Long-Stay Patients in State Psychiatric
Hospitals at the End of the 20th Century
William H. Fisher, Ph.D.
Paul J. Barreira, M.D.
Jeffrey L. Geller, M.D., M.P.H.
Andrew W. White, M.A.
Alisa K. Lincoln, Ph.D.
Marylou Sudders, M.S.W.

Objectives: The purpose of this study was to assess the characteristics of
long-stay patients in contemporary state psychiatric hospitals and to
identify factors representing possible barriers to alternative placements
for these patients. Methods: All patients in inpatient units of the Massachusetts Department of Mental Health who had been hospitalized for at
least three years as of April 1, 1999, were assessed by their treatment
teams with a standardized data collection instrument. Domains assessed
included medical problems, need for nursing care, psychiatric diagnosis, and history of problematic behaviors. Results: The 330 individuals
identified as long-stay patients had an array of medical problems and
nursing care needs that likely would have been manageable in other
long-term-care settings. A total of 276 patients had at least one significant medical problem. However, some patients exhibited behavioral
problems that might have complicated such placements, especially
when behavioral problems co-occurred with the need for medical supervision. A total of 228 patients had exhibited a significant problematic behavior in the previous 30 days. Conclusions: Although the number
of long-stay patients in state psychiatric hospitals declined dramatically
during the second half of the 20th century, a small group of patients still
requires care in this setting. State psychiatric hospitals continue to occupy a significant niche in the mental health system. (Psychiatric Services 52:1051–1056, 2001)

A

t the end of the 20th century,
mental health policy makers
focused much of their attention on reducing the use and duration
of inpatient psychiatric treatment. In
many locales privatization, coupled
with restrictions on hospitalization
that had been brought about by managed care, significantly reduced the
number and duration of inpatient

episodes. However, against this backdrop of change there remains a group
of individuals who have severe mental
illness and who require prolonged
care and treatment in public psychiatric hospitals. These individuals pose
a challenge to efforts undertaken in
the past decade by many state mental
health agencies to further reduce the
number of beds in state hospitals.
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This article describes the contemporary population of long-stay patients in state psychiatric hospitals in
Massachusetts. We studied individuals who had been hospitalized for at
least three years as of April 1, 1999—
six years after the culmination of a
significant effort to close state hospitals (1–3). We examined the needs
and characteristics of these patients
in several domains, considered the
barriers to discharge and alternative
placement, and evaluated the implications of these data for the longterm-care function of the mental
health system and the role of state
hospitals in fulfilling that function.

Background
The long-term care and treatment of
persons who have severe mental illness became a core function of public psychiatric hospitals in the 19th
century. By the mid–20th century the
census of psychiatric patients in
America’s state hospitals on any given
day exceeded half a million. The
process that is popularly called deinstitutionalization, which began shortly thereafter and continued for the
rest of the century, significantly reduced the state hospital population.
Thus by the mid-1990s just over
72,000 patients resided in these facilities, which translates to a reduction
of nearly 90 percent (4,5). Several
factors contributed to this decline,
including the availability of new
pharmacologic treatments for mental
illness and the reform of legal mechanisms for involuntary admission and
retention in state hospitals. Of partic1051

ular importance to long-stay populations was the expanded availability of
long-term-care settings—such as
nursing homes—and the development of community-based residential programs for persons with mental
illness, which enabled individuals
who did not require acute treatment
to be placed in noninstitutional settings (6–10).
Deinstitutionalization has been
characterized as entailing two separate but related processes: the transfer of individuals from the hospital to
the community and the transfer of the
state psychiatric hospital’s functions
to alternative community-based settings (11). Viewed from this perspective, the long-term-care function and
populations of state hospitals can be
said to have “co-evolved” with other
elements of the larger long-term-care
system. For example, descriptions of
the state psychiatric hospital population in the first half of the 20th century, before the advent of communitybased care, suggest that there was a
subpopulation of state hospital patients who had little, if any, clinical
need for treatment in a psychiatric facility but who remained hospitalized
because they required some nursing
or custodial services and lacked the
social or economic resources to obtain these services elsewhere (12–14).
The expansion of the nursing home
industry and federal reimbursement
for nursing home care, the development of community-based residential
programs for persons with mental illness, and other programmatic innovations have provided alternative settings in which many of these individuals could be placed instead of being
admitted to a state hospital (8). The
availability of these alternative settings, particularly when coupled with
appropriate supportive care, greatly
facilitated the reduction of long-stay
populations in state hospitals. Indeed,
in an intensive court-ordered deinstitutionalization effort in western
Massachusetts, the subpopulation of
long-stay patients in psychiatric state
hospitals was the easiest group to permanently deinstitutionalize (15,16).
During the second half of the 20th
century, deinstitutionalization greatly
reduced the size of the nation’s state
hospital population. However, the
1052

