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Objective: The purpose of the study was
to examine the inpatient and outpatient
service use and 4-year outcomes of newly
admitted psychotic patients during a pe-
riod of rapid change in the provision of
psychiatric services in a well-defined catch-
ment area in New York State in the 1990s.

Method: Subjects were 573 participants
of the Suffolk County Mental Health
Project. This group comprised patients
with psychotic disorders first admitted
between September 1989 and August
1995 to 12 inpatient facilities across Suf-
folk County, N.Y., and followed for up to 48
months. The subjects’ service use, course
of illness, symptomatic outcomes, suicide
risk, homelessness risk, and satisfaction
with care were compared across admis-
sion years.

Results: The length of inpatient stays de-
creased significantly across the years. How-

ever, the number of outpatient visits and
therapy sessions did not vary. Although the
patients admitted in later years were more
symptomatic at admission to their first
hospitalization, their course and outcomes
over the follow-up period were not worse
and they were not less satisfied with their
care, compared with the patients admitted
in earlier years.

Conclusions: The clinical characteristics
of patients and the role of inpatient care
in the management of patients with psy-
chotic disorders gradually changed dur-
ing the 1990s. These changes, however,
were not associated with changes in the
use of outpatient services or outcomes.
Nevertheless, shorter hospital stays and
the presence of more severely ill patients
highlight the need for more attention to
linkage to aftercare and enhancement of
support networks in the community.

(Am J Psychiatry 2005; 162:1291–1298)

The 1990s witnessed many changes in mental health
services for patients with severe mental disorders (1). Per-
haps the most visible of these changes was the reduced re-
liance on inpatient treatment. Although this trend began
in the early 1960s with the first major wave of deinstitu-
tionalization, it continued well through the 1990s. Be-
tween 1988 and 1994, for example, the total number of
days of care in mental hospitals declined by 12.5 million
days per year (2), a decrease that was only partly offset by
an increase of 1.2 million days of psychiatric care in gen-
eral hospitals. This decline was due mostly to shorter
lengths of hospital stays, as the number of psychiatric dis-
charges did not decrease during this period (2).

Policies intended to reduce the length of hospital stays
were partly motivated by cost concerns. Many policy mak-
ers and clinicians also believed that partial hospitalization
and outpatient services would be as effective as inpatient
care but would be less restrictive and more conducive to
patients’ integration into the community.

Whether and to what extent this shift in locus of care oc-
curred and its effects on clinical and social outcomes of
patients with severe mental illness have yet to be fully ex-
amined. A study of privately insured patients treated be-

tween 1993 and 1995 revealed a paradoxical decrease in
the use of outpatient services that accompanied a reduc-
tion in inpatient days (3). Such overall reduction in ser-
vices is a cause for concern, particularly for patients with
severe mental disorders. Many of these patients require
long-term aftercare, and some require rehospitalization
for stabilization or medication adjustment. Thus, reduced
use of services may adversely affect the course and out-
come of these conditions.

We used data from a longitudinal epidemiological study
of first-admission patients with psychotic disorders in the
early to mid-1990s in a well-defined catchment area in
New York State to examine changes in the mix and volume
of services provided to this patient population during this
period. We also examined changes in the patients’ clinical
and social outcomes and in their satisfaction with care.
Recruitment that extended over a period of 6 years pro-
vided a natural experiment in which systematic variations
in usual services and outcomes in this setting could be
studied. We focused on first admissions in order to mini-
mize the effect of past treatment history and better reflect
the treatment careers of new entrants into the care system.
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TABLE 1. Characteristics of Patients and Index Hospitalizations of 573 Patients Admitted in 1989–1995 to 12 Inpatient
Facilities in the Suffolk County Mental Health Project, by Admission Cohort

Admission Cohorts

Characteristic 1989–1990 (N=104) 1990–1991 (N=101) 1991–1992 (N=74) 1992–1993 (N=71)
Mean SD Mean SD Mean SD Mean SD

