
The last half-century of psychiatric services in the
United States is examined through developments and
trends reported in the 50 years of publication of Psy-
chiatric Services. The journal, earlier named Mental
Hospitals and then Hospital and Community Psychia-
try, was launched by the American Psychiatric Associ-
ation in January 1950 and marks its 50th anniversary
this year. The author organizes his review of psychi-
atric services largely around the locus of care and
treatment because the location of treatment—institu-
tion versus community—has been the battleground for
the ideology of care and for the crystallization of poli-
cy and legal reform. He uses “dehospitalization” to de-
scribe the movement of patients out of state hospitals,
rejecting the widely used term “deinstitutionalization”
as inappropriate; one reason is that the term wrongly

implies that many settings where patients ended up
were not institutional. Also covered in detail, as re-
flected in the journal, are community care and treat-
ment, economics, patient empowerment, and the inter-
face issues of general hospitals, outpatient commit-
ment, and psychosocial rehabilitation. The author
notes that some concepts, such as outpatient commit-
ment and patient empowerment, emerged earlier than
now assumed, and that others, like psychosocial reha-
bilitation, recurred in slightly different forms over
time. He concludes that even after 50 years of moving
patients out of state hospitals and putting them some-
where else, mental health policymakers and practition-
ers remain too myopically focused on the locus of care
and treatment instead of on the humaneness, effective-
ness, and quality of care. (Psychiatric Services 51: 41–
67, 2000)

Anniversaries provide the backdrop for two impor-
tant types of social interaction. They are the occa-
sion, first, for collective expressions of sentiment

and, second, for hard-headed retrospection and assess-
ment. Unless we look back from time to time and appraise
our course, we will repeat past mistakes or make similar
ones next time around.—ELI GINZBERG (1).

The American Psychiatric Association announced in No-
vember 1949 that under a grant from the Commonwealth
Fund, it was launching a Mental Hospital Service that
would include a monthly mental hospital news bulletin.
The publication, initially called the A.P.A. Mental Hospital
Service Bulletin, was first published in January 1950. Its
name changed as of the seventh issue of volume 2 to Men-
tal Hospitals. In January 1966 it was renamed Hospital and
Community Psychiatry, and in January 1995, at volume 46,
its name was changed to Psychiatric Services.

The year 2000 is the 50th anniversary of the journal and
an opportune time, as Ginzberg notes, to reflect on our past
so that it may better inform our future. This paper uses the
50 years of this journal’s publication to examine the history
of the last half-century of psychiatric services in the United
States. For convenience, when the journal is cited in any
general way, it will be referred to as Psychiatric Services.
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Editor’s Note: As we note in several ways in
this issue, 2000 marks the 50th anniversary
of Psychiatric Services. In this major re-
view, Jeffrey L. Geller, M.D., M.P.H., a
member of the journal’s editorial board and
its book review editor, draws on material
published in the journal since its founding
in January 1950 to examine the last half-
century of psychiatric services in the United
States. The paper is dedicated to the mem-
ory of Walter E. Barton, M.D. (1906–1999),
who was medical director of the American
Psychiatric Association from 1963 to 1974
and who had a keen interest in the history
of psychiatry.
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Background
When considering the contents of this paper, three basic is-
sues arose. The first was how to keep the paper focused,
which requires acknowledging that much in a 50-year his-
tory of psychiatric services could not be covered. The pa-
per is largely organized around the locus of psychiatric care
and treatment during the last half-century. This point of
view was chosen because the location of treatment has
been the battleground for the overarching ideology of care
and treatment, and hence the nidus for the crystallization
of policy and legal reform, for 50 years.

The debate, of course, has been about institutional care
and treatment versus community care and treatment. This
focus has been soundly criticized (2,3), and rightly so. It
has distracted us from appropriately examining the ade-
quacy, quality, individualization, and respectfulness of psy-
chiatric care and treatment. Nonetheless, it is the history of
psychiatric services during the second half of the 20th cen-
tury.

Staying fixed on a focus that can be contained within an
article means that many topics are not addressed. Because
this is a paper on psychiatric services, most psychopharma-
cology advances are not included. Also not covered in the
paper, although they have received ongoing coverage in the
journal, are children and adolescents (4), the geriatric pop-
ulation (5), and women (6) as well as more discrete sub-
populations such as mentally ill mothers (7,8), young adult
chronic patients (9), persons with both mental illness and
substance abuse (10), and recipients of psychiatric services
who speak out about them (11).

The second issue that arose is that in discussing psychi-
atric services, we don’t know what we’re talking about. I
don’t mean that pejoratively, but literally. We use terms
that fail a basic test of communication: that people know
what you mean when you use them.

The buzzwords of the last 50 years of psychiatric services
are undefined, ill defined, or differently defined by each
person who uses them to meet his or her needs. Terms that
fall under the penumbra of ambiguity, and have been so
identified in the pages of Psychiatric Services, include
these ten examples: “deinstitutionalization” (12,13), “com-
munity” (12–14), “chronic mental illness” (13,15), “case
management” (16–18), “empowerment” (19,20), “recov-
ery” (2), “service system” (21), “advocacy” (22), “patient-
client-consumer” (23,24), and “least restrictive alternative”
(12,25). I can hardly create a new language for this paper,
so I will use the jargon we have all come to employ and do
my best to make it clear.

The third issue was how to deal with “deinstitutionaliza-
tion.” Variously called a “policy,” a “concept,” a “movement,”
a “protest movement” (26), even an “era,” deinstitutional-
ization is probably best labeled a “factoid.” Basically, dein-
stitutionalization wasn’t. That is, it wasn’t preconceived,
and it probably never happened.

The depopulation of America’s state hospitals occurred
because of a confluence of several factors: resource-poor
state hospitals at the end of World War II; the belief that
treatment closer to relatives and community jobs was bet-

ter than isolated, segregated treatment; the first psy-
chopharmacologic revolution, with chlorpromazine; em-
powerment of legal advocacy and an activist judiciary;
and—perhaps most important—the ability of states to shift
costs to the federal government through Medicaid,
Medicare, Supplemental Security Income, and federal
grants (27,28).

There may be no better evidence that the process of
moving patients out of state hospitals started considerably
before any designation of the process as “deinstitutional-
ization” than that between 1954 and 1976, the census of
public psychiatric hospitals decreased by 70 percent (a
point to be discussed later in this paper), while the term
“deinstitutionalization” did not appear in the index of Hos-
pital and Community Psychiatry until 1975. It did not ap-
pear in the title of a paper in this journal until 1976 (29).

What actually did take place was labeled by Talbott (27)
at the end of the 1970s as “transinstitutionalization.” He
described it as “the chronic mentally ill patient had his lo-
cus of living and care transferred from a single lousy insti-
tution to multiple wretched ones.” In the 1990s many state
hospitals are far better than “lousy,” many nonhospital liv-
ing arrangements are far better than “wretched,” and some
of both kinds of facilities can be excellent. However, the
quality of the place one resides in is distinct from who does
or does not call it an “institution” and therefore has little to
do with “deinstitutionalization.”

Having attended to these three issues, I will look at the
development of psychiatric services over the last 50 years
under the headings of “dehospitalization,” community care
and treatment, economics, empowerment, and interface
issues. As a background for what was accomplished by
those directly involved in developing and implementing
psychiatric services during this past half-century, it is help-
ful to be aware of what the federal government and the
courts were doing that shaped these developments. Table
1 provides this information; the sources for it are mostly
the journal’s News and Notes section and the Law and Psy-
chiatry column edited by Paul Appelbaum, M.D. In most
cases it is not clear whether the government and the courts
were leading or were following public or professional sen-
timent. However, in all cases the government’s and the
courts’ efforts have been fundamental to the changes that
ensued.

Dehospitalization
Because the term deinstitutionalization seems to be inap-
propriate for the movement of persons in state hospitals
out of them, the term “dehospitalization” is employed
here. The term has been used in Psychiatric Services (30),
although rarely. Its use predates the use of “deinstitution-
alization,” and it seems more accurate for describing a phe-
nomenon of transferring patients out of state hospitals be-
cause it implies no judgment about whether where they
went could be considered an institution (14).

That the last 50 years was really an era of dehospitaliza-
tion can be gleaned from Table 2, showing data for state
and county hospitals from 1950 through 1998 (31,32; Man-
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The federal government’s and the courts’ provisions of the foundations for psychiatric services, 1949 through 1999

1949 Passage of the National Mental Health Act (P.L. 79–87) leads to the establishment of the National Institute of Mental
Health (NIMH) as one component of the National Institutes of Health.

1951 NIMH publishes the Draft Act Governing Hospitalization of the Mentally Ill.

1955 In his State of the Union message, President Eisenhower says, “To reduce the gaps in medical services, I shall propose vig-
orous steps to combat the misery and national loss involved in mental illness.” 

The Mental Health Study Act of 1955 (P.L. 182) calls for a nationwide analysis and re-evaluation of the human and econom-
ic problems of mental illness. It leads to the formation of the Joint Commission on Mental Illness and Health.

