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Abstract: Objective: To explore whether the history of significant deinstitutionalization in Western European countries
since the 1950s, and in Israel more recently, may have led to the establishment of new alternative institutions as a “re-
bound” phenomenon. Methods: Data on service provision in Israel are analyzed and compared with published data
from Europe. We considered five commonly used indicators of mental health services to reflect trends in
institutionalization in psychiatric hospitals, the forensic system and supported housing. Results: In Israel, there has
been a substantial increase in placement in supported housing (by 307%), psychiatric treatments in the prison popula-
tion (by 61%), and a reduction of psychiatric hospital beds (by 42%) between 1991/2 and 2002/3. The changes are con-
sistent with trends observed during the same decade in European countries with a different history of psychiatric
institutionalization. However, increases in involuntary admissions in Israel, England, the Netherlands and Germany
have not been shared by Spain, Italy and Sweden. Conclusion: The appearance of possible new forms of
institutionalization also occurs in Israel and appears not to depend on a history of large asylums and
deinstitutionalization since 1950s. Thus, it cannot be explained as a mere “rebound” phenomenon, and may be influ-
enced by other societal factors that are shared by various European countries.

Introduction

The term “reinstitutionalization” has been used to
describe the current trend (1) of a proliferation of
new institutionalized forms of mental health care.
This may suggest a type of rebound phenomenon
following significant deinstitutionalization since the
1950s, which might have gone too far (2).

Recent research shows that new institutionalized
forms of mental health care have increased signifi-
cantly in European countries since 1990 (3–7). In
particular, substantial increases of forensic beds and
placements in residential care and supported hous-
ing have been reported. At the same time, prison
populations have also been rising, while changes in
involuntary hospital admissions have been inconsis-
tent and the number of mental hospital beds has
rather fallen. Although the findings have sparked a
debate on whether current directions of mental
health policy are on the right track, the reasons for
the tendency to establish more places of institution-

alized mental health care remain poorly understood.
The question is whether the new tendency can be
understood only against the background of the spe-
cific history that most Western European countries
share (i.e., the establishment of large asylums in the
19th century and the subsequent wide reaching
deinstitutionalization in the second half of the 20th

century), or whether current trends are independent
of the history of massive deinstitutionalization. This
question can be tested in Israel, whose history of psy-
chiatric services is distinct from that of European
countries.

As a former part of the British Mandate, Israel
shares a similar tradition with Britain pertaining to
health policy and legislation, and the licensing of
hospitals (including psychiatric hospitals) in Israel to
this day is based on a Mandatory Directive from
1940. By the time the State was established in 1948,
there was a total of 1,200 psychiatric beds (8).

The unrestricted, mass immigration in the early
years of the State (1948–1955) included elderly per-
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sons, concentration camp survivors, and the infirm
and disabled. The fledgling State established psychi-
atric hospital beds, both general and psychiatric, by
improvising solutions such as the conversion of old
British army barracks to mental hospitals. These
mental health hospitals run by the state formed a sys-
tem of care parallel to the “sick fund” (the equivalent
of a health maintenance organization — HMO),
which already had well-equipped and developed
general hospitals. As a result, the number of psychi-
atric hospital beds ballooned to approximately 7,900
in the mid-1980s.

Reform in mental health services has come in the
form of the reduction of the number of hospital beds,
and has shifted personnel and money to the commu-
nity for rehabilitation programs, supported housing
and halfway-houses (9, 10). In 2000, the Knesset
passed the Community-Based Rehabilitation of the
Mentally Disabled Act, setting up an integrated orga-
nizational framework to secure sufficient funding
for the long-term rehabilitation for the mentally ill
(11).

Summarizing, the current social and health care
system and various other societal features in Israel
are similar to those in Western and Central Europe,
while its history of mental health care is distinct:
other countries had large asylums until major re-
forms started in the 1950s, while mental health facil-
ities in Israel were private and small, and had a
marginal impact until the 1950s (8). Thus, in this
paper we analyze changes in health care provision in
Israel and compare them with data reported for
countries in Western Europe during the decade
1991/2–2002/3 (5).

Methods

For the comparison of data across countries, we con-
sidered five indicators of mental health services to
reflect trends in institutionalization (5): 1) the num-
ber of forensic psychiatric beds; 2) the number of
mentally ill persons treated in prison outpatient fa-
cilities; 3) the number of involuntary psychiatric
hospitalizations (by district psychiatrist order and
court order); 4) the number of places in community
supported housing and hostels for former psychiat-
ric inpatients; and 5) the number of beds in psychiat-
ric facilities.

