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Trends in psychiatric admissions and discharges are critically 
important for understanding the epidemiology of psychiatric 
illness as well as the correct and appropriate distribution of 
resources. These factors are particularly important given the 
wide cultural differences and distinct characteristics of various 
administrative bodies governing the management of psychi-
atric illness around the world. It should also be emphasized 
that trends and patterns of admissions, length of hospital-
ization, types of admissions (e.g. voluntary vs. involuntary) 
should be monitored in order to plan resources and to 
predict responses of the health system to any administrative 
or political changes in health policy and healthcare delivery. 
Given the current international climate of “deinstitutionaliza-
tion” in hospital-based psychiatric treatment, it becomes 
particularly important to monitor, and perhaps even direct 
these trends in order to more effectively plan and manage 
the treatment of patients at various stages of psychiatric ill-
ness [1]. 

Israel is currently implementing a change in the hospi-
talization trends of its national psychiatric system. Based 
on several successful medical models including reliable 
research paradigms, the new approach is to be based on 
the transfer of psychiatric treatment from a hospital set-
ting to a community service setting. Evidence from similar 
models internationally demonstrates that community treat-
ment is more effective than hospital treatment in reducing 
the number of hospitalizations and shortening the length 
of stay. Patient follow-up also indicates successful integra-
tion into the community with adequate post-hospitalization 
outpatient care. 

In this study we analyze the various admission and dis-
charge characteristics of visits to the psychiatric emergency 
room in Israel, explore trends in psychiatric hospital length of 
stay, and compare these characteristics between first-episode
and chronic patients, between children, youth and adults, as 
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well as between psychiatric 
wards in general hospitals and 
large government academic 
tertiary psychiatric hospital cen-
ters. 

Patients and Methods
Study population
All admissions and discharges 
from inpatient psychiatric wards 
during the period 2000–2004 
were analyzed. Acute hospital-
ization was defined as hospital
admission followed by discharge 
within a year; chronic hospital-
ization was defined as any hospi-
talization lasting longer than one 
year. For the purposes of this 
study, according to agreed upon 
hospital specifications resulting
in unit allocation, children were 
defined as individuals under age
12 years, youth 12 to 20 years, 
and adults over the age of 21. 

Unit description
The study investigated admis-
sion and discharge patterns at 8 
psychiatric units on the premises 
of general medical hospitals and 
at 14 psychiatric hospitals; 2 of these psychiatric hospitals are 
affiliated to health management organizations and are therefore
considered non-state hospitals [see Table 1 for key]. Seven of 
the 8 psychiatric units include one ward of 34 beds, except for 
“A” which includes on its premises 3 wards of 30 beds each. 
The psychiatric hospitals range in size from 140 to 460 hospital-
ized patients (“I” has 660 beds but only 460 patients). 

Results
Clinical examinations in the ER and subsequent admissions
For the year 2003, 28,846 patients as a combined total were 
received in Israeli psychiatric emergency rooms and underwent 
clinical psychiatric examination. Of these, 15,389 (53.3%) were 
admitted to psychiatric wards either on the premises of a gen-
eral hospital or in state psychiatric institutions. Table 1 presents 
detailed admission statistics according to hospital. 

Hospitalizations under 1 year in duration 
The number of admissions during the period 2000–2004 was 
fairly stable, with length of stay averaging less than one year. 
The average length of stay among adult patients ranged from 
37.6 days in 2000 to 36.4 days in the first half of 2004. Inter-
estingly, results indicate that in the years with a higher number 
of admissions, length of stay was shorter [Figure 1: note years 
2002, 2003 and 2004 as compared to years 2000 and 2001] (r 

= -0.69, P < 0.05). There was a clear difference between aver-
age length of stay in psychiatric wards in general hospitals 
compared to state psychiatric hospitals, with the former demon-
strating a very obvious shorter hospitalization compared to the 
latter (40.76 days vs. 28.99 days). Thus, t-test for independent 
samples comparing the average length of stay for the years 
2000–2004 between psychiatric wards in general hospitals (n=8) 
and psychiatric hospitals (n=14) indicated a robust difference 
(t = 3.81, df = 20, P < 0.001) [Figure 2]. This observation was 

Table 1. Discharges and length of stay in psychiatric wards and psychiatric hospitals 
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Figure 1. Mean hospital length of stay and admissions during 
the period 2000–2004
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noted over each of the 5 years of the study. Among the psychi-
atric wards, the shortest hospital stay (average 17.4 days) was 
consistently in “E,” and the longest (average 41.2 days) in “C.” 
Among the psychiatric hospitals, the shortest hospital stay (av-
erage 34.3 days) was in “L” and the longest (average 51.1 days) 
in “V.” 

