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Purpose: To evaluate the longest hospitalizations in an acute psychiatric ward [Service of

Psychiatric Diagnosis and Treatment (SPDT)] and the related demographic, clinical and

organizational variables to understand the factors that contribute to long-stay (LOS) phe-

nomenon. The term “long stay” indicates clinical, social and organizational problems

responsible for delayed discharges. In psychiatry, clinical severity, social dysfunction and/

or health-care system organization appear relevant factors in prolonging stays.

Patients and Methods: We divided all the SPDT hospitalizations from 1 January 2010 to

31 December 2015 into two groups based on the 97.5th percentile of duration: ≤36 day (n=3254)

and >36 day (n=81) stays, in order to compare the two groups for the selected variables.

Comparisons were made using Pearson’s chi-square for categorical data and t-test for continuous

variables, the correlation between the LOS, as a dependent variable, and the selected variables was

analyzed in stepwise multiple linear regression and in multiple logistic regression models.

Results: The longest hospitalizations were significantly related to the diagnosis of “schizo-

phrenia and other psychosis” (Pearson Chi2=17.24; p=0.045), the presence of moderate and

severe aggressiveness (Pearson chi2=29; p=0.000), compulsory treatment (Pearson Chi2=8.05;

p=0.005), parenteral or other route administration of psycho-pharmacotherapy (Pearson

Chi2=12.91; p=0.007), poli-therapy (Pearson Chi2=6.40; p=0.041), complex psychiatric activ-

ities (Pearson Chi2=12.26; p=0.002) and rehabilitative programs (Pearson Chi2=37.05;

p=0.000) during the hospitalization and at discharge (Pearson Chi2=29.89; p=0.000). Many

demographic and clinical variables were statistically significantly correlated to the LOS at our

multiple linear and logistic regression model.

Conclusion: In our sample, clinical illness severity and need for complex therapeutic and

rehabilitative treatments were associated with prolonged psychiatric hospitalizations.

Understanding this phenomenon can have not only economic but also clinical, ethical and

social relevance.

Keywords: psychiatric long-stay, acute psychiatric ward, predictors of long-stay, illness

severity

Introduction
In western countries, over the last three decades, the length of psychiatric hospitalizations

has been drastically reduced in favor of community health care,1,2 but groups of patients

have required frequent re-hospitalizations (“revolving door” phenomenon)3 or long stays

in hospital (“new long-stay patients”).4 Due to the significant economic implications of

this issue many efforts have been made not only to find which variables could predict the

length of stay, but also how they mutually interact to impact on this phenomenon.5,6
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One of the first articles highlighted that the phenom-

enon of “delayed discharges” accounted for 35% of all

discharges and was strictly related to social issues since

delayed discharge patients represented the poorest section

of the population.7 Other historical studies highlighted

that, in psychiatry, “delayed discharges” ranged between

27% and 58%, mainly due to patients’ refusal of an assis-

tance program and by patients’ loneliness and social

maladjustment.8 Successively, another Canadian study

highlighted that lack of residential care and long waiting

lists to get into a protected facility constituted the organi-

zational reasons, whereas schizophrenia represented

a clinical cause for delayed discharges in psychiatry.9 In

a British study, poor living conditions, such as homeless-

ness, significantly increased long-stays in psychiatric

hospitals.10 Other more recent research on this phenom-

enon has highlighted that clinical severity and the lack of

outpatient service programs were the most frequent rea-

sons for “delayed discharges”.11–13 Organic comorbidity

and old age represented further risk factors for long psy-

chiatric hospitalizations, according to other authors.14 In

a recent European study, medical comorbidity was asso-

ciated with increased length of stay in hospitalized psy-

chiatric patients, after adjustment for several potential

confounders.15 Other authors highlighted that hostility

and manic excitement16 as well as aggressiveness during

hospitalization represented risk factors for prolonged

hospitalization.17 In a systematic review, Tulloch et al.

(2011)18 found a positive association between LOS and

female gender, psychotic disorders and large hospital size.