Age (years) 30.4 9.7 29.9 9.9 29.3 9.9 29.6 8.7

N % N % N % N %
Gender

Female 48 46.2 46 45.5 34 46.0 23 32.4
Male 56 53.9 55 54.5 40 54.1 48 67.6

Race/ethnicity
Non-Hispanic white 79 76.0 74 73.3 58 78.4 47 66.2
Minority 25 24.0 27 26.7 16 21.6 24 33.8

Education
High school or more 78 75.0 82 81.2 51 68.9 57 80.3
Did not graduate high school 26 25.0 19 18.8 23 31.1 14 19.7

Type of insurance at baseline
Private 33 32.4 43 43.9 24 33.3 17 24.3
Public (Medicaid, Medicare) 17 16.7 18 18.4 10 13.9 13 18.6
Other 2 2.0 5 5.1 2 2.8 3 4.3
None 50 49.0 32 32.7 36 50.0 37 59.2

Baseline DSM-III-R research diagnosis
Schizophreniab 30 28.9 26 25.7 26 35.1 22 31.0
Bipolar disorder 21 20.2 27 26.7 19 25.7 12 16.9
Major depressive disorder 15 14.4 16 15.8 14 18.9 8 11.3
Psychotic disorder 

not otherwise specified 5 4.8 6 5.9 7 9.5 12 16.9
Other 33 31.7 26 25.7 8 10.8 17 23.9

Lifetime alcohol/substance disorder 52 50.0 50 49.5 39 52.7 39 54.9
Type of facility

Community 33 31.7 32 31.7 17 23.0 13 18.3
State 43 41.4 32 31.7 21 28.4 27 38.0
University hospital 25 24.0 31 30.7 33 44.6 28 39.4
Veterans’ hospital/other 3 2.9 6 5.9 3 4.1 3 4.2

Mean SD Median Mean SD Median Mean SD Median Mean SD Median

Time from onset of disorder 
to first admission (days) 723.5 1409.8 59.0 490.9 1232.7 21.5 572.5 1285.8 52.5 757.2 1352.7 43.5

Length of hospital stay (days) 41.0 41.0 25.5 41.5 42.3 29.0 35.6 50.8 22.5 38.9 87.8 18.0

N % N % N % N %
Clinician-rated psychiatric status 

at discharge
In full remission 54 51.9 44 44.0 21 28.4 23 32.4
In partial remission 21 20.2 19 19.0 39 52.7 37 52.1
Significant symptoms 1 1.0 5 5.0 5 6.8 3 4.2

Aftercare referral
Day hospital 3 2.9 5 5.0 3 4.1 1 1.4
Outpatient clinic 75 72.1 66 66.0 44 59.5 47 66.2
Private psychiatrist 15 14.4 19 19.0 10 13.5 11 15.5
Other aftercare 7 6.7 7 7.0 8 10.8 10 14.1

Loss to follow-upc

At 6-month interview 4 3.9 4 4.0 3 4.1 8 11.3
At 24-month interview 9 8.9 6 6.2 7 10.0 9 13.2
At 48-month interview 12 12.5 15 16.5 9 13.2 11 16.4

a Linear trend across the admission cohorts for categorical variables was assessed with the score test for trend of odds. (For characteristics with
more than one category, data for each category were compared to data for all other categories combined.) Linear trend across the admission
cohorts for continuous and ordinal variables was assessed with Spearman’s rank-order correlation (rs).

b Includes schizoaffective disorder and schizophreniform disorder.
c Includes participants who refused the follow-up interview or were not located. The eligible sample for follow-up comprised 552 participants

at the 24-month interview and 526 participants at the 48-month interview. Based on a review of all information, including new evidence
available at the 6-month consensus diagnostic meeting, 20 participants were deemed not to have been psychotic at baseline and hence were
excluded from the 24-month follow-up pool. For the same reason, at the 24-month consensus meeting, an additional 19 participants were
excluded from the 48-month follow-up pool. In addition, one participant had died by the 6-month follow-up, and another seven had died by
the 24-month follow-up.

