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Summary
Background This study aimed to assess indicators of psychiatric institutionalization and their changes over time 
across the Southeast Asia Region (SEAR).

Methods We collected numbers of psychiatric beds, specialized forensic psychiatric beds, beds in residential facilities 
for people living with chronic mental illness and prison populations in the 11 SEAR member states between 1990 
and 2024 using primary and secondary data sources. We calculated median rates per 100,000 population, as well as 
percent changes of the median rates between the first and last available data points. We also compared findings in 
SEAR with OECD countries.

Findings Psychiatric bed numbers and prison population were available from 10 countries. Bed prevalence increased 
in seven countries, but decreased in three. The median psychiatric bed prevalence was 1.5 at the first and 2.9 per 
100,000 population at the last data point (+94%). The prison population increased in nine countries, with the median 
rate changing from 60 to 123 (+106%). Data on specialized forensic psychiatric beds were available from seven 
countries, with a range of 0.0–0.5 beds at the last data point. Based on data from five countries, the median prev
alence of beds in residential facilities increased from 1.3 to 2.3. Psychiatric bed prevalence was on average about 5% 
of that in the OECD, while prison population rates were similar to those in OECD countries.

Interpretation Psychiatric bed provision in the SEAR is among the lowest worldwide. In contrast, incarceration rates 
are similar to those in high-income regions. Most countries have increased the prevalence of psychiatric beds over 
the past three decades, but they remain scarce, and further investments need consideration.
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Introduction
The Southeast Asia Region (SEAR) of the World Health 
Organization (WHO) is a group of 11 countries: 
Bangladesh, Bhutan, Democratic People’s Republic of 
Korea, India, Indonesia, Maldives, Myanmar, Nepal, Sri 
Lanka, Thailand, and Timor-Leste. The region holds 
over one-quarter of the world’s population and has a 
disproportionately large burden of mental disorders.1 

All countries in the region are low or middle-income 
countries (LMICs) based on the World Bank criteria.2 

There is a large treatment gap for people with neuro
psychiatric disorders,3 and the majority of people with 
mental illnesses do not receive any treatment.4 Most 
countries in the region have a national mental health 
policy that guides service development. In 2020, the 
SEAR had the lowest median mental health expenditure 
per capita in absolute terms (0.1 US$) and as a per
centage of the total public health expenditure (0.5%).4 

After the African Region, it had the lowest proportion 
of people with psychosis treated in the mental health 
systems (16%), the lowest prevalence of inpatient psy
chiatric beds, and the lowest prevalence of mental 
health professionals (2.8 per 100,000 population), 
including psychiatrists (0.4 per 100,000 population).4 

Bed numbers in the SEAR remain substantially lower 
than international recommendations. A worldwide 
Delphi panel, including experts from the SEAR, sug
gested a minimum standard of 30 psychiatric beds per 

100,000 population for balanced mental health ser
vices.5 In contrast, in the US, the need was estimated to 
be 50.5 per 100,000 people, in a context of highly 
developed outpatient care.6 Worldwide, need estimates 
for psychiatric beds have been increasingly higher than 
actual numbers of available beds.7 The functional inte
gration of mental health into primary care, based on the 
availability of pharmacological and psychosocial in
terventions, as well as training for mental health con
ditions at the primary care level, was 9% in the SEAR, 
the lowest among all WHO world regions.4

Suicide rates in the region were higher than the 
global average (10.2 vs 9.0 per 100,000 population) in 
2019, especially the female suicide rate (8.1 vs 5.4 per 
100,000).4 In the recent decade, the use of opium and 
other illicit drugs in the community has been on the 
rise. In some countries, the use of cannabis is part of 
traditional or religious rituals, even though it is not 
legalized. Nowadays, the SEAR is particularly affected 
by drug use disorders8 and has an important role in the 
global trade of synthetic drugs.9

An increase in the prison population in several 
SEAR countries above the worldwide median increase 
in the prison population has been reported.10 This in
crease seems to be particularly pronounced in women. 
The female prison population has more than doubled 
in Asia since 2000 and makes up 7.3% of the total 
prison population (higher than 6.8% worldwide).11 

