
1. BACKGROUND   

Since the 1950s, mental healthcare in many devel-
oped nations has witnessed a trend towards deinsti-
tutionalization, with national reforms differing in 
speed, approach, and specific outcomes. The estab-
lishment of comprehensive community mental 
health care is often considered an ongoing process 
that has not yet been fully realized. Community in-
tegration serves as both a facilitator and an outcome in the 
recovery journey of individuals with psychiatric disorders 
and is a crucial predictor of their quality of life. Through-
out their recovery process, individuals with mental health 
conditions strive to achieve their life goals and maintain a 
satisfying existence within their communities. It is essen-
tial to prevent them from enduring lifelong stays in remote 
and inaccessible institutions while ensuring that they re-
ceive the necessary support in their own surroundings. [1] 

Even forty years after the enactment of the 'Basaglia Law' 
in Italy, the country's psychiatric care system continues to 
rely on community-based approaches. Reforms, which are 
ongoing in many countries, emphasize the decrease in psy-
chiatric hospital beds and the duration of admissions, pro-
moting the importance of community-based care. Although 
the complete removal of psychiatric beds is not anticipat-
ed, as there may be situations in which hospital admission 
remains the best course of action, the emphasis is on inte-
grating a multidisciplinary approach. Involving patients 
within their communities can serve as a proactive measure 
in addressing the stigma, which frequently serves as a sub-
stantial obstacle to improving mental health. [2] 

Reforms in the care of psychiatric patients and the number 
of available psychiatric beds have transformed over time, 
reflecting the changing perspectives on mental health treat-
ment, human rights, and healthcare systems. A significant 

reform movement known as deinstitutionalization 

emerged in the mid-20th century. This movement entails a 
shift in the care of individuals with mental illnesses away 
from large, centralized psychiatric hospitals and towards 
community-based care and support services. Although 
deinstitutionalization and the reduction of psychiatric beds 
have brought about positive changes, they have also en-
countered challenges. In certain instances, concerns have 
arisen regarding insufficient funding for community-based 
services, resulting in gaps in care. Furthermore, issues 
such as homelessness and the involvement of individuals 
with mental illnesses in the criminal justice system have 
become pressing concerns in specific regions. [3, 4] 

The concept of a 'psychiatric bed' has evolved significantly 
over time and now refers to designated spaces within 
healthcare facilities, including psychiatric hospitals or spe-
cialized units within general hospitals in which individuals 
with severe mental health conditions receive inpatient care 
and treatment. Psychiatric beds represent a crucial compo-
nent of the mental health care system, and comprehending 
their importance and characteristics is essential for provid-
ing appropriate care to individuals in crisis and to those in 
need of intensive psychiatric treatment. [5] 

According to the "Presidential Report on the Assessment 
of Psychiatric Bed Needs in the United States" by the 
American Psychiatric Association, an inpatient psychiatric 
hospital bed is a specialized facility where individuals 
dealing with mental health issues receive continuous 
psychiatric supervision and care. The primary focus is  23 
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on addressing the symptoms of psychiatric illnesses, with 
an additional emphasis on providing support for any con-
current medical conditions. According to data collected 
from the Mental Health Atlas 2020, there were 14.5 mental 
health beds per 100,000 people, but their distribution was 
uneven across regions and income groups. Notably, the 
European Region had more beds compared to the African 
Region. High-income countries reported a significantly 
higher number of mental hospital beds and admission rates 
compared to low-income countries. [6] 

Interestingly, the data revealed a decrease in the reported 
number of inpatient beds since 2017, dropping from 12.5 
beds per 100,000 people in 2017 to 10.8 beds per 100,000 
people in 2020. However, it's important to note that the 
median number of admissions increased during this period. 
This could suggest shorter stays at inpatient facilities and 
more efficient utilization of available beds, reflecting po-
tential improvements in mental healthcare delivery. Ac-
cording to Eurostat, there were 73 psychiatric care beds 
per 100,000 inhabitants in the European Union in 2018. 
Belgium reported the highest rate of psychiatric care beds, 
with 135 beds available per 100,000 people. In contrast, 
Italy had the lowest rate, with only 9 psychiatric care beds 
per 100,000 people. [7] 