1956 Passage of the Health Amendments Act of 1956 (P.L. 84–911) paves the way for the passage of comprehensive community
mental health center legislation through pilot projects, demonstrations, and applied research and evaluation studies.

1963 President Kennedy submits to Congress a “Special Message on Mental Illness and Mental Retardation” that calls for “a
wholly new national approach” to those two health problems. Kennedy notes that those problems “occur more frequently,
affect more people, require more prolonged treatment, cause more suffering by families of the afflicted, waste more of our
human resources, and constitute more financial drain upon the public treasury and the personal finances of the individual
families than any other single condition.” 

The Mental Retardation Facilities and Community Mental Health Centers Construction Act of 1963 (P.L. 88–164) passes; it
contains funds for constructing community mental health centers (CMHCs), but no funds for staffing them. President
Kennedy signs it three weeks before his assassination.

1964 Dixon v. Weinberger, filed in the District Court of the District of Columbia, claims that patients at St. Elizabeths Hospital
have a statutory right to treatment and that those involuntarily committed under the 1964 Hospitalization of the Mentally Ill
Act of the District of Columbia must be placed in the least restrictive setting consistent with suitable treatment.

1965 Medicare legislation is passed. It includes limited coverage for patients receiving active treatment in state hospitals in addi-
tion to those in general hospitals.

1966 The Social Security Amendments of 1965 (P.L. 89–97) adds Title XIX, Medicaid, to the Social Security Act. Medicaid funds
psychiatric treatment in general hospitals for those who are under categorical assistance programs and who qualify as med-
ical indigents, and it improves coverage for psychiatric illness under Medicare.

In Lake v. Cameron a U.S. court of appeals rules that an individual could not be committed to the hospital until hospital of-
ficials determined there was no less restrictive facility available to care for her.

In Rouse v. Cameron a U.S. court of appeals finds that a criminal defendant who is acquitted by reason of insanity and involuntari-
ly committed to a psychiatric hospital has a right, legally enforceable through habeas corpus, to adequate and suitable treatment.

1970 Wyatt v. Stickney is filed in federal district court in Alabama, addressing the issue of detention without treatment of invol-
untarily civilly committed persons. The court subsequently finds that three fundamental conditions are necessary for ade-
quate and effective treatment in public psychiatric hospitals: a humane psychological and physical environment, enough
qualified staff to administer adequate treatment, and individualized treatment plans.

1972 In Lessard v. Schmidt a federal district court decides that under the due process provisions of the Constitution, persons fac-
ing involuntary civil commitment are guaranteed the full array of procedural safeguards formerly guaranteed only to individ-
uals charged with a crime.

A U.S. district court judge in the District of Columbia orders an outpatient commitment, the first ever since the District’s
Hospitalization of the Mentally Ill Act became effective in 1964.  Outpatient commitment would remain controversial
throughout the rest of the century.

1973 The Health Maintenance Organization Act of 1973 (P.L. 93–222), which funds start-up costs for health maintenance organi-
zations (HMOs), includes language indicating HMOs must offer short-term mental health care.

In Souder v. Brennan a federal district court finds that patient-workers are covered by the Federal Fair Labor Standards
Act, entitling them to minimum wages and overtime compensation.

1974 In Donaldson v. O’Connor the U.S. Fifth Circuit Court of Appeals rules that a person who is involuntarily civilly committed
to a psychiatric hospital has a constitutional right “to such treatment as will help him be cured or to improve his mental con-
dition.” The U.S. Supreme Court issues its decision in this case on June 26, 1975, finding that “a state cannot constitutional-

Table 1 continues on next page
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ly confine without more a nondangerous individual who is capable of surviving safely in freedom by himself or with the help
of willing and responsible family members or friends.”

The National Health Planning and Resources Development Act of 1974 (P.L. 93–641) is passed to “facilitate the develop-
ment of recommendations for national health planning policy.”

1975 Congress overrides President Ford’s veto of the Nurse Training and Health Revenue Sharing on Health Services Act. The
bill includes expanded funding for CMHCs and increases the number of essential services CMHCs must provide.

The first class-action suit on the right to refuse treatment is filed for Boston State Hospital patients in a case originally
known as Rogers v. Okin. (Right-to-refuse-treatment cases have been basically decided on a state-by-state basis to the end
of the century, with very different rulings among the states.)

1976 In Tarasoff v. Regents of the University of California the California Supreme Court rules that “when a therapist determines,
or pursuant to the standards of his profession should determine, that his patient presents a serious danger of violence to an-
other, he incurs an obligation to use reasonable care to protect the intended victim against such danger.”

The Health Professions Educational Assistance Act of 1976 (P.L. 94–484) limits the entry of foreign medical graduates into
the U.S. by no longer giving them preferential immigration status.

1977 President Carter signs an executive order creating the President’s Commission on Mental Health. He appoints Rosalynn
Carter as honorary chair.

The General Accounting Office publishes the first governmental study of the problems of deinstitutionalization, called Re-
turning the Mentally Disabled to the Community: Government Needs to Do More.

Health, Education, and Welfare Secretary Joseph A. Califano, Jr., sets up a department-wide task force on deinstitutional-
ization of the mentally ill and mentally retarded to follow up on the recommendations of the President’s Commission on
Mental Health.

The National Institute of Mental Health awards contracts to 16 states under a new project called the Community Support
Program.

1978 The President’s Commission on Mental Health, in its final report, says that ultimately a national health insurance program
that includes appropriate coverage for mental health care would provide the best means of assuring that the mentally dis-
abled have access to the services they need.

1979 In Addington v. Texas the U.S. Supreme Court holds that the standard of proof in civil commitment hearings is “clear and
convincing,” a lower standard than “beyond a reasonable doubt.”

1980 The Civil Rights of Institutionalized Persons Act allows the federal government to initiate actions against states whose pub-
lic institutions—such as hospitals, prisons, nursing homes, and jails—deny residents their constitutional rights.

In Suzuki v. Yuen the U.S. Court of Appeals for the Ninth Circuit rules that involuntary civil commitment solely on the
grounds of danger to property is unconstitutional.

A campaign statement issued by the Reagan-Bush Committee includes a policy initiative that would encourage private groups to
“share in the effort to provide better care for the mentally ill, care which has been monopolized by the public sector for too long.”

The Social Security Amendments of 1980 (P.L. 96–265) mandates review of all Social Security Disability Insurance (SSDI)
beneficiaries, except those determined to be permanently disabled, once every three years.

The Mental Health Systems Act, the major accomplishment in mental health of the Carter administration, creates a comprehen-
sive federal-state effort to care for the mentally ill, especially underserved groups like children, the elderly, and chronic patients.

Surgeon General Julius B. Richmond, M.D., releases a 457-page report entitled Toward a National Plan for the Chronically
Mentally Ill.

1981 In a 5-to-4 decision, the U.S. Supreme Court rules that inpatients of public psychiatric institutions are not eligible for Sup-
plemental Security Income (SSI) payments granted to mentally ill patients in other settings.

In President Reagan’s first year in office, the Omnibus Budget Reconciliation Act (OBRA) of 1981 eviscerates the Mental
Health Systems Act and lumps together all remaining categorical mental health programs into a huge block grant.

1982 In Youngberg v. Romeo the U.S. Supreme Court decides that a person in an institution has a constitutionally guaranteed
“right to personal security,” “a right to freedom from bodily restraint,” and the right to receive “such training as an appropri-

Table 1 continues on next page
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derscheid R, personal communication, Sept 10, 1999). As
the table shows, the decrease from the highest number of
hospitals, in 1954, to the lowest number, in 1998, was 34
percent, whereas the year-end census of patients between
1954 and 1996 decreased by 89 percent.

Much of this decrease in the size of state hospitals  is at-

tributable to shortening lengths of stay. For example, be-
tween 1971 and 1975, there was a 41 percent decline in
length of stay (excluding deaths), or a decrease in the me-
dian length of stay from 44 days to 26 days (33). For all the
attention that the closing of state hospitals has received, it
has really been the movement of patients out of each of the
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ate professional would consider reasonable to ensure his safety and to facilitate his ability to function free from bodily re-
straints.” The effect is to severely limit the extent of a constitutional “right to treatment.”

Congress enacts the Tax Equity and Fiscal Responsibility Act (P.L. 97–248), which sets the stage for a prospective payment
system for Medicare.

1984 The Disability Benefit Reform Act of 1984 requires the Social Security Administration to develop new health criteria for
disability determination.

1986 The State Comprehensive Mental Health Services Plan Act of 1986 (P.L. 99–660) requires states to develop and implement
comprehensive mental health plans for community-based services for people with severe mental illness.

Guidelines for Involuntary Civil Commitment are published by the National Center for State Courts.

1987 In Board of Nassau County v. Arline the U.S. Supreme Court indicates that “society’s accumulated myths and fears about
disease are as handicapping as the physical limitations.”

1990 The Americans With Disabilities Act (ADA) is enacted to eliminate discrimination against disabled persons. Title II says,
“No qualified individual with a disability, shall, by reason of such disability, be excluded from participation in or be denied
the benefits of the services, programs, or activities of a public entity, or be subjected to discrimination by any such entity.” 

