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Abstract: Before psychiatry emerged as a medical discipline, hospitalizing individuals with
mental disorders was more of a social stigmatizing act than a therapeutic act. After the birth
of the mental health disciplines, psychiatric hospitalization was legitimized and has proven to
be indispensable, preventing suicides and helping individuals in need. However, despite more
than a century passing since this legitimization occurred, psychiatric hospitalization remains a
controversial issue. There is the question of possible negative outcomes after a psychiatric admis-
sion ceases to take its protective effect, and even of whether the psychiatric admission itself is
related to a negative setback after discharge. This review aims to summarize some of the most
important negative outcomes after discharge from a psychiatric institution. These experiences
were organized into two groups: those after a brief psychiatric hospitalization, and those after
a long-stay admission. The author further suggests possible ways to minimize these adversities,
emphasizing the need of awareness related to this important issue.
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Introduction

The mental health disciplines are unique in the field of medicine/health. One reason
for this uniqueness is the fact that the object of study is the brain, the most important
human organ, which must be understood in its complex hybrid social-biological
framework.! Another related issue that makes these disciplines distinctive relies on
one of its main therapeutic interventions: psychiatric hospitalization.

It sounds odd when one says that a medical specialty is unique because of its
procedure of admitting patients into a hospital for treatment purposes. Nevertheless,
psychiatric hospitalization has always been a focus of controversy and endless debates.?
We should initially acknowledge that “hospitalizing” someone because of mental health
problems has been practiced since the seventeenth century,* a time before psychiatry
or psychology were even born. That is also why hospitalizing is placed in quotation
marks: at that time there was no solid concept of mental illness. Disturbed behavior
and disordered mental functioning due to psychiatric or neurologic conditions were
faced as cases of spiritual possession or moral deviation, for instance.? Confining these
patients in an institution was more of a stigmatizing social act than a health care act.
According to Edward Shorter,’ it was only in the eighteenth to nineteenth century,
when doctors acknowledged that hospitalization could have a therapeutic effect, that
psychiatry emerged as a medical discipline. As a consequence, psychiatric institutions,
which earlier had solely a custodial role, became true, psychiatric hospitals. Later on,
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besides the believed therapeutic effect of the hospitalization
itself, these facilities became places for other medical inter-
ventions, such as therapeutic baths, insulin therapy, electro-
convulsive therapy, etc.

Even though psychiatric facilities came to be places to
treat instead of detain patients, the procedure of hospital-
izing a mentally ill person was still being used in many
cases with the purpose of discrimination.* This was mainly
reflected by the long-term admissions, in which many
patients had lengths of stay exceeding 1 year. It was not until
recently that the act of maintaining psychiatric patients for
long periods in the hospital was questioned and changed by
reforms in the way psychiatric assistance was delivered.’ In
the last few decades, a mental health care reform has had to
be conducted worldwide to close long-stay hospitals and to
change the paradigm of lengthy stays at an institution toward
brief hospitalization and community-based treatment. In
countries where this reform is still taking place, we can see
the effect even today of the stigmatizing practice of isolating
individuals from society for years, as these former long-stay
patients return to society and experience tremendous dif-
ficulty in readapting themselves to society.® So, psychiatric
hospitalization mimics a social-biological framework in the
sense that it can be seen as a legitimate biological-medical
procedure, but it can also still reflect a social stigmatizing
act, perpetuating an old heritage.’

Moreover, as a result of this enduring heritage, instead
of being understood as a valid medical procedure, taking
someone to a hospital because of disorders of the mind might
sound to the patient (and to society) as a defeat, a failure, or a
rejection of his/her behavior.®* And thus, returning to the com-
munity after a psychiatric admission can become a difficult
task, due to the patient’s misled feelings that he or she carries
a “burden” of a previous psychiatric hospitalization.

