 47,634  
#13 'community mental health center'/de 2,278  
#12 serious* AND mental* AND ill* AND [1990-2008]/py 2,770  
#11 persistent* AND mental* AND ill* AND [1990-
2008]/py 

899 

#10severe* AND mental* AND ill* AND [1990-2008]/py 4,817  
#9 'chronic patient'/exp 1,956 
#8 'hospital patient'/de 18,794  
#7 'mental hospital'/exp 23,521 
#6 'psychiatric department'/exp 4,338 
#5 'deinstitutionalization' 2,602 
#4 'institutionalization'/de 5,636   
#3 'long term care'/de 54,268 
#2 'mental patient'/exp/mj 5,263 
#1 'mental disease'/mj 36,706 
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APPENDIX 1 SUB TITLE 
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Appendix 2:  

SELECTION OF STUDY POPULATION 
The global study population is selected as follows : 

SETTINGS & YEAR 2003 
• All patients admitted during at least one day in 2003  

• in the following settings: initiatives of sheltered living, psychiatric care homes, 
centres for rehabilitation, foster homes.  

o From the IMA-data we will also select patients treated in 
rehabilitation centres dealing with mentally ill persons. 

LENGTH OF STAY 
The literature search revealed that most definitions of patients with severe and 
persistent mental illness incorporate three criteria: diagnosis, disabilities and duration. 

•  As the study project focuses on ‘long stay’, only the criterion of duration will 
be used to select the study population. 

The literature offers several possibilities for making the duration criterion more 
concrete. First of all a choice has to be made between three options: (1) duration since 
the onset of the mental problems; (2) duration since the start of the treatment (3) 
duration since admission to the long stay unit 

• In line with the research question we retain the third option, also because we 
do not have information when the mental problems started, neither when a 
patient started to receive treatment for his mental problems.  

In both databases (IMA and MPG-RPM), the study population will be selected from all 
patients staying at least one day in a T-bed between January 1st and December 31st 
2003, on the basis of their total duration of stay in that type of setting.  

• in principle – we do not take into consideration earlier treatments (e.g. 
admission into a unit with index) A to calculate the duration. An exception is 
made for a previous admission into a unit with index K (see further).  

For some patients the stay in a unit with index T is interrupted during a certain period. 
In this study project we will tolerate an interruption of 6 months at the most. This 
means that if a patient is readmitted into a unit with index T within a period of 6 
months after discharge, the entire period, including the interruption will be taken into 
account for determining the duration. 

In the literature various cut off points are used for the minimum duration of admission 
to identify long stay patients: (  

• We used three cut-off points: at least one year, at least two years, and at 
least five years.  

DESCRIPTION OF THE PATIENT PROFILES  
Patient profiles will be described at hospital level and at regional level (region, province, 
district). for each type of unit / setting. 

Age: the analysis will be done both in terms of age at admission and in terms of age in 
2003 (on the 31st of December or if relevant at the moment of discharge). 

The analyses in terms of profile of patients and hospitals takes into account the supply 
of alternative settings. The NIS-code of services will be used. Information in 2003 of at 
least the following settings: 
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• initiatives of sheltered living 

• psychiatric care homes 

• projects of psychiatric homecare whether of not recognized by the ministry 
of public health and other projects 

• the number of places in foster homes 

• centres for rehabilitation that focus on mentally ill persons 

• relevant facilities of services, established as part of the policy of the 
Communities and the Regions 

T = K 
An admission to a unit with index K will be regarded as equivalent with an 
admission to a unit with index T.  

• We can assume that young persons with mental problems are, if possible, 
admitted at first to a unit with index K and as they grow up are transferred 
to a unit with index T.  

• Furthermore a unit for adults, c.q. a unit with index T, cannot admit patients 
younger than 15 year.  

FOCUS ON ADULTS 
The study project focuses on adult patients. Only patients will be selected if they are at 
least 15 years old in 2003.  

• According to the regulations persons younger than 15 year cannot be 
admitted to a unit with index A or index T. 

OPERATIONALISATION AND ANALYSIS: IMA-DATA 

Selection of the global study population  

The global study population includes every person with at least one day of stay in any 
type of unit of a psychiatric hospital (with exception of patients admitted to a unit with 
index A), an initiative of sheltered living, a psychiatric care home and a rehabilitation 
centre in the course of 2003.  

• identification number of the institution (SS00075), the number of the unit 
(SS00080) and reimbursement codes and pseudocodes from the 
nomenclature (SS00150). 

Selection of long stay patients in a unit with index T 

From the global study population we will select the subpopulation of patients 
with a long stay in a unit with index T.  

• IMA-data allow to merge admissions in more than one hospital to calculate 
the duration, at least insofar that the transfer did not occur before the 1st of 
January 2002. 

The duration of stay in a unit with index T can be determined in more than one 
way. 

• Date of admission (SS00110): but some specific points should be kept in 
mind: 

o Every admission into a hospital results in a new date of admission. 
Consequently, stays in different hospitals will have to be merged. 

o If a patient is transferred to another unit in the same hospital, the 
initial date of admission does not change.  As a consequence the 
duration of any stay in a unit with index A before the transfer to a 
unit with index T will have to be subtracted. 

o If the date of admission is missing, the duration will be estimated 
on the basis of the (pseudo)codes of the nomenclature.  
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• The same method will be used to reconstruct, if necessary, the date of 
discharge (SS00015). 

• Co-payment code (SS00160) 

Co-payments vary with length of stay (see appendix 5) and can be used as a proxy for 
length of stay . But: 

• the code does not change  

o if a patient is transferred from one unit to another within in or 
between hospitals 
 and 

o if a patient is transferred between hospitals (the same or to 
another unit), as long as the duration of the interruption between 
the two admissions does not exceed a certain period (depending 
on the type of hospital): 

 General hospital to general hospital: 90 days 

 Psychiatric hospital to psychiatric hospital: 6 months 

 General hospital to psychiatric hospital: 90 days 

 Psychiatric hospital to general hospital: 6 months 

Periods with only day care or with only overnight stay are considered as a full stay, even 
if this type of stay is occurring only twice a week. 

SUBGROUPS OF PATIENTS ADMITTED TO A UNIT WITH INDEX T 
Several subgroups of patients admitted to a unit with index T can be distinguished: 

• patients admitted to a unit with index T, day and night stay; 

• patients admitted to a unit with index t1, day care; 

• patients admitted to a unit with index t2, night stay; 

• patients admitted to a unit with index T or index t1 or index t2. 

Selecting all patients discharged from a T-bed in 2003 and not readmitted within a 
period of 6 months will allow determining the distribution of the duration of stay in this 
setting; it will also allow describing where these patients go to after discharge. 

Patients staying at least 5 years in a T-bed and still admitted on 31/12/2004 are added to 
this group, in order to describe the subgroup with a 'very long' stay. 

The group of patients admitted for the first time into a T-bed in 2004 will be looked at 
separately, to describe where these patients come from and, if applicable, in which 
setting(s) they have been treated before. 

DESCRIPTIVE ANALYSIS OF THE POPULATION WITH LONG STAY 

Global profile 

The profile of the patients with a long stay in a unit with index T will be described in 
terms of region (using the NIS code-- PP0025), age (using the variable year of birth – 
PP0015), sex  (PP0020).  

For the social status of a patient we used: 

•  “entitled to higher reimbursement” or “preferential scheme beneficiary” 
(PP0030) and “KG1/KG2” (PP0030 and PP0035).  

o The variable “Entitled or not to higher reimbursement” identifies 
socially vulnerable patients in terms of a status (f.e. entitled to 
benefits for the handicapped, entitled to a guaranteed income for 
the elderly, widow(er)s with a low income, pensioners with a low 
income,…). It does not allow detecting patients considered 
vulnerable because of a low income level only. 
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Insurance status (KG1/KG2)  

• KG1 (major risks insurance only).  

o By analysing this variable we know if a patient is salaried or self-
employed, as well as the category of insurance (persons registered 
in the National Register, active population, disabled, widow(er)s, 
orphans, handicapped, members of a religious community, 
international conventions). 

• KG2 (minor risks insurance). 

o  this variable holds whether a patient is insured or not for minor 
risks (relevant for self-employed persons). 

Other variables 

The specific reimbursement and co-payment codes for a hospital stay were taken into 
account (see appendix 5); 

• Specific invoicing codes for residents in a psychiatric care home; 

• Unemployment benefits (PP1004, PP3012) and number of days of 
unemployment during the year (PP4001); 

• Benefits for disabled persons (PP2004, PP2005, PP2006, PP3011); 

• Sickness and incapacity benefits (PP2007, PP2008, PP2009) and the number of 
days of incapacity during the year (PP4002 and PP4003); 

• Being entitled to the system of maximum billing (“MAF”) (PP3001, PP3002, 
PP3003). 

The level of functioning of the patient and the diagnosis 

From the literature we know that both the level of functioning and the diagnosis are 
relevant characteristics for defining and describing persons with severe and persistent 
mental illness. In this study, these variables are not used for delimiting the study 
population, but are used to describe it.  

Disability 

Disability (functional limitations in major life activities) is measured as individuals 
typically meet at least two of the following criteria on a continuing or intermittent basis: 
The IMA data contain some of these criteria, and offers a some proxies for other 
criteria. 

• The IMA-data do not allow to determine whether a person has limited 
physical skills.  

o Indirectly, a number of variables might point into that direction, 
e.g. entitlement to benefits for handicapped persons (PP1003, 
PP1009) . In order to be recognised as a handicapped person, a 
minimum degree of dependency is required. The degree of 
dependency is measured using a specific scale that consists of 
various items, to a large extent focusing on physical problems. 

• is unemployed, is employed in a sheltered setting or supportive work 
situation, or has markedly limited skills and a poor work history  

o Unemployment: from the IMA-data we know if a patient is 
unemployed (code unemployment - PP1004) and also the number 
of days of unemployment during the year (PP4001). A specific value 
for the code unemployment is given to unemployed persons 
employed in sheltered setting, but we can not select the whole 
subgroup of patients employed in a sheltered setting. 

• requires public financial assistance from out-of-hospital maintenance and may 
be unable to procure such assistance without help  

o Financial assistance: the IMA-data contain variables on some types 
of public support: unemployment benefit (PP1004), incapacity 
benefit (PP2008), minimum income (PP1008). However, from the 
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data it is unclear whether a patient can procure this assistance 
without help. 

• has difficulty in establishing or maintaining a personal social support system  

o Social support: the IMA-data do not contain information about 
possible difficulties a patient has to maintain a personal social 
support system. 

• requires help in basic living skills such as hygiene, food preparation or money 
management  

o Basic living skills: the IMA-data contain only little information about 
the help a patient needs with regard to basic living skills (see 
before – limited skills).  More specifically, this information only is 
available for those patients receiving a benefit as a disabled person, 
and for whom the fact that they need help in basic living skills can 
be assumed. For those who don't have this benefit, there is no 
information on their degree of dependency. 

o Note : Entitlement to a benefit for disabled persons depends on 
several criteria. First of all it is required that a person can be 
considered as dependent, as measured by means of a specific scale, 
largely focusing on physical problems. Consequently, it is not easy 
for persons with mental problems to be recognised as highly 
dependent.  

• exhibits inappropriate social behaviour which results in intervention by the 
mental and / or judicial system “ 

o Inappropriate social behaviour: the IMA-data do not contain 
information about inappropriate behaviour. 

Diagnosis 

• The IMA-database does not contain information on diagnosis as such.  

Information about the treatment of long stay patients  

The IMA-data hold information on the treatment and follow-up of a patient in a 
psychiatric hospital as far as it is reimbursed and invoiced. 

• Codes from the nomenclature for dispensations within the scope of the 
psychiatric treatment: electroshocks, supervision, absences with a therapeutic 
aim, collective holidays,… 

• The prescription of medication: category, name, frequency and duration of 
use, dosage. All these dimensions have not been exploited 

• Codes from the nomenclature for other dispensations (f.e. physiotherapy 
outside the scope of the psychiatric treatment). 

Safety and support 

• The IMA-data do not contain information about the dimension ‘safety’ nor 
about the dimension ‘support’ as such. 

Supply of health care and cost 

an analysis of the cost of the different settings will be performed, including both the cost 
for the patient and the cost for the different public authorities. The analysis will be 
based on theoretical considerations, on the basis of known prices, tariffs and charges, 
and on empirical grounds, i.e. the actual invoicing data. 

Categories of expenses 

• At the expense of the health insurance (SS00060)  

o Stay, Medical care, Medication (categories A, B, C) 

• At the expense of the patient: co-payments(SS00160) 

o Stay, Medical care, Medication (categories B, C, D) 
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• At the expense of the patient : supplements (SS00165) 

o Stay, Medical care, Medication B, C, D 

The database does not contain information on certain costs for sheltered living (rent, 
non reimbursable medication). Information about the rent can be obtained from the 
hospital federations (VVI, VOV, FIHW,…).  

Analysis of the trajectories of care 

For some subgroups the IMA-data can reveal information on the treatment and 
trajectories of care. 

o For patients discharged from a unit with index T in the course of 
2003 and not readmitted within a period of 6 months, the 
subsequent destination will be described (e.g. sheltered living, 
psychiatric care home,…). 

 

OPERATIONALISATION AND ANALYSIS: MPG-DATA 

The selection of the global study population  

The global study population includes every person with at least one day of stay in any 
unit with index T of a psychiatric hospital, an initiative of sheltered living, a psychiatric 
nursing home in the course of 2003.  

In contrast to the IMA data, the MPG does not contain data of patients in rehabilitation 
centres.  

Furthermore, MPG contains information on partial psychiatric hospitalisation (day or 
night), however, there is no information about where the patient stays the other part of 
the day (night respectively day). Any analysis of specific combinations (e.g. patients that 
combine psychiatric day hospitalisation and the stay in an initiative of sheltered living) 
will need to be based on IMA data. 

long stay patients in a unit with index T 

From the global study population patients are selected with a long stay in a unit with 
index T in one specific hospital.  

In contrast to IMA data, MPG can not link patient data between different hospitals.  

• It is possible that patients end their stay in a unit with index T in one hospital 
to continue treatment in a similar unit in another hospital. If the total 
duration of stay within the two hospitals reaches the criterion for ‘long stay’ 
but both separate stays do not, this patient will not be selected from the 
MPG. However, based on the IMA data, the size of this specific group can be 
estimated. 

The duration of stay in a unit with index T can be derived from MPG with a precision of 
15 days. The information on the admission date in MPG is limited to the year and the 
month of admission. All other events (like e.g. transfer to unit with index T) are dated 
by giving the number of days since admission. If we always assume that the patient was 
admitted at the 15th day of the month, the mistake we make is at maximum 15 days 
(over- or underestimation).  

As noted earlier, special attention will be given to the population of patients with mental 
retardation or non congenital brain damage.  

• Several items in MPG give a good indication whether a patient has a mental 
handicap: diagnosis MA16.4-5, professional status MA14, type of education 
MA12, environment before admission MA11, developmental problems 
MT10.40. The presence of non congenial brain damage can be derived from 
the DSM IV diagnosis (axis 3). 
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Subgroups of patients admitted to a unit with index T 

• patients admitted to a unit with index T, day and night hospitalisation 

• patients admitted to a unit with index t1, day hospitalisation 

• patients admitted to a unit with index t2, night hospitalisation 

• patients admitted to a unit with index T or index t1 or index t2 

• Discharged long-stay patients:  

o In contrast to IMA data, MPG does not allow to check whether 
long-stay patients discharged in 2003 are re-admitted shortly after 
in 2004.  

• A subgroup of ‘very long’ stay patients (at least 5 years) can be derived from 
MPG, however, based on slightly different criteria than the ones used for the 
IMA database. MPG can select patients staying at least 5 years in a T-bed and 
still present on 31/12/2003. 

• The group of patients admitted for the first time into a T-bed in 2004 cannot 
be determined based on MPG 

DESCRIPTIVE ANALYSIS OF THE LONG STAY POPULATION  

Global profile 

The profile of the patients with a long stay in a unit with index T will be sketched on the 
basis of the variables region, age, sex and social status. 

With respect to social status, MPG consists of information on: 

• Environment before admission (living alone, living with family, living in an 
institution for residential care, etc.) 

• type and level of education 

• professional status at admission 

• main profession 

The level of functioning of the patient and the diagnosis 

• Unemployment:  

o Through the item ‘professional status at admission’ (MA14) we 
know whether the patient was unemployed at the moment of 
admission. 

o  Through the item ‘current or last main profession’ (MA15) we can 
know if a patient has never had a job.  

o Employment in a sheltered setting cannot be directly derived from 
MPG. Indirectly, such work can be indicated through the item 
‘occupational therapy (Economically productive)’ (MT16.07).  

• Financial assistance:  

o Via the item ‘main profession at admission’ (MA14) we know 
whether the patient receives financial support.  

• Social support: 

o Axis 5 of DSM IV registers ‘problems in the primary support 
group’ (Mt17.11) and ‘problems related to the social environment’ 
(MT17.12). Furthermore there are items on the presence of social 
withdrawal (MT10.13) and relational problems. 

o Whether the patient is unable to obtain this support without help 
cannot be derived directly from MPG. The GAF score (MT17.20) 
can however give an indication.  

• Basic living skills:  

o MPG contains information on basic care. One registers whether 
the patient receives stimulation or physical aid with respect to 
hygiene (MT12.01-02) and feeding (MT12.03-04).  
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o Aid with money management cannot be directly derived from 
MPG. However the item ‘social support (i.e. with respect to 
society)’ (MT16.13) indicates whether a patient is trained in the 
use of bank, post, social security,… 

• Inappropriate behaviour:  

o MPG contains a list of problems and symptoms that can give an 
indication of inadequate social behaviour (e.g. suicide thoughts 
(MT10.01), ), aggression (MT10.02-03), social withdrawal 
(MT10.13), euphoria (MT10.14), hallucinations (MT10.15), 
delusions (MT10.16), etc.) ) All patients in MPG are in residential 
care. 

o Via the items ‘Way of admission’ (MT09) and ‘problems with 
justice/police or crime’ (axis 5 of DSM IV) (MT17.18) we can know 
whether an intervention of the judicial system has taken place. 

• Diagnosis 

o The diagnosis according to DSM IV is registered in MPG. For long 
stay patients this registration is repeated at least every six months.  

Treatment  

In MPG, a relatively large amount of items exists to register the treatment received by 
the patient. However, the way of registering is rather crude. For each item it is 
indicated whether a certain type of care or treatment has happened or not (in the last 
six months). There is no specification towards frequency or intensity of the care or 
treatment.  

• basic care administered by the team (MT12.01-12): stimulate or physical help 
with hygiene, fecal incontinence, mobility, standing/lying, feeding, dressing and 
undressing 

• treatment administered by the team (MT13-17): via injection, per os (??), care 
at shock therapy 

• type of psychotropic and drug-related treatment (MT15.1-9) 

• type of relational therapy (MT16.1-14) 

Reasons for a long stay in a unit with index T 

• Safety and support 

o The dimension ‘safety’ can be approached in MPG through the 
items on the inspection performed by the team (MT13.1-10). 
There it is indicated whether the patient has been supervised by 
the team with respect to suicide threat, vital parameters, use of 
alcohol or drugs, through monitoring, means of protection, 
separation in isolation room, etc.  

o For the dimension ‘support’ MPG can give an indication via the 
item ‘environment before admission’ (did the patient live alone?) 
psychosocial and environmental problems: within the primary 
support group, psychological signs and symptoms: social 
withdrawal, relational problems,… From expert opinion will have 
to become clear whether the available information suffices.   

Trajectory 

• Long stay patients can be followed longitudinally from admission until stay in 
2003. Every six months there is a registration of diagnosis, problems and care 
and treatment received by the patient in the past six months. 



KCE Reports 84 Long stay patients in T-beds-Supplements 65 

 

Table 1: overview of the codes used to carry out the sample of IMA-data 
description Setting RIZIV n° hospital 

SS0020 
pseudocode 
hospitalisation 
SS00150 

Pseudo-code day of hospitalisation 

710 768003 Amount by admission (1) 

  768025 Amount by day (1) 

  793026 Units a1 and t1 in general hospital: amount by admission 
  793041 Units a1 and t1 in general hospitals: amount by day without personal fee 
  793085 Unit k1 in general hospitals: amount by admission 
  793100 Unit k1 in general hospital: amount by day without personal fee 
  793144 Unit k2 in general hospitals: amount by admission 
  793166 Unit k2 in general hospital: amount by day without personal fee 
  793203 Units a2 and t2 in general hospital: amount by admission 
    Units a2 and t2 in general and psychiatric hospital : amount by day: 
  793225    '- unpaid activity or no activity: without personal fee 
  793240    '- paid activity in a sheltered workshop: with personal fee 
  793262    '- other paid activity: with personal fee 
  791604 Unpaid absence for therapeutic purposes (in general and psychiatric hospital). 
  791501 Unpaid leave. 
    Price for patient-day for stays in collective holiday camps: 
  793321    '- for patients in complete stay in psychiatry (day and night): all psychiatric units, except Tp 

Psychiatric unit in 
general hospital 
(PAAZ) 

  793365    '- for patients with partial stay in psychiatry (day or night): all psychiatric units 

720 768121 Amount by day (2) 
  793063 Units a1 and t1 in psychiatric hospital: amount by day without personal fee 
  793122 Units k1 in psychiatric hospital: amount by day without personal fee 
  793181 Units k2 in psychiatric hospital: amount by day without personal fee 
    Units a2 and t2 in general and psychiatric hospital: amount by day: 
  793225    '- unpaid activity or no activity: without personal fee 
  793240    '- paid activity in a sheltered workshop: with personal fee 
  793262    '- other paid activity: with personal fee 
  793284 Units Tf in psychiatric hospital: price in case of home nursing in hospital 
  793306 units Tp in psychiatric hospitals: price in case of home nursing in case of home nursing in a family 
  791604 Unpaid absence for therapeutic reasons (in general and psychiatric hospital) 
  791501 Unpaid leave 

Psychiatric hospital 
  
  
  
  
  
  
  
  
  
  
  
  
      Price for patient-day for stays in collective holiday camps: 
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  793321    '- for patients in complete psychiatric stay (day and night): all units, excepted for Tp 
  793343    '- for patients in complete psychiatric stay (day and night): only units Tp 

  

  793365    '- for patients with partial psychiatric stay (day and night): all units 
725 762510 Full admission price by day for psychiatric patient, without post treatment rehabilitation 
  762532 Full admission price by day for psychiatric patient, with post treatment rehabilitation. 
  791512 Days of unpaid leave 
  791814 Days of individual paid leave for psychiatric patients without post treatment rehabilitation 
  791836 Days of individual paid leave for psychiatric patients with post treatment rehabilitation 
  791711 Days spent in a collective holiday camps for psychiatric patients, without post treatment rehablilitation. 
  791733 Days spent in a collective holiday camps for psychiatric patients, with post treatment rehablilitation. 

  

791615 Days spent in collective holiday camps without supervision specialist for psychiatric patients, without post 
treatment rehabilitation  

Psychiatric nursing 
home (PVT / MSP) 
  
  
  
  
  
  
  

  

791630 Days spent in collective holiday camps without supervision specialist for psychiatric patients, with post 
treatment rehabilitation  

Sheltered living (IBW 
/ IHP) 

726 
  
  

762576 
  
  

Initiatives of sheltered living 
  
  

768084 Amount by admission in units with index Sp, other than palliative care in general hospitals (3) S6 (psycho  
geriatric care) 

710 
  768106 Amount by day in units with index Sp, other than palliative care in general hospital (3) 

773 772074 Rehabilitation for alcoholics and drug users 
773 772085 Rehabilitation for alcoholics and drug users 
773 775515 Rehabilitation for alcoholics and drug users 
773 775526 Rehabilitation for alcoholics and drug users 
773 776510 Rehabilitation convention for drug users 
773 776521 Rehabilitation convention for drug users 
773 775795 Rehabilitation convention for drug users 
773 775806 Rehabilitation convention for drug users 

774 772096 Rehabilitation program for psychotic persons 
774 772100 Rehabilitation program for psychotic persons 
774 775530 Rehabilitation program for psychotic persons 
774 775541 Rehabilitation program for psychotic persons 

784 775213 Rehabilitation children / adolescents and neurological disorders 
784 775224 Rehabilitation children / adolescents and neurological disorders 

965 776355 Rehabilitation convention psychiatry 

Rehabilitation centres 
for mentally ill 
persons  
  
  
  
  
  
  
   
  
  
  
  
  
  
  

965 776366 Rehabilitation convention psychiatry 
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965 779413 Rehabilitation convention psychiatry 
965 779424 Rehabilitation convention psychiatry 
965 779590 Rehabilitation convention psychiatry 
965 779601 Rehabilitation convention psychiatry 
965 776333 Rehabilitation convention psychiatry 
965 776344 Rehabilitation convention psychiatry 
965 779472 Rehabilitation convention psychiatry 
965 779483 Rehabilitation convention psychiatry 
965 779612 Rehabilitation convention psychiatry 
965 779623 Rehabilitation convention psychiatry 
965 779435 Rehabilitation convention psychiatry 
965 779446 Rehabilitation convention psychiatry 
965 779634 Rehabilitation convention psychiatry 
965 779645 Rehabilitation convention psychiatry 
965 779656 Rehabilitation convention psychiatry 
965 779660 Rehabilitation convention psychiatry 
965 779671 Rehabilitation convention psychiatry 
965 779682 Rehabilitation convention psychiatry 
965 779450 Rehabilitation convention psychiatry 
965 779461 Rehabilitation convention psychiatry 
965 779693 Rehabilitation convention psychiatry 
965 779704 Rehabilitation convention psychiatry 
965 776414 Rehabilitation convention psychiatry 
965 776425 Rehabilitation convention psychiatry 
965 776392 Rehabilitation convention psychiatry 
965 776403 Rehabilitation convention psychiatry 
965 776812 Rehabilitation convention psychiatry 
965 776823 Rehabilitation convention psychiatry 
965 779730 Rehabilitation convention psychiatry 
965 779741 Rehabilitation convention psychiatry 
965 776370 Rehabilitation convention psychiatry 
965 776381 Rehabilitation convention psychiatry 
965 776871 Rehabilitation convention psychiatry 
965 776882 Rehabilitation convention psychiatry 

  
  
  
  
  
  
  
  
  
  
  
  
  
  

965 779752 Rehabilitation convention psychiatry 
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965 779763 Rehabilitation convention psychiatry 
965 776834 Rehabilitation convention psychiatry 
965 776845 Rehabilitation convention psychiatry 
965 779774 Rehabilitation convention psychiatry 
965 779785 Rehabilitation convention psychiatry 
965 779796 Rehabilitation convention psychiatry 
965 779800 Rehabilitation convention psychiatry 
965 779811 Rehabilitation convention psychiatry 
965 779822 Rehabilitation convention psychiatry 
965 776856 Rehabilitation convention psychiatry 
965 776860 Rehabilitation convention psychiatry 
965 779833 Rehabilitation convention psychiatry 
965 779844 Rehabilitation convention psychiatry 

 

965 772004 Rehabilitation convention psychiatry: days unpaid leave during a rehabilitation period. 
762134 Post treatment rehabilitation 
762156 Post treatment rehabilitation 

Post treatment 
rehabilitation 

 762171 Post treatment rehabilitation 
(1) In order to limit the selection to psychiatric stays in units with index A, K and T, the code for the unit should be 340, 370 or 410. 

(2) This code is used for stays in units with index A, K and T. it is not mentioned as such in the invoicing rules, but it can be deduced from the existing of specific 
codes for other units. 

(3) In order to limit the selection to stays in units with index S6, the code for the unit should be 660. 

 5 
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Table 2.2: codes for co-payment in psychiatric hospital 
 1st day 2nd 90th 

day 
91st 
day 365th 
day 

366th  
end of the 
5th year 

from the 1st 
day of the 6th 
year 

Ordinary persons entitled – children 
(descendants) 

766021 799422 799584 799820 776426 

Ordinary persons entitled – equated 
unemployed persons* with and their 
dependant persons or alimony** 

766441 

Ordinary persons entitled – equated 
unemployed persons* without 
dependant persons 

766043 799444 799606 799842 

766765 

Ordinary persons entitled with 
dependant persons or alimony** 

766065 799466 799621 799746 766382 

Ordinary persons entitled without 
dependant persons 

766065 799481 799643 799761 766404 

WIGW*** + NBP + KL. Gem. 75 %**** - 
kinderen 

766080 799503 799665 799886 766485 

WIGW*** + NBP + convent community 
75 %**** with dependant persons or 
alimony 

766102 799525 799680 799783 766566 

WIGW*** + NBP + convent community 
75 %**** without dependant persons 

766102 799540 799702 799805 766581 

WIGW*** + NBP + convent community 
100 %**** with and their dependant 
persons 

766522 

766780 WIGW*** + NBP + convent community 
100 %**** without dependant persons 

766124 799562 799724 799923 

 
[* = beneficiaries in a situation of controlled unemployment and who have been unemployed since 
at least twelve months 

** = beneficiaries who have to pay alimony due to a judicial decision or a barrister’s statement 

*** widows and widowers, disabled persons, pensioners, orphans 

**** 75 % = not entitled to the preferential scheme; 100 % = entitled to the preferential scheme] 

Table 2.3: categories of residents in a psychiatric nursing home in terms of 
social status 

Mentally ill and mentally handicapped – until 
01/01/2003 

Mentally ill and Mentally ill – since 
01-06-2003 

a. Persons: 
- Or entitled to a minimum income; 
- Or entitled to a guaranteed income for the elderly or a 

interest supplement; 
- Or entitled to a benefit for disabled persons; 
- Entitled to the preferential scheme and with dependant 

persons or alimony 
- Insured as dependant persons from the first or second 

category 

a. Persons entitled with dependent 
persons or alimony and dependant 
persons 

b. Persons: 
- Entitled to the preferential scheme but without 

dependant persons 
- With dependant persons or alimony (exception persons 

mentioned in the first two categories of a) 
- Insured as dependant persons from these categories 

b. WIGW 100 % without dependant 
persons 

c. All other beneficiaries c. All other beneficiaries 
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Appendix 3  

COMPARISON OF THE IMA AND MPG/ RPM 
DATABASES  

INTRODUCTION 
In the study project two databases are used to answer the research questions about 
long stay patients in T-beds: the minimum psychiatric data (MPD) and the IMA-data 
(health care insurance data). Both databases register information about the same 
patients. For both databases the registration of 2003 is used.  

Since the registration purposes, principles and procedures are different, we search to 
what extent the databases converge and differ on basis of descriptive statistical 
comparisons. This exercise is part a technical validation of the databases and can be 
considered as a raw measure of database quality. 

This exercise is a purely methodological one and has different purpose than the analyses 
required to answer to the research questions of the project.  

THE MPD DATABASE IN THE SCOPE OF THE PRESENT STUDY 

General background information 

The minimal psychiatric dataset (MPD) is a Belgian database organised and managed by 
the FOD/SPF VVVL. The registration was developed for administrative purposes, as a 
tool to document patient profiles and activities in Belgian psychiatry. The database 
covers now almost 10 years. 

The dataset holds information on all patients that stayed within a psychiatric hospital, a 
psychiatric service in a general hospital, a psychiatric nursing home or a home for 
sheltered living.  

For each patient, the database contains socio-demographic information, information 
about the admission, about the problems and symptoms, the diagnosis, the types of 
treatment and care that was offered, and information on the discharge.  

Availability of data 

A the start of the present study in 2006, data were only available until the year 2003. 
Although hospitals and psychiatric facilities should send their data not more than three 
months after closing the half-yearly term, important arrears in the availability of data 
were due to technical problems at the FOD/SPF at the time of the start of this research 
project. It is regrettable that we could not use the more recent data of 2005 for this 
study. 

Methodological issues related to the operationalisation for mpg/prm data-analysis 

The notion of “stays” 

MPD registers data on the level of stays. Each time a “stay” starts a separate 
registration starts. As a consequence patients cannot be identified in their trajectory 
over different institutions. In the present study this had two implications.  

• We cannot know when a patient goes from one hospital to another or to a 
different psychiatric facility. On a conceptual level this implies that our 
operationalisation of a long stay, is calculated as a “long stay within the same 
facility”  
The consequences for the study are limited. The study focuses on long-stay 
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patients, under most circumstances such patients will stay within the same 
hospital. We did allow only temporary absences in the period of long-stay.  

• We do not know whether a patient combines, at the same time, a stay in 
sheltered living and a treatment in day hospitalisation. This methodological 
problem is more fundamental for our research questions. In our analysis we 
compared the population of long stay patients in T-beds, and compare them 
to other “more reintegrated” populations or populations in other residential 
settings such as patients in sheltered living and patients in psychiatric day 
hospitalisation. Since both settings are often combined, both populations have 
certain overlap of which we cannot estimate the size.  

T-beds and Sp psychogeriatrics 

In MPD, no distinction is made between the bed indices T and Sp (psycho-geriatrics)b. If 
we consider the potential broad scope of long stay patients (including the old-age 
population), an operational distinction between T and sp-geriatrics would be useful. SP-
psychogeriatrics services have theoretically another “mission” and target population 
than T-services 

The present study focuses on patients in T-beds, however, due to this shortcoming in 
the database, we could not exclude patients in Sp beds from our population.  

Sociodemographic data 

MPD contains information on the educational level, the occupational status and 
profession of the patient. These variables are often used to determine the socio-
economic status of the person. For the population of long-stay psychiatric patients this 
is a more delicate matter. Psychiatric problems interfere largely with the persons 
capabilities to work and to study in case of an early onset. Moreover, a significant part 
of the population has a condition of mental retardation. The above mentioned variables 
could therefore not reliably be used to estimate the socio-economic status of the 
patient. Neither is any other information available in the dataset that allows us to do so. 

Social support  

Apart from the psychiatric problems of the patient, several factors in the environment 
of the patient might determine his reintegration potential. One very important factor is 
whether the patient can receive support from family MPD lacks is an indicator of the 
existence of social support for the patient. MPD contains some indicators but the risk 
op methodological flaws and reliability of the registration is real. The database contains 
several questions on the presence or absence of problems with relatives (children, 
partner, parents,…), problems within the primary supporting group, within the social 
environment.  

But, patients without any supporting group, are never indicated as having problems with 
it, whereas patients that have a family are more likely to experience problems. Then, 
from the data, it seems that the latter group is doing worse. In reality it is probably the 
other way around.  

For long-stay patients this registration problem is very fundamental. Patients that are for 
a long time in the hospital are probably more likely to lose contacts with relatives, 
leading to the problem that we cannot give any relevant meaning to the variables 
registered. An analysis of the registered data could potentially lead to false 
interpretations.  

 

 

                                                 
b  For a description of the indexes of services see also appendix 5 
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Safety of the patient 

A relevant concept for studying of the characteristics and reintegration potential for 
long-stay psychiatric patients is ‘safety’. MPD does not offer the necessary items to 
study this further.  

Content of treatment and care 

The MPD dataset has only limited value to analyse and compare content of care for the 
long stay population in the different facilities. 

All the items in MPD related to treatment, care, and surveillance are scored binary. A 
binary indicator only tells us whether a certain type of treatment has been applied at 
least one time during that period or never, without any indication of frequency or 
intensity.  

Moreover, treatment care and surveillance data are registered for the duration of the 
‘treatment period’. In many cases this treatment period will be relatively short; 
however, for long-stay patients normally this is a period of 6 months (within a facility). 
This implies that binary registered data cover a period of 6 months, without any further 
nuance. 

This way of registration has two drawbacks: (1) the probability of ‘registration error’ is 
increased, and (2) we do not have information on the intensity of the treatment.  

1. Registration error 

The issue on content validity and interpretation of available registered data is at stake. A 
binary registration over 6 months increases the chance that ‘one accidental occasion’ 
leads to a ‘yes’ on certain item, while on the level of real content of care, it relates to a 
not very relevant aspect of the care giving over the last period of six months.  

• For example, suppose that the patient has a bad night and gets a sleeping pill 
while he is normally never on this type of medication. Then this one occasion 
makes that the patient receives a ‘yes’ for sleeping pills. Similar examples can 
be found; the patient can be helped once with dressing due to a back 
problem, and so on. Even though the rater has made the registration 
correctly, giving meaning to this values becomes problematic. The the 
content validity of the registration becomes problematic.  

But, sample size can correct for this potential problem. It is known from statistical 
reliability research that, when a measurement is taken with error, typically more 
observations are needed to obtain the quality (statistical power) that would have been 
available in an error-free measurement.  

• The formula related to this statement is given by n* = n x R, where n* is the 
final sample size needed, n is the sample size in case of error-free 
measurement and R is the reliability of a measurement, a number between 0 
and 1. 

As MPD registers for large samples, it can be expected that the large number of patients 
in the dataset can compensate for some of this registration error.  

A similar line of reasoning counts for ‘real measurement error’, where the rater 
erroneously has indicated the wrong answer.  

2. Intensity of the treatment 

Information on the intensity of the treatment is not available in MPD, which can be 
considered as a rather important problem for our research purposes.  

• We cannot document whether the intensity of some treatments changes 
over the duration of stay, whether it is different for different groups or 
between settings, whether there is a lot of variability between the hospitals 
or between the regions. This information would have formed an important 
added value to the study.  
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Severity  

Many other variables in MPD are only scored binary, including some of the behavioural 
problems like aggression, substance abuse, etc. More details on the severity of these 
problems would have been a considerable improvement in several parts of the study, 
but especially in analyses where profiles in different settings are compared.  

Reintegration and Trajectories of patients 

One of the aims was to investigate the relationship between reintegration and 
reorientation chances on the one hand and the supply of specific care in a region on the 
other hand.  

For the dataset used and for the group of long-stay patients, only a relatively small 
number of discharged patients is available. This has major implications when trying to 
describe and to model fro the respective destinations after discharge. For example, we 
would have linked the chance to go to a psychiatric nursing home with the supply of 
psychiatric nursing homes. To study this more accurately, data of several years would 
be required, so that discharged patients can be pooled over these years to obtain a 
sizable database. This is however not a problem of MPD as such, but of the selection of 
data limited to the year 2003 that has been made.  

COMPARISON OF MPD & IMA DATABASES 
For both databases the following selection criteria were used:  

• the patient is at least 15 years old at 31/12/2003 and 

• stayed at least one day in 2003, 

• in one of the following settings: psychiatric hospital (PZ), psychiatric unit of a 
general hospital (PAAZ), an initiative of sheltered living (IBW) or a psychiatric 
nursing home (PVT), 

• excluding all stays within index A, a1, or a2. 

We compare the two databases with respect to the number of patients in the different 
settings, their age and gender. A similar exercise is done both at the level of the type of 
institution in which these patients stay as well as at the the unit within these settings. 

Differences in registration 

There are two indexes of beds that are treated differently in both databases.  

The type of bed with index Vp (day and night nursing for geriatric patients in need of a 
neuropsychiatric treatment) cannot be identified in the IMA-data. And although a 
separate registration is foreseen for MPD, only a few hospitals mention this unit 
separately. Given theses findings and given the fact that a Royal Decree of 2000 states 
that ‘at present these beds are recognized as T-beds’ and that the philosophy of this 
type of bed is comparable to that of a T-bed, it is decided to consider this type of beds 
as equal to a T-bed. 

The target group of beds with index Sp 6 consists of persons in need of specialized 
psycho-geriatric care. We can assume that the philosophy of a Sp-bed is different and 
that they are rather meant for post-acute care for elderly with psychiatric problems 
rather than chronic care. These beds can be found in general as well as in psychiatric 
hospitals. In contrast to IMA-data, there is no separate registration for this unit in MPD. 
They are considered as T-beds.  

For this reason they will be considered as T-beds in the IMA-data as well. As to the 
SP6-beds in general hospitals, they are not part of the MPD. For this reason they will 
not be taken into account in the IMA-data as well. 

As to the psychiatric nursing homes in MPD, we will take into account all residents, 
including persons with a mental handicap, even though theses persons residing in the 
recognized units are not in the IMA-sample. 
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Comparing numbers of stays and length of stay 

The number of stays and the length of stay in the different settings cannot be compared 
between the databases for several reasons: 

• In MPD, the start and end of an atomic stay cannot exactly be determined. 
The database only registers year and month of the medical-psychiatric 
admission and the number of days between this medical-psychiatric admission 
and the beginning or end of the atomic stay. By always assuming the day of 
admission the 15th of the month, the error we make is never lager than 16 
days. However, when an admission or discharge occurs close to the year-end, 
it can be wrongly categorized eg. in 2002 in stead of 2003 or vice versa. We 
do not expect that it will result in a serious over- or underestimation, but it 
can lead to errors and potentially in differences between the two databases. 
This problem does not exist as to the IMA-data. 

• The MPD database of 2003 only takes into account ‘movements’ that are 
finished in 2003. An atomic stay can be composed of one or several 
movements. If an atomic stay is composed of one movement, and the 
movement is not finished in 2003, the atomic stay is not in the database. This 
problem does not exist in  to the IMA-data. 

• If a patient, within one hospital, changes to another index of the same ‘family’ 
(f.e. t1-T-t1) but with the intention to return to the original index, this is 
registered as one single atomic stay in MPD. IMA will always register these 
cases as 3 different stays. 

RESULTS 

Number of institutions 

correspondence/concordance 

• In both databases, the number of institutions for which data are registered 
for 2003 are compared: initiatives for sheltered living, psychiatric nursing 
homes, psychiatric hospitals and general hospital with one or more 
psychiatric units. 

• For the psychiatric hospitals, only those institutions with units K and / or k1 
and / or k2 and / or T and / or t1 and / or t2 were included. Hospitals with 
only units A, a1 and / or a2 will not be counted. 

• As to the general hospitals, institutions with units with index K, k1, k2 and / 
or index T, t1 and t2 were counted. 

For some of the differences observed, explanations were found 

• Hospital Dr. Derscheid in Waterloo is a general hospital with only units for 
specialised care and a psychiatric unit with index T. Nevertheless, we will 
continue to count this institution as a general hospital. 

• As from July 1st of 2004 The hospital Stuivenberg in Antwerp has received a 
separate recognition as psychiatric hospital. In the IMA-database 2003 this 
hospital is registered as a general hospital. In the MPD 2003 data are 
registered in the database of psychiatric hospitals as well as in the database of 
general hospitals with psychiatric units. As at present this hospital is a 
psychiatric hospital, we will consider it as such. 
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Results 

Table 3.1: number of institutions in MPD and IMA 

MPD IMA
PZ 62 62
PAAZ 9 13
IBW 84 85
PVT 38 39  
For both databases we counted 62 psychiatric hospitals (PZ) with one or more units 
with index K, k1 or k2 and / or units with index T, t1 or t2 (Table 3.1). This is a 
relevant observation as T-beds are found almost exclusively in psychiatric hospitals.  

Differences are observed comparing the number of general hospitals with psychiatric 
units (PAAZ) in both databases. This can be explained as follows. Three hospitals - Virga 
Jesse in Hasselt, Brugmann in Brussels and Stuivenberg in Antwerp – have registered as 
psychiatric hospitals in MPD while in IMA-data they are known as general hospitals with 
a psychiatric unit. Only for one hospital we did not yet find an explanation. After 
analysing for MPD in what district the general hospitals are located, we are quite sure 
that the difference is to be found in the Sint-Andriesziekenhuis in Tielt. 

The difference of initiative of sheltered living (IBW) and psychiatric nursing homes 
(PVT) even if they are small, or can be explained – have to be kept in mind as they can 
influence the number of patients and their characteristics. 

Number of patients 

correspondence/concordance 

• All patients that stayed at least one day in one of the selected facilities in 
2003, are included in our selection of the sample. 

• Trajectories of care cannot be reconstructed using MPD. As MPD cannot link 
stays of one patient in different institutions, we determine the number of 
patients within institutions. If a patient is admitted in more than one 
institution of the same type, he is counted several times. On the other hand, 
if a patient is admitted in more than one unit with different indexes, but 
within the same hospital, he is counted only once because a unique 
identification code is created for every combination of patient*institution 
(regardless of unit)). 

• For general hospitals, patients were included that stayed at least one day in a 
unit with index K, k1, k2, T, t1 of t2. As MPD cannot identify patients 
admitted in a unit with index Sp6, they will not be taken into account. 

• For psychiatric hospitals, we will count the patients that stayed at least on day 
in a unit with index K, k1, k2, T (Vp and Sp6 included), t1, t2, Tfb en Tfp. 

• Patients that stayed only in units with index A, a1 or a2 will not be counted. 

Results 

Table 3.2a presents the results on the number of patients in the different types of 
institution. 
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Table 3.2a: comparison of the number of patients 

MPD IMA
PZ 18.033 18.900
PAAZ 861 785
IBW 4.386 4.374
PVT 3.550 2.524  
For the psychiatric hospitals the number of patients in both databases is reasonably 
comparable (table 3.2a). T 

The (small) differences for initiatives of sheltered living can be explained by a) the 
different number of institutions and b) the specificities of the registration methods. 

•  Indeed, a stay in MPD has to be seen as a sequence of periods (so-called 
movements). A new period starts for example when a patients moves to 
another unit with a different index. This new period will be registered in the 
database of 2003 only if the period is finished in 2003. For example, if a 
patient is admitted in 2003 in a unit with index A, moves to a unit with index 
T at the end of 2003 and makes another move in 2004, the stay in the unit 
with index T will not be in the database of 2003. The MPD of 2003 only 
contains the stay in the unit with index A, while in the IMA-data this will be 
registered. It is however not entirely clear to what extent this is an 
explanation for the differences. 

There are more important differences between the databases in the number of patients 
in psychiatric nursing homes.  

• A number of these differences can be explained by the fact that residents for 
whom the invoicing is done with the specific pseudo-codes for mentally 
handicapped residents are not included in the IMA-database. We tried to 
resolve this problem by using information obtained in MPD. Counting the 
number of patients with a diagnosis of mental retardation in MPD offered no 
solution, as there is not a perfect match between this subgroup in MPD and 
the subgroup of patients for whom the specific invoicing pseudo codes are 
used.  

o In MPD 1.983 residents without a mental handicap are registered, but that 
number differs from the number of residents found in the IMA-data. A 
hypothesis to explain this difference is that only a limited number of 
places are formally accredited to house mentally handicapped persons. 
But mentally handicapped persons can also reside in other types of units. 

o For patients admitted in hospitals, the IMA-database does not contain 
information about the diagnosis. So we will never be able to compare a 
subgroup of mentally ill patients in hospitals with mentally ill residents in 
psychiatric nursing homes. An analysis of the subgroup of mentally ill 
patients will inevitably have to rely on information registered in MPD. 

The number of patients in general hospitals with a psychiatric unit differs in both 
databases.  

• These differences will partly be explained by the specificity of the 
registrations. A patient will be counted only once in MPD during a stay in the 
same hospital even for different units, while IMA-data registers for all (see 
above).  

o In order to find out the differences, we recounted the number of patients 
at the level of the units for each type of hospital (table 3.2b). For example, 
we know that there is only one general hospital with a T-unit. For this 
unit we found a rather large difference in number of patients (298 in MPD 
and 156 in IMA). 
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• Part of the difference can be explained as some hospitals are considered as a 
general hospital in the IMA-data and as a psychiatric hospital in MPD (see 
above). 

Table 3.2b: number of patients by index of bed and hospital type 

tfb tfp K k1 k2 T t1 t2 K k1 k2 T t1 t2
MPD 454 657 1.329 148 36 12.292 4.727 626 517 48 0 298 0 0
IMA 419 517 984 112 56 13.143 5.462 909 456 74 0 156 0 0

PZ PAAZ

 

Characteristics of patients 

We present the distribution by age and by gender, first by type of institution, second by 
index of bed.  

correspondence/concordance 

• The analyses for age are based on the age of a patient at 31/12/2003. 

• As mentioned above, patients admitted in more than one institution of the 
same type will be taken into account more than once. 

• For the analysis at the level of the different bed indexes, a patient that is 
transferred to another unit with a different index will be taken into account 
more than once. 

• As we analyse the age / gender by bed index, we will also distinguish for the 
type of hospital if large differences were found in the first analyses. 

• To analyse the age / gender of patients, units with index K, k1 and k2 will not 
be treated equally as units with index T, t1 of t2. 

• A separate analysis is made for the index Tfb and the index Tfp. 

• We do not take into consideration patients in units with index Sp6 in general 
hospitals. 

• For psychiatric hospitals, units with index Vp an Sp6 will be considered 
equally as units with index T. 

• We do not count stays in a unit with index A, a1 or a2. 

Results 

Age distribution by type of institution (2003)  

Table 3.3 summarizes the distribution by age for MPD and for IMA-data. 

Table 3.3: Age of patients at 31/12/2003 by institution type 

N Mean
5th 
Ptcl

Lower 
quartile Median

Upper 
quartile

95th 
ptcl

Std. 
dev. Min. Max.

MPD 18.033 47,0 17 34 47 59 79 18,3 15 104
IMA 18.900 46,0 18 33 46 57 77 17,2 15 104
MPD 861 35,0 15 16 18 57 86 26,5 15 98
IMA 785 30,6 15 16 17 45 81 22,3 15 98
MPD 4.368 45,1 24 36 45 54 67 12,8 15 103
IMA 4.374 45,2 24 36 45 54 67 12,9 17 85
MPD 3.504 61,9 40 54 62 71 82 12,7 19 99
IMA 2.524 61,5 39 53 62 71 82 13,3 18 99

PZ

PAAZ

IBW

PVT  
The age distribution in psychiatric hospitals (PZ) and initiatives of sheltered living (IBW) 
is comparable for both databases. The small differences can be probably explained by 
the differences in number of patients / residents. 
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The distribution of age in psychiatric nursing homes (PVT) is comparable for both 
databases, be it that the number of patients for PVT in both databases is quite different. 

For psychiatric units in general hospitals (PAAZ) important differences are observed 
(mean, upper quartile and 95th percentile).  

• This can partly be due to the fact that a few hospitals are considered as 
general hospital in one database and as a psychiatric hospital in the other 
database.  

• Another reason has to be found in the differences in registration method. 

Age distribution by index of bed (2003)  

Table 3.4 summarizes the age structure of the patients by index of bed, regardless of 
the hospital type.  

Table 3.4: Age of patients at 31/12/2003 by index of bed but regardless of 
hospital type 

N Mean
5th 
ptcl

Lower 
quartile Median

Upper 
quartile

95th 
ptcl

Std. 
dev. Min. Max.

MPD 12.590 50,1 23 37 49 63 81 17,8 15 104
IMA 13.299 47,9 22 35 47 59 79 17,0 15 104
MPD 4.727 45,6 25 37 45 54 70 13,2 16 95
IMA 5.462 45,0 24 36 45 53 69 13,4 16 95
MPD 626 37,8 20 28 38 46 57 12,0 16 93
IMA 909 36,6 20 27 36 46 55 11,7 16 93
MPD 1.846 17,5 15 16 17 18 23 3,2 15 73
IMA 1.440 17,0 15 16 17 18 21 2,3 15 66
MPD 196 17,0 15 16 17 18 21 1,8 15 24
IMA 186 16,9 15 16 17 18 21 1,8 15 24
MPD 36 16,2 15 15 16 17 18 1,0 15 18
IMA 56 16,2 15 15 16 17 18 1,1 15 18
MPD 454 62,4 35 52 65 74 83 14,8 20 101
IMA 419 60,3 34 50 63 72 81 14,8 20 101
MPD 657 62,6 39 54 64 72 81 13,0 25 101
IMA 517 60,6 35 51 63 70 81 13,4 25 101

T

Tfp

Tfb

k2

k1

K

t2

t1

 
For the indexes T, Tfb and Tfp differences between the databases can be observed. This 
might be the result of the differences in registration method and the resulting 
differences in numbers of patients .  

Both in the MPD as well as in the IMA-data we found an abnormal maximum age in the 
service with index K..  

Age of patients by hospital type and bed index in 2003 

Table 3.5 seperates the age distribution per index of bed for the different hospital types. 
Differences between the databases for index T are found in PAAZ as well as in PZ. 
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Table 3.5: age of patient in 2003 by index of bed and by hospital type 

N Mean
5th 
ptcl

Lower 
quartile Median

Upper 
quartile

95th 
ptcl

Std. 
dev. Min. Max.

MPD 298 68,5 38 55 72 82 91 17,0 19 98
IMA 156 65,8 34 52 69 81 89 17,8 19 98
MPD 517 17,3 15 15 17 18 22 3,4 15 73
IMA 456 17,1 15 15 16 18 22 3,1 15 66
MPD 74 16,0 15 15 16 17 17 0,9 15 18
IMA 48 16,1 15 16 16 17 17 0,8 15 18
MPD 12.292 49,7 22 37 48 62 81 17,5 15 104
IMA 13.143 47,7 22 35 47 58 79 16,9 15 104
MPD 4.727 45,6 25 37 45 54 70 13,2 16 95
IMA 5.462 45,0 24 36 45 53 69 13,4 16 95
MPD 626 37,8 20 28 38 46 57 12,0 16 93
IMA 909 36,6 20 27 36 46 55 11,7 16 95
MPD 1.329 17,6 15 16 17 18 23 3,1 15 73
IMA 984 17,0 15 16 17 18 20 1,7 15 26
MPD 148 17,2 15 16 17 18 21 2,0 15 24
IMA 112 17,5 15 16 17 18,5 22 2,0 15 24
MPD 36 16,2 15 15 16 17 18 1,0 15 18
IMA 56 16,2 15 15 16 17 18 1,1 15 18

PZ

PAAZ

k2

k1

K

t2

T

t1

T

k1

K

 

Gender of patients by type of institution 

For PZ and IBW, the results of both databases are comparable (Table 3.6). The 
differences for PVT can probably be explained by the different composition of the study 
population. As to the PAAZ, we assume that this can be explained by the differences in 
numbers of patients and by the differences in the assumed type of hospital. 

Table 3.6: gender of patient by type of institution 

N % N % N % N %
PZ 9.691 53,7 8.342 46,3 10.037 53,1 8.863 46,9
PAAZ 367 42,6 494 57,4 396 50,5 389 49,6
IBW 2.879 65,6 1.507 34,4 2.860 65,4 1.514 34,6
PVT 2.095 59,8 1.409 40,2 1.400 55,5 1.124 44,5

MPD IMA
Male Female Male Female

 

Gender of patient by index of bed 

In both databases there is a clear preponderance of men over women (Table 3.7). Some 
differences are obsevered for the indexes k2 and Tfp.  

Table 3.7: gender of patient by index of bed, regardless of hospital type 

N % N % N % N %
T 6.844 54,4 5.746 45,6 7.178 54,0 6.121 46,0
t1 2.430 51,4 2.297 48,6 2.812 51,5 2.650 48,5
t2 440 70,3 186 29,7 641 70,5 268 29,5
K 754 41,0 1.092 59,0 598 41,5 842 58,5
k1 119 60,7 77 39,3 110 59,1 76 40,9
k2 19 52,8 17 47,2 31 55,4 25 44,6
Tfb 278 61,2 176 38,8 256 61,1 163 38,9
Tfp 657 65,9 224 34,1 329 63,6 188 36,4

MPD IMA
Male Female Male Female
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Gender of patients by index of bed and by hospital type 

For the psychiatric units in general hospitals the results are different (table 3.8). 

For the psychiatric hospitals the results for the indexes T, t1 and t2 are comparable, but 
results for the indexes K, k1 and k2 differ to some extent. It is likely that the differences 
are the result of the differences in classification of hospitals (see above). 

Table 3.8: gender of patient by index of bed and by hospital type 

N % N % N % N %
PAAZ K 197 38,1 320 61,9 202 44,3 252 55,7
PAAZ k1 42 87,5 6 12,5 55 74,3 19 25,7
PAAZ - T 130 53,6 168 61,9 77 49,4 79 50,6
PZ - K 557 41,9 772 58,1 396 40,2 588 59,8
PZ - k1 77 52,0 71 47,9 55 44,6 57 55,4
PZ - k2 19 52,8 17 47,2 31 55,4 25 44,6
PZ - T 6.844 54,4 5.746 45,6 7.101 54,0 6.042 46,0
PZ - t1 2430 51,4 2297 48,6 2812 51,5 2650 48,5
PZ - t2 440 70,3 186 29,7 641 70,5 268 29,5

MPD IMA
Male Female Male Female

 

CONCLUSION 
Differences are observed between the IMA-data and MPD. Many of these differences 
can be explained a) by particularities of the registration method of each database and b) 
by the fact that some hospitals are considered as general hospital with a psychiatric unit 
in one database or as a psychiatric hospital in another. However, it cannot be assessed 
to what extent these elements explain the observed differences. As it is not possible to 
exactly identify the institutions in MPD, it is not possible to completely explain the 
differences at the level of each individual institution. 

On the basis of this comparison, we decided to go on with the study project using data 
from both databases, be it with a general warning that the fit between both databases is 
not perfect at all. As the MPD contain more detailed information, the analysis in the 
research project is primarily done on mpd dataset, and complemented were possible 
and needed with IMA data. 

We would however urgently recommend a further and more detailed assessment of the 
reliability and validity of both datasets for future research purposes in psychiatry. 
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Appendix 4 

 A QUESTIONNAIRE-BASED FIELD STUDY 

OBJECTIVES 
In addition to the analysis of the MPD and IMA/AIM registration data, we conducted a 
questionnaire-based field study. 

The field study was designed to substantiate the main findings from the registration data 
with clinical data and to provide additional, more detailed information regarding the 
level of functioning of long-stay psychiatric patients, their specific social behavioural 
problems, the treatment and care received in hospital and the patients’ potential to 
leave the hospital and return to the community.  

For the field study, 160 long-stay patients were selected from a stratified sample of 20 
Belgian psychiatric hospitals. 

METHODOLOGY 

Selection of the study population 

Considering the objective of the field study and practical time and resources 
constraints, a sample of 160 patients selected from 20 psychiatric hospitals was put 
forward rather pragmatically.  

On the basis of the MPD registration data, we first made a selection of the hospitals. 
Second, a sample of long-stay patients within each of the selected hospitals was drawn 
randomly.   

Selection of the hospitals 

Twenty hospitals were selected from the total sample of 59 psychiatric hospitals with 
long-stay T-beds in Belgium based on the following variables: location, size and 
reintegration score.  

Location 

For an even geographical distribution of selected hospitals, we divided 11 Belgian 
regions (10 provinces and Brussels) into 9 province groups. The regions with the fewest 
hospitals with a sufficient number of long-stay patients in T-beds (see infra) were 
combined with an adjoining region. The resulting province groups were West-
Vlaanderen, Oost-Vlaanderen, Antwerpen, Vlaams-Brabant, Limburg, Brabant-
Wallon/Brussels, Hainaut, Liège and Namur/Luxembourg.  

Size 

Hospital size was defined on the basis of statistical criteria. The average number of beds 
in the Belgian psychiatric hospitals was 223. Hospitals with fewer beds were considered 
‘small hospitals’, hospitals with more beds ‘large hospitals’. Following this criterion, the 
total number of 59 psychiatric hospitals was divided into 29 small and 30 large hospitals.  

Reintegration score 

On the basis of the MPD registration data, reintegration scores per patient were 
calculated. These were the predicted values (probabilities) obtained through a logistic 
regression, fitted with reintegration (0/1) as a response variable and a predefined list of 
patient characteristics as explanatory variables: duration of stay, infirmity, social 
problems, GAF, antisocial behaviour, aggression, suicide risk and somatic problems.  
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Next, percentile 25, the median and percentile 75 were determined for each hospital 
separately and for the total group of psychiatric hospitals. Overall, a p25, median and 
p75 lower than in the total group was considered a low integration score for the 
hospital. A higher p25, median and p75 were considered a high integration score. In ten 
cases, however, the p25, median and p75 did not point in the same direction (e.g. p25 
lower than in the total group with median and p75 higher than in the total group). In 
these cases, the reintegration classification was based only on the median. As a result 
we obtained 18 hospitals with low reintegration scores and 41 hospitals with high 
reintegration scores.  

Final selection 

In total, a sample of 16 long-stay patients per hospital was needed: The study sample 
was set at 8 patients per hospital. In addition, a backup sample of 8 additional patients 
per hospital was foreseen (see infra). Therefore, only hospitals with a minimum of 16 
long-stay patients in T-beds were considered, with long-stay patients defined as patients 
who were in hospital for more than two years in 2003 and were not discharged that 
year. Thirty-nine hospitals met the criterion and were taken into account for the final 
selection. Logically, this lead to a resulting set of hospitals with relatively more large 
hospitals (27 out of 30) and hospitals with low reintegration scores (16 out of 18) than 
small hospitals (12 out of 29) and hospitals with high reintegration scores (23 out of 41). 
In total, five hospitals were small hospitals with low reintegration scores, seven were 
small hospitals with high reintegration scores, 11 were large hospitals with low 
reintegration scores and 15 were large hospitals with high reintegration scores (Table 
4.1).   

In addition, Table 4.1 shows the number of hospitals in the final sample per location, 
size and reintegration score. The final selection was based on the following principles: 

• As a minimum, two hospitals were selected from every province (group). For 
two regions, however, a third hospital was added in order to obtain a total 
sample of 20 hospitals. We decided to add a hospital from two larger 
provinces, with relatively many hospitals or long-stay patients in T-beds: 
Antwerpen and Oost-Vlaanderen. 

• In order to stratify for size and reintegration score, the final sample should 
consist of five small hospitals with low reintegration scores, five small 
hospitals with high reintegration scores, five large hospitals with low 
reintegration scores and five large hospitals with high reintegration scores.  

• Whenever the number of hospitals in particular combinations of location, size 
and reintegration score was larger than needed according to the first two 
principles, a random sample out of the different candidates was made. 
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Table 4.1: The number of hospitals considered for selection with their 
respective numbers of long-stay patients (between brackets) and the 
number of selected hospitals (in italics) per location, size and reintegration 
score 

 Small hospitals Large hospitals 

Location 
Low 
reintegration   

High 
reintegration  

Low 
reintegration  

High 
reintegration  

Antwerpen   2  (91) (71) 

2 
2 (149) (117) 

1 
Limburg   1 (41) 

1 
3 (19) (62) (53) 

1 
Oost-Vlaanderen  4 (31) (35) (40) (21) 

2 
 4 (58) (20) (60) 

(61) 
1 

West-Vlaanderen   2 (54) (169) 

1 
2 (88) (93) 

1 
Vlaams Brabant  2 (33) (31) 

2 
 2 (36) (66) 

Brussels / Brabant-Wallon 2 (35) (19) 

2 
 1 (73)  

Hainaut 2 (31) (41) 

2 
 3 (124) (259) (114)  

Liège  1 (23) 

1 
1 (58) 2 (24) (47) 

1 
Namur / Luxembourg 1 (20) 

1 
 2 (157) (114) 

1 
 

Total 5 
5 

7 
5 

11 
5 

15 
5 

As a result of the selection procedure, relatively more hospitals with low reintegration 
scores (10 out of 18) were selected as compared to hospitals with high reintegration 
scores (10 out of 41). Also, in the Walloon region the selection consisted 
predominantly of small hospitals and hospitals with low reintegration scores and in the 
Flemish region of large hospitals and hospitals with high reintegration scores.  

However, since the purpose of the field study was not to analyse the profile of the 
Belgian psychiatric hospitals, but to draw a clinical picture of long-stay T-bed patients 
and their treatment, we preferred to keep hospital characteristics constant and 
compose a balanced sample with patients from different regions and hospital types, 
instead of a proportional sample. The sample in this field research is thus not statistically 
representative for the overall population of long stay patients.  

The patient sample 

Basically, the patient sample consisted of 160 patients, eight per selected hospital. In 
addition to the primary sample, we selected a secondary back-up sample of eight extra 
patients per hospital to fall back on when the necessary data for specific patients in the 
primary sample were too difficult to come by. Patients in the primary sample were 
selected randomly from each of the selected hospitals. Patients in the secondary back-
up sample were selected randomly from the remaining patients in the same hospitals.  

All in all, there were more long-stay T-bed patients in the 18 Belgian hospitals with low 
reintegration scores than in the 41 hospitals with high reintegration scores. Therefore, 
in comparison to the total T-bed population, patients from low reintegration hospitals 
were somewhat under-represented.  
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The questionnaire 

Data were gathered by means of an electronic questionnaire (Access). The 
questionnaire was based on a written questionnaire of De Rick and colleagues 336, with 
the content adapted to fit the purpose of the present study. We made a Dutch and a 
French version of the questionnaire for the Flemish and the Walloon part of the 
country respectively. Both versions of the questionnaire can be found at the en of this 
appendix. 

The questionnaire was designed to be completed by professional caregivers, closely 
involved in the care for the patients in our sample and well aware of their daily habits. It 
consisted of the following parts: 

• Generalities: First, respondents were asked to indicate their function in the 
hospital. The remainder of this part essentially consisted of a few questions to 
determine whether the patient was still present in the hospital T-bed at the 
time of the study. For patients who already left the hospital, respondents 
were urged to fill in a slightly adapted version of the questionnaire with 
respect to the last six to twelve months of the patients’ stay, on the basis of 
their medical files. However, when medical files were insufficiently detailed, 
respondents were also given the possibility to substitute a patient from the 
primary sample for a patient from the secondary sample.  

• Socio-demographics: sex, age, marital status, education level, income level. 

• Basic clinical data: primary psychiatric diagnosis, additional psychiatric 
diagnoses, important somatic or medical conditions, start of psychiatric 
problems, date of first hospital admission, duration of continuous stay. 

• Presence and severity of social behavioural problems. Literature mentions the 
importance of social behavioural problems with respect to prolonged hospital 
stay and reintegration potential of long-stay psychiatric patients. The list of 
problems in the questionnaire was taken from the TAPS studies 325. 

• Level of functioning: This part of the questionnaire consisted of two basic 
questions. The first question was an indirect measure for the functioning level 
of long-stay patients based on the time spent on different structured 
activities. The second question consisted of the performance part of an 
activity scale, validated for severely and persistently mentally ill patients: the 
Mechelse Activiteiten Schaal or MAS, 337. This scale measures the global level 
of functioning on the basis of the performance on 66 activities (the total 
MAS-score), which are further divided in six subgroups (autonomy, 
interactive activities, integration, self-care, domestic activities, work activities) 
and can be regrouped in three (personal level, social level, societal level) or 
two subgroups (transferable, non-transferable). The three-level grouping 
leads to functioning scores on different social levels. The dimension of 
transferability refers to the patients’ involvement and interest in their 
surroundings. Contrary to non-transferable activities, transferable activities 
can in principle be taken over by others. As a consequence, participation in 
the latter demands greater commitment and interest in the environment. All 
MAS-scores are sum scores over the different items of the respective 
(sub)group(s), divided by the number of items. 

• Scoring the level of functioning in this way demands regular and intensive 
contact with the patient under consideration and was asked only for patients 
who were still in hospital. For the discharged patients, a short version of both 
questions that could be completed on the basis of the medical file or the 
recollection of the responding caregiver was included.  

• Hospital care: In this part, respondents had to indicate all forms of care and 
support the patient received in the last year of his or her stay in hospital.  
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• Reintegration potential: The last part of the questionnaire was to be 
completed exclusively by patients that were still living in a hospital T-bed at 
the time of the study. In this part, information was collected on the potential 
to leave the hospital and return to the community. Respondents were asked 
to indicate possible personal and situational reasons prohibiting hospital 
discharge, the best possible alternative setting for the patient in question and 
the forms of care and support needed to successfully function in an 
alternative community setting.  

Procedure 

Hospital directors of the selected hospitals were requested to participate in the study, 
first by letter and if necessary by telephone. Two out of the 20 contacted hospitals 
refused participation, one as a result of a reorganization, following the fusion with 
another hospital (which was not selected for this study), the other due to the amount 
of additional workload implied by the study. The two hospitals in question were both 
small hospitals, located in Vlaams-Brabant and Brabant-Wallon, with high and low 
reintegration scores, respectively. Due to time constraints of the research no substitute 
hospitals were contacted.  

The directors of the remaining 18 hospitals responded positively and appointed a 
hospital staff member to coordinate the study inside the hospital. These coordinators 
received an e-mail from the research team with instructions and eight electronic 
questionnaires for the eight selected patients (primary sample). As part of a procedure 
of informed consent, an information sheet for informing the patients and their families 
about the objective of the study and the general content of the questionnaire was also 
included.   

Given the fact that the selection of patients was based on registration data from 2003, it 
was expected that a substantial number of patients would have already left the hospital. 
In these cases, respondents were urged to fill in a slightly adapted version of the 
questionnaire with respect to the last six to twelve months of the patients’ stay on the 
basis of their medical files. However, when medical files of a particular patient were 
judged insufficiently detailed by the hospital research coordinators, they were also given 
the possibility to substitute this patient from the primary sample for a random patient 
from the secondary sample. One hospital research coordinator asked to replace two 
patients and three coordinators asked to replace one patient. Two of the replaced 
patients were deceased, two had already left the hospital in 2003 and the last patient 
had stayed considerably less than two years in a T-bed and switched continuously 
between full time stays and partial day hospitalization during his or her last stay. 
Additional reasons mentioned for these replacements were the workload associated 
with retrieving already archived medical files, insufficient recollection of the patients in 
question by the respondents, and unease with particular questions when patients were 
deceased.  

RESULTS AND DISCUSSION 
The study sample consisted of 144 patients, selected from the total number of long-stay 
psychiatric patients on the basis of the MPD registration data from 2003. Results were 
analyzed with the statistical analysis software SAS.  

Most respondents were nurses (38.9%, n=56) or head nurses (34.7%, n=50). In addition, 
the questionnaires were filled in by psychiatrists, (7.6%, n=11), psychotherapists (2.1%, 
n=3) or social assistants (1.4%, n=2). Finally, 14.1% (n=22) of the questionnaires were 
completed by other caregivers  

(e.g. nursing aid, sociologist, registration data coordinator, etc.) or by more than one 
caregiver (e.g. psychiatrist and nurse).  

By the end of 2007, the time the field study took place, almost two thirds of the 
selected long-stay patients had already left the hospital. Table 4.2 shows both the 
number of patients that were (still) in the same hospital as in 2003 and the number of 
discharged patients that had left the hospital before the time of the study.  
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Table 4.2: Status of the patients in the study sample 
Status n % 
Inpatients 53 36.8 
Discharged patients 91 63.2 
Total 144 100 

THe profile of long-stay psychiatric hospital patients 

In this section, we report the results with respect to the socio-demographic (3.1.1) and 
the clinical profile (3.1.2) of the long-stay psychiatric patients in the study sample.  

Socio-demographic profile  

Of the 144 long-stay psychiatric patients in the study sample, 61.8% (n=89) was male 
and 38.2% (n=55) was female. The patients’ mean age was 58.0 years (N=143, 
SD=15.22) in their last year in hospital (2007 for the inpatients, the year they left the 
hospital for the discharged patients), the youngest patient was 24 and the oldest patient 
was 94. Slightly more than one third of the patients (36.1%, n=52) was older than 65. 
Female patients were generally older than male patients (62.4 years, n=88, SD=15.23 
compared to 55.2 years, n=55, SD=14.64; F=7.88, p=.0057) and relatively more women 
were over 65 (49.1% of the women vs. 28.4% of the men; Χ2=6.26, p=.0124). 

Compared to the total population of long-stay psychiatric inpatients, as based on MPD, 
the study sample consisted of a slightly larger percentage of male patients. Also, patients 
in the study sample were somewhat older than in the total long-stay T-bed population 
in 2003 (58.0 years compared to 51.9 years). The mean age in the study sample lies in 
between the age of patients in T-beds and patients in psychiatric nursing homes (63.3 
years). 

About two thirds of the patients were never married (table 4.3). Less than one patient 
in ten was married or lived with a partner. Relatively more men were unmarried and 
relatively more women were married, divorced or widowed (Χ2=17.53, p=.0006). With 
respect to the relationship between age (in 2003) and marital status (F=8.88, p<.0001), 
results show that unmarried patients were significantly younger than widowed patients 
or married patients (p<.05). Also, divorced patients were younger than widowed 
patients (p<.05). There was no significant interaction with sex: a similar age pattern was 
found for men and women.  

Table 4.3: Marital status in the total study group and in relation to age and 
sex 

 Total study group Men Women 
 n % Age % % 
Marital status   n Mean SD   
Single 95 66.9 94 54.6 15.76 79.3 47.3 
Divorced 19 13.4 19 56.3 6.77 10.3 18.2 
Widow(er) 16 11.3 16 71.7 11.68 4.6 21.8 
Married  12 8.4 12 68.2 11.85 5.8 12.7 
Total 142 100 141   100 100 

Table 4.4 summarizes the main results with regard to the level of education of the long-
stay patients in the study sample. Between one third and half of the patients in the study 
sample had a low education level (primary education). Another third did not finish 
secondary education. There was a significant relationship with age (F=5.53, p=.0013), 
but not with sex. Patients in the primary education group were significantly older than 
patients with lower secondary or completed secondary education (p<.05). Also, these 
patients were overrepresented in the 65+ age group (Χ2=17.48, p=.0006). These 
findings are not surprising, given the fact that compulsory education was raised several 
times during the lifetime of the patients in the study sample. The oldest patients were 
thus more likely to stop at primary education, whereas the youngest patients were 
normally required to go to school until the age of 18.  
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Table 4.4: Education level in the total study group and in relation to age 
 Total study group -65 +65 

   Age   
Education level n % n Mean  SD % % 
Primary 56 41.8 56 63.7 15.36 29.1 66.0 
Lower secondary  42 31.3 41 53.6 14.87 36.1 21.3 
Secondary completed 25 18.7 25 52.4 13.34 24.4 8.5 
Higher education 11 8.2 11 55.7 8.32 10.5 4.3 
Total 134 100 133   100 100 

Table 4.5 summarizes the same results, excluding patients with mental retardation.   

Table 4.5: Education level (excluding patients with mental retardation main 
or secondary diagnosis) in the total study group and in relation to age 

 Total study group -65 +65 
   Age   
Education level n % n Mean  SD % % 
Primary 31 29.2 31 68.9 13.21 13.4 57.9 
Lower secondary  39 36.8 38 55.5 13.77 41.8 26.3 
Secondary completed 25 23.6 25 52.4 13.34 31.3 10.5 
Higher education 11 10.4 11 55.7 8.32 13.4 5.3 
Total 106 100 105   100 100 

Results show that patients with mental retardation formed an important group (n=25) 
within the primary education group. When excluding this group, a relatively older 
population and a relatively reduced proportion of patients under 65 is observed in the 
primary education group, leading to a more outspoken relationship with age (F=9.24, 
p=<.0001). Patients with primary education were significantly older than patients with 
lower secondary, completed secondary or higher education (p<.05) and were 
overrepresented in the 65+ age group. In the 65- group, patients with lower secondary 
education were most common (Χ2=23.80, p<.0001).  

With respect to education level, the data in the study sample corresponded quite well 
to the findings in the total T-bed patient population.  

In the questionnaire, respondents were also asked to give an indication of the monthly 
income of the long-stay patients in the study sample. Table 4.6 summarizes the results 
and shows that we only obtained data of approximately two thirds of the patients 
(n=92). Of these, one in five had a very low income of less than 700 Euro per month 
and slightly more than half had an income between 700 and 1000 Euro per month. 
There was a significant age difference (F=6.16, p=.0031): Patients with a monthly income 
of more than 1000 Euro per month were older than patients with smaller incomes 
(p<.05).  

Also, there were relatively more women than men in the lowest income group 
(Χ2=10.66, p=.0049).  

Table 4.6: Monthly income level in the total study group and in relation to 
age and sex 

 Total study group Men Women 
   Age   
Income level n % n Mean  SD % % 
< 700 Euro 18 19.6 18 55.5 15.93 8.9 36.1 
700-1000 Euro 52 56.5 51 52.5  14.13 66.1 41.7 
> 1000 Euro 22 23.9 22 65.8 15.63 25.0 22.2 
Total 92 100 91   100 100 

Finally, we found no significant relationship with any of the aforementioned socio-
demographic variables and the status of the patients (inpatient or discharged).  
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The following conclusions can be drawn concerning the socio-demographic profile of 
the long-stay psychiatric patients in the study sample: 

• Approximately two thirds of the long-stay psychiatric patients in the 
study sample were male. 

• The long-stay psychiatric patients in the study sample formed a 
relatively older population, with a mean age of 58 years. 

• More than two thirds of the long-stay psychiatric patients in the study 
sample were never married, especially the men. 

• The majority of the long-stay psychiatric patients in the study sample 
had a relatively low level of education (primary or lower secondary 
education), especially the older patients. 

• The income of more than one third of the long-stay psychiatric patients 
in the study sample was unknown to the respondents. Of the remaining 
patients, approximately one fifth had a very low income of less than 
700 Euro per month.  

Clinical profile  

In this paragraph, the clinical profile of the long-stay patients in the study sample is 
described with respect to psychiatric diagnosis, physical health problems, hospitalization 
history, behavioural problems and the level of functioning. 

Psychiatric diagnosis 

Table 4.7 gives an overview of the main psychiatric diagnoses of the patients.  

Table 4.7: The frequency of main psychiatric diagnoses 
Main diagnosis n % 
Schizophrenia or psychotic disorder 79 56.0 
Mood disorder 13 9.2 
Substance-related disorder 13 9.2 
Personality disorder 7 5.0 
Mental retardation 7 5.0 
Anxiety disorder 4 2.8 
Other disorder 18 12.8 
Total 141 100 

More than half of the patients had a main diagnosis of schizophrenia or another 
psychotic disorder.  

All other diagnostic categories were considerably less frequent, ranging from almost 
one in ten (mood disorder and substance-related disorder) to less than one in 30 
(anxiety disorder). 

In addition to the main diagnosis, respondents were asked to indicate additional 
diagnoses for the patients in the study sample. Table 4.8 shows that personality 
disorders were the most frequently observed secondary diagnosis category. For more 
than one fifth of the patients, respondents explicitly stated that there were no additional 
diagnoses. However, when counting the number of reported secondary diagnoses, this 
percentage was slightly larger: For 30.6% of the patients, no additional diagnoses were 
mentioned. Patients had a mean of 0.92 additional diagnoses (SD=0.80), ranging from 0 
to 3 diagnoses. 
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Table 4.8: The frequency of secondary psychiatric diagnoses (N=144) 
Secondary diagnosis n % 
Schizophrenia or psychotic disorder 6 4.2 
Personality disorder 39 27.1 
Mental retardation 27 18.7 
Mood disorder 20 13.9 
Substance-related disorder 14 9.7 
Anxiety disorder 12 8.3 
Other disorder 15 10.4 
No secondary diagnosis 31 21.5 
Unknown to respondent 3 2.1 

Table 4.9 presents the number and percentages of patients with particular diagnoses, 
irrespective of whether these diagnoses were mentioned as the main diagnosis or an 
additional diagnosis. Apart from the principal diagnosis group of schizophrenia or 
psychotic disorders, long-stay patients frequently suffer from personality disorders 
(almost one third of the patients), mental retardation and mood disorders (almost one 
fourth of the patients) and substance-related disorders (almost one fifth of the patients).  

Table 4.9: The frequency of psychiatric diagnoses (N=144) 
Diagnosis n % MPD (%) 

Schizophrenia or psychotic disorder 85 59.0 49.0 
Personality disorder 46 31.9 37.0 
Mental retardation 34 23.6 19.3 
Mood disorder 33 22.9 13.8 
Substance-related disorder 27 18.7 17.4 
Anxiety disorder 16 11.1  
Other disorder 33 22.9  

Overall, the observed frequencies closely corresponded to the frequencies in the total 
T-bed patient population (MPD). The largest discrepancies were observed in 
schizophrenia and psychotic disorders as the main diagnosis (56% in the study sample 
vs. 46% in the total population) and the secondary occurrence of mood or personality 
disorders. Mood disorders were somewhat more frequent, whereas personality 
disorders were slightly less frequent than in the total population.  

We found no relation between the presence and absence of each of the principal 
diagnoses and the age of the patients. There were however relatively more men among 
the patients diagnosed with mental retardation (76.5%, n=26) than in the rest of the 
patient group (57.3%, n=63; Χ2=4.05, p=.0440). In addition, presence and absence of 
each of the principal diagnoses, except personality disorders, was associated with 
marital status  

(Χ2=18.79, p=.0003 for schizophrenia or another psychotic disorder, Χ2=8.28, p=.0405 
for mood disorders, Χ2=16.39, p=.0009 for substance-related disorders and Χ2=22.12, 
p<.0001 for mental retardation). Patients diagnosed with schizophrenia or another 
psychotic disorder and patients diagnosed with mental retardation were never married 
relatively more often than patients without these diagnoses (79.5%, n=66 for 
schizophrenia and 100%, n=34 for mental retardation vs.  49.2%, n=29 and 56.5%, n=61, 
respectively), while the reverse was true for patients with substance-related disorders 
(38.5%, n=10 vs. 73.3%, n=85) and mood disorders (48.5%, n=16 vs. 72.5%, n=79).  

Finally, Table 4.10 gives an overview of the relationship between the presence or 
absence of the commonly observed diagnostic categories and the status of the patients 
(inpatient or discharged).  

For patients with schizophrenia or other psychotic disorders (main or additional 
diagnosis), a significant relationship with the status of the patient was observed 
(Χ2=5.57, p=.0183).  
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Of the inpatients, 71.7% were diagnosed with schizophrenia or a psychotic disorder, in 
comparison with 51.7% of the discharged patients. The same relation, although not 
significant, was observed for mental retardation (28.3% of the inpatients compared to 
20.9% of the discharged patients), whereas an opposite, non-significant association was 
observed for mood disorders and substance-related disorders (larger proportions in the 
discharged group than in the inpatients group). The proportion of patients with a 
personality disorder was almost equal in the inpatients and the discharged group.  

Table 4.10: The principal psychiatric diagnoses in relation to the status of the 
patients. 

 
Inpatients 

(N=53) 
Discharged patients 

(N=91) 
Psychiatric diagnosis n % n % 

Schizophrenia or psychotic disorder 38 71.7 47 51.7 
Personality disorder 16 30.2 30 33.0 
Mental retardation 15 28.3 19 20.9 
Mood disorder 10 18.9 23 25.3 
Substance-related disorder 6 11.3 21 23.1 

Physical health 

Table 4.11 gives an overview of the major physical health problems of the patients in 
the fields. The most common (almost one in four long-stay patients) somatic or medical 
conditions were respiratory and circulatory disorders, closely followed by diseases of 
the nervous system. The latter, however, may in some cases coincide with the main 
psychiatric diagnosis. In at least one out of ten patients gastro-intestinal disorders, 
obesity, visual disorders and uro-genital disorders were reported.  

Table 4.11: The frequency of major physical health problems 
Physical health problems n % 
Respiratory disorder 35 24.3 
Circulatory disorder 35 24.3 
Nervous system disorder 33 22.9 
Gastro-intestinal disorder 24 16.7 
Obesity 20 13.9 
Visual disorder 17 11.8 
Uro-genital disorder 16 11.1 
Endocrine, nutritional, metabolic disorder 14 9.7 
Skin disease 13 9.0 
Cancer 11 7.6 
Musculoskeletal, connective tissue disorder 7 4.9 
Infectious disease 3 2.1 
Auditory disorder 2 1.4 
Other important somatic problems 25 17.4 
No important somatic problems 31 21.5 
Unknown to respondent 6 4.2 

The mean number of reported somatic or medical conditions was 1.77 (SD=1.65), with 
a range of 0 to 7 problems. Table 4.12 gives an overview of the number and percentages 
of patients with 0 to 4 or more important medical problems. There was a significant 
correlation between the number of major physical health problems and age (r=0.24, 
p=.004).   
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Table 4.12: The number of major physical health problems 
Number physical health problems n % 
None indicated 40 27.8 
1 36 25.0 
2 22 15.3 
3 25 17.4 
4 or more 21 14.6 
Total 144 100 

Respondents in the field study reported considerably more major physical health 
problems compared to the registration of somatic diagnosis in MPD in 2003. In MPD no 
somatic diagnoses we reported for 57.5%, whereas this percentage was reduced to 
27.8% in the study sample. A partial explanation for this discrepancy might be related to 
the age difference: On average, the patients in the study sample were older and thus 
more likely to have physical health problems when compared to the total T-bed 
population. However, the proportion of patients with no reported physical health 
problems in the field study was also lower than in the even older population of 
psychiatric nursing home patients. Another part of the explanation may thus come from 
reporting differences. Possibly the threshold for reporting physical health problems in 
the field study was lower than the threshold for registering ‘official’ Axis III somatic 
diagnoses in MPD.  

Finally, a significant relationship was observed between the occurrence of physical 
health problems and the inpatient status of the patients (Χ2=4.87, p=.0273). Of the 
inpatients, less than one in five had no physical health problems (17.0%), whereas this 
percentage reached over one third in the discharged patient group (34.1%).  

Psychiatric history and hospitalization 

Counting backwards from 2007 or the patients’ last year in hospital, the psychiatric 
problems were first noticed 26.1 years ago (N=132, SD=15.24). At that time, patients 
had a mean age of 31.7 years (N=131, SD=17.46), with a range of 0 to 83 years. The 
first hospital admission took place 21.6 years earlier (N=133, SD=15.17) at a mean age 
of 36.3 years (N=132, SD=16.50), but ranging from 16 to 83 years.  

With regard to the length of continuous stay of the current or last hospitalization, Table 
4.13 shows that almost two thirds of the patients were in hospital for at least six years.  

The patients had a mean length of stay of 13.3 years (N=137, SD=13.26). The minimum 
length of stay was 0 years (n=2), which occurred when patients were discharged 
between 2003 and 2007, but readmitted in 2007 (inpatients) or readmitted between 
2003 and 2007 and discharged again in the same year (discharged patients). The 
maximum length of stay was 70 years.  

Table 4.13: The length of stay 
Length of stay n % 
Less than 2 years 8 5.8 
2 to 6 years 39 28.5 
6 to 10 years 30 21.9 
10 to 20 years 30 21.9 
20 to 50 years 27 19.7 
More than 50 years 3 2.2 
 137 100 

The mean time gap between the first hospitalization of the patients and the last, 
continuous hospitalization was 8.4 years (n=132, SD=11.36). For 54 patients (40.9%) 
there was no time gap, which means that they were hospitalized only once, in most 
cases since more than six years (68.5%, n=37), with a mean length of stay of 16.9 years 
(SD=16.85).  
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Given the expected association of very long stays with old age and the logically more 
limited duration range in younger patients, a positive correlation was found between 
length of stay and age (r=0.31; p=.0002).  

Further, duration of stay was significantly related to education level (F=3.99; p=.0094), 
but not to sex, marital status or income level. Patients with primary education had 
longer stays than patients with lower secondary or higher education (p<.05). However, 
when entering the age of the patients in the analysis as a covariate, this relationship 
weakened and failed to reach significance. The same happened after the exclusion of 
patients with a main or secondary diagnosis of mental retardation (Table 4.14).  

Although not significant, single patients tended to have longer stays, especially when 
compared to married or divorced patients. This means that in this case the patient 
group with the longest stays were generally younger instead of older (see Table 4.3). 
Therefore, age may have obscured a possible association with marital status, which was 
confirmed in an additional analysis with age as a covariate (F=7.68, p<.0001).  

There was a tendency for patients with the highest income to have the longest stays, 
but an additional analysis with age as a covariate suggested that this tendency was 
probably the result of the association of income level with age.   

Table 4.14: The length of stay in relation to sex, marital status, education 
level and income level 

 Length of stay Length of stay  

Sex n Mean  SD n Mean SD 
Men 84 13.1 12.67    
Women 53 13.6 14.28    
Marital status       
Single 92 15.1 14.50    
Married 10 7.0 7.29    
Divorced 17 8.1 5.48    
Widowed 16 11.3 12.72    
Education level All patients Mental retardation excluded 

Primary 55 17.7 16.36 31 13.4 12.87 
Lower secondary  40 10.6 10.47 37 11.1 10.67 
Secondary completed 23 10.9 10.10 23 10.9 10.10 
Higher 10 6.0 3.59 10 6.0 3.59 
Income level       
< 700 Euro 17 12.1 13.12    
700 – 1000 Euro 49 12.1 11.19    
> 1000 Euro 22 16.4 17.08    

Table 4.15 presents an overview of the length of stay in relation with the main diagnosis. 
The table shows that patients with a main diagnosis of schizophrenia or another 
psychotic disorder had the longest stays (16.6 years), followed by patients with mental 
retardation (12.4). Patients with a substance-related disorder as main diagnosis had the 
shortest stays (5.8 years).  

Table 4.15: The length of stay in relation to the main diagnosis  
 Length of stay 
Main diagnosis n Mean  SD 

Schizophrenia or psychotic disorder  75 16.6 15.66 
Personality disorder  7 8.4 8.34 
Mental retardation  7 12.4 6.37 
Mood disorder  12 8.7 6.43 
Substance-related  13 5.8 3.22 

Length of stay was also compared for presence or absence of a particular diagnostic 
category, irrespective of whether the diagnosis was the main or a secondary diagnosis 
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(Table 4.16). These analyses revealed that patients with schizophrenia or psychotic 
disorders had considerably longer stays than patients without this diagnosis (16.6 in 
comparison with 8.6 years; F=12.94; p=.0005). The same relationship was observed for 
patients with mental retardation (19.8 years compared to 11.2 years; F=11.20; p=.0011). 
For the other three principal diagnostic categories studied: personality disorders, mood 
disorders and substance-related disorders, a reversed tendency was observed, which 
reached significance only for the substance-related disorders (F=8.58; p=.0040) and was 
borderline significant for the mood disorders (F=3.66, p=.0578).   