In children, the average length of stay was 75.2 days and, 
similar to adults, showed a decrease (r = -0.56, P < 0.05). This 
marked decrease over the study period may be due in part to 
an aberration noted in the first half of 2004 showing a sig-
nificant shorter average length of stay in this subpopulation of
patients. Among adolescent youth, average length of stay during 
the study period was 51.4 days (range 48.9–52.3). However, in 
contrast to adults and children, length of stay among the ado-
lescent youth indicated a gradual increase for the same period 
(r = 0.64, P < 0.05). 

First-episode admissions
In 2003, there were 900 first-ever admissions to the psychiatric
wards of general hospitals compared to 1113 to psychiatric 
hospitals. The average length of stay of these admissions 
was shorter in psychiatric wards than in psychiatric hospitals 
(27.4 days vs. 30.6 days). Overall, the average length of stay 
for first-episode admissions (irrespective of the reason for ad-
mission) was 29.1 days. Hospitals “C” and “E” had the longest 
and shortest hospital stays respectively among general hos-
pitals (51.4 vs. 8.5 days) for first-episode admissions. Among
psychiatric hospitals, “P” and “V” had the shortest and longest 
hospital stays respectively (18.1 vs. 124.3 days). Hospitals “L” 
and “P” had the same – 19.9 days. Hospital “A” received the 
most first-episode patients by far (n=356) and “V” the fewest
(n=13).

Involuntary admissions
In 2003, there were 3633 discharges of involuntary admissions 
with an average length of stay of 43.3 days. Involuntary hos-
pitalization comprised 25.3% of all admissions to psychiatric 

hospitals during this period. The largest number of involuntary 
admissions was at “J” (n=777), “I” (n=454), “L” (n=432) and “P” 
(n=431) and the fewest by far at “V” (n=25). 

Re-admissions within 6 months
Overall, in 2003, there were 18,095 discharges. Of this total, 
16.8% of the patients were re-admitted within 30 days and 
23.1% within 30–180 days. Among the psychiatric wards, “E” 
(17.2% and 24.1%) had the highest re-admission rates and “D” 
the lowest at 30 days (4.9%) and “B” the lowest at 30–180 days 
(10.2%). Among the psychiatric hospitals, “J” had the highest 
re-admission at 30 days (24.2%) and “V” the highest at 30–180 
days (29.2%); “O” had the lowest re-admission at 30 days 
(14.2%) and “Q” the lowest at 30–180 days (20.2%). 

Among the adolescent youth, average re-admission at 30 
days was 14.7% of the total hospitalizations (1095) and 18.2% 
at 30–180 days. Children were re-admitted at a rate of 11.7% 
within 30 days of discharge with a similar rate of 11.1% at 
30–180 days. 

Chronic hospitalization
The average percentage of patients hospitalized for more than 
a year in duration indicates a clear decrease during the study 
period, from a high of 4% in 2000 to 3.2% in 2001, to 2.7% in 
2002 to 2.3% in 2003. This trend was noted in all three age 
subgroups (children, youth and adults). Hospitals “I” and “V” 
showed a consistently higher number of chronic patients in 
contrast to “M,” “T” and “U” which consistently showed the low-
est. 

Of the three age groups, children showed the greatest de-
crease in numbers of chronically hospitalized patients, from a 
peak of 6% in 2000 to an average of 1% in 2003. When patients 
who were chronically hospitalized for more than a year in the 
context of an involuntary court hospitalization are excluded 
from the analysis, the average percentage of patients hospital-
ized for more than a year decreased to 1.8% of all hospitaliza-
tions. 

