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Summary 

Background 

On August 1, 2006, the Dutch Association of Social Psychiatric Nurses (NVSPV), with 
some 2,000 members, joins the professional foundation Nurses and Care Givers in 
the Netherlands (V&VN). The NVSPV, founded in 1979, is no longer an independent 
foundation but part of an umbrella organisation under the name of V&VN Depart-
ment of Social Psychiatric Nurses (V&VN-SPV). The magazine Social Psychiatry still 
exists. In 2003, a register is set up in which social psychiatric nurses can register.515 

As of December 2006, in the V&VN, 33 professional foundations are grouped 
together, boosting membership to around 20,000. On one side the organization the 
V & VN is the umbrella of professions while on the other side it is viewed as repre-
sentative of the content and in more general terms, the development of the nursing 
and caring professions. The umbrella focuses [only] indirectly on working condi-
tions. The unions are responsible for taking care of these interests.516 

Aside from the new professional foundation and various unions, another pro-
fessional foundation exists: Nu ’91. This foundation focuses on the professional con-
tent as well as working conditions and has 20,000 members, including nurses and 
nursing assistants.517 The professional foundation Sting, exclusively for nursing assis-
tants, lists slightly less than 3,000 members.518 

Approximately 12 percent of the total 400,000 nurses and auxiliary nurses 
(hereinafter referred to as nursing assistants) in the Netherlands are registered 
members of a professional foundation.519 
 
The 2006 merger appears to have been a significant episode in the development 
process of nursing and care giving in the Netherlands. The organizations involved in 
the merger agree that their shared interests and knowledge are enough to group 
into one organization. Obviously they find that there is an area of nursing and caring 
in which two professional groups can be active: the nurses and the nursing assis-
tants. 

From these two groups, the nurses have achieved a kind of social recognition by 
becoming officially listed in the BIG register. The Individual Health Care Professions 
Act (BIG) outlines the qualifications and competences, which permits one to prac-

                                                                 
515 www.venvn.nl 30-10-2006 
516 www.venvn.nl 10-12-2008 
517 Communication Administrative Office Nu’91 01-12-2008 
518 www.levv.nl 30-10-2006 
519 Ibidem 
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tice a profession in the individual healthcare field. Everyone who satisfies the neces-
sary qualifications and competences criteria are permitted to register and can hold 
the title of nurse, which is protected by law.520 Although the title ‘nursing assistant’ 
is not a protected title, recognized institutes have uniformed requirements concern-
ing education and the requisite practical experience. 
 
The nursing and nursing assistant domain is known for its immense diversity. There 
are professionals who work in different environments that vary from particularly 
medical, cure-oriented departments of hospitals to care-oriented organizations such 
as home care or nursing homes. The work tasks vary from basic caring activities to 
highly technical cure. 
 
There is a varying degree of independency in the role and responsibility towards the 
demanders of cure and care. Nurses and nursing assistants that work in periphery 
health care, i.e. home care nurses and family aides, are less an extension of a doctor 
than the nurses that work at the intensive care department of a university hospi-
tal.521 

The variation also exists in the content and the level of the educational back-
grounds. In the Dutch healthcare system, employed professionals are educated at 
MBO (Secondary School), HBO (Tertiary Education) or University levels. Occupa-
tional titles vary from family aides, nursing assistants, specialist nurse to nurse spe-
cialist and nurse practitioner. There is a broad range of continued educational op-
portunities on offer. 

A final point in which the diversity can be illustrated is the number of nurses 
and nursing assistants who became part of an organization: V&VN-SPV in 2006 with 
2,070 members, meaning that 80 percent of the group is organized in comparison 
with V&VN GGZ psychiatric nurses who have 236 members from an estimated 
population of 12,000 psychiatric nurses, just below two percent.522 

Social psychiatric nurses 

The social psychiatric nurses are, when compared with psychiatric nurses, not only 
better organized, but they are also relatively better educated. According to a survey 
conducted in 2006, 70 percent of the V&VN-SPV members have a HBO level of edu-
cation (not specified) and 30 percent hold a diploma from a continuing education 
programme. The percentage rate between men and women is 42 vs. 58. Ten per-

                                                                 
520 www.ribiz.nl 01-09-2009. 256.435 nurses are registred 
521 Boom, H. van der, Philipsen, H., & Stevens, F. (2004). Een schets van de professionalisering van de 
wijkverpleging in Nederland in de laatste vijftig jaar (1950-2004). Gewina, 27, 100-119, 103. 
522More recent information is not available. V&VN does not register specialism.  
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cent work primarily with younger people, 67 percent with adults including the eld-
erly and thirteen percent work with other patient types (non-specific).523 

Social psychiatric nurses, compared with psychiatric nurses, are a highly edu-
cated group of professionals. This is generated by the fact that the group with a 
Community Health Care/Mental Health Care (MGZ/GGZ) educational background 
has his own specialised course at the HBO level, which requires a basic nursing di-
ploma. Psychiatric nurses do not hold such a distinction. They are able to start with 
a basic diploma be it a MBO or a HBO level.524 
The level of education and work characteristics are typical for the social psychiatric 
nurses, probably more so than the level of organisation. The majority works extra-
mural, with a high level of independency, under the supervision of psychiatrists. The 
social psychiatric nurse, who is employed at a family physician practice, does so un-
der the supervision of these physicians. 

Both the employment field and the employment background can be noted as 
the somewhat intangible term ‘social psychiatry’. However, there is an obvious do-
main within healthcare, more specifically, mental health care, in which a profes-
sional group is active: the social psychiatric nurses. 

Research questions 

Little research has been carried out on the development of social psychiatric nurs-
ing. The goal of this study is to investigate and report on the origin and the devel-
opment of social psychiatric nursing in the Netherlands, from its inception in the 
1920s until about 1995. This is based on three questions: 
• What is the origin of the specific domain “social psychiatry” within healthcare? 
• How did in this domain develop a specific professional nursing group? 
• What are the future expectations? Can it be expected that, with the changes 

that have already been partially carried out and will still be realized, social psy-
chiatric nursing will remain a specific profession? 

 
This thesis is mainly a study of the first two questions. The third question will be 
discussed at the end in a reflection on the results of this thesis. 
After the build up of the thesis a theoretical framework will be presented that will 
be the starting point for the analysis afterwards. 

                                                                 
523 Ledenraadpleging V&VN-SPV 2006. Rapport 29-11-2006, Noordam & De Vries, 11-12.  
Seventy percent is on the low side. For a part this can be explained by the fact that nurses with continued 
and a higher education do not consider themselves as HBO educated. Another explanation might be that 
up until 1996 the existing dispensation ruling of the Health Care Inspectorate made it possible for non-
HBO educated nurses to work as social psychiatric nurses. 
524 Psychiatric nurses are referred here as nurses without a MGZ/GGZ education who are actively working 
in psychiatry e.g. psychiatric hospitals.  
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Structure and division of this thesis 

Between the first introductory chapter and the final chapter, this thesis is made up 
of seven chapters, which focus in a chronological order, on the first two research 
questions. 

In Chapter 2, a description of the origins of the social psychiatry movement, 
based on literature research, is provided. Since this not possible without an under-
standing of psychiatry within the institutions, we begin with an explanation. The 
chapter covers the period between the start of the twentieth century, when the 
term social psychiatry is first introduced, up until the Second World War. The de-
scription provides an outline of developments in Germany and the USA, followed by 
the Netherlands. The developments in the Netherlands are strongly influenced by 
those in Germany and the USA. It clearly shows the development of a specific do-
main of social psychiatry other than clinical psychiatry. Fast and industrializing so-
cieties, believe it to be important that once a patient is discharged, he should re-
main under supervision in his living environment and that activities are initiated, 
which result in the prevention of new disorders and/or (re)admission to an institute. 
The psychiatrists take the initiatives and try to increase aftercare for patients dis-
charged from an institute by influencing public opinion and by the use of assistants. 
Around 1930 onwards in the Netherlands, nurses are working extramural psychiatric 
consulting hours and executing house calls, initiated by the psychiatric institutes 
and provincial and city organizations. This is the origin of a specific and recognized 
healthcare domain, but a specific social psychiatric profession, medical as well as 
nursing, does not exist. There is little or no description of the operational work car-
ried out in this domain. 

In Chapter 3 a comparison is made between the USA and the Netherlands cov-
ering the same period as in Chapter 1. Although in both countries a social psychia-
tric domain develops along more or less similar lines, it leads to different develop-
ments in the related professions. Since the start of the century in the USA, social 
workers have been involved with the extramural care for psychiatric patients. This 
has been carried out by nurses in the Netherlands, since about 1920. A description 
of these two processes helps to answer the second research question, reading as 
follows: How, given a certain domain in healthcare, does a profession develop? Ob-
viously a social necessity for aftercare or preventative care can lead to the origin of 
psychiatric social work as well as social psychiatric nursing. As background informa-
tion a description of the development of psychiatric nursing in general, which 
means its development within psychiatric institutions, will be given. 

In Chapter 4 the information contained in Chapters 2 and 3 will be analyzed. 
The developments in the USA, Germany and The Netherlands are summarized and 
compared. This comparison is useful for answering the first research question, stat-
ing: What is the origin of the specific domain “social psychiatry” within health care? 
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Basically this comparison is also useful for initiating the second research question: 
How did in this domain develop a specific professional nursing group? This is carried 
out in terms taken from the theoretical framework (Chapter 1), more specifically the 
Benson related ideas about inter- and intra-professional coherence. Chapter 4 also 
determines the manner in which in the succeeding chapters the second question 
will be answered in greater detail. 

