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A Combined Inpatient and
Partial Hospita[Program
Rory P. Houghtalen, M.D.

Nancy L Talbot, Ph.D.

This paper describes a combined in-

patient and partial hospital pro-

gram, with a ten-bed short-term in-

patient unit and a partial hospital

program that can accommodate 24

patients. Inpatients and partial hos-

pital patients are treated together by

the same staff in a program located

in the partial hospital. The authors

highlight features of the program
that address the five elements of

continuity: place, personnel, pro-

gram, patient-peers, and plan for

treatment. The discussion focuses

on the importance of continuity in

sustaining a combined unit; poten-

tial benefits for patients, families,

staff, and trainees; attractiveness to

third-party payers; and impedi-

ments to fully realizing the potential

of the unit. (Psychiatric Services

48:242-244, 1997)

I ntcgnation of inpatient and partial

hospital care has been attempted in

various ways (1-5). This paper de-

scribes a combined inpatient and par-

tmal hospitalization unit designed so

that both groups of patients are treat-

ed by the same staffand attend a pro-

gram located in a partial hospital set-

ting. To our knowledge, ours is the

first report of a treatment model in

which place, personnel, program,

plan for treatment, and patient-peers

are continuous between the inpatient

and partial hospital.

The authors are assistant professors of

psychiatry in the department ofpsychiatry

at the University of Rochester School of
Medicine and Dentistry, 300 Crittendon

Boulevard, Rochester, New York 14642. A

version of this paper was presented as a

poster at the Institute on Hospital and

Community Psychiatry held September
30-October 4, 1994, in San Diego.

We believe these “five Ps of conti-

nuity” are a crucial organizing frame-

work to consider in designing cost-cl-

fcctivc and efficient acute treatment

programs that can reduce length of

stay without compromising quality of

care. Research demonstrates that pa-

tients treated in acute day hospital

settings can have similar or better

outcomes than inpatients on mea-

sures of psychopathology and social

functioning and arc more likely to be

satisfied with their treatment experi-

enec (6,7).

The integrated treatment unit
The integrated treatment unit at the

University of Rochester Strong Memo-

nial Hospital was established in 1990

to decrease inpatient length of stay

through earlier discharges to the pan-

tial hospital program and to divert

some admissions from inpatient units

to the partial hospital. It has two corn-

ponents: a ten-bed short-term inpa-

tient unit and a partial hospital pro-

gram that can accommodate 24 pa-

tients.

Table 1 describes demographic, di-

agnostic, and utilization charactenis-

ties of patients during a recent six-

month period. Patients were included

in the analyses when all required data

were available in the record. Data for

159 of the 187 inpatients and 169 of

the 233 partial hospital patients were

included.

Inpatient length of stay averaged

eight days; patients were screened at

intake for factors predicting effective

brief admissions (8,9). Patients for

whom brief inpatient treatment was

likely to be effective were preferen-

tially admitted to the short-term inpa-

tient unit. The screening did not ab-

solutely mule out admission of patients

for whom a long length of stay was

likely, but these patients were triaged

away from the unit when possible.

Most ofthe partial hospital patients

(106 patients, or 66 percent) were for-

men inpaticnts. The mean length of

stay in the partial hospital program

was 21 days. A small proportion of in-

patients (nine patients, or 6 percent)

required transfer to longer-term inpa-

tient settings. Twenty-one of the pan-

tial hospital patients (12 percent) mc-

(luired inpatient admission during

their course of treatment.

The partial hospital program,

which is adjacent to the locked inpa-

tient unit, includes group therapy

rooms, professional offices, medical

facilities, and reception and dining am-

eas. The proximity of the two compo-

nents provides continuity of place

and makes it logistically possible to

treat all patients in the same ambula-

tory-cane-based program, using the

same staff to provide treatment and

manage both milieus. With such an

arrangement, continuity of care can

be extended to other levels.

Maintaining continuity of person-

nd has several benefits. First, it en-

riches staffing by allowing resources

of the two components to be shared

and thereby reducing redundancy

and costs. The full-time staff includes

five master’s-level primary therapists

from nursing and social work disci-

plines. They conduct intake cvalua-

tions, provide the bulk of individual

and family therapies, and colcad

group therapies. Graduate-level

trainees also function as primary them-

apists. Two full-time-equivalent psy-

chiatrists collaborate with the prima-

ry therapists by focusing on diagnos-

tic evaluation, medical management,

and pharmacotherapv.