*p<0.05. **p<0.01. ***p<0.001.
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We addressed three specific questions: 1) How did the use
of inpatient and outpatient services change among consec-
utive cohorts of patients admitted in 1989–1995? 2) How did
the 48-month course and outcome of these consecutive co-
horts of patients change? 3) How did their global function-
ing and satisfaction with care change?

Method

Subjects

The data were drawn from the Suffolk County Mental Health
Project, a longitudinal epidemiological study of consecutive first
admissions to 12 psychiatric facilities in Suffolk County, N.Y., be-
tween 1989 and 1995 (4). Briefly, inclusion criteria for the study
were age 15–60 years, residence in the county, clinical evidence of
psychosis, and both capacity and willingness to provide written
informed consent. Exclusion criteria were a psychiatric hospital-
ization more than 6 months before the current admission, mod-
erate or severe mental retardation, and inability to speak English.
Overall, 674 individuals met the inclusion criteria and agreed to
participate in the study. We further limited the sample for this
study to patients who had no previous hospitalizations (N=600)
and who had their first admission between September 1, 1989,
and August 31, 1995 (N=573). Although a few patients were admit-
ted to the participating facilities before September 1, 1989, the re-
cruitment sites became fully operational only after this date. Sim-
ilarly, although the study continued through the early 1996, the
recruitment rate in the later months dropped to below 50%, partly
because of the extremely short stays of some of the patients.

Data Collection

Written informed consent was obtained from the subjects for
participation in the study, and their written permission to gather
information from medical records and from significant others
was obtained. After the baseline interview, the subjects were in-
terviewed by telephone every 3 months and in person at months
6, 24, and 48. Interviews were conducted by trained research in-
terviewers, all of whom were mental health professionals.

Nonparticipation and Loss to Follow-Up

The proportion of subjects who agreed to participate and were
located for interview at baseline did not vary systematically
across the years of the study included in this report (score test for
trend=0.10, df=1, p=0.75). Overall, 72.0% (N=674) of the patients
referred to the study completed the baseline interview. Patients
who were referred to the study but did not agree to participate or
were not located were more likely to be older and female and
more likely to have their first admission in state or university fa-
cilities rather than in community facilities or other types of facili-
ties. We adjusted for these factors in the main analyses.

At the 6-month consensus diagnostic meeting, which included
a review of all information available to the project psychiatrists,
20 participants were deemed not to have had a psychotic disorder
at baseline and hence were excluded from the 24-month follow-
up pool. For the same reason, at the 24-month consensus meet-
ing, an additional 19 participants were excluded from the pool of
eligible subjects for the 48-month follow-up. These exclusions
had no effect on the results of the study. In addition, one partici-
pant had died by the 6-month follow-up, and another seven had
died by the 24-month follow-up. Thirty-six (6.3%) of the 573 par-
ticipants in the follow-up pool at 6 months, 67 (12.1%) of the 552
participants at 24 months, and 94 (17.9%) of the 526 participants
at 48 months either could not be located or refused participation
and were thus classified as lost to follow-up. The prevalence of
loss to follow-up at 24 and 48 months increased across successive

Admission Cohorts

1993–1994 (N=105) 1994–1995 (N=118) Analysisa

Mean SD Mean SD rs (df=571)

31.1 9.7 31.4 11.3 0.03

N % N % χ2 (df=1)
0.57

35 33.3 57 48.3
70 66.7 61 51.7

0.02
79 75.2 89 75.4
26 24.8 29 24.6

0.47
77 73.3 97 82.2
28 26.7 21 17.8

28 26.9 64 54.2 2.61
18 17.3 13 11.0 1.04
3 2.9 1 1.0 0.79

55 52.9 40 33.9 0.28

31 29.5 23 19.5 1.39
15 14.3 21 17.8 2.86
19 18.1 23 19.5 0.86

18 17.1 23 19.5 17.92***
22 21.0 28 23.7 1.60
69 59.1 50 42.4 0.11

25 23.8 57 48.3 3.09
30 28.6 23 19.5 9.61**
48 45.7 35 29.7 2.73
2 1.9 3 2.5 0.86

