
GOOD RESULTS IN PSYCHIATRIC 
HEALTH CARE AND FACTORS 
AFFECTING THEM IN FINLAND 
AND IN GREECE

Abstract in Finnish

HELMI
TIRI

Faculty of Medicine,
Department of Nursing Science and

Health Administration,
University of Oulu

Joint Authority of Kainuu Region

OULU 2005





HELMI TIRI

GOOD RESULTS IN PSYCHIATRIC 
HEALTH CARE AND FACTORS 
AFFECTING THEM IN FINLAND 
AND IN GREECE

Academic Dissertation to be presented with the assent of
the Faculty of Medicine, University of Oulu, for public
discussion in the Martti Hela Hall of the Research and
Development Centre of Kajaani (Seminaarinkatu 2), 
on June 17th, 2005, at 12 noon

OULUN YLIOPISTO, OULU 2005



Copyright © 2005
University of Oulu, 2005

Supervised by
Professor Juhani Nikkilä

Reviewed by
Professor Jukka Aaltonen
Professor Ismo Lumijärvi

ISBN 951-42-7752-X (nid.)
ISBN 951-42-7753-8 (PDF) http://herkules.oulu.fi/isbn9514277538/

ISSN 0355-3221 http://herkules.oulu.fi/issn03553221/

OULU UNIVERSITY PRESS
OULU  2005



Tiri, Helmi, Good results in psychiatric health care and factors affecting them in
Finland and in Greece 
Faculty of Medicine, University of Oulu, P.O.Box 5000, FIN-90014 University of Oulu, Finland,
Department of Nursing Science and Health Administration, University of Oulu, P.O.Box 5300,
FIN-90014 University of Oulu, Finland; 
Joint Authority of Kainuu Region, Sotkamontie 13, FIN-87140 Kajaani, Finland 
2005
Oulu, Finland

Abstract

The aim of this study was to compare the development of the psychiatric health care services, the
views about what things can be regarded as good results in psychiatric health care and the factors
affecting on them in Finland and in Greece. The study can be used as a point of reference when
developing and comparing mental health indicators in and between the European countries. 

The psychiatric health care services in both the countries appeared to have gone through similar
phases of development: isolation, psychopharmacal treatment, work and other activities,
psychotherapies and finally, patient-oriented combination of all the methods. The number of
psychiatric in-patient beds has decreased in mental hospitals and increased in general hospitals, and
the number of rehabilitation and service homes has also increased. 

The data sets were collected by interviews and from written documents and statistical data sets
concerning Finland and Greece (OECD health care data set 2000, European Commission 1997,
1999a, 1999b, 2000, 2001, World Health Organization 1996a, 1996b, 2001a, 2001b). In Finland 44
workers and decision-makers were interviewed within the area of one hospital district, and in Greece,
35 workers were interviewed in two psychiatric hospitals. The qualitative data sets were analyzed
with methods of content analysis. The international and national quantitative data were analyzed for
similarities and differences. The frame for the comparison was outlined based on the literature and
the results of the interviews.

In both countries, good results in psychiatric health care included well-being, functional abilities,
service capacity and economy. Well-being in both the countries meant alleviation of the symptoms
of the illness and satisfaction of the basic physical, psychic and social needs. In Finland patients'
positive feelings were emphasized, while in Greece, the value of of equal rights for sick and healthy
people was underlined. Functional abilities included the ability to take care of one's everyday life. In
Greece the long-term mental patients needed to relearn the skills of daily living, while the Finnish
system emphasized patients' ability to use the skills they had but did not use because of their illness.
Adequate service capacity in Greece meant the accessibility of the services close to each person's
place of residence, while in Finland possibilities to get information and guidance about matters
concerning oneself and one's relatives were considered especially important. Economy meant the
relationship between the costs and the results. In Greece patients needed sufficient pensions to be able
to live outside the hospital. In Finland the challenge was to produce sufficiently high-quality services
with the available resources. 

The factors affecting good results were related to the patient/client and his/her relatives, the health
care staff, the methods of treatment, the organization of the system of care and the society in question.
The importance of the patient's family, the professional skills of the staff, and the availability of both
outpatient and inpatient treatment and medication were emphasized.

Keywords: comparative research, economy, functional abilities, good results, psychiatric
health care, service ability, well-being
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Tiivistelmä
Tutkimuksessa vertaillaan psykiatrisen terveydenhoidon kehitystä sekä käsityksiä hoidon
tuloksellisuudesta ja siihen vaikuttavista tekijöistä Suomessa ja Kreikassa. Tutkimusta voidaan
käyttää yhtenä esimerkkinä kehitettäessä psykiatrisen hoidon indikaattoreita ja maiden välisiä
vertailuja Euroopassa. 

Tulosten perusteella psykiatrisessa terveydenhoidossa on havaittavissa molemmissa maissa tietyt
kehitysvaiheet: eristäminen, lääkitys, työ ja toiminta, psykoterapiat, ja viimeisimpänä edellä
mainittujen potilaslähtöinen yhdistäminen. Sairaalapaikkojen määrä psykiatrisissa sairaaloissa on
vähentynyt ja yleissairaaloissa lisääntynyt molemmissa maissa ja kuntoutus- ja hoitokotien määrä on
lisääntynyt.

Aineisto koottiin haastatteluilla, kirjoitetuista asiakirjoista sekä tilastotiedoista psykiatrisesta
terveydenhoidosta Suomessa ja Kreikassa (OECD health care data set 2000, European Commission
1997, 1999a, 1999b, 2000, 2001, World Health Organization 1996a, 1996b, 2001a, 2001b).
Suomessa haastateltiin 44 työntekijää ja päättäjää yhden sairaanhoitopiirin alueella, Kreikassa 35
kahdessa sairaalassa. Laadullinen aineisto analysoitiin sisällönanalyysimenetelmällä.
Kvantitatiivisesta, kansallisista ja kansainvälisistä lähteistä kootusta aineistosta etsittiin
samankaltaisuuksia ja eroavuuksia. Vertailun viitekehys muodostettiin kirjallisuuden ja
haastattelujen tulosten perusteella.

Psykiatrisen terveydenhoidon tuloksellisuus on molempien maiden tiedonantajien mukaan hyvää
oloa, toimintakykyä, palvelukykyä ja taloudellisuutta. Hyvä olo tarkoittaa sairauden oireiden
lieventymistä ja psyykkisten, fyysisten ja sosiaalisten perustarpeiden tyydyttymistä. Suomessa
korostettiin potilaan myönteisiä tunteita, kreikassa ihmisarvoa samanlaisin oikeuksin kuin muillakin
ihmisillä. Toimintakyky sisältää kyvyn huolehtia jokapäiväisen elämän vaatimista tehtävistä.
Kreikassa pitkään sairastaneilla oli tarve opetella uudelleen alusta jokapäiväisen elämisen taitoja,
Suomessa korostettiin sairauden vuoksi käyttämättömänä olevan osaamisen elvyttämistä.
Palvelukyky tarkoitti Kreikassa palvelujen saatavuutta läheltä asuinpaikkaa, Suomessa tiedon ja
ohjauksen saamista itseä ja läheisiä koskevissa asioissa. Taloudellisuus tarkoittaa kustannusten ja
tulosten välistä suhdetta. Kreikassa potilaiden tulee saada parempia eläkkeitä kyetäkseen asumaan
sairaalan ulkopuolella, Suomessa haasteeksi koettiin hyvän hoidon mahdollistaminen olevilla
voimavaroilla.

Tuloksellisuuteen vaikuttavat tekijät liittyivät potilaaseen/asiakkaaseen ja hänen läheisiinsä,
hoitavaan henkilökuntaan ja hoitomenetelmiin, hoidon organisointiin sekä yhteiskuntaan, jossa
eletään. Molemmissa maissa korostettiin potilaan läheisten merkitystä, henkilökunnan ammattitaitoa,
hoitopaikkoina sekä avo- että sairaanhoitoa ja lääkehoitoa.

Asiasanat: hyvä olo, palvelukyky, psykiatrinen terveydenhoito, taloudellisuus,
toimintakyky, tuloksellisuus, vertaileva tutkimus





 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  Heikille 
  Minnalle, Sannalle, Outille ja Päiville 

 
 

Think about what you really want 
because you will have no possibility to start from the beginning 

again 
Mieti mitä todella tahdot, 

koska takaisinpaluuta ei ole 
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1 Introduction 

The purpose of this study was to compare the development of the psychiatric health care 
services available for adults in Finland and Greece and Finnish and Greek people’s views 
of psychiatric health care: what things can be considered good results in psychiatric 
health care, and what factors affect them. The statistical information used to supplement 
the qualitative data broadens the picture of the situation in the selected contexts. The aim 
is to enhance our knowledge and understanding of psychiatric health care services 
available for adults in Finland and in Greece. The results can be used in the international 
co-operation and to assess, compare and develop services and to make further decisions 
about the indicators to be used in national and international comparisons of psychiatric 
health care.  

Finland lies at the very northern periphery of Europe, while Greece, officially called 
the Hellenic Republic, is located in southeastern Europe. The surface area of Finland is 
2.5-fold compared to that of Greece, but Greece has twice as many inhabitants as Finland 
(table 1). The most densely populated areas of Finland are in the southern and western 
parts of the country. Almost one fifth of the Finnish population lives in the greater 
Helsinki area. The percentage of urban population in 1999 was about 60%. 

More than three million out of the ten million Greek people live in Athens, while the 
rest are mostly dispersed in rural towns and villages. The terrain of Greece is 
mountainous, and there are about 400 inhabited islands with difficult access. (McCarthy 
& Rees 1992, WHO 1996a, WHO 1996b.) Greece has been an independent state nearly a 
hundred years longer than Finland. It has belonged to the European Union fourteen years 
longer than Finland (WHO 1996a, WHO 1996b). In 1999, the proportion of people 
getting their incomes from agriculture was almost threefold in Greece compared to 
Finland. In 1999, Greece had a sevenfold capacity for tourist accommodation (hotels, 
etc.) (7946) compared to Finland (1004). (European Commission 2001.) Families usually 
have one or two children in both countries (OECD Health Data 2000). 

Education is free of charge and compulsory for nine years in both countries. In 1999, 
the percentage of population aged 25-29 having completed at least senior secondary 
education was 74.5% in Finland and 53.9% in Greece. The majority of Greeks belong to 
the Greek Orthodox Church, and the majority of Finns to the Evangelic-Lutheran Church. 
(WHO 1996a, WHO 1996b, European Commission 1999b, 2001.) 
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Table 1. Demographic and socio-economic details of Finland and Greece (WHO 1996a, 
WHO 1996b, European Commission 1999b, 2001). 

 Finland Greece 
Geographical 
location - latitude 

Between 60 and 70 degrees Between 35 and 42 degrees 

Surface area 338145 km2 131957 km2 
Inhabitants about 5.1 million in 1997 about 10.5 million in 1997 
Year of 
independence 

1917 1830 

Wars 1918 Civil war 
1939-1940 Winter war 
1940-1941 Continuation war 
1944-1945 Lapland war 

1913 Crete and the Aegean islands were 
incorporated into Greece 
1941-1944 Germans occupied the country 
1946 Civil war 
1947 The Dodecanese islands were 
restored back to Greece  
(1967-1974 Military dictatorship) 

Government Republic During 1832-1972 a kingdom 
Since 1973 a republic 

Language Finnish and Swedish Greek 
Member of EU from 1995 from 1981 
Member of NATO no from 1949 
Climate warm and light summers, dark and cool 

winters – snow all over the country 
in Helsinki in July +12-220C, 
in February –9- -40C 

Mediterranean climate 
In Athens in July 23-330C, in February 6-
130C 
In winter snow on the mountains 

Nature about 65% forest, 10% water,  
8% cultivated land 

70% of land area mountainous, 
20% forest, 30% cultivated land 

Taxation Municipal taxes, state taxes, church taxes Municipal taxes, state taxes 
Religion Evangelic-Lutheran Church (86%) Greek Orthodox Church (98%) 
Education Compulsory school age from seven to 

fifteen 
Compulsory school age from six to 
fifteen 

Literacy rate  100% 94% 
Source of income (in 
1997) 

agriculture 6.4% 
industry 27.7% 
services 65.9% 

agriculture 17.0% 
industry 22.9% 
services 60.1% 

Gross domestic product (GDP) in items of purchasing power standards per head in 1994 
was 15099 in Finland and 10561 in Greece, the medium in Europe being 16641 
(European Commission 1997). In 1999, it was 20886 in Finland and 14277 in Greece, 
that in EU being 20613. (European Commission 2000.) 
Final household consumption was twofold in Finland compared to Greece (European 
Commission 2000, table 2).  
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Table 2. Final household consumption per head (in constant European Currency Units) 
in Finland and in Greece (European Commission 2000). 

Year Finland Greece Europe  
1982 6955 2877 6099 
1985 9454 4176 7741 
1997 10968 5217 9659 



2 Purpose of the study and research questions 

Using the means of comparison, the purpose of this study was to increase knowledge and 
understanding concerning similarities and differences in the psychiatric health care 
services for adults in Finland and Greece. The findings of the study can be used to 
facilitate international cooperation, to develop and compare services, and to choose 
indicators to be used in international comparisons of psychiatric health care. People’s 
views deepen and confirm the information about the contents of the indicators. The 
statistical information used--according to the selected framework-- along with qualitative 
data, broadens the picture of situations in selected contexts. Through comparisons, the 
researcher systematically explains and/or interprets the differences and/or similarities 
between the studied subjects. 

The areas of comparison in this research were: 

1. The development of psychiatric health care services in Finland and Greece 
2. Views about good results in psychiatric health care in Finland and Greece 
3. Views about factors affecting good results in Finland and Greece 

This comparative study got its very start from the study Charge nurse as a manager (Tiri 
1994), in which management by results was the theoretical background.. This increased 
my personal interest in people’s views on good results in psychiatric health care and 
factors affecting these positive results. I also wished to compare situations and people’s 
perspectives regarding psychiatric health care in different countries--in this case, those in 
Finland and Greece. People’s views guide their actions and should therefore be 
recognized and considered when planning and implementing services (McKenna 1999). 
The framework for the comparison arose from interviews, literature, and data sets 
collected from both countries. Since I had worked in psychiatric health care, I had some 
existing understanding of the topic. Before collecting the Finnish data, I had read studies 
and literature concerning the subject. After the analysis of the data, I systematically 
searched for earlier studies and reflected the results of the analyses with them.  

Next, I compared the development of psychiatric health care, views about good results 
around this issue, and factors which have affected the views and development of 
psychiatric health care in these two countries. In chapter three, after defining good results 
in service activities in general, and good good results in health care, good results in 
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psychiatric health care will be discussed. Factors affecting these good results will be 
considered in chapter four. The methodology of comparative study is presented in chapter 
six, and ethical considerations in chapter seven. Chapter eight covers data collection and 
analysis. The development of psychiatric health care services, views about good results in 
this field, and affecting factors are described and compared between Finland and Greece 
in chapter nine. The tenth chapter will discuss the findings of the study, as well as its 
validity and restrictions. Finally, conclusions of this study and topics for further studies 
are presented. 



3 Good results of service activities 

3.1  Components of good results in the service activities 

Good results of service activities refer to the criteria, which are used to evaluate how 
good a function is. Good results imply success. The term good result can be defined in a 
limited sense as the degree to which a goal is attained, which makes good result 
synonymous with the term effectiveness. It can also be used in a broader sense as a 
concept, which includes productivity and/or economy, effectiveness and service ability 
(which can be further divided into internal and external service ability). The use of result 
indicators became common in the public sector as a consequence of management by 
objectives and management by results in the seventies and eighties. Result indicators 
originated in Taylor´s work of emphasizing the exact measuring of results as a part of 
scientific management. (Taipale 1988, Meklin 1989, Hiironniemi 1992, Lumijärvi 1997, 
Lumijärvi 1999).  

Hiironniemi (1992) has defined good results of activities as consisting of the following 
components: external effectiveness/cost-effectiveness, external service ability, and 
internal service ability and productivity/economy (fig.1). Citizens’ needs form the basis 
for production of the services.  

EFFECTIVENESS
COST-
EFFECTIVENESS

EXTERNAL
SERVICE ABILITY

EXTERNAL

INTERNAL
SERVICE ABILITY

PRODUCTIVITY
ECONOMY

INTERNAL

GOOD RESULTS

 

Fig. 1. Parts of good results of activities (Hiironniemi 1992). 
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Kaplan & Norton (1996) have defined good results of a business organization as an 
aggregate of financial and customer perspective, learning and growth of the staff, and 
fluency of processes. The underlying basis of good results is the vision and strategy of the 
organization. In order to measure the good results of the activities there is the need for 
assessment and decision making about the level of the indicators on which the 
achievements are desired. (Kuusela 2001.) 

The Commission for Local Authority Employers in Finland (2003) has defined the 
components of good results (fig.2) according to balanced scorecard (Kaplan & Norton 
1996). The first one is effectiveness, sufficiency and allocation of the services. The 
second is quality of the services and client satisfaction, accessibility of the services and 
co-operation between the service units. The third component includes productivity, 
economy and fluency of the service processes and the fourth one efficiency of the staff, 
like know-how, innovativity, job satisfaction, motivation and working ability. The 
components are in continuous interaction with each other. 

Fig. 2. Components of good results according to the Balanced Scorecard (Kaplan & Norton 
1996). 

Productivity as a component of good results means the relation between the output--in 
other words, the amount of performances--and the input needed to produce it (Ahonen 
1985, Taipale 1988, Kunnallinen työmarkkinalaitos 1989, 2003, Hiironniemi 1992, Uusi-
Rauva 1993). Productivity can be divided into productivity of labour, capital and material 
input. Productivity of labor refers to the relation between the work input and output. The 

Customer perspective 
- effectiveness, 
- sufficiency and  

allocation of   
services

Internal processes 
- quality of the services and  
- client satisfaction,  
- accessibility of services 

and cooperation.

Financial perspective 
- productivity, 
- economy and 

fluency of service 
processes

Learning and growth
perspective
- efficiency of the staff,  
  know-how,      
  innovation,   job  
  satisfaction, motivation 
  and working ability 

VISION 
AND 

STRATEGY 
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work input consists of working time, working hours, and working years. It also means 
occupied posts, the number of staff, and the costs of labour. (Liukkonen & Suurnäkki 
1994, Sinkkonen & Kinnunen 1994, Vartiainen 1994.) While developing the productivity 
of activities, attention is directed upon developing technology, production methods, 
enterprise organizations, business administration, and education of the staff. An increase 
in productivity improves competitive ability and alleviates the pressure to raise prices. 
(Kuparinen 1993.) 

Economy means the relation between costs and output; in other words, how much 
financial resources have been used to achieve a certain amount of outputs. Economy is 
manifest in the attempt to provide as many high quality outputs as possible at the lowest 
possible cost. (Taipale 1988, Meklin 1989, Hölttä 1991, Hiironniemi 1992, Jyrkkiö & 
Riistama 1994, Vartiainen 1994, Kunnallinen työmarkkinalaitos 1998, 2003, Lumijärvi 
1998.) Costs can be divided into variable costs and fixed costs. Fixed costs of a working 
unit come from rents, heating, and cleaning, for instance. The variable costs include, 
among other things, salaries, overtime compensations, supplies and repair and service of 
the machines. (Jyrkkiö & Riistama 1994.) Kaplan & Norton (1996) describe from the 
financial perspective there to be three kinds of firms, depending on whether the business 
is in a growth, sustain, or harvest stage. Growth businesses have products or services with 
significant growth potential. Financial objectives are based on sales volumes, existing 
and new customer relationships, and process development. A business unit in a sustain 
stage must earn excellent returns on invested capital. These firms are expected to 
maintain their existing market share and perhaps to grow in some area from year to year. 
Harvest businesses want to get profit from their investments. They have reached the 
mature phase of their life cycle. The same phenomenon can be seen in health care. 
Growth businesses in the health care industry, during the last ten or twenty years, have 
consisted of private services and nursing homes, for instance. These businesses receive 
their income from the patients or residents and the municipalities or the state, depending 
on the country and the region. In Finland and Greece, the number of these private 
services and homes has increased since the 1970’s. A critical challenge for the homes in 
the sustain and harvest stages is keeping the clientele settled and making a profit from the 
work, while maintaing a high quality of service. (Venla-workgroup 1995, Tsiandis 1995).  

Effectiveness of the activities means the ability to satisfy the client’s needs and to 
achieve the goals which have been set. The goals can be set by society or on the basis of 
the needs of the citizens. Effectiveness can be measured by the change in client 
situations, which has been achieved by the activities. (Kunnallinen työmarkkinalaitos 
1989, Alander et al. 1990, Hölttä 1991, Hiironniemi 1992, Lumijärvi 1999.) Effectiveness 
can include evaluation of sufficiency and allocation of services. It can be measured by 
asking the clients what is of benefit of the activities to them, taking into account the 
number of clients and the number of those queuing for services and getting services. 
Effectiveness is also measured by assessing the allocation of services, the extent of 
services for each group, and the resources used for the services for each group. 
(Kunnallinen työmarkkinalaitos 2003). Cost-effectiveness is the relation between the 
costs and the effectiveness and quality of the services. The smaller the ratio, the more 
effective the operation is. (Hiironniemi 1992, Liukkonen & Suurnäkki 1994, Kunnallinen 
työmarkkinalaitos 2003).  
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Service ability, quality of the services and client satisfaction all reflect the ability of 
the organization to produce a sufficient amount of good quality services. More 
specifically, this means quality of the direct service situations and meetings with the 
clients, as well as suitability of services to the client’s needs. Internal service ability 
includes the continuity and the fluency of the production of services, the number and 
structure of the staff, skills and educational activities, innovation, motivation and job 
satisfaction, working atmosphere, social functional abilities, and working abilities. 
External service ability indicates the quality of interaction between the producer and 
receiver, the suitability of services, satisfaction of the client and his/her experiences 
regarding the proficiency of the services. Factors affecting service ability include the 
structure and the culture of the organization, competency of the staff, co-operation, 
working circumstances, and working atmosphere. The underlying basis of service ability 
is the vision and strategy of the organization. Vision is the wisdom concerning a 
common, shared and wanted future, for which we are ready to work. Strategy includes the 
mission and the purpose of the existence of the organization. (Hiironniemi 1992, 
Liukkonen & Suurnäkki 1994, Lumijärvi 1994, Kaplan & Norton 1996, Lumijärvi 1999, 
Mooraj et al. 1999 Kunnallinen työmarkkinalaitos 2003.)  

According to Hiironniemi (1992), productivity and economy reveal the financial 
dimension in the good results. Effectiveness and service ability reveal success in the 
contents of the activities without paying attention to economy.  

The success of any organization depends on its ability to understand and satisfy the 
needs and expectations of customers. The desired results are achieved more efficiently 
when related resources and activities are managed as a process. The organization needs 
also to identify its employees’ needs and expectations for recognition, work satisfaction, 
competencies, and development of knowledge. Such attention helps to ensure that the 
involvement and motivation of people is as strong as possible. (Kaplan & Norton 1996.) 
Quality of the staff resources can be described according to the quality of the manager-
employee relationship, co-operation in the working place, working ability, working 
conditions, working atmosphere, and communication (Kunnallinen työmarkkinalaitos 
2003).  

3.2  Good results in health care 

Lumijärvi (1999) described the areas important to be measured when evaluating good 
results in health care. They were: 1) cost effectiveness, sufficiency and management of 
allocation; 2) quality of services, client satisfaction, co-operation between service units 
and accessibility of services; 3) fluency, economy and productivity of the service process; 
and 4) skill, regenerative capacity, strength and job satisfaction of the staff. According to 
Lumijärvi (1999), effectiveness in health care means alleviation of the client’s/patient’s 
suffering, ability to recover and quickly become fit for work.  

Modes of evaluating the effects of health care consist of people’s personal opinions 
about the success of care, satisfaction with care, positive changes in the patient’s 
condition or behavior, prevention of the recurrence of the illness, avoidance of more 
strenuous treatment, becoming able to work, speed of recovery, alleviation of pain, 
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number of check-ups and life expectancy. The benefits/injuries caused to the clients by 
care can be measured, as also the sufficiency of the services for a certain group of clients, 
the number of the clients/people in need of services, the number of those waiting for 
services and the resources for certain services. Success in the quality of services means 
the attainment of positive outcomes. The quality of services can be evaluated by, for 
instance, asking about admission to services and about the service situations. (Lumijärvi 
1999.) 

Donabedian (1980) has defined outcome in health care as a change in the patient’s 
current and future health status. His notion of health includes physical, social, and 
psychological aspects. Any assessment of the quality of care should, according to 
Donabedian, include elements of structure, process, and outcome. Structure includes the 
human, physical, and financial resources that are needed for care. The presence of health 
insurance is one aspect of structure. Process means the set of activities that goes on 
within and between practitioners and patients. Changes in the process of care, including 
variations in its quality, affect the results of care. 

According to Kalkas (1991), goals in health care can be defined in a utilitarian sense 
as things useful, beneficial, necessary, and healthy or in a hedonistic sense as the amount 
of joy, pleasure, and aspirations. Hedonistic goals can be set only by the individual 
him/herself.  

World Health Organization (WHO 2001b) has published the International 
Classification of Disability and Health (ICF). The aim of the classification is to provide a 
conceptual framework for describing health and health-related states. It is also an 
instrument for the comparison of data across countries, health care disciplines, and time. 
The classification includes body functions and structures, activities and participation, 
environmental factors, and personal factors. Each component can be expressed in both 
positive and negative terms. Each component consists of different domains with 
categories and units of classification. As an example the part “Activities of participation 
as a part of ICF” has been described in appendix 2. 

3.3  Good results in the psychiatric health 

3.3.1  Task of the psychiatric health care 

The task of psychiatric health care is to prevent and diagnose mental illnesses and to care 
for and rehabilitate mentally ill people. In modern psychiatric health care the human 
being is seen as a biopsychosocial whole. Biological, psychological and social factors 
affect the development of mental disorders. This kind of thinking emphasizes the need to 
combine different approaches in understanding the reasons of diseases and in caring. The 
biological, psychological and social methods of treatment are interrelated. In the 
assessment of the need for treatment the circumstances of the patient and his/her family 
and the services available must be considered. The methods used in the treatment must be 
chosen individually in order to meet appropriately the needs of each patient. (Achté et al. 
1990, Isohanni 1996, Lassila 1998, Latvala 1998, Aaltonen et al. 2000)  
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Mental health work includes besides the curative also promotive and preventive 
approaches directed at persons, groups, and communities. In promotion of health the 
possibilities of normal life are supported. Prevention includes for instance actions for 
relapse prevention and early detection and intervention. According to Lavikainen et al. 
(2001) mental health work is done in primary health care, specialized health care, social 
services and in co-operation with other agencies and groups, including consumer and 
carer associations. They define it to be more than psychiatric treatment. In this study term 
mental health care when used includes psychiatric health care. 

Barker (1999) defines psychiatric nursing as a part of psychiatric health care to be an 
interactive, developmental human activity, which is more concerned with the future 
development of the person than with the origin or causes of his/her present mental 
distress. Psychiatric nursing aims to establish conditions for the promotion of the person’s 
growth and development – within the limitations of their personalities and the restrictions 
imposed upon them by their illness or their circumstances. Nursing is focused upon 
everyday life – the person’s relationship with him/herself, and others within the context 
of his/her interpersonal world. Nursing involves a process of mutual influence between 
the patient and the nurse. 

In order to be able to compare the policies and the results in mental health care, a 
project coordinated by Stakes (National research and development center for welfare and 
health, Finland) was started in 1999 for establishing the mental health indicators in 
Europe (Appendix 1.). They will be included into a comprehensive European health 
monitoring system. The European Community Health Indicator Project (ECHI) has 
planned the structure of the future Health Indicators Exchange and Monitoring System 
(HIEMS). The domains of the mental health indicators suggested were: demographic and 
socio-economic indicators, health status, determinants of health, and health systems. 
They indicated aspects of the state of mental health in the community. The indicators 
include both aspects of results and affecting factors. (Korkeila 2000, Stakes & European 
Commission 2001, Appendix 1.) 

3.3.2  Effectiveness in psychiatric health care 

Lahtinen et al. (1999) presented a functional model of mental health to be a process or a 
state of equilibrium, in which mental health is defined by past and present antecedents, 
personal resources, life events, social interaction, and various consequences. The process 
of mental health is reflected in the person’s experiences and interactions with other 
people. As consequences, the authors present the level of wellbeing, physical health, 
symptoms, knowledge, and skills, the quality of relationships, sexual satisfaction, and use 
of services, productivity, and public safety.  

Previous studies on good results in psychiatric health care have concentrated on 
examining effectiveness and service ability, especially the effects of care on the sick 
person’s life. They have much in common, even though they have been carried out in 
different countries and cultures and the target groups have been different, which makes 
generalization of the results difficult or impossible. In comparative health care research, 
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there is a need for internationally standardized and reliable measurements. (Slade et al. 
1999.) 

The results of Lehman’s studies (1982, 1983) reveal that, in order to improve the 
quality of long-term patient’s life, attention should be paid to residential safety, 
maintenance of the skills needed in everyday activities, and improvement of the patients’ 
financial resources. The patients’ living conditions affect their recovery: getting well, 
improvement of functional abilities, and improvement of physical condition. The 
following aspects of this process are supportive: having a family, being employed, good 
financial resources, and positive changes in one’s life. Morbidity rates were higher among 
unemployed than employed people.  

Nikkonen (1996) studied caring in the preparation of long-term patients for 
community care in 1977-1988. The results showed that the primary aim of caring was 
patients’ well-being, comfort, and ability to leave the institution. The other aims were to 
become healthier, to be able to handle social situations, and to cope with the illness. After 
that, an effort was made to obtain independence, an ability to handle social situations, and 
to accept and cope with the illness. In 1987-1988, the aim was to make the patients aware 
of the symptoms of their illness and the problems in everyday life and to make sure that 
they were able to cope with them outside the hospital.  

Cuffel & Fischer (1997) developed an instrument for assessing the outcomes of 
treatment for schizophrenia. The outcome domains were clinical status, functional status, 
and humanitarian and public welfare. Clinical status indicators were used to assess 
symptom severity, frequency of hospitalization, and death. Functional status indicators 
were used to assess the performance of the activities of daily living, the degree of 
independent living, involvement in leisure activities, involvement in social relationships 
and activities, occupational and educational activities, and general health. Public welfare 
indicators consisted of illegal activities and other problems with the legal system and 
disturbed or disruptive behaviors. Humanitarian indicators consisted of self-reports of 
general life-satisfaction and satisfaction with friendships and social relations as well as 
living arrangements. 

The word ‘well-being’ has been used in the same sense and with the same content as 
“welfare”. It has been defined to mean mental and physical health and living conditions. 
(Syväoja et al. 1995). Apart from the interdependencies between the individual and 
his/her environment, the concept also refers to culturally bound subjective and objective 
phenomena. In psychiatric health care, the aim is to make the results of subjective and 
objective assessments of well-being as convergent as possible and to highlight in a 
positive sense the patient’s personal characteristics. Equally important as the patient’s 
well-being is the well-being of those who are living with him/her. Subjective experiences 
of well-being and good functional abilities help the patient and his/her family to manage 
in everyday life. (Allardt 1998, Andrews & Withey 1976, Lehman 1983, Lehtinen et al. 
1991, Taylor et al. 1998, Wilkinson et al. 2000.) 

Argyle & Crossland (1987) defined according to Kashdan (2003) subjective well-
being as an individual´s affective and cognitive evaluation of life. Korkeila (2000) used 
the terms ‘positive mental health’, ‘psychological well-being’ and ‘subjective well-being’ 
to refer to the emotional and affective aspects (affect balance, happiness, and certain 
aspects of life satisfaction) and the cognitive aspects (e.g. coping, optimism, and certain 
features of life satisfaction) of well-being. Emotional well-being and satisfaction with life 
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predict future mental health. Ryff & Keyes (1995) proposed the following dimensions of 
psychological well-being: autonomy, environmental mastery, purpose in life, personal 
growth, interpersonal relations, and self-acceptance. According to Kashdan (2003), 
subjective well-being comprises frequent and intense positive affect states, relative 
absence of anxiety and depression, and global life satisfaction.  

According to Allardt (1976), well-being is a state where a person can get his/her basic 
needs satisfied. He has described (1998) the following subjective and objective welfare 
indicators: having, loving, and being. ‘Having’ includes the objective level of income, 
living conditions, health and employment, and subjective satisfaction or dissatisfaction 
with them. The objective indicators of ‘loving’ are the number of friends and contacts in 
the neighbourhood and organizations, while the subjective indicators of ‘loving’ are 
experiences of happiness and unhappiness. The objective indicators of ‘being’ are 
political activity, indispensability at work, and hobbies and other activities, while the 
subjective indicators are individual feelings of alienation and self-realization 

The Camberwell Assessment of Need instrument (Phelan et al. 1995, McChrone et al. 
2000) comprises of 22 individual domains of need: accommodation, food, looking after 
home, self-care, physical health, psychological distress, psychotic symptoms, information 
about condition and treatment, dynamic activities, company, safety to self, safety to 
others, alcohol, drugs, intimate relationships, sexual expression, basic education, child 
care, transport, using a telephone, money, and welfare benefits. The first question checks 
whether a need exists by asking about difficulties in the area, and if there is a need, 
whether it is a met or an unmet need. If a met or an unmet need does exist, then the 
respondent is asked further questions relating to the accessibility of services relevant to 
that need. The questions aim to find out how much care is received from friends, 
relatives, and public services.  

Well-being can be defined as physical, mental, and social well-being in relation to 
physical and mental health, safety, finances, work, leisure activities, religion, social 
relations, family relations, and life situation. A change in one aspect affects the others. 
Kinnunen et al. (1999) defined them as the key dimensions of quality of life. The concept 
‘quality of life’ is also used in psychiatry when evaluating the results of care (Awad & 
Voruganti 2000, Mendlowicz et al. 2000). Family and social relations, safety, 
employment, and finances have been identified as the main determinants of the quality of 
life of mentally ill people (Lehman et al. 1982, Lehman 1983, Wilkinson et al. 2000, 
Gaite et al. 2000). The indicators of well-being also mortality from mental disorders or 
by suicide (Lehtinen et al.1991).  

Physical well-being means satisfaction of the material needs and a lack of severe 
physical symptoms of illness, i.e. a good physical condition. Mental well-being includes a 
lack of severe restlessness, irritation, anxiety, depression, apathy, and difficulty 
concentrating. It implies positive feelings and need satisfaction. Social well-being 
consists of satisfaction of the social needs and availability of good human relationships. 
(Bond & Thomas 1991, Lehtinen 1991, Lehman 1983, Scott 1993, Phelan et al. 1995, 
Zissi & Barry 1997, Zizzi et al. 1998, Wings et al. 1998, Thomsen et al. 1999, Brooker et 
al. 1999, Kinnunen et al. 1999, Venla-workgroup 1999.) Lehman (1983) studied 
satisfaction in relationships with different areas of life: life situation, family relations, 
social relations, leisure activities, work, finances, and personal safety and health. 
Bradburn (1969) regarded positive and negative well-being as independent dimensions; a 
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person may experience some aspects of positive well-being at the same time as s/he 
experiences some aspects of negative well-being (Kashdan 2003). 

Functional abilities as good results in psychiatric health care involve physical, psychic, 
and social abilities to take care of one’s everyday life: living, nutrition, clothing, cleaning, 
hygiene, and moving. Functional abilities further include an ability to live independently 
and to assume responsibility for one’s own life and the life of one’s family. The person 
dares to make decisions about his/her own life and is able to look for help when needed. 
S/he is able to be in contact with other people and takes care of his/her affairs outside the 
home, about his/her hobbies, studies, and/or work. Functional abilities have both 
subjective and objective characteristics. Problems occur when the subjective and 
objective assessments of the person’s abilities differ notably from each other. The 
requisite number of functional abilities depends on the person and the circumstances in 
which s/he is living. (Nojonen 1990, Bond & Thomas 1991, Lehtinen et al. 1991, Phelan 
et al. 1995, Cuffel & Fischer 1997, Wings et al. 1998, Brooker et al. 1999, Evans et al. 
2002.) 

On the basis of Lehman’s (1982, 1983) work, Oliver et al. (1996) and, after them, 
Gaite et al. (2000) developed a scale for measuring the quality of life of mentally ill 
persons. The instrument developed by Gaite et al. included nine domains: work and 
education, leisure and participation, religion, finances, living situation, legal status and 
safety, family relations, social relations, and health. The instrument was used in five 
European countries, and the authors conclude that it satisfies the requirements of a good 
quality-of-life instrument in different European settings.  

Leff & Trieman (2000) followed the life of 523 patients discharged from mental 
hospitals. The patients gained domestic and community-living skills. They also acquired 
friends. They were living in freer conditions than in the hospital, and most of them 
wanted to remain in their new homes.  

The Global Assessment Scale (GAS) is a procedure for measuring the overall severity 
of a psychiatric disturbance within a range 0-9. Psychotic patients usually do not score 
over 4 points. (Endicott et al. 1976, Sairaalaliitto 1979, Kauranen et al. 2000.) Saari 
(2002) studied the changes in the psychic state and functioning of two groups of patients 
suffering from severe acute mental disorders. Every patient’s psychic functional abilities 
were also evaluated by using the GAS scale. At the beginning of the treatment, the mean 
GAS score was 4.52 in the experimental group and 4.61 in the control group. After nine 
months’ treatment the corresponding values were 6.78 and 6.27 and after two years 7.22 
in the experimental group and 6.55 in the control group.  