Table 1

Characteristics ofpatients consecutively admitted to a combined short-term inpa-

tient unit and partial hospital program over a six-month period

Characteristic Inpatient unit Partial hospital

N admissions
Total 187 233

With complete data’

Mean age (years)2
159

36.8±10.6
169

38.7± 12.0
Gender (%)

Male 51 44
Female 49 56

Admission status
Voluntary 55 na
Involuntary 49 na

Discharge diagnosis (%)
Nonpsychotic depression 30 44

Psychotic affective disorder 16 20
Nonaffective psychosis 16 7
Organic mood disorder 6 1
Adjustment disorder or other diagnosis 32 28

Comorbiditv (%)
Substance abuse or dependence 43 36

Personality disorder 39 39

Mean Global Assessment of Functioning score
Admission 35.4±8.7 47.4±7.6
Discharge

Mean length of stay (days)3
49.8±10.3 53.2±11.4

All patients 8.3±5.5 20.8± 12.0
Voluntary patients 8.0±4.9 na
Involuntary patients 8.6±6.3 na

Patients with a psychotic diagnosis 9.1±6.4 17.9± 12.0
Patients without a psychotic diagnosis 7.7±5.0 22.0± 11.9

Final disposition (%)
Partial hospital program 43 na

Other continuing treatment program 18 18
Substance abuse partial hospital program

or clinic 5 6
Psychiatric clinic 11 33

Private psychiatric care 12 26

Inpatient transfer or admission 5 12

No aftercare 4 4

na, not applicable

1 Only patients for whom data were complete were included in the analysis.

2 Age ranges: inpatient unit, 19 to 78 years; partial hospital, 20 to 82 years
3 Ifless than seven days elapsed between discharge and readmission, data were combined as a con-

tinuous admission.
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One inpatient staff nurse assigned

each day to the partial hospital pro-

gram provides a variety of conven-

tional nursing services, including ad-

ministering and monitoring medica-

tions. Internal medicine consultants

evaluate all patients admitted to the

inpatient service and those patients

admitted to the partial hospital pro-

gram who do not have immediate ac-

cess to medical evaluation and con-

sultation. A specialist in family thera-

pies is employed for both consulta-

tion and primary interventions.

The higher density of professional

staff makes it possible to manage pa-

tients with more severe symptoms in

an ambulatory setting, producing an

inpatient-like environment within the

partial hospital program and easy ac-

cess to nursing, psychiatric, and inter-

nal medicine services not generally

found in most freestanding partial

hospital programs. In addition, in this

era of increased liability, teams are

necessarily hesitant to discharge

acutely ill inpatients to providers and

treatment plans that they cannot eon-

trol. Families are rightly skeptical

about accepting earlier discharges

unless continuity is assured. Using

the combined model, it is easier to

discharge patients with acute symp-

toms because the team that initiated

treatment can follow through.

Finally, staffcan maintain gratifying

treatment relationships with patients,

bringing many treatment episodes to

greater resolution in the partial hospi-

tal program. Opportunities to observe

the course of an illness and recovery

and to complete a phase of brief psy-

ehothcrapy arc becoming increasing-

ly rare in acute settings today and are

important assets for staff retention

and training.

Blending the patient populations

provides continuity of patient-peers

and the opportunity to realize other

important psychological benefits. In-

patients see peers at various stages of

recovery in the partial hospital pro-

gram. When the momentum of treat-

ment is not disrupted and continuity

with the program and treatment plan

are maintained regardless of the level

of care required, patients arc less

likely to view inpatient admission and

readmission from the partial hospital

program as a sign of failure. The ap-

proach develops a culture of hopeful-

ness for positive outcome that may be

absent in short-term units without a

combined ambulatory milieu to corn-

plete treatment.

This system of cane leads to natural

economic advantages. The enthusi-

asm and cooperation of our local in-

surers is an indication of the pro-

gram’s value in cost containment. In-

surers reimburse for the partial hospi-

tal program as an inpatient treatment

site and exchange one day of inpatient

care for two to three days of partial

hospital cane.

Despite enthusiastic responses to

care from insurers, patients, and fam-

ilies, we struggle with factors that

lead to underutilization. Private prac-

titioncrs, particularly psychiatrists,

have been slow to accept partial hos-

pital treatment for acute patients.

Faced with conflicts of practice style

and economics that favor inpatient

treatment, they are also generally un-

familiar with their role in a hybrid

setting that seems neither inpatient

nor ambulatory. Many were initially

uncomfortable about treating high-

risk patients in an outpatient setting

in an era of heightened concerns

about liability. However, their dis-

comfort has dissipated over time with

education and with positive experi-

enees with the system.

