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Comparison of Outcomes of Acute Care
in Short-Term Residential Treatment
and Psychiatric Hospital Settings
WWiilllliiaamm  BB..  HHaawwtthhoorrnnee,,  PPhh..DD..
EElliizzaabbeetthh  EE..  GGrreeeenn,,  PPhh..DD..
JJaammeess  BB..  LLoohhrr,,  MM..DD..
RRiicchhaarrdd  HHoouugghh,,  PPhh..DD..
PPeeggggyy  GG..  SSmmiitthh,,  PPhh..DD..

Objective: The study compared the demographic and diagnostic char-
acteristics of clients and the outcomes of treatment in five short-term
acute residential treatment programs and two acute hospital-based
psychiatric programs. Methods: A total of 368 clients in the short-term
acute residential treatment programs and 186 clients in the psychi-
atric hospital programs participated in an observational study. The
study used a repeated-measures design and assessed participants on
multiple standardized measures of symptoms and functioning at ad-
mission, discharge, and four-month follow-up. Comparisons between
the two groups were conducted separately by diagnostic category.
Measures included the Brief Symptom Inventory, the Behavior and
Symptom Identification Scale-32, the Medical Outcomes Short-Form-
36, and the Client Satisfaction Questionnaire-8. Results: The two types
of programs admit persons with similar levels of acute distress who
have comparable levels of improvement at discharge and an equiva-
lent degree of short-term stability of treatment gains. Costs of treat-
ment episodes were considerably lower for the short-term residential
programs, and client satisfaction with the two types of programs was
comparable. Conclusions: Short-term acute residential treatment is a
less costly yet similarly effective alternative to psychiatric hospitaliza-
tion for many voluntary adult patients. (Psychiatric Services 50:401–
406, 1999)

Public and private behavioral
health care systems are strug-
gling with the pressure to con-

tain or reduce costs while simultane-
ously maintaining or improving the
quality of care. A logical outgrowth of
this struggle is research on treatment
outcomes that attempts to address
fundamental questions about what a
particular treatment is accomplishing
and whether it is worth the cost
(1–3). The measurement of out-
comes becomes especially important
as publicly funded systems imple-
ment various forms of managed care.
In this context, it is important to doc-
ument effective, yet less costly, alter-
native models for providing needed
services (4,5).

The study reported here focused
on five publicly funded short-term
acute residential treatment facilities
located in San Diego County, Cali-
fornia (6). Operated by Community
Research Foundation and funded by
San Diego County Mental Health
Services, these 11- to 14-bed facili-
ties are designed to provide a less
costly alternative to hospitalization
for adults who need acute psychi-
atric care but do not require re-
straint or a locked facility. They offer
brief, intensive, milieu-based treat-
ment with a psychosocial rehabilita-
tion orientation in a homelike neigh-
borhood setting.

Several features are reported to
distinguish the short-term acute resi-
dential treatment facilities in San
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Diego from similar programs in oth-
er locales. The San Diego programs
admit clients who would otherwise
be at high risk for acute psychiatric
hospitalization. For example, clients
who are admitted to the programs
may be experiencing intense suicidal-
ity or psychosis. About half of the ad-
missions have comorbid substance-
related diagnoses. Medical complica-
tions are also frequently present.
Most staff members have master’s- or
doctoral-level training, and psychi-
atric and nursing care is available on
site. Further, the treatment is client
centered, focusing on the individual
needs of each client. The homelike
setting makes possible the inclusion
of household chores and meal prepa-
ration as components of the treat-
ment experience. Although most ac-
tivity would be characterized as mi-
lieu based, clients also have frequent
personal contact with staff in daily in-
dividual and group sessions. Two staff
members are present during over-
night shifts. Daytime staffing typical-
ly includes at least one staff member
for every three to four clients.

The comparison facilities consisted
of two acute psychiatric hospital pro-
grams located in San Diego County.
The programs were accredited by the
Joint Commission on Accreditation of
Healthcare Organizations. Identify-
ing information related to the hospi-
tals has been withheld due to agree-
ments for anonymity with both hospi-
tal programs.