Mean SD Median Mean SD Median rs (df=565)

1058.2 1977.0 65.5 438.4 1191.2 27.5 –0.02
21.7 18.2 17.5 21.0 24.2 14 –0.29***

N % N % χ2 (df=1)

45 42.9 54 47.8 0.20
48 45.7 37 32.7 12.34***
5 4.8 10 8.9 4.46*

10 9.5 12 10.6 7.12**
67 63.8 67 59.3 2.95
13 12.4 25 22.1 0.55
7 6.7 5 4.4 0.29

10 9.5 7 5.9 2.45
15 14.6 19 16.8 6.48*
23 23.0 24 21.4 4.44*
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cohorts (Table 1). However, loss to follow-up was not associated
with baseline diagnosis, severity of symptoms, course, or satisfac-
tion with care at earlier assessment points. Furthermore, when
analyses were repeated by limiting the sample to participants
who were not lost to follow-up by 48 months, the results were
mainly similar to those reported here.

Patient and Index Treatment Characteristics

Data on patient characteristics were obtained from the Struc-
tured Clinical Interview for DSM-III-R (SCID) (5). Length of stay,
characteristics of the index treatment facility, patient disposition,
and status at discharge (categorized as “full remission,” “partial
remission,” and “having significant symptoms”) were extracted
from admission hospital records by using a standardized form.
Preadmission duration of illness and treatment history were as-
sessed as part of the SCID and were codedb by using a modified
version of the Strauss-Carpenter Prognostic Rating Scale (6). The
type of insurance was determined at baseline and at the 6- and
24-month assessments (7). The DSM-III-R baseline research di-
agnosis was a consensus decision of two or more psychiatrists on
the basis of the SCID interviews and hospital records (4).

Course of Treatment

The number and length of rehospitalizations were assessed ev-
ery 6 months. Medical records were obtained for the index admis-
sion in Suffolk County and for subsequent self-reported hospital-
izations and outpatient treatments, irrespective of location. On
the basis of these records, the course of outpatient treatment was
rated globally every 6 months on a scale adopted from the Sched-
ule for Affective Disorders and Schizophrenia—Lifetime Version
(SADS-L) (8). Categories of response for the rating of outpatient
treatment course included “continuous treatment,” “several brief
periods of treatment,” “consultation/brief periods,” and “none.”
The type and frequency of outpatient treatment contacts were as-

sessed by using a standardized instrument that was also com-
pleted every 6 months.

Course of Illness, Clinical Outcomes, 
Suicide, and Homelessness

The course of illness was rated every 6 months by the inter-
viewers on a modified scale adopted from the Strauss-Carpenter
Prognostic Rating Scale (6); the period covered by the rating was
the preceding 6 months. Ratings on this scale included “full re-
mission for 3 months or longer,” “full remission for less than 3
months,” “partial remission,” “new episodes during interval,” and
“original disorder continued.” For the analyses reported here,
these categories were collapsed into the following three catego-
ries: full remission (the first two ratings), partial remission, and
continuous illness or new episodes (the last two ratings). Full re-
mission was defined as an 8-week period in which the subject was
asymptomatic, regardless of treatment status. Partial remission
was defined as having some symptoms of the index episode.

Symptoms were rated at baseline and at 6, 24, and 48 months.
Ratings were done with the Brief Psychiatric Rating Scale (BPRS)
(9), Scale for the Assessment of Positive Symptoms (SAPS) (10),
and Scale for the Assessment of Negative Symptoms (SANS) (11).

After each follow-up wave, a search of the National Death Index
database was conducted to assess the vital status of participants
who were lost to follow-up. On the basis of these data and further
information from family members of the deceased participant,
suicidal deaths were identified.

Homelessness ratings were conducted at the 24- and 48-month
interviews. Ratings were based on self-reports of any homeless
nights during the past 2 years.