Regarding gender, a recent study hypothesized that shorter

length of stay among male patients could be related to

their more frequent substance abuse, which could favor to

early discharge due to the difficulty in long therapeutic

engagement.19

Other studies focused on the differences between types

of care organization: Bird et al.,20 in a large sample of

2709 patients admitted to 80 adult psychiatry wards, did

not find any difference in term of stay length when com-

paring critical organizational factors: patients in care trea-

ted by the same psychiatrist across both inpatient and

outpatient settings stayed on average 7 fewer days than

those treated by different psychiatrists, "suggesting factors

aside from the organization of care and patient character-

istics have an impact on length of stay".20

In Japan, where the length of hospitalizations often

exceeds a period of one year,6 investigated the interaction

between hospital organization variables and patients’

demographic and clinical features. Interestingly, they

found different interactions based on the type of ward

(acute/emergency or general) and the seniority of psychia-

trists: longer practice of the psychiatrist in acute/emergency

ward led to longer duration of patient hospitalization, sug-

gesting that length of stay depends on the service system

rather than individual patient characteristics.6 Another

Japanese study highlighted that patients living in regions

with fewer home visits for psychiatric nursing care had

significantly longer psychiatric stays.21 Also, in Canada,

researchers observed that patients with a long wait for

psychiatric consultation referral reported the longest dura-

tion of psychiatric hospitalizations, suggesting that the

quality of health care organization can impact the length

of stay.22 In this regard, other studies evidenced that alter-

natives to full-time hospitalizations, such as ambulatory

care, part-time hospitalizations as well as full-time care

integrated in the community, outside of inpatient settings

(ie, hospitalizations at home, stays in therapeutic apart-

ments, stays in specially trained families, crisis centers

and rehabilitation centers), can represent benefits for redu-

cing the length of full-time hospitalizations, in accordance

with international recommendations for mental health

care.23

Up to now, differences in the length of psychiatric stay

among countries have been reported and attributed to the

range of treatment options available in the community as

well as to cultural aspects regarding style of psychiatric

care delivery.24 Studies on this topic are few and difficult

to compare due to the variability of health-care organiza-

tion systems, not only among different countries, but even

within a country’s local areas due to differences in clinical

governance procedures and health organization policies

and bed pressure.20

Nevertheless, a more recent study that evaluated the

long-stay predictors in many European countries high-

lighted that “clinical severity and social dysfunction”

appeared relevant factors despite different organizations

and policies of the health-care system.25 Regarding treat-

ment policies, a recent review did not highlight any con-

sistent result regarding the possibility that community

compulsory treatment can reduce readmission or length

of inpatient stay.26

Regarding this international debate, other authors have

outlined that after asylum closure, “virtual asylums” have

been created in other places for new long-stay patients,

who are defined in the UK national audit as those with

admissions lasting between 3 and 6 months.27
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In Italy, after asylum closure, the length of stay in both

public and private psychiatric wards has been considerably

reduced due to the hypothesis that the institution itself can

represent a pathogenic factor, which can drastically wor-

sen the course of psychiatric disorders. In accordance with

the spirit of Italian Law 180 of 23 May 1978, which

mandated the closure of psychiatric asylums, long psychia-

tric hospitalizations are considered the conditions which

can induce regressive behavior, potentially worsening the

course of psychiatric illnesses. In order to observe an

Italian psychiatric context, many years after the aforemen-

tioned Law was implemented, we decided to analyze long

stays in a psychiatric acute ward to deepen the potential

critical issues related to this phenomenon.

Aims
In order to better understand the factors that contribute to

long-stay phenomenon, we evaluated the correlation

between the longest hospitalizations in an acute psychia-

tric ward and selected demographic, clinical and organiza-

tional variables, which, in accordance with the

aforementioned literature can condition the length of stay.

Patients and Methods
This study was conducted in a 15-bed Italian public psy-

chiatric ward, the so-called Service of Psychiatric

Diagnosis and Treatment (SPDT), located in a general hos-

pital of a town in the Italian Region of Emilia-Romagna,

which received voluntary and involuntary patients affected

by acute psychiatric diseases from a local population of

260,132 inhabitants up to June 2013 and subsequently

from a local population of 511,782 inhabitants. Patients

from other regions or towns can be admitted to this local

ward but are subsequently transferred to the competent

hospitals for specific geographic zone.

