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Outcome of long stay psychiatric patients resettled in the
community: prospective cohort study
Noam Trieman, Julian Leff, Gyles Glover

Abstract
Objective To examine the outcome of a population of
long stay psychiatric patients resettled in the
community.
Design Prospective study with 5 year follow up.
Setting Over 140 residential settings in north
London.
Subjects 670 long stay patients from two London
hospitals (Friern and Claybury) discharged to the
community from 1985 to 1993.
Main outcome measures Continuity and quality of
residential care, readmission to hospital, mortality,
crime, and vagrancy.
Results Of the 523 patients who survived the 5 year
follow up period, 469 (89.6%) were living in the
community by the end of follow up, 310 (59.2%) in
their original community placement. A third (210) of
all patients were readmitted at least once. Crime and
homelessness presented few problems. Standardised
mortality ratios for the group were comparable with
those reported for similar populations.
Conclusions When carefully planned and adequately
resourced, community care for long stay psychiatric
patients is beneficial to most individuals and has
minimal detrimental effects on society.

Introduction
The government has decided to review the “care in the
community” policy after several high profile murder
cases involving mentally ill patients. In his foreword to
Modernising Mental Health Services, the secretary of state
for health stated that “community care has failed,
because while it improved the care of many who were
mentally ill, it left far too many walking the streets,
often at risk to themselves or a nuisance to others. A
small but significant minority have been a threat to
themselves or others.” Our study provides evidence
from research into the outcomes of former patients of
psychiatric hospitals, which argues for a balanced judg-
ment as to the failure or success of the longstanding
policy known as community care.

In 1983, the North East Thames Regional Health
Authority decided to close two of its largest psychiatric
hospitals—Friern and Claybury. At that time the patient
population of each hospital had already decreased to a
third of their peak capacity but still comprised over 800
long stay patients.

Resettling large numbers of residual patients in the
region raised questions about the programme’s
feasibility, the potential benefits for patients, the
public’s safety, and costs. With only the precedents of a
few reprovision programmes in the early 1980s and
virtually no evidence from systematic research, the
plan was a bold venture and several mental health pro-
fessionals disputed its wisdom.1

In 1985, the Team for the Assessment of Psychiatric
Services (TAPS) was established with funding from the
North East Thames Regional Health Authority and
later the Department of Health to evaluate the closure
of psychiatric hospitals. After obtaining ethical
approval from all district health authorities involved in
the reprovision programme, the team launched a
major prospective study to assess the social and clinical
outcomes of the patients after their resettlement in the
community. We present the outcome for these people
13 years after the research project was started.

Subjects and methods
Subjects
The study included patients who had been in hospital
for over a year (long stay) and who, if aged over 65
years, did not suffer from dementia. A baseline survey
conducted by the team in Friern hospital and Claybury
hospital in 1985 identified 770 individuals who met
these criteria.2

As long as the acute services remained at both hos-
pitals, new patients continued to accumulate. Those
who stayed for over a year then became part of the
sample (“new long stay” patients). Although these
patients inflated the census population, others
included in the baseline survey died in hospital before
their scheduled discharge.

We excluded two groups of long stay patients from
Friern hospital: 57 patients who moved to other hospi-
tals during the reprovision programme, and 64
patients (“difficult to place”) who were relocated in spe-
cialised facilities from 1992 to 1993.3 4

Our study sample (670 patients) comprised all long
stay patients discharged from Friern hospital during its
8 year reprovision programme, and 200 patients from
Claybury hospital who were resettled in the community
from 1985 to 1990 before its reprovision programme
was postponed by the North East Thames Regional
Health Authority because of insufficient funds.
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Design
We aimed to detect changes over time, with a naturalis-
tic longitudinal study design. We assigned patients to
annual cohorts by year of discharge. Each patient was
assessed at three time points: at baseline (before
discharge), and at 1 year and 5 years after discharge.
The clinical and social outcomes are described in detail
elsewhere.5–7 We assessed data pertaining to death,
crime, vagrancy, readmission, and residential mobility.