Global Functioning

Global functioning at 24 and 48 months was assessed by using
a scale adopted from the SADS-L (8). Ratings included “return to
highest level of functioning,” “residual impairment,” “consider-
able residual impairment,” and “chronic condition or marked
deterioration.” Project psychiatrists made these ratings with in-
formation from interviews, medical records, interviews with sig-
nificant others, and rating scales.

Satisfaction With Care

The patients’ satisfaction with care was measured at 6 and 24
months by using two questions: 1) How satisfied were you with
the quality of services you received? (rated on a scale from 1, quite
dissatisfied, to 4, very satisfied) and 2) Did you get the kind of
treatment you wanted? (rated on a scale from 1, no, not at all, to 3,
yes). Because some patients participated in more than one outpa-
tient program, these questions were asked for as many as three
programs. The ratings used here reflect the average across pro-
grams. There was no association between the number of pro-
grams and the average rating.

Data Analysis

Baseline patient characteristics were compared across six co-
horts identified on the basis of the date of admission (patients ad-
mitted between September 1, 1989, and August 31, 1990, formed
the 1989–1990 cohort, those admitted between September 1,
1990, and August 31, 1991, formed the 1990–1991 cohort, and so
on). To assess trends across admission cohorts, the score test for
trend was used for categorical variables and Spearman’s rank-
order correlation was used for ordinal variables.

Patterns of treatment, illness course, and symptomatic out-
comes over the 48 months were compared across admission co-
horts by using generalized estimating equations (12). All general-
ized estimating equation analyses were adjusted for age, gender,
race, education, baseline research diagnosis, and facility type at
first admission. Interaction terms for admission cohort with fol-

FIGURE 1. Median Lengths of First-Admission Stays for
Patients Hospitalized in State and Other Facilities in the
Suffolk County Mental Health Project, 1989–1995a

a Dotted lines represent time trends based on fitted regression models.
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low-up time were also entered into the models. In addition, anal-
yses of service use were adjusted for updated insurance type (in-
surance type was assessed at baseline and at 6 and 24 months). In
models that showed a statistically significant linear relationship
between admission cohort and outcome, we further searched for
a possible nonlinear relationship by testing for a quadratic term
for admission cohort. Generalized estimating equation analyses
were conducted with the Stata 7 xtgee routine (13).

Results

Patient and Index Treatment Characteristics

The patients recruited in the six admission cohorts were
similar on most sociodemographic and clinical character-
istics (Table 1). The proportion of patients recruited from
state facilities declined across the admission cohorts,
mainly because of downsizing of the major adult state
hospital in the county. The length of first hospital stays de-
clined across admission cohorts. Although the reduction
in length of stay occurred in all facility types, it was partic-
ularly dramatic for state facilities (Figure 1).

Score test for trend showed a statistically significant
trend in the proportion of patients discharged “in partial
remission” or “having significant symptoms” across
successive cohorts (Table 1). The trend for patients dis-
charged “in partial remission” was largely due to a dra-
matic increase in such ratings between 1991–1992 and
1992–1993. In subsequent cohorts, however, the propor-
tion of such ratings gradually declined. There was also a
systematic increase in the proportion of patients dis-
charged to day hospitals (Table 1).

Course of Treatment

Overall, 43% of the patients were rehospitalized at least
once during the 48 months of follow-up (the median num-
ber of rehospitalizations among those rehospitalized was
two, with a range from one to 12). In the generalized esti-
mating equation analyses, the number of inpatient days
over the 48 months declined across admission cohorts (B=
–1.84, SE=0.49, z=3.78, p<0.001). However, the generalized
estimating equation analyses for the number of rehospi-
talizations assessed every 6 months revealed no signifi-
cant variations across cohorts. Thus, the decline in the
number of inpatient days was likely due to reduced
lengths of stay, not reduced frequency of hospitalizations.

