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How does the American history of deinsti-
tutionalization compare with that in other countries?
This question is difficult to answer, for the United
States, on the one hand, excels in encouraging the
development of innovative community-based treat-
ment initiatives (Cohen, 1990; Talbott, 1981). Pati-
ents enrolled in «model» community mental health
programs generally receive state-of-the-art services
and almost certainly live more hopeful, more fulfill-
ed lives than they might ever have done in hospital-
oriented systems of care (Bachrach, 1989a). On the
other hand, the United States suffers from a mald-
istribution of community mental health resources to
the extent that some mentally ill individuals receive
clearly inferior care (Lamb, 1993). Some, par-
ticularly those who are homeless, may get no
services whatever (Bachrach, 1992b). The United
States thus appears to specialize in extremes, as com-
pared with other countries that strive to offer some,
if not optimal, care to everyone (Bachrach, 1989b,
1991a, 1993c).

Moreover, there is a dearth of appropriate
methodologies for comparative assessment. Al-
though attempts are underway to facilitate cross-n-
ational comparisons (Knudsen & Thornicroft, in
press; Leff, 1993), we are still in the process of
developing reliable measures. Indeed, even making
comparisons within the United States is a risky
enterprise; for, in addition to a paucity of tested
methodologies for comparing state systems, within-
state local variations tend to be marked (Bachrach,
1991b).

Nor do the nuances of American health policy
lend themselves to making summary assessments.
The United States today has no federal agency that
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promulgates binding mental health policy or regu-
lates mental health service delivery practices. States
and local communities largely pursue their own
priorities, a circumstance that makes it difficult, if
not foolhardy, to generalize about American mental
health care.

Yet it is critical that we attempt to evaluate the
American experience with deinstitutionalization, for
the history of that movement is both instructive and
sobering (Freedman, 1990). Deinstitutionalization
took root and grew during the 1960s, a time of vital-
ity, humanism, and optimism in the United States. It
stood alongside other civil rights protests of the day
in supporting the rights of oppressed people, for
there was widespread belief that community-based
care would be more humane and more therapeutic
than hospital-based care. Additionally, many early
architects of deinstitutionalization anticipated that
changing the major locus of service delivery would
result in substantial cost savings (Bachrach, 1976,
1978).

So persuasive were the early advocates of deinstit-
utionalization that they were able to sustain a rare
coalition of social reformers and fiscal reformers to
support their cause. It became difficult — at times
almost heretical — to find fault with an initiative wi-
th such broad-based appeal! Thus, in 1963, when
John Kennedy challenged Congress to adopt a «bold
new approach)) in mental health service delivery, his
ideas were enthusiastically received. The President's
plea to downsize mental hospitals provided subst-
ance and direction for a trend that, thanks to the ad-
vent of psychotropic medications, was already un-
derway in some parts of the country. Congress res-
ponded with enabling legislation and generous fin-
ancial support, and a federal plan to replace psyc-
hiatric hospitals with a nationwide network of some
1500 community mental health centers was laun-
ched.
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Changes in the Zeitgeist, however, as well as
growing impatience over the lack of demonstrable
evidence for the superiority of community-based
care, weakened the deinstitutionalization movement
and made it a vulnerable political target (Concan-
non, 1992). Only about half of the centers were fun-
ded and built before the federal program came to an
end in the early 1980s. The individual states, not the
federal government, assumed major responsibility
for deinstitutionalization, and today community
mental health facilities in the private and non-federal
public sectors are among the most highly utilized
psychiatric service sites in the country.

The effects of pursuing deinstitutionalization in
the United States are dramatically reflected in service
statistics. In 1955, the resident patient count in
American state mental hospitals stood at a record
high of 560,000. That number has declined in each
successive year and stands today at 101,000, a reduc-
tion of 82%. Even more impressive is the drop of
88% in the resident patient rate, from 339 per
100,000 population in 1955 to 41 per 100,000
(Manderscheid & Sonnenschein, 1992).