Chapter 5, also based on literature study, provides information concerning the 
continued development within The Netherlands, from the Second World War until 
about 1985. Around that time, the expansion of extramural mental health care in a 
system of Regional Institutes of Outpatient Mental Health Care (RIAGG’s), including 
fiscal support from the Exceptional Medical Expenses Act (AWBZ), concludes. The 
social psychiatric domain becomes independent. Social psychiatric nurses maintain 
a strong position within this field. The number of nurses increases, the educational 
requirements escalate and the work takes on a professional character. Not only 
does the domain become more independent, but also more complex. A shift occurs 
from the care of former institutional patients towards care for clients with less se-
vere psychopathology that have never been institutionalized. Social psychiatrists 
and social psychiatric nurses are not the only professionals. In order to fully under-
stand, a description of the developments in psychiatry in general, which occur in the 
1970s and are very substantial, is provided. 

Chapters 6 and 7 contain a more detailed underpinning of the Dutch situation, 
as given in Chapter 5. Chapter 6 outlines the development of social psychiatry in the 
Province of Limburg, how social psychiatric nurses elevate and define their position. 
This is based on information extracted from annual reports and files of the former 
Roman Catholic Association The Limburg Green Cross (association for home care) 
and the former Venray Psychiatric Hospitals – St. Servatius and St. Anna. A sample 
of 382 status reports of patients who left the institutes between 1938 and 1973, 
were extracted from the archives. Information is gathered from the status reports 
about how many and what kind of contacts are established with which persons and 
organizations outside of the institute. Around 1960 a crucial shift occurs. Until that 
time there is little systematic contact between the institutes and especially with 
patient family members. Following this period, in 80 to 100 percent of all cases, 
contact continues between the institutes and social psychiatric care. Contact with 
patient family members strongly declines. 

Chapter 7 is based on interviews with retired social psychiatric nurses together 
with information collected from earlier studies. The focus is on questions of how 
nurses experience the development of their profession and how they describe the 
relationship with other professional groups within the social psychiatric field. An 
important question is: What activities and competences contribute towards the pro-
fessionalization of social psychiatric nurses within the nursing profession and within 
the domain of social psychiatry? Information in this chapter deals with the period 
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beginning in the first half of the 1950s until the mid-1980s. The group, from which 
the information is collected, can be divided into three sub-groups. The first group 
has been active since the late 1940s, early 1950s. None of them has a MGZ/GGZ 
educational background and a few have experience with the creation of the Riagg. 
The second group is made up of nurses who have been active since the early 1960s. 
None of them has an MGZ/GGZ educational background and they all have experi-
ence with the creation of the RIAGG. The third group represents the generation 
born around 1950. Their common denominator is that they all have an MGZ/GGZ 
education, the first ones in 1974, and the latter in 1980. Some of them have experi-
ence with the changeover to RIAGG. The creation of RIAGG is, in many ways, a 
landmark in the development of social psychiatric nursing. 

Chapter 8 provides a general outline of the developments within the domain of 
mental health care and Social Psychiatric Nursing from 1985 until around 2005 with 
some exeptions taken from 2008 . The borders of the different domains intra- and 
extramural mental health care turn out to be less clear as a result of societal devel-
opments. The role of the government is very influential. At the turn of the twenty 
first century, the government announces a new strategy policy that, if carried out, 
will have profound consequences for the sectoral structure of second-line mental 
health care. This chapter also confirms that the developments in the social psychiat-
ric nursing profession are strongly influenced by external developments and circum-
stances. A good example would be the change in the education system, which as a 
matter of consequence, resulted in the discontinuance of the MGZ/GGZ. New is that 
nurses, at least an important group, take a definite position in the debate and de-
cide to work with complex accessible, workable patients and for what is known as 
“social psychiatric course of thought”. 

The final chapter reflects on the findings of this thesis and, based on recent and 
expected developments, a preview of future social psychiatric nursing. The final 
chapter is included in this summary. This is followed with some comments and final 
remarks. 

The theoretical framework will be presented in the following paragraph and will 
be the starting point for the analysis of this thesis. 
 
A vision at domains, professions and professionalization 
 
Healthcare professionals have health problems as domain, this is their focal point. 
They are able to focus on problems because they have specific knowledge and ca-
pability that others either do not have or do not have enough of. 

Health problems vary in complexity. Problems with low complexity i.e. help in 
household chores can be managed by splitting the tasks into relatively simple tasks 
that can be carried out by workers with little education. This is work division with-
out specialization and the organization can be summarized as bureaucratization. 
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More complex problems such as extramural care for psychiatric patients cannot be 
solved by this type of work organization. There is a need for knowledge, evaluation 
and capacity of professionals who have acquired this from extended education, in-
ternships and work experience. In this kind of work organization, one can speak of 
professionalization and professions. 
 
Professionalization has been investigated in a variety of ways over time. 

In the functional approach, the question is asked “Why does the profession ex-
ist?” Central here is the idea that professionals acquire their status from their socie-
tal duties. They gain these duties as a result of the increasing modernization of so-
cietal complexities and the increasing complexity of the problems. Specialized 
knowledge of the professional is necessary to solve the problems. In other words, 
there is a need for specialists whose work it is to solve those problems525. “Ideology 
of Service” or “doing good” is the heart of professionalism, work in which the pro-
fessional’s interest does not factor. The relationship between a doctor and a patient 
is an example.526 The doctor is a professional who, affective neutral, functional spe-
cific and universal, uses his knowledge to help people. The patient is the non-
professional who trusts the doctor.527 

The functional approach does not ask how do professions exist, but how they 
can be characterized, how can they be distinguished from non-professions. The 
characteristics of professions are: having scientifically based knowledge, being ac-
tive for the general cause that cannot or may be done by others; having autonomy 
over the practice of the profession. The professionalization process has different 
phases: attempt to gain juridical acknowledgement, establishing of own (academic) 
educations and exams; establishing an ethical code and the development towards 
internationalization.528 These phases, with no agreement in the literature about the 
criterion for sequence, suggest starting and final points in the development process 
from occupation to profession.529 

The power approach or “strategy of occupational control” concentrates on the 
acquisition of power and the way a profession acquires and utilizes that power. 
Freidson refers to the medical profession as the profession that succeeded in this. 
The profession has disposed a lot of routine work to e.g. nurses, received judicial 
support for the power status towards defining and approaching problems, created a 

                                                                 
525 Houten, van D. (2006). Professionalisering en arbeidsdeling. Sociale Interventie, 2, 17-25, 18. 
526 Ibidem, 18. 
527 Stevens, F., & Philipsen, H. (2003). Professionalisering van beroepen in de gezondheidszorg. In C.W. 
Aakster, & J.W. Groothoff (eds.), Medische Sociologie: sociologische perspectieven op ziekte en zorg. 
Groningen/Houten: wolters Noordhoff, 86. 
528Ibidem, 86. 
529 Boom, van der H. (2008). Home nursing in Europe: patterns of professionalisation and institutionalisa-
tion of home care and family care to elderly people in Denmark, France, the Netherlands and Germany. 
Amsterdam: Aksant, 43. 
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market for their services and a monopoly over education.530 Illich views the power 
of the medical profession among other things in the dependency of patients that 
are saved by the experts.531 

These approaches offer potential for a good study of professions. 
 
Abott’s comments concerning professionalization approaches are that the assump-
tions, which provide the basis, be open to criticism. The assumptions are: profes-
sions develop along a given pattern; the development of a profession occurs inde-
pendently from other, related professions; the structure and cultural claims of a 
profession are more important than the actual work; professions are homogeneous, 
internal small differentiated units and finally, the professionalization process does 
not change over time532. 
 According to Abott too much emphasis is placed on “empirical facts and struc-
tural characteristics (in Abbott’s terms: ’external appearances’) while the processes 
and interactions preceding these outcomes (Abbott: ‘intrinsic qualities of profes-
sions’) are far more important to professions”.533 To obtain a good overview of the 
pro-cesses and interactions, Abbott solicits using the content of the work, visible in 
the diagnostics, decision-making and interventions, as a starting point for the re-
search of professions.534 

Profession are widely described by Abott as “exclusive occupational groups ap-
plying somewhat abstract knowledge to particular cases”.535 “Although its precise 
meaning is not narrowed down, people generally understand what is meant by the 
term ‘profession’, and therefore need no further specification of what a profession 
‘is’ or represents. Instead, it is more useful to focus on their roles and functions in 
society”.536 

Professions claim control or jurisdiction about the way in which they work, and 
the manner in which they define their problems and tasks. Accomplishment of the 
work and of the interventions greatly defines the power of the claim – successful 
professionalization and eventually, the future existence of the profession. Support 
with an (abstract) knowledge system is important. An (abstract) knowledge system 
can pose questions, define tasks and redefine and protect against an eventual take 
over by other professions. 
                                                                 
530 Stevens F. & Philipsen, H. (2003). Professionalisering van beroepen in de gezondheidszorg, 89.  
531 Illich, I.D., Zola, I.K. & MacNight, J. (1977). Disabling professions. London: Boyars, 29. 
532 Abbott, A. (1988). The system of professions: an essay on the division of expert labor.Chicago: The 
University of Chicago Press, 17. 
533 Boom, van der, H. (2008). Home nursing in Europe: patterns of professionalisation and institutionalisa-
tion of home care and family care to elderly people in Denmark, France, the Netherlands and Germany, 
47. 
534 Abbott, A. (1988). The system of professions: an essay on the division of expert labor, 40. 
535 Ibidem, 318. 
536 Boom, van der, H. (2008). Home nursing in Europe: patterns of professionalisation and institutionalisa-
tion of home care and family care to elderly people in Denmark, France, the Netherlands and Germany, 
46. 
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In reality of the current complex healthcare, professional claims are not abso-
lute and are not exclusively defined by a particular professional group. There are 
not many complex problems that are the domain of just one profession.537 In resol-
ving the disruptive behaviour of a psychotic person in a neighbourhood not only the 
problem definition of the social psychiatric nurse, but also of the local police officer 
is relevant. Cooperation of working together and adjustment of activities is inevita-
ble and as a matter of consequence, the borders between professions are accessi-
ble. The analysis of the development of related groups is not complete without 
studying the border area and the inclusion of inter-professional competition. 

