did not obtain ratings using the “orig-
inal” GAT for comparison, nor were
patients’ self-ratings of functioning
obtained. However, the findings are
important and noteworthy. Because
consumers of mental health services
are at least as interested in function-
ing as in symptoms, mental health
providers and managed care programs
are choosing to allocate more re-
sources to psychiatric disorders asso-
ciated with significant functional dis-
ability. If the revised GAF is used as
the only tool to assess functional dis-
ability, inaccurate and misleading in-
formation may be obtained. We did
not test the original CAFE, which is
commonly used as a measure of func-
tioning. However, based on our work
with the revised GAFE which includes
functional anchors only, we would not
expect the original GAF to be any bet-

ter than the revised CAF as a measure
of functioning.

Acknowledgments

The authors acknowledge the assistance
of the nursing staff on units 8 Center and
3 Mental Health and the help of the Har-
borview Medical Center quafity improve-
ment and outcomes management depart-
ment.

References

1. Coldman HH, Skodal AE, Lave TR: Revis-
ing axis V for DSM-IV: a review of mea-

sures of social functioning. American Jour- .

nal of Psychiatry 149:1148-1161, 1992

9. Diagnostic and Statistical Manual of Men-
tal Disorders, +th ed. Washington, DC,
American Psychiatric Association, 1994

3. Lehman AF: A quality of life interview for
the chronically mentally ifl. Evaluation and
Program Planning 11:31-62, 1988

4. Lehman AF Myers CF Divon LB, et al:
Defining subgroups of dual diagnosis pa-
tients for service planning. Hospital and

5. Lehman AF, Kernan E, DeForge BR, et al:
Effects of homelessness on the quality of
life of persons with severe mental illness.
Psychiatric Services 46:322-926, 1995

6. Roy-Byrne B, Dagadakis C, Ries R, et al: A
psychiatrist-rated battery of measures for
assessing the clinical status of psychiatric
inpatients. Psychiatric Services 46:347-
352, 1995

. Bigelow LB, Berthot BD: The Psychiatric
Symptom Assessment Scale. Psychophar-
macology Bulletin 25:168-175, 1989

8. Crus RS, Anthony JC, Bassett S5, et al:
Population-based norms for the Mini Men-
tal State Examination by age and education
level JAMA 269:2386-2391, 1853

=

9. Brekke JS: An examination of the relation-
ships among three outcome scales in schiz-
ophrenia. Journai of Nervous and Mental
Disorders 180:162-167, 1992

10. Pattersan DA, Lee MS: Field trial of the
Global Assessment of Functioning Scale—
Viodified. American Journal of Psychiatry
152:1386-1388, 1993

H
0Old and New: A Comparison
of State Psychiatric Hospitals

Paul G. Stiles, J.D., Ph.D.
Dennis P. Culhane, Ph.D.
Trevor R. Hadley, Ph.D.

The study examined whether state
hospitals in operation before dein-
stitutionalization still carry vestiges
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thors compared 166 state hospitals
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adolescents, received more state
funding and less third-party fund-
ing, had fewer professional clinical
staff, spent less on salaries and
maintenance, and had more beds, a
lower turnover rate, and a longer av-
erage length of stay. Findings sug-
gest that planners and policymakers
should take into account a facility’s
history when attempting to intro-
duce innovations. (Psychiatric Ser-
vices 47:866-868, 1996)

S tudies of the effects of deinstitu-
tionalization on state hospitals
consistently find greatly increased
emphasis on community programs,
dramatic declines in state hospital
patient censuses, and expansion of

federal support for mental health.
programming {1-3). Increased ad-
missions coupled with shorter
lengths of stay, greater staff-to-pa-
tient ratios, and higher per capita
costs to run and maintain state hos-
pitals have also been found (2—4}.
The question arises of whether
these changes have occurred in all
state hospitals, particularly in “old”
facilities—that is, hospitals estab-
lished before deinstitutionalization.
Old state hospitals may still carry
vestiges of psychiatric treatment and
programming models used before
deinstitutionalization that are lack-
ing in “new” hospitals—that is. those
that were founded after deinstitu-
tionalization. The persistence of the
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Table I

