
Objective: The study examined the characteristics of
frequent users of inpatient treatment under public-
sector managed care in Massachusetts between
1992 and 1995 and explored whether their pattern
of inpatient utilization affected their overall use of
hospital days. Methods: Individuals with
five or more admissions in any of four
fiscal years (1992 to 1995) were identi-
fied using the Massachusetts Depart-
ment of Mental Health client tracking
system. The demographic and clinical
characteristics of these patients and the
types of hospitals they used were com-
pared with those of all patients in case
management programs who had a hos-
pital admission but who did not meet
study criteria for multiple admissions.
Results: Compared with other patients,
patients with multiple admissions were
more likely to be young Caucasian fe-

males with personality disorder and a history of sub-
stance abuse but not a current substance use disor-
der. They tended to be lower functioning as meas-
ured by the Georgia Role Functioning Scale (GRFS)
and to have higher levels of distress, as measured by
the global personal distress portion of the GRFS.
They made up 6 to 8 percent of all clients with a psy-
chiatric admission who were enrolled in a case man-
agement program, but they accounted for 21 to 27
percent of all admissions in the four fiscal years. Pa-
tients with multiple admissions had significantly
longer lengths of stay when admitted to a hospital
where they had not been previously admitted in the
past 12 months. Conclusions: States setting up pub-
lic-sector managed care or revising existing public-
sector managed care contracts should ensure that
subpopulations of persons at high risk for multiple
admissions receive special attention. They should
also create networks of inpatient providers to en-
able frequent users of acute care facilities to return
to the same facility that previously discharged them.
(Psychiatric Services 49:327–332, 1998)

The last 50 years have witnessed major efforts to
transform the organization and financing of inpa-
tient services for persons with severe and persistent

mental disorders. The first of these efforts, deinstitutional-
ization, resulted in dramatic reductions in the use of insti-
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Editor’s Note: In this article, which was first
published in the March 1998 issue of Psychi-
atric Services, Dr. Geller and his coauthors
describe how Massachusetts contracted with
a private vendor in 1992 to manage behav-
ioral health care for Medicaid beneficiaries.
The vendor had a state network of 57 hospi-
tals that agreed to accept a lower daily rate.
Patients needing hospitalization could be
sent up to 50 miles to an available bed. Data
from 1992 to 1995 indicated that patients
who were admitted to many different hospi-
tals had longer lengths of stay than those ad-
mitted to hospitals where they were known.
The authors describe the subset of patients
who experienced discontinuity in treatment
as a result of the managed care program.
(Psychiatric Services 51:1385–1391, 2000)
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tutional care. More recently the locus of treatment has
been shifted from institutional settings to privately operat-
ed general hospitals. This trend toward the privatization of
inpatient mental health services has been driven chiefly by
the desire of state mental health authorities to shift more
of the cost of treatment to the federal government through
the Medicaid program (1). But the need to control in-
creases in Medicaid expenditures beyond such cost shifting
has brought about yet another reform in the organization
and financing of mental health services—public managed
care.

Attempts to reform the mental health system often solve
certain existing problems, while other problems remain and
new ones emerge (2). Common to all the systemic reforms
mentioned is the failure to solve basic problems posed by
the chronicity of severe mental disorders. Another common
sequela to system changes is the unintended but often high-
ly problematic alteration in patterns of use of inpatient serv-
ices by persons with severe and persistent mental illnesses.
This paper draws on data from Massachusetts’ experience
with public-sector managed care to examine the nature of
changes in utilization of inpatient psychiatric care and their
implications for the use of managed care principles in sys-
tems delivering managed, Medicaid-funded services to
persons with severe mental illness.

Background
Before the 1950s, state hospitals housed a significant num-
ber of patients who had been hospitalized for a decade or
more, and stays of several years were not uncommon (3).
Beginning in the 1960s and 1970s, reforms of statutes gov-
erning the involuntary detention of patients in state hospi-
tals, the advent of community-based care, and the develop-
ment of more effective psychotropic medications all facili-
tated the process that has come to be called deinstitutional-
ization. One facet of this process was a significant reduction
in the average length of stay in psychiatric facilities (4).

Despite changes in mental health laws and policies, as
well as improved treatments for mental disorders, the per-
sistent course of many major mental disorders remained
constant. But what did change was how this chronicity man-
ifested itself in patterns of use of inpatient treatment. In the
1980s, researchers observed that in the aftermath of dein-
stitutionalization, state hospital patients could be assigned
to three categories based on length of stay: old long-stay pa-
tients, new long-stay patients, and short-stay patients (5).

