
Taner GÜVEN‹R, Fatma VAROL TAfi, Aylin ÖZBEK
Dokuz Eylul University School of Medicine Child and Adolescent Mental Health Department, Izmir, Turkey

Child and Adolescent Mental Health Inpatient Services in Turkey:
Is There a Need and Are They Effective?
Türkiye’de Çocuk ve Ergen Ruh Sa¤l›¤› Yatakl› Servisleri, Gerekli mi ve ‹fle Yar›yor mu?

Research Article / Araflt›rma Makalesi 143

Address for Correspondence/Yaz›flma Adresi: Dr. Taner Güvenir, Dokuz Eylül University School of Medicine, Child and 
Adolescent Mental Health Department, ‹zmir, Turkey E-mail: tanerguvenir@hotmail.com Received/Gelifl tarihi: 02.06.2009 Accepted/Kabul tarihi: 05.10.2009

© Archives of Neuropsychiatry, published by Galenos Publishing. All rights reserved. / © Nöropsikiyatri Arflivi Dergisi, Galenos Yay›nc›l›k taraf›ndan bas›lm›flt›r. Her hakk› sakl›d›r.

ÖZET 
Amaç: Yatakl› tedavi modeli, tüm dünyada çocuk ve ergen ruh sa¤l›¤›nda yay-
g›n olarak kullan›lan yo¤un bir tedavi ve rehabilitasyon fleklidir. Baz› çal›flmalar-
da, çocuk ve ergen ruh sa¤l›¤› yatakl› servislerinin etkili oldu¤u bulunmufl ve ço-
cuk ve ergen ruh sa¤l›¤› bütüncül yaklafl›mlar›nda önemli bir unsurdur. Bu ça-
l›flmadaki amac›m›z, yeni aç›lan servisimizde tedavi gören çocuk ve ergenlerin
hastane dosyalar›ndaki bilgiler ve bulgulardan yararlanarak, iki önemli zaman
diliminde; (i) yat›flta ve (ii) taburculuktaki baz› ölçümlerden yararlanarak tedavi-
nin etkinli¤ini göstermektir.
Yöntemler: Ocak 2006-May›s 2008 tarihleri aras›nda, Dokuz Eylül Üniversitesi
T›p Fakültesi Hastanesi Çocuk ve Ergen Ruh Sa¤l›¤› Servisi (ÇERSS)’nde yata-
rak tedavi gören ve taburcu edilen hastalar›n kay›tlar› geriye dönük olarak ince-
lenmifltir. Hastalar›n yat›fl ve ç›k›flta psikopatolojilerinin fliddetini de¤erlendir-
mek amac› ile farkl› de¤iflkenlerden yararlan›lm›flt›r. Buna ek olarak, hastalar›n
psikiyatrik tan›lar›, psikofarmakolojik tedavilerinin detaylar› ve yat›fl süreleri ay-
r›ca incelenmifltir.
Bulgular: Daha önce bu alanda yap›lan çal›flma sonuçlar›na uyumlu olarak, bi-
zim çal›flmam›zda da ÇERSS yatakl› servisinde yatan hastalar›n tedavi sonuçla-
r›n› de¤erlendirme ölçütlerinin hepsinde yat›fl ve taburculuk aras›nda anlaml›
düzeyde fark oldu¤u gösterilmifltir.
Tart›flma: Ülkemizde ruh sa¤l›¤› politikalar›n›n belirlendi¤i ve ruh sa¤l›¤› eylem
planlar› üzerinde tart›fl›ld›¤› bu dönemde çocuk ve ergen ruh sa¤l›¤› hizmetlerinin
en geliflmifl ve en yo¤un flekli olan yatakl› tedavilerin gereklili¤i ve etkinli¤inin
gösterilmesinin önemine inanmaktay›z. (Nöropsikiyatri Arflivi 2009; 46: 143-8)
Anahtar kelimeler: Yatakl› tedavi, tedavi sonuçlar›, çocuk ve ergen ruh sa¤l›¤› 

Introduction

Prevalence rates of psychiatric disorders have been found
to range from 12% to 29% among children visiting primary care
facilities in various countries. Unless children and adolescents
with mental disorders receive appropriate treatment, their 
difficulties are likely to persist, and their social, educational
and vocational prospects to be diminished (1). 