We retrospectively collected all hospitalizations recorded

in the ward electronic database from 1 January 2010 to

31 December 2015, after having de-identified all patient

data. More than one hospitalization per patient in the obser-

vation period was eligible for inclusion in the sample since

the driver of analysis was all the hospitalizations and not the

patients.

In accordance with literature, which defined “long

stays” as the hospitalizations with a duration superior to

95th percentile.28 In order to evaluate the longest ones, we

divided all the SPDT hospitalizations in the observation

period into two groups based on the 97.5th percentile of

duration: ≤36 day (n=3254) and >36 day (n=81) stays.

We selected some demographic, clinical and organiza-

tional variables, which, in accordancewith the aforementioned

literature, could influence the duration of hospitalizations. Due

to the retrospective design of this study, the choice of the

variable was conditioned by their availability in the ward

electronic database.

We collected the following:

1. Demographic variables (gender, nationality, age,

place of residence).

2. Clinical variables [psychiatric and organic diagnosis

according to local diagnostic system, International

Classification of Diseases-9th revision-Clinical

Modification (ICD-9-CM),29 mono- and poly-

pharmacotherapy, drug administration route, compul-

sory and voluntary state of admission, extra-psychiatric

medical activities (non-psychiatric consultations, clin-

ical tests and therapy)].

3. Organizational variables [inpatient care activities/

problems: aggressive behavior (need for physical

restraints and/or intervention of hospital security

guards), rehabilitation programs, activation of com-

munity service network (Mental Health Service,

Social Service, Drug Addiction Service, etc.), the

discharge modalities].

After having labelled each variable with a number, we

built an excel database in order to statistically analyze the

data. We used standard statistics for descriptive analyses.

Comparisons were made using Pearson’s chi-square for

categorical data and t-test for continuous variables, the

correlation between the duration of hospitalizations, as

a dependent variable, and the selected variables were ana-

lyzed in stepwise multiple linear regression, through back-

ward selection estimation.

For a further evaluation of the potential determinants of

the longest hospitalizations were analyzed by means of the

correlation between the selected variables and the longest

hospitalizations as dependent variable (≤36 day hospitali-

zations=0, >36 day hospitalizations=1) in multivariate

stepwise logistic regression model, through backward

selection estimation.30 A probability (p-value) <0.05 was

considered statistically significant. The statistical analysis

was conducted by means of STATA-12 program (2011).

This study was conducted in accordance with the prin-

ciples of the Declaration of Helsinki (World Medical

Association Declaration of Helsinki, 1964) and good clin-

ical practice. All information was collected after approval
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of the study by the Ethics Committee of Area Vasta Emilia

Nord (Italy) (3577 Protocol, 262/17 Practice, 26-9-2017)

and the local Mental Health Department and Drug Abuse

(1917 Protocol, 20-10-2017).

Results
We recorded, from 1 January 2010 to 31 December 2015,

3335 hospitalizations for 2074 patients with a mean dura-

tion of 10.38±11.13 standard deviation (SD) days and

a median of 7 days. During the observation period, we

collected our long-stay sample of 81 hospitalizations by 63

patients, with a duration above the 97.5th percentile which

represented 2.4% of all hospitalizations.

In Table 1, we report the comparison between the demo-

graphic variables related to the ≤36 and >36 day hospitali-

zations. All demographic variables selected (age, gender,

nationality and place of residence) were similar for both

groups, without any statistically significant difference.

The comparison between the clinical variables of the

≤36 and >36 day hospitalizations showed that psychiatric

and rehabilitation activities, psycho-pharmacotherapy and

routes of drug administration, aggressiveness and state of

admission statistically significantly differed between the

two groups (Table 2).

Regarding the clinical variables at discharge (Table 3),

the most common psychiatric diagnosis was “schizophrenia

and other psychoses”, followed by “bipolar disorder”,

“personality disorders”, “anxiety disorders”, “alcohol, drugs

and substance abuse” and other disorders, with a statistically

significant difference between the two groups (Pearson

Chi2=17.24; p=0.045). In the >36 day group, the diagnosis

“schizophrenia and other psychoses” was more frequent,

whereas “anxiety disorders”, “dementia and organic psycho-

sis” and “acute stress reaction” were more common in the

≤36 day hospitalizations (Table 3). The most frequent desti-

nation at discharge was “outpatient services”, followed by

“other psychiatric wards”. The variable statistically which

significantly differed between the two groups (Pearson

Chi2=13.02, p=0.023) was represented by “transfer to non-

psychiatric wards and/or protected facilities”, more frequent

discharge modality after >36 day hospitalizations, whereas

“transfer to other psychiatric wards” was more frequent in

the other group (Table 3).