To summarize, besides dealing with the fact that the
procedure itself might be interpreted as stigmatizing, an ideal
psychiatric admission must generally try to reach a delicate
balance: a) it cannot last too long in case it stigmatizes the
admitted patient by taking that person out of society for an
extended period, but b) it cannot also be too brief otherwise
the medical goals of the admission cannot be fulfilled and
risk of relapse (eg, relapse of suicidal ideation or aggressive
behavior) increases. In view of all these factors, there is a
higher chance of the occurrence of negative outcomes after
someone is discharged from a psychiatric hospitalization.

This review aims to analyze the possible negative out-
comes following discharge from a psychiatric hospitaliza-
tion. A search in PubMed for works published from 1980

onward, using the terms “psychiatric hospitalization” or
“psychiatric admission” or “deinstitutionalization” and
“outcome”, returned 563 results. There was a remarkable
paucity of data regarding the objective of the current project,
and most studies were not relevant for the current work; thus
45 articles were included in this review. The selected works
could be divided into two types: discharge after a long-stay
psychiatric admission, and discharge after a brief psychiatric
hospitalization. These will be analyzed separately.

Negative outcomes after
discharge from a brief psychiatric

hospitalization

The first and more obvious possible negative outcome after
a psychiatric hospitalization is rehospitalization. A study
conducted in Australia followed up 135 patients discharged
from an acute psychiatric ward.’ They found a six-month
rehospitalization rate of 38%. Readmission was related
to more psychiatric symptomatology and more disturbed
behavior. A Brazilian study, conducted in Sdo Paulo, the
most populous metropolis of the country, also assessed
rehospitalization rates among patients with psychotic and
bipolar disorders. After 1 year of follow-up, the readmis-
sion rate of the sample was 43%.” In the US 150 patients
discharged from a psychiatric ward were also followed up
for 1 year. Their rate of readmission was 30%.'° Recent stud-
ies observed that early readmission rates, usually defined
as occurring within 90 days of discharge, can be as high as
13%.! Several factors were associated with readmission, but
number of previous admissions seemed to be one of the most
important predictors of readmission.” This would fit with the
theory of “revolving-door” patients.!? This theory states that
a specific set of patients exhibit a pattern of high frequency
ofuse of psychiatric beds. These could be the sort of subjects
whose long-term stays at psychiatric institutions in earlier
eras were substituted for multiple short hospitalizations. In
short, considering that rehospitalization rates are high among
psychiatric patients, one should acknowledge that the psy-
chiatric ward can solve acute problems, but does not seem to
be a solution for the underlying problem that generated the
admission. Discharged patients would then sooner or later
experience the same distress and symptoms that brought them
to the index admission.

Since some authors argue that low use of depot-
antipsychotics and an earlier-than-necessary discharge
from the hospital would contribute to the “revolving door”
pattern,'® non-compliance would be one of the hypotheti-
cal problems underlying multiple readmissions. As such,
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Olfson et al'* observed that in individuals with schizophrenia
the first weeks after discharge were especially vulnerable to
medication noncompliance. This would be generated by the
patient’s greater autonomy and control over several aspects of
their daily lives. Olfson et al assessed 316 inpatients in New
York, and observed that approximately one in five patients
reported missing 1 week or more of their oral medications
during the first 3 months after hospital discharge.'* The
authors noted that noncompliance, in its turn, was associated
with several untoward outcomes, such as homelessness and
rehospitalization. Substance use disorders emerged as the
strongest predictor of noncompliance.

A disrupted family environment may also account for sev-
eral factors that lead to hospitalization and re-hospitalization
of the psychiatric patient. For example, Loch’ studied
169 patients with bipolar or psychotic disorder after their dis-
charge from an acute psychiatric facility in Brazil. One-year
rehospitalization rate was as high as 43%. Even though
several factors related to readmission were analyzed (such
as non-compliance, disease severity, number of previous hos-
pitalizations, etc), the highest predictor of re-hospitalization
was familial stigma against the patient.