Research in context

Evidence before this study
Numbers of psychiatric beds are well documented and 
quantified for a range of high-income countries. However, 
research from the Southeast Asia Region (SEAR) is scarce. For 
this study, we reviewed data from the WHO Mental Health 
Atlas, World Bank data, PubMed, and Google Scholar 
(1990–2024). This revealed limited mental health resources 
in SEAR, with a high burden of mental illness and a 
treatment gap, potentially leading to criminal justice 
involvement for those with severe mental health conditions. 
We did not find studies that examined psychiatric bed 
prevalence and prison population rates longitudinally over 
time in the SEAR.

Added value of this study
This is an international collaborative work, involving authors 
from six LMICs in the SEAR, thereby providing a diverse 
range of views. The study compiled and quantified data on 
general psychiatric, forensic and residential psychiatric beds 
and incarceration rates across ten SEAR countries. It provides 
a comprehensive, longitudinal analysis (1990–2024), offering 
a regional perspective and a view on long-term trends, and 
facilitating cross-country comparisons. Most of these data 
were previously unpublished and unavailable in the public 
domain. The study uses an indicator—the ratio between the 

prison population and available psychiatric beds—to assess 
the balance in developments between punitive and 
therapeutic forms of institutionalization or care. A 
disproportional lack of available psychiatric beds compared to 
incarceration capacities was identified in the region.

Implications of all the available evidence
While psychiatric bed provision increased in the SEAR, it 
remained very low as compared to global standards and 
OECD nations. Further investments in psychiatric bed- and 
housing-capacities, alongside strengthening community 
care, should be considered to meet the different treatment 
needs of people with mental disorders. Incarceration rates 
in the SEAR have increased, paralleling trends in higher- 
income countries and reaching a similar size. The trends 
suggest an imbalance in development and might point 
towards a disproportionate risk of incarceration for people 
with severe mental illness. Policies aiming to reduce the 
ratio between imprisoned people and psychiatric beds may 
shift individuals back to more therapeutic settings. Future 
research may examine the impact of specific care 
components, interventions and policies to reduce the 
criminal justice involvement of people with severe mental 
disorders and to specify transitory institutional or intensive 
care needs.
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Prisons in the region are typically overcrowded, and the 
resources are insufficient to meet basic needs and hu
mane conditions.12 The prevalence of psychiatric dis
orders in Southeast Asia prisons was estimated to be 
40–100% in prison populations, with hardly any mental 
health services in place.13 Incarceration rates have been 
suggested as an indicator of the institutionalization of 
people with mental illness, since serious mental illness 
and substance use disorders are highly prevalent in 
those populations.14 Many individuals experience 
recurrent incarcerations and psychiatric hospitaliza
tions over time.15 An association between the removal of 
psychiatric beds and increasing incarceration rates has 
been observed in Latin America, another LMIC re
gion.16 High rates of violent outcomes and incarceration 
have been described for people with the first episode of 
psychosis.17,18 Individuals with substance use disorders 
or traumatic brain injuries also have high rates of 
criminal justice involvement, especially when experi
encing homelessness.19 When incarceration rates are 
high and the availability of psychiatric beds is scarce, 
there may be a disproportionate risk of institutionali
zation for people with serious mental illness in the 
criminal justice system. Therefore, comparing those 
indicators within each country and across countries 
may guide developments towards more balanced 
systems.20

In the SEAR, there has been very limited develop
ment of forensic psychiatric treatment capacities.13 

Residential facilities are community-based non-hospi
tal care facilities providing overnight residence to peo
ple with mental health conditions. The WHO Mental 
Health Atlas reported the availability of beds in mental 
health community residential facilities for only three of 
the 11 SEAR countries. The median prevalence was 1.4 
residential beds per 100,000 population in those coun
tries.4 Changes over time in the prevalence of psychi
atric beds, prison populations, forensic psychiatric beds 
and beds in residential facilities have been reported for 
other world regions.16,20–22

The present study aimed to assess changes in in
dicators of psychiatric institutionalization as the preva
lence of psychiatric beds, prison populations, 
specialized forensic beds, and beds in residential facil
ities in the SEAR between 1990 and 2024.