Many demographic and clinical variables were statis-

tically significantly correlated to the LOSs at our step-

wise multiple regression linear model, as indicated in

Table 4:

● age (coeff. 0.06), compulsory admission (coeff. 2.29),

clinical interview with patient + caregivers (coeff.

4.32) or other professionals (coeff. 2.52), rehabilita-

tion programs with staff of ward (coeff. 7.08) or other

services (coeff. 2.11) during the hospitalization, mod-

erate (coeff. 1.08) and severe (coeff. 4) aggressiveness

Table 1 Demographic Variables Related to Hospitalizations in SPDT from 1/1/2010 to 31/12/2015, Divided by the Duration

Demographic

Variables

≤36 Days

Hospitalizations

N=3,254

(97.57%)

>36 Days

Hospitalizations

N=81

(2.43%)

Total

Hospitalizations

N=3,335

(100%)

Statistical Test

Probability

Age (m± SD)

Years 42.28±15.68 41.02±16.34 43.51±16.38 t=0.71

p=0.476

Gender, n (%)

Males 1,845 (57%) 40 (49%) 1,885 (55%) Pearson Chi2=1.72

p=0.189Females 1,409 (43%) 41 (51%) 1,450 (45%)

Nationality, n (%)

Italian 2,681 (82%) 64 (79%) 2,745 (82%) Pearson Chi2=0.62

p=0.431Non-Italian 573 (18%) 17 (21%) 590 (18%)

Place of Residence, n (%)

Catchment area 2,764 (85%) 69 (85%) 2,833 (82%) Pearson Chi2=6.39 p=0.094

Italy (outside the catchment area) 284 (10%) 3 (4%) 287 (12%)

Non-Italian residence 134 (4%) 7 (10%) 141 (5%)

Homeless 24 (1%) 1 (1%) 25 (1%)
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manifested during hospitalization, poly-therapies

(coeff. 2.4) administered by parenteral or more than

one route (coeff. 2.41) and complex programs at dis-

charge with one (coeff. 2.28) or more (coeff. 4.81)

than one community outpatient service, with positive

correlation;
● transfer to other psychiatric wards with negative cor-

relation (coeff. −2.99).

At our multiple stepwise logistic regression model

(Table 5), only four variables were statistically significantly

related to the longest stays (>36 day hospitalizations) as

potential factors in prolonging stays, confirming the results

of multiple linear regression model:

-“rehabilitation programs during the hospitalization”

with ward staff (coeff.1.81);

-“aggressiveness during hospitalization”, either moder-

ate (coeff. 2.33) or severe (coeff. 3.44);

-“routes of drug administration”, parenteral/more than

one route” (coeff. 1.95);

-“therapeutic and rehabilitative programs at discharge”

with more than one outpatient service (coeff. 5.3).

Table 2 Clinical Variables Related to Hospitalizations in SPDT from 1/1/2010 to 31/12/2015, Divided into Two Groups by the

Duration

Clinical Variables ≤36 Days

Hospitalizations

N=3,254

(97.57%)

>36 Days

Hospitalizations

N=81

(2.43%)

Total

Hospitalizations

N=3,335

(100%)

Statistical Test

Probability

Psychiatric Activities, n (%)

Clinical interview with patient alone 1,433 (45%) 20 (25%) 1,453 (44%) Pearson Chi2=12.26

p=0.002Clinical interview with patient +caregivers 1,424 (45%) 51 (63%) 1,475 (46%)

Clinical interview with patient +caregivers + other professionals 337 (10%) 10 (12%) 347 (10%)

Organic Comorbidity, n (%)

Present 669 (21%) 14 (17%) 683 (20%) Pearson Chi2=0.52

p=0.471Absent 2,585 (79%) 67 (83%) 2,652 (80%)

