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*PTSD: Post-Traumatic Stress Disorder
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A=Untreated patients
B=Patients treated in primary care
C=Patients treated in secondary care

A=Untreated patients
B=Patients treated in primary care
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Psychiatric morbidity : annual prevalence

$

Mild

C=Patients treated in secondary care

Severe

Severity of symptoms/disability

g
B3

Psychiatric morbidity : annual prevalence
~
&
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Mild

Severe

Severity of symptoms/disability

Thornicroft G & Tansella M. Better mental health care. Cambridge, 2009.

[BE: ALVHL~NLR < ) v 7R EFN]

Mental Health Matrix*

Japan: Weak in (2) local level, and (3) outcome phase

(A) Input phase (B) Process phase | (c) Outcome phase
Definition | The resources which - | Activities which take Changes in functioning,
are put into the mental | place to deliver mental | in morbidity or in
health care system health services mortality
(1) (1A) Expenditure and | (1B) Performance and | (1C) Suicide,
National/ | budget allocation, MH | activity indicators (eg. | homelessness, and
Regional | laws, governmental admission rate), imprisonment rates
level policy, staff training clinical guidelines and
plan treatment protocol,
minimum standards of
care
(2) Local (2A) balance of (2B) patterns of (2C) suicide rate,
(Catchment | hospital and service use, audit outcomes aggregated at
area) level | community services, | procedures local level, physical
assessment of needs morbidity
(3) Patient | (3A) assessment of (3B) subjective quality | (3C) Symptom reduction,
level individual needs of treatments, satisfaction, quality of
continuity, care life, disability
process

*Thornicroft G. & Tansella M, 1999.
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Mechanisms of
Improving Quality of Mental Health Care

—| Professional
------ {Accreditation body (1997-)k—

S
®
5\ Certification| Standards

by
/za;,-On p
e|,,~e
7%

Provider

Law, National Gov. I

; Mental Health and Welfare Law
(eg. designated psychiatrist, psychiatric review board)
National Health Insurance Law (fee schedule) —
Medical Services Law (structure, beds, inspection)
Medical Practitioners Law (license)

[2% : KEICBT2EHOE (KR7+—< 2 R) O]

*  Physician Consortium for performance improvement (PCI)
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KENEMEST S (2002)
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+ Joint Commission Performance Measurement Initiative
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Long-Stay Patients in State Psychiatric

Hospitals at the End of the 2

Witham H. Rsher, PR.D.
Pautl J. Barreira, M.D.

Jefirey L. Geller, M.D., MP.H.
Andrew W. Witte, MA.

Abisa K. Lincotn, Ph.D.
Maryiou Sudders, MS.W.

Objactives: The purpose of thiz study was to assess the characteristics of
long-stay patieais in comemporacy state psychiatric hospitals and to
identify factors representing possitie barceiers to altecnative placements
for these patients. Mathords: Al patiemts fn Inpatient units of the Massa-
chusetts Depantment of Menia$ Health who had been bospitalized for st
feast three years as of Al 1, 1999, were assessed by thelr treatment
teams with a standardized data collection instrument. Domains assessed
inclided madical problems, need for nursing care, psychiatric diagno-
sls, and history of problematic behaviors. Reswlts: The 330 individuats
identified as kong-stay patients had an array of medical problems and
nursing care aeeds that (kely would have been manageable in other
long-term-care settings. A total of 276 patients had at least one signifi-
cani medical problem. However, some patieats exhibited beshavioral
problems that might have complicated such placements, especially
when bahaviora! problems co-oocurced with the need for medical sie-
pervision. A total of 228 patients had extibiied 2 significant. problemat-
ic behavior In the previcus 30 days. Cooclusions: Atthough the number
of tong-stay patients in state psychiztric hospitals declined dramatically
during the second half of the 20th century, a small group of patients still
requires care in this eetting. State psychistric hospitals continue to oc-
cupy a significant niche in the menial heatéh system. (Psychisinic Ser-
vices 52:1051-1056, 2001)

1 the ead of the 20th century,
menia hestth policy makers
ooused much of thels atien-
tion on rediucing the iese and dusrasion
of inpatient psyctiatrk: treaiment. 1n
many locaies privattzation, oouped
with restricibons oo hospilatieation
that f1ack been brosght aboist by man-
number and duration of inpatient.

eptsodes. However, aganst this back-
drop of change there resnains 3 group
of individkeals who have severe mental
finess and who requise profonged
care and treatment in pubile psychi-
atri hospitals. These inciivsduads poss
2 chalenge to efforts undertaken in
the past decade by many state mental
fieatih agendies to further reduace the
aember of beds in siate hospials.