Table 4.16: The length of stay in relation to the presence or absence of the 
principal psychiatric diagnoses (N=137) 

 Length of stay 
 Diagnosis present Diagnosis absent 

Psychiatric diagnosis n Mean  SD n Mean SD 

Schizophrenia or psychotic disorder 80 16.6 15.20 57 8.6 8.0 
Personality disorder 44 11.9 12.02 93 13.9 13.83 
Mental retardation  33 19.8 17.89 104 11.2 10.73 
Mood disorder  31 9.3 14.28 106 14.4 14.28 
Substance-related disorder  27 6.7 3.85 110 14.9 14.24 

In Table 4.17 below, a different way to clarify the relationship between diagnosis and 
duration of stay is presented. When not taking into account the patients with a length 
of stay of less than two years due to the limited number of observations, the table 
shows that the largest increase in the proportion of patients with increasing duration 
was observed with respect to schizophrenia or psychotic disorders (Χ2=4.26; p=.0391), 
followed by mental retardation and mood disorders. For patients with substance-related 
disorders, a reverse tendency was observed, with a larger proportion of patients in the 
shorter than in the longer duration group.  

Table 4.17: The principal psychiatric diagnoses in the study sample in 
relation with duration of stay. 

 Length of stay 

 
< 2  years 

(N=8) 
2 – 6 years 

(N=39) 
> 6 years 
(N=90) 

Psychiatric diagnosis n % n % n % 

Schizophrenia or psychotic disorder 3 37.5 18 46.1 59 65.6 
Personality disorder 4 50.0 12 30.8 28 31.1 
Mental retardation 4 50.0 5 12.8 24 26.7 
Mood disorder 4 50.0 6 15.4 21 23.3 
Substance-related disorder 2 25.0 11 28.2 14 15.6 

The seemingly contradictory findings with respect to the length of stay of patients with 
a mood disorder (shorter mean length of stay when present, but relatively more 
patients with stays over six years than under six years), suggest that the negative 
association between length of stay and the presence of a mood disorder occurred 
primarily in the patient group with stays of six years or more.   

As far as physical health problems are concerned, a significant positive correlation 
between length of stay and the number of reported somatic or medical problems was 
observed (r=0.21; p=.0141), suggesting a tendency for patients with more physical 
health problems to stay longer in hospital than patients with less physical health 
problems. However, when age was entered into the analysis, this relationship largely 
disappeared. 

In the field study, the proportion of patients with stays of more than six years (65.7%) 
was considerably larger than in the total T-bed population (33.2%). Other results 
reported in this paragraph closely correspond to the MPD population data, especially 
with respect to the relation between length of stay and diagnosis and the crucial role of 
age in the relation between length of stay and the number of physical health problems.  
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Contrary to the population data, however, we failed to observe a statistically significant 
association between length of stay and education level when correcting for age and 
mental retardation, although the tendency was certainly there.  

Finally, we looked into the relationship between the status of the patients (inpatient or 
discharged) and the psychiatric history variables described above (the onset of the 
psychiatric problems, the first hospitalization and the duration of stay). There was no 
significant relationship between the status of the patients and the age of the onset of 
psychiatric problems. Inpatients were however admitted in hospital for the first time at 
an earlier age: 32.0 years (n=48, SD=13.55) than discharged patients: 38.7 years (n=84, 
SD=17.58; F=5.17, p=.0246) and stayed considerably longer (19.6 years, n=50, 
SD=15.04 vs. 9.6 years, n=87, SD=10.62; F=20.55; p<.0001).  

Due to the inevitable association of the three psychiatric history variables with each 
other and with age, it is difficult to draw conclusions from these results. To shed some 
light on this, all four variables were entered into a stepwise logistic regression (N=126, -
2 LogL=166.45). Discharge was best predicted by a shorter duration of stay (b=-0.0648, 
p=.0001, odds ratio=0.94), whereas the relation with the other variables failed to reach 
significance. The concordance between the predicted probabilities and observed 
responses was 75.5%.  

Table 4.18 illustrates the relationship between duration of stay and inpatient status in a 
different way.  

Table 4.18: Length of stay in relation to the status of the patients 
 Inpatients (N=50) Discharged (N=87) 

Length of stay n % n % 

Less than 2 years  1 2.0 7 8.1 
2 to 6 years 5 10.0 34 39.1 
6 to 10 years 11 22.0 19 21.8 
10 to 20 years 14 28.0 16 18.4 
More than 20 years 19 38.0 11 12.6 

Total 50 100 87 100 

Almost nine in ten of the inpatients stayed more than six years, more than six in ten 
stayed more than ten years and almost four in ten stayed more than 20 years, whereas 
these proportions decreased in the discharged patient group to slightly more than half, 
less than one in five and slightly more than one in ten, respectively (Χ2=22.08, p=.0002). 
Apparently, the longer the patients were in hospital, the smaller the probability to leave 
the hospital. 

Social behavioural problems 

Table 4.19 gives an overview of the occurrence of behavioural problems and serious 
behavioural problems in the study sample.  

The table shows that apart from fire risk, all behavioural problems listed in the 
questionnaire were observed in at least one out of ten patients. Verbal hostility was 
most common and was observed in more than two thirds of the patients. Other 
problems observed in more than one third of the patients were medication non-
compliance, physical aggressiveness, poor orientation or absconding and incontinence.  

In addition to the presence or absence of the behavioural problems, the seriousness of 
the observed problems was also taken into account (last two columns in Table 4.19). In 
the questionnaire, problems were defined serious when they occurred often or were 
seriously disrupting most of the time. Again, verbal hostility was the most common 
serious problem in the study sample of long-stay psychiatric patients and was observed 
in more than one fourth of the patients. Other seriously disrupting problems occurring 
at least in one out of ten patients were medication non-compliance, poor orientation or 
absconding, incontinence and substance-abuse.   
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Table 4.19: The occurrence of behavioural problems and serious behavioural 
problems (N=144) 

 Problem present Serious problem 

Behavioural problems n % n % 

Verbal hostility 102 70.8 40 27.8 
Medication non-compliance 67 46.5 23 16.0 
Physical aggressiveness 55 38.2 12 8.3 
Poor orientation / absconding 54 37.2 22 15.3 
Incontinence 52 36.1 27 18.8 
Substance abuse 33 22.9 18 12.5 
Suicide risk 30 20.8 2 1.4 
Inappropriate sexual behaviour 27 18.8 8 5.6 
Bulimia 27 18.8 11 7.7 
Urinating / defecating in public 19 13.2 7 4.9 
Stealing 19 13.2 4 2.8 
Begging 18 12.5 6 4.2 
Fire risk 4 2.8 1 0.7 
Other behavioural problem 22 15.3 19 13.2 

Finally, for more than 10% of the patients, respondents mentioned other behavioural 
problems than the ones listed in the questionnaire. Most of these problems were 
considered serious. Examples were pestering staff and fellow patients, memory 
problems, relational problems, excessive dependency, serious social withdrawal, etc.  

The mean number of observed behavioural problems was 3.7 (SD=2.28), with a 
maximum of ten problems. No problems were reported for ten patients (6.9%) only. 
The mean number of serious behavioural problems was 1.4 (SD=1.48) with a maximum 
of seven serious problems (see Table 4.20).  

There was no significant difference in the number of problems or serious problems 
between men and women. Also, no significant relation was observed with age, duration 
of stay or the status of the patients (inpatient or discharged).    

Table 4.20: The number of behavioural problems and serious behavioural 
problems 
 Problem present Serious problem 

Number of problems n % n % 

0 10 6.9 53 36.8 
1 16 11.1 32 22.2 
2 23 16.0 32  22.2 
More than 3 95 66.0 27 18.8 

Total 144 100 144 100 

In the remainder of this paragraph, we take a closer look at the presence of particular 
behavioural problems or serious behavioural problems in relation to sex, age, length of 
stay and the inpatient status of the patients.  

Medication non-compliance and incontinence were significantly more frequent in 
women than in men (Table 4.21). Given the older age of women, the occurrence of 
incontinence in women was probably age-related. There was also a tendency towards 
more physical aggressiveness, inappropriate sexual behaviour and stealing in men, but 
the difference with women was not significant.   
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Table 4.21: The occurrence of behavioural problems and serious behavioural 
problems in relation to sex 

 Men (N=89) Women (N=55) 

Behavioural problem n % n % 

Verbal hostility 61 68.5 41 74.6 
Medication non-compliance* 32 36.0 35 63.6 
Physical aggressiveness 36 40.5 19 34.6 
Poor orientation / absconding 32 36.0 22 40.0 
Incontinence** 26 29.2 26 47.2 
Substance abuse 20 22.5 13 23.6 
Suicide risk 17 19.1 13 23.6 
Inappropriate sexual behaviour 21 23.6 6 10.9 
Bulimia 18 20.2 9 16.4 
Urinating / defecating in public 13 14.6 6 10.9 
Stealing 15 16.9 4 7.3 
Begging 13 14.6 5 9.1 
Fire risk 4 4.5 0 0.0 

Serious behavioural problem n % n % 

Verbal hostility 24 27.0 16 29.1 
Medication non-compliance* 8 9.0 15 27.3 
Physical aggressiveness** 11 12.4 1 1.8 
Poor orientation / absconding 15 16.9 7 12.7 
Incontinence 13 14.6 14 25.5 
Substance abuse 12 13.5 6 10.9 
Suicide risk 1 1.1 1 1.8 
Inappropriate sexual behaviour 6 6.8 2 3.6 
Bulimia 9 10.1 2 3.6 
Urinating / defecating in public 4 4.5 3 5.5 
Stealing 4 4.5 0 0.0 
Begging 5 5.6 1 1.8 
Fire risk 1 1.1 0 0.0 

* Χ2=10.47, p=.0012; ** Χ2=4.81, p=.0284 / * Χ2=8.47, p=.0036; ** Χ2=4.95, p=.0262 

When taking into account the seriousness of the behavioural problems, medication non-
compliance was observed significantly more frequently in women and physical 
aggressiveness in men. However, due to the small number of female patients with the 
latter problem (n=1), the statistical test may not be valid. 

Patients with incontinence and poor orientation or absconding problems were generally 
older than patients without these problems (Table 4.22). The same relationship 
remained when only taking into account the serious problems. A reversed relationship 
with age was observed for the presence of suicide risk, serious physical aggressiveness 
and serious inappropriate sexual behaviour: Patients with these problems were younger 
than patients without these problems.  
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Table 4.22: The occurrence of behavioural problems and serious behavioural 
problems in relation to age (N=143) 

 Age  
 Present Absent 

Behavioural problem n Mean SD n Mean SD 

Verbal hostility 101 57.2 15.49 42 59.8 14.57 
Medication non-compliance 67 58.9 15.27 76 57.2 15.24 
Physical aggressiveness 55 57.9 15.57 88 58.1 15.09 
Poor orientation / absconding * 54 62.2 12.14 89 55.4 16.37 
Incontinence **  52 67.6 12.73 91 52.5 13.76 
Substance abuse  33 55.5 14.78 110 58.7 15.34 
Suicide risk***  29 51.1 13.79 114 59.7 15.13 
Inappropriate sexual behaviour 27 52.9 16.52 116 59.2 14.73 
Bulimia  27 60.1 11.22 116 57.5 16.01 
Urinating / defecating in public 19 62.8 10.42 124 57.3 15.73 
Stealing 19 52.7 11.94 124 58.8 15.55 
Begging  18 57.8 10.90 125 58.0 15.78 
Fire risk 4 57.5 7.77 139 58.0 15.40 

Serious behavioural problem       

Verbal hostility 40 57.0 14.27 103 58.4 15.63 
Medication non-compliance 23 56.2 13.03 120 58.3 15.63 
Physical aggressiveness*  12 47.5 13.89 131 58.9 15.03 
Poor orientation / absconding** 22 64.3 12.48 121 56.8 15.44 
Incontinence***  27 69.7 12.25 116 55.3 14.57 
Substance abuse  18 55.9 13.98 125 58.3 15.42 
Suicide risk  2 40.5 10.61 141 58.2 15.16 
Inappropriate sexual behaviour**** 8 47.5 18.29 135 58.6 14.87 
Bulimia  11 60.1 9.51 132 57.8 15.62 
Urinating / defecating in public 7 60.6 10.94 136 57.9 15.43 
Stealing 4 57.0 8.83 139 58.0 15.39 
Begging  6 55.5 13.10 137 58.1 15.34 
Fire risk 1 61.0 / 142 58.0 15.28 

* F=6.81, p=.0100; ** F=42.39, p<.0001; *** F=7.71, p=.0062 / * F=6.45, p=.0122; ** F=4.54, 
p=.0348; *** F=22.90, p<.0001; **** F=4.11, p=.0446  

Significantly longer stays were observed in patients with poor orientation or absconding, 
(serious) bulimia, begging and serious stealing (Table 4.23). Significantly shorter stays 
were observed in patients with suicide risk and (serious) substance abuse, which is not 
surprising given the negative association between length of stay and presence of 
substance-abuse and mood disorders. 

When entering age as a covariate in the analysis, no additional effects appeared and all 
reported effects remained significant, except for the presence of poor orientation and 
absconding, which turned borderline significant (p=.0546), thereby illustrating the role 
of age in the occurrence of the latter problem.  
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Table 4.23: The occurrence of behavioural problems and serious behavioural 
problems in relation to the length of stay (N=137) 

 Length of stay 
 Present Absent 

Behavioural problem n Mean SD n Mean SD 

Verbal hostility 96 13.9 13.54 41 11.8 12.85 
Medication non-compliance 65 13.7 13.90 72 12.9 12.75 
Physical aggressiveness 53 14.2 14.07 84 12.7 12.79 
Poor orientation / absconding* 50 17.4 15.26 87 10.9 11.42 
Incontinence 48 14.8 15.09 89 12.4 12.18 
Substance abuse** 33 6.6 4.90 104 15.4 14.37 
Suicide risk*** 28 6.5 5.49 109 15.0 14.12 
Inappropriate sexual behaviour 25 13.4 11.80 112 13.2 13.62 
Bulimia**** 24 18.4 17.25 113 12.2 12.07 
Urinating / defecating in public 15 12.8 8.33 122 13.3 13.78 
Stealing 16 16.8 14.42 121 12.8 13.10 
Begging***** 16 20.0 14.73 121 12.4 12.86 
Fire risk 4 19.8 9.18 133 13.1 13.35 

Serious behavioural problem       

Verbal hostility 38 12.3 10.62 99 13.6 14.18 
Medication non-compliance 23 14.2 13.53 114 13.1 13.27 
Physical aggressiveness 12 8.5 4.10 125 13.7 13.75 
Poor orientation / absconding 21 15.1 16.01 116 12.9 12.76 
Incontinence 24 17.3 18.22 113 12.4 11.89 
Substance abuse* 18 6.6 3.67 119 14.3 13.9 
Suicide risk  2 9.0 7.07 135 13.3 13.34 
Inappropriate sexual behaviour 7 10.0 14.28 130 13.4 13.25 
Bulimia** 9 24.0 17.06 128 12.5 12.70 
Urinating / defecating in public 6 10.3 6.25 131 13.4 13.50 
Stealing*** 4 32.5 14.39 133 12.7 12.85 
Begging  5 14.8 16.08 132 13.2 13.22 
Fire risk 1 33.0 / 136 13.1 13.21 

* F=7.89, p=.0057; ** F=11.70, p=.0008; *** F=9.62, p=.0023; **** F=4.43, p=.0372; ***** F=4.80, 
p=.0301 / * F=5.47, p=.0208; ** F=6.57, p=.0115; *** F=9.18; p=.0029 

Contrary to the results from the MPD T-bed population data, length of stay was not 
associated with aggressiveness (physical aggressiveness or verbal hostility) in the study 
sample. If anything, the relationship was the reverse, especially for serious physical 
aggressiveness: Patients with this problem stayed shorter than patients without this 
problem. However, due to the small number of patients (n=12) with serious physical 
aggressiveness, it is not warranted to draw strong conclusions from this finding.  

Another discrepancy was observed concerning the relationship between length of stay 
and suicide risk in the field study on the one hand (negative association) and danger for 
self in the MPD registration data on the other hand (no relation). This discrepancy 
could not be explained as a result of the association with the presence of a mood 
disorder in the field study. We observed no interaction between the latter factor and 
suicide risk with respect to length of stay: Suicide risk was also associated with shorter 
stays in patients without a mood disorder diagnosis.  

Regarding the negative association of length of stay with substance-abuse and the 
absence of a relationship with incontinence, the results from the field study were in line 
with the population data.  

Finally Table 4.24 presents an overview of the relation between the presence of 
behavioural problems or serious behavioural problems and the status of the patients in 
the study sample (inpatient or discharged). 
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Table 4.24: The occurrence of behavioural problems and serious behavioural 
problems in relation to the status of the patients 

 Inpatients (N=53) Discharged (N=91) 

Behavioural problem n % n % 

Verbal hostility 37 69.8 65 71.4 
Medication non-compliance 24 45.3 43 47.3 
Physical aggressiveness 21 39.6 34 37.4 
Poor orientation / absconding 22 41.5 32 35.2 
Incontinence 22 41.5 30 33.0 
Substance abuse* 7 13.2 26 28.6 
Suicide risk** 5 9.4 25 27.5 
Inappropriate sexual behaviour 8 15.1 19 20.9 
Bulimia 12 22.6 15 16.5 
Urinating / defecating in public 8 15.1 11 12.1 
Stealing 10 18.9 9 9.9 
Begging 5 9.4 13 14.3 
Fire risk 2 3.8 2 2.2 

Serious behavioural problem     

Verbal hostility 11 20.8 29 31.9 
Medication non-compliance 11 20.8 12 13.2 
Physical aggressiveness* 1 1.9 11 12.1 
Poor orientation / absconding 7 13.2 15 16.5 
Incontinence 13 24.5 14 15.4 
Substance abuse 3 5.7 15 16.5 
Suicide risk 0 0.0 2 2.2 
Inappropriate sexual behaviour 2 3.8 6 6.6 
Bulimia 5 9.4 6 6.6 
Urinating / defecating in public 4 7.6 3 3.3 
Stealing 3 5.7 1 1.1 
Begging 2 3.8 4 4.4 
Fire risk 0 0.0 1 1.1 

* Χ2=4.48, p=.0344; ** Χ2=6.61, p=.0102 / * Χ2=4.56, p=.0327 

The table shows that substance abuse and suicide risk were significantly more common 
in the discharged patient group. Surprisingly, the same holds for serious physical 
aggressiveness. However, due to the small number of patients with the latter problem in 
the inpatient group (n=1), the statistical test may not be valid.  

Level of functioning 

With respect to the level of functioning of the patients, the questionnaire consisted of 
two parts: one for the hospitalized patients and one for the patients discharged between 
2003 and 2007.  

Inpatients 

For the inpatients, respondents were first asked to indicate the number of half days 
spent on different daytime activities as an indirect measure for their level of functioning. 
In Table 4.25 an overview of the different activities is presented. Results show that 
77.4% of the inpatients (n=41) were engaged in a structured daytime activity at least 
one half day per week.  

 

More than two thirds of the patients received training in the activities of daily living and 
almost one in four was involved in domestic activities. A small minority of the inpatients 
also spent time in day activity centres or did semi-industrial work in the context of 
labour care programs, but none were involved in work activities outside the hospital.   



100 Long stay patients in T-beds-Supplements KCE reports 84 

 

Table 4.25: The percentage of inpatients and mean number of half days 
spent on structured daytime activities (N=53) 

Half-day structured activities n % Mean SD 

ADL-training 36 67.9 2.2 2.33 
Domestic activities 20 37.7 1.0 1.79 
Day activity centre 9 17.0 0.8 2.12 
Labour care / semi-industrial work 5 9.4 0.2 0.55 
Sheltered or social workplace 0 0.0 0.0 / 
Volunteer work 0 0.0 0.0 / 
Regular employment 0 0.0 0.0 / 
Other activities 9 17.0 0.5 1.34 

On average, inpatients were engaged in structured activities for slightly more than two 
days a week: The mean number of half-day structured activities was 4.6 (SD=5.14). This 
number correlated negatively with age (r=-0.45, p=.0007) and length of stay (r=-0.34, 
p=.0173): Older patients and patients with longer stays were less involved in structured 
daytime activities. However, when controlling for age, the association with length of 
stay disappeared.  

Second, the level of functioning of the inpatients was measured with the Mechelse 
Activiteitenschaal (MAS). The total MAS-score was 0.30 (SD=0.19). This score, which 
should be interpreted as a global measure of functioning, was negatively related to age 
(r=-0.47, p=.0003) and length of stay (r=-0.42, p=.0023), but the association with length 
of stay largely disappeared when including age into the analysis. Also, there was no 
significant association with sex, the presence of a particular diagnosis or the number of 
physical health problems.  

The level of functioning of long-stay psychiatric inpatients was considerably better for 
non-transferable than for transferable activities (Table 4.26). The dimension of 
transferability refers to the patients’ involvement and interest in their surroundings. The 
low scores on transferable activities observed in the study sample signals the inpatients’ 
limited capacities in this respect.  

With regard to the social level dimension, functioning scores were especially low on the 
societal level, whereas the difference between the personal and living group level was 
small.  

Table 4.26: Mean scores on the MAS-scale (min=0, max=1) per activity 
category (N=53) 

 
Non-transferable 

activities 
Transferable 

 activities 
Total 

Personal level Autonomy 
0.46 (SD=0.28) 

Self-care 
0.26 (SD=0.18) 

 
0.36 (SD=0.21) 

Living group level Interaction  
0.42 (SD=0.28) 

Domestic activities 
0.24 (SD=0.21) 

 
0.33 (SD=0.22) 

Societal level Integration 
0.27 (SD=0.20) 

Work 
0.18 (SD=0.22) 

 
0.22 (SD=0.18) 

Total 0.38 (SD=0.22) 0.22 (SD=0.17) 0.30 (SD=0.19) 

All the MAS sub scores and combinations of sub scores correlated negatively with age 
(r between -0.30 and -0.47). The correlations with length of stay were statistically 
significant as well (r between -0.29 and -0.48), except for the score on work activities.  

When controlling for age, however, the associations between the MAS-scores and 
length of stay largely disappeared, with the exception of the autonomy score (p=.0288).  

Both functioning measures, the number of half days involved in structured activities and 
the total MAS-score correlated significantly with each other (r=0.57, p<.0001). The 
number of half day activities also correlated with all MAS-subscores and combinations of 
sub scores (r between 0.42 and 0.57).  

The correlations between both functioning measures for the inpatients in the field study 
and the GAF-score as registered in MPD in 2003 were in the expected direction, but 
only borderline significant (r=0.25, p=.0662 for the half day activity measure and r=0.27, 
p=.0529 for the total MAS-score). The GAF-score did however correlate significantly 
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with the MAS interaction sub score (r=0.34, p=.0135) and three combinations of sub 
scores: non-transferable activities (r=0.30, p=.0308), activities on the living group level 
(r=0.29, p=.0348) and activities on the societal level (r=0.27, p=.0464). These results 
show that patients with a low level of functioning as indicated by their GAF-score four 
years earlier, had a tendency to be less involved in structured daytime activities four 
years later and to function less well, especially with respect to interaction in the living 
group and on the societal level. 

Finally, the observed negative association between the autonomous activities MAS-score 
(mobility, eating, sleeping, personal hygiene) and length of stay corresponds with the 
relation between length of stay and the infirmity score derived from the MPD total T-
bed population data. 

Discharged patients 

For the discharged patients, respondents first had to indicate whether or not patients 
were involved at least one half day per week in the listed structured daytime activities in 
the last six months before their discharge. Results showed that 86.8% of the discharged 
patients (n=79) were occupied in a structured daytime activity, at least one half day per 
week  (Table 4.27). 

Table 4.27: The percentage of discharged patients spending time on half day 
structured daytime activities (N=91) 
Half-day structured activities n % 

ADL-training 73 80.2 
Domestic activities 46 50.6 
Day activity centre 18 19.8 
Labour care / semi-industrial work 12 13.2 
Sheltered or social workplace 2 2.2 
Volunteer work 1 1.1 
Regular employment 0 0.0 

All percentages on the listed activities were somewhat higher than in the inpatients 
group, with 80% of the patients involved in ADL-training and half of the patients in 
domestic activities. Almost one in five patients spent time in day activity centres and 
approximately one in ten patients did semi-industrial work. Work activities outside the 
hospital were also mentioned, but only in three patients who had worked in a sheltered 
or social workplace or did volunteer work. Due to the different formulation of the 
question, though, percentages cannot be compared directly between the inpatient and 
discharged patient group.  

The mean number of different activities was 1.67 (SD=1.05). This number correlated 
negatively with age (r=-0.39, p=.0001), but not with duration of stay.  

As a second, approximate measure of functioning, respondents were asked to rate the 
amount of support the discharged patients needed during the last months of their 
hospital stay with respect to six categories of activities, corresponding to the six MAS 
subscales. The results are summarized in Table 4.30.  

The table shows that at least three quarters of the patients needed some support and at 
least one third of the patients needed much support with activities in all categories. 
Overall, patients needed most support with self-care activities. Almost all patients 
needed some support and almost two thirds of the patients needed much support with 
self-care (e.g. medication management, making telephone calls, buying clothes, washing 
clothes, managing finances, etc.). 
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Table 4.28: Main activity categories in relation to the amount of support 
needed (N=91) 

 Support needed Much support needed 

Activity category n % n % 

Autonomy 78 85.7 41 45.1 
Interaction within living group 75 82.4 35 38.5 
Integration ouside living group 71 78.0 40 44.0 
Self-care 85 93.4 60 65.9 
Domestic activities 70 76.9 33 36.3 
Work 72 79.1 43 47.3 

We also calculated a ‘need of support score’, which was the sum of the support scores 
per activity category (with score 1 for some support needed and score 2 for much 
support needed). The mean ‘need of support’ score, which can be interpreted as a 
global measure of functioning, was 7.8 (SD=3.34). This score correlated significantly 
with age (r=0.29, p=.0063) and the number of physical health problems (r=0.29, 
p=.0061), but not with length of stay.   

However, when dividing patients into two groups based on whether much support was 
needed or not, a significant association with length of stay was observed with respect to 
self-care: Patients who needed much support with self-care were in hospital 
considerably longer. For the other activity categories, except work, the same tendency 
was observed, although not statistically significant (Table 4.29).  

Table 4.29:  The length of stay in function of much support needed per 
activity category (N=87) 

 Length of stay 

 
Much support not 

needed 
Much support needed 

Activity category  n Mean SD n Mean SD 

Autonomy 49 7.8 8.49 38 11.9 12.60 
Interaction within living group 53 8.0 7.69 34 12.1 13.78 
Integration outside living group 49 8.0 8.34 38 11.7 12.80 
Self-care* 30 5.5 4.04 57 11.8 12.29 
Domestic activities 57 8.1 9.38 30 12.6 12.28 
Work 46 9.9 11.92 41 9.3 9.07 

* F=7.28, p=.0084 

Both functioning measures, the number of activities involved in for at least half a day per 
week and the ‘need of support’ score correlated significantly with each other (r=-0.38, 
p=.0002). 

In addition, there was a significant correlation between both functioning measures for 
the discharged patients in the field study and the GAF-score as registered in MPD 
(r=0.27, p=.0090 and r=-0.37, p=.0004).  

Conclusions 

The following conclusions can be drawn with respect to the clinical profile of the long-
stay patients in the field study: 

• The majority of the long-stay patients in the study sample had a main 
diagnosis of schizophrenia or another psychotic disorder.  

• Six out of ten long-stay patients were diagnosed with schizophrenia or 
another psychotic disorder, almost one third was diagnosed with 
personality disorder, almost one fourth with mental retardation or 
mood disorder and almost one fifth with substance-related disorder. 

• Seven out of ten long-stay patients in the study sample had at least one 
physical health problem. 
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• Almost two thirds of the long-stay patients in the study sample had 
stayed more than six years in the psychiatric hospital. 

• Patients who had never been married stayed relatively longer. 

• The diagnosis of schizophrenia or another psychotic disorder and the 
diagnosis of mental retardation were associated with longer stays. 

• The diagnosis of mood disorder and the diagnosis of substance-related 
disorder were associated with shorter stays. 

• More than nine out of ten long-stay patients in the study sample had at 
least one social behavioural problem.  

• At least one of the social behavioural problems was characterised as 
serious in two thirds of the long-stay patients in the study sample. 

• Suicide risk and substance abuse were associated with shorter hospital 
stays. 

• Bulimia, begging and serious stealing were associated with longer 
hospital stays. 

• More than three fourths of the long stay inpatients and almost nine in 
ten of the soon to be discharged patients were involved in a structured 
daytime activity for at least one half day a week, especially ADL-
training.  

• The level of functioning of the long stay inpatients in the study sample 
was generally low, especially for self-care activities, domestic activities, 
integration outside the living group and work activities. 

• Lower levels of functioning with respect to autonomy were associated 
with longer hospital stays in the long-stay inpatients. 

• Most soon to be discharged patients needed help and support with all 
types of daily activities, especially self-care.  

• Lower levels of functioning with respect to self-care activities were 
associated with longer hospital stays in the soon to be discharged long-
stay patients. 

• Shorter stays, the absence of a diagnosis of schizophrenia or other 
psychotic disorder, the presence of substance abuse problems, the 
presence of suicide risk and the absence of physical health problems 
were associated with nearby discharge. 

Content of care in hospital 

In this section, we describe the results regarding the care received in the last year of the 
patients’ stay in the T-bed.  

Treatment and problem-focused care 

Table 4.30 presents an overview of the percentages of patients’ that received the 
treatment and problem-focused care listed in the questionnaire.  
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Table 4.30: The treatment and problem-focused care received in the last 
year of the hospital stay  

Treatment and problem-focused care N* n % 
Medication 142 139 97.9 
Psycho-education 131 55 42.0 
Psychotherapy (PT) / psychosocial counseling (PSC) 140 121 86.4 

Individual PT / PSC: Insight-directed 139 35 25.2 
Individual PT / PSC: Problem-directed 136 65 47.8 
Individual PT / PSC: Relational 139 58 41.7 
Individual PT / PSC: Body-directed 136 48 35.3 
Group PT / PSC: Insight-directed 138 27 19.6 
Group PT / PSC: Problem-directed 137 57 41.6 
Group PT / PSC: Relational 132 45 34.1 
Group PT / PSC: Body-directed 133 26 19.6 

Short-term crisis care 136 61 44.9 
Physical health care 137 119 86.9 
Preventive physical health care  137 118 86.1 
Dental care 128 60 46.9 
Preventive dental care  130 86 66.2 

* ‘Unknown’ answers were treated as missing values in the analysis. 

First, virtually all patients received medication.  

Second, approximately four out of ten patients received psycho-education and almost 
nine out of ten patients received some form of psychosocial treatment (psychotherapy 
or psychosocial counseling).  

The delivery of psycho-education (F=23.19, p<.0001) and psychosocial treatment 
(F=4.59, p=.0338) was age-related: Patients who received psychoeducation (50.5 years, 
n=54, SD=12.49) and psychosocial treatment (56.6 years, n=120, SD=15.41) were 
generally younger than patients who did not receive these forms of treatment (62.3 
years, n=76, SD=14.62 and 64.6 years, n=19, SD=12.77 respectively). 

Table 4.31: Received psychosocial treatment in function of education level  

 
All patients 

(N=131) 

Mental retardation 
excluded (N=103) 

 
65+ excluded 

 (N=91) 
Education level n % n % n % 

Primary 42 76.4 21 70.0 25 86.2 
Lower secondary  39 95.1 36 94.7 31 93.9 
Secondary completed 23 95.8 23 95.8 19 95.0 
Higher education 10 90.9 10 90.9 8 88.9 

Receiving psycho-education was not related to education level, but there was a 
significant relationship of education level with the delivery of psychosocial treatment 
(Χ2=9.72, p=.0212), which remained significant after the exclusion of patients with a 
mental retardation diagnosis (Χ2=11.76, p=.0082), but virtually disappeared after 
excluding patients older than 65 (Table 4.31). Patients with the lowest level of education 
received relatively less psychosocial treatment than patients with higher education 
levels.  

In the questionnaire, respondents were also asked to specify the kinds of psychotherapy 
and psychosocial counseling the patients received with respect to treatment mode 
(individual or group therapy) and therapeutic approach (insight-directed, problem-
directed, relational or body-directed). Results showed that specific forms of 
psychosocial treatment were given to 76.4% of the patients (N=140, n=107). Any form 
of individual psychosocial treatment was delivered to 65.0% of the patients (N=140, 
n=91) and any form of group treatment to 56.2% (N=137, n=77).  

Also, 45.5% (n=61) received both individual and group therapy, 18.7% (n=25) received 
individual therapy alone and 11.2% (n=15) received group therapy alone (N=134).  
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With respect to therapeutic approach, problem-directed therapy (59.6%, n=81) and 
relational therapy (55.6%, n=75) were most common: More than half of the patients 
received these forms of therapy. In addition, body-directed therapy was delivered to 
four out of ten (41.8%, n=56) and insight-directed therapy to three out of ten patients 
(30.4%, n=42). 

The delivery of problem-directed psychosocial treatment was age-related: Patients 
receiving this type of treatment were generally younger (53.6 years, n=80, SD=14.85 vs. 
63.5 years, n=55, SD=14.25; F=14.94, p=.0002).  

Also, we observed a significant relation between education level and the delivery of 
insight-directed therapy (Table 4.32; Χ2=19.28, p=.0002). When excluding patients with 
mental retardation (Χ2=12.89, p=.0049) or patients over 65 (Χ2=13.99, p=.0029), this 
relationship remained.   

Table 4.32: The proportion of patients receiving insight-directed 
psychosocial treatment in function of education level  

 
All patients 

 (N=128) 
Mental retardation 
excluded (N=101) 

65+ excluded 
(N=89) 

Education level n % n % n % 

Primary 8 15.7 6 22.2 4 16.0 
Lower secondary  12 28.6 10 25.6 9 28.1 
Secondary completed 15 62.5 15 62.5 13 65.0 
Higher education 6 54.6 6 54.6 5 55.6 

Table 4.33 presents an overview of the delivery of particular approaches in psychosocial 
treatment in relation with the presence of the principal psychiatric diagnoses.  

Table 4.33: The therapeutic approach in psychotherapy or psychosocial 
counseling in relation with the principal diagnoses 

 
Insight 

(N=138) 
Problem 
(N=136) 

Relational 
(N=135) 

Body 
(N=134) 

Psychiatric diagnosis n % n % n % n % 

Schizophrenia or psychotic disorder 23 27.4 47 58.0 45 54.9 32 39.5 
Personality disorder 16 35.6 29 65.4 24 55.8 20 44.4 
Mental retardation 4 12.1 16 51.6 24 78.0 14 42.4 
Mood disorder 14 46.7 20 64.5 17 60.7 12 42.9 
Substance-related disorders 8 32.0 18 66.7 14 51.9 9 34.6 

The table suggests that patients with mood disorders received relatively more insight-
directed therapy, while patients with mental retardation received relatively less insight-
directed therapy. These tendencies were confirmed in the analyses of the association 
between the presence and absence of both diagnostic categories and the delivery of 
insight-directed psychosocial treatment:  

Patients with a diagnosis of mental retardation received less insight-directed therapy 
than patients without this diagnosis (12.1% vs. 36.2%, n=38; Χ2=6.87, p=.0088), whereas 
the reverse was true for patients with a mood disorder diagnosis (46.7% vs. 25.9%, 
n=28; Χ2=6.42 p=.0113).  

Patients with mental retardation did however receive relatively more relational therapy 
(78.0%, n=24) than patients without mental retardation (49.5%, n=51; Χ2=6.42 
p=.0113). No other associations between diagnosis and therapeutical approach were 
observed, which suggests a more or less equal delivery of problem-directed and body-
directed therapy to all long-stay patients.  

The length of stay was significantly shorter for patients who received insight-directed 
therapy (9.0 years, SD=9.22, n=39) when compared to patients who did not receive 
insight-directed therapy (15.2 years, SD=14.50, n=93; F=6.02, p=.0154) and for patients 
who received problem-directed psychosocial treatment (10.4 years, SD=10.59, n=78) 
than for patients who did not receive the latter approach (17.0 years, SD=16.02, n=53; 
F=8.22, p=.0049). However, when controlling for age, both effects weakened and failed 
to reach significance (p=.0727 and p=.1045 respectively).  
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Between four and five out of ten patients received short-term crisis care during the last 
year of their stay in a T-bed (Table 4.30). Patients who received crisis care were 
generally younger (53.0 years, n=61, SD=13.15) than patients who did not receive crisis 
care (60.3 years, n=74, 15.72; F=8.42, p=.0044). 

Physical health care was delivered to almost nine out of ten patients and dental care to 
almost half of the patients. Preventive physical health care (e.g. vaccination, weight 
control, smoking behaviour, etc.) and dental care were also quite common and given to 
almost nine tenths and two thirds of the patients respectively. Surprisingly, the delivery 
of physical health care was not significantly related to the age of the patients. Patients 
receiving preventive physical health care were significantly older, though (59.6 years, 
n=118, SD=14.59) than patients who did not receive preventive physical health care 
(45.9 years, n=18, SD=13.37; F=13.86, p=.0003). Both the provision of dental and 
preventive dental care was not age-related. Further analyses revealed that physical 
health care was delivered less often to patients with a substance-related disorder 
(69.2%, n=18) than to patients without this diagnosis (91.0%, n=101; Χ2=8.74, p=.0031). 
This effect was probably age-related: The mean age of the patients with substance-
related disorder who received physical health care was 60.4 years (n=18, SD=13.42), 
whereas the mean age of the patients with the same diagnosis who did not receive 
physical health care was only 48.5 years (n=8, SD=10.54; F=4.94, p=.0360). 

Further, we observed no significant relationships between the different types of 
treatment and problem-focused care and length of stay. Also, there were no significant 
relations with the inpatient status of the patients. The most obvious, though non-
significant, tendency was found with respect to problem-directed therapy: Only half of 
the inpatients (50.0%, n=25) received this type of psychosocial treatment, whereas this 
percentage increased to almost two thirds (65.1%, n=56) in the soon to be discharged 
patient group (Χ2=3.00, p=.0833). 

Support to or from family, peer support 

Table 4.34 presents an overview of the proportion of patients that received care and 
support regarding family and peer involvement in the last year of their stay in the 
psychiatric hospital. 

Table 4.34: The care and support with respect to family and peer 
involvement received in the last year of the hospital stay 
Support  to / from family, peer support N* n % 
Family support (advice, information, etc.) 136 78 57.4 
Stimulation of active family involvement 134 52 38.8 
Stimulation of peer contact and support 133 39 29.3 
* ‘Unknown’ answers were treated as missing values in the analysis 

Active family involvement was stimulated more for younger patients than for older 
patients. The mean age of the patients receiving this type of care was 52.9 years, n=51, 
SD=14.40), as compared to 61.1 years (n=82, SD=17.79) for patients not receiving this 
type of care (F=9.96, p=.0020). The same was true for stimulation of peer contact and 
peer support (52.6 years, n=39, SD=14.58 vs. 60.3 years, n=93, SD=15.00; F=7.49, 
p=.0071).  

Stimulation of active family involvement was also related to length of stay (10.1 years, 
n=49, SD=9.83 vs. 15.8 years, n=80, SD=15.00; F=5.57, p=.0198), but this effect 
disappeared after the introduction of age as a covariate.  

Finally, there was no significant association between the delivery of any of the types of 
care and support with respect to family and peer involvement and the inpatient status of 
the patients. 

Support of daily functioning 

Table 4.35 presents an overview of the percentages of patients’ that received care and 
support with respect to their daily functioning, during the last year of their stay in the 
psychiatric hospital. 
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Patients receiving support with autonomy were older (59.2 years, n=123, SD=15.00) 
than patients who did not receive this type of support (49.9 years, n=18, SD=13.02; 
F=6.19, p=.0140). The reverse was true for patients receiving support with integration 
outside the living group (55.9 years, n=88, SD=15.12 vs. 62.3 years, n=52, SD=13.64; 
F=6.25, p=.0136) and for patients receiving support with work activities (54.1 years, 
n=84, SD=14.91 vs. 63.2 years, n=52, SD=13.51; F=12.94, p=.0005).  

Table 4.35: The care and support with respect to daily functioning received 
in the last year of the hospital stay 
Support of daily functioning N* n % 
Autonomy support  142 123 86.6 
Support of interaction within living group 140 103 73.6 
Support of integration outside living group 141 88 62.4 
Self-care support 142 119 83.8 
Support of domestic activities 142 120 84.5 
Support of work activities 137 84 61.3 
Income support 132 63 47.7 
* ‘Unknown’ answers were treated as missing values in the analysis 

We observed no significant relationships of the delivery of these support types with 
length of stay, but there were some associations with particular diagnoses. 

First, patients with personality disorders received relatively less help and support with 
autonomy (77.8%, n=35) than patients without personality disorders (90.7%, n=88; 
Χ2=4.44, p=.0350). They were, however, much older when they received this type of 
support (58.9 years, n=35, SD=15.30) than when they did not receive it (45.5 years, 
n=10, SD=9.12; F=6.94, p=.0117), suggesting an age related effect.  

Second, patients with mental retardation received relatively more help and support with 
autonomy (97.0%, n=32), with integration outside the living group (78.1%, n=25) and 
with work activities (78.8%, n=26) than patients without mental retardation (83.5%, 
n=91; Χ2=3.97 p=.0462 for autonomy, 57.8%, n=63; Χ2=4.36, p=.0369 for integration 
and 55.8%, n=58; Χ2=5.60, p=.0180 for work activities).  

Third, patients with schizophrenia received relatively more help and support with 
domestic activities (98.4%, n=76) than patients without schizophrenia (77.2%, n=4; 
Χ2=3.89, p=.0486).  

Finally, patients with mood disorders received relatively less help and support with self-
care (72.7%, n=24) than patients without mood disorders (87.2%, n=95; Χ2=3.89, 
p=.0487). 

With respect to the inpatient status of the patients in the study sample, the results 
show that inpatients received relatively more support with domestic activities (92.5%, 
n=49) than the patients in the discharged patient group (79.8%, n=71; Χ2=4.08, 
p=.0435) and relatively less support with obtaining an income (31.4%, n=16 vs. 58.0%, 
n=47; Χ2=8.91 p=.0028). 

For the inpatient group, we related the individual MAS-scores to the corresponding 
support categories (Table 4.36).  

Table 4.36: The help and support received in hospital in function of the mean 
relevant MAS-scores in the inpatient group 

 Received  Not received 

MAS-category n mean SD n mean SD 

Autonomy  48 0.44 0.27 5 0.65 0.35 
Interaction within living group  39 0.43 0.26 14 0.38 0.31 
Integration outside living group 34 0.28 0.20 19 0.25 0.20 
Self-care  41 0.26 0.18 12 0.25 0.17 
Domestic activities  49 0.25 0.21 4 0.10 0.12 
Work* 28 0.26 0.24 23 0.09 0.16 

* F=8.21, p=.0061 
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The table shows that the results were in line with the expectations for autonomy only: 
The level of functioning with respect to autonomy tended to be lower in the group that 
received the relevant type of help and support than in the group that didn’t receive help 
and support with respect to autonomous activities. All other results were in the 
opposite direction, especially with regard to domestic and work activities, but reaching 
significance in the latter only: Patients receiving support with work activities had 
significantly higher levels of functioning. One interpretation for this finding could be that 
patients with very low levels of functioning were probably not involved at all in this type 
of transferable activities, making the delivery of help and support unnecessary.    

For the discharged patient group, Table 4.37 shows the received help and support with 
respect to the different activity categories in function of the amount of support needed.  
The table shows that, as expected, the proportion of patients receiving a particular type 
of support increases with the amount of support needed. With respect to these results, 
some caution is needed though: Because of the similar formulation of the relevant items 
in the questionnaire, the observed relationships may have been inflated somewhat.  

Table 4.37: Received support in function of needed support in the soon to be 
discharged patient group (N between 86 and 89) 

 
No support 

 needed 
Support needed Much support 

needed 
Activity category n % n % n % 

Autonomy * 3 27.3 31 83.8 41 100 
Interaction within living group ** 5 35.7 29 76.3 30 85.7 
Integration outside living group 9 50.0 17 56.7 28 70.0 
Self-care *** 1 20.0 22 91.7 55 91.7 
Domestic activities **** 5 26.3 34 91.9 32 97.0 
Work ***** 6 33.3 22 81.5 28 68.3 

* Χ2=34.62, p<.0001; ** Χ2=13.12, p=.0014; *** Χ2=22.38, p<.0001; **** Χ2=43.07, p<.0001; 
***** Χ2=11.38, p=.0034 

Support of personal development 

Table 4.38 presents an overview of the percentages of patients’ that received care and 
support with respect to personal development during the last year of their stay in the 
psychiatric hospital. 

The nine patients receiving support with respect to employment were significantly 
younger (38.7 years, SD=14.95) than the rest of the patients (59.0 years, n=125, 
SD=14.27; F=17.02, p<.0001).  

Table 4.38: The care and support with respect to personal development 
received in the last year of the hospital stay 

Support of personal development N* n % 
With respect to education  134 11 8.2 
With respect to employment 137 9 6.6 
With respect to meaningful leisure activities 142 74 52.1 
With respect to social contacts and intimate relations 140 73 52.1 

* ‘Unknown’ answers were treated as missing values in the analysis 

When relating the types of care and support aimed at personal development to length 
of stay or the status of the patients, we observed no significant associations. There was 
however a borderline significant tendency for the inpatients to receive less support with 
respect to meaningful leisure activities (41.5%, n=22) than the soon to be discharged 
patients (58.4%, n=52; Χ2=3.81, p=.0510).  

Overall system requirements 

Table 4.39 presents an overview of the frequency of individual care plans and 
individually assigned care coordinators for the long-stay patients in the study sample, 
during the last year of their hospital stay.  
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Table 4.39: Overall system requirements concerning the treatment, care 
and support received in the last year of the hospital stay 
Overall system requirements N* n % 
Individual care plan 138 99 71.7 
Care coordinator  135 108 80.0 
* ‘Unknown’ answers were treated as missing values in the analysis 

Further analyses revealed that patients for whom individual care plans were established, 
had shorter stays (11.2 years, n=94, SD=11.54) than the other patients (18.0 years, 
n=37, SD=16.62; F=7.14 p=.0085). These patients were also younger (56.3 years, n=98, 
SD=14.86 vs. 61.9, n=39, SD=15.87; F=3.93, p=.0496), but the relation with length of 
stay remained after correcting for age (p=.0398). 

The presence of an individual care plan was also associated with the status of the 
patients: A plan was in place for 80.2% (n=92) of the soon to be discharged patients, as 
compared to only 57.7% (n=30) of the inpatients (Χ2=8.12 p=.0044).  

These results show that individual care plans were drawn up especially for younger 
patients with shorter durations of stay that were about to leave the hospital.  

With respect to the assignment of an individual care coordinator, there were no 
differences with respect to age, length of stay or the inpatient status of the patients.  

Conclusions 

The following conclusions can be drawn with respect to the hospital care the long-stay 
patients in the field study received: 

• Almost all patients received medication. 

• A large majority of the patients received some form of psychosocial 
treatment. 

• Psychosocial treatment in general and problem-directed therapy in 
particular were delivered relatively more often to younger than to 
older patients.  

• No association between length of stay and the delivery of psychosocial 
treatment in general or specific types of psychosocial treatment was 
observed.  

• The delivery of insight-directed psychosocial treatment was associated 
with higher education levels, the presence of mood disorders and the 
absence of mental retardation. 

• Almost nine out of ten long-stay patients in the study sample received 
physical health care and preventive health care. 

• Almost half of the long-stay patients in the study sample received 
dental care and two thirds received preventive dental care.  

• Active family involvement and peer contact were stimulated relatively 
more for younger patients than for older patients. 

• Older patients received more support with respect to autonomy; 
younger patients received more support with respect to integration 
outside the living group and work activities.  

• No association between length of stay and the delivery of support with 
respect to family and peer involvement, daily functioning and personal 
development was observed. 

• The presence of an individual care plan was associated with younger 
age, shorter stays and nearby discharge. 

• Less support with domestic activities and more support with obtaining 
an income were associated with nearby discharge. 
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Reintegration and Reorientation 

As reported above, almost two thirds of the long-stay patients selected for the field 
study had already left the hospital before the end of 2007. Discharge between 2003 and 
2007 was associated with shorter stays, the absence of a diagnosis of schizophrenia or 
another psychotic disorder, the presence of substance abuse problems, the presence of 
suicide risk and the absence of physical health problems.  

These variables were entered into a stepwise logistic regression with the status of the 
patients (inpatient, discharged) as the response variable. The analysis (N=137, -
2LogL=179.80) revealed that discharge was best predicted by length of stay (b=-0.0615, 
p=.0001, odds ratio=0.94). In a model with length of stay as the single explanatory 
variable, the concordance between the predicted probabilities and observed responses 
was 73.5%. When including the next variable into the model, the absence of physical 
health problems (b=0.36, p=.1109, odds ratio=2.06), predictability was only slightly 
raised to 74.0%. With respect to this analysis it should also be mentioned that 
functioning variables could not be included due to the different versions of the 
questionnaire for inpatients and discharged patients.  

The strong association of the inpatient status with length of stay is not surprising. Both 
variables are probably determined by the same patient characteristics and are in a sense, 
the expression of the same outcome: the ongoing inpatient status of the patients.  

In the next two paragraphs we take a closer look at the actual reintegration of the 
discharged patients (3.3.1) and the discharge potential of the inpatients (3.3.2).  

Reintegration and reorientation of discharged patients 

Of the 144 long-stay patients in the study sample, 91 had been discharged from hospital 
between 2003 and the end of 2007, the time the field study took place.  

Table 4.40 presents an overview of the discharged patients’ situation immediately after 
leaving the hospital T-bed. It should be noted that the percentage of discharged patients 
in sheltered living was underestimated. Three patients that were categorized in ‘day 
treatment’ stayed in a sheltered home at night. It is not clear from the data where the 
other six patients in day treatment resided. 

Table 4.40: The situation of the discharged patients immediately after 
discharge  
Situation after discharge n % 
Day treatment (t1) 9 10.1 
Sheltered living 5 5.6 
Living with family 5 5.6 
Living independently 2 2.3 
Psychiatric nursing home 22 24.7 
Home for the elderly 25 28.1 
Home for the handicapped 5 5.6 
Other psychiatric hospital 2 2.3 
Deceased 14 15.7 
Night treatment (t2) 0 0.0 
Revalidation Centre 0 0.0 
Total 89 100 

For further analysis, patients were divided into two categories, not taking into account 
the two patients that were transferred to another psychiatric hospital and the 14 
deceased patients. The first category consisted of 21 ‘reintegrated’ patients that 
transferred to day-treatment, sheltered living, living with family or independent living. 
The second category included 52 ‘reoriented’ patients that transferred to a psychiatric 
nursing home, a home for the elderly or a home for the handicapped.  

As expected, there was a strong association between the reintegration/reorientation 
variable and age. Reintegrated patients were much younger (43.6 years, n=21, SD=9.96) 
than reoriented patients (59.5 years, n=51, SD=14.70; F=20.57, p<.0001).  
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Further, we observed a relation of the reintegration/reorientation variable with 
education level (Χ2=14.01, p=.0029), which was probably for a large part due to the 
association with age and the diagnosis of mental retardation. When excluding patients 
with mental retardation and patients over 65 from the analysis, the relation with 
education level became less outspoken and failed to reach significance, but the tendency 
for patients with a lower education level (primary and lower secondary education) to be 
reoriented rather than reintegrated remained, as shown in Table 4.42.  

Table 4.41: The education level in relation to the reintegration or 
reorientation of discharged patients  
 Reintegration Reorientation 

Education level n % n % 

Primary 1 5.0 23 47.9 
Lower secondary  8 40.0 16 33.3 
Secondary completed 7 35.0 5 10.4 
Higher education 4 20.0 4 8.3 

Total 20 100 48 100 

Table 4.42: The education level in relation to the reintegration or 
reorientation of discharged patients, excluding patients with mental 
retardation and over the age of 65  
 Reintegration Reorientation 

Education level n % n % 

Primary 0 0.0 4 20.0 
Lower secondary  6 35.3 9 45.0 
Secondary completed 7 41.2 3 15.0 
Higher education 4 23.5 4 20.0 

Total 17 100 20 100 

There were no significant relationships between reintegration/reorientation and the 
other socio-demographic variables, nor was there an association with any of the 
principal diagnoses in the study sample.  

We did however, observe a relationship with duration of stay (F=4.89, p=.0305): The 
reintegrated patients had shorter stays (5.2 years, n=21, SD=3.16) than the reoriented 
patients (11.4 years, n=48, SD=12.64), but this relationship failed to reach significance 
when including the age of the patients in the analysis. Also, there was no significant 
association with the age at the time of the onset of the psychiatric problems or the first 
hospitalization.  

Reoriented patients had more physical health problems (1.85 problems, n=52, SD=1.81) 
than reintegrated patients (0.71 problems, n=21, SD=0.96; F=7.35, p=.0084). As 
expected, this association was also age-related and was not significant when including 
age in the analysis.   

There was no significant association with the number of behavioural problems, but we 
did observe a difference with respect to the number of serious behavioural problems: 
Reoriented patients had a mean number of 1.62 serious behavioural problems (n=52, 
SD=1.60), whereas reintegrated patients had only 0.71 serious behavioural problems 
(n=21, SD=0.90; F=5.88, p=.0178). However, the tendency turned borderline significant 
(p=.0608) when including age as a covariate.    

In Table 4.43 the relation between reorientation and reintegration and the presence of 
specific behavioural problems or serious behavioural problems is presented.   
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Table 4.43: The occurrence of behavioural problems or serious behavioural 
problems in relation to reintegration and reorientation of discharged 
patients. 

 Reintegration Reorientation 

Behavioural problem n % n % 

Verbal hostility* 11 52.4 41 78.8 
Medication non-compliance 10 47.6 24 46.2 
Physical aggressiveness 4 19.1 22 42.3 
Poor orientation / absconding ** 2 9.5 20 38.5 
Incontinence *** 2 9.5 19 36.5 
Substance abuse **** 10 47.6 11 21.2 
Suicide risk ***** 11 52.4 11 21.2 
Inappropriate sexual behaviour 5 23.8 12 23.1 
Bulimia ****** 1 4.8 13 25.0 
Urinating / defecating in public 1 4.8 8 15.4 
Stealing 2 9.5 5 9.6 
Begging ****** 0 0.0 10 19.2 
Fire risk 0 0.0 1 1.9 

Serious behavioural problem n % n % 

Verbal hostility* 2 9.5 19 36.5 
Medication non-compliance 2 9.5 6 11.5 
Physical aggressiveness 1 4.8 7 13.5 
Poor orientation / absconding  1 4.8 12 23.1 
Incontinence** 0 0.0 10 19.2 
Substance abuse  5 23.8 6 11.5 
Suicide risk  1 4.8 0 0.0 
Inappropriate sexual behaviour 2 9.5 4 7.7 
Bulimia  0 0.0 5 9.6 
Urinating / defecating in public 0 0.0 3 5.8 
Stealing 0 0.0 1 1.9 
Begging  0 0.0 3 5.8 
Fire risk 0 0.0 0 0.0 

* Χ2=5.11, p=.0237; ** Χ2=5.95, p=.0147; *** Χ2=5.33, p=.0210; **** Χ2=5.11, p=0237; ***** 
Χ2=6.93, p=.0085; ****** Χ2=3.95, p=.0468; ******* Χ2=4.68, p=.0305 / * Χ2=5.33, p=.0210; 
Χ2=4.68, p=.0305 

Problems that occurred more often in reoriented patients were (serious) verbal 
hostility, poor orientation or absconding, (serious) incontinence, bulimia and begging. 
Problems that were significantly associated with reintegration were substance abuse and 
suicide risk. Given the positive relationship of poor orientation or absconding and 
(serious) incontinence and the negative relationship of suicide risk with age, the 
association of these variables with reorientation and reintegration respectively, was 
probably age-related.  

Regarding the relation between reintegration and reorientation and the level of 
functioning of the patients, we found no association with the number of different 
structured half-day activities the patients were involved in. We did however observe a 
significant difference in the ‘need of support’ score (F=26.04, p<.0001), which remained 
significant after including the age of the patients in the analysis. Reoriented patients 
needed much more support with the activity categories listed in the questionnaire 
(‘need of support’-score=8.9, n=52, SD=3.05) than reintegrated patients (‘need of 
support’-score=5.0, n=21, SD=2.62).  

Table 4.44 gives an overview of the proportion of patients that needed much support in 
function of reintegration and reorientation.  

The table shows a significant difference for all activity categories between the 
reorientation and the reintegration group.  

Table 4.44: The level of functioning in terms of the proportion of patients in 
need of much support in relation to reintegration and reorientation  



KCE Reports 84 Long stay patients in T-beds-Supplements 113 

 

 Reintegration Reorientation 

Activity category n % n % 

Autonomy* 3 14.3 30 57.7 
Interaction within living group** 1 4.8 27 51.9 
Integration outside living group*** 3 14.3 30 57.7 
Self-care**** 5 23.8 42 80.8 
Domestic activities***** 1 4.8 25 48.1 
Work****** 4 19.1 31 59.6 

  * Χ2=11.38, p=.0007; ** Χ2=14.07, p=.0002; *** Χ2=11.38, p=.0007; **** Χ2=21.16, p<.0001; 
***** Χ2=12.24, p=.0005; ****** Χ2=9.86, p=.0019 

In conclusion, the reintegration of discharged patients was associated with younger age, 
a higher education level, shorter hospital stays, less physical health problems, more 
serious behavioural problems, less verbal hostility, poor orientation or absconding, 
incontinence, begging and bulimia, more substance abuse and suicide risk and a low 
‘need of support’ score. These variables were entered into a stepwise logistic 
regression analysis with reintegration/reorientation as the response variable. The 
analysis (N=63, -2LogL=78.74) revealed that reintegration as compared to reorientation 
was predicted by younger age (b=-0.11, p=.0028, odds ratio=0.89), a higher education 
level (secondary completed or higher education vs. primary or lower secondary 
education, b=-1.03, p=.0299, odds ratio=7.85), the presence of substance abuse 
problems (b=-1.28, p=.0209, odds ratio=13.05) and a low ‘need of support’ score (b=-
0.40, p=.0087, odds ratio=0.67). In a model with these variables as explanatory 
variables, the concordance between the predicted probabilities and observed responses 
was 94.7%.    

These results correspond well with the analysis of the characteristics of reintegrated 
patients on the basis of the total population MPD registration data, with respect to age, 
level of functioning (infirmity and GAF), the presence of substance abuse problems and 
education level. Other associations that were found to be significant in the population 
data (e.g. presence or absence of schizophrenia or mental retardation diagnosis) could 
not be repeated in the field study.  

On the basis of the MPD population data of psychiatric patients in day treatment and 
sheltered living, four different patient profiles of the ‘reintegrated’ patient were 
operationalized. When relating these profiles to the reintegration/reorientation variable 
in the field study, all associations were in the expected direction:  

The proportion of patients with a reintegration profile was higher in the reintegration 
group than in the reorientation group.  

Table 4.45: Theoretical and frequency-based profiles of the ‘reintegrated’ 
patient in relation to reintegration and reorientation in the field study  

 Reintegration (N=21) Reorientation (N=52) 

Reintegration profiles n % n % 

Sheltered living: theoretical* 13 61.9 2 3.9 
Sheltered living: frequency-based** 10 47.6 6 11.5 
Day treatment: theoretical*** 11 52.4 2 3.9 
Day treatment: frequency-based*** 11 52.4 5 9.6 

  * Χ2=30.89, p<.0001; **Χ2=11.38, p=.0007; *** Χ2=24.07, p<.0001; **** Χ2=15.99, p<.0001 

Finally, we present an overview of the treatment, care and support the discharged 
patients received in their last year in hospital in function of reintegration or 
reorientation (Table 4.46). The table shows that reintegrated patients received 
significantly more psycho-education, individual psychosocial treatment and insight-
directed psychosocial treatment. For psychotherapy and psychosocial counseling in 
general, the results were in the same direction, but the tendency was not statistically 
significant. Reoriented patients on the other hand received more physical health care 
and support of daily functioning, especially with respect to autonomy, self-care and 
domestic activities and with the exception of work activities. Given the associations of 
most of these treatment and support types with age and the age difference between 
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reintegrated and reoriented patients, age was probably an important contributing factor 
in the observed differences.  

Table 4.46: The treatment, care and support received in the last year of the 
hospital stay of the discharged patients in function of reintegration and 
reorientation 

 Reintegration Reorientation 

Treatment and problem-focused care N n % N n % 

Medication 21 20 95.2 52 51 98.1 
Psychoeducation* 20 13 65.0 46 16 34.8 
Psychotherapy  / psychosocial counseling  21 20 95.2 51 44 86.3 
Individual psychosocial treatment** 21 18 85.7 50 31 62.0 
Psychosocial treatment in group 21 12 57.1 49 31 63.3 
Insight-directed psychosocial treatment*** 21 12 57.1 49 14 28.6 
Problem-directed psychosocial treatment 21 16 76.2 48  31 64.6 
Relational psychosocial treatment 20 10 50.0 48 26 54.2 
Body-directed psychosocial treatment 19 10 52.6 48 21 43.8 
Short-term crisis care 21 7 33.3 48 22 45.8 
Physical health care**** 20 13 65.0 51 47 92.2 
Preventive physical health care  21 14 66.7 50 42 84.0 
Dental care 18 9 50.0 44 21 47.7 
Preventive dental care  21 10 47.6 45 30 66.7 

Support  to / from family, peer support       

Family support (advice, information, etc.) 21 9 42.9 48 28 58.3 
Stimulation of active family involvement 19 10 52.6 48 19 39.6 
Stimulation of peer contact and support 19 9 47.4 48 15 31.3 

Support of daily functioning       

Autonomy support***** 21 14 66.7 51 48 94.1 
Support of interaction within living group 21 14 66.7 49 39 79.6 
Support of integration outside living group 20 12 60.0 51 35 68.6 
Self-care support****** 21 16 76.2 51 48 94.1 
Support of domestic activities******** 21 14 66.7 51 48 94.1 
Support of work activities 21 17 81.0 49 31 63.3 
Income support 20 11 55.0 46 29 63.0 

Support of personal development       

Education  20 1 5.0 49 4 8.2 
Employment 21 3 14.3 50 2 4.0 
Meaningful leisure activities 21 13 61.9 51 29 56.9 
Social contacts and intimate relations 21 15 71.4 51 27 52.9 

Overall system requirements       

Individual care plan 20 16 80.0 50 39 78.0 
Care coordinator  20 17 85.0 48 38 79.2 

* Χ2=5.17, p=.0230; **Χ2=3.89, p=.0486; ***Χ2=5.14, p=.0234; ****Χ2=8.09, p=.0044; 
*****Χ2=9.37, p=.0022; ******Χ2=4.84, p=.0278; *******Χ2=9.37, p=.0022; 

Discharge potential for inpatients 

As mentioned above, only 53 of the 144 patients in the study sample were still in the 
same hospital T-bed at the time of the field study. Moreover, the last part of the 
questionnaire, concerning discharge potential was not completed for six of these 
inpatients. Consequently, all results described in this paragraph are based on a rather 
small sample of 47 patients, which makes it difficult to draw strong conclusions.  

Respondents indicated for 29 out of 47 (61.7%) inpatients that discharge from the 
hospital T-bed was still an option. It should be noticed though, that this ‘discharge 
potential’ included reorientation as well as reintegration, due to the phrasing of the 
question in the questionnaire.   

Discharge potential was associated with sex (Χ2=4.11, p=.0426): 74.1% (n=20) of the 
men could potentially be discharged in comparison to only 45.0% (n=9) of the women. 
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Possibly, this effect was partly age-related: There was a borderline significant tendency 
(F=3.78, p=.0580) of patients with discharge potential to be younger (52.8 years, n=29, 
SD=13.03) than patients without discharge potential (60.8 years, n=18, SD=14.84).  

We observed no significant associations between the discharge potential of the 
inpatients and the principal diagnoses, but as Table 4.47 shows, there was a tendency 
for patients with schizophrenia or other psychotic disorders to be relatively more 
common in the group with no discharge potential than in the group with discharge 
potential, whereas the reverse was true for patients with mood disorders or substance-
related disorders.   

Table 4.47: The discharge potential of inpatients in relation to the principal 
diagnoses  

 
Discharge potential 

(N=29) 
No discharge potential 

(N=18) 
Principal diagnoses n % n % 

Schizophrenia or psychotic disorder 18 62.1 14 77.8 
Personality disorder 8 27.6 4 22.4 
Mental retardation 8 27.6 5 27.8 
Mood disorder 7 24.1 1 5.6 
Substance-related disorders 4 13.8 1 5.6 

Patients with discharge potential had a tendency to shorter stays (15.7 years, n=27, 
SD=12.57) as compared to patients with no discharge potential (20.7 years (n=18, 
SD=13.75), but this result was not statistically significant.  

In addition, we found no significant association with the age at the onset of the 
psychiatric problems or the first hospitalization, the number of physical health problems, 
the number of behavioural problems or the number of serious behavioural problems.  

With respect to specific behavioural and serious behavioural problem, there was one 
significant association: between discharge potential and the occurrence of serious 
medication non-compliance: Only 13.8% (n=4) of the patients with discharge potential 
had this problem compared to 38.9% (n=7) of the patients with no discharge potential 
(Χ2=3.90, p=.0482). 

The relationships between discharge potential and the different measures of the level of 
functioning of the inpatients were all in the expected direction (Table 4.48), but 
statistically significant only for the total MAS-score, the autonomy and self-care score, 
the personal level score and the score for non-transferable activities. 

Table 4.48: The discharge potential of inpatients in relation to the level of 
functioning  

 
Discharge potential 

(N=29) 
No discharge potential 

(N=18)  
Functioning Mean SD Mean SD 

Half-day activities 5.79 6.01 4.06 3.62 
MAS* 0.36 0.18 0.24 0.19 
MAS autonomy** 0.54 0.27 0.36 0.29 
MAS interaction 0.49 0.27 0.34 0.27 
MAS integration 0.33 0.20 0.23 0.17 
MAS self-care*** 0.32 0.19 0.20 0.14 
MAS domestic 0.28 0.21 0.19 0.21 
MAS work 0.21 0.24 0.15 0.19 
MAS personal**** 0.43 0.21 0.28 0.19 
MAS living group 0.39 0.21 0.26 0.23 
MAS societal 0.27 0.19 0.19 0.16 
MAS non-transferable***** 0.45 0.21 0.31 0.23 
MAS transferable 0.27 0.18 0.18 0.15 

* F=4.64, p=.0367; ** F=4.74, p=.0348; *** F=5.41, p=.0246; **** F=6.02, p=.0181; ***** F=5.00, 
p=.0303 
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A number of relevant variables (sex, age, schizophrenia, substance-related disorder, 
mood disorder, length of stay, the number of physical health problems, the number of 
serious behavioural problems, medication non-compliance, the total MAS-score and the 
MAS autonomy and self-care scores) were entered as explanatory variables into a 
stepwise logistic regression analysis with discharge potential as the response variable. 
The analysis (N=45, -2LogL=60.57) revealed that discharge potential was best predicted 
by the MAS self-care score (b=4.73, p=.0210, odds ratio=113.79). In a model with the 
MAS self-care score as the single explanatory variable, the concordance between the 
predicted probabilities and observed responses was 64.2%. This percentage was raised 
to 72.0% when lowering the entry significance level and including the next variable into 
the model: the absence of a schizophrenia diagnosis (b=0.63, p=.1005, odds ratio=3.52).  

In the questionnaire, respondents were also asked to indicate the principal personal and 
situational reasons for the ongoing hospital stay of the inpatients (Table 4.49).  

Table 4.49: Person-related and situational reasons for the ongoing stay in a 
T-bed 
Reasons for hospitalization   
Person-related reasons n % 
Nature or severity of psychiatric disorder 40 85.1 
Additional somatic problems 16 34.0 
Insufficient functioning daily activities 33 70.2 
Insufficient social skills 26 55.3 
Danger to self or others 14 29.8 
Unwilling to leave the hospital 13 27.7 
Other person-related reasons 11 23.4 
No person-related reasons 2 4.3 
Situational reasons   
No available family caregivers 14 29.9 
Family against discharge 13 27.7 
Insufficient financial means 6 12.8 
Hospital protection / supervision necessary 24 51.1 
Hospital care / support necessary 25 53.2 
Discharge preparation 8 17.0 
No suitable alternatives 18 38.3 
Other situational reasons 6 12.7 
No situational reasons 1 2.1 

The table shows that the nature or severity of the psychiatric disorder was the most 
important reason and was mentioned for more than eight out of ten patients. Next, 
insufficient functioning and insufficient social skills were for more than half of the 
patients a reason to stay in hospital. As far as situational reasons were concerned, lack 
of alternative settings and family caregivers were reasons for the hospital stay in more 
than one fourth of the patients and more than half of the patients needed the 
protection and supervision and the care and support of the hospital. These last two 
reasons, however, were strongly associated with the most important personal reason: 
When one of both reasons was indicated, the nature or severity of the psychiatric 
disorder was always given as a reason for the hospital stay as well, in 100% of the cases. 
Therefore, these reasons may have been interpreted by the respondents as personal 
rather than situational reasons. In the ‘personal’ interpretation the needs of the patients 
with respect to care and support or protection and supervision are on the forefront, 
whereas the situational interpretation refers to the hospital’s response to these needs 
as compared to the response of alternative settings.  

The mean number of reported reasons was 5.74 reasons (SD=2.16) with a minimum of 
two reasons and a maximum of 11 reasons.  

For patients with discharge potential, respondents mentioned less reasons (5.1 reasons, 
n=29, SD=1.82) than for patients with no discharge potential (6.8 reasons, n=18, 
SD=2.32; F=7.62, p=.0083). With respect to specific reasons, discharge potential was 
negatively associated with the nature and severity of the disorder, additional somatic 
problems and the need for hospital care and support (Table 4.50).  
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Table 4.50: The reasons for ongoing hospitalization in relation to the 
discharge potential of inpatients 

Reasons for hospitalization 
Discharge potential 

(N=29) 
No discharge 

potential (N=18) 
Person-related reasons n % n % 

Nature or severity of psychiatric disorder* 22 75.9 18 100.0 
Additional somatic problems** 5 17.2 11 61.1 
Insufficient functioning daily activities 13 65.5 14 77.8 
Insufficient social skills 15 51.7 11 61.1 
Danger to self or others 6 20.7 8 44.4 
Unwilling to leave the hospital 8 27.6 5 27.8 
Other person-related reasons 7 24.1 4 22.2 
No person-related reasons 2 6.9 0 0.0 

Situational reasons     

No available family caregivers 7 24.1 7 38.9 
Family against discharge 10 34.5 3 16.7 
Insufficient financial means 4 13.8 2 11.1 
Hospital protection / supervision necessary 12 41.4 12 66.7 
Hospital care / support necessary *** 11 37.9 14 77.8 
Discharge preparation 5 17.2 3 16.7 
No suitable alternatives 10 34.5 8 44.4 
Other situational reasons 4 13.8 2 11.1 
No situational reasons 1 3.5 0 0.0 

* Χ2=5.11, p=.0239; ** Χ2=9.52 p=.0020; *** Χ2=7.08, p=.0078 

In order to achieve a better understanding of the reality behind the reasons mentioned 
by the respondents, we related the reported reasons with some relevant patient 
characteristics.  

Table 4.51 shows that the nature or severity of the psychiatric disorder was especially 
considered an important reason for the ongoing hospital stay in patients with 
schizophrenia or another psychotic disorder. The reason was reported for almost all 
schizophrenia patients, whereas in the other diagnosis groups, the proportion of 
patients for whom the reason was reported was lower.  
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Table 4.51: The nature or severity of the psychiatric disorder as a reason to 
stay in hospital in relation to the diagnosis  

 Reason reported Reason not reported 

Principal diagnoses n % n % 

Schizophrenia or psychotic disorder 30 93.8 2 6.3 
Personality disorder 10 83.3 2 16.7 
Mental retardation 10 76.9 3 23.1 
Mood disorder 5 62.5 3 37.5 
Substance-related disorders 4 80.0 1 20.0 

The presence of additional somatic problems as a reason was associated with age 
(F=8.09, p=.0067) and the number of physical health problems (F=6.85, p=.0120). 
Patients for whom this reason was mentioned were older (67.4 years, n=16, SD=13.33 
vs. 55.9 years, n=31, SD=13.09) and had more physical health problems (2.81 physical 
health problems, n=16, SD=1.83 vs. 1.61 problems, n=31, SD=1.28). 

Insufficient functioning in daily activities was given as a reason for patients with a lower 
domestic activities MAS-score (0.35, n=14, SD=0.21 vs. 0.21, n=33, SD=0.20, F=4.36, 
p=.0367). There was no significant relation with the total MAS-score, any of the other 
MAS-scores or the number of half-day structured activities.  

The fourth personal reason ‘insufficient social skills’ on the other hand, was significantly 
associated with all MAS-scores, except self-care. To give just one example, the total 
MAS-score was considerably lower when this reason was mentioned (0.24, n=26, 
SD=0.17) than when the reason was not mentioned (0.41, n=21, SD=0.18; F=10.60, 
p=.0021). Insufficient social skills as a reason for the inpatient status, was also associated 
with longer hospital stays (22.8 years, n=24, SD=14.63 vs. 12.0 years, n=21, SD=8.30; 
F=8.84, p=.0048).  

The next personal reason, danger to self or others, was significantly associated with the 
presence of more behavioural problems (4.7 behavioural problems, n=14, SD=2.33 vs. 
3.2, n=33, SD=1.89; F=5.59, p=.0224). When only taking into account the behavioural 
problems that constitute the most immediate danger to self or others (physical 
aggressiveness, fire risk and suicide risk), the relationship became even more outspoken 
(1.0 problems, n=14, SD=0.88 vs. 0.3 problems, n=33, SD=0.59; F=10.25, p=.0025).  

More than one fourth of the patients were reported to be unwilling to leave the 
hospital. These patients were slightly older (62.3 years, n=13, SD=14.53 vs. 58.9 years, 
n=34, SD=14.11) and had somewhat longer stays (22.3 years, n=12, SD=15.63 vs. 16.1 
years, n=33, SD=11.95), but the differences were not significant. Also, we observed no 
relation with sex, marital status or income level. There was however, an association 
with one reported situational reason: insufficient financial means. For 30.7% (n=4) of the 
unwilling patients insufficient financial means were indicated as an additional reason for 
the ongoing hospital stay, whereas the same reason was mentioned for only 5.9% (n=2) 
of the other patients (Χ2=5.23, p=.0222). With respect to other possibly relevant 
situational reasons, such as the lack of alternatives or the unavailability of family care 
givers, we found no significant associations.  

The absence of suitable alternatives was given as a reason for more than one third of 
the patients. We observed a borderline significant tendency for this reason to be 
reported more for patients with more behavioural problems (4.39, n=18, SD=1.75 vs. 
3.17, n=29, SD=2.24; F=3.84, p=.0561).  

Further, respondents were also asked to indicate the ideal place to stay for the 
inpatients. Table 4.52 summarizes the results. The table shows that most patients with 
discharge potential were actually patients with an option to reorientation instead of 
reintegration. Only for a very small number of patients, discharge potential could be 
translated into reintegration potential.  

Reintegration in the form of sheltered living was considered ideal for four patients only, 
which came down to less than one out of ten inpatients and slightly more than one out 
of ten inpatients with discharge potential. Living with family and independent living was 
not considered ideal for any of the patients.  
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Given the small number of patients with reintegration potential, it was not possible to 
conduct further analyses regarding the profile of these patients as compared to the 
profile of patients with reorientation potential.  

Table 4.52: The ideal place to stay for all inpatients and in function of their 
discharge potential 

 

All patients 
(N=46) 

Discharge 
potential 
(N=28) 

No discharge 
potential 
(N=18) 

Ideal place to stay n % n % n % 

Psychiatric hospital 15 32.6 2 7.14 13 72.2 
Psychiatric nursing home 15 32.6 13 46.4 2 11.1 
Home for the elderly 8 17.4 5 17.9 3 16.7 
Sheltered living 4 8.7 4 14.3 0 0.0 
Living with family 0 0.0     
Living alone 0 0.0     
Other 4 8.7 4 14.3 0 0.0 

The table also shows that some respondents did not consider reorientation as 
‘discharge potential’: The ideal place to stay for five patients with no discharge potential 
according to the responding caregivers were a home for the elderly or a psychiatric 
nursing home. On the other hand, the psychiatric hospital was seen as the ideal place to 
stay for two patients, despite their discharge potential. It should also be noted that for 
one patient with no discharge potential, the respondent commented that in addition to 
the psychiatric hospital, a psychiatric nursing home was an ideal alternative. For another 
patient, with discharge potential, both the psychiatric nursing home and a home for the 
elderly were considered equally good alternatives.   

We observed no significant associations between the ideal place to stay and relevant 
patient characteristics or the reasons for ongoing stay, which was not surprising, given 
the small sample size.  

Finally, we present an overview of the treatment, care and support the inpatients 
received during their last year in hospital in function of their discharge potential (Table 
4.53). The table shows that relatively more patients with discharge potential had 
received insight-directed psychotherapy and support with domestic activities during the 
past year. In general, however, the different treatment and support types were 
delivered to virtually the same proportion of patients, regardless of their discharge 
potential, suggesting that the patients with no discharge potential were not given up on.  

Table 4.53: The treatment, care and support inpatients received in the 
previous year in function of their discharge potential 

 Discharge potential 
No discharge 

potential 
Treatment and problem-focused care N n % N n % 

Medication 29 28 96.6 18 18 100 
Psychoeducation 26 11 42.3 18 8 44.4 
Psychotherapy  / psychosocial counseling  28 23 82.1 18 17 94.4 
Individual psychosocial treatment 29 20 69.0 17 11 64.7 
Psychosocial treatment in group 26 15 57.7 18 7 38.9 
Insight-directed psychosocial treatment* 28 11 39.3 17 1 5.9 
Problem-directed psychosocial treatment 27 15 55.6 17 8 47.1 
Relational psychosocial treatment 27 17 63.0 18 12 66.7 
Body-directed psychosocial treatment 27 8 29.6 18 8 44.4 
Short-term crisis care 28 13 46.4 18 9 50.0 
Physical health care 28 23 82.1 18 16 88.9 
Preventive physical health care  27 24 88.9 18 17 94.4 
Dental care 29 12 41.4 18 9 50.0 
Preventive dental care  28 18 64.3 17 14 82.4 

Support  to / from family, peer support       

Family support (advice, information, etc.) 28 18 64.3 17 9 52.9 
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Stimulation of active family involvement 28 11 39.3 17 4 23.5 
Stimulation of peer contact and support 27 6 22.2 17 3 17.7 

Support of daily functioning       

Autonomy support 29 26 89.7 18 17 94.4 
Support of interaction within living group 29 22 75.9 18 13 72.2 
Support of integration outside living group 29 20 69.0 18 8 44.4 
Self-care support 29 23 79.3 18 15 83.3 
Support of domestic activities** 29 29 100 18 15 83.3 
Support of work activities 29 15 51.7 17 10 58.8 
Income support 27 9 33.3 18 7 38.9 

Support of personal development       

Education  28 2 7.1 18 0 0.0 
Employment 28 3 10.7 18 0 0.0 
Meaningful leisure activities 29 13 44.8 18 7 38.9 
Social contacts and intimate relations 28 12 42.9 18 7 38.9 

Overall system requirements       

Individual care plan 29 19 65.5 17 10 58.8 
Care coordinator  29 23 79.3 17 12 70.6 

* Χ2=6.04, p=.0140; **Χ2=5.16, p=.0231 

With respect to care, respondents were also asked which treatment and care the 
inpatients would need when leaving the hospital at the time of the study. These results 
are summarized in Table 4.54. Medication would be needed by almost all of the patients, 
psychosocial treatment by almost three out of four. Other important forms of support 
would be assistance in finding a suitable living place (housing support) and practical help 
with daily activities (more than eight out of ten patients).  
 
Table 4.54: The treatment, care and support needed by inpatients after 
discharge 
Treatment and problem-focused care n % 
Medication 46 97.9 
Psychotherapy / psychosocial counseling 34 72.3 
Intensive psychiatric home-based care 23 48.9 
Physical health care 31 66.0 
Dental care 19 40.4 
Support  of daily functioning   
Housing support 38 80.9 
Practical help with daily activities 40 85.1 
Income support 17 36.2 
Family support (advice, information, etc.) 29 61.7 
Active family involvement with care 17 36.2 
Support of friends, neighbours, colleagues, etc. 13 27.7 
Peer contact and support 11 23.4 
Support of personal development   
Education  4 8.5 
Employment 6 12.8 
Meaningful leisure activities 28 59.6 
Social contacts and intimate relations 24 51.1 
Overall system requirements   
Assertive outreach 18 38.3 

In Table 4.55 the treatment, care and support needed by inpatients was related to their 
discharge potential. The table shows that more patients with no discharge potential 
would need physical health care, active family involvement and support of their 
surroundings, but the same tendency was observed for the majority of the treatment 
and care types.  
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Table 4.55: The treatment, care and support needed by inpatients after 
discharge in relation to their discharge potential 

 
Discharge 
potential 

No discharge  
potential 

Treatment and problem-focused care n % n % 
Medication 28 96.6 18 100 
Psychotherapy / psychosocial counseling  20 69.0 14 77.8 
Intensive psychiatric home-based care 12 41.4 11 61.1 
Physical health care* 15 51.7 16 88.9 
Dental care 9 31.0 10 55.6 
Support  of daily functioning     
Housing support 22 75.9 16 88.9 
Practical help with daily activities 24 82.8 16 88.9 
Income support 8 27.6 9 50.0 
Family support (advice, information, etc.) 18 62.1 11 61.1 
Active family involvement with care** 7 24.1 10 55.6 
Support of friends, neighbours, colleagues*** 5 17.2 8 44.4 
Peer contact and support 5 17.2 6 33.3 
Support of personal development     
Education  1 3.5 3 16.7 
Employment 4 13.8 2 11.1 
Meaningful leisure activities 20 69.0 8 44.4 
Social contacts and intimate relations 13 44.8 11 61.1 
Overall system requirements     
Assertive outreach 11 37.9 7 38.9 

* Χ2=6.83, p=.0090; ** Χ2=4.75, p=.0293; * Χ2=4.11, p=.0427 

Conclusions 

The following conclusions can be drawn with respect to the reintegration and 
reorientation of discharged patients on the one hand and the reintegration potential of 
inpatients on the other hand.  

• Reintegration of discharged patients as compared to reorientation was mainly 
associated with younger age, a higher education level, the presence of 
substance-abuse problems and a low need of support with daily activities. 

• More reintegrated patients received psycho-education, individual and insight-
directed psychosocial treatment and more reoriented patients received 
physical health care, autonomy support, self-care support and support with 
domestic activities in the last year of their hospital stay. 

• Discharge potential of inpatients was mainly associated with a higher 
functioning score on self-care. 

• For a large majority of the patients with discharge potential, this potential 
came down to reorientation rather than reintegration potential. 

• The nature or severity of the psychiatric disorder, insufficient functioning in 
daily activities, insufficient social skills, the need for hospital care and support 
and the need for hospital protection and supervision were the most common 
reasons for ongoing hospital stay. 

• Insufficient social skills as a reason for ongoing hospital stay was associated 
with lower functioning scores and longer stays. 

• For more than one third of the patients, additional somatic problems and the 
absence of suitable alternatives were reasons for ongoing hospital stay. 

• For more than one fourth of the patients, danger to self or others, 
unwillingness to leave the hospital, unwillingness of family members or 
unavailable family caregivers were reasons for ongoing hospital stay. 

• Insufficient financial means was not a common reason for ongoing hospital 
stay, but was associated with unwillingness to leave the hospital. 
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• The nature or severity of the psychiatric disorder, the need for hospital care 
and support and the presence of additional somatic problems were relatively 
more common reasons for ongoing hospital stay in patients with no discharge 
potential. 

• In general, the different treatment and care types were delivered to virtually 
the same proportion of patients, regardless of their discharge potential. 

• More patients with discharge potential received insight-directed psychosocial 
treatment and support with domestic activities. 

• Most long-stay inpatients would need medication, psychosocial treatment and 
medical care after discharge. In addition, they need practical help with daily 
activities, support in finding suitable  housing, support for their family, 
assistance with meaningful leisure activities and assistance with social contacts 
and intimate relations. At least one third of the patients also needs intensive 
psychiatric home care, support with obtaining an income, active family 
involvement and an assertive outreaching approach. 

• In general, patients with no discharge potential would need more support 
after discharge, especially physical health care, active family involvement and 
support of their social environment. 

CONCLUSIONS 
In general, the results from the field study followed closely the results from the MPD 
and IMA/AIM registration data. There were some indications that the selection of 
patients in the field study led to a sample of more ‘severe’ cases in terms of 
reintegration potential: The patients were relatively older and had considerably longer 
stays. There were relatively more patients with schizophrenia or related psychotic 
disorders and they had more physical health problems. Also, the majority of the 
discharged patients were reoriented rather than reintegrated and discharge potential 
came down to reorientation rather than reintegration potential for almost all of the 
inpatients. The reason for this picture is not clear. Based on the sampling procedure, 
which lead to an under-representation of patients from hospitals with low reintegration 
scores, the reverse would sooner be expected.  

Other important discrepancies between the field study and the registration data are 
summarized here: 

1. For almost three fourths of the patients at least one important physical health 
problem was reported, which was considerably more than registered in MPD 
and could only partially be explained by the older age of the patients in the 
field study. Therefore, the prevalence of physical health problems is probably 
larger than registered in MPD. 

2. Psychosocial treatment in general and problem-directed therapy in particular, 
were delivered relatively more often to younger than to older patients. Thus, 
in addition to duration of stay (MPD), age seems to be an important factor in 
the delivery of psychosocial treatment. In general, the field study results 
suggest that the age of the patients is a more important factor in care 
delivery than length of stay.  

3. Two thirds of the long-stay patients in the field study received preventive 
dental care in the course of one year, which is more than suggested from the 
IMA/AIM data on dental care reimbursement.   

The second objective of the field study was to complement the registration data by 
providing additional and more detailed information with respect to the profile and care 
of long-stay psychiatric patients in Belgium. Important insights are summarized here: 

1. The majority of the long-stay patients are single. Also, being single is 
associated with longer hospital stays.  

2. Social behavioural problems are common in long-stay patients and are often 
seriously disrupting. Some of these problems are associated with longer 
hospital stays and reduced reintegration potential (e.g. bulimia, begging, 
stealing and verbal hostility).    
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3. The level of functioning of long-stay patients is generally low, especially with 
respect to integration outside the living group and transferable activities (self-
care, domestic activities and work activities). Most patients are nevertheless 
involved in a structured daytime activity for at least one half day a week, 
especially ADL-training. Discharge potential of inpatients is mainly associated 
with a higher functioning score with respect to self-care.  

4. In addition to clinical reasons for the ongoing hospital stay (functioning level, 
behavioural problems, physical health problems, etc.), the absence of suitable 
alternatives, unwillingness to leave the hospital, unwillingness of family 
members or unavailability of family caregivers are also regularly reported. 
Insufficient financial means is not a common reason, but is mentioned 
relatively more often in patients unwilling to leave the hospital.    

5. The nature or severity of the psychiatric disorder, the need for hospital care 
and support and the presence of additional somatic problems are relatively 
more commonly mentioned reasons for the ongoing hospital stay in patients 
with no discharge potential. The mention of insufficient social skills is 
associated with longer stays.  

6. Reintegrated patients receive slightly different treatment and care types in the 
last year of their hospital stay than reoriented patients. Individual and insight-
directed psychosocial treatment is more common in reintegrated patients, 
physical health care and daily functioning support is more common in 
reoriented patients.  

7. For a large majority of the inpatients with discharge potential, this potential 
comes down to reorientation rather than reintegration potential.  

8. In general, the different treatments and care types are delivered to virtually 
the same proportion of patients, regardless of their discharge potential. 

9. Most long-stay inpatients would need medication, psychosocial treatment and 
medical care after discharge. In addition, they need practical help with daily 
activities, support in finding a suitable living place, support for their family, 
assistance with meaningful leisure activities and assistance with social contacts 
and intimate relations. At least one third of the patients also needs intensive 
psychiatric home care, dental care, support with obtaining an income, active 
family involvement and an assertive outreaching approach. In general, patients 
with no discharge potential need more support after discharge, especially 
physical health care, active family involvement and support to their social 
environment.  
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QUESTIONNAIRE 

 

LES MALADES PSYCHIQUES GRAVES ET DE LONGUE 

DUREE, SEJOURNANT DANS UN HOPITAL 

PSYCHIATRIQUE 

 

 

Projet: Lits-T en psychiatrie: étude relative aux séjours psychiatriques de longue durée. 

 

Consortium d’étude: 

• AIM (Agence Intermutualiste) 
• CenStat (Centrum voor Statistiek, Université de Hasselt) 

• LuCas (Centrum voor zorgonderzoek en consultancy, K.U.Leuven/Caritas 
Catholica Vlaanderen) 

A la demande de: KCE (Centre fédéral d’Expertise des soins de santé) 
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A. Généralités 

Ce questionnaire a pour but de nous aider à dresser le profil des patients qui 
séjournent dans un hôpital psychiatrique pour une longue durée.  Le but est également 
de recueillir des informations concernant les soins prodigués à ces patients.  

Pour cette enquête, les patients ont été sélectionnés sur la base des données 
d'enregistrement de 2003.  

• Pour les patients qui séjournent encore à l'hôpital dans un  lit T, les réponses 
doivent être basées sur la situation actuelle du patient. On peut se baser sur 
les données du dossier médical ou sur les contacts quotidiens avec le patient. 

• Pour les patients qui ne séjournent plus dans un lit T, le questionnaire doit 
être complété sur la base des données du dossier médical concernant les six 
à douze derniers mois précédant le départ du patient de l’hôpital (lit T).  
Toutefois, ceci n’est pas nécessaire pour certaines parties du questionnaire. 
Pour ces questions, il est clairement mentionné qu’il ne faut pas les 
compléter.  Il y a parfois l’une ou l’autre question supplémentaire pour les 
patients qui ne séjournent plus en lit T.  

• S’il n’y a plus de données disponibles pour un patient sélectionné qui a déjà 
quitté l’hôpital, il est possible de demander les données d’identification d’un 
patient de réserve auprès du médecin du KCE.   