Data sources

The data were extracted from three sources: 1) the
National Psychiatric Hospital Registry (NPHR),
which includes basic demographic and clinical in-
formation on all psychiatric hospital admissions
(voluntary and involuntary) and discharges since
1950; 2) an administrative database containing in-
formation on community hostel and supported
housing residents; and 3) an administrative database
containing information on all outpatient psychiatric
facilities and treatments including those in prison.

The NPHR was used for counting involuntary
psychiatric admissions (12). The Israeli NPHR,
maintained since 1950, was enacted into law in the
Treatment of Mentally Ill Act of 1955 and reaffirmed
in the updated 1991 version of the law. Institutions
with psychiatric admissions are required to file a re-
port of each admission with the Ministry of Health
(MOH).

Israel’s NPHR, which covers a population of over
seven million, is perhaps the world’s largest. An an-
nual report is provided online by the Department of
Information and Evaluation of the Mental Health
Services in the MOH (13).

Operational definitions

Forensic beds refer to the inpatient facilities in
prisons run under the auspices of the MOH.

Patients treated in prison outpatient facilities include
all outpatient treatments of prisoners in the correc-
tional facilities. The outpatient clinic is located in
close proximity to the prison, and delivers services to
those incarcerated in the system.

Involuntary hospitalization (IH) is defined as a re-
strictive intervention aimed at treating a patient at a
critical period (14). The legislative criteria for invol-
untary admissions overlap with those in other coun-
tries (6): 1) psychotic state; 2) physical danger to
oneself or others; and 3) the presence of a causal link
between the psychiatric disorder and the dangerous
behavior. Patients with a psychiatric illness and
deemed incompetent are committed by court order
to a high-security facility attached to a mental health
center, under the auspices of the MOH. Patients with
a psychiatric illness but deemed criminally responsi-
ble are committed by court order to a special psychi-
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atric ward under the auspices of the state
penitentiary system, with the professional personnel
provided by the MOH (15).

Community hostels are defined as a dwelling place in
the community where former psychiatric inpatients
reside. Typically, a hostel houses 20–25 residents.
Hostel activities include domestic, social and self-
care skills, and vocational rehabilitation. The criteria
for placement are as follows: absence of a definite
clinical indication for hospital stay, the presence of
psychiatric disability of at least 40% as determined
by a medical board at the National Insurance Insti-

tute, and a potential to work in a community setting
(9).

Supported housing is typified by former psychiatric
inpatients living in an independent setting, responsi-
ble for their routine and house upkeep. They too
have a psychiatric disability of at least 40% as deter-
mined by a medical board and are assisted by super-
visors and counselors on a regular basis (9).

Overall psychiatric beds are the number of licensed
hospital beds on December 31st of any given year
(13).

Table 1. Number of forensic beds, involuntary hospital admissions, places in residential care or supported housing, psychi-
atric hospital beds, and prison population in mental health care in Israel and 6 Western European Nations in 1991/2 and
2002/3. Values are numbers per 100,000 population unless stated otherwise (data of European Nations extracted from
Priebe et al., 2005).

Service provision Israel England Germany Italy Netherlands Spain Sweden

Forensic beds Beds (Patients)1

1990 0.98 (0.47) (1991) 1.3 (1991) 4.6 2.0 4.7 (1991) 1.2 (1992) 9.8 (1993)

2002 0.98 (0.55) 1.83 (2001) 7.8 2.2 (2001) 11.4 1.5 14.3 (2001)

Change (%) – +17 +38 +70 +10 +143 +25 +46

Involuntary admissions

1992 50.4 40.5 (1991) 114.4 20.51 16.4 33.8 39.0

2001 70.7 50.3 190.5 18.144 19.15 (1999) 31.86 32.47

Change (%) +40.3 +24 +67 -12 +16 -6 -17

Places in supported housing

1996 18.2 15.9 (1997) 8.9 (1990) 8.8 (1992) 24.8 (1992) 5.1 (1994) 76.0 (1997)

2003 74.0 22.3 (2002) 17.9 (1996) 31.64 (2000) 43.8 (2001) 12.76 88.1 (2002)