Aside from the fact that professions influence one another, they also form part 
of the societal field of power.538 They also seek acknowledgement of their profes-
sion and the scientific basis of it. Developments in that field influence the kind and 
content of the activities of the professionals. One can think of laws and regulations 
and developments such as the advance of customer interest groups. 

In summary, three perspectives can be distinguished that lead to a sound study 
of professions, in this case, social psychiatric nursing: the intra-professional, the in-
ter-professional and the meta-professional perspective. 
 
A more concrete study of professions can be achieved by using the ideas of Ben-
son.539 Although Benson focuses on the interaction between organizations, his ap-
proach provides useful starting points for studying professions. 

By analyzing the relations between professions the dimensions domain consen-
sus, ideological consensus, positive evaluation and work coordination can be di-
vided. Domain consensus is the way in which there is agreement between profes-
sions about each other’s tasks and work field. Ideological consensus is the manner 
in which professions agree about the vision that forms the basis of the work. Posi-
tive evaluation is the manner in which there is positive judgment about each other’s 
work. The degree in which the activities of both parties are matched to one another 
is called work coordination. 

An example to better understand this is: Nursing assistants and nurses are in-
volved with caring for patients who as a result of motor functioning defects follow-
ing an accident, can no longer take care of themselves. The nursing assistants spe-
cifically focus on providing care in the narrow sense of the word e.g. personal hy-
giene. Nurses focus on helping the patient to care for him/herself, and to regain 
their independence as quickly as possible. This example reveals consensus in the 
domain: care for an individual with motor functional defects. There is no consensus 
concerning the basic vision from which the work is executed; there is no ideological 
                                                                 
537 Boom, H. van der, Philipsen, H., & Stevens, F. Een schets van de professionalisering van de wijkverple-
ging in Nederland in de laatste vijftig jaar (1950-2004), 116. 
538 Abbott, A. (1988). The system of professions: an essay on the division of expert labor, 33. 
539 Benson, J.K. (1975). The interorganizational network as a political economy. Administrative Science 
Quarterly, 20, 229-249, 235-236. 
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consensus. One group provides care while the other group provides rehabilitation. 
Predictably both groups may be unimpressed with each other’s work. It is not in-
conceivable to think that these activities are not well coordinated. In other words: 
the evaluation of each other’s work rates is low and the work coordination is insuf-
ficient. 

The four dimensions, as displayed in the example, maintain a certain kind of re-
lation. Relation means that changes in one dimension will lead to changes in other 
dimensions, that there is a balance in the relationship between professions. The 
balance must not be observed in a mechanical way in which a change that occurs in 
one dimension will automatically lead to changes in another dimension. What this 
means is that there is a tendency of co-variation of the four dimensions.540 If two 
professions disagree about one another’s domain, then there will be little work co-
ordination. Placed in a sequence of high to low, the four dimensions will move 
closer together. When dimensions score higher or lower on that sequence, one can 
refer to this as higher or lower inter-professional coherence. 

The same idea can be used to measure intra-professional cohesion. If there is 
more agreement in a profession about the four dimensions, coherence will be 
higher. This is supposed to be a condition for professionalization. 

The balance between the four dimensions is not an autonomous matter, but 
depends on societal forces. This means that the variation of balance is only possible 
within the limits created by actors in the societal field of power. 

Also based on Benson’s ideas – the intra-, inter- and meta-professional perspec-
tive can be useful in studying professions. 

The origins of the domain of social psychiatry until about 1940 

At the beginning of the twentieth century, the psychiatric domain in the USA, Ger-
many and the Netherlands is mainly limited to institutes. There has been a sharp 
growth, from the 1850s on, in the number of institutes and the existing ones be-
come larger and larger. On the one hand, the growth can be explained by the sub-
stantial raise in admissions, not only of psychiatric patients, but also groups of socie-
tal non-adaptive. On the other hand, the growth results from the fact that treat-
ment of patients has little effect. Large groups of non-voluntary admissions fill the 
institutes with poor hygienic conditions where aggression, coercion and forceful-
ness are a part of daily life. 

Two professions are active in this field for treating and caring for the patients. 
One group of doctors with or without a psychiatric education and the other group is 
the early formation of what we now call nurses: the lay attendants. 

                                                                 
540 Hermans, E. (2000). In het verkeerde bed: het zorgtraject van een cohort CVA-patiënten na ziekenhuis-
opname. PhD-thesis. Maastricht: Universiteit Maastricht, 117. 
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The standing of these two groups is low and their fields of knowledge scarcely 
developed. The psychiatrists do little more than offer diagnosis and provide somatic 
care to the many physically ill. The uneducated and untrained attendants are basi-
cally concerned with maintaining basic hygiene and law and order. At the end of the 
century psychiatrists initiate nursing vocational education. The content is primarily 
physically oriented and focused on achieving information for psychiatric diagnoses. 

At the beginning of the twentieth century psychiatry extends its domain outside 
the walls of the institutions. The explanation is a combination of different factors. 
The first is that industrialization, urbanization and migration, and societal dynamics 
lead to social disorder that requires intervention. The second holds to notions from 
sociology and psychology that say human behaviour is not only biologically deter-
mined, but also that environment may add to the existence and the maintenance of 
behaviour and behavioural problems. The latter factors are the less successful in-
tramural psychiatry, the unmanageable situation within the institutions and the 
continued increase of costs. In short: there are reasons to alter attention and new 
possibilities to implement these changes. 

Two new options occur in the field of psychiatry. The first option is to include 
the feasibility to prevent problems by paying attention to such items as child labour, 
prostitution, alcoholism and early intervention. In the mid-20s this becomes the 
field of the movement of psycho-hygiene. The other option is to solve existing prob-
lems: the unsuccessful treatment of larger groups in over-crowded institutions, the 
related costs and preparation for discharge. This becomes the field of social psychia-
try. Aside from the movement of psycho-hygiene and social psychiatry, institutional 
psychiatry remains. A three-part division occurs in the world of mental health: the 
psychiatric institutes for intramural treatment, pre- and after- care for extramural 
treatment and the psycho-hygienic approach towards social problems. 
 
From the beginning, two professional groups are active in the domain of social psy-
chiatry in all three countries: in the USA these are psychiatrists and social workers, 
in Germany and the Netherlands these are psychiatrists and nurses. 

From the end of the nineteenth century social workers (USA) play an active and 
recognized role in the care of psychiatric patients. From the beginning of the twen-
tieth century doctors and psychiatrists use them to gain information concerning 
social factors for medical diagnosis and treatment. At the same time the influence 
of social workers leads to a more effective approach towards health problems. 

At the beginning of the twentieth century, social workers develop their own 
education and from about 1910, they developed their own methodological ap-
proach. It is focussed on providing the patients with insights into their problems 
and/or to adapt to changes. This method allows them to gather information for the 
psychiatrists. In 1918, the social workers together with the psychiatrists develop a 
new education. This is a landmark in terms of the existence of a new, introductory, 
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small specialism of psychiatric social work. The professional group quickly becomes 
more professionalized. Educative books are written, a professional foundation is 
established and college/university courses are developed. 

As a result of the cooperation with the psychiatrists, social workers become less 
independent however they acquire the opportunity to develop their own practice – 
the social case work. The psychiatric social workers, in close cooperation with the 
psychiatrists, assume a role that psychiatrists cannot because they are too few and 
do not have the proper education. 

The social orientation starts to shift during the 20s towards a more psychologi-
cal, psycho-dynamic orientation. Therefore, the social psychiatric workers develop a 
greater distance during this time, from the more social psychiatric aftercare. They 
find other employment e.g. in child guidance clinics. With the continuation of pro-
fessionalization, the group slightly separates from the original target group: the pa-
tients in the institutes and the ones who have left the institutes. 
 
Psychiatrists from Germany and the Netherlands involve nurses in their social psy-
chiatric activities. 

The first development (1910) on extramural psychiatric care in Germany is 
brought to a halt by the First World War. After the war, aftercare is mainly organ-
ized by the institutions. This care is highly institutional replacing, structural and ma-
naging. Care is distributed by hospital trained nurses with very little education, not 
focussed on social psychiatric and societal care. They are strongly guided by the 
psychiatrists in terms of their ideas and method of working. The same can be said 
for the social workers working in the cities with only limited psychiatric education. 