Le questionnaire doit être complété par un prestataire de soins impliqué de près dans 
les soins prodigués au patient et qui connaît bien le patient et ses habitudes.  Ce 
prestataire reste anonyme et se limite à fournir des informations qui se rapportent 
directement à la fonction qu’il exerce dans le cadre des soins prodigués au patient.  

Complétez d’abord le numéro d’enquête du patient.  Ce numéro vous a été transmis 
par le biais du médecin du KCE et sera ensuite converti en un autre numéro.  Les 
personnes qui réalisent l’enquête ne connaissent pas cette conversion afin de garantir 
l’anonymat du patient. 

A.1 Numéro d’enquête = ______________ 

A.2 Fonction du prestataire de soins qui remplit le questionnaire: 

• infirmier(ère) 

• infirmier(ère) en chef 

• travailleur social 

• ergothérapeute 

• psychothérapeute 

• psychiatre 

• autres: _________________________ 

A.3 Le patient séjourne-t-il actuellement dans un lit T de l’hôpital ? 
 oui 
 non 

Les deux questions suivantes (A.4 et A.5) doivent uniquement être complétées lorsque 
le patient ne séjourne plus dans un lit T de l’hôpital.   

A.4 En quelle année le patient a-t-il quitté le lit T ? _______  

Complétez l'année, par exemple 2005. 

A.5 Où le patient a-t-il été traité après son départ du lit T ? 
 traitement de jour (T1) 
 traitement de nuit (T2) 
 Lit T dans un autre hôpital psychiatrique 
 maison de soins psychiatrique  
 établissement de rééducation 
 maison de repos et de soins 
 infrastructure agréée par l'AWIPH (Agence Wallonne pour 

l’intégration des personnes handicapées). 
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 initiative de logement protégé 
 le patient habite chez son partenaire, un enfant, parent, etc. 
 le patient habite seul 
 le patient est décédé 
 non connu 

La suite du questionnaire se compose de différentes parties.  Pour chaque partie, nous 
donnons des instructions supplémentaires quant à la façon de compléter le 
questionnaire.   

B. Données sociodémographiques 
Dans cette partie, nous demandons quelques données générales concernant le patient. 
Indiquez une réponse par question.  

B.1 Sexe:  
 masculin  
 féminin  

B.2 Année de naissance:   _______   

Complétez l'année complète de naissance, par exemple 1956. 

B.3 Etat-civil:  
 célibataire 
 marié(e) / cohabitant(e)   
 divorcé(e)  
 veuf/veuve  
 inconnu 

B.4 Niveau d’études: 
 primaire 
 secondaire inférieur 
 secondaire supérieur 
 supérieur non universitaire 
 universitaire 
 inconnu 

B.5 Revenus mensuels nets disponibles actuellement (toutes origines): 
 moins de 700 euros 
 de 700 à 1000 euros 
 1000 euros ou plus 
 inconnu 

 

C. Données cliniques 

Cette partie a pour but de rassembler quelques données cliniques concernant le patient. 
Indiquez une réponse par question, sauf si mentionné différemment.     

C.1 Quel est le diagnostic principal concernant les problèmes psychiques du patient?  
 schizophrénie ou autre trouble psychotique 
 trouble affectif 
 trouble de la personnalité 
 assuétude 
 trouble d’angoisse 
 handicap mental 
 autre trouble 
 inconnu 
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C.2 Quels sont les diagnostics additionnels concernant les problèmes psychiques du 
patient?  

plusieurs réponses possible 
 schizophrénie ou autre trouble psychotique 
 trouble affectif 
 trouble de la personnalité 
 assuétude 
 trouble d’angoisse 
 handicap mental 
 autre trouble 
 aucun diagnostic additionnel 
 inconnu 

C.3 Quels problèmes médicaux/somatiques importants le patient a-t-il?  

plusieurs réponses possibles 
 maladie du système respiratoire 
 maladie du système circulatoire 
 maladie du système nerveux 
 maladie de l’œil 
 maladie de l’oreille 
 maladie de l’appareil digestif 
 maladie hormonale, nutritionnelle ou métabolique 
 obésité 
 maladie du système génito-urinaire 
 maladie du système musculo-squelettique ou du tissu conjonctif 
 maladie de la peau 
 cancer 
 maladie infectieuse 
 autres problèmes médicaux/somatiques 
 aucun problème médical/somatique important 
 inconnu 

C.4 Quand a-t-on constaté la première fois les problèmes psychiques du patient ? 
________   

Complétez l'année, par exemple 1992.  

C.5 Quand le patient a-t-il été admis pour la première fois dans un hôpital 
psychiatrique? _________   

Complétez l'année de la première admission, par exemple 1992. Cette admission pouvait être 
dans l’hôpital dans lequel le patient séjourne ou a séjourné en dernier lieu, ou un autre hôpital 
psychiatrique.    

C.6 Depuis quelle année le patient a-t-il séjourné de façon ininterrompue dans un 
hôpital psychiatrique? ______  

Complétez l'année, par exemple 1999.   

Pour déterminer le séjour ininterrompu, non seulement l’hôpital dans lequel le patient a 
séjourné en dernier lieu doit être pris en compte, mais aussi des autres hôpitaux psychiatriques.  

Les weekends, vacances et autres brèves interruptions du séjour, par exemple pour un 
traitement dans un hôpital général, ne sont pas considérés comme interruptions et ne doivent 
donc pas être pris en compte.  
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D. Comportements problématiques particuliers 
D.1 Dans quelle mesure le patient présente-t-il les comportements problématiques 
suivants ?  

Par problème, veuillez indiquer le score 0, 1 ou 2: 

0 = ne présente pas ce problème 

1 = présente le problème, mais pas souvent ou de façon non dérangeante  

2 = présente le problème, sous une forme grave (c'est-à-dire régulièrement et souvent de 
manière dérangeante) 

0 1 2 

.1.1 omportement verbal agressif (jurer, crier, menacer)    

.1.2 gressivité physique     

.1.3 e suit pas fidèlement sa médication    

.1.4 omportement sexuel inadéquat    

.1.5 continence    

.1.6 yromanie    

.1.7 sque de suicide    

.1.8 bus de substances    

.1.9 ol    

.1.10 riner/déféquer en public    

.1.11 endier    

.1.12 oulimie    

.1.13 auvaise orientation / partir sans prévenir    

.1.14 utres: _____________________________________   décrivez    

 

E. Le fonctionnement 

Cette partie du questionnaire concerne le niveau de fonctionnement du patient.  Les 
questions  E.1 et E.2 sont destinées aux patients qui séjournent encore dans un lit T à 
l'hôpital pour le moment.  Les questions E.3 et E.4 sont destinées aux patients qui ont 
déjà quitté le lit T depuis tout un temps déjà.  

E.1 Combien de demi-journées par semaine le patient se consacre-t-il aux différents 
types d’occupations journalières suivantes?   

Donner une réponse pour chaque occupation évoquée ci-dessous. Si le patient ne 
pratique pas une occupation en particulier, indiquer ‘0’. Un maximum de 14 demi-
journées peut être pris en compte.  
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E.1.1 Entraînement aux activités de la vie quotidienne ____      demi-journées/semaine 

E.1.2 Entretien de la maison (travail domestique) ____      demi-journées/semaine 

E.1.3 Activités dans un centre d’activités de jour ____      demi-journées/semaine 

E.1.4 Travail semi-industriel ____      demi-journées/semaine 

E.1.5 Emploi en atelier protégé ou atelier social ouvert à tous ____      demi-journées/semaine 

E.1.6 Travail bénévole ____      demi-journées/semaine 

E.1.7 Emploi régulier ____      demi-journées/semaine 

E.1.8 Autre ____      demi-journées/semaine 

E.2 L’Echelle d’Activités Malines: Le patient a-t-il exercé les activités suivantes pendant 
le mois écoulé ?  

Ci-dessous, vous trouverez une liste d'activités réparties en six catégories.  Indiquez tous les 
activités que le patient a exercées au cours du mois écoulé.   

 Activités autonomes du client  

E.2.1 

E.2.2 

E.2.3 

E.2.4 

E.2.5 

E.2.6 

E.2.7 

E.2.8 

E.2.9 

Se déplace-t-il librement, de sa propre initiative dans sons espace? 

Prend-il soin de son hygiène corporelle? 

Prend-il soin de son apparence? 

Prend-il soin de son alimentation? 

Exerce-t-il un hobby? 

Lit-il un texte simple? 

Ecrit-il un texte simple? 

Pratique-t-il, d’initiative et régulièrement, du sport ou des exercices physiques? 

A-t-il, d’initiative, un rythme veille/sommeil sain? 

 

 

 

 

 

 

 

 

 

 Activités interactives  

E.2.10 

E.2.11 

E.2.12 

E.2.13 

 
E.2.14 

E.2.15 

E.2.16 

E.2.17 

E.2.18 

E.2.19 

E.2.20 

Va-t-il, d’initiative vers le groupe? 

Parle-t-il, d’initiative, avec le responsable du groupe? 

Parle-t-il, d’initiative, aux autres membres du groupe? 

Parle-t-il spontanément de choses qui le concernent, aux autres membres du 
groupe? 

Suit-il les directives du responsable du groupe? 

Respecte-t-il la propriété des autres membres du groupe? 

Tient-t-il compte des autres membres du groupe? 

A-t-il un comportement convenable dans le groupe? 

Peut-il raconter les événements qui se passent? 

A-t-il un comportement agréable dans le groupe? 

Participe-t-il à des jeux de société? 
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E.2.21 

E.2.22 

Rend-il spontanément service aux autres membres du groupe? 

Participe-t-il volontairement aux discussions dans le groupe? 

 

 Activités d’intégration  

E.2.23 

E.2.24 

E.2.25 

E.2.26 

E.2.27 

E.2.28 

E.2.29 

E.2.30 

E.2.31 

E.2.32 

E.2.33 

Accompagne-t-il en excursion? 

S’intéresse-t-il aux activités d’intérêt général en dehors de son groupe? 

Prend-il contact volontairement avec des ami(e)s? 

Recherche-t-il des contacts sociaux en dehors de son groupe? 

S’intéresse-t-il à l’actualité? 

Entretient-t-il des contacts avec sa famille ou des relations? 

Prend-il, d’initiative, part aux activités d’un club ou d’une association? 

A-t-il des contacts sociaux durant son temps libre? 

Va-t-il de lui-même en excursion ou en voyage? 

Se promène-t-il, d’initiative, dans des endroits proches? 

Prend-il seul les transports en commun? 

 

 

 

 

 

 

 

 

 

 

 

 Soins personnels élargis  

E.2.34 

E.2.35 

E.2.36 

E.2.37 

E.2.38 

E.2.39 

E.2.40 

E.2.41 

E.2.42 

A-t-il des contacts suffisants avec les soignants? 

Sait-il téléphoner? 

Achète-t-il des vêtements? 

Lave-t-il son linge? 

Répare-t-il ses vêtements? 

Gère-t-il son budget? 

Prend-il soin de sa santé (par exemple, médication)? 

Complète-t-il des documents administratifs? 

Est-il ponctuel? 

 

 

 

 

 

 

 

 

 

 Activités ménagères  

E.2.43 

E.2.44 

E.2.45 

E.2.46 

E.2.47 

E.2.48 

E.2.49 

E.2.50 

E.2.51 

E.2.52 

E.2.53 

E.2.54 

E.2.55 

Prend-il soin des outils et du matériel? 

Dresse-t-il et débarrasse-t-il la table? 

Lave-t-il et range-t-il la vaisselle? 

Range-t-il son lieu de vie? 

Passe-t-il l’aspirateur? 

Fait-il du café? 

Nettoie-t-il son espace de vie? 

Cuisine-t-il un repas simple? 

Fait-il ses courses? 

Prend-il soin des plantes? 

Achète-t-il des ustensiles ménagers? 

Utilise-t-il sa radio ou sa télévision et choisit-il les programmes? 

Fait-il son lit? 
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 Activités de travail  

E.2.56 

E.2.57 

E.2.58 

E.2.59 

E.2.60 

E.2.61 

E.2.62 

E.2.63 

E.2.64 

E.2.65 

E.2.66 

Exécute-t-il une tâche imposée avec précision? 

Exécute-t-il des tâches simples qui nécessitent une certaine habilité manuelle? 

Exécute-t-il un travail créatif simple? 

Exécute-t-il un travail créatif compliqué? 

Finalise-t-il une tâche? 

Est-il capable de travailler correctement avec d’autres personnes? 

Est-il curieux de nouvelles tâches? 

Est-il capable d’assumer un travail fixe? 

Fait-il du volontariat? 

Soutient-il un rythme régulier dans l’exécution d’une tâche? 

Fait-il régulièrement des petits travaux chez ses amis ou connaissances? 

 

 

 

 

 

 

 

 

 

 

 

Les deux questions suivantes (E.3 et E.4) sont destinées aux patients qui ont quitté le lit 
T depuis tout un temps déjà.   

E.3 Quelles activités le patient a-t-il exercées au moins une demi-journée par semaine 
au cours des six derniers mois précédant son départ de l'hôpital ? 

plusieurs réponses possible 
 Entraînement aux activités de la vie quotidienne 
 Entretien de la maison (travail domestique) 
 Activité dans un centre d’activités de jour 
 Travail semi-industriel 
 Emploi en atelier protégé ou atelier social ouvert à tous 
 Travail bénévole 
 Emploi régulier 

E.4  Pour les différents types d'activités, veuillez indiquer le degré d'aide ou de soutien 
requis par le patient au cours de six derniers mois précédant son départ de l'hôpital. 

Par type d'activités, indiquez le score 0, 1, of 2: 

 0  = le patient n'avait pas besoin d'aide ni de soutien pour l'exercice de ce type  d'activités. 

 1  = le patient avait besoin d'aide et de soutien pour l'exercice de ce type d'activités.  

 2  = le patient avait besoin de beaucoup d'aide et de soutien pour ce type d'activités. 

 Activités 
0 1 2 

E.4.1 Autonomie du patient 

ex. se déplacer d’initiative, prendre soin de son hygiène 
corporelle, prendre soin de son alimentation 

   

E.4.2 Activités interactives dans son groupe 

p.ex. parler d’initiative aux autres membres du groupe, 
comportement agréable, rendre service aux autres 

   

E.4.3 Activités d’intégration, en dehors de son groupe 

p.ex. aller en excursion, prendre les transports en commun, 
contacts avec famille ou relations 

   

E.4.4 Soins personnels élargis 

p.ex. acheter des vêtements, prendre soin de sa santé, 
compléter des documents administratif 
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E.4.5 Activités ménagères 

p.ex. dresser la table, faire du café, faire son lit 

   

E.4.6 Activités de travail 

p.ex. faire des petits travaux, travaux créatifs, volontariat 

   

 
F. Soins dans l'hôpital psychiatrique 

F.1 De quelles formes de soins et de soutien le patient a-t-il bénéficié au cours de la 
dernière année passée en lit T ? 

Répondez par « oui » si ce patient a bénéficié de cette forme de soin ou de soutien.  Répondez 
par  « non » si ce n'était pas le cas. Lorsque vous ne connaissez pas la réponse, cochez la case  
« inconnu ».    

 Soin/traitement axé sur le rétablissement, la réduction du 
problème ou la gestion du problème 

oui non 
 

in-
connu 

F.1.1 Médication pour les troubles psychiatriques    

F.1.2 Traitement psychothérapeutique ou accompagnement 
psychosocial : général 

   

F.1.3 Psychoéducation    

F.1.4 Psychothérapie ou accompagnement psychosocial individuels : 
analytique 

   

F.1.5 Psychothérapie ou accompagnement psychosocial individuels : axé 
sur les plaintes ou visant l'acquisition de compétences 

   

F.1.6 Psychothérapie ou accompagnement psychosocial individuels : axé 
sur le relationnel 

   

F.1.7 Psychothérapie ou accompagnement psychosocial individuels : axé 
sur le corps 

   

F.1.8 Psychothérapie de groupe ou accompagnement psychosocial en 
groupe : analytique 

   

F.1.9 Psychothérapie de groupe ou accompagnement psychosocial en 
groupe : axé sur les plaintes ou visant l'acquisition de compétences 

   

F.1.10 Psychothérapie de groupe ou accompagnement psychosocial en 
groupe : axé sur le relationnel 

   

F.1.11 Psychothérapie de groupe ou accompagnement psychosocial en 
groupe : axé sur le corps 

   

F.1.12 Soin de crise de courte durée    

F.1.13 Soins somatiques    

F.1.14 Soins somatiques préventifs  

p.ex. régime, vaccinations, comportement face à la cigarette 

   

F.1.15 Soins dentaires    
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F.1.16 Soins dentaires préventifs pour la conservation de la dentition 

p.ex. hygiène buccale, contrôles réguliers  

   

 
 Soutien aux membres de la famille, participation de 

proches et de personnes dans le même cas 
oui non 

 
in-

connu 

F.1.17 Aide aux membres de la famille au moyen d'avis, d'information et 
de soutien 

   

F.1.18 Stimulation de l'implication active de la famille dans les soins à 
donner 

   

F.1.19 Stimulation du contact avec et du soutien par d'autres personnes 
dans le même cas 

   

 
 Aide et soutien dans le fonctionnement quotidien oui non 

 
in-

connu 

F.1.20 Aide et soutien dans les activités autonomes  

p.ex. se mouvoir dans la pièce de vie, l'hygiène corporelle, 
habitudes alimentaires saines 

   

F.1.21 Aide et soutien dans les activités interactives dans le groupe de vie 

p.ex. adresser la parole aux personnes du groupe, aider les autres 

   

F.1.22 Aide et soutien dans les activités interactives axées sur 
l'intégration, en dehors du groupe de vie 

p.ex. contacts avec famille ou relations, utilisation des transports 
en commun 

   

F.1.23 Aide et soutien dans les activités de soins personnels élargis 

p.ex. s'acheter des habits, gérer sa médication, gestion 
administrative 

   

F.1.24 Aide et soutien dans les activités ménagères 

p.ex. mettre la table, faire le lit, faire des achats 

   

F.1.25 Aide et soutien dans les activités de travail 

p.ex. bricoler, travail créatif 

   

F.1.26 Aide et soutien dans l'obtention d'un revenu (également 
d'allocations) 

   

 
 Soutien dans le développement personnel oui non in- 

connu 

F.1.27 Accompagnement dans l'apprentissage et l'étude    

F.1.28 Accompagnement dans le choix d'un travail, son obtention et/ou 
son maintien 

   

F.1.29 Accompagnement dans le choix d'un loisir adapté    

F.1.30 Accompagnement concernant les relations sociales et/ou intimes    
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 Conditions accessoires oui non in-

connu 

F.1.31 A-t-on appliqué un plan d'accompagnement individualisé pour ce 
patient ? 

   

F.1.32 Y a-t-il un responsable de la coordination des soins pour ce 
patient ? 

   

 
G. Possibilité d'une réintégration dans la société 

Dans cette partie du questionnaire nous examinons les probabilités d'une sortie de lit T 
et la possibilité d'une réintégration dans la vie en société.  Indiquez une seule réponse 
par question, sauf indication contraire. 

Cette partie ne doit pas être complétée si le patient a déjà quitté le lit T.  

G1. Cette personne remplit-elle toujours les conditions pour une sortie d''hôpital et 
l'intégration dans une forme d'habitation en société (par exemple en habitation 
protégée, en habitation indépendante, MSP, dans une famille ou une communauté, etc.) 

 oui 
 non 

G.2. Quelles sont les raisons principales liées à la personne qui expliquent qu'elle réside 
toujours dans l'hôpital psychiatrique ?  

plusieurs réponses possible 
 La nature ou la sévérité du trouble psychiatrique  
 La présence de problèmes physiques complémentaires 
 Le manque de fonctionnement dans les activités quotidiennes  
 Le manque de compétences sociales 
 La personne représente un danger pour elle-même ou pour les autres 
 La personne ne veut pas quitter l'hôpital 
 Autres raisons liées à la personne 
 Aucune raison liée à la personne 

G.3. Quelles sont les raisons principales  non liées à la personne qui expliquent qu'elle 
réside (toujours) à l'hôpital psychiatrique ?  

plusieurs réponses possible 
 La personne ne disposera pas ou insuffisamment de dispensateurs de 

soins de proximité 
 La famille de la personne ne veut pas qu'il/elle quitte l'hôpital 
 Moyens financiers insuffisants 
 La protection et la surveillance requises pour cette personne ne 

peuvent être dispensées qu'au sein de l'hôpital 
 Le soin et l'accompagnement requis pour cette personne ne peuvent 

être dispensés qu'au sein de l'hôpital 
 La personne est préparée à l'hôpital à une autre forme de logement 
 Il n'existe pas d'alternative en matière de logement pour cette 

personne, par exemple par manque de place, manque d'infrastructure, 
etc.   

 Autres raisons non liées à la personne 
 Aucune raison non liée à la personne 

G.4. Quel type d'habitation est la plus appropriée pour cette personne ? 
 Hôpital psychiatrique (HP) 
 Maison de soins psychiatriques (MSP) 
 Maison de repos et de soins (MRS) 
 Habitation protégée 
 Habiter en famille ou en communauté  
 Habitation indépendante 
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 Autre 

G.5. Quelles formes de soin ou de soutien seraient souhaitables si le patient était 
autorisé à quitter l'hôpital maintenant ? 

Indiquez les formes de soin ou de soutien souhaitables.  
 Soin/traitement axé sur la réduction du problème ou la gestion du 

problème 
 

G.5.1 Médication pour les troubles psychiatriques   

G.5.2 Traitement psychothérapeutique ou accompagnement psychosocial  

G.5.3 Soins psychiatriques à domicile intensifs  

G.5.4 Soins somatiques  

G.5.5 Soins dentaires  

 Soutien dans le fonctionnement quotidien  

G.5.6 Accompagnement dans le choix d'un logement ou d'un lieu de résidence adapté   

G.5.7 Accompagnement dans la gestion du logement et aide pratique dans les activités 
quotidiennes 

 

G.5.8 Soutien dans l'obtention d'un revenu (également d'allocations)  

G.5.9 Aide aux membres de la famille au moyen d'avis, d'information et / ou de soutien  

G.5.10 Implication active de la famille dans les soins à donner  

G.5.11 Soutien aux amis, voisins, collègues, etc.  

G.5.12 Contacts avec et/ou soutien par des personnes dans le même cas  

 Soutien dans le développement personnel  

G.5.13 Accompagnement dans l'apprentissage et l'étude  

G.5.14 Accompagnement dans le choix d'un travail, son obtention et / ou son maintien  

G.5.15 Accompagnement dans le choix d'un loisir adapté  

G.5.16 Accompagnement dans les relations sociales et/ou intimes   

 Conditions accessoires  

G.5.17 Une approche active des soins et/ou de l'accompagnement (assertive outreach)  
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VRAGENLIJST 

 

ERNSTIG EN LANGDURIG PSYCHISCH ZIEKEN IN HET 

PSYCHIATRISCH ZIEKENHUIS 

 

Project: T-bedden in psychiatrie: studie over langdurige psychiatrische opnames 

 

Onderzoeksconsortium: 

• IMA (Intermutualistisch Agentschap) 

• CenStat (Centrum voor Statistiek, Universiteit Hasselt) 

• LuCas (Centrum voor zorgonderzoek en consultancy, K.U.Leuven/Caritas 
Catholica Vlaanderen) 

In opdracht van: KCE (Federaal Kenniscentrum voor de Gezondheidszorg) 

 

A. Algemeen 

Met deze vragenlijst willen we een beeld schetsen van het profiel van patiënten die 
langdurig in een psychiatrisch ziekenhuis verblijven. Tevens is het onze bedoeling 
informatie in te zamelen over de zorg voor deze patiënten.  

De patiënten werden voor het onderzoek geselecteerd op basis van registratiegegevens 
van 2003.  

• Voor de patiënten die op dit ogenblik nog aanwezig zijn in het ziekenhuis en 
in een T-bed verblijven, moeten de antwoorden gebaseerd zijn op de huidige 
situatie van de patiënt. Hierbij kan beroep gedaan worden op de medische 
dossiergegevens of uw dagelijkse omgang met de patiënt. 

• Voor de patiënten die niet meer in een T-bed verblijven moet de vragenlijst 
ingevuld worden op basis van de medische dossiergegevens die betrekking 
hebben op de laatste zes à twaalf maanden vóór het ontslag van de patiënt uit 
het T-bed. Voor een aantal onderdelen van de vragenlijst is dit evenwel niet 
zinvol. Bij deze vragen wordt duidelijk aangegeven dat u de vraag niet moet 
invullen. Soms wordt ook een bijkomende vraag gesteld voor patiënten die 
het T-bed verlaten hebben.  

• Indien voor een geselecteerde patiënt die het ziekenhuis reeds verlaten heeft, 
geen gegevens meer beschikbaar zijn, kunnen de identificatiegegevens van een 
reservepatiënt aangevraagd worden bij de toezichthoudend arts van het KCE.   

De vragenlijst wordt ingevuld door een zorgverlener die nauw betrokken is bij de zorg 
voor de patiënt en die de patiënt goed kent in zijn doen en laten. Deze zorgverlener 
blijft anoniem en wordt alleen gevraagd informatie te geven met betrekking tot zijn of 
haar functie in de zorg voor de patiënt. 

Vul eerst het onderzoeksnummer van de patiënt in. Dit nummer werd u bezorgd via de 
toezichthoudend arts van het KCE en wordt naderhand omgezet in een ander nummer. 
De omzetting is voor de onderzoekers onbekend, zodat de anonimiteit van de patiënt 
gegarandeerd wordt.  

A.1 Onderzoeksnummer = ______________ 

A.2 Functie van de zorgverlener die de vragenlijst invult: 
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• verpleegkundige 

• hoofdverpleegkundige 

• maatschappelijk werker 

• ergotherapeut 

• psychotherapeut 

• psychiater 

• andere: _________________________ 

A.3 Verblijft de patiënt op dit ogenblik in het ziekenhuis in een T-bed? 
 ja 
 neen 

De volgende twee vragen (A.4 en A.5) moeten alleen ingevuld worden wanneer de patiënt op 
dit ogenblik niet meer in het ziekenhuis in een T-bed verblijft.  

A.4 In welk jaar heeft de patiënt het T-bed verlaten? _______  

Vul het jaartal in, bijvoorbeeld 2005. 

A.5 Waar is de patiënt naartoe gegaan na ontslag uit het T-bed? 
 dagbehandeling (T1) 
 nachtbehandeling (T2) 
 T-bed in een ander psychiatrisch ziekenhuis 
 psychiatrisch verzorgingstehuis 
 revalidatie-instelling 
 rust- en verzorgingstehuis 
 voorziening erkend door het Vlaams Agentschap voor Personen met 

een handicap 
 initiatief voor beschut wonen 
 de patiënt woont bij partner, kinderen, ouders, andere familieleden, 

enz. 
 de patiënt woont zelfstandig 
 de patiënt is overleden 
 niet bekend 

Het vervolg van de vragenlijst bestaat uit verschillende onderdelen. Bij elk onderdeel 
worden bijkomende instructies voor het invullen van de vragenlijst gegeven.  

 

B. Sociodemografische gegevens 

In dit gedeelte vragen we enkele algemene gegevens over de patiënt. Duid per vraag één 
antwoord aan.  

B.1 Geslacht:  
 man  
 vrouw  

B.2 Geboortejaar:   _______   

Vul het volledige jaartal in, bijvoorbeeld 1956. 

B.3 Burgerlijke staat:  
 ongehuwd  
 gehuwd/samenwonend   
 gescheiden  
 weduwe/weduwnaar  
 niet bekend 

B.4 Opleidingsniveau: 
 lager onderwijs 
 lager secundair onderwijs 
 hoger secundair onderwijs 
 hoger onderwijs buiten de universiteit 
 universitair onderwijs 
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 niet bekend 

B.5 Huidig beschikbaar maandelijks inkomen (loon, uitkeringen, enz.): 
 minder dan 700 Euro 
 700 tot 1000 Euro 
 Meer dan 1000 Euro 
 niet bekend 

 

C. Klinische gegevens 

In dit gedeelte worden enkele klinische gegevens over de patiënt gevraagd. Duid per 
vraag één antwoord aan, tenzij anders vermeld.   

C.1 Wat is de hoofddiagnose voor de psychische problemen van de patiënt?  
 schizofrenie of andere psychotische stoornis 
 stemmingsstoornis 
 persoonlijkheidsstoornis 
 aan een middel gebonden stoornis 
 angststoornis 
 mentale handicap 
 andere stoornis 
 niet bekend 

C.2 Welke bijkomende diagnoses werden gesteld voor de psychische problemen van de 
patiënt?   

meerdere antwoorden mogelijk 
 schizofrenie of andere psychotische stoornis 
 stemmingsstoornis 
 persoonlijkheidsstoornis 
 aan een middel gebonden stoornis 
 angststoornis 
 mental handicap 
 andere stoornis 
 geen bijkomende diagnoses  
 niet bekend 

C.3 Welke belangrijke medische/somatische problemen heeft de patiënt? 

meerdere antwoorden mogelijk 
 respiratoire aandoening 
 hart- en vaatziekte 
 aandoening van het zenuwstelsel 
 oogaandoening 
 ooraandoening 
 maagdarmziekte 
 endocriene, metabole of voedingsstoornis 
 obesitas 
 urogenitale aandoening 
 ziekte van bewegingsstelsel of bindweefsel 
 huidaandoening 
 kanker 
 infectieziekte 
 andere medische/somatische problemen 
 geen belangrijke medische/somatische problemen 
 niet bekend 

C.4 Wanneer werden de psychische problemen van de patiënt voor het eerst 
vastgesteld? ________   

Vul het jaartal in, bijvoorbeeld 1992;  
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C.5 Wanneer werd de patiënt voor het eerst opgenomen in een psychiatrisch 
ziekenhuis? ________   

Vul het jaartal van de eerste opname in, bijvoorbeeld 1992.Dit kan in het huidige of in een 
ander psychiatrisch ziekenhuis geweest zijn. 

C.6 Sinds welk jaar verblijft/verbleef de patiënt onafgebroken in een psychiatrisch 
ziekenhuis ________  

Vul het jaartal in, bijvoorbeeld 1999. 

Het onafgebroken verblijf kan alleen in het huidige/laatste of in verschillende psychiatrische 
ziekenhuizen plaatsgevonden hebben. 

Weekends, vakanties en andere korte onderbrekingen van het verblijf, vb. voor 
behandeling in een algemeen ziekenhuis, worden niet beschouwd als onderbrekingen en 
moeten buiten beschouwing gelaten worden. 

D. Bijzondere probleemgedragingen 
D.1 In welke mate zijn de volgende bijzondere probleemgedragingen aanwezig bij de 
patiënt?  

Duid per probleem score 0, 1, of 2 aan, waarbij: 

0 = dit probleem komt helemaal niet voor 

1 =  het probleem komt voor, maar niet in ernstige mate (d.i. het komt voor, maar 
niet zo vaak of is meestal niet erg storend)  

2 = het probleem komt in ernstige mate voor (d.i. het komt regelmatig voor en is vaak storend) 
  0 1 2 

D.1.1 Verbaal vijandig gedrag (vloeken, roepen, dreigen)    

D.1.2 Fysieke agressiviteit     

D.1.3 Geen medicatietrouw    

D.1.4 Ongepast sexueel gedrag    

D.1.5 Incontinentie    

D.1.6 Risico van brand/brandstichting    

D.1.7 Risico van zelfmoord    

D.1.8 Middelenmisbruik    

D.1.9 Diefstal    

D.1.10 Urineren/ontlasten in het openbaar    

D.1.11 Bedelen    

D.1.12 Boulemie    

D.1.13 Zwakke oriëntatie / in het geheim vertrekken    

D.1.14 Andere: _____________________________________   omschrijf    

 

 

 



140 Long stay patients in T-beds-Supplements KCE reports 84 

 

E. Het functioneren 

Dit gedeelte van de vragenlijst gaat over het niveau van functioneren van de patiënt. 
Vragen E.1 en E.2 zijn bestemd voor patiënten die op dit ogenblik nog in het ziekenhuis 
in een T-bed verblijven. Vragen E.3 en E.4 zijn bestemd voor patiënten die het T-bed 
reeds enige tijd geleden verlaten hebben.  

E.1 Hoeveel halve dagen per week is de patiënt bezig met de volgende vormen van 
dagbesteding?  

Geef een antwoord voor elke vorm van dagbesteding. Als de patiënt een bepaalde vorm 
van dagbesteding niet heeft, vult u ‘0’ in. In totaal kunnen maximum 14 halve dagen 
ingevuld worden.  

E.1.1 Training in de activiteiten van het dagelijks leven ____      halve dagen/week 

E.1.2 Huishoudelijk werk ____      halve dagen/week 

E.1.3 Activiteiten in een dagactiviteitencentrum ____      halve dagen/week 

E.1.4 Arbeidszorg of semi-industrieel werk ____      halve dagen/week 

E.1.5 Werk in beschutte of sociale werkplaats ____      halve dagen/week 

E.1.6 Vrijwilligerswerk ____      halve dagen/week 

E.1.7 Reguliere tewerkstelling ____      halve dagen/week 

E.1.8 Andere ____      halve dagen/week 

E.2 De Mechelse Activiteitenschaal (MAS): Voerde de patiënt de volgende activiteiten de 
voorbije maand uit?  

Hieronder vindt u een lijst met activiteiten, verdeeld in zes categorieën. Duid alle activiteiten 
aan die de patiënt de laatste maand uitgevoerd heeft.  

 Zelfredzame activiteiten  

E.2.1 

E.2.2 

E.2.3 

E.2.4 

E.2.5 

E.2.6 

E.2.7 

E.2.8 

E.2.9 

Beweegt zich op eigen initiatief binnen de leefruimte. 

Zorgt zelf voor de eigen lichaamshygiëne. 

Zorgt zelf voor het eigen uiterlijk. 

Heeft uit zichzelf gezonde eet- en drinkgewoonten. 

Beoefent een hobby. 

Leest zelf een eenvoudige tekst. 

Schrijft zelf een eenvoudige tekst. 

Doet op eigen initiatief regelmatig aan sport of lichaamsbeweging. 

Heeft uit zichzelf gezonde slaap- en waakgewoonten. 

 

 

 

 

 

 

 

 

 

 Interactionele activiteiten  

E.2.10 

E.2.11 

E.2.12 

E.2.13 

E.2.14 

E.2.15 

Gaat op eigen initiatief bij andere mensen in de leefgroep zitten. 

Spreekt uit eigen beweging met de leefgroepbegeleider. 

Spreekt op eigen initiatief andere mensen van de leefgroep aan. 

Praat op eigen initiatief met anderen van de leefgroep over zichzelf. 

Volgt de opdrachten van de begeleider op. 

Respecteert het bezit van anderen in de leefgroep. 
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E.2.16 

E.2.17 

E.2.18 

E.2.19 

E.2.20 

E.2.21 

E.2.22 

Houdt rekening met anderen in de leefgroep. 

Heeft redelijke omgangsvormen in de leefgroep. 

Doet een mondeling verslag van belevingen aan anderen van de leefgroep. 

Gaat op een aangename manier om met anderen van de leefgroep. 

Speelt gezelschapsspelletjes met anderen van de leefgroep. 

Helpt uit vrije wil anderen van de leefgroep bij de uitvoering van een taak. 

Doet uit vrije wil mee aan een groepsgesprek in de leefgroep. 

 

 

 

 

 

 

 

 Integrerende activiteiten  

E.2.23 

E.2.24 

E.2.25 

E.2.26 

E.2.27 

E.2.28 

E.2.29 

E.2.30 

E.2.31 

E.2.32 

E.2.33 

Gaat mee op uitstap. 

Volgt uit eigen interesse een vormingsactiviteit buiten de leefgroep. 

Legt op eigen initiatief af en toe contact met een vriend of vriendin. 

Zoekt uit zichzelf gezelschap buiten de leefgroep. 

Volgt uit eigen interesse de actualiteit. 

Onderhoudt contacten met familie of kennissen. 

Neemt uit eigen beweging deel aan de activiteiten van een club of vereniging. 

Onderhoudt sociale contacten in zijn/haar vrije tijd. 

Gaat zelfstandig op uitstap of op reis. 

Wandelt uit zichzelf naar nabijgelegen plaatsen. 

Maakt zelfstandig gebruik van het openbaar vervoer. 

 

 

 

 

 

 

 

 

 

 

 

 Zelfverzorgende activiteiten  

E.2.34 

E.2.35 

E.2.36 

E.2.37 

E.2.38 

E.2.39 

E.2.40 

E.2.41 

E.2.42 

Legt de nodige contacten met de hulpverleners. 

Telefoneert. 

Koopt kleding. 

Wast kleding. 

Verstelt kleding. 

Beheert zijn/haar geld. 

Zorgt voor zijn/haar gezondheid (o.a. medicatie beheren). 

Vult administratieve formulieren in. 

Is op tijd op afspraken. 

 

 

 

 

 

 

 

 

 

 Huishoudelijke activiteiten  

E.2.43 

E.2.44 

E.2.45 

E.2.46 

E.2.47 

E.2.48 

E.2.49 

E.2.50 

Draagt zorg voor gereedschap of materiaal. 

Dekt de tafel en ruimt ze af. 

Doet de vaat en bergt ze op. 

Ruimt de rommel in de leefruimte op. 

Werkt met de stofzuiger. 

Zet koffie. 

Dweilt de leefruimte. 

Kookt een eenvoudige maaltijd. 
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E.2.51 

E.2.52 

E.2.53 

E.2.54 

E.2.55 

Doet inkopen. 

Verzorgt de planten regelmatig. 

Koopt huishoudelijke toestellen of spullen. 

Zet radio of tv aan en uit en kiest programma’s. 

Maakt zijn/haar bed op. 

 

 

 

 

 Arbeidsactiviteiten  

E.2.56 

E.2.57 

E.2.58 

E.2.59 

E.2.60 

E.2.61 

E.2.62 

E.2.63 

E.2.64 

E.2.65 

E.2.66 

Werkt een opgelegde taak juist en nauwkeurig af. 

Voert eenvoudige taken uit die enige handvaardigheid vergen. 

Doet eenvoudig creatief werk (ergo). 

Doet moeilijk creatief werk (ergo). 

Volhardt in het uitvoeren van een taak tot deze afgewerkt is. 

Werkt goed samen met anderen aan een taak. 

Doet moeite om nieuwe werkjes te vinden, houdt het niet bij het bekende. 

Werkt in een vaste baan. 

Doet vrijwilligerswerk. 

Houdt een regelmatig werktempo aan bij het uitvoeren van een taak. 

Knapt regelmatig karweitjes op bij vrienden of kennissen. 

 

 

 

 

 

 

 

 

 

 

 

 

De twee vragen op deze pagina (E.3 en E.4) moeten alleen ingevuld worden wanneer de 
patiënt het ziekenhuis reeds enige tijd geleden verlaten heeft.  

E.3 Welke activiteiten oefende de patiënt minstens één halve dag per week uit 
gedurende de laatste zes maanden voor zijn/haar ontslag uit het ziekenhuis?  

meerdere antwoorden mogelijk 
 Training in de activiteiten van het dagelijks leven 
 Huishoudelijk werk 
 Activiteiten in een dagactiviteitencentrum 
 Arbeidszorg of semi-industrieel werk 
 Werk in een beschutte of sociale werkplaats 
 Vrijwilligerswerk 
 Regulier werk 

E.4 Geef voor de volgende soorten activiteiten aan hoeveel hulp en ondersteuning de 
patiënt nodig had gedurende de laatste zes maanden voor zijn/haar ontslag uit het 
ziekenhuis. 

Duid per activiteitensoort score 0, 1, of 2 aan, waarbij: 

 0  = de patiënt had geen hulp en ondersteuning nodig bij deze soort van activiteiten. 

 1  = de patiënt had enige hulp en ondersteuning nodig bij deze soort van activiteiten.  

 2  = de patiënt had veel hulp en ondersteuning nodig bij deze soort van activiteiten. 
 Activiteiten 0 1 2 
E.4.1 Zelfredzame activiteiten 

vb. zich op eigen initiatief bewegen, voor eigen hygiëne zorgen, 
gezonde eet- en drinkgewoonten 

   

E.4.2 Interactionele activiteiten binnen de leefgroep 
vb. mensen uit de leefgroep aanspreken, redelijke 
omgangsvormen, anderen helpen 

   

E.4.3 Activiteiten gericht op integratie, buiten de leefgroep    
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vb. op uitstap gaan, gebruik maken van het openbaar vervoer, 
contacten met familie of kennissen 

E.4.4 Zelfverzorgende activiteiten 
vb. kleding kopen, medicatie beheren, eigen administratie doen 

   

E.4.5 Huishoudelijke activiteiten 
vb. tafel dekken, koffie zetten, bed opmaken 

   

E.4.6 Arbeidsactiviteiten 
vb. karweitjes opknappen, creatieve taken, vrijwilligerswerk 

   

 

F. Zorg in het psychiatrisch ziekenhuis 

In dit onderdeel van de vragenlijst wordt gepeild naar de zorg die de patiënt in het T-
bed ontvangen heeft.  

F.1 Welke vormen van zorg en ondersteuning ontving de patiënt gedurende het laatste 
jaar in het T-bed? 

Antwoord met ‘ja’ indien de patiënt deze vorm van zorg of ondersteuning ontving. 
Antwoord met ‘nee’ indien dit niet het geval was. Wanneer u het niet weet, antwoord 
dan ‘niet bekend’.    

 Zorg/behandeling gericht op herstel, 
probleemvermindering en probleemhantering 

ja nee niet 
bekend 

F.1.1 Medicatie voor de psychiatrische problemen    

F.1.2 Psychotherapeutische behandeling of psychosociale begeleiding: 
algemeen 

   

F.1.3 Psychoeducatie    

F.1.4 Individuele psychotherapie of psychosociale begeleiding: 
inzichtgevend 

   

F.1.5 Individuele psychotherapie of psychosociale begeleiding: 
klachtgericht of  gericht op het verwerven van vaardigheden 

   

F.1.6 Individuele psychotherapie of psychosociale begeleiding: 
relatiegericht 

   

F.1.7 Individuele psychotherapie of psychosociale begeleiding: 
lichaamsgericht 

   

F.1.8 Groepstherapie of psychosociale begeleiding in groep: 
inzichtgevend 

   

F.1.9 Groepstherapie of psychosociale begeleiding in groep: klachtgericht 
of gericht op het verwerven van vaardigheden 

   

F.1.10 Groepstherapie of psychosociale begeleiding in groep: 
relatiegericht 

   

F.1.11 Groepstherapie of psychosociale begeleiding in groep: 
lichaamsgericht 

   

F.1.12 Kortdurende crisiszorg    

F.1.13 Somatische zorg    
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F.1.14 Preventieve somatische zorg  

vb. dieet, vaccinaties, rookgedrag 

   

F.1.15 Tandheelkundige  zorg    

F.1.16 Preventieve tandheelkundige zorg ter behoud van gebit 

vb. mondhygiène, regelmatige controle  

   

 
 Ondersteuning voor gezinsleden, bijdrage van gezinsleden 

en lotgenoten 
ja nee niet 

bekend 

F.1.17 Ondersteuning van gezinsleden met advies, informatie en steun    

F.1.18 Stimulering van actieve betrokkenheid van gezinsleden bij de zorg    

F.1.19 Stimulering van contact met en ondersteuning door lotgenoten    

 
 Hulp en ondersteuning bij het dagelijkse functioneren ja nee niet 

beke
nd 

F.1.
20 

Hulp en ondersteuning bij zelfredzame activiteiten  

vb. zich bewegen in de leefruimte, voor eigen hygiëne zorgen, 
gezonde eet- en drinkgewoonten 

   

F.1.
21 

Hulp en ondersteuning bij interactionele activiteiten binnen de 
leefgroep 

vb. mensen uit de leefgroep aanspreken, anderen helpen 

   

F.1.
22 

Hulp en ondersteuning bij activiteiten gericht op integratie, 
buiten de leefgroep 

vb. contacten met familie of kennissen, het openbaar vervoer 
gebruiken 

   

F.1.
23 

Hulp en ondersteuning bij zelfverzorgende activiteiten 

vb. kleding kopen, medicatie beheren, eigen administratie doen 

   

F.1.
24 

Hulp en ondersteuning bij huishoudelijke activiteiten 

vb. tafel dekken, bed opmaken, inkopen doen 

   

F.1.
25 

Hulp en ondersteuning bij arbeidsactiviteiten 

vb. karweitjes opknappen, creatief werk 

   

F.1.
26 

Hulp en ondersteuning bij het verwerven van een inkomen 
(ook uitkeringen) 

   

 
 Ondersteuning van de persoonlijke ontwikkeling ja nee niet 

bekend 

F.1.27 Begeleiding bij leren en studeren    

F.1.28 Begeleiding bij het kiezen, verkrijgen en/of behouden van werk    

F.1.29 Begeleiding bij het vinden van een gepaste vrijetijdsbesteding    
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F.1.30 Begeleiding in verband met sociale contacten en/of intieme relaties    

 
 Randvoorwaarden ja nee niet 

bekend 

F.1.31 Werd gewerkt met een individueel begeleidingsplan voor deze 
patiënt? 

   

F.1.32 Is er een verantwoordelijke voor de coördinatie van de zorg voor 
deze patiënt? 

   

 

G. Mogelijkheid tot terugkeer naar de samenleving 

In dit onderdeel van de vragenlijst peilen we naar de kans op ontslag uit het T-bed en de 
mogelijkheid om terug in de samenleving te wonen. Duid per vraag één antwoord aan, 
tenzij anders vermeld. 

Dit onderdeel moet niet ingevuld worden wanneer de patiënt reeds ontslagen is uit het 
T-bed.  

G.1 Komt deze persoon nog in aanmerking voor ontslag uit het ziekenhuis naar een 
woonvorm in de samenleving (bijvoorbeeld beschut wonen, zelfstandig wonen, PVT, 
wonen in een gezin of leefgemeenschap, enz.) 

 ja 
 neen 

G.2 Wat zijn de voornaamste persoonsgebonden redenen waarom deze persoon (nog) 
in het psychiatrisch ziekenhuis verblijft?  

meerdere antwoorden mogelijk 
 de aard en/of de ernst van de psychiatrische stoornis  
 de aanwezigheid van bijkomende lichamelijke problemen 
 onvoldoende functioneren in dagelijkse activiteiten  
 onvoldoende sociale vaardigheden 
 de persoon is een gevaar voor zichzelf of anderen 
 de persoon wil het ziekenhuis niet verlaten 
 andere persoonsgebonden redenen 
 geen persoonsgebonden redenen 

G.3 Wat zijn de voornaamste niet-persoonsgebonden redenen waarom deze persoon 
(nog) in het psychiatrisch ziekenhuis verblijft?  

meerdere antwoorden mogelijk 
 de persoon kan geen of onvoldoende beroep doen op mantelzorgers 
 de familie van de persoon wil niet dat hij/zij het ziekenhuis verlaat 
 ontoereikende financiële middelen 
 de bescherming en het toezicht die de persoon nodig heeft, kunnen 

enkel in het ziekenhuis geboden worden 
 de zorg en begeleiding die de persoon nodig heeft, kunnen enkel in 

het ziekenhuis geboden worden 
 de persoon wordt in het ziekenhuis voorbereid op een andere 

woonvorm 
 er is geen gepaste alternatieve woonvorm voor de persoon 

beschikbaar, vb. door plaatsgebrek, een tekort aan voorzieningen, enz.   
 andere niet-persoonsgebonden redenen 
 geen niet-persoonsgebonden redenen 

G.4 Welke woonvorm is het meest geschikt voor deze persoon? 
 psychiatrisch ziekenhuis (PZ) 
 psychiatrisch verzorgingstehuis (PVT) 
 rust- en verzorgingstehuis (RVT) 
 beschut wonen 
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 wonen in een gezin of leefgemeenschap  
 zelfstandig wonen 

andere 

G.5 Welke vormen van zorg of ondersteuning zouden wenselijk zijn indien de patiënt 
op dit ogenblik zou ontslagen worden uit het ziekenhuis? 

Duid alle wenselijke vormen van zorg of ondersteuning aan.  
 Zorg gericht op probleemvermindering en probleemhantering  

G.5.1 medicatie voor de psychiatrische problemen   

G.5.2 een psychotherapeutische behandeling of psychosociale begeleiding  

G.5.3 intensieve psychiatrische thuiszorg  

G.5.4 somatische zorg  

G.5.5 tandheelkundige zorg  

 Ondersteuning van het dagelijkse functioneren  

G.5.6 begeleiding bij het vinden van een gepaste woon- of verblijfplaats   

G.5.7 woonbegeleiding en praktische hulp bij dagelijkse activiteiten  

G.5.8 ondersteuning bij het verwerven van een inkomen  

G.5.9 Ondersteuning van gezinsleden met advies, informatie en/of steun  

G.5.10 het actief betrekken van de gezinsleden bij de zorg  

G.5.11 ondersteuning van vrienden, buren, collega’s, enz.  

G.5.12 contact met en/of ondersteuning door lotgenoten  

 Ondersteuning van de persoonlijke ontwikkeling  

G.5.13 begeleiding bij het leren en studeren  

G.5.14 begeleiding bij het kiezen, verkrijgen en/of behouden van werk  

G.5.15 begeleiding bij het vinden van een gepaste vrijetijdsbesteding  

G.5.16 begeleiding in verband met sociale contacten en/of intieme relaties   

 Randvoorwaarden  

G.5.17 een actieve benadering voor zorg en/of begeleiding (assertive outreach)  
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Appendix 5 

SUPPLY OF MENTAL HEALTH CARE IN BELGIUM  
Hospital care 

Persons with mental illness can appeal to psychiatric care in a general hospital and in a 
psychiatric hospital.  

In both hospital types on can find several types of units. 

• Units for urgent care in case of crisis where the focus lies on observing 
a patient and starting a treatment. There are three possible regimes of 
treatment: day and night treatment, day treatment and night treatment. 
The units for adults (from 15 years on) are indicated with the letters A, 
a1 and a2, the units for children with the letters K, k1 and k2. 

• Units for adults with letters T (day and night), t1 (day treatment) and 
t2 (night treatment) where the treatment aims at a maximizing the 
(possibility of) social reintegration. 

• Units for psychogeriatric care and rehabilitation (Sp6), are intended for 
older persons with physical and mental health problems. The treatment 
intends a recovery as good as possible in the physical, mental and social 
sphere. 

After a discharge from a psychiatric hospital, a patient can get an ambulant follow-up 
treatment in the hospital during three months with a possibility of prolongation (system 
of post treatment). 

Psychiatric home nursing 

Two psychiatric hospitals (one in Flanders and one in Wallonia) organize home nursing 
for persons with mental illness. The patient starts as a hospital inpatient for observation. 
After the diagnosis the persons live foster families participating in the family life and 
receiving the care and support needed. The therapeutic treatment is given by a 
multidisciplinary team from the hospital. In specific situations a patient is readmitted 
into the hospital. 

Initiatives of sheltered living 

An initiative of sheltered living is meant to house and support persons with mental 
illness not in need of a fulltime hospital treatment but, for psychiatric reasons, in need 
of professional help in their living environment to obtain social skills and of specially 
adapted activities. The target group consists of chronically mentally ill but stabilized 
people that can not yet fully be reintegrated in society. The support aims at maximizing 
the independence of residents by learning them social and administrative skills, develop 
useful time occupation and stimulating contacts with the home environment. If medical 
follow-up care is needed, a resident has to appeal to a centre for mental health care 
(CGG), a policlinic or an ambulant caregiver. 

Psychiatric nursing homes 

This type of setting is formally intended to offer care allowing to shorten or to avoid a 
hospital stay. The focus is on care (and not on cure) -- appealing to the remaining 
capacities of residents-- and organising and offering meaningful activities during the day 
in a domestic atmosphere. 

There are two target groups: stabilized chronically persons with mental illness and 
persons with mental retardation.  

In both cases the patients require permanent support, but are not in need of hospital 
treatment or permanent psychiatric surveillance. Yet they are not eligible neither for an 
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initiative of sheltered living nor for a nursing home or a medical-pedagogical institution 
due to their psychiatric condition. 

Rehabilitation centres 

Within the framework of the National Health and Disability Insurance several types of 
rehabilitation centres are established. Some of them have specialised programs for 
persons with mental illness. 

• Some centres focus on the drug related problems offering medical and 
social support. A specific selection may supply substitution products 
(methadon).  

• Some are medical-social crisis centres, day centres, emergency centres 
and therapeutic communities. 

Furthermore there are centres for psychosocial rehabilitation offering ambulant, semi-
residential or residential care for children, youngsters and adults. 

Settings for persons with disabilities 

The regional authorities have the political competencies to organise the supply of care 
for persons with disabilities. This health care supply is very diverse and consists of 
settings for residential care, semi-residential care, day care, short-term care,… 

Some of these settings specialise in care for persons with mental retardation. In theory 
some of these settings can serve persons with an additional mental health problem. It is 
however not always easy for persons with mental illness to be admitted to these 
centres as regional governments and the organisations consider these centres as on 
offering support in daily living. 

Ambulant care 

In ambulant care several professionals can be involved in the care for mentally ill among 
whom general practionners, psychiatrists, psychotherapists, psychiatric nurses. 

Particular ambulatory organisations are centres for mental health care, functioning 
under the authority of the regional governments. They offer care in case of various 
mental, relational and psychosomatic problems. A multidisciplinary team is responsible 
for different activities: prevention, the first relief of patients, the making of a diagnosis 
and treatment. To some extent there is a specialization by target group (addiction 
problems, suicide prevention,…). 

Experimental projects 

The past decades federal initiatives have been taken to improve the continuity of care as 
part of a new concept for care. It was intended to set up “care circuits” and networks 
of health providers for several target groups, adapted to different age groups (children 
and youngsters, adults and elderly people). In this concept all involved actors have a 
common responsibility to organise all care necessary to fulfil all care needs of a specific 
subgroup of patients. This is laid down in a functional cooperation agreement. The 
notion ‘care function’ refers to a group of coherent demands. 

In 2001 the federal government started up several experimental projects as a first step 
to realize those care circuits and networks. Some of these projects aim also at a target 
group found in or discharged from a T-unit. 

• 19 projects in the domain ‘activation’ focused on stimulating the social 
inclusion by adapted counselling for persons with persistent mental 
illness in the field of work and education. The projects had to be 
developed within an initiative of sheltered living, but without limiting 
the target group to the residents.  

• 29 projects ‘psychiatric care for patients in the home environment’ 
aimed at developing awareness of mental health care support in general 
home care. The purpose of the projects was improving the co-
operation between the actors of the regular home care and the actors 
in mental health care. The participation of an initiative of sheltered 
living is compulsory.  
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• 4 hospitals received financial means to establish separate units (8 beds) 
for ‘persons with severely disturbed behaviour and / or aggressive 
behaviour’. They offer specific short period programs aiming at 
reintegration.  

• 6 hospitals receive additional means to establish a separate unit (8 
beds) in the framework of projects ‘commitment/internment’ 
(internering). They have to provide an intensive clinical treatment for 
detainees free on probation, aimed at a reintegration. There is an 
additional financial support from the federal government department of 
Justice. 

• 2 hospitals received financial means in the framework of the projects 
‘double diagnosis’ to offer an adapted treatment for patients with an 
addiction problem in combination with psychotic psychiatric problems. 
The purpose is to at least stabilize the patient and if possible to realize 
a transfer to another relevant ambulant or residential setting.  

• 9 general hospitals were funded to develop crisis units with an 
integrated case manager for patients with addiction problems. The 
short treatment aims at resolving the crises. the case manager is 
responsible for the continuity of care during the admission and at the 
moment of discharge.  

• The pilot project ‘implementation of the function care co-ordinator for 
the treatment of persons with addiction problems’ is embedded in the 
provincial consultative structure. The purpose is to facilitate the 
consultation on care trajectories for this target group. 

• The projects ‘discharge management in psychiatric hospitals’ aim at 
bridging the existing gap between hospitals and the domestic 
environment of a patient in order to avoid the risk of discontinuity of 
care. The preparation of the discharge of a patient should be prepared 
systematically in consultation with the extramural actors. The unequal 
spreading of the supply of psychiatric hospitals over the Belgian 
territory leads to an unequal spreading of these projects. 

THE SUPPLY OF T-BEDS AND ALTERNATIVE SETTINGS 
Taking into account our research topic and study population, the supply of T-beds 
includes the supply of T-beds, the supply of Vp-beds and the supply of Sp6-beds 
(psychogeriatric care) in psychiatric hospitals.  

We do not take into account the supply of beds with indexes K, k1 and k5 because they 
are intended for the treatment of children falling out of the group our target population 

We distinguish three types of reference settings:  

• We summed the ‘chairs’ for day treatment (t1) + the ‘beds’ for night 
treatment (t2) + the ‘places’ in initiatives of sheltered living (SL). In the 
tables it is referred to as ‘reference 1’;  

• the supply of beds in psychiatric nursing homes (PNH);  

• the supply of sp6-beds in general hospitals. 

As mentioned before, we do take into account the supply of settings for disabled 
persons, but with the knowledge that these settings are not really meant for persons 
with only a mental illness. For settings for disabled persons we only take into account 
those settings that are meant to house adultsc.  

As the study project uses databases of 2003, we take into account for each setting the 
supply in 2003.  

                                                 
c  The ‘Tehuizen voor werkenden’ and ‘tehuizen voor niet-werkenden’ recognised by the Vlaams 

Agentschap voor Personen met een Handicap, the ‘Centres d’hébergement pour Adultes’ recognised by 
the Service Bruxellois francophone des personnes handicapées (COCOF), the ‘Services résidentielles 
pour Adultes’ recognised by the Agence Wallonne pour l’Intégration des Personnes Handicapées and the 
‘Wohnheime’ recognised by the Dienststelle für Personen mit Behinderung. 
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• For the hospital beds (T, t1, t2, Sp6) we obtained information from the 
Federal Public Service Health (January 1st 2003). 

• For initiatives of sheltered living and the psychiatric nursing homes we 
obtained information from the National Institute for Sickness and 
Invalidity Insurance (January 1st 2003). 

• For the initiatives of sheltered living we obtained the number of three 
categories of beds: ‘permanently recognized’, ‘provisionally recognized’ 
and ‘programmed’. We do not take into account the “programmed 
places” as they are not in use yet. The provisionally recognized beds 
are used but still waiting for the permanent recognition. 

• for the psychiatric nursing homes we obtained numbers of three 
categories of beds: ‘permanently recognized’, ‘run down’ beds and 
‘programmed’. We do not take into account the programmed bed as 
they are not in use yet. The extinguishing beds are taken into account 
even though they cease to exist after a resident have left because they 
are part of the ‘alternative’ offer and their existence might have 
influenced the transfer of patients from T-beds. 

For each of these care types we counted the number of beds / places by district, by 
province and by region. 

The geographical distribution supply in relation to population figures 

We calculated the number of beds per 1.000 inhabitants per geographical region (NIS 
data 3003). The results are summarized in table 5.1. 
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Table 5.1: 

Province district Sp6 T VP total T T1 T2 SL Ref1 PNH Sp6 GH population 2003 T/1.000 ref1 / 1.000 PNH / 1.000 SP6GH / 1.000
Aalst 47 129 0 176 77 6 43 126 127 0 262.542 0,67 0,48 0,48 0
Dendermonde 0 0 0 0 0 0 0 0 0 0 186.991 0 0 0 0
Sint-Niklaas 35 200 35 270 75 20 180 275 136 0 225.826 1,2 1,22 0,6 0
Oudenaarde 0 0 0 0 0 0 30 30 0 0 114.609 0 0,26 0 0
Eeklo 54 200 0 254 69 6 125 200 90 0 79.374 3,2 2,52 1,13 0
Gent 41 405 61 507 122 16 302 440 178 0 500.794 1,01 0,88 0,36 0

177 934 96 1.207 343 48 680 1.071 531 0 1.370.136 0,88 0,78 0,39 0
Brugge 74 452 60 586 79 16 272 367 180 35 272.305 2,15 1,35 0,66 0,13
Ieper 0 127 40 167 50 10 77 137 99 0 104.168 1,6 1,32 0,95 0
Veurne 0 0 0 0 0 0 10 10 0 0 57.685 0 0,17 0 0
Diksmuide 0 0 0 0 0 0 0 0 0 0 48.037 0 0 0 0
Kortrijk 0 90 30 120 75 3 114 192 0 30 277.430 0,43 0,69 0 0,11
Oostende 0 0 0 0 0 0 8 8 0 0 144.903 0 0,06 0 0
Roeselare 0 0 0 0 0 0 72 72 0 0 141.211 0 0,51 0 0
Tielt 0 0 0 0 0 0 0 0 0 0 88.192 0 0 0 0

74 669 130 873 204 29 553 786 279 65 1.133.931 0,77 0,69 0,25 0,06
Antwerpen 21 518 112 651 109 34 339 482 561 0 940.681 0,69 0,51 0,6 0
Mechelen 0 330 46 376 40 5 96 141 90 0 308.665 1,22 0,46 0,29 0
Turnhout 0 30 30 60 10 5 32 47 34 0 411.773 0,15 0,11 0,08 0

21 878 188 1.087 159 44 467 670 685 0 1.661.119 0,65 0,4 0,41 0
Hasselt 28 211 30 269 58 17 225 300 90 0 388.469 0,69 0,77 0,23 0
Tongeren 20 126 0 146 15 7 118 140 219 0 191.266 0,76 0,73 1,15 0
Maaseik 0 109 80 189 25 0 20 45 0 0 222.793 0,85 0,2 0 0

48 446 110 604 98 24 363 485 309 0 802.528 0,75 0,6 0,39 0
Leuven 65 415 120 600 156 84 288 528 30 0 462.080 1,3 1,14 0,06 0
BHV 20 78 0 98 24 5 57 86 14 29 565.759 0,17 0,15 0,02 0,05

85 493 120 698 180 89 345 614 44 29 1.027.839 0,68 0,6 0,04 0,03
405 3.420 644 4.469 984 234 2.408 3.626 1.848 94 5.995.553 0,75 0,6 0,31 0,02

East Flanders

West Flanders

Limburg

Antwerp

Flemish Brabant

Subtotal Antwerp

Subtotal West Flanders

Subtotal East Flanders

Total Flanders
Subtotal Flemish Brabant

Subtotal Limburg
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Brussels Brussels Capital 0 307 0 307 20 30 338 388 373 168 992.041 0,31 0,39 0,38 0,17

0 307 0 307 20 30 338 388 373 168 992.041 0,31 0,39 0,38 0,17
Walloon Brabant Nivelles 0 233 0 233 0 0 31 31 0 0 358.012 0,65 0,09 0 0

0 233 0 233 0 0 31 31 0 0 358.012 0,65 0,09 0 0
Ath 0 0 0 0 0 0 0 0 0 0 80.147 0 0 0 0
Charleroi 21 164 0 185 10 1 98 109 223 95 420.653 0,44 0,26 0,53 0,23
Mons 0 140 60 200 60 0 56 116 150 0 248.832 0,8 0,47 0,6 0
Tournai 30 390 60 480 0 0 83 83 228 30 140.831 3,41 0,59 1,62 0,21
Mouscron 0 0 0 0 0 0 0 0 0 20 69.674 0 0 0 0,29
thuin 0 0 0 0 0 0 0 0 0 0 146.212 0 0 0 0
Soignies 0 0 0 0 0 0 24 24 0 0 175.357 0 0,14 0 0

51 694 120 865 70 1 261 332 601 145 1.281.706 0,67 0,26 0,47 0,11
Liege 0 399 0 399 0 0 146 146 242 141 585.444 0,68 0,25 0,41 0,24
Waremme 0 0 0 0 0 0 6 6 30 0 69.759 0 0,09 0,43 0
Huy 0 0 0 0 0 0 16 16 95 0 102.135 0 0,16 0,93 0
Verviers 60 213 0 273 16 6 70 92 166 0 268.504 1,02 0,34 0,62 0

60 612 0 672 16 6 238 260 533 141 1.025.842 0,66 0,25 0,52 0,14
Namur 60 419 0 479 45 1 179 225 174 0 286.930 1,67 0,78 0,61 0
Dinant 0 0 0 0 0 0 0 0 0 0 101.295 0 0 0 0
Philippeville 0 0 0 0 0 0 0 0 0 0 62.170 0 0 0 0

60 419 0 479 45 1 179 225 174 0 450.395 1,06 0,5 0,39 0
Arlon 0 0 0 0 0 0 30 30 0 0 53.232 0 0,56 0 0
Bastogne 0 0 0 0 0 0 0 0 0 0 41.906 0 0 0 0
Marche en 
Famenne

0 0 0 0 0 0 0 0 0 0 51.486 0 0 0 0

Neufchâteau 0 48 0 48 16 16 16 48 0 0 56.331 0,85 0,85 0 0
Virton 0 0 0 0 0 0 0 0 0 0 49.340 0 0 0 0

0 48 0 48 16 16 46 78 0 0 252.295 0,19 0,31 0 0
171 2.006 120 2.297 147 24 755 926 1.308 286 3.368.250 0,68 0,27 0,39 0,08
576 5.733 764 7.073 1.151 288 3.501 4.940 3.529 548 10.355.844 0,68 0,48 0,34 0,05

Subtotal Liege

Hainaut

Liege
Subtotal Hainaut

General total

Namur

Luxemburg

Total Wallonia
Subtotal Luxemburg

Subtotal Namur

Subtotal Walloon Brabant

Total Brussels
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In Flanders the supply of T-beds beds in t1, t2 and sheltered living, is proportionally 
high. There is only a small shortage in supply of beds in psychiatric nursing homes. 

Brussels Capital has proportionally less T-beds. For beds in psychiatric nursing homes 
the shortages are rather small. 

In Wallonia the results are most striking for t1 beds, t2 beds and sheltered living. The 
supply of T-beds attains the average proportion of beds/1000 inhabitants for Belgium. 
The number of beds/1000 inhabitants in psychiatric nursing homes is comparable (a bit 
higher) but with apparent differences between districts. 

The results of East Flanders leap to the eyes because of the disproportional 
concentration of all facilities compared tot the population density. The positive numbers 
of East Flanders to a large extent determined by the results of the districts 
(arrondissement) Sint-Niklaas, Eeklo and Gent 

West Flanders has a favourable proportion of T-beds, a somewhat favourable 
proportion of t1- and t2-beds and places in sheltered living. The number of beds in 
psychiatric nursing homes is proportionally low. 

Antwerp we observed the opposite, but the deviation form the result for Flanders is 
larger. The results of Limburg are largely in line with the Flemish result, but with a 
slightly favourable proportion of beds in psychiatric nursing homes. In Flemish Brabant 
the proportion of T-beds and of beds in psychiatric nursing homes per 1000 inhabitants 
is low. 

Namur is eye-catching for its scores of T-beds, t1-beds, t2-beds and places in sheltered 
living. The number of beds in psychiatric nursing homes is in line with the number of the 
region. For Walloon Brabant we observe the opposite. Only the supply of T-beds 
comes close to the Walloon score but a supply of psychiatric nursing homes is 
completely lacking.  

The province of Luxemburg scores low for T-beds and psychiatric nursing homes. The 
offer of places in day treatment, night treatment and sheltered living exceeds to some 
extent the Walloon figures.  

For the provinces Hainaut and Liege the deviation from the Walloon figures is very 
small. In both provinces there is a proportional high score of beds in psychiatric nursing 
homes. 

Table 5.2 summarizes governmental planning norms for the supply of beds. Compared 
to these legal norms, the number of beds for all facilities in general is insufficient at the 
level of the regions as well as the level of the provinces. Only a few districts come up to 
the national planning norm. 

Table 5.2: planning norms 
T 0,9 / 1.000 inhabitants 
PNH 0,6 / 1.000 inhabitants 
SL 0.5 / 1.000 inhabitants 
t1 
t2 

0,4 / 1.000 inhabitants 

Sp-psychogeriatry 0,23 / 1.000 inhabitants 

The supply of T-beds,(although we added the beds for psychogeriatric care)fits the 
planning norm only for the province of Namur. Some districts reach or exceed the 
planning norm. 

The distribution of the supply 

Table 5.3 summarizes the supply of long term care for mentally ill people for the 
regions, the provinces and the districts, for the population 
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Table 5.3 

Province District Sp6 T VP Total T T1 T2 SL Ref1 PNH Sp6 GH T ref1 PNH Sp6 GH
Aalst 47 129 0 176 77 6 43 126 127 0 262.542 2,54% 2,49% 2,55% 3,60% 0,00%
Dendermonde 0 0 0 0 0 0 0 0 0 0 186.991 1,81% 0,00% 0,00% 0,00% 0,00%
Sint-Niklaas 35 200 35 270 75 20 180 275 136 0 225.826 2,18% 3,82% 5,57% 3,85% 0,00%
Oudenaarde 0 0 0 0 0 0 30 30 0 0 114.609 1,11% 0,00% 0,61% 0,00% 0,00%
Eeklo 54 200 0 254 69 6 125 200 90 0 79.374 0,77% 3,59% 4,05% 2,55% 0,00%
Gent 41 405 61 507 122 16 302 440 178 0 500.794 4,84% 7,17% 8,91% 5,04% 0,00%

177 934 96 1.207 343 48 680 1.071 531 0 1.370.136 13,23% 17,06% 21,68% 15,05% 0,00%
Brugge 74 452 60 586 79 16 272 367 180 35 272.305 2,63% 8,29% 7,43% 5,10% 6,39%
Ieper 0 127 40 167 50 10 77 137 99 0 104.168 1,01% 2,36% 2,77% 2,81% 0,00%
Veurne 0 0 0 0 0 0 10 10 0 0 57.685 0,56% 0,00% 0,20% 0,00% 0,00%
Diksmuide 0 0 0 0 0 0 0 0 0 0 48.037 0,46% 0,00% 0,00% 0,00% 0,00%
Kortrijk 0 90 30 120 75 3 114 192 0 30 277.430 2,68% 1,70% 3,89% 0,00% 5,47%
Oostende 0 0 0 0 0 0 8 8 0 0 144.903 1,40% 0,00% 0,16% 0,00% 0,00%
Roeselare 0 0 0 0 0 0 72 72 0 0 141.211 1,36% 0,00% 1,46% 0,00% 0,00%
Tielt 0 0 0 0 0 0 0 0 0 0 88.192 0,85% 0,00% 0,00% 0,00% 0,00%

74 669 130 873 204 29 553 786 279 65 1.133.931 10,95% 12,34% 15,91% 7,91% 11,86%
Antwerpen 21 518 112 651 109 34 339 482 561 0 940.681 9,08% 9,20% 9,76% 15,90% 0,00%
Mechelen 0 330 46 376 40 5 96 141 90 0 308.665 2,98% 5,32% 2,85% 2,55% 0,00%
Turnhout 0 30 30 60 10 5 32 47 34 0 411.773 3,98% 0,85% 0,95% 0,96% 0,00%

21 878 188 1.087 159 44 467 670 685 0 1.661.119 16,04% 15,37% 13,56% 19,41% 0,00%
Hasselt 28 211 30 269 58 17 225 300 90 0 388.469 3,75% 3,80% 6,07% 2,55% 0,00%
Tongeren 20 126 0 146 15 7 118 140 219 0 191.266 1,85% 2,06% 2,83% 6,21% 0,00%
Maaseik 0 109 80 189 25 0 20 45 0 0 222.793 2,15% 2,67% 0,91% 0,00% 0,00%

48 446 110 604 98 24 363 485 309 0 802.528 7,75% 8,54% 9,82% 8,76% 0,00%
Leuven 65 415 120 600 156 84 288 528 30 0 462.080 4,46% 8,48% 10,69% 0,85% 0,00%
HV 20 78 0 98 24 5 57 86 14 29 565.759 5,46% 1,39% 1,74% 0,40% 5,29%

85 493 120 698 180 89 345 614 44 29 1.027.839 9,93% 9,87% 12,43% 1,25% 5,29%
405 3.420 644 4.469 984 234 2.408 3.626 1.848 94 5.995.553 57,90% 63,18% 73,40% 52,37% 17,15%

East Flanders

West Flanders

Antwerp

Limburg

Flemish Brabant
Subtotal Limburg

Subtotal Flemish Brabant
Total Flanders

Population 2003

Subtotal East Flanders

Subtotal West Flanders

Subtotal Antwerp
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Province District VP Tot. T T1 T2

Rehab
ilitatio
n

IBW / 
IHP

Total 
reint.

PVT / 
MSP

supply 
disabled 
persons

ROB / 
RVT

Tot. 
Reorien
t. Population 2003 T reint. reorient.

Brussels Brussels Capital 0 0 20 30 1.143 338 1.531 373 296 15.743 16.412 992.041 9,58% 0,00% 0,00% 11,42%
Total Brussels 0 0 20 30 1.143 338 1.531 373 268 15.743 16.384 992.041 9,58% 0,00% 0,00% 11,40%
Walloon Brabant Nijvel 0 0 0 0 112 31 143 0 452 4.268 4.720 358.012 3,46% 0,00% 0,00% 3,28%
Subtotal Walloon Brabant 0 0 0 0 112 31 143 0 452 4.268 4.720 358.012 3,46% 0,00% 0,00% 3,28%

Ath 0 0 0 0 177 0 177 0 214 1.039 1.253 80.147 0,77% 0,00% 0,00% 0,87%
Charleroi 0 0 10 1 177 98 286 223 214 5.250 5.687 420.653 4,06% 0,00% 0,00% 3,96%
Mons 60 60 60 0 177 56 293 150 214 3.022 3.386 248.832 2,40% 7,85% 7,85% 2,36%
Tournai 60 60 0 0 177 83 260 228 214 4.484 4.926 140.831 1,36% 7,85% 7,85% 3,43%
Mouscron 0 0 0 0 177 0 177 0 214 664 878 69.674 0,67% 0,00% 0,00% 0,61%
Thui 0 0 0 0 177 0 177 0 214 2.339 2.553 146.212 1,41% 0,00% 0,00% 1,78%
Soignies 0 0 0 0 177 24 201 0 214 2.448 2.662 175.357 1,69% 0,00% 0,00% 1,85%

Subtotal Hainaut 120 120 70 1 1.237 261 1.569 601 1.495 19.246 21.342 1.281.706 12,38% 15,71% 15,71% 14,85%
Liege 0 0 0 0 198 146 344 242 155 8.178 8.575 585.444 5,65% 0,00% 0,00% 5,97%
Waremme 0 0 0 0 198 6 204 30 155 819 1.004 69.759 0,67% 0,00% 0,00% 0,70%
Huy 0 0 0 0 198 16 214 95 155 1.680 1.930 102.135 0,99% 0,00% 0,00% 1,34%
Verviers 0 0 16 6 198 70 290 166 155 3.890 4.211 268.504 2,59% 0,00% 0,00% 2,93%

Subtotal Liege 0 0 16 6 791 238 1.051 533 619 14.567 15.719 1.025.842 9,91% 0,00% 0,00% 10,94%
Namur 0 0 45 1 41 179 266 174 381 3.429 3.984 286.930 2,77% 0,00% 0,00% 2,77%
Dinant 0 0 0 0 41 0 41 0 381 1.149 1.530 101.295 0,98% 0,00% 0,00% 1,06%
Philippeville 0 0 0 0 41 0 41 0 381 836 1.217 62.170 0,60% 0,00% 0,00% 0,85%

Subtotal Namur 0 0 45 1 123 179 348 174 1.143 5.414 6.731 450.395 4,35% 0,00% 0,00% 4,68%
Arlon 0 0 0 0 7 30 37 0 54 559 613 53.232 0,51% 0,00% 0,00% 0,43%
Bastogne 0 0 0 0 7 0 7 0 54 540 594 41.906 0,40% 0,00% 0,00% 0,41%
Marche en Famenne 0 0 0 0 7 0 7 0 54 499 553 51.486 0,50% 0,00% 0,00% 0,38%
Neufchâteau 0 0 16 16 7 16 55 0 54 814 868 56.331 0,54% 0,00% 0,00% 0,60%
Virton 0 0 0 0 7 0 7 0 54 676 730 49.340 0,48% 0,00% 0,00% 0,51%

Subtotal Luxemburg 0 0 16 16 35 46 113 0 270 3.088 3.358 252.295 2,44% 0,00% 0,00% 2,34%
Total Wallonia 120 120 147 24 1.259 755 2.185 1.308 3.979 46.583 51.870 3.368.250 32,53% 15,71% 15,71% 36,10%
Total 764 764 1.151 288 7.741 3.501 12.681 3.529 13.679 126.484 143.692 10.355.844 100% 100% 100% 100%

Luxemburg

Hainaut

Liege

Namur

 
 



156 Long stay patients in T-beds-Supplements KCE Reports 84 

 

In Flanders the proportion of T-beds exceeds the proportion of the Belgian population. 
This certainly holds true for places for day treatment, night treatment and sheltered 
living. For beds in psychiatric nursing homes, we found a small underrepresentation of 
Flanders. 

As to Brussels Capital the opposite is true, but the overrepresentation in the supply of 
psychiatric nursing homes is rather small. 

The Walloon provinces have a striking underrepresentation in t1-beds, t2-beds and 
places in sheltered living. The supply of T-beds is in line with the proportion of the 
region in the Belgian population. As to the beds in psychiatric nursing homes the region 
is overrepresented. 

East Flanders is eye-catching: for all settings the proportion of the province in the global 
supply exceeds the proportion of the Belgian population. The same goes for the 
province of Limburg. West Flanders is overrepresented in the supply of T-beds, beds 
for day treatment, beds for night treatment and places in sheltered living but relative 
short in the supply of psychiatric nursing homes. Flemish Brabant has a proportionally 
high supply of day treatment, night treatment and sheltered living, but proportionally 
lower supply of psychiatric nursing homes. The share in the supply of T-beds is in line 
with the share in the Belgian population. Antwerp has a proportionally low supply of 
psychiatric nursing homes, but a proportionally high supply of all other settings. 

Namur has a very high proportional score for all settings and especially for T-beds. 
Walloon Brabant and Luxemburg are eye-catching because of the low scores. The 
provinces of Hainaut and Liege have a proportionally high supply of psychiatric nursing 
homes, but low supply of the other settings.   

Rankings 

The tables 5.4 rank the supply in regions and provinces, per 1.000 inhabitants by region 
and by province,  

the tables 5.5 a, b and c and tables 5.5 d, e and f rank the distribution by region and by 
province. 

Tables 5.4 a, b and c 
 T   ref1   PVT 

Flanders 0,75  Flanders 0,60  Wallonia 0,39 

Wallonia 0,68  Wallonia 0,39  Flanders 0,31 

Brussels 0,31  Brussels 0,27  Brussels 0,17 

Tables 5.4 d, e and f 
 T   ref1   PVT 

Namur 1,06  East Flanders 0,78  Liege 0,52 

East Flanders 0,88  West Flanders 0,69  Hainaut 0,47 

West Flanders 0,77  Limburg 0,6  Antwerp 0,41 

Limburg 0,75  Flemish Brabant 0,6  East Flanders 0,39 

Flemish Brabant 0,68  Namur 0,5  Limburg 0,39 

Hainaut 0,67  Antwerp 0,4  Namur 0,39 

Liege 0,66  Brussels 0,39  West Flanders 0,25 

Antwerp 0,65  Luxemburg 0,31  Brussels 0,17 

Walloon Brabant 0,65  Hainaut 0,26  Flemish Brabant 0,04 

Brussels 0,31  Liege 0,25  Luxemburg 0,0 

Luxemburg 0,19  Walloon Brabant 0,09  Walloon Brabant 0,0 
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Tables 5.5 a, b and c 
 % pop. % T   % pop. % ref1   % bev. % PNH 

Wallonia 57,90 63,18  Flanders 57,90 73,40  Flanders 57,90 52,37 

Flanders 32,53 32,48  Wallonia 32,53 18,74  Wallonia 32,53 37,06 

Brussels 9,58 4,34  Brussels 9,58 7,85  Brussels 9,58 10,57 

Tables 5.5 d, e and f 
Province % pop. % T   Province % pop. % ref1 

East Flanders 13,23 17,06   East Flanders 13,23 21,68 

Antwerp 16,04 15,37   West Flanders 10,95 15,91 

West Flanders 10,95 12,34   Antwerp 16,04 13,56 

Hainaut 12,38 12,23   Flemish Brabant 9,93 12,43 

Flemish Brabant 9,93 9,87   Limburg 7,75 9,82 

Liege 9,91 9,50   Brussels 9,58 7,85 

Limburg 7,75 8,54   Hainaut 12,38 6,72 

Namur 4,35 6,77   Liege 9,91 5,26 

Brussels 9,58 4,34   Namur 4,35 4,55 

Walloon Brabant 3,46 3,29   Luxemburg 2,44 1,58 

Luxemburg 2,44 0,68   Walloon Brabant 3,46 0,63 

 

Province % pop. % PNH 

Antwerp 16,04 19,41 

Hainaut 12,38 17,03 

Liege 9,91 15,10 

East Flanders 13,23 15,05 

Brussels 9,58 10,57 

Limburg 7,75 8,76 

West Flanders 10,95 7,91 

Namur 4,35 4,93 

Flemish Brabant 9,93 1,25 

Walloon Brabant 3,46 0,00 

Luxemburg 2,44 0,00 

Experimental projects  

Table 5.6 gives by province and by project the number of projects eligible for subsidies. 
One should keep in mind that this overview is not exhaustive. We know that in the field 
a number of projects exist that do not receive additional means from the federal 
authority. It is possible that they receive additional means from other authorities (f.e. 
the province, the regions). 
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Table 5.6: number of projects eligible by province and project type 

  

discharge 
manage-
ment 

psychiatric 
home care 

Intern-
ment SGA activation 

double 
diagnosis 

crisis 
unit and 
case-
manager 

care co-
ordinator total  

West Flanders 4 3 0 1 1 0 1 1 11 
East Flanders 11 4 1 0 4 1 1 1 23 
Antwerp 6 5 1 1 2 0 1 1 17 
Limburg 4 2 0 0 3 0 1 1 11 
Flemish Brabant 6 3 1 0 4 0 1 1 16 
Brussels Capital 6 2 2 1 1 0 1 0 13 
Hainaut 4 4 1 1 0 0 1 1 12 
Liège 4 3 0 0 3 1 1 1 13 
Namur 2 1 0 0 0 0 1 1 5 
Luxemburg 1 1 0 0 0 0 0 1 3 
Walloon 
Brabant 1 1 0 0 0 0 0 1 3 
  49 29 6 4 18 2 9 10 127 

THE REIMBURSEMENT PRINCIPLES OF MENTAL HEALTH CARE IN 
BELGIUM 

Introduction 

Table 5.7 gives a general overview of the financing and reimbursement 
regulationsd.(2008) Changes since 2002-2003 are mentioned for interpreting the results 
of the analyses with respect to the costs 

A general principle is that the public financing and co-payment for most services also 
depend on the social status of a patient..  

In the tables we do not present information on rest (and nursing) homes for elderly 
(ROB/RVT) as this isn’t a psychiatric setting. However, we repeat that some psychiatric 
patients are transferred to this setting too. 

 

                                                 
d  This is meant as a general overview. It was not possible to add all details. 
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Table 5.7: General overview of the financing & reimbursement principles in mental health care facilities 
 PSYCHIATRIC UNIT GENERAL 

HOSPITAL (UNIT A AND T) 
PSYCHIATRIC HOSPITAL 

(UNIT A AND T) 
DAY TREATMENT (T1) NIGHT TREATMENT (T2) IBW / IHP PVT / MSP 

 Public 
authority 

patient public 
authority 

patient public authority Patient public 
authority 

patient public 
authority 

patient public 
authority 

patient 

STAY - Amount  
fixed per 
hospital 
(number of 
beds, 
recognition
s, care 
structure) 

- 75 % paid 
by RIZIV/ 
INAMI and 
de-pending 
on num-
ber of days 
of 
hospitali-
sation 

- 25 % paid 
by the FPS 
Health 

- Amount 
depending 
on social 
status and 
number of 
days of 
hospitalisati
on 

- Room 
supple-
ment 
possible 

- Amount 
fixed per 
hospital 
(number of 
beds, 
recognition
s, care 
structure) 

- 75 % paid 
by RIZIV / 
INAMI and 
depending 
on number 
of days of 
hospitalisati
on 

- 25 % paid 
by the FPS 
Health 

- Amount 
depending 
on social 
status and 
number of 
days of 
hospitalisati
on 

- Room 
supple-
ment 
possible 

- Amount fixed 
per hospital 
(number of 
beds, recog-
nitions, care 
structure) 

- 75 % paid by 
RIZIV / INAMI 
and depen-ding 
on the number 
of days of hos-
pitalisation 

- 25 % paid by 
the FPS Health 

Not 
applicable 
Room 
supplement 
possible 

- Amount 
fixed per 
hospital 
(number of 
beds, 
recognition
s, care 
structure) 

- 75 % paid 
by RIZIV / 
INAMI and 
depending 
on num-
ber of days 
of 
hospitalisati
on 

- 25 % paid 
by the FPS 
Health 

Not appli-
cable with 
the excep-
tion of per-
sons with 
paid activity 
Room sup-
plement 
possible 

- Amount 
per day per 
IBW/ IHP, 
de-pending 
on a num-
ber of 
factors 
(luxury, 
activities) 

- 75 % paid 
by RIZIV 
INAMI 

- 25 % paid 
by FPS 
Health 

Cfr. daily 
living costs 

- Amount per 
day 

- majority 
paid per 
RIZIV / 
INAMI 

- Part paid by 
FPS Health 
(diminish 
co-pay-
ment) 

- Determined 
by the 
presence or 
not of 
mental 
handicappe
d persons 

Amount per 
day depen-
ding on 
social sta-tus  

NURSING / 
CARE 

Covered by 
price per day 

Covered by 
co-payment 
per day 

Covered by 
price per day 

Covered by 
co-payment 
per day 

Covered by 
price per day 

Covered by 
co-payment 
per day 

Covered by 
price per day 

Covered by 
co-payment 
per day 

If required 
part of the 
fees for 
home nursing 

If required 
co-payment 
for home 
nursing 

Covered by 
price per day 

Covered by 
co-payment 
per day 

TREATMENT / 
SUPERVISION 

PSYCHIATRIST 

Amount per 
day, depen-
ding on 
number of 
days of 
hospitalisa-
tion and unit 

Co-payment 
per day  – 
amount 
depending on 
number of 
days of 
hospitalisatio
n and unit 

Amount per 
day, depen-
ding on 
number of 
days of 
hospitalisa-
tion and unit 

Co-payment 
per day – 
amount 
depending on 
number of 
days of 
hospitalisatio
n and unit 

Amount per day, 
depen-ding on 
num-ber of  days 
of hospitalisation 
and unit 

Co-payment 
per day – 
amount 
depending on 
number of 
days of 
hospitalisatio
n and unit 

Amount per 
day, depen-
ding on 
number of 
days of 
hospitalisa-
tion and unit 

Co-payment 
per day – 
amount 
depending on 
number of 
days of 
hospitalisatio
n and unit 

Part of fee 
for (neuro) 
psychiatrist; 
amount de-
pending on 
specific 
service and 
social status 

Co-payment, 
depending 
on specific 
service and 
social status 

Covered by 
price per day 

Covered by 
amount per 
day 

MEDICATION 

REIMBURSED 
Reimbursem
ent de-
pending on 
medication 

Daily lump 
sum 

Reimbursem
ent de-
pending on 
medication 

Daily lump 
sum 

Reimbursement 
depending on 
medication 
(category, price) 

Daily lump 
sum 

Reimbursem
ent de-
pending on 
medication 

Daily lump 
sum 

Reimburseme
nt de-pending 
on 
medication 

Co-payment 
depending 
on 
medication 

Reimburseme
nt depen-ding 
on 
medication 

Daily lump 
sum 
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(category, 
price) and 
social status 

(category, 
price) and 
social status 

and social status (category, 
price) and 
social status 

(category, 
price) and 
social status 

(category, 
price) and 
social status 

(category, 
price) and 
social status 

MEDICATION - 
NOT REIM-
BURSED (D-
CATEGORY) 

Not 
applicable 

Entire cost Not 
applicable 

Covered by 
daily lump 
sum 

Not applicable Covered by 
daily lump 
sum in 
psychiatric 
hospital 
Entire cost in 
general 
hospital 

Not 
applicable 

Covered by 
daily lump 
sum in 
psychiatric 
hospital 
Entire cost in 
general 
hospital 

Not 
applicable 

Entire cost Not 
applicable 

Covered by 
daily lump 
sum 

OTHER 

MEDICAL 

SERVICES NOT 

COVERED BY 

OTHER 

AMOUNT 

Reimbursem
ent accor-
ding to no-
menclature; 
depending 
on service 
and social 
status 

Co-payment 
depending on 
service and 
social status 
Supplement 
possible 

Reimbursem
ent de-
pending on 
service and 
social status 
 

Co-payment 
depending on 
service and 
social status 
Supplement 
possible 

Reimbursement 
depending on 
service and 
social status 

Co-payment 
depending on 
service and 
social status 
Supplement 
possible 

Reimbursem
ent 
depending on 
service and 
social status 

Co-payment 
depending on 
service and 
social status 
Supplement 
possible 

Reimburseme
nt depending 
on service 
and social 
status 

Co-pay-ment 
de-pending 
on service 
and social 
sta-tus 
Supplement 
possible 

Reimburseme
nt depen-ding 
on service 
and social 
status 

Co-pay-
ment 
depending 
on service 
and social 
status 
Supplement 
possible 

OTHER  - Lump sum 
/admission 
for techni-
cal servi-
ces, radio-
logy and 
clinical 
biology 

 - Lump sum 
/admis-sion 
for 
technical 
services 

 - Lump sum 
/admission 
for techni-
cal servi-
ces 

 - Lump sum 
/admis-sion 
for 
technical 
services 

 Not 
applicable 

 Not 
applicable 

DAILY LIVING 

COST 
 Covered by 

co-payment 
 Covered by 

co-payment 
 Covered by 

co-payment 
 Covered by 

co-payment 
 Monthly rent 

+ living costs 
(food, 
clothing, 
recreation,
…) 

 Living costs: 
partly cove-
red by co-
payment 
(not: clo-
thing, re-
creation,…) 
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HUMAN RESOURCE REQUIREMENTS AND FINANCING 

Psychiatric hospital or psychiatric unit in general hospital 

A psychiatric hospital receives an annual financial budget. This is composed of several 
parts and covers among other things: 

• Expenses for common services (maintenance costs, food, 
administration, heating,…) 

• Expenses for clinical units (cost of caring and nursing staff, cost of 
medication, cost of rehabilitation and retraining in psychiatric units,…) 

• Functioning costs of the medical-technical units 

• Functioning costs of the hospital pharmacy 

• Expenses for registration MPD,… 

Approximately 75 % of the financing amount is paid by RIZIV/INAMI and approximately 
25 % by the federal public service Health (FOD Volksgezondheid / SPF Santé Publique). 
The amount covers the staff expenses.  