The second important negative outcome after discharge
from a psychiatric unit is suicide. Suicide risk and sui-
cide attempt are indicators of a need for hospitalization.
Hospitalization can mitigate this risk, but since the majority
of psychiatric disorders are chronic, patients can relapse
from their suicidal ideations and kill themselves when not in
hospital. Furthermore, Goldacre et al'® astutely observed that
since psychiatric care has changed from a hospital-based to
a community-centered model, risk of suicide in psychiatric
patients has probably also shifted from the hospital to the
community setting. These authors, concerned with cases of
suicide soon after discharge, studied this occurrence during
the first year after discharge from a psychiatric inpatient
care. Reviewing a database of the Oxford Regional Health
Authority area, they found 14,240 individuals aged 15 years
and over who had a total of 26,864 admissions to psychiat-
ric hospitals. Of those, 134 (0.9%) died by suicide in the
year following discharge. They found that the month after
discharge is a time of particularly high risk. Specifically for
men, the first day was the most crucial, with twice as high a
risk of suicide compared to the rest of the month. This could
be generated by perceived loss of support, reduced supervi-
sion, relapse because of renewed exposure to problems in
the home environment, withdrawal of drug therapy, or the
fact that the patient is still unwell. Risk of suicide seemed
greater for patients with affective illness.

Regarding mortality after discharge, Sohlman and
Lehtinen'® investigated this issue in former psychiatric
inpatients in 1999. Several studies found that mortality
among individuals with psychiatric diagnoses is higher
than that among the general population.'® These rates vary
across different diagnoses, with individuals with affective
illness in general having a mortality rate twofold higher, and
individuals with schizophrenia an up to five times higher
mortality.'!” Nevertheless, only a few studies have addressed
this issue in an inpatient psychiatric population. Sohlman
and Lehtinen'® studied 22,940 individuals discharged from
psychiatric wards in 1988. They collected data regarding
their health up to 1992. The most frequent diagnosis was of
schizophrenia or delusional psychosis; slightly less than one
third of the sample having those diagnoses. In the course of
the 4- or S-year follow-up period, 3,936 (17.2%) patients
died. The most common cause of death was suicide (17%),
followed by acute myocardial infarction (9.5%), and pneu-
monia (6.7%). Analyzing patients according to age strata,
the authors observed that the standardized mortality rate of
individuals =30 years of age was 10 times higher than that
of the general population. Also, half of these individuals
died by suicide, and in total 90% died from unnatural causes
(including accidents, for instance). Cardiovascular diseases
were the most common cause of death for those over 45
years. Death was twice as likely in males. Individuals with
psycho-organic disorders and substance use disorders were
also at a higher risk.

We can consider the risk of violence as the third nega-
tive outcome related to individuals discharged from acute
psychiatric units. Silver et al'® studied violence risk among
persons discharged from a psychiatric hospital. They analyzed
293 subjects discharged from an acute psychiatric ward in
Pittsburgh. In their sample the most frequent diagnosis was
depression (47%), followed by schizophrenia (15%) and bipo-
lar disorder (15%). They observed that concentrated poverty
in the neighborhoods in which patients resided after discharge
significantly influenced the overall amount of violence they
committed. The authors argued that in such neighborhoods,
behaviors deemed as unacceptable or even criminal by the
larger society might be more tolerable. Patients discharged
into such settings might have been influenced by normative
structures quite different from those in more affluent areas.
Furthermore, these neighborhoods would present lower levels
of social cohesion, meaning that behavior control is more
difficult. As a consequence, patients discharged into these
settings would be less constrained by informal mechanisms
to conform to the norms and laws of the larger society.
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Some authors also believe that violence originated
by patients who had been previously hospitalized is
underestimated. Analyzing 7,740 discharged acute psychiat-
ric patients from the eastern US states, Steadman et al,' for
instance, described that they would have reported a 1-year
violence rate of 4.5% for those patients. Nevertheless, by
using three independent information sources, they found a
rate six times higher (27.5%). Although this high rate was
reported, a tendency to a decrease in those rates over time
was also observed. The authors pointed out that the main
factor associated with violence was the co-occurrence of
substance abuse disorder. For patients without this comor-
bidity, rate of violence was 17.9%, while the rate for those
with the comorbidity was 31.1%.' Thus, this study shows
that patients discharged from acute psychiatric units are a
heterogeneous group regarding violence. Most importantly,
authors warn that public fears of violence on the street by
discharged patients is misdirected; results showed that the
highest risk group is family members and friends, who are
in their own homes or in the patient’s home.

