
PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' January 2009   Vol. 60   No. 1 2299

The number of consumers who
use state psychiatric hospitals
has decreased steadily over

the past 50 years. This decrease is
mainly the result of treatment trends
emerging in the 1950s that included
psychotropic medication and the de-
velopment of a liberating, humane
policy that served as an alternative to
restrictive institutionalized care. Be-

cause of these innovations, behavioral
health care diverged from its tradi-
tional institutional model and devel-
oped community-based services.

Over the longer term, since 1831,
when the first data were collected,
many changes have occurred in the
state psychiatric hospital system. At
that time, there were only 150 resi-
dents living in four state hospitals with

total expenditures amounting to
$30,000 a year. In subsequent years,
the state hospitals were to become
long-term custodial care institutions
functioning as a source of control for
persons who were perceived to be un-
able to care for themselves and whose
behavior was perceived to be threat-
ening to the social order. The number
of residents increased steadily until
1955, when the total population
peaked at nearly 559,000, with annual
expenditures of $400 million and an-
nual deaths between 48,000 and
50,000. Concurrently, the number of
hospitals increased to 352, the largest
number ever recorded (1–3). From
that time forward, the number of res-
idents declined steadily until 2003,
when the number reached 47,000.
Over $9 billion was spent on state psy-
chiatric hospitals in 2003, with 70% of
the funds coming from the states’
mental health agencies. The annual
number of admissions peaked in 1971
at 475,000 and declined thereafter,
numbering less than 160,000 in 2002.

Despite these downward trends in
the number of state hospital residents,
Goldsmith and colleagues (4) predict-
ed in 1993 a 25% increase by 2010 in
the total number of inpatient admis-
sions to all specialty mental health fa-
cilities. The estimates were based on
trends in admission rates from 1980 to
1986, projected to 1990. The project-
ed admission rates for 1990 were used
with projections of the civilian popula-
tion from 1990 to 2010 to produce the
final estimates (4). Overall increases in
the size of the population, the rising
number of elderly people, and the
growing number of persons in racial-
ethnic minority groups all were ex-
pected to have a potential impact on

Changing Trends in State Psychiatric 
Hospital Use From 2002 to 2005
RRoonnaalldd  WW..  MMaannddeerrsscchheeiidd,,  PPhh..DD..
JJooaannnnee  EE..  AAttaayy,,  MM..AA..
RRaaqquueell  AA..  CCrriiddeerr,,  PPhh..DD..

Dr. Manderscheid is affiliated with Global Health Sector, SRA International, Inc., 6003
Executive Blvd., Rockville, MD 20852 (e-mail: ronald_manderscheid@sra.com). Ms. Atay
and Dr. Crider are with the Center for Mental Health Services, Substance Abuse and
Mental Health Services Administration, Rockville, Maryland.

Objective: National surveys have shown dramatic declines in the num-
ber of residents in state psychiatric hospitals since the 1950s and in the
number of admissions since the 1970s. However, data from 2002 and
2005 indicate a reversal of these long-term trends. The objective of
this study was to present the new data and to advocate for research on
the factors contributing to these changes. Methods: This study is based
on state-level data submitted annually to the Center for Mental Health
Services. The 11 states showing increases in admissions and residents
between 2002 and 2005 were surveyed by telephone about the factors
leading to the changes. Results: Between 2002 and 2005, the number
of admissions nationwide increased 21.1%, and the number of resi-
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pacity of general hospital inpatient psychiatric services in the commu-
nity, and changes in the demographic makeup of American society, re-
flected in an aging population and increased racial-ethnic diversity.
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the number of people using mental
health facilities, especially the state
psychiatric hospitals. At a later point,
Salzer and colleagues (5) also exam-
ined a related phenomenon—a decel-
eration in the number of inpatients be-
ing discharged from public hospitals
into the community. This slowdown
began in the late 1990s and continued
through 2005.

The objectives of this study were to
determine whether the forecasted in-
creases have been realized in recent
years and, if so, to advocate for re-
search on the factors that are suspect-
ed to have contributed to these in-
creases. Because such findings would
represent a significant departure
from very long-term trends, they
would have particular policy impor-
tance for the field.