The Global Assessment of Functioning Scale (GAF) is used to evaluate patients’ 
functional abilities. The assessment focuses on the patient’s physical, social, and 
professional functioning. A patient who scores from 10 to 1 is constantly dangerous to 
him/herself or others or is constantly unable to take care of his/her hygiene or has tried to 
commit suicide. A patient with excellent functional abilities in several domains of life, in 
contact with many people, and without symptoms of disease scores 100-91. (Jones et al. 
1995, Suomen psykiatriyhdistys 1997, Sadock & Sadock 2003, table 3.) 
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3.3.3  Service ability in psychiatric health care 

Service ability can be measured by studying the sufficiency, accessibility (location, 
physical layout, and costs), and acceptability of services and the relapses of diseases in 
patients (Venla workgroup 1995, Saarento 1996). It can also be measured by studying 
patients’ satisfaction and the working atmosphere in the hospitals, by following the 
waiting lists, and by studying the development of staff proficiency. (Hiironniemi 1992, 
Liukkonen & Suurnäkki 1994, Lumijärvi 1994, Ruggeri et al. 1993, 2000.)  
Accessibility of services means the patient’s ability to get services. Accessibility can be 
limited by, for instance, a referral system, a lack of 24-hour emergency service, long 
distances, and a lack of public transportation. Acceptability of the services is related to 
people’s attitudes toward mental illnesses and the consequent greater or lesser need to 
hide mental problems (Madianos 1987, 1999c).  

Comparison of patients’ needs for treatment and the available resources also gives 
information about service ability. Satisfaction of the patients, their relatives, and the 
workers is associated with the organization of treatment, the process of treatment process, 
and the results (Bond & Thomas 1991, Venla workgroup 1995, Saarento 1996).  

Ruggeri et al. developed a scale that measured patients’ satisfaction with mental health 
services (VSSS 1993) and a separate European version (VSSS-EU, 2000) for multi-site 
international comparative studies. The items in the VSSS-EU are: overall satisfaction, 
professional skills and behaviour, information, access, efficacy (on symptoms, social 
skills, and family relations), types of intervention (drug prescription, response to 
emergency, psychotherapy, rehabilitation, domiciliary care, admissions, recreational 
activities, work, benefits), and relatives’ involvement (listening, understanding, advice, 
information, help for coping with the patient’s problems). Ruggeri et al. concluded that 
the instrument is reliable for measuring satisfaction with mental health services among 
people with schizophrenia across Europe.  

The OECD Health Data 2000 include Mossialos’ (1997) research concerning public 
satisfaction with health systems, including mental health care in the 15 member states of 
the European Union. Of the Finnish respondents, 86.4% were very or fairly satisfied, 
while of the Greeks, 53.9% were very or fairly dissatisfied. One half of the Finnish 
respondents answered that minor changes would be needed in the Finnish health care 
system, 38.9% answered that it runs quite well. Of the Greek respondents, 44.2% pointed 
out a need for fundamental changes in the Greek health care system, and one quarter said 
that it ought to be completely restructured. 

3.3.4  Economy in psychiatric health care 

Mental health problems cause a burden of high costs to societies, long-lasting disabilities, 
increased mortality, and immeasurable human suffering. Direct costs are due to the 
resources spent on the treatment of illnesses, both those of the ill person and his/her 
family and of the service providers, i.e. municipalities and states, while indirect costs 
refer to the loss or reduction of productivity due to illness. The costs of the services, 
including drugs, inpatient days, sick leaves, and disability pensions, are part of economy 
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(Bond & Thomas 1991, Venla workgroup 1995, Phelan et al. 1995, Knapp 1997, 
Lavikainen et al. 2001). The economy of a health care unit can be measured by 
comparing the costs of the staff resources and the overall resources with the outputs and 
by calculating the prices of the outputs, such as inpatient days in a hospital or visits to an 
outpatient clinic. (Hiironniemi 1992, Lumijärvi 1999).  

Public health care organizations do not aim to make profit but to offer high-quality 
services of the kind the customers need. New needs arise following the development of 
the possibilities, skills, understanding, and methods of treatment. There is discussion 
about the kind of hospitals best suited to patients in need in of intensive psychiatric care 
due to their severe illnesses, including such symptoms as violence and/or self-destructive 
behaviour. Their treatment requires more than the average number of staff and a safe 
environment, and the costs of their treatment are hence higher than the average. (cf. 
Kaplan & Norton 1996.) 



4 Factors affecting good results in psychiatric health care 

4.1  Mentally ill person and his/her family  

The role of the mentally ill person has changed in the course of time from being 
subordinated, imprisoned, and patronized to being cared for and cured, and finally, in our 
times and at least in common speech, to someone with the same rights and 
responsibilities as all the other people. Today, the client/patient is seen as an active agent 
with his/her due rights and responsible for him/herself. Thanks to the increase of 
knowledge and information, the mental health client is more and more able to take care of 
his/her health and rights. (Shorter 1997) 

In the treatment process, the patient acts as a whole human being with his/her human 
characteristics. Gender, childhood, age, stressful life events, disease, culture, religion, and 
compliance are factors that characterize the patient. The results of studies concerning 
these factors are presented next. 

The overall prevalence of mental illnesses is not different between men and women. 
Anxiety and depressive disorders are more common among women, while substance 
disorders and antisocial personality are especially common among men. (WHO 2001a.) 
According to Hawton (2000), suicide rates in most countries are higher for males than 
females. In contrast to suicides, the rates of deliberate self-harm are usually higher for 
females than males. Mental illness is the predominant factor implicit in suicides of both 
genders (Hawton 2000). Based on a meta-analysis of 249 reports, Harris & Barraclough 
(1997) wrote that virtually all mental disorders involve an increased risk of suicide, with 
the exception of mental retardation and dementia. Holding & Barraclough (1977) found 
an association between mental illness and deaths due to accidents, poisoning, drowning, 
and falling.  

In Finland, in the 1990's, women with a poor economic situation and difficulties in 
paying their debts had an increased risk of becoming mentally ill (Aaljoki et al. 2000). 
High levels of psychological problems, such as dependency, suicidality, violence, 
impulsiveness, and substance use, are positively associated with high levels of childhood 
abuse according to Grilo et al. (1999). A parent’s mental illness and its social 
consequences may result in poor parenting and affect the parent–child relationship. The 
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child’s psychosocial development may become complicated, and the child, in addition to 
the parent, may also become stigmatized. These things may lead to poor educational and 
social outcomes and increase the person’s vulnerability. (Lehtinen et al. 1999.) 

According to the stress-vulnerability model, three critical factors are responsible for 
the development of a psychiatric disorder and the course of this disorder over time: the 
individual’s biological vulnerability, stress, and protective factors. The individual’s 
biological vulnerability is thought to be determined by genetic factors and early 
biological factors, although it may be further impaired by current alcohol or drug abuse. 
Stress has an impact on vulnerability, which may either trigger the onset of the disorder 
or worsen its course. Stress can be thought of as a response to life situations that require 
the individual to adapt or change. If the person is not capable of adapting to stress, 
psychiatric symptoms will develop or worsen. Protective factors reduce the person’s 
biological vulnerability and stress. One protective factor is medication, which may 
alleviate symptoms and lower the risk of relapse. Good coping skills of the patient and 
his/her relatives and a supportive environment may prevent stress from increasing 
symptoms. Providing a meaningful but not over-demanding life structure to the patient 
can also protect him/her from stress. (Falloon & Fadden 1993, Saari 2002).  

Mental illnesses have been classified since Hippocrates, who used the terms ‘mania’ 
and ‘hysteria’ in the fifth century B.C. Since then, each era has produced its own 
classification. The psychiatric diagnoses have been included in the WHO International 
Classification since 1948. Mental disorder is defined as an illness or disease that has 
prominent emotional, behavioural, and psychological symptoms. The following table 3 
shows the International Classification of Mental Disorders (Lönnqvist 2001, Sadock & 
Sadock 2003). 

Table 3. ICD-10 classification of mental disorders (Lönnqvist et al. 2001, Sadock & 
Sadock 2003). 

Code  Mental disorder 
F00 - F19 Organic, including symptomatic mental disorders 
F20 - F29 Schizophrenia, schizotypal and delusional disorders 
F30 - F39 Mood (affective) disorders 
F40 - F49 Neurotic stress-related and somatoform disorders 
F50 - F59 Behavioral syndromes associated with physiological  

disturbances and physical factors 
F60 - F69 Disorders of adult personality and behaviour 
F70 - F79 Mental retardation 
F80 - F89 Disorders of psychological development 
F90 - F99 Behavioral and emotional disorders with onset usually  

occurring in childhood and adolescence 

According to Saddock & Saddock (2003), other psychiatric disorders may exhibit some 
cognitive impairment as a symptom, but cognitive impairment is the principal symptom 
in delirium, dementia, and amnestic disorders.  

Schizophrenia is a severe disorder that is characterized by partly fragmented 
personality, developmental deterioration, and withdrawal from social relations, by 
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distortions in thinking and perception, and by inappropriate emotions. It affects about one 
percent of the world’s population. (Achté et al. 1990, Carpenter & Buckhanan 1995.) The 
predisposing factors for schizophrenia include genetic diathesis and somatic minor brain 
abnormalities, pre-, peri-, and postnatal defects, and psychosocial factors, such as 
disturbance in the parent-child relationship and communication deviance in the family. 
(Alanen 1993, Mäkikyrö 1998) Amninger et al. (1999) pointed out that schizophrenia-
related psychoses can be traced back to early behavioural disturbances. 

Even though a remarkable proportion of schizophrenic patients become well within 5-
10 years after falling ill, the majority of them continue to have a prolonged illness with 
recurrent acute psychoses. The times between the psychoses can be quite symptomless, 
but deterioration of functional abilities is common. (Huttunen 1988, Mäkikyrö 1998, 
WHO 2001a). Men with schizophrenia have worse prognoses than women, unmarried 
persons have worse prognoses than married ones, and those in lower social groups also 
fare worse than the others (Salokangas et al. 1997). Men aged over 45 suffering from 
schizophrenia are more likely to be isolated from their families, and that is often due to 
the patient’s social withdrawal (Harvey et al. 2001). The quality of life of schizophrenic 
patients is worse than that of patients with other chronic illnesses. Schizophrenic patients 
have, according to Koponen (2000), a suicide risk of about 10-15%. About half of the 
patients are rehospitalized within a year from discharge. Two thirds have positive 
symptoms (hallucinations, delusions, bizarre behavior) after a year, and one third 
continue to have such symptoms five to ten years after starting treatment.  

Knapp (1997) wrote about the costs of schizophrenia in England. Apart from the direct 
costs of inpatient care, there may be a lot of indirect costs to the health services, the 
social services, the criminal justice system, the patients’ families, and society at large. 
There is also the intangible burden on the patients and their carers, and the recent changes 
in the organization of mental health care do not seem to lessen it.  

The World Health Organization has predicted that, by 2020, depression will be the 
second most common cause of morbidity worldwide (WHO 2000). Depression is 
characterized by sadness, loss of interest and activities, and decreased energy. The 
symptoms may also include a loss of confidence and self-esteem, guilt, thoughts of death 
and suicide, diminished concentration, and disturbance of sleep and appetite. Worldwide, 
depression is more common among poor than rich people. (WHO 2001a.) Stressful life 
events have a substantial causal relationship with the onset of episodes of major 
depression (Kendler et al. 1999).  

The incidence of bipolar affective disorder in Finland has been estimated to be about 
0.5-2.5% of the population. It usually breaks out in early adulthood and causes 
remarkable injuries to the person’s social and occupational functional abilities and losses 
in health economy. (Sorvaniemi & Lahti 1999.) 

Druss et al. (2000) compared the mental health costs, medical costs, sick days, and 
total health and disability costs associated with depression and heart disease, diabetes, 
hypertension, and back problems. The annual per capita health and disability costs due to 
depression were significantly higher than the costs of hypertension. Depression was 
associated with significantly more sick days than any of the other conditions.  

Mendlowickz and Stein (2000) wrote a review of studies focusing on the quality of life 
(well-being, health status, physical, psychological, and social functioning) of patients 
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with anxiety disorders. The results showed that anxiety disorders impair the quality of 
life.  

Crisp et al. (2000) studied the stigmatization of people with mental illness. They 
elicited 1737 persons’ opinions concerning mentally ill people. The topics of the 
questions were: danger to others, unpredictable, hard to talk to, feel different, to blame 
themselves, pulling oneself together, not improved if treated, and recovery impossible. 
The disorders were depression, panic attacks, schizophrenia, dementia, eating disorders, 
alcohol addiction, and drug addiction. According to the survey, opinions concerning the 
stigmatization of people with psychiatric disorders are widely held and vary in nature and 
frequency for different mental disorders. Schizophrenia, alcoholism, and drug addiction 
elicited most negative opinions 

Social support and sense of belonging have effects on the onset, course, and outcome 
of illness. Sense of belonging is an experience of personal involvement in a system or an 
environment. Social support refers to both the characteristics of a social network and the 
perceived availability of resources. Conflicts in interpersonal relationships are associated 
with a low sense of belonging. In the treatment, attention should be given to the 
interpersonal relationships of mentally ill person. (Hagerty & Williams 1999.) According 
to Saarento (1996), especially the mental health providers in cities should develop 
interventions that enhance patients’ social support networks in order to minimize their 
dependency on health care services.  

The success of treatment depends greatly on the ill person’s family. Patients who have 
contacts with their families are more satisfied than the others. A lack of frequent contacts 
with relatives is also associated with more frequent psychiatric hospital use. (Achté & 
Seppälä 1968, Harvey et al. 2001.) According to Aaltonen et al. (2000), need-adapted 
treatment is teamwork, and the patient and his/her family are inseparable members of the 
team. The relatives’ well-being and satisfaction affect the well-being of a mentally ill 
person. Families who take care of their schizophrenic members often suffer from constant 
distress. They themselves need support in the form of support groups and information. 
The relatives hope for more daytime treatment and rehabilitative facilities for the sick 
family member. They also say it should be easier to get into hospital when needed. 
Caregivers are dissatisfied with the situation if the patient’s functional state is poor, or the 
patient’s use of services, particularly medication and rehabilitation, is low. (Lehman et al. 
1982, Stengård et al. 1993, Brown & Birtwistle 1998. Stengård et al 2000.) According to 
Saari (2002), positive development in the patient’s psychic state and functioning was 
related to better family functioning.  

Van Wijngaarden et al. (2000) developed an instrument for measuring the 
consequences of psychiatric illnesses for the patient’s relatives. They tested their 
Involvement Evaluation Euestionnaire in five European countries. A total of 27 items 
were summarized in four subscales: tension, supervision, worrying, and urging. Tension 
refers to the strained interpersonal atmosphere between the patient and the relatives; 
supervision refers to the caregiver’s task of guarding the patient’s medicine intake, sleep, 
and dangerous behavior; worrying covers painful interpersonal cognitions, such as 
concern about the patient’s safety and future, general health and health care; and urging 
refers to activation and motivation, such as stimulating the patient to take care of 
him/herself, to eat enough, and to undertake activities.  
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Kalla et al. (2002) studied cross-cultural differences in the early course characteristics 
of first-episode psychosis in Finland and Spain. The mean duration of untreated 
psychoses (DUP) was found to be associated with functional decline, treatment 
resistance, and increased rates of relapse and suicidal behavior. DUP was longer among 
Spanish patients (9.9 months) than among Finnish ones (4.4 months). The mean DUP in 
both countries was almost four times longer for schizophrenia-diagnosed patients than for 
those with other psychoses. The main difference was that the factors related to a weak 
social network, i.e. few peer relations, a lack of social activities, and instability in couple 
relations and professional identity before admission, were associated with long DUP in 
Finland, while in Spain long DUP was related to more severe positive symptoms at the 
time of admission. The treatment-seeking process seems different between the patient 
groups. According to the authors, the findings may reflect differences in the family and 
social network cultures between the two countries. In Spain, three-fourths of the patients 
were living with their families. Spanish families care for family members unable to take 
care of themselves, and this motivates them to conceal mental health problems. In 
Finland, family plays a less important role as a care provider. The majority of Finnish 
patients lived independently of their families, and they had stronger social networks 
outside the family than the Spanish ones. The social network outside the family may not 
have that much influence on treatment-seeking behavior. 

Harris et al. (1999) found that befriending, i.e. providing to depressed women female 
volunteers willing to meet and talk on a regular basis and to promote fresh-start 
experiences, can give the patients hope and promote remission from chronic depression.  

According to Pullen et al. (1999), there is a strong inverse relationship between 
religiosity and alcohol and drug abuse. As religiosity increases, abuse of alcohol and 
drugs decreases. The study supports the possibility of including spiritual/religious 
interventions in any alcohol and/or drug program.  

Being able to take care of one’s health brings self-confidence and an increased sense 
of well-being. Mental illness requires life-long commitment to care and often a lifestyle 
change. Poor compliance is considered the most important reason for treatment failure. If 
a patient does not feel him/herself ill or does not understand the given instructions, it is 
not easy to comply with any treatment. (Sorvaniemi & Lahti 1999, Thompson et al. 
2000.) Compliance with treatment means the patient’s willingness to follow the 
instructions and plans suggested by the health care personnel to be useful for him/her. 
Adherence, which means active and responsible self-care according to one’s state of 
health, means shared decision-making between the carers and the patient and his/her 
significant others. Adherence includes patients’ activity, responsibility, and voluntariness 
for self-care and co-operation with the carers. (Hentinen & Kyngäs 1992, Kyngäs & 
Hentinen 1997). In order to be able to participate in the discussion and planning of his/her 
treatment, the patient needs knowledge about the situation and about the treatment 
possibilities. Continuous feedback given to the patient helps in him/her to make decisions 
concerning him/herself. Patients hope for knowledge about the nature of the illness, the 
methods of treatment, the medication, and the possible side effects of drugs. (Leino-Kilpi 
et al. 1993.) 
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4.2  Health care staff 

A right structure and a sufficient number of staff enable high-quality care. The level of 
skilled work is maintained by continuous education and mentoring. (Venla workgroup 
1995, Torrey et al. 2001.) Workers with different vocational educations, such as 
psychiatrists, psychologists, social workers, nurses, mental health nurses’ aides, 
occupational therapists, physiotherapists, work advisors, orderlies, and clerical staff, are 
responsible for providing mental health services. The basic education of none of these 
professions in Finland or in Greece has, up till now, included psychotherapy education. 

According to Torrey et al. (2001), education alone does not shape the practices of 
health care providers. Increasing consumer demands for services, changing financial 
incentives, administrative rules, and providing staff with continuous mentoring and 
feedback are also needed.  

Mentoring is a type of support that aims to sustain workers to provide care and to 
improve its quality. Mentoring helps the staff to develop their clinical competence and 
knowledge base, to feel supported, and to experience less stress (Berg & Hallberg 1999, 
Sloan 1999.) Staff well-being (lack of restlessness, irritation, anxiety, mild depression, 
apathy, and difficulty in concentrating) affects the quality of care. High self-esteem is a 
predictor of higher mental energy, professional fulfilment, and lower incidence of work-
related exhaustion. (Thomsen et al. 1999.) 

By multidisciplinary co-operation, the know-how of different professional groups is 
combined to reach the goals. It makes possible the effective flow of information and 
changes people’s opinions about treatment. (Miettinen 1992.) Reduction of the staff and 
other resources is a threat to success in non-institutionalized care. Treatment with limited 
resources is inefficient. It may lead to the revolving door syndrome, homelessness, and 
criminalization of mentally ill persons. (Salokangas et al. 1997). Heffern & Austin (1999) 
wrote that, in the USA, 40-60% of homeless people are mentally ill.  

Proficiency means an ability to master the working process at the level of thinking and 
an ability to act in the right way in different work-related situations. It is an intellectual 
and physical property that has been obtained by education, experience, and natural talent. 
It consists of readiness to work and requires wide knowledge and skills, of which only a 
small part is visible. (Ekola & Rantanen 1988, Helakorpi 1992, Nurminen 1993.)  

According to Bugge et al. (1999), both the core skills, which are central and common 
to all groups, and specialist skills, which distinguish between the professional groups, are 
needed in a community-based working environment. The top ten skills according to 695 
mental health workers were: communication, liaison, and implementation of care, 
knowledge, patience, listening, autonomy, counselling, management, and empathy. 
Communication was defined as interpersonal interaction. The ability to listen is central to 
the ability to communicate. Liaison means staff’s awareness of their respective roles and 
ability to utilize other professionals’ skills to complement their own skills in working 
toward the betterment of the clients. Autonomy is an ability to work alone without the 
immediate help of others, to be accountable, and to make one’s own decisions. 
Counselling means either advising clients or working with clients in order to allow them 
to come to their own decisions. (Bugge et al. 1999.) 
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Nurses have the key role in the creation of a psychotherapeutic ward environment 
(Cleary et al. 1999, Whittington & McLaughlin 2000). The physical environment on the 
ward, the number of patients, patient safety, and patients’ needs, patient acuity, critical 
incidents, staffing levels, and staff attitudes influence nurse-patient interaction (Cleary et 
al. 1999, Cleary & Edwards 1999).  

Melia et al. (1999) studied the triumvirate model of nursing for the treatment of 
personality disorder patients. It involved nurses working in teams of three, each with an 
equal responsibility for the provision of care for their patients. Three nurses working in 
parity undertook the therapeutic assessments, objectives, interventions, and evaluations. 
Two nurses, with the third nurse acting as a post-interview supervisor, conducted the 
individual sessions. After each session, the third nurse’s role was to challenge what went 
on during the session and to check with the two co-therapists as to their own emotional 
state. This method of working offered a developmental approach to relationship 
formation as a therapeutic tool and minimized the risk of boundary violations. 

4.3  Methods of treatment 

The model of treatment of mentally ill people changed in the 20th century throughout 
Europe from closure into homes and asylums to biological psychiatry and work therapy, 
usage of individual therapies, and family therapies, the focus in the early 2000’s being on 
community care and the integration of different methods of treatment. (Pappas et al. 
1987, Elomaa 1996, Vataja 1996, Shorter 1997, Korkeila 1998, Madianos et al. 1999a.) 
The aims of these actions have been to prevent the ill persons from causing injury to 
other people, to calm them down, to alleviate the symptoms of the illness, and nowadays 
also to help the person to live a normal life and to cope with the illness. (Shorter 1997) 

Today, in psychiatric health care, the human mind is seen as a biopsychosocial whole. 
The biological, psychological, and social aspects of a person’s life shape and determine 
his/her health, and mental disorders are considered the result of interaction between these 
factors. This kind of thinking emphasizes the need to combine different approaches to 
understand the background of diseases and their care. The biological, psychological, and 
social methods of treatment are interrelated. (Achté 1990, Isohanni 1996, WHO 2001a.)  

Alanen (1993,1997) developed a model of need-adapted treatment. All the therapeutic 
methods that are to be used should support each other. The choice of different methods of 
treatment should be based on the needs of each individual, his/her family, and their social 
network. (Alanen et al 1986, Lääkintöhallitus 1987, Aaltonen et al. 2000, Saari 2002.) 

The integration of different therapies takes place in treatment meetings, where the 
patient, his/her family and other important persons, and the carers are present to discuss 
the problems. Treatment meeting is an interactional situation that enables different 
opinions to come out and helps to understand the situation and problems of the patient 
and his/her network. The aim is to arrive at a mutual understanding of the need for and 
methods of treatment. (Lääkintöhallitus 1987.) 

The treatment meeting has three functions: informative, diagnostic, and therapeutic. 
Information will be gathered and communicated concerning the patient’s and his/her 
family’s situation. A diagnostic task means a possibility, through communication and 
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observation, to diagnose the patient’s and his/her family’s needs for treatment. The 
therapeutic task includes the possibility to give, from the very beginning, support to both 
the patient and his/her family and other network. The regularity and continuity of 
treatment meetings improve the possibilities for therapeutic worki. (Alanen 1993, 1997, 
Haarakangas 1997) 

Drake et al. (2001) wrote that a great deal is known about effective mental health 
interventions. According to them, it is possible to define a core set of interventions that 
help persons with severe mental illness to attain better outcomes in terms of symptoms, 
functional status, and quality of life. The core set includes medication, training in illness, 
self-management, assertive community treatment, family psychoeducation, supported 
employment, and integrated treatment for concurrent substance use disorders. Saddock & 
Saddock (2003) list the methods of treatment shown in table 4. 

Table 4. Methods of treatment (Lönnqvist et al. 2001, Saddock & Saddock 2003). 

Therapy Method 
Psychotherapies Psychoanalysis and psychoanalytic psychotherapy  

Brief psychotherapy  
Group psychotherapy, combined individual and group 
psychotherapy, and psychodrama  
Family therapy and couple therapy Biofeedback  
Behavioral therapy 
Cognitive therapy 
Hypnosis 
Psychosocial treatment and rehabilitation 
Combined psychotherapy and pharmacotherapy 

Biological therapies Psychotherapeutic drugs 
Electroconvulsivet therapy 

Leiman (2004) refers to the report of American Psychological Association (Norcross 
2002) about good results in psychotherapy. The form of therapy explained 15% of the 
variation, while therapeutic interaction explained 30% and the patient’s living conditions 
that support or hamper the therapy and the expectations concerning therapy explained 
55%.  

Psychoanalysis and psychoanalytic therapy focus on the patient’s unconscious and 
long-term treatments. Brief psychotherapy helps a person to deal with his/her current 
problems and crisis, but is also useful in major mental disorders, such as depression, 
anxiety, and posttraumatic stress disorder. The goals of group therapy include symptom 
alleviation and changes in one’s interpersonal relations. Family therapy focuses on 
altering the interactions between family members and improving the functioning of the 
family as a unit of individual members. (Saddock & Saddock 2003)  

Karasu et al. (2000) wrote that psychotherapy can be used for patients with mild or 
moderate depressive disorders. Perry et al. (1999) reported it to be an effective method of 
treatment for personality disorders. Leff et al. (2000) found couple therapy equally 
efficacious as antidepressant drugs both as a treatment of depression and in maintaining 
patients free of symptoms. 
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Biofeedback is based on the idea that the autonomic nervous system can come under 
voluntary control through operant conditioning. Behavioral therapy is based on learning 
theory and focuses on overt behaviors and their environmental influences. Cognitive 
therapy is based on the assumption that an individual’s affect and behavior are 
determined by the way in which s/he structurally perceives the world. The goal is to 
identify and alter cognitive distortions that maintain symptoms. (Saddock & Saddock 
2003) 

Cognitive behavioral therapy is a series of strategies that relieve psychological 
suffering by correcting distorted and maladaptive thinking. It is widely used in treating 
depressed people. The patients need to be made aware of the relationship between 
thinking and behavioral reactions at the baseline of therapeutic work. (Beech 2000, Lam 
& Gale 2000.) The results of a study by Bryant et al. (1999) showed that posttraumatic 
stress disorder could be prevented by early provision of cognitive behavioral therapy. 
Cognitive behavioral family interventions reduce relapses of patients with schizophrenia 
(Barrowclough et al. 1999). 

Hypnosis is a process involving a hypnotist and a subject who agrees to be hypnotized. 
The process of being hypnotized is usually characterized by intense concentration, 
extreme relaxation, and high suggestibility. Hypnosis can be used to relieve pain and 
different kinds of fears. (Lauerma 2001.) 

According to Nojonen (1990), the methods of psychiatric rehabilitation are: giving 
knowledge, doing things together, motivation and psychic support, follow-up, reminding 
and ordering, coordinating, making agreements about rules, group support, doing things 
on one’s own behalf, independent practising, forbidding, and punishment.  

Scott et al. (2000) found cognitive therapy plus clinical management together to have 
a positive role in the prevention of relapse rates of residual depression. Tarrier et al. 
(1999) taught patients with chronic schizophrenia to cope with their symptoms, to solve 
their problems, and to carry out relapse prevention strategies. The outcomes were a 
reduction of positive symptoms, improved functioning, and well-being.  

The era of chlorpromazine medication started in 1952. The invention and development 
of modern drugs marked the beginning of a new epoch in biological psychiatry. The use 
of drugs has affected the development of mental health care, the reduction of hospital 
beds, and the increase of non-institutional care. (Harenko 1996, WHO 2001a.) Leinonen 
(1999) pointed out that schizophrenic patients without medication have a threefold risk 
for relapse compared to those who use neuroleptics. Traditional neuroleptics diminish the 
patient’s hallucinations, delusions, and psychomotor restlessness. Newer neuroleptics are 
effective in reducing passiveness, shallowing of emotional life, and mental decline. They 
improve patients’ cognitive and social functioning and quality of life. (Sharma 1999, 
Koponen 2000, Liddle et al. 2000.) Wahlbeck et al. (1999) evaluated the effectiveness of 
clozapine in schizophrenia as compared to conventional neuroleptics, such as 
chlorpromazine, haloperidol, etc. Clozapine proved to be more effective in reducing the 
symptoms of schizophrenia and postponing relapse.  

In Rome, the neuropsychiatrist Ugo Cerlett started electroshock treatment in 1938. 
The method is still used in the care of severely depressed or manic patients. (Shorter 
1997, Challiner & Griffiths 2000.) 

According to Robinson et al. (1999), patients with first-episode schizophrenia and 
schizoaffective disorder have high rates of response to antipsychotic medical treatment. 
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Mendlowics and Stein (2000) found that pharmacological and psychotherapeutic 
treatments also improve the quality of life of patients with panic disorder, social phobia, 
and posttraumatic stress disorder.  

As methods of nursing, Latvala et al. (1996) described the nurse-patient relationship, 
group therapy, working with the patient’s family and other network, community therapy, 
rehabilitative psychiatric nursing, and nursing in crises. According to Latvala (1998), 
psychiatric nursing in a hospital environment is collaborative, educational, or 
confirmatory. Collaborative psychiatric nursing facilitates patient initiatives and allows 
the patient’s responsible participation in his/her own care. Educational nursing allows the 
patient to be responsible recipients in his/her care. Confirmatory nursing cares for the 
patient as a passive recipient.  

Webster and Austin (1999) found that psycho-educational nursing interventions could 
promote the reduction of obsessive compulsiveness, hostility, psychoticism, and the 
average level of distress. Meymandi and Deaver (1999) studied the use of videos in 
patient education. Patients were taught to recognize the signs and symptoms of their 
illness and methods to prevent relapse. They also learned about health promotion habits. 
The patients who participated in the education responded that the videotape gave them a 
better understanding of the assistance they could expect to receive while hospitalized. 
They were satisfied with the knowledge of the treatment team roles, problem-solving 
methods, and sleeping difficulties. 

Talseth et al. (1999) studied suicidal patients’ experiences of nursing. The patients 
emphasized in nursing the following themes: attending to the patient’s basic needs, seeing 
the patient, having time for the patient, being with the patient, listening to the patient 
without prejudice, being open to the patient, accepting the patient’s feelings, and 
communicating hope to the patient.  

Though the quality nursing is as good as the competence of the persons taking care of 
the patients, the primary nurse-patient relationship is an important method of nursing in 
psychiatry, and especially the cooperation, guidance and caring involved in this 
relationship are crucial. (Suonsivu 1989, 1993, Nissen et al. 1997). The primary nursing 
system enhances the satisfaction of both patients and nurses (Lukander 1993, Nissen et 
al. 1997). The primary nurse’s encouraging understanding, clarification of treatment 
situations and support in affairs of everyday life are important. The primary nurse as a 
trustworthy person and helper is useful for the patient. (Saramäki 1998.) Discussions with 
the primary nurse help the patient to understand and deal with his/her problems. The 
patients interviewed by Higgins et al. (1999) emphasized the support, encouragement, 
and advice they got from their named nurses. There only was not enough time for 
discussions with one’s named nurse. According to Melchior et al. (1999), as a result of 
primary nursing, nurses get more autonomy and work more according to a patient-
oriented care model. Primary nursing improves the quality of care, reduces hospital costs, 
and increases patient satisfaction. 

The principles of primary nursing include accountability, autonomy, co-ordination, and 
comprehensiveness. Accountability means that the primary nurse should be answerable 
for the care of the patient or family for 24 hours a day in a hospital or in community. 
Autonomy means the nurse’s right to make decisions about the patient’s or family’s 
nursing. Nursing care continues from shift to shift through direct communication between 
one care-giver and the next. Comprehensiveness in primary nursing means that each care-
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giver gives all the nursing care required during the course of a shift. (Wright 1998.) 
Munnukka (1993) made a meta-analysis of studies concerning primary nursing. The use 
of primary nursing promotes the patient’s well-being and health. Patients get more 
holistic and individual care, and their ability to take care of themselves improves.  

4.4  Organization of the services 

The persons primarily responsible for arranging care for mentally ill people have been the 
patients’ families, churches, government authorities, and municipalities. (Law of patients’ 
rights 1992, Shorter 1997, Korkeila 1998, WHO 2001a.) In Greece, according to 
Yfantopoulos (1994), medieval monasteries, such as Saint Gerasimos in Cefalonia and 
Dafni in Athens, were famous for psychiatric care in the Middle Ages.  

Along with the reduction in the number of hospital beds, the role and importance of 
non-institutionalized care naturally increased. Patients were discharged from hospitals, 
and to complement the mental health clinics providing outpatient services, various public 
and private service and rehabilitation homes and hostels were built to provide supportive 
services of different types and qualities. Similar ways of organizing the services and 
similar methods of treatment have been used almost simultaneously in all European 
countries. (Law of patients’ rights 1992, Shorter 1997, Korkeila 1998, WHO 2001a.)  

The organization of services has always involved the challenge to solve the problem of 
how to meet citizens’ needs, how to enable the optimal ways of working as seen by 
professionals, and how to stay within the financial limits set by those who are responsible 
for the usage of public resources in the country (Leppo 1996). The dilemmas that arise 
from attempting to control the demand for care are difficult to resolve for policy-makers, 
managers, and clinicians alike. Many countries have an uneven distribution of specialist 
services, a lack of consensus concerning the definition of severe mental illness, and 
difficulties in weighing the potential benefits of care for the individual against the need to 
ensure that the resources are distributed fairly. (McEvoy 2000.) Mental hospital networks 
as specialized places of treatment for mentally ill people were built in Western Europe in 
the 1800’s and the early 1900’s. In Finland, after the law in 1952, new mental hospitals 
were built for long-term patients, and the number of beds doubled during the next ten 
years.  

It has been a common assumption since the 1980’s that community-based psychiatric 
health care is the best way to take care of mentally ill people. The Finnish Mental Health 
Act (1116/1990) implies the same axiom in the form of rules concerning involuntary 
hospital care. A person can be referred to a psychiatric hospital against his/her own will 
only: 1) if s/he is diagnosed as mentally ill; 2) if s/he requires treatment for a mental 
illness which, if not treated, would become considerably worse or severely endanger 
his/her health or the safety of others; and 3) if all other mental health services are 
inapplicable or inadequate. The same rules are included in the Greek legislation (Law 
1397/1983). However, Clark and Bowers (2000) argue that involuntary psychiatric care is 
not dependent only on the patient’s symptoms and behaviour. The patient’s ethnicity and 
social status, involvement of the police, availability of care, problems caused to the 
relatives, and the country and the particular legislative system where the judgments take 
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place also influence on who is coercively detained. According to Fischer and Owen 
(1996), infrequent contact with community-based service providers is associated with 
more frequent hospitalization. 

Kuha et al. (1993) studied the good outcomes of hospitalization on a closed ward. The 
treatment methods were medication, contacts with patients’ relatives, personal nurse for 
every patient, discussion, music, art, and occupational therapy, and leaving groups. The 
morning meetings and community meetings were situations for discussing about matters 
common to all. These methods helped to alleviate the patients’ psychotic and depressive 
symptoms, improved their social adaptation, and enabled a more positive attitude toward 
treatment. On the whole, patients’ anxiety was considerably reduced. 

Deinstitutionalization and decentralization have recently been used all over the world 
to improve the quality and accessibility of services. The aim has been to have a better 
quality of life in one’s own neighbourhood with support from the community health care 
staff. In Great Britain the reduction of hospital beds started in the 1950’s, in Italy and the 
United States in the 1960’s. (Grove 1994, Salo 1996, Salokangas et al. 2000.) The closure 
of psychiatric hospitals has, according to Birmingham (1999), partially failed in America 
and in Britain. Because of under-resourced community care, many of the patients have 
not managed to survive in the community. Prisons have replaced mental hospitals as the 
provider of institutional care for mentally ill people.  

Social Services Committee (1999) reported failures in the trials to contribute good 
results in community mental health care for adults in England: the frequently severely ill 
persons would have needed more treatment than it was possible to deliver, the families of 
the ill persons became overburdened, the management of resources was poor, 
underfunding resulted in great variation of standards, people did not get the communities 
therapies they would have needed, and there were failures in dealing with people with 
severe anti-social personality disorders who present a risk to the public. Their plan to 
modernize mental and social care includes the provision of safe, sound, and supportive 
services. Services should be safe, protect the public, and provide effective and timely care 
for those with mental illness. Services should be sound, ensuring that patients and service 
users have access to the full range of services when they need them. Services should be 
supportive, including work with patients and service users, their families and carers in 
order to build healthier communities. Access for services should be available for 24 
hours, with a focus on primary care, information systems should support the delivery of 
care and the management of resources, patients should be involved in their care, and 
more secure services should be available. 

The reduction of hospital care started in Finland in the 1970’s (Salo 1996). At the 
same time, a network of rehabilitation homes, service homes, and supported housing was 
established, and psychiatric wards were started in general hospitals (Venla workgroup 
1995). In Greece, the beds in large mental hospitals have been reduced since the 1980’s, 
and psychiatric wards have been established in general hospitals (Madianos 1994, 
Tsiandis et al.1995).  

The main aim of organizing outpatient services has been to reduce the use of hospital 
beds because inpatient care is expensive and takes the patient away from his/her normal 
environment, where his/her family and friends are. (Pekkarinen 1995, Salokangas et al. 
1997, Wykes et al. 1998.) In the beginning, hostels, rehabilitation homes, and service 
homes were established for the patients who did not need hospital services any longer, 



 43

but did not manage to live in their own houses independently or with help from their 
families. The rehabilitation programs in public and private hostels and rehabilitation 
homes have aimed to improve the residents’ quality of life and to make them able to 
move out to live more independently. Patients also like to live in board and care homes 
better than in hospitals. Privacy in these homes is important. (Lehman et al. 1982, Zissi & 
Barry 1997.) Mental health units have been established for outpatient care in the premises 
of both hospitals and health centres. (Venla workgroup 1995, Tsiandis et al. 1995, 
Salokangas et al. 1997.) 

Municipal inpatient units closer to patients’ homes can serve as an alternative for 
admission into acute inpatient units. Health centres may also have places for mentally ill 
people. Patients can go there for respite care in order to prevent a further relapse and to 
give the relatives time for rest. The community inpatient units ought to be integrated with 
the mental health centres in the area. (Alexander & Kroposki 1999, Haycox et al. 1999.) 