Dr. Fisher, Dr. Gedier, Me. Wiite, ard Dx: Lineoks are with the deparizeat of pay-
ditatry at the Linwesaty of Masadhiusets Medical Sctodl, 55 Lake Areune North,
Worteste, Masactuzetts 0} 655 (o-mafl, betifiber@umaased odis). . Bamreira ad
Ma., Stxiders ave with the Masa diusets Degariment of Mertal Health 1 HBavan. An
eariterverdon of tite paper was gresected ot the el meaing efthe Amertean Prbie

Heatet Agoctation on Nowerbiwer 11, 1999, tn Chicage.
PSTCHIATRIC SERVICES. + Mugpest 2001 V. 52 No. B
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th Century

This article describes the contem-
porary popsttation of long-stay pa-
Uents in siate psychiatre bospieals dn
Massachesstts. We stodied. individy-
s who had been haspitalized for at
least thiroe years as of Apstl 1, 1893~
sty yeurs fier the cutmination of 2
stgndficant effort 1o close staie basp-
taks {1-3). We examed the nesds
and characteristics of these patiants
s several domains, consdensd the
tarrters 1o discharge and alternative
pacement. and evalsated the impli-
cations of these duta Jor the long-
tenm-care funciion of the menta!
health system. and 1he mie of stale
hospitats in fulfiliing that fisctbon.

Rackground

The long-tenm care and ueatnent of
pessons who fave severe mental 41-
ness becams 2 con funclion of pub-
or peychitatric hospitals in the 19th
cemury. By the k- 20th century the
census of psychiatrie patenis in
America’s state hospitals on ay given
day excesded half 3 million. The
process that is popedarty called dei-
stiutlonadization, which began short-
iy thensafter and conttnued for the
rest of the century, significanily re-
duced the date hosplid popufation,
Thus by the mud-1990s past over
726K patients resided in i hese fact-
ftbes, whicl trasstates 10 2 reduction
of nearly 90 percent (4.5). Several
factors contabeted to this decline,
including the avardabilily of oew
pgharmacologic treatmnents for mentat
Hiness and the reform of legal mech-
angsms for involuntary adrmission acd
retention in state hospitals. OF panic-
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ular importance (0 long-stay popula-
tions wars the expanded availability of
long-term-care settings—siuch as
nursing homes—and the develop-
ment of community-based residen-
tial programes For persons with mental
illness, which enabled individuals
who did net require acute treatment
to he placed in noninstitutional set-
tings {§-10).

Deinstitutionalizatton has been
charcterized as entailing two sepa-
rate bt related processes: the tmns
fer of individhtals from the hospital to
the commeenity and the transfer of the
stave psychiatric hospitals functions
to altemative commeinity-based set-
tings {11). Viewed from this perspec-
tive, the long-term-care function and
populations of state hospttals can be
said to have “co-evolved”™ with other
elements of the larger fong-tesm—care
system. For example, descriptions of
the state psychiatric hospital popuda-
tion in the first hatf of the 20th centr
ry, before the sdvent of comamimity-
based care, suggest that there was a
subpopulation of state hospital pa-
tients who had Hitle, if any, clinkcat
need for treatrment In a psychiatne fa-
cility it who rematned hospltaitzed
because they required some nursing
or astndial services and lacked the
soclal or economic resources to ob-
tain these services elsewhers (12-14).

The expansion of the nursing home
inchsstry and federal retmbursement
for nursdng home care, the devalop-
ment of commemity-based residential
programs for persons with mental -
ness, and other programmatic innova-
tions have provided alternative set-
tings in which many of these tndivid-
uaks coefd be placed instead of being
admittedt to a state hospital (8). The
avaitability of these slternative set-
tings, partictdarty when coupled with
appropriste stpportive care, greatly
facilitated the reduction of long-stay
popudatioas in state hospitals. Indeed,
in an Intensive cotrt-ordered delnstk-
tutionalization effort in western
Massachtisetts, the subpopulation of
long-stay patlents in psychiatric state
hospitals was the easiest group to per-
manently detnstitutionalize (15,16).