In the beginning, in the Netherlands, social psychiatry is developed from either 
city or personal initiatives, later by psychiatric institutes and different Cross Associa-
tions for home nursing. At first, psychiatrists also involve community nurses in their 
activities. These community nurses have a modest psychiatric education. Aside from 
assisting the psychiatrist, they also play a role in uncovering psychiatric problems at 
the early stages. Thus, in the beginning, social psychiatry focussed, or at least partly, 
on prevention. 

From 1926 onwards, the institutes establish aftercare services, which are also 
known as “external services”. These services are based on those established in 
Germany. A small number of psychiatrists and institute nurses establish a consulta-
tion bureau and execute a lot of house calls. The activities of the external services 
are mainly characterized as aftercare and can be observed as providing structure 
and organization to the patient by managing them. They are primarily focussed on 
offering advice in accordance to daily life of patients and others within their direct 
living environment and the management of it. 

From 1934, when the Municipal Health Services (GG & GD) located in the larger 
cities begin to focus on extramural care, little changes. Once again a great number 
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of house calls are now conducted by a small number of nurses and a small number 
of psychiatrists. Precare becomes a new addition to their activities, however, the 
work is characteristic of social services targeted towards decreasing the number of 
persons admitted to institutes, or at least stabilizing the number of admissions. 
Structuring and managing also became important work issues. 
 
Within the Dutch social psychiatry domain, two professional groups now exist:  psy-
chiatrists and nurses. The psychiatrists, who work mainly on a part-time basis, are 
employed at consultation bureaus, refer patients to other doctors and make rela-
tively few house calls. The nurses, who work mainly on a full-time basis, assist dur-
ing the consultation hours and make many house calls. Neither the psychiatrists nor 
the nurses have a social psychiatric education. Their performance is based on per-
sonal ideas and experience. Psychiatry has no knowledge of the social psychiatry 
specialism. The course “Aftercare for Nurses”, established in 1937 and initiated by 
psychiatrists, is very practically orientated and focusses on non-psychiatric subjects. 
At the beginning of the 1940s, 49 persons have a diploma. The clinical orientation 
remains very strong. 

Against the background of the previously described common societal and pro-
fessional content issues and developments taking place in the USA, Germany and 
the Netherlands psychiatrists initiate care outside of the institutional walls. This is 
the beginning of a new, limited domain in healthcare, social psychiatry. It is, in other 
words a merger of meta- and inter-professional factors is the reason for the devel-
opment of the new domain. The psychiatrists, insofar as they are educated as such, 
are biologically, organically oriented, have ideas and ideals, but they possess neither 
the knowledge nor the capacity, and are too few in number to realize these ideas 
and ideals. Others are needed to design the form and content of the activities. In 
the USA, these are social workers, in Germany and the Netherlands nurses are in-
troduced to the new domain by the psychiatrists. The reason for these different 
choices are that although they share similarities, there are apparent differences be-
tween the USA, Germany and the Netherlands. 

In American society societal problems are deemed more urgent than in Europe. 
More so than in Germany, while in the Netherlands, charity and not the govern-
ment, play a greater role in resolving problems. In the USA the influence of psycho-
logy on psychiatry is greater than in Germany and the Netherlands. In general, 
American society tends to be more pragmatic and more problem-solving oriented. 
For this reason, psychiatry in the USA, at least the principal psychiatrists, are more 
dynamic than in Germany or the Netherlands. In the latter two countries psychiatry 
can be viewed as more descriptive and philosophical. American psychiatry not only 
recognizes the social environment as a source for the development of psychiatric 
problems, but also uses it to solve and prevent these problems. Therefore the 
American psychiatrists select social workers. They have already profiled themselves 
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in the care of psychiatric patients. This plays a role in the selection of the psychia-
trist. The social workers have the knowledge and capacity, which the psychiatrists 
do not. 

German and Dutch psychiatrists, compared with their American colleagues, 
tend to be somewhat conservative. They think and operate from an individual, insti-
tutional, psychiatric perspective and are more focussed on adaptation than on 
change or on the very real inclusion of environmental factors in the treatment of 
patients. Nurses conform well to this orientation. Their thoughts and performance, 
much more so than the social workers, are determined by psychiatrists. They ha-
ven’t yet developed their own knowledge domain. With regard to such profession-
alization issues as individual professional education, compared to social workers in 
the USA, they fall behind. In spite of this, the nurses immediately become the centre 
point of aftercare. They are responsible for the majority of the work. It is clear that 
within limits addressed by the psychiatrists, they have the opportunity to act in ac-
cordance to their personal ideas and to develop personal working methods. Initially 
this does not lead to a more explicit viewpoint of their work nor do they reflect on 
it. 

Further development of social psychiatry from about 1940 until around 
1985 

The era between 1940 and 1985 roughly can be defined as a period of growth, 
heightened dynamics and complexity, not only for social psychiatry, but also the 
psychiatry of the institutes. 

Institutional psychiatry slowly overcomes the effects of the Second World War. 
Still, treatment is rarely successful. There is a breakthrough generated by the intro-
duction of psycho-pharmaceuticals in the 1950s. Patients become more accessible 
and the number of forced treatments and the length of these treatments decrease. 
Some institutes introduce new methods of treatment including individual psycho-
therapy and social therapy. This development proceeds slowly because there is a 
lack of well-educated personnel. 

More substantial changes occur in the 1960s. The average stay for patients, also 
a result of the use of psycho-pharmaceuticals, decreases. With the introduction of 
the Exceptional Medical Expenses Act (AWBZ) in 1967, the costs of longer stays are 
covered. Financial assets grow and the shortage of personnel is halted. Another im-
portant factor is the rise of critical or anti-psychiatry, which occurs during the sec-
ond-half of the 1960s. Sharp criticism is conveyed towards the medical orientation 
of psychiatry and the assumed inhuman conditions inside the institutes. A differ-
ence in ideas and the frequent rigid conflicts concerning the handling and treatment 
of patients become regular occurrences in the larger institutions. Patients should 
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not be viewed as ill, but as individuals with problems that the onus for sol-ving 
these problems is largely the responsibility of the patient. 

During the 1970s government influence of the institutes becomes more evi-
dent. The emphasis is on accessible and coherent intramural and extramural ser-
vices and the strong development of extramural psychiatry. A start is made to de-
crease the number of psychiatric institutes. Around the same time – early 1970s – 
the number of out-patient clinics within the institutes, increase. The out-patient 
clinics offer partial patient aftercare, and increasingly focus on the treatment of a 
similar group of adult patients who are from the departments of Adult Health Care 
of what since 1982 is known as the Regional Institute for Outpatient Mental Health 
Care (RIAGG). The RIAGG’s house Child Guidance Clinics, Centres for Marriage and 
Family Problems and Social Psychiatric Services. The pre- and aftercare operational 
services are merged together in the services. 

For pre- and aftercare, insofar as they are connected to the psychiatric insti-
tutes – early 1940s – a start is made to gain independence, something that finishes 
in the 1950s. Since institutes do not work for a specific healthcare region, patient 
accessibility is more difficult and the quality of care is often deemed insufficient. 
Cities and Provinces that become involved with aftercare are involved with the qual-
ity of care because quality influences the number and duration of stays inside the 
institutes. A merger of content and financial consideration results in the separation 
of ‘external services’ and the institutes. Institutional pre- and aftercare services, 
become a part of the provincial, regional and local co-operations and foundations. 
Existing aftercare services, psychiatric institutes, local psychiatrists, family physi-
cians and rehabilitation boarding houses form an unmanageable patchwork of ser-
vices. Institutes offer intramural treatment, the aftercare services offer extramural 
aftercare; local psychiatrists and family physicians offer extramural medical treat-
ment. This complex system of institutes and persons is difficult to manage. Coopera-
tion is mostly limited to free format agreements concerning admission and dis-
charge procedures. This becomes more complex when the pressure on aftercare 
services increases as the number of institutional discharges grow as a result of using 
psycho-pharmaceuticals. Not seldom are patients discharged without first notifying 
aftercare services. Admissions, deemed necessary by these services, are not always 
realized. 

In 1960 pre- and aftercare work is still carried out by psychiatrists and nurses. 
Even though the organisational division between institutes and aftercare is a fact, 
aftercare is administered and coordinated by the institute psychiatrists or psychia-
trists who originated from the institutes. Nurses are mainly educated at the insti-
tutes and in the case that they finished their psychiatric aftercare training, very indi-
vidual, managing and structurally focussed. Psychiatric aftercare is to a great degree 
an extension of institutional psychiatry. This only changes around 1970. 
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Prior to this, four significant influencing factors can be defined. The first is the 
national financing for social psychiatric services (1961). This means that the federal 
government pays 40 percent of personnel costs. This new ruling results in a growth 
of services offered and any existing imbalance of assets between the different ser-
vices partially disappears. Owing to an improved financial situation, services are 
able to focus on a new group of voluntary patients – people without a serious or 
urgent psychiatric problem – who benefit from help and guidance over a longer pe-
riod of time. The second important factor is the arrival of psychologists. Important 
because the idea that not only psychopathology, but also life problems, can lead to 
serious dysfunctions and, as a consequence, require treatment. The previously men-
tioned financial prospects enhance the opportunity for the new professional group 
to exist. The third important fact is the open criticism or anti-psychiatry perception, 
which influences social psychiatry during the second-half of the 1960s. Attention is 
demanded on the influence of societal and interpersonal factors on the existence 
and maintenance of psychiatric problems and for a more active role of the patient 
to solve these problems. Responsibility and motivation of patients are key words 
that go together with insight and change-focussed treatment. In a short period of 
time these psycho-therapeutic treatment methods, in which psychologists are in-
volved, become the main method of working. The old-style form of pre- and after-
care falls to the background without ever completely disappearing. The fourth fac-
tor is the financing of the extramural mental health by the AWBZ from 1971 on-
wards. The AWBZ makes it possible for the domain social psychiatry to grow. As a 
consequence, the number of psychiatrists, psychologists and nurses grows. The 
nurses remain the largest professional group. For this group the changing ideas 
about desirable treatment eventually have consequences in their daily work. The 
occurrence of changes also becomes clear in the development of nursing education 
in the 1960s. 