1991 The Inspector General of the General Accounting Office concludes that NIMH needs to strengthen its monitoring of
CMHCs. The conclusion is based in part on a 1990 congressional staff study that found “blatant” noncompliance among a
fourth of the CMHCs reviewed in the scope and volume of services provided to those unable to pay for them.

The Patient Self-Determination Act, part of the Omnibus Budget and Reconciliation Act of 1990, requires health care facilities
that receive Medicare and Medicaid funding to provide information to adult patients about their right to make their own
health care decisions, including the right to accept or refuse treatment and to execute advance directives about medical care.

1996 The Domenici-Wellstone Mental Illness Parity Amendment to the 1997 spending bill for the Departments of Veterans Af-
fairs and Housing and Urban Development means that businesses with more than 50 employees will have to offer health in-
surance plans with equal annual and lifetime limits for mental and physical illnesses.

Public Law 104–21 prohibits payment of SSDI and SSI benefits to persons whose disability is based on drug addiction or al-
coholism.

1997 In Kansas v. Hendricks the U.S. Supreme Court rules that sex offenders can be civilly committed because they “suffer from
a volitional impairment rendering them dangerous beyond their control” and because “far from any premature objection,
the confinement’s duration is instead linked to the stated purpose of the commitment, namely to hold the person until his
mental abnormality no longer causes him to be a threat to others.”

President Clinton’s President’s Advisory Commission on Consumer Protection and Quality in the Health Care Industry is-
sues its Final Report to the President: Quality First: Better Health Care for All Americans. The report includes concerns
about vulnerable populations and support for a health care consumers’ bill of rights.

In Charles Q. v. Houston a federal district court in Pennsylvania rules favorably for state psychiatric hospital patients with
the dual diagnoses of mental illness and mental retardation who seek treatment in the community.

1998 In Kathleen S. v. Department of Public Welfare a federal district court in Pennsylvania decides that under the ADA the for-
mer patients of the former Haverford State Hospital have a right to placement in the most integrated setting appropriate for
their needs—that is, in the community for most of the 255 patients.

1999 In Olmstead v. L.C. and E.W. the U.S. Supreme Court rules that the ADA requires states to provide community placement for
persons with mental disabilities if the state’s treatment professionals have determined it is appropriate, if it is not opposed by the
individuals affected, and if it can reasonably be provided considering state resources and the needs of other disabled persons.

At the First White House Conference on Mental Health, President Clinton announces that health plans for all federal govern-
ment employees will be required to cover mental health and substance abuse treatments at full parity with medical treatment.
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state hospitals and each hospital’s progressive decrease in
size that account for the lowered national state and county
hospital census.

In 1991, discussing his tenure as an attendant at Worces-
ter (Mass.) State Hospital in the early 1950s, Vogel (34) in-
dicated that he was personally responsible for 55 patients,
the licensed nurse oversaw the care of 700 patients, and
the physician was seldom seen except to certify deaths. Pa-
tients’ freedom of movement was unpredictable as “pa-
tients were sometimes put into physical restraints because
staff objected to their habit of masturbation, wandering, or
simply getting into things.” Patients were given work as-
signments because “the hospital virtually would have
ceased to function had it not been for its unpaid workers.”
Vogel’s comments conjure up images of what people think
of as all aspects of all state hospitals of the late 1940s and
1950s—”snake pits.”

Vogel’s memoir is without doubt true, and it was not pub-
lished until fairly recently because few publications of the
earlier era were exposing the condition of state hospitals.
(Exceptions were Mary Jane Ward’s The Snake Pit, pub-
lished in 1946, and Albert Deutsch’s The Shame of the
States, in 1948.) However, some rather surprisingly posi-
tive movements were also occurring. Most prominent
among them is what we would now label psychosocial and

vocational rehabilitation. Throughout the 1950s scores of
examples of state hospital programs articulated the princi-
ples that the focus of the state hospital was to prepare pa-
tients to live in the community, that work and social skills
were essential components of successful community living,
and that it was the hospital’s task to teach patients these
skills (35–43).

Not only were social skills and vocational training recog-
nized as important, but it was also recognized that effective
interventions in these areas required a multidisciplinary ef-
fort (41,44). Further, personnel were aware of the risks of
prolonged stays in state institutions, a condition called by
some “institutionalitis” (45). And all these efforts were
made in acknowledgment that not the hospital—but rather
the community—was the focus: “As we come to accept the
circumstances of hospitalization as just one aspect of treat-
ment, and possibly not an essential phase at that, there is
an increasing preoccupation with those aspects of illness as
displayed in the community” (41).

During this era, overcrowding and underfunding were
rampant (46–48), standards were low to nonexistent (46,
47,49–52), and the rehabilitation effort could not be sus-
tained. The 1960s was a decade during which the leaders
of state hospitals were busy redefining the role and design-
ing the functioning of state hospitals to ensure the hospi-
tals’ future existence (53–62). Other issues that were being
considered during this era were state hospital habituation
(“institutionalism”) (63,64), the sufficiency of no more than
symptomatic relief (65), families’ and patients’ resistance
to discharge (66,67), and the development of adequate
community programs to effectively maintain individuals
with chronic mental illness outside state hospitals (68–71).

The 1970s can be best characterized by a mid-century
statement that “hospital-busters and hospital-preservers
agree on only one point—there is no single universally ap-
plicable solution to the problem” (72). It was in this period
that the real debate about closing or retaining state hospi-
tals emerged (73–81), and some state hospitals were actu-
ally closed (82–84). While the political debate raged, state
hospitals began to become more integrated into communi-
ty services, largely through unitization—that is, geograph-
ic matching of state hospital wards and catchment areas
(85–87).

As components of this transition, prospective patients
began to be denied admission with a new vigor (88,89),
outcome data began to be examined (90–93), and even
purchase of service contracts with state hospitals was pro-
posed (94). Perhaps the best summary statement about
state hospitals during the 1970s is that of Maxwell Jones
(95): “I’m very worried about state hospitals, which I visit
in many parts of the country. They are all demoralized and
feel forgotten. The interest (and money) has moved to the
new community programs, which are not supplying the an-
swer to chronic mental patients.”

Of the last five decades, the decade of the 1980s was the
least innovative as far as state hospitals were concerned. The
issues of the 1970s continued to be prominent: the role of
the state hospital (21,96–101), including whether more state
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Number of state and county hospitals and their census, 1950
to 19981

Resident
Number of patients at Average

Year hospitals end of year daily census

1950 322 512,501 —
1952 329 531,981 —
1954 352 553,979 —
1956 278 551,390 —
1958 278 545,182 —
1960 280 535,540 —
1962 285 515,640 —
1964 289 490,449 —
1966 298 452,089 —
1968 312 399,152 —
1970 310–315 337,619 367,629
1972 321–327 274,837 326,575
1974 320–323 215,573 252,630
1976 300–303 170,619 193,380
1978 284–297 153,544 156,729
1980 275–280 137,810 138,600
1982 277 — 122,073
1984 277 — 116,236
1986 285 111,135 107,056
1988 285 — 99,869
1990 273 90,572 90,036
1992 273 83,180 83,692
1994 256 72,096 —
1996 254 61,722 —
1998 232 — —

1 Sources: Goldman et al (31), Witkin MJ et al (32); Mandersheid R, per-
sonal communication, Sept 10, 1999
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hospitals should be closed
(102) or if in fact any were
necessary (103); efforts to re-
duce state hospital admis-
sions (104–109); and further
refinements of state hospital
organization and manage-
ment (110). Perhaps the one
new debate—or at least it was
formulated more explicitly—
was the controversy on the
pros and cons of “deinstitu-
tionalization” (111–114).

Issues surrounding psychi-
atric services in state hospitals
in the 1990s were basically
more sophisticated examina-
tions of the issues developed
in the 1970s and somewhat
refined in the 1980s. The psy-
chiatric profession was fo-
cused on how the population
that uses state hospitals was changing (115–119); who kept
returning despite the improvement of community ser-
vices—that is, the examination of “recidivism” (120–128);
and the need for asylum for certain patients (129,130). A
continuing argument was that on the one hand we had more
patients in state hospitals than needed to be there (131,132),
and on the other that many with chronic mental illnesses
needed long-term inpatient treatment (133–135).

Strong criticisms of the role of the state hospital also
erupted in the 1990s. The 30-year debate on this role has
been driven more by ideology than by patient care needs
(136,137). Shame on us all.

Community care and treatment
In the early 1950s, Daniel Blain (138), then the medical di-
rector of APA, was already explaining the change in em-
phasis from hospital to community-based care: “The em-
phasis upon out-patient services, home treatment, day hos-
pitals, and the like grows out of the recent advances in psy-
chiatry which have made possible much care and treat-
ment without hospitalization.” The foundations for many
of the “innovations” of the 1960s through the 1990s were
actually rooted in the 1950s. The programs were not wide-
spread in the 1950s, but they were emerging, and they
were felt worthy of discussion in the literature.