Severely impaired psychotic pa-
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tients who fail to respond in the early

stages of treatment or who have no

stable residence have typically failed

attempts at short-term inpatient treat-

ment and failed to successfully make

the transition to the partial hospital

level of cane. Transfer to longer-term

inpatient treatment has been the only

alternative for some of these patients.

Specific changes in public policy are

necessary to improve access to hous-

ing and financial assistance before

brief admissions and the partial hos-

pital level of cane will be feasible for

patients who are homeless and desti-

tute.

Conclusions
The next decade promises to chal-

lengc health came systems to respond

to competing societal needs. Dc-

mands for access to acute treatment

will require more rapid turnover of

inpatient beds, which may be

achieved by better use of a partial

hospital level of cane. We will be held

to the same standards of quality and

potential for liability while being me-

qumred to contain if not reduce costs.

Our patients and their advocates will

continue to demand treatment that is

less disruptive to the flow of their

lives and less stigmatizing while in-

sisting on both continuity and good

outcome. Balancing these needs will

become even more challenging as the

country moves further along a course

likely to lead to more managed and

capitated systems of reimbursement.

We are hopeful that many elements

of a combined program such as we

have described may allow us to sup-

ply the demand for intensive mc-

sources without compromising qualm-

ty or continuity of cane, and while

maintaining satisfying professional

settings in which to work, teach, train,

and conduct research. #{149}

Acknowledgments

The authors thank Michael Blanchard for
assisting in the chart review; Yeates Con-
well, M.D., Paul Duberstein, Ph.D., and
Lyman Wynne, M.D., Ph.D., for help in
conceptualization and manuscript review;
and Laurence Guttmacher, M.D., for as-

sistance in data analysis.

References

1. Herz MI, Endicottj, Spitzer RL, et al: Day
versus inpatient hospitalization: a con-

trolled study. American Journal of Psychia-

try 127:1371-1382, 1971

2. Gudeman J, Dickey B, Evans A, et al: Four-

year assessment of a day hospital-inn pro-

gram as an alternative to inpatient hospital-
ization. American Journal of Psychiatry

142:1330-1333, 1985

3. Gold award: decreasing the use of inpatient

services. Hospital and Community Psychia-
try 36:1206-1209, 1985

4. Dickey B, Bencer M, Santiago I: Patterns of

service use in model day hospital-inn pro-

grams in Boston and Tucson. Hospital and
Community Psychiatry 41:419-424, 1990

5. Hunter DEK, Buick WE Wellington T, et

al: Initial evaluation of reorganized hospi-

talization services in a community mental

health center. Hospital and Community

Psychiatry 44:271-275, 1993

6. Creed F� Black D, Anthony l� et al: Ran-

domized controlled trial ofday patient ver-

sus inpatient psychiatric treatment. British
Journal of Psychiatry 390:1033-1037, 1990

7. Schene AH, van Wijngaarden B, Poelijoe

N\V, et al: The Utrecht comparative study

on psychiatric day treatment and inpatient

treatment. Acta Psychiatrica Scandinavica

87:427-436, 1993

8. Chang G, Brenner L, Bryant K: Factors
predicting inpatient length of stay in a

CMHC. Hospital and Community Psychia-

try 42:853-855, 1991

9. Jakubaschk J, Waldvogel D, Wurmle 0:
Differences het�%een long-stay and short-
stay inpatients and estimation of length of

stay: a prospective study. Social Psychiatry

and Psychiatric Epidemiology 28:84-90,

1993

Prevalence of Dissociative Disorders in
an Acute Care Day Hospital Population
Robert G. Lussler, M.D.

Jeanne Steiner, D.O.

Anne Grey, R.N.

Catherine Hansen, Ph.D.

To estimate the prevalence of disso-

ciative disorders in a day hospital

and examine their relation to frau-

matic experiences, trained clinicians

evaluated 70 of 229 patients consecu-

tively admitted to an acute care day

hospital. They used the Mini-Struc-

tured Clinical Interview for DSM-

III-R Dissociative Disorders and the

Traumatic Experience Question-

name. Six of the 70 patients (9 per-

cent) received a definite diagnosis of

a dissociative disorder. Five of the six

patients reported a childhood history

of sexual or physical abuse. The re-

suits show that dissociative disorders

are not rare among general psychi-

atric patients in a day hospital setting

and are associated with histories of

childhood trauma. (Psychiatric Ser-

vices 48:244-246, 1997)

A large percentage of psychiatric

inpatients report histories of

physical or sexual abuse (1). Dissocia-

tive symptoms and disorders are asso-

ciated with a history of trauma (2,3).
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The prevalence of dissociative identi-

ty disorder has been estimated to be

between 3 and 10 percent in psychi-

atrie populations (4), suggesting that

the prevalence of severe dissociative

disorders has been underestimated in

the past. Data about other dissocia-

tive disorders arc less clear. One re-

cent study of a psychiatric inpatient

population found the prevalence of

dissociative disorder not otherwise

specified to be 8 percent and the

prevalence ofpsyehogenie amnesia to

be 1 percent (5).