Change (%) +307 +40 +101 +259 +77 +149 +15

Psychiatric hospital beds

1990 140.5 (1991) 131.8 141.7 4.5 (1992) 159.2 59.5 (1991) 168.6

2002 114.5 (2003) 62.8 (2001) 128.2 (2000) 5.34 (2000) 135.5 (2001) 43.0 (1999) 58.3 (2001)

Change (%) -18.5 -52 -10 +18 -15 -28 -65

Prison population (Outpatient incare)2 Totalpopulation

1992 0.99 90 71 81 49 90 63

2002 1.59 (2003) 141 (2003) 98 (2003) 100 100 136 (2003) 73

Change (%) +61 +57 +38 +23 +104 +51 +16

1 Number of psychiatric patients in forensic wards
2 Imprisoned psychiatric patients
3 Data refer to restricted patients admitted to all (high security and other) hospitals.
4 Data for Emilia-Romagna, a region in northern Italy with a population of 4 million.
5 Data for Drenthe, a rural area with 450,000 inhabitants.
6 Data for Andalucia, the second largest region in Spain, with a population of 7 million.
7 Discharges from treatment under the Compulsory Care Act during a six month period.
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Results

Table 1 shows changes in mental health service pro-
visions in Israel (1991/2–2002/3) in comparison with
corresponding figures for six European countries
over the same period of time extracted from a recent
published report (5).

During the observation period, the number of
psychiatric hospital beds in Israel was reduced by
42%, while the number of places in supported hous-
ing in the community rose threefold. Although the
number of psychiatric beds in prisons did not
change, the number of patients treated in both
prison psychiatric outpatient and hospital facilities
rose by 61% and 17%, respectively. Similar trends
can be seen in all countries compared.

An increase in the number of involuntary psychi-
atric hospitalizations in Israel (by +40.3) followed
the trends found in England, the Netherlands and
Germany, but not in Spain, Italy and Sweden, where
a decline in involuntary admissions has been ob-
served during the same period.

Discussion

Despite substantial differences in history, cultural
background and legislation, Israel’s trends are simi-
lar to those in England and other European coun-
tries. Several Western European countries are
undergoing rapid structural changes in their mental
health systems. What all have in common is a reduc-
tion in the number of psychiatric hospital beds. This
reduction may be motivated by the interest of health
care providers to reduce costs of expensive acute
treatments. Alternatively, this may be in line with the
original intention of mental health care reforms to
shift care from hospitals to the community with an
increase in care, housing and rehabilitation services
in the community.

In Israel, mental health reform with initiatives to
establish services in the community came relatively
late. The appropriate legislation was in place only in
2000 (11). The number of psychiatric beds has
slowly but steadily dwindled, following similar pat-
terns in Western Europe, although the beds had
never been part of a large chain of asylums dating
back to the 19th century.

The disproportional increase in supported hous-

ing places in Israel within one decade may reflect the
search for alternative solutions to hospitalization, a
pressure on community services to care for difficult
patients, or a tendency to establish new institutions.
In any case, these forms of care are expensive and less
extensively researched. The international compari-
son shows that those countries with a relatively high
baseline figure in 1990, such as Sweden, experienced
a mild increase, while supported housing rose more
in countries with a low baseline figure. This might
indicate a general tendency to establish a similar rate
of supported housing places. Whether there will be a
“ceiling” effect preventing further increase once a
threshold figure has been reached remains to be
studied in the future.

The trend toward a reduction in the number of
psychiatric hospital beds, which Israel shares with
other European countries, may explain other inter-
national trends such as a substantial increase in in-
voluntary hospitalizations (6). Bed unavailability
might cause delay in treatment potentially leading to
worsening of the disorder and resulting in poorer
adherence to medication, a higher frequency of
criminal acts, and a more frequent history of vio-
lence (16). All of these phenomena can lead to a fur-
ther deterioration of the given mental disorder and
emergency situations which frequently justify invol-
untary hospitalization in cases where this could have
been prevented by timely voluntary admission. This
explanation is suitable for some countries where bed
reduction has been taking place during a short pe-
riod of time, e.g., England (16) and also Israel (15).

Various other factors may also have contributed
to the trend of new institutionalization in mental
health care, most of which, however, are beyond the
scope of this paper. Such factors might include the
difficulty of many patients to maintain independent
lives in the community, the inability of community-
based services to provide sufficient support,
underfunding of services in the community, family
disintegration and a societal focus on individualism,
hedonism and personal success with which mentally
ill people may struggle to cope.