One of these groups included patients who had never
stayed long in psychiatric hospitals and who became part of
a new and problematic subpopulation of persons with se-
vere mental illness, categorized variously as “young adult
chronic patients” (6) and “rapid recidivists” (7). In essence,
the interventions and policies associated with deinstitution-
alization had exchanged the excessively long hospitaliza-
tions of a previous generation for what many saw as an
equally undesirable pattern of multiple short admissions
amid cycles of decompensation and remission.

Concurrent with reductions in state hospital use was an
attempt to shift greater proportions of inpatient episodes to
local general hospitals. The attractiveness of such a shift was
based largely on the potential cost savings from the Medic-
aid reimbursement obtainable for treatment in these facili-
ties but not available for treatment provided in state hospi-
tals. In addition, general hospitals were seen as clinically su-
perior, less institutional, more community oriented, and less
stigmatizing than the state hospital (8).

The result of this effort was yet a further fragmenting of
care, generating multiple treatment episodes at multiple
sites. The treatment career of the pseudonymous Sylvia
Frumkin has been the focus of Susan Sheehan’s journalistic
account (9), a later economic analysis by Moran and col-
leagues (10), and an extension of that work by Nicholson
and colleagues (11). Each of these publications describes
chronic careers as spanning a patchwork of inpatient set-
tings, including state mental hospitals, private psychiatric
facilities, and local general hospitals. In a more recent study
of psychiatric admissions in Massachusetts, Geller (7)
showed that the ideological imperative to admit persons
“anywhere but the state hospital” often led to referrals of
patients in crisis to hospitals several counties and many
miles away from their homes, and further away than the
state hospital.

The potential for intensifying this fragmentation and dis-
continuity of care was increased by the structural approach
adopted in implementing Medicaid managed mental health
care in Massachusetts. In 1992, in an effort to simultane-
ously increase the use of private settings for inpatient care
and curb the explosion in Medicaid expenditures that
would accrue from such a shift, Massachusetts contracted
with a proprietary managed care vendor, Mental Health
Management of America (MHMA), to manage its Medicaid
behavioral health accounts. Among the strategies MHMA
used to achieve cost containment was the development,
through a competitive bidding process, of a statewide se-
lective contracting network of hospitals for serving Medic-
aid beneficiaries.
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The 57 hospitals that won these contracts each agreed to
a negotiated daily rate and to acceptance of all patients ap-
proved for inpatient services by the MHMA precertifica-
tion process. In return, the hospitals in the network ob-
tained exclusive access to the Medicaid psychiatric market.
Under the regulations established by MHMA, a Medicaid
beneficiary precertified for inpatient services could be re-
ferred to any network hospital within a 50-mile radius of
the screening site that had an available bed.

In essence, then, the selective contracting network be-
haved as a single-provider entity with multiple sites scat-
tered across the state (12). The question we address in this
paper is whether, in its pursuit of controlling utilization and
costs, managed care, like earlier reforms, has created new
and problematic utilization patterns for the most intensive
users of inpatient treatment.

Methods
We used data from the Massachusetts Department of
Mental Health client tracking system, which includes de-
mographic, clinical, and service use data for all department
case-managed clients statewide. These data contain
records of state hospital admissions as well as information
on general, private, and other psychiatric admissions.
Through the use of patient identifier codes, the system can
support longitudinal, client-level analyses of service use.
The data used in the analyses reported here reflect admis-
sions that occurred in Massachusetts during fiscal years
1992 through 1995 (July 1, 1991, to June 30, 1995).

The focus of this study is the heavy user of inpatient
services. Using data from the client tracking system, we

identified a population with five or more admissions in any
one of the four fiscal years (1992 to 1995). To be included
in the study, a patient had to have five or more admissions
in any year, but once the patient was in the observed sam-
ple, the patient remained so for the duration of the study
regardless of the number of admissions in subsequent fis-
cal years.

We compared the clients with multiple admissions with
other case-managed clients who had an admission but did
not meet our criterion of multiple admissions. We exam-
ined patients’ characteristics as well as the types of hospi-
tals to which they were admitted across the four years.