As the state hospitals in the 1950s were preparing to dis-
charge patients who did not need hospital-level care, what
were community-based professionals doing? Interventions
that began to blossom in the 1950s included general hospi-
tal psychiatric units (139,140); outpatient clinics (140,141);
halfway houses (142–144); day hospitals (140,145); social
clubs for “ex-patients” (138,146); family care (146); anti-
stigma interventions (141,144,146); preventive services
(138); and the use of visiting professional teams to go into
patients’ homes (138), private doctors’ offices, (147) or re-
mote rural areas (148).

While model service delivery methods were being devel-
oped, earlier treatment methods such as hydrotherapy
(139), and earlier problems such as staff shortages—for ex-
ample, two social workers for 3,200 patients (142)—simply
moved into the new loci of care and treatment.

The 1960s might well be characterized by an axiom re-
counted in 1960: “The patient is better off in the commu-
nity, and the hospital is better off without the patient”
(149). By the early 1960s principles of community treat-
ment were well articulated (150). First, whenever possible,
a patient should remain in his or her home community and
be treated there. Second, hospitalization, if required, should
be short, with a rapid return to outpatient services. Third,
early intervention should be available to avoid the need for
hospitalization whenever possible. And finally, programs of-
fering alternatives to hospitalization should be fostered, as
they will be less expensive and more therapeutic.

By the mid-1960s the mental health professions had a
good understanding of what comprehensive treatment in
the community meant: “Comprehensive community psy-
chiatry refers to an array of therapeutic and supportive
programs designed to meet the needs of all patients and to
meet the needs of a single patient at different times during
the course of his illness” (151). At the same time came the
early recognition that the public and private sectors were
beginning to blur: “The rise of community psychiatry is
creating a closer relationship between public and private
agencies and institutions and, to some extent, is diminish-
ing their functional differences” (152).

The 1960s saw refinements of many of the interventions
of the 1950s, such as general hospital psychiatric units
(153), day hospitals (154–156), night hospitals (154,155),
halfway houses (157,158), social rehabilitation and em-
ployment (159–162), and outpatient clinics (163–165).
New interests in the 1960s, or those that began to receive
more attention, included emergency services programs
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In numerous public institutions, especially in the 1950s, the sleeping arrangements for patients
with mental illness or mental retardation lacked any semblance of privacy or dignity. (The photo
is from the June 1961 issue of Mental Hospitals.) 
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(150,166), services to police departments (167,168) and
correctional facilities (167), hospital readmissions (163),
adequate housing (159),  the  employment of former pa-
tients in human services (169), and the integration of ser-
vices across organizations (170,171).

Two interesting points of debate that would hound men-
tal health professionals throughout the remainder of the
century were clearly set out in this era. The first focused on
the issue of the permanence of community-based services
and the accompanying demise of state hospitals. Thus Gre-
co (166) wrote in 1961, “Any reversal of the present-day
trend toward keeping patients out of the hospital as long as
possible, and discharging those admitted at an early date,
seems unlikely,” while Ewalt (167) said in a keynote ad-
dress that same year, “The state hospital has been investi-
gated, inspected, reorganized, converted, divided, dis-
persed, and even abolished, in fact or in theory, by count-
less imaginative persons motivated by a variety of urges.
The state hospital survives, however, and is an amazingly
tough and resilient social institution.” 

The second long-lasting issue was the dynamic tension be-
tween autonomy and dependency in relationship to services
provided to those with chronic mental illness. Drubin (154)
wrote in 1960: “Again we cannot help but ponder whether
or not we might be developing a tendency to provide too
many crutches or even stumbling blocks rather than step-
ping stones to final discharge from the hospital by referring
more patients than necessary to the day-hospital, night-hos-
pital, foster home, cottage plan, half-way house, member-
employment program, or patients’ discharge quarters.”

An early statement of the 1970s was Hirschowitz’ view
(172) that “many programs have demonstrated that biopsy-
chosocial principles can be practiced and applied to the
management and rehabilitation of psychiatric casualties.”
Two other propositions that would become foci of discus-

sion for the next 30
years were set forth
by Feldman (173)
early in the 1970s.
First was the dilem-
ma of a two-class
system of care: “As
we have learned to
our great misfortune
in this country, ser-
vices offered only to
the poor quickly be-
come poor services.”
The other was the
matter of the in-
volvement of recipi-
ents of services in
the development of
those services: “Re-
sponsiveness simply
means that people
who receive mental
health services must

have something to say about the nature of those services
and the way in which they are provided. We are clearly in
an age of consumer rebellion, and mental health services
should be no less a target than automobiles, industrial pol-
lution, or phosphate detergents” (173).

The 1970s witnessed further development, and new
evaluation, of service interventions established in the pre-
ceding two decades. Among them were residential facili-
ties (174–179), employment programs (180,181), traveling
teams of professionals (173,182), and programs to address
readmissions (183–186). New concerns were expressed
about hospital admission rates (181,187,188), and pro-
grams were developed to provide acute psychiatric treat-
ment in nonhospital settings (181,189). Evaluation studies
of services began to be undertaken (190–192), and an ear-
ly attempt at utilization review was made (193). Two issues
that would haunt the provision of psychiatric services to
the end of the century emerged in this decade: the appli-
cation of the principle of the least restrictive alternative in
psychiatric services (181) and the burden of restrictive for-
mularies (182).

Two new forms of services were born during the 1970s.
One became known as case management. In the 1970s
there were two descriptions of providers that would cer-
tainly be called case managers today; they were known as
“brokers” in one service system (194) and “continuity
agents” in another (195).

The second new kind of service was what is now called
assertive community treatment. Drawing on principles in-
termittently articulated throughout the previous 20 years,
Stein and Test created a program to help individuals with
chronic mental illness sustain community life that would
be as free of inpatient treatment as possible, prevent the
development of the chronic patient role, maximize com-
munity adjustment, improve self-esteem, and enhance
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Patients’ inactivity and sense of hopelessness were epitomized in a 1959 scene at St. Elizabeths Hospital in
Washington, D.C. The photo was published in this journal about a year after Action for Mental Health, a
manifesto on behalf of the mentally ill, was released by the Joint Commission on Mental Illness and Health.
(From the February 1962 Mental Hospitals; photographer, Robert Lautman)
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quality of life (196,197). Test
and Stein (198) articulated
two guiding principles that
could be the clarion call for
the rest of the century for
the nature of psychiatric ser-
vices for those with chronic
mental illness: “A special
support system should be
adequate to assure that the
person’s unmet needs are
met” and “A special support
system should not meet
needs the person is able to
meet himself.”

The 1970s were character-
ized by surprises about and
criticism of the ideology of
the transfer of care that was
driving clinical services. In
one catchment area of San
Antonio (Tex.) State Hospital,
the establishment of a com-
munity mental health center
actually increased rather than decreased state hospital ad-
missions (188). Maxwell Jones (192) was highly critical. He
indicated, “I am unaware of any state that was circumspect
enough to request adequate information before supporting
this movement of chronic mental patients from the state
hospital to the community. The political and economic pres-
sure to lessen the tax burden by lowering the hospital census
has been too strong.” Further, he remarked, “It seems to me
that the tendency to use nursing and boarding homes cannot
be equated with health planning, but rather lack of it.”

One of the last comments of the 1970s about communi-
ty care, published in the December 1979 issue, provided
one administrator’s startling epiphany: “Patients often do
not see life in the community as more desirable than life in
the institution; if they did, they would leave the institution”
(199). Really?

The message of the 1980s was that community services
needed to be significantly improved to meet the needs of
those who were in the community as the result of dehospi-
talization. “Planners, leaders in psychiatry, and government
officials simply cannot be allowed to proceed with deinsti-
tutionalization in the absence of adequate community pro-
grams—at the very time when new, young chronic patients
are emerging in unprecedented numbers,” said Talbott
(200).

Better-planned and further-developed services were
promoted or initiated in the areas of needs assessment
(201,202); aftercare specialty services (203–207); case
management (16,18,208,209); residential care, including
quarterway houses (210–212), three-quarter-way houses
(213), board-and-care homes (214), and boarding homes
(215); community mental health centers (216,217); conti-
nuity of care (218,219); asylum care (220) and autonomy
(221); family care (222); and crisis care (223,224). There

was a renewed focus on evaluation research, including pre-
diction, outcome, and effectiveness studies, on such topics
as adjustment to community living (225), hospital admis-
sion rates (226,227), effects of case management (228,229),
quality of life (230), treatment compliance (231), and in-
tensive residential treatment (232).

A population that emerged as of particular interest, and
one that would remain of significant concern during the
next two decades, was the homeless mentally ill. The situ-
ation was described in 1983 as follows: “The homeless have
become a major urban crisis. The streets, the train and bus
stations, and the shelters of the city have become the state
hospital of yesterday” (233).

In community care, the 1980s was a decade of consolidat-
ing practices, evaluating efforts, and facing new problems. It
was more of a decade of tinkering than it was of innovating. 