Characteristics of state hospitals established before d

einstitutionalization (old hospitals) and after deinstitutionalization (new

hospitals)
Old hospitals (N=166) New hospitals (N=30)
Variable Mean SD Mesn SD Ft p
Service mix? 81 1.38 .84 1.33 .02 879
Patient mix by age group (%)
Children and adolescents 6 14 20 31 23.50 <.001
Adults : 7 17 68 32 773 006
Elderly 16 14 11 19 5.96 015
Payer mix (%)
Medicare 4 4 3 5 19 .666
Medicaid 8 i0 12 17 4.65 032
State 80 15 73 27 7.79 .006
Patient fees and insurance 3 7 7 i1 344 065
Other payer 3 6 5 15 2.11 147
Staffing®
Administrative B0 57 93 62 ' 272 .101
Professional clinical 16 12 29 26 23.67 <.001
Other clinical 1.20 42 1.55 1.15 : 1231 <.001
Expenditures
Capital expenditures per bed % 1,869 3 6,363 $ LBI0 $ 5492 .10 750
Salary expenditures* 357,099 $37.721 $79,955 $60,220 13.32 <001
Maintenance expenditures* 513,084 $15,728 518,164 $15,338 5.90 016
Facility capacities
Inpatient beds (N) 303.09 357.31 22799 214.17 42.31 <.001
OCccupancy rate® .92 12 90 I3 223 137
Turnover rate® 4.00 2.88 7.88 7.00 37.53 <.001
University affiliation {%) 71 45 64 48 L7 280
Length of stay (N days)” 119.59 63.72 85.99 72.18 12.84 <.001

services (score range =0 to 5).

1 Number of full-Bme-equivalent staff at the facility per average daily census

* Total expenditures per average daily census

¥ Average daily census divided by total number of beds
® Total annual number of patients divided by total number of beds
¥ Total annual number of patient days divided by the total number of patients

older models may be reflected i
census, staffing, and costs.

To address this question, data from
a national facility-specific database
were analyzed. We anticipated that
changes in state hospitals docu-
mented by other studies would. be
magnified in new facilities because
they do not carry the influence of the
past. We expected that vestiges of
predeinstitutionalization care, de-
fined in part by a previous study (4),
would be found in old state hospitals.

Specifically, we hypothesized that,
compared with the new facilities, old
state hospitals would have more
adult and elderly patients and fewer
children and adolescents; would be
more dependent on state funding for
support and would bill third parties
‘ess often; would be organized prin-
vipally as inpatient facilities with
ewer alternative, less restrictive ser-
rices; would be less likely to be affil-

fated with an academic institution;
would have fewer staff and lower
staff salary expenses and higher cap-
ital and maintenance costs; and
would have more beds with higher
occupancy rates and less turpover
and higher average lengths of stay.

Methods

The data used for this study were
collected through the Inventory of
Mental Health Organizations, now
conducted by the survey and reports
branch of the Center for Mental
Health Services (formerly by the Na-
Honal Institute of Mental Health) (5).
Collected in 1989, the data reflect
information from fiscal year 1988 for
each of the facilities. We defined old
facilities as those in existence in
1949 and still operating in 1988.
They were identified using a com-
prehensive Council on State Gov-
ernments Report published in 1950
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(6). New facilities were defined as
those built and operated after 1949
and still operating in 1988. Because
the 1950 report did not include any
exclusively forensic or children’s fa-
cilities, we eliminated from the com-
parison all new exclusively forensic
facilities {12 hospitals) and new facil-
ities with only child and adolescent
patients (23 facilities). A total of 166
old facilities and 80 new facilities
were identified and compared.

A discriminant apalysis. technique
(7) was used to develop a linear mod-
el of the constructed variables such
that the resulting prediction equa-
ton minimized the chance of mis-
classification between old and pew
facilities. Hospital characteristics
were operationalized; some charac-
teristics were based on the work of
Arrington and Haddock (8). The
eight characteristics examined were
service mix, patient mix, payer mix,
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staffing, expenditures, facility capac-
ities, university affiliation, and
length of stay.