We collected and constantly updated data by
periodic visits to the residential settings, by phone calls
to carers every 6 months, and by follow up interviews
of each patient. We obtained supplementary infor-
mation through hospital records and case notes and by
contacting various agencies—for example, local social
services and the NHS central register. The database for
the Team for the Assessment of Psychiatric Services
includes every admission to hospital, deaths, contact
with police, and changes in place of residence.

We assessed the extent of restrictiveness of residen-
tial settings by the environmental index, which
measures the number of rules and regulations and liv-
ing conditions such as time of going to bed, personal
space, and accessibility of amenities (scores are up to
50; the higher the score the greater the extent of
restrictiveness).5

Results
Characteristics of patients
The mean age of our study group (670 patients) was 54
years (range 19-97 years). Men were in the majority
(355; 52.9%). Only 40 patients (5.9%) were married.
Eighty (11.9%) patients were from ethnic minorities.
The median length of continuous stay in hospital was
28 years for patients from Claybury hospital and 21
years for patients from Friern hospital. New long stay
patients constituted 39.1% of the sample (262
patients). Overall, 536 patients (80.0%) had a primary
diagnosis of schizophrenia. The overall level of
functioning was low,2 with the least disabled patients
selected for early discharge, leaving those who were
more difficult to manage until last.3 8

Follow up
Over the 5 year follow up, 126 patients (18.8%) died, 12
(1.8%) moved away from London, and nine (1.3%)
could not be traced. The remaining 523 patients
(96.1%) were fully followed up.

Residential mobility
Overall, 525 patients (78.4%) were initially resettled in
staffed residential homes. Forty six patients (6.8%)
moved to unstaffed group homes, 72 (10.8%) moved to
independent flats, and only 27 (4.0%) went to live with
their families. The community homes offered residents
more freedom than hospital wards, as shown by the
difference in median scores for restrictiveness: 25 for
hospital wards and 10 for community homes.

Of the 523 subjects who were fully followed up, 469
(89.6%) were living in the community 5 years after they
left hospital. Of these, 310 (59.2%) were still in their
original community placement.

Readmission to hospital
Over the 5 year follow up period, 201 patients were
readmitted at least once to a psychiatric ward (38.4% of

all patients fully followed up); of these, 124 were admit-
ted more than once. Of a total of 538 readmissions (of
patients fully followed up), 160 (29.7%) were long term
(more than 6 months). At the 5 year follow up, 54
patients (10.3% of the sample) were inpatients.

The likelihood of readmission, as analysed for the
first six cohorts, was greater for young men, those with
more previous admissions, and new long stay patients.9

The last two cohorts, discharged from hospital from
1991 to 1993, had the highest proportion of new long
stay patients and also the highest readmission rate.

Mortality
Overall, 126 patients (18.8%) died within 5 years of
discharge—a crude death rate of 42.6 per 1000 person
years (95% confidence interval 35.3 to 50.0). We calcu-
lated standardised mortality ratios using age specific
death rates for the region’s population for 1991 (the
central year); these were 1.5 (1.1 to 1.9) for men and 1.9
(1.4 to 2.4) for women—both significantly above unity
(P < 0.01). Nine patients (7% of all deaths) committed
suicide, and cause of death was not determined in five
patients (4%).

Crime
All contacts with the police during the follow up period
were recorded. Overall, there were 15 reported
incidents of serious assault committed by 13 individu-
als; none had fatal consequences. Nine of these assaults
were on members of the public, including three sexual
assaults, one attempted murder, and two muggings.
Three assaults were on fellow residents, and three
assaults were directed at staff or police officers. There
were also nine incidents of burglary, criminal damage,
and lesser offences. At least three cases were associated
with drug misuse.

Three patients offended more than once. One of
those committed four serious crimes during the follow
up period but managed to evade the judicial and men-
tal health networks.

Of the 18 patients who committed crimes, four
were admitted to secure units on police orders under
the Mental Health Act, and 12 were sent to prison. Five
of these 12 were later transferred to psychiatric wards.