The 1990s might best be characterized by an insight in a
Taking Issue column by Lamb (234): “Ideology should not
determine clinical practice, but rather clinical experience
should determine ideology.” An example of ideology deter-
mining practice was revealed in Geller’s evaluation (235) of
a crisis service’s mission to divert admissions from the state
hospital with the expectation (or even “knowledge”) that it
would produce treatment closer to individuals’ homes and
in the “least restrictive setting.” The outcome did not sup-
port the ideology; patients were often hospitalized at a lo-
cation across the state to avoid admitting them to the state
hospital, which was much closer to their neighborhood.

The last decade of the century included extensive evalu-
ation of what psychiatric services had and had not accom-
plished under the umbrella of community services. Ser-
vices scrutinized included case management (236–240),
residential programs (241–246), partial hospitalization pro-
grams (247–249), admission diversion interventions (235,
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Women patients prepared vegetables, probably grown on the hospital farm, in a form of industri-
al or occupational therapy at Eastern State Hospital in Williamsburg, Virginia. (From the October
1955 Mental Hospitals)
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250), and attempts to address noncompliance (251,252).
One service type of particular interest was continuous

treatment teams, most commonly labeled assertive com-
munity treatment, or ACT (253–259). Although assertive
community treatment was reported in many demonstra-
tion projects as a successful intervention on many outcome
variables, an unsettled debate remains about ACT’s place
in the overall service system. McGrew and colleagues (258)
decided it was time for “wide-scale dissemination of as-
sertive community treatment as an effective form of com-
munity care for persons with serious mental illness.” Burns
and Santos (256), in a review article, concluded that stud-
ies to date did not answer the question “of the place of as-
sertive community treatment in a system of care.”

Two populations of particular interest during the decade
of the 1990s were the homeless mentally ill (260–267) and
hospital repeat users or recidivists (238,268–270). One of
the more poignant articles about homelessness, one that
helps in distinguishing between ideology and reality, was
the description of shelter life by Grunberg and Eagle (260).
How different is the Fort Washington Men’s Shelter in New
York City, as they portray it, from state hospitals at their
worst in the “predeinstitutionalization era”? “The residents
sleep in cots on the armory drill floor. No walls separate
them from each other or from the public view. . . . The win-
dows are poorly lit, and walls are streaked with dirt. Various
corners are damp with urine. . . . Doors are missing from
bathrooms. . . . The beds are lined up in rows of approxi-
mately 20 beds wide and 50 beds long, with usually only one
or two feet between them. . . . Approximately one-fourth of
the residents choose to spend their day inside the shelter
and may not leave the building for days or weeks at a time.”

In order to move us away from ideologically determined
to clinically rooted policy, principles of care and treatment
were promulgated, including those by Bachrach (271) and
Munetz and colleagues (272). The basic components of
these principles were that mental illness is a biologic disor-

der, with its expression influ-
enced by genetic, personal,
and environmental factors;
the person is not the illness,
and the illness is not the per-
son; services must follow as-
sessment, must be individu-
alized, and must be modified
as needed; treatment must
be as aggressive as warrant-
ed, while respecting whatev-
er degree of autonomy the
recipient of services is capa-
ble of; treatment needs to be
culturally informed and in-
volve family members and
significant others; recipients
of services need to be in-
volved in the planning of
those services to whatever
degree they are capable of;

and outcomes of services must be realistic, researchable,
and researched.

Where are we now? One conclusion is that in someplace
approaching nirvana, the state hospital can be completely
replaced by a community-based system of care and treat-
ment. Thus Okin (273) concluded about western Massa-
chusetts, “With a clear vision, concerted political will, a
supportive constituency, a powerful catalyst (in this case, a
judicially enforced consent decree), sufficient resources,
and careful targeting of these resources to specific services
designed to serve patients with severe and persistent men-
tal illness, it is possible to develop a system of care in the
community that can substantially and responsibly reduce,
or totally eliminate, the need for state hospital treatment.”

Even if this is so, are persons with chronic mental illness
then “deinstitutionalized”? Robey (245) found that, to
some extent, supervised living arrangements typically pro-
vided by community residential and transitional housing
agencies are likely to represent for the residents an institu-
tional or semi-institutional environment. And Lamb (274)
reported on a “95-bed locked community facility,” one of
40 such facilities in California. By what stretch of the imag-
ination are secure facilities of 100 (more or less) inhabi-
tants, also known as patients or inmates, providing “life in
the community”?

All too often, psychiatric services continue to be built on
wishes for outcomes rather than on data (250). And we re-
main trapped between the dialectic of the legalistic goal of
minimizing restrictions on liberty and the clinical goal of
maximizing clinical outcomes through optimal treatment in-
terventions (272).

Economics
In every decade of the last five, questions about who would
pay for care and treatment were raised. In no decade did
there appear to be any widespread endorsement of a major
intervention that will cost more and be the right thing to
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Descriptions and photos—here, a dayroom—of a new hospital and training school for “mental de-
fectives” in Moose Jaw, Saskatchewan, were published as one of the journal’s frequent architectural
features. The facility’s planned capacity was 1,500. (From the December 1955 Mental Hospitals)
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do. Rather, new, more hu-
mane, or more respectful in-
terventions have been con-
sistently tied to cost savings.

In the 1950s life at the state
hospital was surrounded by
cost issues, such as savings
earned through new equip-
ment (275,276) or whether to
have a state hospital farm
(277–279). In an era when
the average state hospital was
operating at a cost of $2.70
per capita per day (280), the
introduction of chlorpro-
mazine proved to be a budget
buster—pharmacy costs in-
creased 20-fold (281). That
community treatment could
be less costly than hospital
treatment was recognized in
the 1950s (282).

Mental health care in the
1960s benefited from several
policy changes at the federal level. Buildings were in use
that had been built with expanded Hill-Burton funds un-
der the Hospital Survey and Construction Act (P.L. 79-
725) (283,284). Federal welfare payments were extended
to conditionally discharged psychiatric patients (285), and
Congress passed the Mental Retardation Facilities and
Community Mental Health Centers Construction Act of
1963 (P.L. 88–164) (286). Professionals began to push for
better health insurance, including coverage for partial hos-
pitalization (287). The argument for insured partial hospi-
tal treatment was further pursued in the 1970s (288).

By 1970 it was clear that the absence of federal money for
staffing community mental health centers (CMHCs) meant
that 60 of those planned would not open or would provide
“weak and ineffective programs” (289). It was also clear that
for acute illnesses, short-term hospitalization—two to four
days—and immediate return to the community “will not
only be expected, but also required” (290). Further, articles
with early data were indicating that individuals who had
chronic mental disorders could be cared for less expensively
in the community than in the hospital (291–294).

By the early 1970s it was starkly apparent that a national
plan was needed to simultaneously address financing, com-
prehensive coverage, and the restructuring of the delivery
system. This realization led to the Health Security Pro-
gram, promoted by the Committee for National Health In-
surance (290,295,296). President Nixon also submitted a
bill for national health insurance (297). President Carter, in
1977, indicated that national health insurance was high on
his agenda (298).

A class-action suit that profoundly affected the future of
the state hospitals was aimed at requiring the Labor De-
partment to enforce at state hospitals the minimum wage
and overtime provisions of the 1966 amendment to the

Fair Labor Standards Act  (299). The decision in Souder v.
Brennan put a stop to most work done by hospitalized pa-
tients (300), ending both patient exploitation and useful
work by inpatients.

The 1980s saw considerable legislative activity that could
affect mental health care and treatment. On the federal
level it included equal coverage for mental illness in feder-
al employees’ insurance (301), Social Security Disability
Insurance (302–304), and prospective payment (305,306).
On the state level there was a focus on minimum inpatient
and outpatient benefits (307). Other economic issues ac-
tive in the 1980s were the risks of the bottom line overrid-
ing patient care needs in for-profit hospitals (308), the re-
lationship of payment method and hospital use (206,
309–313), and the relationship between patient character-
istics and the cost of inpatient treatment (314).

In the 1990s much attention was paid to federal programs
or lack of them, including Medicaid (315,316), Social Secu-
rity Disability Insurance (317,318), equitable mental health
coverage (319–321), cost shifting (322), and national health
insurance (323). However, the major economic focus of the
1990s was managed care, private and public.

Before 1990 most of the focus on managed care had
been on health maintenance organizations (HMOs) (324–
331). In 1990 Dorwart (332) discussed myths about man-
aged mental health care, including that managed care
caused, and that managed care would cure, the current
problems of mental health care. Throughout the 1990s
managed mental health care rolled itself out, first on the
private side and then on the public (333–350).

Although this paper cannot do justice to the phenome-
non of, issues with, or strengths and liabilities of managed
mental health care, it is worth noting that little in private
managed behavioral health care, and even less in public
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One of numerous creative and industrial activities available in the new occupational therapy build-
ing at Norwich (Conn.) State Hospital in 1958 was weaving, in which patients produced rugs and
mats for the hospital. Seventeen hundred of the hospital’s 3,000 patients used the building. Vol-
unteers played a major part in the programs. (From the November 1958 Mental Hospitals)
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managed behavioral health care, is new. Most inventions,
attempts at cost savings, and use of alternatives to inpatient
care were developed in the public sector long before man-
aged care (351,352). People in states that implemented
public-sector managed care and the development of com-
munity services simultaneously see them as causally linked;
those in states that implemented these two service delivery
changes consecutively know otherwise.