The required manpower depends on the index of the hospital unit. 

• In case of A, a1 and a2 

For all units with index A, a1 and a2, a hospital has to be staffed with 1 
neuropsychiatrist per 30 beds. Anyhow, two specialist have to be attached to the unit, 
of whom one neuropsychiatrist and one neuropsychiatrist or internist. The medical-
psycho-social team has to be completed with 1 master in psychology and 1 graduated 
social nurse or social worker per 60 beds. 

The manpower responsible for nursing and permanent supervision is determined for 30 
beds and per bed index: 

• In case of A 11 persons of whom 6 preferably psychiatric nurses. At 
least 2 of the remaining 5 persons should be graduated as nurse, 
occupational therapist, educator or psychological assistant or dispose 
of a certificate of nurse or nursing assistant. The remaining 3 should 
dispose of a certificate of home help or having received formation, 
adapted to the necessities of the unit. At night at least two persons, 
among whom 1 nurse, have to guarantee guard duty. Per 30 beds the 
team has to be completed with 4 persons. 

• In case of a1 (day treatment) 3 nurses. Per 30 beds the team has to be 
completed with 6 persons. 

• In case of a2 (night treatment) 7 people fro nursing of whom 5 nurses. 
The two other persons need a certificate of home help or a training, 
adapted to the necessities of the unit. At night at least two persons, 
among whom 1 nurse, have to guarantee guard duty; during the day 
one person. Per 30 beds the team has to be completed with 3 persons. 

The persons completing the team should be master or bachelor in a paramedical, social, 
pedagogic or artistic discipline (f.i. psychology, criminology, physiotherapy, physical 
training, occupational therapy, educator and teacher). 

• T, t1 and t2 

For all units with index T, t1 and t2, a hospital has to dispose of 1 neuropsychiatrist per 
120 beds. Anyhow, two specialist have to be attached to the unit, of whom one 
neuropsychiatrist and one neuropsychiatrist, internist or GP. The medical-psycho-social 
team has to be completed with 1 master in psychology and 1 graduated social nurse or 
social worker per 120 beds. 

The manpower permanently responsible for nursing and supervision is determined for 
60 beds and per bed index: 
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• In case of T 11 persons of whom 6 preferably psychiatric nurses. At 
least 2 of the remaining 5 persons should be graduated as nurse, 
occupational therapist, educator or psychological assistant or dispose 
of a certificate of nurse or nursing assistant. The remaining 3 need a 
certificate of home help or training, adapted to the necessities of the 
unit. At night at least two persons, among whom 1 nurse, have to 
guarantee guard duty. Per 60 beds the team has to be completed with 
4 persons. 

• In case of t1 (day treatment) 3 nurses. Per 60 beds the team has to be 
completed with 6 persons. 

• In case of t2 (night treatment) 7 nurses of whom 5 nurses. The two 
other persons have to dispose of a certificate of home help or having 
received formation, adapted to the necessities of the unit. At night at 
least two persons, among whom 1 nurse, have to guarantee guard duty; 
during the day one person. Per 60 beds the team has to be completed 
with 3 persons. 

• For 30 patients 5 persons of whom 3 nurses are sufficient. 

The persons completing the team should be master or bachelor in a paramedical, social, 
pedagogic or artistic discipline (f.i. psychology, criminology, physiotherapy, physical 
training, occupational therapy, educator and teacher). 

• psychogeriatric unit (SP6) 

The medical organisation of the unit is consigned to a doctor with a specific qualification 
relevant for the character of the unit. In case of a psychogeriatric unit this can be an 
internist, geriatrist, (neuro)psychiatrist or neurology. Per 30 beds the team has to 
consist of 8, preferably geriatric or psychiatric nurses and 6 caring persons. 

Besides this the team has to consist of a senior nurse (preferably geriatric or 
psychiatric). 

Per 30 beds the team has to consist of at least a half-time physiotherapist and at least 1 
full-time occupational therapist, speech therapist or other paramedic. 

Per 90 beds, and in proportion in case of a smaller number of beds, the team has to 
consist of one full-time psychologist and of one full-time social worker or social nurse. 

A hospital receives a reimbursement from RIZIV/INAMI for medical services delivered 
(supervision, medication A, B and C, clinical biology …). The amount depends on the 
type of service and the social status of the patient. 

In many hospitals the fees and supplements for doctors and a number of paramedics (f.i. 
physiotherapists) are collected centrally and paid to the doctors and paramedics 
afterwards. The doctors and paramedics have to negotiate with the hospital about the 
amount they have to pay to the hospital. This is at maximum 6 %. 

In accordance to the law a hospital can also invoice room supplements (see infra). 
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PVT / MSP 

A PVT/MSP receives a daily lump sum allowance for services to residents5. The amount 
consists of three parts and covers among other things: 

• All functioning costs; 

• The care delivered by nurses; 

• Physiotherapy; 

• Speech therapy; 

• Assistance in daily activities, activities aimed at reactivation and social 
integration, occupational therapy included; 

• Medical services delivered by psychiatrists and neuropsychiatrists in a 
PVT/MSP; the allowance includes an amount to cover the cost of 
supervision by a specialist in neuropsychiatry or psychiatry. 

A different lump sum is fixed for severely mentally ill persons (2008- 95,80 €) and 
mentally retarded persons(2008 101,40 €). An additional sum per patient (1,15 €) is 
added to cover the investment costs from the past. Lower sums are paid for patients 
with an endorsed rehabilitation treatment, for whom on the one hand RIZIV/INAMI and 
on the other hand the federal public Health administration pay a share. 

The staff has to consist of 12 persons per 30 residents. Of these 12 persons: 

• 6 persons at most are caring persons; 

• 6 persons at least are qualified as educator, social worker, remedial 
educationalist, occupational therapist, psychologist, physiotherapist or 
nurse preferably psychiatric nurse; 

• The general norm is increased with a half time remedial educationalist 
per 15 per 15 mentally retarded residents; 

• At least 4 persons should have obtained a degree; 

• Supervision has to be guaranteed day and night. 

A senior nurse has to be appointed per 30 residents. There has to be a specialist in the 
neuropsychiatry or psychiatry. One person has to be appointed as co-ordinator. 

In order to guarantee the financial accessibility for all residents, a part of the cost of a 
stay is paid by the federal public service Health6. The amount depends on the social 
status of a patient. There is an extinguishing regulation for patients admitted before 
2003 and for whom this is more advantageous than the new regulation (table 5.8) and a 
new regulation for new patients (table 5.9). Table 5.10 shows the expenses of the FPS 
Health for the period 2000-2005. 

                                                 
5  Royal Decree 10/12/1990 determining the rules to determine the price by day for persons admitted in a 

psychiatric nursing home. 
6  Royal Decree 17/12/2002 determining the rules to pay part of cost of a stay in a psychiatric nursing home 

at the expense of the nation. 
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Table 5.8: public allowance until 1/1/2003 in PVT/MSP 
- Persons: 

o Entitled to a minimum income in application of the law of 7th August 1974 and their persons 
dependent. 

o Entitled to an income guarantee in application of the law of 1st April 1969 with respect to the 
guaranteed income for elderly of in application of article 21, § 2, of the same law and their 
persons dependent. 

o Entitled to a reduced allowance because of their stay in a psychiatric unit or institution, in 
application of the law of 27 June 1969 with respect to the allowances for disabled persons and 
their persons dependent 

- persons entitled to the preferential reimbursement if they have persons dependent or officially 
paying an maintenance allowance and their persons dependent 

9,91 € 

Persons entitled to the preferential reimbursement without persons dependant; 
Persons with persons dependant or officially paying a maintenance allowance (except for persons of the 
two first categories mentioned above) and their dependents 

7,44 € 

Others 4,96 € 
Source: circular RIZIV/INAMI PVT/ MSP 2008/1 

Table 5.9: public allowance in PVT/MSP as of 1/1/2003 on 1/1/2008 
Persons with persons dependent or officially having to pay a maintenance allowance 
Persons registered as persons dependent 

13,68 € 

Persons entitled to the higher reimbursement 8,21 € 
Others 4,11 € 

Source: circular RIZIV/INAMI PVT/ MSP 2008/1 

Table 5.10: Evolution of the expenses of the federal public service Health for 
PVT/MSP 

2000 2001 2002 2003 2004 2005 
8.502.747,90 9.720.004,26 9.611.000,00 9.720.000,00 9.163.000,00 9.347.000,00 

Source: federal public service Health 

For patients in PVT/MSP RIZIV/INAMI also pays a part of cost for medication and 
medical services (GP’s, dentists …) not covered by the daily amount the institution 
receives. These medical services are reimbursed in accordance with the nomenclature 
of medical services. So the amount depends on the type of medial service and the social 
status of the patients. 

IBW / IHP 

Accredited Initiatives for sheltered living receive individually an annual budget to cover 
the functioning costs. This is mainly composed of7  

• a once-only compensation for installation costs; 

• an amount to cover the staff costs; 

• an allowance for the registration of MPG / RPM (a lump sum + an 
amount per place); 

• An allowance for the medical function; the amount depends on the 
number of places recognised; 

• An allowance for the execution of the collective labour agreement with 
respect to the reduction of working hours. 

The total annual financial budget is divided by a quota of days of stay to obtain the price 
per day. 75 % of the budget is paid by RIZIV / INAMI and 25 % by the Federal Public 
Service Health. Table 5.11 shows the expenses of the FPS Health for the past five years. 

                                                 
7  Royal Decree 18/07/2001 to determine the financial budget, the quota of days and the price per day in 

sheltered living 
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Table 5.11: Evolution of the expenses of the Federal Public Health Service 
for IBW/IHP 

2000 2001 2002 2003 2004 2005 
5.478.446,90 5.781.000,94 6.960.000,00 7.330.000,00 7.220.000,00 7.634.000,00 

Source: federal public service Health 

IBW/IHP differ in staff numbers. In order to support the residents in an initiative for 
sheltered living, a team of different professionals is necessary consisting of  

• one specialist in the neuropsychiatry or psychiatry  responsible for the 
admission policy, the contacts with doctors in charge and with the 
centre for mental health, and for the scenario of intervention in case of 
crisis. But he is not in charge of the individual psychiatric treatment of 
the residents. 

• at least one full-time equivalent of carers per 8 residents. They should 
have a master degree or a degree of higher education short type with 
full-time curriculum, (e.g. social nurse, psychiatric nurse, psychologist, 
criminologist, social worker or occupational therapist). In this team, 
one person is appointed as co-ordinator. The job responsibilities of the 
team are: 

o Teaching social skills; 

o Teaching administrative skills (f.i. with respect to financial management); 

o Organising and stimulating a meaningful activities; 

o Encourage the contacts with the environment before admission; 

The personal follow-up and treatment of residents aren’t part of the job responsibilities. 
If needed, the continuity of treatment and the medical follow-up care of the residents 
have to be assured in the existing settings of mental health care (policlinic, centre for 
mental health, ambulatory practice of the doctor in charge, day treatment). If needed a 
patient obtains medication in an ambulatory pharmacy. If needed he has to appeal to 
other practitioners (home nurses, physiotherapists, dentists,…) as any other ambulant 
patient. All these medical services are reimbursed by RIZIV/INAMI in accordance with 
the nomenclature of medical services. So the amount depends on the service and the 
social status of the patient. 

Rest (and nursing) homes for the elderly 

A rest (and nursing) home receives an allowance from RIZIV/INAMI to finance the care 
and help for daily activities of the residents. This allowance covers: 

• The activities of nursing and caring personnel; 

• The activities of speech therapists; 

• The assistance for daily activities and all activities aimed at reactivation 
and social reintegration, occupational therapy included; 

• A well defined package of material. 

In a rest and nursing home for elderly, the amount also covers the activities of 
physiotherapists and the activities of the coordinating and consulting doctor. In all rest 
and nursing homes and in specific rest homes the amount also covers the efforts aimed 
at the development of palliative care. 

As of 1st January 2003 a fixed amount per day per patient (2003 on average 32 à 33 €) 
is calculated per rest (and nursing) home, based on for overall residents dependency 
profile of the institution and the manpower The necessary manpower is set per 30 
residents and per category of dependency (table 5.12). 
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Table 5.12: required man power in rest (and nursing) homes for elderly 
 Category of 

dependency 
Nursing 
staff 

Caring 
staff 

Staff for 
reactivation 

Physiotherapist, 
occupational 
therapist or speech 
therapist 

O 0,25 - - - 
A 1,20 0,80 - - 
B 2,10 4 0,35 - 
C 4,10 5,06 0,385 - 

Rest home for 
elderly 

Cd 4,10 6,06 0,385 - 
B 5 5 - 1 
C 5 6 0,5 1 

Rest and nursing 
home for elderly 

Cd 5 6,5 0,5 1 

The coordinating and consulting physician in a rest and nursing home is a contract of 2 
hours and 20 minutes per week and per 30 residents. 

Psychiatrists 

The reimbursed psychiatrist fee differs per setting.  

• In hospital settings (T, t1 and t2) the direct and indirect activities of a 
psychiatrist are covered by daily fees for supervision for every day in hospital. 
The fee depends on the unit and the duration of hospitalisation (table 5.13). 
The fee is higher for A-units than for T-units and his higher at the beginning 
of a hospitalisation.  

• A psychiatrist can invoice a specific fee for availability for periods of 
therapeutic absences of patients, for an intake examination and a discharge 
examination.  

• a psychiatrist can invoice supplements. (The psychiatrist has to negotiate with 
the hospital on the amount he has to pay to the hospital).  

Table 5.13: fees for supervision – cost for RIZIV/INAMI and patient as of 
01/01/2008 

VI Patient  Nomenclature Total 
 Pref.reimb.  Pref.reimb 

A-Unit 
1st – 12th day 598426 28,88 23,92 28,88 4,96 0 

1st – 12th day (geaccr.) 598161 30,22 25,26 30,22 4,96 0 

13th – 30th day 598441 19,74 19,74 15,80 3,94 0 
31st  - 90th day 598463 14,48 11,59 14,48 2,89 0 

91st day – 6th month 598485 6,58 5,27 6,58 1,31 0 

From 7th month on 598080 2,38 1,55 2,38 0,83 0 
T-unit 

1st – 12th day 598522 19,11 15,29 19,11 3,82 0 
1st – 12th day (geaccr.) 598183 20,29 16,47 20,29 3,82 0 

13th – 60th day 598544 16,47 13,18 16,47 3,29 0 
61st day – 6th month  598566 10,29 8,24 10,29 2,05 0 

7th month – 12th month 598662 6,86 5,49 6,86 1,37 0 
From 13th month on 598684 2,85 2,28 2,85 0,57 0 

• In a PVT/MSP the daily sum an institution receives covers all medical services 
delivered by psychiatrists and neuropsychiatrists. A psychiatrist has to 
negotiate his wage with the institution. 

• In sheltered living, consultations and treatment of (neuro)psychiatrists fall 
under the general regulations for ambulatory settings. A psychiatrist can 
invoice a fee for his services in accordance with the nomenclature of medical 
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services. The fee depends on the medical service. Above the fee, he can also 
invoice supplements. 

• In all settings a psychiatrist can also invoice a fee and supplements for a 
number of specialised services (ECT, polysomnographic examination).  

OUT OF POCKET PAYMENTS  

Psychiatric unit in a general / psychiatric hospital 

In a general and psychiatric hospital, a patient has to pay a part of the cost of a stay in 
case of day and night treatment. The amount depends on the social status of a patient 
and on the duration of hospitalisation.  

There are differences between a general and a psychiatric hospital (see . Table 5.14 & 
5.15) 

A patient in day treatment never has to pay a part of the cost of a stay. A patient in 
night treatment only has to pay when has a paid activity and this starting at the 91st day. 

Table 5.14: patient’s part in the cost of a stay in a general hospital in Euro 
(01/01/2008) 

 
First day 

of 
admission 

2nd until 
90th day 

From 91st 
day on 

Persons entitled without preferential 
reimbursement 

40,86 13,59 13,59 

Children of the persons entitled without 
preferential reimbursement 

32,10 4,83 4,83 

Persons entitled to the preferential scheme and 
their dependants 

4,83 4,83 4,83 

Unemployed persons entitled to complete 
benefits since at least one year and their persons 

dependent 
32,10 4,83 4,83 

Table 5.15: patient’s part in the cost of a stay in a psychiatric hospital in Euro 
(01/01/2008) 

 
First day of 
admission 

2nd 
until 
90th day 

From 
91st day 
on 

From 6th 
year on 

Persons with persons dependent or obliged to pay 
alimony and their persons dependent 

40,86  13,59  4,83 4,83 

Persons without persons dependent 40,86  13,59  13,59  22,66  

Children  32,10  4,83  4,83 4,83 

unemployed person entitled to complete benefits 
since at least one year and with persons dependent 
or obliged to pay alimony and their persons 
dependent  

32,10 4,83 4,83 4,83 

unemployed person entitled to complete benefits 
since at least one year and without persons 
dependent 

32,10  4,83 4,83  13,59 

Persons entitled to the preferential reimbursement 
with persons dependent or obliged to pay alimony 
and their persons dependent  

4,83  4,83 4,83 4,83 

Persons entitled to the preferential reimbursement 
but without persons dependent  

4,83 4,83 4,83  13,59 
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A hospital can invoice a room supplement for patients in day and night treatment and 
night treatment, within the limits of the legal framework (Table 5.16). 

Table 5.16: general overview of the legal framework for room supplements 
Common 
room 

Room supplement forbidden 

Double room Room supplement allowed with a maximum of 20,92* Euro per day, except for: 
- Persons entitled to higher reimbursement (and their persons dependent); 
- Persons recognised as chronically ill; 
- Persons receiving the lump sum for incontinence material; 
- Patients receiving the lump sum for palliative care or admitted in the palliative 

hospital unit; 
- Patients admitted in a double room when a common room is not available; 
- Admissions in the emergency department of ICU; 
- Admissions of a child and his accompanying parent. 

Single room Room supplements allowed, except: 
- If the patients health requires the admission in a single room; 
- admissions in a single room when other room types aren’t available; 
- for admissions in the emergency department of ICU; 
- For admissions in a single room because of the necessities of the unit; 
- For admissions of a child and his accompanying parent. 
The amount is determined freely by the hospital. 

* Amount as of 01/01/2008 / circular RIZIV/INAMI PH 2008/3 

All patients have to pay co-payments and sometimes supplements for services of care 
givers. They pay a part of the fees for supervision, the fees for technical activities (f.i. 
electroshock), dental care, fees for activities of physiotherapist that aren’t part of the 
psychiatric treatment …. The amount depends on the type of service and of the social 
status of the patient. the legal framework for supplements above the fee is presented in 
table 5.17. 

Table 5.17: legal framework for the invoicing of supplements above the fee 
Room type Care givers subscribed to the 

convention 
Care givers not subscribed to the 
convention 

Common room 
and double room 

Forbidden Allowed, except 
Persons entitled to higher reimbursement (and 
their persons dependent); 
Persons recognised as chronically ill; 
Persons receiving the lump sum for 
incontinence material; 
Patients receiving the lump sum for palliative 
care or admitted in the palliative hospital unit; 
Patients admitted in a double room when a 
common room is not available; 
Admissions in the emergency department of 
ICU; 
Admissions of a child and his accompanying 
parent. 
 

Single room Allowed, except 
If the patients health requires the 
admission in a single room; 
admissions in a single room when other 
room types aren’t available; 
for admissions in the emergency 
department of ICU; 
For admissions of a child and his 
accompanying parent. 

If the patients health requires the admission in a 
single room; 
admissions in a single room when other room 
types aren’t available; 
for admissions in the emergency department of 
ICU; 
For admissions of a child and his accompanying 
parent. 
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All hospitalised patients pay a daily lump sum as a contribution in the cost of 
medication. In a psychiatric hospital this covers all medication – D-category included – 
regardless of the real consumption. In 2003 the lump sum amounted to 0,7 € per day. 
On 1st of July 2003 it was raised to 0,8 € per day. This lump sum can also be invoiced 
during periods of absences for therapeutic reasons as the hospital has to guarantee the 
continuity in the deliverance of pharmaceutical products.  

In a general hospital the lump sum amounts nowadays to 0,64 € per day, but it only 
covers the reimbursed medication. D-category medication is entirely at the expense of 
the patients. 

Patients pay the entire price for products and services without a medical reason if 
requested by the patient and not covered by the price per day (telephone, water, 
newspaper …). 

PVT / MSP 
A patient in PVT / MSP has to pay a part of the cost of a stay. This contribution covers 
the investment costs and the living costs. In principle the amount is the same for every 
one and amounts to 32,43 Euro in 2008.  

To guarantee the financial accessibility, the FPS Health pays an allowance, the amount 
depending on the social status of a resident. 

A resident pays a daily lump sum as a contribution in the cost of medication. This 
covers all medication – D-category included – regardless of the real consumption. In 
2003 this was 0,7 Euro by day. On 1st of January 2005 it was raised to 0,8 Euro and to 
0,95 Euro in 2007. 

A resident has to pay a fee (and possibly supplements) for other medical services 
(generalist, dentist…), and personal care (clothing, recreation…). 

IBW / IHP 
In IBW / IHP a patient always pays a monthly rent. Each initiative can determine its own 
price without any formal regulations by health care. Some examples of rent are 
presented in table 5.18. In principle this cost continues during admissions in hospital. 

Table 5.18: examples of rent in IBW/IHP 
Name Monthly costs 

Pro Mente (Sint-Niklaas) 254,41 € for a room in a house 
269,41 € for a semi-studio flat 
312 € for a studio flat 
Expenses for utilities not included (±61 € / month in 2005) 

Eigen Woonst (Menen) 270 à 320 € for a room in a house 
320 à 380 € for a studio flat 

De Bolster (Kortrijk) 220 à 370 € depending on the room 
Pastya (Kessel-Lo) 151,22 à 210,71 € 

+ 115 € expenses 
Walden (Bierbeek) 300 à 350 € 
De Vliering (Boechout) 300 € (2006) 
Domus (Duffel) 300 € on average 
BW Kempen (Geel) 260 à 350 € 
Bewust vzw (Sint-Truiden) 350 à 450 € for a room in a house 

Up to 550 € for a studio flat 
Nieuwe Thuis (Ganshoren) 358 € 
Habitations Protégées  
Bruxelloises (Brussels) 

250 € à 500 €, depending on the size of the flat 

Entre Autres (Jette) 400 € 
L’espoir (Saint-Servais) 461 € for a room in a house (rent + cost for utilities + food) 

372 € for a studio flat (rent + utilities) 
Psynergie (Jambes) 343 € 
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A resident in IBW / IHP has to pay a personal share (co-payments and possibly 
supplements Depending on the type of service and the social status of the patient) for 
the (follow-up) treatment of (mental) health problems. None of these services are 
covered by the lump sum the institution receives.. 

A resident in sheltered living is considered as an ambulatory patient and pays a personal 
share depending on the category of the medication and his social status. For category B 
drugs (e.g. antipsychotic medication or antidepressants,) a patient pays 25 % of the cost 
(15 % for persons entitled to the preferential scheme). In case a more expensive drug 
was prescribed and delivered, the patient also pays a supplement. Both personal shares 
are counted for the system of maximum billing. 

Category D medication (e.g. anxiolytics and hypnotics and sedatives) is not reimbursed, 
and  this out-of-pocket payment isn’t taken into account for maximum billing (MAF). 

Finally a patient has expenses for daily living (food, clothes, recreation,…). 

REST (AND NURSING) HOMES FOR THE ELDERLY 
A resident pays a daily sum for his stay in a rest (and nursing) home for elderly. The 
amount differs from one institution to another. In an institution that joined the 
convention, the amount always covers at least the lodging cost, the cost for 
incontinence material and the costs of linen. The regional norms for recognition contain 
a number of additional rules with respect to the daily sum. The amount can not be 
differentiated in function of the degree of dependence of residents. It can only be 
differentiated in function of the room type. (Table 5.19) The average monthly cost in 
Belgium amounts to 1.008 Euro. The amount is higher in Flanders and Brussels and 
lower in Wallonia.  

We should however be careful while comparing the average daily or monthly cost per 
region for there might also be differences between the package of services covered. 

Table 5.19: average daily and monthly living cost in a rest (and nursing) 
home for elderly per region in 2003 (in Euro) 

 Average cost per day Average cost per 
month 

Flanders 36,64 1.099,20 
Wallonia 30,80 924,00 

Brussels Capital 36,19 1.085,70 
Belgium 33,59 1.007,70 

For services not included in the daily sum and not covered by the allowance of the 
RIZIV/INAMI, supplements are invoiced (f.i. hairdresser, pedicure, telephone, television, 
personal laundry …). 

Given the social character, rest (and nursing) homes are submitted to the price 
regulation system. Consequently every change in prices – daily sum or supplements - 
resulting in a higher cost for the resident, should be applied for at the federal public 
service economy. 

Finally, a resident pays a co-payment for activities of care givers, f.i. GP. This is not 
allowed for services covered by the daily sum an institution receives from RIZIV/INAMI. 

SOCIAL PROTECTIVE MEASURES 
The Belgian health insurance contains a number of specific regulations aimed at 
protecting the most vulnerable persons. 

Scheme of higher reimbursement 

Patients entitled to higher reimbursement pay reduced co-payments. The reduction 
depends on the type of expenditure (GP, specialist, drugs, hospital…). In brief, the co-
payment for preferential treatment beneficiaries amounts to about 10% for 
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consultations with a GP, 15% for consultations with a specialist, and more than 20% for 
physiotherapy, speech therapy, podology and dietetics.  

The percentages for patients without preferential treatment are 25% for consultations 
with a GP, 35% for home visits of a GP and 40% for consultations with a specialist, 
physiotherapy, speech therapy, podology and dietetics.  

Maximum Billing (MAF) 

The purpose of the maximum billing (MaB)-mechanism (Maximumfactuur – Maximum à 
Facturer) is to limit the total amount of co-payments. The MaB guarantees that patients’ 
annual co-payments will not exceed a certain limit. The limit varies with family income 
level. Not all co-payments are taken into account, for instance the cost for an admission 
in a psychiatric hospital of more than 1 year, the cost for a stay in a psychiatric nursing 
home or the not reimbursed medication. 

There are four types of maximum billing. 

• Social maximum billing: A threshold of € 450 is applied at the household level 
for specific vulnerable groups. It is applicable to households, with at least one 
individual with preferential treatment or who is entitled to an allowance for 
handicapped persons. There is no specific link to income, since these 
vulnerable groups per definition have a small income. As soon as the limit of 
€ 450 has been reached, the co-payments are waived for the rest of the year. 

• Maximum billing children (individual entitlement): A threshold of € 650 is 
applied at the level of the child. All children younger than 16 years (19 years 
from 1/1/2004) with total co-payments of € 650 become individually entitled 
without taking into account family income. 

• Maximum billing for low and modest incomes: A threshold of € 450 for low 
incomes and € 650 for modest incomes is applied at the household level. In 
2003 the income threshold to qualify for low income equalled € 13,956.17 
and € 21,455.00 for modest income. 

These three types of maximum billing are administered by the mutualities 

• Fiscal maximum billing: applies to all fiscal households with an income higher 
than the limit for maximum billing for modest incomes. When these 
households have co-payments exceeding the threshold taking into account 
their net year income, they are eligible for fiscal maximum billing. For this 
group, knowledge of fiscal income is necessary, and therefore the tax 
administration carries out the repayments (when taxes are levied, about 2 
years after date). The system of fiscal maximum billing was abolished in 2005. 
Since then the principle of maximum billing for low and modest incomes is 
applied, in a gradual way, to all incomes. 

Lump sum subsidies 

For persons expected to have high medical expenditures, some lump sum subsidies have 
been installed: lump sum for people with a chronic illness, lump sum for palliative 
treatment at home, lump sum for patients in a persistent vegetative status at home and 
lump sum for incontinence material. 

The lump sum for people with a chronic illness can be attributed if two conditions are 
met. The first condition concerns the total amount of co-payments, counted in the 
same way as for the maximum billing scheme. The second condition is that they have to 
fall in at least one of the determined categories of dependency. The allowance amounts 
to 261,97 Euro per year in 2008 and can be paid regardless of the setting. 

The lump sum for incontinence material can be paid to persons suffering from 
incontinence if they also have a minimum degree of dependence. The allowance 
amounts to 430,46 Euro per year in 2008. It can not be paid to persons in hospitals, 
rest (and nursing) homes for the elderly, sheltered living, psychiatric nursing homes and 
a number of rehabilitation centres. 

Allowances for persons with a reduced level of self-reliance 
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A law of 1987 creates three categories of allowances for disabled persons: the 
integration allowance and the income substitution benefit for the non-elderly and the 
allowance for help to the aged for the elderly. The aim of these benefits is to grant an 
income to or to increase the income of disabled persons who, due to their handicap, 
are not or no longer able to provide themselves with a sufficient income. To receive 
this allowance two conditions have to be met: a person has to be sufficiently dependent 
and his income shouldn’t exceed a threshold.  Consequently not all dependent persons 
are entitled to these allowances. 

Flemish dependency insurance (zorgverzekering) 

In case of dependency a person can be entitled to the Flemish dependence insurance if 
he fulfils the conditions. Inhabitants of Flanders compulsory insured, inhabitants of 
Brussels Capital are free to affiliate with an insurer. 

Ambulant patients, residents of an IBW/IHP included, should meet the conditions with 
respect to dependency to receive the monthly amount of 115 Euro (125 Euro as of 
01/07/2008). 

Patients in PVT/MSP and in a rest (and nursing) home for elderly automatically receive a 
monthly amount of 125 Euro if they are admitted in a recognized institution. 

For persons admitted in a home for handicapped persons (recognition by Vlaams 
Agentschap voor Personen met een Handicap) the allowance can not be paid in case of 
full-time admission (= 144 days of absence at maximum per year). 

The grant of the Flemish government for the Flemish dependence insurance amounts to 
128.442.000 Euro in 2008. Besides this every inhabitant of Flanders of 26 years and 
older has to pay a yearly contribution of 25 Euro or 10 Euro for persons entitled to 
higher reimbursement. The receipts from those contributions are estimated at 98.438 
Euro for 2008. 

Average monthly cost per setting 

Table 5.20 estimated the average monthly cost for each of the settings based on the 
rules and regulations. We estimated the cost for a severely mentally ill person, entitled 
to preferential reimbursement but without persons dependent with an admission of at 
least 6 years. We assume a non-interrupted stay of 30 days. If available we give the 
amounts 2008. If needed, we complete the scheme with the observed cost (amounts in 
italic). 

First, we limit the comparison to a number of services related to the psychiatric 
treatment as far as they are common for (almost) all patients.  

The decisions on the costs taken into account are led by the concern to maximize the 
comparability between the settings. In the second part of the table we add some 
categories of costs, observed during the analysis. 

We should keep in mind that this is only a theoretical approach of the cost that has to 
be interpreted in combination with the observed results. For assuming a non 
interrupted stay in a specific setting f.i. is of course an underestimation of the real cost: 

• a hospital admission in T will be more expensive for the public 
authorities if part of it is spent in A and not in T (higher fee for 
supervision) 

• a hospital admission in t1 will be more expensive for the patient if part 
of the admission is spent in T (co-payment for cost per day),  

• an admission in IBW/IHP will be more expensive for the public 
authorities if a patient is temporary admitted in hospital from time to 
time. The analyses of the IMA-database proved that this often occurs. 
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Table 5.20: average monthly cost for public authorities and patient in psychiatric settings in Euro 
 T-unit in psychiatric hospital Day treatment (t1) in psychiatric 

hospital 
Night treatment (t2) in psychiatric 

hospital 
PVT / MSP IBW / IHP 

 Public 
financing 

Patient Total Public 
financing 

Patient Total Public 
financing 

Patient Total Public 
financing 

Patient Total Public 
financing 

Patient Total 

Stay 6.792,30* 407,70 7.200,0 6.792,30* 0,00 6.792,3 6.792,30* 0,00 6.792,3 2.988,00**
** 

761,10 3.749,5 919,50***
** 

350,00 1.219,5 

Nursing / care / / / 22,96 0,50 23,46 / /     12,64 0,01 12,65 
Medication (A, 

B, C) 
138,53 162,53 80,14 104,14 86,55 110,55 124,11 152,61 92,35 12,08 104,43 

Medication D / 

24,00 

 / 

24,00 

 0,00 

24,00 

 0,00 

28,50 

 0,00 ?? ?? 
Treatment / 
supervision 

psychiatrist** 

85,50 0,00 85,50 85,50 0,00 85,50 109,29 0,88 110,17 / /  26,95 1,66 28,61 

Physiotherapy / / / / / /       3,49 0,53 4,02 
Reimburse-

ment*** 
28,18 - 28,18 0 8,90 - 8,90 0 23,87 - 23,87 0 4,16 - 4,16 0 7,17 - 7,17 0 

Subtotal 7.044,51 403,52 7.448,0 6.989,8 24,00 7.013,8 7.013,01 24,88 7.037,89 2.868,05 785,84 3.623,79 1.072,1 357,11 1.379,21 
GP 0,14 0,02 0,16 4,47 0,09 4,56 0,30 0,01 0,31 6,27 0,03 6,30 7,99 0,94 8,93 

Clinical biology 22,61 0,07 22,68 11,66 0,16 11,82 16,61 0,03 16,64 13,79 0,71 14,50 14,26 0,43 14,69 
Radiology 5,61 0,07 5,68 2,67 0,07 2,74 2,15 0,03 2,18 8,69 0,17 8,86 7,21 0,18 7,39 

Dental care 4,83 0,44 5,27 4,93 0,34 5,27 4,98 0,52 5,42 3,40 0,21 3,61 4,80 0,27 5,07 
Total 7.077,70 404,12 7.481,82 7.013,53 24,66 7.038,19 7.037,05 25,47 7.062,52 2.900,2 786,96 3.687,16 1.106,36 358,93 1.465,29 

* Average price per day at 100 % in psychiatric hospitals – data 2nd semester 2007; source RIZIV/INAMI 

** The amounts taken into account depend on the setting (T: supervision; t1: supervision; t2: supervision and rehabilitation; PVT/MSP: /; IBW/IHP: consults 
(neuro)psychiatrist and neurologist, rehabilitation and psychotherapeutic treatment). 

*** Maximum Billing and lump sums chronically ill and incontinence material – average reimbursement 2002-2003 

**** = amount for mentally ill persons + recuperation 

***** = amount of IHP Mons 
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Appendix 6:  

SOCIO-ECONOMIC CHARACTERISTICS OF THE 
LONG STAY POPULATION 

OCCUPATIONAL STATUS (MPD DATA) 
MPD contains two variables regarding occupational status: (1) work situation at the 
moment of admission, and (2) main profession of the patient during most of his 
professional career.  

This occupational status is registered in MPD at admission, and describes the situation 
at that moment. Since our population is one of long-stay patients, this information can 
be several years old. For patients that have left the hospital during their stay for more 
than 1 month, this information is registered anew. We have used for all patients the 
most recent information available.  

Table 6.1: Occupational status 
 T t1 t2 IBW/IHP PVT/MSP 
Occupational status n % n % n % n % n % 
Job 150 3.2 118 5.8 16 14.6 270 9.1 15 0.5 
Job – interrupted 244 5.2 205 10.1 9 8.2 158 5.3 16 0.5 
No personal income 207 4.4 83 4.1 10 9.1 44 1.5 27 0.9 
Long term sick leave 1304 27.6 839 41.4 38 34.6 1321 44.3 647 20.6 
Persons with handicap 803 17.0 250 12.3 11 10.0 556 18.7 1360 43.2 
Unemployed (paid) 141 3.0 109 5.4 5 4.6 104 3.5 5 0.2 
Other financial support 271 5.7 80 3.9 2 1.8 188 6.3 69 2.2 
Retired 757 16.0 187 9.2 4 3.6 223 7.5 733 23.3 
Other/without/unknown 854 18.1 157 7.7 15 13.6 116 3.9 275 8.7 

Total 4731 100 2028 100 110 100 2980 100 3147 100 

The first row of Table 6.1 refers to patients that had a job at the moment of admission 
(full-time, part-time or irregular). The term ‘Job – interrupted’ means that the patient 
had a job but was not working at the time of admission due to sick leave or other 
interruption. ‘No personal income’ refers to a combination of situations, such as house 
wife, student, unemployed without payment, and living of own savings. ‘Long term sick 
leave’ refers to a person that has worked, but has been in sick leave over 1 year. 
‘Persons with handicap’ receive financial support for a specialized fund. ‘Other financial 
support’ refers to OCMW or persons receiving alimentation.  

The category ‘without occupational status’ is meant for exceptional cases, but is 
unfortunately very regularly used, especially for the population T. For these patients, we 
know that they did not have a job, but we do not know which status they have. 

We can conclude that a combination of factors makes the item ‘occupational status’ less 
suitable in the present study: 

• the information is gathered for different patients at different moments 
(for some patients at the initial admission in the hospital, for others 
during the course of the stay), 

• the information is old for a major part of the patients, 

• the item seems to be filled up quite badly, especially in T-services. 

In Table 6.2, data are presented for all patients that are not students. The category 
‘Without’ refers to persons that never have worked.  
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In T, there is a larger percentage of patients that have never worked compared to t1, t2 
and sheltered living. In the psychiatric nursing homes, this percentage is still larger 
compared to T. This observation can be largely due to a different presence of mentally 
retarded persons in the different settings. Therefore, Table I.13 shows the same results, 
for patients without mental retardation. 

Table 6.2: Main profession 
 T t1 t2 IBW/IHP PVT/MSP 
Occupational status n % n % n % n % n % 
Worker 1711 37.0 961 47.8 58 56.9 1426 48.3 855 27.2 
Employee 626 13.5 402 20.0 14 13.7 461 15.6 295 9.4 
Management/director 17 0.4 10 0.5 0 0.0 10 0.3 10 0.3 
Independent 184 4.0 66 3.3 2 2.0 85 2.9 79 2.5 
Helper of independent 61 1.3 23 1.1 0 0.0 30 1.0 55 1.8 
Other 113 2.4 39 1.9 1 1.0 63 2.1 60 1.9 
Without 1722 37.3 462 23.0 19 18.6 851 28.8 1569 49.9 
Unknown 189 4.1 49 2.4 8 7.8 28 1.0 221 7.0 

Total 4623 100 2012 100 102 100 2954 100 3144 100 

Table 6.3: Main profession (patients without mental retardation) 
 T t1 t2 IBW/IHP PVT/MSP 
Occupational status n % n % n % n % n % 
Worker 1469 39.2 851 47.1 50 56.8 1212 48.2 644 37.7 
Employee 614 16.4 399 22.1 13 14.8 451 18.1 286 16.7 
Management/director 17 0.5 10 0.6 0 0.0 10 0.4 10 0.6 
Independent 178 4.8 64 3.5 2 2.3 82 3.3 72 4.2 
Helper of independent 45 1.2 18 1.0 0 0.0 26 1.0 42 2.5 
Other 97 2.6 38 2.1 1 1.1 49 2.0 46 2.7 
Without 1169 31.2 385 21.3 17 19.3 657 26.1 507 29.7 
Unknown 161 4.3 42 2.3 5 5.7 24 1.0 101 5.9 

Total 3749 100 1807 100 88 100 2514 100 1708 100 

Table 6.3 shows that, in all the settings, a large group of the not mentally retarded 
patients has never had a profession. The largest group can be found in T-services and 
psychiatric nursing homes, where it amounts to almost 1 in 3 long-stay patients. As a 
result, in both settings the number of workers is smaller compared to the other 
settings. Finally, there are more employees in t1, compared to the other settings. 

THE INSURANCE STATUS OF THE PATIENTS (31/12/2003) (IMA 
DATA) 

Introductionh 

The Belgian compulsory health insurance scheme covers the entire population: 
employees, self-employed, civil servants, unemployed, pensioners, minimum income 
recipients, disabled, students, foreign nationals, as well as all of their dependents. Only a 
limited number of people are uninsured, if beneficiaries do not fulfil the administrative 
and/or financial requirements (as e.g. asylum seekers). 

For many years the coverage within the scheme of the self-employed (for active self-
employed, pensioned self-employed … and their dependents) was more restricted than 
that of the general scheme (the scheme of the other insured).  

The latter scheme covered ‘major risks’ (mainly hospitalisation costs) and `minor risks' 
(doctor's visits, physiotherapy, medicines  ...) whereas compulsory coverage for self-
employed was only for major risks. Recently the coverage for self-employed has been 

                                                 
h   Introduction based on KCE report 50A 
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extended to the general schema, but this change is not relevant for the population 
studied in this research project, as the insurance rules were only changed after 2006.  

The Belgian health insurance contains a number of specific regulations aimed at 
protecting the most vulnerable persons. 

Scheme of higher reimbursement 

Patients entitled to higher reimbursement (verhoogde tegemoetkoming – intervention 
majorée) pay reduced co-payments. The reduction depends on the type of expenditure 
(GP, specialist, drugs, hospital…). In brief, the co-payment for preferential treatment 
beneficiaries amounts to about 10% for consultations with a GP, 15% for consultations 
with a specialist, and more than 20% for physiotherapy, speech therapy, podology and 
dietetics. The percentages for patients without preferential treatment are 25% for 
consultations with a GP, 35% for home visits of a GP and 40% for consultations with a 
specialist, physiotherapy, speech therapy, podology and dietetics. The co-payments for 
drugs in an ambulatory setting are given in table 6.4. 

Table 6.4: Co-payments for outpatient drugs at 01/01/2008 
Reimbursement category Preferential 

reimbursement 
Non preferential treatment 

Category A 100 % reimbursement 
No co-payment 

100 % reimbursement 
No co-payment 

Category B 85 % reimbursement 
15 % co-payment with a 
maximum of 7,20 Euro 

75 % reimbursement 
25 % co-payment with a 
maximum of 10,80 Euro 

Category B – large package 
size* 

85 % reimbursement 
15 % co-payment with a 
maximum of 8,90 Euro 

75 % reimbursement 
25 % co-payment with a 
maximum of 13,50 Euro 

Category B – ATC 4th level** 85 % reimbursement 
15 % co-payment with a 
maximum of 10,80 Euro 

75 % reimbursement 
25 % co-payment with a 
maximum of 16,10 Euro 

Category B – large package size 
and ATC 4th level 

85 % reimbursement 
15 % co-payment with a 
maximum of 16,10 Euro 

75 % reimbursement 
25 % co-payment with a 
maximum of 24,20 Euro 

Category C 50 % reimbursement 
50 % co-payment with a 
maximum of 8,90 Euro 

50 % reimbursement 
50 % co-payment with a 
maximum of 13,50 Euro 

Category C – ATC 4th level 50 % reimbursement 
50 % co-payment with a 
maximum of  16,10 Euro 

50 % reimbursement 
50 % co-payment with a 
maximum of 24,20 Euro 

Category Cs 40 % reimbursement 
60 % co-payment without a 
maximum 

40 % reimbursement 
60 % co-payment without a 
maximum 

Category Cx 20 % reimbursement  
80 % co-payment without a 
maximum 

20 % reimbursement  
80 % co-payment without a 
maximum 

* Large package size = more than 60 units  

** New threshold for co-payment introduced for categories B and C on 01/11/2005, for 
therapeutic classes of medication (ATC level 4) for which there is a reimbursable generic 
alternative 

Maximum Billing (MAF) 

The purpose of the maximum billing (MaB)-mechanism (Maximumfactuur – Maximum à 
Facturer) is to limit the total amount of co-payments. This measure was taken to protect 
for the risk that, in case of a long-term or serious illness, the total amount of co-
payments becomes very large and would constitute a sizeable share of the household 
budget. The MaB guarantees that patients’ annual co-payments will not exceed a certain 
limit. The limit varies with family income level. Not all co-payments are taken into 
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account, for instance the cost for an admission in a psychiatric hospital of more than 1 
year, the cost for a stay in a psychiatric nursing home or the not reimbursed 
medication. 

There are four types of maximum billing. 

• Social maximum billing: A threshold of € 450 is applied at the 
household level for specific vulnerable groups. It is applicable to 
households, with at least one individual with preferential treatment or 
who is entitled to an allowance for handicapped persons. There is no 
specific link to income, since these vulnerable groups per definition 
have a small income. As soon as the limit of € 450 has been reached, 
the co-payments are waived for the rest of the year. 

• Maximum billing children (individual entitlement): A threshold of € 650 
is applied at the level of the child. All children younger than 16 years 
(19 years from 1/1/2004) with total co-payments of € 650 become 
individually entitled without taking into account family income. 

• Maximum billing for low and modest incomes: A threshold of € 450 for 
low incomes and € 650 for modest incomes is applied at the household 
level. In 2003 the income threshold to qualify for low income equalled 
€ 13,956.17 and € 21,455.00 for modest income. 

• These three types of maximum billing are administered by the 
mutualities 

• Fiscal maximum billing: applies to all fiscal households with an income 
higher than the limit for maximum billing for modest incomes. When 
these households have co-payments exceeding the threshold taking 
into account their net year income, they are eligible for fiscal maximum 
billing. For this group, knowledge of fiscal income is necessary, and 
therefore the tax administration carries out the repayments (when 
taxes are levied, about 2 years after date). The system of fiscal 
maximum billing was abolished in 2005. Since then the principle of 
maximum billing for low and modest incomes is applied, in a gradual 
way, to all incomes. 

Lump sum subsidies 

In order to compensate people who can be expected to have high medical 
expenditures, some lump sum subsidies have been installed: lump sum for people with a 
chronic illness, lump sum for palliative treatment at home, lump sum for patients in a 
persistent vegetative status at home and lump sum for incontinence material. 

The lump sum for people with a chronic illness can be attributed if two conditions are 
met. The first condition concerns the total amount of co-payments, counted in the 
same way as for the maximum billing scheme. The second condition is that they have to 
fall in at least one of the determined categories of dependency. 

Allowances for persons with a reduced level of self-reliance 

A law of 1987 creates three categories of allowances for disabled persons: the 
integration allowance and the income substitution benefit for the non-elderly and the 
allowance for help to the aged for the elderly. The aim of these benefits is to grant an 
income to or to increase the income of disabled persons who, due to their handicap, 
are not or no longer able to provide themselves with a sufficient income. To receive 
this allowance two conditions have to be met: a person has to be sufficiently dependent 
and his income shouldn’t exceed a threshold.  Consequently not all dependent persons 
are entitled to these allowances. 

 



178 Long stay patients in T-beds-Supplements KCE Reports 84 

 

THE HEALTH INSURANCE STATUS OF THE LONG STAY 
POPULATION 

In 2003 90 % of the Belgian population belongs to the general health insurance schemei. 

For our population of long-stay person with SMI, almost 94 % of the long stay patients 
in T are insured in the general scheme or the scheme of the civil servants. Only little 
differences are being observed for the other mental health care settings.  

Table 6.5: distribution by insurance scheme 

 

* 0 = status unknown or patient not in rule 

ADMINISTRATIVE CATEGORY 
The variable CT1 gives us information about the administrative category a person 
belongs to. For this analysis we put the salaried persons and the self-employed together 
in one group because of the small number of the latter.  

Table 6.6: distribution by administrative category and by setting 

Category 
T 

(N = 3.739) 
t1 

(N = 484) 
t2 

(N = 65) 

IBW / IHP 
(N = 

2.272) 
PVT / MSP 
(N = 2.136) 

Resident* 3,32 2,27 1,54 3,26 3,6 

People benefiting from The 
National Institute for Health 
and Disability Insurance **  

5,65 4,35 21,54 15,31 1,68 

Invalids, disabled persons 66,81 71,91 66,15 66,42 57,44 

pensioner 15,05 15,91 9,23 11,3 25,08 

Widow, widower 5,81 3,51 1,54 1,98 4,73 

Orphans 1,64 1,45 0 1,19 5,01 

Religious community 0,24 0 0 0 0,26 

Unknown or not in rule 1,5 0,62 0 0,53 2,2 
* Resident = persons inscribed in the national register of natural persons. This category consists 
of persons inscribed in the register not belonging to one of the other administrative categories. 

** This category consists of persons primary entitled to benefits. They are (potentially) active 
persons (employees, unemployed persons, primary incapacity, early retirement…) 

The most striking observation is that a majority of patients in all settings depends on an 
allowance income. 

                                                 
i  all information is based on annual report Jaarverslag RIZIV 2003. 

Scheme 
Salaried / civil 

servants Self-employed 0* 

  N % N % N % 
T  3.508 93,82 175 4,68 56 1,50 

t1  468 96,69 13 2,69 3 0,62 

t2  64 98,46 1 1,54 0 0,00 

IBW / IHP 2.214 97,45 46 2,02 12 0,53 

PVT / MSP 1.957 91,62 132 6,18 47 2,20 

Total 8.211 94,42 367 4,22 118 1,36 
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It is no surprise that the category ‘invalids, disabled persons’ is predominant given their 
serious health problems. Moreover for an employed person admitted in hospital there 
is always a presumption of incapacity for work and the invalidity starts after one year of 
incapacity.  

The higher proportion of persons getting regular health insurance reimbursement in 
night treatment and sheltered living indicates that patients can combine their treatment 
with employment during the day. A complementary analysis however learns that almost 
7 % of the residents in sheltered living have an unemployment code for the last 
trimester of 2002. The fact that they are able to work in one or another way doesn’t 
make them less vulnerable. 

As the residents in psychiatric nursing homes are globally older than the patients in 
other settings, we are not surprised to find a higher proportion of pensioners. 

One should however be careful when giving meaning to the data. This table has only an 
indicative value because of measuring / registering reasons. E.g. two persons in a quite 
similar situation can be classified differently: a person with more than one quality (f.i. a 
retired widow) will always be put in the most advantageous category. For example, a 
widow will be in the category ‘widow, widower’ if this is more advantageous for social 
protection than for instance the category of the pensioners what makes them 
vulnerable. 
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PREFERENTIAL STATUS 
In 2003 13 % of the Belgian population was entitled to preferential treatment. 

Table 6.7: number and percentage of patients entitled to preferential treatment by setting and by age category 
T 

(N = 3.739) 
t1 

(N = 484) 
t2 

(N = 65) 
IBW / IHP 
(N = 2.272) 

PVT / MSP 
(N = 2.136) Total Age 

category N % N % N % N % N % N % 
15-30 348 87,88 19 90,48 9 81,82 126 75,00 13 81,25 515 84,15 

31-40 522 94,91 82 85,42 9 75,00 361 77,97 68 98,55 1.042 87,56 

41-50 811 90,11 116 80,56 16 76,19 494 76,95 242 93,44 1.679 85,40 

51-60 744 83,78 87 77,68 9 60,00 483 80,10 489 90,56 1.812 83,97 

61-70 378 72,83 55 76,39 3 75,00 259 83,82 506 85,62 1.201 80,33 

71-80 246 73,00 24 68,57 1 100,00 71 87,65 417 83,90 759 79,81 

 80+ 97 65,10 0 0 1 100,00 6 100,00 137 83,54 241 74,38 

Total 3.146 84,14 383 79,13 48 73,85 1.800 79,23 1.872 87,64 7.249 83,36 
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Almost 85 % of the long term patients in T have a preferential treatment status 
(verhoogde tegemoetkoming). Similar percentages are observed in the other setting, 
except for psychiatric nursing homes where the proportion is even higher. This is quite 
logic seen the vulnerability of the patients. Moreover many patients belong to those 
administrative categories that can open the right to this advantage (invalids, pensioners, 
disabled persons,…). 

For all settings the percentage of persons with preferential status increases with 
duration of stay. This can be due to the fact that after some years of admission in 
hospital a person obtains another more advantageous administrative status or is 
classified differently. 

The somewhat lower percentage in the younger age categories in sheltered living and in 
night treatment (t2) is probably due to the fact that in this setting the younger patients 
more often earn some money and consequently do not meet the conditions for higher 
reimbursement. It can also be hypothesised that they are in general less dependent and 
thus do not belong to those administrative categories that can open the right to this 
advantage. 

The high proportion of the youngest age categories in T and those in t1 is remarkable at 
first sight. We would expect the highest percentages in the oldest age groups. But 
younger (long stay) persons with mental health problems experience many difficulties to 
obtain a good standard of living. They often qualify only after difficulties, they have 
difficulties to find and / or to keep a job, they often find a lower qualified job, some of 
them never are able to work,… and they often stay alone. Due to their health and 
social situation, they have a low income level or rely on allowances. Older persons 
probably have a life history with (well) paid employment and this lowers the chance to 
be entitled to preferential treatment. (table 6.8). 

Table 6.8: proportion of persons entitled to preferential treatment by 
administrative category and by setting 

Category 
T 
(N = 3.739) 

t1 
(N = 484) 

t2 
(N = 65) 

IBW / IHP 
(N = 2.272) 

PVT / MSP 
(N = 2.136) 

Resident  90,36 100 0 96,01 96,11 

Submitted to the national office of social 
security 

 55,04 61,84 42,85 36,77 66,67 

Invalids, disabled persons 94,40 86,78 86,05 88,99 96,99 

Pensioner 61,26 49,34 66,63 75,49 79,74 

Widow, widower 67,36 70,66 100 73,23 65,33 

Orphans 98,17 100 0 100 94,41 

Religious community 100 
0 
 

0 0 100 

Unknown or not in rule 0 0 0 0 0 

ALLOWANCES FOR PERSONS WITH A REDUCED LEVEL OF SELF-
RELIANCE 

Entitled to an allowance for disabled persons 

In the Belgian population of 15 years and older 2,95 % receives an allowance for 
disabled persons. In our study population of long stay patients in T-units this is 52 %. 
The percentage is obviously lower for patients in day treatment, night treatment and 
sheltered living, as the right to an allowance depends – besides on the income level of 
the applicant – also on the degree of dependence. We can assume that patients in day 
or night treatment are less dependent than patients spending the whole day in the 
hospital. We also assume that residents of sheltered living are in global less dependent 
as had been demonstrated in MPG / RPM.  
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With respect to this finding we can also refer to the key mission of an IBW / IHP to 
support the residents to a life as independent as possible. 

For almost each setting we find the highest proportion of persons entitled in the 
younger age categories. Again this might be due to the higher degree of vulnerability in 
terms of professional activities and income level (cfr. higher reimbursement). 

Table 6.9: number and percentage of persons entitled to an allowance for 
disabled persons by setting and by age category 

T 
(N = 3.739) 

t1 
(N = 484) 

t2 
(N = 65) 

IBW / IHP 
(N = 2.272) 

PVT / MSP 
(N = 2.136) 

Total  

N % N % N % N % N % N % 
15-30 221 55,81 14 66,67 4 36,36 75 44,64 9 56,25 323 52,78 
31-40 354 64,36 48 50,00 3 25,00 243 52,48 67 97,10 715 60,08 
41-50 503 55,89 59 40,97 11 52,38 284 44,24 197 76,06 1.054 53,61 
51-60 483 54,39 47 41,96 1 6,67 293 48,59 406 75,19 1.230 57,00 
61-70 226 43,55 30 41,67 0 0,00 173 55,99 388 65,65 817 54,65 
71-80 130 38,58 9 25,71 1 100,00 40 49,38 262 52,72 442 46,48 
80+ 38 25,50 0 0,00 1 100,00 2 33,33 44 26,83 85 26,23 
Total 1.955 52,29 207 42,77 21 32,31 1.110 48,86 1.373 64,28 4.666 53,65 

An association can be found between duration of stay and the proportion of persons 
entitled in T, t1 and sheltered living (table 6.10). In psychiatric nursing homes the 
percentage is evenly spread probably because they are too dependent on others for 
daily activities. 

Table 6.10: number and percentage of persons entitled to an allowance for 
disabled persons by setting and by duration of stay 

T T1 T2 IBW / IHP PVT / MSP Total  
N % N % N % N % N % % 

1-2 years 678 43,63 7 35,00 12 41,38 195 37,64 196 64,47 44,87 
2-6 years 820 54,85 91 38,72 7 25,00 790 51,77 800 64,94 55,54 
6-10 years  269 66,09 70 45,45 2 28,57 88 53,99 195 62,70 59,88 
> 10 years 188 66,43 39 52,00 0 0 37 56,92 182 62,98 62,55 

Categories of insured persons eligible for a lump sum for specific groups of chronically ill 

We checked for most of the criteria of dependence with respect to the lump sum for 
chronically ill people. We didn’t always take into account all settings because of the 
small numbers. 

• Integration allowance categories III and IV and Allowance for help to the aged 
categories III, IV and V 

This variable includes the persons eligible for the allowances for handicapped persons in 
those categories corresponding to a high degree of dependency: category III of IV of the 
integration allowance and category II, IV or V for the allowance for help to the aged. 
Still we should use the results carefully. While the calculation should also include 
persons with a high degree of dependency not receiving any amount because of their 
income level, it is quite plausible that some highly dependent people do not apply for 
these allowances just because of their income level. If a person is included in this 
selection, we know for certain that he / she is to a large extent dependent. But we can’t 
be sure that the selection includes all highly dependent persons in daily life. 

Table 6.11 shows the number and percentage of patients eligible for the integration 
allowance category III or IV, by age category and setting, table 6.12 by duration of stay. 
This allowance can be attributed to handicapped persons aged 21 and over. One can 
see that in total 32 % of the patients was eligible for the integration allowance category 
III or IV. For the Belgian population this percentage in 2003 was 1,3 %. We find the 
highest proportion in T-settings and in psychiatric nursing homes.  

Up to the age category 51-60 year, the proportion of patients eligible seems to increase 
with age. Beyond this age group, the proportion logically decreases because after the 
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age of 65 the allowance is converted into an allowance of “help to the aged”, except in 
those cases where the integration allowance is a more advantageous social protection 
measure. 

Table 6.12 shows that in T-units and in sheltered living the proportion of persons 
eligible increases with duration of stay. In psychiatric nursing homes the proportion 
remains more or less constant.  

For long stay patients in sheltered living the increasing proportion by duration of stay 
doesn’t seem logic on the one hand for in this setting the support aims at maximizing 
the independence of the residents. On the other hand one can assume that persons 
regaining many skills can leave the initiative after a relatively shorter stay. Consequently 
one can expect that the group of (very) long stay residents have a higher degree of 
dependency and thus are entitled to the allowances, in contrast to the shorter stay that 
are working on reintegration. 

Table 6.11: number and percentage of patients eligible for the integration 
allowance category III or IV, by age and setting 

 T 
(N = 3.739) 

t1 
(N = 484) 

IBW / IHP 
(N = 

2.272) 

PVT / MSP 
(N = 

2.136) 
Total 

Age 
category 

N % N % N % N % % 

21-30 115 29,04 3 14,29 12 7,14 6 37,50 22,55 

31-40 228 41,45 22 22,92 57 12,31 48 69,57 29,92 

41-50 402 44,67 30 20,83 88 13,71 146 56,37 34,08 

51-60 384 43,24 16 14,29 97 16,09 314 58,15 37,58 

61-70 195 37,57 13 18,06 56 18,12 311 52,62 38,46 

71-80 67 19,88 1 2,86 17 20,99 148 29,78 24,50 

80 +  0 0,00 0 0,00 0 0,00 0 0,00 0,00 

Total 1.391 37,20 85 17,56 327 14,39 973 45,55 31,64 
Table 6.12: number and percentage of patients eligible for the integration 
allowance category III or IV, by duration of stay and setting 

 

T 
(N = 

3.739) 

IBW / 
IHP 
(N = 

2.272) 

PVT / MSP 
(N = 2.136) 

Total 

Duration of stay N % N % N % N % 

1-2 years  425 27,4 59 11,4 142 46,7 634 26,14 

2-6 years  589 39,4 233 15,3 553 44,9 1415 31,33 

6-10 years  220 54,1 20 12,3 154 49,5 421 40,4 

> 10 years  157 55,5 15 23,1 124 42,9 313 43,9 

Tables 6.13 and 6.14 show, for each setting, the number of patients eligible for the 
allowance for help to the aged, category III, IV and V, by age category and by duration of 
stay. This allowance can only be attributed to persons aged 65 and over. In the whole 
study population of long stay patients regardless of the setting 11,19 % of the patients of 
65 years and older were eligible for the allowance for help to the aged in one of the 
three categories. This proportion is obviously lower for residents in sheltered living. 
This overall proportion increases by age. The same is true for the proportion by setting. 
The number of patients concerned in day or night treatment is too small to draw any 
conclusions. There doesn’t seem to be a correlation between the proportion of persons 
eligible and duration of stay. 
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Table 6.13: number and percentage of patients eligible for the allowance for 
help to the aged by setting and age category 

T IBW / IHP PVT / MSP Total 

 N % N % N % N % 

65-70  11 2,12 4 1,29 18 3,05 35 2,34 

 71-80 76 22,55 9 11,11 91 18,31 179 18,82 

+ 80 45 30,20 2 33,33 48 29,27 96 29,63 

Total  +65 132 13,13 15 3,79 157 12,54 310 11,19 

Table 6.14: number and percentage of patients eligible for the allowance of 
help to the aged by setting and duration of stay 

T IBW / IHP 
PVT / 
MSP 

Total 

 N % N % N % % 

1-2 years  52 17,11 1 3,85 8 10,67 15,23 

2-6 years  59 18,38 10 5,15 81 15,37 14,29 

6-10 years  12 15,00 2 11,11 21 11,41 11,82 

> 10 years  9 12,16 2 11,76 47 20,98 17,42 

• Allowance for help from a third person  

Variable PP2007 indicates if a person was entitled to the allowance for help from a third 
person as part of the former regulation on allowances for disabled persons. The 
allowance can be attributed only on application. We found that only few people (47) are 
entitled to this allowance. 

• Primary incapacity for work or invalidity and help from a third person 

Variable PP2008 indicates if a person received an allowance as part of an allowance for 
primary incapacity for work or invalidity for persons considered as a dependent person 
because of the need of help from a third person. Again only a few persons were entitled 
to this allowance (49 in total). 

• Allowance for help from a third person (lump sum) 

In the total study group only six persons receive this allowance. 
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Appendix 7:  

TABLES OF THE IMA-ANALYSES 
LENGTH OF STAY 

Table 1: proportion of long stay patients per setting and per duration of stay 
Length of 
stay 

T t1 t2 IBW/IHP PVT/MSP 

1-2 years 1.554 41,56% 20 4,13% 29 44,62% 518 22.80 % 304 14,23% 
2-6 years 1.495 39,98% 235 48,55% 28 43,08% 1.526 67,17 % 1.232 57,68% 

6-10 years 407 10,89% 154 31,82% 7 10,77% 163 7,17% 311 14,56% 
> 10 years 283 7,57% 75 15,50% 1 1,54% 65 2,86% 289 13,53% 

Total 3.739  484  65  2.272  2.136  

SOCIO-DEMOGRAPHIC PROFILE 

Age of patients in 2003 

Table 2: age of patients in 2003 per setting 

 N Mean 
5th 
Ptcl 

Lower 
Quartile Median 

Upper 
Quartile 

95th 
Pctl Minimum Maximum 

T 3.739 51,27 25,00 40,00 51,00 62,00 79,00 15,00 104,00 

t1 484 50,55 31,00 41,00 49,00 59,00 74,00 22,00 91,00 

t2 65 44,42 25,00 34,00 45,00 52,00 63,00 16,00 86,00 

IBW/IHP 2.272 48,49 28,00 39,00 48,00 57,00 69,00 20,00 85,00 

PVT/MSP 2.136 63,21 42,00 54,00 64,00 73,00 83,00 18,00 99,00 

Table 3: Age of patients in 2003 per setting and length of stay 

 
Length of 
stay N Mean 

5th 
Ptcl 

Lower 
Quartile Median 

Upper 
Quartile 

95th 
Pctl Min Max 

1-2 years 1.554 49,50 22,00 38,00 49,00 61,00 79,00 15,00 98,00 

2-6 years 1.495 51,82 27,00 40,00 51,00 62,00 79,00 15,00 97,00 

6-10 years 407 53,21 33,00 43,00 52,00 61,00 78,00 23,00 94,00 

T 
  
  
  

> 10 years 283 55,28 37,00 46,00 54,00 65,00 77,00 28,00 104,00 

1-2 years 20 42,15 24,50 31,50 42,00 49,00 68,50 23,00 73,00 

2-6 years 235 50,46 30,00 39,00 49,00 61,00 76,00 22,00 91,00 

6-10 years 154 50,07 32,00 42,00 50,00 57,00 69,00 25,00 79,00 

t1 
  
  
  

> 10 years 75 54,03 41,00 46,00 53,00 64,00 73,00 38,00 77,00 

1-2 years 29 41,97 22,00 32,00 45,00 49,00 63,00 22,00 72,00 

2-6 years 28 45,25 26,00 36,50 47,00 52,50 66,00 16,00 86,00 

6-10 years 7 48,86 37,00 40,00 52,00 59,00 62,00 37,00 62,00 

t2 
  
  
  

> 10 years 1 61,00 61,00 61,00 61,00 61,00 61,00 61,00 61,00 

 1-2 years 518 44,15 25,00 35,00 45,00 53,00 65,00 20,00 85,00 

2-6 years 1.526 49.32 30.00 40.00 49.00 58.00 70.00 20.00 83.00 

6-10 years 163 51.52 36.00 44.00 52.00 59.00 67.00 30.00 79.00 

IBW/IHP 
  
  
  

> 10 years 65 55.97 39.00 48.00 56.00 65.00 72.00 32.00 76.00 

1-2 years 304 55.51 35.00 46.00 55.00 64.00 77.00 19.00 96.00 

2-6 years 1.232 62.25 43.00 54.00 63.00 71.00 82.00 18.00 95.00 

6-10 years 311 67.02 48.00 58.00 67.00 75.00 86.00 34.00 99.00 

PVT/MSP 
  
  
  

> 10 years 289 71.30 52.00 65.00 72.00 78.00 87.00 41.00 99.00 
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Gender of patients  

Table 4: percentage of men per setting and length of stay 

T t1 t2 IBW/IHP PVT/MSP 

Men Men Men Men Men 
Length of 
stay 

N % N % N % N % N % 
1-2 years  854 54.95 10 50.00 21 72.41 338 65.25 184 60.53 

2-6 years  823 55.05 119 50.64 23 82.14 987 64.68 736 59.74 

6-10 years  224 55.04 103 66.88 5 71.43 126 77.30 167 53.70 

> 10 years  158 55.83 48 64.00 0 0 40 61.54 76 26.30 

Total d’mens 2059 55.07 280 57.85 49 75.38 1491 65,63 1163 54.45 

Table 5: percentage of men per setting and age category 

T T1 T2 IBW/IHP PVT Total 

Men Men Men Men Men Men 

Age 
category 

N % N % N % N % N % N % 
15-30 265 66.92 14 66.67 9 81.82 114 67.86 10 62.50 412 67.32 

31-40 362 65.82 58 60.42 9 75.00 320 69.11 51 73.91 800 67.23 

41-50 561 62.33 90 62.50 17 80.95 442 68.85 154 59.46 1264 64.29 

51-60 511 57.55 69 61.61 12 80.00 384 63.68 342 63.33 1318 61.08 

61-70 231 44.51 35 48.61 2 50.00 189 61.17 316 53.47 773 51.71 

71-80 96 28.49 13 37.14 0 0 39 48.15 237 47.69 385 40.48 

80 +  33 22.15 1 25.00 0 0 3 50.00 53 32.32 90 27.78 

Province of patients  

Table 6:  distribution per province 

T  t1 t2 IBW/IHP PVT/MSP 

  

Pop. 
NIS in 
2003 N % N % N % N % N % 

Antwerp 16,04% 681 18,79 74 15,51 12 18,46 307 13,64 346 16,87 

Brussels Capital 9,58% 198 5,46 11 2,31 2 3,08 229 10,18 164 8,00 

Flemish Brabant 9,93% 337 9,30 72 15,09 18 27,69 210 9,33 134 6,53 

Walloon Brabant 3,46% 64 1,77 2 0,42 0 0,00 19 0,84 16 0,78 

West Flanders  10,95% 558 15,40 110 23,06 15 23,08 320 14,22 172 8,39 

East Flanders 13,23% 529 14,60 133 27,88 13 20,00 449 19,96 445 21,70 

Hainaut  12,38% 453 12,50 5 1,05 0 0,00 152 6,76 230 11,21 

Liege 9,90% 227 6,26 5 1,05 1 1,54 161 7,16 213 10,39 

Limburg  7,75% 305 8,42 36 7,55 4 6,15 254 11,29 218 10,63 

Luxembourg  2,44% 44 1,21 4 0,84 0 0,00 34 1,51 2 0,10 

Namur  4,35% 228 6,29 25 5,24 0 0,00 115 5,11 111 5,41 

Other* 0% 115 3,17 7 1,47 0 0,00 22 0,98 85 4,14 
 (*) Other = not known or abroad 

 

 

 



204 Psychiatry T-beds Supplement KCE Reports 84 

STATUS IN SOCIAL SECURITY 

Insurance system on 31/12/2003  

Table 7: distribution per system of insurance 
Salaried / civil 
servants Self-employed 0*  

N % N % N % 
T 3.508 93,82 175 4,68 56 1,50 

t1 468 96,69 13 2,69 3 0,62 

t2 64 98,46 1 1,54 0 0,00 

IBW/IHP 2.214 97,45 46 2,02 12 0,53 

PVT/MSP 1.957 91,62 132 6,18 47 2,20 

Total 8.211 94,42 367 4,22 118 1,36 

 (*) 0 =status unknown or patient not in rule  

Person entitled / person dependent 

Table 8: number and percentage of persons entitled (PE) and persons 
dependent (PD) per setting and age category 

IBW/IHP PVT/MSP T t1 t2 

  0 PE PD 0 PE PD 0 PE PD 0 PE PD 0 PE PD 
15-30 , 96,4 3,57 , 68,8 31,3 0,76 74,8 24,5 , 90,5 9,52 , 90,9 9,09 

31-40 0,4 99,6 0 , 94,2 5,8 0,91 97,3 1,82 , 100 , , 100 , 

41-50 0,2 99,5 0,31 1,2 97,7 1,16 0,22 96,8 3 , 96,5 3,47 , 95,2 4,76 

51-60 0,5 98,2 1,33 1,1 96,3 2,6 1,46 94,1 4,39 0,9 96,4 2,68 , 100 , 

61-70 1 98,7 0,32 2,9 93,7 3,38 1,73 91,3 6,93 , 93,1 6,94 , 75 25 

71-80 2,5 96,3 1,23 3,8 93,6 2,61 7,12 82,5 10,4 2,9 85,7 11,4 , 100 , 

80 +  , 100 0 8,5 90,2 1,22 10,7 87,9 1,34 , 75 25 , 100 , 

Total 0,48 98,72 0,8 2,76 94,38 2,85 1,93 91,50 6,58 0,41 95,45 4,13 0 95,38 4,62 

Table 9: number and percentage of persons entitled (PE) and persons 
dependent (PD) per setting and length of stay 

IBW/IHP PVT/MSP T t1 t2 

  0 PE PD 0 PE PD 0 PE PD 0 PE PD 0 PE PD 
1-2 years  1,4 98,1 0,58 5,3 90,5 4,28 1,8 90,4 7,85 , 95 5 , 100 , 

2-6 years  0,2 98,9 0,92 2,1 95,3 2,59 2,3 91,6 6,02 0,4 94,9 4,69 , 92,9 7,14 

 6-10 years  , 100 , 3,2 94,2 2,57 1,7 91,9 6,39 0,7 94,8 4,55 , 100 , 

> 10 years  1,5 96,9 1,54 2,4 94,8 2,77 0,7 96,5 2,82 , 98,7 1,33 , , 100 
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Preferential reimbursement 

Table 10: number and percentage of patients entitled to preferential 
reimbursement per setting and age category 

T t1 t2 IBW/IHP PVT/MSP Total Age 
category  N % N % N % N % N % N % 

15-30  348 87.88 19 90.48 9 81.82 126 75.00 13 81.25 515 84.15 

31-40 522 94.91 82 85.42 9 75.00 361 77.97 68 98.55 1042 87.56 

41-50 811 90.11 116 80.56 16 76.19 494 76.95 242 93.44 1679 85.40 

51-60 744 83.78 87 77.68 9 60.00 483 80.10 489 90.56 1812 83.97 

61-70 378 72.83 55 76.39 3 75.00 259 83.82 506 85.62 1201 80.33 

71-80 246 73.00 24 68.57 1 100.00 71 87.65 417 83.90 759 79.81 

 80 + 97 65.10 0 0 1 100.00 6 100.00 137 83.54 241 74.38 

Total PR 3.146 84,14 383 79,13 48 73,85 1.800 79,23 1.872 87,64 7.249 83,36 

Table 11: number and percentage of patients entitled to preferential 
reimbursement per setting and length of stay 

  T t1  t2 IBW/IHP PVT/MSP Total 
Length of 
stay N % N % N % N % N % N % 

1-2 years  1256 80.82 13 65.00 23 79.31 367 70.85 251 82.57 1910 78.76 

2-6 years  1260 84.28 176 74.89 18 64.29 1251 81.98 1074 87.18 3779 83.68 

6-10 years  365 89.68 129 83.77 6 85.71 127 77.91 278 89.39 905 86.85 

> 10 years  265 93.64 65 86.67 1 100.00 55 84.62 269 93.08 655 91.87 

Administrative category 

Table 12: distribution by administrative category and setting (in %) 
 T  t1  t2  IBW/IHP PVT/MSP 

Resident 3,32 2,27 1,54 3,26 3,6 

Submitted to the national 
office of social security* 

5,65 4,35 21,54 15,31 1,68 

Invalids, disabled persons 66,81 71,91 66,15 66,42 57,44 

Pensioner 15,05 15,91 9,23 11,3 25,08 

Widow, widower 5,81 3,51 1,54 1,98 4,73 

Orphans 1,64 1,45 0 1,19 5,01 

Religious community 0,24 0 0 0 0,23 

Unknown or not in rule 1,5 0,62 0 0,53 2,2 

* = employees, unemployed persons, primary incapacity,… 
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Unemployment  

Code unemployment (PP1004) 

Table 13: number of individuals in the different categories of unemployment 
by setting (fourth quarter 2002) 

 
T  t1  t2  

IBW/I
HP  

PVT/M
SP 

No agreement for payment or person deceased 8 0 0 5 15 

Complete unemployment – fulltime employee 5 6 1 103 1 

Temporary unemployment – fulltime employee 0 0 0 21 0 

Complete unemployment – voluntary halftime employee 0 0 0 6 0 

Temporary unemployment – voluntary halftime employee 0 0 0 .3 0 

Halftime employee + allowance of guaranteed income 1 0 0 4 0 
Temporary unemployment of an employee part-time involuntary 

not paid   or temporary unemployment of an employee while 
retaining rights but not entitled to an allowance of guaranteed 

income 0 0 0 1 0 

Early retirement – fulltime employee 

Fulltime professional education 

Unemployed person employed in sheltered workshop 1 4 0 

No days of unemployment in 4th trimester 2002 3716 478 62 2117 2113 

Total 3739 484 65 2272 2136 

% of patients without an unemployment code 99,38 98,76 95,38 93,18 98,92 

Table 14: number of individuals in the different categories of unemployment 
by setting (fourth quarter 2003) 

 T  t1  t2  IBW/IHP  PVT/MSP 

No agreement for payment or person deceased 18 1 0 5 19 

Complete unemployment – fulltime employee 10 6 2 103 2 

Temporary unemployment – fulltime employee 1 0 0 26 1 

Complete unemployment – voluntary halftime employee 1 1 0 5 0 

Temporary unemployment – voluntary halftime employee 1 0 0 7 0 

Halftime employee + allowance of guaranteed income 0 0 0 3 0 

Temporary unemployment of an employee part-time 
involuntary not paid   or temporary unemployment of an 

employee while retaining rights but not entitled to an 
allowance of guaranteed income 

0 0 0 0 0 

Early retirement – fulltime employee 4 0 0 2 6 

Fulltime professional education 1 1 0 4 0 

Unemployed person employed in sheltered workshop 0 0 1 3 0 

No days of unemployment in 4th trimester 2003 3707 475 62 2114 2108 

Total 3739 484 65 2272 2136 

% of patients without an unemployment code 99,14% 98,14% 95,38% 93,05% 98,69% 
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Number of days of unemployment  

Table 15: number and percentage of long stay patients per setting without a 
day of unemployment in 2003 

  N % 

T 3722 99,55 

t1 482 99,59 

T2 64 98,46 

IBW/IHP 2170 95,51 

PVT/MSP 2132 99,81 

Total 8570 98,55 

Table 16: distribution of the number of days of unemployment in 2003 per 
setting 

 N Mean 5th Ptcl 
Lower 

Quartile Median 
Upper 

Quartile 
95th 
Pctl Minimum Maximum 

T 17 135.12 7.00 35.00 77.00 266.00 313.00 7.00 313.00 

t1 2 311.50 310.00 310.00 311.50 313.00 313.00 310.00 313.00 

t2 1 290.00 290.00 290.00 290.00 290.00 290.00 290.00 290.00 

IBW/IHP 102 174.18 5.00 24.00 218.00 308.00 313.00 1.00 313.00 

PVT/MSP 4 243.50 182.00 209.50 239.50 277.50 313.00 182.00 313.00 

Allowances for persons with a reduced level of self-reliance 

Entitled to an allowance for disabled persons 

Table 17: number and percentage of patients entitled to an allowance for 
disabled persons per setting and age category 

T t1 t2 IBW/IHP PVT/MSP TOTAL Age 
category  N % N % N % N % N % N % 

15-30 221 55.81 14 66.67 4 36.36 75 44.64 9 56.25 323 52.78 

31-40 354 64.36 48 50.00 3 25.00 243 52.48 67 97.10 715 60.08 

41-50 503 55.89 59 40.97 11 52.38 284 44.24 197 76.06 1054 53.61 

51-60 483 54.39 47 41.96 1 6.67 293 48.59 406 75.19 1230 57.00 

61-70 226 43.55 30 41.67 0 0.00 173 55.99 388 65.65 817 54.65 

71-80 130 38.58 9 25.71 1 100.00 40 49.38 262 52.72 442 46.48 

80 +  38 25.50 0 0.00 1 100.00 2 33.33 44 26.83 85 26.23 

Total 1955 52,29 207 42,77 21 32,31 1110 48,86 1373 64,28 4666 53,65 

Table 18: number and percentage of patients entitled to an allowance for 
disabled persons per setting and length of stay 

T t1 t2 IBW/IHP PVT/MSP Total 

 Length of stay N % N % N % N % N % % 

1-2 years  678 43.63 7 35.00 12 41.38 195 37.64 196 64.47 44.87 

2-6 years  820 54.85 91 38.72 7 25.00 790 51.77 800 64.94 55.54 

6-10 years  269 66.09 70 45.45 2 28.57 88 53.99 195 62.70 59.88 

> 10 years  188 66.43 39 52.00 . . 37 56.92 182 62.98 62.55 

Categories of insured persons eligible for a lump sum for specific groups of chronically ill  
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Integration allowance categories III and IV 

Table 19: number and percentage of patients eligible for the integration 
allowance category III or IV, per age and setting 

 T t1 t2 IBW/IHP PVT/MSP Total 

Age category N % N % N % N % N % % 

21-30 115 29,04 3 14,29 2 18,18 12 7,14 6 37,50 22,55 

31-40 228 41,45 22 22,92 1 8,33 57 12,31 48 69,57 29,92 

41-50 402 44,67 30 20,83 4 19,05 88 13,71 146 56,37 34,08 

51-60 384 43,24 16 14,29 0 0,00 97 16,09 314 58,15 37,58 

61-70 195 37,57 13 18,06 0 0,00 56 18,12 311 52,62 38,46 

71-80 67 19,88 1 2,86 0 0,00 17 20,99 148 29,78 24,50 

80 +  0 0,00 0 0,00 0 0,00 0 0,00 0 0,00 0,00 

Total 1391 37,20 85 17,56 7 10,77 327 14,39 973 45,55 31,64 

Table 20: number and percentage of patients eligible for the integration 
allowance category III or IV per setting and length of stay 

 T t1 t2 IBW/IHP PVT/MSP Total 

Length of stay N % N % N % N % N % N % 

1-2 years  425 27,4 3 15 5 17,2 59 11,4 142 46,7 634 26,14 

2-6 years  589 39,4 38 16,2 2 7,14 233 15,3 553 44,9 1415 31,33 

6-10 years  220 54,1 27 17,5 0 0 20 12,3 154 49,5 421 40,4 

> 10 years  157 55,5 17 22,7 0 0 15 23,1 124 42,9 313 43,9 

Allowance for help to the aged categories III, IV and V 

Table 21: number and percentage of patients eligible for the allowance for 
help to the aged categories III, IV and V per setting and age category 

T t1 t2 IBW/IHP PVT/MSP Total 

  N % N % N % N % N % N % 

65-70 year 11 2.12 2 2.78 0 0 4 1.29 18 3.05 35 2,34 

 71-80 year 76 22.55 3 8.57 0 0 9 11.11 91 18.31 179 18,82 

+ 80 year  45 30.20 0 0 1 100.00 2 33.33 48 29.27 96 29,63 

Total +65 132 13,13 5 4,5 1 16,67 15 3,79 157 12,54 310 11,19 

Table 22: number and percentage of patients eligible for the allowance for 
help to the aged categories III, IV and V per setting and length of stay 

T t1 t2 IBW/IHP PVT/MSP Total 

  N % N % N % N % N % % 

1-2 years  52 17.11 1 100.00 0 0 1 3.85 8 10.67 15.23 

2-6 years  59 18.38 4 9.76 1 50.00 10 5.15 81 15.37 14.29 

6-10 years  12 15.00 0 0 0 0 2 11.11 21 11.41 11.82 

> 10 years  9 12.16 0 0 0 0 2 11.76 47 20.98 17.42 
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Allowance for help from a third person 

Table 23: number and percentage of patients entitled to the allowance for 
help from a third person per setting and age category 

T t1 t2 IBW/IHP PVT/MSP Total 
Age 

category  N % N % N % N % N % N % 

15-30 . . . . . .     . .     

31-40 . . . . . . . . . . . . 

41-50 1 0.11 . . . . . . . . 1 0.05 

51-60 3 0.34 1 0.89 1 6.67 . . 2 0.37 7 0.32 

61-70 4 0.77 1 1.39 . . 8 2.59 7 1.18 20 1.34 

71-80 3 0.89 . . . . 3 3.70 5 1.01 11 1.16 

80 +  2 1.34 . . . . . . 6 3.66 8 2.47 

Table 24: number and percentage of patients entitled to the allowance for 
help from a third person per setting and length of stay 

T t1 t2 IBW/IHP PVT/MSP Total 
Length of 

stay  N % N % N % N % N % % 

1-2 years  5 0.32 . . . .     3 0.99 0,33 

2-6 years  6 0.40 1 0.43 . . 8 0.52 11 0.89 0,58 

6-10 years  2 0.49 . . 1 14.29 2 1.23 4 1.29 0,86 

> 10 years  . . 1 1.33 . . 1 1.54 2 0.69 0,56 

Primary incapacity for work or invalidity and help from a third 
person 

Table 25: number and percentage of patients in primary incapacity or 
invalidity and receiving an allowance for help from a third person per setting 
and age category 

T t1 t2 IBW/IHP PVT/MSP Total 
Age 

category  N % N % N % N % N % N % 

15-30 . . . . . . 1 0.60 . . 1 0.16 

31-40 5 0.91 1 1.04 . . 3 0.65 2 2.90 11 0.92 

41-50 3 0.33 . . . . 5 0.78 3 1.16 11 0.56 

51-60 5 0.56 1 0.89 . . 12 1.99 6 1.11 24 1.11 

61-70 . . . . . . . . 2 0.34 2 0.13 

71-80 . . . . . . . . . . . . 