Methods
Data sources
An international network of researchers participated in 
the study. We contacted potential collaborators based 
on contributions to the scientific literature, snow
balling, and personal contacts between May 24, 2019, 
and June 25, 2020. Given the high population and 
geographical extension of India, four collaborators from 
different cities participated. A standardized template 
was used to collect data on each indicator and year over 

the period between 1990 and 2024. Primary data were 
obtained by participating collaborators in their respec
tive countries. When data from primary and secondary 
national sources were unavailable, data were retrieved 
from World Health Organization reports,4 scientific 
publications, and the World Prison Brief online data
base.23 Detailed data sources for each country are re
ported in the Supplement. The national population 
counts, gross national incomes in US dollars based on 
the Atlas method and the GINI index were retrieved 
from the World Bank.2

Definition of indicators
Four different indicators were assessed: (1) Psychiatric 
beds as defined by the WHO, as any bed in hospital 
settings assigned to mental health treatment in psy
chiatric hospitals or general hospital psychiatric units 
(GHPU). (2) Forensic psychiatric beds included any bed 
reserved for the evaluation or treatment in forensic 
psychiatry ordered by courts of law. (3) Beds in resi
dential or housing facilities for people with mental 
illness, including non-hospital community-based 
mental health facilities that provide overnight resi
dence, usually serving users with relatively stable 
mental disorders not requiring intensive medical in
terventions. We excluded facilities exclusively providing 
treatment to people with substance use disorders or 
intellectual disability and generic residential facilities 
not intended to meet mental health needs (e.g., nursing 
and rest homes for older people, institutions treating 
neurological disorders or physical disability). (4) Prison 
populations were defined as all individuals confined day 
and night in jails or prison facilities on remand and/or 
sentenced.

Statistical analysis
Rates were calculated as the number of beds or 
imprisoned individuals per 100,000 population. The 
median and interquartile range, as well as the mean 
and standard deviation, were calculated. The percentage 
changes of the prevalence for each indicator were 
calculated between the first and last available data 
points for each country, and also for the median, mean 
and crude total of the region. Additionally, changes in 
absolute numbers of psychiatric beds and prison pop
ulations were calculated for the region as a whole. We 
also calculated a ratio between the prevalence of prison 
populations and psychiatric beds in each country and 
the region to estimate the relationship in size between 
more punitive and therapeutic forms of institutionali
zation.20 Findings for SEAR were compared with those 
from countries forming part of the Organization for 
Economic Cooperation and Development (OECD) to 
put regional data in the context of current de
velopments in high-income economies. The OECD is 
an international organization of 38 countries for which 
data are publicly available: numbers of psychiatric beds 
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were retrieved from the OECD,24 while prison popula
tion rates were retrieved from the Institute for Crime & 
Justice Policy Research.23 Findings were presented us
ing descriptive analyses.

Ethics statement
All authors had access to the database. Since this study 
used routine service data, ethics approval was not 
obtained.

Role of funding source
The funder had no role in study design, data collection, 
data analysis, interpretation, writing of the report or 
decision to submit for publication.

Results
As of 2023, the population of the SEAR countries 
amounted to more than two billion people. India 
accounted for over 68% of the population. All countries 
were low- or lower-middle-income economies in 1990. 
Eight out of eleven countries increased the income 
group from the low-income to the lower middle-income 
category between 1990 and 2023. North Korea was the 
only country in the region to change from a lower 
middle- to a low-income economy (Table 1).

From North Korea, we did not retrieve any data on 
psychiatric beds or imprisonment, so the country was 
excluded from the analyses. Primary data on the prev
alence of psychiatric beds and prison population were 
retrieved from seven out of 10 included countries. In 
the three remaining countries (Indonesia, Myanmar, 
and Timor-Leste), we contacted at least one researcher, 
who either was unable to obtain the data or did not 
sustain contact. Data were retrieved from secondary 
sources in these countries. Data on specialized forensic 

beds were obtained from seven countries and on resi
dential/housing facilities from three countries 
(Table 2).