Most children and young people with mental health 
problems never need admission to inpatient services. 
However, a small number of children and adolescents do, and
reasons for admission may include deterioration in psychological
functioning despite outpatient treatment; high risk to self and
others, including suicidality and aggressive behaviour towards
others; family difficulties in the context of mental disorder 
making treatment difficult and need for 24 hour asessment or
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care (2). Inpatient care is the most widely used intensive care
component of child and adolescent mental health services
(CAMHS) internationally (3). In many studies, child and 
adolescent inpatient care has been shown to be effective, and it
remains a necessary function of a comprehensive CAMHS
(1,4,5). However, there have been also debates about its 
possible negative impacts, including concerns that admission
may only, at best, temporarily alleviate, and at worst, exacerbate
community-related difficulties through undue disruption of 
normal life and exposure to new dysfunctional behaviour (6).
Moreover, inpatient care is the most costly and often lengthy
model of treatment in CAMHS (7). Therefore, ascertainment of
the nature and effectiveness of the inpatient care is a central
policy issue for CAMHS if rational commissioning choices are
to be made (2,6,7). 

In Turkey, inpatient care has recently been developed as an
intensive care component of CAMHS. There are only 5 CAMHS
inpatient units in addition to 3 inpatient units for child and 
adolescent with drug and solvent addiction problems, and one
residential unit for sexually abused female teenagers. It seems
obvious that the bed capacity lags far behind the mental health
needs of the young people, who represent 40% of the country’s
populat›on of over 70 million. Thus, due to the shortage of
CAMHS beds, in many severe cases, adult psychiatric wards
are being used temporarily to stabilize the child and adolescent
patients, which is not appropiate at all in terms of treatment
models and possible negative impacts such as stigmatization. 

For such a delevoping country like Turkey, where the 
mental health policy has not been established yet, there may be
an even greater need to convince service commissioners 
about the cost-effectiveness of any prevention and treatment
interventions related with the mental health needs of children
and adolescents. Thus, it is vital to elucidate the effectiveness
of inpatient psychiatric help for children and adolescents in 
order to be truly represented and financially supported by the
health authorities. 

Our aim is to examine the treatment outcome of our newly
opened CAMHS inpatient unit in terms of patients’ functioning
levels using data from their files. The effectiveness of the 
inpatient treatment was assessed via key variables which 
were measured at two time periods, namely (i) at admission to
the unit and (ii) at discharge. 

Methods

Treatment Setting
Dokuz Eylül School of Medicine CAMHS inpatient unit is a

10 bed inpatient facility for mainly adolescents with severe 
behavioral and emotional disturbances. The unit provides 
crisis, acute and short-term treatment generally from 8 to 10
weeks, with longer admissions when necessary. The treat-
ment at the unit is multi-model, encompassing a range of indi-
vidual, parent, family and group, and social, educational,
psychological and physical therapeutic interventions chosen
according to individual needs of the adolescent, and 
implemented by the multidisciplinary team. The unit is a part of

CAMHS of Dokuz Eylül School of Medicine, which also has an
outpatient unit. Due to lack of system for catchment area in the
health service in Turkey, our department accepts referrals
from all over the country. The treatment work conducted at the
inpatient unit occurs within the context of a therapeutic 
milieu, which refers to the dyadic relationship of the patient
with the treatment team and his/her peers (2). Inpatient Unit of
Dokuz Eylül School of Medicine CAMHS is a member of 
Quality Network for In patient CAMHS (QNIC) since 2005,
which is an initiative of the Royal College of Psychiatrist in the
United Kingdom (8).

Sample 
We retrospectively examined the files of the 97 patients

who were treated in our unit between January 2006 and 
May 2008. 

Outcome Measures
In order to assess the treatment outcome, the difference in

severity/psychopathology level of the patient at admission and
discharge was measured with different variables. Moreover,
the axis I and axis II diagnosis of the patients according to The
Diagnostic and Statistical Manual Fourth Edition (DSM-IV) cri-
teria (9), psychopharmacological treatment details and length
of stay were also examined. 