The reduction in inpatient days was not associated with
increased use of outpatient services. In the generalized es-
timating equation analyses, the number of day treatment,
individual therapy, medication, and overall outpatient vis-
its did not systematically vary across admission cohorts.
Furthermore, generalized estimating equation analyses of
the global ratings of course of outpatient treatment (con-
ducted every 6 months) suggested a decline across admis-
sion cohorts in the proportion of patients in treatment
who received “continuous treatment” (adjusted odds ra-
tio=0.90, 95% confidence interval [CI]=0.82–0.99, z=2.23,
p<0.03) and an increase in the proportion of patients who

received “several brief periods of treatment” (adjusted
odds ratio=1.25, 95% CI=1.05–1.49, z=2.50, p<0.02). The
proportion of patients with “consultation/brief periods”
of outpatient treatment did not change systematically
across admission cohorts nor did the proportion of those
who received any outpatient treatment versus none.

Course of Illness, Clinical Outcomes, 
Suicide, and Homelessness

Illness course and clinical outcomes for the most part
did not vary systematically across admission cohorts. The
generalized estimating equation analyses revealed an in-
crease in the proportion of patients rated as being in “full
remission” across admission cohorts (adjusted odds ratio=
1.11, 95% CI=1.01–1.21, z=2.17, p=0.03). Further logistic
regression analyses revealed that the difference across co-
horts was limited to the 6-month assessment (adjusted
odds ratio=1.13, 95% CI=1.02–1.26, z=2.28, p<0.03), and
there were no significant differences across cohorts at the
later assessment points. There were also no systematic
variations in the proportion of patients with ratings of
“partial remission” or “new episodes during interval/orig-
inal disorder continued.”

The comparison of symptom severity in the generalized
estimating equation analyses revealed no significant dif-
ferences in the BPRS and SANS scores. However, analysis
of the SAPS scores revealed a nonsignificant trend for
higher levels of positive symptoms in later cohorts (B=
0.03, SE=0.02, z=1.89, p=0.06). Further analyses using lin-
ear regressions revealed that the difference in SAPS scores
across admission cohorts was limited to the baseline as-
sessment (B=0.06, SE=0.02, z=3.36, p=0.001), and there
were no systematic variations at follow-up assessments.

Five (0.9%) of the 573 participants committed suicide
over the 48 months of the study (two in the 1990–1991 co-
hort and one each in the 1989–1990, 1991–1992, and 1993–
1994 cohorts). There was no systematic trend in this vari-
able across admission cohorts (score test for trend=1.44,
df=1, p=0.23).

At 48 months, 77 (17.1%) of the 450 participants with
follow-up data on housing status reported episodes of
homelessness since the first discharge. There was no sys-
tematic trend in self-reported homelessness across admis-
sion cohorts (score test for trend=0.61, df=1, p=0.44).

Global Functioning

Many patients were rated as having “returned to highest
level of functioning” at follow-up (44.8% at 24 months and
44.1% at 48 months). In the generalized estimating equa-
tion analyses, a significantly higher proportion of patients
in the later admission cohorts had this rating (adjusted
odds ratio=1.35, 95% CI=1.13–1.63, z=3.20, p=0.001) and a
smaller proportion of patients had a rating of “residual im-
pairment” or “considerable residual impairment” (ad-
justed odds ratio=0.79, 95% CI=0.65–0.96, z=2.33, p=0.02).
The proportion of patients with a rating of “chronic condi-
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tion or marked deterioration” did not vary systematically
across cohorts.