These statistics are thrown into bold relief when
we consider that there are, according to unpublished
National Institute of Mental Health estimates, some
2.5 million long-term mentally ill people living in the
United States. With only 101,000 enrolled in state
hospitals on any given day, we may account for ab-
out 4% of the total. Of the remaining 96% there are
substantial numbers whom we cannot locate, al-
though many are surely in distress and in desperate
need of help.

However, such gross statistics tell us little about
the subtleties of American community mental heal-
th. Several broad observations may be made.

First, we may note that the American health care
system does not, as currently configured, ensure the
availability of mental health services to those in ne-
ed. There are nearly 39 million Americans without
health insurance of any kind (Pear, 1993); and even
those who hold insurance frequently discover that
psychiatric services are not included, or are severely
restricted, in the coverage (Kessler, 1992; Sack,
1993).

Second, there are disparities between the ideology
of community mental health and the actual imple-
mentation of deinstitutionalization plans. For the
past three decades states have officially supported
the principle that adequate community services
should be developed in conjunction with the depopu-
lation of psychiatric hospitals (Bachrach, 1976;

Bradley, 1976). In reality, however, hospital services
are often terminated long before adequate replace-
ments have been supplied in the community.

Third, as noted, states and local communities
vary in service delivery policies and practices. Some
places, through determination, commitment, and
tenaciousness, have developed extraordinarily effec-
tive community-based service systems. Other places,
however, either unintentionally or by design, fail to
provide even a minimum of sensitive and accessible
care. The variables attending this uneven develop-
ment are numerous and complex, but almost certain-
ly include the presence of aggressive professional
leadership and well-established cultural traditions of
caring and reaching out to people in need — matters
in which American communities exhibit striking dif-
ferences (Bachrach, 1991b).

Fourth, it is possible to assess deinstitutionali-
zation by several criteria, and the yardstick chosen
will largely determine the outcome. From the point
of view of progressive concept development and re-
finement, the United States has experienced sub-
stantial successes, as demonstrated in the evolution
of such vital programmatic strategies as psychosocial
rehabilitation, case management, outreach, and con-
sumer involvement in service planning (Bachrach,
1992a, 1993a, 1993b; Cohen, 1990). However, from
the perspective of tangible improvements in patients'
well-being, the results of deinstitutionalization have
at best been mixed (Lamb, 1993).

Fifth, the lack of consistency may be partially ex-
plained by the absence of a federal mandate for
serving severely ill psychiatric patients in the United
States. Without a binding federal policy, states and
local communities are free to select whom they wish
to serve and reject those patients they regard as «un-
desirable». This has led to «gatekeeping» practices
in some communities, and to the exclusion, or extru-
sion, of some people from the system of care
(Bachrach & Lamb, 1989).

Sixths the absence of federal commitment and
support is not, however, sufficient in itself to ex-
plain the negative outcomes that some communities
have experienced. Some portion of the variance must
also be explained by the fact that deinstitutionali-
zation represents a journey through uncharted ter-
ritory. American communities differ tremendously
in the character of their target populations, the
availability of financial and supportive resources for
mental health programming, and the degree to which
the local culture base supports community-based
care (Bachrach, 1991b). Each deinstitutionalization
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effort must go through a period of trial and error to
determine which interventions will meet with success
and which will founder.

In any case, even those nations that successfully
promote universal access to mental health services
experience problems in the implementation of dein-
stitutionalization efforts (Bachrach, 1991a; Bollini &
Mollica, 1989; Crepet, 1990; Leff, 1993; Rule, 1989;
Schmidt, 1992; Tansella, 1986, 1990; Thornicroft &
Bebbington, 1989). Precisely why this is so is an in-
triguing question that merits serious consideration in
view of vast differences in health care philosophies
and service delivery practices. One may speculate
that there are common issues in serving mental pati-
ents in the community that transcend national boun-
daries, and that these must be frankly examined for
their broader implications.