The Children’s Global Assessment Scale (CGAS)
The CGAS is a measure of severity of psychiatric disturban-

ce adapted for children from the Global Assessment Scale for
adults and the Health-Sickness Rating Scale (10). The CGAS re-
quires ratings to be made according to a patient’s most impai-
red level of general functioning by selecting the appropiate
descriptive level on a hypothetical continuum of health to ill-
ness. Its values range from 1 to 100, representing the most
functionally impaired to the healthiest in 10 sections, referred
to as deciles, each corresponding to a descriptive level. These
refer both to symptoms, e.g. anxiety, suicidal preoccupation
and to function e.g. quality of relationship. 

Assessment of the Severity of Psychopathology (TSP) 
As a separate section of the psychiatric assessment before

the admission, the clinicians were asked to examine the seve-
rity of the psychopathology of the patient regarding 3 different
aspects of the psychiatric state; (i) the severity of the psychiat-
ric symptoms, (ii) the severity of the impulsivity, and (iii) the se-
verity of the global functional impairment. For each section, the
clinician rated “2” for high, “1” for moderate and “0” for mild
states. The patients were categorized as “high severity - 3rd le-
vel”, when the total score of all three sections was between 5
and 6; “moderate severity-2nd level”, when the total score was
between 2 and 4; and “mild severity-1st level”, when it was bet-
ween 0 and 1. The clinicians re-rated TSP for each patient at
discharge. 

Assessment of the General Rehabilitative Achievement (GRA)
Clinicians were also asked to evaluate the clinical improve-

ment of a particular patient in 4 different areas which are: (i) in-
dividual difficulties, (ii) family relationship, (iii) academic or vo-
cational motivation, and (iv) social life. For each area, the pati-
ent’s GRA was rated as “much better”, “partly better”, “no
change” and “worse” at discharge. 
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Diagnosis Specific Scales
Additionally, during their stay, all the patients were asses-

sed weekly with particular scales, specific for their psychiatric
diagnosis, such as: Hamilton Depression Rating Scale (HDRS)
(11) and Children Depression Inventory (CDI) (12) for depressi-
ve symptoms, Young Mania Rating Scale (YMRS) (13) for bipo-
lar/manic symptoms, Positive and Negative Syndrome Scale
(PANSS) (14) for psychotic symptoms, Yale Brown Obsessive
and Compulsive Symptom Scale (Y-BOCS) (15) for obsessive
and compulsive ones.

Data Collection and Analysis
The data was collected from the individual case files and

SPSS Windows 11.0 program was used for statistical analysis.
Frequency analysis and Wilcoxon test were performed to find
the treatment outcome via analyzing the differences in variab-
les between admission and discharge. 

Results

97 patients have received inpatient psychiatric treatment in
our unit during January 2006 and May 2008. Seven patients,
who have been discharged within 2 or 3 days following their
admission due to various reasons, were excluded from the
study. Four patients had multiple admissions (3 patients were
admitted twice and one patient three times) during the survey
period and all admissions were considered as separate inter-
ventions. 

Assessing the data of 90 patients, the mean age at admissi-
on was 15.3±1.9 years (range 10-18 years). Sixty one patients
(67.8%) were female, whereas 29 (32.3%) were male. The mean
length of stay in the unit was 77.3±25.5 days (range 14-136
days). 

Axis I and Axis II diagnosis of the patients based on DSM-IV
are summarized in Table 1. 

All of the patients (100%) participating in the study were
treated with at least one psychotropic agent during his/her the-
rapy in the unit. Nineteen patients out of 90 (21.1%) were pres-
cribed only one drug, whereas the rest of the patients 
(71.0-78.8%) were given two or more drugs according to their
psychopharmacological treatment plan during their stay. The
details of the drug treatment regarding categories and dosages
are presented in Table 2.