Empowerment
Neither empowerment of patients nor empowerment of
families is of recent origin. The first issue of the first vol-
ume of Psychiatric Services included an item on a “club”
formed by patients, ex-patients, and family members (353)
and one on a relatives’ organization known as the Friends
of the Mentally Ill (354). Part of the latter group’s mission
was to seek legislation for better psychiatric facilities and
improved treatment.

In the 1950s consideration was given to increasing pa-
tients’ freedom in the hospital (355) and to employing pa-
tients in the hospital (356). The importance of patients’ en-
gagement in productive work was discussed above. This
movement continued in the 1960s with patients’ putting out
a newsletter (357); being prepared for competitive employ-
ment (358,359); working as therapy aides (360,361); and
helping as hospital volunteers (362) or as hospital workers
(363,364). While the state hospital often needed patients to
work due to staff shortages, the work programs were seen
as vehicles of empowerment and skills training that would
better equip patients for life after hospital discharge.

The 1970s continued the efforts seen in the two preceding
decades. Patients were helped to obtain jobs (365), including
performing staff members’ functions (366,367). Emphasis
was placed on “normal work environments” (368). However,
a damper was put on most hospital-based work programs
with the ruling in Souder v. Brennan that patients must be

paid the minimum wage
(300). An addition to patient
empowerment in the 1970s
was the introduction of the
patient advocate (22,369,
370). The advocate’s role was
not without considerable con-
troversy at the time (22), and
it has remained so.

One term is worth high-
lighting. Labeling patients or
ex-patients “consumers” is
not a function of the patient
empowerment movements
of later years. Rather, the
term “consumer” was ap-
plied to patients and former
patients by psychiatrists of
the 1970s (371).

Two major undertakings of
the 1980s were to have pro-
found effects on empower-

ment for the remainder of the century. The first was the in-
corporation of the National Alliance for the Mentally Ill
(NAMI) in 1980 (372). By the mid-1980s interventions and
formal expressions of opinions by NAMI affiliates were af-
fecting mental health policy (373,374). The second was the
use of self-help groups by those with serious mental illness
(375–378). As expressed by Estroff (375) early in the
decade, self-help groups were to be “a genuine, not an ar-
tificial, partnership in order to solve complex and painful
problems.” Estroff made a prescient observation—namely,
that self-help groups would be more of a challenge for staff
than for patients. As for terminology, in another commen-
tary, for the first time an author identified herself in the
journal as a “former psychiatric inmate” (377).

The 1990s were highlighted by persons with mental ill-
ness promulgating their own philosophies and definitions
of empowerment. Fisher (379) indicated that the major ac-
tions needed to facilitate recovery from disabilities were a
change in “the attitudinal and physical environment rather
than within the individual, an emphasis on choice in and
control of services by the people who are receiving them,
and an assertion that it is possible to be a whole, self-de-
termining person and still have a disability.” Rogers and
others (19) developed a scale to measure the construct of
empowerment, consisting of the three dimensions of self-
esteem–self-efficacy, actual power, and righteous anger
and community activism.

Further advances were made in areas of empowerment
that began in earlier decades, including the employment of
persons with serious mental illness as peer interviewers
(380), peer counselors (381), and case managers (382–
384). The self-help movement broadened (379,385), as did
activities for patient advocacy and patients’ rights (386).

Of particular interest is the question of how states’ en-
dorsement of patient empowerment translated into actual
practice. Geller and associates (20) found that states’ em-
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Through a float built for a county centennial parade in 1955, patients of State Hospital No. 3 in
Nevada, Missouri, projected hope and optimism. (From the September 1955 Mental Hospitals) 
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ployment of persons with serious mental illness and their
family members in state and county offices was inconsis-
tent across the states, and considerably less than it might
be. Noble (387) determined that only 16 state mental
health agencies required the inclusion of a vocational re-
habilitation component in an individual’s treatment or ser-
vice plan. It would appear that the states’ endorsing the
empowerment ideology has been much easier than putting
anything substantial into practice.

Two related concepts that came into their own in the
1990s were “consumer satisfaction” and quality of life. Al-
though consumer satisfaction was intermittently consid-
ered before the 1990s (388), it had become a focal point,
and often a quality indicator, by the century’s end
(389,390). Satisfaction was examined in relation to case
management services (391,392) and residential options
(393,394). Studies of satisfaction began to delineate clear
distinctions between patients’, families’, and providers’
perceptions of maximal outcomes (394).

In the 1990s researchers attempted to determine what
factors might affect patients’ perceptions of their quality of
life. One study found that quality of life could be improved
by such clinical interventions as family psychoeducation;
improved detection, evaluation, and treatment of depres-
sion; and more attention to side effects (395). The effects
on quality of life of clubhouses (396) and of case manage-
ment (397) were studied.

And finally, the perception of quality of life by a cohort
of 30 patients living in community settings was examined in
relation to their perception of quality of life in the state
hospital they had been discharged from 11 years earlier
(398). The findings indicated that individuals with chronic,
serious mental illnesses, even those with multiple hospital-
izations, preferred life in well-staffed community programs
to life in the hospital, but that their self-esteem and overall
positive feelings had not improved with the transfer to com-
munity living.

Many outcomes in this area of research were not neces-
sarily what would have been expected. For example, satis-
faction did not improve with decreasing symptoms (393),
alcohol abuse had no independent association with quality
of life (395), and intensive case management did not im-
prove patients’ perception of quality of life when compared
with standard aftercare services (397). In order to deter-
mine how to improve quality of life, considerably more re-
search is needed to ascertain what professionals contribute
to the lives of those with chronic, serious mental illness, be-
yond providing adequate shelter and meals; what persons
with chronic, serious mental illness contribute to their own
well-being; and how each group does what it does, sepa-
rately and together.

Interface issues
In this section some components of the service system that
exist at the interface between the traditional sites of inpa-
tient care—that is, state hospitals and the community—are
briefly examined. They are general hospitals, involuntary
outpatient treatment, and psychosocial rehabilitation.

General hospitals
In the 18th century Benjamin Rush took care of psychiatric
patients in Pennsylvania Hospital, a general hospital.
Philadelphia General Hospital treated psychiatric patients
from its inception in 1834 (399). Massachusetts General
Hospital developed a psychiatric unit in 1934 (400).

But it was not until after World War II that the treatment
of psychiatric patients in general hospitals flourished. By
1963 a total of 1,005 general hospitals were treating psy-
chiatric patients; they admitted one and a half times as
many patients as the state and country psychiatric hospitals
(401). By 1978 a total of 2,244 general hospitals were treat-
ing psychiatric patients; 1,100 of them had separate psy-
chiatric units (399). By 1983 the U.S. had 1,259 general
hospitals with inpatient psychiatric units; these units now
provided nearly twice as many patient care episodes as the
state and county hospitals, although the latter still had al-
most three times as many beds (402).

The expansion of the general hospital’s role in providing
psychiatric services has not been without controversy. By
1979 cooperative ventures existed between general hospi-
tals and state departments of mental health (403). Howev-
er, Flamm (404) admonished in that year that “it becomes
very important for those of us working in general hospitals
to be on guard against some growing efforts to convert gen-
eral-hospital units into miniature state hospitals.”

In the 1980s the major debates were focused on whether
general hospitals should admit involuntary patients
(405–407) and what the effects of dehospitalization were
on general hospitals (408–410). By the 1990s the general
hospital was well ensconced in the system of care for those
with chronic mental illness (411,412), and inquiry now fo-
cused on what determined where a patient would be di-
rected for care and treatment (413).

Outpatient commitment
Although involuntary treatment in the community, most
often called “outpatient commitment,” seems like a mod-
ern service intervention, it too stems from nascent efforts
30 or more years ago. In 1966, at the Texas Research Insti-
tute of Mental Sciences, a group of patients were legally
committed to the institute and then immediately fur-
loughed to the outpatient occupational therapy section
(414). If a patient did not comply with treatment, he or she
would be “picked up by the legal authorities and admitted
to the hospital.” The authors concluded that this type of in-
tervention could decrease inpatient utilization.

Interest in outpatient commitment picked up in the mid-
1980s. A national survey demonstrated that so much confu-
sion existed about outpatient commitment that in 25 percent
of responding states, the state mental health director and the
attorney general could not even agree whether the state had a
statute for outpatient commitment (415). A follow-up survey
in 1991 showed that although states were clearer about out-
patient commitment, use of this intervention was still poor
(416). Reports were published on the use of outpatient com-
mitment in North Carolina (417–419), the District of Colum-
bia (420), Arizona (421), California (422), and Ohio (423).
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Quotes on a half-century of psychiatric services: been there, heard that before

From the 1950s

1950 Every effort should be made to erase the distinction in the public mind between mental and physical illness (47).

1951 A Comprehensive Working Plan for occupational therapy has been developed by the Boston State Hospital. The profession-
ally trained occupational therapist selects the activities which will not only interest and motivate the patient into active par-
ticipation, but also carry out a doctor’s prescription to meet the patient’s physical and psychological needs. . . . Weekly
progress reports are made on the patients’ activities and assignments. They are submitted to the physicians for study (35).