An analysis of the number of patients in the public hospitals 
at the end of each year whose length of stay exceeded one year 
indicates an overall dramatic decrease in their number (1484 in 
2001, 1396 in 2002, 1212 in 2003, and 1123 in 2004). This rep-
resents a 24.3% decrease over the 4 years. If these patients are 
analyzed further according to the number of years hospitalized, 
this trend of decreased number of chronic hospitalized patients 
is most evident in those chronically hospitalized for 5 years or 
more, with a sharp decrease in prolonged length of stay from a 
maximum of 852 in 2000 to 589 in the first half of 2004 (30%
decrease). In the private hospitals this trend was similar, though 
not as marked, with a decrease in number of beds ranging from 
1079 in 2000 to 910 in 2004 (decrease of 15.6%). 

Discussion
Results from this epidemiologic survey of psychiatric inpatient 
admissions and hospitalization indicate a clear decrease in 
the number of hospitalizations for psychiatric illness over the 

Figure 2. Institutions and psychiatric wards in general medical 
hospitals
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5 years of the study, and a fairly stable mean length of stay. 
The length of stay was much shorter in psychiatric wards on 
the premises of general hospitals than in psychiatric hospitals. 
Apart from the obvious explanation of budgetary pressures, 
which are considered more acute in general hospitals, other fac-
tors may be involved such as management pressures, time-hon-
ored differences in the nature of treatment, as well as in the 
nature of illness in the two different types of inpatient settings 
[2]. In addition, efficacy of treatment may differ between these
two types of facilities, as noted in some studies comparing 
admission and treatment patterns between public and private 
inpatient settings [3]. Others, however, found that hospitaliza-
tions in the two settings were remarkably similar [4]. A fairly 
high percentage of admissions are involuntary, but this is not 
necessarily associated with longer admissions [5]. 

Children and youth had much longer lengths of hospitaliza-
tion than adults. This may be explained by different modes of 
treatment, aspects of the underlying illness, available resources, 
and social factors. While this study did not investigate admis-
sion patterns according to the age range of adults, previous 
studies have indicated longer psychiatric hospitalizations in 
individuals over the age of 50 compared to those under 50. Our 
findings suggest that adolescent youth and children also exhibit
a peak in psychiatric hospitalization [6]. While these observa-
tions are not unlike other experiences outside of Israel, it has 
been suggested that protracted hospitalizations in children may 
be reduced by changing various aspects of the treatment plan 
and continuum of psychiatric care [7].

The decrease in the number of admissions, length of stay, 
and number of chronically admitted patients – at least over 
the 5 years studied – corresponds with international practices 
and standards of the “deinstitutionalization” process. Most im-
portantly, it is in line with more recent measures proposed 
in Israel. These “reform” recommendations, in keeping with 
worldwide trends over the past decade or so, suggest that a 
change in resource allocation from hospital-based care in favor 
of community-based mental healthcare or day hospital care [8] 
would dramatically decrease the need for hospital beds, cost 
half as much, and be clinically at least as efficacious as inpa-
tient psychiatric treatment [9]. Moreover, improved community 
mental health services reduce hospital stay when required [10]. 
The deinstintutionalization process is not necessarily related to 
improved pharmacological availability and treatment but, more 
likely, to better allocation and management of resources. In ad-
dition, it has been suggested that short hospitalization can be 
at least as effective as a conventional hospital treatment pro-
gram, and that a shorter stay in hospital does not necessarily 
imply an increased risk of re-admission within a short time [11]. 
Furthermore, most studies did not demonstrate any difference 
in outcomes of short or long-term hospitalizations [12]. Most 
importantly, many have shown that chronically hospitalized 
psychiatric patients, including the elderly, enjoy a better quality 
of life in community homes compared with psychiatric hospitals 
[13]. However, notwithstanding the research supporting these 
reforms, a number of potential disadvantages may still exist 

with the system if not addressed. These include a possible in-
crease in the number of homeless, an increase in the mortality 
rate among psychiatric patients, and an increase in rehospital-
ization rates of chronically ill patients (known as the “revolving 
door syndrome”). To avoid these potential pitfalls in the system 
accompanying the reform, particular attention must be given to 
planning and funding, so that availability of community services 
matches reduction in psychiatric hospitalization. [14]. 