pace at which this reduction proceeded diminished in the 1970s and
1980s. During that period the longstay population, although it underwent considerable attrition, nevertheless continued to maintain a presence
in state psychiatric hospitals. This
population consisted of two groups: a
dwindling number of “old long-stay”
patients who were hospitalized before deinstitutionalization began and
who remained despite it, and a cadre
of “new long-stay” patients who began prolonged hospitalizations during
the period despite efforts to prevent
them (11). The 1990s witnessed re-

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

newed efforts by many states to further downsize or to close many of
their remaining state psychiatric hospitals (2,3) and to shift the locus of
acute inpatient treatment to local
general hospitals (17,18).
In Massachusetts, as elsewhere,
these privatization efforts were accompanied by expansions in the availability of various kinds of communitybased residential programs. However,
as with similar efforts that had been
attempted earlier, these interventions
further reduced—but still did not
eliminate—the long-stay population.
The patients who remained were

those whose behavioral tendencies
and other characteristics made them
the most difficult to place in the existing array of community settings (19).

Methods
The setting for this study was the system of inpatient facilities maintained
by the Massachusetts Department of
Mental Health. The long-stay psychiatric patients who were the focus of
the study are individuals who, according to the department, were receiving
continuing treatment. Since July 1996
these services have constituted the
mental health department’s primary
responsibility for providing inpatient
services, given that the acute inpatient system has been mostly privatized. Patients who are served in the
continuing-treatment system are
those who were admitted for acute
treatment to a Department of Mental
Health facility before July 1996 without being discharged or were transferred for extended treatment from
the acute psychiatric unit of a general
hospital or private psychiatric specialty hospital after that date.
The medical directors of all eight
Department of Mental Health inpatient facilities were asked to identify
patients who were hospitalized as of
April 1, 1999, and who met the preceding criteria. Because the study focused on the long-stay patient population, and because we determined
that there was significant turnover in
that population during the first three
years of continuing treatment, only
patients who had a length of stay of
three years or more were included in
the study. Patients who met these criteria were assessed in a variety of domains by the treatment team responsible for their care—arguably the
group of individuals who were best
qualified to make such assessments.
A structured data collection protocol was used systemwide. This protocol incorporated elements of several
instruments with established validity
and reliability that were designed for
the assessment of persons with severe
mental illness, including the New
York Level of Care Survey (20), the
Nurses Observation Scale for Inpatient Evaluation (21), and the Current Evaluation of Risk and Functioning–Revised (22). In addition, data on

PSYCHIATRIC SERVICES

♦ August 2001 Vol. 52 No. 8

Demographic and diagnostic characteristics of 330 long-stay psychiatric patients in Massachusetts state hospitals1

likely timetable for discharge. The instrument allowed multiple categories
in all domains to be selected for each
patient.

Characteristic

Results

Table 1

N

Sex
Male
Female
Race
Caucasian
African American
Hispanic
Other
Educational attainment
Less than high school
High school or equivalent
Beyond high school
Primary diagnosis2
Schizophrenia or other
psychotic disorder
Mood disorder
Psychiatric disorder due
to medical condition
Other disorder
Borderline intellectual
functioning or mild
mental retardation
Personality disorder
Any
Antisocial
Borderline
Not otherwise specified
Other
Other axis II disorder
No axis II disorder
Additional co-occurring
diagnosis
Substance use disorder
Dementia
1

2

%

Patient characteristics
228
102

69
31

285
16
10
14

88
5
3
4

125
116
66

41
38
22

255
34

76
10

23
17

7
5

26

8

58
11
15
25
7
5
241

18
3
5
8
2
2
73

99
14

30
4

Individuals for whom data were missing for a
given variable were excluded from calculations of percentages.
Some individuals were included in more than
one diagnostic category.