Psychiatric beds
The prevalence of psychiatric beds increased when 
comparing the first and last data points in seven 
countries. Among them, the countries with the smallest 
population (Bhutan, Maldives, and Timor-Leste) did not 
have any psychiatric beds at the first data point. During 
the period of observation, they established psychiatric 
beds but were still among the countries with the lowest 
prevalence in the region at the last data points. The 
lowest prevalence was reported in Bangladesh, the 
Maldives, and Timor-Leste, all below one bed per 
100 000 population (Fig. 1 helps visualization; data are 
shown in tabular form in the Supplement).

Psychiatric bed prevalence decreased in three 
countries (Thailand, Myanmar and Sri Lanka). The 
median prevalence of psychiatric beds was 1.5 at the 
first and 2.9 beds per 100,000 population at the last data 
point. The strongest increase was observed in Bhutan 
from 0.0 to 2.5 psychiatric beds per 100 000 population. 
The largest decrease in psychiatric beds was reported in 
Thailand from a much higher level of 13.6 per 100,000 
population at the beginning of the observation period 
(−53%, 7.2 fewer beds per 100,000 population). A total 
of 42,958 psychiatric beds were calculated for the SEAR 
at the first data point and 81,859 at the last available 
data point. This implies an increase of 38,900 psychi
atric beds (+91%) for the entire region. Rates for the 
region as a whole increased by 19%, from 3.3 to 4.0 
beds per 100,000 population (Table 2).

Prison populations
The prevalence of imprisoned people increased in nine 
out of ten countries (Fig. 2 serves visualization; exact 
data are given in tabular form in the Supplement). The 
median prevalence of the regional prison population 
increased by 106% from 60 imprisoned individuals per 
100,000 population at the first to 123 at the last data 
point. The percentage change ranged between the 
Maldives, the only country in which the prevalence 
decreased (−15%, 58 fewer per 100,000, but still among 
the highest in the region), to the highest increase in 
Indonesia (+329%, 75 more imprisoned individuals per 
100,000).

The prison population in the region amounted to 
437,620 individuals at the first data point. At the last 
data point, it reached 1,334,440 imprisoned people, an 
increase of 896,820 (205%) (Table 2).

Specialized forensic psychiatric beds
Forensic psychiatric beds were available in seven 
countries (Table 2). No data were retrieved from India, 
Indonesia, and Myanmar. No specialized forensic beds 
were reported at the first and last data point in the 

Country Population 
2023

Income 
group 1990

Income 
group 2023

GNI per 
capita 2023a

Gini index

Year Score

Bangladesh 171,466,990 LI LMI 2880 2022 33.4
Bhutan 786,385 LI LMI 3600 2022 28.5
North Korea 26,418,204 LMI LI NA NA NA
India 1,438,069,596 LI LMI 2540 2021 32.8
Indonesia 281,190,067 LI LMI 4810 2023 36.1
Maldives 525,994 LI UMI 11 070 2019 29.3
Myanmar 54,133,798 LI LMI 1230 2017 30.7
Nepal 29,694,614 LI LMI 1430 2022 30.0
Sri Lanka 22,037,000 LI LMI 3540 2019 37.7
Thailand 71,702,435 LMI UMI 7200 2021 34.9
Timor-Leste 1,384,286 LI LMI 2020 2014 28.7

LI, Low-Income; LMI, Lower Middle-Income; UMI, Upper Middle-Income; HI, High Income; NA, not 
available. All data were retrieved from the World Bank webpage: https://data.worldbank.org/. aAtlas 
method (current US$).

Table 1: Population size, income group, per capita gross national income (GNI), and Gini index 
indicating income inequality in Southeast Asian countries.
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Countrya Psychiatric beds per 100,000 population Specialized forensic psychiatric beds per 
100,000 population