Saarento wrote (1996) that the highly staffed community services do not actually 
reduce the demand for inpatient services. Sufficient day care services reduce the 
utilization of inpatient services among psychotic patients. This highlights the importance 
of developing day care services and half-way houses for seriously ill patients. 

Day hospitals can admit neurotics, borderline patients, and patients suffering from 
mild psychoses. A person treated in a day hospital can retain his/her relationships with 
his/her relatives and have normal social life. The other advantages of day hospitals 
include the possibilities for rehabilitation and the economic advantages compared with 
the cost of hospital treatment. (Niskanen 1974, Archaya et al. 1982, Mandonakis 1983, 
Nieminen & Pakaslahti 1988.) Community therapy and group therapy are typically used 
in day hospitals. There may be groups for discussion, music, art, sport, work, and 
cleaning. Individual therapy is mostly supportive. Family therapy and medication are also 
used. (Achté & Seppälä 1968, Niskanen 1974, Davies 1976, Mandonakis 1983, 1985.) 

Heffern and Austin (1999), and Schwartz et al. (1999) wrote about compulsory 
community treatment in the USA and the UK. It was used for patients diagnosed with 
schizophrenia, bipolar disorder, or other psychoses, and with a history of non-compliance 
with treatment and multiple hospitalizations. These patients are able to stay at home but 
they have to comply with their treatment orders. The targets are to decrease 
hospitalizations, to decrease symptoms, and to improve the quality of life of these 
patients. Such outpatient treatment requires a lot of resources to be effective. 

In the assertive community treatment model (ACT, Lehman et al. 1999, Torrey et al. 
2001), the services for high-risk patients were provided in a centralized manner by a 
single multi-service team, in order to enhance the continuity and co-ordination of care 
and to improve both its quality and cost-effectiveness. According to Lehman et al., ACT 
is a cost-effective approach for treating homeless persons with severe mental illnesses. It 
reduces the need for crisis-oriented services. Savings come from reductions in inpatient 
care, but may be offset by increases in outpatient care.  

Case management for patients with severe mental illnesses includes the following 
elements: comprehensive assessment of the individual’s needs; development of a care 
plan or a package of care to meet these needs; ensuring that the individual has access to 
or receives the care to be provided; monitoring the quality of care provided and 
monitoring ongoing, long-term support and content with the individual. To function 
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effectively, case management requires sufficient personnel resources and an active 
support system. (Ward et al. 1999.)  

4.5  Society 

Health care systems are influenced by the society within which they function, its history, 
values, and economic situation, and political and legal factors (e.g. religion, alcohol 
policy, and criminality). Employment and education have an influence on people’s 
economic and social situation. Age, gender, education, ethnicity or race, kinship factors, 
place of domicile, and urbanization also correlate with mental health. (Orque 1983, 
Leininger 1991, Vartiainen 1994, Korkeila 2000, Stakes et al. 2000, Stakes & European 
Commission 2001, Tiri 2001.) 

Organization of health care services has changed according to the changes in 
surrounding society. Vartiainen (1994) wrote that the relation between the service 
organization and surrounding society is an important factor affecting the functional 
outcome. Views on mental illness change over time and are also determined by the socio-
political and historical contexts. The politico-economic situation affects every aspect of 
society, including psychiatric health care. In order to understand psychiatric health care in 
a given country, one has to be familiar with the nature of contemporary society. For 
instance, in USSR, insulin therapy was used as late as 1992, while its use in the western 
countries had been discontinued as ineffective or even dangerous by the 1970’s. (Spencer 
2000.) 

The cultures from which people come and in which they live affect the way in which 
they communicate. The health care personnel need understanding of culturally bound 
communication strategies in order to come closer to the patients’ world. (Arthur et al. 
1999, Eisenberg 2000.) Hofstede (1980, 2003) defined four discrete dimensions of 
culture: power distance, collectivism versus individualism, femininity versus masculinity, 
and uncertainty avoidance. Dimension means an aspect of culture that can be measured 
relative to other cultures. Power distance is the extent to which relationships between 
superiors and subordinates are close and informal versus distant and formal. In small 
power distance societies, decentralization is popular, while in large power distance 
societies centralization is prevalent. The individualism-collectivism dimension refers to 
the extent to which people are oriented towards self-interest versus the interests of the 
larger group of which they are a part. In an individualist society everyone has a right to 
privacy, while in collectivist societies private life is invaded by groups. Feminity-
masculinity refers to the extent to which success is defined in terms of co-operation, 
interdependence, and nurturing rather than assertiveness, challenge, and ambition. In 
feminine societies, men and women should do equal shares both at home and work. In 
masculine societies, women are admitted to positions hitherto occupied only by men, but 
they are still required do all the housework. Uncertainty avoidance means the extent to 
which people seek to minimize uncertainty versus the extent to which they are tolerant of 
ambiguity. In weak uncertainty cultures, individuals are uncomfortable with rigid systems 
consisting of entrenched hierarchies and strict rules. They are more attracted to flexible, 
open systems, which encourage innovations, improvisation, and negotiation. Strong 
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uncertainty societies typically need rules, resist innovations, and consider different 
thinking dangerous. Hofstede compared 88000 managers’ answers in 66 countries, 
including Finland and Greece (table 5). 

Table 5. Hofstede’s culture index scores: Finland and Greece and the minimum and 
maximum values of 50 countries. 

Culture index Finland Greece min/max 
power distance 33 60 11/104 
uncertainty avoidance 59 112 8/112 
collectivism - individualism  63 35 6/91 
femininity - masculinity 26 57 5/95 

The index value for each country was computed from the mean scores of the questions. 
The scores represent the relative position of the countries among other countries. Greeks 
were less individualistic, avoided uncertainty, kept distance, and used more masculine 
ways of working than Finns. 

According to Weigh et al. (2001), the places where people live affect their mental 
health. Rich people living in areas of marked income inequality experienced worse 
psychosocial health than their counterparts in regions where income was distributed more 
equally. One possible explanation was that those with higher incomes in regions with 
higher income inequality might experience greater stresses than the richest people 
elsewhere. People with the poorest standard of living experienced the highest rates of 
physical and psychiatric morbidity.  

Work provides a sense of belonging and purpose, status and recognition for efforts and 
achievements. A lack of work increases the risk of morbidity and mortality. Employment 
can improve the quality of life, mental health, social networks, and social inclusion; 
unemployment is linked with mental health problems because the prejudices related to 
mental ill health lead to discrimination and social exclusion. (Evans & Repper 2000.) 
Salokangas et al. (1989) found that the intercorrelation between useful work and grip on 
life was high at the early stages of schizophrenia disease. They studied the maintenance 
of grip on life as a criterion for evaluating the outcome in schizophrenia. Maintenance of 
the grip on life was defined to consist of the patient’s efforts pertaining to the future, to 
achieve the goals and modes of satisfaction normally associated with interpersonal 
relations and the social life of an adult human being.  

Autonomy and independence of human beings and continuous development of welfare 
services are among the main themes in Finnish information society. According to the 
Greek interviewees, money and keeping one’s face will remain as the dominant values in 
Greek society, and that discourages interaction with deviant people. According to the 
present respondents, the economic situation will not improve in Greece. There will be 
healthy and rich people and sick and poor people even in the future.  

Greek people live a little longer than Finns (European Commission 2000, table 6). The 
growth of population from 1960 to 1998 was 16% in Finland and 26.3% in Greece. The 
proportion of the population aged 0-19 years decreased in both countries (in Finland by 
13.3%, in Greece by 10.9%), but the population aged 20-64 years increased (6.1% in 
Finland, 2.4% in Greece) as did also the group aged 65 years (7.2% in Finland, 8.5% in 
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Greece). (OECD health data 2000.) Marriages have numerically decreased and divorces 
increased in Finland more than in Greece. 

Table 6. Changes in sex distribution, birth rate, life expectancy, marriages and divorces 
in Finland and Greece (OECD health data 2000). 

Variable Finland Greece 
Sex   

1960 male 48.1%, female 51.9% male 48.8% female 51.2% 
1997 male 48.7% female 51.3% male 49.4% female 50.6% 

Birth rates (average number of  
children per woman) 

 

1970 1.8 2.4 
1997 1.7 1.3 

Life expectancy at birth (years)   
1970 66.5 (m), 73.4 (f) 69.2 (m), 73.8 (f) 
1997 73.4 (m), 80.5 (f) 75.1 (m), 81.4 (f) 

Marriages (per 1000 people)   
1987 5.3 6.6 
1997 4.6 6.0 

Divorces (per 1000 people)   
1987 2.0 0.9 
1997 2.6 0.9 

Total employment rate grew in both countries from 1994 to1997. Unemployment 
decreased in Finland by 4.3%, but increased in Greece by 1.8%. In both countries, men 
were employed more often than women (in 1997, 66.9% of men in Finland, 74.8% in 
Greece; 60.7% of women in Finland, 40.1% in Greece). The total unemployment rate in 
both countries was higher in 1997 than the average of Europe (9.3%), and it was lower in 
Greece (10.7%) than in Finland (11.4%). (European Commission 1999a.) Security 
expenditure was higher in Finland (Hagfors 2001, European Commission 2000, table 7.) 
In 1996, social security expenditure was smaller in both countries than the average in the 
fifteen European Union member states (EU-15). 

Table 7. Social security, pension security and health security expenditure in Finland and 
in Greece as% of GDB in 1990 and 1996 (Hagfors 2001, European Commission 1999a, 
2000). 

Social security Pension security Health security Country 
1990   1996 

 
1990   1996 

 
1990 1996 

Finland 25.5 32.1 10.6 13.2 6.5 5.4 
Greece 19.8 23.3 12.7 11.7 3.5 4.5 
EU-15  28.7     



5 Summary of the background 

Finland and Greece are both European Union member states. The surface area of Finland 
is 2.5-fold compared to Greece. Greece has two times more inhabitants than Finland. The 
most densely populated areas in both countries are the big cities and their surroundings. 
There are problems in the accessibility of services in the rural areas and, in Greece, on the 
islands. The average wintertime temperature in Greece is about the same as the 
summertime temperature Finland. The main sources of income are agriculture, industry, 
and services in both countries. The unemployment rate has been lower in Greece. 
Expenditure on social security and health security has been higher in Finland.  

Hiironniemi (1992) described the good results of activities as effectiveness/cost 
effectiveness, internal and external service ability, and economy/productivity, Lumijärvi 
(1999) as cost effectiveness, sufficiency and management of allocation, quality of 
services, client satisfaction, accessibility of services and co-operation between service 
units, fluency, economy and productivity of the service process, and skills and job 
satisfaction of the staff.  

Effectiveness as good results in psychiatric health care includes functional abilities 
and well-being of the patient and his/her relatives and other people close to him/her and 
the patient’s functional abilities (fig 3). Well-being means physical, mental, and social 
well-being in relation to physical and mental health, safety, finances, work, leisure time 
activities, religion, social relations, family relations, and life situation. A change in one 
aspect affects the others. Physical well-being means satisfaction of the material needs and 
a lack of severe physical symptoms of illness, good physical condition. Mental well-
being includes a lack of severe restlessness, irritation, anxiety, depression, apathy, and 
difficulty concentrating. It means positive feelings and need satisfaction. Social well-
being consists of satisfaction of the social needs and good human relationships. (Bond & 
Thomas 1991, Lehtinen 1991, Lehman 1983, Scott 1993, Phelan et al. 1995, Zissi & 
Barry 1997, Zizzi et al. 1998, Wings et al. 1998, Allardt 1998, Thomsen et al. 1999, 
Brooker et al. 1999, Kinnunen et al. 1999, Venla workgroup 1999.) 

Functional abilities include skills needed in everyday activities in the domains of work 
and education, leisure and participation, religion, finances, life situation, legal status and 
safety, family relations, social relations, and health (Lehman1982, 1983, Oliver et al. 



 48

1996, Cuffel & Fischer 1997, Gaite et al. 2000). They also mean a sufficient amount of 
independence and an ability to handle social situations (Nikkonen 1996). 

Service ability can be measured by studying the sufficiency, accessibility (location, 
physical layout and costs), and acceptability of services and the relapses of patients’ 
diseases (Venla workgroup 1995, Saarento 1996, Lumijärvi 1999). It can also be 
measured by studying patients’ satisfaction and the working atmosphere in hospitals, by 
reviewing waiting lists, and by studying the development of staff proficiency. 
(Hiironniemi 1992, Liukkonen & Suurnäkki 1994, Lumijärvi 1994, Ruggeri et al. 1993, 
2000.) 

The economy of health care can be measured by comparing the outputs with the staff 
resources and the overall resources and by calculating the prices of the outputs 
(Lumijärvi 1999). Direct costs are the resources used for the treatment of illnesses, while 
indirect costs refer to the loss or reduction of productivity due to illness. The costs of 
services, including drugs, inpatient days, sick leaves, and disability pensions, are part of 
economy (Bond & Thomas 1991, Venla workgroup 1995, Phelan et al. 1995, Knapp 
1997, Lavikainen et al. 2001).  

The factors affecting good results are reciprocally dependent on each other. They are 
the ill person him/herself and his/her relatives, society, the organization of services, the 
health care staff, and the methods of treatment (fig. 3).  

Childhood (Alanen 1993, Mäkikyrö 1998, Amninger et al. 1999), gender (Hawton 
2000, Salokangas 1997), the individual’s biological vulnerability and stress (Falloon & 
Fadden 1993, Saari 2002), the quality of the illness (Knapp 1997, Druss et al. 2000, 
WHO 2001a.), and the person’s economic status and other life situation (Salokangas et al. 
1997, Aaljoki et al. 2000, Harvey et al. 2001) are affecting factors. Social support from 
the family, relatives, friends, fellow patients, and other network is crucial in managing 
with the illness (Achté & Seppälä 1968, Lehman et al. 1982, Stengård et al. 1993, 
Saarento 1996, Brown & Birtwistle 1998, Hagerty & Williams 1999, Harris et al. 1999, 
Aaltonen et al. 2000, Stengård et al 2000, Harvey et al. 2001, Saari 2002). The patient’s 
own compliance is considered a very important factor in successful treatment 
(Sorvaniemi & Lahti 1999, Thompson et al. 2000.)  

Health care systems are influenced and change in line with other changes of the 
society within which they function, its history, values, and economic situation, political 
and legal factors, such as employment, religion, alcohol policy, and criminality (Orque 
1983, Leininger 1991, Vartiainen 1994, Korkeila 2000, Stakes et al. 2000, Evans & 
Repper 2000, Stakes & European Commission 2001, Weigh et al. 2001.) Views on mental 
illness change over time and are also determined by the socio-political and historical 
context. In order to understand psychiatric health care in a given country, one must be 
familiar with nature of its contemporary society. (Spencer 2000.) 

The organization of services has always included the challenge to solve the problem of 
how to meet citizens’ needs, how to enable the best ways of working by professionals, 
and how to keep within the financial limits set by those who are responsible for the 
allocation of public resources (Leppo 1996). Mental hospital networks specialized in the 
treatment of mentally ill people were built in Western Europe in the 1800’s and early 
1900’s. In Finland, after the law in 1952, new mental hospitals were built for long-term 
patients, and the number of hospital beds doubled during the following ten years.  
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Since the 1980’s, it has been a common assumption that community-based psychiatric 
health care is the best way to take care of mentally ill people. Deinstitutionalization and 
decentralization have recently been used all over the world to improve services and to 
make them more accessible and cheaper. The aim is to provide better quality life in the 
patient’s own neighbourhood with support from the community health care staff. 
Reduction of hospitals started in Finland in the 1970’s (Salo 1996). At the same time, a 
network of rehabilitation homes, service homes and supported housing, and psychiatric 
wards were established in general hospitals (Venla workgroup 1995). In Greece, beds in 
the large mental hospitals have been reduced since the 1980’s, and psychiatric wards have 
been started in general hospitals (Madianos 1994, Tsiandis et al.1995).  

The targets of compulsory community treatment are to decrease hospitalizations, to 
alleviate symptoms, and to improve the patients’ quality of life (Heffern & Austin 1999, 
Schwartz et al. 1999). The assertive community treatment model (ACT, Lehman et al. 
1999, Torrey et al. 2001) is a cost-effective approach for treating homeless persons with 
severe mental illnesses. Case management for patients with severe mental illnesses 
includes comprehensive assessment of the individual’s needs; development of a care plan 
or a package of care to meet these needs; ensuring that the individual has access to or 
receives the care to be provided; monitoring the quality of the care provided and 
monitoring constant long-term support and content with the individual. (Ward et al. 
1999.)  

Workers with different backgrounds of basic and further education are responsible for 
providing mental health services. The level of skilled work is maintained by continuous 
education and mentoring. (Venla workgroup 1995, Torrey et al. 2001.) Mentoring helps 
the staff to develop their clinical competence and knowledge base, to feel supported, and 
to experience less stress (Berg & Hallberg 1999, Sloan 1999.) Staff’s well-being (lack of 
restlessness, irritation, anxiety, mild depression, apathy, and difficulty in concentrating) 
affects the quality of care given. (Thomsen et al. 1999.) According to Bugge et al. (1999), 
the top ten skills of mental health workers were communication, liaison, and 
implementation of care, knowledge, and patience, listening, autonomy, counselling, 
management, and empathy. 

In modern psychiatric health care, the biological, psychological, and social methods of 
treatment are integrated. (Isohanni 1996, WHO 2001a.) The choice of different methods 
of treatment must be based on the needs of each individual, family, and their social 
network (Alanen et al 1986, 1993, 1994, 1997, Lääkintöhallitus 1987, Aaltonen et al. 
2000, Saari 2002.) The integration of different therapies takes place in treatment 
meetings, where the patient, his/her family and other important persons, and the carers 
are present to discuss the problems (Lääkintöhallitus 1987.) 

The core set of effective mental health interventions includes, according to Drake 
(2001), medication, training in illness-related self-management, assertive community 
treatment, family psychoeducation, supported employment, and integrated treatment for 
concurrent substance abuse. Sadock & Sadock (2003) divides the methods of treatment 
into different kinds of psychotherapies and biological therapies (table 4).  

The use of drugs has affected the development of mental health care, the reduction of 
hospital beds, and the increase of non-institutional care. (Harenko 1996, WHO 2001a.) 
Electroconvulsive therapy should, according to Karasu et al. (2000), be considered for 
patients who suffer from major depressive disorder with psychotic symptoms, catatonia, 
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or suicidal tendencies. As methods of nursing, Latvala et al. (1996) describe the nurse-
patient relationship, group therapy, working with the patient’s family and other network, 
community therapy, rehabilitative psychiatric nursing, and nursing in crises. According to 
Nojonen (1990), the psychiatric rehabilitation methods consist of giving knowledge, 
doing thing together, motivating and psychic support, follow-up, reminding and ordering, 
coordinating, making agreements about the rules, group support, doing things on one’s 
own behalf, independent practising, forbidding, and punishment.  

Fig. 3. Good results in psychiatric health care and factors affecting them. 

Factors affecting good results: 
 
Person him/herself and his/her 
relatives 
• patient: sex, childhood, 

disease, life situation, stigma, 
compliance 

• family, relatives 
• friends, network,  
Health care staff 
• basic skills 
• working circumstances 
• supervision 
• professionality 
• well-being 
Methods of treatment 
• electroconvulsive therapy 
• medication 
• psychotherapies 
• rehabilitation 
• carer - patient relationship 
Organization of services  
• outpatient services 

- compulsory outpatient 
care 

• inpatient services 
Society 
• values, economy, employment 
• alcohol policy 
• correctional treatment 
 
 

Good results: 
 
Well-being: 
• physical well-being 
• mental well-being 
• social well-being 
Functional abilities: 
• performance of  
• activities of daily living  
• degree of independent living 
• involvement in leisure 

activities 
• involvement in social  
      relationships and activities 
• level of occupational and    

educational activities  
• general health 
Service ability: 
• accessibility of services 
• sufficiency of the services 
• acceptability of the services 
• satisfaction of the client 
Economy: 
• =relation between costs and 

results 
• costs of the services  

      e.g. inpatient days, drugs, 
          sick leaves,  

      disability pensions 
 



6 Comparative research 

6.1  Starting point for comparative research 

Comparative method is based on the presumption that there exists a normal and 
perceivable political, social, and economic process of change, which manifests itself in 
different systems. Generalizations about the development of phenomena can be made, 
and different systems where a given phenomenon occurs or could occur can be compared 
with each other. (Salminen & Lehtinen 1982, Salminen 1993.) In this study will be 
looked for similarities and differences in the phases of development of the psychiatric 
health care in Finnish and Greek societies. 

In a comparative study, two or more units in two or more countries, cultures, or 
societies are compared in respect of the same concepts based on a systematic analysis of 
the phenomena. By means of comparison, the researcher explains and/or interprets 
systematically the differences and/or similarities between the studied phenomena. It is 
possible thereby to gain more comprehensive and deeper understanding about the 
situation in the countries that are being compared. When using the comparative method, 
one transcends the boundary between qualitative and quantitative research and 
simultaneously combines the two methods. (Salminen & Lehtinen 1982, Hantrais & 
Mangen 1996, Salminen 1999.)  

The quantitative method emphasizes objectivity and accuracy and aims to produce 
justified, reliable, and generalizable knowledge based on exactly defined data (Erätuuli et 
al. 1994). The qualitative approach aims to understand the phenomenon as a whole and 
emphasizes the respondents’ opinions of the events or circumstances (Polit & Hungler 
1995).  

In this study were used both qualitative and quantitative data sets for comparison. 
Focus was on the psychiatric health care in the two countries and especially on the views 
of workers and decision-makers in psychiatric health care. The qualitative data sets 
analyzed and used in comparison of the views were collected by unstructured interviews. 
Data for the secondary analysis were collected from tables that included information 
about both countries and from the same years as the data collected by interviews or very 
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close to those years (OECD 2000, European Commission 1997, 1999a, 1999b, 2000, 
2001, World Health Organization (1996a, 1996b, 2001a, 2001b).  

The comparative method can be used in different ways. Analytic comparison 
emphasizes the comparison of similar units. By comparing such units, the researcher tries 
to find regularities and generalizations that would help to explain differences and 
similarities. Emphasis in illustrative comparison lies on the comparative description of 
concepts or theories. Description of the units will strengthen the chosen theoretical 
background. (Salminen 1993, Hantrais & Mangen 1996, Salminen 1999.) In this study 
phases of development are described and compared according to the time they occurred. 
The views are compared between the countries. The results are discussed in relation to 
the description of the phases of the development in the psychiatric health care and good 
results in it and the factors affecting them.  

In a comparative research process, the first phase consists of the selection of the 
problem and the theory. The comparison must be placed into a theoretical conceptual 
framework. The researcher has to decide what to compare and choose the criteria by 
which to compare. Knowledge from earlier studies and the scientific literature is needed, 
as is also basic knowledge about the contexts of the study. The second phase consists of 
preparing and acquiring the data. The purpose of the research defines the requirements 
for the studied units. If the comparison is based on field studies, data collection must be 
systematic. This is followed by description, classification, and preliminary analysis of the 
data. Classification eliminates the data that cannot be compared. Comparison can be 
finished at the phase of description of the study subjects, but description can also be seen 
as the initial phase of the actual comparison, in which the focus is on searching 
regularities. Then, conclusions are drawn. The researcher seeks for generalizations and 
makes interpretations and recommendations. When the comparison is based on 
theoretical concepts, the concepts can be formulated at this phase according to the 
phenomena studied. The final phase consists of writing the report. (Hammel 1980, Jones 
1985, Salminen & Lehtinen 1982, Hantrais & Mangen 1996, Salminen 1999.) The phases 
of this study are described in chapter eight. 

According to Salminen et al. (1982, 1999) the differentiating factor between 
comparative and statistical methods is the smaller number of units in comparative 
research. For instance, it is difficult in comparative administration to establish test groups 
and control groups for comparison. The heuristic method is connected with comparative 
research through the heuristic analogy. There is also one case comparison, when 
comparability was achieved by studying the case in its wide context.  

6.2  Comparative studies 

Next different comparative studies, mostly in the field of the psychiatric health care will 
be briefly discussed. 

The topics of comparative political research have included social change, social 
interest groups, elite structures of society, state machineries, and the political sector of 
society (Salminen 1993). 
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Schaapvelt et al. (1995) compared twelve countries of the European Union for 
differences in health. They used a health policy model as a framework for their analysis. 
They explained differences in health by means of factors that promote or damage health: 
genetic, exogenous (pollution, infectious diseases, climate), socio-economic (wealth, 
employment, education, teenage pregnancy rate) and lifestyle factors (alcohol, tobacco, 
vegetables, meat, dairy products, wine, calories), and characteristics of the health care 
systems (health expenditure, hospital beds, doctors, cost of drugs, immunization, 
screening tests, contraception). Mortality rates and life expectancies were used as health 
indicators. There seemed to be little, if any, association between the type of health care 
system and especially the expenditure in health care or health outcomes. The ideal 
indicator of the health status of the population, which combines both quantitative and 
qualitative characteristics of health, is healthy life expectancy or disability-free life 
expectancy. Health expectancy is the number of years an average person can expect to 
live in good health during his/her lifetime.  

Comparative economic research is interested in economic systems, economic 
decision-making, and the principles and structures of economic activities in societal and 
governmental systems (Salminen 1993).  

Wagstaff et al. (1999) compared the systems of financing health care in thirteen 
countries. They described taxation, social insurance, private insurance and direct 
payments. According to the results the countries studied could be clustered into three 
groups: tax-financed systems, social insurance systems and privately financed systems.  

Knapp et al. (1998) compared home-based versus hospital-based care for seriously 
mentally ill persons. Their controlled cost-effectiveness study covered a period of over 
four years. The Daily Living Program included a specifically planned treatment program 
for each patient. Normal care consisted of standard inpatient treatment and discharge into 
outpatient care with some community support services. The patients were randomly 
allocated into DLP care (n=92) or control inpatient care (n=97). The measures were: 1) 
patient assessments: Global Assessment Scale (GAS), Present State Examination (PSE), 
Brief Psychiatric Rating Scale (BPRS), Social Adjustment Scale (SAS), Daily Living 
Skills, satisfaction of the patients and relatives; 2) service utilization: comprehensive 
service use, employment, income and accommodation; and 3) cost measurement: all 
services including health, social care, employment, accommodation and criminal justice 
services (costs of opportunities forgone, not just money expended). DLP was more cost-
effective than control care over the initial 1-20 months and also over the full 45-month 
period, but the difference between the groups partly disappeared by the end of the 45th 
month. Patients and relatives were more satisfied with home- than hospital-based care 
until the 45th month, and their satisfaction was not closely related to the clinical outcome. 
According to the researchers, high quality home care is hard to maintain continuously. 

Comparative sociological research consists of either descriptive comparison or 
propositional research, which may include testing of theories, looking for regularities and 
search for causal explanations. Cross-national comparison serves as a means of gaining 
better understanding of different societies as well as their structures and institutions 
(Salminen 1993, Hantrais & Mangen 1996). The nature of sociological research is 
comparative and thinking in comparative terms is inherent in sociology. No social 
phenomenon can be isolated and studied without comparing it to other social phenomena. 
(Salminen 1999.)  
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George & Taylor-Gooby (1996) published a descriptive comparison of the social 
policies of seven European countries during fifteen years. The aim was to examine the 
social policy experiences of the countries; to understand the demographic, social and 
economic pressures for increased welfare spending and to reach some tentative 
conclusions about the possible future developments in welfare provision. Taylor-Gooby 
concluded that the responses to the challenges posed to welfare vary between countries. 
The Mediterranean countries have been the least successful in achieving changes that will 
meet the future demands.  

Salo (1996) described the reforms of organizations of psychiatric hospitals in Italy and 
in Finland. The study focused on the psychiatric health care system and the changes in 
the views concerning treatment, in interaction, in therapeutic facilities nd organizations, 
in regulations and the resources allocated for care, and in understanding the practices and 
their changes. Salo used statistical data, observations, and interviews.  

STAKES (Kangas ed. 1997) published a description of the development of women’s 
status in Finland, Greece, Ireland, and Portugal. Kangas wrote: “Rather than striving for 
perfection of comparison, the texts stress the uniqueness of each country’s and its 
women’s disposition.”  

Comparative administration is based on a comparison between and within cultures, 
and comparisons at the national level. By the means of comparison we can search for 
universal principles applicable to administration and especially to public administration. 
The focus is on a comparison of bureaucracies and organizations, structures of state 
government, and political behavior and on extensive general comparisons. (Salminen 
1993.) Comparative administration can be defined according to two main dimensions. On 
the one hand comparison is concentrates on the systems of other states. Administrative 
organizations can be compared by concentrating on administrative functions or structures, 
on the targets of the organizations and on the relationships between the organizations and 
their environments. Comparative administration is based on comparisons of phenomena, 
between optional models, and theories. On the other hand, comparisons can be made 
nationally between private and public organizations. The comparison in this case applies 
to environmental factors, the relationships between the organizations and their 
environment, and the internal structures and processes of the organizations. Experimental 
research methods can very seldom be used in political science or comparative 
administration. (Salminen 1982, 1993.)  

Salminen has named (1993) two persons as great names in the field of comparative 
administration: Max Weber from Germany and Fred W. Riggs from USA. Weber was a 
representative of idiographic comparison (case studies). The key idea of Weber’s method 
was in understanding. Social functioning was explained by understanding. The ideal 
model of bureaucracy created by Weber is considered to be one of the greatest 
achievements in the history of comparison. Riggs’ emphasis on comparative research 
consisted of efforts to make nomothetic generalizing comparisons, empirical rather than 
normative comparisons and ecological rather than non-ecological social comparisons, 
paying attention to the physical nature of things. Riggs paid attention to one basic 
problem in comparative research: comparability. If strange structures and practices are 
the basis of developing administration in a certain place are strange structures and 
practices, it is possible that they will not function in different surroundings in the same 
way as they did in the first place. As a result of that reforms may fail. (Salminen 1993, 
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1999.) According to Riggs comparative administration must connect the development of 
administration with the development of whole society, including economy, social 
structures, culture and the political system (Salminen & Lehtinen 1982.) 

Vuori (1995) studied the differences between a medical ward in a public hospital and 
its counterpart in a private one. He used the method of comparative interpretation in the 
study of meanings of phenomena connected with administration, life and work. The data 
were collected by structured and open-ended interviews, and by analyzing the contents of 
meetings and staff bulletins. The study showed that generalizations about the health 
policy do not do justice to the uniqueness of particular health care organizations. Both of 
the studied hospitals were surrounded by certain myths concerning the differences 
between public and private health care. Experiences of death, life, and work itself had a 
major impact on the ward culture in both hospitals. In addition, motivation seemed to be 
a surrogate for the meanings of life and work. The hospital’s financial results, 
administrative techniques, cost of medical treatment as well as ethical questions were all 
interrelated in various ways. According to Vuori idiographic comparison can be seen as a 
continuous task in tracing real differences between in public and private health care.  

Liaropoulos and Kaitelidou (1998) assessed the public-private mix in the financing 
and delivery of health care services in Greece. According to them Greece was the most 
‘privatized’ EU country.  

Narinen (2000) studied the perceptions of nurse managers and directors of nursing 
about the content of nurse managers’ work. The task areas inquired about were staff 
administration, budget management, supervision, co-operation, developmental work, and 
clinical nursing. Nurse managers’ perceptions differed concerning the future changes in 
their tasks. Nursing directors believed that the tasks related to staff administration and 
budget management would not increase to the degree anticipated by nurse managers. As 
to the share of co-operation and developmental work in the future, directors of nursing 
expected to increase more than nurse managers did. Both groups agreed that the most 
important present and future task of nurse managers is supervision.  

In medical research the use of experimental and control groups is common, especially 
when studying the effects of treatment methods. Randomized controlled trial is the most 
frequently used method. Trials range from comparison of pharmaceutical regimes to 
studies of health care delivery systems. Patients are allocated into two or more groups 
given different treatments. Cluster randomization is used when groups of people 
constitute the unit of randomization. There are many difficulties inherent in this design 
because many phenomena, including psychiatric interventions and outcomes are 
complex. The method of randomization may be impractical for assessing rare but 
important outcomes, such as suicide or violence committed by mentally ill persons. It 
may also be impractical for measuring long-term outcomes. Moreover political or 
medical opinion may prevent randomization. In pragmatic trials, the outcomes must be 
easy to measure. In the assessment of costs, the total social and health care expenditure 
associated with the treatment should be evaluated, together with the financial impact on 
the patients and their carers. (Hakama 1988, Altman 1991, Hotopf et al 1999.) 

The topics of medical studies (table 8) have included community care, cost of services, 
need-based interventions, different therapies, and medication. Different scales have been 
used to measure effectiveness and costs and to explore differences. For example, 
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symptoms, needs, satisfaction, well-being, functioning, behaviour, family burden, and 
costs have been measured. 

The aims of treatment have included alleviation of the symptoms of the disease, 
satisfaction of the patient’s needs, the patient’s well-being and functional abilities, 
reduced family burden, and lower cost of care. The conclusions pertain to the differences 
and/or similarities in the effects of the methods of treatment. 
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Examples of comparative nursing studies include the study by Vehviläinen-Julkunen et 
al. (1994), who compared childbirth experience among Finnish Lutheran women and 
Canadian and American women. Janhonen (1992) studied the core of nursing as seen by 
nurse teachers in Finland, Norway and Sweden. In the field of psychiatric nursing there 
has not been much comparative research. According to Thomsen et al. (1999), one reason 
may be that psychiatric nursing has traditionally occupied a much weaker position 
academically than many other disciplines and there have hence not been possibilities for 
or interests in doing research. It may also be claimed that there exists so much cultural 
variation in psychiatric nursing that comparisons would prove meaningless.  

Thomsen et al. (1999) compared nurses’ well-being in England (Birmingham) and 
Sweden (Stockholm). Individual well-being was defined as the health and work 
satisfaction of nursing staff and measured by asking about professional fulfilment (work 
satisfaction, pride in the organization, intention to quit, satisfaction with the quality of 
care), work-related exhaustion (tiredness when thinking about work, being emotionally 
drained after work, being physically exhausted after work), and mental energy (lack of 
restlessness, irritation, anxiety, mild depression, apathy, and difficulty concentrating). 
Organizational well-being included efficiency, personal development, autonomy, quality 
of goals, work load, leadership and work climate. Swedish psychiatric nurses experienced 
greater individual well-being than English nurses. English nurses judged their work 
environment more positively in terms of autonomy, work climate and personal 
development. They also reported a greater workload and had more sick days than 
Swedish nurses. 

Dallender et al. (1999) compared the perceptions of British mental health nurses and 
psychiatrists concerning their work environment. They studied the impact of the work 
environment on the mental and physical well-being. The domains of the questionnaire 
were physical work environment, social climate, social support, coping and respondents’ 
personal characteristics. Mental well-being was studied by asking about irritation, 
restlessness, emotional exhaustion, physical exhaustion, tiredness, not caring about work 
and working calmly. Significant differences emerged between nurses and psychiatrists 
regarding working conditions, physical working environments, sources of support in case 
of work-related problems, and the effects of their work on their own mental and physical 
health. A significant difference between nurses and psychiatrists was seen in the 
frequency of feeling restless, with a higher proportion of psychiatrists feeling restless 
daily than nurses. The researchers recommended improvement of communication 
between mental health professionals and their managers by giving more structured 
feedback and guidance about each person’s work performance.  

In the field of developing European psychiatric nursing there is a need to study and 
develop nursing in co-operation with researchers both nationally and internationally.  



7 Ethical considerations 

Ethical questions in a study concerning the situation in two countries require special 
consideration. In a comparative study, the researcher must pay special attention to the 
accuracy and objectivity of the analysis. The confidentiality of the researcher has to be 
absolute concerning the interview data. The information elicited by the researcher must 
not be made available to unrelated persons. People have the right to expect the researcher 
to behave responsibly and thoughtfully. The identity of the participants in the study must 
not be revealed. They have the right not to tell matters they do not want to tell. The 
researcher aims to obtain a holistic picture of the topic rather than a collection of 
individual statements. The researcher must also report the weaknesses of the research. 
(Soininen 1995, Polit & Hungler 1995, Creswell 1997.) 

I acquired appropriate consent from the people interviewed and approval from the 
ethical committees or decision-makers of the hospitals in both countries. I told each 
interviewee about the study, the voluntary nature of their participation and the 
approximate duration of the interview. They were told that their names would not be used 
in the study, and that their professional backgrounds would not be revealed in the direct 
quotes. I also told them about my experience as a worker in psychiatry. That made them 
confident that I would understand what they were speaking about. They were also asked 
for a permission to record the interviews at the beginning of each appointment. They 
were told that I was the only person with access to the tapes. That was a key question for 
many respondents to before they began to express their views. When writing the report I 
had to be careful about keeping to the truth but I omitted certain, possibly sensitive and 
unessential matters that had been told or observed. 

Entry into other people’s domain in Greek hospitals required courage and 
consideration. With the interviewees in Greece I always agreed about the next interview 
at the end of the previous one. I discussed with the four interpreters before and after each 
interview in order to be sure that the information received remained confidential, and that 
the interpretations were reliable. My own elementary knowledge of the Greek language 
naturally facilitated understanding.  



8 Material and analysis 

In a comparative study, data can be collected by using both quantitative and qualitative 
methods (Hantrais & Mangen 1996, Salminen 1999). According to Hammel (1980), there 
is often, besides the high-quality data collected by the researcher, a need to use data 
collected by others. The data for this research were collected by interviews and 
observations, and from national and international statistics (table 9).  

Interviewing as a method of collecting data in this study was based on the 
understanding that human beings behave in response to the meanings that matters and 
things have for them, and that these meanings are derived from the social interaction 
between people who belong to the same society (Spradley 1979, Field & Morse 1985, 
Syrjäläinen 1994). Views about the same things vary between people, change in the 
course of time, and are increased by knowledge and experience. Previous views serve as 
the basis of new views. Therefore, one needs to be familiar with the past in order to 
understand the present. (Rauhala 1989, LoBiondo-Wood & Haber 1993, Ahonen 1994, 
Häkkinen 1996.) Mckenna (1999) cited a truism of Peplau (1987) pointing out that our 
behavior is affected by our attitudes, out attitudes are affected by our knowledge, our 
knowledge is based on understanding, and for understanding we need information. The 
views about mental health and its treatment affect people’s behaviour as patients, 
relatives, health care staff, neighbours, and citizens. In psychiatric health care, patients, 
their families/relatives, workers, and decision-makers have their own opinions about the 
treatment based on their experiences and/or knowledge. By studying the views of 
different groups, we can detect similarities and differences between them. By increasing 
and developing our knowledge and mutual understanding about mental disorders and 
about the methods of treatment, we can contribute to a positive change in the attitudes, 
behaviour, and life of all parties. 