patient history were systematically
collected from patient records.
In addition to patients’ demographic
and diagnostic information, data were
gathered on length of stay, medical
conditions, current (previous 30 days)
and lifetime problematic behavioral
tendencies that co-occurred with their
psychiatric symptoms, and current and
lifetime psychosocial histories. The
treatment teams provided their opinions about the supports and services
that would be required by each patient
if he or she were discharged. They also
gave their assessments of each patient’s
readiness for discharge at the time of
the assessment and, for patients who
were assessed as not being ready, a
PSYCHIATRIC SERVICES

A total of 330 patients met the inclusion criteria and were included in the
study. The mean±SD age of the patients was 48.8±12 years, with a range
of 21 to 93 years. They were predominantly between the ages of 31 and
60, although a substantial number of
patients were 61 or older. The demographic and diagnostic characteristics
of these patients are summarized in
Table 1. These data show that the
long-stay population in Massachusetts state psychiatric hospitals is disproportionately male and disproportionately Caucasian. Schizophrenia or
another psychotic disorder was the
primary diagnosis for about threequarters of the patients assessed.
Although patients with mood disorders (depressive and bipolar disorders) were identified by the treatment teams and are commonly observed in state hospital populations
and in acute treatment settings, these
disorders accounted for only about 10
percent of diagnoses in the long-stay
population. A diagnosis of co-occurring substance abuse was noted for
about 30 percent of the patients. This
proportion is lower than that observed in many populations of persons who have severe mental illness
and may reflect the difficulty in identifying such a diagnosis among patients who have been hospitalized for
extended periods and thus have been
prevented from abusing substances.
Length of stay

Some individuals in our sample were
“old long-stay” patients—that is, they
had already experienced a long hospitalization at the start of the deinstitutionalization process. The median
length of stay was just over seven years,
but a substantial number of patients
had been hospitalized for more than
ten years at the time of assessment, including some patients with stays ranging from 20 to 30 years. One individual,
among the state’s last remaining old
long-stay patients, had been hospitalized for 52 years (data not shown).
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Table 2

Prevalence of selected medical problems among 330 long-stay psychiatric
patients in Massachusetts state hospitals1
Medical condition

N

Any disorder
276
Obesity
102
Chronic obstructive pulmonary disease or other serious
respiratory problem
79
Dental problem
76
Hypertension
57
Gastrointestinal disorder
57
Arteriosclerotic heart disease
or other circulatory disorder 56
Diabetes
46
Thyroid disease
41
Swallowing disorder
40
Seizure disorder
39
Tardive dyskinesia
38
Stroke or other organic brain
disorder
23
Urogenital disorder
21
Blindness or other visual disorder
20
Speech disorder
19
Deafness or hearing impairment 10
Hepatitis
11
Cancer of a major organ or
system
9
Infectious disease other than
hepatitis
5
Huntington’s disease
2
Parkinson’s disease
2
Other disorder
126
1

%
84
31
24
23
17
17
17
14
12
12
12
12
7
6
6
6
3
3
3
2
1
1
38

Some individuals were included in more than
one category.

Medical conditions

The treatment teams noted a substantial number of medical conditions among the assessed patients,
including serious illnesses such as
heart disease and cancer. The frequencies of various medical conditions are listed in Table 2. The most
commonly observed medical condition was obesity, noted for about 30
percent of the patients. Respiratory
disorders were also common; nearly
a quarter of the patients were diagnosed as having chronic obstructive
pulmonary disease or another serious respiratory problem. A substantial number of patients had more
than one diagnosis; the mode was
two, and one individual had ten diagnoses. Only 16 percent of the patients had no physical problems at
the time of assessment.
1053

Table 3

Current and past problematic behaviors among 330 long-stay psychiatric patients
in Massachusetts state hospitals
Previous 30 days

Lifetime

Behavior

N

%

N

%

Unable to care for self
Dangerous to themselves or others
Had abnormal water intake
Committed physical assault
Refused medications
Had violent episodes
Talked about suicide
Talked about homicide
Injured self
Committed assault with a weapon
Destroyed property
Required suicide precautions
Committed sexual assault
Abused alcohol
Abused drugs
Attempted murder
Set a fire
Attempted suicide
Used a weapon against property
Attempted child molestation
Had no problematic behaviors