Duiring the second half of the 20th
century, detnstitvtionaltzation greatly
reduced the size of the nation state
hospital population. However, the

1052

pace at which this reduction procead-
ed diminished in the 1970s and
15805, During that perfod the long-
stay population, although it under-
went considerable attrition, neverthe-
less continued o maintadn a presence
In state psychiatric hosptals. This
populaiton conststed of two groups: 3
dwindiing mumber of “okd long-stay™
patients who were hosplitailzed be-
fore deinstitionatzation began and
who rematned despite It, and 3 cadre
of “new long-stay”™ patients who be-
gan prolonged hospltaltzations dusing
the pertad despite efforts to prevent
themn (11). The 1990s witnessed re-

L
The
1990s saw
renewed efforts by
many states to further
dowrsize or close many
remaining state psychiatric
haospitals and to shift the
locus of acute inpatient
treatment to local
general

hospital.
]

nawed efforts by many states to fur-
ther downsize or to close many of
thelr remaining state psychiatric hos-
pitals (2.3) and to shift the lots of
acute tpatlent treatment to bocal
peneral haspitals {17,18).

In Massachuseits, as ebewhers,
these prtentization efforts were ac-
campanied by expansions in the avail-
ability of various kinds of commanity-
basad pestdential programs. However,
a5 with stenilar efforts that had bean
attempted earlier, these interventions
further reduced—but sufl did not
eliminate—the long-stny population.
The patients who remained were

those whose behavioral tendencles
and other characterstics made them
the most diffioult to place in the extst-
ing array of commumty settngs (15).

Methods

The setting for this stiufy was the sys-
tem of inpatient Pacilittes maintatved
by the Massachusetts Departmeat of
Mantal Health. The fong-stay psychi-
atric patients who were the foois of
the study tre individuals who, aconed-
ing to the department, were recelving.
contlmdng treatment. Stnce July 1595
these services have constinded the
mental health departments primary
responsibility for peoviding inpatient
services, given that the aoute Inpa-
tient system has been mastly priva-
tized. Patients who are served in the
conbimuing-treatment  system  are
those who were admittted for aoute
treatment to 3 Department of Mental
Health facility before Juty 1996 with-
ourt being discharged or wess irus-
ferred for extended weatment from
the arurte poyehiatric untt of a penecal
haspital or private psychiatric special-
1y hospital aiter that date.

‘The medical directors of afl efght
Department of Mental Healih Inps-
tient factilties were asked to dentify
patients who were hospitsiized s of
April £, 1999, and who met the pre-
oeding criterta. Becaise the study fb-
oused on the fong-skay patlent popo-
Iatton, and becmse we determined
that there was significant trrnover in
that popidation during the Nirst three
vears of conthwmyng treatment, only
patlents who had a length of stay of
three years or moe were inchyded in
the study. Patieats who mak thess cri-
teria wore assessed in o varisty of do-
mains by the treatment team espon-
sthie for thelr care—arguably the
group of indiidials who were best
eatified to make sich assessments.

A structiered data. coflection proto-
ol was used systemwide. This proto-
ool incorporated elements of several
instruments with: established walidity
and reliability that wese designed for
the assessment of persons with severe
mental ilness, including the New
York Level of Care Survey (20), the
Murses Olservation Scale for Inpa-
tient Evahmtion 1), and the Cur-
rent Evaluation of Risk and Function-
ing-Revised (22). In additton, data on
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Tabie 1