Long-stay psychiatric admission

and deinstitutionalization
Regarding the outcomes following a psychiatric hospitaliza-
tion, another question that must be asked is: what is the fate of
long-stay psychiatric patients who are deinstitutionalized?
An important issue is symptom change while patients
undergo re-adaptation to society. Some might think that
reinserting the patient into society, after so many years, might
improve his/her symptoms. Leff and Trieman® followed up
long-stay psychiatric patients who were discharged after a
hospital closure. Nearly half of the patients had been in hos-
pital for more than 20 years. Of the 670 long-stay patients
discharged into the community, 126 died in the first 5 years
after discharge. Of the remaining, 97% could be adequately
followed up. Leff and Trieman concluded that patients were
remarkably clinically stable across the time-span studied; as a
whole, they neither presented improvement nor deterioration
in symptoms, according to Present State Examination (PSE)
scores.?” They also noted that negative symptoms and social
functioning did not improve when patients were back in the
community. Nevertheless, some sub-scores representing activ-
ities for which there is little or no opportunity in the hospital
improved, especially in the first year after discharge. Quality
of life also improved. Importantly, the authors noted that
even patients with delusions and hallucinations are capable
of acquiring skills useful for life in the community.® On the
contrary, Harding et al*! obtained somewhat different results.

They conducted a 32-year follow-up of 269 long-stay patients
discharged in the 1950s in the USA. Seventy-nine percent had
the diagnosis of schizophrenia according to Diagnostic and
Statistical Manual of Mental Disorders, First Edition (DSM-I)
while 13% were diagnosed as having affective disorders, and
8% as organic mental disorder. The analysis considered only
individuals with schizophrenia; as such, only 54% (n=114)
of those who were diagnosed as having schizophrenia at that
time (DSM-I) retained the diagnosis with the DSM-III. Also,
four patients were shifted from the affective illness group to
the schizophrenia group, constituting an initial sample of 118
individuals with schizophrenia. Of those, 84 could be inter-
viewed 20-25 years after their entry into the project. Sixty-
eight percent of these patients did not display any further sign
or symptoms of schizophrenia at follow-up; 45% displayed
no psychiatric symptoms at all. The authors highlighted the
importance of shifting perceptions about the proportion of
individuals with schizophrenia who might achieve a better
outcome than usually expected.

In line with Harding et al’s findings,”' a recent review
carried out by Kunitoh® analyzed the effect of deinstitutional-
ization on discharged long-stay psychiatric patients. Kunitoh
found that for the most part, social functioning improved after
discharge in the studies. A study specifically followed-up
patients for 7-9 years and showed that they had higher scores
in social functioning than the “controls” (inpatients who were
not discharged).?>* However, this outcome is by no means the
rule, with some studies observing stability or even deteriora-
tion of social functioning. Kunitoh argued that this variability
might be explained by the instruments used.® Another impor-
tant factor in explaining this variability is that some studies
offered rehabilitation and social skills training for discharged
patients, which might have resulted in better outcomes. Regard-
ing symptoms, the author stated that the majority of studies
point to a stability, confirming earlier findings. This would be
in accordance with the fact that most long-term psychiatric
patients have a diagnosis of schizophrenia and related disor-
ders, and that these disorders usually present themselves with
a plateau following a deterioration period.*

For those going home after so many years in an insti-
tution, suffering with the stigma of their mental illness is
another persistent outcome.?>? Once back in the commu-
nity, patients experience new forms of rejection that tend to
perpetrate internalized stigma acquired earlier in their lives
and during institutionalization. Wright et al?’ conducted a
survey with long-term patients discharged from the Central
State Hospital, IN, USA. They observed that stigma appar-
ently persisted over time and contributed to the patient’s
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decreasing feelings of mastery and control over their lives
a year after discharge. Community-based care is often
touted by mental health care reformers as a solution for the
negative effects of deinstitutionalization, but it only has
mild to modest effects. In other words, the social rejection
exposure theory was confirmed, which states that persist-
ing, stigmatizing beliefs held by society toward these indi-
viduals contribute to prejudiced experiences by psychiatric
patients.?*?® These experiences tend to be internalized and
serve to further increase stigma, decreasing self-esteem in
a no-win situation pattern.