80 +  . . . . . . . . . . . . 
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CONSUMPTION OF HEALTH CARE 

General analysis 

Table 26: Percentage of healthcare consumers during their stay per setting 
and per type of services  

  IBW/IHP  IBW/IHP+t1 PVT/MSP T  t1  t2  Total 
Clinical biology 77,95% 100,00% 89,19% 100,00% 100,00% 100,00% 92,01% 

Radiology 59,84% 64,18% 74,34% 70,58% 51,56% 44,62% 67,67% 

Consultations and visits 94,01% 80,97% 92,51% 41,08% 76,82% 36,92% 69,30% 

Specialised services 61,74% 73,88% 77,25% 79,54% 62,24% 67,69% 73,64% 

Surgery 41,54% 42,91% 45,79% 42,85% 32,81% 27,69% 42,70% 

Supervision 51,43% 100,00% 37,55% 99,79% 100,00% 98,46% 72,80% 

Dental care 43,77% 50,75% 30,66% 39,90% 50,78% 44,62% 39,42% 

Home nursing 33,22% 19,78% 1,17% 2,09% 16,15% 4,62% 10,58% 

Physiotherapy 24,14% 10,07% 10,96% 5,94% 6,51% 1,54% 11,70% 

Prix de journée d'entretien 54,61% 100,00% 39,56% 100,00% 100,00% 100,00% 74,17% 

Rest and nursing homes 0,00% 0,00% 0,14% 0,43% 0,00% 0,00% 0,22% 

Rest homes 0,14% 0,00% 1,26% 1,31% 0,26% 0,00% 0,92% 

Centres for day care 0,24% 0,00% 0,00% 0,00% 0,00% 0,00% 0,06% 

PVT/MSP 0,33% 0,37% 100,00% 1,34% 0,00% 0,00% 25,23% 

IBW/IHP 100,00% 100,00% 1,31% 2,03% 0,52% 6,15% 28,54% 

Rehabilitation  5,23% 2,24% 1,08% 1,31% 1,56% 1,54% 2,24% 

Other   77,85% 100,00% 99,11% 100,00% 100,00% 100,00% 94,42% 

* the category ‘specialised dispensations ‘ = nucleair medicine, punctures, internal medicine, 
pneumonology, stomatology, gastroenterology, radiotherapy, … 

Table 27: Percentage of patients consuming clinical biology per setting and 
age category  

Clinical biology 15-30 31-40 41-50 51-60 61-70 71-80 80 +  
T 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 
t1 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 

IBW/IHP 83,23% 76,11% 79,14% 75,71% 77,18% 85,9% 100,0% 
IBW/IHP+t1 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% NA 

PVT/MSP 87,5% 79,71% 86,87% 87,41% 88,49% 93,16% 93,29% 

Table 28: Percentage of patients consuming clinical biology per setting and 
length of stay  

Clinical biology 1-2 years  2-6 years  6-10 years  > 10 years  
T 100,00% 100,00% 100,00% 100,00% 

t1 100,00% 100,00% 100,00% 100,00% 

IBW/IHP 75,65% 81,08% 62,94% 59,32% 

IBW/IHP+t1 100,00% 100,00% 100,00% 100,00% 

PVT/MSP 86,51% 88,72% 91,96% 91,00% 
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Table 29: Percentage of patients consuming clinical biology per setting and 
province 

 T T1 IBW/IHP IBW/IHPT1  PVT 

Antwerp  100,00% 100,00% 77,30% 100,00% 91,04% 

Flemish Brabant 100,00% 100,00% 
71,12% 

100,00% 81,34% 

West Flanders 100,00% 100,00% 
78,25% 

100,00% 98,26% 

East Flanders 100,00% 100,00% 
77,83% 

100,00% 93,48% 

Limburg 100,00% 100,00% 
84,38% 

100,00% 93,12% 

Brussels Capital 100,00% 100,00% 
63,47% 

100,00% 67,07% 

Walloon Brabant 100,00% 100,00% 
78,95%  

81,25% 

Hainaut 100,00% 100,00% 
83,11% 

100,00% 93,04% 

Liege 100,00% 100,00% 
84,18% 

100,00% 85,45% 

Luxembourg  100,00% 100,00% 
85,29% 

100,00% 50,00% 

Namur 100,00% 100,00% 
87,5% 

100,00% 80,18% 

Table 30: Percentage of patients consuming radiology per setting and age 
category   

Radiology 15-30 31-40 41-50 51-60 61-70 71-80 80 +  
T 

62,37% 68,91% 68,22% 74,10% 78,23% 73,00% 59,73% 
t1 

55,56% 46,91% 48,57% 52,81% 54,39% 66,67% 25,00% 
IBW/IHP 50,97% 53,16% 62,24% 61,07% 65,77% 64,10% 66,67% 

IBW/IHP+t1 
50,00% 60,78% 67,33% 66,67% 61,54% 62,50% NA 

PVT/MSP 
81,25% 60,87% 68,34% 71,67% 76,65% 78,67% 76,22% 

Table 31: Percentage of patients consuming radiology per setting and length 
of stay 

Radiology 1-2 years  2-6 years  6-10 years  > 10 years  
T 

72,52% 72,58% 65,11% 57,24% 
t1 

55,00% 54,59% 41,67% 56,41% 
IBW/IHP 56,89% 62,17% 51,75% 49,15% 

IBW/IHP+t1 
70,59% 76,34% 50,00% 50,00% 

PVT 
68,42% 75,97% 75,24% 72,66% 

Table 32: Percentage of patients consuming radiology per setting and 
province 

 T T1 IBW/IHP IBW/IHPT1  PVT 

Antwerp  73,27% 57,63% 65,60% 57,50% 80,06% 

Flemish Brabant 75,67% 50,79% 56,15% 75,00% 74,63% 

West Flanders 67,74% 41,10% 52,28% 52,78% 61,05% 

East Flanders 63,71% 46,79% 60,00% 63,79% 73,26% 

Limburg 69,51% 65,38% 67,41% 87,50% 72,94% 

Brussels Capital 56,57% 55,56% 49,32% 50,00% 59,15% 

Walloon Brabant 76,56% 50,00% 73,68% NA 68,75% 

Hainaut 74,17% 100,00% 62,16% 100,00% 84,35% 

Liege 69,60% 20,00% 58,86% 66,67% 69,01% 

Luxembourg  
68,18% 33,33% 79,41% 100,00% 0,00% 

Namur 
82,02% 72,00% 63,39% 33,33% 85,59% 
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Table 33: Percentage of patients with consultations and/or visits per setting 
and age category  

Consultations and visits 15-30 31-40 41-50 51-60 61-70 71-80 80 +  
T 

47,47% 42,18% 41,56% 37,05% 43,35% 37,69% 40,94% 
t1 

83,33% 82,72% 79,05% 67,42% 75,44% 80,00% 75,00% 
IBW/IHP 95,48% 94,61% 94,14% 91,96% 95,64% 94,87% 100,00% 

IBW/IHP+t1 
62,50% 86,27% 81,19% 81,82% 76,92% 87,50% NA 

PVT/MSP 
81,25% 91,30% 93,05% 90,56% 92,89% 93,76% 94,51% 

Table 34: Percentage of patients with consultations and/or visits per setting 
and length of stay 

 1-2 years  2-6 years  6-10 years  > 10 years  
T 

46,53% 41,14% 29,98% 26,86% 
t1 

80,00% 76,86% 71,88% 87,18% 
IBW/IHP 94,81% 95,29% 81,82% 86,44% 

IBW/IHP+t1 
82,35% 86,26% 80,77% 64,29% 

PVT+MSP 
90,46% 92,37% 95,82% 91,70% 

Table 35: Percentage of patients with consultations and/or visits per setting 
and province 

 T T1 IBW/IHP IBW/IHPT1  PVT 

Antwerp  37,15% 86,44% 97,87% 85,00% 96,53% 

Flemish Brabant 48,37% 61,90% 85,56% 53,13% 89,55% 

West Flanders 32,62% 80,82% 96,84% 77,78% 98,26% 

East Flanders 35,73% 72,48% 97,11% 93,10% 88,99% 

Limburg 31,80% 80,77% 99,11% 87,50% 99,08% 

Brussels Capital 53,54% 66,67% 72,60% 58,33% 68,90% 

Walloon Brabant 43,75% 100,00% 94,74% NA 100,00% 

Hainaut 46,36% 100,00% 97,30% 100,00% 96,09% 

Liege 53,30% 80,00% 98,73% 100,00% 96,71% 

Luxembourg  
47,73% 66,67% 100,00% 100,00% 50,00% 

Namur 
53,95% 92,00% 98,21% 100,00% 91,89% 

Table 36: Percentage of patients with GP consultations and/or visits per 
setting and age category  
GP 15-30 31-40 41-50 51-60 61-70 71-80 80 +  

T 
23,99% 14,91% 13,11% 9,23% 12,52% 8,90% 10,74% 

t1 
77,78% 72,84% 71,43% 62,92% 70,18% 70,00% 75,00% 

IBW/IHP 86,45% 87,82% 86,21% 85,89% 91,28% 92,31% 100,00% 
IBW/IHP+t1 

56,25% 76,47% 73,27% 72,73% 53,85% 87,50% NA 
PVT/MSP 

75,00% 84,06% 86,49% 82,22% 84,94% 85,11% 86,59% 
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Table 37: Percentage of patients with GP consultations and/or visits per 
setting and length of stay 

 1-2 years  2-6 years  6-10 years  > 10 years  
T 

17,57% 11,71% 6,39% 4,95% 
t1 

65,00% 69,43% 66,67% 82,05% 
IBW/IHP 86,43% 89,08% 78,32% 79,66% 

IBW/IHP+t1 
76,47% 77,86% 69,23% 52,38% 

PVT/MSP 
84,54% 84,66% 88,10% 79,93% 

Table 38: Percentage of patients with GP consultations and/or visits per 
setting and province 

 T T1 IBW/IHP IBW/IHPT1  PVT 

Antwerp  13,95% 79,66% 92,91% 80,00% 95,95% 

Flemish Brabant 17,80% 53,97% 80,21% 46,88% 78,36% 

West Flanders 9,86% 73,97% 88,77% 59,72% 95,35% 

East Flanders 15,31% 66,97% 91,81% 84,48% 74,61% 

Limburg 10,49% 69,23% 95,98% 82,50% 77,06% 

Brussels Capital 8,08% 55,56% 57,08% 50,00% 65,24% 

Walloon Brabant 10,94% 100,00% 89,47% NA 100,00% 

Hainaut 10,82% 80,00% 91,22% 100,00% 87,83% 

Liege 21,15% 80,00% 89,24% 100,00% 94,84% 

Luxembourg  
15,91% 66,67% 100,00% 0,00% 50,00% 

Namur 
11,84% 88,00% 96,43% 100,00% 90,09% 

Table 39: Percentage of patients with specialist’s consultations other than 
(neuro)psychiatrist per setting and age category  

Specialists not psy. 
15-30 31-40 41-50 51-60 61-70 71-80 80 +  

T 
36,11% 34,55% 33,22% 31,76% 36,61% 32,05% 33,56% 

t1 
50,00% 41,98% 46,67% 34,83% 33,33% 56,67% 25,00% 

IBW/IHP 
60,65% 60,19% 66,21% 65,71% 62,75% 69,23% 33,33% 

IBW/IHP+t1 
43,75% 52,94% 53,47% 60,61% 53,85% 37,50% NA 

PVT/MSP 
62,50% 69,57% 67,18% 62,59% 68,53% 68,01% 67,07% 

Table 40: Percentage of patients with specialist’s consultations other than 
(neuro)psychiatrist per setting and length of stay 

 
1-2 years  2-6 years  6-10 years  > 10 years  

T 
37,00% 34,72% 25,31% 22,97% 

t1 
50,00% 40,61% 43,75% 38,46% 

IBW/IHP 
61,08% 66,67% 54,55% 47,46% 

IBW/IHP+t1 
41,18% 66,41% 46,15% 35,71% 

PVT/MSP 
60,20% 68,51% 66,24% 65,74% 
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Table 41: Percentage of patients with specialist’s consultations other than 
(neuro)psychiatrist per setting and province 

 T T1 IBW/IHP IBW/IHPT1  PVT 

Antwerp  27,46% 35,59% 69,50% 52,50% 72,83% 

Flemish Brabant 40,36% 42,86% 57,75% 37,50% 69,40% 

West Flanders 27,42% 32,88% 62,46% 50,00% 59,30% 

East Flanders 24,57% 40,37% 64,10% 58,62% 59,10% 

Limburg 26,23% 42,31% 68,75% 62,50% 71,56% 

Brussels Capital 52,02% 55,56% 49,77% 50,00% 59,76% 

Walloon Brabant 37,50% 50,00% 78,95% NA 81,25% 

Hainaut 41,50% 100,00% 64,86% 100,00% 72,61% 

Liege 42,73% 40,00% 67,72% 66,67% 66,20% 

Luxembourg  
40,91% 66,67% 67,65% 100,00% 0,00% 

Namur 
47,81% 60,00% 71,43% 66,67% 70,27% 

Table 42: Percentage of patients with specialist’s consultations 
((neuro)psychiatrist) per setting and age category 

(neuro)psychiatrist 
15-30 31-40 41-50 51-60 61-70 71-80 80 +  

T 
10,35% 6,73% 3,44% 2,03% 4,05% 0,59% 2,01% 

t1 
0,00% 7,41% 10,48% 3,37% 5,26% 6,67% 0,00% 

IBW/IHP 
82,58% 79,86% 78,10% 75,54% 59,73% 43,59% 33,33% 

IBW/IHP+t1 
37,50% 45,10% 35,64% 33,33% 15,38% 0,00% NA 

PVT/MSP 
6,25% 11,59% 8,49% 6,85% 5,92% 4,02% 1,83% 

Table 43: Percentage of patients with specialist’s consultations 
((neuro)psychiatrist) per setting and length of stay 

 
1-2 years  2-6 years  6-10 years  > 10 years  

T 
5,21% 3,88% 1,97% 2,12% 

t1 
10,00% 8,73% 2,08% 2,56% 

IBW/IHP 
74,45% 75,87% 60,84% 61,02% 

IBW/IHP+t1 
76,47% 45,04% 21,79% 4,76% 

PVT/MSP 
5,92% 5,68% 5,79% 6,92% 

Table 44: Percentage of patients with specialist’s consultations 
((neuro)psychiatrist) per setting and province 

 T T1 IBW/IHP IBW/IHPT1  PVT 

Antwerp  4,26% 6,78% 73,76% 42,50% 11,56% 

Flemish Brabant 5,34% 4,76% 72,73% 31,25% 4,48% 

West Flanders 2,87% 4,11% 75,09% 18,06% 10,47% 

East Flanders 4,35% 3,67% 66,75% 29,31% 1,35% 

Limburg 1,97% 7,69% 71,43% 50,00% 2,29% 

Brussels Capital 8,08% 22,22% 68,49% 58,33% 21,34% 

Walloon Brabant 6,25% 50,00% 89,47% NA 0,00% 
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Hainaut 2,43% 40,00% 85,14% 75,00% 2,61% 

Liege 7,93% 20,00% 87,34% 0,00% 3,76% 

Luxembourg  4,55% 0,00% 94,12% 0,00% 0,00% 

Namur 3,51% 12,00% 77,68% 100,00% 0,00% 

Table 45: Percentage of patients with dental care per setting and age 
category 

 15-30 31-40 41-50 51-60 61-70 71-80 80 +  
T 

62,37% 54,18% 42,44% 33,22% 30,83% 24,93% 17,45% 
t1 

77,78% 71,60% 59,05% 51,69% 15,79% 20,00% 0,00% 
IBW/IHP 63,87% 57,38% 45,00% 35,18% 32,89% 26,92% 0,00% 

IBW/IHP+t1 
43,75% 64,71% 55,45% 45,45% 26,92% 37,50% NA 

PVT/MSP 
56,25% 53,62% 47,88% 35,37% 26,90% 23,14% 12,20% 

Table 46: Percentage of patients with dental care per setting and length of 
stay 

 1-2 years  2-6 years  6-10 years  > 10 years  
T 

41,89% 40,87% 34,64% 31,45% 
t1 

55,00% 50,66% 47,92% 56,41% 
IBW/IHP 39,92% 45,68% 43,36% 32,20% 

IBW/IHP+t1 
41,18% 52,67% 46,15% 57,14% 

PVT/MSP 
35,86% 31,66% 29,58% 22,15% 

Table 47: Percentage of patients with dental care per setting and province 

 
T t1 IBW/IHP IBW/IHP+t1 

 
PVT/MSP 

Antwerp  36,71% 50,85% 44,68% 62,50% 26,88% 

Flemish Brabant 54,90% 52,38% 48,13% 62,50% 50,00% 

West Flanders 47,67% 53,42% 42,11% 48,61% 40,70% 

East Flanders 46,69% 48,62% 44,58% 51,72% 28,54% 

Limburg 38,36% 61,54% 41,07% 32,50% 25,69% 

Brussels Capital 27,78% 44,44% 41,55% 50,00% 43,29% 

Walloon Brabant 39,06% 50,00% 57,89% NA 43,75% 

Hainaut 28,48% 60,00% 39,19% 25,00% 23,48% 

Liege 41,41% 60,00% 49,37% 100,00% 33,33% 

Luxembourg  34,09% 33,33% 35,29% 0,00% 0,00% 

Namur 35,96% 40,00% 44,64% 33,33% 21,62% 

Table 48: Percentage of patients with home nursing care per setting and age 
category 

 15-30 31-40 41-50 51-60 61-70 71-80 80 +  
T 

2,53% 1,82% 2,67% 1,35% 3,08% 0,89% 2,01% 
t1 

0,00% 6,17% 9,52% 16,85% 24,56% 50,00% 75,00% 
IBW/IHP 27,10% 25,53% 32,76% 35,54% 40,94% 43,59% 50,00% 

IBW/IHP+t1 
6,25% 29,41% 15,84% 24,24% 15,38% 12,50% NA 

PVT/MSP 
0,00% 2,90% 1,93% 1,85% 0,85% 0,60% 0,00% 
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Table 49: Percentage of patients with home nursing care per setting and 
length of stay 

 1-2 years  2-6 years  6-10 years  > 10 years  
T 

3,28% 1,61% 0,49% 0,35% 
t1 

10,00% 16,59% 18,75% 10,26% 
IBW/IHP 30,74% 33,69% 37,76% 32,20% 

IBW/IHP+t1 
23,53% 25,95% 12,82% 11,90% 

PVT/MSP 
2,96% 1,14% 0,32% 0,35% 

Table 50: Percentage of patients with home nursing care per setting and 
province 

 T t1 IBW/IHP IBW/IHP+t1  PVT/MSP 

Antwerp  0,59% 10,17% 29,79% 10,00% 0,58% 

Flemish Brabant 2,67% 7,94% 26,74% 3,13% 0,00% 

West Flanders 1,43% 19,18% 29,82% 27,78% 0,00% 

East Flanders 3,59% 20,18% 35,18% 15,52% 0,45% 

Limburg 3,28% 15,38% 47,32% 32,50% 2,29% 

Brussels Capital 1,52% 0,00% 12,33% 8,33% 3,66% 

Walloon Brabant 1,56% 0,00% 26,32% NA 0,00% 

Hainaut 2,87% 40,00% 38,51% 50,00% 0,43% 

Liege 3,08% 0,00% 55,70% 66,67% 3,76% 

Luxembourg  0,00% 33,33% 17,65% 0,00% 0,00% 

Namur 1,32% 24,00% 31,25% 33,33% 0,00% 

Specific activities 

Specialised activities 

“Convulsive therapy with a chemical of physical process – the therapy really has to be 
convulsive – electro narcosis, by dispensation (Royal Decree 22-08-2002 – code 477050 
/ 477061). We should keep in mind that this article of the nomenclature is in into force 
only since 01/09/2002. 

“Polysomnographic examination with duration of at least six hours with protocol and 
extracts from the lines.” 

• “The continuous and simultaneous registration that contains at least the EEG, 
the EOG, ECG, de continuous oxymetry and two parameters of the 
respiration (codes 477374 / 477385).” 

• “The continuous electroencephalographic registering during at least 24 hours 
by means of a portable apparatus with magnetic band (technique of the 
Holter type) with a minimum of four derivations, the consultation at the 
moment of the placing and removing of the apparatus included, with protocol 
and extractions from the lines (codes 477411 / 477422)”. 
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T 0,15% 2,67% 0,54% 0,76% 2,95% 0,0% 0,0% 0,44% 5,29% 0,0% 0,0% 
t1 0,00% 1,59% 0,00% 0,00% 0,00% 0,0% 0,0% 0,00% 0,00% 0,0% 0,0% 

IBW/IHP 0,00% 0,53% 0,35% 0,00% 0,00% 0,0% 0,0% 0,00% 0,63% 0,0% 0,0% 
IBW/IHP+t1 0,00% 0,00% 0,00% 0,00% 0,00% 0,0% NA 0,00% 0,00% 0,0% 0,0% 

PVT/MSP 0,00% 0,00% 0,00% 0,00% 0,00% 0,0% 0,0% 0,00% 0,00% 0,0% 0,0% 

Table 53: percentage of long stay patients for whom a polysomnographic 
examination was invoiced in 2002/2003 per setting and province 
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T 1,91% 0,30% 0,00% 0,00% 0,98% 2,02% 0,00% 0,00% 0,44% 0,00% 0,00% 
t1 0,00% 1,59% 0,00% 0,00% 0,00% 0,00% 0,00% 0,00% 0,00% 33,33% 0,00% 

IBW/IHP 1,42% 1,07% 0,70% 0,00% 0,89% 0,46% 5,26% 1,35% 0,00% 0,00% 1,79% 
IBW/IHP+t

1 
5,00% 0,00% 0,00% 0,00% 0,00% 0,00% NA 0,00% 0,00% 0,00% 0,00% 

PVT/MSP 0,87% 0,00% 0,00% 0,22% 0,46% 0,00% 0,00% 0,43% 0,00% 0,00% 0,00% 

Table 51: number and percentage of patients for home specialised activities 
were invoiced per setting 

 

 IBW /IHP IBW/IHP+t1 PVT/ MSP T t1 t2 

 N % N % N % N % N % N % 

477050-477061 3 0,14% 0 0,00% 0 0,00% 41 1,10% 1 0,26% 0 
0,0
0% 

477374-477385 16 0,76% 2 0,75% 7 0,33% 22 0,59% 2 0,52% 0 
0,0
0% 

477411-477422 6 0,29% 1 0,37% 2 0,09% 6 0,16% 0 0,00% 0 
0,0
0% 

Total of 3 activities 24 1,14% 3 1,12% 9 0,42% 68 1,82% 3 0,78% 0 
0,0
0% 

Table 52: percentage of long stay patients for whom convulsive therapy was 
invoiced in 2002/2003 per setting and province 
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Table 54: percentage of long stay patients for whom continuous EEG 
registration was invoiced in 2002/2003 per setting and province 
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T 
0,44% 0,30% 0,0% 0,0% 0,00% 0,0% 0,0% 0,22% 0,44% 0,0% 0,0% 

t1 
0,00% 0,00% 0,0% 0,0% 0,00% 0,0% 0,0% 0,00% 0,00% 0,0% 0,0% 

IBW/IHP 0,71% 0,53% 0,0% 0,0% 0,45% 0,0% 0,0% 1,35% 0,00% 0,0% 0,0% 
IBW/IHP+t1 

2,50% 0,00% 0,0% 0,0% 0,00% 0,0% NA 0,00% 0,00% 0,0% 0,0% 
PVT/MSP 

0,00% 0,00% 0,0% 0,0% 0,00% 0,0% 0,0% 0,00% 0,94% 0,0% 0,0% 

Table 55: percentage of long stay patients for whom at least one of the 
specific services was invoiced in 2002/2003 per setting and province 
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T 2,35% 3,26% 0,54% 0,76% 3,93% 2,02% 0,00% 0,66% 6,17% 0,00% 0,00% 
t1 0,00% 3,17% 0,00% 0,00% 0,00% 0,00% 0,00% 0,00% 0,00% 33,33% 0,00% 

IBW/IHP 1,77% 2,14% 1,05% 0,00% 1,34% 0,46% 5,26% 2,70% 0,63% 0,00% 1,79% 
IBW/IHP+t1 7,50% 0,00% 0,00% 0,00% 0,00% 0,00% NA 0,00% 0,00% 0,00% 0,00% 

PVT/MSP 0,87% 0,00% 0,00% 0,22% 0,46% 0,00% 0,00% 0,43% 0,94% 0,00% 0,00% 

Supervision on hospitalised patients 

Table 56: number and percentage of patients per setting for whom fees for 
supervision were invoiced during a stay      

IBW / IHP 
(N = 2.104) 

IBW / IHP + 
t1 (N = 268) 

PVT / MSP 
(N = 2.135) 

T 
(N = 3.738) 

t1 
(N = 384) 

t2 
(N = 65) 

Unit Day / 
month 

N % N % N % N % N % N % 
Day 1-12 545 25,9 59 22,0 131 6,1 16 4,3 2 0,5 2 3,1 
Day 13-

30 
484 23,0 54 20,2 101 4,7 171 4,6 3 1,0 2 3,1 

Day 31-
90 

324 15,4 46 17,2 58 2,7 237 6,3 4 1,0 2 3,1 

91st day - 
7th 

month 

151 7,2 31 11,6 23 1,1 209 5,6 4 1,0 2 3,1 

≥ 7* 
month 

116 5,5 43 16,0 25 1,2 326 8,7 17 4,4 0 0,0 

A 

Total 709 33,7 106 39,6 164 7,7 736 19,7 23 6,0 3 4,6 
Day 1-12 26 1,2 51 19,0 11 0,5 233 6,2 12 3,1 2 3,1 
Day 13-

60 
39 1,9 59 22,0 7 0,3 382 10,2 12 3,1 4 6,2 

61st day - 
7th 

month 

51 2,4 69 25,8 12 0,6 845 22,6 20 5,2 12 18,5 

7th – 
13th 

month 

46 2,2 69 25,8 10 0,5 1.196 32,0 34 8,9 17 26,2 

≥ 13th 
month 

201 9,6 219 81,7 48 2,3 3.584 98,9 384 100 62 95,4 

T 

Total 287 13,6 268 100 70 3,3 3.662 97,9 384 100 64 98,5 
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Table 57: number and percentage of T-patients for whom fees for 
supervision were invoiced during a stay per length of stay  

Number of patients Percentage of patients 

T 
  
  

1-2 
years  

2-6 
years  

6-10 
years  

> 10 
years  

1-2 
years  

2-6 
years  

6-10 
years  

> 10 
years  

598861-
598883 

K-unit – day 1-12 28 1 0 0 1,80% 0,07% 0,00% 0,00% 

598905 K-unit – day 12-30  30 1 0 0 1,93% 0,07% 0,00% 0,00% 

598920 K-unit – day 31-90 30 1 0 0 1,93% 0,07% 0,00% 0,00% 

598942 
K-unit – day 91 – 7th 

month  
32 1 0 0 2,06% 0,07% 0,00% 0,00% 

  
Total K-unit up to 7 

months 
32 1 0 0 2,06% 0,07% 0,00% 0,00% 

598426-
598161 

A-unit – day 1-12 145 14 1 0 9,33% 0,94% 0,25% 0,00% 

598441 A-unit – day 13-30  144 27 0 0 9,27% 1,81% 0,00% 0,00% 

598463 A-unit – day 31-90 182 55 0 0 11,71% 3,68% 0,00% 0,00% 

598485 
A-unit – day 91-7th 

month  
130 79 0 0 8,37% 5,28% 0,00% 0,00% 

  
Total A-unit up to 7 

month 
311 98 1 0 20,01% 6,56% 0,25% 0,00% 

598522-
598183 

T-unit – day 1-12 194 33 3 3 12,48% 2,21% 0,74% 1,06% 

598544 T-unit – day 13-60  324 51 3 4 20,85% 3,41% 0,74% 1,41% 

598566 
T-unit – day 61 – 7th 

month 
683 156 3 3 43,95% 10,43% 0,74% 1,06% 

598662 
T-unit – 7th-13th 

month 
861 329 4 2 55,41% 22,01% 0,98% 0,71% 

598684 
T-unit – from 13th 

month on 
1449 1457 400 278 93,24% 97,46% 98,28% 98,23% 

  Total T-unit 1522 1462 400 278 97,94% 97,79% 98,28% 98,23% 

599325 
Unit Tp-Tf – day 1-

12 
0 0 0 0 0,00% 0,00% 0,00% 0,00% 

599340 
Unit Tp-Tf – day 13-

60 
0 0 0 0 0,00% 0,00% 0,00% 0,00% 

599362 
Unit Tp-Tf – day 61-

6th month 
1 0 0 0 0,06% 0,00% 0,00% 0,00% 

  
Total unit Tp-Tf up 

to 7 month 
180 134 6 6 11,58% 8,96% 1,47% 2,12% 

598080 
Unit A/K/Tp/Tf from 

7 months on 
180 134 6 6 11,58% 8,96% 1,47% 2,12% 

Table 58: percentage of patients for whom fees for supervision were invoiced 
during a stay per setting and age category 

 15-30 31-40 41-50 51-60 61-70 71-80 80 +  
T 

97,98% 99,64% 98,56% 98,87% 98,65% 97,92% 99,33% 
t1 

100,00% 100,00% 100,00% 100,00% 100,00% 100,00% 100,00% 
IBW/IHP 58,06% 43,09% 42,59% 32,86% 19,13% 15,38% 0,00% 

IBW/IHP+t1 
100,00% 100,00% 100,00% 100,00% 100,00% 100,00% NA 

PVT/MSP 
25,00% 23,19% 14,67% 10,37% 7,61% 7,04% 1,22% 

Table 59: percentage of patients for whom fees for supervision were invoiced 
during a stay per setting and length of stay 

 1-2 years  2-6 years  6-10 years  > 10 years  
T 

99,36% 98,26% 98,28% 98,23% 
t1 

100,00% 100,00% 100,00% 100,00% 
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IBW/IHP 41,52% 37,47% 22,38% 15,25% 
IBW/IHP+t1 

100,00% 100,00% 100,00% 100,00% 
PVT/MSP 

22,37% 8,44% 5,79% 2,08% 

Table 60: number of long stay patients for whom a specific fee at the 
moment of intake or discharge was invoiced in 2002 and / or 2003, per 
setting 

 
  

IBW / IHP 
(N = 2.104) 

IBW / IHP + 
t1 (N = 268) 

PVT / MSP 
(N = 

2.136) 

T 
(N = 3.739) 

t1 
(N = 384) 

t2 
(N = 65) 

  N % N % N % N % N % N % 

597741 Intake 115 5,47% 35 13,06% 10 0,47% 224 5,99% 13 3,39% 2 3,08% 
597726 discharge 83 3,94% 19 7,09% 9 0,42% 48 1,28% 3 0,78% 1 1,54% 

  Intake 
and / or 

discharge 137 6,51% 41 15,30% 18 0,84% 236 6,31% 15 3,91% 2 3,08% 

Table 61: number of long stay T-patients for whom a specific fee at the 
moment of intake or discharge was invoiced in 2002 and / or 2003, per length 
of stay 

 
  1-2 years  2-6 years  6-10 years  

> 10 
years  

597741 Intake 119 7,66% 89 5,95% 11 2,70% 5 1,77% 

597726 discharge 31 1,99% 17 1,14% 0 0,00% 0 0,00% 

  
Intake 

and / or 
discharge 

128 8,24% 92 6,15% 11 2,70% 5 1,77% 

Table 62: number of long stay patients for whom the fee for availability was 
invoiced in 2002 and / or 2003 during a stay (in %), per setting 
 IBW / IHP 

(N = 2.104) 
IBW / IHP + t1 

(N = 268) 
PVT / MSP 

(N = 2.136) 
T 

(N = 3.739) 
t1 

(N = 384) 
t2 

(N = 65) 
Fee for 

availability 
2,09% 49,25% 0,05% 20,86% 42,71% 21,54% 

Table 63: percentage of long stay patients in IBW/IHP for whom at least one 
service of a specialist in (neuro)psychiatry was invoiced in 2002 or 2003 per 
age category. 

15-30 31-40 41-50 51-60 61-70 71-80 80+ 
82,58% 79,86% 78,10% 75,54% 59,73% 43,59% 33,33% 

Table 64: percentage of long stay patients in IBW/IHP for whom at least one 
service of a specialist in (neuro)psychiatry was invoiced in 2002 or 2003 per 
category of duration of stay. 

1-2 years 2-6 years 6-10 years More than 10 years 
74,45% 75,87% 60,84% 61,02% 

Specific consultations 

Table 65: number and percentage of patients for whom consultation with a 
neurologist and/or (neuro)psychiatrist was invoiced per setting 

  IBW/IHP  IBW/IHP+t1 PVT/MSP T  t1  t2  
Consultation 

neurol., 
(neuro)psych. 

1.345 63,93% 86 32,09% 146 6,84% 117 3,13% 20 5,21% 4 6,15% 
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Table 66: number and percentage of patients for whom consultation with a 
neurologist and/or (neuro)psychiatrist was invoiced per setting and age 
category 

 15-30 31-40 41-50 51-60 61-70 71-80 80 + 
 N % N % N % N % N % N % N % 

T 27 6,8% 24 4,4% 25 2,8% 18 2,0% 18 3,5% 2 0,6% 3 2,0% 

t1 1 5,6% 4 4,9% 6 5,7% 4 4,5% 3 5,3% 2 6,7% 0 0,0% 

IBW/IHP 101 65,2% 279 65,3% 388 66,9% 378 67,5% 164 55,0% 33 42,3% 2 33,3% 

IBW/IHP+t1 6 37,5% 22 43,1% 36 35,6% 19 28,8% 3 11,5% 0 0,0% NA NA 

PVT/MSP 2 12,5% 6 8,7% 19 7,3% 41 7,6% 41 6,9% 31 6,2% 6 3,7% 

Table 67: number and percentage of patients for whom consultation with a 
neurologist and/or (neuro)psychiatrist was invoiced per setting and length of 
stay    

 1-2 years  2-6 years  6-10 years  > 10 years  
 N % N % N % N % 

T 58 3,73% 44 2,94% 8 1,97% 7 2,47% 

t1 2 10,00% 16 6,99% 2 2,08% 0 0,00% 

IBW/IHP 296 59,08% 935 66,74% 78 54,55% 36 61,02% 

IBW/IHP+t1 13 76,47% 54 41,22% 16 20,51% 3 7,14% 

PVT/MSP 16 5,26% 85 6,90% 24 7,72% 21 7,27% 

Table 68: percentage of long stay patients in IBW/IHP for whom at least one 
service of a specialist in (neuro)psychiatry was invoiced in 2002 or 2003 per 
age category. 

15-30 31-40 41-50 51-60 61-70 71-80 80+ 
82,58% 79,86% 78,10% 75,54% 59,73% 43,59% 33,33% 

Table 69: percentage of long stay patients in IBW/IHP for whom at least one 
service of a specialist in (neuro)psychiatry was invoiced in 2002 or 2003 per 
category of duration of stay. 

1-2 years 2-6 years 6-10 years More than 10 years 
74,45% 75,87% 60,84% 61,02% 

Table 70: number and percentage of patients for whom fees for a visit of a 
generalist to a hospitalised patient were invoiced per setting  

IBW / IHP 
(N = 2.104) 

IBW / IHP 
+ t1 (N = 

268) 

PVT / MSP 
(N = 2.136) 

T 
(N = 

3.739) 

t1 
(N = 384) 

t2 
(N = 65) 

 

N % N % N % N % N % N % 
Generalist – visit to 
hospitalised patient 

112 5,3 13 4,9 141 6,6 5 0,1 21 5,5 0 0 

Table 71: number and percentage of patients for whom fees for a visit of a 
generalist to a hospitalised patient were invoiced per setting and length of 
stay 

 1-2 years  2-6 years  6-10 years  > 10 years  
 N % N % N % N % 

T 5 0,32% 0 0,00% 0 0,00% 0 0,00% 
t1 0 0,00% 14 6,11% 6 6,25% 1 2,56% 

IBW/IHP 18 3,59% 8 0,57% 4 2,80% 2 3,39% 
IBW/IHP+t1 0 0,00% 7 5,34% 6 7,69% 0 0,00% 

PVT/MSP 17 5,59% 89 7,22% 14 4,50% 21 7,27% 
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Table 72: percentage of patients for whom supervision was invoiced per 
setting and province 
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T 100,0% 100,0% 100,0% 100,0% 100,0% 98,48% 95,31% 91,61% 100,0% 97,73% 98,68% 

t1 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 

IBW/IHP 33,69% 28,88% 36,84% 25,54% 36,61% 36,53% 47,37% 51,35% 48,73% 47,06% 59,82% 

IBW/IHP+t1 100,0% 100,0% 100,0% 100,0% 100,0% 100,0% NA 100,0% 100,0% 100,0% 100,0% 

PVT/MSP 13,87% 14,18% 4,65% 6,74% 5,50% 15,24% 25,00% 6,96% 10,33% 50,00% 5,41% 

Psychotherapy 

Table 73: number and proportion of long stay patients for whom fees for 
ambulant psychotherapeutic activities were invoiced in 2002 and / or 2003 
per setting 

IBW / IHP 
(N = 2.104) 

IBW / IHP + 
t1 (N = 268) 

PVT / MSP 
(N = 2.136) 

T 
(N = 3.739) 

t1 
(N = 384) 

t2 
(N = 65) 

 

N % N % N % N % N % N % 
psychotherapy 528 25,1 26 9,7 35 1,6 58 1,6 12 3,1 0 0 

Table 74: percentage of patients for whom ambulant psychotherapy was 
invoiced per setting and province 
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T 2,06% 2,08% 0,54% 1,32% 0,66% 3,54% 1,56% 0,22% 4,85% 2,27% 1,75% 

t1 3,39% 1,59% 4,11% 1,83% 0,00% 22,22% 0,00% 20,00% 0,00% 0,00% 4,00% 

IBW/IHP 26,24% 21,39% 13,33% 20,00% 17,41% 44,29% 63,16% 21,62% 46,20% 8,82% 30,36% 

IBW/IHP+t1 15,00% 6,25% 2,78% 6,90% 12,50% 50,00% NA 25,00% 0,00% 0,00% 0,00% 

PVT/MSP 0,87% 1,49% 1,16% 0,00% 0,46% 14,02% 0,00% 0,87% 0,94% 0,00% 0,00% 

Table 75: proportion of long stay patients for whom fees for ambulant 
psychotherapeutic activities were invoiced in 2002 and / or 2003 per setting 
and per age category 

 IBW / IHP 
(N = 2.104) 

IBW / IHP + t1 
(N = 268) 

PVT / MSP 
(N = 2.136) 

T 
(N = 3.739) 

t1 
(N = 384) 

15-30 36,1% 6,3% 0% 4,8% 0% 
31-40 35,6% 13,7% 8,7% 2,9% 3,7% 
41-50 28,1% 10,9% 4,6% 1,6% 6,7% 
51-60 21,1% 9,1% 1,3% 0,5% 0% 
61-70 11,4% 3,9% 1,2% 1% 1,8% 
71-80 6,4% 0% 0,6% 0% 3,3% 

80+ 0% / 0% 0% 0% 
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Table 76: proportion of long stay patients for whom fees for ambulant 
psychotherapeutic activities were invoiced in 2002 and / or 2003 per setting 
and per length of stay 

 IBW / IHP 
(N = 2.104) 

IBW / IHP + t1 (N 
= 268) 

PVT / MSP 
(N = 2.136) 

T (N = 
3.739) 

t1 (N = 
384) 

1-2 years 32,73% 5,88% 3,29% 2,45% 5% 
2-6 years 24,13% 12,89% 1,70% 1,34% 3,93% 

6-10 years 14,69% 10,26% 1,29% 0% 1,04% 
More than 10 years 8,74% 0% 0% 0% 2,56% 

Collective holiday camps 

Table 77: number and proportion of long stay patients for whom the codes 
referring to collective holiday camps during a psychiatric admission were 
invoiced in 2002 and / or 2003 per setting 

IBW/IHP  IBW/IHP+t1 PVT/MSP T  t1  t2  
N % N % N % N % N % N % 

0 0,00% 14 5,22% 0 0,00% 388 10,38% 21 5,47% 8 12,31% 

Table 78: number and proportion of long stay patients for whom the codes 
referring to collective holiday camps during a psychiatric admission were 
invoiced in 2002 and / or 2003 per setting and age category 

15-30 31-40 41-50 51-60 61-70 71-80 80 +  
N % N % N % N % N % N % N % 

T 43 10,9% 67 12,2% 108 12,0% 94 10,6% 45 8,7% 23 6,8% 8 5,4% 

t1 1 5,6% 5 6,2% 4 3,8% 8 9,0% 3 5,3% 0 0,0% 0 0,0% 

IBW/IHP 0 0,0% 0 0,0% 0 0,0% 0 0,0% 0 0,0% 0 0,0% 0 0,0% 

IBW/IHP+t1 1 6,3% 0 0,0% 2 2,0% 6 9,1% 4 15,4% 1 12,5% NA NA 

PVT/MSP 0 0,0% 0 0,0% 0 0,0% 0 0,0% 0 0,0% 0 0,0% 0 0,0% 

Table 79: number and proportion of long stay T-patients for whom the 
codes referring to collective holiday camps during a psychiatric admission 
were invoiced in 2002 and / or 2003 per length of stay 

  1-2 years 2-6 years 6-10 years > 10 years Total 
N 128 145 72 43 388 T  

(n = 3.739) % 8,24 9,70 17,69 15,19 10,38 

UTILISATION OF MEDICATION 

General analysis 

Table 80: percentage of patients consuming in 2002 and / or 2003 one or 
more drugs during a stay per ATC-code, level 1, and setting 

 
IBW / IHP 
(N=2.272) 

PVT / MSP 
(N=2.136) 

T 
(N=3.739) 

t1 
(N=484) 

t2 
(N=65)  

 N % N % N % N % N % Total 

A  1.078 47,5% 1.678 78,6% 3.050 81,6% 207 42,8% 34 66,2% 69,5% 

B  673 29,6% 1.048 49,1% 1.465 39,2% 78 16,1% 18 35,4% 37,7% 

C  830 36,5% 1.380 64,6% 1.936 51,8% 185 38,2% 26 43,1% 50,1% 

D  842 37,1% 1.356 63,5% 2.343 62,7% 150 31,0% 35 60,0% 54,4% 

G  427 18,8% 542 25,4% 993 26,6% 94 19,4% 12 18,5% 23,8% 

H  382 16,8% 427 20,0% 633 16,9% 54 11,2% 5 7,7% 17,3% 

J  1.557 68,5% 1.995 93,4% 3.201 85,6% 337 69,6% 44 78,5% 82,0% 

L  38 1,7% 73 3,4% 79 2,1% 2 0,4% 0 0,0% 2,2% 

M  1.117 49,2% 1.034 48,4% 1.996 53,4% 198 40,9% 23 43,1% 50,2% 

N  2.057 90,5% 2.097 98,2% 3.704 99,1% 459 94,8% 61 95,4% 96,3% 

P  29 1,3% 24 1,1% 110 2,9% 7 1,5% 2 3,1% 2,0% 

R  864 38,0% 1.448 67,8% 2.576 68,9% 178 36,8% 40 63,1% 58,7% 

S  357 15,7% 686 32,1% 1.139 30,5% 69 14,3% 13 26,2% 26,0% 
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V  415 18,3% 568 26,6% 675 18,1% 23 4,8% 3 9,2% 19,4% 

Z * 1 0,04% 6 0,3% 3 0,1% 0 0,0% 0 0,0% 0,1% 

Total 2.212 97,40% 2.135 99,95% 3.737 99,95% 482 99,59% 65 100,00% 99,25% 

Table 81: percentage of patients consuming in 2002 and / or 2003 one or 
more drugs during a stay per ATC-code, level 1, and setting and age 
category   

 15-30 31-40 41-50 51-60 61-70 71-80 80 + 

 N % N % N % N % N % N % N % 

A  397 64,87 713 59,92 1.297 65,97 1.488 68,95 1.103 73,78 772 81,18 277 85,49 

B  163 26,63 310 26,05 604 30,72 813 37,67 692 46,29 518 54,47 182 56,17 

C  154 25,16 400 33,61 807 41,05 1103 51,11 955 63,88 690 72,56 248 76,54 

D  299 48,86 569 47,82 1.003 51,02 1129 52,32 844 56,45 628 66,04 254 78,40 

G  167 27,29 303 25,46 512 26,04 494 22,89 323 21,61 204 21,45 65 20,06 

H  45 7,35 148 12,44 287 14,60 414 19,18 310 20,74 232 24,40 65 20,06 

J  430 70,26 884 74,29 1.505 76,55 1.738 80,54 1.355 90,64 904 95,06 318 98,15 

L  4 0,65 17 1,43 21 1,07 39 1,81 54 3,61 37 3,89 20 6,17 

M  321 52,45 624 52,44 956 48,63 1.082 50,14 749 50,10 478 50,26 158 48,77 

N  593 96,90 1.151 96,72 1.897 96,49 2.076 96,20 1.427 95,45 922 96,95 312 96,30 

P  21 3,43 38 3,19 42 2,14 37 1,71 19 1,27 13 1,37 2 0,62 

R  363 59,31 648 54,45 1.117 56,82 1.235 57,23 888 59,40 634 66,67 221 68,21 

S  125 20,42 260 21,85 450 22,89 544 25,21 417 27,89 324 34,07 144 44,44 

V  81 13,24 158 13,28 310 15,77 423 19,60 388 25,95 243 25,55 81 25,00 

Z  0 0,00 2 0,17 5 0,25 2 0,09 1 0,07 0 0,00 0 0,00 

Total 606 99,02 1.175 98,74 1.955 99,44 2.137 99,03 1.485 99,33 949 99,79 324 100 

Table 82: percentage of patients consuming in 2002 and / or 2003 one or 
more drugs during a stay per ATC-code, level 1, and setting and length of 
stay   

 
1-2 years  2-6 years  6-10 years  > 10 years  

 N % N % N % N % 

A  1792 73,90% 3075 68,09% 695 66,70% 485 68,02% 

B  1034 42,64% 1699 37,62% 317 30,42% 232 32,54% 

C  1180 48,66% 2295 50,82% 511 49,04% 371 52,03% 

D  1347 55,55% 2417 53,52% 571 54,80% 391 54,84% 

G  605 24,95% 1090 24,14% 226 21,69% 147 20,62% 

H  453 18,68% 815 18,05% 141 13,53% 92 12,90% 

J  1940 80,00% 3709 82,13% 864 82,92% 621 87,10% 

L  54 2,23% 98 2,17% 24 2,30% 16 2,24% 

M  1285 52,99% 2312 51,20% 482 46,26% 289 40,53% 

N  2341 96,54% 4357 96,48% 998 95,78% 682 95,65% 

P  60 2,47% 88 1,95% 13 1,25% 11 1,54% 

R  1497 61,73% 2623 58,08% 578 55,47% 408 57,22% 

S  611 25,20% 1223 27,08% 262 25,14% 168 23,56% 

V  507 20,91% 914 20,24% 156 14,97% 107 15,01% 

Z  5 0,21% 4 0,09% 0 0,00% 1 0,14% 

Total 2404 99,13% 4484 99,29% 1036 99,42% 707 99,16% 
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Analyses of N-medication 

Table 83: proportion of users of N-medication per setting 

  Percentage of patients 

    
IBW / IHP 
(n = 2.104) 

IBW / 
IHP + t1 
(n = 268) 

PVT / MSP 
(n = 2.136) 

T (n = 
3.739)  

t1 (n = 
384)  

t2 (n = 
65)  

Total (n 
= 8.696) 

N03 Anti-epileptics 17,73% 20,90% 21,0% 31,6% 14,84% 10,8% 24,4% 

N04 Anti-parkinson drugs 31,80% 39,55% 47,0% 43,5% 39,06% 30,8% 41,1% 

N04A  Anticholinergic agents 31,27% 39,18% 45,7% 42,4% 37,50% 30,8% 40,1% 

N04B  Dopaminergic agents 0,76% 0,37% 3,0% 2,2% 2,08% 0,0% 1,97% 

N05 Psycholeptics 82,13% 89,93% 94,9% 96,7% 86,46% 81,5% 92,0% 

N05A  Antipsychotics 76,52% 84,70% 89,7% 91,8% 78,65% 72,3% 86,7% 

N05AA Phenothiazines with aliphatic 
side chain 

12,93% 10,82% 17,7% 19,5% 
7,29% 

10,8% 16,6% 

N05AA02 Levomepromazine 12,17% 8,21% 16,1% 17,9% 6,51% 6,2% 15,2% 

N05AC Phenothiazines with piperidine 
structure 

4,90% 5,60% 7,9% 8,1% 
7,03% 

9,2% 7,2% 

N05AC02 Thioridazine 4,66% 5,60% 7,2% 7,8% 7,03% 9,2% 6,8% 

N05AD Butyrophenone derivatives 29,71% 31,72% 48,0% 45,2% 27,86% 30,8% 40,8% 

N05AD01 Haloperidol 16,11% 17,91% 27,6% 23,0% 15,36% 4,6% 21,8% 

N05AD05 Pipamperone 9,27% 11,19% 17,7% 20,2% 8,07% 16,9% 16,1% 

N05AD06 Bromperidol 6,89% 6,34% 5,6% 6,9% 6,77% 10,8% 6,6% 

N05AD07 Benperidol 1,52% 1,49% 4,4% 5,1% 1,56% 4,6% 3,8% 

N05AF Thioxanthene derivatives 14,16% 16,42% 19,2% 25,7% 16,67% 16,9% 20,6% 

N05AF01 Flupentixol 6,04% 5,97% 3,6% 4,8% 8,07% 3,1% 4,9% 

N05AF05 Zuclopenthixol 8,75% 10,82% 16,2% 22,4% 9,64% 15,4% 16,6% 

N05AG Diphenylbutylpiperidine 
derivatives 

4,94% 4,85% 5,4% 3,6% 
4,43% 

0,0% 4,4% 

N05AH Diazepines, oxazepines and 
thiazepines 

26,43% 37,31% 30,7% 48,0% 
22,66% 

29,2% 36,9% 

N05AH02 Clozapine 4,04% 13,43% 4,8% 12,5% 7,29% 12,3% 8,4% 

N05AH03 Olanzapine 18,77% 21,64% 21,5% 29,5% 11,98% 16,9% 23,8% 

N05AH04 Quietiapine 6,56% 6,34% 7,9% 16,0% 3,91% 6,2% 10,8% 

N05AL Benzamides 11,50% 10,07% 9,6% 18,2% 8,07% 6,2% 13,7% 

N05AL05 Amisulpride 6,70% 4,48% 5,3% 12,2% 3,91% 4,6% 8,5% 

N05AN Lithium 5,75% 12,31% 5,9% 7,5% 8,33% 4,6% 6,8% 

N05AX Other antipsychotics 40,83% 41,42% 47,4% 57,3% 37,50% 33,9% 49,3% 

N05AX07 Prothipendyl 13,31% 8,21% 13,6% 17,7% 5,99% 3,1% 14,7% 

N05AX08 Risperidone 25,57% 25,75% 29,6% 32,0% 23,70% 23,1% 29,2% 

N05AX09 Clotiapine 14,50% 19,03% 17,1% 27,2% 14,06% 20,0% 20,7% 

N05B  Anxiolytics 29,56% 45,15% 52,5% 62,9% 32,55% 35,4% 50,2% 

N05BA Benzodiazepine derivatives 29,42% 44,78% 51,4% 62,3% 32,55% 35,4% 49,6% 

N05BA01 Diazepam 6,70% 7,09% 13,0% 16,6% 3,65% 7,7% 12,4% 

N05BA05 Clorazepate potassium 7,41% 12,69% 12,6% 23,4% 7,29% 3,1% 15,6% 

N05BA06 Lorazepam 13,02% 14,55% 21,9% 28,3% 10,42% 13,9% 21,7% 

N05BA12 Alprazolam 9,89% 14,93% 12,1% 15,7% 9,64% 13,9% 13,1% 
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N05C  Hypnotics and sedatives 21,72% 33,58% 39,1% 45,8% 21,35% 30,8% 36,8% 

N05CD  Benzodiazepine derivatives 18,73% 29,10% 33,9% 39,1% 17,71% 24,6% 31,5% 

N05CD01 Flurazepam 2,76% 5,97% 5,4% 8,5% 3,13% 3,1% 6,0% 

N05CD06 Lormetazepam 11,55% 20,15% 21,7% 27,6% 12,76% 23,1% 21,4% 

N05CD08 Midazolam 6,99% 5,60% 8,7% 5,6% 1,56% 1,5% 6,5% 

N06 psychoanaleptics 51,33% 54,48% 43,9% 59,0% 52,86% 44,6% 52,9% 

N06A  Antidepressants 50,81% 53,36% 41,9% 56,9% 51,82% 41,5% 51,3% 

N06AA non selective monoamine 
oxidase inhibitors 

12,31% 10,45% 7,7% 11,8% 
10,16% 

7,7% 10,7% 

N06AB Selective serotonin reuptake 
inhibitors 29,94% 35,07% 24,4% 34,0% 

30,73% 
20,0% 30,5% 

N06AX Other antidepressants 30,32% 33,58% 23,8% 37,8% 29,43% 21,5% 31,9% 

N06AX05 Trazodone 19,68% 22,01% 14,9% 24,4% 17,45% 15,4% 20,5% 

N06AX11 Mirtazapine 6,13% 6,72% 3,9% 8,4% 5,21% 1,5% 6,5% 

N06AX16 Venlafaxine 8,46% 8,58% 5,1% 10,9% 6,25% 0,0% 8,6% 

N06B  Psychostimulants 0,67% 2,24% 3,56% 3,3% 0,26% 3,1% 2,6% 

N07 Other nervous system drugs 11,07% 16,04% 9,8% 10,1% 6,77% 12,3% 10,3% 

N07BB Drugs used in alcohol 
dependence 

5,47% 11,19% 2,3% 5,4% 
3,65% 

12,3% 4,8% 

N07BC Drugs used in opioid 
dependence 

0,14% 0,37% 0,0% 0,03% 
0,00% 

0,0% 0,1% 

Table 84: proportion of users of N-medication in T per age category 
   15-30 31-40 41-50 51-60 61-70 71-80 80 +  

N03 Anti-epileptics 
32,3% 38,0% 35,6% 29,8% 29,5% 27,6% 10,1% 

N04 Anti-parkinson drugs 
44,9% 49,8% 46,2% 43,7% 41,0% 37,7% 21,5% 

N04A  Anticholinergic agents 44,2% 49,1% 45,8% 42,8% 38,5% 34,7% 20,1% 
N04B  Dopaminergic agents 1,5% 1,1% 0,7% 2,4% 4,4% 4,5% 2,7% 

N05 Psycholeptics 
97,7% 98,4% 96,8% 96,4% 96,3% 96,1% 91,3% 

N05A  Antipsychotics 92,7% 95,6% 93,7% 90,8% 89,6% 91,1% 80,5% 
N05AA Phenothiazines with aliphatic side 

chain 15,7% 20,9% 22,7% 21,8% 17,5% 17,5% 2,7% 
N05AA02 Levomepromazine 14,1% 19,8% 21,0% 19,8% 15,8% 16,0% 2,0% 

N05AC Phenothiazines with piperidine 
structure 7,3% 9,5% 8,6% 8,7% 8,9% 5,3% 3,4% 

N05AC02 Thioridazine 7,1% 9,1% 8,3% 8,2% 8,7% 4,7% 3,4% 
N05AD Butyrophenone derivatives 44,7% 48,9% 48,1% 44,4% 42,0% 40,7% 40,9% 

N05AD01 Haloperidol 16,9% 21,5% 25,3% 24,2% 23,3% 23,1% 22,1% 
N05AD05 Pipamperone 27,3% 22,7% 20,7% 17,3% 19,5% 17,8% 14,8% 
N05AD06 Bromperidol 7,6% 8,9% 10,0% 5,5% 5,4% 1,8% 5,4% 
N05AD07 Benperidol 6,8% 8,0% 4,7% 6,0% 3,1% 1,8% 0,7% 

N05AF Thioxanthene derivatives 32,1% 32,9% 30,2% 24,9% 19,7% 13,4% 9,4% 
N05AF01 Flupentixol 3,5% 6,5% 5,7% 4,3% 4,2% 3,3% 4,0% 
N05AF05 Zuclopenthixol 29,8% 30,2% 26,3% 21,4% 16,2% 10,1% 6,0% 

N05AG Diphenylbutylpiperidine 
derivatives 3,8% 4,9% 3,2% 3,9% 2,5% 4,2% 1,3% 

N05AH Diazep., oxazep. and thiazep. 63,6% 60,2% 50,0% 44,0% 40,8% 37,1% 22,8% 
N05AH02 Clozapine 23,2% 18,5% 15,7% 10,0% 6,6% 2,1% 1,3% 
N05AH03 Olanzapine 33,6% 31,8% 29,3% 26,6% 30,3% 31,8% 19,5% 
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N05AH04 Quietiapine 24,2% 24,4% 16,7% 14,4% 10,0% 8,3% 6,7% 
N05AL Benzamides 24,0% 23,3% 18,9% 17,5% 14,1% 13,4% 10,1% 

N05AL05 Amisulpride 18,4% 16,5% 12,6% 10,2% 8,3% 10,1% 6,7% 
N05AN Lithium 4,8% 7,8% 7,8% 8,7% 8,9% 5,9% 2,7% 
N05AX Other antipsychotics 62,6% 62,9% 60,8% 55,2% 53,0% 49,9% 45,6% 

N05AX07 Prothipendyl 15,4% 20,5% 20,4% 17,5% 16,6% 12,8% 12,8% 
N05AX08 Risperidone 34,3% 33,5% 30,0% 31,3% 32,4% 32,0% 35,6% 
N05AX09 Clotiapine 37,9% 32,9% 32,1% 23,5% 20,6% 18,4% 11,4% 

N05B  Anxiolytics 66,2% 69,8% 66,8% 64,2% 57,6% 52,8% 40,3% 
N05BA Benzodiazepine derivatives 65,9% 69,5% 66,0% 63,3% 56,8% 52,5% 38,9% 

N05BA01 Diazepam 18,7% 18,5% 19,6% 17,5% 15,2% 7,4% 6,0% 
N05BA05 Clorazepate potassium 28,5% 32,9% 28,3% 23,0% 16,2% 8,3% 5,4% 
N05BA06 Lorazepam 29,3% 31,3% 27,8% 26,9% 29,1% 29,4% 20,8% 
N05BA12 Alprazolam 20,5% 21,1% 16,6% 13,0% 13,9% 12,5% 7,4% 

N05C  Hypnotics and sedatives 37,4% 44,2% 43,1% 47,9% 47,2% 53,7% 56,4% 
N05CD  Benzodiazepine derivatives 28,5% 37,5% 37,3% 41,0% 41,8% 46,0% 47,7% 

N05CD01 Flurazepam 5,3% 11,3% 9,2% 8,7% 10,0% 5,9% 2,7% 
N05CD06 Lormetazepam 21,0% 25,5% 26,0% 27,7% 28,7% 35,3% 40,9% 
N05CD08 Midazolam 5,6% 5,5% 4,7% 6,3% 7,3% 4,5% 4,7% 

N06 psychoanaleptics 
66,9% 62,5% 59,0% 58,0% 56,1% 54,0% 52,3% 

N06A  Antidepressants 65,2% 61,6% 57,3% 55,5% 54,1% 51,6% 44,3% 
N06AA non select monoamine 10,1% 10,9% 13,3% 11,6% 14,5% 9,2% 7,4% 
N06AB Selective serotonin reuptake 

inhibitors 
44,2% 40,5% 32,2% 31,0% 30,6% 31,2% 30,2% 

N06AX Other antidepressants 40,4% 42,9% 38,8% 38,4% 35,8% 33,2% 20,1% 
N06AX05 Trazodone 27,5% 29,1% 27,2% 25,7% 20,2% 14,8% 10,1% 
N06AX11 Mirtazapine 9,3% 9,1% 7,9% 8,3% 8,9% 7,7% 7,4% 
N06AX16 Venlafaxine 11,6% 12,9% 10,4% 10,0% 11,4% 12,8% 5,4% 

N06B  Psychostimulants 2,5% 2,2% 2,9% 4,1% 4,0% 4,7% 2,7% 
N07 Other nervous system drugs 

11,6% 14,4% 12,1% 9,5% 6,0% 6,5% 4,0% 
N07BB Drugs used in alcohol 

dependence 6,6% 7,6% 8,2% 5,5% 1,7% 0,6% 0,7% 
N07BC Drugs used in opioid dependence 0,3% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 

N05AD05/N
05AX09 

Drugs used for behavioural 
regulation 

53,5% 46,9% 44,3% 36,6% 35,3% 33,2% 22,8% 

Table 85: proportion of users of N-medication in T per length of stay 

 
  

1-2 
years  

2-6 
years  

6-10 
years  

> 10 
years  

N03 Anti-epileptics 30,57% 33,91% 31,94% 25,09% 

N04 Anti-parkinson drugs 37,77% 44,08% 56,02% 54,42% 

N04A  Anticholinergic agents 36,10% 42,88% 56,02% 54,42% 

N04B  Dopaminergic agents 2,83% 2,21% 0,49% 0,71% 

N05 Psycholeptics 96,91% 96,45% 96,81% 96,47% 

N05A  Antipsychotics 90,15% 92,24% 94,59% 95,05% 
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N05AA Phenothiazines with aliphatic side chain 16,47% 19,73% 24,32% 27,92% 

N05AA02 Levomepromazine 15,19% 17,73% 22,85% 26,50% 

N05AC 
Phenothiazines with piperidine 

structure 
6,11% 7,63% 12,04% 16,25% 

N05AC02 Thioridazine 6,05% 7,16% 11,30% 15,90% 

N05AD Butyrophenone derivatives 42,15% 44,95% 51,35% 54,06% 

N05AD01 Haloperidol 19,82% 22,81% 28,50% 33,57% 

N05AD05 Pipamperone 19,37% 20,74% 20,88% 21,20% 

N05AD06 Bromperidol 7,01% 6,76% 7,37% 7,07% 

N05AD07 Benperidol 3,67% 5,75% 6,88% 6,36% 

N05AF Thioxanthene derivatives 22,33% 27,49% 28,75% 30,74% 

N05AF01 Flupentixol 4,63% 4,82% 6,39% 2,83% 

N05AF05 Zuclopenthixol 19,05% 24,08% 24,32% 29,33% 

N05AG Diphenylbutylpiperidine derivatives 3,15% 3,34% 4,42% 6,36% 

N05AH Diazep., oxazep. and thiazep. 48,78% 48,83% 43,00% 46,64% 

N05AH02 Clozapine 10,17% 13,11% 16,22% 16,61% 

N05AH03 Olanzapine 31,85% 29,70% 21,87% 25,80% 

N05AH04 Quietiapine 17,89% 16,19% 10,81% 12,01% 

N05AL Benzamides 20,08% 17,59% 14,50% 16,61% 

N05AL05 Amisulpride 13,84% 11,44% 9,58% 10,60% 

N05AN Lithium 7,53% 7,42% 8,60% 5,65% 

N05AX Other antipsychotics 58,82% 56,92% 57,49% 50,53% 

N05AX07 Prothipendyl 18,66% 17,39% 15,48% 16,96% 

N05AX08 Risperidone 32,75% 32,44% 31,94% 25,80% 

N05AX09 Clotiapine 29,41% 26,02% 25,80% 22,61% 

N05B  Anxiolytics 66,54% 61,54% 59,71% 55,48% 

N05BA Benzodiazepine derivatives 66,02% 60,80% 59,21% 54,06% 

N05BA01 Diazepam 19,31% 15,59% 14,00% 10,60% 

N05BA05 Clorazepate potassium 25,29% 22,41% 20,64% 21,55% 

N05BA06 Lorazepam 31,02% 27,02% 25,06% 24,73% 

N05BA12 Alprazolam 18,08% 15,45% 12,53% 8,13% 

N05C  Hypnotics and sedatives 49,61% 46,69% 40,05% 28,98% 

N05CD  Benzodiazepine derivatives 41,57% 39,93% 35,87% 25,80% 

N05CD01 Flurazepam 9,33% 8,49% 8,11% 4,95% 

N05CD06 Lormetazepam 30,31% 27,96% 22,85% 17,67% 

N05CD08 Midazolam 6,63% 5,55% 3,69% 3,18% 

N06 psychoanaleptics 67,25% 58,80% 44,96% 34,98% 

N06A  Antidepressants 64,99% 56,52% 43,49% 33,57% 

N06AA non select monoamine 14,86% 10,50% 7,62% 7,42% 

N06AB Selective serotonin reuptake inhibitors 40,86% 32,58% 24,08% 18,37% 

N06AX Other antidepressants 44,47% 37,12% 28,26% 18,73% 

N06AX05 Trazodone 28,70% 23,41% 19,90% 12,37% 

N06AX11 Mirtazapine 11,26% 7,76% 3,44% 3,53% 
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N06AX16 Venlafaxine 14,22% 10,50% 6,14% 2,47% 

N06B  Psychostimulants 3,54% 4,08% 1,23% 1,41% 

N07 Other nervous system drugs 12,10% 10,97% 4,67% 2,12% 

N07BB Drugs used in alcohol dependence 6,82% 5,82% 1,72% 1,06% 

N07BC Drugs used in opioid dependence 0,06% 0,00% 0,00% 0,00% 

N05AD05/N05AX09 Drugs used for behavioural regulation 41,38% 40,40% 40,54% 39,22% 
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Table 86: Percentage of long stay patients in T using specific N-medication per province  

 
  Antwerp 

Flemish 
Brabant  

West 
Flanders 

East 
Flanders Limburg  

Brussels 
Capital 

Walloon 
Brabant Hainaut  Liege  Luxemburg Namur  

N03 Anti-epileptics 
28,3% 26,1% 29,0% 27,8% 26,6% 32,3% 29,7% 40,2% 33,9% 50,0% 50,9% 

N04 Anti-parkinson drugs 
41,1% 31,8% 45,0% 40,5% 41,3% 53,0% 51,6% 43,3% 67,4% 68,2% 41,7% 

N04A  Anticholinergic agents 39,9% 30,9% 42,3% 38,6% 40,3% 52,5% 51,6% 42,6% 67,0% 68,2% 41,7% 
N04B  Dopaminergic agents 2,1% 1,8% 4,3% 2,6% 1,6% 0,5% 1,6% 1,8% 1,8% 0,0% 0,9% 

N05 Psycholeptics 
96,2% 95,0% 97,5% 95,7% 96,4% 99,0% 96,9% 96,9% 99,1% 100,0% 96,5% 

N05A  Antipsychotics 92,8% 88,7% 93,2% 87,9% 90,8% 97,5% 92,2% 92,3% 96,5% 93,2% 92,1% 
N05AA Phenothiazines with aliphatic 

side chain 13,1% 8,9% 17,4% 19,1% 12,1% 24,2% 18,8% 32,9% 39,6% 43,2% 19,3% 
N05AA02 Levomepromazine 11,5% 8,3% 15,8% 18,3% 11,8% 23,2% 18,8% 32,2% 30,4% 40,9% 17,5% 

N05AC Phenothiazines with piperidine 
structure 9,4% 5,0% 8,2% 4,3% 3,0% 4,5% 9,4% 12,6% 15,4% 11,4% 11,4% 

N05AC02 Thioridazine 9,4% 5,0% 7,5% 4,2% 2,3% 4,5% 9,4% 11,5% 15,4% 11,4% 11,4% 
N05AD Butyrophenone derivatives 46,1% 37,7% 40,1% 39,5% 44,3% 56,1% 50,0% 48,3% 65,2% 47,7% 47,4% 

N05AD01 Haloperidol 18,6% 13,4% 19,2% 18,5% 23,0% 37,9% 21,9% 28,9% 43,2% 34,1% 25,0% 
N05AD05 Pipamperone 22,0% 17,8% 19,0% 17,2% 17,7% 21,7% 25,0% 21,4% 30,4% 13,6% 20,6% 
N05AD06 Bromperidol 10,4% 8,0% 3,6% 4,3% 9,5% 15,7% 3,1% 6,4% 4,4% 9,1% 3,9% 
N05AD07 Benperidol 4,8% 2,4% 4,3% 5,1% 3,6% 8,1% 9,4% 4,9% 11,5% 6,8% 3,5% 

N05AF Thioxanthene derivatives 28,0% 24,6% 22,2% 27,2% 15,4% 21,7% 21,9% 30,9% 29,5% 45,5% 28,9% 
N05AF01 Flupentixol 6,0% 6,2% 3,6% 5,9% 2,3% 3,5% 1,6% 2,4% 12,3% 2,3% 3,5% 
N05AF05 Zuclopenthixol 24,2% 19,3% 19,0% 23,8% 13,1% 19,2% 20,3% 29,6% 20,7% 45,5% 27,2% 

N05AG Diphenylbutylpiperidine 
derivatives 4,0% 2,4% 5,0% 4,0% 2,0% 2,5% 0,0% 2,9% 9,3% 0,0% 1,8% 

N05AH Diazep., oxazep. and thiazep. 
51,7% 44,8% 48,9% 46,5% 44,3% 60,1% 51,6% 43,9% 53,7% 38,6% 44,7% 

N05AH02 Clozapine 18,8% 17,5% 10,9% 12,1% 8,5% 20,7% 10,9% 7,5% 5,3% 9,1% 9,6% 
N05AH03 Olanzapine 27,0% 26,4% 29,0% 29,5% 32,5% 33,3% 32,8% 26,5% 38,8% 25,0% 29,8% 
N05AH04 Quietiapine 14,5% 12,5% 17,0% 17,0% 10,2% 24,2% 18,8% 17,0% 23,8% 18,2% 12,3% 

N05AL Benzamides 17,3% 14,5% 15,4% 16,4% 16,7% 22,2% 26,6% 13,9% 38,8% 18,2% 16,7% 
N05AL05 Amisulpride 14,0% 11,6% 12,5% 10,2% 14,1% 4,0% 15,6% 7,7% 27,3% 11,4% 6,1% 

N05AN Lithium 7,5% 6,8% 13,1% 5,9% 9,5% 4,5% 0,0% 4,4% 8,4% 9,1% 6,1% 
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N05AX Other antipsychotics 51,4% 56,7% 53,8% 54,1% 59,3% 66,7% 50,0% 62,9% 72,2% 70,5% 54,8% 
N05AX07 Prothipendyl 4,0% 12,2% 8,1% 6,4% 17,4% 36,9% 18,8% 33,6% 49,8% 31,8% 31,1% 
N05AX08 Risperidone 27,2% 30,9% 33,2% 36,1% 37,0% 31,3% 25,0% 38,0% 26,9% 20,5% 26,3% 
N05AX09 Clotiapine 33,8% 32,9% 27,6% 25,7% 29,5% 26,8% 20,3% 15,7% 39,2% 34,1% 12,7% 

N05B  Anxiolytics 63,0% 58,2% 67,6% 60,5% 51,8% 45,5% 73,4% 66,9% 81,9% 68,2% 66,7% 
N05BA Benzodiazepine derivatives 62,8% 57,6% 66,5% 59,5% 51,8% 44,9% 73,4% 65,6% 81,1% 68,2% 65,8% 

N05BA01 Diazepam 11,6% 7,4% 17,6% 15,3% 17,4% 10,1% 10,9% 21,6% 47,6% 18,2% 12,3% 
N05BA05 Clorazepate potassium 26,9% 32,6% 15,8% 26,1% 20,3% 11,1% 21,9% 16,1% 31,7% 27,3% 34,6% 
N05BA06 Lorazepam 32,7% 20,8% 37,3% 20,2% 15,7% 29,8% 39,1% 27,2% 35,7% 22,7% 28,1% 
N05BA12 Alprazolam 15,4% 18,1% 13,1% 17,8% 9,8% 10,1% 17,2% 25,2% 18,9% 13,6% 9,6% 

N05C  Hypnotics and sedatives 47,0% 47,8% 48,7% 48,4% 41,6% 25,3% 40,6% 41,9% 59,5% 45,5% 38,2% 
N05CD  Benzodiazepine derivatives 39,6% 40,4% 42,8% 37,4% 37,0% 22,2% 34,4% 35,5% 55,1% 40,9% 33,8% 

N05CD01 Flurazepam 10,1% 7,7% 11,1% 14,0% 3,6% 2,5% 3,1% 1,5% 12,8% 2,3% 9,2% 
N05CD06 Lormetazepam 27,3% 32,0% 28,5% 20,8% 31,5% 17,7% 29,7% 27,4% 41,0% 31,8% 21,1% 
N05CD08 Midazolam 5,9% 3,3% 4,1% 8,3% 0,7% 3,5% 6,3% 7,3% 11,5% 4,5% 4,4% 

N06 psychoanaleptics 
58,4% 62,0% 61,8% 60,7% 53,8% 69,2% 64,1% 55,2% 62,6% 47,7% 50,4% 

N06A  Antidepressants 56,2% 59,3% 59,0% 57,8% 52,5% 69,2% 62,5% 54,1% 59,9% 45,5% 49,1% 
N06AA non select monoamine 15,1% 11,3% 12,2% 9,6% 12,8% 9,6% 10,9% 7,9% 18,1% 13,6% 8,8% 
N06AB Selective serotonin reuptake 

inhibitors 31,9% 36,8% 35,7% 35,9% 34,8% 40,9% 42,2% 29,8% 37,4% 22,7% 27,6% 
N06AX Other antidepressants 36,3% 40,1% 37,6% 40,5% 29,5% 50,5% 43,8% 40,2% 40,5% 25,0% 30,3% 

N06AX05 Trazodone 22,6% 23,4% 22,6% 27,4% 15,4% 37,9% 25,0% 31,8% 23,3% 18,2% 19,7% 
N06AX11 Mirtazapine 7,6% 11,0% 8,1% 9,1% 8,2% 10,1% 7,8% 6,6% 12,3% 6,8% 4,4% 
N06AX16 Venlafaxine 10,1% 15,4% 11,5% 12,1% 8,9% 12,1% 10,9% 8,2% 15,4% 6,8% 7,5% 

N06B  Psychostimulants 5,6% 1,2% 4,7% 3,2% 0,7% 1,0% 4,7% 2,4% 5,3% 2,3% 1,8% 
N07 Other nervous system drugs 14,0% 8,3% 12,2% 15,1% 13,4% 4,5% 4,7% 4,6% 5,3% 2,3% 4,4% 

N07BB Drugs used in alcohol 
dependence 5,7% 5,0% 7,5% 9,6% 5,6% 3,5% 0,0% 3,8% 3,1% 0,0% 2,2% 

N07BC Drugs used in opioid 
dependence 0,0% 0,0% 0,0% 0,2% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 

N05AD05/N
05AX09 

Drugs used for behavioural 
regulation 

47,0% 43,3% 40,3% 37,1% 39,7% 42,4% 40,6% 33,3% 57,7% 38,6% 30,7% 
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Table 87: Percentage of long stay patients in t1 using specific N-medication 
per age category 

   15-30 31-40 41-50 51-60 61-70 71-80 80 +  
N03 Anti-epileptics 

4,8% 19,8% 14,6% 13,4% 12,5% 8,6% 25,0% 
N04 Anti-parkinson drugs 

28,6% 42,7% 47,9% 34,8% 30,6% 40,0% 25,0% 
N04A  Anticholinergic agents 28,6% 42,7% 47,9% 34,8% 26,4% 34,3% 0,0% 
N04B  Dopaminergic agents 0,0% 0,0% 0,0% 0,0% 5,6% 8,6% 25,0% 

N05 Psycholeptics 
76,2% 94,8% 90,3% 81,3% 77,8% 85,7% 75,0% 

N05A  Antipsychotics 76,2% 91,7% 86,8% 74,1% 63,9% 62,9% 50,0% 
N05AA Phenothiazines with aliphatic 

side chain 0,0% 4,2% 8,3% 8,0% 9,7% 11,4% 0,0% 
N05AA02 Levomepromazine 0,0% 4,2% 6,9% 5,4% 8,3% 11,4% 0,0% 

N05AC Phenothiazines with piperidine 
structure 4,8% 6,3% 3,5% 7,1% 8,3% 8,6% 25,0% 

N05AC02 Thioridazine 4,8% 6,3% 3,5% 7,1% 8,3% 8,6% 25,0% 
N05AD Butyrophenone derivatives 23,8% 24,0% 36,8% 30,4% 26,4% 22,9% 0,0% 

N05AD01 Haloperidol 0,0% 10,4% 24,3% 15,2% 18,1% 14,3% 0,0% 
N05AD05 Pipamperone 9,5% 9,4% 11,1% 10,7% 4,2% 5,7% 0,0% 
N05AD06 Bromperidol 14,3% 6,3% 6,9% 7,1% 5,6% 2,9% 0,0% 
N05AD07 Benperidol 0,0% 1,0% 4,2% 0,0% 0,0% 0,0% 0,0% 

N05AF Thioxanthene derivatives 9,5% 19,8% 20,8% 14,3% 9,7% 11,4% 0,0% 
N05AF01 Flupentixol 4,8% 5,2% 11,1% 8,9% 5,6% 8,6% 0,0% 
N05AF05 Zuclopenthixol 4,8% 14,6% 11,8% 7,1% 4,2% 2,9% 0,0% 

N05AG Diphenylbutylpiperidine 
derivatives 4,8% 5,2% 3,5% 5,4% 4,2% 2,9% 0,0% 

N05AH Diazep., oxazep. and thiazep. 42,9% 37,5% 34,7% 15,2% 11,1% 2,9% 0,0% 
N05AH02 Clozapine 23,8% 14,6% 13,2% 4,5% 0,0% 0,0% 0,0% 
N05AH03 Olanzapine 14,3% 18,8% 16,7% 9,8% 9,7% 0,0% 0,0% 
N05AH04 Quietiapine 4,8% 4,2% 6,9% 0,9% 1,4% 2,9% 0,0% 

N05AL Benzamides 9,5% 12,5% 2,8% 7,1% 9,7% 2,9% 0,0% 
N05AL05 Amisulpride 4,8% 10,4% 2,1% 1,8% 2,8% 0,0% 0,0% 

N05AN Lithium 9,5% 11,5% 6,9% 10,7% 4,2% 5,7% 0,0% 
N05AX Other antipsychotics 33,3% 40,6% 38,9% 33,0% 33,3% 28,6% 25,0% 

N05AX07 Prothipendyl 0,0% 6,3% 5,6% 8,9% 4,2% 2,9% 0,0% 
N05AX08 Risperidone 33,3% 28,1% 24,3% 20,5% 19,4% 22,9% 25,0% 
N05AX09 Clotiapine 0,0% 16,7% 15,3% 14,3% 11,1% 2,9% 0,0% 

N05B  Anxiolytics 28,6% 30,2% 36,1% 30,4% 25,0% 40,0% 50,0% 
N05BA Benzodiazepine derivatives 28,6% 30,2% 36,1% 30,4% 25,0% 40,0% 50,0% 

N05BA01 Diazepam 4,8% 4,2% 3,5% 2,7% 0,0% 8,6% 0,0% 
N05BA05 Clorazepate potassium 4,8% 10,4% 4,9% 8,9% 5,6% 2,9% 0,0% 
N05BA06 Lorazepam 9,5% 7,3% 13,9% 8,0% 8,3% 14,3% 25,0% 
N05BA12 Alprazolam 9,5% 8,3% 11,8% 6,3% 6,9% 8,6% 25,0% 

N05C  Hypnotics and sedatives 14,3% 19,8% 18,1% 21,4% 22,2% 31,4% 25,0% 
N05CD  Benzodiazepine derivatives 14,3% 15,6% 13,9% 19,6% 19,4% 25,7% 25,0% 

N05CD01 Flurazepam 0,0% 3,1% 1,4% 4,5% 4,2% 2,9% 0,0% 
N05CD06 Lormetazepam 4,8% 11,5% 10,4% 14,3% 15,3% 17,1% 25,0% 
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N05CD08 Midazolam 9,5% 1,0% 1,4% 0,0% 0,0% 2,9% 0,0% 
N06 psychoanaleptics 

47,6% 60,4% 43,1% 51,8% 47,2% 60,0% 25,0% 
N06A  Antidepressants 47,6% 59,4% 42,4% 50,9% 45,8% 57,1% 25,0% 

N06AA non select monoamine 9,5% 6,3% 7,6% 8,9% 11,1% 25,7% 25,0% 
N06AB Selective serotonin reuptake 

inhibitors 
33,3% 43,8% 24,3% 25,9% 22,2% 34,3% 0,0% 

N06AX Other antidepressants 23,8% 27,1% 23,6% 33,9% 26,4% 37,1% 0,0% 
N06AX05 Trazodone 0,0% 19,8% 18,1% 20,5% 12,5% 20,0% 0,0% 
N06AX11 Mirtazapine 0,0% 4,2% 3,5% 3,6% 5,6% 8,6% 0,0% 
N06AX16 Venlafaxine 4,8% 7,3% 4,9% 6,3% 6,9% 5,7% 0,0% 

N06B  Psychostimulants 0,0% 0,0% 0,7% 0,0% 0,0% 0,0% 25,0% 
N07 Other nervous system drugs 

0,0% 6,3% 9,7% 8,9% 8,3% 2,9% 0,0% 
N07BB Drugs used in alcohol 

dependence 0,0% 3,1% 5,6% 8,9% 1,4% 0,0% 0,0% 
N07BC Drugs used in opioid 

dependence 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 
N05AD05/N05AX09 Drugs used for behavioural 

regulation 
9,5% 25,0% 23,6% 24,1% 15,3% 8,6% 0,0% 

Table 88: Percentage of long stay patients in t1 using specific N-medication 
per length of stay 

 
  1-2 years  2-6 years  

6-10 
years  

> 10 
years  

N03 Anti-epileptics 15,00% 18,30% 11,69% 6,67% 

N04 Anti-parkinson drugs 30,00% 33,62% 40,91% 58,67% 

N04A  Anticholinergic agents 25,00% 31,91% 40,26% 58,67% 

N04B  Dopaminergic agents 5,00% 2,55% 0,65% 0,00% 

N05 Psycholeptics 80,00% 88,09% 81,82% 90,67% 

N05A  Antipsychotics 70,00% 77,45% 76,62% 90,67% 

N05AA Phenothiazines with aliphatic side chain 10,00% 6,38% 5,84% 13,33% 

N05AA02 Levomepromazine 10,00% 5,53% 3,90% 12,00% 

N05AC Phenothiazines with piperidine structure 0,00% 7,23% 1,30% 14,67% 

N05AC02 Thioridazine 0,00% 7,23% 1,30% 14,67% 

N05AD Butyrophenone derivatives 20,00% 24,26% 30,52% 45,33% 

N05AD01 Haloperidol 10,00% 10,64% 20,13% 29,33% 

N05AD05 Pipamperone 5,00% 8,51% 9,74% 10,67% 

N05AD06 Bromperidol 10,00% 6,38% 4,55% 10,67% 

N05AD07 Benperidol 0,00% 2,13% 1,30% 0,00% 

N05AF Thioxanthene derivatives 5,00% 14,89% 16,88% 21,33% 

N05AF01 Flupentixol 5,00% 8,09% 5,84% 13,33% 

N05AF05 Zuclopenthixol 0,00% 7,66% 12,34% 9,33% 

N05AG Diphenylbutylpiperidine derivatives 0,00% 3,40% 4,55% 8,00% 

N05AH Diazep., oxazep. and thiazep. 35,00% 23,83% 24,03% 28,00% 

N05AH02 Clozapine 10,00% 6,81% 12,99% 6,67% 

N05AH03 Olanzapine 25,00% 13,62% 8,44% 17,33% 

N05AH04 Quietiapine 0,00% 4,68% 2,60% 4,00% 
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N05AL Benzamides 0,00% 8,94% 5,19% 6,67% 

N05AL05 Amisulpride 0,00% 4,68% 1,95% 5,33% 

N05AN Lithium 5,00% 6,81% 9,74% 10,67% 

N05AX Other antipsychotics 15,00% 37,87% 35,71% 36,00% 

N05AX07 Prothipendyl 0,00% 6,81% 5,84% 4,00% 

N05AX08 Risperidone 15,00% 23,40% 25,97% 22,67% 

N05AX09 Clotiapine 0,00% 14,04% 13,64% 12,00% 

N05B  Anxiolytics 20,00% 35,74% 29,22% 29,33% 

N05BA Benzodiazepine derivatives 20,00% 35,74% 29,22% 29,33% 

N05BA01 Diazepam 5,00% 2,98% 3,25% 4,00% 

N05BA05 Clorazepate potassium 5,00% 6,38% 7,79% 6,67% 

N05BA06 Lorazepam 0,00% 11,06% 8,44% 14,67% 

N05BA12 Alprazolam 15,00% 11,49% 7,14% 2,67% 

N05C  Hypnotics and sedatives 20,00% 22,98% 19,48% 16,00% 

N05CD  Benzodiazepine derivatives 10,00% 20,00% 16,23% 13,33% 

N05CD01 Flurazepam 0,00% 3,83% 2,60% 1,33% 

N05CD06 Lormetazepam 5,00% 14,04% 11,69% 12,00% 

N05CD08 Midazolam 5,00% 1,70% 0,65% 0,00% 

N06 psychoanaleptics 40,00% 60,43% 42,86% 37,33% 

N06A  Antidepressants 40,00% 59,57% 41,56% 36,00% 

N06AA non select monoamine 0,00% 10,64% 9,74% 9,33% 

N06AB Selective serotonin reuptake inhibitors 35,00% 35,32% 22,73% 21,33% 

N06AX Other antidepressants 20,00% 36,17% 22,73% 14,67% 

N06AX05 Trazodone 10,00% 21,28% 14,94% 12,00% 

N06AX11 Mirtazapine 10,00% 7,66% 0,00% 0,00% 

N06AX16 Venlafaxine 5,00% 5,96% 7,14% 4,00% 

N06B  Psychostimulants 0,00% 0,43% 0,65% 0,00% 

N07 Other nervous system drugs 5,00% 8,51% 7,79% 5,33% 

N07BB Drugs used in alcohol dependence 5,00% 5,11% 3,90% 4,00% 

N07BC Drugs used in opioid dependence 0,00% 0,00% 0,00% 0,00% 

N05AD05/N0
5AX09 

Drugs used for behavioural regulation 5,00% 20,85% 22,08% 22,67% 
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Table 89: Percentage of long stay patients in t1 using specific N-medication per province 

 
  Antwerp  

Flemish 
Brabant  

West 
Flanders 

East 
Flanders Limburg  

Brussels 
Capital  

Walloon 
Brabant  Hainaut  Liege  

Luxemb
urg  Namur  

N03 Anti-epileptics 
12,2% 11,1% 10,9% 16,5% 19,4% 27,3% 0,0% 20,0% 20,0% 0,0% 20,0% 

N04 Anti-parkinson drugs 
35,1% 44,4% 45,5% 33,8% 38,9% 63,6% 50,0% 60,0% 40,0% 50,0% 32,0% 

N04A  Anticholinergic agents 35,1% 43,1% 44,5% 31,6% 36,1% 63,6% 50,0% 60,0% 40,0% 50,0% 32,0% 
N04B  Dopaminergic agents 1,4% 1,4% 0,9% 2,3% 2,8% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 

N05 Psycholeptics 
86,5% 87,5% 86,4% 84,2% 91,7% 100,0% 100,0% 100,0% 60,0% 100,0% 80,0% 

N05A  Antipsychotics 82,4% 80,6% 79,1% 75,9% 80,6% 100,0% 100,0% 100,0% 40,0% 100,0% 68,0% 
N05AA Phenothiazines with aliphatic side chain 

6,8% 11,1% 5,5% 6,8% 2,8% 9,1% 0,0% 0,0% 0,0% 25,0% 16,0% 
N05AA02 Levomepromazine 4,1% 9,7% 3,6% 6,8% 2,8% 9,1% 0,0% 0,0% 0,0% 0,0% 16,0% 

N05AC Phenothiazines with piperidine 
structure 

8,1% 8,3% 4,5% 3,8% 2,8% 18,2% 0,0% 0,0% 0,0% 25,0% 16,0% 
N05AC02 Thioridazine 8,1% 8,3% 4,5% 3,8% 2,8% 18,2% 0,0% 0,0% 0,0% 25,0% 16,0% 

N05AD Butyrophenone derivatives 32,4% 27,8% 31,8% 24,1% 27,8% 36,4% 50,0% 40,0% 20,0% 25,0% 40,0% 
N05AD01 Haloperidol 16,2% 18,1% 18,2% 11,3% 16,7% 18,2% 0,0% 40,0% 20,0% 0,0% 32,0% 
N05AD05 Pipamperone 8,1% 4,2% 9,1% 12,0% 13,9% 9,1% 0,0% 20,0% 0,0% 0,0% 4,0% 
N05AD06 Bromperidol 10,8% 6,9% 10,0% 1,5% 0,0% 18,2% 50,0% 0,0% 0,0% 25,0% 8,0% 
N05AD07 Benperidol 0,0% 0,0% 0,9% 3,0% 5,6% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 

N05AF Thioxanthene derivatives 14,9% 15,3% 16,4% 16,5% 11,1% 54,5% 0,0% 20,0% 40,0% 25,0% 4,0% 
N05AF01 Flupentixol 6,8% 2,8% 8,2% 10,5% 5,6% 18,2% 0,0% 0,0% 40,0% 25,0% 4,0% 
N05AF05 Zuclopenthixol 9,5% 12,5% 9,1% 6,8% 5,6% 45,5% 0,0% 20,0% 20,0% 0,0% 0,0% 

N05AG Diphenylbutylpiperidine derivatives 

4,1% 8,3% 3,6% 4,5% 0,0% 9,1% 0,0% 0,0% 0,0% 0,0% 0,0% 
N05AH Diazep., oxazep. and thiazep. 