Methods
Information on state psychiatric hos-
pital admission and resident counts
derives from state-level data collect-
ed by the Survey, Analysis, and Fi-
nance Branch, Center for Mental

Health Services (CMHS), as part of
its mission to report annual data on
inpatient care. The survey, the Annu-
al Census of Admission and Resident
Patient Characteristics, State and
County Mental Hospital 24-Hour
Services (hereafter referred to as the
annual census), collects from each
state annual aggregate data on age,
gender, race, and ethnicity, each by
diagnosis, for year-end residents and
annual admissions. Results are pub-
lished in the CMHS report Admis-
sions and Resident Patients at End of
Year, United States. The annual cen-
sus is the oldest continuous health
survey in the United States (6,7).

For this study, an inquiry was ad-
dressed to state mental health agency
staff in the 11 key states that showed
major increases in the number of
state psychiatric hospital residents
and admissions from 2002 to 2005, in
order to discuss factors related to
changes in the trends. Open-ended
questions were asked of state statisti-
cians or analysts in each of the states
(California, Colorado, Florida, Geor-

gia, Kansas, Louisiana, Maryland,
Michigan, North Carolina, Ohio, and
Texas). Eight states responded (Cali-
fornia, Florida, Georgia, Louisiana,
Maryland, Michigan, North Carolina,
and Ohio). The inquiry was conduct-
ed to verify whether there had been
an increase in admissions and resi-
dents and to request information on
factors perceived to be related to the
increase.

The results from the annual census
were compared with the results from
two other national data collections:
the Survey of Mental Health Organi-
zations, which was also conducted by
CMHS and provided a complete bi-
ennial enumeration of all mental
health organizations, and the Uni-
form Reporting System Output Ta-
bles, collected by the National Associ-
ation of State Mental Health Program
Directors Research Institute (NRI)
for CMHS, to report data from state
psychiatric hospitals on an annual ba-
sis. The results from these two data
collections were congruent with an-
nual census results.
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Change in number of admissions to and residents of state and county psychiatric hospitals, by selected characteristics,
2002–2005

Admissions Residents

% change % change
Characteristic 2002 2005 2002–2005 2002 2005 2002–2005

Total 155,740 188,649 21.1 49,443 49,947 1.0
Age

<18 15,416 19,574 27.0 2,865 2,476 –13.6
18–24 24,079 28,853 19.8 4,552 4,134 –9.2
25–44 76,212 88,230 15.8 21,602 21,210 –1.8
45–64 35,144 46,854 33.3 16,569 18,755 13.2
≥65 4,889 5,138 5.1 3,855 3,372 –12.5

Gender
Male 103,156 132,154 28.1
Female 52,584 56,495 7.4

Race or ethnicity
White 89,973 117,702 30.8 28,820 28,469 –1.2
African American 46,639 51,261 9.9 15,689 15,752 .4
Asian or Pacific Islander 6,310 2,184 –65.4 836 927 10.9
Hispanic 10,534 14,433 37.0 3,693 4,320 17.0
American Indian 2,284 3,069 34.4 405 479 18.3

Diagnosis
Affective disorders 40,882 47,547 16.3 6,482 6,583 1.6
Schizophrenia 46,163 56,856 23.2 25,524 26,298 3.0
Alcohol use related 9,502 8,075 –15.0 1,388 847 –39.0
Substance use related 13,356 15,717 17.6 2,017 2,146 6.4
Other psychotic 12,852 15,682 22.0 3,253 2,857 –12.2
Other nonpsychotic 18,038 24,561 36.2 2,320 2,489 7.3
All other 14,947 20,211 35.2 8,459 8,727 3.2



Results
Between 2002 and 2005, the number
of state psychiatric hospitals de-
creased from 220 to 204, and the bed
capacity decreased 10.3%, from
58,000 in 2002 to 52,000 in 2005 (8).
Many states reduced the number of
beds, rather than the number of hos-
pitals or residents (9).

The annual census showed that
there was a significant increase in the
number of admissions between 2002
and 2005, from 156,000 to 189,000,
or 21.1% (Table 1), and a slight in-
crease in the number of year-end res-
idents, from 49,500 to 50,000, or
1.0% (10,11). For admissions, this
was the first increase since 1971. For
year-end residents, this was the first
increase since 1955, when the total
resident population peaked at nearly
559,000. To put these results into a
longer-term historical perspective,
changes in the number of admissions
and residents from 1831 to 2005 are
shown in Figure 1 (12–15).

