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RESEARCH QUESTION
Have any studies been conducted on the outcomes of closing state hospitals and moving patients into community mental health centers/systems of care (specifically for children and adolescents)?  
METHOD
Various studies were secured by utilizing the following method.  A computer search was conducted August 22, 2007 in the following databases: Google Scholar, Academic Search Premier, CINAHL, Pre-CINAHL, PsycARTICLES, Psychology and Behavioral Sciences Collection, PsycINFO, TOPICsearch.  The following terms were used in the search: “deinstitutionalization & children or youth” (135 results), “state hospital & alternative” (89 results), “close & state hospital”(41 results), and “community & system of care & children or youth” (165 results).  From the 430 results which were reviewed for possible inclusion, 10 full articles were selected for further review, and 3 articles revealed significant relevance.  All pertinent related article citations are included in the reference section with an “Additional References” section following for further detailed review.   
THREE SIGNIFICANT STUDIES
Illinois 


Shifting Resources to the Community: Closing the Illinois State Psychiatric Hospital for Adolescents in Chicago (Nierman & Lyons, 2001) is a study of a three-year process of closing Illinois State Psychiatric Hospital for children and adolescents. This study evaluates the impact of the closure of the hospital from various perspectives. First, to find whether the most challenging children and adolescents’ level of functioning were reduced, the authors compared the aggregated scores on the Child Behavior Checklist at admission for children who were hospitalized in the state hospital before its closure to the scores of children who were hospitalized in the community network hospitals during the first and second years after privatization.  The results indicated “that the children who were hospitalized after the closure were clinically comparable to those treated in the state hospital” (p. 1159).

Additional outcomes of the study included a dramatic decline, more than 75 percent, in the average number of hospital days for children and adolescent patients.  Additionally, the community linkage appears to have improved and expenditures on hospital services reduced dramatically from $12 million to about $2.5 million.  The funds from the closure of the state hospital were invested into building community-based services.  The authors view the commitment by state leaders as the key aspect of success in the process as it allowed the redirection of resources into community-based services.  The study also suggests addressing the very real concerns of clinical staff at the state hospital, advocates, and families, and making good use of the old facility as important components to this successful transition.
Indiana 


The Closing of Central State Hospital: Long-Term Outcomes for Persons with Severe Mental Illness (McGrew, Wright, Pescosolido, & McDonel, 1999) tracked 303 long-stay adult patients with severe mental illness discharged from Central State Hospital (CSH) in Indiana.  “The mean length of stay was 8.0 years, and the median length of stay was 5.7 years.” (p. 259). The study examines the one and two-year clinical levels of functioning (LOF) and quality-of-life (QOL) outcomes for these patients. 

Although before the closure of the CSH, the majority of the staff, families, patients, and community worried that patients discharged from CSH would experience serious negative consequences, “there were no reliable decreases in functioning on any clinical outcome measured (e.g., decreases in LOF, QOL, physical or mental health, or increases in stress and self-reported drug or alcohol use)” (p. 257).  At the 24 month follow-up, fewer than 27% of discharged long-stay patients placed into the community were rehospitalized, 1.3% were in jail or prison, 2.6% were missing (may have been homeless).  Moreover, “there were consistent improvements in QOL (especially safety and occupational satisfaction) and LOF (especially housing and income/benefits)” (p. 246).  The improvements were not limited to particular diagnoses, ages, or ethnic groups.  The study also compared patients discharged to the community to patients discharged to other hospitals. For mortality reasons, no control group was available.  The results showed no difference between the groups on physical or mental health, QOL, stress, substance use and self-efficacy. 

The study concludes that there were three features of the hospital closing and transition plan that helped to make the closing successful. First, forming a closure transition committee, “composed of representatives from the seven receiving mental health centers, the Division of Mental Health, the hospital social work staff and administration”(p. 259) to plan services and discuss discharge plans for each patient.  Second, providing transition funding to allow “tailoring services to the specific needs of each patient”, “rather than squeezing them into already overstretched existing services” (p. 260).  Third, requiring a monthly tracking report for every discharged patient “forced providers to more closely monitor and treat” these patients. (p. 260).

Pennsylvania 

The article Community Treatment Teams: An Alternative to State Hospital (Hadley, Turk, Vasko, & McGurrin, 1997) “described the implementation of Community Treatment Teams (CTT) as a strategy to provide service” to the discharged severely mentally ill to the most disabled adult patients after the closure of Philadelphia State Hospital in Pennsylvania (p. 77).  The primary goal of CTT is to guarantee clients’ welfare and to maximize their quality of life.  It was only secondarily viewed as a system consolidation and cost saving strategy. 