29,7% 33,3% 20,9% 23,3% 30,6% 18,2% 50,0% 20,0% 0,0% 25,0% 20,0% 
N05AH02 Clozapine 10,8% 13,9% 7,3% 8,3% 13,9% 9,1% 0,0% 0,0% 0,0% 0,0% 0,0% 
N05AH03 Olanzapine 17,6% 11,1% 11,8% 12,8% 13,9% 9,1% 50,0% 20,0% 0,0% 25,0% 12,0% 
N05AH04 Quietiapine 1,4% 11,1% 1,8% 2,3% 5,6% 0,0% 0,0% 0,0% 0,0% 0,0% 8,0% 
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N05AL Benzamides 9,5% 2,8% 4,5% 12,0% 5,6% 0,0% 0,0% 0,0% 0,0% 0,0% 8,0% 
N05AL05 Amisulpride 2,7% 1,4% 3,6% 6,8% 2,8% 0,0% 0,0% 0,0% 0,0% 0,0% 4,0% 

N05AN Lithium 5,4% 11,1% 13,6% 6,0% 8,3% 0,0% 0,0% 40,0% 0,0% 0,0% 0,0% 
N05AX Other antipsychotics 31,1% 45,8% 39,1% 27,1% 36,1% 63,6% 100,0% 40,0% 20,0% 50,0% 44,0% 

N05AX07 Prothipendyl 0,0% 12,5% 4,5% 1,5% 8,3% 27,3% 50,0% 0,0% 0,0% 25,0% 16,0% 
N05AX08 Risperidone 20,3% 26,4% 27,3% 21,8% 27,8% 0,0% 50,0% 40,0% 20,0% 25,0% 24,0% 
N05AX09 Clotiapine 14,9% 22,2% 12,7% 6,0% 13,9% 36,4% 50,0% 40,0% 0,0% 0,0% 8,0% 

N05B  Anxiolytics 27,0% 30,6% 42,7% 30,1% 30,6% 27,3% 0,0% 40,0% 20,0% 0,0% 28,0% 
N05BA Benzodiazepine derivatives 27,0% 30,6% 42,7% 30,1% 30,6% 27,3% 0,0% 40,0% 20,0% 0,0% 28,0% 

N05BA01 Diazepam 2,7% 0,0% 6,4% 3,0% 2,8% 9,1% 0,0% 20,0% 0,0% 0,0% 0,0% 
N05BA05 Clorazepate potassium 6,8% 8,3% 9,1% 5,3% 5,6% 0,0% 0,0% 0,0% 0,0% 0,0% 8,0% 
N05BA06 Lorazepam 5,4% 12,5% 18,2% 7,5% 2,8% 18,2% 0,0% 0,0% 20,0% 0,0% 12,0% 
N05BA12 Alprazolam 6,8% 12,5% 10,0% 5,3% 16,7% 9,1% 0,0% 20,0% 0,0% 0,0% 8,0% 

N05C  Hypnotics and sedatives 12,2% 16,7% 27,3% 20,3% 25,0% 18,2% 0,0% 20,0% 0,0% 0,0% 36,0% 
N05CD  Benzodiazepine derivatives 10,8% 16,7% 24,5% 14,3% 16,7% 18,2% 0,0% 20,0% 0,0% 0,0% 32,0% 

N05CD01 Flurazepam 0,0% 2,8% 1,8% 6,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 4,0% 
N05CD06 Lormetazepam 9,5% 11,1% 18,2% 8,3% 11,1% 18,2% 0,0% 20,0% 0,0% 0,0% 28,0% 
N05CD08 Midazolam 1,4% 2,8% 1,8% 0,0% 2,8% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 

N06 psychoanaleptics 
51,4% 50,0% 52,7% 48,1% 52,8% 36,4% 100,0% 40,0% 60,0% 50,0% 56,0% 

N06A  Antidepressants 51,4% 50,0% 50,9% 47,4% 47,2% 36,4% 100,0% 40,0% 60,0% 50,0% 56,0% 
N06AA non select monoamine 10,8% 5,6% 11,8% 9,8% 2,8% 9,1% 0,0% 0,0% 20,0% 0,0% 16,0% 
N06AB Selective serotonin reuptake inhibitors 29,7% 31,9% 26,4% 34,6% 25,0% 9,1% 0,0% 20,0% 20,0% 0,0% 36,0% 
N06AX Other antidepressants 28,4% 27,8% 27,3% 24,8% 30,6% 36,4% 100,0% 40,0% 40,0% 50,0% 32,0% 

N06AX05 Trazodone 14,9% 15,3% 17,3% 17,3% 16,7% 27,3% 50,0% 40,0% 40,0% 50,0% 16,0% 
N06AX11 Mirtazapine 6,8% 5,6% 2,7% 3,8% 5,6% 0,0% 50,0% 0,0% 0,0% 0,0% 0,0% 
N06AX16 Venlafaxine 6,8% 5,6% 9,1% 1,5% 5,6% 18,2% 0,0% 0,0% 0,0% 25,0% 12,0% 

N06B  Psychostimulants 0,0% 1,4% 0,9% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 
N07 Other nervous system drugs 8,1% 1,4% 10,9% 10,5% 2,8% 9,1% 0,0% 20,0% 0,0% 0,0% 4,0% 

N07BB Drugs used in alcohol dependence 4,1% 1,4% 7,3% 6,8% 2,8% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 
N07BC Drugs used in opioid dependence 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 

N05AD05/N
05AX09 

Drugs used for behavioural regulation 

23,0% 25,0% 21,8% 17,3% 19,4% 45,5% 50,0% 40,0% 0,0% 0,0% 12,0% 
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Table 90: Percentage of long stay patients in IBW/IHP using specific N-
medication per age category  

   15-30 31-40 41-50 51-60 61-70 71-80 80 +  
N03 Anti-epileptics 

12,5% 21,4% 21,3% 20,6% 9,7% 6,2% 16,7% 
N04 Anti-parkinson drugs 

30,4% 33,7% 32,4% 31,0% 34,6% 27,2% 33,3% 
N04A  Anticholinergic agents 30,4% 33,5% 31,6% 30,8% 33,7% 24,7% 33,3% 
N04B  Dopaminergic agents 0,0% 0,2% 0,9% 0,3% 1,9% 2,5% 0,0% 

N05 Psycholeptics 
82,7% 86,2% 85,7% 81,3% 77,3% 80,2% 66,7% 

N05A  Antipsychotics 78,0% 81,0% 80,2% 75,3% 71,8% 70,4% 66,7% 
N05AA Phenothiazines with aliphatic 

side chain 10,7% 10,2% 14,0% 14,8% 13,6% 8,6% 0,0% 
N05AA02 Levomepromazine 10,1% 9,1% 13,6% 13,1% 13,6% 7,4% 0,0% 

N05AC Phenothiazines with 
piperidine structure 3,6% 4,8% 4,5% 6,0% 4,5% 8,6% 16,7% 

N05AC02 Thioridazine 3,0% 4,5% 4,4% 5,6% 4,5% 8,6% 16,7% 
N05AD Butyrophenone derivatives 25,0% 25,3% 29,6% 30,8% 35,9% 32,1% 33,3% 

N05AD01 Haloperidol 10,7% 12,5% 15,0% 18,9% 19,1% 23,5% 16,7% 
N05AD05 Pipamperone 9,5% 9,3% 9,5% 9,0% 11,3% 3,7% 0,0% 
N05AD06 Bromperidol 7,1% 6,5% 7,2% 6,6% 7,4% 3,7% 33,3% 
N05AD07 Benperidol 1,2% 1,5% 1,2% 1,8% 1,6% 2,5% 0,0% 

N05AF Thioxanthene derivatives 10,1% 16,8% 16,2% 14,4% 11,7% 6,2% 16,7% 
N05AF01 Flupentixol 4,2% 6,7% 5,9% 6,3% 6,1% 1,2% 16,7% 
N05AF05 Zuclopenthixol 7,1% 11,2% 10,4% 8,6% 5,8% 4,9% 16,7% 

N05AG Diphenylbutylpiperidine 
derivatives 2,4% 4,5% 5,3% 5,5% 5,2% 6,2% 0,0% 

N05AH Diazep., oxazep. and thiazep. 44,6% 39,3% 29,9% 23,2% 8,7% 4,9% 16,7% 
N05AH02 Clozapine 8,9% 9,5% 4,5% 2,7% 0,6% 0,0% 0,0% 
N05AH03 Olanzapine 29,2% 23,8% 21,8% 18,1% 7,4% 3,7% 16,7% 
N05AH04 Quietiapine 13,7% 10,6% 7,2% 4,6% 1,6% 1,2% 0,0% 

N05AL Benzamides 10,1% 15,3% 13,9% 10,8% 6,1% 6,2% 16,7% 
N05AL05 Amisulpride 6,5% 10,8% 7,8% 5,8% 1,0% 2,5% 0,0% 

N05AN Lithium 5,4% 7,1% 5,5% 8,1% 5,8% 3,7% 0,0% 
N05AX Other antipsychotics 47,0% 46,9% 42,5% 42,3% 30,1% 25,9% 33,3% 

N05AX07 Prothipendyl 11,3% 14,5% 15,4% 15,8% 4,5% 2,5% 16,7% 
N05AX08 Risperidone 30,4% 29,6% 27,7% 23,5% 19,1% 18,5% 16,7% 
N05AX09 Clotiapine 17,9% 17,9% 16,7% 13,9% 11,3% 7,4% 16,7% 

N05B  Anxiolytics 35,1% 35,9% 36,3% 27,5% 21,7% 27,2% 16,7% 
N05BA Benzodiazepine derivatives 35,1% 35,6% 36,1% 27,5% 21,4% 25,9% 16,7% 

N05BA01 Diazepam 6,5% 8,2% 7,8% 5,6% 6,8% 4,9% 0,0% 
N05BA05 Clorazepate potassium 6,5% 10,4% 10,4% 7,1% 3,6% 4,9% 0,0% 
N05BA06 Lorazepam 14,3% 14,9% 15,3% 12,3% 8,7% 12,3% 16,7% 
N05BA12 Alprazolam 15,5% 14,7% 11,5% 8,3% 6,5% 4,9% 16,7% 

N05C  Hypnotics and sedatives 22,6% 24,8% 27,1% 23,4% 16,2% 17,3% 0,0% 
N05CD  Benzodiazepine derivatives 17,3% 21,4% 23,4% 20,4% 14,6% 14,8% 0,0% 

N05CD01 Flurazepam 1,8% 2,8% 4,5% 3,2% 2,6% 0,0% 0,0% 
N05CD06 Lormetazepam 14,3% 14,0% 14,8% 13,1% 6,5% 8,6% 0,0% 
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N05CD08 Midazolam 3,0% 7,1% 7,6% 8,0% 6,5% 3,7% 0,0% 
N06 psychoanaleptics 

54,2% 60,5% 56,9% 51,7% 35,0% 29,6% 50,0% 
N06A  Antidepressants 53,0% 60,5% 56,5% 50,7% 34,3% 28,4% 50,0% 

N06AA non select monoamine 4,2% 11,4% 13,6% 15,3% 10,7% 4,9% 33,3% 
N06AB Selective serotonin reuptake 

inhibitors 
39,3% 40,0% 33,8% 27,9% 16,8% 16,0% 0,0% 

N06AX Other antidepressants 27,4% 37,8% 36,6% 29,4% 19,1% 16,0% 16,7% 
N06AX05 Trazodone 17,3% 23,1% 23,4% 20,6% 11,7% 12,3% 16,7% 
N06AX11 Mirtazapine 3,0% 8,9% 9,2% 6,3% 1,3% 0,0% 0,0% 
N06AX16 Venlafaxine 9,5% 11,4% 9,0% 8,0% 5,2% 6,2% 0,0% 

N06B  Psychostimulants 1,2% 0,2% 0,5% 1,5% 1,3% 0,0% 0,0% 
N07 Other nervous system drugs 

8,9% 10,4% 14,3% 11,4% 7,4% 19,8% 0,0% 
N07BB Drugs used in alcohol 

dependence 6,5% 6,3% 8,3% 5,3% 3,6% 1,2% 0,0% 
N07BC Drugs used in opioid 

dependence 1,2% 0,2% 0,2% 0,0% 0,0% 0,0% 0,0% 
N05AD05/N05AX09 Drugs used for behavioural 

regulation 
26,2% 24,8% 23,8% 20,4% 20,7% 11,1% 16,7% 

Table 91: Percentage of long stay patients in IBW/IHP using specific N-
medication per length of stay  

 
  1-2 years  2-6 years  

6-10 
years  

> 10 
years  

N03 Anti-epileptics 
16,02% 19,86% 13,50% 13,85% 

N04 Anti-parkinson drugs 
21,24% 34,80% 39,88% 41,54% 

N04A  Anticholinergic agents 
21,04% 34,14% 39,26% 41,54% 

N04B  Dopaminergic agents 
0,19% 0,85% 1,84% 0,00% 

N05 Psycholeptics 
78,57% 84,99% 79,75% 80,00% 

N05A  Antipsychotics 
71,62% 79,49% 76,07% 76,92% 

N05AA Phenothiazines with aliphatic side 
chain 10,81% 13,63% 12,27% 13,85% 

N05AA02 Levomepromazine 
10,62% 12,65% 9,82% 13,85% 

N05AC Phenothiazines with piperidine 
structure 4,05% 5,31% 4,91% 7,69% 

N05AC02 Thioridazine 
4,05% 5,05% 4,91% 6,15% 

N05AD Butyrophenone derivatives 
22,78% 30,73% 37,42% 40,00% 

N05AD01 Haloperidol 
11,78% 16,51% 20,86% 27,69% 

N05AD05 Pipamperone 
7,53% 10,03% 8,59% 9,23% 

N05AD06 Bromperidol 
4,63% 7,21% 11,66% 4,62% 

N05AD07 Benperidol 
0,77% 1,83% 0,61% 3,08% 

N05AF Thioxanthene derivatives 
10,62% 15,79% 11,04% 21,54% 

N05AF01 Flupentixol 
3,67% 6,49% 7,36% 7,69% 

N05AF05 Zuclopenthixol 
7,34% 10,03% 3,68% 13,85% 

N05AG Diphenylbutylpiperidine derivatives 
3,67% 5,44% 5,52% 3,08% 

N05AH Diazep., oxazep. and thiazep. 
28,96% 28,18% 20,86% 10,77% 

N05AH02 Clozapine 
4,25% 4,98% 4,91% 0,00% 

N05AH03 Olanzapine 
20,46% 19,53% 15,34% 9,23% 

N05AH04 Quietiapine 
6,37% 7,47% 1,84% 3,08% 
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N05AL Benzamides 
10,62% 12,19% 13,50% 6,15% 

N05AL05 Amisulpride 
6,76% 6,88% 4,91% 4,62% 

N05AN Lithium 
4,83% 7,21% 5,52% 4,62% 

N05AX Other antipsychotics 
39,58% 42,60% 38,65% 33,85% 

N05AX07 Prothipendyl 
13,32% 12,65% 17,18% 10,77% 

N05AX08 Risperidone 
23,55% 27,20% 21,47% 16,92% 

N05AX09 Clotiapine 
12,93% 16,51% 11,66% 12,31% 

N05B  Anxiolytics 
27,22% 34,21% 21,47% 24,62% 

N05BA Benzodiazepine derivatives 
27,03% 34,01% 21,47% 24,62% 

N05BA01 Diazepam 
5,21% 7,80% 6,13% 3,08% 

N05BA05 Clorazepate potassium 
4,83% 9,50% 6,13% 6,15% 

N05BA06 Lorazepam 
10,23% 14,88% 8,59% 13,85% 

N05BA12 Alprazolam 
8,69% 11,93% 7,36% 6,15% 

N05C  Hypnotics and sedatives 
23,36% 24,77% 15,34% 12,31% 

N05CD  Benzodiazepine derivatives 
18,92% 21,69% 12,88% 12,31% 

N05CD01 Flurazepam 
2,51% 3,74% 0,00% 3,08% 

N05CD06 Lormetazepam 
11,20% 14,09% 6,75% 9,23% 

N05CD08 Midazolam 
8,11% 6,88% 5,52% 3,08% 

N06 psychoanaleptics 
55,02% 52,49% 46,63% 32,31% 

N06A  Antidepressants 
54,25% 51,90% 46,63% 32,31% 

N06AA non select monoamine 
10,04% 13,37% 9,82% 9,23% 

N06AB Selective serotonin reuptake inhibitors 
31,66% 31,19% 31,29% 15,38% 

N06AX Other antidepressants 
33,40% 31,65% 22,70% 20,00% 

N06AX05 Trazodone 
21,62% 20,45% 14,72% 13,85% 

N06AX11 Mirtazapine 
7,34% 6,68% 3,07% 3,08% 

N06AX16 Venlafaxine 
9,27% 8,65% 7,98% 4,62% 

N06B  Psychostimulants 
1,54% 0,59% 1,23% 0,00% 

N07 Other nervous system drugs 
11,58% 11,73% 11,04% 9,23% 

N07BB Drugs used in alcohol dependence 
6,56% 5,90% 5,52% 6,15% 

N07BC Drugs used in opioid dependence 
0,39% 0,13% 0,00% 0,00% 

N05AD05/N0
5AX09 

Drugs used for behavioural regulation 
18,92% 24,12% 17,79% 21,54% 
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Table 92: Percentage of long stay patients in IBW/IHP using specific N-medication per province  

 
  Antwerp 

Flemish 
Brabant  

West 
Flanders 

East 
Flanders Limburg  

Brussels 
Capital  

Walloon 
Brabant  Hainaut  Liege  Luxemburg Namur  

N03 Anti-epileptics 
16,9% 19,5% 15,6% 13,8% 19,3% 17,9% 42,1% 24,3% 20,5% 38,20% 23,48% 

N04 Anti-parkinson drugs 
31,6% 32,9% 31,6% 28,7% 35,4% 35,8% 26,3% 27,6% 37,9% 50,00% 28,70% 

N04A  Anticholinergic agents 31,3% 32,4% 30,9% 28,3% 33,9% 35,4% 26,3% 27,0% 37,9% 50,00% 28,70% 
N04B  Dopaminergic agents 0,7% 0,5% 1,3% 0,7% 2,0% 0,4% 0,0% 0,7% 0,0% 0,00% 0,00% 

N05 Psycholeptics 
81,4% 81,4% 83,1% 77,5% 78,3% 87,3% 100,0% 90,1% 88,8% 94,10% 87,83% 

N05A  Antipsychotics 73,0% 75,2% 74,7% 71,5% 74,0% 85,2% 100,0% 85,5% 86,3% 88,20% 83,48% 
N05AA Phenothiazines with aliphatic side 

chain 
13,7% 9,0% 9,1% 11,8% 10,2% 14,0% 10,5% 16,4% 18,0% 38,20% 17,39% 

N05AA02 Levomepromazine 11,7% 9,0% 7,8% 11,8% 9,1% 14,0% 10,5% 15,8% 14,3% 38,20% 17,39% 
N05AC Phenothiazines with piperidine 

structure 
6,2% 4,8% 5,3% 5,6% 4,3% 4,8% 5,3% 3,9% 3,7% 0,00% 6,96% 

N05AC02 Thioridazine 6,2% 4,8% 5,3% 5,3% 3,9% 4,4% 5,3% 3,9% 3,7% 0,00% 5,22% 
N05AD Butyrophenone derivatives 27,7% 26,7% 25,3% 30,1% 34,6% 36,2% 26,3% 21,7% 33,5% 58,80% 26,09% 

N05AD01 Haloperidol 13,4% 11,9% 10,6% 14,9% 20,1% 24,5% 21,1% 17,1% 19,9% 26,50% 13,91% 
N05AD05 Pipamperone 8,1% 8,6% 10,9% 13,8% 9,1% 5,2% 5,3% 2,6% 11,2% 17,60% 6,96% 
N05AD06 Bromperidol 8,1% 9,5% 4,1% 3,3% 8,3% 10,5% 0,0% 4,6% 6,2% 35,30% 7,83% 
N05AD07 Benperidol 1,0% 1,4% 1,6% 2,4% 2,0% 0,9% 0,0% 0,7% 1,2% 5,90% 0,87% 

N05AF Thioxanthene derivatives 15,3% 9,0% 17,2% 15,4% 11,0% 15,3% 15,8% 15,1% 9,3% 38,20% 14,78% 
N05AF01 Flupentixol 8,1% 3,8% 7,5% 6,9% 5,5% 7,4% 0,0% 2,0% 5,6% 0,00% 1,74% 
N05AF05 Zuclopenthixol 8,1% 6,2% 10,3% 9,1% 5,5% 8,7% 15,8% 13,8% 3,7% 38,20% 13,04% 

N05AG Diphenylbutylpiperidine 
derivatives 

4,2% 5,2% 6,3% 2,9% 7,1% 2,6% 0,0% 3,3% 8,7% 2,90% 6,96% 
N05AH Diazep., oxazep., thiazep. 25,4% 29,0% 21,6% 17,4% 22,4% 34,5% 57,9% 46,1% 36,6% 47,10% 33,04% 

N05AH02 Clozapine 4,6% 5,7% 3,1% 0,7% 5,1% 6,6% 10,5% 14,5% 3,1% 2,90% 6,09% 
N05AH03 Olanzapine 16,3% 21,0% 15,6% 13,6% 15,7% 24,5% 42,1% 23,7% 28,0% 44,10% 23,48% 
N05AH04 Quietiapine 5,5% 6,2% 5,3% 4,7% 3,5% 8,7% 10,5% 12,5% 11,2% 2,90% 12,17% 

N05AL Benzamides 6,5% 7,6% 11,9% 11,4% 8,7% 10,0% 15,8% 15,1% 22,4% 41,20% 16,52% 
N05AL05 Amisulpride 3,3% 5,7% 4,7% 5,6% 4,7% 7,0% 15,8% 13,2% 14,9% 5,90% 9,57% 
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N05AN Lithium 8,8% 4,3% 11,6% 4,5% 7,5% 3,9% 10,5% 6,6% 4,3% 2,90% 5,22% 
N05AX Other antipsychotics 34,9% 40,5% 35,3% 32,3% 36,2% 55,0% 63,2% 54,6% 53,4% 61,80% 57,39% 

N05AX07 Prothipendyl 3,3% 11,4% 5,9% 1,6% 13,4% 28,4% 26,3% 27,6% 29,8% 41,20% 23,48% 
N05AX08 Risperidone 22,5% 26,7% 23,8% 22,7% 20,5% 28,4% 36,8% 37,5% 29,2% 8,80% 40,00% 
N05AX09 Clotiapine 16,3% 16,2% 15,6% 11,4% 15,7% 22,3% 10,5% 8,6% 18,6% 29,40% 12,17% 

N05B  Anxiolytics 27,7% 27,6% 31,6% 22,3% 26,4% 33,2% 52,6% 44,1% 46,0% 44,10% 44,35% 
N05BA Benzodiazepine derivatives 27,4% 27,6% 31,3% 22,0% 26,0% 33,2% 52,6% 44,1% 46,0% 44,10% 44,35% 

N05BA01 Diazepam 3,9% 2,9% 7,5% 5,8% 6,7% 7,4% 5,3% 7,9% 15,5% 17,60% 7,83% 
N05BA05 Clorazepate potassium 6,5% 11,4% 10,0% 4,2% 10,6% 6,6% 10,5% 10,5% 7,5% 2,90% 12,17% 
N05BA06 Lorazepam 13,4% 7,1% 18,1% 6,7% 5,9% 19,7% 21,1% 23,0% 15,5% 29,40% 19,13% 
N05BA12 Alprazolam 10,1% 10,5% 7,5% 8,2% 8,7% 10,0% 21,1% 19,7% 18,6% 11,80% 12,17% 

N05C  Hypnotics and sedatives 27,7% 18,6% 23,1% 18,7% 16,5% 21,8% 36,8% 36,8% 28,0% 26,50% 29,57% 
N05CD  Benzodiazepine derivatives 24,8% 16,7% 20,3% 14,9% 12,2% 21,0% 15,8% 30,3% 26,7% 26,50% 24,35% 

N05CD01 Flurazepam 3,9% 4,3% 2,8% 4,7% 2,0% 2,2% 0,0% 0,7% 4,3% 2,90% 0,87% 
N05CD06 Lormetazepam 13,4% 10,0% 14,7% 7,8% 5,9% 16,2% 10,5% 23,7% 16,8% 17,60% 15,65% 
N05CD08 Midazolam 9,1% 4,3% 5,6% 5,8% 3,5% 7,0% 5,3% 9,9% 10,6% 14,70% 9,57% 

N06 psychoanaleptics 
44,6% 62,4% 47,8% 42,8% 47,2% 60,3% 73,7% 59,9% 65,2% 58,80% 64,35% 

N06A  Antidepressants 43,6% 62,4% 47,2% 42,5% 46,9% 59,8% 73,7% 59,2% 63,4% 58,80% 63,48% 
N06AA non select monoamine 12,1% 17,6% 13,8% 6,5% 13,0% 9,2% 15,8% 12,5% 18,0% 35,30% 12,17% 
N06AB Selective serotonin reuptake 

inhibitors 
25,4% 29,5% 34,1% 26,3% 27,6% 35,8% 57,9% 36,8% 36,0% 23,5% 37,4% 

N06AX Other antidepressants 26,1% 39,0% 21,6% 25,4% 28,3% 38,4% 42,1% 42,1% 38,5% 38,2% 41,7% 
N06AX05 Trazodone 19,5% 21,4% 14,1% 17,8% 14,6% 24,9% 26,3% 33,6% 23,6% 29,4% 20,9% 
N06AX11 Mirtazapine 5,2% 8,1% 4,4% 4,5% 9,1% 7,0% 5,3% 5,9% 8,1% 14,7% 10,4% 
N06AX16 Venlafaxine 6,8% 13,3% 5,0% 4,9% 7,5% 13,5% 10,5% 9,9% 11,8% 14,7% 14,8% 

N06B  Psychostimulants 1,3% 0,0% 0,6% 0,4% 1,2% 0,4% 0,0% 1,3% 1,2% 2,9% 1,7% 
N07 Other nervous system drugs 11,4% 8,1% 11,9% 12,9% 18,1% 5,2% 5,3% 4,6% 13,7% 14,7% 15,7% 

N07BB Drugs used in alcohol 
dependence 

3,3% 2,9% 8,1% 7,6% 7,5% 3,9% 5,3% 3,9% 8,7% 8,8% 7,0% 
N07BC Drugs used in opioid dependence 0,0% 0,5% 0,3% 0,2% 0,0% 0,0% 0,0% 0,0% 0,6% 0,0% 0,0% 

N05AD05/ 
N05AX09 

Drugs used for behavioural 
regulation 

22,5% 22,9% 24,1% 21,6% 23,6% 26,2% 15,8% 11,2% 26,7% 44,1% 16,5% 
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Table 93: Percentage of long stay patients in PVT/MSP using specific N-
medication per age category   

   15-30 31-40 41-50 51-60 61-70 71-80 80 +  

N03 Anti-epileptics 18,8% 29,0% 28,6% 24,8% 22,2% 14,7% 8,5% 

N04 Anti-parkinson drugs 43,8% 58,0% 48,6% 45,9% 49,1% 47,9% 33,5% 

N04A  Anticholinergic agents 43,8% 58,0% 47,5% 45,4% 48,2% 45,7% 30,5% 

N04B  Dopaminergic agents 0,0% 0,0% 1,5% 1,5% 3,2% 4,8% 6,1% 

N05 Psycholeptics 100,0% 100,0% 96,5% 96,1% 95,3% 93,8% 88,4% 

N05A  Antipsychotics 93,8% 98,6% 93,4% 90,9% 90,2% 88,1% 78,7% 

N05AA Phenothiazines with aliphatic side 
chain 

18,8% 30,4% 20,5% 18,5% 16,8% 15,1% 17,1% 

N05AA02 Levomepromazine 18,8% 27,5% 18,9% 16,7% 15,4% 13,5% 14,6% 

N05AC Phenothiazines with piperidine 
structure 

6,3% 10,1% 5,4% 7,2% 9,5% 8,0% 6,7% 

N05AC02 Thioridazine 6,3% 10,1% 5,0% 6,9% 9,0% 7,4% 4,3% 

N05AD Butyrophenone derivatives 37,5% 58,0% 47,9% 49,6% 49,9% 45,9% 39,6% 

N05AD01 Haloperidol 6,3% 29,0% 23,2% 27,0% 29,9% 28,6% 26,2% 

N05AD05 Pipamperone 25,0% 26,1% 19,7% 19,4% 19,0% 14,5% 9,8% 

N05AD06 Bromperidol 12,5% 8,7% 6,9% 5,7% 6,1% 4,4% 2,4% 

N05AD07 Benperidol 0,0% 13,0% 7,3% 6,3% 3,4% 1,8% 1,8% 

N05AF Thioxanthene derivatives 25,0% 23,2% 25,1% 20,4% 19,3% 15,5% 14,6% 

N05AF01 Flupentixol 0,0% 8,7% 3,5% 3,5% 3,2% 3,6% 3,0% 

N05AF05 Zuclopenthixol 25,0% 18,8% 21,6% 17,2% 16,8% 12,1% 12,2% 

N05AG Diphenylbutylpiperidine 
derivatives 

6,3% 8,7% 5,0% 5,6% 5,8% 4,8% 4,3% 

N05AH Diazep., oxazep. and thiazep. 50,0% 65,2% 42,5% 35,6% 29,8% 20,7% 13,4% 

N05AH02 Clozapine 18,8% 18,8% 11,6% 6,5% 2,7% 1,2% 0,0% 

N05AH03 Olanzapine 25,0% 42,0% 26,3% 25,0% 21,5% 15,9% 11,0% 

N05AH04 Quietiapine 25,0% 23,2% 9,7% 8,5% 8,3% 4,8% 3,0% 

N05AL Benzamides 12,5% 14,5% 13,5% 11,3% 8,5% 6,8% 7,3% 

N05AL05 Amisulpride 12,5% 11,6% 9,% 6,3% 4,2% 3,2% 3,0% 

N05AN Lithium 0,0% 5,8% 5,4% 8,9% 5,4% 4,8% 1,8% 

N05AX Other antipsychotics 56,3% 60,9% 55,6% 51,7% 46,5% 42,7% 31,7% 

N05AX07 Prothipendyl 25,0% 29,0% 24,3% 18,0% 11,3% 6,6% 4,3% 

N05AX08 Risperidone 25,0% 33,3% 30,5% 32,4% 27,9% 29,6% 24,4% 

N05AX09 Clotiapine 18,8% 33,3% 23,2% 19,8% 17,3% 12,3% 6,1% 

N05B  Anxiolytics 62,5% 84,1% 64,9% 58,7% 49,7% 45,5% 29,9% 

N05BA Benzodiazepine derivatives 62,5% 82,6% 64,5% 57,8% 48,4% 44,1% 28,0% 

N05BA01 Diazepam 12,5% 24,6% 19,7% 15,9% 11,3% 9,7% 4,3% 

N05BA05 Clorazepate potassium 25,0% 29,0% 22,0% 15,0% 10,7% 7,6% 3,0% 
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N05BA06 Lorazepam 25,0% 37,7% 23,2% 26,1% 21,2% 19,3% 10,4% 

N05BA12 Alprazolam 18,8% 27,5% 11,6% 12,2% 12,0% 11,7% 6,7% 

N05C  Hypnotics and sedatives 62,5% 36,2% 42,1% 42,0% 39,9% 35,0% 33,5% 

N05CD  Benzodiazepine derivatives 37,5% 36,2% 37,1% 37,8% 33,5% 30,2% 26,8% 

N05CD01 Flurazepam 6,3% 5,8% 5,4% 8,0% 5,4% 3,6% 2,4% 

N05CD06 Lormetazepam 25,0% 27,5% 26,3% 24,1% 22,8% 16,7% 15,2% 

N05CD08 Midazolam 12,5% 5,8% 7,3% 6,1% 9,8% 11,1% 9,1% 

N06 psychoanaleptics 62,5% 68,1% 55,2% 45,2% 43,1% 37,4% 32,9% 

N06A  Antidepressants 62,5% 68,1% 54,4% 43,9% 41,5% 34,4% 27,4% 

N06AA non select monoamine 6,3% 7,2% 7,7% 6,7% 8,1% 8,5% 7,3% 

N06AB Selective serotonin reuptake 
inhibitors 

43,8% 40,6% 34,4% 25,4% 24,9% 18,7% 12,2% 

N06AX Other antidepressants 50,0% 40,6% 29,7% 26,3% 23,5% 18,3% 14,6% 

N06AX05 Trazodone 43,8% 27,5% 19,7% 16,3% 12,7% 12,7% 9,1% 

N06AX11 Mirtazapine 18,8% 5,8% 4,2% 5,4% 3,7% 2,4% 2,4% 

N06AX16 Venlafaxine 12,5% 13,0% 6,9% 4,6% 6,6% 2,6% 1,8% 

N06B  Psychostimulants 0,0% 0,0% 2,7% 3,0% 2,9% 4,4% 8,5% 

N07 Other nervous system drugs 12,5% 14,5% 8,5% 10,0% 9,5% 10,7% 7,9% 

N07BB Drugs used in alcohol 
dependence 

0,0% 10,1% 3,5% 4,6% 0,8% 0,4% 0,0% 

N07BC Drugs used in opioid dependence 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 

N05AD05/

N05AX

09 

Drugs used for behavioural 
regulation 

37,5% 46,4% 36,7% 34,6% 32,1% 24,9% 15,9% 

Table 94: Percentage of long stay patients in PVT/MSP using specific N-
medication per length of stay   

 
  1-2 years  2-6 years  

6-10 
years  

> 10 
years  

N03 Anti-epileptics 
24,67% 23,30% 13,18% 15,92% 

N04 Anti-parkinson drugs 
38,16% 46,59% 55,31% 49,13% 

N04A  Anticholinergic agents 
37,50% 45,29% 54,02% 47,40% 

N04B  Dopaminergic agents 
0,99% 3,17% 3,22% 4,50% 

N05 Psycholeptics 
96,71% 95,29% 94,53% 92,04% 

N05A  Antipsychotics 
91,45% 89,94% 90,03% 86,51% 

N05AA Phenothiazines with aliphatic side chain 
14,80% 18,75% 14,47% 20,07% 

N05AA02 Levomepromazine 
13,82% 16,80% 13,50% 17,99% 

N05AC Phenothiazines with piperidine structure 
6,58% 6,17% 14,79% 9,00% 

N05AC02 Thioridazine 
5,92% 5,76% 13,50% 8,30% 

N05AD Butyrophenone derivatives 
39,47% 47,89% 52,09% 53,29% 

N05AD01 Haloperidol 
20,07% 27,60% 28,30% 34,60% 

N05AD05 Pipamperone 
16,78% 16,56% 21,54% 19,38% 
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N05AD06 Bromperidol 
4,61% 5,84% 5,47% 5,54% 

N05AD07 Benperidol 
5,92% 4,71% 4,50% 1,38% 

N05AF Thioxanthene derivatives 
15,46% 19,89% 19,94% 19,38% 

N05AF01 Flupentixol 
3,95% 4,22% 2,89% 1,04% 

N05AF05 Zuclopenthixol 
12,17% 16,23% 17,68% 18,34% 

N05AG Diphenylbutylpiperidine derivatives 
4,28% 5,11% 7,72% 5,19% 

N05AH Diazep., oxazep. and thiazep. 
37,50% 32,31% 29,26% 18,34% 

N05AH02 Clozapine 
8,55% 5,28% 2,89% 1,04% 

N05AH03 Olanzapine 
23,36% 23,21% 19,61% 14,53% 

N05AH04 Quietiapine 
10,53% 7,63% 9,65% 4,50% 

N05AL Benzamides 
10,53% 9,66% 12,54% 4,84% 

N05AL05 Amisulpride 
6,25% 5,11% 8,68% 1,73% 

N05AN Lithium 
6,58% 6,33% 7,07% 1,73% 

N05AX Other antipsychotics 
50,99% 50,08% 43,41% 36,68% 

N05AX07 Prothipendyl 
13,16% 16,88% 10,61% 3,46% 

N05AX08 Risperidone 
31,25% 30,28% 27,65% 27,34% 

N05AX09 Clotiapine 
18,42% 18,67% 17,04% 9,34% 

N05B  Anxiolytics 
60,20% 55,76% 46,30% 37,37% 

N05BA Benzodiazepine derivatives 
58,55% 54,63% 45,34% 36,33% 

N05BA01 Diazepam 
14,14% 14,29% 9,97% 9,69% 

N05BA05 Clorazepate potassium 
18,42% 13,56% 9,32% 5,54% 

N05BA06 Lorazepam 
23,03% 24,27% 22,51% 10,38% 

N05BA12 Alprazolam 
14,47% 13,47% 8,36% 7,61% 

N05C  Hypnotics and sedatives 
43,09% 41,72% 36,01% 27,34% 

N05CD  Benzodiazepine derivatives 
36,51% 36,28% 31,19% 23,53% 

N05CD01 Flurazepam 
7,24% 5,44% 4,82% 4,15% 

N05CD06 Lormetazepam 
24,67% 24,27% 18,01% 11,76% 

N05CD08 Midazolam 
5,92% 9,66% 9,00% 7,27% 

N06 psychoanaleptics 
55,26% 46,51% 36,33% 29,41% 

N06A  Antidepressants 
54,28% 44,16% 34,08% 28,03% 

N06AA non select monoamine 
8,88% 7,87% 6,43% 6,92% 

N06AB Selective serotonin reuptake inhibitors 
33,55% 26,62% 18,01% 12,11% 

N06AX Other antidepressants 
32,24% 25,57% 18,33% 13,49% 

N06AX05 Trazodone 
21,05% 15,58% 11,58% 9,00% 

N06AX11 Mirtazapine 
5,92% 4,55% 1,93% 1,73% 

N06AX16 Venlafaxine 
8,22% 5,84% 2,89% 1,04% 

N06B  Psychostimulants 
2,30% 4,22% 3,22% 2,42% 

N07 Other nervous system drugs 
12,17% 9,33% 10,29% 9,00% 

N07BB Drugs used in alcohol dependence 
4,28% 2,60% 0,64% 0,35% 

N07BC Drugs used in opioid dependence 
0,00% 0,00% 0,00% 0,00% 

N05AD05/N0
5AX09 

Drugs used for behavioural regulation 
31,25% 31,49% 33,76% 24,91% 
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Table 95: Percentage of long stay patients in PVT/MSP using specific N-medication per province 

 
  Antwerp 

Flemish 
Brabant  

West 
Flanders 

East 
Flanders Limburg  

Brussels 
Capital  

Walloon 
Brabant  Hainaut  Liege  Luxemburg Namur  

N03 Anti-epileptics 20,2% 19,4% 18,0% 20,4% 17,9% 26,2% 18,8% 22,6% 17,4% 50,0% 31,5% 

N04 Anti-parkinson drugs 41,0% 49,3% 50,0% 47,4% 57,3% 36,0% 18,8% 44,8% 62,4% 100,0% 34,2% 

N04A  Anticholinergic agents 39,6% 47,8% 47,7% 44,7% 57,3% 36,0% 12,5% 44,3% 61,5% 100,0% 34,2% 

N04B  Dopaminergic agents 4,3% 1,5% 2,3% 4,7% 3,7% 1,2% 6,3% 1,7% 1,9% 0,0% 0,9% 

N05 Psycholeptics 94,8% 98,5% 91,9% 94,2% 94,0% 93,9% 100,0% 94,8% 97,7% 100,0% 97,3% 

N05A  Antipsychotics 87,6% 93,3% 86,0% 88,5% 90,8% 87,2% 93,8% 89,1% 95,3% 100,0% 93,7% 

N05AA Phenothiazines with aliphatic side 
chain 13,3% 11,9% 16,3% 18,4% 14,7% 15,2% 6,3% 31,3% 21,1% 50,0% 17,1% 

N05AA02 Levomepromazine 10,4% 11,2% 15,7% 16,0% 13,8% 13,4% 6,3% 30,0% 19,7% 50,0% 16,2% 
N05AC Phenothiazines with piperidine 

structure 12,4% 5,2% 9,9% 8,3% 4,6% 4,9% 12,5% 7,0% 8,0% 0,0% 5,4% 

N05AC02 Thioridazine 12,4% 5,2% 8,7% 7,2% 4,6% 4,9% 12,5% 5,2% 7,5% 0,0% 5,4% 
N05AD Butyrophenone derivatives 48,8% 42,5% 37,8% 48,1% 56,9% 37,2% 31,3% 47,8% 60,1% 50,0% 45,0% 

N05AD01 Haloperidol 23,7% 27,6% 19,8% 29,4% 31,2% 18,9% 12,5% 27,8% 37,6% 0,0% 29,7% 
N05AD05 Pipamperone 19,1% 12,7% 16,3% 15,1% 26,6% 15,2% 12,5% 15,2% 20,7% 0,0% 18,0% 
N05AD06 Bromperidol 8,1% 9,0% 2,9% 4,0% 5,5% 7,3% 0,0% 6,5% 3,8% 0,0% 5,4% 
N05AD07 Benperidol 2,3% 0,7% 4,1% 4,7% 4,6% 6,1% 18,8% 4,8% 6,1% 50,0% 4,5% 

N05AF Thioxanthene derivatives 17,1% 13,4% 15,7% 23,1% 9,2% 16,5% 12,5% 28,7% 21,6% 100,0% 24,3% 

N05AF01 Flupentixol 4,6% 3,0% 4,1% 3,1% 1,4% 1,8% 6,3% 3,5% 7,5% 50,0% 2,7% 
N05AF05 Zuclopenthixol 12,7% 10,4% 12,2% 20,2% 7,8% 14,6% 6,3% 26,1% 16,0% 100,0% 22,5% 

N05AG Diphenylbutylpiperidine 
derivatives 6,9% 1,5% 5,2% 4,5% 6,0% 7,3% 0,0% 3,9% 7,5% 0,0% 5,4% 

N05AH Diazep., oxazep. and thiazep. 34,4% 35,1% 28,5% 25,6% 25,2% 50,6% 37,5% 23,9% 34,7% 50,0% 25,2% 
N05AH02 Clozapine 7,2% 5,2% 5,2% 3,8% 3,7% 5,5% 18,8% 4,8% 3,8% 0,0% 2,7% 
N05AH03 Olanzapine 24,9% 26,1% 20,3% 17,8% 12,4% 38,4% 12,5% 16,5% 25,4% 50,0% 18,0% 
N05AH04 Quietiapine 7,8% 9,0% 3,5% 6,5% 11,5% 14,0% 18,8% 5,2% 9,9% 0,0% 7,2% 

N05AL Benzamides 11,3% 6,0% 7,0% 7,6% 5,5% 12,8% 6,3% 11,7% 11,7% 0,0% 12,6% 

N05AL05 Amisulpride 8,1% 3,0% 3,5% 3,1% 2,8% 7,3% 6,3% 5,7% 8,0% 0,0% 9,0% 
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N05AN Lithium 6,1% 7,5% 8,7% 3,6% 6,0% 9,1% 6,3% 3,5% 5,6% 0,0% 8,1% 

N05AX Other antipsychotics 35,5% 54,5% 37,8% 39,1% 52,8% 63,4% 75,0% 47,8% 62,4% 50,0% 56,8% 

N05AX07 Prothipendyl 1,2% 6,0% 2,9% 1,6% 5,0% 39,0% 12,5% 23,0% 45,1% 50,0% 21,6% 
N05AX08 Risperidone 23,4% 32,8% 28,5% 28,5% 32,6% 36,6% 56,3% 29,6% 26,3% 50,0% 41,4% 
N05AX09 Clotiapine 15,6% 23,1% 13,4% 13,3% 21,6% 28,7% 12,5% 13,9% 17,8% 50,0% 16,2% 

N05B  Anxiolytics 45,4% 51,5% 48,3% 43,8% 45,4% 70,1% 81,3% 54,8% 68,5% 100,0% 63,1% 

N05BA Benzodiazepine derivatives 44,2% 50,7% 45,3% 42,5% 44,0% 70,1% 81,3% 54,3% 66,7% 100,0% 63,1% 

N05BA01 Diazepam 8,4% 13,4% 5,8% 10,6% 11,5% 15,2% 6,3% 19,6% 21,6% 50,0% 14,4% 
N05BA05 Clorazepate potassium 11,3% 20,1% 5,2% 12,1% 14,7% 18,3% 31,3% 6,5% 15,5% 0,0% 16,2% 
N05BA06 Lorazepam 22,5% 17,9% 29,7% 15,5% 12,4% 45,1% 37,5% 17,0% 26,3% 50,0% 20,7% 
N05BA12 Alprazolam 10,4% 16,4% 5,8% 7,6% 9,2% 12,8% 37,5% 15,2% 18,8% 0,0% 18,0% 

N05C  Hypnotics and sedatives 37,6% 43,3% 37,2% 36,4% 29,8% 50,0% 68,8% 35,2% 48,4% 100,0% 42,3% 

N05CD  Benzodiazepine derivatives 33,2% 39,6% 31,4% 31,5% 24,8% 45,7% 62,5% 30,4% 41,3% 50,0% 31,5% 
N05CD01 Flurazepam 7,5% 8,2% 5,2% 6,5% 2,8% 4,9% 6,3% 1,3% 6,1% 0,0% 4,5% 
N05CD06 Lormetazepam 17,9% 32,8% 20,3% 16,4% 19,3% 37,2% 43,8% 20,0% 24,4% 50,0% 19,8% 
N05CD08 Midazolam 10,7% 3,7% 1,2% 9,2% 2,8% 8,5% 25,0% 10,9% 15,0% 0,0% 9,0% 

N06 psychoanaleptics 43,1% 41,0% 39,0% 38,4% 39,0% 64,0% 68,8% 39,1% 55,9% 0,0% 52,3% 

N06A  Antidepressants 41,3% 39,6% 36,0% 36,0% 36,7% 64,0% 68,8% 37,8% 54,5% 0,0% 46,8% 

N06AA non select monoamine 6,9% 4,5% 7,0% 11,5% 3,7% 9,8% 18,8% 4,8% 10,3% 0,0% 3,6% 

N06AB Selective serotonin reuptake 
inhibitors 

24,3% 18,7% 20,9% 18,0% 27,1% 41,5% 43,8% 16,1% 34,7% 0,0% 34,2% 

N06AX Other antidepressants 23,4% 26,9% 18,0% 17,5% 17,0% 43,9% 31,3% 26,1% 28,2% 0,0% 25,2% 

N06AX05 Trazodone 13,0% 16,4% 7,6% 12,4% 11,9% 27,4% 6,3% 20,9% 19,7% 0,0% 9,0% 
N06AX11 Mirtazapine 5,2% 2,2% 6,4% 2,5% 2,3% 9,1% 6,3% 4,8% 0,5% 0,0% 3,6% 
N06AX16 Venlafaxine 3,8% 6,7% 5,2% 3,6% 0,5% 11,0% 18,8% 5,7% 6,1% 0,0% 9,9% 

N06B  Psychostimulants 3,8% 2,2% 3,5% 2,7% 3,2% 4,3% 6,3% 2,6% 3,8% 0,0% 8,1% 

N07 Other nervous system drugs 14,2% 7,5% 9,9% 7,9% 19,7% 7,9% 0,0% 6,5% 4,7% 0,0% 9,0% 
N07BB Drugs used in alcohol 

dependence 
3,2% 3,0% 2,3% 1,6% 2,3% 4,9% 0,0% 1,3% 2,3% 0,0% 0,0% 

N07BC Drugs used in opioid dependence 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 
N05AD05/ 
N05AX09 

Drugs used for behavioural 
regulation 

31,2% 32,8% 29,7% 25,2% 39,9% 36,6% 25,0% 26,5% 35,2% 50,0% 28,8% 
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Variability between hospitals (T-units)  

Analysis on a national level 

Figure 1: variability in the proportion of consumers per hospital (Belgium) 
per ATC code, level 3 

 

 
Table 2: variability in the proportion of consumers per hospital (Belgium) 
per ATC code, level 4 
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Figure 3: variability in the proportion of consumers per hospital (Belgium) 
per ATC code, level 5 

 
Figure 4: variability in the proportion of consumers per hospital (Belgium) 
per ATC code, level 7 
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Analyse per region  

Figure 5:  Variability between regions of the proportion of consumers of N03 
(anti-epileptics) per hospital  

 
Figure 6:  Variability between regions of the proportion of consumers of N04 
(anti-Parkinson) per hospital  
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Figure 7:  Variability between regions of the proportion of consumers of 
anticholinergic agents (N04A) per hospital  

 
Figure 8:  Variability between regions of the proportion of consumers of 
dopaminergic agents (N04B) per hospital  
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Figure 9:  Variability between regions of the proportion of consumers of 
psycholeptics (N05) per hospital  

 

 
Figure 10:  Variability between regions of the proportion of consumers of 
anti psychotics (N05A) per hospital  
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Figure 11:  Variability between regions of the proportion of consumers of 
‘phenothiazines with alipathic side-chain’ (N05AA) per hospital  

 
Figure 12:  Variability between regions of the proportion of consumers of 
levomepromazine (N05AA02) per hospital  
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Figure 13:  Variability between regions of the proportion of consumers of 
phenothiazines ‘with piperidine structure’ (N05AC) per hospital  

 
Figure 14:  Variability between regions of the proportion of consumers of 
thioridazine (NO5AC02) per 
hospital
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Figure 15:  Variability between regions of the proportion of consumers of 
'butyrophenone derivatives' (N05AD) per hospital  

 
Figure 16:  Variability between regions of the proportion of consumers of 
haloperidol (N05AD01) per hospital  
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Figure 17:  Variability between regions of the proportion of consumers of 
pipamperone (N05AD05) per hospital  

 
Figure 18:  Variability between regions of the proportion of consumers of 
Bronperidol (N05AD06) per hospital  
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Figure 19:  Variability between regions of the proportion of consumers of 
benperidol (N05AD07) per hospital  

 
Figure 20:  Variability between regions of the proportion of consumers of 
'thioxanthene derivatives' (N05AF) per hospital  
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Figure 21:  Variability between regions of the proportion of consumers of 
flupentixol (N05AF01) per hospital  

 
Figure 22:  Variability between regions of the proportion of consumers of 
zuclopenthixol (N05AF05) per hospital  
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Figure 23:  Variability between regions of the proportion of consumers of 
'diphenylbutylpiperidine derivatives' (N05AG) per hospital  

 
Figure 24:  Variability between regions of the proportion of consumers of 
diazepines, oxazepines et thiazepines (N05AH) per hospital  
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Figure 25:  Variability between regions of the proportion of consumers of 
clozapine (N05AH02) per hospital  

 
Figure 26:  Variability between regions of the proportion of consumers of 
Olanzapine (N05AH03) per hospital  
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Figure 27:  Variability between regions of the proportion of consumers of 
Quietiapine (N05AH04) per hospital  

 
Figure 128:  Variability between regions of the proportion of consumers of 
benzamides (N05AL) per hospital  
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Figure 29:  Variability between regions of the proportion of consumers of 
amisulpride (N05AL05) per hospital  

 
Figure 30:  Variability between regions of the proportion of consumers of 
lithium (N05AN) per hospital  

 



262 Psychiatry T-beds Supplement KCE Reports 84 

Figure 31:  Variability between regions of the proportion of consumers of 
other antipsychotics (N05AX) per hospital  

 
Figure 32:  Variability between regions of the proportion of consumers of 
prothipendyl (N05AX07) per hospital  
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Figure 33:  Variability between regions of the proportion of consumers of 
risperidone (N05AX08)N03 (anti-epileptics) per hospital  

 
Figure 34:  Variability between regions of the proportion of consumers of 
clotiapine (N05AX09) per hospital  
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Figure 35:  Variability between regions of the proportion of consumers of 
anxiolytics (N05B) per hospital  

 
Figure 36:  Variability between regions of the proportion of consumers of 
'benzodiazepine derivatives' (N05BA) per hospital  
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Figure 37:  Variability between regions of the proportion of consumers of 
diazepam (N05BA01) per hospital  

 
Figure 38:  Variability between regions of the proportion of consumers of 
'clorazepate potassium' (N05BA05) per hospital  
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Figure 39:  Variability between regions of the proportion of consumers of 
lorazepam (N05BA06) per hospital  

 
Figure 40:  Variability between regions of the proportion of consumers of 
alprazolam (N05BA12) per hospital  
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Figure 41:  Variability between regions of the proportion of consumers of 
hypnotics and sedatives (N05C) per hospital  

 
Figure 42:  Variability between regions of the proportion of consumers of 
'benzodiazepine derivatives' (N05CD) per hospital  
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Figure 43:  Variability between regions of the proportion of consumers of 
flurazepam (N05CD01) per hospital  

 
Figure 44:  Variability between regions of the proportion of consumers of 
lormetazepam (N05CD06) per hospital  
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Figure 425:  Variability between regions of the proportion of consumers of 
midazolam (N05CD08) per hospital  

 
Figure 46:  Variability between regions of the proportion of consumers of 
psychoanaleptics (N06) per hospital  
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Figure 47:  Variability between regions of the proportion of consumers of 
anti depressants (N06A) per hospital  

 
Figure 48:  Variability between regions of the proportion of consumers of 
'non-selective monoamine reuptake inhibitors' (N06AA) per hospital  
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Figure 49:  Variability between regions of the proportion of consumers of 
'selective serotonin reuptake inhibitors' (N06AB) per hospital  

 
Figure 30:  Variability between regions of the proportion of consumers of 
other anti depressants (N06AX) per hospital  

 



272 Psychiatry T-beds Supplement KCE Reports 84 

Figure 51:  Variability between regions of the proportion of consumers of 
trazodone (N06AX05) per hospital  

 
Figure 52:  Variability between regions of the proportion of consumers of 
mirtazapine (N06AX11) per hospital  

 



KCE Reports 84 Psychiatry T-beds supplement 273 

 

Figure 53:  Variability between regions of the proportion of consumers of 
venlafaxine (N06AX16) per hospital  

 
Figure 54:  Variability between regions of the proportion of consumers of 
psychostimulants 'agents used for ADHD and nooptrics' (N06B) per hospital  
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Figure 55:  Variability between regions of the proportion of consumers of 
'other nervous system drugs' (N07) per hospital  

 
Figure 56:  Variability between regions of the proportion of consumers of 
'drugs used in alcohol dependance' (N07BB) per hospital  
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Figure 57:  Variability between regions of the proportion of consumers of 
'drugs used in opioid dependance' (N07BC) per hospital  

 

Occasional versus chronic utilisation of N-medication 

Table 96: percentage occasional and chronic consumers of N-medication in 
T 

    
Total %  

consumers 
% occasional 

consumers 
% chronic 

consumers 
N03 Anti-epileptics 31,64% 1,52% 98,48% 
N04 Anti-parkinson drugs 43,54% 3,69% 96,31% 

N04A  Anticholinergic agents 42,36% 3,98% 96,02% 
N04B  Dopaminergic agents 2,17% 2,47% 97,53% 

N05 Psycholeptics 96,68% 0,36% 99,64% 
N05A  Antipsychotics 91,84% 0,64% 99,36% 

N05AA Phenothiazines with aliphatic side chain 19,50% 6,04% 93,96% 
N05AA02 Levomepromazine 17,89% 6,58% 93,42% 

N05AC Phenothiazines with piperidine structure 8,13% 5,26% 94,74% 
N05AC02 Thioridazine 7,81% 5,14% 94,86% 

N05AD Butyrophenone derivatives 45,17% 4,85% 95,15% 
N05AD01 Haloperidol 23,00% 7,21% 92,79% 
N05AD05 Pipamperone 20,22% 4,63% 95,37% 
N05AD06 Bromperidol 6,95% 2,69% 97,31% 
N05AD07 Benperidol 5,05% 4,76% 95,24% 

N05AF Thioxanthene derivatives 25,73% 9,56% 90,44% 
N05AF01 Flupentixol 4,76% 8,99% 91,01% 
N05AF05 Zuclopenthixol 22,41% 10,98% 89,02% 

N05AG Diphenylbutylpiperidine derivatives 3,61% 6,67% 93,33% 
N05AH Diazep., oxazep. and thiazep. 48,01% 1,73% 98,27% 

N05AH02 Clozapine 12,49% 1,50% 98,50% 
N05AH03 Olanzapine 29,45% 3,00% 97,00% 
N05AH04 Quietiapine 15,99% 5,69% 94,31% 

N05AL Benzamides 18,21% 5,73% 94,27% 
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N05AL05 Amisulpride 12,17% 5,05% 94,95% 
N05AN Lithium 7,46% 3,94% 96,06% 
N05AX Other antipsychotics 57,29% 3,13% 96,87% 

N05AX07 Prothipendyl 17,68% 6,66% 93,34% 
N05AX08 Risperidone 32,01% 2,59% 97,41% 
N05AX09 Clotiapine 27,15% 5,91% 94,09% 

N05B  Anxiolytics 62,96% 3,53% 96,47% 
N05BA Benzodiazepine derivatives 62,29% 3,56% 96,44% 

N05BA01 Diazepam 16,58% 13,06% 86,94% 
N05BA05 Clorazepate potassium 23,35% 4,01% 95,99% 
N05BA06 Lorazepam 28,30% 9,07% 90,93% 
N05BA12 Alprazolam 15,67% 7,68% 92,32% 

N05C  Hypnotics and sedatives 45,84% 6,77% 93,23% 
N05CD  Benzodiazepine derivatives 39,10% 8,69% 91,31% 

N05CD01 Flurazepam 8,53% 2,19% 97,81% 
N05CD06 Lormetazepam 27,60% 3,59% 96,41% 
N05CD08 Midazolam 5,62% 75,71% 24,29% 

N06 psychoanaleptics 59,00% 1,41% 98,59% 
N06A  Antidepressants 56,89% 1,79% 98,21% 

N06AA non select monoamine 11,77% 3,86% 96,14% 
N06AB Selective serotonin reuptake inhibitors 34,02% 4,40% 95,60% 
N06AX Other antidepressants 37,82% 2,48% 97,52% 

N06AX05 Trazodone 24,39% 2,63% 97,37% 
N06AX11 Mirtazapine 8,42% 3,17% 96,83% 
N06AX16 Venlafaxine 10,97% 5,61% 94,39% 

N06B  Psychostimulants 3,34% 0,80% 99,20% 
N07 Other nervous system drugs 10,08% 12,47% 87,53% 

N07BB Drugs used in alcohol dependence 5,43% 2,46% 97,54% 
N07BC Drugs used in opioid dependence 0,03% 100,00% 0,00% 

N05AD05/ 
N05AX09 

Drugs used for behavioural regulation 

40,73% 4,46% 95,54% 
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Table 97: percentage occasional and chronic consumers of N-medication in T per age category 

 15-30 31-40 41-50 51-60 61-70 71-80 80 + 

 Total occ chron total occ chron Total occ chron total occ Chron total occ Chron total Occ chron total occ chron 

Anti-epileptics 32,3 1,6 98,4 38,0 1,0 99,0 35,6 1,3 98,8 29,8 1,9 98,1 29,5 0,7 99,3 27,6 1,1 98,9 10,1 20,0 80,0 

Anti-parkinson drugs 44,9 6,2 93,8 49,8 1,5 98,5 46,2 4,1 95,9 43,7 3,1 96,9 41,0 2,8 97,2 37,7 7,9 92,1 21,5 0,0 100,0 

Anticholinergic agents 44,2 6,3 93,7 49,1 1,5 98,5 45,8 4,4 95,6 42,8 3,7 96,3 38,5 3,0 97,0 34,7 8,5 91,5 20,1 0,0 100,0 

Dopaminergic agents 1,5 0,0 100,0 1,1 0,0 100,0 0,7 0,0 100,0 2,4 4,8 95,2 4,4 4,3 95,7 4,5 0,0 100,0 2,7 0,0 100,0 

Psycholeptics 97,7 0,5 99,5 98,4 0,4 99,6 96,8 0,2 99,8 96,4 0,6 99,4 96,3 0,4 99,6 96,1 0,0 100,0 91,3 0,0 100,0 

Antipsychotics 92,7 1,1 98,9 95,6 0,8 99,2 93,7 0,4 99,6 90,8 0,9 99,1 89,6 0,4 99,6 91,1 0,3 99,7 80,5 0,8 99,2 
Phenothiazines with aliphatic 

side chain 15,7 3,2 96,8 20,9 7,8 92,2 22,7 5,4 94,6 21,8 5,7 94,3 17,5 8,8 91,2 17,5 5,1 94,9 2,7 0,0 100,0 

Levomepromazine 14,1 1,8 98,2 19,8 8,3 91,7 21,0 5,3 94,7 19,8 8,0 92,0 15,8 8,5 91,5 16,0 5,6 94,4 2,0 0,0 100,0 
Phenothiazines with piperidine 

structure 7,3 3,4 96,6 9,5 7,7 92,3 8,6 6,5 93,5 8,7 5,2 94,8 8,9 4,3 95,7 5,3 0,0 100,0 3,4 0,0 100,0 

Thioridazine 7,1 3,6 96,4 9,1 8,0 92,0 8,3 6,7 93,3 8,2 5,5 94,5 8,7 2,2 97,8 4,7 0,0 100,0 3,4 0,0 100,0 

Butyrophenone derivatives 44,7 5,6 94,4 48,9 5,2 94,8 48,1 4,4 95,6 44,4 4,3 95,7 42,0 4,1 95,9 40,7 7,3 92,7 40,9 4,9 95,1 

Haloperidol 16,9 13,4 86,6 21,5 9,3 90,7 25,3 7,0 93,0 24,2 5,6 94,4 23,3 5,0 95,0 23,1 9,0 91,0 22,1 3,0 97,0 

Pipamperone 27,3 8,3 91,7 22,7 6,4 93,6 20,7 2,7 97,3 17,3 1,9 98,1 19,5 5,0 95,0 17,8 5,0 95,0 14,8 9,1 90,9 

Bromperidol 7,6 0,0 100,0 8,9 2,0 98,0 10,0 0,0 100,0 5,5 6,1 93,9 5,4 3,6 96,4 1,8 16,7 83,3 5,4 12,5 87,5 

Benperidol 6,8 0,0 100,0 8,0 4,5 95,5 4,7 4,8 95,2 6,0 7,5 92,5 3,1 0,0 100,0 1,8 16,7 83,3 0,7 0,0 100,0 

Thioxanthene derivatives 32,1 12,6 87,4 32,9 11,6 88,4 30,2 8,8 91,2 24,9 6,8 93,2 19,7 8,8 91,2 13,4 13,3 86,7 9,4 7,1 92,9 

Flupentixol 3,5 7,1 92,9 6,5 16,7 83,3 5,7 7,8 92,2 4,3 5,3 94,7 4,2 9,1 90,9 3,3 9,1 90,9 4,0 0,0 100,0 

Zuclopenthixol 29,8 15,3 84,7 30,2 13,3 86,7 26,3 10,1 89,9 21,4 6,8 93,2 16,2 10,7 89,3 10,1 14,7 85,3 6,0 11,1 88,9 
Diphenylbutylpiperidine 

derivatives 3,8 13,3 86,7 4,9 0,0 100,0 3,2 3,4 96,6 3,9 5,7 94,3 2,5 23,1 76,9 4,2 0,0 100,0 1,3 50,0 50,0 

Diazep., oxazep. and thiazep. 63,6 0,8 99,2 60,2 1,8 98,2 50,0 1,3 98,7 44,0 1,5 98,5 40,8 1,9 98,1 37,1 3,2 96,8 22,8 8,8 91,2 

Clozapine 23,2 2,2 97,8 18,5 2,0 98,0 15,7 1,4 98,6 10,0 0,0 100,0 6,6 0,0 100,0 2,1 0,0 100,0 1,3 50,0 50,0 

Olanzapine 33,6 0,8 99,2 31,8 1,7 98,3 29,3 4,2 95,8 26,6 2,5 97,5 30,3 2,5 97,5 31,8 3,7 96,3 19,5 13,8 86,2 

Quietiapine 24,2 1,0 99,0 24,4 6,0 94,0 16,7 6,0 94,0 14,4 5,5 94,5 10,0 11,5 88,5 8,3 3,6 96,4 6,7 20,0 80,0 

Benzamides 24,0 4,2 95,8 23,3 5,5 94,5 18,9 10,0 90,0 17,5 3,2 96,8 14,1 0,0 100,0 13,4 6,7 93,3 10,1 20,0 80,0 

Amisulpride 18,4 4,1 95,9 16,5 4,4 95,6 12,6 8,0 92,0 10,2 2,2 97,8 8,3 0,0 100,0 10,1 5,9 94,1 6,7 30,0 70,0 

Lithium 4,8 5,3 94,7 7,8 0,0 100,0 7,8 2,9 97,1 8,7 3,9 96,1 8,9 6,5 93,5 5,9 10,0 90,0 2,7 0,0 100,0 

Other antipsychotics 62,6 4,0 96,0 62,9 2,0 98,0 60,8 3,5 96,5 55,2 2,0 98,0 53,0 4,0 96,0 49,9 4,2 95,8 45,6 4,4 95,6 

Prothipendyl 15,4 6,6 93,4 20,5 6,2 93,8 20,4 11,4 88,6 17,5 2,6 97,4 16,6 3,5 96,5 12,8 4,7 95,3 12,8 15,8 84,2 

Risperidone 34,3 2,2 97,8 33,5 2,2 97,8 30,0 1,5 98,5 31,3 2,2 97,8 32,4 2,4 97,6 32,0 4,6 95,4 35,6 9,4 90,6 
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Clotiapine 37,9 7,3 92,7 32,9 4,4 95,6 32,1 3,5 96,5 23,5 5,7 94,3 20,6 11,2 88,8 18,4 11,3 88,7 11,4 0,0 100,0 

Anxiolytics 66,2 2,7 97,3 69,8 2,9 97,1 66,8 2,0 98,0 64,2 4,4 95,6 57,6 6,0 94,0 52,8 4,5 95,5 40,3 3,3 96,7 

Benzodiazepine derivatives 65,9 2,7 97,3 69,5 2,9 97,1 66,0 2,0 98,0 63,3 4,4 95,6 56,8 6,1 93,9 52,5 4,5 95,5 38,9 3,4 96,6 

Diazepam 18,7 8,1 91,9 18,5 19,6 80,4 19,6 10,8 89,2 17,5 11,0 89,0 15,2 17,7 82,3 7,4 16,0 84,0 6,0 11,1 88,9 

Clorazepate potassium 28,5 7,1 92,9 32,9 5,5 94,5 28,3 1,6 98,4 23,0 5,4 94,6 16,2 2,4 97,6 8,3 0,0 100,0 5,4 0,0 100,0 

Lorazepam 29,3 3,4 96,6 31,3 12,2 87,8 27,8 7,6 92,4 26,9 10,0 90,0 29,1 9,3 90,7 29,4 10,1 89,9 20,8 12,9 87,1 

Alprazolam 20,5 12,3 87,7 21,1 4,3 95,7 16,6 6,0 94,0 13,0 7,8 92,2 13,9 9,7 90,3 12,5 9,5 90,5 7,4 9,1 90,9 

Hypnotics and sedatives 37,4 10,1 89,9 44,2 5,3 94,7 43,1 6,2 93,8 47,9 8,0 92,0 47,2 7,8 92,2 53,7 2,8 97,2 56,4 7,1 92,9 

 Benzodiazepine derivatives 28,5 15,9 84,1 37,5 7,3 92,7 37,3 7,7 92,3 41,0 9,6 90,4 41,8 9,7 90,3 46,0 3,9 96,1 47,7 8,5 91,5 

Flurazepam 5,3 4,8 95,2 11,3 0,0 100,0 9,2 3,6 96,4 8,7 2,6 97,4 10,0 1,9 98,1 5,9 0,0 100,0 2,7 0,0 100,0 

Lormetazepam 21,0 8,4 91,6 25,5 3,6 96,4 26,0 2,6 97,4 27,7 2,8 97,2 28,7 5,4 94,6 35,3 2,5 97,5 40,9 1,6 98,4 

Midazolam 5,6 77,3 22,7 5,5 76,7 23,3 4,7 76,2 23,8 6,3 71,4 28,6 7,3 81,6 18,4 4,5 66,7 33,3 4,7 85,7 14,3 

psychoanaleptics 66,9 0,8 99,2 62,5 0,9 99,1 59,0 0,9 99,1 58,0 1,7 98,3 56,1 1,7 98,3 54,0 1,6 98,4 52,3 5,1 94,9 

Antidepressants 65,2 1,2 98,8 61,6 0,9 99,1 57,3 1,4 98,6 55,5 2,0 98,0 54,1 1,8 98,2 51,6 2,3 97,7 44,3 9,1 90,9 

non select monoamine 10,1 0,0 100,0 10,9 5,0 95,0 13,3 2,5 97,5 11,6 3,9 96,1 14,5 5,3 94,7 9,2 3,2 96,8 7,4 18,2 81,8 
Selective serotonin reuptake 

inhibitors 44,2 2,3 97,7 40,5 5,4 94,6 32,2 3,8 96,2 31,0 3,6 96,4 30,6 6,3 93,7 31,2 3,8 96,2 30,2 11,1 88,9 

Other antidepressants 40,4 1,9 98,1 42,9 0,4 99,6 38,8 2,3 97,7 38,4 2,1 97,9 35,8 3,2 96,8 33,2 7,1 92,9 20,1 6,7 93,3 

Trazodone 27,5 0,0 100,0 29,1 1,9 98,1 27,2 3,3 96,7 25,7 2,2 97,8 20,2 2,9 97,1 14,8 8,0 92,0 10,1 6,7 93,3 

Mirtazapine 9,3 5,4 94,6 9,1 6,0 94,0 7,9 4,2 95,8 8,3 0,0 100,0 8,9 2,2 97,8 7,7 0,0 100,0 7,4 9,1 90,9 

Venlafaxine 11,6 8,7 91,3 12,9 1,4 98,6 10,4 2,1 97,9 10,0 7,9 92,1 11,4 10,2 89,8 12,8 2,3 97,7 5,4 25,0 75,0 

Psychostimulants 2,5 0,0 100,0 2,2 0,0 100,0 2,9 0,0 100,0 4,1 0,0 100,0 4,0 0,0 100,0 4,7 6,3 93,8 2,7 0,0 100,0 

Other nervous system drugs 11,6 19,6 80,4 14,4 12,7 87,3 12,1 5,5 94,5 9,5 8,3 91,7 6,0 19,4 80,6 6,5 22,7 77,3 4,0 66,7 33,3 
Drugs used in alcohol 

dependence 6,6 3,8 96,2 7,6 4,8 95,2 8,2 0,0 100,0 5,5 0,0 100,0 1,7 0,0 100,0 0,6 50,0 50,0 0,7 100,0 0,0 
Drugs used in opioid 

dependence 0,3 100 0,0 0,0 / / 0,0   0,0  / 0,0 / / 0,0 0,0 0,0 0,0 0,0 0,0 
Drugs used for behavioural 

regulation 53,5 6,1 93,9 46,9 3,9 96,1 44,3 1,8 98,2 36,6 4,3 95,7 35,3 7,7 92,3 33,2 8,0 92,0 22,8 2,9 97,1 

Table 98: percentage occasional and chronic consumers of N-medication in T per length of stay 

T   1-2 years  2-6 years  6-10 years  > 10 years  

    total occ chron total occ chron total occ chron total occ chron 

N03 Anti-epileptics 30,6 1,7 98,3 33,9 1,4 98,6 31,9 0,8 99,2 25,1 2,8 97,2 

N04 Anti-parkinson drugs 37,8 4,6 95,4 44,1 3,9 96,1 56,0 1,3 98,7 54,4 2,6 97,4 
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N04A  Anticholinergic agents 36,1 5,2 94,8 42,9 4,2 95,8 56,0 1,3 98,7 54,4 2,6 97,4 

N04B  Dopaminergic agents 2,8 4,5 95,5 2,2 0,0 100,0 0,5 0,0 100,0 0,7 0,0 100,0 

N05 Psycholeptics 96,9 0,6 99,4 96,5 0,3 99,7 96,8 0,0 100,0 96,5 0,0 100,0 

N05A  Antipsychotics 90,2 0,9 99,1 92,2 0,6 99,4 94,6 0,3 99,7 95,1 0,0 100,0 

N05AA Phenothiazines with aliphatic side chain 16,5 7,4 92,6 19,7 6,1 93,9 24,3 4,0 96,0 27,9 3,8 96,2 

N05AA02 Levomepromazine 15,2 6,8 93,2 17,7 7,2 92,8 22,9 5,4 94,6 26,5 5,3 94,7 

N05AC 

Phenothiazines with piperidine 

structure 6,1 8,4 91,6 7,6 5,3 94,7 12,0 2,0 98,0 16,3 2,2 97,8 

N05AC02 Thioridazine 6,0 7,4 92,6 7,2 5,6 94,4 11,3 2,2 97,8 15,9 2,2 97,8 

N05AD Butyrophenone derivatives 42,1 6,3 93,7 44,9 4,5 95,5 51,4 4,3 95,7 54,1 1,3 98,7 

N05AD01 Haloperidol 19,8 10,1 89,9 22,8 7,3 92,7 28,5 3,4 96,6 33,6 2,1 97,9 

N05AD05 Pipamperone 19,4 7,3 92,7 20,7 2,9 97,1 20,9 2,4 97,6 21,2 3,3 96,7 

N05AD06 Bromperidol 7,0 2,8 97,2 6,8 2,0 98,0 7,4 6,7 93,3 7,1 0,0 100,0 

N05AD07 Benperidol 3,7 7,0 93,0 5,8 3,5 96,5 6,9 7,1 92,9 6,4 0,0 100,0 

N05AF Thioxanthene derivatives 22,3 12,4 87,6 27,5 9,0 91,0 28,7 7,7 92,3 30,7 3,4 96,6 

N05AF01 Flupentixol 4,6 8,3 91,7 4,8 12,5 87,5 6,4 3,8 96,2 2,8 0,0 100,0 

N05AF05 Zuclopenthixol 19,0 14,5 85,5 24,1 10,3 89,7 24,3 9,1 90,9 29,3 3,6 96,4 

N05AG Diphenylbutylpiperidine derivatives 3,2 8,2 91,8 3,3 8,0 92,0 4,4 5,6 94,4 6,4 0,0 100,0 

N05AH Diazep., oxazep. and thiazep. 48,8 2,2 97,8 48,8 1,5 98,5 43,0 0,0 100,0 46,6 2,3 97,7 

N05AH02 Clozapine 10,2 3,2 96,8 13,1 1,0 99,0 16,2 0,0 100,0 16,6 0,0 100,0 

N05AH03 Olanzapine 31,9 3,2 96,8 29,7 2,5 97,5 21,9 3,4 96,6 25,8 4,1 95,9 

N05AH04 Quietiapine 17,9 5,0 95,0 16,2 7,4 92,6 10,8 2,3 97,7 12,0 2,9 97,1 

N05AL Benzamides 20,1 6,4 93,6 17,6 5,3 94,7 14,5 8,5 91,5 16,6 0,0 100,0 

N05AL05 Amisulpride 13,8 5,6 94,4 11,4 4,7 95,3 9,6 7,7 92,3 10,6 0,0 100,0 

N05AN Lithium 7,5 3,4 96,6 7,4 4,5 95,5 8,6 5,7 94,3 5,7 0,0 100,0 

N05AX Other antipsychotics 58,8 3,8 96,2 56,9 2,6 97,4 57,5 2,1 97,9 50,5 3,5 96,5 

N05AX07 Prothipendyl 18,7 7,2 92,8 17,4 7,3 92,7 15,5 3,2 96,8 17,0 4,2 95,8 
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N05AX08 Risperidone 32,8 3,3 96,7 32,4 2,9 97,1 31,9 0,0 100,0 25,8 0,0 100,0 

N05AX09 Clotiapine 29,4 7,0 93,0 26,0 4,4 95,6 25,8 5,7 94,3 22,6 7,8 92,2 

N05B  Anxiolytics 66,5 3,2 96,8 61,5 4,0 96,0 59,7 3,3 96,7 55,5 3,2 96,8 

N05BA Benzodiazepine derivatives 66,0 3,2 96,8 60,8 4,1 95,9 59,2 3,3 96,7 54,1 3,3 96,7 

N05BA01 Diazepam 19,3 12,3 87,7 15,6 16,3 83,7 14,0 8,8 91,2 10,6 3,3 96,7 

N05BA05 Clorazepate potassium 25,3 3,1 96,9 22,4 5,4 94,6 20,6 0,0 100,0 21,6 8,2 91,8 

N05BA06 Lorazepam 31,0 7,1 92,9 27,0 10,9 89,1 25,1 10,8 89,2 24,7 10,0 90,0 

N05BA12 Alprazolam 18,1 10,3 89,7 15,5 4,8 95,2 12,5 5,9 94,1 8,1 8,7 91,3 

N05C  Hypnotics and sedatives 49,6 7,3 92,7 46,7 6,4 93,6 40,0 6,1 93,9 29,0 6,1 93,9 

N05CD  Benzodiazepine derivatives 41,6 10,2 89,8 39,9 7,7 92,3 35,9 7,5 92,5 25,8 5,5 94,5 

N05CD01 Flurazepam 9,3 2,8 97,2 8,5 1,6 98,4 8,1 3,0 97,0 4,9 0,0 100,0 

N05CD06 Lormetazepam 30,3 5,1 94,9 28,0 2,4 97,6 22,9 2,2 97,8 17,7 2,0 98,0 

N05CD08 Midazolam 6,6 70,9 29,1 5,6 80,7 19,3 3,7 86,7 13,3 3,2 66,7 33,3 

N06 psychoanaleptics 67,2 1,4 98,6 58,8 1,4 98,6 45,0 1,1 98,9 35,0 2,0 98,0 

N06A  Antidepressants 65,0 1,9 98,1 56,5 1,8 98,2 43,5 1,1 98,9 33,6 2,1 97,9 

N06AA non select monoamine 14,9 3,0 97,0 10,5 3,8 96,2 7,6 9,7 90,3 7,4 4,8 95,2 

N06AB Selective serotonin reuptake inhibitors 40,9 4,3 95,7 32,6 4,1 95,9 24,1 4,1 95,9 18,4 9,6 90,4 

N06AX Other antidepressants 44,5 3,0 97,0 37,1 1,8 98,2 28,3 2,6 97,4 18,7 1,9 98,1 

N06AX05 Trazodone 28,7 3,6 96,4 23,4 1,4 98,6 19,9 3,7 96,3 12,4 0,0 100,0 

N06AX11 Mirtazapine 11,3 2,9 97,1 7,8 3,4 96,6 3,4 0,0 100,0 3,5 10,0 90,0 

N06AX16 Venlafaxine 14,2 6,3 93,7 10,5 3,2 96,8 6,1 16,0 84,0 2,5 0,0 100,0 

N06B  Psychostimulants 3,5 1,8 98,2 4,1 0,0 100,0 1,2 0,0 100,0 1,4 0,0 100,0 

N07 Other nervous system drugs 12,1 11,7 88,3 11,0 15,2 84,8 4,7 0,0 100,0 2,1 0,0 100,0 

N07BB Drugs used in alcohol dependence 6,8 0,9 99,1 5,8 4,6 95,4 1,7 0,0 100,0 1,1 0,0 100,0 

N07BC Drugs used in opioid dependence 0,1 100,0 0,0 0,0 / / 0,0 / / 0,0 / / 

N05AD05/N05AX09 Drugs used for behavioural regulation 41,4 6,4 93,6 40,4 2,8 97,2 40,5 3,0 97,0 39,2 4,5 95,5 
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Table 99: percentage occasional and chronic consumers of N-medication in 
t1 

    
Total %  

consumers 

% 
occasional 
consumers 

% chronic 
consumers 

N03 Anti-epileptics 14,84% 3,51% 96,49% 
N04 Anti-parkinson drugs 39,06% 2,67% 97,33% 

N04A  Anticholinergic agents 37,50% 2,08% 97,92% 
N04B  Dopaminergic agents 2,08% 12,50% 87,50% 

N05 Psycholeptics 86,46% 0,60% 99,40% 
N05A  Antipsychotics 78,65% 0,33% 99,67% 

N05AA Phenothiazines with aliphatic side chain 7,29% 10,71% 89,29% 
N05AA02 Levomepromazine 6,51% 12,00% 88,00% 

N05AC Phenothiazines with piperidine structure 7,03% 3,70% 96,30% 
N05AC02 Thioridazine 7,03% 3,70% 96,30% 

N05AD Butyrophenone derivatives 27,86% 3,74% 96,26% 
N05AD01 Haloperidol 15,36% 5,08% 94,92% 
N05AD05 Pipamperone 8,07% 0,00% 100,00% 
N05AD06 Bromperidol 6,77% 3,85% 96,15% 
N05AD07 Benperidol 1,56% 0,00% 100,00% 

N05AF Thioxanthene derivatives 16,67% 1,56% 98,44% 
N05AF01 Flupentixol 8,07% 3,23% 96,77% 
N05AF05 Zuclopenthixol 9,64% 2,70% 97,30% 

N05AG Diphenylbutylpiperidine derivatives 4,43% 5,88% 94,12% 
N05AH Diazep., oxazep. and thiazep. 22,66% 2,30% 97,70% 

N05AH02 Clozapine 7,29% 0,00% 100,00% 
N05AH03 Olanzapine 11,98% 0,00% 100,00% 
N05AH04 Quietiapine 3,91% 13,33% 86,67% 

N05AL Benzamides 8,07% 6,45% 93,55% 
N05AL05 Amisulpride 3,91% 0,00% 100,00% 

N05AN Lithium 8,33% 0,00% 100,00% 
N05AX Other antipsychotics 37,50% 5,56% 94,44% 

N05AX07 Prothipendyl 5,99% 4,35% 95,65% 
N05AX08 Risperidone 23,70% 6,59% 93,41% 
N05AX09 Clotiapine 14,06% 5,56% 94,44% 

N05B  Anxiolytics 32,55% 4,00% 96,00% 
N05BA Benzodiazepine derivatives 32,55% 4,00% 96,00% 

N05BA01 Diazepam 3,65% 0,00% 100,00% 
N05BA05 Clorazepate potassium 7,29% 0,00% 100,00% 
N05BA06 Lorazepam 10,42% 10,00% 90,00% 
N05BA12 Alprazolam 9,64% 8,11% 91,89% 

N05C  Hypnotics and sedatives 21,35% 4,88% 95,12% 
N05CD  Benzodiazepine derivatives 17,71% 5,88% 94,12% 

N05CD01 Flurazepam 3,13% 0,00% 100,00% 
N05CD06 Lormetazepam 12,76% 0,00% 100,00% 
N05CD08 Midazolam 1,56% 66,67% 33,33% 

N06 psychoanaleptics 52,86% 2,96% 97,04% 
N06A  Antidepressants 51,82% 3,02% 96,98% 

N06AA non select monoamine 10,16% 0,00% 100,00% 
N06AB Selective serotonin reuptake inhibitors 30,73% 1,69% 98,31% 
N06AX Other antidepressants 29,43% 5,31% 94,69% 
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N06AX05 Trazodone 17,45% 8,96% 91,04% 
N06AX11 Mirtazapine 5,21% 10,00% 90,00% 
N06AX16 Venlafaxine 6,25% 4,17% 95,83% 

N06B  Psychostimulants 0,26% 0,00% 100,00% 
N07 Other nervous system drugs 6,77% 23,08% 76,92% 

N07BB Drugs used in alcohol dependence 3,65% 0,00% 100,00% 
N07BC Drugs used in opioid dependence 0,00% 0,00% 0,00% 

N05AD05/N05AX09 Drugs used for behavioural regulation 

21,09% 3,70% 96,30% 
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Table 100: percentage occasional and chronic consumers of N-medication in t1 per age category 
  15-30 31-40 41-50 51-60 61-70 71-80 80 +  

  total Occ chron total occ chron total occ chron total occ chron total occ chron total occ chron total occ chron 

Anti-epileptics 5,6 0,0 100 19,8 0,0 100,0 15,2 12,5 87,5 13,5 0,0 100,0 14,0 0,0 100,0 10,0 0,0 100,0 25,0 0,0 100,0 

Anti-parkinson drugs 33,3 0,0 100 40,7 3,0 97,0 46,7 2,0 98,0 34,8 3,2 96,8 31,6 0,0 100,0 40,0 8,3 91,7 25,0 0,0 100,0 

Anticholinergic agents 33,3 0,0 100 40,7 3,0 97,0 46,7 2,0 98,0 34,8 3,2 96,8 26,3 0,0 100,0 33,3 0,0 100,0 0,0 0,0 0,0 

Dopaminergic agents 0,0 / / 0,0 / / 0,0 / / 0,0 / / 7,0 0,0 100,0 10,0 33,3 66,7 25,0 0,0 100,0 

Psycholeptics 72,2 0,0 100 93,8 1,3 98,7 91,4 1,0 99,0 79,8 0,0 100,0 82,5 0,0 100,0 86,7 0,0 100,0 75,0 0,0 100,0 

Antipsychotics 72,2 0,0 100 90,1 1,4 98,6 87,6 0,0 100,0 73,0 0,0 100,0 68,4 0,0 100,0 60,0 0,0 100,0 50,0 0,0 100,0 
Phenothiazines with 

aliphatic side chain 0,0 / / 4,9 50,0 50,0 8,6 11,1 88,9 5,6 0,0 100,0 10,5 0,0 100,0 13,3 0,0 100,0 0,0 0,0 0,0 

Levomepromazine 0,0 / / 4,9 50,0 50,0 7,6 12,5 87,5 4,5 0,0 100,0 8,8 0,0 100,0 13,3 0,0 100,0 0,0 0,0 0,0 
Phenothiazines with 
piperidine structure 5,6 0,0 100 7,4 0,0 100,0 4,8 0,0 100,0 6,7 0,0 100,0 8,8 0,0 100,0 10,0 33,3 66,7 25,0 0,0 100,0 

Thioridazine 5,6 0,0 100 7,4 0,0 100,0 4,8 0,0 100,0 6,7 0,0 100,0 8,8 0,0 100,0 10,0 33,3 66,7 25,0 0,0 100,0 

Butyrophenone derivatives 27,8 20,0 80,0 17,3 7,1 92,9 38,1 0,0 100,0 29,2 0,0 100,0 28,1 6,3 93,8 20,0 16,7 83,3 0,0 0,0 0,0 

Haloperidol 0,0 / / 7,4 16,7 83,3 24,8 0,0 100,0 13,5 0,0 100,0 19,3 9,1 90,9 13,3 25,0 75,0 0,0 0,0 0,0 

Pipamperone 11,1 0,0 100 4,9 0,0 100,0 11,4 0,0 100,0 10,1 0,0 100,0 3,5 0,0 100,0 6,7 0,0 100,0 0,0 0,0 0,0 

Bromperidol 16,7 33,3 66,7 4,9 0,0 100,0 8,6 0,0 100,0 7,9 0,0 100,0 5,3 0,0 100,0 0,0 / / 0,0 0,0 0,0 

Benperidol 0,0 / / 1,2 0,0 100,0 4,8 0,0 100,0 0,0 / / 0,0 / / 0,0 / / 0,0 0,0 0,0 

Thioxanthene derivatives 11,1 0,0 100 22,2 0,0 100,0 20,0 4,8 95,2 13,5 0,0 100,0 12,3 0,0 100,0 13,3 0,0 100,0 0,0 0,0 0,0 

Flupentixol 5,6 0,0 100 6,2 0,0 100,0 9,5 10,0 90,0 9,0 0,0 100,0 7,0 0,0 100,0 10,0 0,0 100,0 0,0 0,0 0,0 

Zuclopenthixol 5,6 0,0 100 16,0 0,0 100,0 12,4 7,7 92,3 6,7 0,0 100,0 5,3 0,0 100,0 3,3 0,0 100,0 0,0 0,0 0,0 
Diphenylbutylpiperidine 

derivatives 5,6 0,0 100 6,2 0,0 100,0 4,8 0,0 100,0 4,5 25,0 75,0 3,5 0,0 100,0 0,0 / / 0,0 0,0 0,0 
Diazep., oxazep. and 

thiazep. 38,9 0,0 100 35,8 0,0 100,0 28,6 3,3 96,7 14,6 0,0 100,0 12,3 14,3 85,7 3,3 0,0 100,0 0,0 0,0 0,0 

Clozapine 16,7 0,0 100 14,8 0,0 100,0 9,5 0,0 100,0 3,4 0,0 100,0 0,0 / / 0,0 / / 0,0 0,0 0,0 

Olanzapine 16,7 0,0 100 16,0 0,0 100,0 14,3 0,0 100,0 10,1 0,0 100,0 10,5 0,0 100,0 0,0 / / 0,0 0,0 0,0 

Quietiapine 5,6 0,0 100 4,9 0,0 100,0 6,7 14,3 85,7 1,1 0,0 100,0 1,8 100,0 0,0 3,3 0,0 100,0 0,0 0,0 0,0 

Benzamides 11,1 0,0 100 14,8 8,3 91,7 2,9 0,0 100,0 6,7 16,7 83,3 12,3 0,0 100,0 3,3 0,0 100,0 0,0 0,0 0,0 

Amisulpride 5,6 0,0 100 12,3 0,0 100,0 1,9 0,0 100,0 0,0 / / 3,5 0,0 100,0 0,0 / / 0,0 0,0 0,0 

Lithium 5,6 0,0 100 12,3 0,0 100,0 6,7 0,0 100,0 10,1 0,0 100,0 5,3 0,0 100,0 6,7 0,0 100,0 0,0 0,0 0,0 

Other antipsychotics 33,3 0,0 100 42,0 2,9 97,1 40,0 7,1 92,9 34,8 0,0 100,0 38,6 18,2 81,8 26,7 0,0 100,0 25,0 0,0 100,0 

Prothipendyl 0,0 / / 6,2 0,0 100,0 5,7 0,0 100,0 10,1 0,0 100,0 5,3 33,3 66,7 0,0 / / 0,0 0,0 0,0 

Risperidone 33,3 0,0 100 27,2 4,5 95,5 23,8 8,0 92,0 20,2 5,6 94,4 21,1 16,7 83,3 23,3 0,0 100,0 25,0 0,0 100,0 
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Clotiapine 0,0 / / 16,0 0,0 100,0 16,2 5,9 94,1 16,9 6,7 93,3 14,0 12,5 87,5 3,3 0,0 100,0 0,0 0,0 0,0 

Anxiolytics 27,8 0,0 100 28,4 8,7 91,3 35,2 2,7 97,3 32,6 3,4 96,6 28,1 6,3 93,8 43,3 0,0 100,0 50,0 0,0 100,0 

Benzodiazepine derivatives 27,8 0,0 100 28,4 8,7 91,3 35,2 2,7 97,3 32,6 3,4 96,6 28,1 6,3 93,8 43,3 0,0 100,0 50,0 0,0 100,0 

Diazepam 5,6 0,0 100 3,7 0,0 100,0 4,8 0,0 100,0 3,4 0,0 100,0 0,0 / / 6,7 0,0 100,0 0,0 0,0 0,0 

Clorazepate potassium 5,6 0,0 100 8,6 0,0 100,0 6,7 0,0 100,0 9,0 0,0 100,0 7,0 0,0 100,0 3,3 0,0 100,0 0,0 0,0 0,0 

Lorazepam 5,6 0,0 100 8,6 14,3 85,7 12,4 7,7 92,3 10,1 11,1 88,9 7,0 0,0 100,0 16,7 20,0 80,0 25,0 0,0 100,0 

Alprazolam 11,1 50,0 50,0 9,9 0,0 100,0 11,4 8,3 91,7 6,7 0,0 100,0 8,8 0,0 100,0 10,0 33,3 66,7 25,0 0,0 100,0 

Hypnotics and sedatives 11,1 100,0 0,0 21,0 0,0 100,0 19,0 5,0 95,0 19,1 0,0 100,0 26,3 0,0 100,0 33,3 10,0 90,0 25,0 0,0 100,0 

 Benzodiazepine derivatives 11,1 100,0 0,0 17,3 0,0 100,0 14,3 6,7 93,3 16,9 0,0 100,0 22,8 0,0 100,0 26,7 12,5 87,5 25,0 0,0 100,0 

Flurazepam 0,0 / / 3,7 0,0 100,0 1,9 0,0 100,0 3,4 0,0 100,0 5,3 0,0 100,0 3,3 0,0 100,0 0,0 0,0 0,0 

Lormetazepam 0,0 / / 12,3 0,0 100,0 10,5 0,0 100,0 13,5 0,0 100,0 17,5 0,0 100,0 16,7 0,0 100,0 25,0 0,0 100,0 

Midazolam 11,1 100,0 0,0 1,2 0,0 100,0 1,9 50,0 50,0 0,0 / / 0,0 / / 3,3 100,0 0,0 0,0 0,0 0,0 

psychoanaleptics 44,4 0,0 100 60,5 4,1 95,9 43,8 2,2 97,8 53,9 4,2 95,8 57,9 3,0 97,0 60,0 0,0 100,0 25,0 0,0 100,0 

Antidepressants 44,4 0,0 100 59,3 4,2 95,8 43,8 2,2 97,8 52,8 4,3 95,7 56,1 3,1 96,9 56,7 0,0 100,0 25,0 0,0 100,0 

non select monoamine 5,6 0,0 100 6,2 0,0 100,0 8,6 0,0 100,0 9,0 0,0 100,0 14,0 0,0 100,0 23,3 0,0 100,0 25,0 0,0 100,0 
Selective serotonin 
reuptake inhibitors 33,3 0,0 100 43,2 5,7 94,3 25,7 0,0 100,0 27,0 0,0 100,0 26,3 0,0 100,0 36,7 0,0 100,0 0,0 0,0 0,0 

Other antidepressants 22,2 0,0 100 24,7 0,0 100,0 23,8 4,0 96,0 37,1 9,1 90,9 33,3 5,3 94,7 40,0 8,3 91,7 0,0 0,0 0,0 

Trazodone 0,0 / / 17,3 7,1 92,9 17,1 11,1 88,9 22,5 15,0 85,0 15,8 0,0 100,0 20,0 0,0 100,0 0,0 0,0 0,0 

Mirtazapine 0,0 / / 4,9 25,0 75,0 4,8 0,0 100,0 4,5 0,0 100,0 7,0 0,0 100,0 10,0 33,3 66,7 0,0 0,0 0,0 

Venlafaxine 5,6 0,0 100 7,4 0,0 100,0 4,8 0,0 100,0 5,6 0,0 100,0 8,8 20,0 80,0 6,7 0,0 100,0 0,0 0,0 0,0 

Psychostimulants 0,0 / / 0,0 / / 0,0 / / 0,0 / / 0,0 / / 0,0 / / 25,0 0,0 100,0 
Other nervous system 

drugs 0,0 / / 6,2 40,0 60,0 8,6 33,3 66,7 10,1 0,0 100,0 3,5 0,0 100,0 3,3 100,0 0,0 0,0 0,0 0,0 
Drugs used in alcohol 

dependence 0,0 / / 2,5 0,0 100,0 2,9 0,0 100,0 10,1 0,0 100,0 0,0 / / 0,0 / / 0,0 0,0 0,0 
Drugs used in opioid 

dependence 0,0 / / 0,0 / / 0,0 / / 0,0 / / 0,0 / / 0,0 / / 0,0 0,0 0,0 
Drugs used for behavioural 

regulation 11,1 0,0 100 21,0 0,0 100,0 24,8 3,8 96,2 25,8 4,3 95,7 17,5 10,0 90,0 10,0 0,0 100,0 0,0 0,0 0,0 