The first part of the data collection for this study was carried out in Finland in Finnish 
language, the second in Greece in English and in Greek. The Finnish concept 
‘tuloksellisuus’ was translated into English with the words ‘good results’. Good refers to 
positive, valuable or favourable quality or condition (von Wright 1972). The word ‘result’ 
is used in the English language as a synonym for the word ‘outcome’ (The Hamlyn 1977, 
Ahonen 1985, Hawkins 1988, Syväoja et al. 1995), which is the word used in many 
studies concerning the results of the health care. In Greek language ‘good results’ has 
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been translated as (καλά ποτελέσματα) ‘kalaa apotelesmata’ (Stavropoulos 1992, 
Stavropoulos & Hornby 1992). The word ‘apotelesma’ in a Greek-English dictionary 
means the same as result and outcome (Stavropoulos 1992).  

Before starting with the interviews in Finland, I carried out pilot interviews of two 
patients, one relative, one worker, and one decision-maker. Thirty nursing students also 
replied in writing to the open-ended research questions. Both the data sets were analyzed 
by inductive content analysis. I thereby gained assurance in interviewing and ideas for 
additional questions. Before going to Greece, in order to develop my skills as an 
interviewer in a foreign language, I had two group interviews in English in Finland. I 
wanted to prepare for all kinds of interview situations that might arise in the other 
country. Group interviews are a good way to get information from many people in a 
shorter time. The interviewees can also get support from each other in a group. (Polit & 
Hungler 1995, Eskola & Suoranta 1996.) 

Table 9. Material collection and analysis. 

Part of the research project Time of the 
data collection 

Method of the data 
collection 

Data analysis 

Finnish views about good results in 
psychiatric health care and the factors 
causing them 

1995 Open-ended interviews of 
26 workers and 18 
decision-makers  

Inductive content 
analysis 

Greek views about good results in 
psychiatric health care and the factors 
causing them 

1997 Open-ended interviews of 
35 workers and decision-
makers Observations 
Written material  

Inductive content 
analysis 

Development of psychiatric health care 
services in Finland and in Greece 

1995, 1997, 
2002 

Literature 
Study reports 
Interviews 

Content analysis 

Comparisons of views and facts about 
psychiatric health care services, good 
results in psychiatric health care, and the 
factors causing them in Finland and in 
Greece 

1999-2002 Results of the analyses of 
the above data sets 

Comparative 
method 

The Finnish interviews of 44 workers and decision-makers conducted in the 
municipalities of the Kainuu Health District and in the departments of the Joint 
Municipal Authority in Finland in 1995 were used here. The interviews belonged to a 
group of 84 informants, which included patients and their relatives (Tiri 2001). In this 
study, the data from workers and decision-makers’ interviews were combined because the 
interviewees in Greece were from similar groups (table 10). The nurses were charge 
nurses, assistant charge nurses, mental nurses, and registered nurses. The therapists 
included psychologists, social workers, and occupational rehabilitation workers. The 
decision-makers included chief physicians, nursing directors, and financial directors, in 
Finland also chairmen of the municipal committees for social services and health care. 
These decision-makers are mainly responsible for the overall planning, implementation 
and follow-up of services.  
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In Finland, I planned to interview 1-2 workers from each ward and each of the nine 
mental health centers and 1-2 decision-makers from each municipality. The interviewees 
were chosen at random and participation was voluntary. On the psychiatric wards, I had 
the staff to choose the participants by a random procedure. If a person chosen randomly 
refused to be interviewed, someone else volunteered. From the municipalities, I chose the 
workers and decision-makers at random by using name lists. The directors were either 
directors of health care services or chairmen of the municipal committees for social 
services and health care. The therapists interviewed in this study included psychologists, 
social workers, and occupational therapy workers. The nurses included psychiatric nurses 
and mental nurses. 

Before each interview, every participant received written information about the 
procedure, including the research questions (Appendix 5). After they had consented to 
participate in the study, I got their names, except in the case where I had myself chosen 
the informants. I called every person and told them about the study. If the person was still 
willing to be interviewed, we agreed about the time when we would meet or I could call 
again. 

The interviewees chose the place for each interview. The interviews were conducted in 
the psychiatric outpatient clinic (n=20), on a hospital ward (n=4), or by telephone (n=20). 
Telephone interviews enabled the collection of data from a large area by one person. 
They were also easy to schedule into the interviewees’ timetables.  

I started the open-ended interviews by repeating the purpose of the study and the 
research questions. After that, every person was free to tell their views about psychiatric 
health care, about the good results attained in psychiatric health care, and about the 
factors promoting such results in any order they wanted. I made sure that they spoke 
about their own views and could proceed on their own free will. Each interview lasted for 
half an hour to one and a half hours. Altogether, the interviews took about fifty hours. In 
order to strengthen the analysis, I also made notes by listing the good results and the 
factors promoting them reported by each person during the interviews. After each 
interview, we reviewed the list, to give the interviewee a possibility to specify what s/he 
had said or to add something. All interviews were recorded and transcribed verbatim. The 
author transcribed the 500 pages, simultaneously re-listening to the tapes and checking 
her understanding.  

The data were analyzed by inductive content analysis using the PC-Fenome computer 
program (Lång 1995). At first, I collected from the data the sentences classifiable under 
the titles ‘good results’, ‘factors affecting on them’, and ‘psychiatric health care’. Every 
person had a personal code (F and a serial number given to each interviewee), to help the 
researcher to refer back to the original text. After that, the sentences from the data sets 
were categorized into groups and given titles according to their contents. The 
subcategories and main categories were formed based on interpretation of the data. The 
process required repeated referral to the original data. After the analysis phase, I had the 
original data sets, the partial data sets according to the research questions, and the data 
sets under each titled category and subcategory (appendix 4). (Alasuuteri 1993, Miles & 
Huberman 1994, Polit & Hungler 1995, Eskola & Suoranta 1996.)  

In the second phase of this study, I collected data in Greece during four months in 
spring 1997. I observed life and care in two psychiatric hospitals, visited two other 
hospitals and interviewed 35 workers and decision-makers, one of them four times, two 
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of them three times, four of them twice and the remaining twenty-eight persons once. Six 
of the interviews were group interviews, and one group consisted of three persons and 
five of two persons. Three of the research interviews were carried out in Greek, thirteen 
with an English-speaking interpreter and the remaining twenty-three in English. The 
interviewees were financial and planning directors, psychologists, social workers, 
occupational therapy workers, mental nurses, registered nurses, assistant charge nurses, 
charge nurses and nursing directors. The interviewees were chosen by the hospital 
directors or were voluntary persons working on the wards and in the administration (table 
10). One interview lasted for one to two hours, depending of the language used and the 
presence of an interpreter. 

At the beginning of my stay on the wards I wanted to get a general view of the 
matters. I also wanted to become familiar and accepted in the different places. I spent 
time sitting in the lounges or nurses´ doctors’ offices. I followed the nurses when they 
were doing their daily tasks: taking blood samples, making beds, dusting the rooms, 
washing and dressing patients, supplying meals and medicines to the patients, assisting 
doctors, taking patients from one ward to another, writing reports etc. At the end of my 
stay I did one night shift accompanying two nurses on duty at night. My role gradually 
changed from initial non-participation to moderate participation by the end of the process 
(Atkinson & Hammersley 1994).  

Furthermore I kept a research diary, and during the time I spent in Greece in 1997 and 
after that, I collected data about health care and psychiatric health care in Greece. I also 
gathered written documents, books, photographs, recordings, and films about Greece in 
general: about the country’s history, politics, religion, economy and lifestyle. I had a lot 
of free discussions with people outside hospitals and in hospitals I discussed with 
patients, their relatives, nursing students, nurse teachers, and voluntary workers, patients’ 
friends, and all staff groups. All these free discussions and observations helped me to 
understand the information elicited by the interviews. 

In all places I told who and from where I was, and why I had got the permission to 
stay on the wards and to conduct interviews. I felt accepted in the places where I stayed. 
However, I cannot be sure that everyone understood my role as a researcher; more likely, 
I was thought to be a student or a visitor. 

At the beginning of each interview, I repeated the information about the study, about 
the voluntary nature of participation and about approximate duration of the interview 
(Appendix 6). The interviewees were asked to tell their views about psychiatric health 
care in Greece, about the good results obtained in psychiatric health care, and about the 
factors promoting good results. As with the Finnish interviewees, every person had a full 
freedom to tell about their views in the order they wanted. This helped to get started and 
after that I only had to make sure that every interviewee told his/her views about the other 
topics, too. My normal comments were: please, can you tell me more about that? Are 
there any other good results or affecting factors? In the second or third interview of a 
person we at first recalled what we had discussed during the previous interview.  

The recorded interviews were transcribed verbatim and analyzed partly during the data 
collection process. Altogether, there were 265 pages of written text. I did the qualitative 
content analysis by using the PC-Fenome computer program (Lång 1995). I gave each 
interviewee a code number (Gr and a serial number), which helped me to find the original 
texts. The data were analyzed according to the study questions. I read the data and 
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marked sentences with words that described their contents. I grouped the coded sentences 
and combined the groups into bigger units. The computer program enabled me to 
generate lists of sentences connected with the same word and this made it possible to 
check the analysis (example in appendix 3). A comparison of the findings of content 
analysis with the observational data and the diary entries enhanced the quality of the 
findings. (Fetterman 1990, Syrjäläinen 1994, Polit & Hungler 1995.) 

Table 10. Background information about the interviewees. 

Finland Greece Background information 
n=44 % of 44 

 
n=35 % of 35 

Age 
> 24 - - 2 6 
25-35 7 16 16 46 
36-45 15 34 8 23 
46-55 18 41 5 14 
56-65 3 7 4 11 
66-75 1 2 - - 

Gender 
Male 23 52 15 43 
Female 21 48 20 57 

Occupation     
Nursing directors, charge nurses, 
assistant charge nurses 

6 14 10 29 

Nurses, mental nurses 13 30 11 31 
Occupational therapy workers, 
psychologists, social worker 

5 11 8 23 

Physicians and directors in planning and 
financing 

20 45 6 17 

In the third phase, a secondary analysis (Desrosiéres 1996, Hammel 1980) of the national 
and international data sets concerning psychiatric health care in Finland and Greece was 
made. The data for the secondary analysis were drawn from the OECD health care data 
set (2000) and from the data collected by the European Commission (1997, 1999a, 
1999b, 2000, 2001) or the World Health Organization (1996a, 1996b, 2001a, 2001b). The 
data for the comparison were drawn from tables that included information about both 
countries from the years when the interviews were conducted or close to that time. 
Similarities and differences were searched for in demographic and socio-economic 
factors, health status indicators and health systems concerning the psychiatric health care 
resources, health care utilization, and expenditure on health. (Korkeila 2000, Stakes & 
European Commission 2001.)  

The fourth phase consisted of a comparison of the quantitative data sets and/or views 
according to the indicators of good results and factors affecting them, which had been 
formed based on the previous studies and the data sets from both countries. The 
framework for the comparisons is described in fig. 4.  

The fifth phase was to write the report.  
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Fig. 4. Framework for the comparison of the psychiatric health care in Greece and in 
Finland, good results in psychiatric health care and factors affecting them. 
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• health status  



9 Results 

9.1  Development of the psychiatric health care services  
in Finland and in Greece 

The factors guiding psychiatric health care services in Finland and in Greece are 
described in table 11. In Finland, the Ministry of Social Affairs and Health (1996) 
supervises social and health services at the national level. The country is divided into 6 
provinces and 21 hospital districts, Kainuu Hospital District being one of them. The 
population of the Kainuu area was 92.000 in 1997. Every municipality has a health center 
that provides both the inpatient and outpatient services for the inhabitants. There are also 
rehabilitation homes and/or service homes in each municipality. The town of Kajaani 
which serves the whole area has a hospital for specialized health care and an institution 
for the mentally handicapped people. (KASS 1994-1997.) 

The Primary Health Care Act from 1972 obliges the 452 Finnish municipalities to 
provide health counselling, medical care and rehabilitation, and dental care for children 
and young adults. It also obliges them to provide school, student, and occupational health 
care, cervical and breast screening, mental health care and transportation. In 1999 there 
were 265 health centers in Finland. The health care system is mainly publicly financed, 
and to a lesser extent financed by the compulsory National Health Insurance (NHI) and 
by private sources (table 16). Municipalities must provide specialized medical care for 
their citizens. In the public sector, except in cases of emergency, the patient needs a 
referral from a general practitioner in order to get outpatient and/or inpatient care in a 
specialized hospital. Psychiatric long-term care is provided in psychiatric hospitals, on 
the psychiatric wards of general hospitals and in semi-institutionalized residential homes, 
rehabilitation homes, shared apartments, sheltered housing units, day hospitals, and day 
care centers. Public outpatient services are provided by mental health centers owned by 
hospitals or health centers. (WHO 1996b.) The service and financial flows of the Finnish 
health care system are presented schematically in fig. 5 (OECD health Data 2000). 

The Ministry of Education is responsible for the education of health care personnel. 
The doctors working in Finnish health centers are mainly general practitioners, about one 
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fourth being specialized in general medicine. Besides them and the nurses, there are 
usually also physiotherapists, social workers and psychologists for the care of mentally ill 
people in health centers. Both primary health care physicians and hospital specialists may 
work in the private sector in addition to their employment in the public sector. Health 
care personnel’s wages, salaries, or fees are negotiated between the Association of 
Municipalities and the trade unions. The relevant ministries participate in these 
negotiations. (WHO 1996b.) 

Fig. 5. Health care system in Finland (Source: OECD Health Data 2000). 
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In Greece, the interviewees described three distinct periods in psychiatric health care: the 
past, the present, and the future. By “the present” the interviewees meant the time after 
1983, by “the past” they referred to the time preceding that year. “The future” in this 
research means the years after the spring 1997. In 1983, active development of 
psychiatric health care services was started in Greece, including the establishment of 
outpatient services and the renovation of the existing large mental hospitals. One 
interviewee said:  

If we compare mental health care now and twenty years ago, the difference is so great 
that we are in a totally different world.  

The psychiatric transformation started in 1985, especially after the information that 
spread all over Europe about the circumstances and care of the mentally ill in the 
hospital on the Leros island. I do not think that Leros was or is the worst psychiatric 
hospital in Europe (Gr35).  

In Greece, the first mental hospital founded by Greeks was the Dromokaiteio hospital in 
1887. The money for the hospital was obtained from rich people who thought there was a 
need for hospital services for mentally ill people. One of them was the founder of the 
Dromokaiteio hospital, Dromokaitis Z from the Chios island. (Pappas et al. 1987.)  

Nowadays, the Ministry of Health and Welfare (started as the Ministry of Health in 
1918) is the leading institution in developing and financing health policies. The country is 
divided into 13 regions and 52 health districts. The legislation from 1983 (Article 21/Law 
1397/1983) entailed a 10-year plan for the development of a comprehensive mental 
health program. It aimed to decentralize and to modernize mental health services by 
introducing primary care, reorganizing mental hospitals, establishing psychiatric units in 
general hospitals, and creating community mental health centers, residential homes, 
vocational and rehabilitation programs, mobile units, and training programs for medical, 
nursing and other mental health professionals. The European Council provided 55% of 
the total budget for the reform. (Tsiandis et al. 1995, Madianos et al. 1999d.) During the 
project, the role of large mental hospitals diminished and many of long-stay patients were 
de-institutionalized. During 1984-1996, admissions into public mental hospitals declined 
by 7.2%, discharges increased by 53,7%, and the length of stay decreased by 53,7%. 
Admissions into the psychiatric wards of general hospitals increased by 1054%. 
(Madianos et al. 1999a, Madianos et al. 1999d, Madianos et al. 2000.) 

In 1996, there were 176 rural health centers and 19 small hospital health centers. The 
National Health Service hospitals were financed mainly by the state budget (64%) and 
sickness funds (33%). Membership in these funds (about 300 funds) was compulsory for 
the employed population and was based on occupation. The funds provide care services 
to their beneficiaries mainly through contracts with private physicians for ambulatory 
care, and with private or public hospitals for inpatient treatment. The service and 
financial flows of the Greek health care system are presented schematically in fig. 6 
(OECD Health Data 2000). 

The Ministry of Health determines the number of personnel in the hospitals, the skill 
mix, the terms of employment, and the salary levels. The minister must sign every 
appointment in the public health sector. The Ministry approves all budgets. The 
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administrators in public health care institutions are appointed on the basis of their 
political affiliation with the ruling party in the government. (WHO 1996a.)  

Fig. 6. Health care system in Greece (Source: OECD Health Data 2000). 
Table 11 shows that the development in both countries has undergone similar phases. The 
first mental hospital was established earlier in Finland than in Greece. In Greece, 
monasteries besides families have been taking care of mentally ill persons 
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(Yfantoppoulos 1994). In Finland, mentally ill people were first kept in special 
departments for the mentally ill in old people’s homes (Köyhäinhoitolaki 1933). 
According to a Greek respondent (Gr 10), doctors who travelled in the USA and UK 
imported new ideas to be put into practice in their own country. In the1950’s, in both 
countries special hospitals were built for long-term ill patients who needed to stay in 
hospital. Insurance systems were developed in the 1960’s to help to cover the expenses. 
According to the Greek interviewees (Gr 4, 10), until then the hospitals had managed 
with the help of private donations and by selling products from their farms. 
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Table 11. Factors guiding the organization of psychiatric health care in Finland and in 
Greece (Information from Pylkkänen 2001, WHO 1996a, WHO 1996b). 

Year Finland Greece 
 The first leprosy hospital in Finland in 

1622 (Seili Hospital) was converted into 
mental hospital in 1735. 

The first mental hospital in Greece in 1838 on Korfu 
island established by Englishmen.  
1862 Law for establishing asylums, madhouses 
(frenokomίo) 
1887 Establishment of Doromokaitio (φρενοκομείο) 
hospital 

1910- The Social Committee 1917 ( later 
Ministry of Social Affairs and Health) 

Ministry of Health in 1918 

1930- Mielisairaslaki (Mental Disease Act) 
1932 
Köyhäinhoitolaki 1933 (Law concerning 
the treatment of mentally ill people in the 
wards of old people’s homes) 

Social Security Organization (IKA) 1934 and TEVE in 
1934  

1940- Maternity and child care clinics and 
tuberculosis districts in 1940’s 

 

1950- Mielisairaslaki (Mental Disease Act) 
1952 
B-hospitals from 1956 for the long-term 
mentally ill patients 

In 1953 community health stations in rural areas 
In 1958 Leros Hospital for transferring chronic patients 
from the mental hospitals 

1960- National Health Insurance from 
the1960’s 
District hospitals 

1960 - network of family physicians by IKA 
Agricultural Insurance Organization (OGA) in 1961 
Compulsory service for doctors in rural areas from 1968 

1970- Primary Health Care Act in 1972, 
building of health centers 
Occupational Health Act 1979 
Partial amendment of Mielisairaslaki 
(Mental Disease Act) in 1977 canceled 
the division of mental hospitals into A- 
and B-hospitals 

1973 New Law (104) on Mental Health ( 
Περί ψυχικής Υγιεινής) 
1979 Founding of the first centre of mental health in 
Athens 

1980- Law to compensate patients for injuries 
in 1987 

In 1983 establishment of National Health Services 
(NHS)  
Health centers were established – 176 health centers, 
hospital clinics and IKA outpatient clinics 
In 1988 the statute 
ΦΕΚ,(ϕύλλο εϕημερίδον κυβερνήσεως) 106. 
legislated about the specialization of psychiatric nursing 

1990- Hospital Health Care Act 1991 
Mental Health Act 116/1990 
Act on patient fees 1992 
Law of patient’s rights 1993 

In 1992 legislation introduced family physicians and the 
separation of health centers from metropolitan hospitals 
– the rights of hospital patients are dealt with in this law 
1994- 1996 Discussion of new reforms > effectiveness 
and quality of services 
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9.1.1  Resources for the psychiatric health care 

According to the interviews people both in Finland and in Greece tend to avoid 
psychiatric services because of the stigma associated with their use. If they have to use 
them, they try to keep this secret from other people as long as possible.  

In both countries, there were some big hospitals in the vicinity of bigger cities in the 
early 20th century. In the course of time, more hospitals have been built. After the Mental 
Disease Act (Mielisairaslaki 1952), 40 B-hospitals were built for long-term mentally ill 
patients. The division into A- and B-hospitals was cancelled by a partial reform of the 
Mental Disease Law in 1977. The end of the last century and the beginning of this 
century have been a time for reducing hospital beds, building various supported 
residential care facilities and outpatient services close to the places where people live. 
The amount of in-patient beds for mentally ill people has until the 1990’s been in Finland 
bigger than in Greece but the length of stay in mental hospital shorter (table 12). In 
Greece in 1996, out of the 249 private hospitals, 40 were for mentally ill people, and they 
were situated in some the bigger cities, such as Athens and Thessalonica. A challenge of 
today and the future is to recruit specialized staff into the rural areas in both countries. 
One way to improve the accessibility and acceptability of services all over Europe has 
been to build psychiatric units in general hospitals. (Yfantoppoulos 1994, WHO 1996a, 
WHO 1996b.) 

When the persons interviewed in Greece spoke about their future, they often told 
about their hopes and fears in the light of the past and present. Many interviewees said 
that as soon as Greece gets no more EU money for psychiatric health care, the 
development will come to a halt.  

Table 12.  Number of psychiatric inpatient beds and average length of stay in a mental 
hospital in Finland and in Greece from 1970 to 1997 (OECD health data 2000). 

Psychiatric inpatient beds per 1000 
population 

Average length of stay in mental hospital 
(days/hospital episode) 

Year 

Finland Greece 

 

Finland Greece 
1970 4.3 1.3 20.2 107.0 
1980 4.0 1.4 34.9 100.0 
1983 3.7 1.3 34.9 100.0 
1990 2.3 1.2 41.0 105.0 
1995 1.3 1.1 37.5 - 
1996 1.2 1.1 26.6 - 
1997 1.2 1.1 42.2 - 

The total number of physicians per 1000 population in 1994 was 2.8 in Finland and 3.9 in 
Greece. The corresponding number of nurses in the same year was 10.7 in Finland and 
2.6 in Greece. Attica, which has 34% of the total population in Greece, had 52% of all 
doctors. Of Greek psychiatrists, 88% offered their services in the two largest cities, 
Athens and Thessalonica. The number of registered nurses per 1000 population was 
lower in Greece than the Western European average of 4.8 nurses. But if nurses, with 
education slightly below that of qualified nurses, are included, the Greek figure in 1994 
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was 3.3 per 1000 population. (OECD health data 2000, European Commission 1999a, 
WHO 1996a, WHO 1996b, table 13.) 

In Finland in 1995, the education of practical nurses, practical mental nurses, dental 
assistants, physiotherapy assistants, and hospital and ambulance attendants and some 
training in the social sector were replaced by the new educational plan for practical 
nurses for social and health care. This education lasts for 2 1/2 years. Finland has no 
hospital schools. In Greece, practical nurse and social work education takes place 
vocational lyceums, vocational institutes, and hospitals’ schools. At the beginning of 
1987, basic and specialized nurse educations were combined in Finland. Students can 
choose their field of clinical specialization at the onset of their studies. The available 
subspecialties are medical and surgical nursing, paediatric nursing, midwifery, and public 
health nursing. In Greece, basic and specialized nursing programs have been separated, 
and hospitals pay salary to specializing nurses. There is no basic nurse education at the 
university level in Finland, as there is in Greece. (Eurydice 1995, Hospital Committee of 
the European Community 1993, Lanara 1994, Mikkola et al. 1996.)  

Table 13. Practicing physicians, density/1000 populationin1960-1997and nurses in 1994 
in Finland and in Greece (OECD health data 2000, European Commission 1999a, WHO 
1996a, WHO 1996b). 

Country\year 1960 1970 1980 1990 1994 1996 1997 
Physicians        

In Finland 0.6 0.9 1.7 2.4 2.8 2.8 3.0 
In Greece 1.3 1.6 2.4 3.4 3.9 4.0 4.1 

Nurses        
In Finland     10.7   
In Greece   1.1 2.3 2.6   

In 1984, there were 6.6 neuropsychiatrists per 100000 population in Greece, while the 
corresponding figure in 1990 was 10.5 and that in 1996 15.4. Psychiatric personnel in the 
nine public mental hospitals numbered 19 persons per 100 beds in 1984 and 45 per 100 
beds in 1996. (Madianos et al 1999d.) 

In Finland in 1999, there were about 7 psychiatrists, 37 nurses, and 44 assistant nurses 
in psychiatric hospitals per 100000 inhabitants (Tuori 2002). Bigger number of 
physicians and smaller number of nurses per patients in Greece than in Finland naturally 
affects different emphasis of the work distribution.  

The changes in the treatment of mentally ill people have been similar in the two 
countries. The psychiatric health care system was hospital-based until the early 1990’s in 
both countries. The years when new methods of treatment were adopted into use could be 
found from different sources, but no exact times for their discontinuation were found. 
(Stefanis & Madianos 1981, Mavres 1987, ten Horn et al. 1989, Tsiandis 1995, Sosiaali- 
ja terveysministeriö 1992, table 14.) 

Closure of hospitals may have various consequences. For instance, according to 
Bouras et al. (1992), the intention of the authorities has been to close down the 
institutions for the mentally ill and the mentally handicapped on Leros Island. Nearly 
60% of the active population on the island has been working for the asylums either as 
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employees or as suppliers of goods and services. Hence, the closure of these hospitals 
would have serious economic impacts on the population of the island.  

Table 14.  Development of the treatment of mentally ill people in Finland and in Greece. 

Matter\Country Finland  Greece 
Attitudes Not a human being > 

Same human rights as other people have 
> 
Mentally ill persons - seen as possibly 
violent > to be feared and avoided (Fin 
15, 23,28) 

In the past, a mentally ill person was not 
considered a human being > 
Attitudes are changing very slowly > 
Other people still avoid and are afraid 
of mentally ill people (Gr1) 

Inpatient care A-hospitals for acute patients – B-
hospitals for long-term patients 
Deinstitutionalization 
Psychiatric wards in the general hospitals 
from the 1970’s 

Mental hospital was a place where 
patients were sent and left –
frenokomeio 
Deinstitutionalization 
Psychiatric wards in the general 
hospitals from the 1980’s  

Community mental 
health care 

from the 1970’s from the 1980’s 

Straitjackets used in the early 1900’s used in the ealrly 1900’s 
Lobotomy from 1949 until the 1970’s from 1948 - (no longer in use)  
Fever therapy from 1920’s - (no longer in use) from 1917 (no longer in use)  
Work therapy from the 1920’s from the 1920’s 
Insulin from 1936 until the 1960’s from 1936 - (no longer in use)  
Electro-convulsive 
therapy 

from 1941 from 1946 

Medication: 
chlorpromazine 

from 1956  from 1950’s 

Psychotherapies from 1920’s from 1920’s 
Religion private matter 

hospital chaplain’s services available 
every public hospital has a church 

9.1.2  Expenditure on health 

Total expenditure and public expenditure on health have grown during the last thirty 
years in both countries. The rate of total expenditure is bigger in Greece, the rate of 
public expenditure in Finland. (European Commission 1999b, OECH health data 2000, 
table 15). Special comparable data sets concerning expenditure on psychiatric health were 
not available for this study. 
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Table 15.  Total and public expenditure on health in Finland and in Greece from 1960 to 
1997 (OECH health data 2000). 

Total expenditure on health per cent of 
GDP 

Public expenditure on health per cent of GDP Year 

Finland Greece 

 

Finland Greece 
1960 3.9 3.1 2.1 1.5 
1970 5.7 5.7 4.2 2.4 
1980 6.4 6.6 5.0 3.7 
1990 7.9 7.6 6.4 4.8 
1997 7.3 8.5 5.5 4.9 

The share of private financing is increasing in Finland (table 16). The services that are 
free of charge are defined in legislation. They include psychiatric outpatient care. The 
Slot Machine Association in Finland finances part of the non-public health services, such 
as service housing, youth work, and care for substance abusers (in 1994, one third of all 
capital investments made in health care) (WHO 1996b.) In Greece, security funds pay 
treatments for their members. The Ministry is responsible for the provision and financing 
of the National Health Service as well as the health and social services for the poor, the 
elderly and the disabled. (WHO 1996a.) 

Table 16. Main sources of funding for the health care in Finland and in Greece from 
1980 to 1994 (WHO 1996a, 1996b). 

Finland Greece Source of funding 
1990 1994 

 
1992  1994 

Public 
Taxes 
Statutory insurance 

80.9 
70.3 
10.6 

75.2 
62.2 
13.0 

70 
40 
30 

70 
30 
40 

Private 
Out-of-pocket 
Private insurance 
Employers 
Relief funds 

19.2 
15.6 
1.7 
1.4 
0.5 

24.8 
20.8 
2.0 
1.6 
0.4 

30 30 

9.1.3  Health status 

There are no studies available on mental health disorders that would have been done by 
using similar methods. In Finland, according to the Mini-Finland health survey and the 
UKKI-study, about one fifth of the Finnish population suffers from some kind of mental 
disorders of some kind (Lehtinen et al. 1991, Lehtinen et al. 1993). In Greece, 14-16% of 
the general population suffers from psychiatric disorders (PsychoMedNethellas 1997). 

The difference between the countries regarding deaths due to mental disorders has 
grown from 1987 to 1995 (table 17). In Finland, the number in 1987 was tenfold 
compared to that than in Greece; in 1995 it was 26-fold. In both countries, men commit 
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more suicides than women. In Finland, the total number of suicides was 6-9 times bigger 
higher than in Greece during the years 1987-1995. Alcohol consumption is more 
abundant in Greece than in Finland. In Greece, people die about two times more often in 
traffic accidents than in Finland. (European Commission 1999b, OECD Health Data 
2000.) According to Hawton, (2000) suicide rates in most countries are higher for males 
than females. In contrast to suicides, the rates of deliberate self-harm are usually higher 
for females than males. Mental illness is the predominant factor implicit in suicides of 
both genders.  

The above indicators have been used to describe the health status in each country by 
highlighting, poor results. No comparable studies demonstrating a relationship between 
mental disorders and traffic accidents and alcohol consumption in these countries were 
found. (Cf. Holding & Barraclough 1977, Harris & Barraclough 1997) 

Table 17. Numbers of deaths from mental disorders or by suicide, and deaths by motor 
vehicle traffic accidents, and alcohol consumption in Finland and in Greece (European 
Commission 1999b, OECD Health Data 2000). 

Deaths from mental 
disorders/ 100000 

population 

Deaths by suicide/ 
100000 population 

Deaths by motor vehicle 
traffic accidents/ 100000 

population 

Alcohol consumption, 
liters per person 

Year 

Fin Gr. 

 

Fin Gr. 

 

Fin Gr. 

 

Fin Gr. 
1987 23.1 2.2 26.7 3.9 10.3 18.0 8.8 10.1 
1990 26.6 1.4 29.1 3.2 12.3 20.9 9.5 10.6 
1991 27.7 1.6 28.6 3.4 11.4 20.7 9.2 10.5 
1992 27.4 2.2 27.8 3.1 10.8 20.5 8.9 10.4 
1993 30.2 2.0 26.6 3.7 8.3 17.9 8.4 11.1 
1994 28.7 1.3 26.4 3.1 8.6 19.8 8.2 10.9 
1995 28.5 1.1 26.1 3.2 7.5 21.6 8.4 10.6 

9.1.4  Comparison 

Table 18 shows the main similarities and differences in health care services. The data 
were collected from the interviews and from the statistics. In Finland, there are no private 
hospitals providing only mental health services, while in Greece there are many such 
hospitals according to the interviewees (Gr 10, 16, 17, 26). In Greece, the population 
living on the islands have poor access to psychiatric services because of the inadequate 
transportation services. In Greece, there are large psychiatric hospitals and wards with 
50-70 patients. I was told (Gr 9, 10, 11, 15) that the large psychiatric hospitals employ a 
lot of staff with short and mainly practical education. According to the interviewees a 
referral is not needed in Greece to get voluntarily into a mental hospital. In both 
countries, appreciation of the nursing profession and nurses’ salaries were said to be 
much lower than those of physicians. In Greece, patients themselves do not pay for 
treatment in public psychiatric hospitals, while in Finland they do. The treatment in 
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private services in Greece is told to be paid either by the patients’ insurance or/and by the 
patients themselves. 

Table 18.  Main similarities and differences in psychiatric health care services in Finland 
and in Greece (according to the interviewees and Mossialos 1997). 

Finland Greece 
Health centre with a ward for day and nightime 
treatment in every municipality 

No wards for day and nighttime treatment in health 
centers 

Inequalities in population coverage by private 
psychiatric health care services 

Inequalities in population coverage and access to 
private and public psychiatric health care services 

High level of decentralization of the system, both 
decision-making and services 

High level of centralization of the system, central role 
of the ministry in decision-making concerning the 
services 

Psychiatric wards mostly for both sexes 
Number of beds per ward about 10-25. 

Both wards for both sexes and single sex wards in the 
hospitals 
Number of beds per ward about 20-70. 

Referral is not obligatory in order to get into a hospital 
for specialized health care 

Not a referral needed to get voluntarily into a hospital 

High credibility of the system and high public 
satisfaction level (Mossialos 1997) 

Low credibility of the system and low public 
satisfaction level (Mossialos 1997) 

Patients pay for hospital treatment 
Fixed prices for services 

Insurance funds pay for most hospital services 
‘Under the table’ payments 

Unequal distribution of health care personnel Unequal distribution and education of health care 
personnel 

Nurses’ profession and role important in psychiatric 
health care as reported by nurses 

According to the nurse interviewees nursing is not a 
valued profession, and this is especially true of 
psychiatric nursing  

9.2  Good results in the psychiatric health care 

This chapter will discuss and compare the views of Finnish and Greek interviewees 
concerning good results in psychiatric health care. 

9.2.1  Finnish views 

According to the Finnish interviewees, psychiatric treatment always promotes psychic 
changes and changes in patients’ lifestyles. Medication causes biological changes. These 
changes occur gradually. After a treatment period the situation of the patient and his/her 
family is not the same as before the treatment. When the patient and his/her relatives 
understand that they must make changes in their lifestyles, they will have possibilities to 
cope. Attainment of the aims set for the patient’s care was emphasized as a good result. 
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Good results include well-being and good functional abilities of the patient/client. Service 
ability and economy were also mentioned as important matters.  

It must naturally be a positive change when we are speaking about good results 
(Fin11). 

9.2.1.1  Well-being 

Well-being included alleviation of symptoms, ability to cope, balanced and calm feelings, 
joy, briskness and feelings of success. The persons who enjoy well-being are in a good 
physical condition, their diurnal rhythm is normal, and their basic needs, including safety, 
food, cleanliness, and clothing, have been satisfied. Well-being means that the ill person 
does not have the label of an ‘insane, dangerous person to be avoided’.  

Good results include the patient’s subjective feeling of well-being (F4). 

Alleviation according to the Finnish interviewees meant physical and mental rest, 
especially during treatment in the hospital environment. The symptoms of the disease, 
such as hallucinations, anxiety, insomnia, and lack of concentration, abate. Depression 
becomes alleviated and hyperactivity abates. The situation of the patient, his/her relatives 
and other network calms down.  

Good results are assessed according to the severity of the illness: they may concist of 
fewer hospitalizations or less suffering of the family and the network or mean that the 
person retains his or her working capability and ability to be in contact with other 
people (Gr 40). 

Coping means an ability to survive and manage at home with the help of outpatient 
services. The patient and his/her relatives know where to get help when they need it. The 
patient knows his/her resources and has no insurmountable financial difficulties. The 
relatives and the people the person associates with tolerate him/her. 

9.2.1.2  Functional abilities 

The patient’s functional abilities were described as the main factor of good results. They 
include the ability to assume responsibility for one’s own and one’s family’s life when 
needed. The patient has the courage to make decisions upon matters concerning 
him/herself. S/he takes care of his/her medication and other treatments. S/he becomes 
better able to take care of his/her own nutrition, hygiene, clothing, living, and moving at 
home and outside the home. Functional abilities also include the ability to deal with 
different matters outside the home: hobbies, studies, working and getting help when 
needed. Working may involve an ability to have a paid job and/or to do domestic work, 
such as gardening, cleaning, and chopping firewood. The patient dares to participate in 
different occasions and to go to different places, where s/he meets other people and has a 
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possibility to make new acquaintances and friends. S/he may become more active in 
contacts with his/her relatives.  

Functional abilities include the ability to consult a doctor in time in order to get a sick 
leave or medication, which means that there will be fewer involuntary admissions into the 
hospital.  

It is an ability to travel by bus or train. It means an ability to read the daily 
newspaper. (Fin 27). 

9.2.1.3  Service ability 

Service ability, according to the Finnish interviewees, means that the patients and their 
relatives get personal help and guidance when needed and know that there exists a place 
where sick persons can go for help alone or with their families. They get information 
about the matters concerning themselves. The carers discuss with them about the illness 
and the treatment. The care is well planned, safe and reliable.  

Service ability can be seen as satisfaction of the patients, their relatives, and their 
social network as well as of the workers who have referred the patient into a hospital. 
Satisfaction pertains to the treatment organization, the treatment process, and the results.  

Good service ability also includes satisfaction of the workers. They get support and 
consultative help from each other and from their superiors. 

It is also a good signal if the decision-makers do not get negative feedback or 
information (Fin 41). 

9.2.1.4  Economy 

While considering economy, the Finnish respondents spoke about the relationship 
between the costs and the results, the number of inpatient days, the duration of sick 
leaves, and the amount of disability pensions. Economy also included sufficiency of the 
resources for care, especially the financial resources for hiring of staff and maintaining 
treatment facilities.  