Male-female admission ratios
The male-female admission ratio
(M/F × 100) continues to remain high.
Between 2002 and 2005, the number
of male admissions increased 28.1%,
and the number of female admissions
increased 7.4%. Thus, for these two
years, the ratios remained very high at
196 and 234, respectively. According
to Stroup and Manderscheid (16),
males are admitted to state psychiatric
hospitals more frequently than fe-
males and are hospitalized for longer
periods because of the perceived
threat of dangerousness.

Changes in age groups
From 2002 to 2005, relatively large
increases were noted in admissions in
the 45–64 age group (33.3%) and in
residents from this same age group
(13.2%). These increases are indica-
tive of a population growing older, as
predicted by Goldsmith and col-
leagues (4) in 1993. However, sizable
increases were also noted in the num-
ber of admissions in the under 18,
18–24, and 25–44 age ranges (27.0%,
19.8%, and 15.8%, respectively).

Changes in racial-ethnic groups
From 2002 to 2005, relatively large
increases were noted in the number

of white and African-American ad-
missions, the most prevalent groups
(increases of 30.8% and 9.9%, respec-
tively). However, most of the increase
in residents occurred among Asians
and Pacific Islanders, Hispanics, and
American Indians, which were the
least prevalent groups (10.9%, 17.0%,
and 18.3%, respectively).

Changes in diagnostic patterns
Schizophrenia. The most prevalent
diagnosis in state psychiatric hospitals
is schizophrenia. According to the an-
nual census, the total number of ad-
missions with schizophrenia diag-
noses increased 23.2% from 2002 to
2005, and residents with schizophre-
nia increased by 3.0%.

Also of interest, in 2002, 50% of
African-American state hospital resi-
dents were diagnosed as having schiz-
ophrenia (results not shown). By 2005
this number had increased to 70%. In
2002 over 38% of white residents had
schizophrenia diagnoses. By 2005 this
number had increased to 47%. In
2002, nearly 50% of Hispanic resi-
dents were diagnosed as having schiz-
ophrenia. By 2005 this number had
increased to 67% of the reported His-
panic population in our sample. In
both 2002 and 2005, 50% of Asian
residents were diagnosed as having

schizophrenia. Generally, the schizo-
phrenia diagnoses increased for all
groups except for persons of Asian
descent (6,17).

Similarly, in 2002, 41% of African-
American admissions had a diagnosis
of schizophrenia; this percentage re-
mained unchanged in 2005. In 2002,
23% of white admissions had diag-
noses of schizophrenia. In 2005 this
number increased to 24%. In both
2002 and 2005 Hispanic admissions
included about 33% with schizo-
phrenia diagnoses. Similarly, slightly
more than 40% of the Asian admis-
sions had schizophrenia diagnoses in
this period.

Affective disorders. Between 2002
and 2005 admissions with affective
disorders increased 16.3%. Residents
with affective disorders increased
1.6% in this same period. Next to
schizophrenia, affective disorders are
the most prevalent diagnoses for pa-
tients in state psychiatric hospitals.

Affective disorders were more
prevalent among whites than among
other racial or ethnic groups. From
2002 to 2005 less than 10% of
African-American residents were di-
agnosed as having affective disorders
(results not shown). Among whites
the comparable number was 16% of
residents. In 2005 about 13% of His-
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Number of admissions and resident patients in state and county mental 
hospitals, United States, for selected years, 1831–2005a
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a The missing years are interpolated. Sources: 1840–1970 data are from Stroup and Manderscheid
(12); 1975 data are from the National Institute of Mental Health (NIMH) (13), Statistical Note
132, Table 1; 1980–2003 data are from the NIMH and Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA) (14); and 2004 data are from SAMHSA (15).



panic residents were diagnosed as
having affective disorders.

Sixteen percent of African-Ameri-
can admissions had a diagnosis of an
affective disorder. The parallel figure
for whites was 31% and for Hispanics,
more than 33% (6,7,17).