Community-based residential care facilities provide over-
night accommodation for individuals with mental health 
conditions. These facilities are typically not hospital-
based. In countries with low- and lower-middle-income, 
the reported number of such facilities was less than 0.05 
per 100,000 people. In contrast, high-income countries 
have a notably higher number of these facilities, with ap-
proximately 1.90 per 100,000 people. [7, 8] 

Outpatient care encompasses a wide range of services, in-
cluding public and private, non-profit, and 
for-profit facilities. This includes hospital-
based outpatient facilities as well as com-
munity-based mental health outpatient fa-
cilities offering various levels of care and 
support to individuals with mental health 
needs. [8] 

The primary objective of this systematic 
review is to conduct a comprehensive anal-
ysis of trends in the number of psychiatric 
beds across various large geographical re-
gions. Additionally, this review aims to 
examine arguments in support of and 
against the Penrose hypothesis. Ultimately, 
this article aspires to foster informed dis-
cussions and guide potential  

 

2. METHODOLOGY  

2.1. Search strategy 

A literature search was conducted in the 
PubMed online database, using 
"psychiatric beds" as keywords. The selec-
tion process was directed manually by re-
viewing titles, abstracts, and full-text arti-
cles in order to evaluate their relevance to 
the topic of the current review. The selec-

tion process followed the PRISMA 2020 flow diagram 
guidelines for new systematic reviews, ensuring a rigorous 
and structured approach for identifying pertinent research 
articles. The detailed PRISMA flow diagram is shown in 
Figure 1. [9] 

2.2 Inclusion/exclusion criteria 

The inclusion criteria for the literature search in the Pub-
Med database were as follows: (1) studies published be-
tween 1980 and 2023; (2) retrospective database studies or 
longitudinal descriptive studies; (3) studies conducted in 
large geographical areas with populations sharing similar 
demographic or economic features; (4) studies assessing 
the trends of psychiatric bed numbers and/or the prison 
population; and (5) full text of the studies available in 
English. These criteria were used to ensure that the select-
ed articles would be relevant to the research topic and 
would provide valuable insights into the trends related to 
psychiatric beds and prison populations in specific geo-
graphic regions. 

Articles were excluded from the analysis if they met any 
of the following criteria: (1) inappropriate study design or 
article format; (2) studies not related to the medical field 
or the concept of "psychiatric beds”; (3) no abstract availa-
ble in English; and (4) no full text available in English. 

2.3 Data collection 

Eligible articles were examined in full text. The general 
characteristics of the included articles are listed in Table 1. 
This review involved information extraction from articles, 
including the mean and median number of psychiatric 
beds, prison populations, forensic psychiatric beds, and 
outpatient care facilities. The rates were calculated as the 
number of beds per 100,000 individuals.  
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PRISMA flow diagram illustrating the selection of articles. 
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3. RESULTS 

Following the PRISMA 2020 flow diagram guidelines ini-
tially 1587 studies were identified. A total of 1482 studies 
were marked as ineligible by automation tools (filters ap-
plied in PubMed Database: Abstract, Free full text, from 
1980 – 2023). In the screening phase, 105 articles were 
analyzed by title and abstract and 85 were excluded. A 

pool of twenty articles underwent eligibility assessment, 
resulting in the inclusion of six articles in the review, fol-
lowed by a comprehensive analysis of their full texts. The 
comprehensive results were summarized in Table 1 to pro-
vide a convenient reference for readers to easily interpret 
the findings and Table 2 provides a definition of the terms 
used in each of the articles. 