Demographic and diagnostic charc-
tertstes of 330 jong-stay psycitarc pa-

tlents in Masartksats state hosphials'
Cruracterstic N %
Sex
Mabe Z22B 68
Fenake w2 34
Raee
Cascastan 35 88
ARitran Ameriran 16 5
Hapznx 10 3
Ot 14 4
Edicational actadmmen
Les than hugh schodd 25 4
Hygh school o eguivabens. 116 38
Beprandd bugh schoat 66 22
Schazaphrents or athes
ppchotic 2% T
$ood dborder 34 10
dinarder due
i medieal condiion 23 ¥
Ohther disoardes 17 5
Barderine inteflactzml
Funct eming or mild
meetal retardation 26 B
Persomalzty daxarder
Any 8% 1B
Angrocial 1t 3
Borderline 15 5
Kot othermtoe sperctlied. 25 B
Other 7 2
Dhher axts [ disander 5 2
No a1 disordes Ztl 3

|
|

! Erztheizats for whoo daia wars mauing &r 2
ghem Yariits were: Rachodad froxn CHl-

s of pRrTRRiapRs.
T Soma Rditeidisis wern inciurad, n moos tea

o Bagnartic gy

patient history were systematbcslly
caflected from pattent records.

In addition to patsents’ demograptic
anid dizgnastsc information, daly were
gathered on length of sy, mediest
caxditions, carent (previs X0 days)
and Ifettme problemstic behavoral
tendencies that eo-amamed with their
mychistric symploms, and axrent anxd
lifedtrne psychosortat historses. The
. testment teumns pendded their optn-
jans abost the suppons and servioes
1hai woulkd be required by esch patient
1f he ar she were discharged. They aso
gave thiir asssccments of each patients
readiness for dischsrge 2t the thoe of
the assessment and, for patents who
were suased s ot being rexdy, 2

Kkely Umetable for distarge. The in-
strument diowed medtiple calegones
in all domatas i ke splerted for each

pattent.

Resulis
Peiiont chmoersiis
A 1otz of 330 patlents medt the tncki-
sion crierts and were inclided in the
study. The mean:S) age of the pa-
idenis was 4B.Ex12 years, with 2 mnge
af 21 1093 years. They were predom-
inangly between the ages of 31 and
G0, although 2 sifwianial msmber of
patients ware 81 or ohifer. The demo-
graphic and diagnestic charactertstics
of these patients am samnarized o
Tahie 1. These daia show that the
tong-siay poputstion in Massache-
sedis sigle peychisiric haspitals s dis-
proportonately male and dispmgor-
tlonataly Casrasian. Schirpphwenia ar
ancther poychotic disorder was ithe
primary diagnnds for about three-
qezniers of the patledts assessed.
Although patients with mood disr-
ders {depresive and bipolar disne-
dersy were ddentifled by the ireat-
ment leams and are commonly ob-
served i state hospiial poputations
and In acute treatment setitngs, these
disaeders socounted for ey abous 10
percent of diagnoses in due fong-day
popedation. A dizgnosis of co-oocur-
ring substance sfxese wis noted Jor
aboiet 30 percent of the patients. This
propartion is iower than that ob-
served in many popelatons of pec-
sars who e severe menta flines
avd may reflect ihe dfModey bn ken-
thiytng such a diagnosks among pa-
thestts who have been hospiialized Tor
exiended periods and thus have bean

Lengeh of gay

Some indivickmbs. in our sample were
“oid jong-sioy” paties—ihat &, they
had atready experieroed 2 long hospl-
taltration ot (be gort of the deinstib-
tonalization pocess. The median
Ieagih of stay was jtist over seven years,
ixat 3 sbsiantial mmber of patients
hart been bospitadized for more than
ten years it the time of xsessment, tn-
chaing some paibeas with stays rang-
ingg from 20 to 30 years. One individial,
among the sizte’s bist remaining old
jong-say pattenus, had besn bospital-
tzed for 52 wears {datz not shown).
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Dbde 2
Presalence of seleaiad medical prob-
lans anong 330 long-stay psychiasne
patients in hzesacheesedis state hospi-
ok
Wedteal cond@tion N %
My disordey 26 B4
Obesty w3
Chaank cbsmstive puliman-

ary disener ar o serias

resparatory N AU
Demntal probdeo FL T 4
Hypersemsion 87 17
Castrnintesitnal dimarder 57 i
Hrterimclesctic bheart dispame

or other droutstney dissedes 58 6T
Dbyt &4 K
Thywotd diseees 41 B2
Swcallawirg disorder [ I ¥4
Setrure disncer n e
Tardpre dyskireta 53 B2
Serke or other argante bratn

