
Shorter hospitalizations at the expense of quality? Experiences
of inpatient psychiatry in the post-institutional era

From the early 1950s, effective drug and psychological thera-

pies coupled with pressures from antipsychiatry have driven a

very persuasive vision of deinstitutionalized psychiatry in which

the vast bulk of psychiatric care was to be delivered in the com-

munity. It was thought that small psychiatric units in general

hospitals might be sufficient, although some asylum patients

would need longer-term care in sheltered accommodation,

mainly because they had lost skills and family contact.

In 1955, there were some 150,000 hospital beds for the men-

tally ill in England. By 2012 there were just 22,300, and by the

end of last year 2,000 more had gone. This dramatic reduction

has been helped along by developments in community care,

such as assertive community treatment and crisis home treat-

ment. Of these, crisis home treatment has had the largest

impact, shown in controlled trials to be a clinical and cost-

effective means of reducing hospitalization1.

Of course, even the best functioning crisis home treatment

cannot safely manage all crises in the community, and so in

parallel there has been an ongoing effort to shorten the length

of hospital stay for all who cannot be dealt with elsewhere.

The latest manifestation of this has been the introduction of

“triage” wards. These highly staffed wards cap length of stay at

around 7 days, with patients either discharged home (with cri-

sis home treatment support as needed) or transferred to a

longer-stay ward in the hospital. But therein lies a problem.

Patients who are transferred to the other wards in the triage

system tend to be those who have the more challenging disor-

ders, with severe breakdown of community tenure and of rela-

tionships within the community team. In one of the few

studies to examine the impact of introducing a triage system

on the overall length of hospital stay, we showed that the accu-

mulation of these more complex patients with lengthy hospital

stay soon filled the other wards, effectively negating any eco-

nomic benefits of the triage ward2.

The reduction in acute hospital beds might be viewed as a

tremendous success for deinstitutionalization in the UK, were it

not that the demand for inpatient care now grossly outstrips

supply, accompanied by a rising tide of demoralization and

dissatisfaction with care among hospital staff and patients. A

recent survey showed that the number of patients having to be

hospitalized outside their home area because of a shortage of

local beds doubled, from 1,301 in 2011/12 to 3,024 in 2013/14,

with typical bed occupancy in excess of 100%3. Only the most

acutely ill are admitted, and the proportion who are compulso-

rily detained has risen while voluntary admissions have fallen4.

There are reports that many patients asking for admission are

being told that they are “not ill enough” to warrant it5. On the

other hand, around one-sixth inpatients in the above survey

were sufficiently recovered to be discharged, but were langui-

shing in hospital because they needed a longer period of resi-

dential rehabilitation or were waiting for housing and other

community services.

For at least a century it has been known that dramatic fail-

ures and hospital scandals occur when staff are too preoccupied

by bureaucracy, and too burnt out or detached from their

patients and other members of the care team to be able to feel

and show appropriate compassion and care. While mercifully

such dramatic failures are rare, there is realistic concern that

the staff working in overcrowded “pressure-cooker” environ-

ments can become demoralized and feel swamped fire-fighting

behavioural problems and attending to paperwork, leaving little

time for therapeutic activities with their patients. While interna-

tional standards recommend a variety of group and individual

therapeutic activities that together come to an average of at least

2.5 hours daily over and above the time spent in one-to-one

contact6, these standards are seldom met. In a recent survey of

acute inpatient wards, we found that structured activity and

one-to-one contacts amounted to only 4.5 hours per week.

There was a wide variation between wards, with some patients

reporting no participation in any formal activity7.

There are several publications of standards and guidelines

backed up by inspection and voluntary quality improvement

initiatives6, that if followed would certainly result in improved

standards of care. There are also specific skills-based interven-

tions aimed at better management of violence and risk sup-

ported by controlled trial evidence8, and much written on

simple procedures linked with effective leadership that are

known to improve the patient experience of general hospital

care that apply equally to the psychiatric setting9.

While the UK continues reducing beds, the picture is differ-

ent in other European countries, with Germany, Croatia, Lithua-

nia and Latvia actually increasing provision, and Belgium and

the Netherlands having far higher number of beds per capita.

Nevertheless, in the opinion of many UK psychiatrists, we prob-

ably have sufficient beds if only something could be done to

solve the problems of delayed discharge3. Some even argue that,

rather than trying to increase hospital care, we should be look-

ing to replace it with residential alternatives in the community.

This has been a successful pathway in some European set-

tings10, but in England these are rather more localized efforts,

such as crisis houses linked to home treatment teams. Most pro-

vide fewer beds than a typical acute inpatient ward, and the

majority only accept voluntary admissions. Many do have fewer

problems with staff morale and are preferred by patients but,

because of their relatively isolated community base, they are

not viewed as sufficiently safe places to take the more acutely

unwell, especially where there are risks of violence. Paradoxical-

ly, when run alongside rather than replacing hospitals, they may

have even contributed to the worsening inpatient situation,

as they divert admissions of the more compliant, less chaotic
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patients, leaving the most disturbed and disabled to enter acute

care.

It seems obvious that longer-term residential care is needed

for the complex more disabled patients that are clogging acute

care, but in the decades following the closure of the asylums,

the UK also quietly disinvested in longer-term care, so that

there are now fewer rehabilitation beds per capita than else-

where in Europe11. At one point it was even a matter of policy

that the new assertive community services would enable all

psychiatric rehabilitation beds to close, and around half of the

community rehabilitation teams were wound up, the staff being

re-tasked to provide for the home treatment and other new

community teams. Similar processes were seen elsewhere in

Europe and North America, with the provision of longer-term

residential care bearing little relation to local mental health

needs12. In the U.S., Sisti et al13 pointed out that the numbers of

patients now cared for in long-term state facilities are around

10% of what they were in 1955, and noted (as have many North

American commentators) the growing numbers of mentally ill

in jails and prisons, that they argued have now become the

nation’s largest mental health care facilities.

In conclusion, we are where we are because we have ignored

much of our own advice to the world on ensuring we provide

what we need in the community before rushing to shut down

hospital care14. I believe the one thing we can do to improve

the quality of inpatient care is to take steps to reduce the cur-

rent “pressure-cooker” environments of acute care and so

allow inpatient teams the space to deliver quality care to their

patients. To achieve this, while I am certain that a return to

the large asylums is not the solution (see also Cohen et al15 in

this issue of the journal), it is clear that we need to ensure ade-

quate provision of inpatient rehabilitation and closer imple-

mentation of the guidelines for rehabilitation pathways that

already exist. In these settings, as indeed all inpatient care, the

ultimate determinants of quality rest on good leadership by

example and the presence of compassionate staff, trained and

supervised appropriately.
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