Table continues on the next page 

Table 1. Synthetic presentation of extracted data  
Author 

Year 
Area Aim of the study Psychiatric beds 

number 
Forensic psychiatric beds and 

prison population 
Residential facilities/ 

Protected housing places 
Conclusions 

1. Mundt et 

al. (2022) 
46 countries in Sub-

Saharan Africa 

(SSA) 

To assess rates and 
trends of availability 
of psychiatric beds 
and the prison 
population across 
SSA countries from 
1990 to 2020 

-Median rates 
decreased from 3.0 
to 2.2 per 100,000 
population. 
(27 out of 46 coun-
tries showed de-
creased psychiatric 
bed rates) 

-The total number of forensic 
psychiatric beds increased by 
358.8% (28 out of 46 countries 
did not have information on 
specialized forensic psychiatric 
beds) 
-Prison population rates 
increased in 19 countries and 
decreased in 23 countries. 
-Median prison population 
rates decreased from 77.8 to 
71.0 per 100,000 population 
-The total number of impris-
oned individuals reported: 
788 699 à 853 351. 
  

-Median rates of places in 
residential facilities increased 
from 0.1 to 0.2 per 100 000 
-Mean rates of places in 
residential facilities increased 
from 0.5 to 0.8 per 100 000 
-The total number of report-
ed beds in residential facili-
ties: 1281 à 3912 (+205.4%). 
  

Comparison with OECD 
countries 
-In 2019: the mean rates of 
psychiatric beds in SSA 
countries were on average 
about 25 times lower than in 
OECD countries. 
-The mean psychiatric bed 
rates in SSA decreased be-
tween 1990 and 2020, which 
was in line with reductions in 
OECD countries. 
-The mean prison population 
rates also decreased in both 
groups of countries. 
-Rates of psychiatric beds 
decreased in most SSA from 
initially very low rates. 
-Prison population rates 
showed heterogeneous trends 
from rates comparable to 
OECD countries. Both indi-
cators showed a direct rela-
tionship with the income 
level. 

2. A.P. Mundt 

et al. 2021 
30 countries in 
CEECA - Central 
Eastern Europe 
and Central Asia 
 -Albania, Armenia, 
Azerbaijan, Belarus, 
Bosnia-
Herzegovina, Bul-
garia, Croatia, 
Czech Republic, 
Estonia, Georgia, 
Hungary, Kazakh-
stan, Kosovo, Kyr-
gyz Republic, 
Latvia, Lithuania, 
Moldova, Montene-
gro, North Macedo-
nia, Poland, Roma-
nia, Russian Federa-
tion, Serbia, Slovak 
Republic, Slovenia, 
Tajikistan, Turkey, 
Turkmenistan, 
Ukraine, Uzbekistan 

To assess changes in 
rates of psychiatric 
beds and prison 
populations in all 
CEECA countries 
from 1990 to 2019 

-In 29 out of 30 
countries, there was 
a documented 
decrease in the rates 
of psychiatric beds. 
-Total number of 
psychiatric beds 
decreased from 444 
737 to 279 739 (-
37%) 
  

-Specialized forensic psychi-
atric beds: 24.7% median 
increase 
The median change in rates 
of prison populations: 
-17% decrease in 15 post-
Soviet republics 
-95% increase in all 15 remain-
ing Eastern European countries 
-115% increase in the seven 
countries that were formerly 
part of Yugoslavia. 
-Rates of prison populations 
decreased in lower-middle-
income countries, while they 
increased in upper-middle-
income and high-income 
countries. 
  

-Rates of beds in residential 
facilities were reported for 
only 13 countries.  Data was 
mainly reported by high-
income countries. In most 
middle-income countries, data 
were unavailable. 

-In line with the Penrose 
Hypothesis, 57% of countries 
exhibited a pattern of declin-
ing psychiatric bed rates, 
coinciding with an uptick in 
prison population rates. 
-In 40% of countries, there 
was a simultaneous decline in 
both prison population rates 
and the availability of psychi-
atric beds. 
-Kosovo stands out as a 
unique country experiencing 
rising trends in both indica-
tors. 
-Countries that were formerly 
part of the Soviet Union 
(lower income levels): 
-showed a greater decrease in 
psychiatric beds than the 
other countries in CEECA. 
-also showed a decrease or 
lower levels of increase 
regarding prison population 
rates when compared with 
higher-income economies or 
non-Soviet countries. 