The main goals of the study were
to compare the two types of pro-
grams on the following dimensions:
the severity of clients’ disturbance at
the time of admission to the pro-
gram, the outcome of treatment, the
length of stay, the cost per treatment
episode, and clients’ satisfaction with
services.

Methods
The study was observational and used
a repeated-measures design. We com-
pared characteristics of clients from
the five residential programs and the
two hospital programs at admission,
discharge, and four months after dis-
charge. The research protocol re-
ceived the approval of the institution-
al review boards with jurisdiction
over each program. Data from each

type of program were combined, and
the combined data for each type were
compared.

To increase the study’s validity,
multiple standardized measures, each
with subscales addressing various di-
mensions of symptoms and function-
ing, were used. The Brief Symptom
Inventory (BSI) (7) was administered
at admission only and the Client Sat-
isfaction Questionnaire (CSQ-8) (8,9)
at discharge only. The Behavior and
Symptom Identification Scale (BA-
SIS-32) (10) and the Medical Out-
comes Study Short Form-36 (SF-36)
(11) were administered at admission,
discharge, and four-month follow-up.
The self-report measures were sup-
plemented by information from
charts and computerized information
systems, including reports of diag-
noses and previous admissions.

Participants were eligible for the
study if they spoke English, did not
have a substance-related primary di-
agnosis, and signed a consent form.
Adults consecutively admitted to
each facility who met participant cri-
teria were approached for participa-
tion in the study. Within 48 hours of
admission and discharge, participants
completed a battery of self-report
measures. Follow-up interviews were
conducted over the telephone by
highly trained staff. The study period,
including the follow-up interviews,
spanned the period from August 1993
to December 1995.

The analysis used demographic and
diagnostic data and mean subscale
scores on the BSI, BASIS-32, SF-36,
and CSQ-8. Demographic variables
included age, employment status,
ethnicity, gender, and marital status.

The primary analyses examined the
severity of clients’ disturbance at the
time of admission; the outcome of
treatment, defined as change between
admission, discharge, and follow-up;
the length of stay; the episode cost;
and satisfaction with services received.
As multiple statistical tests were being
conducted, results were held to the
more stringent alpha level of p<.01 for
statistical significance. Because the
primary diagnostic category appeared
to have clinically relevant implications,
data for study participants in specific
diagnostic groups were analyzed and
reported separately.

Results
Study participants
A total of 554 clients participated in
the study at program admission and
discharge, 368 from the short-term
acute residential treatment facilities
(53 percent of admissions during the
study period) and 186 from the hospi-
tal-based psychiatric programs (20
percent of admissions during the
study period). A higher proportion of
clients from both groups—75 percent
of the clients admitted to the residen-
tial programs and 42 percent of those
admitted to the hospital programs—
agreed to participate and signed a
consent form at admission. However,
not all of those clients were repre-
sented in data collected at discharge;
16 percent of the clients admitted to
the residential programs and 14 per-
cent of those admitted to the hospital
programs were discharged without
completing the discharge testing, and
6 percent of the residential clients
and 8 percent of the hospital clients
withdrew consent.

Follow-up interviews were origi-
nally planned for three months after
discharge, but due to administrative
delays and difficulty locating partici-
pants, the actual time elapsed from
the day of discharge to the follow-up
contact averaged four months (mean±
SD=127.8±11.7 days). Follow-up in-
terviews were successfully completed
with 162 study participants from the
residential programs (44 percent) and
89 participants from the hospital pro-
grams (48 percent).

Primary DSM-IV diagnoses were
grouped into primary diagnostic cate-
gories including major depression,
psychosis (including schizophrenia
and schizoaffective and other psy-
chotic disorders), bipolar disorder,
other depression, and other diag-
noses. 

To reduce variability, the 36 partic-
ipants with diagnoses in the “other”
category—24 from the residential
programs and 12 from the hospital
programs—were excluded from the
analysis. The analysis thus included
data collected at admission and dis-
charge for the remaining 344 study
participants from the residential pro-
grams, 150 of whom (44 percent) par-
ticipated in the follow-up interviews,
and 174 participants from the hospital
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programs, 82 of whom (47 percent)
participated in the follow-up inter-
views.