 Economy was not the main concern when making decisions concerning the treatment 
of a patient. However, because treatment in hospital is thought to be more expensive than 
the average outpatient treatment, the costs of inpatient days are followed closely. 
According to the interviewees, the outpatient care facilities are not sufficient, and if they 
were, it would mean more rather than less costs. For instance, private service homes are 
part of outpatient services in Finland. Municipalities pay for the patient’s living there in 
addition to the sum paid by the patient. Besides these living costs, one patient may need 
for instance regular visits to the therapist/s, participatory possibilities organized by the 
service organizations: hobbies or supported employment. 
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9.2.2  Greek views 

The interviewees described good results in psychiatric health care in Greece as the most 
important accessibility of services, well-being as second and as third functional abilities. 
About the economy they spoke as wishes to the state and the European Union.  

9.2.2.1  Well-being 

The purpose of the first mental hospitals in Greece was, according to the interviewees, to 
serve as asylums for the mentally ill and mentally handicapped people who either did not 
have any relatives or a place to live, or whose family could not or did not want to take 
care of them any more. The hospital buildings were surrounded by high walls. 

It was actually like a camp, like a concentration camp, not a hospital (Gr3).  

The aim was to keep the patients quiet and calm. They could get shelter, food, hygiene 
and clothing in the hospital no matter from whatever circumstances they were brought 
there. To the sick person’s family and relatives, well-being meant a possibility to live 
without the problems that would have been caused by the mentally ill person in 
thefamily. The hospital staff was satisfied when the patients were silent and did not cause 
trouble. Big mental hospitals gave work and livelihood to many non-educated people.  

Nowadays, the main aim is to keep the patient as close to his/her family or in 
birthplace as possible. The well-being of a mentally ill person is partly derived from the 
same things as in the past: satisfaction of the basic needs, i.e. food, shelter, and clothing. 
But it also means more the feeling of being a human being and the desire to have the 
same rights as other people. It means more freedom and possibilities to have social life 
with other people. For mentally ill people, a further source of well-being is the alleviation 
of the symptoms of the illness.  

At hospitals, the goal is to make the patients quickly recover enough to be able to go 
home. Until the legislation enforced in 1978, the patient’s relatives had the main 
responsibility to decide about the patient’s admission into a mental hospital, and there 
was a need to get their acceptance to take the patient back to home before s/he could be 
discharged. According to the new law a person who has mental health problems can 
either go into hospital voluntarily, the relatives can pressure him/her to go there or if s/he 
is severely ill, the relatives can go to court and have the district attorney asks police to 
take the person into the hospital.  

In the future, well-being will mean better possibilities to satisfy one’s basic needs and 
a feeling of being a human being among the others. One respondent expressed the 
wishes:  

We need to learn to understand that the only difference between physical and mental 
illness is that a patient with mental illness cannot control his/her behavior as well as a 
physically ill person (Gr35). 
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9.2.2.2  Functional abilities 

In the very beginning, most patients in mental hospitals had nothing to do except to stay 
in their locked rooms. Gradually, more and more of them could start to work on the 
hospital’s farm, kitchen, or laundry room. The hospital got workforce without having to 
pay a proper salary, and the patients had a possibility to stay out of the wards within the 
hospital grounds and also to maintain their abilities to work.  

Today, functional abilities mean, according to the Greek interviewees, that patients 
learn to take care of themselves, so that they can live with their families or independently 
alone or with other patients in one of the hospital residential homes. ‘Old patients’, who 
have stayed in hospital for years or decades, need to re-learn the activities of daily living: 
personal hygiene, housework, laundry, cooking, shopping, managing their personal 
finances, using public transportation, using the telephone, and procuring the necessary 
services. Persons who have lived with tens of other mentally ill people for years and had 
the workers there all the time to take care of them need to learn to live together with 
fewer people and more independently, taking responsibility for their own affairs. ‘New 
patients’ need to retain the skills they possibly had before falling ill.  

9.2.2.3  Service ability 

In Greek interviewee’s views service ability included accessibility of services. The first 
step in making psychiatric health care services accessible for people in Greece was, 
according to many interviewees, the foundation of mental hospitals. In the past, there 
were some rich people who thought there was a need for hospital services for mentally ill 
people. One of them was the founder of Dromokaiteio Hospital in 1887, Dromokaitis Z 
from Chios Island.  

In his will he left money for building an asylum - so that sick people could find a place 
to go and stay because they were not treated in society. Rather, they were treated very 
badly and were in pain. Whoever was mentally sick could come here and find a room 
and something to eat and a better place (Fin 10). 

Today, accessibility of services optimally means a possibility to get help from one’s 
family doctor. The second alternative is the mental health center or a private physician 
near the place where one lives. The third possibility in Greece is to go into a general 
hospital’s psychiatric ward. Several of the general hospitals have today a psychiatric 
ward. There also are nine big psychiatric hospitals in the bigger cities. These hospitals 
take turns for emergency admission of new patients. Admission in a private psychiatric 
hospital can be arranged by the doctors working there.  

According to the interviewees, accessibility of services in the future would mean more 
possibilities in the rural areas to get psychiatric services closer to one’s home. This means 
that people could learn to use those services and live in their homes without being 
obliged to go far from home to get help. There would also be many kinds of services 
available, and their price would not prevent their usage. If psychiatric wards are also to 
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be founded into the local hospitals on the islands, it would be easier for the families to be 
in contact with the patient during the hospitalization. 

9.2.2.4  Economy 

When Greek interviewees spoke about economy, they emphasized the resources for the 
services and their costs. In the past, when patients were taken into hospitals and left there 
for years or even decades, one way to cover the costs was to grow foods on the hospitala 
farms and to make the patients work there. Another source was the donations of rich 
benefactors.  

When the building of outpatient clinics and day centers and hostels or service homes 
was started, one aim according to the Greek interviewees, was to reduce the costs of 
psychiatric health care. 

Today, the costs are paid by the state, insurance, and project money allocated by the 
EU. I was also told about under table payments made to get good services. It means 
negotiable amounts of money paid by patients and/or their families for the care especially 
to doctors without any receipt. Not all people have money for that.  

One cause of worry was the ability of patients discharged from hospitals to survive on 
their small pensions if they do not have families to live with and get support from.  

9.2.3  Comparison 

As a summary, good results in the psychiatric health care in Finland and in Greece consist 
of well-being, functional abilities, service ability, and economy.  

Table 19 presents the main arguments of the Finnish and Greek respondents. 
Satisfaction of the basic needs and alleviation of the symptoms of the illness were aspects 
of well-being according to the interviewees in both countries. In Greece, the interviewees 
emphasized the value of each human being and the fact that all should have the same 
rights, while in Finland, patients’ positive feelings were regarded as important. According 
to the Finnish interviewees, well-being included the absence of the label of an “insane, 
dangerous person to be avoided”. As functional abilities, interviewees in both countries 
emphasized the need for skills of daily living. Greek interviewees pointed out that long-
term mentally ill persons need to relearn the skills of daily living; Finnish interviewees 
emphasized patients’ ability to use the skills they had once acquired but did not use 
because of the illness.  

In Greece, rehabilitation programs and residential arrangements outside the hospitals 
were a new development. In Finland, the same matters were already in the stabilizing 
phase. Greek informants emphasized the need to get services near the places were people 
live, while Finnish ones underlined information and guidance. In Greece patients ought to 
get sufficient pensions to be able to live outside hospital. In Finland, the challenge was to 
provide high-quality services with the existing resources.  
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Table 19. Similarities and differences between the Finnish and Greek views of well-being, 
functional abilities, service ability and economy. 

Finland Greece 

Well-being 
Basic needs to be satisfied. Normal diurnal rhythm: 
safety, food, hygiene and clothing. Good physical 
condition 

Satisfaction of the basic needs: food, shelter, clothing, 
hygiene 

Alleviation of the symptoms of the illness. Lack of 
label of an ‘insane, dangerous person to be avoided’. 
Safety, balanced, calm feeling, joy briskness 

Alleviation of the symptoms of the illness. Feeling of 
being a person with similar rights as other people 

Feelings of success Freedom, possibilities to have social life with other people 
Functional abilities 

Ability to take care of one’s own nutrition, hygiene, 
and clothing, living and moving at and outside home. 
Ability to take responsibility for one’s own and one’s 
family’s life 
Courage to make decisions upon matters concerning 
oneself 
Activity in taking contacts with the relatives 
Ability to deal with different matters outside the home  

Need to learn the activities of daily living: personal 
hygiene, cleaning of one’s home, doing laundry, cooking, 
shopping, how to manage one’s personal finances, how to 
use the public transportation, how to use the telephone, 
how to procure the needed services. 
Mentally ill people need to learn to take care of 
themselves, so that they can live with their families or 
independently alone or with other patients in hospitals’ 
residential homes. 
In the future, more and more mentally ill people can live 
like other Greek people do.  

Hobbies, studies, working 
Ability to look for help when needed 

They can decide about their own life. They can get proper 
education, they can have work, and they can establish their 
own families. They are also able to look for treatment 
when needed and they can mostly manage with the 
community care services. 

Service ability 
Patients and their relatives get information about 
matters concerning themselves 
They get help and guidance when needed and know 
that there exists a place, where they can gofor 
treatment with their families. 
The treatment is well planned, safe and reliable. 
Satisfaction of the patients, their relatives and the 
workers with the organization of the treatment, 
treatment, and the results.  
The workers get support and help from each other. 

Possibilities to get help at first from one’s family doctor. 
Possibilities in the rural areas to get psychiatric services 
closer to one’s home. 
Mental health centers near the places where people live 
General hospitals’ psychiatric wards. Many different 
services to choose from 
 
More respect for nurses’ work 

Economy 
To manage with the existing resources Services whose price that does not prevent people from 

using them. 
Patients get enough money (e.g. pension) to live outside 
hospitals 
Resources from the European Union for development 
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9.3  Factors affecting good results 

The next section will describe and compare the views of Finnish and Greek interviewees 
concerning the factors affecting good results in psychiatric health care. 

9.3.1  Finnish views 

The patient’s disease, situation, and motivation for care were seen to affect coping. 
Relatives’ role in the treatment process was important. It is crucial that skilled staff is 
available to take care for the patients. The process of treatment should be systematic, and 
should include medication and occupational therapies. Both inpatient and outpatient 
services are needed. The values of society and the activities motivated by them affect 
everything. 

9.3.1.1  Factors related to the patient and his/her relatives 

Factors connected with the patient included according to the Finnish interviewees, the 
illness, the life situation, and the treatment environment. The services must be based on 
information about the local incidence of mental diseases. Different illnesses require 
different methods of treatment. The quality of the illness affects the need for resources. 
When the person has a mental illness, s/he often looks for treatment only if s/he is forced 
to, for instance, when the relatives or fellow workers can no longer tolerate the situation.  

We must treat the more difficult cases according to the aims that were planned: good 
results may mean fewer hospitalizations or less suffering by the person and his/her 
significant others or working ability or the social skills (Fin 15). 

The patient’s life situation and living conditions affect both the onset of mental illness 
and recovery. If the patient has close relatives and good financial status and living 
conditions, it is easier for him/her to return home after hospitalization. For the well-being 
of one person, peace and independence are the important matters, while another person 
may appreciate contacts with other people. One person wants to live in the countryside 
and another right in the middle of an urban centre. The living conditions either support 
coping in community care or, especially during the dark and cold wintertime increase the 
need for hospitalization.  

We have visited many homes and have seen that they will not manage there – if there is 
only the one lamp in the hall - and many places are very untidy – they don’t take their 
pills, and so they are back in hospital. Some homes look like dumping grounds (Fin 
14). 

A pension as a regular income makes it impossible for many persons to stay at home and 
to pay living costs. Some patients have a guardian, who takes care that there is enough 
money for food, living, clothing, and medicines.  
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The patient’s own motivation to find care and to get well are crucial for success. 
Involuntary treatment and medication may diminish delusions and aggressiveness, but 
long-lasting results always require the person’s own will to recover. If a person has a real 
reason to live a normal life, s/he tries to get help and does himself/herself what is needed. 

The well-being of the patient and his/her family and other relatives are mutually 
related. When a person in the family becomes mentally ill, the other members feel it to be 
a difficult and stressful matter. People are still ashamed about mental illness and try to 
hide it. Sick persons are often sent into hospital involuntarily after the family are no 
longer able to tolerate the situation at home.  

The Finnish interviewees said that relatives usually participate in the treatment 
process. In treatment meetings, the role of the relatives is important when planning the 
care and making agreements. Both the relatives and the patient need information about 
the reasons, symptoms, treatments, and prognosis of the illness and about how to live 
while having an illness. Knowledge increases understanding and facilitates functioning in 
difficult situations. Family members often take care of the patient’s financial matters 
when the patient is not able to do that. This brings a feeling of safety. The relatives of a 
long-term patient visit the hospital or other place of treatment and take the patient home 
for vacations. This cheers up the patient and makes a change in his/her life. Family 
therapy may also be available for the whole family.  

Right from the beginning the family members are together with the patient and us 
studying the situation and planning the treatment (Fin 20). 

Friends prevent the patient from withdrawing into loneliness by providing company, 
going out with the patient, or doing hobbies together. Hobbies keep the patient’s mind 
active and his/her thoughts away from the problems. Patients meet each other on the 
wards and in different therapy groups in the community, on excursions, and in patients’ 
associations. Through these meetings and discussions, a person can understand that s/he 
is not the only one ill and with problems. For many patients, attending patients’ 
organisation increases well-being. Some interviewees said that religion gave them peace 
of mind and confidence in recovery. 

At work, the life of a mentally ill person would be easier if s/he could share the 
problems at the workplace instead of hiding them. If there is flexibility at the workplace 
the person can pass through the difficult periods without sick leaves and/or inpatient 
episodes. The employer can organize the tasks to make it easier for the person to return to 
work.  

It makes it easier to manage when you do not have to hide things or protect yourself 
(Fin 23). 

Figure 7 lists the factors affecting good results in psychiatric health care connected with 
the patient and the carer/worker according to the Finnish interviewees. The patient has 
his/her illness and the carer his/her professional skills. They both work in the meetings as 
whole biopsychosocial human beings with their pasts, present and future characteristics. 
They both have their own living conditions, which affect the treatment situations in 
inpatient or outpatient care. 
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Fig. 7. Factors affecting good results in the psychiatric health care concerning the patient and 
the health care staff according to the Finnish interviewees. 

9.3.1.2  Factors concerning the staff  

As far as the health care staff were concerned, the emphasis in the respondents’ views 
was on professional skills. Regardless of the basic educational background, i.e. regardless 
of whether the person was a doctor, a nurse, a psychologist, a social worker, an 
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occupational therapy worker or having some other education, the crucial thing is the 
know-how: 

Whoever is the actor, s/he needs to have as an excellent intensive care apparatus, and 
in this kind of work there is an effective apparatus under one’s hair (Fin 27). 

Know-how is affected by the worker’s values, education, working experience, 
motivation, supervision, and personality. It means the possession of knowledge and an 
ability to use it. When a worker feels his/her own work to be meaningful and is interested 
in it, he/she is also able to use his/her own resources efficiently. All that is needed will be 
done at the right time. One does not, however, try to be almighty.  

The basic professional education gives knowledge and ability to understand 
theoretically the phenomena that one encounters at work. Thus, one is able to take a 
professional attitude towards work and patients’ affairs. Knowledge also includes the 
ability to use common sense, because psychiatric care providers often need to deal with 
very practical affairs, such as hygiene, daily life and monetary matters.  

After their basic education, many workers have one or three years of further education 
in family, individual, group, network or occupational therapies. Such specialization gives 
the worker a more profound knowledge about human beings and about how to help them 
when they have problems. In working units with persons with various special skills, it is 
possible to choose for each patient suitable methods and helpers.  

Earlier one may have thought that these things are quite simple and easy to take care 
of, and we should only decide to go on – but later on we speak about why nothing 
becomes better – and after further education we have resources to understand and 
deal with the problems more deeply and really to try solve them with the patient(Fin 
28). 

Working experience has a notable influence on proficiency. In any work-related, 
situation, previous experience of having managed a similar situation makes the process 
easier. In teamwork, one can draw on the other team members’ experiences. A skilled, 
experienced worker is safe for the patient, and his/her own problem-solving ability is 
good.  

Proper education, of course, but one should also have working experience and trust in 
one’s own intuition. One must be sensitive to hear and understand things even without 
words (Fin 26). 

According to the interviewees there is a need for continuous education and mentoring. 
Mentoring is crucial for maintaining and developing of the professional skills. The 
mentor serves as a special outside helper, when discussing problematic situations. S/he 
helps the worker/workgroup to find new perspectives into the matters discussed, and to 
gain the kind of self-confidence needed in mental health work. It is possible to arrange 
individual or small group mentoring, or the whole working unit can attend the same 
mentoring sessions.  

Mentoring is like a mirror you can use to survey a matter, but it is also a place for 
speaking about difficult things and hard feelings (Fin 26). 
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Some workers have, often in the course of long therapy education processes, gone 
through their own therapies. That helps to understand patients and to tackle their 
problems.  

Personal therapy helps a worker to go through the same things concerning him/herself 
which s/he will help the patient to work through (Fin 21). 

In psychiatry, the worker him/herself is a tool. S/he needs to have an ability to listen and 
hear and to use all the other senses as tools in communication and collection of 
information. Co-operation with the patient and his/her family and other network and the 
other workers is an essential part of proficiency. Confidentiality and honesty are, 
according to the Finnish interviewees preconditions of a successful carer-patient 
relationship. Humanity, warmth, tolerance, and endurance were also mentioned as 
qualifications of a skilled worker.  

The worker’s personal health affects the work. The workers said that, in order to 
maintain their own health and well-being, they have many kind of different hobbies 
unrelated to their work. The worker’s family and other relatives are also a valuable source 
of strength and understanding.  

9.3.1.3  Factors concerning the methods of treatment 

The proficiency of the carers is manifested in the practices of care and in the usage of 
treatment methods during the care process, which is often life-long. The values guiding 
the work were: patient orientation, central role of outpatient services, focus on strengths 
and possibilities, and multidisciplinary co-operation. According to the interviewees, 
systematical care includes a patient orientation, goal setting, choice of the methods of 
treatment, agreements, and continuity of care, recording, co-operation, and assessment. 
Treatment meetings have an important role in the care process (appendix 4). In them, the 
patient, his/her family and other network, and the carers together assess the need for care 
and outline a care plan. Everyone present gets the same information, and the patient and 
all the others have a possibility to get support and answers to their questions. Admission 
meetings, discussions with the personal therapist, and the patient’s discussions with 
his/her primary nurse are also situations for planning care, and evaluation. It is important 
that the targets have been set together so everyone can comply with them.  

In treatment meetings, the patient can also hear about different experiences and views, 
and it may even happen sometimes that the patient first hears thoughts of some of 
his/her relatives about the situation in the treatment meeting (Fin 12). 

Especially at the beginning of the care process, the focus is on the basic needs: sufficient 
sleep, getting up in the morning, hygiene, adequate meals and sense of security.  

The doctor has a central role in Finnish psychiatric health care according to the 
interviewees. S/he decides about admissions, discharges, and medicines. His/her 
professional skills are assessed based the help the patient gets from medication. 
Medication alleviates the patient’s symptoms, calms him/her down, makes him/her sleep 
in the night and enables other forms of care.  
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In the public sector, in both the hospital and community care, the person/s responsible 
for the treatment of each patient are mostly appointed by the working staff. On hospital 
wards, each patient will have one or two primary nurses. The patient’s problems, age, and 
sex and the staff’s special skills affect the choice. For instance, the ward may have a 
nurse who is especially well able to treat old people. Another nurse may be well 
acquainted with the treatment of patients from other cultures; a third may have special 
knowledge and skills of how to take care of young persons. The primary nurse helps the 
patient to become familiar with the treatment environment. S/he helps the patient in 
contacts with the relatives and other network necessary for the care process. S/he goes 
out with the patient to do shopping, or banking or visits the patient’s home to make sure 
that it is in a good condition for the patient to go after a hospital episode. S/he listens to 
and supports the patient. When a person has a possibility to learn to trust in the primary 
nurse, s/he can gradually learn to trust in others, too, and to feel life more to be safer.  

The choice of the primary nurse must be done with care as must also any the  
decisions concerning medication (Fin 2).  

Individual therapy gives a possibility to speak confidentially about one’s affairs and 
thereby to improve the patient’s self-esteem and ability to manage in everyday life. The 
patient has possibilities to speak to a person s/he can trust. The patient needs to progress 
on his/her own free will. Listening, being present, and questioning as well as non-verbal 
communication were regarded as the contents of the meetings arranged at regular 
intervals. When a person’s understanding of his/her situation increases, anxiety decreases, 
and the patient is then able to see more positive things in his/her life. 

In the public sector, we do not have resources to provide individual therapies to all 
those who would need them (Fin 26). 

Family therapy alleviates the situation of the whole family. Well-being of the relatives is 
reflected on the patient’s well-being. Group therapy improves human relation skills. 
Through group discussions, a person has a possibility to hear about other persons’ 
experiences and to receive understanding concerning his/her own situation. In a group, 
one can get feedback from the other members. and learns to know other persons, and this 
may alleviate the feelings of loneliness. Skills learned in a group can be used in everyday 
life. Occupational therapies give good feelings and experiences of success. 

In a music group we deal with the feelings, memories, and experiences concerning 
one’s own life by means of music therapy (Fin 8).  

Well-scheduled care is economical both to the patient and to the payer. Good service 
makes satisfied clients. 

9.3.1.4  Factors concerning the organization of treatment 

Treatment environment as a factor affecting good results meant both the location of the 
care facility and the physical circumstances. The premises affect both the patients’ and 
the carers’ satisfaction. Wards should have enough space for privacy. When a person has 
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a possibility for peaceful thinking, s/he is also able to benefit from the help provided by 
the staff. In every working unit, there is a need for workers of both sexes and of different 
ages.  

The place and methods of treatment need to be chosen according to the needs and the 
situation of the patient and his/her family. The central role of outpatient services is the 
principle guiding the organization of services in Finland. Apart from therapy meetings on 
outpatient clinics, there are places in rehabilitation homes for day- and nighttimes or 
daytime hospital treatment. Rehabilitation homes and public or private service homes are 
places for learning independent living and also a substitute home for those who do not 
have a home or, for some reason, cannot live with their relatives. The purpose of 
outpatient care is to provide treatment and support in managing the daily activities. When 
a person gets services in his/her own municipality close to his/her home, it is possible for 
him/her to have treatment and to continue normal life. The threshold for seeking for 
outpatient care and the costs of care are lower than those of hospital care. The need for 
hospital treatment depends on the sufficiency and quality of outpatient care. The 
treatment before and after hospitalization takes place in the patient’s own municipality.  

According to the interviewees, the usage of the beds in health centres for the treatment 
of mentally ill persons has increased. Health centres can also cater for the needs of respite 
care. Local care naturally makes it easier to maintain contacts with the relatives. 

The staff on the wards of the health centres can take care of patients with known 
chronic schizophrenia in a relapse phase (Fin 36). 

Severely ill patients who are a threat to themselves and/or to their environment need 
inpatient treatment on the psychiatric ward of a central hospital. The hospital 
environment brings a sense of safety, and there are staff present all the time. Patients in 
need for respite care can also be admitted into hospital wards. These periods of one to 
two weeks serve as intensive rehabilitation periods. Because the psychiatric wards are 
part of a general hospital, the threshold to come there is not as high as it is to go into a 
separate mental hospital. Also co-operation between somatic and psychiatric wards has 
increased.  

Day hospitals are meant for patients who need treatment in a hospital environment but 
manage at home during the nights and the weekends. This helps them to maintain 
contacts with their home, relatives, and normal life environment.  

9.3.1.5  Factors concerning society 

Societal situation affects mental health care indirectly: though its values, economic 
situation, unemployment, break-up of families, alcohol policy, and correctional treatment 
of prisoners. The health care organizations and the treatment itself have a marginal effect 
according to some interviewees. The increasing tolerance of dissimilarity is a good thing, 
and mentally ill people are hence increasingly able to live in their homes, just like 
anybody. On the other hand, a mentally ill person still is labelled as a person to be 
avoided and as dangerous and unpredictable. That labelling is done with even greater 
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certainty, if the person has had several inpatient periods. In Finland, it is more acceptable 
to have a somatic illness than a mental one.  

Unemployment has effects on the life of both the ill person and his/her relatives. 
Economic problems often increase depression and family problems. The liberal alcohol 
policy has, according to some interviewees made the life of many mentally ill persons 
difficult. When using alcohol and medication together, a person may do things s/he would 
not do otherwise. People often associate alcohol problems, criminality, and mental 
illness. This makes mental patient’s life and social relations with other people difficult.  

I think that the health care service system itself contributes very little to good results, 
but the whole social situation is the important thing. The economic situation is 
significant – people do not have a possibility to plan their life and future if they have 
no idea of a workplace, or if they have very little money or live by allowances. We 
know that depression and family problems are due to external factors and depend on 
whether the basic needs have been met. All people ought to have accommodation, 
food, warmth, and cleanliness (32). 

9.3.2  Greek views 

The factors promoting good results in psychiatric health care according to the Greek 
interviewees were: the patient with the illness, the family of the mentally ill person, the 
workers in psychiatric health care, the methods of treatment, the organization of services, 
and society in general.  

In this study, the “past” described by the Greek respondents refers to the years before 
1983, the “present” refers to the years from 1983 until 1997. The “future” in this research 
refers to the years after the spring 1997, when I collected the data in Greece. The year 
1983 marked the beginning of fast development of psychiatric services in Greece, the 
establishment of outpatient services, and the renovation of the large mental hospitals. 
Many interviewees made a very clear distinction between these three periods.  

9.3.2.1  Factors related to the patient and his/her relatives 

In the past, to be mentally ill in Greece was equal to not being a human being in the eyes 
of other people. For the ill person’s parents it meant guilt, for his/her family it was a big 
shame, the worst thing that can happen in a family (Gr4).  

The present time is a time of contrasts. The interviewees said that “everyone has the 
same human value (G35)”, and that “every person is worth loving (Gr13)”. But they also 
said: 

If you have to go into a mental hospital, your life is a lost life. After that, even today, 
you have almost no possibilities to get work or good friends or to start a family 
(Gr20). 
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Families don’t accept the illness, they don’t accept that there is a person, who has 
psychiatric problems, and sometimes they just don’t want to know him/her anymore. 
They are tired after so many years, or they are not interested in the tragedy of this kind 
of illness, and they don’t care. They just leave them here.  

They don’t want to spend money on them; they don’t want to bring them clothes, and 
they don’t want to bring them anything, even cigarettes. They just leave them here, and 
they feel that now they go away free and leave him/her here alone. It is very difficult to 
make them actually to take the patient out even when s/he is in a much better condition 
and ready to live on his/her own. It is very difficult to make the relatives accept it.  

But sometimes they help them a lot - they come here - they bring them clothes – they 
visit them often every afternoon, every weekend. Sometimes they take them out for a 
weekend and they go out, they have lunch or dinner together, they go to a cafeteria or 
a taverna - they buy them clothes, and the patients can be happy because they meet the 
relatives and the nephews and nieces, and they are very happy when they come 
back.(Gr21) 

People in general and especially families want to take care of their ill members. In 
speech, they emphasize the equal human value of mentally ill and physically ill people. 
However, mentally ill people still have a negative stigma today and will have for a long 
time in the future. This means difficulties in social life for a mentally ill person and 
his/her family, difficulties to get education and work, difficulties to get help in one’s 
problems. Even though there are, apart from the big psychiatric hospitals, also psychiatric 
clinics in general hospitals, the attitudes toward mental illness have not changed very 
much, nor have behaviors. Persons who have needed psychiatric help are and will remain 
third class citizens. People campaign against the placement of hostels or service homes in 
their neighborhoods. One reason is their fear of the falling prices of their own houses 
because of the proximity of mentally ill people.  

There were said to be two kinds of patients: the new ones, who come into the hospital 
for one or two months and have their follow-up treatment in the community, and the old 
ones, for who the hospital is like a home, and who would like to stay there until the end 
of their lives. The interviewees said that, nowadays, social reasons are the main reasons 
for new patients to stay in the hospital for a long time. They may not have a family or 
anybody to take them away from the hospital. And it is difficult for a person to live alone 
without the help of a family in Greece. Little by little, however, family ties are losing 
their strength in Greece. This means that persons who have a mental illness, but who can 
manage with it and have adequate financial possibilities, can live alone or share a flat 
with other persons.  

According to the Greek respondents, the attitudes will change very slowly. The well-
being of mentally ill people can only improve when people acquire more knowledge 
about illnesses and about how to manage with one’s own illness. 

Mental illnesses, as well as cancer or diabetes or asthma, are universal conditions 
affecting people of all countries and societies, individuals of all ages, women and men, 
rich and poor people from urban and rural environments (Gr35). 
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In the past, patients did not have any money. When a patient came into the hospital 
and lost his/her job, there was no way for him/her to make money and to go to live 
outside the hospital. If one had any property, the relatives sold it and used the money.  

After 1960, the patients started to get pensions. Seventy percent of our patients got this 
money. It was therefore very good for the patient that s/he could use his/her own 
money to buy cigarettes, coffee, etc. (Gr4)  

According to the interviewees, the economic conditions in Greece are very slowly 
improving. Mentally ill people will not have any better possibilities to get work or higher 
pensions. Money and keeping one’s face will remain as the dominant values in Greek 
society, and that will effectively prevent interaction with deviant people. There will be 
healthy and rich people and sick and poor people even in the future.  

Religion and church have always been important for Greek people. Every general 
hospital has had its own church. Church has always been a place where it is also possible 
to see other people. Attendance at services is said to relax patients. Getting the 
sacramental bread and wine gives peace to religious people.  

Orthodox religion is a way of living. We want our patients to attend the type of social 
life we do outside. We have a church in our city and we go there. Normal people go to 
church, and we want the patients in the hospital to have the same opportunity to attend 
this type of life. On the other hand, to better understand the celebrations and the 
meaning of the holiday times, such as Christmas and Easter, we don΄t want to miss 
them because, if we don΄t have church, it is difficult to understand these celebrations, 
and it is the normal type of life that we have both outside and inside (Gr5). 

According to interviewees who had either experienced or heard about the past in the 
hospital, some members of the staff were scared of the patients. When one patient was 
brought into the hospital, s/he was locked up in a room with a small window in the door. 
S/he only got a bed and food.  

Almost 90% of the patients who had to come into the hospital stayed there for the rest 
of their lives. Nowadays, only 10% of the patients who come into the hospital stay 
there for a long time, more than one or two months - the rest go back to their families. 
(Gr 23) 

According to the interviewees, it will be a big challenge to arrange similar services in all 
public and private hospitals, the psychiatric units of general hospitals, mental health 
centers, and rehabilitation homes as in Athens, Thessalonica, and some other bigger cities 
in Greece. Another cause of concern is how to continue the renovations of hospitals. 
Apart from that, there is a need to start psychiatric units and well-organized liaison 
psychiatry in general hospitals.  
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9.3.2.2  Factors concerning the staff  

In the beginning, there were only doctors and nurses working in mental hospitals. Only a 
few nurses were registered nurses, however. The majority were without any professional 
education, and they were called practical nurses.  

According to the respondents, the changes started from the hospitals. At first, 
physicians went abroad to study and brought new ideas with them, including knowledge 
and skills concerning new methods of treatment. But others adopted slowly the new ways 
of working. The workers were afraid of losing their jobs and found the old ways of 
working safe. Also, the basic education of many workers was low. The staff also doubted 
that persons who had lived in the hospital for years could learn to manage on their own 
outside with their extremely meager skills in everyday activities. 

Today, there are psychiatrists, psychologists, social workers, work advisors, nurses, 
and cleaners in each clinic. According to many interviewees, doctors have always been 
and still are Number One in the Greek health care system. Doctors do the planning and 
make the decisions.  

Psychologists work in the treatment group. They help doctors by interviewing the 
patients and their relatives and making tests. They can also give individual therapy. Social 
workers said that they are the link between the families and the doctors and the rest of the 
staff. They arrange meetings for the doctors and the patients’ families. They meet people 
from patients’ workplaces or schools. They help patients with their economic problems. 
They can accompany a patient to the bank or to the offices or for shopping. A social 
worker is the key person arranging the patient’s follow-up care.  

Nurses assist doctors, administer medicines, and give injections. Nurses make the beds 
in the mornings, serve the meals and help the patients to wash themselves if needed. 
There actually are patients who need nurses to do those things for them. On some wards, 
nurses take part in the discussion groups of the whole ward. Nurses also take care of 
safety on the ward. There may be suicidal and aggressive patients present at the same 
time. On the wards for long-term patients, nurses and patients know each other very well. 
They are like an extended family. The death of a patient is like the death of a family 
member. Especially on the wards where nurses work only in the morning shifts, they are 
responsible for teaching the patients to manage with minimum help in the everyday 
activities and to seek for help when needed. In the safe surroundings of the hospital, 
patients can practice their social skills and independent living before moving away to live 
in a hostel.  

I was said that  

the primary nursing system is not possible in Greek psychiatric wards before we get 
more nurses with TEI (Technological educational institution) or university education 
(Gr35).  

Some wards, however, had a ‘key nurse’ or ‘personal nurse’ system. The interviewees 
said that the key nurse discusses with his/her own patients as often as possible, collects 
information about them, and acts as an informant to the other workers, helps his/her 
patients to take care of themselves, i.e helps with washing, dressing, and eating. The key 
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nurse helps the patients to clean their own rooms, to work in work therapy, to go out for a 
walk or for coffee or shopping.  

A liaison team in a general hospital is very useful. It includes mostly doctors and 
nurses. The staff on the somatic wards of general hospitals send referrals to the liaison 
ward about patients in need of psychiatric help. These patients are arranged an 
appointment with a psychiatric nurse and/or a psychiatrist, who discuss their problems 
with them. The staff can also use the liaison team to get consultative help, education, and 
other kinds of support for their work.  

The attitudes toward nursing as a profession and a job are illustrated by the statement 
of one interviewee: 

I did not want to become a nurse. It was my last choice. Other people think that a 
nurse on a ward has only to wash the patient, to make a bed, and that is all. So when I 
got to the school, they said to me "oh, its okay you will be a nurse, it is not bad, you 
will wash people, you will do the beds, you will feed them” - they don’t know that a 
nurse helps the doctor, she participates in the therapy and so on. (Gr20) 

9.3.2.3  Factors concerning the methods of treatment 

The emphasis in the care should be on respect, kindness, love, and giving hope of a better 
future. 

In the past, straitjackets were used, or patients could be tied on their beds. Lobotomy 
operations were performed in order to calm down violent patients. Fever-therapies were 
used from 1925 onwards. Doctor N. Arkalidi in Dromokaiteio Hospital was the first to 
start insulin therapy in Greece in 1936. The above-mentioned methods of treatment are 
no longer used in Greece. Electroshock treatment has been used since the year 1946. 
Work therapy was started in the early 20th century. Patients worked in the hospital 
grounds, in the laundry room, in the kitchen, or in the fields and garden. There were 
animals in the hospital: cows, horses, pigs, and hens. The products were used to feed the 
hospital staff and patients. On the wards, some patients helped to keep the place clean. 
The introduction of new drugs had effects on the patients’ ability to go out from the 
wards. Chlorpromazin was first introduced in the 1950’s.  

…by using this drug, the patients could communicate better - so that was the basic 
reason to communicate with the other patients and with the nurses and doctors - and 
at the same time the nurses and doctors saw that they could communicate with the 
patients, and these communications had better impacts on the patients, they improved 
and felt better by using communication – so they started to discuss with the patient 
more… (Gr4)  

According to the interviewees, there are today more modern facilities in the hospitals for 
the patients to take care of themselves. They can stay in the wards with open doors. In the 
big mental hospitals with over 700 beds, there was only one closed ward in 1997. The 
patients can go out from the hospital with the staff or by themselves.  
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The patients can work in different parts of the hospital. In the garden, they can grow 
all kinds of vegetables and flowers. They have olive trees and fruit trees. The large 
mental hospitals have places for doing needlework. Patients can sew dresses, skirts, and 
shirts. They can make table cloths and towels. They can knit sweaters by hand or with a 
knitting machine. There are looms for weaving fabrics or carpets. The products are sold 
out. On the wards, patients can work by helping the cleaning women and nurses. The 
patients get money for the time they spend working.  

There is also organized music therapy and art therapy available in hospitals. In music 
groups, patients can listen to music, sing, play instruments, and discuss what they have 
done and what kind of effects it has had on them. In an art therapy group, patients can 
draw and paint, and the instructor can teach them how to do that.  

Especially for long-term patients, there are organized excursions outside the hospital 
because many of them do not have any other possibilities to travel and see their country 
and life outside the hospital. That cheers the patients up. At the same time they are able to 
see how people outside the hospital behave and to learn in practice the everyday skills 
they will need when they move to live on their own. One hospital I visited also had a 
group called ‘hospital’s friends’, who were voluntary people who organized various 
leisure time activities for the patients. They arranged parties and excursions or went 
shopping with the patients or donated money for such activities. Some patients developed 
real friendships with them.  

It is a big challenge to make the patients learn to take care of their everyday life, so 
that they cope outside the hospital. There need to be more possibilities for the patients to 
learn about cooking their meals, managing with their own money, taking care of their 
home, all the things nurses have done for them for even decades. For these reasons, there 
is a need for places with enough support in everyday life skills in the community, where 
the patients could go after discharge from hospital. 

The interviewees pointed out that one special challenge in the future will be the 
rehabilitation of long-term patients. Another challenge will be the fostering of co-
operation with the patients’ families, relatives, and other networks. Much also needs to be 
done to increase the pensions enough to enable patients to live outside the hospitals.  

And we have to make people understand that mental illness is not something you need 
to be afraid of. It would thus be possible for the patients who have been in a mental 
hospital for years to go and live in their villages and with their relatives. (Gr35) 

9.3.2.4  Factors concerning the organization of treatment 

Ill people stay where the more healthy ones think it is good for them to live (Gr10). 