Although some critics view American deinstit-
utionalization as a failure (Kiesler, 1992), such a
conclusion is premature. Despite decades of experi-
ence, the ideology has not been given a fair chance
to prove itself; for, in most of the country, the gap
between philosophy and practice is enormous. We
shall not know whether deinstitutionalization can
succeed until we have discovered the means for elim-
inating this disjunction (Warner, 1989). What is ne-
eded in the meantime is, to some extent, self-evid-
ent. The United States must, as a nation, reconsider
its responsiblity to mentally ill people and grant
them access to the psychiatric and support service
services they require. Psychiatric care must be af-
forded equal status with other health services in in-
surance blueprints. Communities that adopt punitive
attitudes toward mentally ill individuals must
somehow be persuaded that «madness» is not syn-
onymous with «badness.»

This list continues. Mental illness must be
destigmatized, and adequate resources channeled in-
to humane and relevant service programs. Research
utilizing both quantitative and qualitative method-
ologies must be supported to expand the knowledge
base about what kinds of programming are best su-
ited for what patients under what specific cultural
circumstances (Bachrach, in press). Above all, the
federal government must cease to be a non-player in
the development and provision of services, and it
must mandate sensitive and appropriate care for all
who suffer from mental illness.

The prescription is a complex one, far more easily
written than executed, particularly in today's climate
of scarce resources and multiple competing service
populations. Yet there is cause for optimism. The

very fact that deinstitutionalization was historically
endorsed and vigorously promoted in the United
States, as witnessed by the developments of the
1960s, is testimony that America is capable of em-
bracing compassion and change.

The United States is currently undergoing a major
re-examination of its health care policies and prac-
tices (Bachrach, 1993c). As Americans experience
the nation's first attempts to ensure global health
care for all citizens, it is possible to hope that the
promise of deinstitutionalization will be more widely
realized. If and when the energy and optimism of
the 1960s can be combined with three decades of ex-
perience in refining concepts of patient care, the Un-
ited States will assume its rightful place as a leader
in community mental health (Bell, 1993).

REFERENCES

Bachrach L. L. (1976). Deinstitutionalization: An Analytical Re-
view and Sociological Perspective. National Institute of
Mental Health: Rockville MD.

Bachrach L.L. (1978). A conceptual approach to deinstitutionali-
zation. Hospital and Community Psychiatry 29, 573-578.

Bachrach L.L. (1989a). The legacy of model programs. Hospital
and Community Psychiatry 40, 234-235.

Bachrach L.L. (1989b). Some reflections from abroad. Hospital
and Community Psychiatry 40, 573-574.

Bachrach L.L. (1991a). Leona Bachrach in The Netherlands:
Toward a Comprehensive Mental Health. Netherlands
Centrum Geestelijke Volksgezondheid: Utrecht.

Bachrach L.L. (1991b). Planning high-quality services. Hospital
and Community Psychiatry 42, 268-269.

Bachrach L.L. (1992a). Psychosocial rehabilitation and psychiatry
in the care of long-term patients. American Journal of Psyc-
hiatry 149, 1455-1463.

Bachrach L.L. (1992b). What we know about homelessness
among mentally ill persons: an analytical review and commen-
tary. Hospital and Community Psychiatry 43, 453-464.

Bachrach L.L. (1993a). Continuity of care and approaches to case
management for long- term mentally ill patients. Hospital and
Community Psychiatry 44, 465-468.

Bachrach L.L. (1993b). The biopsychosocial legacy of deinstit-
utionalization. Hospital and Community Psychiatry 44, 523-
524, 546.

Bachrach L.L. (1993c). Spotlight on Canada. Hospital and Com-
munity Psychiatry 44, 931-933.

Bachrach L.L. (in press). Deinstitutionalization: promises, pro-
blems and prospects. In Mental Health Service Evaluation
(ed. H. C. Knudsen and G. Thornicroft). Cambridge Univers-
ity Press: Cambridge.