1952 I would like to lay [to rest] once and for all the incompetent and completely baseless view that the chronic mental patient
receiving skilled and uninterrupted hospital treatment represents a therapeutic failure unless he is discharged from psychi-
atric care and restored to his rightful place in the community. His case is rather to be regarded as a brilliant therapeutic suc-
cess if, by treatment, he lives out his life on an open rather than a disturbed ward, if he can nurture a bed of flowers rather
than lie stuporous in a corner of the day room, if he can smile occasionally at a moving picture performance rather than
know the unguessed anguish of uninterrupted mental torment (51).

1953 Presumably the treatment objective for our patients is their return to their communities. The probability of their achieving
this objective or maintaining it depends on their capacities for economic and social living on an adult level. Life in the hos-
pital should prepare the patient for this by offering him daily practice and experience in an environment which stimulates
community existence and by teaching him socially acceptable ways of living which are satisfactory to him (457).

1954 The [Governor’s] Conference left no doubt in the minds of those in attendance . . . that the public conscience is clearly
aroused to the significance of the problems of mental illness, the needs of the moment in personnel and facilities, and the
urgent necessity of further steps looking to prevention and community care (458).

1955 The patient who works every day in the hospital, as long as his health permits it, should have a better chance of getting a job
when he is discharged than the one who simply sits around or does nothing but play games (39).

1956 All hospital employees should participate in the rehabilitation process. This includes administrative, maintenance, custodial,
and other personnel as well as the professional staff. Our basic goal in treating the hospitalized psychiatric patient is to rein-
tegrate him ultimately into the community at the optimal level at which he is capable of functioning. The entire resources of
the mental hospital community must be called into play to accomplish this aim. Likewise, the community surrounding the
mental hospital must be properly prepared to accept its citizens when they are able to return to the community (40).

1957 The state hospital was used as a resource in default of more appropriate community facilities (146).

1958 Some efforts have been made to bring about the transition from hospital to community by establishing homes where patients
can live for a short time after leaving the hospital. Research is needed. A systematic field study of the success and failure of for-
mer patients in attaining community integration would reveal, presumably, how better plans to help all could be mapped (41).

1959 Psychiatrists in institutional practice are imposed upon, belabored, and bamboozled by much that passes for “new” as if past
experience and common sense should be totally discounted (459).

From the 1960s

1960 If state hospitalization is clearly indicated, however, the admissions policy of the hospital should be geared to involve the
family in planning for discharge right at the outset (149).

1961 A few communities have begun experiments for the treatment of acutely ill psychotic persons in their own homes utilizing
emergency psychiatric teams. Early experiences indicate that this technique is feasible and will substantially reduce the
need for hospitalization of acutely ill persons (460).

1962 The psychiatrist, in my view, will not be the dominant therapist in managing the chronically ill who remain in mental hospi-
tals. Rehabilitation will be an important concern of all public hospitals, and a skilled rehabilitation team will play an increas-
ingly important part (461).

1963 Encouraging changes are being made in establishing adequate insurance programs to cover mental illness (462).

1964 It seems hard for physicians to recognize that drugs, as well as strait jackets, can be used as restraints, but this is precisely
true, and I think we should carefully examine how we use medication (463).

1965 One of the major troubles. . . is that there has been too much legislation during the past 100 years. Mental illness is the
most legally regulated disease in this country. . . . One of our tasks for the future is, in my opinion, to take a good deal of this
law out of the mental health field and return more decisions to private professional determination (464).

Table 3 continues on next page
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1966 The most recent trends in psychiatric treatment are based on the assumption that the patient is basically a responsible indi-
vidual who has strengths as well as limitations. Patients are being given an increasingly active role in their own treatment
and that of their fellow patients (360).

1967 Today each mental hospital and its community try to function together as a working unit. Hospital patients are released to
halfway houses, rehabilitation centers, clinics, and other community agencies to help them make the transition from patient
to independent citizen. The community agency becomes deeply involved in the rehabilitation process dictated by each pa-
tient’s particular needs (465).

1968 One risk is that mediocre clinicians may cease to consult family physicians, relatives, neighbors, and agencies to get the
warm, humanistic impressions about their patients that are such valuable clinical clues. Instead they may restrict themselves
to a mere reading of the computer’s notes (466).

1969 Most patients in the program [at the hospital] receive weekend passes, so they spend much of their leisure time as well as
their workdays in the community. When a patient is ready for discharge, his major task is finding living quarters; he already
has a job and knowledge of community recreation resources, and frequently a bank account as well (359).

From the 1970s

1970 A graded rehabilitation program should begin the moment the patient enters the hospital (365).

1971 Of course, effective coordination between services is much more easily advocated than achieved. It is very difficult to take
organizations that have traditionally been quite independent, if not competitive, and under the aegis of a federal program
transform them into a coordinated system (173).

1972 Most informed observers of the health-care scene recognize that solo-practice, fee-for-service medicine is uneconomic and
increasingly unproductive (295).

1973 Although much of the money used to operate the hospitals will be funneled instead to county programs, the state estimates
the closings will result in a net savings of $60 million over the next five years. However, the department said the purpose of
the plan is not to save money, but to upgrade community programs and improve the quality and quantity of services (83).

1974 We in mental health have never known accountability in terms of demonstrable results. We may have a difficult time achiev-
ing such accountability, but in these days of unified health delivery systems, funds will undoubtedly go to the programs that
can show results. Some means of evaluation, goal-setting, and performance standards must be part of the future for all men-
tal health services, including the state hospital (77).

1975 Finding a way to measure mental health services so that they can be evaluated by the public and the feedback used for
modification of those services is difficult. So far effectiveness of services cannot be measured. Consumer satisfaction is diffi-
cult but at least possible to measure. And consumer satisfaction may be used as a measure of effectiveness (388).

1976 Assignment to a hospital bed is the worst possible treatment for psychiatric patients; they do not benefit from physical rest
when they need to be trained for life (467).

1977 Not long ago, forceful arguments by lawyers, mental health workers, consumers, and politicians claiming that institutional
treatment was ineffective and overly restrictive contributed to a community mental health movement that resulted in a mass
transfer of patients from the hospital to the community. Today the same groups can be heard clamoring with dissatisfaction
over the current situation. With patients and ex-patients now in a variety of settings ranging from independent living to
board-and-care and nursing homes, journalists are crying that patients have simply been moved from the back wards of hos-
pitals to the back alleys of the community, lawyers are claiming that rights are still being denied, mental health workers are
viewing the movement as a failure, and patients are wondering where they belong. We are still a long way from implement-
ing effective treatment programs for the more severely disturbed mentally ill persons in our communities (198).

1978 The dumping of the late 1960s and early 1970s reflected a striking lack of awareness that placing people in the community
did not mean that they would become integrated into the community, and also a lack of understanding that they would con-
tinue to need a broad range of services (468).

1979 At this point there has been an elucidation of mind-brain interaction to an accelerated degree. We still speak of “functional”
and “organic” in a dichotomous way, despite the fact that “functional” is almost a misnomer in view of our knowledge of
neurochemical and neurophysiological mechanisms underlying aberrant behavior and feeling, and the dramatic changes in
feeling, in behavior, and in ways of viewing reality that may occur in response to pharmacologic agents (80).

From the 1980s

1980 The mentally ill may have their suffering alleviated up to a severely limited dollar amount, or a specific number of limited
Table 3 continues on next page
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visits, and after such limited dollars or limited number of days is past, they may suffer not only from their mental disorder,
but from the spectre of uninsured health care costs as well (469).

1981 The chronically mentally ill population encompasses persons who suffer certain mental or emotional disorders (organic
brain syndrome, schizophrenia, recurrent depressive and manic-depressive disorders, and paranoid and other psychoses,
plus other disorders that may become chronic) that erode or prevent the development of their functional capacities in rela-
tion to three or more primary aspects of daily life—personal hygiene and self-care, self-direction, interpersonal relation-
ships, social transactions, learning, and recreation—and that erode or prevent the development of their economic self-suffi-
ciency (470).

1982 Community mental health centers, if they wish to survive, must begin to develop closer relationships with community health
centers, clinics, hospitals, and medical centers. They must become more competitive in the private health care sector, mar-
keting their services to consumers, particularly in such specialized areas as partial hospitalization, alcoholism and drug abuse
services, and educational services where they have the greatest expertise. They must begin to rely less on public funds and
more on direct service revenues and service contracts (471).

1983 In this era of deinstitutionalization, families have become the primary care agents for many schizophrenics and others released
from state hospitals. That fact has generally been ignored by mental health professionals, who until recently have done little to
involve families in patients’ care or to assist in solving the problems of dealing with chronic mental patients at home (472).

1984 Legal restrictions on involuntary hospitalization have also made the jail the only avenue of asylum for many of the acutely
mentally ill. Further, our clinical judgment tells us that a number of the chronically mentally ill need locked residential care.
Deinstitutionalization is not for everyone (473).