Table 101: percentage occasional and chronic consumers of N-medication in t1 per length of stay 
    1-2 years   2-6 years   6-10 years   > 10 years   
    total occ chron total occ chron total occ chron total occ chron 
N03 Anti-epileptics 15,0 0,0 100,0 17,9 2,4 97,6 11,5 0,0 100,0 5,1 50,0 50,0 
N04 Anti-parkinson drugs 30,0 0,0 100,0 34,1 3,8 96,2 42,7 2,4 97,6 64,1 0,0 100,0 
N04A  Anticholinergic agents 25,0 0,0 100,0 32,3 2,7 97,3 41,7 2,5 97,5 64,1 0,0 100,0 
N04B  Dopaminergic agents 5,0 0,0 100,0 2,6 16,7 83,3 1,0 0,0 100,0 0,0 0,0 0,0 
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N05 Psycholeptics 80,0 0,0 100,0 87,8 1,0 99,0 81,3 0,0 100,0 94,9 0,0 100,0 
N05A  Antipsychotics 70,0 0,0 100,0 77,7 0,6 99,4 76,0 0,0 100,0 94,9 0,0 100,0 
N05AA Phenothiazines with aliphatic side chain 10,0 100,0 0,0 6,6 6,7 93,3 6,3 0,0 100,0 12,8 0,0 100,0 
N05AA02 Levomepromazine 10,0 100,0 0,0 5,7 7,7 92,3 5,2 0,0 100,0 12,8 0,0 100,0 

N05AC 
Phenothiazines with piperidine 

structure 0,0 0,0 0,0 7,4 5,9 94,1 2,1 0,0 100,0 20,5 0,0 100,0 
N05AC02 Thioridazine 0,0 0,0 0,0 7,4 5,9 94,1 2,1 0,0 100,0 20,5 0,0 100,0 
N05AD Butyrophenone derivatives 20,0 25,0 75,0 24,5 3,6 96,4 29,2 0,0 100,0 48,7 5,3 94,7 
N05AD01 Haloperidol 10,0 0,0 100,0 10,9 8,0 92,0 20,8 0,0 100,0 30,8 8,3 91,7 
N05AD05 Pipamperone 5,0 0,0 100,0 8,3 0,0 100,0 7,3 0,0 100,0 10,3 0,0 100,0 
N05AD06 Bromperidol 10,0 50,0 50,0 6,6 0,0 100,0 4,2 0,0 100,0 12,8 0,0 100,0 
N05AD07 Benperidol 0,0 0,0 0,0 2,2 0,0 100,0 1,0 0,0 100,0 0,0 0,0 0,0 
N05AF Thioxanthene derivatives 5,0 0,0 100,0 15,3 0,0 100,0 18,8 5,6 94,4 25,6 0,0 100,0 
N05AF01 Flupentixol 5,0 0,0 100,0 8,3 0,0 100,0 5,2 20,0 80,0 15,4 0,0 100,0 
N05AF05 Zuclopenthixol 0,0 0,0 0,0 7,9 5,6 94,4 14,6 0,0 100,0 12,8 0,0 100,0 
N05AG Diphenylbutylpiperidine derivatives 0,0 0,0 0,0 3,5 12,5 87,5 6,3 0,0 100,0 7,7 0,0 100,0 
N05AH Diazep., oxazep. and thiazep. 35,0 0,0 100,0 23,6 3,7 96,3 19,8 0,0 100,0 17,9 0,0 100,0 
N05AH02 Clozapine 10,0 0,0 100,0 7,0 0,0 100,0 9,4 0,0 100,0 2,6 0,0 100,0 
N05AH03 Olanzapine 25,0 0,0 100,0 13,1 0,0 100,0 8,3 0,0 100,0 7,7 0,0 100,0 
N05AH04 Quietiapine 0,0 0,0 0,0 4,4 20,0 80,0 2,1 0,0 100,0 7,7 0,0 100,0 
N05AL Benzamides 0,0 0,0 0,0 9,2 9,5 90,5 7,3 0,0 100,0 7,7 0,0 100,0 
N05AL05 Amisulpride 0,0 0,0 0,0 4,8 0,0 100,0 2,1 0,0 100,0 5,1 0,0 100,0 
N05AN Lithium 5,0 0,0 100,0 7,0 0,0 100,0 10,4 0,0 100,0 12,8 0,0 100,0 
N05AX Other antipsychotics 15,0 0,0 100,0 37,6 5,8 94,2 38,5 8,1 91,9 46,2 0,0 100,0 
N05AX07 Prothipendyl 0,0 0,0 0,0 6,6 6,7 93,3 6,3 0,0 100,0 5,1 0,0 100,0 
N05AX08 Risperidone 15,0 0,0 100,0 22,7 7,7 92,3 26,0 8,0 92,0 28,2 0,0 100,0 
N05AX09 Clotiapine 0,0 0,0 0,0 14,0 6,3 93,8 17,7 5,9 94,1 12,8 0,0 100,0 
N05B  Anxiolytics 20,0 0,0 100,0 35,4 6,2 93,8 28,1 0,0 100,0 33,3 0,0 100,0 
N05BA Benzodiazepine derivatives 20,0 0,0 100,0 35,4 6,2 93,8 28,1 0,0 100,0 33,3 0,0 100,0 
N05BA01 Diazepam 5,0 0,0 100,0 3,1 0,0 100,0 3,1 0,0 100,0 7,7 0,0 100,0 
N05BA05 Clorazepate potassium 5,0 0,0 100,0 6,6 0,0 100,0 8,3 0,0 100,0 10,3 0,0 100,0 
N05BA06 Lorazepam 0,0 0,0 0,0 10,9 16,0 84,0 8,3 0,0 100,0 17,9 0,0 100,0 
N05BA12 Alprazolam 15,0 0,0 100,0 11,4 11,5 88,5 8,3 0,0 100,0 0,0 0,0 0,0 
N05C  Hypnotics and sedatives 20,0 25,0 75,0 22,3 5,9 94,1 18,8 0,0 100,0 23,1 0,0 100,0 
N05CD  Benzodiazepine derivatives 10,0 50,0 50,0 19,2 6,8 93,2 15,6 0,0 100,0 17,9 0,0 100,0 
N05CD01 Flurazepam 0,0 0,0 0,0 3,9 0,0 100,0 2,1 0,0 100,0 2,6 0,0 100,0 
N05CD06 Lormetazepam 5,0 0,0 100,0 13,1 0,0 100,0 12,5 0,0 100,0 15,4 0,0 100,0 
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N05CD08 Midazolam 5,0 100,0 0,0 1,7 75,0 25,0 1,0 0,0 100,0 0,0 0,0 0,0 
N06 psychoanaleptics 40,0 0,0 100,0 60,7 2,2 97,8 41,7 2,5 97,5 41,0 12,5 87,5 
N06A  Antidepressants 40,0 0,0 100,0 59,8 2,2 97,8 40,6 2,6 97,4 38,5 13,3 86,7 
N06AA non select monoamine 0,0 0,0 0,0 10,9 0,0 100,0 8,3 0,0 100,0 15,4 0,0 100,0 
N06AB Selective serotonin reuptake inhibitors 35,0 0,0 100,0 34,9 1,3 98,8 21,9 0,0 100,0 25,6 10,0 90,0 
N06AX Other antidepressants 20,0 0,0 100,0 36,2 4,8 95,2 21,9 4,8 95,2 12,8 20,0 80,0 
N06AX05 Trazodone 10,0 0,0 100,0 21,4 10,2 89,8 11,5 0,0 100,0 12,8 20,0 80,0 
N06AX11 Mirtazapine 10,0 0,0 100,0 7,9 11,1 88,9 0,0 0,0 0,0 0,0 0,0 0,0 
N06AX16 Venlafaxine 5,0 0,0 100,0 5,7 0,0 100,0 8,3 12,5 87,5 5,1 0,0 100,0 
N06B  Psychostimulants 0,0 0,0 0,0 0,4 0,0 100,0 0,0 0,0 0,0 0,0 0,0 0,0 
N07 Other nervous system drugs 5,0 0,0 100,0 8,7 20,0 80,0 4,2 25,0 75,0 2,6 100,0 0,0 
N07BB Drugs used in alcohol dependence 5,0 0,0 100,0 5,2 0,0 100,0 1,0 0,0 100,0 0,0 0,0 0,0 
N07BC Drugs used in opioid dependence 0,0 0,0 0,0 0,0 0,0 0,0 0,0 0,0 0,0 0,0 0,0 0,0 
N05AD05/N05AX09 Drugs used for behavioural regulation 5,0 0,0 100,0 21,0 4,2 95,8 24,0 4,3 95,7 23,1 0,0 100,0 
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Table 102: percentage occasional and chronic consumers of N-medication in 
t2 

T2  
N03 Anti-epileptics 

occasional Chronic 
Total %  

consumers 

% 
occasional 
consumers 

% chronic 
consumers 

N04 Anti-parkinson drugs 0,00% 10,77% 10,77% 0,00% 100,00% 
N04A  Anticholinergic agents 0,00% 30,77% 30,77% 0,00% 100,00% 
N04B  Dopaminergic agents 0,00% 30,77% 30,77% 0,00% 100,00% 

N05 Psycholeptics 0,00% 0,00% 0,00% 0,00% 0,00% 
N05A  Antipsychotics 1,54% 80,00% 81,54% 1,89% 98,11% 

N05AA Phenothiazines with 
aliphatic side chain 0,00% 72,31% 72,31% 0,00% 100,00% 

N05AA02 Levomepromazine 0,00% 10,77% 10,77% 0,00% 100,00% 
N05AC Phenothiazines with 

piperidine structure 0,00% 6,15% 6,15% 0,00% 100,00% 
N05AC02 Thioridazine 0,00% 9,23% 9,23% 0,00% 100,00% 

N05AD Butyrophenone 
derivatives 0,00% 9,23% 9,23% 0,00% 100,00% 

N05AD01 Haloperidol 1,54% 29,23% 30,77% 5,00% 95,00% 
N05AD05 Pipamperone 1,54% 3,08% 4,62% 33,33% 66,67% 
N05AD06 Bromperidol 0,00% 16,92% 16,92% 0,00% 100,00% 
N05AD07 Benperidol 0,00% 10,77% 10,77% 0,00% 100,00% 

N05AF Thioxanthene derivatives 1,54% 3,08% 4,62% 33,33% 66,67% 
N05AF01 Flupentixol 1,54% 15,38% 16,92% 9,09% 90,91% 
N05AF05 Zuclopenthixol 0,00% 3,08% 3,08% 0,00% 100,00% 

N05AG Diphenylbutylpiperidine 
derivatives 1,54% 13,85% 15,38% 10,00% 90,00% 

N05AH Diazep., oxazep. and 
thiazep. 0,00% 0,00% 0,00% 0,00% 0,00% 

N05AH02 Clozapine 1,54% 27,69% 29,23% 5,26% 94,74% 
N05AH03 Olanzapine 0,00% 12,31% 12,31% 0,00% 100,00% 
N05AH04 Quietiapine 1,54% 15,38% 16,92% 9,09% 90,91% 

N05AL Benzamides 0,00% 6,15% 6,15% 0,00% 100,00% 
N05AL05 Amisulpride 0,00% 6,15% 6,15% 0,00% 100,00% 

N05AN Lithium 0,00% 4,62% 4,62% 0,00% 100,00% 
N05AX Other antipsychotics 0,00% 4,62% 4,62% 0,00% 100,00% 

N05AX07 Prothipendyl 0,00% 33,85% 33,85% 0,00% 100,00% 
N05AX08 Risperidone 0,00% 3,08% 3,08% 0,00% 100,00% 
N05AX09 Clotiapine 0,00% 23,08% 23,08% 0,00% 100,00% 

N05B  Anxiolytics 0,00% 20,00% 20,00% 0,00% 100,00% 
N05BA Benzodiazepine 

derivatives 6,15% 29,23% 35,38% 17,39% 82,61% 
N05BA01 Diazepam 6,15% 29,23% 35,38% 17,39% 82,61% 
N05BA05 Clorazepate potassium 1,54% 6,15% 7,69% 20,00% 80,00% 
N05BA06 Lorazepam 1,54% 1,54% 3,08% 50,00% 50,00% 
N05BA12 Alprazolam 1,54% 12,31% 13,85% 11,11% 88,89% 

N05C  Hypnotics and sedatives 1,54% 12,31% 13,85% 11,11% 88,89% 
N05CD  Benzodiazepine 

derivatives 3,08% 27,69% 30,77% 10,00% 90,00% 
N05CD01 Flurazepam 1,54% 23,08% 24,62% 6,25% 93,75% 
N05CD06 Lormetazepam 0,00% 3,08% 3,08% 0,00% 100,00% 
N05CD08 Midazolam 0,00% 23,08% 23,08% 0,00% 100,00% 

N06 psychoanaleptics 1,54% 0,00% 1,54% 100,00% 0,00% 
N06A  Antidepressants 1,54% 43,08% 44,62% 3,45% 96,55% 
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N06AA non select monoamine 1,54% 40,00% 41,54% 3,70% 96,30% 
N06AB Selective serotonin 

reuptake inhibitors 0,00% 7,69% 7,69% 0,00% 100,00% 
N06AX Other antidepressants 1,54% 18,46% 20,00% 7,69% 92,31% 

N06AX05 Trazodone 0,00% 21,54% 21,54% 0,00% 100,00% 
N06AX11 Mirtazapine 0,00% 15,38% 15,38% 0,00% 100,00% 
N06AX16 Venlafaxine 0,00% 1,54% 1,54% 0,00% 100,00% 

N06B  Psychostimulants 0,00% 4,62% 4,62% 0,00% 100,00% 
N07 Other nervous system 

drugs 0,00% 3,08% 3,08% 0,00% 100,00% 
N07BB Drugs used in alcohol 

dependence 0,00% 12,31% 12,31% 0,00% 100,00% 
N07BC Drugs used in opioid 

dependence 0,00% 12,31% 12,31% 0,00% 100,00% 
N05AD05/N05AX09 Drugs used for 

behavioural regulation 0,00% 0,00% 0,00% 0,00% 0,00% 
  

0,00% 36,92% 36,92% 0,00% 100,00% 

Table 103: percentage occasional and chronic consumers of N-medication in 
IBW/IHP 

 
  BW  

    occasionnel Chronique 
Total %  

consumers 

% 
occasional 
consumers 

% chronic 
consumers 

N03 Anti-epileptics 0,57% 17,16% 17,73% 3,22% 96,78% 
N04 Anti-parkinson drugs 1,47% 30,32% 31,80% 4,63% 95,37% 

N04A  Anticholinergic agents 1,38% 29,90% 31,27% 4,41% 95,59% 
N04B  Dopaminergic agents 0,14% 0,62% 0,76% 18,75% 81,25% 

N05 Psycholeptics 2,47% 79,66% 82,13% 3,01% 96,99% 
N05A  Antipsychotics 1,66% 74,86% 76,52% 2,17% 97,83% 

N05AA Phenothiazines with aliphatic side chain 1,19% 11,74% 12,93% 9,19% 90,81% 
N05AA02 Levomepromazine 1,09% 11,07% 12,17% 8,98% 91,02% 

N05AC Phenothiazines with piperidine structure 0,43% 4,47% 4,90% 8,74% 91,26% 
N05AC02 Thioridazine 0,43% 4,23% 4,66% 9,18% 90,82% 

N05AD Butyrophenone derivatives 1,57% 28,14% 29,71% 5,28% 94,72% 
N05AD01 Haloperidol 1,00% 15,11% 16,11% 6,19% 93,81% 
N05AD05 Pipamperone 0,90% 8,37% 9,27% 9,74% 90,26% 
N05AD06 Bromperidol 0,62% 6,27% 6,89% 8,97% 91,03% 
N05AD07 Benperidol 0,05% 1,47% 1,52% 3,13% 96,88% 

N05AF Thioxanthene derivatives 1,14% 13,02% 14,16% 8,05% 91,95% 
N05AF01 Flupentixol 0,43% 5,61% 6,04% 7,09% 92,91% 
N05AF05 Zuclopenthixol 0,95% 7,79% 8,75% 10,87% 89,13% 

N05AG Diphenylbutylpiperidine derivatives 0,24% 4,71% 4,94% 4,81% 95,19% 
N05AH Diazep., oxazep. and thiazep. 1,47% 24,95% 26,43% 5,58% 94,42% 

N05AH02 Clozapine 0,05% 3,99% 4,04% 1,18% 98,82% 
N05AH03 Olanzapine 1,28% 17,49% 18,77% 6,84% 93,16% 
N05AH04 Quietiapine 0,67% 5,89% 6,56% 10,14% 89,86% 

N05AL Benzamides 2,14% 9,36% 11,50% 18,60% 81,40% 
N05AL05 Amisulpride 0,90% 5,80% 6,70% 13,48% 86,52% 

N05AN Lithium 0,19% 5,56% 5,75% 3,31% 96,69% 
N05AX Other antipsychotics 2,23% 38,59% 40,83% 5,47% 94,53% 

N05AX07 Prothipendyl 1,43% 11,88% 13,31% 10,71% 89,29% 
N05AX08 Risperidone 1,38% 24,19% 25,57% 5,39% 94,61% 
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N05AX09 Clotiapine 1,62% 12,88% 14,50% 11,15% 88,85% 
N05B  Anxiolytics 4,13% 25,43% 29,56% 13,99% 86,01% 

N05BA Benzodiazepine derivatives 4,37% 25,05% 29,42% 14,86% 85,14% 
N05BA01 Diazepam 1,71% 4,99% 6,70% 25,53% 74,47% 
N05BA05 Clorazepate potassium 0,33% 7,08% 7,41% 4,49% 95,51% 
N05BA06 Lorazepam 2,71% 10,31% 13,02% 20,80% 79,20% 
N05BA12 Alprazolam 2,61% 7,27% 9,89% 26,44% 73,56% 

N05C  Hypnotics and sedatives 3,99% 17,73% 21,72% 18,38% 81,62% 
N05CD  Benzodiazepine derivatives 4,13% 14,59% 18,73% 22,08% 77,92% 

N05CD01 Flurazepam 0,14% 2,61% 2,76% 5,17% 94,83% 
N05CD06 Lormetazepam 1,00% 10,55% 11,55% 8,64% 91,36% 
N05CD08 Midazolam 4,61% 2,38% 6,99% 65,99% 34,01% 

N06 psychoanaleptics 3,33% 48,00% 51,33% 6,48% 93,52% 
N06A  Antidepressants 3,37% 47,43% 50,81% 6,64% 93,36% 

N06AA non select monoamine 1,00% 11,31% 12,31% 8,11% 91,89% 
N06AB Selective serotonin reuptake inhibitors 2,33% 27,61% 29,94% 7,78% 92,22% 
N06AX Other antidepressants 2,23% 28,09% 30,32% 7,37% 92,63% 

N06AX05 Trazodone 1,90% 17,78% 19,68% 9,66% 90,34% 
N06AX11 Mirtazapine 0,71% 5,42% 6,13% 11,63% 88,37% 
N06AX16 Venlafaxine 0,71% 7,75% 8,46% 8,43% 91,57% 

N06B  Psychostimulants 0,05% 0,62% 0,67% 7,14% 92,86% 
N07 Other nervous system drugs 3,42% 7,65% 11,07% 30,90% 69,10% 

N07BB Drugs used in alcohol dependence 0,62% 4,85% 5,47% 11,30% 88,70% 
N07BC Drugs used in opioid dependence 0,14% 0,00% 0,14% 100,00% 0,00% 

N05AD05/N05AX09 Drugs used for behavioural regulation 

2,14% 19,49% 21,63% 9,89% 90,11% 
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Table 104: percentage occasional and chronic consumers of N-medication in IBW/IHP per age category 
  15-30 31-40 41-50 51-60 61-70 71-80 80 +  

  total occ chron total occ Chron total occ chron total occ chron total occ chron total occ chron total occ chron 

Anti-epileptics 13,5 0,0 100 20,8 3,4 96,6 20,5 4,2 95,8 20,0 1,8 98,2 9,4 7,1 92,9 3,8 0,0 100 16,7 0,0 100 

Anti-parkinson drugs 29,7 8,7 100 33,3 7,7 92,3 32,1 3,2 96,8 30,5 4,7 95,3 34,2 2,0 98,0 25,6 0,0 100 33,3 0,0 100 

Anticholinergic agents 29,7 8,7 100 33,0 7,1 92,9 31,4 3,3 96,7 30,4 4,1 95,9 33,2 2,0 98,0 23,1 0,0 100 33,3 0,0 100 

Dopaminergic agents 0,0 / / 0,2 100 0,0 0,9 0,0 100 0,4 50,0 50,0 2,0 16,7 83,3 2,6 0,0 100 0,0 / / 

Psycholeptics 81,3 6,3 100 84,8 2,5 97,5 85,2 3,8 96,2 80,2 1,3 98,7 77,5 3,5 96,5 79,5 1,6 98,4 66,7 25,0 75,0 

Antipsychotics 76,1 3,4 100 79,6 0,9 99,1 79,8 3,5 96,5 74,3 1,2 98,8 72,1 2,8 97,2 69,2 0,0 100 66,7 25,0 75,0 
Phenothiazines with 

aliphatic side chain 11,0 11,8 100 10,1 14,0 86,0 14,7 12,9 87,1 14,1 6,3 93,7 13,8 2,4 97,6 9,0 0,0 100 0,0 / / 

Levomepromazine 10,3 18,8 100 8,9 13,2 86,8 14,1 12,2 87,8 13,0 5,5 94,5 13,8 2,4 97,6 7,7 0,0 100 0,0 / / 
Phenothiazines with 
piperidine structure 3,9 16,7 100 4,4 5,3 94,7 3,8 18,2 81,8 6,1 2,9 97,1 4,7 14,3 85,7 9,0 0,0 100 16,7 0,0 100 

Thioridazine 3,2 20,0 100 4,2 5,6 94,4 3,6 19,0 81,0 5,7 3,1 96,9 4,7 14,3 85,7 9,0 0,0 100 16,7 0,0 100 

Butyrophenone derivatives 24,5 18,4 100 25,8 5,5 94,5 30,2 4,6 95,4 30,4 3,5 96,5 35,6 4,7 95,3 30,8 0,0 100 33,3 50,0 50 

Haloperidol 11,6 22,2 100 12,6 1,9 98,1 15,3 4,5 95,5 18,6 7,7 92,3 18,5 7,3 92,7 23,1 0,0 100 16,7 0,0 100 

Pipamperone 9,0 28,6 100 9,6 12,2 87,8 9,7 7,1 92,9 8,4 8,5 91,5 11,4 5,9 94,1 3,8 0,0 100 0,0 / / 

Bromperidol 7,1 0,0 100 6,3 14,8 85,2 7,2 7,1 92,9 6,8 10,5 89,5 7,4 4,5 95,5 3,8 0,0 100 33,3 50,0 50,0 

Benperidol 0,6 0,0 100 1,6 0,0 100 1,2 14,3 85,7 1,8 0,0 100 1,7 0,0 100 2,6 0,0 100 0,0 / / 

Thioxanthene derivatives 9,7 6,7 100 15,7 11,9 88,1 16,4 7,4 92,6 14,3 7,5 92,5 11,7 2,9 97,1 6,4 20,0 80,0 16,7 0,0 100 

Flupentixol 3,9 16,7 100 6,3 7,4 92,6 6,4 5,4 94,6 6,4 8,3 91,7 6,4 5,3 94,7 1,3 0,0 100 16,7 0,0 100 

Zuclopenthixol 7,1 9,1 100 10,5 15,6 84,4 10,2 10,2 89,8 8,4 8,5 91,5 5,7 0,0 100 5,1 25,0 75,0 16,7 100 0,0 
Diphenylbutylpiperidine 

derivatives 2,6 0,0 100 4,4 5,3 94,7 5,2 3,3 96,7 5,5 3,2 96,8 5,0 13,3 86,7 6,4 0,0 100 0,0 / / 
Diazep., oxazep. and 

thiazep. 43,9 5,9 100 37,9 4,3 95,7 29,5 6,4 93,6 22,3 4,0 96,0 8,4 12,0 88,0 5,1 25,0 75,0 16,7 0,0 100 

Clozapine 9,0 0,0 100 8,2 0,0 100 3,3 0,0 100 2,7 0,0 100 0,7 50,0 50,0 0,0 / / 0,0 / / 

Olanzapine 27,7 7,0 100 23,7 5,9 94,1 22,1 7,0 93,0 17,5 5,1 94,9 7,0 14,3 85,7 3,8 33,3 66,7 16,7 0,0 100 

Quietiapine 13,5 14,3 100 10,5 8,9 91,1 7,2 9,5 90,5 4,3 12,5 87,5 1,7 0,0 100 1,3 0,0 100 0,0 / / 

Benzamides 10,3 18,8 100 14,8 15,9 84,1 14,3 18,1 81,9 10,4 19,0 81,0 5,7 29,4 70,6 5,1 0,0 100 16,7 100 0,0 

Amisulpride 7,1 9,1 100 10,8 15,2 84,8 8,3 12,5 87,5 5,7 12,5 87,5 0,7 50,0 50,0 2,6 0,0 100 0,0 / / 

Lithium 4,5 14,3 100 6,1 0,0 100 5,2 6,7 93,3 7,1 2,5 97,5 5,0 0,0 100 3,8 0,0 100 0,0 / / 

Other antipsychotics 45,8 4,2 100 47,1 7,0 93,0 41,4 5,4 94,6 42,1 5,1 94,9 30,2 4,4 95,6 24,4 5,3 94,7 33,3 0,0 100 

Prothipendyl 12,3 21,1 100 14,8 7,9 92,1 15,5 8,9 91,1 16,3 13,2 86,8 4,7 7,1 92,9 2,6 0,0 100 16,7 0,0 100 
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Risperidone 30,3 8,5 100 29,7 6,3 93,7 27,2 5,1 94,9 23,9 4,5 95,5 19,5 3,4 96,6 16,7 7,7 92,3 16,7 0,0 100 

Clotiapine 16,8 19,2 100 17,8 13,2 86,8 15,0 11,5 88,5 13,8 9,1 90,9 11,1 6,1 93,9 6,4 0,0 100 16,7 0,0 100 

Anxiolytics 35,5 16,4 100 34,0 11,7 88,3 34,1 15,7 84,3 25,4 9,9 90,1 19,8 18,6 81,4 28,2 22,7 77,3 16,7 0,0 100 

Benzodiazepine derivatives 35,5 16,4 100 33,7 13,2 86,8 34,1 16,2 83,8 25,4 11,3 88,7 19,5 19,0 81,0 26,9 23,8 76,2 16,7 0,0 100 

Diazepam 7,1 18,2 100 8,2 31,4 68,6 7,6 15,9 84,1 5,2 20,7 79,3 6,0 33,3 66,7 5,1 100 0,0 0,0 / / 

Clorazepate potassium 7,1 18,2 100 9,4 2,5 97,5 9,5 1,8 98,2 6,3 5,7 94,3 3,7 9,1 90,9 5,1 0,0 100 0,0 / / 

Lorazepam 14,2 18,2 100 14,8 15,9 84,1 15,0 20,7 79,3 12,1 17,6 82,4 7,7 39,1 60,9 12,8 40,0 60,0 16,7 0,0 100 

Alprazolam 15,5 29,2 100 13,6 25,9 74,1 10,5 26,2 73,8 7,5 21,4 78,6 6,0 38,9 61,1 5,1 0,0 100 16,7 100 0,0 

Hypnotics and sedatives 21,9 29,4 100 22,7 15,5 84,5 25,0 17,2 82,8 22,1 13,7 86,3 14,4 30,2 69,8 17,9 28,6 71,4 0,0 / / 

 Benzodiazepine derivatives 16,1 36,0 100 20,1 19,8 80,2 21,7 19,8 80,2 19,1 18,7 81,3 12,8 34,2 65,8 15,4 25,0 75,0 0,0 / / 

Flurazepam 1,9 33,3 100 2,6 9,1 90,9 4,1 4,2 95,8 2,5 0,0 100 2,0 0,0 100 0,0 / / 0,0 / / 

Lormetazepam 12,9 30,0 100 12,6 5,6 94,4 13,6 6,3 93,7 12,0 9,0 91,0 5,4 6,3 93,8 9,0 0,0 100 0,0 / / 

Midazolam 3,2 80,0 100 7,3 67,7 32,3 7,8 64,4 35,6 7,9 52,3 47,7 6,4 89,5 10,5 3,8 100 0,0 0,0 / / 

psychoanaleptics 53,5 15,7 100 60,4 8,1 91,9 55,5 6,2 93,8 51,4 3,8 96,2 34,6 3,9 96,1 29,5 0,0 100 50,0 33,3 66,7 

Antidepressants 52,3 17,3 100 60,4 8,1 91,9 55,2 6,3 93,8 50,7 3,9 96,1 33,9 4,0 96,0 28,2 0,0 100 50,0 33,3 66,7 

non select monoamine 4,5 0,0 100 11,2 10,4 89,6 13,4 9,0 91,0 15,5 6,9 93,1 11,1 6,1 93,9 5,1 0,0 100 33,3 50,0 50,0 
Selective serotonin 
reuptake inhibitors 38,1 15,3 100 39,6 8,9 91,1 32,6 7,9 92,1 27,1 5,9 94,1 16,4 2,0 98,0 15,4 0,0 100 0,0 / / 

Other antidepressants 26,5 14,6 100 37,5 11,3 88,8 35,3 5,4 94,6 29,1 6,1 93,9 18,5 3,6 96,4 16,7 0,0 100 16,7 0,0 100 

Trazodone 16,8 23,1 100 23,0 12,2 87,8 22,4 6,9 93,1 20,5 10,4 89,6 11,4 2,9 97,1 12,8 0,0 100 16,7 0,0 100 

Mirtazapine 3,2 0,0 100 8,4 16,7 83,3 8,8 9,8 90,2 6,1 11,8 88,2 1,0 0,0 100 0,0 / / 0,0 / / 

Venlafaxine 9,0 0,0 100 11,0 10,6 89,4 8,8 7,8 92,2 8,0 11,1 88,9 5,4 6,3 93,8 6,4 0,0 100 0,0 / / 

Psychostimulants 1,3 50,0 100 0,0 / / 0,5 0,0 100 1,1 0,0 100 1,0 0,0 100,0 0,0 / / 0,0 / / 
Other nervous system 

drugs 7,7 33,3 100 9,8 33,3 66,7 13,8 28,8 71,3 10,9 31,1 68,9 7,4 31,8 68,2 20,5 31,3 68,8 0,0 / / 
Drugs used in alcohol 

dependence 5,2 12,5 100 5,6 8,3 91,7 7,9 15,2 84,8 4,6 7,7 92,3 3,4 10,0 90,0 1,3 0,0 100 0,0 / / 
Drugs used in opioid 

dependence 0,6 100 100 0,2 100 0,0 0,2 100 0,0 0,0 / / 0,0 / / 0,0 / / 0,0 / / 
Drugs used for behavioural 

regulation 24,5 23,7 100 24,8 11,3 88,7 22,4 7,7 92,3 19,6 9,1 90,9 20,8 6,5 93,5 10,3 0,0 100 16,7 0,0 100 
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Table 105: percentage occasional and chronic consumers of N-medication in IBW/IHP per length of stay 
1-2 years  2-6 years  6-10 years  > 10 years  

 total occ chron total occ chron total occ chron total occ chron 
N03 Anti-epileptics 16,0 0,0 100,0 19,1 4,1 95,9 13,3 0,0 100,0 11,9 14,3 85,7 
N04 Anti-parkinson drugs 21,0 4,8 95,2 34,5 4,8 95,2 39,9 1,8 98,2 39,0 8,7 91,3 
N04A  Anticholinergic agents 20,8 3,8 96,2 33,9 4,6 95,4 39,2 1,8 98,2 39,0 8,7 91,3 
N04B  Dopaminergic agents 0,2 100,0 0,0 0,9 8,3 91,7 2,1 33,3 66,7 0,0 0,0 0,0 
N05 Psycholeptics 78,2 3,1 96,9 84,2 3,1 96,9 76,9 2,7 97,3 79,7 0,0 100,0 
N05A  Antipsychotics 71,3 3,1 96,9 78,7 2,1 97,9 73,4 1,0 99,0 76,3 0,0 100,0 
N05AA Phenothiazines with aliphatic side chain 11,2 10,7 89,3 13,6 9,4 90,6 11,9 0,0 100,0 13,6 12,5 87,5 
N05AA02 Levomepromazine 11,0 10,9 89,1 12,7 9,0 91,0 10,5 0,0 100,0 13,6 12,5 87,5 

N05AC 
Phenothiazines with piperidine 

structure 4,0 15,0 85,0 5,1 6,9 93,1 4,2 0,0 100,0 8,5 20,0 80,0 
N05AC02 Thioridazine 4,0 15,0 85,0 4,9 7,4 92,6 4,2 0,0 100,0 6,8 25,0 75,0 
N05AD Butyrophenone derivatives 23,2 10,3 89,7 30,8 4,6 95,4 37,1 0,0 100,0 42,4 4,0 96,0 
N05AD01 Haloperidol 12,2 9,8 90,2 16,6 6,4 93,6 18,9 0,0 100,0 30,5 0,0 100,0 
N05AD05 Pipamperone 7,4 16,2 83,8 9,9 8,6 91,4 9,1 0,0 100,0 10,2 16,7 83,3 
N05AD06 Bromperidol 4,8 12,5 87,5 7,2 9,9 90,1 11,9 0,0 100,0 5,1 0,0 100,0 
N05AD07 Benperidol 0,8 25,0 75,0 1,9 0,0 100,0 0,7 0,0 100,0 1,7 0,0 100,0 
N05AF Thioxanthene derivatives 10,2 15,7 84,3 15,6 6,4 93,6 11,9 5,9 94,1 20,3 8,3 91,7 
N05AF01 Flupentixol 3,4 11,8 88,2 6,7 6,4 93,6 7,7 0,0 100,0 8,5 20,0 80,0 
N05AF05 Zuclopenthixol 7,2 19,4 80,6 9,6 8,9 91,1 4,2 16,7 83,3 11,9 0,0 100,0 
N05AG Diphenylbutylpiperidine derivatives 3,8 10,5 89,5 5,4 2,7 97,3 5,6 12,5 87,5 3,4 0,0 100,0 
N05AH Diazep., oxazep. and thiazep. 28,9 6,9 93,1 27,1 5,0 95,0 18,9 7,4 92,6 6,8 0,0 100,0 
N05AH02 Clozapine 4,2 0,0 100,0 4,2 1,7 98,3 3,5 0,0 100,0 0,0 0,0 0,0 
N05AH03 Olanzapine 20,6 8,7 91,3 19,1 5,6 94,4 15,4 13,6 86,4 5,1 0,0 100,0 
N05AH04 Quietiapine 6,2 9,7 90,3 7,4 10,6 89,4 1,4 0,0 100,0 1,7 0,0 100,0 
N05AL Benzamides 9,8 14,3 85,7 12,0 20,2 79,8 14,7 19,0 81,0 6,8 0,0 100,0 
N05AL05 Amisulpride 6,2 12,9 87,1 7,1 15,2 84,8 5,6 0,0 100,0 5,1 0,0 100,0 
N05AN Lithium 4,2 4,8 95,2 6,8 3,2 96,8 2,8 0,0 100,0 1,7 0,0 100,0 
N05AX Other antipsychotics 39,9 8,0 92,0 41,8 5,0 95,0 38,5 1,8 98,2 32,2 5,3 94,7 
N05AX07 Prothipendyl 13,8 7,2 92,8 12,7 12,4 87,6 18,2 7,7 92,3 11,9 14,3 85,7 
N05AX08 Risperidone 23,8 8,4 91,6 27,1 5,0 95,0 21,0 0,0 100,0 15,3 0,0 100,0 
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N05AX09 Clotiapine 13,0 21,5 78,5 15,6 9,1 90,9 10,5 0,0 100,0 10,2 0,0 100,0 
N05B  Anxiolytics 26,9 11,9 88,1 32,0 14,3 85,7 18,2 15,4 84,6 20,3 25,0 75,0 
N05BA Benzodiazepine derivatives 26,7 11,9 88,1 31,9 15,4 84,6 18,2 15,4 84,6 20,3 25,0 75,0 
N05BA01 Diazepam 5,4 14,8 85,2 7,6 27,1 72,9 3,5 20,0 80,0 3,4 100,0 0,0 
N05BA05 Clorazepate potassium 4,8 12,5 87,5 8,6 3,3 96,7 5,6 0,0 100,0 5,1 0,0 100,0 
N05BA06 Lorazepam 10,2 19,6 80,4 14,6 20,1 79,9 8,4 16,7 83,3 11,9 57,1 42,9 
N05BA12 Alprazolam 8,8 18,2 81,8 10,9 29,4 70,6 6,3 22,2 77,8 3,4 0,0 100,0 
N05C  Hypnotics and sedatives 23,2 20,7 79,3 22,7 17,0 83,0 11,9 29,4 70,6 10,2 16,7 83,3 
N05CD  Benzodiazepine derivatives 18,8 25,5 74,5 19,8 20,5 79,5 11,2 31,3 68,8 10,2 16,7 83,3 
N05CD01 Flurazepam 2,6 0,0 100,0 3,1 6,8 93,2 0,0 0,0 0,0 1,7 0,0 100,0 
N05CD06 Lormetazepam 10,8 11,1 88,9 12,7 8,4 91,6 4,9 0,0 100,0 6,8 0,0 100,0 
N05CD08 Midazolam 8,4 61,9 38,1 6,8 67,4 32,6 5,6 62,5 37,5 3,4 100,0 0,0 
N06 psychoanaleptics 54,9 8,0 92,0 51,6 6,2 93,8 44,1 3,2 96,8 32,2 5,3 94,7 
N06A  Antidepressants 54,1 8,5 91,5 51,1 6,3 93,7 44,1 3,2 96,8 32,2 5,3 94,7 
N06AA non select monoamine 10,4 13,5 86,5 13,3 5,9 94,1 10,5 6,7 93,3 8,5 40,0 60,0 
N06AB Selective serotonin reuptake inhibitors 31,7 6,9 93,1 30,0 8,6 91,4 28,7 4,9 95,1 15,3 0,0 100,0 
N06AX Other antidepressants 32,9 10,9 89,1 30,9 6,7 93,3 18,9 0,0 100,0 22,0 0,0 100,0 
N06AX05 Trazodone 21,4 15,0 85,0 20,0 8,6 91,4 12,6 0,0 100,0 15,3 0,0 100,0 
N06AX11 Mirtazapine 7,4 13,5 86,5 6,4 11,2 88,8 0,7 0,0 100,0 3,4 0,0 100,0 
N06AX16 Venlafaxine 8,8 6,8 93,2 8,5 9,2 90,8 8,4 8,3 91,7 5,1 0,0 100,0 
N06B  Psychostimulants 1,6 12,5 87,5 0,4 0,0 100,0 0,7 0,0 100,0 0,0 0,0 0,0 
N07 Other nervous system drugs 11,4 42,1 57,9 11,2 25,5 74,5 9,8 42,9 57,1 8,5 40,0 60,0 
N07BB Drugs used in alcohol dependence 6,2 12,9 87,1 5,4 10,7 89,3 3,5 0,0 100,0 6,8 25,0 75,0 
N07BC Drugs used in opioid dependence 0,4 100,0 0,0 0,1 100,0 0,0 0,0 0,0 0,0 0,0 0,0 0,0 
N05AD05/N05AX09 Drugs used for behavioural regulation 18,8 18,1 81,9 23,2 8,3 91,7 16,8 0,0 100,0 20,3 8,3 91,7 
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Table 106: percentage occasional and chronic consumers of N-medication in 
IBW/IHP+t1 

  
BWT1 

    Occasional Chronique 
Total %  

consumers 

% 
occasional 
consumers 

% chronic 
consumers 

N03 Anti-epileptics 0,37% 20,52% 20,90% 1,79% 98,21% 
N04 Anti-parkinson drugs 0,37% 39,18% 39,55% 0,94% 99,06% 

N04A  Anticholinergic agents 0,37% 38,81% 39,18% 0,95% 99,05% 
N04B  Dopaminergic agents 0,00% 0,37% 0,37% 0,00% 100,00% 

N05 Psycholeptics 0,37% 89,55% 89,93% 0,41% 99,59% 
N05A  Antipsychotics 0,37% 84,33% 84,70% 0,44% 99,56% 

N05AA Phenothiazines with 
aliphatic side chain 0,75% 10,07% 10,82% 6,90% 93,10% 

N05AA02 Levomepromazine 0,75% 7,46% 8,21% 9,09% 90,91% 
N05AC Phenothiazines with 

piperidine structure 0,00% 5,60% 5,60% 0,00% 100,00% 
N05AC02 Thioridazine 0,00% 5,60% 5,60% 0,00% 100,00% 

N05AD Butyrophenone 
derivatives 1,12% 30,60% 31,72% 3,53% 96,47% 

N05AD01 Haloperidol 0,37% 17,54% 17,91% 2,08% 97,92% 
N05AD05 Pipamperone 0,37% 10,82% 11,19% 3,33% 96,67% 
N05AD06 Bromperidol 0,37% 5,97% 6,34% 5,88% 94,12% 
N05AD07 Benperidol 0,00% 1,49% 1,49% 0,00% 100,00% 

N05AF Thioxanthene derivatives 1,49% 14,93% 16,42% 9,09% 90,91% 
N05AF01 Flupentixol 0,00% 5,97% 5,97% 0,00% 100,00% 
N05AF05 Zuclopenthixol 1,49% 9,33% 10,82% 13,79% 86,21% 

N05AG Diphenylbutylpiperidine 
derivatives 0,00% 4,85% 4,85% 0,00% 100,00% 

N05AH Diazep., oxazep. and 
thiazep. 0,75% 36,57% 37,31% 2,00% 98,00% 

N05AH02 Clozapine 0,00% 13,43% 13,43% 0,00% 100,00% 
N05AH03 Olanzapine 0,75% 20,90% 21,64% 3,45% 96,55% 
N05AH04 Quietiapine 0,00% 6,34% 6,34% 0,00% 100,00% 

N05AL Benzamides 1,49% 8,58% 10,07% 14,81% 85,19% 
N05AL05 Amisulpride 0,37% 4,10% 4,48% 8,33% 91,67% 

N05AN Lithium 0,37% 11,94% 12,31% 3,03% 96,97% 
N05AX Other antipsychotics 0,75% 40,67% 41,42% 1,80% 98,20% 

N05AX07 Prothipendyl 0,37% 7,84% 8,21% 4,55% 95,45% 
N05AX08 Risperidone 1,12% 24,63% 25,75% 4,35% 95,65% 
N05AX09 Clotiapine 0,37% 18,66% 19,03% 1,96% 98,04% 

N05B  Anxiolytics 3,36% 41,79% 45,15% 7,44% 92,56% 
N05BA Benzodiazepine 

derivatives 3,36% 41,42% 44,78% 7,50% 92,50% 
N05BA01 Diazepam 1,12% 5,97% 7,09% 15,79% 84,21% 
N05BA05 Clorazepate potassium 0,00% 12,69% 12,69% 0,00% 100,00% 
N05BA06 Lorazepam 2,99% 11,57% 14,55% 20,51% 79,49% 
N05BA12 Alprazolam 1,12% 13,81% 14,93% 7,50% 92,50% 

N05C  Hypnotics and sedatives 2,24% 31,34% 33,58% 6,67% 93,33% 
N05CD  Benzodiazepine 

derivatives 2,24% 26,87% 29,10% 7,69% 92,31% 
N05CD01 Flurazepam 0,00% 5,97% 5,97% 0,00% 100,00% 
N05CD06 Lormetazepam 0,37% 19,78% 20,15% 1,85% 98,15% 
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N05CD08 Midazolam 3,73% 1,87% 5,60% 66,67% 33,33% 
N06 psychoanaleptics 0,75% 53,73% 54,48% 1,37% 98,63% 

N06A  Antidepressants 0,75% 52,61% 53,36% 1,40% 98,60% 
N06AA non select monoamine 0,75% 9,70% 10,45% 7,14% 92,86% 
N06AB Selective serotonin 

reuptake inhibitors 1,12% 33,96% 35,07% 3,19% 96,81% 
N06AX Other antidepressants 1,49% 32,09% 33,58% 4,44% 95,56% 

N06AX05 Trazodone 1,49% 20,52% 22,01% 6,78% 93,22% 
N06AX11 Mirtazapine 0,00% 6,72% 6,72% 0,00% 100,00% 
N06AX16 Venlafaxine 0,00% 8,58% 8,58% 0,00% 100,00% 

N06B  Psychostimulants 0,75% 1,49% 2,24% 33,33% 66,67% 
N07 Other nervous system 

drugs 2,99% 13,06% 16,04% 18,60% 81,40% 
N07BB Drugs used in alcohol 

dependence 0,37% 10,82% 11,19% 3,33% 96,67% 
N07BC Drugs used in opioid 

dependence 0,00% 0,37% 0,37% 0,00% 100,00% 
N05AD05/N05AX09 Drugs used for 

behavioural regulation 0,37% 27,61% 27,99% 1,33% 98,67% 
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Table 107: percentage occasional and chronic consumers of N-medication in IBW/IHP+t1 per age category 

  15-30 31-40 41-50 51-60 61-70 
71-80 

  total Occ chron total occ chron total occ chron total occ chron total occ chron total 
occ chron 

Anti-epileptics 0,0 / / 25,5 0,0 100 22,8 4,3 95,7 22,7 0,0 100 11,5 0,0 100 25,0 
0,0 100 

Anti-parkinson drugs 31,3 0,0 100 43,1 4,5 95,5 41,6 0,0 100 36,4 0,0 100 34,6 0,0 100 50,0 
0,0 100 

Anticholinergic agents 31,3 0,0 100 43,1 4,5 95,5 40,6 0,0 100 36,4 0,0 100 34,6 0,0 100 50,0 
0,0 100 

Dopaminergic agents 0,0 / / 0,0 / / 1,0 0,0 100 0,0 / / 0,0 / / 0,0 
/ / 

Psycholeptics 100 0,0 100 100 0,0 100 89,1 0,0 100 90,9 1,7 98,3 65,4 0,0 100 87,5 
0,0 100 

Antipsychotics 100 0,0 100 98,0 0,0 100 84,2 1,2 98,8 83,3 0,0 100 53,8 0,0 100 87,5 
0,0 100 

Phenothiazines with aliphatic 
side chain 6,3 0,0 100 7,8 25,0 75,0 7,9 12,5 87,5 21,2 0,0 100 7,7 0,0 100 0,0 

/ / 

Levomepromazine 6,3 0,0 100 7,8 25,0 75,0 6,9 14,3 85,7 12,1 0,0 100 7,7 0,0 100 0,0 
/ / 

Phenothiazines with 
piperidine structure 0,0 / / 5,9 0,0 100 6,9 0,0 100 6,1 0,0 100 3,8 0,0 100 0,0 

/ / 

Thioridazine 0,0 / / 5,9 0,0 100 6,9 0,0 100 6,1 0,0 100 3,8 0,0 100 0,0 
/ / 

Butyrophenone derivatives 25,0 0,0 100 31,4 0,0 100 27,7 3,6 96,4 37,9 4,0 96,0 30,8 0,0 100 50,0 
25,0 75,0 

Haloperidol 0,0 / / 15,7 0,0 100 15,8 0,0 100 24,2 6,3 93,8 23,1 0,0 100 25,0 
0,0 100 

Pipamperone 12,5 0,0 100 13,7 0,0 100 8,9 0,0 100 15,2 10,0 90,0 7,7 0,0 100 0,0 
/ / 

Bromperidol 6,3 0,0 100 9,8 0,0 100 5,0 20,0 80,0 4,5 0,0 100 7,7 0,0 100 12,5 
0,0 100 

Benperidol 6,3 0,0 100 0,0 / / 2,0 0,0 100 1,5 0,0 100 0,0 / / 0,0 
/ / 

Thioxanthene derivatives 12,5 50,0 50,0 23,5 8,3 91,7 17,8 11,1 88,9 16,7 0,0 100 3,8 0,0 100 0,0 
/ / 

Flupentixol 6,3 0,0 100 7,8 0,0 100 6,9 0,0 100 6,1 0,0 100 0,0 / / 0,0 
/ / 

Zuclopenthixol 6,3 100 0,0 15,7 12,5 87,5 11,9 16,7 83,3 10,6 0,0 100 3,8 0,0 100 0,0 
/ / 

Diphenylbutylpiperidine 
derivatives 0,0 / / 3,9 0,0 100 4,0 0,0 100 6,1 0,0 100 7,7 0,0 100 12,5 

0,0 100 

Diazep., oxazep. and thiazep. 56,3 0,0 100 52,9 0,0 100 41,6 0,0 100 28,8 5,3 94,7 11,5 33,3 66,7 0,0 
/ / 

Clozapine 18,8 0,0 100 21,6 0,0 100 18,8 0,0 100 4,5 0,0 100 0,0 / / 0,0 
/ / 

Olanzapine 37,5 0,0 100 27,5 0,0 100 21,8 0,0 100 19,7 7,7 92,3 11,5 33,3 66,7 0,0 
/ / 

Quietiapine 12,5 0,0 100 7,8 0,0 100 6,9 0,0 100 6,1 0,0 100 0,0 / / 0,0 
/ / 
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Benzamides 6,3 0,0 100 13,7 14,3 85,7 6,9 14,3 85,7 13,6 22,2 77,8 7,7 0,0 100 12,5 
0,0 100 

Amisulpride 0,0 / / 5,9 0,0 100 3,0 0,0 100 7,6 20,0 80,0 3,8 0,0 100 0,0 
/ / 

Lithium 18,8 0,0 100 15,7 0,0 100 7,9 0,0 100 16,7 9,1 90,9 11,5 0,0 100 0,0 
/ / 

Other antipsychotics 56,3 0,0 100 43,1 9,1 90,9 45,5 0,0 100 37,9 0,0 100 19,2 0,0 100 50,0 
0,0 100 

Prothipendyl 0,0 / / 9,8 20,0 80,0 10,9 0,0 100 7,6 0,0 100 0,0 / / 12,5 
0,0 100 

Risperidone 31,3 0,0 100 31,4 12,5 87,5 28,7 3,4 96,6 19,7 0,0 100 11,5 0,0 100 37,5 
0,0 100 

Clotiapine 25,0 0,0 100 19,6 0,0 100 25,7 3,8 96,2 12,1 0,0 100 7,7 0,0 100 12,5 
0,0 100 

Anxiolytics 31,3 0,0 100 54,9 7,1 92,9 49,5 4,0 96,0 45,5 13,3 86,7 26,9 14,3 85,7 12,5 
0,0 100 

Benzodiazepine derivatives 31,3 0,0 100 54,9 7,1 92,9 48,5 4,1 95,9 45,5 13,3 86,7 26,9 14,3 85,7 12,5 
0,0 100 

Diazepam 0,0 / / 7,8 0,0 100 5,9 0,0 100 7,6 20,0 80,0 11,5 66,7 33,3 12,5 
0,0 100 

Clorazepate potassium 0,0 / / 23,5 0,0 100 11,9 0,0 100 15,2 0,0 100 0,0 / / 0,0 
/ / 

Lorazepam 18,8 0,0 100 11,8 16,7 83,3 18,8 15,8 84,2 9,1 50,0 50,0 19,2 20,0 80,0 0,0 
/ / 

Alprazolam 12,5 0,0 100 19,6 10,0 90,0 17,8 11,1 88,9 12,1 0,0 100 7,7 0,0 100 0,0 
/ / 

Hypnotics and sedatives 31,3 0,0 100 37,3 0,0 100 33,7 8,8 91,2 37,9 8,0 92,0 23,1 16,7 83,3 12,5 
0,0 100 

 Benzodiazepine derivatives 31,3 0,0 100 25,5 0,0 100 28,7 10,3 89,7 36,4 8,3 91,7 23,1 16,7 83,3 12,5 
0,0 100 

Flurazepam 0,0 / / 3,9 0,0 100 5,0 0,0 100 10,6 0,0 100 7,7 0,0 100 0,0 
/ / 

Lormetazepam 31,3 0,0 100 21,6 0,0 100 18,8 5,3 94,7 22,7 0,0 100 11,5 0,0 100 12,5 
0,0 100 

Midazolam 0,0 / / 3,9 50,0 50,0 6,9 57,1 42,9 7,6 80,0 20,0 3,8 100 0,0 0,0 
/ / 

psychoanaleptics 62,5 0,0 100 62,7 3,1 96,9 58,4 1,7 98,3 53,0 0,0 100 23,1 0,0 100 50,0 
0,0 100 

Antidepressants 62,5 0,0 100 62,7 3,1 96,9 57,4 1,7 98,3 50,0 0,0 100 23,1 0,0 100 50,0 
0,0 100 

non select monoamine 6,3 0,0 100 11,8 0,0 100 10,9 18,2 81,8 12,1 0,0 100 0,0 / / 25,0 
0,0 100 

Selective serotonin reuptake 
inhibitors 50,0 12,5 87,5 47,1 8,3 91,7 34,7 0,0 100 31,8 0,0 100 15,4 0,0 100 25,0 

0,0 100 

Other antidepressants 37,5 16,7 83,3 41,2 0,0 100 38,6 5,1 94,9 28,8 5,3 94,7 15,4 0,0 100 12,5 
0,0 100 

Trazodone 18,8 0,0 100 25,5 0,0 100 27,7 10,7 89,3 18,2 8,3 91,7 7,7 0,0 100 12,5 
0,0 100 

Mirtazapine 0,0 / / 9,8 0,0 100 7,9 0,0 100 6,1 0,0 100 3,8 0,0 100 0,0 
/ / 

Venlafaxine 12,5 0,0 100 13,7 0,0 100 8,9 0,0 100 7,6 0,0 100 0,0 / / 0,0 
/ / 

Psychostimulants 0,0 / / 2,0 0,0 100 1,0 0,0 100 4,5 33,3 66,7 3,8 100 0,0 0,0 
/ / 
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Other nervous system drugs 18,8 0,0 100 13,7 0,0 100 18,8 36,8 63,2 13,6 11,1 88,9 19,2 0,0 100 0,0 
/ / 

Drugs used in alcohol 
dependence 18,8 0,0 100 11,8 0,0 100 11,9 8,3 91,7 10,6 0,0 100 7,7 0,0 100 0,0 

/ / 

Drugs used in opioid 
dependence 6,3 0,0 100 0,0 / / 0,0 / / 0,0 / / 0,0 / / 0,0 

/ / 

Drugs used for behavioural 
regulation 37,5 0,0 100 31,4 0,0 100 31,7 0,0 100 25,8 5,9 94,1 11,5 0,0 100 12,5 

0,0 100 

Table 108: percentage occasional and chronic consumers of N-medication in IBW/IHP+t1 per length of stay 
1-2 years  2-6 years  6-10 years  > 10 years  

BWT1 total occ chron total occ chron total occ chron total occ chron 

N03 Anti-epileptics 17,6 0,0 100,0 29,0 2,6 97,4 12,8 0,0 100,0 11,9 0,0 100,0 

N04 Anti-parkinson drugs 29,4 0,0 100,0 36,6 2,1 97,9 38,5 0,0 100,0 54,8 0,0 100,0 

N04A  Anticholinergic agents 29,4 0,0 100,0 35,9 2,1 97,9 38,5 0,0 100,0 54,8 0,0 100,0 

N04B  Dopaminergic agents 0,0 0,0 0,0 0,8 0,0 100,0 0,0 0,0 0,0 0,0 0,0 0,0 

N05 Psycholeptics 88,2 0,0 100,0 92,4 0,0 100,0 88,5 1,4 98,6 85,7 0,0 100,0 

N05A  Antipsychotics 82,4 0,0 100,0 86,3 0,9 99,1 82,1 0,0 100,0 85,7 0,0 100,0 

N05AA Phenothiazines with aliphatic side chain 0,0 0,0 0,0 13,0 11,8 88,2 7,7 0,0 100,0 14,3 0,0 100,0 

N05AA02 Levomepromazine 0,0 0,0 0,0 11,5 13,3 86,7 2,6 0,0 100,0 11,9 0,0 100,0 

N05AC 

Phenothiazines with piperidine 

structure 5,9 0,0 100,0 6,9 0,0 100,0 2,6 0,0 100,0 7,1 0,0 100,0 

N05AC02 Thioridazine 5,9 0,0 100,0 6,9 0,0 100,0 2,6 0,0 100,0 7,1 0,0 100,0 

N05AD Butyrophenone derivatives 11,8 0,0 100,0 29,8 5,1 94,9 34,6 0,0 100,0 40,5 5,9 94,1 

N05AD01 Haloperidol 0,0 0,0 0,0 14,5 0,0 100,0 23,1 0,0 100,0 26,2 9,1 90,9 

N05AD05 Pipamperone 11,8 0,0 100,0 11,5 0,0 100,0 11,5 11,1 88,9 9,5 0,0 100,0 

N05AD06 Bromperidol 0,0 0,0 0,0 6,9 11,1 88,9 6,4 0,0 100,0 7,1 0,0 100,0 

N05AD07 Benperidol 0,0 0,0 0,0 1,5 0,0 100,0 1,3 0,0 100,0 2,4 0,0 100,0 

N05AF Thioxanthene derivatives 23,5 0,0 100,0 17,6 17,4 82,6 11,5 0,0 100,0 19,0 0,0 100,0 
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N05AF01 Flupentixol 11,8 0,0 100,0 3,8 0,0 100,0 6,4 0,0 100,0 9,5 0,0 100,0 

N05AF05 Zuclopenthixol 11,8 0,0 100,0 13,7 22,2 77,8 6,4 0,0 100,0 9,5 0,0 100,0 

N05AG Diphenylbutylpiperidine derivatives 0,0 0,0 0,0 6,1 0,0 100,0 2,6 0,0 100,0 7,1 0,0 100,0 

N05AH Diazep., oxazep. and thiazep. 29,4 0,0 100,0 40,5 3,8 96,2 32,1 0,0 100,0 40,5 0,0 100,0 

N05AH02 Clozapine 5,9 0,0 100,0 13,0 0,0 100,0 17,9 0,0 100,0 9,5 0,0 100,0 

N05AH03 Olanzapine 17,6 0,0 100,0 26,0 5,9 94,1 10,3 0,0 100,0 31,0 0,0 100,0 

N05AH04 Quietiapine 11,8 0,0 100,0 8,4 0,0 100,0 3,8 0,0 100,0 2,4 0,0 100,0 

N05AL Benzamides 29,4 0,0 100,0 13,7 22,2 77,8 2,6 0,0 100,0 4,8 0,0 100,0 

N05AL05 Amisulpride 17,6 0,0 100,0 4,6 16,7 83,3 1,3 0,0 100,0 4,8 0,0 100,0 

N05AN Lithium 23,5 0,0 100,0 10,7 0,0 100,0 12,8 10,0 90,0 11,9 0,0 100,0 

N05AX Other antipsychotics 29,4 0,0 100,0 51,1 1,5 98,5 34,6 3,7 96,3 28,6 0,0 100,0 

N05AX07 Prothipendyl 0,0 0,0 0,0 12,2 6,3 93,8 6,4 0,0 100,0 2,4 0,0 100,0 

N05AX08 Risperidone 17,6 0,0 100,0 28,2 5,4 94,6 26,9 4,8 95,2 19,0 0,0 100,0 

N05AX09 Clotiapine 11,8 0,0 100,0 26,0 2,9 97,1 11,5 0,0 100,0 14,3 0,0 100,0 

N05B  Anxiolytics 35,3 0,0 100,0 55,0 11,1 88,9 35,9 0,0 100,0 35,7 6,7 93,3 

N05BA Benzodiazepine derivatives 35,3 0,0 100,0 54,2 11,3 88,7 35,9 0,0 100,0 35,7 6,7 93,3 

N05BA01 Diazepam 0,0 0,0 0,0 9,2 16,7 83,3 9,0 14,3 85,7 0,0 0,0 0,0 

N05BA05 Clorazepate potassium 5,9 0,0 100,0 18,3 0,0 100,0 9,0 0,0 100,0 4,8 0,0 100,0 

N05BA06 Lorazepam 11,8 0,0 100,0 16,8 27,3 72,7 9,0 0,0 100,0 19,0 25,0 75,0 

N05BA12 Alprazolam 5,9 0,0 100,0 22,1 10,3 89,7 7,7 0,0 100,0 9,5 0,0 100,0 

N05C  Hypnotics and sedatives 29,4 0,0 100,0 43,5 7,0 93,0 26,9 4,8 95,2 16,7 14,3 85,7 

N05CD  Benzodiazepine derivatives 23,5 0,0 100,0 38,9 7,8 92,2 20,5 6,3 93,8 16,7 14,3 85,7 

N05CD01 Flurazepam 0,0 0,0 0,0 9,2 0,0 100,0 2,6 0,0 100,0 4,8 0,0 100,0 

N05CD06 Lormetazepam 23,5 0,0 100,0 26,7 2,9 97,1 12,8 0,0 100,0 11,9 0,0 100,0 

N05CD08 Midazolam 0,0 0,0 0,0 7,6 60,0 40,0 5,1 75,0 25,0 2,4 100,0 0,0 
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N06 psychoanaleptics 58,8 0,0 100,0 61,8 1,2 98,8 52,6 2,4 97,6 33,3 0,0 100,0 

N06A  Antidepressants 58,8 0,0 100,0 60,3 1,3 98,7 51,3 2,5 97,5 33,3 0,0 100,0 

N06AA non select monoamine 0,0 0,0 0,0 13,0 11,8 88,2 11,5 0,0 100,0 4,8 0,0 100,0 

N06AB Selective serotonin reuptake inhibitors 29,4 0,0 100,0 43,5 3,5 96,5 32,1 4,0 96,0 16,7 0,0 100,0 

N06AX Other antidepressants 47,1 12,5 87,5 39,7 5,8 94,2 30,8 0,0 100,0 14,3 0,0 100,0 

N06AX05 Trazodone 23,5 25,0 75,0 25,2 9,1 90,9 23,1 0,0 100,0 9,5 0,0 100,0 

N06AX11 Mirtazapine 5,9 0,0 100,0 9,9 0,0 100,0 5,1 0,0 100,0 0,0 0,0 0,0 

N06AX16 Venlafaxine 23,5 0,0 100,0 10,7 0,0 100,0 5,1 0,0 100,0 2,4 0,0 100,0 

N06B  Psychostimulants 0,0 0,0 0,0 3,1 25,0 75,0 2,6 50,0 50,0 0,0 0,0 0,0 

N07 Other nervous system drugs 17,6 0,0 100,0 16,8 27,3 72,7 16,7 7,7 92,3 11,9 20,0 80,0 

N07BB Drugs used in alcohol dependence 17,6 0,0 100,0 11,5 6,7 93,3 11,5 0,0 100,0 7,1 0,0 100,0 

N07BC Drugs used in opioid dependence 0,0 0,0 0,0 0,8 0,0 100,0 0,0 0,0 0,0 0,0 0,0 0,0 

N05AD05/N05AX09 Drugs used for behavioural regulation 23,5 0,0 100,0 33,6 0,0 100,0 21,8 5,9 94,1 23,8 0,0 100,0 
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Table 109: percentage occasional and chronic consumers of N-medication in 
PVT/MSP 

  PVT  

  occasionnel Chronique 

Total %  
consumer

s 

% 
occasional 
consumer

s 

% chronic 
consumer

s 
Anti-epileptics 0,33% 20,69% 21,02% 1,56% 98,44% 

Anti-parkinson drugs 0,66% 46,35% 47,00% 1,39% 98,61% 
Anticholinergic agents 0,66% 45,08% 45,74% 1,43% 98,57% 
Dopaminergic agents 0,05% 3,00% 3,04% 1,54% 98,46% 

Psycholeptics 0,80% 94,15% 94,94% 0,84% 99,16% 
Antipsychotics 0,66% 89,04% 89,70% 0,73% 99,27% 

Phenothiazines with aliphatic side chain 0,98% 16,76% 17,74% 5,54% 94,46% 
Levomepromazine 0,84% 15,22% 16,06% 5,25% 94,75% 

Phenothiazines with piperidine structure 0,47% 7,40% 7,87% 5,95% 94,05% 
Thioridazine 0,37% 6,88% 7,26% 5,16% 94,84% 

Butyrophenone derivatives 1,50% 46,54% 48,03% 3,12% 96,88% 
Haloperidol 1,40% 26,17% 27,57% 5,09% 94,91% 

Pipamperone 0,37% 17,32% 17,70% 2,12% 97,88% 
Bromperidol 0,00% 5,57% 5,57% 0,00% 100,00% 

Benperidol 0,23% 4,17% 4,40% 5,32% 94,68% 
Thioxanthene derivatives 0,89% 18,31% 19,19% 4,63% 95,37% 

Flupentixol 0,09% 3,46% 3,56% 2,63% 97,37% 
Zuclopenthixol 1,03% 15,12% 16,15% 6,38% 93,62% 

Diphenylbutylpiperidine derivatives 0,19% 5,20% 5,38% 3,48% 96,52% 
Diazep., oxazep. and thiazep. 0,75% 29,96% 30,71% 2,44% 97,56% 

Clozapine 0,05% 4,78% 4,82% 0,97% 99,03% 
Olanzapine 0,66% 20,88% 21,54% 3,04% 96,96% 
Quietiapine 0,19% 7,72% 7,91% 2,37% 97,63% 
Benzamides 0,47% 9,08% 9,55% 4,90% 95,10% 
Amisulpride 0,42% 4,92% 5,34% 7,89% 92,11% 

Lithium 0,05% 5,81% 5,85% 0,80% 99,20% 
Other antipsychotics 0,80% 46,63% 47,43% 1,68% 98,32% 

Prothipendyl 0,61% 13,01% 13,62% 4,47% 95,53% 
Risperidone 0,47% 29,17% 29,63% 1,58% 98,42% 

Clotiapine 0,42% 16,71% 17,13% 2,46% 97,54% 
Anxiolytics 3,46% 49,06% 52,53% 6,60% 93,40% 

Benzodiazepine derivatives 3,65% 47,71% 51,36% 7,11% 92,89% 
Diazepam 2,39% 10,63% 13,01% 18,35% 81,65% 

Clorazepate potassium 0,19% 12,36% 12,55% 1,49% 98,51% 
Lorazepam 2,34% 19,62% 21,96% 10,66% 89,34% 
Alprazolam 2,20% 9,88% 12,08% 18,22% 81,78% 

Hypnotics and sedatives 4,40% 34,74% 39,14% 11,24% 88,76% 
 Benzodiazepine derivatives 4,92% 28,93% 33,85% 14,52% 85,48% 

Flurazepam 0,05% 5,38% 5,43% 0,86% 99,14% 
Lormetazepam 0,75% 20,97% 21,72% 3,45% 96,55% 

Midazolam 6,13% 2,57% 8,71% 70,43% 29,57% 
psychoanaleptics 0,66% 43,31% 43,96% 1,49% 98,51% 
Antidepressants 0,61% 41,34% 41,95% 1,45% 98,55% 

non select monoamine 0,23% 7,44% 7,68% 3,05% 96,95% 
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Selective serotonin reuptake inhibitors 0,61% 23,78% 24,39% 2,50% 97,50% 
Other antidepressants 0,42% 23,41% 23,83% 1,77% 98,23% 

Trazodone 0,19% 14,70% 14,89% 1,26% 98,74% 
Mirtazapine 0,14% 3,84% 3,98% 3,53% 96,47% 
Venlafaxine 0,42% 4,68% 5,10% 8,26% 91,74% 

Psychostimulants 0,05% 3,51% 3,56% 1,32% 98,68% 
Other nervous system drugs 2,57% 7,26% 9,83% 26,19% 73,81% 

Drugs used in alcohol dependence 0,00% 2,25% 2,25% 0,00% 100,00% 
Drugs used in opioid dependence 0,00% 0,00% 0,00% #DEEL/0! #DEEL/0! 

Drugs used for behavioural regulation 

0,56% 30,34% 30,90% 1,82% 98,18% 
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Table 110: percentage occasional and chronic consumers of N-medication in PVT/MSP per age category 
   15-30  31-40 41-50 51-60  61-70  71-80  80 +   

  total occ chron total occ chron total occ chron total occ chron Total occ chron total occ chron total Occ chron 

Anti-epileptics 18,8 0,0 100 29,0 0,0 100 28,6 0,0 100 24,8 1,5 98,5 22,2 1,5 98,5 14,7 4,1 95,9 8,5 0,0 100 

Anti-parkinson drugs 43,8 0,0 100 58,0 2,5 97,5 48,6 3,2 96,8 45,9 1,6 98,4 49,1 1,0 99,0 47,9 0,0 100 33,5 3,6 96,4 

Anticholinergic agents 43,8 0,0 100 58,0 2,5 97,5 47,5 3,3 96,7 45,4 1,6 98,4 48,2 1,1 98,9 45,7 0,0 100 30,5 4,0 96,0 

Dopaminergic agents 0,0 / / 0,0 / / 1,5 0,0 100 1,5 0,0 100 3,2 0,0 100 4,8 4,2 95,8 6,1 0,0 100 

Psycholeptics 100 0,0 100 100 0,0 100 96,5 0,8 99,2 96,1 0,0 100 95,3 0,5 99,5 93,8 1,5 98,5 88,4 3,4 96,6 

Antipsychotics 93,8 0,0 100 98,6 0,0 100 93,4 0,8 99,2 90,9 0,2 99,8 90,2 0,0 100 88,1 1,4 98,6 78,7 3,9 96,1 

Phenothiazines with 

aliphatic side chain 18,8 0,0 100 30,4 19,0 81,0 20,5 1,9 98,1 18,5 5,0 95,0 16,8 6,1 93,9 15,1 2,7 97,3 17,1 10,7 89,3 

Levomepromazine 18,8 0,0 100 27,5 15,8 84,2 18,9 2,0 98,0 16,7 4,4 95,6 15,4 6,6 93,4 13,5 1,5 98,5 14,6 12,5 87,5 

Phenothiazines with 

piperidine structure 6,3 0,0 100 10,1 0,0 100 5,4 7,1 92,9 7,2 2,6 97,4 9,5 8,9 91,1 8,0 5,0 95,0 6,7 9,1 90,9 

Thioridazine 6,3 0,0 100 10,1 0,0 100 5,0 7,7 92,3 6,9 2,7 97,3 9,0 7,5 92,5 7,4 5,4 94,6 4,3 0,0 100 

Butyrophenone derivatives 37,5 0,0 100 58,0 2,5 97,5 47,9 2,4 97,6 49,6 1,5 98,5 49,9 2,4 97,6 45,9 5,3 94,7 39,6 7,7 92,3 

Haloperidol 6,3 0,0 100 29,0 5,0 95,0 23,2 1,7 98,3 27,0 3,4 96,6 29,9 6,8 93,2 28,6 4,2 95,8 26,2 11,6 88,4 

Pipamperone 25,0 0,0 100 26,1 0,0 100 19,7 3,9 96,1 19,4 0,0 100 19,0 0,9 99,1 14,5 6,9 93,1 9,8 0,0 100 

Bromperidol 12,5 0,0 100 8,7 0,0 100 6,9 0,0 100 5,7 0,0 100 6,1 0,0 100 4,4 0,0 100 2,4 0,0 100 

Benperidol 0,0 / / 13,0 0,0 100 7,3 5,3 94,7 6,3 2,9 97,1 3,4 10,0 90,0 1,8 11,1 88,9 1,8 0,0 100 

Thioxanthene derivatives 25,0 25,0 75,0 23,2 6,3 93,8 25,1 3,1 96,9 20,4 4,5 95,5 19,3 3,5 96,5 15,5 3,9 96,1 14,6 12,5 87,5 

Flupentixol 0,0 / / 8,7 16,7 83,3 3,5 0,0 100 3,5 5,3 94,7 3,2 0,0 100 3,6 0,0 100 3,0 0,0 100 

Zuclopenthixol 25,0 25,0 75,0 18,8 15,4 84,6 21,6 3,6 96,4 17,2 5,4 94,6 16,8 5,1 94,9 12,1 6,7 93,3 12,2 15,0 85,0 

Diphenylbutylpiperidine 

derivatives 6,3 100 0,0 8,7 16,7 83,3 5,0 0,0 100 5,6 3,3 96,7 5,8 2,9 97,1 4,8 0,0 100 4,3 0,0 100 

Diazep., oxazep. and 

thiazep. 50,0 0,0 100 65,2 0,0 100 42,5 0,9 99,1 35,6 1,0 99,0 29,8 1,7 98,3 20,7 7,8 92,2 13,4 9,1 90,9 



304 Psychiatry T-beds Supplement KCE Reports 84 

Clozapine 18,8 0,0 100 18,8 0,0 100 11,6 0,0 100 6,5 0,0 100 2,7 6,3 93,8 1,2 0,0 100 0,0 / / 

Olanzapine 25,0 0,0 100 42,0 0,0 100 26,3 2,9 97,1 25,0 2,2 97,8 21,5 1,6 98,4 15,9 7,6 92,4 11,0 5,6 94,4 

Quietiapine 25,0 0,0 100 23,2 0,0 100 9,7 0,0 100 8,5 0,0 100 8,3 2,0 98,0 4,8 8,3 91,7 3,0 20,0 80,0 

Benzamides 12,5 0,0 100 14,5 10,0 90,0 13,5 8,6 91,4 11,3 0,0 100 8,5 6,0 94,0 6,8 8,8 91,2 7,3 0,0 100 

Amisulpride 12,5 0,0 100 11,6 12,5 87,5 9,3 8,3 91,7 6,3 0,0 100 4,2 12,0 88,0 3,2 18,8 81,3 3,0 0,0 100 

Lithium 0,0 / / 5,8 0,0 100,0 5,4 0,0 100 8,9 0,0 100 5,4 0,0 100 4,8 4,2 95,8 1,8% 0,0 100 

Other antipsychotics 56,3 0,0 100 60,9 4,8 95,2 55,6 1,4 98,6 51,7 1,1 98,9 46,5 0,7 99,3 42,7 2,8 97,2 31,7 3,8 96,2 

Prothipendyl 25,0 0,0 100 29,0 10,0 90,0 24,3 4,8 95,2 18,0 2,1 97,9 11,3 3,0 97,0 6,6 9,1 90,9 4,3 14,3 85,7 

Risperidone 25,0 0,0 100 33,3 0,0 100 30,5 0,0 100 32,4 2,3 97,7 27,9 0,6 99,4 29,6 2,0 98,0 24,4 5,0 95,0 

Clotiapine 18,8 0,0 100 33,3 4,3 95,7 23,2 5,0 95,0 19,8 0,9 99,1 17,3 1,0 99,0 12,3 3,3 96,7 6,1 10,0 90,0 

Anxiolytics 62,5 10,0 90,0 84,1 1,7 98,3 64,9 4,2 95,8 58,7 3,8 96,2 49,7 5,8 94,2 45,5 11,5 88,5 29,9 20,4 79,6 

Benzodiazepine derivatives 62,5 10,0 90,0 82,6 1,8 98,2 64,5 4,2 95,8 57,8 4,5 95,5 48,4 6,3 93,7 44,1 12,3 87,7 28,0 21,7 78,3 

Diazepam 12,5 0,0 100 24,6 17,6 82,4 19,7 15,7 84,3 15,9 16,3 83,7 11,3 10,4 89,6 9,7 27,1 72,9 4,3 85,7 14,3 

Clorazepate potassium 25,0 0,0 100 29,0 0,0 100 22,0 0,0 100 15,0 1,2 98,8 10,7 3,2 96,8 7,6 2,6 97,4 3,0 0,0 100 

Lorazepam 25,0 25,0 75,0 37,7 11,5 88,5 23,2 6,7 93,3 26,1 9,9 90,1 21,2 8,0 92,0 19,3 16,7 83,3 10,4 11,8 88,2 

Alprazolam 18,8 0,0 100 27,5 15,8 84,2 11,6 10,0 90,0 12,2 10,6 89,4 12,0 19,7 80,3 11,7 29,3 70,7 6,7 27,3 72,7 

Hypnotics and sedatives 62,5 10,0 90,0 36,2 8,0 92,0 42,1 8,3 91,7 42,0 9,7 90,3 39,9 5,5 94,5 35,0 19,5 80,5 33,5 23,6 76,4 

 Benzodiazepine derivatives 37,5 16,7 83,3 36,2 12,0 88,0 37,1 10,4 89,6 37,8 10,8 89,2 33,5 10,1 89,9 30,2 23,3 76,7 26,8 31,8 68,2 

Flurazepam 6,3 0,0 100 5,8 0,0 100 5,4 0,0 100 8,0 2,3 97,7 5,4 0,0 100 3,6 0,0 100 2,4 0,0 100 

Lormetazepam 25,0 25,0 75,0 27,5 5,3 94,7 26,3 2,9 97,1 24,1 2,3 97,7 22,8 3,7 96,3 16,7 3,6 96,4 15,2 4,0 96,0 

Midazolam 12,5 100 0,0 5,8 100 0,0 7,3 63,2 36,8 6,1 72,7 27,3 9,8 58,6 41,4 11,1 72,7 27,3 9,1 100 0,0 

psychoanaleptics 62,5 10,0 90,0 68,1 4,3 95,7 55,2 0,0 100 45,2 0,0 100 43,1 2,7 97,3 37,4 1,6 98,4 32,9 1,9 98,1 

Antidepressants 62,5 10,0 90,0 68,1 4,3 95,7 54,4 0,0 100 43,9 0,0 100 41,5 2,4 97,6 34,4 1,8 98,2 27,4 2,2 97,8 

non select monoamine 6,3 0,0 100 7,2 0,0 100 7,7 0,0 100 6,7 0,0 100 8,1 4,2 95,8 8,5 7,1 92,9 7,3 0,0 100 

Selective serotonin 

reuptake inhibitors 43,8 14,3 85,7 40,6 3,6 96,4 34,4 1,1 98,9 25,4 0,0 100 24,9 4,8 95,2 18,7 2,2 97,8 12,2 5,0 95,0 

Other antidepressants 50,0 0,0 100 40,6 3,6 96,4 29,7 1,3 98,7 26,3 0,7 99,3 23,5 2,2 97,8 18,3 3,3 96,7 14,6 0,0 100 
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Trazodone 43,8 0,0 100 27,5 0,0 100 19,7 0,0 100 16,3 1,1 98,9 12,7 1,3 98,7 12,7 1,6 98,4 9,1 6,7 93,3 

Mirtazapine 18,8 0,0 100 5,8 0,0 100 4,2 9,1 90,9 5,4 3,4 96,6 3,7 4,5 95,5 2,4 0,0 100 2,4 0,0 100 

Venlafaxine 12,5 0,0 100 13,0 11,1 88,9 6,9 0,0 100 4,6 8,0 92,0 6,6 5,1 94,9 2,6 23,1 76,9 1,8 33,3 66,7 

Psychostimulants 0,0 / / 0,0 / / 2,7 0,0 100 3,0 0,0 100 2,9 5,9 94,1 4,4 0,0 100 8,5 0,0 100 

Other nervous system 

drugs 12,5 0,0 100 14,5 10,0 90,0 8,5 13,6 86,4 10,0 14,8 85,2 9,5 37,5 62,5 10,7 28,3 71,7 7,9 53,8 46,2 

Drugs used in alcohol 

dependence 0,0 / / 10,1 0,0 100 3,5 0,0 100 4,6 0,0 100 0,8 0,0 100 0,4 0,0 100 0,0 / / 

Drugs used in opioid 

dependence 0,0 / / 0,0 / / 0,0 / / 0,0 / / 0,0 / / 0,0 / / 0,0 / / 

Drugs used for behavioural 

regulation 37,5 0,0 100 46,4 3,1 96,9 36,7 2,1 97,9 34,6 0,5 99,5 32,1 1,1 98,9 24,9 4,0 96,0 15,9 3,8 96,2 

Table 111: percentage occasional and chronic consumers of N-medication in PVT/MSP per length of stay 
PVT     1-2 years      2-6 years      6-10 years      > 10 years    

    total occ chron total occ chron total occ chron total occ chron 

N03 Anti-epileptics 24,7% 1,3% 98,7% 23,3% 1,7% 98,3% 13,2% 2,4% 97,6% 15,9% 0,0% 100,0% 

N04 Anti-parkinson drugs 38,2% 1,7% 98,3% 46,6% 1,6% 98,4% 55,3% 1,2% 98,8% 49,1% 0,7% 99,3% 

N04A  Anticholinergic agents 37,5% 1,8% 98,2% 45,3% 1,6% 98,4% 54,0% 1,2% 98,8% 47,4% 0,7% 99,3% 

N04B  Dopaminergic agents 1,0% 0,0% 100,0% 3,2% 2,6% 97,4% 3,2% 0,0% 100,0% 4,5% 0,0% 100,0% 

N05 Psycholeptics 96,7% 0,7% 99,3% 95,3% 0,8% 99,2% 94,5% 1,4% 98,6% 92,0% 0,8% 99,2% 

N05A  Antipsychotics 91,4% 1,4% 98,6% 89,9% 0,3% 99,7% 90,0% 2,1% 97,9% 86,5% 0,4% 99,6% 

N05AA Phenothiazines with aliphatic side chain 14,8% 8,9% 91,1% 18,8% 6,1% 93,9% 14,5% 2,2% 97,8% 20,1% 3,4% 96,6% 

N05AA02 Levomepromazine 13,8% 9,5% 90,5% 16,8% 5,3% 94,7% 13,5% 2,4% 97,6% 18,0% 3,8% 96,2% 

N05AC Phenothiazines with piperidine structure 6,6% 5,0% 95,0% 6,2% 6,6% 93,4% 14,8% 8,7% 91,3% 9,0% 0,0% 100,0% 

N05AC02 Thioridazine 5,9% 0,0% 100,0% 5,8% 7,0% 93,0% 13,5% 7,1% 92,9% 8,3% 0,0% 100,0% 

N05AD Butyrophenone derivatives 39,5% 2,5% 97,5% 47,9% 3,6% 96,4% 52,1% 3,1% 96,9% 53,3% 1,9% 98,1% 
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N05AD01 Haloperidol 20,1% 1,6% 98,4% 27,6% 5,9% 94,1% 28,3% 6,8% 93,2% 34,6% 3,0% 97,0% 

N05AD05 Pipamperone 16,8% 2,0% 98,0% 16,6% 2,5% 97,5% 21,5% 1,5% 98,5% 19,4% 1,8% 98,2% 

N05AD06 Bromperidol 4,6% 0,0% 100,0% 5,8% 0,0% 100,0% 5,5% 0,0% 100,0% 5,5% 0,0% 100,0% 

N05AD07 Benperidol 5,9% 5,6% 94,4% 4,7% 6,9% 93,1% 4,5% 0,0% 100,0% 1,4% 0,0% 100,0% 

N05AF Thioxanthene derivatives 15,5% 6,4% 93,6% 19,9% 3,7% 96,3% 19,9% 4,8% 95,2% 19,4% 7,1% 92,9% 

N05AF01 Flupentixol 3,9% 0,0% 100,0% 4,2% 3,8% 96,2% 2,9% 0,0% 100,0% 1,0% 0,0% 100,0% 

N05AF05 Zuclopenthixol 12,2% 10,8% 89,2% 16,2% 5,0% 95,0% 17,7% 7,3% 92,7% 18,3% 7,5% 92,5% 

N05AG Diphenylbutylpiperidine derivatives 4,3% 0,0% 100,0% 5,1% 4,8% 95,2% 7,7% 4,2% 95,8% 5,2% 0,0% 100,0% 

N05AH Diazep., oxazep. and thiazep. 37,5% 1,8% 98,2% 32,3% 2,0% 98,0% 29,3% 4,4% 95,6% 18,3% 3,8% 96,2% 

N05AH02 Clozapine 8,6% 0,0% 100,0% 5,3% 0,0% 100,0% 2,9% 11,1% 88,9% 1,0% 0,0% 100,0% 

N05AH03 Olanzapine 23,4% 2,8% 97,2% 23,2% 3,1% 96,9% 19,6% 3,3% 96,7% 14,5% 2,4% 97,6% 

N05AH04 Quietiapine 10,5% 0,0% 100,0% 7,6% 2,1% 97,9% 9,6% 3,3% 96,7% 4,5% 7,7% 92,3% 

N05AL Benzamides 10,5% 3,1% 96,9% 9,7% 4,2% 95,8% 12,5% 10,3% 89,7% 4,8% 0,0% 100,0% 

N05AL05 Amisulpride 6,3% 5,3% 94,7% 5,1% 6,3% 93,7% 8,7% 14,8% 85,2% 1,7% 0,0% 100,0% 

N05AN Lithium 6,6% 0,0% 100,0% 6,3% 1,3% 98,7% 7,1% 0,0% 100,0% 1,7% 0,0% 100,0% 

N05AX Other antipsychotics 51,0% 1,3% 98,7% 50,1% 1,3% 98,7% 43,4% 3,0% 97,0% 36,7% 2,8% 97,2% 

N05AX07 Prothipendyl 13,2% 2,5% 97,5% 16,9% 3,8% 96,2% 10,6% 12,1% 87,9% 3,5% 0,0% 100,0% 

N05AX08 Risperidone 31,3% 0,0% 100,0% 30,3% 1,6% 98,4% 27,7% 1,2% 98,8% 27,3% 3,8% 96,2% 

N05AX09 Clotiapine 18,4% 1,8% 98,2% 18,7% 2,6% 97,4% 17,0% 1,9% 98,1% 9,3% 3,7% 96,3% 

N05B  Anxiolytics 60,2% 6,6% 93,4% 55,8% 5,4% 94,6% 46,3% 6,3% 93,8% 37,4% 14,8% 85,2% 

N05BA Benzodiazepine derivatives 58,6% 6,7% 93,3% 54,6% 6,1% 93,9% 45,3% 6,4% 93,6% 36,3% 15,2% 84,8% 

N05BA01 Diazepam 14,1% 23,3% 76,7% 14,3% 20,5% 79,5% 10,0% 6,5% 93,5% 9,7% 10,7% 89,3% 

N05BA05 Clorazepate potassium 18,4% 1,8% 98,2% 13,6% 0,6% 99,4% 9,3% 0,0% 100,0% 5,5% 12,5% 87,5% 

N05BA06 Lorazepam 23,0% 11,4% 88,6% 24,3% 9,4% 90,6% 22,5% 17,1% 82,9% 10,4% 6,7% 93,3% 

N05BA12 Alprazolam 14,5% 15,9% 84,1% 13,5% 16,9% 83,1% 8,4% 15,4% 84,6% 7,6% 36,4% 63,6% 
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N05C  Hypnotics and sedatives 43,1% 8,4% 91,6% 41,7% 10,9% 89,1% 36,0% 11,6% 88,4% 27,3% 17,7% 82,3% 

N05CD  Benzodiazepine derivatives 36,5% 9,9% 90,1% 36,3% 14,3% 85,7% 31,2% 17,5% 82,5% 23,5% 19,1% 80,9% 

N05CD01 Flurazepam 7,2% 0,0% 100,0% 5,4% 1,5% 98,5% 4,8% 0,0% 100,0% 4,2% 0,0% 100,0% 

N05CD06 Lormetazepam 24,7% 4,0% 96,0% 24,3% 2,7% 97,3% 18,0% 7,1% 92,9% 11,8% 2,9% 97,1% 

N05CD08 Midazolam 5,9% 77,8% 22,2% 9,7% 70,6% 29,4% 9,0% 67,9% 32,1% 7,3% 66,7% 33,3% 

N06 psychoanaleptics 55,3% 0,6% 99,4% 46,5% 0,7% 99,3% 36,3% 3,5% 96,5% 29,4% 5,9% 94,1% 

N06A  Antidepressants 54,3% 0,6% 99,4% 44,2% 0,7% 99,3% 34,1% 3,8% 96,2% 28,0% 4,9% 95,1% 

N06AA non select monoamine 8,9% 3,7% 96,3% 7,9% 2,1% 97,9% 6,4% 0,0% 100,0% 6,9% 10,0% 90,0% 

N06AB Selective serotonin reuptake inhibitors 33,6% 0,0% 100,0% 26,6% 1,8% 98,2% 18,0% 7,1% 92,9% 12,1% 8,6% 91,4% 

N06AX Other antidepressants 32,2% 1,0% 99,0% 25,6% 1,6% 98,4% 18,3% 3,5% 96,5% 13,5% 2,6% 97,4% 

N06AX05 Trazodone 21,1% 1,6% 98,4% 15,6% 1,0% 99,0% 11,6% 2,8% 97,2% 9,0% 0,0% 100,0% 

N06AX11 Mirtazapine 5,9% 0,0% 100,0% 4,5% 5,4% 94,6% 1,9% 0,0% 100,0% 1,7% 0,0% 100,0% 

N06AX16 Venlafaxine 8,2% 8,0% 92,0% 5,8% 8,3% 91,7% 2,9% 11,1% 88,9% 1,0% 0,0% 100,0% 

N06B  Psychostimulants 2,3% 0,0% 100,0% 4,2% 0,0% 100,0% 3,2% 0,0% 100,0% 2,4% 14,3% 85,7% 

N07 Other nervous system drugs 12,2% 13,5% 86,5% 9,3% 28,7% 71,3% 10,3% 31,3% 68,8% 9,0% 26,9% 73,1% 

N07BB Drugs used in alcohol dependence 4,3% 0,0% 100,0% 2,6% 0,0% 100,0% 0,6% 0,0% 100,0% 0,3% 0,0% 100,0% 

N07BC Drugs used in opioid dependence 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 0,0% 

N05AD05/N05AX09 Drugs used for behavioural regulation 31,3% 2,1% 97,9% 31,5% 1,8% 98,2% 33,8% 1,0% 99,0% 24,9% 2,8% 97,2% 
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COST OF HEALTH CARE CONSUMPTION 

Reimbursement RIZIV/INAMI 

Table 112: Average monthly cost per patient and per setting in Euro 
(reimbursement by RIZIV / INAMI) per category of services 

Category of services 

IBW/ 
IHP (n = 

2.104) 

IBW/ IHP + 
t1  

(n = 268) 
PVT / MSP 
(n = 2.136) 

T (n = 
3.739) 

t1 (n = 
384) t2 (n = 65) Aver. 