diseaier Al L
Urogenatal diseeder N &
Bitndrsemx ar ather vissal dis

arder Pl &
Seecch disuder 1\ &
Cleafness ox heartmg tmpatrmest 1 3
Hepatitts n 3
Canerr of a maye oogan oo

orsiewm 9 3
Irdrttons dtease other than ‘

; 2

Humtington's o 2 1
Pazkizoum's disease 2 1
(hbex discwdies 1258 =4

¥ Sonue Hushadiais wern ectutod inanres S
oo TRy

Mecfire? conlitions

The treatment teams aoted 3 sub-
sianttal meernber of medicsd condi-
ions amang the assessed patieots,
inckding serous Olnesses such as
heart disease and cances. The fre-
quencies of vartous medical condi-
tons are Bsted i Table 2. The most
commonty abserved medical condi-
tions was obestiy, moted for about 30
peroent of the patienis. Respiratory
disorders wens aiso common; mearly
3 quarter of the patienis were diag-
nasexd a5 hasing chronic obstnictive
pultmenasy disesse or anothes seci~
o5 respirutnry problem. & substan-
td oumber of patlems hat moce
thun one diagnosis; the mode was
1wo, amxd ane Indtvidesat had ten diag-
nases. Onty 16 percent of the m-
Uemts had oo plysicat problens @t

ihe Bma of assessment
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Tatrde 2
Caervent and past prohlrmatic belavines among 330 kog-stay psychialrk patisats
in Massachiesestis staie hosplitals

Provious 30 days Lifetime
Beharvtor N % N %
Unabie & cane Bor =ell oy it-] ity 83
Dlangerners in themeetwes ar athers. 2 pail T4 ki)
it abwoermad veatier txiake: 52 16 37 18
Commstted physical wssanit 50 15 51 hi:|
Refumed medicatsaes 47 1 172 52
Had violznt, eptzade. 45 14 pas ] 83
Talliedd abonat setiesde Zr a8 1549 48
Taliked about homscide 25 3 145 L]
T— ig s 142 a
Comenttted asseitt with 2 wezpan 3 4 B b
Dlestroyed peoperty [ 3 154 a
Required aicide precantines 1] 3 128 ki1
Coemntited vmar asais a z 58 13
Abszsed alenbol 5 F 174 53
Abwzed driags q i 7 2
Artemnped Tedes L] 1 149 [+
Seta fye 3 i 8 18
Astemmpied siscide 3 I 134 a
Llsext 2 weapon agaiost property 2 i 41 12
Attemptest cheid mak o — z a
Had no probiesstic behandoes S 2 b1 21
Prodlecra fie behavioes e “nursing home-like” finctiors

The anrty of problematic behanars
oiwerverd in the 30 days. before xcoess-
ment—that Is, while the paitents
were hospiaitred—and protdematsc
behaytors that patkents were known to
have displayed over the course of
thedr ives, both in the hospitat and in
the commumily, ame surmmarzed tn
Tabde 3. These befuyiors tnchaded the
broad category of probilems that led
1o thebr prasent hospititration, such
as poor self-care or dangeresness to
self or ethers, s wall 25 more specific
bebavioral  tendenctes that  had
caeesedd difioities in the bospétal or tn
other envimaments. This Extter cate-
gory incheded charactecistis that
posed problems for hospitad staff,
such as asmiivensss; behnviors e
quinng dase monioring, such as ab-
nommal water intake; and other be-
hawiors that might represent threats
to public sxfety, seech 25 2 propensity
o engage In offenstve or {Megal sear-
al behaviors.

Belhaviom] pmbilems

and paiieals aeeds

An importnt. corsideraton o assess-
ing the possidlty of crasferrtng bong-
stay pattess froen the stabe hospital to
afirmitive seittngs & the need to bal-
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with befuvbrl mamagement. The
soope of this probiam is evidant in the
overlap of behavioral and medicad
paoblems observed in the: 30 thys be-
fore assessment. A iotal of 217 matents
{66 percent) exhitted what stoff de-
serthed a5 poor self-case even wile ;-
parased, and 52 patients (28 percert)
were considered to be a denger o
themsebves of others. Seventy-str pa-
tents {£3 percent) were i both of
these categories.