Rehabilitation Programs, n (%)

Absent 2,006 (61%) 32 (40%) 2,038 (61%) Pearson Chi2=37.05

p=0.000In the ward 125 (4%) 13 (16%) 138 (4%)

With other services 1,123 (35%) 36 (44%) 1,159 (35%)

Extra-Psychiatric Clinical Activities, n (%)

Present 1,481 (46%) 35 (43%) 1,516 (45%) Pearson Chi2=0.17

p=0.681Absent 1,773 (54%) 46 (57%) 1,819 (55%)

Psycho-Pharmacotherapy, n (%)*

No psycho-pharmacotherapy 27 (1%) 0 (0%) 27 (1%) Pearson Chi2=6.40

p=0.041Monotherapy 561 (17%) 6 (7%) 567 (17%)

Politherapy 2,564 (79%) 73 (90%) 2,637 (79%)

Routes of Drug Administration, n (%)*

Oral 2,362 (73%) 46 (57%) 2,408 (72%) Pearson Chi2=12.91

p=0.000Parenteral/more than one route 806 (25%) 35 (43%) 841 (25%)

State of Admission, n (%)

Voluntary 2,389 (73%) 48 (59%) 2,437 (73%) Pearson Chi2=8.05

p=0.005Compulsory 865 (27%) 33 (41%) 898 (27%)

Aggressiveness, n (%)**

Absent 2,300 (71%) 39 (48%) 2,339 (70%) Pearson Chi2=29

p=0.000Moderate 653 (20%) 24 (30%) 677 (20%)

Severe (with need for restraints and/or interventions of hospital

security guards)

254 (8%) 18 (22%) 272 (8%)

Notes: *3% data not available; **2% data not available.
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Discussion
Our research was focused on the characteristics of the

longest hospitalizations in an acute psychiatric ward,

a phenomenon that is still only partially analyzed,

although it represents a critical issue. This phenomenon

is increasingly being studied in many Italian hospitals,31

but the available data on prolonged psychiatric hospitali-

zations are difficult to compare due to the differences

among the health organizations of various regions or coun-

tries. As pointed out in other studies, the extrapolation and

generalization of previous findings should take into

account the specific characteristics of the regional/national

mental health policies and cultures.6

In Italy, after Law 180,32 subsequently included in Law

833 of 23/12/1978, which represented a dramatic change

in psychiatric care, especially due to the complete aboli-

tion of psychiatric hospitals, the number of hospital beds

for patients with psychiatric illnesses was reduced in order

to avoid the risk of a chronic dependence on institutions.

Currently in our country, hospitalizations in psychiatry are

reserved for acute crisis and for short periods, whereas

rehabilitation programs are planned by outpatient commu-

nity services.33 In other countries, efforts are still being

made to reinforce the cooperation between in- and out-

patients services, with the aim to limit the LOSs in order to

reduce inpatient resource utilization.19 Nevertheless,

a recent Cochrane review which compared stays of less

than vs more than 28 days in patients with severe mental

illness concluded that there were no benefits from longer

hospital stays in terms of readmission and other outcomes,

and that short stays were associated with better social

functioning.4

Our results highlighted that patients hospitalized for

the longest periods did not differ from other patients for

demographic characteristics (mean age, gender, national-

ity and place of residence). In our research, foreign and/or

homeless patients were most often in the group with the

longest hospitalizations, but without any statistically sig-

nificant difference, suggesting that difficult environmental

and social conditions might be one of the causes of

Table 3 Clinical Variables Related to the Discharges from SPDT from 1/1/2010 to 31/12/2015, Divided by the Duration

Clinical Variables ≤36 Days

Hospitalizations

N=3,254

(97.57%)

>36 Days

Hospitalizations

N=81

(2.43%)

Total

Hospitalizations

N=3,335

(100%)

Statistical Test

Probability

Psychiatric Diagnosis (ICD-9-CM) at Discharge, n (%)*

Schizophrenia and other psychotic disorders 1,139 (35%) 42 (52%) 1,181 (35%) Pearson Chi2=17.24

p=0.045Bipolar disorder 570 (18%) 14 (17%) 584 (18%)

Anxiety disorders 249 (8%) 1 (1%) 250 (7%)