1985 There is no precise measure of the failure of deinstitutionalization, but several facts give us reason to view the situation with
pessimism. There are increasing numbers of the mentally ill in jails, single rooms of seedy hotels, halfway houses, and sin-
gle-room-occupancy hotels. Fifty percent of nursing home residents are mentally ill. None of these facilities provide ade-
quate treatment or living quarters. Many mentally ill rely on soup kitchens for food, emergency shelters for lodging, and
subway tunnels for escape from the cold. At least 25 percent of the homeless are mentally ill. What would Dorothea Dix say
today? (113)

1986 We are in a new phase in the evolution of community mental health services. More basic services and connections are in
place than in the past. While patients are likely to miss out on some needed community services, the more severe problem
is the type and quantity of services being offered. The present level of care is geared to supporting a borderline existence
for the patient in the community. More emphasis must be placed on rehabilitating patients and reducing their chronic need
for professional support (474).

1987 Unlike the hospital staff, the residential treatment team did not assume authoritarian, confrontative postures that result in-
evitably in power struggles. Instead, they encouraged and even demanded my input in treatment. They considered me a
partner in my own treatment rather than a less knowledgeable inferior. The mutual fear experienced by myself and the staff
at the hospital was replaced by mutual acceptance at Community Care. Medication was used in the residential program as
an aid in the recovery process. In the hospital it was too often used to sedate patients into submission (475).

1988 Rehabilitation of the mentally ill continues to suffer from a low status despite the move toward treatment and housing in the
community. . . . Since most therapeutic efforts have been directed toward the acute stage of illness, we have, in effect, been
treating only half the illness! (430)

1989 On the one hand, we face the risk that mediocre, integrated, “community-based” systems will simply transplant monolithic
administrative structures from large mental hospitals to the community, making deinstitutionalization truly “transinstitution-
alization” (476).

From the 1990s

1990 Long-term hospitalization should not be equated with extended containment, asylum, or a failure of community provisions
for care. For these very difficult, often younger patients, active long-term treatment may be the only way they can eventual-
ly regain enough control and function to make community placement successful (134).

1991 Once a way station on the path to definitive care, emergency departments are, for many, the end of the line; their halls and
examining rooms have become the new asylums for the poor (477).

1992 What is more stigmatizing than the everyday sight of blatantly mentally ill homeless persons in torn filthy clothing using pa-
thetic shopping bags and shopping carts to carry their meager possessions, eating out of garbage cans, and subject to other
degradations that are part of life on the streets? (264)

1993 The mental health field is in the midst of a paradigm shift in regard to people with the most severe disabilities. The shift is
from an era of institutional and facility-based thinking through a transitional period in which people were seen principally as

Table 3 continues on next page
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Involuntary outpatient treatment drew progressively
more attention to the point that clinical guidelines for its
use were developed (424), the legal bases for its use were
articulated (425), and calls for data to inform its practice
were issued (426–428). By century’s end, we were still in
the position of needing better outcome studies to clarify
the place, if any, of involuntary community treatment in
the therapeutic armamentarium.

Psychosocial rehabilitation
As indicated in this paper’s section on dehospitalization,
what we would now call psychosocial rehabilitation was an
active enterprise at state hospitals in the 1950s, and it was
seen even then as a bridge to community life for persons
with serious mental illness. A focus on rehabilitation, which
was blurred in the 1960s and 1970s, reemerged with clari-
ty in the 1980s. Unfortunately, it would appear that few re-
membered the work of 25 years earlier.

In the 1980s the value of work and the maximization of vo-
cational potentials were advocated (429,430). Intervention
strategies, such as psychoeducation (431), social skills training
(432), and teaching of workplace skills (433), were explained;
the effects of rehabilitation on recidivism were demonstrated
(434,435); and outcome studies began to appear (436).

In the 1990s interventions became more sophisticated.
Efforts were made to determine rehabilitation readiness
(437). Work capacity of persons with schizophrenia was as-

sessed and was determined to be at least equal in several
areas to that of several other groups with different forms of
disabilities (438). “Supported employment” became the
concept of the moment, with variations on a basic theme of
helping persons with serious mental illness who were on
the job in competitive employment by such methods as as-
sistance from agency staff, natural coworkers, personal net-
work supports, self-management supports, a “place-then-
train” approach, a “choose-get-keep” model, and the inte-
gration of vocational and clinical approaches (439,440).
Ironically, the 1990s saw the full return to the 1950s in the
development of psychosocial rehabilitation as one major
focus of the state hospitals’ tasks (441,442).

In the late 1990s in this journal, Barton (443) made an
excellent recommendation for the 21st century: “Contin-
ued research is required to further specify the effects of
psychosocial interventions and to determine the most ef-
fective amount and intensity of those interventions.”

Summary and conclusions
In 1978 Budson and Jolley referred to the location of care
for those with serious and chronic mental illness as the “lo-
cation of vegetation” (436). Perhaps the most telling indict-
ment of the system of mental health care and treatment at
the end of the 20th century was that the contemporary lo-
cation of vegetation was jail (444–451). Despite recent clin-
ical interventions to keep those with serious mental illness
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service recipients needing a comprehensive community support system to a view of people principally as citizens with a po-
tential for, and a right to, full community participation and integration (244).

1994 Traditional HMOs have not managed mental health and substance abuse problems well and, because of limited benefits and
utilization review, “disenroll” individuals who develop serious mental disorders or substance abuse problems. This is a form
of “decapitation” (478).

1995 Studies of the use of inpatient psychiatric services are unanimous in showing that a small group of individuals use a dispro-
portionate amount of those services. Various studies of hospital admissions and emergency services since the 1970s have
shown that for any given period the percentage of “heavy users” is stable—between 6 and 18 percent of patients admitted—
but that these patients account for 20 to 30 percent of admissions (479).

1996 State mental hospitals today, as in the past, actually fulfill an amazing array of functions. Not only do they typically monitor
the course of illness among severely disabled individuals, they also provide psychiatric treatment, medical care, short- or
long-term asylum, residential care, crisis intervention, and social structure and role definition (480).

1997 It is unlikely that case management intervention will reduce rehospitalization rates unless appropriate and effective outpa-
tient and community services are available. Effective surveillance of patient populations by case managers frequently results
in rehospitalization as the only treatment alternative if other options for meeting the needs and resolving the crises of pa-
tients are not available (127).

1998 Work is considered important for persons with severe mental illnesses for reasons beyond the income it provides. First,
work may aid recovery by providing structure, the opportunity for social connections, and the meaning of a normal life. It
may also help prevent decompensation and frequent hospitalization. Second, work can sometimes end dependence on fed-
eral income support programs such as SSI and SSDI, whose rules “enforce poverty” by severely limiting savings and the ac-
cumulation of assets, and even penalize marriage. Third, work provides respite for families who would otherwise have to
cope with the burden of care for an idle member throughout the day (387).

1999 While the public generally supports confining sexual predators, what shouts for our attention is the question of whether sex-
ual predators suffer from real mental disorders. Apparently one can get these disorders only at the end of a prison sentence.
Calling criminal acts mental disorders is categorically fallacious. How is it that we have been co-opted into participating in
this transparent process? Wasn’t this the false promise of the old sexual psychopathy laws? (481)
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out of jail (450,452–456), we remained far from achieving
the wish of Eleanor Owen, cofounder of the National Al-
liance for the Mentally Ill, expressed in 1981, that “no men-
tally ill misdemeanant should ever be put in jail” (445).

Despite 50 years of moving patients out of state hospitals
and putting them someplace else, mental health policy
makers and practitioners remain all too myopically focused
on the locus of care and treatment. We have yet to heed the
advice that Bachrach (26) expressed 22 years ago: “The
emphasis must be moved away from programs and places
toward the patients themselves.” We remain entrenched in
our concerns about locus of care, confusing it with the hu-
maneness, effectiveness, and quality of care.

How far have we come over the last half-century? Table
3 is included to allow readers to judge for themselves. It
provides one quotation about psychiatric services from
each year of publication of Psychiatric Services (taken
from references 457–481 besides many already cited). Are
our insights, intentions, and clarity of thinking any better
directed at the end of the century than at mid-century? Are
our interventions more thoughtful, sensitive, caring, and
respectful? In reading the quotes, can we even tell where
they come from over a 50-year span of psychiatric services?

This review of a half-century of psychiatric services is
humbling. It resonates with Rosenblatt’s observation (482)
that “our predecessors who cared for psychotic patients
were not quaint. Neither are we excessively wise.”

One of the authors published in the pages of this journal
wrote, “It has often been said that more has been accom-
plished in the field of mental health in the past ten years
than in the preceding half century” (159). That comment
appeared in 1960. ♦
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Psychiatric Services made its debut in
January 1950 as the A.P.A. Mental Hospi-
tal Service Bulletin. The first issue is
reprinted in its entirety on the following
pages. The editor’s note titled “About
This Bulletin” on page 3 aptly pointed out
that “the first issue of the Bulletin is large-
ly experimental, and subject to revision
according to the wishes of its readers.”