Another severe problem fueling stigma is the way in which
deinstitutionalization occurs. As an example, we can cite the
state of Massachusetts, USA. Massachusetts housed 23,000
persons in mental hospitals in the 1960s, but only 2000 by
the mid-1980s.?* This quick deinstitutionalization led to a
crisis of rampant unemployment, considerable homelessness,
pervasive despair, and even noteworthy rates of premature
deaths among the hundreds of thousands of deinstitutional-
ized across the nation.*® It was clear that, due to this abrupt
shift from hospital to community-based care, lack of funding
for community health care facilities occurred. This deficiency
of assistance for psychiatric patients can be seen as a form of
structural stigma against the mentally ill.>! As a consequence,
this type of legislative handicap stimulates the vicious circle
of stigma: patients get undertreated, symptoms are not con-
trolled, negative views of the society are reinforced, and due
to feelings of shame or helplessness patients refuse to seek
help, further worsening their situation.*

Another consequence of clumsy psychiatric reform is
rehospitalization. Continuing with the Massachusetts example,
a 10 year follow-up revealed that 49% of long-stay patients
were readmitted at least once.* Figures rose up to 55% when
a similar study was conducted in Chicago, but lower figures
can also be found: for example, in New York (23%) and Great
Britain (27%).%* Nevertheless, these rates are similar to those
observed around the world,*** and represent quite a disap-
pointing scenario in terms of a successful and effective shift
toward community psychiatry, in the sense that a great number
of individuals still need hospital-based assistance.

Considering other drawbacks of deinstitutionalization,
could homelessness be another possible outcome for dis-
charged long-stay psychiatric patients? An interesting study
by Craig and Timms®® investigated mental health problems in
Great Britain’s homeless. Their findings were: mental illness
was considerably higher among homeless when compared
to the general population; the most frequent diagnosis was
schizophrenia; and levels of disability were largely similar to

the ones seen in long-stay psychiatric patients. Nevertheless,
they found that most of these people did not have a history
of previous long-term psychiatric hospitalization. Instead,
they had several psychiatric admissions interspersed with
periods of virtually no mental health assistance. The authors
argued that hostels for homeless are probably not the home
for discharged long-term patients. Instead, these institutions
might constitute a niche for homeless people with mental
disorders, where they can live with their symptoms with
few getting annoyed with them, and with low social and
work demands from society. Thus, in the past, two possible
destinations for people with severe mental illness and low
family support would have been possible: either they were
institutionalized, or they lived like the homeless, with mul-
tiple brief psychiatric hospitalizations. Further reports rein-
force that some percentage of the homeless have always been
mentally ill, even before deinstitutionalizing practices took
place. Considering this, a link between deinstitutionalization
and homelessness cannot be made.*’