The existing psychiatric aftercare training, offered to nurses from 1937 onwards 
is no longer considered a good basis for the nursing profession in extramural care. In 
1961, 1964, and 1969, different committees present different proposals for new 
education. Throughout the development of these proposals, psychiatrists and psy-
chiatric professional foundations play a significant role. The membership of a nurse 
in the committee 1961 and two nurses in 1969 indicates that nurses also receive 
recognition in the establishment of the new specialized education. 

In 1971 the Catholic Social Academy De Aemstelhoorn in Amsterdam, is author-
ized to start with a new educational programme for social psychiatric nursing: 
Community Health Care, specialization Mental Health Care MGZ/GGZ. 

In 1973, the diploma general nursing (diploma A), is no longer an entrance re-
quirement and the diploma psychiatric nursing (diploma B) is deemed sufficient. 
Two years later the educational programme is offered at seven different locations 
throughout the country. Meanwhile in 1965, men are admitted to the education 
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programme ‘Community Nursing’ and, as a result of this, are now permitted to take 
part in the psychiatric aftercare education. With the discontinuance of the Diploma 
of Community Nursing as an entrance requisite for the new education programme 
MGZ/GGZ, the number of men in extramural psychiatric nursing increases further. 
In 1995, from the approximate total of the 1,500 to 1,600 nurses, the proportion of 
women vs. men is 47-53. 

In the first years of the new education programme, a search to define distin-
guished characteristics of social psychiatric nursing takes place and tension arises 
between the education and the work field. The search to define the individual char-
acter proves difficult. The clinical experience of the nurses is conceived as essential 
for their professional practise, but holds a number of stigmatic elements. The clini-
cal experience separates the nurses from the social workers and provides the po-
tential “to implement things in a different way”. A reason not to overemphasize the 
nursing character of the education is that there is a strong link to what is called “the 
medical model and medical thinking”. The development within psychiatry is to de-
part from that model and thinking. This can be seen as the influence of the social 
sciences related to the promotion of personal, social and cultural welfare (agogiek 
and andragogie) on the education. Nursing methodology is based on that because 
as they say, education focuses on guidance and support. In 1979, a social psychiatric 
nurse is described as “a worker in mental health care who tries to initiate an influ-
encing process focussed on the entire context of the individual who requests care, 
more specifically, on the living environment.” In education, the required attitude 
development for activity in the profession in the field of societal health care is the 
central point. Greater detail of what this attitude means is not described. 

The difficult relation between the education and the work field, especially the 
desired autonomy by the schools is a theme that frequently reoccurs. It is, for in-
stance, difficult to reach agreement about the conditions of a traineeship and re-
lated mentoring. The different work places have their own ideas about such condi-
tions for nurses and some of the education training institutes accept these condi-
tions. The difference concerning the conditions for nurses becomes clear in 1979. In 
the work field there are opinions to change the education so that nurses will focus 
on the initial aftercare of patients. The education establishment think that this 
group already has enough attention and does not implement the changes. Obvi-
ously there is a limit to the adaptability of the schools. 
 
Aside from the professional education for social psychiatric nurses, around 1970, 
nurses become more interested in deeper, additional education. For example, edu-
cation in the fields of group therapy, relation therapy and behaviour therapy starts 
slowly. In 1976, a publication, written by a nurse is published in which it is stipulated 
that social psychiatric nursing should focus on family treatment. For registration as a 
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psychotherapist, on which a committee advises the government in 1981, nurses are 
excluded. An academic education is necessary to be registered. 

The existence of a professional foundation in 1979 can be viewed as a signifi-
cant moment in the professionalization process of social psychiatric nursing. In the 
beginning the foundation mainly tries to influence nursing working conditions. 
However, the attention quickly turns to professional content. An example is the dis-
cussion that takes place in the foundation about the development within the pro-
fessional group. This demonstrates the worries about the inclination of nurses to 
develop in the direction of a therapist. Aftercare and what is referred to as the un-
derprivileged is neglected. The schooling, as is stated, should focus more on curative 
activities for what is referred to as “hopeless cases”. 

Social psychiatry in the province of Limburg until around 1975 

Social psychiatry exists in the Province of Limburg since the latter part of the 1930s, 
some fifteen to twenty years later than the first initiatives in the Netherlands. De-
velopments are slow in the beginning. Especially the small number of patients, 
mostly children and adults without an institutional history, make use of the consul-
tation hours. These consultation hours are offered by psychiatrists of the Venray 
institutes St. Servatius and St. Anna, with the assistance of a nurse. Incidentally, the 
nurse makes house calls. Aftercare in the literal term, does not yet exist. 

With the appearance of the full-time nurse in 1940 growth begins. The nurse 
makes a great number of house calls. The calls are especially focussed on 
(ex)patients and therefore on the aftercare. Growth continues after the end of the 
war and is mainly conducted by the growing group of nurses. The number of psy-
chiatrists remains low until late in the 1960s. Until that time, with one exception, 
they work on a part-time basis. Around 1960, there are six active aftercare nurses. 
Aside from making house calls, they participate in monthly meetings held at the 
institutes together with the psychiatrists. Testing probationary release, discharge or 
(re)-admission of patients is discussed during these meetings. These meetings are 
no guarantee for good cooperation. Releases are regularly organized without after-
care service and admissions, although necessary according to the service, fail to be 
carried out. 

As of 1958 the number of contacts between the institutes and aftercare in-
creases. The biggest increase (100 percent) in 1963, takes place after the introduc-
tion of the provincial aftercare psychiatrist. The contacts, which are mainly by cor-
respondence, take place when a probationary release or discharge is announced. 
The number of contacts between the institute psychiatrists and patient family 
members decreases during the same period. 

The position of the institute psychiatrist remains important. Real psychiatry is 
carried out in the institutes. For a long time social psychiatry is an extramural exten-
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sion of the institutional psychiatry. Social psychiatry is highly based on experience 
and knowledge and is a kind of societal service, focused on the prevention of 
(re)admission and accelerating discharges. 

Social psychiatry cannot exist without aftercare nurses. They visit and control 
patients and provide information to the psychiatrists. The information provided by 
the nurses plays a critical role in decisions concerning probationary releases, dis-
charges and (re) admissions. 

In 1956, the regionalization of extramural healthcare begins and it concludes in 
1960. In an organizational way, Limburg is an early adaptor in the formation of the 
RIAGG’s, which takes place in 1982. 

By the end of the 1960s, changes with respect to content also become visible. 
The population of aftercare patients, which can be defined as young, chronic pa-
tients who need intensive care increases. A new type of patient also appears; a 
group with what is known as “psycho-social” and life problems. The activities within 
the social psychiatric domain shift from aftercare towards precare. The appearance 
of a new professional group, the psychologists, makes an end to the hegemony of 
psychiatrists and nurses and contributes to the advanced treatment-orientation of 
social psychiatry. After 30 years the aftercare has seen better days. 
 
The developments in social psychiatry in Limburg, in many ways are no different 
than the developments that took place in other parts of the country, although de-
velopments are not completely the same everywhere. There are significant differ-
ences between the cities and provinces as well as between the cities and provinces 
themselves. The main difference is that in Limburg, developments begin later and 
are slow moving for a longer duration. There are a couple of reasons for this. 

Especially in the fast-growing cities – what is now called ‘big city problems’ are 
substantial and recognizable. Initiatives in the area of mental hygiene and pre and 
aftercare are urgent. The urgency is bigger than in Limburg, where the problems, 
against the background of a more homogenous population and the religious based 
societal connections are less urgent. The cities have, unlike the smaller cities and 
villages in Limburg, a direct financial interest in preventing or reducing admissions 
of relatively large groups of patients. They can, because they are bigger players in 
the social psychiatric domain, take a stand, in any event, more so than in Limburg 
the Catholic Green Cross Association. Fiscal funding of the pre and aftercare services 
is in Limburg, and also in other regions outside of the cities, for a longer period, hin-
dering the development of social psychiatry. Change occurs with the introduction of 
the national funding in 1961 and completes with the funding of social psychiatry 
through the AWBZ in 1971. 

The slow development of social psychiatry in Limburg can also be explained by 
the continuous shortages of psychiatric manpower. This is partly the result of lim-
ited finances, partly the result of the social psychiatry’s low status and partly the 
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result of a shortage of psychiatrists in general, with or without a Catholic back-
ground. In 1957 the St. Servatius institute hires its first neurologist. Until this time 
only doctors with psychiatric experience are employed at the institute. The attitude 
of the institutes contributes to the late start up of aftercare services. St. Anna’s 
management does not see a leading role and only wants to cooperate by making a 
psychiatrist and nurse available to the consultation bureau. The small number of 
referrals from institutes to aftercare services can be seen as proof that there is little 
enthusiasm. 