Satisfaction With Care

No differences across admission cohorts were found for
satisfaction with care. Overall, 22.6% of the patients at 6
months and 43.7% at 24 months stated that they were
“very satisfied” with their services. Also, 40.5% of the pa-
tients at 6 months and 64.8% at 24 months stated that they
had received the kind of treatment that they wanted. The
increase in the proportion of satisfied patients with time
may be an artifact of treatment dropout of unsatisfied pa-
tients, as only the patients who received treatment during
the interval were asked about satisfaction with care. Fur-
ther analyses showed that a low level of satisfaction at 6
months was associated with a higher likelihood of drop-
ping out of treatment during the next 6 months (satisfac-
tion with services: odds ratio=1.65, 95% CI=1.21–2.24, z=
3.18, p=0.001; receiving the kind of treatment that was
wanted: odds ratio=2.66, 95% CI=1.78–3.98, z=4.76,
p<0.001). Similarly, a low level of satisfaction at 24 months
was associated with dropping out of treatment during the
next 6 months (satisfaction with services: odds ratio=2.24,
95% CI=1.36–3.68, z=3.16, p=0.002; receiving the kind of
treatment that was wanted: odds ratio=3.60, 95% CI=
1.95–6.65, z=4.09, p<0.001).

Discussion

During the years of study, the mental health care system
in Suffolk County, N.Y., and across the United States un-
derwent drastic changes. One major element of these
changes was the reduction in the length of inpatient stays.
In New York State, these changes were expedited by a new
policy initiative—the Community Reinvestment Act of
1993—that was intended to divert funds from inpatient
care to outpatient and community-based services (14).

Changes in the use of inpatient services are reflected in
our data. The average length of inpatient stays declined
drastically across admission cohorts spanning the 1989–
1995 period. We also observed a systematic change in the
characteristics of first-admission patients hospitalized in
Suffolk County across the 6 admission years. Patients in
later cohorts had more severe positive symptoms at ad-
mission. This difference was probably due to changes in
admission policies over this period, as patients who were
less severely ill were increasingly less likely to be admitted
into hospitals (2).

Both the reduction in the length of hospital stays and
the change in the characteristics of patients suggest a shift
in the role of inpatient care in the management of severely
mentally ill patients. Inpatient services were increasingly
used for short-term emergency management of more se-
verely ill patients, and patients with less severe illness
were shifted to less intensive settings. Probably as a result
of these changes, patients discharged in later years may

have been more symptomatic. This pattern was not very
clear in our data, as the trend for patients discharged “in
partial remission” was largely due to a dramatic increase
in such ratings between 1991–1992 and 1992–1993, and, in
subsequent cohorts, the proportion of such ratings gradu-
ally declined. However, this trend was clearly shown in an-
other study of three cohorts of depressed inpatients dis-
charged between years 1988 and 1996, in which patients
who were admitted in later years and who had shorter
stays had more symptoms and a lower level of functioning
after discharge (15).

Despite the reduced length of inpatient stays over the
period of the study, no corresponding increase in the use
of outpatient services was found. Although more patients
in later admission cohorts were referred to day treatment,
this pattern did not translate into increased use of day
treatment services. Moreover, continuity of outpatient
care, rated globally, did not improve in later admission co-
horts. If anything, fewer patients in later cohorts received
continuous outpatient treatment. These findings are con-
sistent with the results of a study of a national cohort of
privately insured patients that also found no increase in
utilization of outpatient services after reduction in inpa-
tient service use (3).

It is noteworthy, however, that the patients admitted dur-
ing later years experienced a speedy symptomatic recovery
after discharge from their first admission and by the 6-
month follow-up had symptom measures that were virtu-
ally indistinguishable from those of the patients admitted
in earlier years. There was also no evidence that the course
of illness in later admission cohorts was poorer than that in
earlier cohorts. In fact, global measures showed a puzzling
trend for patients admitted in later years to function better
than those admitted in earlier years.

Although we do not have a ready explanation for these
findings, it seems plausible that changes in the structure
and content of services in the early to mid-1990s and,
most importantly, the drastic reduction in the length of in-
patient stays in this period did not adversely affect patient
outcomes in the short run. We also did not observe any
meaningful trends in rates of suicide and homelessness
across admission cohorts. Finally, among patients who re-
mained in care, satisfaction with services did not vary sys-
tematically across cohorts.