Another possible undesirable outcome of deinstitution-
alization stated in the literature might be increased rates of
judicious problems concerning those getting out of long-term
psychiatric facilities.’® There was an important debate in the
USA on this issue, for example.* Several studies observed
that, before 1965, arrest rates due to violent crimes committed
by psychiatric patients were lower than that of the general
population.* However, after that year deinstitutionalization
efforts were intensified in the country, and ex-institutionalized
patients have had higher arrest rates.** Important factors
might have accounted for this finding; the first of them is
the fact that a great number of social disturbances caused by
former patients were responded to by the police. Due to the
lack of psychiatric beds at that time, bringing the ex-patient
to an emergency unit would result in his/her rapid return to
society. Thus, policemen felt that the most effective way to
deal with these occurrences was to arrest the ex-patient rather
than take them to hospital.*® The second factor concerns
community mental health care facilities. It is recognized that
many mental health care reforms lack an adequate number of
outpatient services. The result is that many of these services
become overloaded, and patients are frequently undertreated.
Some also argue that at the time of the reform, many of
these services were not equipped to face high-complexity
patients such as those discharged from long-term hospi-
talization. Despite all these factors, a recent study found
that crimes committed by individuals with schizophrenia
during the period of deinstitutionalization, between 1975
and 1995, indeed increased in the USA.*! Nevertheless, the
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authors relativize this finding, observing that this increase
was matched by a proportionately similar increase among
community comparison subjects.*

What can be done to reduce

negative outcomes?

If a psychiatric admission can prevent suicide or episodes of
public or self-aggressiveness, for instance, discharge from a
mental health inpatient service can put the affected individual
back in his/her personal dysfunctional trajectory if no fur-
ther intervention is conducted. In discharging patients from
a psychiatric unit, it is also important to bear in mind that
these persons were hospitalized for diseases that alter their
behavior and mental states. Since a psychiatric ward is an
artificial and controlled social setting, which might further
disorder the patient’s social codes of conduct, it is essential
to provide them adequate social readaptation skills for the
environment to which they will return. Moreover, specifically
for patients with long-stays at the wards, the hospital’s biased
social interactions and routines must have substituted for the
normal social codes learned from society, further increasing
the difficulty in readaptation. As such, the in-patient to out-
patient transition must be conducted in a very careful manner;
it is clear that the period following hospitalization is crucial
for individuals with mental disorders.

One important tool in providing a safer transition is
psychoeducation. Psychoeducation might be an important
factor in reducing setbacks after discharge.!' Family educa-
tion proved to be useful in improving the social function-
ing of individuals with schizophrenia,* while family and
patient psychoeducation effectively reduced relapse rates in
individuals with the disorder.* Regarding individuals with
bipolar disorder, psychoeducation had a positive impact in
hospitalization rates, number of mood episodes, and time
between episodes.* Case-control studies show that this
technique is useful for a wide range of diagnoses.*

Multicomponent interventions in this critical peri-
discharge period should also be employed. Pre-discharge
medication education/reconciliation was found to diminish
the risk of rehospitalization by one third.* A large body of
evidence suggests that the delivery of ongoing community-
based care for patients who are at high risk of readmission
further decreases their risk of going back to the hospital.*
This would include assertive community treatment and
other forms of intensive care management. Post-discharge
telephone follow-up, efforts to ensure timely follow-up
appointments, and home visits would be other important
allies in preventing readmission and relapse.'!

As a consequence of the aforementioned issues, it
is evident that community treatment services should be
monitored and ameliorated if necessary. Since a shift from
inpatient care toward community care has been accom-
plished, drastic closure of psychiatric beds and mental health
policies’ pressure to abbreviate acute hospitalizations might
create an unanswered demand for hospitalizations. Yoon
and Bruckner* assessed variation in suicide rates in rela-
tion to psychiatric beds and community health spending in
the US for the years 1982—-1998. They found that supply
of psychiatric beds was negatively associated with suicide
rates: a decrease in one bed per 100,000 persons was associ-
ated with an increase of 0.025 suicides per 100,000 persons
annually. The authors observed that from 1970 to 2000,
psychiatric beds dropped from 207 to 21 beds per 100,000
persons.*” This drastic reduction was not accompanied by a
corresponding reduction in demand for those beds, or by a
comparable investment in outpatient services, leading to lack
of assistance and a possible rise in suicide rates. In Finland,
on the other hand, an important focus on outpatient services
and decentralized mental health care administration was
carried out and the deinstitutionalization process was instead
followed by a decrease in suicide rates.*

Community services are usually designed to shelter out-
patients, that is, individuals with less severe mental illness.
Nevertheless, they should also be able to receive patients
egressed from psychiatric hospitals, who may present with
increased symptom complexity and possibly a higher level of
social disabilities as well. As such, special attention should be
drawn to these individuals in outpatient settings, as they are
undergoing the delicate process of being discharged from a
psychiatric ward, reinserting themselves in community, and
reawakening their societal roles.