Bachrach L.L. & Lamb H.R. (1989). What have we learned from
deinstitutionalization? Psychiatric Annals 19, 12-21.

Bell C.C. (1993). The new community psychiatry in 2000 A.D.
Hospital and Community Psychiatry 44, 815.

Epidemiologia e Psichiatria Sociale, 3, 2, 1994

97

https://doi.org/10.1017/S1121189X00003535 Published online by Cambridge University Press

https://doi.org/10.1017/S1121189X00003535


L.L. Bachrach

Bollini P. & Mollica R.F. (1989). Surviving without the asylum:
an overview of the studies on the Italian reform movement.
Journal of Nervous and Mental Disease 177, 607-615.

Bradley V.J. (1976). Policy termination in mental health: the hid-
den agenda. Policy Sciences 7, 215-224.

Cohen N.L. (ed.) (1990). Psychiatry Takes to the Streets: Out-
reach and Crisis Intervention for the Mentally III. Guilford
Press: New York.

Concannon K.W. (1992). Dousing a point of light. Washington
Post, 9 August, C7.

Crepet P. (1990). A transition period in psychiatric care in Italy
ten years after the reform. British Journal of Psychiatry 156,
27-36.

Freedman A.M. (1990). Mental health programs in the United
States: idiosyncratic roots. International Journal of Mental
Health 18, 81-98.

Kennedy J.F. (1963). Message from the President of the United
States Relative to Mental Illness and Mental Retardation. 88th
Congreess, First Session. House of Representatives Document
no. 58, 5 February. U.S. Congress: Washington.

Kessler S. (1992). Access to health care. Psychiatric News, 17
April, pp. 36-37.

Kiesler C.A. (1992). U.S. mental health policy: doomed to fail.
American Psychologist 47, 1077-1982.

Knudsen H.C. & Thornicroft G. (ed.) (in press). Mental Health
Service Evaluation. Cambridge University Press: Cambridge.

Lamb H.R. (1993). Lessons learned from deinstitutionalization in
the U.S. British Journal of Psychiatry 162, 587-592.

Leff J. (ed.) (1993). The TAPS project: evaluating community
placement of long-stay psychiatric patients. British Journal of
Psychiatry 162 (Supplement).

Manderscheid R.W. & Sonnenschein M.A. (ed.) (1992). Mental
Health, United States, 1992. Superintendent of Documents:
Washington.

Pear R. (1993). Fewer now have health insurance. New York
Times, 15 December, A24.

Rule S. (1989). In the midnight streets, shepherding the destitute.
New York Times, 16 May, A4.

Sack K. (1993). Why politics, as usual, is not helping the mentally
ill. New York Times, 25 July, E5.

Schmidt W.E. (1992). Across Europe, faces of homeless becom-
ing more visible and vexing. New York Times, 5 January, 1,8.

Talbott J.A. (ed.) (1981). The Chronic Mentally III: Treatment,
Programs, Systems. Human Sciences Press: New York.

Tansella M. (1986). Community psychiatry without mental hos-
pitals. The Italian experience: a review. Journal of the Royal
Society of Medicine 79, 664-669.

Tansella M. (1990). Psychiatric reform in Italy: implications for
the treatment of long-term schizophrenic patients. In Recent
Advances in Schizophrenia (ed. A. Kales, C.N. Stefanis and
J.A. Talbott). Springer-Verlag: New York.

Thornicroft G. & Bebbington P. (1989). Deinstitutionalization.
From hospital closure to service development. British Journal
of Psychiatry 155, 739-753.

Warner R. (1989). Deinstitutionalization: how did we get where
we are? Journal of Social Issues 45, 17-30.

Epidemiologia e Psichiatria Sociale, 3, 2, 1994

98

https://doi.org/10.1017/S1121189X00003535 Published online by Cambridge University Press

https://doi.org/10.1017/S1121189X00003535