The representativeness of partici-
pants was explored in an analysis us-
ing data from administrative databas-
es. Demographic and diagnostic data
and length of stay of clients who par-
ticipated and those who did not were
compared. Findings suggested a bias
against inclusion of some of the most
seriously disturbed clients in both
treatment settings.

In both settings, a lower proportion
of clients with psychotic diagnoses
and a higher proportion of clients with
major depression were found among
the study participants than among the
nonparticipants. In the residential
programs, 14 percent of the partici-
pants had a psychotic diagnosis, com-
pared with 29 percent of the nonpar-
ticipants, and 55 percent of the partic-
ipants had major depression, com-
pared with 37 of the nonparticipants.
In the hospital programs, 23 percent
of the participants and 49 percent of
the nonparticipants had a psychotic
diagnosis, and 41 percent of the par-
ticipants and 27 percent of the non-
participants had major depression.

Interviews with clinical staff at the
study sites corroborated the percep-
tion that severely decompensated,
oppositional, or paranoid clients were
less likely to participate. Although
study participants were not fully rep-
resentative of the populations treated
in these programs, the biases operat-
ing for and against inclusion appeared
to have been consistent across treat-
ment settings and therefore did not
preclude comparison.

As more than half of the participants
in both study groups could not be lo-
cated at follow-up, we compared out-
come measures and demographic and
diagnostic data of the participants we
were able to contact with those of the
participants who were not contacted.
We found little evidence of a selection
bias through attrition. The residential
program clients who participated in
the follow-up included proportionally
more female clients than the group
lost to follow-up (58.7 percent, com-
pared with 40.7 percent, χ2=10.96,
df=1, p<.01). However, this difference
was not related to outcome. Among
the clients in the hospital programs,

we found no significant differences
between the participants lost to follow-
up and those we located.

Comparability of participants
The groups from the residential pro-
grams and the hospital programs were
compared on demographic and diag-
nostic characteristics and mean scores
on the depression, paranoia, psy-
chosis, and global severity subscales of
the BSI at the time of admission. The
results are shown in Table 1.

We found significant differences
between the two groups on diagnostic
categories, gender, marital status, and
employment. To assess clinical rele-
vance, we examined the effect of
these factors on the mean admission
scores on the overall scale of the BA-

SIS-32 for each of the groups. The
BASIS-32 overall scale was selected
because it is a composite scale that
summarizes information from all five
subscales of the BASIS-32. We found
a significant effect for primary diag-
nostic category among the participant
group from the residential programs
(F=3.76, df=3,330, p=.01). No other
significant effects were noted.

Severity of disturbance
at admission
Analysis of variance (ANOVA) proce-
dures were performed for each diag-
nostic group using mean scores at ad-
mission on all subscales of the BASIS-
32 and the emotional well-being,
emotional role functioning, and social
functioning scales of the SF-36.

TTaabbllee  11

Diagnostic and demographic characteristics of study clients at admission to short-
term acute residential treatment or acute psychiatric hospital care

Residential treat- Hospital
ment (N=344) care (N=174)

Characteristic N % N %

Brief Symptom Inventory
(mean±SD scores)1

Depression 61.1±8.69 60.4±10.10
Paranoia 59.1±9.47 57.3±11.09
Psychosis 59.9±8.91 58.7±10.24
Global severity 60.2±8.72 59.0±9.88

Primary diagnosis2

Major depression 199 58 85 49
Schizophrenia, schizoaffective

disorder, and other psychosis 54 16 53 30
Bipolar disorder 39 11 22 13
Other depressive disorder 52 15 14 8

Substance-related secondary
diagnosis3 169 53 42 52

Age (mean±SD years) 36.2±9.1 36.5±10.8
Male 177 52 65 37
Female4 167 48 109 63
Unemployed5 294 85 135 78
Marital status6

Single 150 44 113 65
Married 31 9 37 21
Other (divorced, separated) 163 47 24 14

Ethnicity
White 270 78 142 82
African American 32 9 15 9
Hispanic 32 9 12 7
Other 10 3 5 3