Vagrancy
Nine patients could not be traced at the 5 year follow up.
None of these were lost from staffed residential homes.
Two patients were in prison before contact was lost.
Three were listed in the NHS central register, and
although they did not respond to their doctors’ letters,
they are not assumed to be vagrants. Three patients who
lost contact with the local health and social services all
had a history of vagrancy and probably became
homeless owing to inadequate placement in bed and
breakfast accommodation. Another patient who led a
life of vagrancy was later retraced in hospital. Seven
patients were temporarily lost during the 5 year follow
up, but none had had transient periods of homelessness.

Discussion
Community care has been demonised by the media as
causing homelessness, freeing dangerous people, and
increasing the risks of self harm and suicide. Research
evidence, mainly from the United States, claimed to
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establish such links.10 11 The NHS, however, provides a
more solid infrastructure than exists in the United
States, and despite repeated administrative upheavals
and financial constraints it has maintained a funda-
mental commitment to provide comprehensive care in
the community.

In previous publications we reported positive
changes in the quality of life of patients from Friern
hospital and Claybury hospital after they were resettled
in the community.6 7 We found that the patients’ men-
tal state and social behaviour remained stable, their
daily living skills improved significantly, and their social
life became enriched by more meaningful relation-
ships. The majority of patients wanted to stay in their
community homes. The only negative results were
worsening immobility and incontinence—attributable
to ageing rather than relocation.

Residential care
The core element in the resettlement programme was
to provide alternative accommodation for every
patient, construed as a home for life. This was achieved
in full and was sustained. Most of the patients gained a
stable and homelike place where their freedom was far
less restricted. A comparatively small number of
patients moved from their original placement as their
needs or personal circumstances changed. We believe
that accommodation should be secured unless the
individual’s needs become incompatible with the sup-
port on site.

Homelessness
Less than 1% of our sample drifted out of care and
became homeless. Even this small problem might have
been avoided if the patients had been placed in staffed
accommodation rather than bed and breakfast hotels
and homes with low support. We conclude that the
increasing numbers of people living on streets in Brit-
ish cities cannot be attributed to the discharge of long
stay psychiatric patients. Our findings are supported by
surveys of homeless mentally ill patients, which show
that only a few have had histories of prolonged psychi-
atric admissions.12

Needs for inpatient care
Although most patients, including dependent ones,
could be managed successfully in the community, a
considerable proportion of our sample required
transient readmissions, thus creating a steady demand
on local services for acute admissions. Risk factors
affecting readmission to hospital were inherent—that
is, depended on age, sex, diagnosis, and previous
admissions—rather than variabes related to care.9 This
implies that even with the best treatment and adequate
support, patients with schizophrenia or other chronic
illnesses are prone to exacerbation of symptoms that
necessitate periodic admissions.

Our data indicate that 9-10 beds are required for
every 100 long stay patients discharged to the commu-
nity, some of which should be in rehabilitation facilities.
This need has not been accounted for in planning psy-
chiatric services and is one factor contributing to the
crisis affecting admission wards.13

A small yet important group of patients (about 15%
of Friern hospital’s long stay population in 1985),
regarded as unsuitable for community homes because

of aggressive or sexually provocative behaviour, was
managed effectively in specialised facilities affiliated to
general hospitals.4 Although many of these patients
could eventually be discharged (N Trieman and J Leff,
personal communication), other community patients
continued to accumulate in the admission wards to
become new long stay patients. Therefore, long term
inpatient care will still be needed when psychiatric
institutions have closed.

Crime
Overall, 2% of our sample committed serious assaults
over the 5 year follow up. Although this seems a small
proportion, we were unable to compare with other
cohort studies owing to methodological limitations
such as selection bias and the distinction between
offending and criminal conviction.