For each admission, we identified whether the hospital
was one to which the patient had been admitted within the
past 12 months or whether it was a new site of treatment
for that patient. For each fiscal year we then compared
length of stay for same-site readmissions with length of stay
for admissions to new treatment sites using, first, only ad-
missions in the first year the patient had five or more ad-
missions, and, second, all admissions during or after the
year the patient had five or more admissions.

Results
Characteristics of patients with multiple admissions
A total of 652 patients (8.9 percent of the 7,293 adults with
admissions in the study period) had five or more admis-
sions in at least one of the four fiscal years and thus met cri-
teria for inclusion in the analysis.

Table 1 shows the statistically significant comparisons of
characteristics of patients meeting these criteria and those
of patients without enough admissions to be included in
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Characteristics of patients in Massachusetts Department of Mental Health case management programs who did and did not
have five or more admissions to inpatient care in one year between 1992 and 1995

Patients with
multiple admis- Other patients Statistical 

Characteristic sions (N=652) (N=6,641) test df p

Female (%) 55.2 45.2 χ2=23.8 1 <.001
Age 19 to 59 years (%) 95.3 90.8 χ2=18.8 2 <.001
Mean±SD age 38.39±11.02 41.09±12.35 t=5.50 7,818 <.001
White (%) 86.8 83.0 χ2=19.2 4 <.001
Primary diagnosis (%) χ2=114.5 9 <.001

Psychotic disorder 50.0 61.4
Personality disorder 12.8 3.8

Secondary diagnosis (%) χ2=51.9 9 <.001
Personality disorder 48.1 34.6
Substance use disorder 33.8 37.9

History of substance abuse (%) 35.1 25.6 χ2=26.7 1 <.001
Actively case managed (%) 75.2 55.7 χ2=116.2 3 <.001
Has public benefits (%) 71.3 59.9 χ2=34.05 1 <.001
Has no benefits (%) 24.1 35.1 χ2=34.73 1 <.001
Mean±SD score on Georgia Role Func-

tioning Scale (GRFS)1 4.13±1.20 4.29±1.29 t=2.81 5,182 .003
Mean±SD score on global personal distress 

subscale of the GRFS2 3.68±1.16 3.99±1.30 t=5.27 5,162 <.001

1 On a scale from 1 to 7, with higher scores indicating better functioning
2 On a scale from 1 to 7, with higher scores indicating less personal distress



this group. Frequent users and their counterparts were
compared on more than 20 factors. Most comparisons be-
tween groups were not statistically significant, including
marital status, frequency of patient-family contact, and
whether an individual had a history of fire setting or sexu-
al offenses, was on parole or probation, had a dependent
child, or had serious co-occurring medical conditions. Be-
cause the large number of comparisons undertaken in-
creases the likelihood of a type I error (that is, rejecting the
null hypothesis when it is correct), we set the alpha level at
.01 instead of the conventional .05 for identifying signifi-
cant differences between groups. Only comparisons meet-
ing the criterion of p<.01 are reported in Table 1.

Patients with multiple admissions tended to be younger
and were more likely to be Caucasian and female and have
a diagnosis of personality disorder. Patients with multiple
admissions were also more likely to have a history of sub-
stance abuse but less likely to have an active diagnosis of a
substance use disorder. They also were more likely to have
public benefits and less likely to have no benefits. The two
groups were equally likely to have private benefits.

Patients’ functioning was measured using the Georgia
Role Functioning Scale (GRFS) (13). The GRFS is a func-
tional assessment instrument consisting of four scales and a
subjective measure of personal distress. The scores on the
four scales of functioning are summed to give a GRFS index.
The global personal distress scale is reported separately. The
GRFS was administered to the population annually.

Patients with multiple admissions tended to be lower
functioning, as measured by their scores on the GRFS, and
to have higher levels of distress, as measured by their
scores at last assessment with the global personal distress
portion of the GRFS. The two groups did not differ in ed-
ucation or mental status.

Patients with multiple admissions had a total of 7,911 ad-
missions over the observation period. Just under half of these
admissions (3,511, or 44.4 percent) were to facilities that
were new to the patient in the past year, that is, to sites where
the patient had not been admitted for at least one year.

The percentage of all case-managed clients having five or
more admissions in each fiscal year is shown in Table 2.
Table 2 also shows the percentage of all admissions ac-
counted for by these patients. Several patients had five or
more admissions in more than one year, and thus they are
represented in the data from more than one year.