1 Scores range from 27 to 69, with higher scores indicating more severe symptoms.
2 Significant difference between groups; χ2=18.33, df=3, p<.01
3 Percentages based on data for participants for whom secondary diagnoses were reported: 318 par-

ticipants from the residential programs and 80 participants from the hospital programs
4 Significant difference between groups; χ2=9.31, df=1, p<.01
5 Significant difference between groups; χ2=5.96, df=1, p=.01
6 Significant difference between groups; χ2=68.25, df=2, p<.01
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Although the mean scores of the
clients with major depression and
psychotic diagnoses indicated slightly
more disturbance for participants in
the residential programs, the differ-
ences between treatment settings
were not statistically significant. Sim-
ilarly, the clients with bipolar disorder
in the residential programs showed
slightly more severe symptoms on
most measures at admission, but only
the difference in scores on the social
functioning scale was statistically sig-
nificant (mean±SD=18.9±17.2 for
the residential program clients, com-
pared with 32.9±22.7 for the hospital
program clients; F=7.44, df=1,59, p<
.01). The magnitude-of-effect esti-
mates, which assess the strength of an
association as opposed to its statistical
significance (12), supported reporting
this difference as meaningful (eta2=
.11). Mean scores for study partici-
pants with other depressive diagnoses
were quite similar for the residential
program and hospital groups.

Although significant differences
were found between the two groups
on some demographic and baseline
measures, separating the results into
diagnostic categories eliminated the
differences for all but the scores on
the social functioning subscale of the
SF-36 for participants with bipolar
disorder. These findings suggested
that the residential program clients
and hospital program clients in sepa-
rate diagnostic categories were satis-
factory comparison groups.

Treatment outcome
and stability
Outcome was assessed by repeated-
measures ANOVA procedures using
six subscales of the BASIS-32 and
three subscales of the SF-36 for each
diagnostic category. The BASIS-32
subscales included relation to self and
others, daily living skills, depression-
anxiety, impulsive-addictive behavior,
psychosis, and the overall scale, which
summarizes the other subscales. The
emotional well-being, emotional role
functioning, and social functioning
subscales of the SF-36 were selected,
as they are most closely related to
mental health issues.

Among clients with major depres-
sion, follow-up data were available for
89 of the 199 study participants from

the residential programs, or 45 per-
cent, and for 48 of the 85 participants
from the hospital programs, or 56
percent. Repeated-measures ANOVA
showed significant differences be-
tween groups on the daily living skills
subscale of the BASIS-32 (F=5.36,
df=2,268, p<.01), but not on other
BASIS-32 subscales or on the SF-36
subscales. Clients in the residential
programs with major depression re-
ported higher levels of distress at ad-
mission than those in the hospital
programs (mean score of 2.6, com-
pared with 2.4 on the daily living skills
subscale of the BASIS-32) and slight-

ly more improvement at discharge
(mean score=1.6, compared with
1.8). At follow-up, clients with major
depression who had been discharged
from the residential programs report-
ed a slight improvement, and clients
from the hospital programs reported
a slight worsening (mean score=1.5
for the residential programs, com-
pared with 1.9 for the hospital pro-
grams). The magnitude-of-effect esti-
mates for these comparisons was
moderate (eta2=.08).

Fifty-four clients from the residen-
tial programs and 53 clients from the
hospital programs had a psychotic di-

agnosis. Follow-up data were avail-
able for 24 of the residential clients,
or 44 percent, and 20 of the hospital
clients, or 38 percent. We found no
significant differences between the
groups.

There were 61 participants in the
bipolar disorder group and 66 in the
group with other depressive diag-
noses. However, follow-up data were
available for only seven subjects in
each of these categories, limiting our
analysis to a comparison of mean ad-
mission and discharge scores. No sig-
nificant differences in these scores
between clients from the two types of
treatment settings were found in ei-
ther diagnostic category.

