Eur Psychiatry 1999 ; 14 : 186-8

© Elsevier, Paris

EDITORIAL

Who needs needs?
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Summary - The idea of assessing needs both in individuals and in populations is popular in health and social care, but
has serious conceptual shortcomings. The concept of needs does not distinguish between the identification of a
problem and its solution. It inhibits a consideration of the probabilities as to how effective various interventions may be
in any given case - nor does it reflect the iterative process that is the reality of most health and social care. It does not
specify goals and oversimplifies evaluation of outcome because it does not take into account different degrees of
change. In assessing population needs, there is the special risk of equating service use with service need, thereby
entrenching the status quo. Instead of assessing needs, it is proposed that we identify problems, specify goals and
choose interventions on the basis of probabilities of effectiveness. The outcome of any given intervention can be

repeatedly reviewed with respect to its goals, and priorities may be reset accordingly. © 1999 Elsevier, Paris

assessment / evaluation / mental health planning / needs

The term ‘needs’ has become very popular in mental
health planning and research in the UK [18]. Health
and social services are expected to meet the needs of
people with mental illness, and to conduct needs assess-
ment of both the individual and the population. The
term ‘need’ implies a feature in individuals or popula-
tions which can be objectively assessed, and it predicts
specific treatments or interventions needed for re-
establishing or maintaining health. If a need is met by
the indicated treatment, it disappears or remains as a
‘met need’. Such a close fitting relationship is very
attractive. Its existence would simplify and rationalize
clinical decision making and mental health care plan-
ning. According to this concept of needs ‘met needs’
may be regarded as ubiquitous. All of us have needs for
social contacts, intimate relationships, food, etc., that
are met by someone, though in most cases not by the
health and social services. Thus, it is the specific need
for professional health and social care that is of interest.

Several standardized instruments have been devel-
oped for assessing mental health needs in individu-
als [3, 10-13]. If patients, their key-workers, and others
involved in their care are independently interviewed,
the congruence of answers (even for very basic ques-
tions) has mostly been found to be low to moderate (7,
9, 16]. Different persons’ views on an individual’s needs
seem to have little correlation. Cohen and Eastman [5]
suggested substituting the term ‘perspectives on need’
for the term ‘needs assessment’ acknowledging that any
needs assessment is value-laden and that no single truth
about need exists.

There is exhaustive research in psychology, sociology,
and philosophy dealing with the meaning of desires,
wants, demands and wishes, all of which are closely
related to self-expressed individual needs. This research
has illustrated that the concept is intuitively appealing
but actually complex, and that it is tempting but very
difficult to use the concept in a simplified and straight-
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forward manner [2, 8]. Freud [6] described a patient
who created and kept a desire (in more modern terms a
‘self-rated need’) that she consistently avoided fulfill-
ing. Rescher [15] concluded that while individuals are
always the best judges of their own happiness, they are
not always the best judges of what is in their own
interest. Furthermore, self-rated needs seem to overlap
with other constructs such as subjective quality of life
and self-rated symptoms [14]. Neither extensive theo-
retical literature nor empirical research have yielded a
consistent concept of individual mental health needs,
and there is only limited evidence for the validity of any
of the proposed concepts.

Regardless of theory and research, the term ‘needs’ is
in routine use. To identify a mental health need — and
not just a problem — implies that there is an existing
treatment to meet that need, i.c., that is ‘needed’. Is a
patient with hallucinations and delusions in need of
antipsychotic medication? If that patient receives antip-
sychotics, but does not improve, does this mean that
there had never been a need for that particular treat-
ment — a ‘false need’? What this example might illus-
trate is that the concept of needs inappropriately sim-
plifies the actual complex process of clinical decision
making. There is hardly any treatment in psychiatry
that is guaranteed always to be effective.

Clinicians have to consider probabilities of effects
and side-effects in each individual case. Based on
empirical evidence, personal experience and available
resources they will then reach a decision about which
intervention to apply, and they will constantly revise
their decision depending on the treatment outcome.
The concept of needs does not provide a framework for
considering probabilities or to reflect this iterative pro-
cess. It dichotomises any decision-making, and en-
forces one of only two possible conclusions: a need for a
defined treatment does or does not exist. It also simpli-
fies the assessment of outcome because a need is either
met or not met. In patients with severe mental illness,
symptoms and problems are likely to persist, although
not to a consistent and invariable degree. Substantial
improvement and clinically relevant goals may be
achieved without making a ‘need’ disappear.