As expected, the patients with five or more admissions
constituted a small percentage of the total number of pa-
tients seen in any given year (6.1 to 7.7 percent), but they
accounted for almost one-quarter of all admissions in those
years (21 to 26.8 percent). Analysis of utilization trends
showed an increase in the actual number of patients and in
the percentage of patients admitted in fiscal year 1993.
These increases continued in fiscal year 1994 but leveled
off in fiscal year 1995. The number of admissions increased
as well.

Continuity of treatment sites
The data also show differences in hospitalization sites be-
tween patients with multiple admissions and other patients
in case management programs. Compared with patients
who did not have multiple admissions, those with multiple
admissions were less likely to have been hospitalized in a
state hospital, were more likely to have gone to a general
hospital (with a psychiatric unit or scattered beds for psy-
chiatric patients), and were about equally likely to have
gone to a private psychiatric hospital or other psychiatric
hospital.

For patients with multiple admissions, state hospital ad-
missions decreased rather dramatically over time. Howev-
er, admissions to state hospital replacement units in-
creased, although this increase was not equivalent to the
drop in state hospital admissions. (The replacement units
consisted of general hospital psychiatric beds with funding
guaranteed by the Department of Mental Health. They
provided the acute inpatient services formerly provided in
state hospitals that have been closed.)

Patients having had multiple admissions started out in
fiscal year 1992 with a much lower percentage of admis-
sions to state hospitals than did patients without multiple
admissions. This percentage decreased in the next three
fiscal years by about 20 percent—virtually the same de-
crease in state hospital admissions experienced by patients
without multiple admissions. Admissions to replacement
units by patients without multiple admissions increased for
two years before leveling off in fiscal year 1995, while ad-
missions of this type for patients with multiple admissions
continued to increase in 1995. For patients with multiple
admissions, the level of general hospital use started higher
in fiscal year 1992 than for patients without multiple ad-
missions (34.8 percent, compared with 31.4 percent) and
increased each year (to 40.1 percent), while admissions for
patients without multiple admissions remained basically
stable across the four years. (Differences in levels across
years were not tested for significance because we com-
pared the two groups’ use of each hospital type for each
year.) The two groups differed significantly on admissions
to these hospital types in all four years.

PSYCHIATRIC SERVICES ♦ November 2000   Vol. 51   No. 1111338888

R E P R I N T S  F R O M  T H E  P A S T : M A N A G E D  C A R E

TTaabbllee  22

Percentage of patients with multiple admissions among all
patients in case management programs and percentage of
admissions accounted for by patients with multiple admis-
sions, fiscal years 1992 through 19951

Admissions of
Patients with mul- patients with mul-

Total tiple admissions Total tiple admissions
Fiscal N pa- admis-
year tients N % sions N %

1992 2,621 160 6.1 4,911 1,030 21.0
1993 2,884 210 7.3 5,782 1,384 23.9
1994 3,204 246 7.7 6,433 1,721 26.8
1995 3,028 234 7.7 6,161 1,654 26.8

1 Patients with multiple admissions had five or more admissions in one fis-
cal year.
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For private hospitals and other types of hospitals, the
proportion of admissions by patients with multiple admis-
sions increased rapidly between fiscal year 1992 and
1993—from 11 to 22.1 percent in private hospitals and
from 3.9 to 6.7 percent in other types of hospitals—and
then gradually declined to 16.6 percent in private hospitals
and 3.8 percent in other hospitals. For patients without
multiple admissions, the proportion of admissions to pri-
vate hospitals increased from 11.1 to 19 percent in the first
fiscal year and then remained stable over the next three
years. The proportion of admissions to other types of hos-
pitals for patients without multiple admissions remained
basically stable over all four years, ranging from 3.8 to 4.2
percent.

Length of stay and type of admission
The mean number of days per admission for patients with
multiple admissions decreased over time, from 33.4 days in
fiscal year 1992 to 18.8 days in fiscal year 1995. The mean
number of hospitals used per year by patients with multi-
ple admissions remained stable over the four years, rang-
ing from 3.1 to 3.4.

A total of 3,511 admissions were to sites that were new to
the patient, that is, sites where the patient had not been ad-
mitted within the preceding 12 months. Nearly 90 percent
of the admissions to new sites were to hospitals where pa-
tients had never before been treated. The remaining ad-
missions to new sites were actually readmissions, but more
than 12 months had passed since the patient’s last admis-
sion.