State reports about 
factors in the increases
The state that showed the largest con-
sistent increase since 2000 in both an-
nual admissions and year-end resi-
dents was California (Figures 2 and
3). The admissions in this state in-

creased 109% from 2000 to 2005, ac-
companied by a 2% increase in the
number of residents (results not
shown). All ten other states showed
increases in admissions, residents, or
both over the six-year period. Most of
the 11 states studied showed consis-
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The number of residents in state psychiatric hospitals in 11 states in 2002 and 2005
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The number of admissions to state psychiatric hospitals in 11 states in 2002 and 2005

0

5,000

10,000

15,000

20,000

25,000

Cali-
fornia

Colo-
rado

Florida Georgia Kansas Louis-
iana

Mary-
land

Mich-
igan

North
Carolina

Ohio Texas

A
dm

is
si

on
s

2002
2005



tent increases since 2000 (7). Staff
persons from the state mental health
agencies of each of these states were
asked to participate in a brief tele-
phone interview.

The eight states that participated in
the interview (California, Florida,
Georgia, Louisiana, Maryland, Michi-
gan, North Carolina, and Ohio) re-
ported that several factors were relat-
ed to the increases in the number of
residents and admissions. These fac-
tors included an increase in the foren-
sic population (reported by seven of
the eight states that participated), an
increase in consumers diagnosed as
having schizophrenia or affective dis-
orders, and shortages of community
housing and community care staff.

Discussion and conclusions
State psychiatric hospitals have con-
tinued to receive considerable atten-
tion from researchers and policy ana-
lysts during the past decade. Geller
(18) provided a sweeping view over
the past 50 years, and Mechanic and
colleagues (19) gave a more detailed
view over a decade. Torrey and col-
leagues (20) decried the lack of beds,
and Salinsky and Loftis (9) presented
a pro-and-con policy analysis of this
issue. Never far from the surface in
these analyses are concerns about the
effects of deinstitutionalization in the
absence of parallel efforts to build
strong community services. In this
tradition, this study was the first to
show growth of admissions and resi-
dents in state psychiatric hospitals
since the beginning of deinstitution-
alization in 1955.

The increases in the number of ad-
missions and residents in state psychi-
atric hospitals between 2002 and
2005 was a marked reversal from
trends over a very long term. These
increases may be related to several
factors. State staff reported larger
numbers of patients entering state
psychiatric hospitals via the criminal
justice system, more consumers with
schizophrenia and affective disorders,
and lack of available community
housing and staff.

The reports by staff from mental
health agencies were corroborated
by independent data. For a 2004
NRI report on forensic state hospi-
tals, the 36 state hospitals that re-

sponded to the survey questions re-
ported a total of 40,000 residents, at
least 14,000 (35%) of whom were
forensically involved mental health
care consumers (21). Over half of the
beds in some state psychiatric hospi-
tals are occupied by these consumers
(22). Recently built state hospitals
have been constructed solely for
forensically linked mental health
care consumers or for sex offenders
(23). The continuing high male-fe-
male ratio observed in these data is
congruent with an increase in the
number of persons with mental ill-
ness who are forensically involved.

Unfortunately, researchers current-
ly know very little about the precise
dynamics through which a person
with mental illness moves from the
community to become a forensically
involved patient in a state psychiatric
hospital. Thus this report is an urgent
call for research to investigate these
dynamics. We can speculate that the
dynamics involve the lack of availabil-
ity of community-based mental health
services; the large and growing num-
ber of persons with mental illness
who receive no services at all; the in-
teraction between a person and the
police, in which the person becomes
defined as having a mental illness and
as being a criminal; the sorting
process used by the court system to
determine whether a person with a
mental illness will be sent to a prison
or to a state psychiatric hospital; and
the ease or difficulty of entering a
state psychiatric hospital. However,
these remain only speculations in the
absence of good research. We need to
determine evidence about the dy-
namics and their operation. Initially,
this is likely to involve descriptive
work in the community, followed by
more complex research designs as our
knowledge develops.

The annual census data and the re-
sults from other studies raise impor-
tant questions about the new state
psychiatric hospital trends reported
here for the first time. From a policy
perspective, continued monitoring of
state psychiatric hospital trends is
clearly warranted, and research is ur-
gently needed on the dynamics lead-
ing to these trends. These new trends
may indicate important, long-term
changes.
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