Given these serious negative outcomes after discharge,
one is led to wonder if acute psychiatric hospitalization
should not last longer, to attempt to reduce these setbacks.
Others argue that, besides these outlined negative outcomes,
brief hospitalizations can produce the revolving door pattern,
as already described. In other terms, brief hospitalizations
would produce heavy users of acute psychiatric beds.>
However, there are currently several studies supporting the
use of brief psychiatric admissions.**! As Frieri et al*? out-
line, psychiatric hospitalization should obey the following
objectives: stabilizing symptoms; adjusting medication; and
facilitating connections to outpatient care.

Finally, one important barrier for individuals with psy-
chiatric disorders discharged from a psychiatric facility is
stigma. It has already been observed that former inpatients are

submit your manuscript

142

Dove

Psychology Research and Behavior Management 2014:7


www.dovepress.com
www.dovepress.com
www.dovepress.com

Dove

Negative outcomes of psychiatric hospitalization: a review

at special risk for discrimination.”” Furthermore, stigma has
already been implicated in higher rates of rehospitalization,’
along with patients’ failure to seek adequate treatment,** low
self-esteem,* and lack of social adaptation.* Consequently,
fighting against society’s stigma toward mental illness is
central in reducing negative outcomes after discharge. Most
importantly, the understanding that psychiatric hospitaliza-
tion is a mental health care act and not an act of discrimination
should be encouraged.

Conclusion

The fact that psychiatric hospitalization per se is an indis-
pensable tool for managing some individuals with mental
illness is unquestionable. Admission to a psychiatric ward
can prevent deaths occasioned by suicide,’*>® help in the
treatment of disorders that are typically difficult to manage,*
and improve functioning in various disorders.® Nevertheless,
there seems to be a gap in mental health care delivery after
patients are discharged.

The current work focused on the negative outcomes after
a psychiatric ward discharge, and found that there is a great
level of distress in this critical period. If we sum the figures
seen in this review, for example, at least half of these patients
are rehospitalized or die by suicide in the long-term. Added to
these two outcomes, violent behavior, social maladjustment,
and stigma are other important negative setbacks after a psy-
chiatric admission ceases to exert its protective effect. All of
these outcomes seem to be more or less connected to a prob-
lematic transition from the hospital, where patients are fully
assisted in all of their daily life aspects, to the community,
where they must re-adapt to social roles and face the obstacle
of an inhospitable society. If suicide or aggressive behavior
can be prevented by admitting someone to a psychiatric ward,
this prevention can also cease after discharge, and the odds of
these events happening again can rise, probably due to low
mental health care support at this outpatient stage.

The type of disorder psychiatric patients have invariably
affects their behavior and social functioning, increasing
stigma and the difficulty of social reintegration. A vicious
cycle is then created, in which maladaptation exacerbates
stigma, the affected person refrains from seeking help
because of shame (or because of inadequate support),
symptoms get worse, self-esteem decreases, and finally the
negative outcomes mentioned before take place; relapse and
rehospitalization.

Given this, it is of utmost importance that society, men-
tal health professionals, and public policymakers become
aware of this critical period post-discharge. Strategies to

increase this awareness should be implemented, as well as
intensification of assistance for those being discharged from
a psychiatric ward.

There is one further factor leading to negative outcomes
that we might say would be related to the psychiatric hospi-
talization itself: the discrimination related to this procedure.
Since a previous psychiatric admission can generate an
undeserved stigmatic burden, this idea should be banished
by influencing society to have the right conceptions about
mental illness and a correct understanding of the medical
procedure of the psychiatric hospitalization.

Lastly, further studies should comprehensively assess
this issue, for this is an under-researched subject in the
international literature.
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