The organization of health care services can be used to target the aims set for treatment. 
For instance, in order to live in a hospital or an apartment or a hostel, a person needs to 
maintain different skills. The methods of treatment need to be modified to suit different 
situations.  
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The changes in the organization of services have been planned according to the 
examples seen in the other European countries, especially Italy.  

Psychiatric wards in general hospitals are valued as places of treatment more than big 
psychiatric hospitals. People can avoid the shame and labelling by being able to tell that 
s/he or his/her relatives is getting treatment in a general hospital. When a patient is 
admitted into a ward, an agreement is made concerning, for instance, the treatment period 
on the ward. That is a signal for the patient and his/her family of an opportunity to 
recover and finally get home. 

For some patients, the ability to move away from the mental hospital is like starting a 
completely new life. All the basic skills need to be learned, from shopping to washing 
clothes and cooking meals. The hospitals must enable this learning. It is a challenge for 
the staff to learn and use new ways of treatment.  

The changes are initiated by the staff and the decision-makers. For many persons, the 
mental hospital has been their only home for decades. It is not always easy for the patient 
to understand why they have to move away from home, and how their life could be better 
outside the hospital buildings. Hospitals often own hostels where patients can move to 
live. They have staff to take care of the residents’ everyday needs.  

Each hospital has organized outpatient services for the patients discharged from the 
hospital. One hospital had a plan about ‘a mobile unit’ for home visits by the hospital 
staff. They also had outpatient clinics outside the hospital. A doctor, nurse, social worker, 
and occupational therapist from one ward met patients in the community. They also made 
home visits in case the patient had not come to the office for therapy, or if it was 
important also to meet the patient’s family members or to see how s/he was living and 
what kind of help would be needed. 

9.3.2.5  Factors concerning society 

Greek society is said to be very family-centred. Families take care of their members. 
Especially parents like to protect their children and want them to live in the same house 
with themselves. The extended family relationships are very close. On the other hand, 
families try to hide illnesses and ill members of the family by secluding them at home or 
sending them far from home to a hospital. I was told that, until the present time, there 
have been no clubs or associations for people with mental health problems organized by 
themselves. The general attitude toward mentally ill persons and their relatives is not 
positive and does not make it easy for them to live a normal life.  

Orthodox religion for Greek people is a way of life. Religion in its different forms 
belongs to every person’s daily life. In buses you can see people crossing themselves. 
You can see a housewife on her way home from shopping to drop into a church for a 
short time. You can see extended families in church at Easter. It is easy for hospital 
patients to attend religious ceremonies because there is often a church in the hospital 
premises. I was told that religion gives comfort and alleviates pains.  
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9.3.3  Comparison 

The factors affecting good results in psychiatric health care in Finland and in Greece are: 
society, the organization of services, the patient and his/her family, the workers in 
psychiatric health care, and the methods of treatment. 

Table 20 shows a list of the main arguments of the Finnish and Greek respondents. In 
Finland, patients and their relatives are participating in the process of care equally with 
the health care personnel by planning and making decisions on their own behalf. 
According to the interviewed persons and my own observations, the care in Greece is 
based on the skills and authority of doctors. The patient’s role in the hospital in Greece 
seems to be that of an active or passive recipient of care. The relatives are involved with 
if they ask for it. According to the interviewees, Greece is a country where family ties are 
strong. In Finland in 1999, there were three times more divorces than in Greece (table 6). 
In Greece it is not as common as in Finland to live alone or together with people who are 
not relatives. One Greek interviewee said that there are no possibilities for even a young 
worker to live on his/her own because the salary is so small that it is not possible to cover 
the expenses of living alone. 

In both countries, there is still some stigma associated with mental illnesses. It 
involves shame, disgrace, and disapproval of the mentally ill person and often also of 
his/her family. It may be related to the still existing assumption that mental illnesses are 
not curable. In Greece, a mentally ill person in the family was, according to the 
interviewees, more a shame to the whole family than in Finland. Greek interviewees said 
that, it is still impossible today for a mentally ill person to get a job and to get married 
because people do not accept him/her. In Finland, in many persons’ opinions, being 
mentally ill means the same as being unpredictable and dangerous.  

People still think like this: here is a person and a family you had better avoid. He has 
a shameful illness. His illness is due to something his parents have done. His parents 
are to be blamed for his disease. He and his sisters are not suitable company for your 
children. He and the members of his family are not suitable to get married with 
because the disease can be genetically transmitted. He is not reliable. He can be 
violent and dangerous...But this is not true. An average person is more dangerous than 
an average patient. (Gr4) 

The direction of development of the services is toward community care. In Greece, they 
started building rehabilitation homes and hostels and group homes for persons with 
chronic mental illness in 1997. There were plans to cut down the number of hospital beds 
in the big mental hospitals. In Finland, that phase of development had already passed. 
The rehabilitation homes in Greece are still mainly owned by the hospitals, as in the early 
1980’s. In Finland, there are more closed psychiatric wards than in Greece. For instance, 
in 1997 in Greece, a hospital for about 700 patients had only one closed ward, while in 
Finland, one general hospital with 96 beds for mentally ill persons had four out of seven 
wards that were locked. I was told in Greece that a psychiatric ward in a general hospital 
could not have locked doors because of the image that would give to people. They had a 
person near the exit from the ward to see that the patients did not go out without a 
permission. According to one interviewee, in emergencies, people sought help from the 



 100

outpatient clinic of a general hospital (20 beds on the ward) twice as often as from the 
outpatient clinic of a mental hospital (about 700 beds on the wards). One detail that 
illustrates the differences was the lack of magazines and newspapers in Greek hospitals. 
The patients got their daily information about the outer world through the TV, visitors, 
and new patients. Finnish hospitals have a variety of newspaper and magazines 
subscribed to every ward for the patients to read.  

The structure of the staff is different in the two countries. Greek mental hospitals have 
more doctors per patient than Finnish hospitals. According to the respondents, nursing 
profession is not valued in Greece. Many persons go for nursing studies because they 
have not managed to get into university or any other school. Greek mental hospitals 
therefore employ many persons with a very short education ranging from one month to 
one year. The staff do not have any mentoring services or only have them randomly. The 
salaries of nurses are smaller than those in Finland, but the costs of living were also said 
to be lower. In Finland, the employer provides more further education for the whole staff 
than in Greece. The cost of the education of individual therapists, group therapists, or 
family therapists, for instance, can be paid by the employer in Finland.  

The same methods of treatment have been adopted into use in both countries almost 
simultaneously. The interviewees said, however, that nurses do not work as individual 
therapists in Greece, which is possible in Finland. In Finland, the primary nurse system 
has been used in psychiatry for more than twenty years. In Greece, I was told that this 
would not be possible because of the small number of registered nurses. 
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The differences and similarities between the interviewed groups can also be seen in table 
21. The affecting factors mentioned by each interviewee were counted and summed up.  

Table 21. Factors affecting good results in psychiatric health care. Reported factors and 
the numbers and per cent of interviewees (Finnish, Greek) who reported each factor to 
affect good results in psychiatric health care.  

Factor Finnish interviewees  
(n =44) 

Greek interviewees 
(n=35) 

Finnish and Greek 
interviewees altogether (n=79) 

Patient       
disease 35 (79.5%) 15 (42.9%) 50 (63.3%) 
life situation 17 (38.6%) 13 (37.1%) 30 (38.0%) 

Relatives/other important people 
family/other relatives 31 (70.5%) 35 (100%) 66 (88.0%) 
fellow patients 5  (11.4%) 1 (2.9%) 6 (7.6%) 
neighbours/friends 14 (31.8%) 2 (5.7%) 16 (20.3%) 
fellow workers/employer 2 (4.5%) - - 2 (2.5%) 

The treatment staff       
number of staff - - 4 (11.4%) 4 (5.1%) 
professional skills 44 (100%) 35 (100%) 79 (100%) 
life situation 6 (13.6%) 3 (8.6%) 9 (11.4%) 
working circumstances 44 (100%) 10 (28.6%) 54 (68.4%) 

Society       
values and attitudes 9 (20.5%) 18 (51.4%) 27 (34.2%) 
economy 2 (4.5%) 12 (34.3%) 14 (17.7%) 
unemployment 1 (2.3%) 2 (5.7%) 3 (3.8%) 
corrective treatment 1 (2.3%) - - 1 (1.3%) 

Organization of the services       
treatment environment       

outpatient care 44 (100%) 23 (65.7%) 67 (84.8%) 
hospital treatment 44 (100%) 35 (100%) 79 (100%) 
systematicallness in the 
care 

44 (100%) 1 (2.9%) 45 (57.0%) 

Implementation of the care 
medical treatment 21 (47.7%) 35 (100%) 56 (70.9%) 
individual therapy 20 (45.5%) 9 (25.7%) 29 (36.7%) 
working with families, 
family therapy 

11 (25.0%) 9 (25.7%) 20 (25.3%) 

groups, group therapy 10 (22.7%) 3 (8.6%) 13 (16.5%) 
therapeutic community 
care 

16 (36.4%) 8 (22.9%) 24 (30.4%) 

occupational therapy  16 (36.4%) 18 (51.4%) 34 (43.0%) 
patient-carer relationship 6 (13.6%) - - 6 (7.6%) 
basic care   12 (34.3%) 12 (15.2%) 
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Every interviewee in both countries mentioned the hospital as a place for treatment and 
the professional skills of the staff. Hospital as a place for treatment included professionals 
caring for the ill person. It meant safety for the patient and his/her significant others. It 
lessened the stigma to the patient and his/her relatives caused by the patient’s abnormal 
behavior in his/her surroundings. The professional skills were skills for medication and 
help and support and instruction in the activities of everyday life. They were also skills 
for various special therapies given to meet the needs of the patient. All Greek 
interviewees mentioned the influence of the family and the other relatives and medical 
treatment. The Finnish interviewees told about outpatient care, the systematic quality of 
the treatment, and the working circumstances of the staff.  

In Greece, one third of the respondents spoke about the basic care of the patients. 
There were many inpatients who needed nurses’ help in their daily activities and had 
nurses do things for them: washing, feeding, clothing, and moving. It was considered a 
good result when a patient learned not to eat the rubbish from the dustbin (Gr26). After 
that, there would be a time to start to teach and support the patients to take care of their 
daily activities on their own.  

In Finnish psychiatric health care, outpatient treatment was emphasized. In Greece, 
they had plans to continue and to start new programs of reducing hospital beds and 
establishing different treatment possibilities in communities.  



10 Conclusions: modeling and discussion 

This chapter will discuss the findings of the study in relation to previous studies and the 
theoretical frame of reference, including validity and restrictions. Conclusions will be 
presented about how the results can be used in the development of international 
comparisons and in the measurement of good results in psychiatric health care 
organizations. 

10.1  Discussion about the findings  

The purpose of this study was to use comparisons to increase knowledge and 
understanding of the differences and similarities in psychiatric health care services 
available for adult people in Finland and Greece.  

The findings can be used in international cooperation and while developing and 
comparing services and making decisions about the indicators to be used in the 
international comparison of psychiatric health care. The views of people deepen and 
confirm the information about the contents of the indicators.  

10.1.1  Development of psychiatric health care services 

Today, mental disease is understood to be the consequence of one’s genetic 
predisposition, the effects of the growing milieu and tragic life events (Achté et al. 1990, 
Isohanni 1996). Illnesses seem to be the same regardless of the place of residence. The 
following indicators of health status have been proposed to be compared internationally: 
cause-specific mortality, disease-specific morbidity, and generic morbidity (Korkeila 
2000, Stakes & European Commission 2001). In this study, deaths from mental disorders 
and deaths by suicide were compared as aspects of cause-specific mortality. There is a lot 
of work to be done to obtain comparable data sets concerning all indicators (appendix 
1.1).  
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Time and culture influence the manifestation of, for instance, the contents of delusions 
and hallucinations. The manifestations and the care of illnesses develop along the 
development of society in different ways in different cultures. Knowledge and 
information about the methods of treatment always need to be adapted to the people and 
the circumstances in each country. This is a challenge for health care workers’ continuous 
education and specialization. The need to use the special knowledge of different 
occupational groups is obvious. Different methods of treatment must be integrated, 
depending on the patient’s situation. 

Changes in psychiatric health care are motivated by the increase of knowledge, 
experience, and understanding about the causes of the mental illnesses. News and 
findings spread quickly all over the world. The changes in professionals’ attitudes and 
behaviours effect changes in those of the general public. In the two countries compared 
here, similar changes have taken place in the organization of psychiatric health care 
services during the 1990’s. The process of deinstitutionalization started later in Greece 
than in Finland. (Stefanis & Madianos 1981, Mavreas 1987, Tsiandis 1995, ten Horn et 
al. 1989, Sosiaali- ja terveysministeriö 1992.) Similar changes have taken place earlier in 
America and in Great Britain (Grove 1994, Salokangas et al. 2000.)  

Private psychiatric hospitals in Greece are one possibility for people who want to 
choose their place of treatment. The role of insurances is very important as a way of 
funding mental health care in Greece. Greek health centers do not have wards that 
provide care for twenty-four hours a day, as they do in Finland. 

One difference between the modern societies of Finland and Greece is that Greece is a 
more family-centered country. I was told that, in Greece, extended families live in the 
same house, and adult children live with their parents, and parents guard closely their 
children, especially girls. The autonomy and independence of the human being were 
considered important in Finland, while money and keeping one’s face were appreciated in 
Greece. The importance of money was a feature of masculine societies according to 
Hofstede (1980). 

An example of centralization in Greece was the ministry’s role in decision-making. I 
was told that all employment relations in the hospitals were decided in the ministry. In 
Hofstede’s (1980) research, centralization was described as one feature of the large power 
distance. Nearly all wealthy countries scored high on the individualism index (e.g. USA 
91), while nearly all poor countries scored low (e.g. Guatemala 6). One feature of marked 
avoidance of uncertainty was, according to Hofstede, a large number of doctors and a 
small number of nurses, while societies with weak uncertainty avoidance had ´many 
nurses and few doctors´. In Greece, there were more doctors and fewer nurses per patient 
compared to Finland. 

The working and living environments also are very different in these two countries. 
One possibility in the future may be that hostels and service homes established to provide 
‘normal life conditions’ for mentally ill patients become ‘mini-institutions’ with high 
levels of supervision by unqualified staff, with medication, and with the label of a 
psychiatric place or asylum (Zissi & Barry 1997). 
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10.1.2  Good results in psychiatric health care 

The goal of the health care system is to promote good results. There are, however, also 
‘bad results’ in psychiatric health care, such as the unwanted side effects of the 
medicines. The qualitative part of this study concentrated on the description of good 
results, but the interviewees also spoke spontaneously especially about the effects of the 
stigma caused by the illness, and the international comparison involves many indicators 
that are actually not good results, such as the number of suicides (Korkeila 2000, Stakes 
& European Commission 2001). Discussions about bad results clarified the chosen 
concept of this study both for the interviewees and the researcher. (Eskola & Suoranta 
1996). 

The views concerning good results in psychiatric health care in Finland and in Greece 
emphasize subjective well-being and functional abilities. Well-being can be described as 
a continuum, at the one end of which is the minimum of well-being, which can be called 
ill health (fig. 8). The situation of a human being varies, and the subjective experience of 
well-being differs from person to person. The degree of ill health for which one needs 
help also varies from person to person.  

Functional abilities vary from independence and initiative to dependence and lack of 
initiative and having none of the necessary functional abilities. For some people and 
during certain phases of life, only independent life brings satisfaction. Some people may 
need dependence in order to be happy.  
Functional abilities and well-being can be evaluated concerning each of the following 
aspects: value of the human being, psychic health, symptoms of illness, physical health, 
food, clothing, cleanliness, moving, finances, accommodation, education, work, family 
relations, social relations, leisure participation, religion, and safety of self and others.  

 “Happy” people are people who are satisfied with their good health but eed and 
receive help in daily life with pleasure. “Unhappy” people suffer from the illnesses they 
have and need help in their everyday activities. “Satisfied” people live a healthy, 
independent life. “Dissatisfied” people have functional abilities, but their illness makes 
them suffer. These are all dimensions of mental health. The mental health of a human 
being varies from day to day, depending on the life situations. It is important is to attain a 
balance that satisfies both the person him/herself and those living with him/her. (Cf. 
Bradburn 1969.) 
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Fig. 8. Well-being and functional abilities as a continuum and as factors affecting each other. 

In psychiatric health care, well-being, functional abilities, service ability, and economy 
can all be described from different points of view. Clients/patients, their families, 
workers, and decision-makers each have their own emphasis on each aspect of good 
results. The ‘good’ depends on society and the patient’s/client’s place of residence. 
Family orientation means different things in different cultures, such as Finland and 
Greece. I was told that Greece is a very family-centred country, but I was also told that 
very few patients are visited by their relatives in hospital. Also, I was told that if you 
become mentally ill, your life is a lost life (“unhappy”). In Finland, I was told about 
patients’ own responsibility and participation (“dissatisfied”, “satisfied”). The working 
and living environments are different in these two countries.  

A sufficient amount of well-being and functional abilities as good results of 
psychiatric health care are necessary for life outside institutions. The sufficient amount is 
different for each person and in different living circumstances. Well-being as a synonym 
of welfare and quality of life is an aim of psychiatric health care used in many studies 
while measuring good results (Lehman et al. 1982, Bond & Thomas 1991, Lehman 1983, 
Zissi & Barry 1997, Zissi et al. 1998, Awad & Voguranti 2000, Gaite et al. 2000). 
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General quality of life is one of the suggested mental health indicators to be compared in 
Europe (Stakes & European Commission 2001).  

As a symptom of many mental disorders, functional abilities deteriorate. Medication 
may also have side-effects causing fatigue and clumsiness (Huttunen 1988, Mäkikyrö 
1998, Salokangas et al. 2000, WHO 2001a). After the symptoms of the illness subside, 
the patient needs to relearn the skills needed in everyday life in order to be able to live 
outside institutions (Nojonen 1990, Bouras et al. 1992, Nikkonen 1996). The level of 
functional abilities needed depends on the supportive services organized for each patient, 
such as family help, supported housing services, and pension systems.  

Economy and service ability can also be described as mutually related continuums. 
The following indicators can be used for evaluating the situation: information, guidance, 
help when needed, planning, reliability, and safety of treatment, support by workers, 
satisfaction with the organization of treatment, the process and results of treatment, 
resources and ability to manage with them (fig 9).  

There will always exist a gap between the services people feel they would need and 
the amount and quality of the resources available for providing services. In today’s 
psychiatric health care in Finland and in Greece, according to the interviewed persons 
and public discussions, there do not exist parts of the countries with good service ability 
and good economy (“well-organized”). There may be places with good services available 
for the citizens, but the resources may be used uneconomically (“poorly organized”). 
“Sometimes” means an exceptional situation where all parties are satisfied with the 
services received and delivered and their costs. Areas without sufficient financial 
resources have no possibilities to employ staff to do the work. Thus, poor economy and 
poor service ability at the general level go “hand in hand” because most of psychiatric 
health care is work done by heads and hearts, not by machines. Also, people’s needs for 
mental health services may differ in different parts of the country. 
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Fig. 9. Economy and service ability as mutually related continuums. 

Both countries have differences in the accessibility of all services to all the people 
because of the concentration of the population in the bigger cities. That will remain as a 
problem even in the future if no new methods for the accessibility of services are 
planned. One method to facilitate contacts between the care-providing facilities is to 
establish video connections. (WHO 1996a, WHO 1996b, Meymandi & Deaver 1999.) 

Economy as a good result was defined as the relationship between the costs and the 
results. The patients pay a fixed amount of money for their treatment on psychiatric 
wards in Finland, while in Greece the insurance pays for all patients with insurance, and 
the state pays for those who do not have any insurance. The public outpatient services are 
free in both countries. The role of insurance in Greece is remarkable, as is also that of the 
‘under the table payments’, especially to doctors.  

10.1.3  Factors promoting good results in psychiatric health care 

There is no single factor or group of factors affecting good results according to the 
present findings. The person’s situations in life are always affected by heredity and living 
conditions. In their description of the functional mental health process or state of 
equilibrium, Lahtinen et al. (1999) identified individual factors and experiences, social 

Excellent   
service ability 

Poor 
economy 

Good   
economy 

Poor 
service ability 

”well-organized” ”sometimes” 

”poorly organized” ”hand in hand” 



 111

interactions, societal structures and resources, and cultural values that influence the 
mental health of every person.  

The numbers of doctors and nurses seemed to differ between the countries, even 
though it was difficult to get comparable data about the educational background and the 
number of staff. The numerical proportions of the different staff groups affect their tasks. 
The importance of doctors was emphasized in both countries because of their possibility 
to prescribe medicines and to admit and discharge people into and from hospitals. Earlier, 
they also had more possibilities than the rest of the staff to go abroad for studies, and they 
brought new ideas and knowledge for the development of care.  

In Athens, there are tens of general hospitals and almost every one of them has a 
psychiatric ward. The same methods of treatment are used in both countries. In Greece, in 
a hospital with a great number of long-term patients, the meaning and usage of 
occupational therapies is great. Because the large mental hospitals are in towns with 
millions of people, it is easy to sell out the products made by the patients. There is a need 
for occupational rehabilitation possibilities in community care in both countries.  
Being a country known for its family-centricity, there is challenge in the mental health 
care in Greece toward developing the care to be really patient-oriented and family-
oriented. I was told that, in public general hospitals in Greece, there are all the time 
relatives taking care of the members of their families on somatic wards, but not on 
psychiatric wards. (Cf Lehman 1982, 1983, Achté & Seppälä 1968, Harvey et al. 2001, 
Aaltonen et al. 2000, Saari 2002.)  

Different patients in different cultures and cases may benefit from different 
individually planned and implemented treatments. That is a special challenge for 
professionals treating people from different cultures and countries. The same challenges 
met in England after dehospitalization are to be met in Finland and in Greece in 
community care. (Social Services Committee 1999.) 

Will care in the future include more compulsory community treatment, again more 
beds in separate psychiatric clinics, and separate wards for women and men in hospitals, 
as it has been implied in the National Service Framework for Mental Health in England 
(Social Services Committee 1999). Do the countries that are slower in making changes 
utilize their possibility to learn about the failures and successes in other countries?  

One way for even such different countries as Finland and Greece to enable success in 
learning from each other is to exchange reliable information about plans and changes and 
to conduct comparative studies in international co-operation (McChrone et al. 2000, 
Ruggeri et al.2000, Van Wijngaarden et al. 2000.) 

10.2  Validity and restrictions of the study 

While examining the validity of a qualitative study, the focus is on the researcher’s 
position, the choice of interviewees and the sources of the data, the circumstances, and 
the definition of concepts, the collection and analysis of data, and the credibility of the 
results. (Lincoln & Cuba 1985, Syrjäläinen 1994, LoBiondo-Wood & Haber 1993, Polit 
& Hungler 1995).  
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The researcher’s ability to adapt to the situation has an effect on the depth of the 
information s/he gets. While collecting data in a foreign culture, especially in another 
country, it is important to notice what meanings the interviewees give to different 
concepts. The antipathies and sympathies of different people can become a factor that 
reduces validity. It is a challenge to make the respondents speak out what they really 
think. The circumstances and facilities used will affect the results. Recordings, 
photographs, and written documents enable retrospective review of the data. The 
possibility for a re-interview will facilitate the phase of analysis. Precise documentation 
of the different phases increases the validity of collecting and analyzing data. (Syrjäläinen 
1994, Janhonen & Nikkonen 1994, Polit & Hungler 1995.) 

Both qualitative and quantitative data sets were used for the comparison in this study. 
In Finland, the interviewees were chosen at random and on a voluntary basis. In Greece, a 
professor of nursing in the University of Athens chose the hospitals I stayed in. In the 
hospitals, the nursing directors informed the staff about my going to different wards and 
asked for interpreters when needed. I stayed on the wards, discussing with people, and 
the interviewees got to know me and after that decided if they wanted to give an 
interview. The interviewees also decided about the places and times for the interviews. 
All interviews were recorded and transcribed verbatim. Furthermore, in Greece, I could 
listen afterwards to both the Greek information and the English translation. That helped 
me to understand the meanings the interviewees gave to different things.  

My almost thirty years long working experience in psychiatry helped me to understand 
the answers of the interviewees and to ask specifying questions. The data triangulation, 
i.e. the collection of data by interviews and observations and from quantitative sources, 
ensured the credibility of the study (Polit & Hungler 1995). One way to show to the 
reader that the results agree with the real views expressed by the interviews was to add 
quotations (Eskola & Suoranta 1996).  

The transferability of the results into another context depends on the similarity of the 
situations or context. On the basis of the information obtained, it can be said that the 
results can be true in other contexts at the general level, but there will be differences in 
details in different parts of the countries and in different groups of people. For instance, I 
was told that, in different parts of Greece and in different hospitals, the usage of the 
methods of treatment may vary a lot. 

Comparison can seldom be total. The researcher must choose the theory or indicators 
s/he wants to use as a basis of data collection. In the selection of quantitative data, one 
must be sure that the data used are reliable and comparable. (Hammel 1980, Salminen & 
Lehtinen 1982, Desrosièeres 1996, Salminen 1999). In this research, the available 
quantitative data were collected according to mental health indicators defined for Europe 
(Korkeila 2000, Stakes & European Commission 2001), and the domains to be described 
and compared were formed by an analysis of qualitative data sets and the mental health 
indicators. I started the interviews with every respondent by repeating the purpose of the 
study and the research questions, after which every person had freedom to tell their views 
about psychiatric health care, about the good results in psychiatric health care, and the 
factors promoting them in the order they wanted. Because of that, it was possible to count 
the number of affecting factors mentioned by each person. The two interview data sets 
were inductively analyzed independently of each other. I thus ensured that the qualitative 
indicators to be compared emerged from the data set collected in both countries.  
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For this research, the data for secondary analysis were collected from OECD health 
care data sets and drawn from the data collected by the European Commission or WHO. 
The data for the comparison were drawn from tables that included information about both 
countries. In writing the thesis, being a Finnish person, I had to pay special attention to 
neutrality, in order not to emphasize anything as good or bad in either of the countries. 

10.2.1  Problems of comparability 

Problems exist in ensuring the reliability of the comparisons, especially in a general 
comparison, in forming of the classification, and in choosing of the method of selection 
for the number of the cases to be examined.  

One has to be sure that the scales used are reliable and valid, and that the concepts and 
scales are comparable in all systems being compared. The statistics, including the Gross 
Domestic Product and the employment rates, are dependent on the history, culture, and 
administrative structures of each country. (Desrosières 1996.)  

There may be deficiencies in the analysis. It is possible that there are not enough facts 
to be compared, or that there are no exact concepts for making the comparison (Blondel 
1972, Salminen & Lehtinen 1982). 

The narrower the study is, the bigger is the danger of drawing faulty conclusions. In 
order to be able to examine one special part, the researcher must be aware of the whole. 
To make correct conclusions from a wider perspective, one ought to examine the systems 
of many countries. Sometimes, however, it is valuable and more effective to examine 
only two countries, especially when trying to find solutions for existing problems. Before 
the comparative analysis, the systems must be examined holistically, but only a few 
variables should be chosen for comparison. (Lijphart 1971, Salminen & Lehtinen 1982.) 

Making comparative research in co-operation with two or more researchers in 
different countries is problematic. Co-operation between researchers far away from each 
other poses demands on the means of communication. The financing and timing of a 
large program may be difficult. The data sets for analysis must be comparable. The 
question about the language/languages used will not be simple. The questionnaires need 
to be translated in a way to keep the meaning of the concepts as unchanged as possible 
and to make the content valid in each culture. And finally, there is the question of how 
different the countries can and should be comparable.  

In this study, two qualitative data sets were collected for comparison. The framework 
was based on the analyses of the data sets and the mental health indicators for Europe. It 
was not feasible or relevant in this study to get information concerning all parts of the 
indicators. (Korkeila 2000, Stakes & European Commission 2001.) The starting point for 
this research was to get more information and better understanding about psychiatric 
health care in the two countries compared. 
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10.3  Conclusions 

There exists a normal and perceivable process of change in the development psychiatric 
health care. We can follow it from decade to decade in different countries. Similar things 
have occurred in every country observed in the long term. Generalizations about the 
development of phenomena can be made, and different systems in which a phenomenon 
occurs or could occur can be compared with each other. If a similar study were carried 
out in the same places where this study was conducted, it would be possible to find out 
how the changes occur.  

Human beings are products of their genetic background, upbringing, and life 
circumstances. People’s views about different things are affected by their experiences and 
knowledge. We can hope that there will gradually be well-developed knowledge-based 
common understanding about the causes of mental illnesses and the best methods for 
treatment usable in each society. According to brain research, there can be discussion 
about mental disorders caused by disorders in the functioning of the brains, or whether 
upbringing and life situations cause the illnesses and that shapes the brain or vice versa – 
after all, which was there first: the egg or the hen?  

Also, even though the interviewees reported as good results such things as the 
patient’s well-being, the availability of services, decrease of hospitalizations, satisfaction 
of workers, and economy similarly to the previous studies, there is a need to clarify the 
concept and to study if there is some mutual dependence and some order between the 
good results. The relationship between functional abilities and well-being warrants more 
research. 

In the long term, the aims of care are the same: the ill person and his/her family should 
be able to live a decent, sufficiently independent life (αξιοπρεπής ζωή), including enough 
well-being (ευεξία) and functional abilities (λειτουργικές ικανότητες). The task of 
psychiatric health care is to support mentally ill people and to help them acquire and 
maintain the capacity needed for that. 

The main factors affecting the results at the individual level are the patient him/herself, 
his/her relatives, the professional skills of the health care staff, and the organization of 
services. In the society where people live, decisions are made affecting mental health. 
Examples of these decisions include the decisions concerning economic development, 
working life, housing, education, and family policies.  

If patients do not get help when they or their families need help, the need for coercive 
treatment and long-term treatment will increase – and we are again at the beginning of 
the circle: large institutions, a lot of patients shut in them, and relatives not maintaining 
contacts with them.  

In order to be able to live outside institutions, sick people need sufficient means of 
subsistence. To cope with community care, they need basic functional abilities. 
Rehabilitation must be available for the whole life. There is a need for supported 
workplaces for partially disabled people. Relatives’ associations should campaign for the 
rights of mentally ill persons and their position in society.  

Nurse education in both countries needs to be developed. Nurses need skills in patient-
oriented care. The special task of nurses is to support the patients and their significant 
others to cope in everyday life, regardless of whether they are at hospital or at home. The 
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more consciously based on knowledge and research mental health work is, the more 
helpful it can be expected to be for the clients. The work for developing and using exact 
methods of assessment requires a lot of time and energy. It is therefore important to make 
at least the following decisions in every health care organization: 

What are the results that this organization should obtain in the short and long run? For 
which results should the level of attainment be assessed regularly and how frequently? 
How can the results of measurements be put to use? Who are responsible for the 
evaluations? It also needs to be checked which measurement techniques already exist, 
and which reliable scales are being used. Both subjective and objective evaluation 
methods ought to be used.  

For the international comparison of health care and people’s health, the first thing is to 
decide about the common concepts and to define their meanings. The second thing is to 
define relevant measures usable in the participating countries and to organize reliable 
ways of data collection. Quantitative indicators only to be used as the basis for 
development are not sufficient. There will also be needed profound qualitative 
information about the circumstances in different societies. The analyses and reports ought 
to be published at the national and international levels. 

One example of collection of indicators and/or scales could be: 

− Patients’ age, gender, living conditions, diagnoses admissions, discharges, and the 
costs of care. 

− Global Assessment Scale (GAS) or the Global Assessment of Functioning (GAF). 
− Satisfaction of the patients/clients and their families (The Verona Service Satisfaction 

Scale - European version could be revised to be applicable in each country, Ruggeri et 
al.2000).  

− Assessment of needs (Camberwell Assessment of Need - European version could, 
McChrone et al. 2000).  

− The consequences of psychiatric illnesses for the patients’ relatives (Van Wijngaarden 
et al. 2000).  

− Patient classification on psychiatric wards  
− Assessment of work satisfaction  

10.4  Suggestions for further studies 

There exists an insight about health common all over the world. It has been defined by 
The World Health Organization (2001) to be a state of complete physical, mental, and 
social well-being. This goal is, however, almost impossible to achieve in any country by 
any single person. That is why there are national, local, and personal views about health 
and health care, which guide people’s everyday behavior. This study identified 
differences and similarities in the opinions of Finnish and Greek people about good 
results in psychiatric health care and the factors promoting them. These results can be 
used while planning the indicators to be used in comparisons nationally or internationally.  

In the field of health care, all kinds of comparative research is needed. In medicine, 
exploratory comparison is a common way of doing research (Altman 1991). In nursing, 
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the need for national and international comparative research has been recognized, but not 
much has been done yet. There is a need for interdisciplinary and multidisciplinary 
comparative research in the field of health care, especially between countries co-
operating with each other and in countries that have a lot of immigrants. Even though the 
knowledge about new methods of treatment and ways of organizing health care spreads 
quickly from one country to another, the suitability of new methods in the different 
phases of development is not evident.  

Further topics for research would also be the differences between subjective and 
objective well-being and functional abilities, and primary nursing and management of 
nursing in psychiatric health care in Finland and in Greece and in the other European 
countries.  

Nurses’ education, status, and tasks in different countries could be compared in order 
to develop comparable educational systems and possibilities for international exchange. 
Studies comparing nurses’ roles in the implementation of the treatment would serve as 
media for development.  

The stigma caused by a mental illness in different countries and cultures and 
especially its consequences could be compared in order to gain more understanding of the 
implementation of health care organization reforms.  
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 Appendix 1 

Mental health indicators for Europe (with numbers) combined with some indicators from 
European Community Health Indicator project (ECHI, with*) (Korkeila 2000, Stakes & 
European Commission 2001) 

I Demographic and socio-economic factors 
 Population  

  * Total population by gender and age group   
* Population by urbanization 

   Socio-economic factors 
  * Education attainment * Literacy rate 

  * Total labour force * Total unemployment 
  * Population by ethnic groups  

* Population by household situation 
II Health status 
 Cause specific mortality 
  1 Suicide 
  2 Mortality, due to harmful events, intention unclear 
  3 Drug related deaths 
                              4 PYLL (potential years of life lost) fraction of suicide 
                 * Alcohol-related deaths  * Smoking-related deaths  
 Morbidity, disease specific 
  5 Major depression 
  6 Generalised anxiety disorder 
  7 Suicide attempts 
  8 Alcohol dependence 

  * Alcohol Psychoses  
                * Dementia/Alzheimer; incidence/prevalence 
 Morbidity, generic 

* Self assessed health 
* Prevalence of long-standing illness  

  * General QOL 
  9 Psychological distress 
  10 Psychological well-being 
  11 Impairment 
III Determinants of death 
  Personal conditions  
  12 Sense of mastery 
  13 Optimism 
 Health behaviours 
 Living and working conditions 
                * Housing * Noise  
                * Mental workplace exposures 

       Social and cultural environment  
  14 Social support 
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  15 Social isolation 
  16 Negative life events 
  * Violence  * Substance use 
  * Smoking prevalence  

             * Alcohol use  * Total alcohol consumption 
  * Illicit drug use 

IV Health systems 
                     Prevention, health protection and health promotion 
  17 Prevention project 
  18 Promotion proj 
                    Health care resources 
  * Primary health care units 

* Hospital beds total 
  * Nursing/elderly home care beds 
  19 Psychiatric beds 
  20 Psychiatrists 
  21 Child psychiatrists 
  22 Clinical psychologists 
  * Employment  

             * Physicians employed 
             * Nurses employed 

                  Health care utilization 
  *Discharges (total by disease group (ICD) 
  23 Discharges due to mental disorders 
  24 Discharges due to mental disorders, minors 
  25 Long stay patients 
  26 Use of outpatient services 
  27 Self/reported use of mental health services 
  28 Consumption of psychotropic drugs 
 Social services and welfare 
  29 Disability pensions due to mental disorders 
  30 Sickness compensation due to mental disorder 
                  Expenditure 

  * Total expenditure on health 
  * Public expenditure on health 

  * Expenditure on in-patient care 
  * Expenditure on outpatient care 
  31 Total national expenditure on psychiatric services 

  * Insurance coverage  
                 Health care quality indicators  

  * Perception of the health system 
  * Complaints 
  32 Availability of national quality accreditation 



 Appendix 2 

Table 1. Activities and participation as a part of ICF (International Classification of 
Disability and Health ,WHO 2001b). 

Activities and participation 
Domain Category 
learning and applying 
knowledge  

purposeful sensory experiences, basic learning, applying knowledge 

general tasks and demands undertaking a single task, multiple tasks, carrying out daily routine, handling 
stress and other psychological demands 

communication receiving messages, producing messages, conversation and use of 
communication devices and communication techniques 

mobility changing and maintaining body position, carrying, moving and handling 
objects, walking and moving, moving around using transportation 

self-care washing oneself, caring for body parts, toileting, dressing, eating, drinking, 
looking after one’ s health  

domestic life Acquisition of necessities, Household tasks, Caring for household objects and 
assisting others  

interpersonal interactions 
and relationships 

general, interpersonal interactions, particular interpersonal interactions 

major life areas education, work and employment, economic life 
community, social and civic 
life 

community life, recreation and leisure, religion and spirituality, human rights, 
political life and citizenship 



 Appendix 3 

Table 1. Global Assessment of Functioning (Sadock & Sadock 2003). 

Code Note 
100-91 Superior functioning in a wide range of activities, life´s problems never seem to get out of hand, is 

sought by the others because of his/her many positive qualities. No symptoms. 
90-81 Absent or minimal symptoms (e.g., mild anxiety before exams), good functioning in all areas, 

interested and involved in a wide range of activities, socially effective, generally satisfied with life, 
no more than everyday problems or concerns (e.g., an occasional argument with family members). 

80-71 If symptoms are present, they are transient and expectable reactions to psychosocial stressors (e.g., 
difficulty concentrating after family argument): no more than slight impairment in social, 
occupational functioning). 

70-61 Some mild symptoms (e.g., depressed mood and mild insomnia) OR some difficulty in social or 
occupational functioning (e.g., occasional truancy, or theft within the household), but generally 
functioning pretty well, has some meaningful interpersonal relationships. 