217
92
52
50
47
45
27
25
18
13
11
10
8
5
4
4
3
3
2
0
8

66
28
16
15
14
14
8
8
5
4
3
3
2
2
1
1
1
1
1
—
2

272
244
64
261
172
209
159
146
142
84
154
120
59
174
71
149
64
134
41
25
70

83
74
19
79
52
63
48
44
43
25
47
36
18
53
22
45
19
41
12
8
21

Problematic behaviors

The array of problematic behaviors
observed in the 30 days before assessment—that is, while the patients
were hospitalized—and problematic
behaviors that patients were known to
have displayed over the course of
their lives, both in the hospital and in
the community, are summarized in
Table 3. These behaviors included the
broad category of problems that led
to their present hospitalization, such
as poor self-care or dangerousness to
self or others, as well as more specific
behavioral tendencies that had
caused difficulties in the hospital or in
other environments. This latter category included characteristics that
posed problems for hospital staff,
such as assaultiveness; behaviors requiring close monitoring, such as abnormal water intake; and other behaviors that might represent threats
to public safety, such as a propensity
to engage in offensive or illegal sexual behaviors.
Behavioral problems
and patients’ needs

An important consideration in assessing the possibility of transferring longstay patients from the state hospital to
alternative settings is the need to bal1054

ance “nursing home–like” functions
with behavioral management. The
scope of this problem is evident in the
overlap of behavioral and medical
problems observed in the 30 days before assessment. A total of 217 patients
(66 percent) exhibited what staff described as poor self-care even while supervised, and 92 patients (28 percent)
were considered to be a danger to
themselves or others. Seventy-six patients (23 percent) were in both of
these categories.
A similar analysis of lifetime behaviors provided an indication of the potential for placement outside an institutional setting. A total of 272 patients (83
percent) had a history of self-care that
was sufficiently poor to raise staff concerns, and 244 (74 percent) were rated
as having a history of being dangerous
to others; 211 patients (64 percent) exhibited both of these behaviors.
Readiness for discharge

The treatment teams were asked to
identify the kinds of settings to which
each patient could be discharged, if
any. Forty-six patients (14 percent)
were deemed to be ready for discharge at the time of assessment, and
an additional 36 patients (11 percent)
were considered likely to be dis-

charged within six months. Settings
that were deemed appropriate included nursing homes, community
residential programs with various levels of staffing, and other miscellaneous settings.
Six months after the assessment,
the Department of Mental Health
client tracking system was queried for
the number of patients who had been
identified as being ready for discharge and who had actually been
discharged. At six months only 19 patients (6 percent) had left the hospital. These 19 accounted for 23 percent of the individuals who had been
rated by staff as being ready for discharge at the time of assessment or
within the six-month time frame.
Note that the assessments of readiness for discharge were based on the
judgments of the patients’ treatment
teams. Clearly the members of these
teams knew the patients best; however, the reliability and validity of the
assessment process and the consistency of the process across sites or
even across teams within sites has not
been established. Moreover, such assessments clearly cannot account for
changes in patients’ clinical status or
the availability of community placements over a six-month period.