When assessment of population needs is based on
individual need assessments in representative
samples [1], it is associated with the same conceptual
shortcomings. When it has been attempted as a more
general evaluation, it has proved a very difficult exer-
cise. This is of particular importance in the current
context of ‘contract setting’ (when providers and pur-

chasers of health care must agree the nature and volume
of local care provision). Stevens and Gabbay [17] pro-
vided a detailed review of the development of the
concept of needs and its borders with supply and de-
mand.

What is the need for mental health services in a
society, and what are the indicators of under-supply
and of over-supply? Two examples from opposite ends
of the spectrum may illustrate this. Developing coun-
tries with hardly any professional psychiatric services
demonstrate that while a complete lack of mental
health care services certainly poses various problems, it
hardly leads to social or political collapse. At the other
end of the spectrum, health authorities and insurance
companies in Germany argue that there is an over-
provision of psychiatric hospital beds and of psychia-
trists in office practice in some regions. The debate
about how many of those services are really needed has
led to the conclusion that any position will be politi-
cally motivated, and that real need is impossible to
establish by objective methods. There is no agreement
on what the services are intended to achieve or on what
the outcome criteria should be. In short, the assessment
of a population need makes little sense without a clear
specification of what exactly the service that is alleged
‘to be needed’ is needed for.

As in the assessment of individual need, the assess-
ment of population needs produces very different an-
swers depending on the methodology used. A judge-
ment based on deprivation indices shows greater need
in urban areas, but a judgement based on scarcity of
provision may demonstrate greater need in rural areas.
There is a high risk of circularity in analyzing
population-based needs. For example, the use of hospi-
tal beds might be proposed as establishing the need for
them. Similarly if some groups with specific socio-
demographic characteristics have higher bed use than
others, it might be concluded that they have a higher
need for beds. According to such logic, patients living
closer to a psychiatric hospital would have a greater
need for hospital treatment because they are more likely
to get admitted than people living further away, for
whom it would take longer to get to the hospital.

To use a historical analogy, the frequent use of blood-
letting over several centuries implies a need for it, a need
that has decreased within the last 200 years. In the 17th
and 18th century, bloodletting was more frequently
used in higher social classes. Were social characteristics,
therefore, indicators for the need for bloodletting? Two
hundred years ago, the answer would have been yes
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because it would have been based on the current as-
sumptions and ideas that determined clinical practice.
Needs assessment may run the risk of being led by
current practice and of merely confirming current hy-
potheses and convictions.

The term needs does not imply a definition of the
goal that is to be achieved by the ‘needed’ treatment or
service. Without setting goals, however, effectiveness
cannot be judged [4]. More importantly, the concept
confuses the identification of a problem with its poten-
tial solution and is therefore logically flawed. The cur-
rent usage of ‘need’ does not acknowledge that there
might be various solutions for the same problem and
that various problems might require the same solution.

What could replace the current concept of needs?
Depending on which subject, one might usefully retain
a variety of concepts such as problems, illnesses, symp-
toms, deficiencies, impairments, handicaps, or disabili-
ties. If a problem is identified and a goal for interven-
tion is specified, e.g., a defined reduction of
psychopathology in an individual or of suicide rate in a
population, one may consider which interventions are
more or less likely to achieve those goals best, and set
priorities accordingly. Depending on the outcome of
the interventions or on changes occurring indepen-
dently of the interventions, priorities may be re-set and
interventions adjusted or changed. That, however, does
not imply that a need for any of the interventions had
been identified at the beginning. Using a concept of
problems would still leave the possible disagreement of
different perspectives and the necessity for defining a
level of health that the interventions aim at achieving.
Yet, the concept of a problem — no matter whether this
or other terms are used — would not imply the nature of
the remedy.

Both the terms ‘need’ and ‘problem’ carry a sort of
internal imperative that something should be done
about it. ‘Goal’ carries the same, but is not as negative
and stigmatizing. ‘Goal identification’ and ‘goal
achievement both have positive connotations. Consid-
ering the views of different people involved in treat-
ment, the question of whether there are shared goals
arises more naturally than whether there is a joint
perspective on needs. If different staff members are
required to collaborate towards the same goal with a
patient, ‘goal’ allows for different tasks to be identified
simultaneously or successively by different staff work-
ing towards a common goal.

Clinical decision making and mental health service
planning are complex. They are based on a negotiation

between individuals and populations with health prob-
lems and professionals with knowledge and experience.
The term ‘needs’ oversimplifies this process, and we
suggest that ‘goals’ may help to clarify it.
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