60-51 Moderate symptoms (e.g., flat affect and circumstantial speech, occasional panic attacks) OR 
moderate difficulty in social or occupational functioning (e.g., few friends, conflict with peers or 
coworkers) 

50-41 Serious symptoms (e.g., suicidal ideation, severe obsessional rituals, frequent shoplifting) OR any 
serious impairment in social or occupational functioning (e.g., no friends, unable to keep a job) 

40 – 31 Some impairment in reality testing or communication (e.g., speech is at times illogical, obscure, or 
irrelevant) OR major impairment in several areas, such as work or family relations, judgement, 
thinking, or mood (e.g., depressed man avoids friends, neglects family, and is unable to work). 

30-21 Behaviour is considerably influenced by delusions or hallucinations OR serious impairment in 
communication or judgement (e.g., sometimes incoherent, acts grossly inappropriately, suicidal 
preoccupation) OR inability to function in almost all areas (e.g., stays in bed all day; no job, home 
or friends). 

20-11 Some danger or hurting self or others (e.g., suicide attempts without clear expectation of death, 
frequently violent, manic excitement) OR occasionally fails to maintain minimal personal hygiene 
(e.g., smears feces) OR gross impairment in communication (e.g., largely incoherent or mute). 

10-1 Persistent danger of severely hurting self or others (e.g., recurrent violence) OR persistent inability 
to maintain minimal personal hygiene OR serious suicidal act with clear expectation of death 

0 inadequate information 
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relatives/ according to the Greek interviewees 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _   
… after some weeks or months the patient must go back in the social life in his home 
with his family to his work - this is an attitude - a normal attitude 
… family is together and they care about their patient in the hospital 
... it was very good idea not to hospitalize the patient but to have more patients outside 
the hospital back to the society back to the family rather than to be in the hospital 
... many of them could live very easily out of the hospital but there is no one to accept 
them, to take them home 
… now they do not try to hide the problem so much as in the past 
… of course there are as we can see here psychiatric cases not accepted by his or her 
family they want to stay away from them 
… some of them many of them from the old times they have no relatives any more 
… sometimes in the small societies like in villages they still feel that the patient is a 
shame of the family 
… the family is a very strong thing in society in Greece 
… the most important part is getting to have every day in touch with the family so the 
patient will be part of the family very close to the family and the family members to the 
patient 
... there is not a systematical support for the family 
... they come here - they bring them clothes – they visit them often every afternoon every 
weekend – sometimes they take them out for a weekend and they go out they have lunch 
or dinner together – they go to a cafeteria or to a taverna – they learn how to go to the 
community – they buy them clothes and they can be happy because they saw the relatives 
and nephews and nieces and they are very happy when they come back 
... they don’t want to spend money for them they don’t want to bring them clothes they 
don’t want to bring them anything cigarettes or anything they just leave them here and 
they feel that now they can go in freedom and leave him/her here alone 
…of course the main problem we have with the relatives is with the old people, the 
chronic patients who have been here for years 
…with the new patients we don’t have this problem because they just start to be ill and 
the relatives are not tired yet and they come more often to see the member of their family 
… lot of relatives give money to the patients – some give them 1000 –2000 dragmas 
every day –  
…some families here in Greece are very protective maybe and they are not very modern 
so they do not allow their members to go to live alone or with some people who do not 
belong to their family 
…it is actually difficult without the help of relatives to go out into the community 
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Treatment meetings/ according to the Finnish interviewees 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _  
 
 
… there were these targets, we started from small ones that what is the next one… to try 
to succeed in the daily activities and we always set small targets and we achieved them 
…we try to get the relatives to participate in them and there will be also the social worker 
and if the patient has had outpatient care we call persons from there 
…however good plan we would have if the patient were not present so it would not be 
his/her plan, it would be the plan of the staff about the care they think to be good and it 
will not come true in the patient’s real life 
…in the treatment meetings there are workers from different professional groups, with 
different educations .. so we can get a wider understanding about the problems  
… in the treatment meetings also the patient can hear different opinions and sometimes it 
can be the first time for him/her to hear the views of some of the relatives 
… also the patient gets more understanding and so s/he also gets a touch with his/her 
anxiety or other problem 
… it is such a psychic safety network of the person and s/he sees that in every place they 
think about what is best for him/her 
…so s/he does not need to think all the time about where to go or to whom to speak and 
where is my place … s/he can calm down and concentrate into something else but 
thinking the anxiety and looking for help  
…commitment with the target is important and therefore all the resources will be directed 
towards that the patient will be planning and accepting the targets and methods of 
treatment 
 … working with the network is important … in the treatment meetings all the persons 
important for the patient’s care are present and there we discuss about the problems and 
needs and about who does and what   
…we assess what kind of support the patient needs and what not – for example money 
matters, home help, cooking service, friends – and what kind of therapy s/he needs, for 
instance individual or family therapy   
 



 Appendix 6 

Request for interview (The original one in Finnish) 
 
 

Dear reader 
 
I am studying good results in the psychiatric health care.  
 
The permissions for the study in Finland I have got by the chief physicians in the 

municipalities and from the ethical committee in the Joint Municipal Authority for the 
specialized health care and social welfare in Kainuu. 

 
The data will be collected by interviews, which will be carried out at times possible 

for each interviewee. The interviews will be done either in a place suitable for each one 
or by phone. 

Participating is voluntary. The interviews will be recorded in order not to loose 
important information. After the transcription of the data the tapes will be emptied.  

 
I will contact you in order to decide the time and place of interview.  
-------------------------------    
 
We have everyone some opinions, experiences and views about psychiatric health 

care. The purpose of this part of my study is to describe Finnish people’s views about  
good results of the psychiatric health care 
 
Please, tell me about Your opinions, experiences, views about the psychiatric health 

care: 
 
What do you think about the psychiatric health care? 
Which are the good results obtained in the psychiatric health care? 
What are the factors in the psychiatric health care affecting good results?  
 
 
 
Thanks for co-operation 
________________________ 
Helmi Tiri  MNSc 
Nursing director 
Sotkamontie 13 
87140 Kajaani 
 

 



 Appendix 7 

Request for interview 
 
 

Dear reader 
 
 
We have everyone some opinions, experiences and views about psychiatric health 

care. The purpose of this part of my study is to describe Greek people’s views about good 
results of the psychiatric health care 

 
 
Please, tell me about Your opinions, experiences, views about the psychiatric health 

care: 
 
 
What do you think about the psychiatric health care in Greece? 
Which are the good results obtained in the psychiatric health care? 
What are the factors in the psychiatric health care affecting good results?  
 
 
The data will be collected by interviewing Greek people once, twice or more times per 

a person. The interviews will be carried out by a researcher in the place and time agreed 
with the interviewees and they will take about one or one and half an hour time.  

Participating is voluntary. The interviews will be recorded in order not to loose 
important information. After the transcription of the data the tapes will be emptied.  

 
 
 
 
Thanks for co-operation 
 

 
________________________ 
Helmi Tiri 
MNSc 
Finland  



 Appendix 8 

Greek case: Good results in psychiatric health care and the 
factors causing them – Greek views 

In order to appreciate the possible Greek readers of this study I want to include a Greek 
written part concerning to the data collected in Greece.  

Περίληψη 

Οι σκοπός αυτού του άρθρου είναι να περιγράψει τις απόψεις των Ελλήνων 
επαγγελματιών ψυχικής υγείας αναφορικά με τα καλά αποτελέσματα στη ψυχιατρική 
περίθαλψη καθώς και τους παράγοντες που συμβάλουν θετικά για την επίτευξή τους. Η 
συλλογή των δεδομένων πραγματοποιήθηκε την Άνοιξη του 1997 σε διάστημα τεσσάρων 
μηνών κατά τη διάρκεια της παραμονής της συγγραφέως στην Ελλάδα. Η συγγραφέας 
παρατήρησε το <<τρόπο ζωής>> σε ψυχιατρικά νοσοκομεία και πήρε συνεντεύξεις από 
35 εργαζόμενους: διευθυντές, γιατρούς, ψυχολόγους, κοινωνικούς λειτουργούς, 
σύμβουλους εργασίας και νοσηλευτές. Επίσης συνέλεξε  έγγραφα, φωτογραφίες, 
ηχογραφημένο υλικό και κινηματογραφικές ταινίες σχετικά με την Ελλάδα. 

Οι συμμετέχοντες στις συνεντεύξεις περιέγραψαν τρεις περιόδους που σχετίζονται με 
τη ψυχιατρική περίθαλψη στην Ελλάδα: το παρελθόν, το παρόν και το μέλλον. Στις 
περιόδους αυτές έχουν προκύψει αλλαγές στη στάση των ανθρώπων προς τους ψυχικά 
ασθενείς, στην εκπαίδευση των εργαζομένων, στις οικονομικές δυνατότητες να 
ανακαινισθούν τα παλαιά νοσοκομεία και να χτισθούν νέες πτέρυγες σε γενικά 
νοσοκομεία και σε μέρη εκτός νοσοκομείων.  

Σύμφωνα με όσους έδωσαν συνεντεύξεις τα καλά αποτελέσματα στη ψυχιατρική 
φροντίδα μπορούν να ορισθούν ως η ευεξία των ασθενών, η λειτουργική τους ικανότητα, 
καθώς και η πρόσβαση των πολιτών στις ψυχιατρικές υπηρεσίες. Ωστόσο οι παράγοντες 
που επηρεάζουν καλά αποτελέσματα είναι το στίγμα της ψυχικής ασθένειας, η οικογένεια 
του ψυχικά ασθενή, οι εργαζόμενοι στη ψυχική υγεία η οργάνωση των υπηρεσιών, οι 
μέθοδοι θεραπείας και η κοινωνία γενικότερα. 

1 Εισαγωγή 

Τα ψυχιατρικά νοσοκομεία στο παρελθόν ήταν κυρίως συγκεντρωμένα στις περιοχές των 
Αθηνών και της Θεσσαλονίκης με τη μορφή μεγάλων ασύλων (Stefanis et al. 1981, 
Mavreas 1987, ten Horn et al. 1989). Οι εξωτερικές υπηρεσίες προσφέρονταν από τα 
γενικά νοσοκομεία και από επαγγελματίες ψυχικής υγείας σε ιδιωτικές συμβουλευτικές 
υπηρεσίες. Στο παρελθόν υπήρχε ανισοκατανομή μεταξύ του αριθμού των 
επαγγελματιών ψυχικής υγείας και της οικονομικής χρηματοδότησής του από τον 
προϋπολογισμό της χώρα (Tsiandis et al. 1995). Το Δρομοκαϊτειο Νοσοκομείο ήταν το 
πρώτο ψυχιατρικό νοσοκομείο στη Ελλάδα που ιδρύθηκε από ΄Έλληνες το 1887 (Pappas 
et al. 1987).  
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Το άρθρο 21 του Νόμου 1397 του 1983 περιελάμβανε ένα χρονοδιάγραμμα 10 χρόνων 
για την ανάπτυξη ενός περιεκτικού προγράμματος για την Ψυχική Υγεία στην Ελλάδα. Ο 
σκοπός αυτού του προγράμματος ήταν να εκσυγχρονίσει και να αποκεντρώσει τις 
υπηρεσίες Ψυχικής υγείας με το να εισαγάγει υπηρεσίες πρωτοβάθμιας φροντίδας με την 
αναδιάρθρωση των Ψυχιατρικών Νοσοκομείων και με τη δημιουργία Ψυχιατρικών 
μονάδων σε Γενικά Νοσοκομεία. Οι στόχοι ήταν η δημιουργία Κοινοτικών Κέντρων 
Ψυχικής Υγείας προστατευμένων διαμερισμάτων, ξενώνων, η οργάνωση προγραμμάτων 
αποκατάστασης, η δημιουργία κινητών μονάδων και τη διοργάνωση προγραμμάτων 
εκπαίδευσης για γιατρούς, νοσηλευτές και άλλους επαγγελματίες ψυχικής υγείας. Η 
Ευρωπαϊκή Κοινότητα παρείχε το 55% της οικονομικής δαπάνης για τη εφαρμογή αυτής 
της μεταρρύθμισης. Ο αριθμός των κλινών στα μεγάλα δημόσια ψυχιατρικά νοσοκομεία 
καθώς και στις ιδιωτικές κλινικές μειώθηκε. Στη θέση τους ψυχιατρική θεραπεία 
προσφερόταν σε ψυχιατρικές κλινικές Γενικών Νοσοκομείων μαζί με άλλες ιατρικές 
ειδικότητες. Σε κοινοτικό επίπεδο δημιουργήθηκαν υπηρεσίες ψυχικής υγείας και ο 
αριθμός των ψυχιάτρων αυξήθηκε (Tsiandis et al. 1995, Zizzi & Barry 1977).  

Τα κύρια σημεία όλων των μεταρρυθμίσεων που αφορούσαν την υγεία στην Ελλάδα 
τον εικοστό αιώνα, ήταν παρόμοια και αναφερόντουσαν στις ίσες ευκαιρίες για 
πρόσβαση και παροχή θεραπείας, τη μείωση των ανισοτήτων και το πολλαπλασιασμό 
των πηγών οικονομικής παροχής. Επιπλέον αναφερόντουσαν στα αδύνατα σημεία της 
πρωτοβάθμιας φροντίδας υγείας, τη δημιουργία του θεσμού με τη εφαρμογή του 
συστήματος παραπομπής και τέλος στη προσπάθεια για την επίτευξη κάποιου βαθμού 
αποκέντρωσης των υπηρεσιών υγείας ( Mc Carthy & Rees 1992, WHO 1996a). 

Στα μελλοντικά σχέδια που αφορούν την ψυχική υγεία περιλαμβάνεται η δημιουργία 
ψυχιατρικών μονάδων σε όλα τα γενικά νοσοκομεία. Ακόμη με τη χρηματοδότηση της 
Ευρωπαϊκής ΄Ένωσης υπάρχει πρόγραμμα για την ανέγερση περισσότερων ψυχιατρικών 
κέντρων που θα βρίσκονται κοντά στα ήδη υπάρχοντα ψυχιατρικά vοσοκομεία. Κάθε ένα 
από αυτά τα Κέντρα Ψυχικής Υγεία θα υπάγεται στο πλησιέστερο νοσοκομείο που θα 
διαθέτει ψυχιατρικές υπηρεσίες. Επιπλέον αρκετές εκατοντάδες διαμερίσματα θα 
διατεθούν για τη διαμονή ψυχικά ασθενών. Η ‘’πρόκληση’’ αυτών των προγραμμάτων 
είναι η δημιουργία υπηρεσιών υγείας προσβάσιμων για τους κατοίκους των αγροτικών 
περιοχών καθώς και των νησιών. Η εκπαίδευση του προσωπικού στη ψυχιατρική 
χρειάζεται επίσης ιδιαίτερη προσοχή. Ωστόσο η μεγαλύτερη ‘’πρόκληση’’ είναι η αλλαγή 
της στάσης προς τη ψυχική ασθένεια και προς τους ανθρώπους με ψυχική νόσο 
γενικότερα (WHO 1996a, Tsiandis et al. 1995). 

Ο σκοπός αυτής της μελέτης ήταν να περιγράψει τις απόψεις των επαγγελματιών 
ψυχικής υγείας σχετικά με τα καλά αποτελέσματα που έχουν επιτευχθεί στην ψυχική 
υγεία καθώς επίσης να προσδιοριστούν οι παράγοντες που συντελούν στα αποτελέσματα 
αυτά. Με τη φράση ‘’καλά αποτελέσματα’’ ορίζεται ένα σύνολο εννοιών που 
περιλαμβάνουν την παραγωγικότητα, την οικονομία, την αποτελεσματικότητα καθώς 
επίσης και τη δυνατότητα παροχής υπηρεσιών υγείας (Hiironniemi 1992, Meklin 1989). 
Επίσης ”τα καλά αποτελέσματα’’ αναφέρονται στα κριτήρια που μπορούν να 
χρησιμοποιηθούν προκειμένου να εκτιμηθεί πόσο καλά λειτουργούν οι υπηρεσίες υγείας. 
Τέλος στα ”τα καλά αποτελέσματα’’ έμμεσα περιλαμβάνεται και έννοια της επιτυχίας 
(Taipale 1988, Meklin 1989, Hiironniemi 1992). 
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2 Τα καλά αποτελέσματα στη ψυχιατρική περίθαλψη και οι 
παράγοντες που συντελούν σε αυτά 

Στις μέρες μας τόσο καθημερινή παροχή ψυχιατρικής φροντίδας όσο και στο ακαδημαϊκό 
περιβάλλον η ανθρώπινη οντότητα θεωρείται σαν μια βιοψυχοκοινωνική ολότητα. Με 
την υιοθέτηση ενός τέτοιου τρόπου σκέψης δίνεται έμφαση στην ανάγκη να 
συνδυαστούν διαφορετικοί τρόποι προσέγγισης για τη κατανόηση των αιτίων που 
προκαλούν τις ασθένειες και τους τρόπους θεραπείας τους. ΄Έτσι οι βιολογικοί, 
ψυχολογικοί και κοινωνικοί μέθοδοι θεραπείας αλληλοσχετίζονται ( Isohanni 1996).  

Η ιστορία της ψυχικής ασθένειας συνδέεται με την ιστορία της ιατρικής καθώς επίσης 
και με τη κοινωνική ευημερία (Scott 1993). Η ανάπτυξη των κοινωνικών αξιών και των 
οικονομικών παραγόντων έχουν παίξει ένα σημαντικό ρόλο στην ανάπτυξη των νέων 
μεθόδων θεραπείας. Στο 180 και στις αρχές του 19ου αιώνα η φροντίδα που λάμβαναν οι 
ασθενείς ήταν να μένουν ξαπλωμένοι στο κρεβάτι, να κάνουν υδρόλουτρα για αρκετές 
ώρες, να λαμβάνουν υπνωτικά φάρμακα και να απασχολούνται με χειρονακτικές 
εργασίες. Μετά το 1935 οι ασθενείς με κατάθλιψη και συμπτώματα απόσυρσης 
λάμβαναν κωματώδη ινσουλίνο θεραπεία. Η μέθοδος της λοβοτομής θεωρήθηκε ότι 
μειώνει την ανησυxία και τις φοβίες (Vataja 1996). Η θεραπεία πρόκληση με 
σπασμοθεραπεία με καρδιαζόλ χρησιμοποιήθηκε με επιτυχία στη θεραπεία των 
σχιζοφρενικών ψυχώσεων και στις δηλητηριάσεις από βαρβιτουρικά. Η 
ηλεκτροσπασμοθεραπεία χρησιμοποιείται ακόμη στη θεραπεία σοβαρών καταθλίψεων 
καθώς και σε ασθενείς που βρίσκονται σε μανία. Η χρονική εμφάνιση της θεραπείας με 
χλωροπροmαζίνη άρχισε το 1952 (Harenko 1996). Σύμφωνα με τον Achté (1988) η 
εφεύρεση και βελτίωση των σύγχρονων φαρμάκων σήμανε την αρχή μιας νέας εποχής 
για τη Βιολογική Ψυχιατρική.  

Ψυχιατρικά Νοσοκομεία που ειδικεύτηκαν στη θεραπεία των ανθρώπων με ψυχική 
νόσο δημιουργήθηκαν στη Δυτική Ευρώπη στη δεκαετία του 1800 και στις αρχές του 
1900. Η μείωση των κλινών στα νοσοκομεία άρχισε στη δεκαετία του 1950. Παράλληλα 
η οργάνωση υπηρεσιών για εξωτερικούς ασθενείς που δεν νοσηλεύονται στο νοσοκομείο 
είχε σαν στόχο όχι μόνο να βελτιώσουν τη ποιότητα της ζωής των ασθενών αλλά ακόμη 
να μειώσουν το κόστος της φροντίδας (Wykes et al. 1998). Επίσης έχουν δημιουργηθεί 
ψυχιατρικοί τομείς για τη θεραπεία των εξωτερικών ασθενών είτε μέσα στα νοσοκομεία 
είτε μέσα σε κέντρα υγείας. Ξενώνες, προστατευμένα διαμερίσματα και υπηρεσίες για 
οικιακή υποστήριξη έχουν δημιουργηθεί για τη φροντίδα ασθενών που δεν χρειάζονται 
πλέον τις υπηρεσίες του νοσοκομείου αλλά ωστόσο δεν έχουν καταφέρει να ζουν στα 
σπίτια τους ανεξάρτητοι η με τη βοήθεια των οικογενειών τους (Venla-workgroup 1996, 
Tsiandis et al. 1995). Ψυχιατρικές μονάδες νοσηλείας κοντά στη κοινότητα έχουν 
εξυπηρετήσει ως εναλλακτική επιλογή αντί της εισαγωγής σε ένα τμήμα οξέων σε ένα 
παραδοσιακό ψυχιατρικό νοσοκομείο (Alexander & Kroposki 1999). Η αναγκαιότητα για 
θεραπεία στη κοινότητα δημιουργήθηκε για την αντιμετώπιση προβλημάτων που 
παρουσιάστηκαν από τον αποϊδρυματισμό των ψυχικά ασθενών (Heffern & Austin 
1999). 

Ωστόσο για τη διασφάλιση της υψηλής ποιότητας στη παροχή υπηρεσιών είναι 
αναγκαία η σωστή οργάνωση των ψυχιατρικών δομών καθώς και ο επαρκής αριθμός 
προσωπικού. Το επίπεδο των δεξιοτήτων του προσωπικού παραμένει με τη συνεχή 
εκπαίδευση και τη κλινική εποπτεία (Venla-workgroup 1995). Με τη διεπαγγελματική 



 141

επίσης συνεργασία η γνώση των διαφορετικών επαγγελματικών ομάδων λειτουργεί ως 
βάση επικοινωνίας με σκοπό την επίτευξη των κοινών στόχων. Η συνεργασία δίνει τη 
δυνατότητα για την αποτελεσματική μεταφορά των πληροφοριών και την ανταλλαγή των 
απόψεων σχετικά με το θεραπευτικό πρόγραμμα αποκατάστασης των ψυχικά ασθενών 
(Miettinen 1992). 

Το είδος της ψυχικής νόσου, οι καταστάσεις ζωής που αντιμετωπίζει ένας ασθενής 
καθώς και το περιβάλλον που πραγματοποιείται η θεραπεία έχουν επίδραση στα 
αποτελέσματα της. Το προσωπικό κίνητρο που έχει κάθε ασθενής για τη θεραπεία του 
είναι κρίσιμο για τον τρόπο με τον οποίο θα διαχειριστεί την ασθένειά του (Tiri 2001). Οι 
ασθενείς που έχουν επικοινωνία με την οικογένεια και τους φίλους τους είναι πιο 
ικανοποιημένοι από ότι άλλοι ασθενείς 16. Ο Stengård και οι συνεργάτες του Stengård et 
al. (1993) δήλωσαν ότι η ευεξία και η ικανοποίηση των συγγενών των ασθενών επιδρά 
στην ευεξία του ψυχικά ασθενή.  

Οι μελέτες με τα καλά αποτελέσματα στην ψυχιατρική περίθαλψη έχουν επικεντρωθεί 
στο να εξετάσουν την δραστηριότητα και τις δυνατότητες των υπηρεσιών, ειδικότερα 
έχουν ασχοληθεί με τις επιδράσεις της ψυχιατρικής φροντίδας στη ζωή των ασθενών 
Slade et al. 1999). Στα καλά αποτελέσματα συμπεριλαμβάνεται η σωματική υγεία, η 
μείωση των συμπτωμάτων από την ψυχική ασθένεια η ακόμη και ο βαθμός ελέγχου 
αυτών των συμπτωμάτων από τον ίδιο τον ασθενή (Bond & Thomas 1991, Venla-
workgroup 1995, Phelan et al.1995, Wing et al. 1998, Tiri 2001). Το επίπεδο 
λειτουργικότητας των ασθενών συμπεριλαμβάνεται στα καλά αποτελέσματα και 
επισημαίνει την ικανότητα των ασθενών να φροντίσουν τον εαυτό τους για την 
ικανοποίηση των καθημερινών αναγκών όπως είναι η διατροφή, η καθαριότητα, η 
ένδυση, η διαβίωση καθώς και η σωματική τους άσκηση. Επίσης στα καλά 
αποτελέσματα συμπεριλαμβάνονται η ικανότητα μελέτης, εργασίας, η έκφραση και 
εφαρμογή ερασιτεχνικών απασχολήσεων καθώς επίσης η αναζήτηση βοήθειας όταν οι 
ασθενείς τη χρειάζονται (Bond & Thomas 1991, Nojonen 1990, Phelan et al. 1995, Wing 
et al. 1998, Tiri 2001).  

Η ευεξία επίσης περιγράφεται ως μια αίσθηση ασφάλειας καθώς και η ύπαρξη καλών 
σχέσεων (Bond & Thomas 1991, Phelan et al. 1995, Wing et al. 1998, Tiri 2001). Η 
δυνατότητα παροχής υπηρεσιών μπορεί να μετρηθεί με τη μελέτη παραμέτρων, όπως της 
επάρκειας των υπηρεσιών ψυχικής υγείας, της προσβασιμότητας τους, με την αναλογία 
υποτροπής των ασθενών καθώς επίσης από την ικανοποίησης των ασθενών (Bond & 
Thomas 1991, Venla-workgroup 1995, Tiri 2001). Το κόστος των υπηρεσιών, η αναλογία 
ημερών νοσηλείας και το κόστος κλίνης, οι άδειες λόγω ασθένειας και οι συντάξεις λόγω 
αναπηρίας ανήκουν στην παράμετρο της οικονομίας. 

3 Συλλογή δεδομένων και μέθοδος 

Ως σημείο έναρξης γι’ αυτή την μελέτη ήταν η υπόθεση ότι οι ανθρώπινες υπάρξεις 
θεωρείται ότι συμπεριφέρονται με βάση τη σημασία που έχουν οι καταστάσεις και τα 
πράγματα για αυτούς και αυτή η σημασία διαμορφώνεται από την κοινωνική 
αλληλεπίδραση με τους ανθρώπους που ανήκουν στο ίδιο κοινωνικό πλαίσιο (Spradley 
1979, Field & Morse 1985, Syrjäläinen 1994). Τα δεδομένα αυτής της μελέτης 
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συλλέχθηκαν την Άνοιξη του 1997 κατά τη διάρκεια της τετράμηνης παραμονής της 
συγγραφέως στην Αθήνα.  

Η συγγραφέας παρατήρησε τη διαβίωση στα ψυχιατρικά νοσοκομεία και πήρε 
συνέντευξη από 35 εργαζόμενους. Ένας εργαζόμενους έδωσε συνέντευξη τέσσερις 
φορές, δύο από εργαζόμενους έδωσαν τρεις φορές, τέσσερις από δύο φορές και 
υπόλοιποι 28 για μια φορά. Έξι εργαζόμενοι έδωσαν συνέντευξη σαν ομάδα όλοι μαζί. 
Οι γλώσσες που χρησιμοποιήθηκαν στις συνεντεύξεις ήταν τα Αγγλικά και τα Ελληνικά. 
Επίσης κατά τις συνεντεύξεις δόθηκε σημασία στη γλώσσα της μη λεκτικής επικοινωνίας 
μέσο των εκφράσεων προσώπου και σώματος. Τρεις από τις συνεντεύξεις 
πραγματοποιήθηκαν στην Ελληνική γλώσσα, δεκατρείς έγιναν στα Αγγλικά με τη 
βοήθεια μεταφραστή και οι υπόλοιπες είκοσι τρεις συνεντεύξεις στα Αγγλικά. Οι 
συμμετέχοντες στη έρευνα που έδωσαν συνεντεύξεις ήταν διευθυντές, γιατροί, 
ψυχολόγοι, κοινωνικοί λειτουργοί, σύμβουλοι εργασίας και νοσηλευτές. Κατά τη 
διάρκεια παραμονής του συγγραφέα στην Ελλάδα το 1997 έγινε συλλογή των δεδομένων 
σχετικά με τη ψυχιατρική περίθαλψη στην Ελλάδα. Επίσης συλλέχθηκαν έγγραφα, 
φωτογραφίες και έγιναν μαγνητοφωνήσεις καθώς επίσης έγινε λήψη φιλμ σχετικά με την 
Ελλάδα γενικότερα. Οι πληροφορίες που συλλέχθηκαν σχετικά με την Ελλάδα 
αφορούσαν την ιστορία της χώρας, τη πολιτική, τις θρησκείες, θέματα οικονομίας με τον 
τρόπο ζωής των ανθρώπων. Η συγγραφέας είχε επικοινωνία με πολίτες εκτός του 
περιβάλλοντος των νοσοκομείων και μέσα στο χώρο των νοσοκομείων συζήτησε με 
ασθενείς, τους συγγενείς τους, τους σπουδαστές νοσηλευτικής, τους καθηγητές τους, 
εθελοντές εργαζόμενους στα νοσοκομεία, με φίλους ασθενών και με όλες τις ομάδες του 
προσωπικού (Syrjäläinen 1994). 

Οι καταγεγραμμένες συνεντεύξεις καταγράφηκαν αυτολεξεί και αναλύθηκε ένα μέρος 
από αυτές κατά τη διάρκεια της συλλογής των δεδομένων. Η ανάλυση των ποιοτικών 
δεδομένων έγινε με τη μέθοδο της ανάλυσης περιεχομένου 7 με τη χρήση του Pc- fenome 
προγράμματος υπολογιστή (Lång 1995). Σε κάθε έναν που συμμετείχε με συνέντευξη του 
δόθηκε ένας δικός του κωδικός με τον οποίο ήταν εύκολο να μελετηθούν και πάλι τα 
αυθεντικά κείμενα των συνεντεύξεων. Τα δεδομένα αναλύθηκαν σύμφωνα με τις 
ερωτήσεις της μελέτης. Τα δεδομένα διαβάστηκαν και επισημάνθηκαν οι προτάσεις που 
αναφέρονταν στο παρελθόν, το παρόν και το μέλλον, μέσα από λέξεις που περιγράφουν 
το περιεχόμενό τους. Οι προτάσεις των συνεντεύξεων κωδικοποιήθηκαν και 
σχηματίστηκαν ομάδες οι οποίες συνδέθηκαν και δημιουργήθηκαν μεγαλύτερες 
θεματικές ενότητες (Fetterman 1990, Syrjäläinen 1994). 

4 Αξιοπιστία και ηθικές θεωρήσεις 

Ενώ εξετάζεται η αξιοπιστία της μελέτης, επικέντρωση θα γίνεται στη θέση της 
ερευνήτριας, στην επιλογή των ατόμων που έδωσαν συνεντεύξεις, στις περιστάσεις, τον 
ορισμό των εννοιών, τη συλλογή των δεδομένων και της ανάλυση καθώς επίσης της 
μεταφορικότητας των αποτελεσμάτων (Fetterman 1990, Syrjäläinen 1994). 

Τα νοσοκομεία που παρέμεινε η συγγραφέας προκειμένου για την διεξαγωγή της 
έρευνάς της επιλέχθηκαν από μια καθηγήτρια του Πανεπιστημίου Αθηνών. Στα 
νοσοκομεία οι διευθύντριες των νοσηλευτικών υπηρεσιών πληροφορήθηκαν σχετικά με 
την επίσκεψη της συγγραφέως σε διάφορες μονάδες των νοσοκομείων τους και της 
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παρασχέθηκαν διερμηνείς όπου χρειαζόταν. Ο τόπος των συνεντεύξεων αποφασίσθηκε 
από τους εκείνους που έδιναν συνεντεύξεις. Από τη στιγμή που όλες οι συνεντεύξεις 
μαγνητοφωνήθηκαν η ερευνήτρια μπορούσε να ακούσει τις συνεντεύξεις στα Ελληνικά 
καθώς και την Αγγλική μετάφραση. Η διαδικασία αυτή τη βοήθησε στο να κατανοήσει 
καλύτερα τις πληροφορίες καθώς και τις απόψεις όσων έδωσαν συνεντεύξεις πάνω σε 
διάφορα θέματα. 

Ωστόσο, όπως συμβαίνει σε κάθε εθνογραφική έρευνα έτσι και στη συγκεκριμένη 
μελέτη, η προσωπικότητα, οι αξίες, οι στάσεις και η ιστορία επίσης κατεύθυναν τη 
πορεία αυτής της έρευνας. Η μακρόχρονη εμπειρία της συγγραφέως στο χώρο της 
ψυχιατρικής και το γεγονός ότι έχει πραγματοποιήσει παρόμοια έρευνα στη Φινλανδία 
τις έδωσαν αυτοπεποίθηση για τη διεξαγωγή της έρευνας. Τα αποτελέσματα αυτής της 
έρευνας μπορούν να συγκριθούν με τα παρόντα αποτελέσματα των Φινλανδικών 
δεδομένων και με τα αποτελέσματα των ερευνών που αναφέρονται σε αυτή την έρευνα.  

Κατά τη προσέγγιση των επαγγελματιών υγείας στα νοσοκομεία που 
πραγματοποιήθηκε η έρευνα, η συγγραφέας ενημέρωνε όσους θα έδιναν συνέντευξη 
σχετικά με τη παρούσα μελέτη, τονίζοντας ότι η συμμετοχή τους είναι εθελοντική καθώς 
επίσης τους πληροφορούσε για τη χρονική διάρκεια της συνέντευξης.  

Επιπλέον δόθηκε διαβεβαίωση ότι θα διασφαλιζόταν η ανωνυμία των όσων θα έδιναν 
συνεντεύξεις καθώς επίσης δεν θα καταγράφονταν ούτε οι επαγγελματική τους ιδιότητα 
στις κατά λέξη παραπομπές τους. Η συγκατάθεση για τη μαγνητοφώνηση των 
συνεντεύξεων εξασφαλιζόταν στην αρχή μετά από συνεννόηση του ερευνητή και όσων 
θα έδιναν συνέντευξη. Η διευθέτηση επίσης για την επόμενη συνέντευξη με τους 
συνεντευξιαζόμενους ‘’κλειδί’’ αποφασιζόταν στο τέλος της πρώτης τους συνέντευξης. 
Οι κατά λέξη παραπομπές από τις συνεντεύξεις που αναφέρουν τις απόψεις των 
συνεντευξιαζόμενων αποτελούν ένα ουσιώδες μέρος των αποτελεσμάτων αυτής της 
έρευνας και επιπλέον εξασφαλίζουν την αξιοπιστία των περιγραφών (Syrjäläinen 1994, 
Häkkinen 1996).  

5 Αποτελέσματα 

Όσοι έδωσαν συνεντεύξεις περιέγραψαν τρεις περιόδους της ψυχιατρικής περίθαλψης 
στη Ελλάδα τη παρελθοντική, τη παρούσα και τη μελλοντική. Η παρελθοντική περίοδος 
περιλαμβάνει τη ψυχιατρική περίθαλψη πριν από το 1983 ενώ η παρούσα αναφέρεται 
μετά από τη προηγούμενη χρονολογία (1983) μέχρι και σήμερα. Ως χρονική αφετηρία 
για μελλοντική περίοδο της ψυχιατρική περίθαλψης θεωρήθηκαν τα χρόνια που θα 
ακολουθήσουν μετά την Άνοιξη του 1997.  

5.1 Παράγοντες που επηρεάζουν τα καλά αποτελέσματα στη 
ψυχιατρική περίθαλψη 

Οι παράγοντες που επηρεάζουν τα καλά αποτελέσματα στη ψυχιατρική περίθαλψη στη 
Ελλάδα είναι το στίγμα που δημιουργείται λόγω της ψυχικής νόσου, η οικογένεια του 
ψυχικά ασθενή, το κοινωνικό πλαίσιο γενικότερα, οι επαγγελματίες που απασχολούνται 
στο χώρο της ψυχιατρικής, η οργάνωση των υπηρεσιών ψυχικής υγείας καθώς και οι 
μέθοδοι θεραπείας. 
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Στο παρελθόν το να ήταν κάποιος ψυχικά ασθενής σήμαινε ότι δεν ήταν μια 
ανθρώπινη ύπαρξη απέναντι στα μάτια των άλλων. Για τους γονείς του ασθενή η ύπαρξη 
ψυχικής νόσου σήμαινε επίσης ενοχή και ήταν μια μεγάλη ντροπή για την οικογένεια. 
Τόσο ο ίδιος ο ψυχικά ασθενής όσο και η αδελφή του δε μπορούσαν να παντρευτούν, 
ούτε να βρουν εργασία, ούτε να έχουν φίλους εξαιτίας της καθιερωμένης πεποίθησης ότι 
η ψυχική νόσος είναι κληρονομική. Ο ασθενής και η οικογένειά του θα έπρεπε να 
αποφεύγονται από τους άλλους. Για να αποφευχθούν οι συνέπειες από τη μετάδοση του 
‘’στίγματος’’ και στα υπόλοιπα της μέλη της οικογένειας γινόταν προσπάθεια να 
κρύβεται η ύπαρξη ψυχιατρική νόσου και κρατούσαν το άρρωστο μέλος στο σπίτι ή 
τον/την έστελναν σε άσυλο σε μακρινή απόσταση από το σπίτι καθώς επίσης μακριά από 
το οικείο του περιβάλλον. Έτσι το άτομο που αποκτούσε ψυχική νόσο δεν μπορούσε να 
ζήση μια ζωή παρόμοια με τους υπόλοιπους ανθρώπους. Μέχρι το 1983 όπου 
διαμορφώθηκε καινούργιο νομικό πλαίσιο τα μέλη της οικογένειας είχαν το δικαίωμα να 
αποφασίσουν εάν θα στείλουν τον ψυχικά ασθενή να μείνει σε ψυχιατρικό νοσοκομείο. 
Η απόφαση αυτή της οικογένειας διευκόλυνε τη παραμονή του ασθενή στο νοσοκομείο 
και ακόμη κι όταν η ψυχική του κατάσταση γινόταν καλύτερα ο ασθενής έπρεπε να 
παραμείνει εάν κανείς από την οικογένειά του δε ήθελε να επιστρέψει στο σπίτι.  

Στο παρελθόν οι άνθρωποι νόμιζαν ότι το να έχουν ένα άτομο ψυχικά ασθενή στην 
οικογένεια ήταν το χειρότερο πράγμα που μπορούσε να συμβεί. Ήταν πολύ δύσκολο να 
δεχθούν τη τρέλα. Προσπαθούσαν να κρύψουν το άρρωστο μέλος στο σπίτι και δεν του 
επέτρεπαν να το βλέπουν οι άλλοι(4). 