A strmifar analysts of Histtme behay-
s, proviced an: indication of the po-
texuta] for pscement outstde an: bstite-
tineat setting. A totaf of 272 patiends (83
perrent) had 2 histocy of salf-rare that
was xdiciently poor to rae stff con-
cems, ad 244 (74 percent) wer rated
15 having 3 history of being dengeeces
to others; 211 pattents (G4 pesoent) ex-
fited bott: of these befirors.

Resdiness for disaharge

The treatment teams were asked o
idendify the kinds of settings to which
pach patiend oowld be discharged, If
any. Forty-dx pattents {14 percent)
were deemad 0 be rendy for dis-
charge 21 the time of assessment, and
an ackditsanal 36 patients (11 percent)
were coastiered likely o be dis-

charperd within stx months. Settings
that were deemed appropriate in-

claded mursing  hames, Comumeanity
reskdentizl programs with various lev-
els of steffieg. and other miscella-
DeRE, SECtings

S months after the assessment,
the Depariment of Mea! Health
elderet tracking systesm was quened for
the mimber of pattents who had been
identifiad as being ready for dis-
charge znd who had actually been
discharped. At stx months ooy 19 pa-
tients (B percent) had left the hospl-
tak These 19 scooeeted for 23 per-
cenet of the mdhidieals who had been
rated by st as being ready for dis-
charge ot the @me of assexsment or
within the stx-moath gme frame.
Mote that the asecoments of readi-
ness for discharge were based on the
Judgments of the patients’ treatmment
teams. Clearly the mambess of these
teares. knew the patients best; howey-
e, the reltabiitty and valldity of the
assessment process and the oonsts-
tency of the process across sites ar
evan 0mss teams within sies has not
bhenn estabiished. Moreover, such as-
sessmoestis chearfy cennot accoont foc
changes in patlesis” clnica statis or
the awmikbitny of community plane-
menis over a2 siz-month pertod.

Discossion

The datn presenierd here describe 2
gronzp of idpeickeals whio bad expess-
eqoed long stays In state psychiatric
honspdizis—stays that spanned dec-
ades In 3ame caves—in an esa when
such bosplisitatings are beroming
less andd less common. These dta,
dlang with obsermations by members
of the trextment team, suggest that
Tor mury patients: the factors that pre-
vent of delay discharge ae not con-
fined io psychirc symptoms. In-
dead, for many Incdividuals It & wot
thelr psychiztric ifiness alome bt a
combinxtiog of behastoral tendencies
antd clinical factoes that necesstiates
contimserd hosphaitzaion.

Severat patteqis had medicad comti-
tions that might have restoicted. the
range of alternative seitings n which
they oogdd hove bean placed. For ex-
ampie, patients who have dishetes of
hypertensinn may regaire an e~
hanced feved of Supersision (o ensire
that they folles an appropetste med-
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ication and dietary regimen. Palients
who have impaired vision ar bearing
or who sudfer from artheitls may be
restricied in the kinds of physical set-
tings tn wiich dwey can be placed and
may require some ssskstance in aclv-
itles of dizily Iving. Likewtse, individ-
uak who have difficulty swallowing.
who have gastrointestinat disorders,
or who are obese may nead ciose di-
etary supervision. Clearly ail of these
services cod be provided In pursing
homes or comgparable settings. How-
ever, as we have indikated. 2 co-oc-
curring set of undesirable behaviorad
tendencies may make such plarement
difficult for some of thess individaals.
Thus these palents rematn hospitat-
1zed.

Annther groap of patlents fad be-
havioral histories that sugpested that
iheir placement In 3 setiing with less
supervision might trigeer 3 chain of
events with undesirable conse-
quences. For example, individuals
who have exhibdted severe suiistance
abise or medicatien noncompliznce
in previmes episodes of commeinity
Intng may repeatedly engage in as-
suiittve of other dangerous behay-
iors, even i supervised. Although
sich pattents may appear io be clini-
cally stable and (o function reason-
ably well in the supervised eoviron-
ment of state hospltak, membess of
the lreatment team must be cog-
nizant of the ooerse of evens that
might unfobd afier discharge and
weigh the possible nsks 1o patients
and others when assessing readiness
for discharge.