The influence of the Roman Catholic Church, a prominent figure in Limburg at 
that time, is unsure. The Limburg clergy, board members of the Catholic Green 
Cross, plead several times for mental health care in the province. Whether or not 
the church has any direct influence on the development of social psychiatry and if 
so, can it be connected to its slow start and slow development, remains unclear. 
 
The regionalization of extramural psychiatry (1960) can be considered special. In 
relatively homogeneous Limburg, there are no dominant cities. Two Catholic insti-
tutes, St. Servatius and St. Anna and the Catholic Green Cross, play a major role. 
Within this institutional emptiness, a modern infrastructure for extramural mental 
healthcare develops with relative ease. The structure remains when the process of 
secularization commences and the role of the church and religion diminishes. From 
here on the extramural healthcare in Limburg takes the lead when compared with 
the developments in other parts of the country. 

The mental health care from 1985 until present 

The strong growth of the mental health domain continues after the formation of the 
RIAGG’s. This applies to intramural and extramural care as well. In 1982, seven out 
of 1,000 inhabitants request help. This number grows to 17 per 1,000 inhabitants in 
1997. In 1997 the year prevalence of the number of clients in the Netherlands is 
estimated at more than one million. A large majority of these clients stem from the 
RIAGG’s. In 2006 one and a half percent of the population, approximately 247,500 
persons, are registered. As the number of patients increases so does the number of 
personnel. In 1985 there are some 35,000 full time equivalents. This continues to 
grow – 45,400 in 1996 – in the years thereafter, but it is not only growth that char-
acterizes mental health care. 

With respect to content there are other important developments. At the 
RIAGG’s psychotherapy becomes more important. Psychotherapists, including psy-
chiatrists that are educated as such, are now the leading professional group. This 
also holds true in psychiatric hospitals and psychiatric departments located in gen-
eral hospitals, although less than at the RIAGG’s. 
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The trend to hold onto patients for as short a time as possible continues in the 
institutes. As a result of the number of discharges increases and the demand for 
aftercare increases.The RIAGG’s are unable to meet the demands and hospitals ex-
pand the outpatient departments. In spite of the expansion there is not enough 
continuity of care. The outpatient departments develop quickly into departments 
where broad extramural care is offered and they look more and more like the adult 
care departments at the RIAGG’s 

In the 1980s biologically oriented psychiatry, which has been for a long time 
unpopular but has never disappeared, has a revival. This revival is stimulated by the 
availability of effective psycho-pharmaceuticals. This adds to the fact that by pre-
scribers as well as patients, along with psycho-therapy, medication is accepted as a 
satisfactory method of treatment. 

For the psychiatrists the growing medical-biological orientation means that 
their position gains strength. They are not only active in the field of psychiatric di-
agnosis but also in the field of psycho-therapy and the treatment by medication, 
which covers the entire therapy work field. Once again, especially in the RIAGG’s, 
they have a steering role in the position of treatment coordinator or team leader. In 
the intramural domain, their role has never really been at risk. 

During the 1990s the character of psycho-therapy begins to clearly change. 
Many familiar forms of fundamental and insight giving treatment are now replaced 
by more pragmatic, problem-oriented working methods. This change can be ex-
plained in two ways. The first is that “old style” psychotherapy is too exclusively 
applied to the young, well-educated and motivated persons requesting help. From 
the start the criticism of the RIAGG’s is that the group that does not possess these 
characteristics receives too little attention. What is also important is that the 
heightened insight that the more person-oriented method of psycho-therapy is in-
sufficiently effective for both groups of patients and that any rational working 
methods such as cognitive therapy are more effective. Evidence-based working in 
mental health care also becomes a directive starting point. The “old-style” psycho-
therapy as a prominent method of treatment has seen her best days. Many psycho-
therapists set up their own practices. They are replaced by psychiatrists, psycholo-
gists NOT psycho-therapists and social psychiatric nurses. 
 
Throughout the years government influence on mental health care continues to 
grow. This can be identified in the examples of two policy memoranda: the Struc-
tuurnota Geestelijke Gezondheidszorg (1974) and the Nieuwe Nota Geestelijke Ge-
zondheidszorg (1984). 

The central theme of government influence is the establishment of an inte-
grated, complete comprehensive and accessible system of care services, which is 
regionalized and manageable. Continuity of care is an important starting point. 
These issues are described in greater detail in the policy memorandum Beleidsvisie 
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Geestelijke Gezondheidszorg (1999). Announcements are made concerning the 
strengthening of the first-line (free accessible care without referral), the conclusion 
of the RIAGG’s and the psychiatric hospitals as distinct services and a reshuffling of 
the professional structure. The focus is on such issues as admission, substitution, 
the establishment of care chains to improve the continuity of care, demand driven 
instead of supply driven care and strengthening the position of the customer. 

The final point is already apparent since the establishment of the Special Ad-
mission to Psychiatric Hospitals Act (BOPZ) in 1992 and the Medical Treatment 
Agreement Act (WGBO) in 1995. Aside from the introduction of the regulations the 
role of the customer and/or their representatives, begins to increase. This becomes 
evident by the influence of the Ypsilon Foundation for family members and others 
associated with schizophrenic or psychotic disorders. A final example of the chang-
ing role of the customer is the inclusion of (ex) patients as expert witnesses in the 
process of patient education and the development of treatment programmes and 
protocols. 

Government involvement leads to a growing organizational cooperation be-
tween the psychiatric institutes and the RIAGG’s. The merger between intra- and 
extramural institutes that started in the beginning of the 1990s continues and ten 
years later, in 2003, the dismantling of these large institutes is announced. Mental 
health care will be organized in two layers. In the first layer, the integrated first-line 
care, the larger section of persons with a psychiatric disorder will receive short-term 
generalised care, provided by the family physician, the social worker or the first-line 
psychologist. The second layer, specialized ambulatory and clinical mental health 
care, is for persons with serious and complex problems who are not suitable for 
first-line treatment. From the 60,000 persons necessitating long-term care and as-
sistance, 25,000 of these require intensive care as a result of social and behavioural 
problems. The goal is not to cure or make them better, but to educate them to cope 
with their limitations that result from their disorder. 

The government policy is, as with somatic health care, focussed on what the 
Minister referred to as “curing the illness and, as much as possible, limiting the 
damaging effect of it”. To stimulate the coherence of the care framework and the 
effectiveness of the entire curative care, financing, of what in terms of the Minister 
is referred to as “Medical Mental Health Care”, is transferred (January 1, 2008) from 
the AWBZ to the Health Insurance Act (ZVW). As a financial model in medical mental 
health care, just as in somatic care, the diagnosis treatment combinations are intro-
duced. From then on psychiatric problems are put in line with somatic problems and 
are characterized as medical in the literal sense of the word. 
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Social psychiatric nursing from RIAGG’s inception 

With the growth of the social psychiatric domain, the number of social psychiatric 
nurses also grows. In 1986, there are 761 fte’s and in 1995, 1,065. From the esti-
mated 1,544 active social psychiatric nurses in the second-half of the 1990s, 87 per-
cent is employed at the RIAGG’s. The others are employed at psychiatric hospitals, 
consultation bureaus for alcohol and drug problems and psychiatric departments 
located in the general hospitals. In 2008 there are approximately 2,580 social psy-
chiatric nurses. The expansion of this profession is only one aspect of its develop-
ment. This development is strongly influenced by the developments taking place 
within extramural healthcare and related circumstances. 

The heightened focus towards psychotherapy, following the commencement of 
the RIAGG’s, executed to treat the growing number of patients with psycho-social 
and life problems, leads to a more psychotherapeutic orientation of nurses, or at 
least, to the adaption of psycho-therapeutic insights and working methods. They 
begin to focus more, but not completely and not exclusively on the above-
mentioned patient category. Therefore, the attention for the initial group, the (non) 
chronic patients with a history of institutionalization, later expanded to a group of 
persons with low performance status, and eventually in combination with behav-
ioural problems, decreases. The patient in his living environment is no longer the 
nurse’s central focus of attention, but the patient visiting the RIAGG. In the mid- 
1990s, about 60 percent of nursing contacts take place at the RIAGG locations. 60 
Percent of the nursing staff has contact with patients, twenty percent with the pa-
tient’s partner and ten percent with family members. Six percent of the nursing staff 
works with client groups. 

The clients and their problems are diverse. It not only concerns people with 
psychiatric problems and disorders in a limited sense, but also persons with, for ex-
ample, a limited social network, employment, housing, financial, relational and exis-
tential problems, issues caused by maltreatment and violence, problems expressing 
themselves clearly and with a relatively low education level. Chronic patients make 
up approximately fifteen percent of the nurses’ client base. Compared with the 
other RIAGG personnel, the nurses do not focus on the treatment of people with 
apparent psychiatric problems, but more specifically on groups with social and so-
cietal problems. The core responsibilities of these nurses are mainly the intakes, 
consultation hours and reception shifts, crisis intervention and treatment and coun-
selling. Direct patient care is primarily to offer help and structure and consultation 
in material and non-material problems. Secondary are issues such as network de-
velopment and support, care coordination and activities regarding management and 
intake of medication. 
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Until the 1990s, social psychiatric nurses are the only nurses to play a substantial 
role in the social psychiatric domain. Changes occur with the start of intensive psy-
chiatric home care. From the psychiatric institutes, institute nurses provide short-
term care, focused on Activity of Daily Living ADL-functions, medication usage and 
providing advice to family members on how to handle the patient with a goal to 
limiting or preventing re-admissions. 