Service mix was measured as an ad-
ditive index of five types of noninpa-
tient services—outpatient care, resi-
dential treatment, residential sup-
portive care, partial care, and emer-
gency services (score range=0 to 3).
Patient mix was the proportion of
clients by age group: child and ado-
lescent, adult, and elderly. Payer mix
was the proportion of revenues from
Medicare, Medicaid, the state {exclu-
sive of Medicaid), client fees and in-
surance, and “other” sources. Staffing
was measured as the number of full-
time-equivalent staff at the facility
per average daily census. Three types
of staff were included: administrative,
professional clinical (psychiatrists,
psychologists, and master’s-level so-
cial workers and nurses), and other
clinical (non-master’s-level social
workers and nurses and mental health
workers and aides).

Expenditures were capital expen-
ditures per inpatient bed, and total
salary and maintenance expenditures
per average daily census. Facility ca-
pacities were the number of inpatient
beds, occupancy rate (the average
daily census divided by the total
number of beds), and the turnover
rate (the total number of patients di-
vided by the total number of beds).

The proportion of hospitals affiliat-
ed with a university was documented.
Length of stay was the mean length of
stay for 1988 at the facility (the total
number of patient days divided by the
total number of patients).

Results
Discriminant analysis entered three
variables into a prediction equation in
the following order: number of inpa-
tient beds, patient turnover rate, and
proportion of child and adolescent pa-
Hents. The equation suecessfully clas-
sified the facilities 77.6 percent of the
time. However, because the diserimi-
nant equation misclassified 35 percent
of new hospitals and only 15 percent
of old hospitals, it appeared to be bet-
ter at classifving the older facilities.
Means for the variables and uni-
variate F tests were examined to
more directly assess the ability of
each variable to differentiate the old

868

and new facilities. As shown in Table
1, significant differences (p<.05) be-
tween old and new state hospitals
were found in 12 of the 20 construct
variables. The differences were in all
three age categories of patient mix;
two categories of payer, Medicaid and
the state; professional clinical staff
and other clinical stafl; expenditures
for salaries and maintenance (al-
though maintenance expenditures
were in the opposite direction from
the one predicted); two facility capac-
ities, inpatient beds and turnover
rate; and length of stay.

Discussion

It was hypothesized that state psychi-
atric facilities built and put into oper-
ation before the initial wave of dein-
stitutionalization would still carry
many of the vestiges of predeinstitu-
tionalization ideas about treatment,
programming, and allocation of re-
sources, compared with facilities
built after deinstitutionalization be-
gan. Most of our hypotheses were
confirmed. Compared with the new
hospitals in the sample, the old facil-
ities were larger, with lower turnover
rates and greater lengths of stay. The
old hospitals had fewer clinical staff,
but also fewer expenditures for salary
and maintenance. They received a
greater amount of revenues from
state coffers and less from third-party
billing. They treated fewer children
and adolescents.

There are important limitations of
this study and of the data set used.
Nevertheless, our results appear to
confirm that state hospitals built and
operated before 1949 reflect their
history, and as a group appear to have
adjusted more slowly to modern psy-
chiatric treatment approaches than
facilities built during and after the
initial wave of deinstitutionalization.

This finding has important implica-
tions for policymakers and state men-
tal health authorities. If old facilities
still carry the influence of predeinsti-
tutionalization custodial care, imple-
mentation of innovative approaches

to public psychiatric care at these fa- -

cilities may be diminished or compro-
mised. Perhaps newly built facilities
should be favored over old facilities in
attempts to promote innovative pro-
gramming. New facilities may be

more likely to adapt to the implemen.-
tation of different models of service
delivery such as managed care.
Clearly, the type of facility can
have a significant impact on the
course, and possibly the effective-
ness, of treatment. Perhaps future re.-
search should more closely examine
treatment outcomes in these two fa-

* cility types. It may be helpful to ex-

plore the effectiveness and efficacy of
various interventions in old and new
facilities and to examine the extent to
which variables such as patient mix
and Fge of the facility affect perfor-
mance. Moreover, addressing the
functional mission of the various fa-
cilities may be important.

Finally, perhaps state mental
health authorities should focus more
efforts on helping old facilities adjust
to more modern approaches to psy-
chiatric treatment. Because our data
suggest that newer and older facili-
ties behave differently in the emerg-
ing continuum of mental health ser-
vices, it would be prudent to recog-
nize a facility’s history when devel-
oping and implementing innovative
programming and service delivery
models for the care of mentally dis-
abled individuals. ¢
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