Table 1. DSM IV diagnosis of the patients 

DSM-IV diagnosis n %

Axis-I diagnosis
Affective disorders 34 37.7
Psychotic disorders 22 24.3
Physical & Sexual abuse 10 11.0
Anxiety disorders 10 11.0
Disruptive behavior disorders 6 6.6
Dissociative disorders 5 5.5
Anorexia nervosa 4 4.4
Tourette syndrome 2 2.2
Trichotillomania 2 2.2
Gender identity disorder 1 1.1
Parent–child relational problem 56 62.2
Axis-II diagnosis

Borderline personality organization 16 17.7
Histrionic personality organization 14 15.5
Dependent personality organization 9 10.0
Mental retardation 18 24.1

Table 2. The percentage of psychotropic drug usage

Minimum Maximum Mean
Psychotropic agents n % dosage dosage dosage

(mg/day) (mg/day) (mg/day)

Antipsychotics 79 87.8
Risperidone 48 53.3 1 8 3.7±1.9
Olanzapine 34 37.8 5 30 21.0±9.0
Quetiapine 22 24.4 75 1500 585.2±480.6
Amisulpride 3 3.3 600 1200 800.0±346.4
Clozapine 4 4.4 300 400 337.5±47.8
AAnnttiiddeepprreessssaannttss  48 53.3
Fluoxetine 23 25.6 20 40 25.2±8.9
Sertraline 11 12.2 50 150 100.0±31.6
Citalopram 8 8.9 20 40 22.5±7.0
Escitalopram 4 4.4 10 20 12.5±5.0
MMoooodd  RReegguullaattoorrss  20 22.2
Lithium 4 4.4 900 1800 1275.0±377.4
Valproate 19 21.1 600 1500 1063.1±299.9
BBeennzzooddiiaazzeeppiinneess  38 42.2
Diazepam 23 25.6 5 30 15.4±7.6
Alprazolam 15 16.7 1 2 1.1±0.3
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The discharge of 77 (85.6%) patients was a “planned disc-
harge”, which means the discharge date was negotiated with
the patient and his/her caregivers at least 3 weeks before, in
accordance with the care plan. Eight patients’ (8.9%) inpatient
treatment was terminated prematurely due to his/her caregi-
ver’s request. Four patients (4.4%) were discharged by the de-
cision of the team due to young people’s lack of treatment
compliance. One patient (1.1%) was referred to a secure unit
because of her severe self-destructive behavior within the unit,
which became a high risk for her and others. 

The CGAS ratings were made according to the patient’s
most impaired level of general functioning at admission and at
discharge. The mean CGAS scores at admission were 41.3±10.0
(range between 13 and 62) and the mean CGAS scores at disc-
harge were 65.2±10.5 (range between 34 and 92). The CGAS
scores differ significantly between admission and discharge
(p=0.000).

It would be expected that TSP levels of the patients would
be at least 2nd and mainly 3rd level at admission. In our samp-
le, the severity was at the 3rd level in 62 patients (68.8%), whe-
reas in the rest of the patients (n=28, 31.1%), it was at the 2nd

level, at the beginning of the treatment. At discharge, 67.9%
(n=19) of the patients with 2nd level of TSP at admission 
improved to the 1st level, whereas 28.6% (n=8) remained at
the same level. Only 1 patient got worse to the 3rd level and
was referred to a secure unit. Regarding the patients admitted
at the 3rd TSP level, 48.4% of them (n=30) improved to the 1st,

41.9% (n=26) to the 2nd level, whereas 9.7% (n=6) remained at
high severity level. The patients who could not improve 
clinically were the ones who were discharged by the decision
of the treatment team due to lack of compliance, and for one
patient treatment was terminated on parental request. Table 3
presents the changes in patients’ TSP scores between admis-
sion and discharge. 

General rehabilitative achievement in 4 different areas 
(individual difficulties, family relationship, academic or 
vocational motivation and social life) are shown in Table 4. In
all areas, there were remarkable improvements. 

The final measure of the treatment outcome was diagnosis
specific scales such as HDRS, CDI, YMRS, PANSS and Y-BOCS.
In this study, the appropriate scales for a particular patient 
were used weekly, and the scores obtained when the patient
manifested the highest level of symptomatology and at the time
of discharge were compared. Table 5 summarizes that all the
differences in scale scores are statistically significant (p<0.05). 

Discussion

Consistent with the previous research, the present study
shows that all the scores on clinical severity measures of 
young people admitted to our inpatient unit improved 
substantially from admission to discharge. 