Around 2000, other nurses such as those with an educational background as 
Nurse Specialists GGZ or with Master of Advanced Nursing Practice or Evidence 
Based Practice, become active in the social psychiatry domain. The professional 
education for social psychiatric nursing is terminated in 2002. Before the last diplo-
mas are awarded in 2007, the programme “Post HBO-SPV” is launched in coopera-
tion with some universities of applied sciences and initiated by the former Dutch 
Association of Social Psychiatric Nurses. The association considers this programme 
as the [new] professional education. Graduates from other programmes, and only 
under strict conditions, are registered in the SPV register, which is established by 
the professional foundation in 2003. The HBO-SPV programme educates profes-
sionals to work with groups that receive little or no attention or support and are at 
risk of dropping out, are living in social isolation and are in many ways vulnerable. 

Establishing the course goals is linked with a development of the professional 
group, which becomes clear in the early 1990s and can be summed up as attention 
towards social psychiatric course of thought. Appeals are made to see the patient as 
a part of his/her societal and social cultural context, to involve this context as part 
of the treatment and to work demand oriented rather than diagnosis oriented. So-
cial psychiatry is positioned across from what is called “result oriented” and “in-
strumental technical care” and is more than only extramural psychiatry. 

The social psychiatric nurses not only focus on caring for the vulnerable and the 
underprivileged. Since the beginning of the decennium, the nurses are actively in-
volved in first-line healthcare. RIAGG personnel are appointed to strengthen the 
first-line through consultation. The nurses provide a major part of these consulta-
tions: 75 percent of the total of 10,000 in 2004. 
 
Support of the first-line is formalized in 2001 with the establishment of the Regional 
Support Structures (Regionale Ondersteunings Structuren). In addition, the position 
of assistant to family doctors (POH-GGZ) is established in 2008. Social psychiatric 
nurses and social workers are mentioned as candidates. In the meantime the pro-
fessional foundations of both of these professional groups develop a performance 
profile POH-GGZ. The position of NVSPV-V&VN with regard to the performance pro-
file indicates that the association strives to extend and consolidate the role of social 
psychiatric nurses in the first line. For the time being it is uncertain whether and 
how the extension of the domain will continue. 
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There is also uncertainty about the consequences of the planned de-
categorization of the second-line mental health care. Social psychiatric nurses could 
be, as it now looked, employed in the specialized mental health care sector as part 
of the approximate 60,000 patients with complex problems. The report ‘Zorg van 
velen’, from which the Minister of Health is advised to choose contextual care, is 
tailor-made for this aspect. The question is whether or not this will happen and if 
yes, will care be structured according to the wishes of the nurses? Not excluded 
here is that what nurses call “instrumentalization and protocolization” will also oc-
cur. For the time being, the nurses do not select this. 
 
It is conceivable that extramural mental health care nurses will be active in three 
sub-domains of extramural healthcare: generalized first-line, and in two parts of the 
second line – the part that focuses on treatment and the part that focuses on care 
and guidance. The nursing group, formed by those who refer to themselves as social 
psychiatric nurses, will decrease. Officially, the title “social psychiatric nurse” no 
longer exists and it is doubtful whether nurses with different educational back-
grounds will call themselves that. The domain of social psychiatry no longer exists 
under this name and the title “social psychiatrist” is rarely used. Why then, should 
the social psychiatric nurses be an exception? It is difficult to say whether or not, as 
a consequence, social psychiatry’s course of thought will disappear. 

Feedback to the theory 

The following diagram outlines the most important developments in the social psy-
chiatric domain and in the most important professions that are active within it. The 
diagram indicates professionalization ideas according to Abott and provides more 
clarity in terms of Benson’s related ideas on intra and inter-professional coherence. 
 
The claim of social psychiatry until the early 1960s is simple: Keeping people with 
psychiatric problems out of the institutes. At first this is achieved by the provision of 
aftercare. Later at the beginning of the 1950s precare is included. The content of 
the pre- and aftercare does not differ much. It concerns a limited scale of activities 
in which control and structure are essential. The way in which to realize this is the 
great number of house calls carried out by the nurses and the consultation hours 
headed by the psychiatrists. 

The claim of social psychiatry is realized by two professional groups that are ac-
tive within the domain. They are the only players. The domain’s claim is the same as 
the claim made by the two professional groups. They work closely together and 
their relation is clear-cut. The small numbers of psychiatrists who work mostly on a 
part-time basis are the front runners and have the final responsibility, the greater 
number of nurses who work mostly on a full-time basis carry out the work within  
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limitations set down by the psychiatrists. The limits are flexible and for a large part, 
the nurses are able to decide themselves on how the tasks shall be carried out. Per-
sonal insight and experience are equally important for the nurses and psychiatrists 
alike. There is no such thing as a knowledge area of social psychiatry or social psy-
chiatric nursing. The fact that nurses can, from 1937 onwards, participate in a pro-
fessional aftercare education does not change this. 

The claim proves successful. Patients are kept out of the institutes without too 
many problems. Patient numbers slowly increase. The significance of this material-
izes through partial financing in 1961. The financing and the related personnel re-
quirements can also be viewed as governmental interference. The government uses 
the financial conditions and influences, not so much the content, but at least the 
structure and organisation of the Social Psychiatric Services. A new player enters the 
social psychiatric domain, whose influence becomes more evident in the early 
1970s. Thanks to the financing, services continue to grow and focus on clients with 
less serious or acute psychiatric problems, clients that benefit from long-term sup-
port and guidance. 

In regards to the actual work of psychiatrists and nurses, the extension of care 
does not pose any great consequences. The claim doesn’t yet change. This also ap-
plies to the intra- and inter-professional coherence. Coherence is high within and 
between the groups. There is agreement about the idea that aftercare for institu-
tional patients is the core of the activities. At the moment that a new patient cate-
gory comes to light (1950s), the patient group has never been institutionalized, the 
precare and prevention of admissions becomes a new social psychiatric position 
that gains acceptance of both groups. This is an indication of both intra and inter-
professional ideological consensus. The ideology scarcely develops or is differenti-
ated. In more common terms, pertains to care, guidance and support. 

There is also consensus within and between the two groups about their role and 
related tasks to be filled or performed. This is also an indication of intra as well as 
inter-professional domain consensus. The fact that within and between both pro-
fessional groups daily work responsibilities are executed apparently without prob-
lems is an indication for coordination and positive evaluation of each other’s work. 
At first there is little thought behind this and not much is worked out officially. The 
hierarchy between the part-time psychiatrists and the full-time nurses is clear. This 
is emphasized by the fact that the psychiatrists take the lead in the aftercare educa-
tion of nurses. For a long time, the psychiatrists also decide on the educational con-
tent. The daily work routine of the nurses, whilst keeping within the hierarchical 
structure, allows for a broad scope in which to organise and perform their tasks in 
accordance to their own ideas. In the Netherlands, both professional groups from 
the social psychiatric domain, remain throughout the third and forth decades, in 
terms of intra- and inter-professional coherence, in balance. 
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Changes occur during the start of the 1960s. The domain receives an impulse 
from the National Subsidy Ruling for Social Psychiatric Services. Important is the 
arrival of psychologists who play a significant role in the social psychiatric domain. 
Also important is the anti-psychiatric movement. The influence of social, societal 
and inter-personal factors in regards to existence and resolving psychiatric, psycho-
social and life problems gains strength. Under this influence, the claim of social psy-
chiatry changes and differentiates. Focus is not only on the prevention of admis-
sions, but also on prevention, treatment and solving or at least, managing problems. 

Amongst these changes, new approaches begin to appear and within a rela-
tively short period, psycho-therapy treatment methods achieve importance. Pre- 
and aftercare with position control, guidance and support move to the background, 
but do not disappear altogether. The changes of the domain claim also takes place 
in the claim of psychiatrists and nurses. At first this moves along slowly and does 
not infiltrate the entire body of the professional groups. An example of this is the 
growing interest amongst nurses of psycho-therapy oriented working methods and 
education. The high intra- and inter-professional coherence in and between the two 
professional groups is no longer obvious and is slightly lower than in the earlier 
years. The coherence between nurses and psychiatrists at one end and psycholo-
gists at the other can be considered as low. 

At the beginning of the 1970s these changes become more evident. The fiscal 
support for social psychiatry by the AWBZ from1971 onwards provides a major im-
pulse to the sector. This method of financial support can be viewed as societal rec-
ognition of social psychiatry’s claims of success or, at least, the recognition of its 
importance. This fiscal support stimulates further growth. 

Against a background of changing ideas about the existence and treatment of 
psychiatric problems, in combination with the arrival of a new category of patients, 
built up by people with what is known as psycho-social and life problems, the social 
psychiatric claim noticeably changes. The focus shifts from generic support 
throughout pre- and aftercare, towards extramural psycho-therapeutically oriented 
treatment of psychiatric patients and people with psycho-social and life problems. 