Ouar dtata also sugest that, in serv-
ing the continelng-treatment pomida-
tion, state hospitals are performing an
impoctant socid functine. As we have
observed, 3 mamber of the patients
had histories of danpermess behawiors,
incheding sene! assaudtivensss and
child molestation. Some of these pa-
tients began thedir state hospltal stays
as forensic patienus, having been re-
ferred by the courts (o restore their
competence to stand triat or having
been committed civilly in llea of
criminal sanctfons. Thus the criminal
justice system, family membess, of
the community may oppose the re-
iease of some individkals to comemir-
nity setiings.

Finatly, our sumple inchuded a sub-

group of indivdinls whose bospita
stays had been 0 long that the appeo-
prizteness of transferring them 10 an
alternaitve sedting may have been
questionzhie. For exampie, it Is un-
clear whether persons who have
resiced in a state hospital for two
decades or more would benait signif-
icanuty from a change i residence at
that point in thetr lives. Clearly the
praferences of the individuals them-
setves mist be weighed carefully In
any decicion ahout their transfer.

=
In
President
John E Kennedys
February 1963 message
ta Congress he argued that
If we apply our medical
knowlede and social insigits
fully, all but a small portion
aof the mentally if can
eventually achleve
whalesome and
constructve soclaf

adfustment.”
|

Conclusions

In President Juhn F Kennedys Feb-
ruary 1963 mesage to Congress
abotet merda) health and memat re-
tardation, he argued that “if we apply
our medical knowledpe and soctal in-
sights fully, 2l but a small poruen of
the menmally it can eventuaily achleve
whalesome and constructive sooial
adjustment” (23). The pregdent was
esseptiatly comrect in that bellef: in
the 37 years since he ssued his man-
date that a “bold new approach” be
taken In the treatment of mental -
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ness, many persons who once might
have underpone long-term bospial-
tzattan have been spared that expert-
ence, thanks to Innovations In phar-
macologic, psychosodad, amd other
treatments. The data we have pre-
senled also  confinm Prestdent
Keanedy's befief that some inclividii-
als need 10 be hospitalized for extend-
ed pertds.

At the end of the 20th century the
long-advocated replacement of the
state hospital by aliernative seetings
and services has in many locales been
nearty—If not fudly—accomplished.
In Massachusetts and b many ather
states the privattzagion of acie inp-
dent weaiment and the expansion of
oommesnity-based services have shifi-
el many of the onginal fimctions of
sizfe hosplials to other settings. hMen-
tal heahh advocates snd policy mak-
ers. will contim.e 1o seek resormes i
further expand the comimimdiy-based
system and to fiarther redure reliance
o state hospitats.

But thersin liss 2 difemma. Many
of the patients identiflied i this stady
may be ready for discharge bt may
await the availabiity of services that
will enahle them (o beave the bospitad.
For some af the patients who were as-
sessed 25 pot being ready for dis-
charge and not Likely to be ready in
the foresseable futre, the reasor
may have been that the coastellatiog
of community senvices required 10
meat thelr needs In the comemmity
elther does not extst or woukd be 1o
costly 1o create,

In the case of one state hospital, al-
most the entire patient pogtlation,
including patients who had been hs-
pitalized for decades, was discharged
over 2 period of sbout ten years. This
outoome required that substantial re-
sources be allocated to planoing and
cresting a range of cammeenity plaoe-
ments appropriale to each patents
needs (14,15). However, owr data sug-
gest that even If such respuross were
unhversally avallable, abstackes to di-
charge might nevertheless remain for
some patlents. The comrmunity's re-
sistance to the discharge of individu-
als who have problematic behavioral
histortes Is Iikety to persist, regardiess
of the respurces ovallable.

These facuws, coupled with the

pervasive siigma sisrounding meetal
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illness (24), virtually ensure the per-
petusation of at least 2 small boong-stay
population of psychiatric patients in
state hospitals for the foresseable fu-
ture. That sadd, the “small portion” of
individuals to whom  President
Kennedy alluded deserve the best
possibile care and an optimal environ-
ment in which to reside. In mesting
the needs of these patients, state hos-
pitals and their long-tenm-care func-
tion continue (o Decupy 3 wniguee and
impoctant niche in the system of care
for persons who have severe mental
illness. ¢
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