As it is explicit from the mean age and the gender rates of
the patients, female adolescents are the main consumer of our

Table 3. The change in severity of psychopathology levels (TSP) 

TSP levels at admission TSP levels at discharge

1. level 2. level 3. level Total

2. level n 19 8 1 28
% 67.9 28.6 3.6 100

3. level n 30 26 6 62
% 48.4 41.9 9.7 100

Table 5. The differences in diagnosis specific scales

Scores at the highest level Scores at 
The scales used n symptomatology discharge *p value

(Mean±SD) (Mean±SD)

CDI 8 28.1±14.1 7.0±5.2 0.012
Y-BOCS 12 33.5±11.9 20.7±10.7 0.002
YMRS 12 30.5±7.6 8.5±9.1 0.002
HDRS 28 22.6±6.0 12.0±7.7 0.000
PANSS 21 83.0±33.3 50.7±24.2 0.000

Table 4. General clinical achievement (Improvement) assessment

Achievement areas Much better Partly better No change Worse
n % n % n % n %

Individual problems 32 35.6 50 55.6 7 7.8 1 1.1
Social life 26 28.9 51 56.7 12 13.3 1 1.1
Academic/vocational motivation 13 14.4 42 46.7 34 37.8 1 1.1
Family relationship 10 11.1 58 64.4 21 23.3 1 1.1
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unit. The literature supports the tendency of female adolescent
patients with internalization problems in adolescent inpatient
units (6).

The association between health gain and length of stay, in-
dependent of diagnosis and other factors, suggests a dosage
effect where exposure to admission is an active ingredient in
change. Other literature on inpatient outcomes failed to show
this association (16-18). However, in contrast to previous studi-
es of single or few units, the UK National Child and Young Per-
sons Inpatient Evaluation (CHYPIE) (19) and Costs, Outcomes
and Satisfaction for Inpatient Child and Adolescent Psychiatric
Services (COSI-CAPS) (20) involved multiple units and a much
broader range of length of stay, giving more potential for the
variables to show a predictive effect. The finding also implies
that benefit from admission is not solely related to acute remo-
val from adverse circumstances. This data has potentially sig-
nificant clinical and policy implications, since admission
lengths are falling rapidly in many health-care systems interna-
tionally (6). In CHYPIE (19) and COSI-CAPS (20) studies the
length of stay were found to be 97 and 128 days, retrospecti-
vely. Green et al. has even found longer lengths of stay in two
different studies which were 21.6 and 16.4 weeks (3,6). The
length of stay in our unit is similar with European inpatient
units, and is much longer than such units in countries as, North
America (17), New Zealand (16) or Australia (18), where the du-
ration of stay in the unit is less then 4 weeks due to the health
insurance systems, which force the clinician for very short
term hospitalizations. 

Inpatient services are the most specialized form of CAMHS
provision and cater for young people with severe mental disor-
ders. This study demonstrates the variety of diagnosis of the
patients admitted to the unit. Due to lack of catchment areas
and shortage of beds, the most severe mental health problems
have been referred from all over the country. Similar to some
other outcome research results psychotic disorders and affec-
tive disorders are the two main diagnoses of the patients ad-
mitted to the unit (20). 

Recent studies show that the use of psychopharmacologi-
cal treatments increases in child and adolescent mental health
problems. Najjar et al. found out that psychotropic agents es-
pecially, SSRIs, valproic acid as mood stabilizers, stimulants
and atypical antipsychotics are being used 3.9 times more in
1998 then in 1991 (21). In parallel, multi-pharmacy is also beco-
ming more common in practice in our field. In a study, the fre-
quency of using two drugs was 64.8%, whereas of using three
drugs it was 24.1%, and of four it was 9.3% in child and adoles-
cents with psychiatric problems (22). In our unit the rates are
similar. We believe that the high rates of drug use are partly be-
cause of the severity and the co-morbidity of the psychopatho-
logies that we come across due to lack of a system for a catc-
hment area. Additionally, relatively short length of stay accor-
ding to Woolston’s classification (23) inevitably challenges the
clinicians to use multi-model treatment strategies including
drugs, psychotherapy, psycho-education all together to acce-
lerate the positive treatment outcome. 