Discussion
The data presented here describe a
group of individuals who had experienced long stays in state psychiatric
hospitals—stays that spanned decades in some cases—in an era when
such hospitalizations are becoming
less and less common. These data,
along with observations by members
of the treatment team, suggest that
for many patients the factors that prevent or delay discharge are not confined to psychiatric symptoms. Indeed, for many individuals it is not
their psychiatric illness alone but a
combination of behavioral tendencies
and clinical factors that necessitates
continued hospitalization.
Several patients had medical conditions that might have restricted the
range of alternative settings in which
they could have been placed. For example, patients who have diabetes or
hypertension may require an enhanced level of supervision to ensure
that they follow an appropriate med-
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ication and dietary regimen. Patients
who have impaired vision or hearing
or who suffer from arthritis may be
restricted in the kinds of physical settings in which they can be placed and
may require some assistance in activities of daily living. Likewise, individuals who have difficulty swallowing,
who have gastrointestinal disorders,
or who are obese may need close dietary supervision. Clearly all of these
services could be provided in nursing
homes or comparable settings. However, as we have indicated, a co-occurring set of undesirable behavioral
tendencies may make such placement
difficult for some of these individuals.
Thus these patients remain hospitalized.
Another group of patients had behavioral histories that suggested that
their placement in a setting with less
supervision might trigger a chain of
events with undesirable consequences. For example, individuals
who have exhibited severe substance
abuse or medication noncompliance
in previous episodes of community
living may repeatedly engage in assaultive or other dangerous behaviors, even if supervised. Although
such patients may appear to be clinically stable and to function reasonably well in the supervised environment of state hospitals, members of
the treatment team must be cognizant of the course of events that
might unfold after discharge and
weigh the possible risks to patients
and others when assessing readiness
for discharge.
Our data also suggest that, in serving the continuing-treatment population, state hospitals are performing an
important social function. As we have
observed, a number of the patients
had histories of dangerous behaviors,
including sexual assaultiveness and
child molestation. Some of these patients began their state hospital stays
as forensic patients, having been referred by the courts to restore their
competence to stand trial or having
been committed civilly in lieu of
criminal sanctions. Thus the criminal
justice system, family members, or
the community may oppose the release of some individuals to community settings.
Finally, our sample included a subPSYCHIATRIC SERVICES

group of individuals whose hospital
stays had been so long that the appropriateness of transferring them to an
alternative setting may have been
questionable. For example, it is unclear whether persons who have
resided in a state hospital for two
decades or more would benefit significantly from a change in residence at
that point in their lives. Clearly the
preferences of the individuals themselves must be weighed carefully in
any decision about their transfer.

In
President
John F. Kennedy’s
February 1963 message
to Congress he argued that
“if we apply our medical
knowledge and social insights
fully, all but a small portion
of the mentally ill can
eventually achieve
wholesome and
constructive social
adjustment.”

Conclusions
In President John F. Kennedy’s February 1963 message to Congress
about mental health and mental retardation, he argued that “if we apply
our medical knowledge and social insights fully, all but a small portion of
the mentally ill can eventually achieve
wholesome and constructive social
adjustment” (23). The president was
essentially correct in that belief: in
the 37 years since he issued his mandate that a “bold new approach” be
taken in the treatment of mental ill-
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ness, many persons who once might
have undergone long-term hospitalization have been spared that experience, thanks to innovations in pharmacologic, psychosocial, and other
treatments. The data we have presented also confirm President
Kennedy’s belief that some individuals need to be hospitalized for extended periods.
At the end of the 20th century the
long-advocated replacement of the
state hospital by alternative settings
and services has in many locales been
nearly—if not fully—accomplished.
In Massachusetts and in many other
states the privatization of acute inpatient treatment and the expansion of
community-based services have shifted many of the original functions of
state hospitals to other settings. Mental health advocates and policy makers will continue to seek resources to
further expand the community-based
system and to further reduce reliance
on state hospitals.
But therein lies a dilemma. Many
of the patients identified in this study
may be ready for discharge but may
await the availability of services that
will enable them to leave the hospital.
For some of the patients who were assessed as not being ready for discharge and not likely to be ready in
the foreseeable future, the reason
may have been that the constellation
of community services required to
meet their needs in the community
either does not exist or would be too
costly to create.
In the case of one state hospital, almost the entire patient population,
including patients who had been hospitalized for decades, was discharged
over a period of about ten years. This
outcome required that substantial resources be allocated to planning and
creating a range of community placements appropriate to each patient’s
needs (14,15). However, our data suggest that even if such resources were
universally available, obstacles to discharge might nevertheless remain for
some patients. The community’s resistance to the discharge of individuals who have problematic behavioral
histories is likely to persist, regardless
of the resources available.
These factors, coupled with the
pervasive stigma surrounding mental
1055

illness (24), virtually ensure the perpetuation of at least a small long-stay
population of psychiatric patients in
state hospitals for the foreseeable future. That said, the “small portion” of
individuals to whom President
Kennedy alluded deserve the best
possible care and an optimal environment in which to reside. In meeting
the needs of these patients, state hospitals and their long-term-care function continue to occupy a unique and
important niche in the system of care
for persons who have severe mental
illness. ♦
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