3. Chow WS, 

Priebe S. 2016 
Western Europe 
-11 European coun-
tries from different 
regions: 
-Northern Europe, 
including the British 
Isles (UK and 
Ireland) and Scandi-
navia (Denmark); -
Central Europe 
(Austria, Belgium, 
France, Germany, 
Switzerland, the 
Netherlands) 
-Southern Europe 
(Spain and Italy) 
-excluding the post
-communist 
 countries 

To identify changes 
in the number of 
places in built 
institutions provid-
ing mental 
healthcare in West-
ern Europe and to 
explore the associa-
tion between chang-
es in psychiatric bed 
numbers and chang-
es in other institu-
tions between 1990-
2012 

1990-2000 
- the average de-
crease was 42.5 beds 
per 100,000 inhabit-
ants 
  
2000-2012 
- the average de-
crease was 22.44 
beds per 100,000 
inhabitants 
  

1990-2000 
-prison population: an aver-
age increase of 21.82 
- forensic psychiatric beds: 
An average increase of 0.49 
  
2000-2012 
- prison populations: An 
average increase of 17.05 
- forensic psychiatric beds: 
An average increase of 0.76 
  

1990-2000 
-protected housing places: 
few data 
  
2000=2012 
-protected housing places: 
An average increase of 5.03 
facilities per 100,000 resi-
dents. 
  

- The number of psychiatric 
hospital beds decreased 
substantially. 
- At the same time, the num-
ber of forensic beds and 
prison populations have 
increased, while changes in 
protected housing have been 
inconsistent across countries 
with a tendency to increase 
too. 
- Reducing bed numbers and 
rising prison populations 
appear to go together, but 
they are not necessarily 
causally linked. 
- Wider political and social 
changes in society, as reflect-
ed by the gross domestic 
product, are the drivers for 
the changes. 
- Higher gross domestic 
product was linked with a 
larger prison population 
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Table continues from the previous page  

4. DISCUSSIONS  

The global decline in the number of psychiatric beds over 
the past decades emphasizes the importance of developing 
and implementing effective out-care strategies for psychi-
atric patients. While hospitalization may be necessary for 
some patients, particularly those experiencing acute psy-
chotic episodes, outpatient care and community-based sup-
port can effectively promote recovery, reduce stigma, and 
improve quality of life. [16, 17] 

Eighty years after the inception of the Penrose hypothesis, 
which suggests an inverse relationship between the availa-
bility of psychiatric hospital beds and the size of the prison 
population, neither confirmation nor rejection of this hy-
pothesis has been conclusively established [18]. 

The concurrent trends of decreasing bed numbers and in-
creasing prison populations may seem correlated, but they 
do not necessarily have a causal relationship. These chang-
es are driven primarily by political and societal changes, as 
evidenced by the gross domestic product. Additionally, 
higher gross domestic product has been associated with a 
larger prison population. [13, 14]  

The global median expenditure on mental health is 2.5 
dollars per person annually, ranging from 0.1 to 21.7 dol-
lars across World Health Organization regions. This ex-
penditure accounts for less than 2% of the overall govern-
mental health spending, and this disparity can be identified 
as a major contributing factor to the substantial gap be-
tween the demand for mental health services and the avail-
ability of interventions [19].   

Low-income countries had the lowest levels of psychiatric 
beds, with a small increase over time. There are significant 
differences high income and middle and low income coun-
tries in terms of the number of psychiatric beds, prison 
population, and outpatient facilities. In addition, speciali-
zed forensic psychiatric beds were typically unavailable in 
low and lower middle income countries. The exact num-
bers and trends of psychiatric and forensic psychiatric beds 
can vary significantly from one region or country to anoth-
er due to differences in healthcare systems, policies, and 
cultural factors. [10, 11] 

Countries that were formerly part of the Soviet Union have 
witnessed substantial declines in psychiatric bed  26 

 

Author 
Year 

Area Aim of the study Psychiatric beds 

number 
Forensic psychiatric beds and 

prison population 
Residential facilities/ 

Protected housing places 
Conclusions 

4. Mundt et 

al. 2012 
  
  
  
  
  
  
  

Post-Communist 
Countries 
-Azerbaijan, Bela-
rus, Croatia, Czech 
Republic, East 
Germany, Hungary, 
Kazakhstan, Latvia, 
Poland, Romania, 
Russia, Slovenia 

To assess indicators 
of institutionalized 
mental health care in 
post-communist 
countries between 
1989-2009, follow-
ing the political 
change and to 
explore whether the 
data are consistent 
with the Penrose 
hypothesis in that 
historical context. 