During the course of the study, admissions to state facil-
ities and, as a result, the proportion of state facility patients
in this sample declined dramatically. Because patients ad-
mitted to state facilities traditionally have fewer resources
and experience poorer course and outcomes, the smaller
numbers of such patients in later cohorts could potentially
confound the results. However, when the analyses were
conducted separately for participants recruited from state
facilities and from other facilities, the results were essen-
tially similar to the main results reported here.

As the total number of inpatient psychiatric admissions
in Suffolk County declined during the years of the study
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(16), the proportion of patients with early psychotic disor-
ders who were admitted also likely declined in later years.
Many of these patients may have received care in less in-
tensive settings or in criminal justice settings. However, it
is unlikely that sample selection could explain the findings
of the study because the patients admitted in later years, if
anything, appeared to be more severely ill than those ad-
mitted in earlier years.

Another possible explanation for the findings of similar
course and outcome at follow-up across admission co-
horts despite the more severe presentation at baseline and
shorter stays in later cohorts is that the potentially nega-
tive effects of these factors were offset by the possible im-
provements in the content of outpatient services in later
years, including the introduction of atypical antipsychotic
medications. In our sample, only 19.6% of the patients
ever received such medications over the 48 months. Re-
peating the analyses after excluding these participants
produced results similar to those reported here; thus the
findings cannot be attributed to the use of these medica-
tions. Nevertheless, changes in other aspects of outpatient
care remain a possible explanation to be explored in fu-
ture research. For instance, some evidence suggests a shift
toward more time-limited and behavioral psychosocial in-
terventions during this period at least in community men-
tal health centers (17).

It is also plausible that the reduced length of inpatient
stays had a positive effect on the course and outcome of
psychotic disorders. Past research on the relationship be-
tween length of inpatient stays and clinical and social out-
comes produced conflicting results (15, 18–22). Perhaps
most relevant to the present study are the results of the
McLean First-Episode Psychosis Project, which recruited
patients in a time frame similar to the Suffolk County Men-
tal Health Project. That study also recorded a dramatic re-
duction in average length of stay during the study period
(22). But neither time to syndromal recovery nor the pro-
portion of patients attaining syndromal recovery by 2 years
varied systematically across the admission cohorts.

In interpreting the results of our study, some limitations
should be considered. First, although the Suffolk County
Mental Health Project obtained consensus longitudinal
diagnoses, we used only the baseline diagnoses in this
report to limit the potential effect of course of illness on
diagnostic decisions. It is noteworthy, however, that ad-
justment of the analyses for the 24-month consensus di-
agnoses did not substantially change the results of the
study. Furthermore, the results of analyses after stratifica-
tion of the data based on the 24-month diagnoses (schizo-
phrenia versus other) were mainly consistent with the
results reported here. One notable difference in the sub-
group of participants with a 24-month diagnosis of schizo-
phrenia was higher SANS scores in later cohorts. However,
this variation was limited to the baseline assessment and
did not persist at later assessment points, which suggests
that the participants with schizophrenia admitted in later

years were more symptomatic at baseline. Second, the
scope of measures of service use in this study was limited.
Future studies need to examine other domains, including
the process and the quality of care (17), use of informal
care providers, and use of other services in the commu-
nity. Finally, future studies also need to examine any pos-
sible shift of the burden of care to the criminal justice sys-
tem in this time frame.

In conclusion, the results of this study contain a mixed
message for clinicians and policy makers. On the one
hand, the shorter hospital stays and higher likelihood of
partial remission or nonremission at the time of discharge
call for more attention to provision of community-based
support services, including reliable linkage mechanisms
that enhance continuation of aftercare in outpatient set-
tings. Simple linking interventions (23) and focused case
management programs (24) have shown promising re-
sults. The prominent role of families in the care of patients
with severe mental disorders also calls for greater atten-
tion to supportive and educational family interventions.

On the other hand, it is reassuring to know that shorter
hospital stays did not negatively affect the short-term
course and outcome of psychotic disorders and that for
most patients in the early course of illness, resources avail-
able in the community provided adequate substitutes for
hospital care.
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