The study reported here assessed

the prevalence of dissociative disor-

dens in a day hospital population. A

second objective was to understand

the relation between dissociative dis-

orders and past traumatic expeni-

ences.

Methods
The Connecticut Mental Health Cen-

ten day hospital serves adult indigent

general psychiatric patients who need

acute care but who arc not imminent-

ly a danger to themselves or others.

Patients requiring transition to the

community from acute hospitalization

are also served.

All patients admitted to the day

hospital during a 16-month period

from March 1992 to July 1993 were

considered eligible for participation

in the study unless they were grossly

psychotic, their behavior was too dis-

organized, or their involvement

might be detrimental to their treat-

ment. Once informed consent was ob-

tamed, one of the first three authors

administered and scored the Mini-

Structured Clinical Interview for

DSM-III-R Dissociative Disorders

(Mini-SCID-D) (6) and the Traumatic

Di: Lussier is assistant professor of psy-

chiatry in the department ofpsychiatry at

the School ofMedicine, MC-2103, Univer-

sity of Connecticut Health Center, Farm-

ington, Connecticut 06030. Dr Steiner is

director of the outpatient department of

the Connecticut Mental Health Center in
New Haven and associate professor of

psychiatry at Yale University School of

Medicine. Ms. Grey is a nurse clinician at
the Connecticut Mental Health Center. D,

Hansen is assistant professor of psycholo-

gy in the department of psychology at

Northwestern State University in Natchi-

toch.es, Louisiona.

Experience Questionnaire (7). Pa-

tients’ active charts and charts from

referring agencies were reviewed for

demographic, historical, and diagnos-

tic information.

The Mini-SCID-D was developed

by Steinberg and associates (6) as a

brief screening instrument with

questions based on the full Struc-

tuned Clinical Interview for DSM-

IV Dissociative Disorders (SCID-

D) (8). In one study intcmratcn relia-

The results

of this study

replicate earlier

findings that a large

percentage of psychiatric

patients report a history

ofsexual or physical

abuse during

childhood.

bility was noted to be excellent (94

percent agreement, kappa.88),

and the instrument was found to

have good-to-excellent sensitivity

and specificity (6). When the Mini-

SCID-D is used, a dissociative dis-

order is found to be absent, possible,

probable, or definite. Ifa subject me-

sponds to questions unequivocally

and in sufficient number in each

symptom area to meet diagnostic

criteria, a definite diagnosis is as-

signed. The instrument screens for

psychogenic amnesia, psychogenic

fugue, depersonalization disorder,

dissociative disorder not otherwise

specified, and multiple personality

disorder.

The Traumatic Experience Qucs-

tionnaire is an interviewer-adminis-

tened inventory developed by Stein-

berg (7) that focuses on traumatic life

experiences. Scoring can be done for

nine subsections-verbal abuse,

physical abuse, sexual abuse, incom-

petent parenting, death of parent,

compromised parenting, chronic

medical problems, other traumatic

events, and abuse summary. Maxi-

mum scores are 3 points in each of the

first five areas listed, 2 points in the

next three, and 4 points for the abuse

summary.

Descriptive statistics were used to

characterize the sample. Information

about age, gender, race, employment

status, marital status, and Mini-

SCID-D diagnoses was examined.

Results
A total of 100 of229 patients consec-

utively admitted oven the 16-month

period were invited to participate.

Eighty-seven (40 percent) consent-

ed. Reasons for not participating

were scheduling difficulties (71 pa-

tients), premature discharge (33 pa-

tients), clinical incapacity to partici-

pate or refusal by the primary clini-

eian to grant permission (12 patients

who were grossly psychotic, devel-

opmentally disabled, on manic),

transfer to an acute inpatient setting

(11 patients), and poor English skills

(two patients).

Of the 87 patients who consented

to participate, 17 did not complete

the interview. The final sample of 70

consisted of 31 males (44 percent)

and 39 females (56 percent). The

mean age of the sample was 35.7

years (range, 20 to 66 years). There

were 50 Caucasians (71 percent), 14

African Americans (20 percent),

four Hispanics (6 percent), one

Asian (1 percent), and one Native

American.