It is also important to emphasize that despite the decrease 
in the psychiatric patient population by means of policy man-
agement and direction, there still exists a population of long-
stay patients that will remain similar to the long-stay patients 
of the past in terms of duration of hospitalization. Thus, appro-
priate mechanisms will need to be instituted to accommodate 
these patients who may on average be younger than the chronic 
hospitalized psychiatric patients of the past but nevertheless 
are resistant to treatment and various modes of rehabilitation 
efforts [15]. Having said this, it should be remembered that 
although the number of long-stay patients in public psychiatric 
hospitals around the world has decreased dramatically, a small 
group of patients still requires care in a tertiary hospital set-
ting. Therefore, public/state psychiatric hospitals will continue 
to occupy a significant niche in the mental health system [16].

An analysis of repeat admissions yielded findings similar to
those of other reports [17]. Whether these patients have any 
particular clinical features predisposing to repeated admissions 
remains unknown and is beyond the scope of this study. How-
ever, a particularly noteworthy finding of the present study was
the fact that the highest monthly rate of re-admissions during 
the first 6 months occurred during the first 30 days after dis-
charge. This holds true irrespective of age group. Whether some 
of these re-admissions could have been prevented by more 
appropriate discharge planning and resource availability during 
the first month after discharge is not known. Since knowledge
of such factors leading to repeat admission at varying time 
points following discharge may have predictive and potential 
preventive value, this relatively specialized subgroup of patients 
should be the focus of future investigation. 

Study limitations
Using the average number of admissions and not the “median” 
is a limitation of the present study While average admissions 
over time periods is the usual and traditional manner of col-
lecting and analyzing such data, some have suggested that in-
formation may be lost if the median is not analyzed. This may 
be explained by the phenomenon that, subsequent to analysis 
of the first 13 weeks of hospitalization, admission distribution
curves may correspond very closely to a theoretical exponential 
decay curve. This may have implications for recording the aver-
age length of stay and, consequently, for comparing one hos-
pital unit with another. It may also have implications for plan-
ning acute psychiatric services [18]. Another limitation is that 
we were unable to determine the number of patients involved 
in the “diversion process,” as noted in the USA [19], i.e., how 
many patients were transferred from private psychiatric wards 
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to public psychiatric hospitals [20]. The present study was con-
ducted over a 5 year period only and it is not known if these 
patterns hold true for the years prior to the study and whether 
admission patterns may have been affected by spurious find-
ings based on other ephemeral or confounding variables such 
as climatic differences during the years of the investigation, as 
suggested by some [21]. 

Conclusions 
Knowledge of admission patterns and number of chronic 
psychiatric patients in psychiatric ward settings is essential 
for predicting and planning care for acute patients [16]. Such 
epidemiologic studies of trends of admission and hospitaliza-
tion practices are important to determine and manage effects 
of the deinstitutionalization process and to plan accordingly, a 
process that has found worldwide applicability over the past 
few decades and one that promises to provide more ethical 
and efficient management of the mentally ill [1,22]. In order
to validate the effectiveness of the system, we suggest that 
patients chronically hospitalized for longer than a certain 
specified period (such as 6 months) should be examined
and reassessed by an interdisciplinary team with regard to 
intensive treatment and possible rehabilitation [23]. Further-
more, the benefits of brief hospitalization as a form of crisis
management should be considered within the context of any 
“reform” process [24]. This requires that patients be socially 
integrated into the health community. In order for this to hap-
pen, educational programs and community outreach must be 
implemented to diminish the stigma of mental illness [13]. 
It is critically important that the trend of shorter hospitaliza-
tions goes hand in hand with improved continuity of care, as 
expressed in more effective community care, which in turn will 
reduce further hospitalization [1] and enhance the quality of 
life of patients managed in a well-planned and adequately 
resourced outpatient program [25]. In such a context of a na-
tional reform process, further studies to understand and fully 
utilize the existing hospital resources in the most efficient
manner possible will be needed. 
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