Σύμφωνα με την άποψη των συνεντευξιαζόντων η οικονομική κατάσταση των Ελλήνων 
ψυχικά ασθενών βελτιώθηκε λίγο με το πέρασμα των χρόνων ενώ στο παρελθόν η 
κατάστασή τους ήταν όπως χαρακτηριστικά την περιγράφει ένας συνεντευξιαζόμενος. 

Οι ασθενείς στο παρελθόν δεν είχαν καθόλου χρήματα. Όταν ο ασθενής ερχόταν στο 
νοσοκομείο και είχε χάσει τη δουλειά του δεν υπήρχε τρόπος να έχει χρήματα ώστε να 
βγει από το νοσοκομείο και να νοικιάσει σπίτι καθώς επίσης να αγοράσει φαγητό(1). 

Στο παρελθόν τα ψυχιατρικά νοσοκομεία ήταν ένα άσυλο, ένα μέρος όπου έστελναν τους 
ψυχικά ασθενείς για να ζουν μόνιμα. Μέσα εκεί οι ασθενείς δεν είχαν καμία επαφή με 
τον εκτός του νοσοκομείου κόσμο. Οι άνθρωποι τους φοβόντουσαν και νόμιζαν ότι εάν 
τους επιτρεπόταν η έξοδος από το ψυχιατρείο θα μπορούσαν να συμπεριφέρονται με 
βίαιο τρόπο. Το προσωπικό που εργαζόταν ως φύλακες συγκρατούσε τους ασθενείς από 
το να μην φύγουν από το άσυλο και φρόντιζαν το φαγητό, το ρουχισμό και τη 
καθαριότητα τους. Οι ασθενείς δεν είχαν δικά του ρούχα. Πολλές φορές ένας ασθενής 
κλειδωνόταν γυμνός σε ένα μοναχικό δωμάτιο με παραθυρόφυλλα στη πόρτα. Μέσο της 
πόρτας το προσωπικό του νοσοκομείου του έδινε φαγητό. 

Περίπου δέκα χρόνια πριν το νοσοκομείο ήταν σα μια φυλακή. Ο ασθενής ήταν σα να 
βρισκόταν κλεισμένος μέσα σε μια ‘’κάψουλα’’ έξω από τον κόσμο. Το νοσοκομείο 
περιβαλλόταν από ψιλά τείχη έτσι ώστε κανείς δεν μπορούσε να δραπετεύσει. Στη 
πραγματικότητα έμοιαζε σα στρατόπεδο συγκέντρωση και όχι σα νοσοκομείο. Υπήρχαν 
δύο ή τρία δωμάτια με σαράντα η τριάντα κρεβάτια χωρίς ατομικό χώρο και κομοδίνα, 
μόνο δύο τουαλέτες για όλους τους ασθενείς.  
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Στο παρελθόν στα ψυχιατρικά νοσοκομεία υπήρχαν μόνο γιατροί και νοσηλευτές. 
Ωστόσο πολύ λίγοι ήταν διπλωματούχοι νοσηλευτές. Η πλειονότητα ήταν χωρίς καμία 
επαγγελματική εκπαίδευση και έφερναν το τίτλο της/του πρακτικής/ού νοσοκόμου.  

Οι γιατροί πάντοτε ήταν και ακόμη είναι ο υπ’αριθμόν ένα στο σύστημα υγείας στην 
Ελλάδα (14).  

Για το περιορισμό των ασθενών χρησιμοποιείται ζουρλομανδύες ή ιμάντες που έδιναν τη 
δυνατότητα περιορισμού του ασθενή στο κρεβάτι του. Εγχειρήσεις λοβοτομής 
χρησιμοποιήθηκαν για να ησυχάσουν βίαιους ασθενείς. Από το 1925 άρχισε 
περιορισμένα να χρησιμοποιείται αυτή η θεραπεία στους ψυχικά ασθενείς. Η κωματώδης 
ινσουλινοθεραπεία ξεκίνησε στην Ελλάδα από τον γιατρό Νικόλαο Αρκαλίδη στο 
Δρομοκαεϊτειο ψυχιατρικό νοσοκομείο το 1936. Η ηλεκτροσπασμοθεραπεία 
χρησιμοποιήθηκε από το 1946. Η σπασμοθεραπεία με καρδιαζόλ χρησιμοποιήθηκε για 
πρώτη φορά από το γιατρό Ν. Αρκαλίδη το 1936 (Pappas et al. 1987). 

Είκοσι χρόνια πριν είχαμε μεθόδους όπως την ινσουλινοθεραπεία και τη θεραπεία με 
ηλεκτρισμό(4). 

Σύμφωνα με την ιστορία του Δρομοκαϊτείου (Pappas et al.1987) η θεραπεία μέσο της 
εργασίας ξεκίνησε στο νοσοκομείο μεταξύ της χρονικής περιόδου 1903 και 1920. Οι 
ασθενείς εργάζονταν στο χώρο του νοσοκομείου και συγκεκριμένα στα πλυντήρια, στη 
κουζίνα, βοηθούσαν στη καθαριότητα των μονάδων ή έκαναν αγροτικές εργασίες. Τα 
προϊόντα από τις καλλιέργειες χρησιμοποιούνταν στο νοσοκομείο για τη διατροφή των 
ασθενών. Υπήρχε επίσης ανεπτυγμένη κτηνοτροφική μονάδα και τα προϊόντα της 
διατίθενταν για τις διατροφικές ανάγκες των ασθενών.  

Η εισαγωγή των νέων φαρμάκων όπως της χλωροπρομαζίνης που ξεκίνησε στη 
δεκατρία του 1950 είχε θετικές επιδράσεις και έδωσε τη δυνατότητα στους ασθενείς να 
βγουν έξω το περιβάλλον των μονάδων. 

Οι επαγγελματίες που έδωσαν συνεντεύξεις περιέγραψαν τη τωρινή περίοδο στη 
ψυχιατρική περίθαλψη ως περίοδο των αντιθέσεων. Συγκεκριμένα υποστήριξαν ότι ο 
κάθε άνθρωπος έχει την ίδια ανθρώπινη αξία και ότι κάθε άτομο αξίζει να αγαπιέται. 
Αλλά επίσης υποστήριξαν ότι εάν κάποιος πρέπει να μπει σε ένα ψυχιατρικό νοσοκομείο 
η ζωή του είναι μια χαμένη ζωή. Ακόμη και σήμερα οι άνθρωποι που νοσηλεύονται σε 
ψυχιατρικές μονάδες έχουν λίγες πιθανότητες όταν βγαίνουν από το νοσοκομείο να 
βρουν εργασία, φίλους ή δημιουργήσουν οικογένεια.  

Υπάρχει ακόμη το στίγμα τόσο στον ψυχικά ασθενή όσο και στην οικογένειά του. Εάν 
κάποιος από την οικογένεια πρέπει να κάνει εισαγωγή σε ψυχιατρικό νοσοκομείο, τότε 
ολόκληρη η οικογένεια θα αποκτήσει το στίγμα της ψυχικής νόσου. Ακόμη και σήμερα ο 
ψυχικά ασθενής δεν μπορεί να βρει εργασία ούτε και να παντρευτεί επειδή δεν τον 
αποδέχονται(8). 

Η μόνη ‘’καλή πλευρά’’ του στίγματος είναι ότι άρχισαν να ιδρύονται ψυχιατρικές 
μονάδες στα γενικά νοσοκομεία ώστε να είναι ευκολότερο για τους πολίτες να τις 
προσεγγίσουν και να δεχθούν θεραπεία μέσα σε αυτές(32).  

Σύμφωνα με τον Μαδιανό και τους συνεργάτες (Madianos et al 1987, 1994) του η στάση 
προς τη ψυχική νόσο η οποία συμπεριλάμβανε την απόρριψη, τη κακοπιστία και το φόβο 



 146

έχει αλλάξει προς τα θετικά τα τελευταία δεκαπέντε χρόνια. Η αλλαγή της στάσης 
σύμφωνα με τους παραπάνω συγγραφείς οφείλεται στην εφαρμογή των κοινοτικών 
προγραμμάτων παρέμβασης για τη ψυχική υγεία, που είχαν σαν αποτέλεσμα τη 
διαμόρφωση θετικού και ανεκτικού κλίματος στη περιοχή των Αθηνών.  

Η ψυχιατρική μεταρρύθμιση άρχισε το 1985 ειδικά μετά τη Λέρο όπου η μετάδοση της 
πληροφόρησης έκανε το γύρο της Ευρώπης. Δεν νομίζω ότι η Λέρος ήταν ή είναι το 
χειρότερο ψυχιατρικό νοσοκομείο στην Ευρώπη. Εάν συγκρίνουμε τη ψυχική υγεία 
τώρα και πριν από 20 χρόνια είναι δύο διαφορετικά πράγματα… οι διαφορές είναι τόσο 
μεγάλες που μπορώ να πω ότι είμαστε σε διαφορετικό κόσμο σήμερα…(35) 

Στις συνεντεύξεις ειπώθηκε ότι στη σημερινή εποχή οι κοινωνικοί παράγοντες είναι οι 
κυριότεροι λόγοι μακρόχρονης παραμονής των ασθενών στο νοσοκομείο. Συνήθως δεν 
έχουν οικογένεια ή κάποιον που θα αναλάμβανε να τους πάρει από το νοσοκομείο και 
είναι εξαιρετικά δύσκολο για ένα άτομο να ζει χωρίς τη βοήθεια της οικογένειας.  

Σήμερα υπάρχουν γενικά και ιδιωτικά ψυχιατρικά νοσοκομεία, ψυχιατρικές μονάδες 
σε γενικά νοσοκομεία, κέντρα ψυχικής υγείας και μονάδες αποκατάστασης. Σύμφωνα με 
τους επαγγελματίες που έδωσαν συνεντεύξεις οι αλλαγές άρχισαν από τα νοσοκομεία 
όταν οι γιατροί παρακολούθησαν εκπαιδεύσεις στο εξωτερικό και έφεραν νέες ιδέες και 
καινούργιες μεθόδους θεραπείας.  

Έχουμε ανακαινισμένα κτίρια στο κέντρο της Αθήνας και έτσι οι ασθενείς μπορούν να 
φύγουν από το νοσοκομείο και να πάνε να ζήσουν εκεί μόνοι τους. Υπάρχει ένα κτίριο 
στο κέντρο της Αθήνας όπου οι ασθενείς ζούνε εκεί αντί για το νοσοκομείο και 
μαγειρεύουν μόνοι τους, πλένουν τα ρούχα τους και γενικά φροντίζουν για την 
αυτοεξυπηρέτησή τους (28). 

Σε κάθε κλινική εργάζεται μια ομάδα που αποτελείται από ψυχίατρο, ψυχολόγο, 
κοινωνικό λειτουργό, συμβούλους εργασίας και νοσηλευτές. Ο ρόλος των γιατρών στην 
ομάδα μπορεί να γίνει κατανοητός μέσα από τη μαρτυρία ενός ασθενή:  

…η πρωταρχική βοήθεια που έχω έρχεται από το Θεό και η δεύτερη είναι τα φάρμακα… 

Μετά το 1985 δεν επιτρεπόταν στα νοσοκομεία να απασχολούν επαγγελματίες υγείας 
χωρίς καμία εκπαίδευση. Οι νοσηλευτές που προσλαμβάνονταν έπρεπε να είναι 
απόφοιτοι Τεχνολογικής ή Πανεπιστημιακής εκπαίδευσης. Με τη ίδια χρονική αφετηρία 
το 1985 ξεκίνησαν και οι νοσηλευτικές ειδικότητες στη παθολογική, χειρουργική, 
παιδιατρική και ψυχιατρική νοσηλευτική. Για τους βοηθούς νοσηλευτών η εκπαίδευση 
είναι διάρκειας δύο χρόνων και οργανώνεται από τα Τεχνικά Λύκεια (Τ.Ε.Λ), τα 
Ινστιτούτα Επαγγελματικής Κατάρτισης (Ι.Ε.Κ) καθώς επίσης από τις νοσηλευτικές 
σχολές των ίδιων των νοσοκομείων. Στις συνεντεύξεις ειπώθηκε ότι το νοσηλευτικό 
επάγγελμα και ειδικότερα το να εργάζεται κάποιος νοσηλευτής στο χώρο της ψυχικής 
υγείας δεν εκτιμάται στην Ελλάδα. 

Οι ψυχολόγοι εργάζονται από κοινού με τη θεραπευτική ομάδα, βοηθώντας τους 
γιατρούς με το κάνουν συνεντεύξεις με τους ασθενείς και τις οικογένειές τους καθώς 
επίσης και με το να πραγματοποιούν τα ψυχολογικά τεστ. Ακόμη έχουν τη δυνατότητα να 
παρέχουν ατομική θεραπεία. Οι κοινωνικοί λειτουργοί αποτελούν το σύνδεσμο μεταξύ 
των οικογενειών, των γιατρών και του υπόλοιπου προσωπικού και οργανώνουν 
συναντήσεις με τις οικογένειες των ασθενών. Επίσης έρχονται σε επικοινωνία με το 
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εργασιακό περιβάλλον των ασθενών. Βοηθούν επίσης τους ασθενείς στη διευθέτηση των 
οικονομικών τους προβλημάτων, για παράδειγμα τους συνοδεύουν σε τράπεζες, 
υπηρεσίες, ακόμη και σε περιπτώσεις που θέλουν να κάνουν αγορές ατομικών 
πραγμάτων. Ο κοινωνικός λειτουργός είναι ο επαγγελματίας ‘’κλειδί’’ για τη διευθέτηση 
της συνεχούς παρακολούθησης του ασθενή.  

Αρκετοί επίσης επαγγελματίες που έδωσαν συνεντεύξεις τόνισαν τη χρησιμότητα των 
Διασυνδετικών Ψυχιατρικών Ομάδων στα γενικά νοσοκομεία. Σε αυτές συμμετέχουν 
κυρίως γιατροί και νοσηλευτές. Το προσωπικό των μονάδων που νοσηλεύουν ασθενείς 
με σωματικά νοσήματα σε ένα γενικό νοσοκομείο στέλνει παραπομπές στη Διασυνδετική 
- Ψυχιατρική αναφορικά με ασθενείς που χρειάζονται ψυχιατρική βοήθεια. Έτσι οι 
ασθενείς έχουν τη δυνατότητα να μιλήσουν με τη νοσηλεύτρια/τη ψυχικής υγείας ή με 
ένα ψυχίατρο και να συζητήσουν το πρόβλημα τους. Το προσωπικό των τμημάτων ενός 
γενικού νοσοκομείου μπορεί επίσης να αναζητήσει της βοήθεια της Διασυνδετικής 
Ομάδας, τη παροχή εκπαίδευσης και κάθε είδους συναφή με την ειδικότητα τους 
υποστήριξη που θα ωφελήσει την εργασία τους.  

Ένας επαγγελματίας υγείας που έδωσε συνέντευξη είπε ότι στις μέρες μας υπάρχουν 
δύο είδη ασθενών. Οι ‘’νέοι ασθενείς’’ που είναι εκείνοι που έρχονται στο νοσοκομείο 
για ένα ή δύο μήνες και οι ‘’ παλιοί ασθενείς’’ που μένουν στο νοσοκομείο μέχρι το τέλος 
της ζωής τους. Υπάρχουν πλέον περισσότερες ευκολίες στα νοσοκομεία για να 
φροντίζουν οι ασθενείς τον εαυτό τους. Οι ψυχικά ασθενείς μπορούν να μένουν στις 
μονάδες με ξεκλείδωτες πόρτες. Για παράδειγμα σε ένα μεγάλο νοσοκομείο με πάνω από 
700 κλίνες υπάρχει μόνο μία κλειστή ψυχιατρική μονάδα. Οι ασθενείς μπορούν να 
βγαίνουν από το νοσοκομείο είτε με τη συνοδεία προσωπικού είτε και μόνοι τους.  

Οι ασθενείς σε ένα ψυχιατρικό νοσοκομείο μπορούν να απασχοληθούν σε 
διαφορετικές εργασίες. Μπορεί να απασχολούνται με κηπουρική καλλιεργώντας 
λαχανικά, λουλούδια και οπωροφόρα δέντρα. Σε μεγάλα ψυχιατρικά νοσοκομεία 
υπάρχουν επίσης χώροι όπου ασχολούνται με εργόχειρο. Μπορούν να πλέκουν μπλούζες 
με το χέρι ή με πλεκτικές μηχανές. Υπάρχουν αργαλειό για την ύφανση υφασμάτων ή 
χαλιών. Τα προϊόντα που παράγονται πωλούνται. Στις μονάδες οι ασθενείς έχουν τη 
δυνατότητα να εργάζονται βοηθώντας στη καθαριότητα τις καθαρίστριες καθώς επίσης 
προσφέρουν τη βοήθειά τους στους νοσηλευτές σε βοηθητικές εργασίες του τμήματος. 
Οι ασθενείς σαν αποζημίωση λαμβάνουν χρήματα σύμφωνα χρόνο που εργάζονται.  

Υπάρχει επίσης μέσα στο χώρο του νοσοκομείου οργανωμένη μουσικοθεραπεία και 
θεραπεία μέσο της τέχνης. Στις μουσικές ομάδες μπορούν να άκουσαν μουσική, να 
τραγουδήσουν για ότι έχουν δημιουργήσει και τη σημαίνει αυτή η δημιουργία γι’ αυτούς. 
Στη θεραπεία μέσο της τέχνης μπορούν να σχεδιάσουν και να ζωγραφίσουν και ο 
θεραπευτής τους διδάσκει τεχνικές ζωγραφικής. 

Σε μερικές μονάδες οι νοσηλευτές εργάζονται με το σύστημα του ‘’νοσηλευτή 
αναφοράς’’ που ο κάθε ασθενής έχει το προσωπικό του νοσηλευτή. Στις συνεντεύξεις 
επίσης ειπώθηκε ότι δεν είναι δυνατόν να εφαρμοστεί στις ψυχιατρικές μονάδες στην 
Ελλάδα το σύστημα τις πρωτοβάθμιας νοσηλευτικής φροντίδας εάν δεν προσληφθούν 
αρκετοί νοσηλευτές τριτοβάθμιας εκπαίδευσης (Τ.Ε.Ι & Α.Ε.Ι). Μέσα από τις 
συνεντεύξεις περιγράφηκε ότι ο νοσηλευτής αναφοράς συζητάει με τον ασθενή του όσο 
πιο συχνά μπορεί και συλλέγει πληροφορίες που αφορούν το ιστορικό του οι οποίες είναι 
στη διάθεση της διεπιστημονικής ομάδας. Ο νοσηλευτής αναφοράς βοηθάει επιπλέον τον 
ασθενή του στην ικανοποίηση των βασικών αναγκών του όπως την ατομική υγιεινή του, 
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τη διατροφή του, τη τακτοποιήσει του δωματίου του, όπως επίσης και των ρούχων του. 
Μπορεί ακόμη να συμμετάσχει μαζί του στις συνεδρίες εργοθεραπείας ακόμη και να τον 
συνοδεύει εκτός νοσοκομείου για περίπατο, για να πιούνε καφέ ή να το βοηθήσει σε 
αγορές που επιθυμεί να κάνει.  

Ειδικά για τους ασθενείς που μένουν για μακρινό χρονικό διάστημα στο νοσοκομείο 
οργανώνονται εκδρομές επειδή οι περισσότεροι από αυτούς δεν έχουν τη δυνατότητα να 
ταξιδέψουν και να δουν τη χώρα τους καθώς επίσης και τον τρόπο ζωής εκτός του 
νοσοκομείου. Οι εκδρομές αυτές ευχαριστούν πολύ τους ασθενείς. Σε ένα νοσοκομείο 
που η συγγραφέας επισκέφτηκε είχαν μια ομάδα που την ονόμαζαν ‘’οι φίλοι του 
νοσοκομείου’’ που οργανώνουν διάφορες μορφές αναψυχής για τους ασθενείς.  

Οι φίλοι του νοσοκομείου και των ασθενών είναι μια ομάδα από άτομα που δεν έχουν 
επικοινωνία με το προσωπικό, δεν είναι γιατροί ή νοσηλευτές αλλά εθελοντές και δίνουν 
χρήματα, οργανώνουν γιορτές και έρχονται μέσα στο νοσοκομείο στη διάρκεια αυτών 
των εορτών. Έτσι γνωρίζονται με τους ασθενείς και με αυτό τον τρόπο οι ασθενείς 
έχουν συντροφιά με ανθρώπους από το εξωτερικό περιβάλλον(5).  

Η θρησκεία καθώς και ο εκκλησιασμός κατείχαν πάντοτε για τους Έλληνες σημαντική 
θέση στη ζωή του. Κάθε νοσοκομείο έχει τη δική του εκκλησία και το γεγονός ότι οι 
ασθενείς παρακολουθούν τη λειτουργία αυτό τους ηρεμεί. Λαμβάνοντας το 
καθαγιασμένο άρτο και το κρασί της μετάληψης οι θρησκευόμενοι αισθάνονται γαλήνη. 
Η εκκλησία επίσης αποτελεί ένα χώρο που υπάρχει η δυνατότητα για κοινωνικότητα από 
τη στιγμή που είναι ένας κοινός χώρος συνάντησης.  

Σύμφωνα με ίσους έδωσαν συνεντεύξεις εξαιτίας της μη καλής οικονομικής 
κατάστασης σε ολόκληρη την Ευρώπη κατά συνέπεια και στην Ελλάδα, οι ασθενείς δεν 
θα μπορούν να αποκτούν εργασία ή να περιμένουν ότι θα αυξηθούν οι συντάξεις τους. 
Μόνο όταν οι ασθενείς εξοικειωθούν με την ασθένειά τους και το πως θα τη 
διαχειρίζονται θα μπορούμε να μιλήσουμε ότι οι ψυχικά ασθενείς δημιουργούν 
προϋποθέσεις για αξιοπρεπή διαβίωση. 

Θα πρέπει να δώσουμε στους ανθρώπους να καταλάβουν ότι δεν είναι ντροπή να έχουν 
ψυχική νόσο και ούτε επίσης να έχουν ένα μέλος στην οικογένειά τους με ψυχική νόσος 
δεν είναι κάτι που θα πρέπει να τη φοβούνται. Έτσι θα δοθεί η δυνατότητα σε ασθενείς 
που έχουν ζήσει σε ψυχιατρικό νοσοκομείο για πολλά χρόνια να πάνε και να ζήσουν στο 
τόπο γεννήθηκαν κοντά στους συγγενείς τους (1). 

Τα χρήματα και η αξιοπρέπεια θα παραμείνουν οι κυρίαρχες αξίες στην Ελληνική 
κοινωνία και αυτές τους εμποδίζουν στο να συναναστρέφονται με ανθρώπους που έχουν 
αποκλίνουσα συμπεριφορά όπως οι ψυχικά ασθενείς. Η οικονομική κατάσταση δεν 
φαίνεται να γίνεται καλύτερη στο μέλλον αναφορικά με τη υγεία. Σύμφωνα με τις 
συνεντεύξεις και στο μέλλον θα υπάρχουν υγιείς και πλούσιοι άνθρωποι καθώς επίσης 
ασθενείς και φτωχοί.  

Στο μέλλον επίσης οι οικογενειακοί δεσμοί θα χαλαρώσουν στην Ελλάδα. Έτσι οι 
άνθρωποι που έχουν ψυχική νόσο και που καταφέρνουν να τη διαχειρίζονται θα μπορούν 
με τους περιορισμούς βέβαια από την ασθένειά τους να διαβιώνουν μόνοι τους ή να 
μοιράζονται ένα διαμέρισμα με άλλους.  

Η πρόκληση στο μέλλον θα είναι η ίδρυση παρόμοιων υπηρεσιών ψυχικής υγείας 
όπως στην Αθήνα και στην υπόλοιπη Ελλάδα. Πρόκληση θα είναι επίσης μετά από μια 
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καλή αρχή για τη ψυχιατρική μεταρρύθμιση στην Ελλάδα να συνεχιστεί η πρόοδος αυτή 
και στο μέλλον. Μέσα από την εθνογραφική αυτή μελέτη εκφράστηκε επίσης η ανησυχία 
για τους τρόπους με τους οποίους θα συνεχιστούν οι ανακαινίσεις των ‘’των παλαιού 
τύπου’’ ψυχιατρικών νοσοκομείων. Επιπλέον εκφράστηκε στις συνεντεύξεις η ανάγκη να 
δημιουργηθεί σε κάθε γενικό νοσοκομείο ψυχιατρικός τομέας που θα περιλαμβάνει 
ψυχιατρική κλινική και οργανωμένη Διασυνδετική – Συμβουλευτική Ψυχιατρική. 

Είναι ευκολότερο για έναν ασθενή να αντιμετωπίσει τη ψυχική ασθένεια μέσα σε ένα 
γενικό νοσοκομείο παρά να νοσηλευτεί σε ένα άσυλο από το πρώτο κιόλας επεισόδιο 
της ασθένειάς του(4). 

Υπάρχει επίσης αρκετό νοσηλευτικό προσωπικό στα ψυχιατρικά νοσοκομεία με 
νοσηλευτική εκπαίδευση η οποία ποικίλει από ένα έως δύο χρόνια εκπαίδευσης.  

Οι νοσηλευτές επίσης πανεπιστημιακής εκπαίδευσης είναι εξαιρετικά ελάχιστοι στις 
υπηρεσίες ψυχικής υγείας, Σύμφωνα με την άποψη εκείνων που έδωσαν συνεντεύξεις 
στο χώρο της ψυχιατρικής υπάρχουν αρκετοί εργαζόμενοι που παρουσιάζουν 
προβλήματα παρόμοια με εκείνα των ασθενών.  

Οι επαγγελματίες ψυχικής υγείας περιέγραψαν ως πρόκληση για το μέλλον την 
αποκατάσταση των χρόνιων ασθενών. Μια άλλη επίσης πρόκληση είναι να αναπτυχθεί η 
συνεργασία με τις οικογένειες, τους συγγενείς καθώς επίσης με όλο το περιβάλλον των 
ασθενών. Σε οικονομικό επίπεδο θα πρέπει να αυξηθεί το ειδικό επίδομα που τους 
χορηγείται έτσι ώστε να τους επιτρέπει να ζουν ανεξάρτητοι εκτός του νοσοκομείου σε 
σπίτι που θα βρίσκεται στη κοινότητα.  

5.2 Η εξασφάλιση καλών αποτελεσμάτων στη ψυχιατρική περίθαλψη 

Τα καλά αποτελέσματα στη ψυχιατρική περίθαλψη στην Ελλάδα μπορούν να 
περιγραφούν ως η αξιοπρεπής ευεξία των ασθενών, ικανοποιητικό επίπεδο 
λειτουργικότητας των ασθενών καθώς επίσης εύκολη πρόσβαση στις ψυχιατρικές 
υπηρεσίες. 

Η ίδρυση ψυχιατρικών νοσοκομείων ήταν το πρώτο βήμα για να γίνουν υπηρεσίες 
ψυχικής υγείας προσβάσιμες στους πολίτες. Στο παρελθόν υπήρχαν μερικοί ευεργέτες οι 
οποίοι κατανόησαν την ανάγκη για την ίδρυση υπηρεσιών σε επίπεδο νοσοκομείου για τη 
φροντίδα ψυχιατρικών ασθενών. Ο σκοπός της ύπαρξης αυτών των νοσοκομείων ήταν να 
είναι ένα άσυλο για ψυχικά ασθενείς και για άτομα με τη συνύπαρξη ψυχικής νόσου και 
ειδικών προβλημάτων. Οι περιπτώσεις αυτές των ασθενών έμεναν στα ψυχιατρικά άσυλα 
είτε γιατί δεν έχουν συγγενείς και ένα κατάλυμα για να μείνουν ή είχαν οικογένεια που 
όμως είτε δεν μπορούσαν είτε δεν ήθελαν να τους φροντίσουν. Ο κυριότερος σκοπός των 
ασύλων ήταν να κρατήσουν τους ασθενείς ήσυχους και ήρεμους. Μέσα σε αυτά 
μπορούσαν να εξασφαλίσουν στέγη, τροφή, καθαριότητα και ρούχα. Το οικογενειακό 
πλαίσιο και οι συγγενείς ενός αρρώστου λέμε ότι είναι σε καλή κατάσταση όταν ζουν 
χωρίς προβλήματα που προκαλούνται από το ψυχικά άρρωστο μέλος. Στα νοσοκομεία το 
προσωπικό ήταν ευχαριστημένο όταν οι ασθενείς ήταν ήσυχοι και δεν τους προξενούσαν 
κάποιο πρόβλημα.  

Σε ένα άσυλο ο σκοπός ήταν να κρατούν στους αρρώστους ήσυχους. Όταν ένας ασθενής 
δεν ζητούσε κάτι το προσωπικό δεν νοιαζόταν εάν αυτός ο ασθενής ήταν καλά.(1)  
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Αργότερα κάποιοι ασθενείς άρχισαν να εργάζονται στα αγροκτήματα, τις κουζίνες και τα 
πλυντήρια των νοσοκομείων. Με αυτό το τρόπο τα νοσοκομεία είχαν εργατικό δυναμικό 
χωρίς να πληρώνουν μισθό για αυτό. Έτσι κάποιοι ασθενείς είχαν τη δυνατότητα να 
βγαίνουν έξω από τη μονάδα καθώς επίσης να διατηρούν τις δεξιότητές τους για εργασία.  

Στις μέρες μας η ευεξία των ασθενών ορίζεται από τα ίδια πράγματα όπως και κατά το 
παρελθόν, δηλαδή ικανοποίηση βασικών αναγκών . Επιπλέον σήμερα είναι πλέον 
αντιληπτό ότι οι ασθενείς είναι ανθρώπινες υπάρξεις με δικαιώματα ίδια με τους άλλους 
ανθρώπους. Έχουν περισσότερη ελευθερία, δυνατότητες για κοινωνικές σχέσεις με 
άλλους ανθρώπους. Για τους ψυχικά ασθενείς η ευεξία σημαίνει ανακούφιση από τα 
συμπτώματα της αρρώστιας τους. 

Ένας από τους στόχους σήμερα της ψυχιατρικής περίθαλψης στην Ελλάδα είναι το να 
μάθουν οι ψυχικά ασθενείς να φροντίζουν τον εαυτό τους έτσι ώστε να μπορούν να ζουν 
με τις οικογένειές τους ή ανεξάρτητα μόνοι τους ή ακόμη και με άλλους ασθενείς σε 
διαμερίσματα που τους παρέχονται από το νοσοκομείο. Χρειάζεται επίσης να 
εκπαιδευτούν σε δραστηριότητες που αφορούν τη καθημερινή ζωή όπως τη φροντίδα της 
προσωπικής τους υγιεινής, να φροντίζουν το σπίτι τους, να πλένουν τα ρούχα τους, να 
μαγειρεύουν, να ψωνίζουν, να διαχειρίζονται τα οικονομικά τους, να χρησιμοποιούν τα 
μέσα συγκοινωνίας, να χρησιμοποιούν ακόμη και το τηλέφωνο και τέλος πώς να 
εξασφαλίζουν οτιδήποτε χρειάζονται από τις διάφορες υπηρεσίες. 

Προσβασιμότητα των υπηρεσιών σημαίνει καταρχήν να λαμβάνουν βοήθεια από το 
γιατρό τους. Πολύ σημαντικό ακόμη είναι να υπάρχουν κέντρα ψυχικής υγείας κοντά σε 
κατοικήσιμες περιοχές. Επίσης η δυνατότητα να έχουν πρόσβαση σε ψυχιατρική μονάδα 
γενικού νοσοκομείου. Τα τελευταία 10 χρόνια έχουν δημιουργηθεί ψυχιατρικά τμήματα 
σε μεγάλα γενικά νοσοκομεία με σκοπό να κάνουν ευκολότερη τη πρόσβαση των 
ασθενών και των οικογενειών τους όπως συνέβαινε εάν νοσηλεύονταν σε ένα από τα 
παραδοσιακά ψυχιατρικά νοσοκομεία. Ωστόσο ένα μεγάλο πρόβλημα δημιουργήθηκε 
από το γεγονός ότι οι ανεπτυγμένες υπηρεσίες ψυχικής υγείας συγκεντρώθηκαν σε 
μεγαλύτερες πόλεις και οι αγροτικές περιοχές έχουν έλλειψη μοντέρνων δομών 
υπηρεσιών ψυχικής υγείας καθώς επίσης έλλειψη καταρτισμένου προσωπικού. 

Στο μέλλον ο όρος ευεξία για τους ψυχικά ασθενείς θα σημαίνει περισσότερες 
δυνατότητες όσον αφορά τη κάλυψη των βασικών αναγκών τους και η αίσθηση ότι είναι 
ανθρώπινες υπάρξεις που έχουν ισότιμη θέση ανάμεσα στους άλλους ανθρώπους. 
 Σε μια συνέντευξη ένας αποκριτής αναφέρει χαρακτηριστικά: 

Πρέπει να καταλάβουμε ότι η μόνη διαφορά μεταξύ της σωματικής και της ψυχικής 
ασθένειας είναι ότι ένας άνθρωπος με ψυχική ασθένεια δεν μπορεί να έχει έλεγχο πάνω 
στη συμπεριφορά του/της τόσο πολύ όσο ένας άνθρωπος με σωματική ασθένεια(35). 

Αρκετά από τα άτομα που έδωσαν συνεντεύξεις εξέφρασαν τη προσδοκία ότι στο μέλλον 
όλο και περισσότεροι ψυχικά ασθενείς θα μπορούν να ζουν μια φυσιολογική ζωή όπως 
κάθε Έλληνας πολίτης και να μπορούν να παίρνουν αποφάσεις για τη ζωή τους. Επίσης 
να μπορούν να έχουν κατάλληλη εκπαίδευση, να βρίσκουν εργασία και να 
δημιουργήσουν τη δική τους οικογένεια. Ακόμη να καταφέρνουν να αναζητούν θεραπεία 
όταν τη χρειάζονται και κυρίως να μπορούν να χρησιμοποιούν τις ανοιχτές υπηρεσίες 
υγείας.  
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Έχουμε μια ακόμη ιδέα, το στόχο να χτιστούν περισσότερα σπίτια για τους ασθενείς για 
να ζουν εκεί και να έχουν τον δικό τους τρόπο ζωής φροντίζοντας τον εαυτό τους μόνοι 
τους. Θέλουμε κάθε άτομο να έχει το δικό του διαμέρισμα μέσα στη κοινότητα είτε αυτό 
είναι με τη μορφή προστατευμένης κατοικίας είτε είναι το δικό του σπίτι.(18) 

Κατά τη γνώμη αυτών που έδωσαν συνεντεύξεις, προσβασιμότητα στις υπηρεσίες στο 
μέλλον θα σημαίνει περισσότερες δυνατότητες για τους κατοίκους αγροτικών περιοχών 
να έχουν ψυχιατρική περίθαλψη κοντά στις κατοικίες τους. Έτσι οι άνθρωποι θα ζούνε 
κοντά στα σπίτια τους χωρίς να είναι υποχρεωμένοι να απομακρυνθούν για να 
αναζητήσουν ψυχιατρική βοήθεια. Θα υπάρχουν επίσης πολλών ειδών υπηρεσίες για να 
επιλέξουν και το κόστος για να τις χρησιμοποιούν δε θα είναι ανασταλτικός παράγοντας. 

6 Συζήτηση και συμπεράσματα 

Σύμφωνα με τα Ελληνικά δεδομένα η έμφαση στη ψυχιατρική περίθαλψη δίνεται στα 
αποτελέσματα που έχει η παροχή φροντίδας στους ασθενείς (πίνακας 1). Παρόμοιες 
μελέτες που έχουν διεξαχθεί σε άλλες χώρες επικεντρώνονται στην αποτελεσματικότητα 
των υπηρεσιών ή στις δυνατότητες παροχής υπηρεσιών.  

Πίνακας 1. Τα καλά αποτελέσματα στη ψυχιατρική περίθαλψη και οι παράγοντες που τα  
                  επηρεάζουν. 
Παράγοντες που επηρεάζουν τα καλά αποτελέσματα                Τα καλά αποτελέσματα 
*     Ο/η ασθενής με τη ψυχική νόσο                        * Ευεξία 
*    Η οικογένεια – συγγενείς                         *Λειτουργικές ικανότητες 
*    Η στάση της κοινωνίας                         * δυνατότητες παροχής  
*    Οι εργαζόμενοι στο χώρο της ψυχικής υγείας   υπηρεσίες…    υπηρεσιών 
*    Η οργάνωση των υπηρεσιών ψυχικής υγείας                         * Οικονομία 
*    Οι μέθοδοι θεραπείας 

Η ανάπτυξη της ψυχιατρικής περίθαλψης στην Ελλάδα μοιάζει να είναι παρόμοια με τις 
άλλες δυτικές χώρες. Οι μέθοδοι θεραπείας που χρησιμοποιούνται καθώς και τα 
προσδοκώμενα αποτελέσματα είναι τα ίδια με τη διαφορά ότι η κουλτούρα προκαλεί 
διαφορές στην πραγματοποίησή τους.  

Η Ελλάδα μοιάζει να εξαρτάται πολύ οικονομικά από την Ευρωπαϊκή Ένωση για τη 
βελτίωση των υπηρεσιών ψυχικής υγείας. Ωστόσο, η κατασκευή κτιριακής υποδομής με 
χρήματα της Ευρωπαϊκής Ένωσης δεν βοηθάει σε τίποτε χωρίς την υποστήριξη 
εκπαιδευμένου προσωπικού που να εργαστούν για τη φροντίδα των ψυχικά ασθενών. Τα 
προγράμματα ανάπτυξης στις ψυχιατρικές δομές αρχίζουν και φτάνουν στο τέλος τους 
ωστόσο η πραγματική ζωή αρχίζει μετά από αυτά. 

Για την ανάπτυξη της ψυχιατρικής περίθαλψης στην Ελλάδα περαιτέρω έρευνα 
χρειάζεται σε θέματα όπως η παροχή πρωτοβάθμιας νοσηλευτικής φροντίδας καθώς 
επίσης μελέτες που αφορούν τη διοίκηση των υπηρεσιών αυτών.  
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