The effects of attrition on outcome
were examined by repeated-mea-
sures ANOVA procedures comparing
residential program clients and hospi-
tal clients in each diagnostic group at
admission and discharge only. Ex-
cluding the follow-up data more than
doubled the number of participants
in the analysis. Participants from both
types of settings and in all diagnostic
groups demonstrated robust and sig-
nificant improvements at discharge
(p<.01) on all outcome measures ex-
cept the emotional role functioning
scale of the SF-36 for participants
with major depression. However, no
significant differences were found
between the residential program
clients and the hospital program
clients.

Length of stay
Independent-samples t tests were
used to compare the mean length of
stay of clients from the two types of
programs in each of the diagnostic
groups. The difference between
groups for clients with major depres-
sion was not significant. For clients
with a psychotic diagnosis or with
bipolar disorder, the mean length of
stay for those treated in the residen-
tial programs was longer than for
those treated in the hospital programs
(12.7 days, compared with 10.1 days
for the participants with psychotic
disorders; t=1.84, df=105, p=.05; and
14.5 days, compared with 9.2 days for
the participants with bipolar disorder;
t=2.93, df=59, p<.01). For study par-
ticipants with other depressive disor-
ders, the difference in length of stay

Compared 

with hospital 

programs, the residential

programs admitted persons

with similar levels of acute

distress who demonstrated

comparable improvement

with treatment and similar

short-term stability of 

treatment

gains.
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between the residential programs and
the hospital programs was not statisti-
cally significant.

Cost of treatment episodes
The Medi-Cal (California Medicaid)
reimbursement rate in San Diego
County at the time of the study was
$186 per person per day for short-
term acute residential treatment pro-
grams and $395 per day for psychi-
atric hospital programs. Although not
all study participants had their care
funded in this manner, these stan-
dardized rates were used to approxi-
mate costs for comparison. Per-
episode costs were calculated by mul-
tiplying the daily reimbursement rate
for each program type by the actual
length of stay for each study partici-
pant by diagnostic group.

The mean episode costs for the dif-
ferent diagnostic groups are present-
ed in Table 2. The differences in pro-
gram costs are even more striking be-
cause the residential program costs
included costs for psychiatric, phar-
macy, and laboratory services, while
the hospital costs did not.

Client satisfaction
The CSQ-8, which was administered
at discharge, comprises eight qualita-
tive questions that probe areas relat-
ed to the person’s experience of re-
ceiving treatment. Mean scores of
study participants in the residential
programs and the hospital programs
were compared using independent-
samples t tests for each diagnostic
group. There were no significant dif-
ferences between the mean scores of
the two groups in any diagnostic cate-
gory except major depression.

Residential program clients with

major depression reported signifi-
cantly higher levels of satisfaction
than hospital program clients with
that diagnosis on two questions. On
the question of how they would rate
the quality of service received, resi-
dential clients with major depression
had a mean score, on a scale from 1 to
4, of 3.6, compared with 3.4 for hos-
pital clients with major depression
(t=2.51, df=118, p=.01). On the ques-
tion of whether the services helped
them deal more effectively with their
problems, residential clients with ma-
jor depression had a mean score of
3.6, compared with 3.3 for hospital
clients with major depression (t=2.85,
df=119, p<.01). However, in both cas-
es, the differences, although signifi-
cant, were relatively small. Partici-
pants from both types of programs
consistently reported mean levels of
satisfaction that fell into the upper 25
percent of the response range.

Readmissions
We collected self-report information
about readmissions to any hospital or
residential program during the fol-
low-up period. Twenty residential
program clients, or 13 percent, and
19 hospital program clients, or 23
percent, reported at least one admis-
sion to a hospital during the follow-up
period. One participant from the hos-
pital programs, or 1 percent, and 21
participants from the residential pro-
grams, or 14 percent, reported read-
missions to a residential program, and
five participants reported readmis-
sions to both a hospital program and a
residential program during the fol-
low-up period.

If we combine the reported num-
ber of readmissions to the residential

programs and the hospital programs
for a total number of acute care read-
missions, 27 percent of the residential
clients and 24 percent of the hospital
clients reported acute care readmis-
sions during the follow-up period, not
a significant difference.