1989-1999 
- decreased in all 
participating coun-
tries 
  
1999-2009 
-  increased in the 
Eastern part of 
Germany, Kazakh-
stan, Poland 
  

1989-1999: Forensic psychiat-
ric bed numbers: increased in 
East Germany, and Russia, 
decreased in the Czech Repub-
lic, unchanged in Romania and 
Hungary 
1999-2009: Forensic psychiat-
ric bed numbers: increased in 
East Germany, Russia, Belarus, 
Poland; decreased in the Czech 
Republic; unchanged in Roma-
nia and Hungary 
-Rates of the prison popula-
tion per general population 
differ considerably: lowest 
rates in the former Yugoslavian 
countries; highest rates in 
former Soviet countries. 

Supported housing: 76% 
increase in the Czech Repub-
lic; a decrease in Russia; no 
data available from Romania 
and Kazakhstan 

- A decrease in psychiatric 
bed numbers occurred in all 
countries ranging from 11% 
in Croatia to 51% in the 
Eastern part of Germany. 
 - No significant correlation 
between general psychiatric 
bed numbers and prison 
population rates, forensic 
treatment places, or support-
ed housing capacities. 
 -De-hospitalization from 
general psychiatric hospitals 
occurred in all countries in 
the post-communist era, most 
pronounced in the decade 
directly after the political 
change in 1989–1999. 

5. Shields et 

al. 2022 
United States of 

America 
To explore trends in 
the quantity of 
inpatient 
 psychiatry beds and 
in-facility character-
istics between 2010-
2016 

-decreased by 0.9% 
-The number of 
psychiatric beds 
operated by: 
- system-owned 
hospitals increased 
by 39.8% 
- non-system-
owned hospitals 
decreased by 23.2% 
- for-profit hospi-
tals increased by 
56.9% 
-not-for-profits 
decreased by 5.4% 
- public hospitals 
decreased by 10.7% 

-The number of facilities and 
beds providing care to foren-
sic patients increased by 
19.4% and 11.2%, respectively. 

-no data -The overall number of 
psychiatric facilities and beds 
remained stable from 2010 to 
2016. 
 -The composition changed in 
terms of profit status, owner-
ship, chain affiliation and 
service characteristics. 
 -The number of psychiatric 
facilities and beds operated 
by for-profit companies 
increased substantially, 
especially beds in freestand-
ing psychiatric hospitals. 

6. Blüml et al. 

2015 
26 European coun-
tries: 
-Austria, Bulgaria, 
Croatia, Cyprus, 
Denmark, Estonia, 
Finland, France, 
Germany, Greece, 
Iceland, Ireland, 
Italy, Latvia, Lithua-
nia, Malta, Nether-
lands, Poland, 
Portugal, Romania, 
Slovakia, Slovenia, 
Spain, Sweden, 
Switzerland, United 
Kingdom 

To investigate the 
association between 
psychiatric hospital 
beds and prison 
populations between 
1993-2011 

-The number of 
psychiatric beds 
decreased in all 26 
countries ranging 
from -2.0% in 
Croatia to -88.2% in 
Italy. 
  

-Changes in the sizes of the 
prison population were more 
heterogeneous ranging from a 
considerable increase 
(+158.4% in Malta) to a 
marked decrease (-22.3% in 
Romania). 
-The mean and median of the 
Spearman correlation coeffi-
cients between psychiatric beds 
and prison population are -0.35 
and -0.49 (p =<0.01), respec-
tively, showing a significant 
negative association. 
-There is a notable positive 
correlation between the prison 
population and both the pas-
sage of time (year) and a coun-
try's gross domestic product. 