However, while witnessed in some countries (i.e.,
England, the Netherlands and Germany) this trend
is not present in others (Spain, Italy and Sweden).
Konrad sees this pattern of the incarceration of the
mentally ill as a type of “new asylum” (17). One
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might hypothesize different explanations for this
phenomenon, for example, an increase in involun-
tary admissions in countries where the family unit is
not able to handle the discharged patient at home.
An alternative explanation might be a different per-
spective on medico-legal issues in different coun-
tries, such as the recommended psychiatric risk-
management of the marginally dangerous patient
not in an institutionalized setting. Finally, the possi-
bility of comorbidity with psychoactive substance
abuse and mental illness may cause an increase in in-
voluntary admissions in some countries and a reduc-
tion in others.

Our analysis has several limitations: The defini-
tions of service types vary substantially between
countries and differences between countries in abso-
lute figures are difficult to interpret. Yet, definitions
remained consistent for changes over time within
each country. The data are related to one period of
time since 1990 and do not specify more detailed
changes in shorter periods of time. Thus, it is not
clear whether all trends have continued in more re-
cent years. The data focus only on service provision,
and precise information on characteristics of pa-
tients in those services and treatment outcomes is
missing. Such information would help to identify
clinical patterns behind patients’ pathways into insti-
tutionalized care.

Despite these limitations, the findings show that a
tendency for new institutionalization in mental
health care does not depend on a history of large asy-
lums and subsequent massive deinstitutionalization
since the 1950s.

One might argue that Israel, despite not having
had traditional asylums, still had forms of hospital
care and some deinstitutionalization of care along
the lines referred to by Munk-Jørgensen (2). How-
ever, the processes are likely to depend more on fac-
tors that are shared by Israel and the other countries
with reported deinstitutionalization. These might
include: a) a change in morbidity possibly due to in-
creasing social fragmentation and an increasing rate
in the use of illegal drugs; b) a more conservative at-
titude to risk containment which — rationally or ir-
rationally — leads to political and clinical decisions
resulting in more institutions for the mentally ill, al-
beit in the general community; and c) a tendency of
private, voluntary and public providers of mental

health care to lobby for more services and generate
corresponding revenue (4).

Future directions
The current trend towards new forms of
institutionalization may continue in Israel and else-
where. At its core is the increase of supported hous-
ing provision with halfway houses and other forms
of housing services in the community. One might
conclude that the idea to integrate most patients with
severe mental illness into independent accommoda-
tion and regular employment has — if it ever existed
— failed and that various institutionalized forms are
required to care for a substantial number of these pa-
tients. Another indirect outcome of this trend has
been the preparation by the Israel Ministry of Health
of new specialized types of facilities in the commu-
nity, such as facilities for older inpatients, and differ-
ent types for younger patients without an
institutional history (11).

The observed trends raise a philosophical ques-
tion about the future of psychiatry as a distinct
branch of medicine. Historically, psychiatry ac-
quired the status of discipline in its own right when it
distinguished itself from neurology and found its
own physical enclave, namely, the large asylums of
the previous century. In parallel to heavy
deinstitutionalization since 1950, psychiatry lost
some of its independent status and now seeks to rein-
tegrate itself into the medical mainstream (i.e., to
merge with neurology and brain sciences). New
institutionalization described in this study may be
considered a social trend, perhaps not deliberate, in
which mental illness, its stigma and the public’s am-
bivalence towards it create the establishment of a
new “psychiatric territory” in the community as
compensation.

There are three conclusions for the future direc-
tions: More research and comprehensive data are re-
quired on changes in mental health care provision
and on the effects of new institutions and housing
services. These are particularly under-researched
areas (18). Also, further research is needed to exam-
ine whether new community-based facilities repro-
duce institutional styles of care and functioning, and
whether further progress in rehabilitation is encour-
aged so as to gradually reintegrate the users into the
community.
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More specific research should help to develop
more active and effective forms of reintegrating pa-
tients with severe mental illnesses into the commu-
nity, beyond the traditional approaches of
rehabilitation. An example is the “place and support”
strategy that replaced the conventional method of
stepwise vocational rehabilitation (19). In England,
assertive outreach and crisis teams are designed to
better reintegrate patients into a somewhat hesitant
community (20). Finally, there should be a profes-
sional and public debate on the future of mental
health care encompassing underlying values, scien-
tific evidence and economic considerations.
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