It should be noted that readmissions in the first fiscal
year of the study (1992) were probably undercounted due
to the absence of data for fiscal year 1991. Thus if a patient
had been discharged from a hospital in fiscal year 1991 and
readmitted in fiscal year 1992, the admission was coded as
“new” in the 1992 data.

For each fiscal year, we compared the mean length of
stay for patients with new admissions with the mean length
of stay for patients who were readmitted. The initial analy-
sis used patients’ length-of-stay data from only the first fis-
cal year in which they had five or more admissions.

As Figure 1 shows, mean length of stay for new admis-
sions and readmissions in 1992 differed by more than ten
days. However, as noted, most admissions in fiscal year
1992 were labeled “new” because data for fiscal year 1991
were not available. In fiscal year 1993, this difference no
longer existed, due primarily to a reduction in length of
stay for admissions to new hospitals. This reduction, in
turn, is undoubtedly the result of proper identification of
new admissions and readmissions made possible because
data for 1992 were available for comparison with those
for 1993.

The difference between new admissions and readmis-
sions had grown to 5.5 days in fiscal year 1994 and to more
than a week (eight days) by fiscal year 1995. Thus after the
implementation of public managed care in 1992, readmis-
sions to the same hospital resulted in increasingly shorter
lengths of stay, while admissions to new facilities, where

R E P R I N T S  F R O M  T H E  P A S T : M A N A G E D  C A R E

FFiigguurree  11

Mean length of stay during the year patients first had multi-
ple admissions to hospitals where they had been previously
treated or who were new to the treating hospital, fiscal years
1992 through 19951
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1 Patients with multiple admissions had five or more admissions in one fis-
cal year. Lengths of stay for admissions only in the year the patient first
had five or more admissions are included in this analysis.

2 SD=35.75 for readmissions and 79.31 for new admissions; t=–2.95,
df=774, p<.01

3 SD=22.75 for readmissions and 48.37 for new admissions; t=–2.26,
df=622, p<.05

4 SD=18.03 for readmissions and 36.69 for new admissions; t=–3.92,
df=523, p<.001
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Mean length of stay for patients with multiple admissions
who were readmitted or who were new to the treating hospi-
tal, fiscal years 1992 through 19951
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1 Patients with multiple admissions had five or more admissions in one fis-
cal year. Lengths of stay for admissions during or after the year the pa-
tient first had five or more admissions are included in this analysis.

2 SD=35.75 for readmissions and 79.31 for new admissions; t=–2.95,
df=774, p<.01

3 SD=30.16 for readmissions and 70.72 for new admissions; t=–3.93,
df=935, p<.001

4 SD=21.47 for readmissions and 49.23 for new admissions; t=–5.49,
df=984, p<.001



patients were unknown, resulted in increasingly longer
lengths of stay.

If we add to this analysis admissions for patients in the
years following the first year in which they had five or more
admissions, the difference between admissions to new sites
and readmissions is even more pronounced in each year (see
Figure 2). A comparison of Figures 1 and 2 suggests that the
statistically significantly longer lengths of stay of patients with
admissions to new facilities are due primarily to sustained in-
creases in length of stay associated with this group, rather
than to the readmission group’s decreases in length of stay,
which are influenced by managed care.

Trends in multisite admissions
The number of patients with five or more admissions in-
creased over time, and their number of admissions likewise
increased. The number of hospitals visited by this group de-
clined, but only slightly. The continuity of admission site for
this group increased, as measured by the number of pa-
tients who were admitted to hospitals where they had pre-
viously been treated. This increased continuity may well be
due to the fact that the pool of hospitals to which any indi-
vidual is likely to be admitted is finite and ultimately will be
exhausted by persons who are frequently hospitalized. Fur-
thermore, emergency prescreening teams made some ef-
fort to provide continuity on successive admissions. What-
ever the cause of this increased continuity, however, read-
mission resulted in a decline in length of stay.

Discussion and conclusions
The results indicate that in the era of public-sector man-
aged care, frequent users of inpatient psychiatric treat-
ment tend to be younger Caucasian females with personal-
ity disorder and a history of substance abuse, but not an ac-
tive substance use disorder. This profile does not differen-
tiate them from public-sector inpatient recidivists before
the advent of public-sector managed care (14,15), and the
similarity suggests that managed care has not significantly
affected this population’s use of inpatient beds.