Beds in residential facilities per 100,000 
population

Imprisoned people per 100,000 
population

Imprisonment- 
beds ratioc

Period of 
observation

Rate 
at first 
point

Rate 
at last 
point

Percentage 
change

Period of 
observation

Rate 
at first 
point

Rate 
at last 
point

Percentage 
change

Period of 
observation

Rate 
at first 
point

Rate 
at last 
point

Percentage 
change

Period of 
observation

Rate 
at first 
point

Rate 
at last 
point

Percentage 
change

Ratio at 
last point

Bangladesh 1992–2022 0.69 0.79 14 2007–2022 0.01 0.01 −9 2006–2022 0.92 2.30 150 1993–2022 37.70 48.86 30 62
Bhutan 1990–2024 0.00 2.54 NA 1990–2022 0.00 0.00 NA 1990–2022 0.00 0.00 NA 2011–2014 141.11 156.62 10 61
India 1990–2022 2.33 3.97 71 ND ND ND NA ND ND ND NA 1993–2022 21.16 40.21 90 10
Indonesiab 1995–2020 4.18 5.54 33 ND ND ND NA ND ND ND NA 1990–2023 22.78 97.74 329 18
Maldives 1990–2024 0.00 0.76 NA 1990–2023 0.00 0.00 NA 1990–2023 28.23 38.02 35 1990–2020 387.63 330.46 −15 435
Myanmarb 2001–2020 5.50 3.31 −40 ND ND ND NA ND ND ND NA 1993–2020 124.03 184.39 49 56
Nepal 1990–2022 0.31 1.72 449 1990–2022 0.00 0.00 NA ND ND ND NA 1994–2022 29.47 92.71 215 54
Sri Lanka 1990–2022 9.90 8.18 −17 1990–2022 0.66 0.52 −21 1990–2022 3.72 2.91 −22 1990–2023 81.54 147.77 81 18
Thailand 1997–2024 13.58 6.42 −53 1990–2024 0.18 0.24 36 2007–2024 1.34 1.67 24 1990–2023 151.64 365.87 141 57
Timor-Lesteb 1990–2024 0.00 0.87 NA 1990–2024 0.00 0.00 NA ND ND ND NA 2003–2021 33.79 57.76 71 67
Median rates 1.51 2.93 94 0.00 0.00 NA 1.34 2.30 72 37.70 97.74 106 56
IQR 5.09 4.07 0.09 0.12 2.80 1.24 94.56 126.62 35
Mean values 3.65 3.41 −7 0.12 0.11 −8 6.84 8.98 31 98.86 151.75 48 84
SD 4.75 2.60 0.25 0.20 12.03 16.27 118.18 121.00 125
Absolute 
numbers 
(thousands)

43 82 90 0.23 0.30 31 2.00 4.75 137 439 1335 205

Total population 
(millions)d

1292 2070 60 237 288 22 159 192 21 1292 2070 60

Rates for the 
whole region

3.32 3.95 19 NA NA NA NA NA NA 33.88 64.46 90 16

Number of 
countries

10 10 7 7 5 5 10 10 10

Abbreviations: NA not applicable; ND no data; IQR Interquartile range; SD Standard deviation. Data sources for each country are shown in the online Supplement. aNorth Korea was excluded. bNo primary data were retrieved from these 
countries. cImprisonment-beds ratio indicates how many individuals are imprisoned per available psychiatric bed at the last data point. dPopulation counts were retrieved from the World Bank: https://data.worldbank.org/.

Table 2: Prevalence of psychiatric beds, specialized forensic psychiatric beds, places in residential facilities for individuals with mental health problems, and prison populations in 10 Southeast Asian countries.
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Fig. 1: Prevalence of psychiatric beds per 100,000 population (1990–2024).

Fig. 2: Prevalence of prison populations per 100,000 inhabitants (1990–2024).
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countries with small population sizes (Bhutan, 
Maldives, and Timor-Leste) and in Nepal.

An unchanged total number of specialized forensic 
psychiatry beds was reported from Sri Lanka. However, 
a decrease in the prevalence (−21%, 0.1 fewer beds per 
100,000 population) was observed due to population 
growth in the country. In Thailand, the number of 
forensic psychiatric beds has increased in the last 
decade, leading to a 36% increase in the prevalence 
(0.06 additional beds per 100,000 inhabitants) between 
the first and the last data point. A very low prevalence 
(0.009 per 100,000) was reported from Bangladesh at 
the last data point.