Discussion and conclusions
This study did not have an experi-
mental design and thus involved no
manipulation of study participants or
experimental procedures. The study
simply attempted to measure and
document what occurred at admis-
sion, discharge, and four months after
discharge in a naturalistic manner, us-
ing primarily self-report data. Each
hospital and short-term acute resi-
dential treatment facility implement-
ed a single-group repeated-measures
design in which study participants
served as their own control subjects.
The results were then combined and
compared.

Of the nine clinical outcome mea-
sures examined across four diagnostic
categories, significant differences
were found only on the daily living
skills subscale of the BASIS-32 for
the major depression group, with par-
ticipants in the residential programs
reporting slightly better outcomes.
Perhaps a more important finding is
the striking consistency of similarities
in the results at admission, discharge,
and follow-up between the residen-
tial clients and the hospital clients.
The findings suggest that, compared
with hospital programs, the residen-
tial treatment facilities admitted per-
sons with similar levels of acute dis-
tress who demonstrated comparable
improvements with treatment and
similar short-term stability of treat-

TTaabbllee  22

Mean costs per treatment episode for clients receiving short-term acute residential treatment or acute psychiatric hospital
care, by diagnostic group

Residential treatment Hospital care
Percent

Diagnostic group Mean SD Mean SD Savings change F df p

Major depression $1,977 $   944 $4,508 $3,002 $2,531 56 115.25 1,282 .00
Psychosis $2,366 $1,306 $4,010 $2,647 $1,644 41 16.68 1,105 .00
Bipolar disorder $2,699 $1,428 $3,627 $1,930 $   928 26 4.58 1,59 .036
Other depressive

disorder $2,300 $1,113 $4,288 $2,624 $1,988 46 18.28 1,64 .00
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ment gains within the diagnostic
groups considered. Because the cost
of residential treatment is about half
that of hospital treatment, the results
of this study suggest that short-term
acute residential treatment programs
provide a cost-effective alternative to
acute psychiatric hospitalization for
many adult clients within these diag-
nostic groups who do not require re-
straint or a locked facility.

Limitations
Repeated-measures designs in which
study participants serve as their own
control subjects are cost-effective and
relatively unobtrusive, but this ap-
proach imposes limitations on the
conclusions that may be drawn. In ad-
dition, although it is important to as-
certain the stability of treatment gains
by assessing study participants at fol-
low-up, their status at follow-up after
receiving acute care services, espe-
cially after longer time periods such
as four months, may not be attribut-
able to factors connected with the
treatment.

This study’s generalizability was
also limited by a lack of representa-
tiveness in the sample. However, the
biases were consistent across treat-
ment settings, therefore allowing
comparisons between the residential
programs and the hospital programs.

Future research
Defining and measuring the outcome
of behavioral health care services, es-
pecially for persons with severe and
persistent disorders, is a complex task
(3). The authors intend to use the
study reported here as a pilot study
for a controlled randomized compari-
son. Despite researchers’ efforts in
this direction over the years (13–18),
well-designed studies to provide em-
pirical support for alternative forms
of acute psychiatric treatment contin-
ue to be needed (4). In addition, dis-
tinctions need to be made among the
range of programs calling themselves
alternatives to acute psychiatric hos-
pitalization and among the clientele
they serve so that accurate compar-
isons of these programs can be made.

Another logical step is the analysis
of differential outcomes (19,20), with
the aim of determining which persons
experiencing an acute psychiatric cri-

sis are best treated in a hospital alter-
native and which are best treated in a
hospital setting.

A last perplexing issue is the con-
tinuing slow pace with which alterna-
tives to acute psychiatric hospitaliza-
tion have been adopted. Various au-
thors have commented on the failure
of hospital alternatives to become
more widely accepted (21–23). Mosh-
er’s query (22) of more than a decade
ago—“Why has research failed to be
translated into practice?”—continues
to be relevant. In the late 1990s, fiscal
pressures and an emphasis on verifi-
able treatment outcomes in the be-
havioral health care field are combin-
ing to bring another wave of attention
to cost-effective treatment alterna-
tives. Efforts need to be directed to-
ward the adoption of valuable and
cost-effective alternate treatments
that have been shown to provide
comparable or improved treatment
outcomes. ♦
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