In the course of the reprovision programme, there
was an attempt to screen out aggressive patients from
placement in the community and to care for them in
highly staffed facilities, but a few were missed. In retro-
spect, action should have been taken to contain those
with a history of recidivism or coexisting misuse of
drugs—misusing drugs is regarded as the most potent
cause of criminal activity among young mentally ill
patients.14

Mortality
The patients’ mortality rate, being excessive in relation
to the general population, is consistent with rates quoted
by a recent meta-analysis of studies on mortality in
schizophrenic patients.15 Although the standardised
mortality ratio for men in our sample was identical with
that from the review, for unknown reasons the standard-
ised mortality ratio for women was significantly higher
than expected (â2 = 6.07, df = 1, P < 0.05).

We found no indication of higher suicide rates
among patients living in the community. In fact the pro-
portion of those who committed suicide was below the
crude estimated risk of 22% of all deaths by suicide by
the time that 20% of any cohort of followed up patients
have died.16 The low suicide rate is mainly explained by
the advanced stage of illness of most of our sample.

Despite local differences in demography and men-
tal health policies, long stay populations in psychiatric
hospitals are usually similar in composition.17 18 The
two samples of patients from Friern hospital and Clay-
bury hospital were also remarkably similar on every
measure made.2 Consequently, our findings could
probably be generalised to completed and ongoing

Key messages

x Replacing a psychiatric hospital with full
residential facilities in the community has
worked well for most long stay psychiatric
patients

x Recurrent and sporadic readmissions to
hospital are inevitable for high risk patients
regardless of their living conditions

x Fears are unfounded that former hospital
inmates are destined to neglect, high mortality,
and homelessness, or that they pose a threat to
the public
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reprovision programmes in Britain, provided that
these are well planned and well resourced.

Conclusion
Our findings dispel some of the common concerns
and myths associated with “care in the community”
patients and provide robust evidence that community
care has worked well for the former patients of psychi-
atric hospitals, most of whom are currently living in the
community and posing minimal risk to themselves and
the public. In light of this, a change towards
institutional care is not a rational policy.
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Serious hazards of transfusion (SHOT) initiative:
analysis of the first two annual reports
L M Williamson, S Lowe, E M Love, H Cohen, K Soldan, D B L McClelland, P Skacel, J A J Barbara

Abstract
Objective To receive and collate reports of death or
major complications of transfusion of blood or
components.
Design Haematologists were invited confidentially to
report deaths and major complications after blood
transfusion during October 1996 to September 1998.
Setting Hospitals in United Kingdom and Ireland.
Subjects Patients who died or experienced serious
complications, as defined below, associated with
transfusion of red cells, platelets, fresh frozen plasma,
or cryoprecipitate.
Main outcome measures Death, “wrong” blood
transfused to patient, acute and delayed transfusion
reactions, transfusion related acute lung injury,
transfusion associated graft versus host disease,
post-transfusion purpura, and infection transmitted
by transfusion. Circumstances relating to these cases
and relative frequency of complications.
Results Over 24 months, 366 cases were reported, of
which 191 (52%) were “wrong blood to patient”
episodes. Analysis of these revealed multiple errors of
identification, often beginning when blood was
collected from the blood bank. There were 22 deaths

from all causes, including three from ABO
incompatibility. There were 12 infections: four
bacterial (one fatal), seven viral, and one fatal case of
malaria. During the second 12 months, 164/424
hospitals (39%) submitted a “nil to report” return.
Conclusions Transfusion is now extremely safe, but
vigilance is needed to ensure correct identification of
blood and patient. Staff education should include
awareness of ABO incompatibility and bacterial
contamination as causes of life threatening reactions
to blood.

Introduction
The current incidence of major complications due to
blood transfusion is unknown. Until 1996 blood trans-
fusion was not covered by either a confidential inquiry
or the yellow card system of the Committee of Safety of
Medicines. Perception of transfusion safety focuses on
the diminishing risk of viral transmission, while the risk
of ABO incompatible transfusion due to errors in
blood or patient identification remains a threat.1 2 To
analyse the residual risks of transfusion, a confidential
voluntary reporting system for major transfusion
events—serious hazards of transfusion (SHOT)—
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