-no data -While Spearman correlation 
calculations showed a signifi-
cant inverse relationship 
between the number of psy-
chiatric hospital beds and the 
sizes of the prison population, 
these associations failed to be 
statistically significant in a 
mixed multivariable regres-
sion model. 
 -A reduction in psychiatric 
bed numbers is not associated 
with an increased prison 
population per se. 
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rates, with a median percentage change that is more than 
twice as high compared to other nations. A decrease in 
psychiatric bed numbers occurred in all post-communist 
countries and countries in Western Europe, Sub-Saharan 
Africa, Central Eastern Europe, and Central Asia. In the 
United States of America, between 2010 and 2016, the 
total number of psychiatric facilities and available beds 
remained relatively consistent, but there were notable 
changes in profit status, ownership, chain affiliations, and 
service characteristics. [12, 13, 14] 

A study from 2022 using the Delphi method, involving ex-
perts from high-income countries and low- and middle-
income countries, provided the first expert consensus on the 
minimum and optimal number of psychiatric beds globally. 
The suggested range for a suitable psychiatric bed rate was 
30 to 60 beds per 100,000 population, with 30 beds consid-
ered the minimum and 60 beds as the optimal number. The 
mental health budget has emerged as a significant factor in 
reaching a consensus on psychiatric bed planning. Insuffi-
cient budgets can contribute to both shortages and the inef-
ficient allocation of mental health resources. [20] 

A global consensus has been reached regarding the critical 
significance of effective discharge planning and the capa-
bilities of outpatient and residential services in the manage-
ment of inpatient mental health facilities. The quality and 
standards of mental health care were a significant concern, 
particularly in low- and middle-income countries. This like-
ly reflects the need for basic care standards, which not only 
include the physical infrastructure of beds but also require 
an adequate supply of human resources, medications, and 
equipment to effectively operate existing facilities. [19, 20] 

In a systematic review conducted in 2021, encompass-
ing insights from 106 publications across 25 coun-

tries, expert opinions on trends in psychiatric bed numbers 
were found to be partially contradictory, with no overarch-
ing consensus on the preferred direction of these trends. 
Some arguments in favor of maintaining or even increasing 
psychiatric bed numbers included concerns about insuffi-
cient and ineffective outpatient services, overly brief 
lengths of stay, and a shortage of beds impacting the quali-
ty of care. Conversely, opposing viewpoints suggested that 
maintaining or improving the quality of care can be 
achieved with fewer beds and that bed reductions can pro-
mote more effective utilization and development of existing 
community-based care options [16]. 

Adequate funding is essential for the development and 
maintenance of strong mental health systems. Budget con-
straints can limit the availability of important resources such 
as mental health facilities, trained professionals, and access 
to modern treatment methods. This can result in long wait-
ing lists, limited access to care, and inadequate treatment 
options. Underfunded systems may resort to outdated or 
suboptimal treatment approaches due to resource limita-
tions, which can negatively impact patient outcomes and 
quality of care. Investing in mental health can yield long-
term cost savings by alleviating the economic burdens asso-
ciated with untreated mental illnesses. This includes mitigat-
ing losses in productivity, reducing the need for heightened 
healthcare services, and reducing disability claims. 

 

5. CONCLUSIONS 

Within a well-structured care system, the expenses associ-
ated with supporting dependent individuals tend to be sub-
stantial, regardless of their place of residence. Transition-
ing individuals from single-budget institutions, which 
are typically managed from a single  27 

 

Table 2. Indicators collected 
Study Indicators collected 

 1. Mundt et al. 
(2022) 

Psychiatric beds = all beds in hospital settings provided to treat people with mental health problems in psychiatric hospitals or in psychiatric units in general 
hospitals, including beds for children and adolescents (private psychiatric beds were excluded when separately reported). 
Forensic psychiatric beds = any bed assigned for the assessment or treatment in forensic psychiatry ordered by law or courts. 
Beds in residential or housing facilities for people with mental disorders = included community-based mental health care facilities that provide overnight 
residence, mostly serving patients with stable mental illnesses and patients that do not require acute medical treatment (facilities for people with substance use 
disorders or intellectual disabilities, for elderly people, were excluded). 
Prisoners = all people in full-time incarceration in jails or prisons (excluding people on probation, parole, or serving alternative sentences that imply only 
daytime or nighttime in prison) [10]. 