Mental retardation 120 (4%) 3 (4%) 123 (4%)

Dementia and organic psychosis 160 (5%) 2 (2%) 162 (5%)

Personality disorders 438 (13%) 11 (14%) 449 (13%)

Substance, drugs and alcohol abuse 240 (7%) 4 (5%) 244 (7%)

Adjustment disorders 142 (4%) 0 (0%) 142 (4%)

Other disorders 94 (3%) 4 (5%) 126 (4%)

No psychiatric diagnosis 28 (1%) 0 (0%) 28 (1%)

Destination at Discharge, n (%)**

General practitioner 230 (7%) 8 (10%) 238 (7%) Pearson Chi2=13.02

p=0.023Community outpatient service 1,572 (48%) 40 (49%) 1,612 (48%)

Transfer to other psychiatric wards 827 (25%) 10 (12%) 837 (25%)

Transfer to non-psychiatric wards 42 (1%) 2 (2%) 44 (1%)

Protected facilities 213 (7%) 11 (14%) 224 (7%)

More than one outpatient community service 275 (8%) 7 (9%) 282 (8%)

Therapeutic and Rehabilitative Programs at Discharge, n (%)

With practitioner 910 (28%) 7 (9%) 917 (27%) Pearson Chi2=29.89

p=0.000With one community outpatient service 1,450 (45%) 31 (38%) 1,481 (44%)

With more than one community outpatient service 894 (27%) 43 (53%) 937 (28%)

Notes: *2% data not available; **4% data not available.
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psychiatric-delayed discharges, as the first studies on this

phenomenon highlighted.7,10,13 Nevertheless, we have to

put in evidence that, in our study, this variable did not

show any significant correlation with the LOSs. Among

demographic variables, apart from the above-reported

data, only increased age showed a significant, positive

but weak, correlation with the LOSs, confirming only in

part the results of other authors.14 All our other results

Table 4 Variables Statistically Significantly Related to Dependent Variable, Length of Hospitalization (Stepwise Multiple Linear

Regression)

Variables Coeff. Standard

Error

p-value Confidence Interval

95%

Age 0.06 0.013 0.000 0.03; 0.08

Modality of Admission (Voluntary)*

Compulsory 2.29 0.42 0.000 1.46; 3.13

Psychiatric Activities (Clinical Interview with Patient Alone)*

Clinical interview with patient+caregivers 4.32 0.40 0.000 3.52; 5.11

Clinical interview with patient+ caregivers +other professionals 2.52 0.75 0.001 0.88; 3.79

Rehabilitation Programs During the Hospitalization (Absent)*

With staff of ward 7.08 0.91 0.000 5.29; 8.86

With staff of other services 2.11 0.42 0.000 1.29; 2.94

Aggressiveness During the Hospitalization (Absent)*

Moderate 1.08 0.51 0.035 0.07; 2.09

Severe (with need for restraints and/or interventions of hospital security guards) 4 0.7 0.000 2.63; 5.37

Psycho-Pharmacotherapy (Monotherapy)*

Polytherapy 2.4 0.49 0.000 1.44; 3.36

Routes of Drug Administration (Oral)*

Parenteral/more than one route 2.41 0.44 0.000 1.55; 3.27

Destination at Discharge (General Practitioner)*

Transfer to other psychiatric wards −2.99 0.77 0.000 −4.51; −1.46

Therapeutic and Rehabilitative Programs at Discharge (With Practitioner)*

With one community outpatient service 2.28 0.49 0.000 1.32; 3.23

With more than one community outpatient service 4.81 0.55 0.000 3.72; 5.89

Note: * Reference category.