Mean CGAS at admission (41.3±10.0) indicates high baseli-
ne morbidity at the level of severe problems in at least one are-
a of functioning. In CHYPIE (19) and COSI-CAPS (20) studies
CGAS scores are 43.9 and 39.3 at admission. Similar scores, as
41.1 and 44.0, have been reported by Green at el (3,6). The he-
alth gain at discharge is significant and meaningful in all the
studies mentioned, including our data. The improvement of pa-
tients in terms of general functioning was also supported on
the basis of symptomatic healing, which was measured by di-
agnosis specific scales such as HDRS, CDI, YMRS, PANSS and
Y-BOCS. 

TSP levels were determined as a part of initial psychiatric
assessment to evaluate the seriousness of the mental state as
well as the risk of the patient for the unit, for the other patients
and for himself/herself. We also find TSP levels very helpful
when deciding the individual care plan of the young person fol-
lowing the admission. The change of the TSP levels throughout
the patients’ stay was a useful measure to indicate the health
gain in terms of the clinical status. However, if the treatment
outcome is measured in terms of the goals of the service, a re-
search should not focus exclusively upon changes in a per-
son’s clinical status or mental health symptoms, but also upon
such diverse aspects of their lives as ability to function in soci-
al situations and school/work, to care for themselves, to relate
to others, and as the well-being of their care givers (24). Exami-
ning the results of the 4 areas of general rehabilitative achieve-
ment, the best outcome was at the are of individual difficulties
where 82 patients (91.2%) had a positive change (much better 
-n=32, 35.6%; partly better -n=50, 55.6%). However, the positive
change at academic/vocational motivation and family relati-
onship areas were not higher than 61.1% and 75.5% respecti-
vely. We have no official school setting in our unit for adoles-
cents over 14 years old and the educational part of the program
is undertaken by the volunteer teachers who sometimes could
not provide the special educational needs of a particular young
person. This might be the reason for a relatively low achieve-
ment in this area. In a study by James and Javaloyes (25), 44%
of the parents of the patients admitted to CAMHS inpatient
units had a psychiatric disorder, and psychiatric morbidity in-
creased to 66% if siblings and grandparents were included.
Even if the parents were free from any psychiatric diagnosis,
they seem to be operating dysfunctionnaly in respect to
parental attitutes, family organisation and communication. Ha-
ving no family therapist recruited into our unit, we had limited
therapeutic input to family relationships. 

The ideal design for such an outcome survey would be a
country wise multi-centered, prospective comparison using a
large sample size that could allow examining the effect of dif-
ferent inpatient treatment modalities on different diagnosis.
Unfortunately, there have been no similar outcome studies
from other inpatient units in Turkey in order to compare; there-
fore, these results will be preliminary. Despite finding satisfac-
tory positive treatment outcome results, there are limitations in
this study. First of all, there is a lack of follow-up results of the
treatment outcome after discharge. Therefore, the present re-
search might have failed in displaying the probable long term
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disadvantages of hospitalization such as deleterious effects of
stigmatization, difficulties in re-adaptation to school and peer
setting; issues that may warrant further research. In our de-
sign, we could not include control conditions that would permit
evaluation of the impact of hospitalization relative to outpatient
treatment or other treatment modalities (including no treatment
at all). The lack of an appropriate comparison group is a com-
mon methodological problem in outcome studies of child and
adolescent psychiatric inpatient treatment (7,16). Moreover,
due to the small sample size, we lacked sufficient power to un-
dertake more detailed statistical analysis such as correlation
between the diagnosis of the patient and the outcome measu-
res, or to search for predictors of positive treatment outcome.
Therefore, we initially aimed to present the overall picture and
preliminary results of our inpatient mental health service since
we have opened.

Conclusion

Inpatient treatment is a new and emerging treatment model
of CAMH services in Turkey and there is an urgent need for evi-
dence-based data regarding the cost-effectiveness of this mo-
del. Our results confirm that inpatient care is an effective inten-
sive care component of CAMHS. We believe that it is crucial
and valuable to demonstrate the positive outcome of admissi-
ons of children and adolescents to inpatient CAMHS, as well as
to support the advocacy of inpatient treatment in CAMHS by
professionals which could bring a new awareness to legislati-
ve bodies in developing countries of the need for different mo-
dels of child and adolescent mental health services.

“Children are our future. Through well-conceived policy
and planning, governments can promote the mental health of
children for the benefit of the child, the family, the community
and society” (1).
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