Places in residential facilities
Data from only five countries were available for this 
indicator (Table 2). Bhutan did not have any residential/ 
housing facilities for people with mental illnesses. 
Bangladesh, the Maldives and Thailand exhibited in
creases in the prevalence of residential places. On the 
other hand, in Sri Lanka there was a 22% decrease (0.76 
fewer places per 100,000 inhabitants).

Ratios between the prison populations and 
psychiatric beds
At the last data point, a median of 56 people were 
imprisoned per available psychiatric bed. The lowest 

ratio of 10 imprisoned individuals per available psy
chiatric bed was observed in India. Also, Indonesia and 
Sri Lanka had ratios below 20. Six of the remaining 
countries (Bangladesh, Bhutan, Myanmar, Nepal, 
Thailand, and Timor-Leste) had ratios around 60. The 
Maldives had a disproportionately high ratio of 435.

Comparison with OECD countries
In 2022, the median prevalence of psychiatric beds in 
the SEAR was about 5% of that in the OECD countries 
(3.0 vs 57 per 100,000 population). However, the me
dian incarceration rate in 2023 in the SEAR (98 per 
100,000 population) was similar to that in OECD 
countries in 2022 (111 per 100,000 inhabitants) (Fig. 3).

Discussion
Main findings
The prevalence of psychiatric beds increased in seven 
and decreased in three countries of the SEAR, while the 
prevalence of the prison population increased in nine 
out of 10 countries in the region. Data were scarce in 
many countries in the region, especially regarding 
forensic beds and residential places. Compared to the 
OECD countries, psychiatric beds in the SEAR are 
disproportionately scarce, whereas similar incarceration 
rates were reported.

Fig. 3: The median prevalence of psychiatric beds and prison populations in Southeast Asian countries compared with OECD countries 
(1990–2023).
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Interpretation
In the absence of psychiatric beds, which was the case 
for three countries at the beginning of the observation 
period, some people with acute mental illnesses may 
have been hospitalized in emergency departments or 
general medical departments, but many more of those 
with serious mental illness and disturbing behaviors 
may have been committed to detention or imprison
ment. Median psychiatric bed prevalence in the SEAR 
was only a bit higher than in sub-Saharan Africa, but 
unlike in the African region, it increased in the past 
decades.22 The median psychiatric bed rates were still 
lower than in other LMIC regions, such as Latin 
America16 and Central Eastern Europe and Central 
Asia.21 Sri Lanka, the country with the highest preva
lence of psychiatric beds in the region at the last data 
point, had about half of the global mean (8.2 vs 16.4 
beds per 100,000),25 which was considered severe scar
city by worldwide standards.5 The prevalence of psy
chiatric beds in India was higher than the median of 
other countries in the region and increased over the 
past decades.26 In total, around 56,600 public psychiatric 
beds exist in the world’s most populous nation.27 

However, this amounts to only about 4 per 100,000 
people, while 30 have been suggested by experts as a 
minimum, and 60 as an optimal number.5 A gradual 
increase in the number of GHPUs has been observed 
since 1982 in India when the National Mental Health 
Programme (NMHP) was launched,28 with a substantial 
reduction of custodial practices in psychiatric bed pro
vision.29,30 It has also been described that other SEAR 
countries have initiated or declared intentions to 
develop community and social psychiatry, human 
rights, stigma reduction, and mental health policies,31,32 

and to deliver mental healthcare in primary care set
tings.33 In countries with more developed mental health 
services, a reduction or a lower number of psychiatric 
beds can at least partially be compensated for by com
munity services. However, a balance of institutionalized 
and community care has usually been considered in 
countries with much higher bed prevalence.

Beyond bed prevalence, additional factors are rele
vant for the use and need for psychiatric beds. In the 
SEAR, the length of inpatient stays was generally short 
(2.5% of patients staying more than one year, the lowest 
rate of all WHO regions).25 This seems related to 
pressure for high patient turnover due to the scarcity of 
beds. It could also imply that the few available beds are 
used rather efficiently. However, the discharge of pa
tients to community residential facilities could be a 
problem, given their scarcity or absence. Thus, it may 
not only be difficult to access a psychiatric bed, but the 
quality and continuity of care may also be limited.