Sixty-two patients (89 percent)

were unemployed, six (8 percent)

were employed part time, one (1 per-

cent) was on leave from work, and one

was employed full time. Thirty-five

patients (50 percent) had never mar-

ried, 16 (23 percent) were divorced,

ten (14 percent) had been married

once, six (9 percent) had been mar-

ried more than once, and one (1 per-

cent) was widowed. For two patients

(3 percent) information on marital sta-

tus was not reported.

In the charts from the referring

agencies, major depression was the
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most common diagnosis (for 19 pa-

tients, or 27 percent), followed by

bipolar disorder (13 patients, on 19

percent), schizophrenia (ten patients,

on 14 percent), schizoaffeetive disor-

den (eight patients, or 11 percent),

and adjustment disorder (seven pa-

tients, on 10 percent). Other diag-

noses (two patients, or 3 percent

each) were psychotic disorder not

otherwise specified, organic mood

disorder, and multiple personality

disorder, and (for one patient, or 1

percent each) panic disorder, dys-

thymia, delusional disorder not other-

wise specified, organic personality

disorder, personality disorder not oth-

erwisc specified, bulimia, and disso-

ciative disorder not otherwise spcci-

fled.

Dissociative disorders

According to the Mini-SCID-D, six of

the 70 subjects (9 percent) definitely

had a dissociative disorder. Five were

diagnosed as having multiple person-

ality disorder and one as having dis-

sociative disorder not otherwise spec-

ified. The diagnoses for these five pa-

tients that were listed in the chants

from the referring agencies were mul-

tiple personality disorder (two pa-

tients), dissociative disorder not oth-

enwise specified (one patient), psy-

ehotie disorder not otherwise speci-

fled (two patients), and sehizoaffec-

tive disorder, depressed type (one pa-

tient).

The two subjects with the referral

diagnosis of psychotic disorder not

otherwise specified met criteria for

multiple personality disorder, and the

subject with the referral diagnosis of

schizoaffectivc disorder, depressed

type, met criteria for dissociative dis-

order not otherwise specified. Fifty

percent of the patients diagnosed by

the Mini-SCID-D as having a disso-

ciative disorder did not have that di-

agnosis when they were referred to

the day hospital.

Traumatic experiences

Fifty-four of the patients (77 percent)

reported a history ofphysieal or sexu-

al abuse. Physical abuse without sex-

ual aI)tlse was reported by 16 patients

(23 percent), and sexual abuse with-

out physical abuse was reported by

six (9 percent). Twenty-one of the 39

women patients (54 percent) and 14

of the men (45 percent) reported a

history ofsexual abuse. Ofthc six sub-

jects with definite Mini-SCID-D di-

agnoses, five (83 percent) reported

definite memories of physical abuse,

one (17 percent) suspected physical

abuse, and four (66 percent) reported

a history of sexual abuse.

Discussion
This study is one of the first to use a

scmistructuncd interview to deter-

mine the prevalence rate of dissocia-

tive disorders in an outpatient psyehi-

atnic population. The prevalence of

dissociative disorders in the study

group was found to be 9 percent, sim-

ilar to that reported by Saxe and col-

leagues (5), who found a prevalence of

15 percent among psychiatric inpa-

tients, and similar to those in other

studies of psychiatric populations,

which found prevalence rates of dis-

sociative identity disorder between 3

and 10 percent (4). The association

between traumatic antecedents and a

diagnosis of a dissociative disorder

was high; five of the six patients with

a dissociative disorder (83 percent)

reported definite recall of abuse, and

one suspected abuse.

The results of this study replicate

earlier findings that a large percent-

age of psychiatric patients report a

history of sexual or physical abuse

during childhood (1). Among the 70

patients in the study, the rate of sexu-

al and physical abuse was 77 percent,

with a similar proportion of men and

women reporting a history of sexual

abuse. Earlier studies have found that

females were more likely to experi-

enec sexual abuse than males (9), sug-

gesting that further research is need-

ed in this area.

Conclusions
This study found a rate of dissociative

disorders consistent with those in

other studies of psychiatric popula-

tions (4,5). The results add to a grow-

ing body of literature documenting

that dissociative disorders are not

rare and that a large percentage of

psychiatric patients in acute treat-

mcnt settings report traumatic expe-

riences. The prevalence of dissocia-

tive disorders found in this study is

high enough to warrant the recom-

mendation of routine evaluation for

dissociative disorders ofall patients in

acute tneatment settings. Unless ade-

quate assessment of dissociative

symptoms is made, patients’ prob-

lems may be incorrectly attributed to

another disorder, leading to ineffec-

tive treatment. �
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