Many of the nurses follow this new orientation. The profession’s claim becomes 
differentiated. One part focuses on the new group of patients and specializes in 
psycho-therapy while another part continues with their previous work. Inside the 
professional group a certain kind of divergence begins about the agreement of the 
work field, the tasks to be carried out and the knowledge and competences re-
quired. The same applies to the psychiatrists. 

The interference of psychiatrists in changing nursing education, illustrates the 
existence of the first group, at least for a part, of innovative ideas about how social 
psychiatric medical practice and social psychiatric nursing practice, should be struc-
tured and organized. The interference of psychiatrists in nursing education also in-
dicates that a certain kind of hierarchy still remains between both professional 
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groups. However, nurses remain highly autonomous in the structuring and organiza-
tion of their work. 

Within the social psychiatric domain, in both groups of psychiatrists and nurses 
as well as between the both groups, a decreasing yet reasonable amount of profes-
sional coherence can be seen. Coherence is low between the two groups and the 
rising professional group of psychologists. The inter-professional coherence within 
the psychologist group is high. 

Growth of the domain continues after the initiation of the RIAGG’s. The claim of 
what less often is called social psychiatry and more often extramural psychiatry 
changes rapidly. The focus points include prevention and extramural treatment of 
psychiatric, psycho social and life problems. The most significant working method is 
psycho-therapy, especially long-term insight-providing forms of psycho-therapy. 
With the increasing role of psycho-therapy and psycho-therapeutically oriented 
working methods, the RIAGG consulting room becomes the workplace. The specific 
characteristic of social psychiatry, interventions taking into account and making use 
of the patient’s immediate surroundings disappear, except from crisis intervention, 
into the background. This continues throughout the years that biological psychiatry 
gains ground and the long-term forms of psychiatry are replaced by more pragmatic 
problem-solving methods. The claim of psychiatrists grows and in line with it, the 
intra-professional coherence of the group also grows. The importance of the claims 
by psychologists and psycho-therapists decreases at the same speed. They begin to 
leave the RIAGG‘s in large numbers. A new generation finds employment as first-
line psychologists. 

There is no unequivocal claim coming out of the nursing group. The ideas con-
tinue to be divergent. In the first place there is the group of patients on which at-
tention should be focussed: the underprivileged group of chronic and non-chronic 
patients against patients with relatively minor psychiatric and psychological prob-
lems. Next there are the activities that must be carried out for patients: guidance 
and support vs. treatment/ psycho-therapy. And finally, there is divergence within 
the vision about which activities are necessary: the necessity to include the social 
context in patient approach vs. the individualized approach. In other words, domain 
and ideological consensus are constantly under pressure. The same can be said for 
the positive evaluation of one another’s work and thus, in summary, the intra-
professional coherence. 

The group of social psychiatric nurses active in the domain of extramural mental 
health (2008) can be divided into three groups concerning domain and ideological 
orientation. This is an analytical division: in fact the same nurses are active in differ-
ent settings. The first group focuses on working with (non-) chronic patients with 
complex problems. The group chooses for what is called the “rehabilitation” ap-
proach. The goal is not healing, but to assure as satisfactory a human existence as 
possible, taking into account and using the social context. The second group focuses 
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on the usual RIAGG work. This can be described as a low to moderate complex guid-
ance of people with moderate to serious psychiatric and psycho-social problems. 

The third group is currently active in consultation of first-line care and focuses 
on the continuation of it. The activities are both diagnostic and consulting. One mat-
ter that makes it more complex is that extramural mental health care is no longer 
the exclusive work field of social psychiatric nurses, and that differently educated 
nurses are now actively involved. 
 The nurses’ claim is more diversified than ever. The conclusion can be drawn 
that there is currently less domain and ideological consensus amongst the group of 
social psychiatric nurses than there was previously. Against a background of an as-
sumed relationship between these two dimensions and the dimensions positive 
evaluation of one another’s work and work coordination, the conclusion can be 
drawn that the latter two will not be high. The conclusion, as a consequence, ap-
plies to the level of intra-professional coherence within the nursing profession as a 
whole. 

Remarks according to methodology and content 

With reference to this study some methodological and content remarks can be 
made according to reliability and validation.541 Reliability refers to the absence of 
coincidental distortions; validation means the absence of systematic distortions. 

An important indicator of reliability is the eventual virtual reproducibility. In 
principle, this study can be reproduced using the same methods since the research 
situation has not changed. The only exception is the interviews. Taking into account 
the ages of the nurses, it is most likely that not all of the nurses that provided in-
formation in Chapter 7 are still reachable. Another aspect of reliability is the inter-
subjective agreement between the members of the research team. This study guar-
antees the agreement in different ways. Throughout the project, regular discussions 
were held about the project status between the researcher and research supervi-
sors. This is also called ‘argumentative reliability’. During the preparation and execu-
tion phase, described in Chapter 6, of the status research, interrater agreement is 
guaranteed. In this case there were two researchers and two reviewers. Regular 
checks were in place to make sure that any information uncovered and the interpre-
tation of it was the same. 

Literature, archives, patient records and interviews are used throughout the 
study. This method of resource triangulation adds to the validity. Accomplishing 
validity is underlined by the occurrence of data saturation both in and between the 
different types of resources. 
 
                                                                 
541 Definitions and details can be found in Maso, I., & Smaling, A. (1998). Kwalitatief onderzoek: praktijk 
en theorie. Amsterdam: Boom, chapter 4, 64-86.  
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It is remarkable that there is little information gathered about the social worker 
group. Remarkable in that it is a professional group that is regularly associated with 
the social psychiatric nursing group. It is plausible that initially for numerical reasons 
little contact is made with one another. The number of social workers in extramural 
psychiatry (1975) is an estimated 91 out of 491 social psychiatric nurses.542 A section 
of the social workers, part-time and full-time, are active in the Child Guidance Clin-
ics and Centres for Marriage and Family Problems. Twenty years later the number of 
social workers and nurses are about 600 against 1,125.543 

During the period 1989-1994, the number of social workers decreases by 23 
percent and the number of nurses increases by 40 percent. The reason for this is 
that social work, by its psycho-therapeutic orientation, looses tasks from about 
1970 that are taken over by the nurses.544 Obviously the professional claim between 
the nurses and the social workers differs, which is the reason they focus on different 
types of clients, different working methods and for this reason, they do not meet. 
 The decrease of social workers continues into the 1990s. “By the employers in 
the GGZ both professional groups are looked at as equal and interchangeable, at the 
work floor, however always a choice for SPVérs is made”.545 The social workers have, 
for at least a part, ideas about tasks that are not in line with the ideas of others. 
“They see themselves also in the role of (psycho) therapists, specialized in the field of 
psycho social care, mainly for couples and families”.546 The social workers are insuf-
ficiently different from psychologists and psycho- therapists and for these disci-
plines “a position as such for social workers is hardly acceptable”.547 In other words: 
the RIAGG social workers did not succeed in holding on to their claim. In other 
places such as general social work and in the personnel administration at companies 
and institutes, they do succeed. Here they focus on the application of regulations, 
on labour conditions and the mediation with individual problems. 

Psychiatrists have a significant influence on the development of the social psy-
chiatric nursing group. The emphasis on the nurses in this study to a certain degree 
underexposes this influence. In other words: a more psychiatrist-focused study on 
conceptions and aspects of cooperation could lead to a differentiation and comple-
tion of the developed view of the course of events in everyday practice of social 
psychiatry, so strongly influenced by nurses and psychiatrists 

                                                                 
542 Romme, M.A.J. (red.) (1978). Voorzieningen in de geestelijke gezondheidszorg: een gids voor consu-
ment en hulpverlener. Alphen aan den Rijn; Brussel: Samsom, 24.  
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Conclusion 

In 2003, the Minister of Health has announced that the care for a group of approxi-
mately 60,000 chronically ill patients will become a part of what will be called “spe-
cialized mental health care”. Obviously the social psychiatry domain does not disap-
pear, but, without being named as such, it takes another form. Obviously there is a 
relatively small group of people, who for different personal and societal reasons are 
unable to cope and require care. 

There are two reasons for the continued availability of this care. The first reason 
is the pressure that the group (not everyone involved continued or at the same vol-
ume) lays on their direct living environment and the society. Having a son or daugh-
ter with a double diagnosis brings about more grief, care and fear than most par-
ents are able to cope with and think possible. The unpredictable, sometimes de-
structive, behaviour of some patients e.g. those with a border-line personality dis-
order, can be very de-regulating for care or cure oriented services and it costs a lot 
of energy and money. The second reason has to do with the burden and limitations 
that many persons from this group experience. The absence of employment and 
income, a good home, difficult or no contacts and relations, for a longer period of 
time and often in combination with one another, is to put it mildly, a demorali-zing 
prospect. 

It is wise and humane to continue care for this type of group. An important cri-
terion is that care maintains a low threshold and be easily accessible and open. It is 
already apparent that patients find their way to social psychiatric nurses, working in 
family physician practices, on their own. Aside from the way in which the mental 
health care domain is organized, patients obviously require (although they will not 
express it this way) experienced personnel who are able to assess which type of 
care is required and how this care should be administered. This type of care, to ex-
press it in terms of Orem’s Self-Care Deficit Theory of Nursing varies from “suppor-
tive educative” and “partly compensatory” to “wholly compensatory” activities.548 
Historically these kinds of activities are part of the domain of nursing. Well educated 
nurses are qualified to carry out this work. What they are called is of secondary im-
portance. 
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