The CTT model emphasizes both client’s successful community adjustment and case management services. CTT utilizes a multidisciplinary team of psychiatrist, psychologist, social worker, nurse, team leader, case manager, and case manager technician, and “includes support staff such as housing vocational, and financial counselors, computer technicians who operate the program’s management information system, and clerical staff.” (p. 83).  The team functions as a strongly integrated unit.  The case manager develops strength assessments, the personnel plans with the clients and other team members and providers; the case manager technician provides assistance to client’s everyday living and implements the details of the client’s personal plans; the psychiatrist works cooperatively with the nurse of the team to assure the health, medication, and other health related issues are addressed.  Every team has a leader who organizes and monitors all activities, assuring that all members contribute their unique skills to the team and are sensitive to the many needs of all the clients the team serves.  There are 12 teams, each of which serves 45 to 60 clients.  Clients are instructed and encouraged to call their case manager when experiencing stress or crisis. “Rotating on-call teams of CTT members provide crisis or emergency interventions so that case managers can be available 24 hours a day, seven days a week.” (p. 86).
There has been a “55% reduction in inpatient re-admissions for clients and a 37% reduction in length of stay.”  The average annual cost per client for CTT services is $9,000.  “When costs for all the other mental health services purchased from providers, including community inpatient, are included, the average annual cost per CTT client has been $58, 000” (p. 87).  Compared to the annual cost of Philadelphia State Hospital, $114,000 for each bed, the cost has been reduced significantly. Most importantly, “the majority of clients and their families report greater satisfaction with care and a much greater sense of genuine participation in planning and activating their care” (p. 88).
LIMITATIONS

While Shifting Resources to the Community: Closing the Illinois State Psychiatric Hospital for Adolescents in Chicago (Nierman & Lyons, 2001) is perhaps the most relevant study to the target population in Utah, the article does not provide enough detail about their research study.  When the authors compare the children’s behavior before and after the closure of the state hospital, they used the aggregated scores on the Child Behavior Checklist at admission as the baseline.  Patients are typically highly symptomatic at hospital admission.  Consequently, using this “baseline” data as a comparison to outcomes in community mental health centers challenges the validity of this study.  Using data after patients have been treated and have stabilized at a state hospital setting would be a more appropriate measure.  
In the Indiana study, the authors acknowledged a caveat in their study.  They reported the annualized mortality rate of the patients discharged to the community to be 3.4%.  Although the authors indicated that “even higher mortality rates are not uncommon for persons with SMI (severe mental illness)”, additional information is needed on the cause of death and comparisons of morality rate of clients before and after the closure of the state hospital (p.259).  The authors did provide some dated information stating that “the average annual mortality rate in U.S. state psychiatric hospitals during the 1970s was 6.52%” (p.259).  More up-to-date and closely related data is required for an accurate comparison


Community Treatment Teams: An Alternative to State Hospital (Hadley et al.,1997) provides a good description of CTT teams with copious information on the functioning, structure, and impact the CTT teams have.  However, the study provides very little information on the research design and how the impressive positive outcomes were achieved.  Consequently, sufficient information to examine the internal and external validity of the study is not available. 

CONCLUSION

There was a “deinstitutionalization” movement in the United States at the end of the 20th century.  At least 54 state hospitals were closed from 1970 to 1997. (McGrew et al., 1999).  The majority of the studies supported the closure state hospitals.  Only one article, Against The Grain? A Reasoned Argument for not Closing a State Hospital (Geller, Shore, Grudzinskas, & Appelbaum, 2005), defended the state hospital in Massachusetts, because it is centrally located in the city with very convenient public transportation.  The hospital is described as easily accessible to friends, family, and case managers, and having a close connection with the community. 

For most states, there are two goals associated with the process of closing a state hospital. “1) to do no harm (i.e., discharged patients are no worse off than in the hospital) and 2) to improve patient’s overall QOL and/or LOF (i.e., discharged patients are better off than in the hospital)” (McGrew et al., 1999).  Almost all studies supported the first goal; even long-stay patients could be successfully discharged to the community. 
For the second goal, however, most studies did not provide strong evidence of success. For example, in the case studies of both Illinois and Indiana, very few community services were provided to the discharged patients.  Most clients were transferred from state hospital to network hospitals or other intensive inpatient care facilities. These clients were actually “trans-institutionalized”, rather than moved into the community, and the improvement of the clients’ quality of life was limited. 
The Pennsylvania CTT model is the exception among the studies reviewed.  Although the article did not provide details on their research design, the outcomes appear to have been quite successful in improving patient’s overall QOL and/or LOF.  This supports the notion that a well planned, funded, and organized community system of care is fundamental to guarantee protection of the client’s needs and interests, and to maximize their quality of life following the closure of a state hospital.   
In summary, while research provides some support for movement of patients from state mental hospitals to community mental health centers and systems of care, further studies are necessary to obtain more conclusive and reliable results.  It should also be noted that the majority of the studies were conducted with adults.  In fact, only one study was obtained which evaluated children and adolescents.  Until 2001, “No closures of state-operated facilities for children have been discussed in the mental health services literature” (Nierman & Lyons, 2001).  Consequently, the application of the current research to the transition of children and adolescents from State Hospitals to community mental health systems of care is uncertain.  
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