Although lower-middle-income countries tended to 
increase psychiatric bed prevalence more than upper- 
middle-income countries, they did so from a starting 
point of very low numbers (even from zero beds) and 

still had relatively low prevalence at the last data point 
when compared to other WHO regions.

However, regardless of the country’s income cate
gory, there was a consistent rise in prison populations 
across the region. Among the three countries with 
decreasing psychiatric bed prevalence, the slight decline 
in Sri Lanka can be attributed to population growth 
without a corresponding increase in bed capacity. 
Conversely, Thailand and Myanmar actually reduced 
their bed numbers from a level that was comparatively 
high relative to other countries in the region, though 
still low by global standards. Whether the reduction in 
psychiatric beds has contributed to the marked increase 
in incarceration in these countries, in line with the 
Penrose hypothesis, may be evaluated at the national 
level.

High imprisonment rates, as compared to the low 
prevalence of psychiatric beds, may imply that people 
with mental illnesses and disturbing behaviors have a 
higher risk of criminal justice involvement rather than 
obtaining psychiatric hospitalization. This could indi
cate a societal imbalance in service development. To 
systematically assess this imbalance and guide future 
development targets for the number of psychiatric beds, 
we used an indicator reflecting the ratio of the prison 
population to the psychiatric bed numbers within the 
same setting. With more than 50 people in prison per 
psychiatric bed in most countries of the SEAR, this 
indicator showed higher values than in the Eastern 
Mediterranean region, where most countries are also 
LMICs.20 India had the lowest number on this indicator 
in the SEAR and may serve as an example to follow in 
the region for a relatively balanced development. The 
removal of psychiatric beds implemented in most HICs 
over the past decades should not be copied in LMIC 
regions, as most HICs had and still have substantially 
higher prevalences of beds. In the SEAR, a different 
development is needed, which will probably have to 
include an expansion of bed numbers. Apart from 
internationally established minimum numbers of psy
chiatric beds that may not yet be realistic for low- 
income settings, a minimum relationship in size of 
the psychiatric inpatient system compared to the 
correctional system could be a realistic development 
target. Caring for severely mentally ill in psychiatric 
facilities rather than in prisons may not only be more 
humane but also more cost-effective. If, in the future, 
growth in psychiatric hospitalization capacities is sus
tained in the SEAR, further research may evaluate 
whether this can contribute to stabilizing or reducing 
incarceration rates.

This is the first study to assess changes over three 
decades of indicators of institutionalization in 10 
Southeast Asian countries. It presents the ratio between 
the prison population and psychiatric beds as an indi
cator to assess the balance of developments between 
different types of institutions. A limitation of this 
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indicator and the study was that facilities exclusively 
offering treatment for patients with substance use dis
orders, such as therapeutic communities, were not 
considered. The lack of primary data sources from three 
of the ten countries in the region was a further limita
tion. Missing data points were common for several 
countries and indicators. We failed to obtain data on 
forensic beds in three countries and on residential fa
cilities in five. Other possible explanations include that 
(i) national registries on those indicators do not exist in 
the given countries; and (ii) there are no such facilities 
in those countries, but this information was not re
flected in an available indicator. The incompleteness of 
timelines resulted in different observation periods be
tween the first and last data points in different coun
tries. This limits the comparability of the percentage 
changes between them. Nevertheless, this study pro
vides a starting point for service comparisons across 
jurisdictions using a common language.

Research on trends and targets for the number of 
beds in different psychiatric service systems is essential 
for the development of evidence-based public policies 
for improving mental health care. A major concern is 
the scarcity of data, and countries should improve 
registries with internationally comparable indicators.21 

Over the last three decades, the SEAR seemed to have 
prioritized the development of prison capacities over 
psychiatric hospitalization, which may put people with 
dual severe mental health and substance use disorders 
at a disproportionate risk of getting institutionalized in 
the criminal justice system14 rather than being treated 
in the health system. Policies to improve the provision 
of psychiatric beds in modern general hospital settings 
need consideration. Future research may consider 
further factors beyond the static data, such as admis
sion rates and lengths of stay in the different settings.
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