Clinical biology 14,26   18,81   13,79   22,61   11,66   16,61   17,78  
Radiology 7,21   5,35   8,69   5,61   2,67   2,15   6,59  

Consultations, visits and 
advices of doctors 28,85   12,95   13,94   1,20   8,15   1,35   11,69  

Specialised services*  11,60   9,69   10,80   11,27   4,40   4,50   10,83  
Surgery 5,93   7,16   6,70   4,16   1,93   1,19   5,19  

Supervision 14,08   49,38   4,80   101,53   39,11   82,74   52,10  
Dental care 4,80   6,16   3,40   4,83   4,93   4,98   4,52  

Home nursing 12,64   7,49   0,30   0,37   22,96   4,01   4,57  
Physiotherapy 3,49   2,08   0,68   0,34   0,69   0,22   1,25  

Price per day of 
hospitalisation 7,48 1.059,46 4,03 4.116,14 3.822,30 3.977,14 2.003,78 

Retirement and care homes 
(RVT / MRS) 0,00   0,00   0,20   0,60   0,00   0,00   0,31  

Rest homes for elderly (ROB 
/ MRPA) 0,01   0,00   0,46   0,38   0,61   0,00   0,31  

Day care centre (DVC / CSJ) 0,28   0,00   0,00   0,00   0,00   0,00   0,07  
Psychiatric nursing home 

(PVT / MSP) 0,24   0,17   1.723,39   0,62   0,00   0,00   423,64  
Sheltered living (IBW / IHP) 579,88   529,27   0,00   1,21   1,95   3,25   156,99  

Rehabilitation  12,82   2,49   0,53   2,57   1,61   23,79   4,66  
Social maximum billing** 4,86   4,29   2,32   17,45   3,30   14,66   9,64  

Lump sum chronically ill and 
incontinence 2,31   4,46   1,84   10,73   5,60   9,21   6,08  

Other  6,68   11,99   0,25   4,66   3,53   3,39   4,23  

Medication 92,35 105,35 124,11 138,53 80,14 86,55 119,83 

Total 809,79 1.836,55 1.920,20 4.444,83 4.015,54 4.236,02 2.844,05 
* The category ‘specialised activities ‘ = nuclear medicine, punctures, internal medicine, 
pneumonology, stomatology, la gastroenterology, la radiotherapy, … 

** Maximum billing = the amount reimbursed for patients within the framework of the so-called 
social maximum billing and the income-based maximum billing for families with a low or moderate 
income level. The mutual insurance funds to not have information of reimbursements within the 
framework of the income-based maximum billing for families with higher income levels. 

Table 113: Average monthly cost per T-patient in Euro (reimbursement by 
RIZIV / INAMI) per category of services and age category 

  15-30 31-40 41-50 51-60 61-70 71-80 80 +  

Clinical biology 27,34 21,26 21,28 22,25 22,90 23,51 22,23 

Radiology 4,43 4,65 5,24 6,09 7,26 6,16 4,79 

Consultations and visits 2,02 1,41 1,20 1,00 1,15 0,73 0,74 

Specialised services 12,90 11,54 11,82 11,77 11,64 7,90 6,11 

Surgery 3,82 3,70 3,51 4,16 5,67 4,89 3,80 

Supervision 121,44 101,09 98,68 98,94 96,67 96,70 110,71 

Dental care 6,39 6,35 4,68 3,91 4,78 3,93 3,68 

Home nursing 0,36 0,23 0,31 0,24 1,06 0,18 0,10 

Physiotherapy 0,45 0,15 0,23 0,26 0,33 1,10 0,08 
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Price per day of 
hospitalisation 4222,29 4114,77 4079,13 4108,21 4086,23 4148,07 4141,97 

Rest and nursing home for 
elderly 

0,00 0,00 0,02 0,15 0,61 1,46 8,74 

Rest home for elderly 0,00 0,00 0,13 0,24 0,91 0,89 2,21 

Day care centre (DVC / CSJ) 0,00 0,00 0,00 0,00 0,00 0,00 0,00 

Psychiatric nursing home 
(PVT / MSP) 

0,14 1,23 0,22 0,64 1,08 0,72 0,00 

Sheltered living (IBW / IHP) 1,56 1,73 0,91 1,22 0,66 2,11 0,00 

Rehabilitation  15,34 2,90 0,92 0,57 1,12 0,07 0,00 

Social maximum billing** 31,04 17,65 14,58 14,69 15,75 16,04 23,58 

Lump sum chronically ill and 
incontinence 

10,96 9,27 10,04 10,97 11,53 12,43 11,59 

Other  1,92 11,33 5,66 0,00 5,66 6,15 6,30 

Medication 155,07 158,11 146,64 141,84 121,42 113,94 68,88 

Total 4617,46 4467,35 4405,19 4427,16 4396,43 4446,98 4415,51 

Table 114:  Average monthly cost per T-patient in Euro (reimbursement by 
RIZIV / INAMI) per category of services and length of stay 

  1-2 years  2-6 years  6-10 years  > 10 years  
Clinical biology 24,30 22,00 20,62 19,47 

Radiology 7,72 4,71 3,20 2,29 

Consultations and visits 1,63 1,12 0,41 0,38 

Specialised activities 14,83 9,49 7,75 6,24 

Surgery 6,27 3,11 1,69 1,62 

Supervision 128,55 84,42 76,39 79,68 

Dental care 6,00 4,47 3,46 2,33 

Home nursing 0,42 0,41 0,31 0,01 

Physiotherapy 0,55 0,24 0,05 0,10 
Price per day of hospitalisation 4054,76 4171,64 4150,19 4111,06 

Rest and nursing home for elderly 0,48 0,54 0,93 1,19 

Rest home for elderly 0,53 0,34 0,17 0,08 
Day care centre (DVC / CSJ) 0,00 0,00 0,00 0,00 

Psychiatric nursing home (PVT / MSP) 0,18 0,89 1,10 0,85 
Sheltered living (IBW / IHP) 1,17 1,11 1,02 2,23 

Rehabilitation  3,33 2,80 0,25 0,52 
Social maximum billing** 32,02 9,17 2,81 2,26 

Lump sum chronically ill and 
incontinence 

10,50 11,18 10,27 10,28 

Other  6,38 3,29 6,10 0,34 

Medication 146,42 137,18 124,60 122,42 

Total 4446,05 4468,11 4411,31 4363,35 

Table 115: distribution of the costs in T-units in Euro (reimbursement RIZIV 
/ INAMI) 

 Average P5 P25 Median P75 P95 
Clinical biology 22,61 10,99 16,28 20,72 24,95 37,57 

Radiology 5,61 0,49 1,27 3,35 7,26 18,79 
Supervision 101,53 61,51 76,60 78,65 108,04 203,47 
Dental care 4,83 0,24 1,02 2,61 6,10 17,12 

Price per day 4.497,41 3.579,64 4.256,65 4.456,00 4.721,61 5.235,61 
Social maximum billing 17,45 0,47 2,73 6,95 23,64 66,00 

Medication 138,53 11,36 53,35 108,83 185,07 337,97 
Total cost 4.826,09 4.492,12 5.204,61 5.585,68 6.017,84 6.878,62 
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Table 116: distribution of the total cost in T-units per age category in Euro 
(reimbursement RIZIV / INAMI) 

 P5 P25 Median P75 P95 P75-P25 
15-30 4374,59 5059,53 5581,26 6028,12 7486,57 968,59 
31-40 4307,16 5163,02 5591,39 6073,68 6870,43 910,66 
41-50 4466,39 5145,41 5563,54 6015,18 6861,72 869,77 
51-60 4604,97 5256,32 5574,23 5966,15 6744,91 709,83 
61-70 4638,04 5218,45 5625,38 6056,19 6772,91 837,74 
71-80 4727,80 5273,88 5622,74 6084,62 6912,90 810,74 

80+ 4786,33 5261,28 5580,23 5986,70 7265,78 725,42 

Table 117: distribution of the total cost in T-units per category of duration of 
stay in Euro (reimbursement RIZIV / INAMI) 

 P5 P25 Median P75 P95 P75-P25 
1-2 years 4267,73 4934,96 5405,02 5876,13 6819,78 941,17 
2-6 years 4747,42 5394,96 5723,35 6186,63 6998,90 791,67 

6-10 years 4921,61 5313,35 5640,86 6021,70 6678,92 708,35 
More than 10 years 4919,39 5302,16 5547,70 5870,61 6499,11 568,45 

Table 118: Average monthly cost per t1-patient in Euro (reimbursement by 
RIZIV / INAMI) per category of services and age category 

  15-30 31-40 41-50 51-60 61-70 71-80 80 +  

Clinical biology 13,29 11,39 11,38 11,19 12,12 12,63 13,43 

Radiology 1,14 1,74 2,79 2,77 4,03 3,09 0,34 

Consultations and visits 4,74 5,65 8,43 11,64 7,03 7,47 10,65 

Specialised activities 5,59 3,38 5,05 4,21 5,10 3,94 0,00 

Surgery 1,74 0,75 1,18 2,62 2,43 4,78 2,27 

Supervision 45,20 40,23 37,90 39,52 38,52 37,52 31,76 

Dental care 7,61 7,35 4,16 6,49 1,59 1,90 0,00 

Home nursing 0,00 5,67 7,92 11,71 44,19 107,16 188,00 

Physiotherapy 0,00 0,81 0,45 0,17 2,23 0,31 0,00 

Price per day of 
hospitalisation 3.888,01 3.762,50 3.846,29 3.859,00 3.848,51 3.688,79 3.919,16 

Rest and nursing home for 
elderly 

0,00 0,00 0,00 0,00 0,00 0,00 0,00 

Rest home for elderly 0,00 0,00 0,00 0,00 4,11 0,00 0,00 

Day care centre (DVC / CSJ) 0,00 0,00 0,00 0,00 0,00 0,00 0,00 

Psychiatric nursing home (PVT 
/ MSP) 

0,00 0,00 0,00 0,00 0,00 0,00 0,00 

Sheltered living (IBW / IHP) 0,00 0,00 1,30 0,00 0,00 20,48 0,00 

Rehabilitation  1,13 6,45 0,32 0,47 0,00 0,00 0,00 

Social maximum billing** 7,64 3,66 3,48 2,00 3,66 2,59 1,17 

Lump sum chronically ill and 
incontinence 

7,55 5,20 5,23 5,35 5,35 6,98 13,00 

Other  2,39 5,74 0,71 3,13 4,84 7,29 0,01 

Medication 103,43 100,09 82,28 66,48 77,21 56,68 37,05 

Total 4.089,46 3.960,61 4.018,85 4.026,75 4.060,90 3.961,60 4.216,81 

Table 119: Average monthly cost per t1-patient in Euro (reimbursement by 
RIZIV / INAMI) per category of services and length of stay 

  1-2 years  2-6 years  6-10 years  > 10 years  
Clinical biology 16,19 12,02 10,42 10,23 

Radiology 5,77 2,66 2,37 1,87 
Consultations and visits 7,18 9,58 5,70 6,30 

Specialised activities 5,86 5,04 3,55 1,96 
Surgery 1,01 2,72 0,76 0,63 

Supervision 73,30 38,27 35,21 36,13 
Dental care 5,14 4,69 4,83 6,48 
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Home nursing 6,07 27,55 20,79 10,05 
Physiotherapy 0,00 0,75 0,82 0,35 

Price per day of hospitalisation 3.632,10 3.659,34 4.039,72 4.341,54 
Rest and nursing home for elderly 0,00 0,00 0,00 0,00 

Rest home for elderly 0,00 1,02 0,00 0,00 
Day care centre (DVC / CSJ) 0,00 0,00 0,00 0,00 

Psychiatric nursing home (PVT / 
MSP) 0,00 0,00 0,00 0,00 

Sheltered living (IBW / IHP) 0,00 0,60 6,40 0,00 
Rehabilitation  1,01 2,61 0,00 0,00 

Social maximum billing** 4,24 4,47 1,44 0,57 
Lump sum chronically ill and 

incontinence 10,76 6,31 3,75 3,29 
Other  1,45 4,20 2,76 2,53 

Medication 75,16 83,76 76,24 71,02 
Total 3.845,24 3.865,59 4.214,76 4.492,94 

Table 120: distribution of the costs in t1-units in Euro (reimbursement RIZIV 
/ INAMI) 

 Average P5 P25 Median P75 P95 
Clinical biology 11,66 3,79 8,07 10,84 14,30 21,34 

Radiology 2,67 0,28 0,70 1,59 2,94 7,82 
Consultations and visits 8,15 0,53 1,69 3,90 9,03 23,85 

Supervision 39,11 10,87 25,63 36,96 48,96 75,64 
Dental care 4,93 0,31 1,81 3,47 7,00 13,83 

Home nursing 22,96 0,14 0,41 7,00 33,00 87,99 
Price per day 3.833,05 2.998,92 3.430,68 3.783,22 4.180,69 4.836,02 

Social maximum billing 3,30 0,17 0,84 2,01 3,36 10,29 
Medication 80,14 3,25 22,42 55,97 113,10 236,69 
Total cost 4.026,29 3.482,14 4.132,52 4.635,72 5.070,20 5.938,18 

Table 121: Average monthly cost per IBW/IHP-patient in Euro 
(reimbursement by RIZIV / INAMI) per category of services and age 
category 

  15-30 31-40 41-50 51-60 61-70 71-80 80 +  

Clinical biology 14,21 13,98 17,12 14,16 10,29 11,10 7,09 

Radiology 5,17 4,81 7,76 8,51 7,64 9,62 3,45 

Consultations and visits 27,40 30,95 31,31 29,93 22,32 19,37 24,88 

Specialised activities 13,36 9,66 12,00 12,76 10,35 12,83 2,04 

Surgery 2,74 3,53 6,03 7,77 6,79 8,17 7,66 

Supervision 30,70 15,23 16,04 11,20 7,68 6,03 4,32 

Dental care 8,14 5,36 3,94 5,03 4,29 2,16 0,00 

Home nursing 2,20 5,47 8,19 15,56 26,22 33,39 7,11 

Physiotherapy 1,78 2,71 3,70 3,81 3,44 7,54 2,33 

Price per day of hospitalisation 46,34 5,23 3,86 4,47 2,43 11,08 0,18 
Rest and nursing home for 

elderly 
0,00 0,00 0,00 0,00 0,00 0,00 0,00 

Rest home for elderly 0,00 0,00 0,00 0,01 0,08 0,00 0,00 

Day care centre (DVC / CSJ) 0,00 0,00 0,00 0,50 0,02 3,66 1,65 

Psychiatric nursing home (PVT / 
MSP) 

0,00 0,80 0,05 0,03 0,39 0,00 0,00 

Sheltered living (IBW / IHP) 619,64 580,66 580,64 584,38 561,09 534,86 524,24 

Rehabilitation  23,94 22,69 8,02 15,37 1,04 0,14 0,00 

Social maximum billing** 6,95 7,56 5,04 3,83 2,41 1,74 0,00 

Lump sum chronically ill and 
incontinence 

3,73 2,69 2,63 2,10 1,21 0,94 0,00 

Other  2,21 4,53 5,42 7,28 11,58 13,54 9,76 
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Medication 98,73 100,19 95,62 96,63 72,52 61,28 43,93 

Total 908,36 816,36 808,30 823,48 751,79 740,46 638,63 

Table 122: Average monthly cost per IBW/IHP-patient in Euro 
(reimbursement by RIZIV / INAMI) per category of services and length of 
stay 

  1-2 years  2-6 years  6-10 years  > 10 years  
Clinical biology 13,13 15,08 13,81 5,76 

Radiology 7,78 7,21 6,00 5,30 
Consultations and visits 31,17 29,17 21,55 19,10 

Specialised activities 12,42 11,78 9,77 4,79 
Surgery 5,61 6,28 4,67 3,49 

Supervision 12,12 15,52 10,54 5,03 
Dental care 4,88 4,93 4,21 2,54 

Home nursing 10,28 12,87 19,12 11,49 
Physiotherapy 2,61 3,87 3,07 3,04 

Price per day of hospitalisation 15,01 4,96 1,03 19,08 
Rest and nursing home for elderly 0,00 0,00 0,00 0,00 

Rest home for elderly 0,05 0,00 0,00 0,00 
Day care centre (DVC / CSJ) 0,00 0,41 0,04 0,00 

Psychiatric nursing home (PVT / MSP) 0,59 0,07 0,73 0,00 
Sheltered living (IBW / IHP) 593,37 576,76 577,35 545,68 

Rehabilitation  6,01 13,20 38,26 0,00 
Social maximum billing** 7,82 4,27 1,88 0,85 

Lump sum chronically ill and 
incontinence 

3,51 2,00 1,38 1,61 

Other  4,28 8,12 2,58 3,06 
Medication 91,25 95,55 78,04 60,50 

Total 821,87 812,06 794,04 691,31 

Table 123: distribution of the costs in IBW / IHP in Euro (reimbursement 
RIZIV / INAMI) 

 Average P5 P25 Median P75 P95 
Clinical biology 14,26 0,80 2,48 5,74 14,16 46,73 

Radiology 7,31 0,57 1,75 4,04 9,14 23,89 
Consultations and visits 28,85 3,32 11,76 22,43 35,99 72,02 

Dental care 4,80 0,28 1,05 2,79 6,00 16,08 
Home nursing 12,64 0,11 1,27 3,35 10,07 64,59 
Physiotherapy 3,49 0,20 0,84 1,49 3,22 13,41 

Lump sum IBW / IHP 579,88 450,07 497,42 537,21 620,86 855,32 
Social maximum billing 4,86 0,19 0,77 2,29 5,59 19,21 

Medication 92,35 2,42 25,117 65,14 126,85 267,56 
Total cost 810,35 533,81 637,60 774,78 973,58 1.555,24 

Table 124: Average monthly cost per IBW/IHP+t1-patient in Euro 
(reimbursement by RIZIV / INAMI) per category of services and age 
category  

  15-30 31-40 41-50 51-60 61-70 71-80 80 +  

Clinical biology 12,28 17,01 26,22 12,11 16,50 12,59 

Radiology 3,02 4,28 6,62 4,89 5,99 2,46 

Consultations and visits 7,03 14,96 15,42 12,80 6,39 3,39 

Specialised activities 3,85 8,59 12,39 9,77 5,62 6,62 

Surgery 2,78 2,64 11,45 5,67 7,88 0,63 

Supervision 49,73 47,90 53,73 44,39 46,52 53,63 

Dental care 5,56 8,16 5,78 6,85 2,79 4,72 

Home nursing 1,91 11,05 5,15 7,57 14,62 1,77 

Physiotherapy 0,00 1,71 1,33 4,81 0,71 0,00 

N
o patients 
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Price per day of hospitalisation 793,96 867,52 1094,04 971,88 1480,61 1731,24 

Rest and nursing home for 
elderly 

0,00 0,00 0,00 0,00 0,00 0,00 

Rest home for elderly 0,00 0,00 0,00 0,00 0,00 0,00 

Day care centre (DVC / CSJ) 0,00 0,00 0,00 0,00 0,00 0,00 

Psychiatric nursing home (PVT 
/ MSP) 

0,00 0,00 0,45 0,00 0,00 0,00 

Sheltered living (IBW / IHP) 511,66 526,33 524,32 545,23 520,22 543,43 

Rehabilitation  5,17 7,34 2,09 0,00 0,00 0,00 

Social maximum billing** 1,92 4,23 6,53 2,17 3,80 0,00 

Lump sum chronically ill and 
incontinence 

3,82 4,13 6,16 3,80 1,18 2,55 

Other  0,00 0,50 27,46 3,40 11,75 0,41 

Medication 
124,42 131,47 120,15 87,05 38,89 80,81 

Total 
1527,09 1657,81 1919,31 1722,40 2163,44 2444,25 

 

Table 125: Average monthly cost per IBW/IHP+t1-patient in Euro 
(reimbursement by RIZIV / INAMI) per category of services and length of 
stay 

  1-2 years  2-6 years  6-10 years  > 10 years  
Clinical biology 20,94 21,18 14,39 18,76 

Radiology 7,50 6,86 2,56 4,92 
Consultations and visits 19,04 17,70 8,97 3,09 

Specialised activities 14,03 12,53 6,09 5,75 
Surgery 43,97 6,07 2,28 4,74 

Supervision 46,07 55,88 42,78 42,71 
Dental care 8,92 5,23 6,64 7,07 

Home nursing 3,41 11,56 5,05 1,00 
Physiotherapy 16,97 1,55 0,45 0,74 

Price per day of hospitalisation 340,25 558,74 1591,57 1924,12 
Rest and nursing home for elderly 0,00 0,00 0,00 0,00 

Rest home for elderly 0,00 0,00 0,00 0,00 
Day care centre (DVC / CSJ) 0,00 0,00 0,00 0,00 

Psychiatric nursing home (PVT / MSP) 0,00 0,34 0,00 0,00 
Sheltered living (IBW / IHP) 567,99 527,30 521,79 533,62 

Rehabilitation  3,33 0,80 6,50 0,00 
Social maximum billing** 27,03 4,18 1,09 1,33 

Lump sum chronically ill and 
incontinence 4,49 5,47 3,72 2,67 

Other  162,03 0,00 4,05 4,63 
Medication 137,42 113,88 86,54 100,71 

Total 1423,39 1349,28 2304,46 2655,86 

Table 126: distribution of the costs in IBW / IHP + t1in Euro 
(reimbursement RIZIV / INAMI) 

 Average P5 P25 Median P75 P95 
Clinical biology 18,81 3,44 7,31 10,84 16,71 40,99 

Radiology 5,35 0,35 1,06 2,81 6,45 18,36 
Consultations and visits 12,95 0,49 2,11 6,96 17,49 39,97 

Supervision 49,38 13,13 28,23 40,43 55,37 112,25 
Dental care 6,16 0,46 1,53 3,70 8,15 17,87 

Home nursing 7,49 0,05 0,68 1,49 5,36 56,08 
Physiotherapy 2,08 0,24 0,42 0,66 1,65 4,93 
Price per day 1.059,46 53,66 308,34 740,86 1.925,45 2.339,27 

Lump sum IBW / IHP 529,27 331,92 480,13 522,09 578,51 685,95 
Social maximum billing 4,29 0,11 0,66 1,56 4,65 16,70 

Medication 105,35 4,84 35,09 82,57 149,24 279,66 
Total cost 1.836,55 879,57 1.426,82 2.215,33 3.163,46 3.848,36 
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Table 127: Average monthly cost per PVT/MSP-patient in Euro 
(reimbursement by RIZIV / INAMI) per category of services and age 
category  

  15-30 31-40 41-50 51-60 61-70 71-80 80 +  

Clinical biology 17,34 11,09 12,67 11,67 14,13 15,41 17,28 

Radiology 6,66 4,34 6,55 7,09 10,07 10,00 10,35 

Consultations and visits 18,76 22,04 14,97 12,98 13,73 13,22 14,46 

Specialised activities 10,92 10,53 9,04 9,41 12,04 11,83 10,62 

Surgery 2,58 2,85 4,20 5,27 7,77 8,89 6,97 

Supervision 13,80 7,30 5,39 4,36 4,57 4,55 4,90 

Dental care 3,61 5,89 4,64 3,34 3,69 2,71 1,61 

Home nursing 0,00 0,72 0,58 0,26 0,16 0,41 0,00 

Physiotherapy 0,00 0,27 0,77 0,44 0,82 0,87 0,47 
Price per day of hospitalisation 129,65 35,96 3,75 4,04 2,09 1,30 0,76 

Rest and nursing home for 
elderly 0,00 0,00 0,00 0,00 0,32 0,00 1,39 

Rest home for elderly 0,00 0,00 0,08 0,38 0,70 0,39 0,92 
Day care centre (DVC / CSJ) 0,00 0,00 0,00 0,00 0,00 0,00 0,00 

Psychiatric nursing home (PVT 
/ MSP) 1685,16 1668,91 1718,58 1724,31 1730,42 1725,56 1722,71 

Sheltered living (IBW / IHP) 0,00 1,80 0,00 0,00 0,00 0,00 0,00 
Rehabilitation  2,82 0,08 0,65 1,06 0,47 0,08 0,08 

Social maximum billing** 5,07 4,28 4,19 3,05 1,87 1,21 0,83 
Lump sum chronically ill and 

incontinence 2,17 2,59 2,40 1,97 1,65 1,90 0,64 

Other  8,80 3,37 0,00 0,00 2,35 2,90 0,00 

Medication 164,03 179,50 151,76 134,18 127,65 99,94 80,54 

Total 2071,35 1961,52 1940,22 1923,81 1934,50 1901,15 1874,52 

Table 128: Average monthly cost per PVT/MSP-patient in Euro 
(reimbursement by RIZIV / INAMI) per category of services and length of 
stay 

 1-2 years  2-6 years  6-10 years  > 10 years  
Clinical biology 13,31 13,98 13,26 14,07 

Radiology 8,82 8,89 8,60 7,74 
Consultations and visits 16,25 14,72 12,53 9,65 

Specialised activities 10,52 11,33 10,06 9,57 
Surgery 6,03 7,04 5,81 6,94 

Supervision 4,77 5,33 4,21 3,16 
Dental care 4,62 3,51 2,43 2,66 

Home nursing 0,62 0,24 0,18 0,34 
Physiotherapy 0,43 0,89 0,37 0,37 

Price per day of hospitalisation 14,38 2,92 1,36 0,76 
Rest and nursing home for elderly 0,00 0,34 0,00 0,00 

Rest home for elderly 1,18 0,50 0,04 0,00 
Day care centre (DVC / CSJ) 0,00 0,00 0,00 0,00 

Psychiatric nursing home (PVT / MSP) 1730,91 1725,25 1707,50 1724,65 
Sheltered living (IBW / IHP) 0,00 0,00 0,00 0,00 

Rehabilitation  0,38 0,69 0,14 0,38 
Social maximum billing** 5,74 1,89 1,30 1,64 

Lump sum chronically ill and incontinence 2,70 1,88 1,55 1,05 
Other  0,00 0,00 8,91 7,59 

Medication 137,01 136,87 105,86 75,76 
Total 1957,69 1936,29 1884,13 1866,33 
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Table 129: distribution of the costs in PVT / MSP in Euro (reimbursement 
RIZIV / INAMI) 

 Average P5 P25 Median P75 P95 
Clinical biology 13,79 1,46 4,09 8,42 16,51 42,42 

Radiology 8,69 0,68 1,97 5,20 11,25 29,61 
Consultations and visits 13,94 1,20 4,47 9,13 17,62 41,19 

Dental care 3,40 0,18 0,58 1,65 4,75 11,75 
Lump sum PVT / MSP 1.723,39 1.465,39 1.668,32 1.709,14 1.782,66 1.987,8 

Social maximum billing 0,25 0,07 0,52 1,21 2,46 7,62 
Medication 124,11 10,00 42,37 91,96 162,81 345,54 
Total cost 1.920,72 1.706,87 1.810,39 1906,00 2.046,24 2.292,87 

Table 130: average monthly cost per patient for a number of specialised 
services (reimbursement by RIZIV/INAMI) – in Euro 

 
IBW / IHP 
(n = 2.104) 

IBW/ IHP + t1 
(n = 268) 

PVT / MSP 
(n = 2.136) 

T 
(n = 3.739) 

t1 
(n = 384) 

t2 
(n = 65) 

Convulsive therapy 0,02 0,00 0,00 0,28 0,13 0,00 

Polysomnographic examination  
(codes 477374 / 477385) 0,07 0,06 0,03 0,08 0,04 0,00 

Polysomnographic examination  
(codes 477411 / 477422) 0,02 0,02 0,00 0,02 0,00 0,00 

Total 0,11 0,08 0,03 0,38 0,17 0,00 

Table 131: average monthly cost per patient for supervision (reimbursement 
by RIZIV / INAMI) 

Day / 
month    

IBW / IHP 
(n = 2.104) 

IBW/ IHP + t1 
(n = 268) 

PVT / MSP 
(n = 2.136) 

T 
(n = 3.739) 

t1 
(n = 384) 

t2 
(n = 65) 

Day 1-12 2,72 1,79 0,50 0,25 0,02 0,18 
Day 13-30 3,48 2,80 0,64 0,67 0,13 0,58 
Day 31-90 2,48 3,32 0,49 1,01 0,17 0,59 

91st day - 7th month 0,43 0,91 0,08 0,44 0,11 0,21 
≥ 7* month 0,45 1,14 0,04 0,81 0,08 0,00 

A 

Total       

Day 1-12 0,04 0,99 0,02 0,63 0,13 0,11 
Day 13-60 0,19 2,80 0,11 3,79 0,52 1,51 

61st day - 7th month 0,23 3,97 0,09 10,85 0,97 6,14 
7th – 13th month 0,15 4,01 0,07 16,39 2,11 12,31 

≥ 13th month 0,54 24,30 0,12 61,58 33,51 59,73 

T 
  

Total 1,15 36,07 0,41 93,24 37,24 79,80 

Table 132: average monthly cost for the fee for availability (reimbursement 
RIZIV/INAMI) in Euro 

IBW / IHP 
(n = 2.104) 

IBW/ IHP + t1 
(n = 268) 

PVT / MSP 
(n = 2.136) 

T 
(n = 3.739) 

t1 
(n = 384) 

t2 
(n = 65) 

0,02 0,84 0,00 0,30 0,68 0,30 

Table 133: Average monthly cost per patient and per setting for 
consultations and visits of specialists in neurology, psychiatry and 
neuropsychiatry in Euro (reimbursement RIZIV / INAMI) 

  
IBW / IHP 
(n = 2.104) 

IBW/ IHP + t1 
(n = 268) 

PVT / MSP 
(n = 2.136) 

T 
(n = 3.739) 

t1 
(n = 384) 

t2 
(n = 65) 

Consultation neurologist, psychiatrist, 
neuropsychiatrist 

8,52 3,58 0,25 0,08 0,29 0,09 

Table 134: average monthly cost per patient and per setting of other 
services in the category “advices, consultations and visits” in Euro 
(reimbursement RIZIV / INAMI) 

 
IBW / IHP 

(n = 2.104) 
IBW/ IHP + t1 

(n = 268) 
PVT / MSP 
(n = 2.136) 

T 
(n = 3.739) 

t1 
(n = 384) 

t2 
(n = 65) 

GP consultation (acknowledged) 4,01 3,19 0,16 0,09 2,91 0,27 

GP house call (recognized) 3,95 1,48 0,23 0,05 1,54 0,03 
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GP visit in centre (recognized) 0,03 0,01 5,88 0 0,02 0 

consultation other specialist 1,03 0,62 0,78 0,24 0,49 0,22 

Total 9,02 5,30 7,05 0,38 4,96 0,52 

Table 135: average monthly cost per patient and per setting for ambulatory 
psychotherapeutic treatment 

  

IBW / IHP 
(n = 

2.104) 

IBW/ IHP 
+ t1 

(n = 268) 
PVT / MSP 
(n = 2.136) 

T 
(n = 

3.739) 
t1 

(n = 384) 
t2 

(n = 65) 
Psychotherapy psychiatrist 1,29 0,34 0,21 0,02 0,04 0,00 

Psychotherapy acknowledged 
psychiatrist 

4,27 1,86 0,10 0,06 0,56 0,00 

Psychotherapy psychiatrist – 2 persons 0,03 0,00 0,00 0,00 0,00 0,00 
Psychotherapy psychiatrist from 3rd 

person on 
0,00 0,00 0,00 0,00 0,00 0,00 

Psychotherapy acknowledged 
psychiatrist group 2 persons 

0,01 0,00 0,00 0,00 0,00 0,00 

Psychotherapy psychiatrist group 8 
persons 

0,01 0,02 0,00 0,00 0,00 0,00 

Psychotherapy child or youngster 0,00 0,00 0,00 0,00 0,00 0,00 

Total 5,61 2,22 0,31 0,08 0,60 0,00 

Table 136: average monthly cost per patient for collective holiday camps 
(reimbursement RIZIV/INAMI) in Euro 

IBW / IHP 
(n = 2.104) 

IBW/ IHP + t1 
(n = 268) 

PVT / MSP 
(n = 2.136) 

T 
(n = 

3.739) 

t1 
(n = 
384) 

t2 
(n = 65) 

0,00 2,59 0,00 4,56 2,13 7,78 

Table 137: average monthly cost per patient for rehabilitation in a number 
of specific centres (reimbursement RIZIV/INAMI) in Euro 

  
IBW / IHP 

(n = 2.104) 

IBW/ IHP 
+ t1 

(n = 268) 
PVT / MSP 
(n = 2.136) 

T 
(n = 

3.739) 

t1 
(n = 
384) 

t2 
(n = 
65) 

Psychosocial rehabilitation (772) 10,31 1,18 0,11 0,00 0,00 0,00 
Rehabilitation for addicts (773) 0,75 0,00 0,00 0,00 0,00 0,00 

Rehabilitation for psychotics (774) 0,00 0,00 0,00 1,37 0,00 24,66 
Convention psychiatry for adults (965) 0,00 0,00 0,00 0,00 0,00 0,00 
Convention psychiatry for children and 

youngsters (965) 0,00 0,00 0,00 0,00 0,00 0,00 
Total 11,06 1,18 0,11 1,37 0,00 24,66 

Table 138: average monthly cost per patient and per setting for medication 
during a stay (reimbursement RIZIV/INAMI) 

 

 

IBW / 
IHP 
(n = 

2.104) 

IBW/ 
IHP + 

t1 
(n = 
268) 

PVT / 
MSP 
(n = 

2.136) 

T 
(n = 

3.739) 

t1 
(n = 
384) 

t2 
(n = 
65) Average 

N03 Anti-epileptics 4,02   4,69   4,40   5,76   2,69   1,45   4,80  

N04 Anti-parkinson drugs 0,95   1,13   2,09   1,53   1,57   0,66   1,51  

N04A  Anticholinergic agents 0,89   1,13   1,35   0,86   1,16   0,66   1,01  

N04B  Dopaminergic agents 0,06   0,00   0,74   0,67   0,41   0,00   0,50  

N05 Psycholeptics 50,91   66,80   65,33   88,95   45,49   65,32   71,17  

N05A  Antipsychotics 50,89   66,80   65,30   88,94   45,49   65,32   71,15  

N05AA Phenothiazines with 
aliphatic side-chain 

0,26   0,21   0,45   0,38   0,13   0,05   0,35  

N05AA02 Levomepromazine 0,25   0,17   0,43   0,35   0,11   0,03   0,33  

N05AC Phenothiazines with 
piperidine structure 

0,19   0,26   0,36   0,33   0,44   0,13   0,30  
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N05AC02 Thioridazine 0,18   0,26   0,34   0,32   0,42   0,11   0,29  

N05AD Butyrophenone derivatives 4,48   3,96   6,20   6,32   4,39   3,45   5,67  

N05AD01 Haloperidol 2,83   2,46   4,28   3,99   2,24   0,28   3,63  

N05AD05 Pipamperone 0,29   0,35   0,69   0,68   0,39   0,52   0,56  

N05AD06 Bromperidol 1,27   1,02   0,93   1,28   1,71   2,54   1,21  

N05AD07 Benperidol 0,08   0,13   0,25   0,33   0,06   0,11   0,23  

N05AF Thioxanthene derivatives 1,12   0,90   1,50   1,98   1,40   1,01   1,59  

N05AF01 Flupentixol 0,45   0,32   0,22   0,29   0,56   0,08   0,32  

N05AF05 Zuclopenthixol 0,67   0,58   1,28   1,69   0,84   0,93   1,27  

N05AG Diphenylbutylpiperidine 
derivatives 

0,44   0,49   0,67   0,29   0,40   0,00   0,43  

N05AH Diazepines, oxazepines and 
thiazepines 

26,72   41,90   33,13   54,78   22,10   36,94   40,70  

N05AH02 Clozapine 3,10   10,82   3,40   7,49   5,50   8,02   5,44  

N05AH03 Olanzapine 19,76   27,34   24,77   34,70   14,10   24,30   27,43  

N05AH04 Quietiapine 3,85   3,73   4,96   12,60   2,50   4,62   7,83  

N05AL Benzamides 2,91   1,65   3,02   6,65   2,09   5,13   4,49  

N05AL05 Amisulpride 2,74   1,14   2,49   5,64   1,83   5,11   3,85  

N05AN Lithium 0,17   0,38   0,11   0,11   0,25   0,07   0,14  

N05AX Other antipsychotics 14,58   17,05   19,78   18,04   14,25   18,54   17,44  

N05AX07 Prothipendyl 0,15   0,09   0,19   0,15   0,07   0,02   0,15  

N05AX08 Risperidone 14,01   16,40   18,61   17,02   13,62   17,95   16,52  

N05AX09 Clotiapine 0,43   0,56   0,98   0,87   0,55   0,58   0,76  

N06 psychoanaleptics 12,05   14,90   10,18   15,49   14,19   8,37   13,22  

N06A  Antidepressants 12,00   14,90   10,06   15,13   14,03   8,37   13,02  

N06AA non selective monoamine 
reuptake Inhibitors 

0,77   0,52   0,34   0,54   0,54   0,27   0,54  

N06AB Selective serotonin 
reuptake inhibitors 

6,07   8,06   6,15   7,88   8,67   5,14   7,04  

N06AX Other antidepressants 5,05   6,05   3,54   6,63   4,57   2,97   5,35  

N06AX05 Trazodone 1,16   1,15   0,77   1,15   0,95   0,62   1,05  

N06AX11 Mirtazapine 0,89   1,16   0,64   1,09   0,62   0,04   0,90  

N06AX16 Venlafaxine 2,42   3,06   1,58   3,72   2,04   1,90   2,77  

N06B  Psychostimulants 0,00   0,00   0,00   0,00   0,00   0,00   0,00  

N07 Other nervous system drugs 0,28   0,16   0,35   0,23   0,05   0,29   0,26  

N07BB Drugs used in alcohol 
dependence 

0,25   0,16   0,31   0,20   0,04   0,29   0,23  

N07BC Drugs used in opioid 
dependence 

0,00   0,00   0,00   0,00   0,00   0,00   0,00   

Cost at the expense of patients 

Table 139: Average monthly amount per long stay patient in Euro for co-
payments per setting (2002-2003) 

  
IBW / IHP 

(n = 2.104) 

IBW/ 
IHP + t1 

(n = 268) 
PVT / MSP 
(n = 2.136) 

T 
(n = 

3.739) 
t1 

(n = 384) 
t2 

(n = 65) 

Average 

Clinical biology 0,43   0,27   0,71   0,07   0,16   0,03   0,33  
Radiology 0,18   0,11   0,17   0,07   0,07   0,03   0,12  

Consultations and visits 3,30   1,15   1,50   0,18   0,99   0,10   1,32  
Specialised activities 0,23   0,23   0,16   0,15   0,07   0,13   0,17  
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Surgery 0,01   0,00   0,02   0,01   0,01   0,00   0,01  
Supervision 0,47   1,42   0,14   4,24   2,03   4,81   2,14  
Dental care 0,27   0,38   0,21   0,44   0,34   0,52   0,33  

Home nursing 0,01   0,00   0,00   0,00   0,50   0,00   0,03  
Physiotherapy 0,53   0,29   0,14   0,07   0,19   0,05   0,21  

Price per day of hospitalisation 0,78   4,27   0,55   382,01   10,75   315,26   167,54  
Rest and nursing home for 

elderly 
Rest home for elderly 

Day care centre (DVC / CSJ) 

Psychiatric nursing home (PVT 
/ MSP) 

Sheltered living (IBW / IHP) 

Not applicable 

Rehabilitation  0,08   0,00   0,00   0,00   0,00   0,88   0,03  
Social maximum billing** -4,86   -4,29   -2,32   -17,45   -3,30   -14,66   -9,64  

Lump sum chronically ill and 
incontinence -2,31   -4,46   -1,84   -10,73   -5,60   -9,21   -6,08  

Other  1,16   8,52   18,13   21,67   10,25   20,08   14,92  

Medication 12,08   17,26   1,96   22,41   16,86   20,58   14,47  

Table 140: Average monthly amount per long stay T-patient in Euro for co-
payments per age category (2002-2003) 

 15-30 31-40 41-50 51-60 61-70 71-80 80 +  

Clinical biology 0,11 0,07 0,06 0,07 0,08 0,07 0,04 

Radiology 0,07 0,05 0,06 0,08 0,10 0,09 0,08 

Consultations and visits 0,32 0,19 0,15 0,14 0,22 0,15 0,16 

Specialised activities 0,43 0,12 0,11 0,10 0,16 0,14 0,09 

Surgery 0,01 0,00 0,01 0,00 0,01 0,01 0,00 

Supervision 6,68 2,13 2,95 3,93 5,69 5,36 7,65 

Dental care 0,47 0,34 0,54 0,36 0,52 0,35 0,38 

Home nursing 0,00 0,00 0,00 0,01 0,00 0,00 0,00 

Physiotherapy 0,14 0,03 0,05 0,06 0,08 0,17 0,02 

Price per day of hospitalisation 338,74 322,11 398,12 383,26 427,74 415,75 377,64 

Rest and nursing home for 
elderly 

Rest home for elderly 

Day care centre (DVC / CSJ) 

Psychiatric nursing home (PVT / 
MSP) 

Sheltered living (IBW / IHP) 

Not applicable 

Rehabilitation  0,00 0,00 0,00 0,00 0,00 0,00 0,00 

Social maximum billing** -31,04 -17,65 -14,58 -14,69 -15,75 -16,04 -23,58 

Lump sum chronically ill and 
incontinence 

-10,96 -9,27 -10,04 -10,97 -11,53 -12,43 -11,59 

Other  20,65 21,27 21,48 21,95 22,47 22,26 21,35 

Medicaments 21,92 22,33 22,45 22,54 22,52 22,59 22,20 

Table 141:  Average monthly amount per long stay T-patient in Euro for co-
payments per length of stay (2002-2003) 

  1-2 years  2-6 years  6-10 years  > 10 years  

Clinical biology 0,09 0,06 0,04 0,07 

Radiology 0,11 0,06 0,04 0,02 



KCE Reports 84 Long stay patients in T-beds-Supplements 319 

 

Consultations and visits 0,27 0,15 0,06 0,04 

Specialised activities 0,29 0,07 0,03 0,01 

Surgery 0,01 0,01 0,00 0,00 

Supervision 7,01 2,81 1,40 0,75 

Dental care 0,53 0,38 0,36 0,35 

Home nursing 0,00 0,00 0,00 0,00 

Physiotherapy 0,09 0,08 0,01 0,02 

Price per day of hospitalisation 433,56 329,07 378,01 384,29 

Rest and nursing home for elderly 

Rest home for elderly 

Day care centre (DVC / CSJ) 

Psychiatric nursing home (PVT / 
MSP) 

Sheltered living (IBW / IHP) 

Not applicable 

Rehabilitation  0,00 0,00 0,00 0,00 

Social maximum billing** -32,02 -9,17 -2,81 -2,26 

Lump sum chronically ill and 
incontinence 

-10,50 -11,18 -10,27 -10,28 

Other  21,56 21,51 22,80 21,61 

Medicaments 22,66 22,21 22,22 22,37 

Table 142: Average monthly amount per long stay t1-patient in Euro for co-
payments per age category (2002-2003) 

TM mensuel moyen par patient   
  15-30 31-40 41-50 51-60 61-70 71-80 80 +  

Clinical biology 0,07 0,10 0,18 0,15 0,22 0,22 0,62 

Radiology 0,02 0,06 0,06 0,08 0,10 0,08 0,00 

Consultations and visits 0,60 0,87 1,13 0,95 0,80 1,12 4,42 

Specialised activities 0,00 0,06 0,09 0,07 0,07 0,11 0,00 

Surgery 0,00 0,00 0,00 0,02 0,00 0,04 0,00 

Supervision 2,39 1,69 1,72 1,88 2,26 3,01 7,85 

Dental care 0,44 0,39 0,31 0,62 0,04 0,04 0,00 

Home nursing 0,00 0,00 0,00 0,01 0,00 0,00 47,98 

Physiotherapy 0,00 0,18 0,11 0,06 0,61 0,18 0,00 

Price per day of hospitalisation 3,15 9,98 12,57 6,24 15,80 12,87 25,55 

Rest and nursing home for 
elderly 

Rest home for elderly 

Day care centre (DVC / CSJ) 

Psychiatric nursing home (PVT / 
MSP) 

Sheltered living (IBW / IHP) 

Not applicable 

Rehabilitation  0,00 0,00 0,00 0,00 0,00 0,00 0,00 

Social maximum billing** -7,64 -3,66 -3,48 -2,00 -3,66 -2,59 -1,17 

Lump sum chronically ill and 
incontinence 

-7,55 -5,20 -5,23 -5,35 -5,35 -6,98 -13,00 

Other  12,14 10,63 9,60 10,22 10,52 10,23 8,01 

Medicaments 19,04 18,17 16,31 16,76 15,72 16,68 15,14 



320 Psychiatry T-beds Supplement KCE Reports 84 

Table 143: Average monthly amount per long stay t1-patient in Euro for co-
payments per length of stay (2002-2003) 

  1-2 years  2-6 years  6-10 years  > 10 years  

Clinical biology 0,05 0,19 0,12 0,20 

Radiology 0,18 0,07 0,07 0,02 

Consultations and visits 1,66 1,00 0,90 0,83 

Specialised activities 0,29 0,06 0,06 0,07 

Surgery 0,04 0,01 0,01 0,00 

Supervision 7,86 1,84 1,56 1,31 

Dental care 0,46 0,37 0,32 0,18 

Home nursing 0,00 0,84 0,00 0,00 

Physiotherapy 0,00 0,16 0,35 0,04 

Price per day of hospitalisation 20,26 14,15 3,43 3,97 

Rest and nursing home for elderly 

Rest home for elderly 

Day care centre (DVC / CSJ) 

Psychiatric nursing home (PVT / 
MSP) 

Sheltered living (IBW / IHP) 

Not applicable 

Rehabilitation  0,00 0,00 0,00 0,00 

Social maximum billing** -4,24 -4,47 -1,44 -0,57 

Lump sum chronically ill and 
incontinence 

-10,76 -6,31 -3,75 -3,29 

Other  14,61 10,07 9,89 9,95 

Medicaments 18,49 17,27 15,63 16,68 

Table 144: Average monthly amount per long stay IBW/IHP-patient in Euro 
for co-payments per age category (2002-2003) 

TM mensuel moyen par patient     
  15-30 31-40 41-50 51-60 61-70 71-80 80 +  

Clinical biology 0,37 0,41 0,50 0,46 0,37 0,31 0,13 

Radiology 0,16 0,15 0,21 0,20 0,15 0,18 0,04 

Consultations and visits 3,58 3,37 3,73 3,37 2,49 1,97 1,28 

Specialised activities 0,29 0,21 0,29 0,22 0,15 0,17 0,04 

Surgery 0,01 0,00 0,03 0,01 0,01 0,01 0,00 

Supervision 0,76 0,66 0,62 0,31 0,14 0,36 0,00 

Dental care 0,47 0,27 0,18 0,31 0,32 0,11 0,00 

Home nursing 0,00 0,00 0,02 0,01 0,04 0,00 0,00 

Physiotherapy 0,24 0,37 0,55 0,57 0,68 0,95 0,54 

Price per day of hospitalisation 1,12 0,46 1,14 0,64 0,07 3,01 0,05 

Rest and nursing home for 
elderly 

Rest home for elderly 

Day care centre (DVC / CSJ) 

Psychiatric nursing home (PVT / 
MSP) 

Sheltered living (IBW / IHP) 

Not applicable 

Rehabilitation  0,10 0,31 0,01 0,02 0,00 0,00 0,00 
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Social maximum billing** -6,95 -7,56 -5,04 -3,83 -2,41 -1,74 0,00 

Lump sum chronically ill and 
incontinence 

-3,73 -2,69 -2,63 -2,10 -1,21 -0,94 0,00 

Other  1,61 1,14 1,37 1,03 0,78 1,09 3,06 

Medicaments 11,68 12,61 12,57 12,23 10,74 10,69 7,16 

Table 145: Average monthly amount per long stay IBW/IHP-patient in Euro 
for co-payments per length of stay (2002-2003) 

  1-2 years  2-6 years  6-10 years  > 10 years  

Clinical biology 0,52 0,41 0,35 0,48 

Radiology 0,22 0,17 0,18 0,12 

Consultations and visits 3,95 3,19 2,64 1,86 

Specialised activities 0,30 0,21 0,26 0,06 

Surgery 0,02 0,01 0,02 0,02 

Supervision 0,68 0,43 0,28 0,19 

Dental care 0,32 0,26 0,26 0,05 

Home nursing 0,02 0,01 0,01 0,00 

Physiotherapy 0,34 0,59 0,65 0,44 

Price per day of hospitalisation 1,20 0,58 0,12 3,98 

Rest and nursing home for elderly 

Rest home for elderly 

Day care centre (DVC / CSJ) 

Psychiatric nursing home (PVT / 
MSP) 

Sheltered living (IBW / IHP) 

Not applicable 

Rehabilitation  0,20 0,04 0,08 0,00 

Social maximum billing** -7,82 -4,27 -1,88 -0,85 

Lump sum chronically ill and 
incontinence 

-3,51 -2,00 -1,38 -1,61 

Other  0,93 1,29 0,91 0,74 

Medicaments 12,31 12,19 11,31 9,31 

Table 146: Average monthly amount per long stay IBW/IHP+t1-patient in 
Euro for co-payments per age category (2002-2003) 

 15-30 31-40 41-50 51-60 61-70 71-80 
80 + 

Clinical biology 0,16 0,18 0,36 0,29 0,22 0,04 

Radiology 0,05 0,07 0,13 0,13 0,15 0,01 

Consultations and visits 0,59 1,33 1,25 1,28 0,67 0,23 

Specialised activities 0,23 0,13 0,28 0,25 0,27 0,00 

Surgery 0,00 0,00 0,00 0,01 0,00 0,00 

Supervision 2,55 0,56 1,49 1,52 2,37 0,00 

Dental care 0,58 0,20 0,36 0,58 0,18 0,23 

Home nursing 0,00 0,00 0,00 0,02 0,00 0,00 

Physiotherapy 0,00 0,23 0,29 0,55 0,06 0,00 

Price per day of hospitalisation 0,63 2,34 3,71 1,83 6,08 5,95 

Rest and nursing home for 
elderly 

Rest home for elderly 

Not applicable 
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Day care centre (DVC / CSJ) 

Psychiatric nursing home (PVT / 
MSP) 

Sheltered living (IBW / IHP) 

 

Rehabilitation  0,00 0,00 0,00 0,00 0,00 0,00 

Social maximum billing** -1,92 -4,23 -6,53 -2,17 -3,80 0,00 

Lump sum chronically ill and 
incontinence 

-3,82 -4,13 -6,16 -3,80 -1,18 -2,55 

Other  8,11 7,49 8,72 7,71 11,37 10,95 

Medicaments 17,41 17,59 18,81 15,84 13,91 17,69 

 

Table 147: Average monthly amount per long stay IBW/IHP+t1-patient in 
Euro for co-payments per length of stay (2002-2003) 

 1-2 years  2-6 years  6-10 years  > 10 years  

Clinical biology 1,27 0,28 0,15 0,04 

Radiology 0,25 0,15 0,04 0,05 

Consultations and visits 1,83 1,66 0,62 0,26 

Specialised activities 0,93 0,31 0,04 0,05 

Surgery 0,00 0,00 0,00 0,00 

Supervision 5,62 1,80 0,34 0,58 

Dental care 0,56 0,39 0,34 0,33 

Home nursing 0,00 0,01 0,00 0,00 

Physiotherapy 1,59 0,31 0,07 0,13 

Price per day of hospitalisation 3,35 2,25 1,42 1,79 

Rest and nursing home for elderly 

Rest home for elderly 

Day care centre (DVC / CSJ) 

Psychiatric nursing home (PVT / 
MSP) 

Sheltered living (IBW / IHP) 

Not applicable 

Rehabilitation  0,00 0,00 0,00 0,00 

Social maximum billing** -27,03 -4,18 -1,09 -1,33 

Lump sum chronically ill and 
incontinence 

-4,49 -5,47 -3,72 -2,67 

Other  4,89 7,81 9,65 10,13 

Medicaments 15,31 18,01 17,01 16,14 

Table 148: Average monthly amount per long stay PVT/MSP-patient in Euro 
for co-payments per age category (2002-2003) 

 15-30 31-40 41-50 51-60 61-70 71-80 80 +  

Clinical biology 1,07 0,44 0,63 0,58 0,64 0,90 0,99 

Radiology 0,22 0,07 0,14 0,14 0,20 0,20 0,18 

Consultations and visits 2,24 1,76 1,59 1,38 1,47 1,55 1,51 

Specialised activities 0,33 0,01 0,16 0,13 0,15 0,20 0,17 

Surgery 0,02 0,00 0,01 0,01 0,01 0,02 0,03 

Supervision 1,52 0,00 0,00 0,20 0,10 0,19 0,12 

Dental care 0,18 0,26 0,30 0,20 0,26 0,16 0,05 

Home nursing 0,00 0,00 0,00 0,00 0,00 0,00 0,00 

Physiotherapy 0,00 0,03 0,15 0,09 0,16 0,18 0,10 
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Price per day of hospitalisation 5,18 3,67 0,88 0,88 0,20 0,06 0,03 

Rest and nursing home for 
elderly 

Rest home for elderly 

Day care centre (DVC / CSJ) 

Psychiatric nursing home (PVT / 
MSP) 

Sheltered living (IBW / IHP) 

Not applicable 

Rehabilitation  0,00 0,01 0,00 0,00 0,00 0,00 0,00 

Social maximum billing** -5,07 -4,28 -4,19 -3,05 -1,87 -1,21 -0,83 

Lump sum chronically ill and 
incontinence 

-2,17 -2,59 -2,40 -1,97 -1,65 -1,90 -0,64 

Other  13,27 17,22 16,01 16,74 18,11 19,66 22,31 

Medicaments 3,63 2,81 4,13 1,96 1,55 1,33 1,43 

Table 149: Average monthly amount per long stay PVT/MSP-patient in Euro 
for co-payments per length of stay (2002-2003) 

 1-2 years  2-6 years  6-10 years  > 10 years  

Clinical biology 0,74 0,77 0,58 0,54 

Radiology 0,20 0,17 0,19 0,13 

Consultations and visits 1,82 1,63 1,26 0,88 

Specialised activities 0,17 0,18 0,10 0,09 

Surgery 0,01 0,02 0,02 0,02 

Supervision 0,13 0,20 0,06 0,01 

Dental care 0,21 0,23 0,23 0,08 

Home nursing 0,00 0,00 0,00 0,00 

Physiotherapy 0,06 0,18 0,10 0,05 

Price per day of hospitalisation 2,85 0,24 0,09 0,05 

Rest and nursing home for elderly 

Rest home for elderly 

Day care centre (DVC / CSJ) 

Psychiatric nursing home (PVT / 
MSP) 

Sheltered living (IBW / IHP) 

Not applicable 

Rehabilitation  0,00 0,00 0,00 0,00 

Social maximum billing** -5,74 -1,89 -1,30 -1,64 

Lump sum chronically ill and 
incontinence 

-2,70 -1,88 -1,55 -1,05 

Other  16,84 15,78 25,10 21,99 

Medicaments 1,39 2,34 1,77 1,17 

Table 150: average monthly amount per patient of co-payment for 
supervision per setting 

 
 

IBW/IHP 
(n = 

2.104) 

IBW/IHP + 
t1 (n = 

268) 
PVT/ MSP 

(n = 2.136) 

T 
(n = 

3.739) 
t1 

(n = 384) 
t2 

(n = 65) 

598861-
598883 

Service K - 12 premiers jours 0,00 0,00 0,00 0,13 0,00 0,00 

598905 Service K - 13/30 jours  0,01 0,00 0,00 0,32 0,00 0,00 

598920 Service K - 31/90 jours 0,02 0,00 0,00 0,54 0,00 0,00 

598942 Service K - 91 jours à 7 mois  0,01 0,00 0,00 0,35 0,00 0,00 
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Total service K - moins de 7 

mois 
0,04 0,00 0,00 1,34 0,00 0,00 

598426-
598161 

Service A - 12 premiers jours 2,72 1,79 0,50 0,25 0,02 0,18 

598441 Service A - 13/30 jours  3,48 2,80 0,64 0,67 0,13 0,58 

598463 Service A - 31/90 jours 2,48 3,32 0,49 1,01 0,17 0,59 

598485 Service A - 91 jours à 7 mois  0,43 0,91 0,08 0,44 0,11 0,21 

  
Total service A - mois de 7 

mois 
9,11 8,82 1,71 2,37 0,43 1,56 

598522-
598183 

Service T - 12 premiers jours 0,04 0,99 0,02 0,63 0,13 0,11 

598544 service T - 13/60 jours 0,19 2,80 0,11 3,79 0,52 1,51 

598566 Service T - 61 jours à 7 mois 0,23 3,97 0,09 10,85 0,97 6,14 

598662 Service T - 7 à 13 mois 0,15 4,01 0,07 16,39 2,11 12,31 

598684 Service T - à partir de 13 mois 0,54 24,30 0,12 61,58 33,51 59,73 

  Total service T 1,15 36,07 0,41 93,24 37,24 79,80 

599325 service Tp-Tf - 1 à 12 jours 0,00 0,00 0,00 0,00 0,00 0,00 

599340 service Tp-Tf - 13 à 60 jours 0,00 0,00 0,01 0,00 0,00 0,00 

599362 service Tp-Tf - 61j à 6mois 0,00 0,00 0,01 0,00 0,00 0,00 

  
Total service Tp-Tf moins de  

7 mois 
0,00 0,00 0,02 0,00 0,00 0,00 

597741 Discharge examination 0,09 0,20 0,01 0,12 0,04 0,06 

597726 Intake examination 0,09 0,14 0,00 0,02 0,01 0,04 

  
total intake and discharge 

examination 
0,18 0,34 0,01 0,14 0,05 0,10 

598080 service A/K/Tp/Tf 7 mois et + 0,45 1,14 0,04 0,81 0,08 0,00 

  Total de toutes ces prestations 10,93 46,37 2,19 97,90 37,80 81,46 

Table 151: average monthly co-payment per patient for the fee for 
availability during therapeutic absences per setting 
  IBW/IHP  IBW/IHP+t1 PVT/MSP T  t1  t2  

597704 0 0,01 0 0,01 0,02 0,01 

Table 152: average monthly cost for consultations and visits of 
(neuro)psychiatrists and neurologists and GP’s in 2002-2003 in Euro (co-
payment) 

 
IBW/IHP 

(n = 2.104) 
IBW/IHP + t1 

(n = 268) 
PVT/ MSP 

(n = 2.136) 
T (n = 
3.739) 

t1 (n = 
384) 

t2 (n = 
65) 

Consultations (neuro)psychiatrists 
and neurologists 0,94 0,33 0,03 0,01 0,09 0,01 

Consultations and visits GP’s 0,89 0,37 0,60 0,02 0,49 0,03 

Table 153: average monthly co-payment per patient for other services in the 
category ‘consultations and visits’  

 
 

IBW/IHP 
(n = 

2.104) 

IBW/IHP 
+ t1 (n = 

268) 

PVT/ MSP 
(n = 

2.136) 
T (n = 
3.739) 

t1 (n = 
384) 

t2 (n = 
65) 

101076 Consult GP 0,4 0,24 0,01 0,01 0,24 0,02 

103132 House visit GP 0,49 0,13 0,03 0,01 0,25 0,01 

103552 Visit GP in centre centre 0 0 0,56 0 0 0 

102535 Consult other specialist 0,22 0,11 0,15 0,06 0,12 0,03 

  Total 1,11 0,48 0,75 0,08 0,61 0,06 
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Table 154: average monthly amount per patient of co-payments for 
psychotherapy per setting 

 

IBW/IHP 
(n = 

2.104) 

IBW/IHP + 
t1 (n = 

268) 

PVT/ MSP 
(n = 

2.136) 

T 
(n = 

3.739) 
t1 

(n = 384) 
t2 

(n = 65) 
109513 1,29 0,34 0,21 0,02 0,04 0,00 
109631 4,27 1,86 0,10 0,06 0,56 0,00 
109535 0,03 0,00 0,00 0,00 0,00 0,00 
109550 0,00 0,00 0,00 0,00 0,00 0,00 
109653 0,01 0,00 0,00 0,00 0,00 0,00 
109572 0,01 0,02 0,00 0,00 0,00 0,00 
109675 0,00 0,00 0,00 0,00 0,00 0,00 

Total 5,61 2,22 0,31 0,08 0,60 0,00 

Table 155: average monthly amount per patient for room supplements per 
setting and length of stay  

 1-2 years  2-6 years  6-10 years  > 10 years  Average 
T 12,07 10,36 12,62 16,87 11,81 

t1 0,00 0,04 0,00 0,14 0,04 

IBW/IHP 0,61 0,61 0,28 1,54 0,61 

IBW/IHP+t1 0,32 0,88 0,08 0,25 0,51 

PVT/MSP 0,36 0,28 1,05 0,21 0,39 

Table 156: average monthly amount per patient for room supplements per 
setting and age category  

 15-30 31-40 41-50 51-60 61-70 71-80 80 +  
T 10,41 8,01 9,36 11,77 15,11 15,71 24,21 

t1 0,00 0,02 0,10 0,01 0,00 0,07 0,00 

IBW/IHP 0,15 0,38 0,64 0,51 0,74 2,64 2,78 

IBW/IHP+t1 0,88 0,44 0,31 0,48 0,37 3,60 NA 

PVT/MSP 0,00 0,00 0,11 0,58 0,52 0,32 0,19 

Table 157: average monthly amount per patient for room supplements per 
setting and province 
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T 8,75 22,10 19,57 13,32 2,85 5,37 3,60 6,82 16,69 16,39 5,71 
t1 0,00 0,05 0,08 0,06 0,00 0,00 0,00 0,00 0,00 0,00 0,00 

IBW/IHP 0,74 0,76 0,79 0,39 0,54 0,70 0,78 0,50 0,58 0,32 0,03 
IBW/IHP+t1 0,47 1,05 0,60 0,48 0,12 0,00 NA 0,00 3,03 0,00 0,00 

PVT/MSP 0,32 0,83 1,29 0,20 0,01 0,07 0,00 0,00 1,23 0,00 0,00 
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Table 158: average monthly amount per patient for fee supplements per 
setting and length of stay  

 1-2 years  2-6 years  6-10 years  > 10 years  average 
T 0,87 26,26 41,53 11,55 16,25 
t1 0,00 0,06 2,31 6,12 1,23 

IBW/IHP 0,03 0,00 0,00 0,00 0,01 
IBW/IHP+t1 0,00 0,04 3,15 0,00 0,94 

PVT/MSP 0,00 0,00 0,00 0,00 0,00 

Table 159: average monthly amount per patient for fee supplements per 
setting and per age category 

 15-30 31-40 41-50 51-60 61-70 71-80 80 +  
T 1,01 53,42 3,60 29,76 2,39 0,22 0,00 

t1 0,00 0,00 2,29 2,51 0,00 0,39 0,00 

IBW/IHP 0,07 0,01 0,01 0,00 0,00 0,00 0,00 

IBW/IHP+t1 0,00 0,07 2,46 0,00 0,00 0,00 NA 

PVT/MSP 0,00 0,00 0,00 0,00 0,00 0,00 0,00 

Table 160: average monthly amount per patient for fee supplements per 
setting and province 
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T 0,00 0,45 0,17 0,02 0,00 294,07 3,42 1,92 0,24 0,00 5,15 
t1 0,00 3,54 0,00 0,09 0,00 26,75 0,00 0,00 0,00 0,00 0,00 

IBW/IHP 0,05 0,00 0,00 0,00 0,00 0,02 0,00 0,00 0,01 0,00 0,00 
IBW/IHP+t1 0,00 0,00 0,00 0,00 0,00 20,97 NA 0,00 0,00 0,00 0,00 

PVT/MSP 0,00 0,00 0,00 0,00 0,00 0,00 0,00 0,00 0,00 0,00 0,00 

Table 161: average monthly amount per patient for other costs per setting 
and length of stay  

 1-2 years  2-6 years  6-10 years  > 10 years  Average 
T 58,50 64,26 83,10 79,44 65,07 
t1 12,37 14,78 10,46 7,81 12,86 

IBW/IHP 12,86 17,91 45,94 18,24 18,62 
IBW/IHP+t1 42,25 18,34 16,72 14,27 18,75 

PVT/MSP 64,07 70,08 81,89 70,77 71,04 
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Table 162: average monthly amount per patient for other costs per setting 
and age category  

 15-30 31-40 41-50 51-60 61-70 71-80 80 +  
T 39,10 52,33 61,05 66,18 74,54 82,94 125,25 

t1 3,33 9,45 9,10 21,50 14,23 12,82 12,34 

IBW/IHP 13,66 13,97 19,47 20,86 24,83 9,12 1,76 

IBW/IHP+t1 4,71 13,86 17,35 28,36 19,35 14,52 NA 

PVT/MSP 46,84 51,92 60,65 63,26 72,25 86,12 73,38 

Table 163: average monthly amount per patient for other costs per setting 
and per province 
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T 44,06 81,12 99,95 65,71 93,62 23,89 41,86 58,98 30,44 68,61 64,01 

t1 9,29 14,61 8,55 21,44 12,25 8,34 8,41 2,00 0,11 19,53 0,79 

IBW/IHP 1,28 1,55 1,18 87,98 0,96 1,68 0,12 1,15 1,09 1,42 3,32 

IBW/IHP+t1 9,48 14,65 10,26 48,17 8,38 2,04 NA 3,39 0,43 0,00 1,96 

PVT/MSP 30,47 113,52 104,44 86,01 131,83 40,46 59,44 53,24 28,57 150,32 63,58 
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Appendix 8  

OCCASIONAL VERSUS CHRONIC USE OF N-
MEDICATION 

In this section we try to differentiate occasional utilisation from chronic utilisation of N-
medication using a minimalist operationalisation. A patient is considered to be an 
occasional ‘user’ if only “one delivery” is observed in the period 2002-2003. In a hospital 
setting, a “delivery” points to a treatment of one day. In an ambulant setting (IBW/IHP 
included) it refers to the utilisation of one “package”. A package implies that a 
treatment can last longer than one day. As we accept absences up to 6 months, the 
results for hospitalised patients can also hold ambulant utilisation and vice versa. We 
control for care setting and test for the possible correlation between the proportion of 
occasional users and age and length of stay. The results are described per setting.  

General findings 

For the majority of (sub)categories of N-medication the proportion of occasional users 
remains small (Table 8.1). 

T-units 

Anti-epileptic and anti-Parkinson medication 

The proportion of occasional users of anti-epileptic (1,5 %) and anti-Parkinson 
medication (3,7 %) is small. For both categories of drugs we didn’t observe a tendency 
with age category. As to the anti-epileptics the highest proportion of occasional users is 
observed for lengths of stay of more than 10 years (2,8 %). As to the anti-Parkinson 
drugs the proportion of occasional users is somewhat higher for lengths of stay up to 6 
years. 

Psycholeptics 

As could be expected the proportion of occasional users is very small for psycholeptics 
(0,4 %). For all age categories, the proportion of occasional users of psycholeptics is less 
than 1 %. Only for lengths of stay up to 6 years we found a very small proportion of 
occasional users. 

The proportion of occasional users is the smallest for antipsychotics (0,6 %). We 
observe low proportions for all age categories and all categories of lengths of stay. For 
all subcategories and substances of the antipsychotics, the proportion of chronic users is 
always at least 90 %. Age or length of stay seem not related with the prescription of 
classical antipsychotics nor for the atypical ones. However for atypical categories the 
proportion increases for lengths of stay of more than 10 years. 

The proportion of occasional users is higher for classical antipsychotics than for atypical 
antipsychotics. For classical antipsychotics we observed values from 4,85 % for 
butyrophenone derivatives up to 9,56 % for thioxanthene derivatives. For the atypical 
substances we found 3,13 % occasional users of ‘other antipsychotics’ and 1,73 % of 
‘diazepines, oxazepines and thiazepines’. The proportion of occasional users varies from 
one subcategory to another and with age category. The low proportion of occasional 
users of ‘diazepines, oxazepines and thiazepines’ (0,79 %) is somewhat eye-catching. 

At the level of the substances the highest proportion of occasional users was found for 
zucolpenthixol (10,98 %), in general utilised to more than one fifth of the long stay 
patients. At the level of the substances we sometimes observe a decreasing proportion 
of occasional users until a certain age category (f.i. Haloperidol until 61-70 year and 
pipamerone and zuclopenthixol until 51-60 year).  

The proportion of occasional users of clozapine decreases with age category to end in 
exclusively chronic utilisation for long stay patients older than 50 year. 
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For anxiolytics we found 3,5 % of occasional users. The proportion varies from 3,6 % 
for benzodiazepines to 13,1 % for diazepam. We roughly observe more occasional users 
in older age categories. The highest value is found in long stay patients between 61 and 
70 years (6,0 %). 

For hypnotics and sedatives we found 6,8 % occasional users. An outlier at the level of 
the substances is midazolam (75,7 %) but it was in general utilised for only 5,6 % of the 
long stay patients. The proportion of occasional users is clearly higher for the youngest 
age category (10,14 %) and lower for the age category 71-80 year (2,76%), but we can’t 
observe a real tendency. 

For anxiolytics and hypnotics and sedatives there is no variation with length of stay. 

Psycho-analeptics 

We observe a small proportion of occasional users of anti-depressants (1,8 %). The 
proportion of occasional users increases for long stay patients up to 51-60 years to 
remain stable beyond this age category. But there is only a small variability (075 % until 
1,75 %). 

Other nervous system drugs 

The other nervous system drugs are in general utilised for 10 % of the long stay 
patients, but for 12,5 % of them this is only occasional. The proportion decreases until 
the age category 41-50 years. Beyond that age category the proportion again increases, 
but at a clearly higher level. Only for lengths of stay up to 6 years we observe 
occasional users. 

Drugs for behaviour regulation 

For only 4,5 % of the users the drugs for behaviour regulation were utilised 
occasionally. The proportion decreases until the category 41-50 years and increases 
beyond that category, at a higher level. There isn’t a clear tendency with length of stay. 

t1-units 

Anti-epileptics and anti-Parkinson medication 

We observe 3,51 % of occasional users for anti-epilepitcs (more than T)and 2,67 % for 
anti-Parkinson drugs. (less than T). 

Occasional prescription of anti-epileptic medication is mostly found in the category 41-
50 year (12,5%). The proportion of occasional users of anti-epileptics for lengths of stay 
of more than 10 years is eye-catching (50 %). 

The proportion of occasional users of anti-Parkinson drugs is small, except in the 
category 71-80 year (8,3 %). 

Psycholeptics 

In t1-units too, the proportion of occasional users of psycholeptics is low (0,60%). We 
observe only small proportions in a number of age categories and categories of length 
of stay. 

Again the proportion is the lowest for antipsychotics. Moreover, the value observed, 
0,33 % is the overall lowest. The proportion is small or not existent for all age 
categories and categories of length of stay.  

For classical antipsychotics the proportion of occasional users varies from 1,56 % for 
thioxanthene derivatives to 17,71 % for phenothiazines with aliphatic side chain. As to 
the atypical antipsychotics we found 2,3 % occasional users of ‘diazepines, oxazepines 
and thiazepines’ and 5,6 % for ‘other antipsychotics’. Both values are higher than the 
ones observed in T-units. 

As to the subcategories of antipsychotics we mainly observe occasional users for 
lengths of stay between 2 and 6 years. We do not observe a tendency with age. 
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The proportion of occasional users of anxiolytics is 4 %, for hypnotics and sedatives this 
is 4,88 %. 

Psycho-analeptics 

We observe 2,96 % of occasional users of psycho-analeptics. Only for long stay patients 
in IBW/IHP we observed a higher value. The proportion of occasional users of 
antidepressants is even a bit higher (3,02 %). We found similar proportions for all age 
categories. The highest proportion is found for patients with lengths of stay of more 
than 10 years (12,5 %). As to the antidepressants this is 13,3 %. 

Other nervous system drugs 

For more than one fifth of the users the other nervous system drugs were utilised only 
occasionally. 

Drugs for behavioural regulation 

We observe 3,7 % of occasional users of drugs for behavioural regulation. This 
proportion is lower than the one observed in T and IBW / IHP. Only for long stay 
patients between 41 and 70 year we observe a small proportion of occasional users. 

PVT / MSP 

Anti-epileptics and anti-Parkinson medication 

Anti-epileptics were utilised occasionally for only 1,56 % of the users. This is 
comparable with the value in T-units. In the age category older than 50 we observe 
occasional utilisation. We only observe occasional utilisation of anti-epileptics for 
lengths of stay up to 10 year, but the proportion never exceeds 2,5 %. 

As to the anti-Parkinson medication the proportion of occasional users is 1,39 %. This is 
lower than for T-units and can probably be explained by the higher age structure in PVT 
/ MSP. 

Psycholeptics 

We observe only 0,84 % occasional users of psycholeptics. As to the subcategories and 
substances we generally observe smaller proportions of occasional users as for T-units. 
This could be explained by the fact that the medication is already more adjusted 
because of the (in principle) stabilized condition of long stay patients in PVT / MSP. For 
most age categories and categories of length of stay, the proportion of occasional users 
of psycholeptics is small or even not existent. 

As to the subcategories of psycholeptics, the proportion is the smallest for 
antipsychotics (0,73 %). The proportion slightly varies between categories of length of 
stay, but without a clear tendency. Just as for T-units the highest proportions of 
occasional users were found for classical anti-psychotics, but the difference with the 
proportion for atypical substances is smaller. 

For classical antipyschotics the proportion of occasional users varies from 3,12 % for 
butyrophenone derivatives to 5,54 % for phenothiazines with aliphatic side chain. We 
do not observe tendencies with age category. For atypical antipsychotics we found 1,68 
% occasional users of ‘other antipsychotics’ and 2,44 % for ‘diazepines, oxazepines and 
thiazepines’. Only the latter value is higher than the value found for T-units. For ‘other 
antipsychotics’ the proportion of occasional users decreases until the age category 61-
70 years to increase again beyond that category. For ‘diazepines, oxazepines and 
thiazepines’ the proportion increases with age category. As to clozapine we only 
observe occasional utilisation in the age category 61-70 years. 

With 6,6 % the proportion of occasional users of anxiolytics in PVT / MSP is higher than 
in T-units. The proportion is the highest for lengths of stay of more than 10 years (14,8 
%). Also for hypnotics and sedatives we observe a higher proportion of occasional 
users. The proportion increases with length of stay.  
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For both categories of drugs, this proportion is the highest in the two oldest age 
categories. 

Psycho-analeptics 

We observe only 1,45 % occasional users of antidepressants. We only observe chronic 
utilisation for long stay patients between 41 and 60 years. The proportion in the other 
age categories varies, but without observing a clear tendency. the proportion of 
occasional users differs between lengths of stay up to 6 years on the one hand (less than 
1 %) and lengths of stay of more than 6 years on the other hand (more than 3 %). 

Other nervous system drugs 

Other nervous system drugs were utilised occasionally for more than a quarter of the 
users. This proportion is notably higher than in T-units. But there are differences 
between the age categories. For younger long stay patients these drugs are more often 
utilised occasionally (f.i. 13,64 % in the category 41-50 years). For older long stay 
patients the proportion of occasional users is higher (f.i. 37,5 % in the category 61 to 70 
years). 

Drugs for behavioural regulation 

With 1,82 % the proportion of occasional users is smaller than in T-units. The 
proportion is the smallest for long stay patients between 51 and 70 years. For younger 
and older long stay patients we observed higher values. The proportion of occasional 
users is the highest for lengths of stay between 6 and 10 years. 

IBW / IHP 

Anti-epileptics and anti-Parkinson drugs 

With 3,2 % the proportion of occasional users of anti-epileptics is higher than in T-units, 
but they are utilised for a smaller proportion of long stay patients. The highest 
proportion of occasional users is observed for lengths of stay of more than 10 years 
(14,3 %). 

The anti-Parkinson drugs were utilised occasionally for 4,6 % of the users. We observe 
a tendency of higher proportions in younger long stay patients. There is no clear 
tendency with length of stay. The highest proportion is observed for lengths of stay of 
more than 10 years (8,7 %). 

Psycholeptics 

We found 3 % occasional users. This is obviously a higher proportion than in the other 
settings. The highest proportion is found for long stay patients between 15 and 30 years 
(6,4 %), but there is no tendency with age. The proportion decreases with length of 
stay. 

Again the lowest proportion is found for antipsychotics, but the observed value (2,17 %) 
is higher than in the other settings where it is less than 1 %. The proportion decreases 
with length of stay but is never higher than 3,1 %. The highest values for classical 
antipsychotics but we observe variation between 4,18 % diphenylbutylpiperidine 
derivatives and 18,6 % for benzamides.  

The proportion of occasional users of pipamperone decreases with age. We observe 16 
% occasional users of pipamperone for stays of 1-2 years and for stays of more than 10 
years. The values for atypical antipsychotics were 5,47 % for ‘other antipsychotics’ and 
5,58 % for ‘diazepines, oxazepines and thiazepines’. The values tend to be higher for 
long stay patients between 61 and 80 year. 

The observed values for occasional users of anxiolytics (13,99 %) and hypnotics and 
sedatives (18,38 %) are high. The proportion of occasional users of anxiolytics increases 
from 1/8th of the users with a length of stay of 1-2 years to 1/4th of the users with 
lengths of stay of more than 10 years. But we have to recall that we do not necessarily 
dispose of complete information about non reimbursable medication in an ambulant 
setting.  
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Psycho-analeptics 

With 6,5 % the proportion of occasional users of psycho-analeptics is rather high 
compared to the other settings. The same is true for anti-depressants (6,64 %). The 
proportion of occasional users decreases with age. It also seems to be higher for 
shorter stays. At the level of the substances, the proportion of occasional users is at 
least 8 %. 

Other nervous system drugs 

Other nervous system drugs were utilised occasionally for 31 % of the users. This 
proportion is higher than in T and PVT / MSP. The proportion is at least 29 % for all age 
categories and at least 25 % for all lengths of stay, but amounts to 43 % for lengths of 
stay of 6-10 years. 

Drugs for behavioural regulation 

Drugs for behavioural regulation are utilised occasionally for almost 10 % of the users. 
This is a higher proportion than in other settings. We observe a decreasing tendency in 
the proportion of occasional users with age. The highest proportion is found for lengths 
of stay of 1-2 year. 

IBW / IHP + t1 

We observed small proportions of occasional users of anti-epileptics (1,79 %) and anti-
parkinson drugs (0,94 %). Especially the latter value is remarkably lower than in other 
settings. 

As to the antipsychotics the proportion of occasional users is in general lower for 
atypical substances. But within the group of classical antipsychotics we observe a higher 
variability between subcategories. 

Antidepressants were utilised occasionally for 1,4 % of the users. There is variability at 
the level of the substances. 

As to the other nervous system drugs we observe 18 % occasional users. As to the 
drugs for behavioural regulation we observe a smaller proportion of occasional users 
than in T-units. 
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Table 8.1: proportion of long stay patients utilising N-medication occasionally or chronically during their stay per setting (% in total group 
of users / 2002 or 2003) 

    
IBW/IHP 
(n = 2.104) 

IBW/IHP + t1 
(n = 268) 

PVT/MSP 
(n = 2.136) 

T  
(n = 3.739) 

t1 
(n = 384) 

t2 
(n = 65) 

    occasional chronic occasional chronic occasional chronic occasional chronic occasional chronic occasional chronic 
N03 Anti-epileptics 3,22% 96,78% 1,79% 98,21% 1,56% 98,44% 1,52% 98,48% 3,51% 96,49% 0,00% 100,00% 
N04 Anti-parkinson drugs 4,63% 95,37% 0,94% 99,06% 1,39% 98,61% 3,69% 96,31% 2,67% 97,33% 0,00% 100,00% 
N04A  Anticholinergic agents 4,41% 95,59% 0,95% 99,05% 1,43% 98,57% 3,98% 96,02% 2,08% 97,92% 0,00% 100,00% 
N04B  Dopaminergic agents 18,75% 81,25% 0,00% 100,00% 1,54% 98,46% 2,47% 97,53% 12,50% 87,50% 0,00% 0,00% 
N05 Psycholeptics 3,01% 96,99% 0,41% 99,59% 0,84% 99,16% 0,36% 99,64% 0,60% 99,40% 1,89% 98,11% 
N05A  Antipsychotics 2,17% 97,83% 0,44% 99,56% 0,73% 99,27% 0,64% 99,36% 0,33% 99,67% 0,00% 100,00% 
N05AA Phenothiazines with aliphatic side chain 9,19% 90,81% 6,90% 93,10% 5,54% 94,46% 6,04% 93,96% 10,71% 89,29% 0,00% 100,00% 
N05AA02 Levomepromazine 8,98% 91,02% 9,09% 90,91% 5,25% 94,75% 6,58% 93,42% 12,00% 88,00% 0,00% 100,00% 
N05AC Phenothiazines with piperidine 

structure 8,74% 91,26% 0,00% 100,00% 5,95% 94,05% 5,26% 94,74% 3,70% 96,30% 0,00% 100,00% 
N05AC02 Thioridazine 9,18% 90,82% 0,00% 100,00% 5,16% 94,84% 5,14% 94,86% 3,70% 96,30% 0,00% 100,00% 
N05AD Butyrophenone derivatives 5,28% 94,72% 3,53% 96,47% 3,12% 96,88% 4,85% 95,15% 3,74% 96,26% 5,00% 95,00% 
N05AD01 Haloperidol 6,19% 93,81% 2,08% 97,92% 5,09% 94,91% 7,21% 92,79% 5,08% 94,92% 33,33% 66,67% 
N05AD05 Pipamperone 9,74% 90,26% 3,33% 96,67% 2,12% 97,88% 4,63% 95,37% 0,00% 100,00% 0,00% 100,00% 
N05AD06 Bromperidol 8,97% 91,03% 5,88% 94,12% 0,00% 100,00% 2,69% 97,31% 3,85% 96,15% 0,00% 100,00% 
N05AD07 Benperidol 3,13% 96,88% 0,00% 100,00% 5,32% 94,68% 4,76% 95,24% 0,00% 100,00% 33,33% 66,67% 
N05AF Thioxanthene derivatives 8,05% 91,95% 9,09% 90,91% 4,63% 95,37% 9,56% 90,44% 1,56% 98,44% 9,09% 90,91% 
N05AF01 Flupentixol 7,09% 92,91% 0,00% 100,00% 2,63% 97,37% 8,99% 91,01% 3,23% 96,77% 0,00% 100,00% 
N05AF05 Zuclopenthixol 10,87% 89,13% 13,79% 86,21% 6,38% 93,62% 10,98% 89,02% 2,70% 97,30% 10,00% 90,00% 
N05AG Diphenylbutylpiperidine derivatives 4,81% 95,19% 0,00% 100,00% 3,48% 96,52% 6,67% 93,33% 5,88% 94,12% 0,00% 0,00% 
N05AH Diazepines, oxazepines and thiazepines 5,58% 94,42% 2,00% 98,00% 2,44% 97,56% 1,73% 98,27% 2,30% 97,70% 5,26% 94,74% 
N05AH02 Clozapine 1,18% 98,82% 0,00% 100,00% 0,97% 99,03% 1,50% 98,50% 0,00% 100,00% 0,00% 100,00% 
N05AH03 Olanzapine 6,84% 93,16% 3,45% 96,55% 3,04% 96,96% 3,00% 97,00% 0,00% 100,00% 9,09% 90,91% 
N05AH04 Quietiapine 10,14% 89,86% 0,00% 100,00% 2,37% 97,63% 5,69% 94,31% 13,33% 86,67% 0,00% 100,00% 
N05AL Benzamides 18,60% 81,40% 14,81% 85,19% 4,90% 95,10% 5,73% 94,27% 6,45% 93,55% 0,00% 100,00% 
N05AL05 Amisulpride 13,48% 86,52% 8,33% 91,67% 7,89% 92,11% 5,05% 94,95% 0,00% 100,00% 0,00% 100,00% 
N05AN Lithium 3,31% 96,69% 3,03% 96,97% 0,80% 99,20% 3,94% 96,06% 0,00% 100,00% 0,00% 100,00% 
N05AX Other antipsychotics 5,47% 94,53% 1,80% 98,20% 1,68% 98,32% 3,13% 96,87% 5,56% 94,44% 0,00% 100,00% 
N05AX07 Prothipendyl 10,71% 89,29% 4,55% 95,45% 4,47% 95,53% 6,66% 93,34% 4,35% 95,65% 0,00% 100,00% 
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N05AX08 Risperidone 5,39% 94,61% 4,35% 95,65% 1,58% 98,42% 2,59% 97,41% 6,59% 93,41% 0,00% 100,00% 
N05AX09 Clotiapine 11,15% 88,85% 1,96% 98,04% 2,46% 97,54% 5,91% 94,09% 5,56% 94,44% 0,00% 100,00% 
N05B  Anxiolytics 13,99% 86,01% 7,44% 92,56% 6,60% 93,40% 3,53% 96,47% 4,00% 96,00% 17,39% 82,61% 
N05BA Benzodiazepine derivatives 14,86% 85,14% 7,50% 92,50% 7,11% 92,89% 3,56% 96,44% 4,00% 96,00% 17,39% 82,61% 
N05BA01 Diazepam 25,53% 74,47% 15,79% 84,21% 18,35% 81,65% 13,06% 86,94% 0,00% 100,00% 20,00% 80,00% 
N05BA05 Clorazepate potassium 4,49% 95,51% 0,00% 100,00% 1,49% 98,51% 4,01% 95,99% 0,00% 100,00% 50,00% 50,00% 
N05BA06 Lorazepam 20,80% 79,20% 20,51% 79,49% 10,66% 89,34% 9,07% 90,93% 10,00% 90,00% 11,11% 88,89% 
N05BA12 Alprazolam 26,44% 73,56% 7,50% 92,50% 18,22% 81,78% 7,68% 92,32% 8,11% 91,89% 11,11% 88,89% 
N05C  Hypnotics and sedatives 18,38% 81,62% 6,67% 93,33% 11,24% 88,76% 6,77% 93,23% 4,88% 95,12% 10,00% 90,00% 
N05CD  Benzodiazepine derivatives 22,08% 77,92% 7,69% 92,31% 14,52% 85,48% 8,69% 91,31% 5,88% 94,12% 6,25% 93,75% 
N05CD01 Flurazepam 5,17% 94,83% 0,00% 100,00% 0,86% 99,14% 2,19% 97,81% 0,00% 100,00% 0,00% 100,00% 
N05CD06 Lormetazepam 8,64% 91,36% 1,85% 98,15% 3,45% 96,55% 3,59% 96,41% 0,00% 100,00% 0,00% 100,00% 
N05CD08 Midazolam 65,99% 34,01% 66,67% 33,33% 70,43% 29,57% 75,71% 24,29% 66,67% 33,33% 100,00% 0,00% 
N06 psychoanaleptics 6,48% 93,52% 1,37% 98,63% 1,49% 98,51% 1,41% 98,59% 2,96% 97,04% 3,45% 96,55% 
N06A  Antidepressants 6,64% 93,36% 1,40% 98,60% 1,45% 98,55% 1,79% 98,21% 3,02% 96,98% 3,70% 96,30% 
N06AA non selective monoamine inhibitors 8,11% 91,89% 7,14% 92,86% 3,05% 96,95% 3,86% 96,14% 0,00% 100,00% 0,00% 100,00% 
N06AB Selective serotonin reuptake inhibitors 7,78% 92,22% 3,19% 96,81% 2,50% 97,50% 4,40% 95,60% 1,69% 98,31% 7,69% 92,31% 
N06AX Other antidepressants 7,37% 92,63% 4,44% 95,56% 1,77% 98,23% 2,48% 97,52% 5,31% 94,69% 0,00% 100,00% 
N06AX05 Trazodone 9,66% 90,34% 6,78% 93,22% 1,26% 98,74% 2,63% 97,37% 8,96% 91,04% 0,00% 100,00% 
N06AX11 Mirtazapine 11,63% 88,37% 0,00% 100,00% 3,53% 96,47% 3,17% 96,83% 10,00% 90,00% 0,00% 100,00% 
N06AX16 Venlafaxine 8,43% 91,57% 0,00% 100,00% 8,26% 91,74% 5,61% 94,39% 4,17% 95,83% 0,00% 100,00% 
N06B  Psychostimulants 7,14% 92,86% 33,33% 66,67% 1,32% 98,68% 0,80% 99,20% 0,00% 100,00% 0,00% 100,00% 
N07 Other nervous system drugs 30,90% 69,10% 18,60% 81,40% 26,19% 73,81% 12,47% 87,53% 23,08% 76,92% 0,00% 100,00% 
N07BB Drugs used in alcohol dependence 11,30% 88,70% 3,33% 96,67% 0,00% 100,00% 2,46% 97,54% 0,00% 100,00% 0,00% 100,00% 
N07BC Drugs used in opioid dependence 100,00% 0,00% 0,00% 100,00% 0,00 % 0,00 % 100,00% 0,00% 0,00% 0,00% 0,00% 0,00% 
N05AD05 / 
N05AX09 

Drugs used for behavioural regulation 

9,89% 90,11% 1,33% 98,67% 1,82% 98,18% 4,46% 95,54% 3,70% 96,30% 0,00% 100,00% 
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Key points 

• For the majority of (sub)categories of N-medication the proportion of 
occasional users remains small. But the results should be read carefully, 
given the minimalist approach. 

• In T-units we observe low proportions of occasional users of antipsychotics 
for all age categories and all categories of lengths of stay. The proportion of 
occasional users is higher for classical antipsychotics than for atypical 
antipsychotics. The same is observed in t1, but with somewhat higher 
proportions. For anxiolytics we roughly observe more occasional users in 
older age categories. 

• Just as for T-units the highest proportions of occasional users were found for 
classical anti-psychotics, but the difference with the proportion for atypical 
substances is smaller. The proportion of occasional users of anxiolytics and 
hypnotics and sedatives in PVT / MSP is higher than in T-units. The 
proportion is the highest for lengths of stay of more than 10 years. With 
1,82% the proportion of occasional users is smaller than in T-units. 

• In IBW/IHP the proportion of occasional users of psycholeptics in general 
and of the subcategories of psycholeptics, is higher than in the other 
settings. However, we can not be sure of the completeness of the available 
data for anxiolytics and hypnotics and sedatives for they or not reimbursable 
drugs. Also the proportion of occasional users of antidepressants is rather 
high compared to the other settings. 
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