2. A.P. Mundt et 
al. (2021) 

Psychiatric beds = any bed in hospital settings assigned to mental health treatment in psychiatric hospitals or in psychiatric units of general hospitals (+beds 
assigned to children and adolescent psychiatric care) 
Forensic psychiatric beds = any bed reserved for the evaluation or treatment in forensic psychiatry ordered by courts of law. 
Beds in residential or housing facilities for mentally ill people - including non-hospital community-based mental health facilities that provide overnight 
residence, usually serving users with relatively stable mental disorders not requiring intensive medical interventions. (facilities for people with substance use 
disorders, intellectual disabilities, and elderly people, were excluded). 
Prison populations = all individuals confined day and night in jails or prison facilities as pre-trial detainees or convicted offenders [11] 

3. Chow WS, 
Priebe S. (2016) 

 ‘Deinstitutionalization’ term refers to the closure or downsizing of former large asylums and the development of various services in the community [12]. 

4. Mundt et al. 
(2012) 

Penrose hypothesis: the availability of psychiatric hospital beds was inversely related to the prison population. 
General psychiatric bed numbers - all inpatient services in general adult psychiatry, child, and adolescent psychiatry (excluding day hospitalizations, psy-
chosomatic or psychotherapeutic wards). 
Forensic psychiatric beds. The number of forensic treatment cases was taken as an indicator only if the number of beds was not available. 
Prison population rates include pretrial detainees and convict offenders. 
The supported housing services - services for the chronically mentally ill, the mentally disabled (if separate from the physically disabled), persons with 
chronic substance use, homes and communities for the mentally ill, and various forms of protected accommodation schemes (homes for old people and demen-
tia facilities were not considered) [13]. 

5. Shields et al. 
(2022) 

Key hospital characteristics used: 
- psychiatric bed count 
- hospital ownership (system-owned, non–system-owned) 
- hospital profit status (for profit, not for profit, public) 
- hospital type (free-standing psychiatric, general acute care) 
- chain ownership (common ownership with at least two freestanding psychiatric hospitals) 
Secondary characteristics included: 
-treatment of forensic psychiatric patients 
-provision of outpatient psychiatric care 
-provision of substance use disorder treatment [14]. 

 6. Blüml et al. 
(2015) 

Penrose hypothesis: Inadequate provision of psychiatric treatment for individuals with severe mental disorders is believed to be associated with elevated rates 
of criminal activity and subsequent incarceration among this population. 
The prison population and psychiatric bed variables were adjusted to a scale of 100,000 inhabitants, in relation to the gross domestic product (GDP) per capita 
[15]. 
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about the excessive use of inpatient care, lengthy waiting 
lists for available beds, and the need to find a balance be-
tween offering inpatient care and providing community-
based services in order to establish a comprehensive and 
efficient mental healthcare system. 

In summary, psychiatric beds play a crucial role in mental 
healthcare, serving as a vital resource for individuals ex-
periencing acute crises or coping with severe and persis-
tent mental illnesses. Effective mental health care systems 
strive to find a balance between inpatient and community-
based care to provide individuals with the most appropri-
ate and least restrictive treatment options. 
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financial source to community-based settings with multiple 
budgetary streams can lead to a variety of outcomes and 
effects. The array of services should be designed to accom-
modate individuals who can thrive with minimal assis-
tance, enabling them to live independently, as well as those 
who require continuous support from staff to perform vari-
ous daily activities. In addition, the service spectrum 
should include provisions for evaluating and addressing 
their psychiatric needs.  

The establishment of new services can be a time-
consuming process, often requiring several years to set up. 
Moreover, existing services may display resistance to 
change. As a result, decision-makers should strategically 
plan for a flexible and adaptive system of community-
based services capable of meeting the diverse needs. Peo-
ple with mental disorders requiring transition from institu-
tional to community settings. 

The concept of “psychiatric beds” is not without its share 
of challenges and controversies. These include concerns 
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