The results also show that patients with multiple admis-
sions represent only 6 to 8 percent of all patients in case
management programs who have a psychiatric admission
within a given year, but they account for 21 to 27 percent of
all psychiatric admissions by hospitalized case-managed pa-
tients in each year. Patients with multiple admissions who
are admitted to many different hospitals have longer
lengths of stay than those who are admitted to hospitals
where they are known. Although these relationships may
have seemed intuitively true, they are clearly demonstrated
by our data.

These findings indicate that a subset of Medicaid bene-
ficiaries whose mental health care was managed by a ven-
dor contracting with Massachusetts exhibited a service use
pattern that clearly ran counter to the goals of public man-
aged care. For patients with multiple admissions, gaining
access to the vendor’s selective contracting network of hos-
pitals often led to extreme discontinuity of treatment site.
Because of this discontinuity, inpatient clinical staff had to
become acquainted with the needs of patients whom they
had not previously seen, and case managers, family mem-
bers, and others involved in the discharge process had to
learn the practices and procedures of new inpatient set-
tings.

The result of this discontinuity was that the subpopula-
tion of frequent users of inpatient services, long the bane
of the public mental health system, presented new chal-
lenges and experienced a paradoxical managed care out-
come: extended lengths of stay. The trends observed in
these data suggest that for individual patients this effect
might be transitory, as frequently admitted patients ex-
haust the range of hospitals to which they can be admitted.
Nevertheless, as new frequent users enter the system, the
phenomenon described may become a persistent feature
of a system in which selective contracting with general hos-
pitals that have limited bed capacity is the model for im-
plementing public managed care.

In assessing the data presented here, we must be careful
in the way we ascribe causal relationships. First, it is impor-
tant to emphasize that it is not the generic practice of man-
aged care that is directly responsible for the patterns of hos-
pital use we describe. Rather, these patterns would appear
to be attributable to the use of a selective contracting net-
work as a means for operationalizing managed care.

It must also be noted that the mental health policy and
services environment in Massachusetts was marked by
considerable foment at the time our data were collected.
Coincident with the introduction of public managed care,
a number of state hospitals were closed, and large numbers
of individuals were added to the Medicaid roles. Many
such individuals thus became patients in the general hos-
pital system for the first time. Any of these factors could
have contributed to or intensified the discontinuities ob-
served here, although none would seem to have been able
to play as direct a role in generating the observed patterns
as did the selective contracting network itself.

The evaluation of any policy intervention obviously re-
quires examination of the extent to which the intervention
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succeeds in meeting its stated goals. However, thorough
investigation requires that we look for unintended conse-
quences or “externalities,” both favorable and deleterious
(16). Evaluation of the Massachusetts experience with
public managed care has revealed externalities of both
kinds. The explicit goal of reducing Medicaid expenditures
for behavioral health services was met early in the contract
period, largely through reducing the use of inpatient treat-
ment for substance abuse and through increased substitu-
tion of outpatient for inpatient treatment across the spec-
trum of Medicaid reimbursed services (17).

As we noted at the outset, efforts at system reform often
succeed at least partly in addressing the problems to which
they are directed, but at the cost of creating or exacerbating
other problems. The aggregate success of public managed
care in Massachusetts as shown by the cost savings reported
in earlier studies, together with the data reported here on
the generation of a more expensive service use pattern for
frequent users of inpatient care, is consistent with the
“mixed-benefits” model of reform described by Morrissey
and Goldman (2).

The data reported here have important implications for
planning. Two consequences arising from the use of selec-
tive contracting networks are the continuation of high hos-
pital usage patterns by the most problematic subset of in-
patient recidivists and discontinuity of treatment site lead-
ing to increased length of stays. These effects have impor-
tant clinical and service system implications that must be
addressed. For example, programs must be specifically tai-
lored for female patients with borderline personality disor-
der who are identified as frequent users of inpatient serv-
ices. Network hospitals should be assigned a specific co-
hort of frequent users who are their responsibility at all
times. 

Addressing such potential problems as high levels of hos-
pital usage and discontinuity of treatment at the outset of
public managed care should become part of any planning
agenda for states implementing managed Medicaid psychi-
atric care and treatment. Such problems should also be ad-
dressed at contract renewal times for any states advancing
their agenda of psychiatric coverage through managed
public care. ♦
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