Table 5 Variables Statistically Significantly Related to the Longest Hospitalizations (Stepwise Multiple Logistic Regression)

Variables Coeff. Standard

Error

p-value Confidence Interval 95%

Rehabilitation Programs During the Hospitalization (Absent)*

With ward staff 1.81 0.45 0.016 1.12; 2.95

Aggressiveness During the Hospitalization (Absent)*

Moderate 2.33 0.58 0.005 1.25; 3.63

Severe (with need of restraints and/or interventions of hospital security guards) 3.44 1.05 0.000 1.88; 6.26

Routes of Drug Administration (Oral)*

Parenteral/more than one route 1.95 0.46 0.005 1.22; 3.11

Therapeutic and Rehabilitative Programs at Discharge (With Practitioner)*

With more than one community outpatient service 5.3 2.61 0.001 2.01; 13.93

Note: * Reference category.
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indicate that risk factors for long stays were mainly repre-

sented by clinical and organizational variables. The

pathologies in the group of patients with the longest hos-

pitalizations were serious and potentially disabling, such

as schizophrenia and other psychotic spectrum disorders,

in accordance with data reported in the literature.9,34

The factors which conditioned the LOS were consti-

tuted by complex psychiatric activities during hospitaliza-

tion and at discharge involving of family members or

caregivers, pharmacological therapies administered by

multiple routes, intensive rehabilitation programs provided

by ward staff and/or other services, and both mild and

severe aggressive behavior. Altogether, these clinical and

organizational variables indicate that patients who remain

hospitalized for a very long time are characterized by

multiple care needs closely related to the severity of psy-

chiatric pathologies and not to organic comorbidities or

social disadvantage. As suggested by other Authors, in

investigating long-stay phenomenon, special attention

should be given to indicators of illness severity, repre-

sented by functioning scale scores, length and number of

previous hospitalizations, employment, marital and hous-

ings status.18

In particular, among the longest hospitalizations, the

presence of aggressiveness, either moderate or severe, and

the need for complex therapeutic treatment during the

hospitalizations were the statistically significant condition-

ing factors of hospitalization prolongation, in line with the

results of other authors who highlighted that violence

during the hospitalization as well as high number of med-

ical conditions requiring medication could prolong the

period of stays.35

Aggressiveness, which was particularly frequent among

the patients with the longest hospitalizations in our and

other studies,14,18 could represent a severe and acute symp-

tom of many psychiatric disorders, often responsible for

hospital admission, frequent readmissions3 and, according

to other research,36 for the frequent aggressions towards

staff, in particular nurses,37 in a psychiatric setting. The

observation of serious and potentially dangerous aggressive

behavior among patients with long-term hospitalizations

corresponded with the data of the higher frequency of

compulsory treatment in this group, which suggests the

lack of illness awareness and behavior control among

these patients. This result indirectly confirms that compul-

sory treatment does not reduce length of inpatient stay,26 but

it can represent an indicator of illness severity in psychiatry

and a potential predictor of the long stay, as some Italian

authors highlighted.38,39 We can hypothesize that aggres-

siveness itself could justify the difficulty in discharging

patients, especially when it starts a sort of vicious cycle of

aggressive escalation, that can trigger pathological depen-

dence of patients on the institution.

Regarding the discharge modalities, as some authors

have already highlighted,3,40,41 our patients with the long-

est hospitalizations needed to be sent to protected facilities

for implementing complex programs carried out by more

than one community service, probably due to the severity

of clinical conditions and functioning abilities.

The variables significantly related to the length of psy-

chiatric hospitalizations indicate that the severity of symp-

toms, which often leads to difficulties in socio-relational

functioning and adherence to care, can also lead to the risk

of extended hospitalizations, requiring the involvement of

a wide range of therapeutic, care and rehabilitation programs.

Therefore, we hypothesize that, for preventing the long-stay

phenomenon, the same Intensive Case Management pro-

vided by mental health service for satisfying the unique

combination of health and social care needs of people with

severe mental illness, as recently highlighted by a Cochrane

review,42 could be effective.

In accordance with other authors, our results show that

length of stay is “multifactorially” determined. More stu-

dies evaluating factors that lengthen hospital stay are

needed to implement more appropriate and tailored treat-

ments in psychiatric services.24,41 Understanding this phe-

nomenon has not only organizational and economic but

also clinical, ethical and social relevance, as evidenced by

most authors.43 The identification of factors associated

with long hospitalization makes it possible to organize

more appropriate therapeutic programs, reducing the eco-

nomic burden on health care and, at the same time, the risk

of psychological and physical complications for patients.

Limitations and Strengths
This study has a number of limitations. The retrospective

methodology did not allow us to infer any causality and

needs prospective research to be confirmed. The selection

of variables was conditioned by their database availability,

due to the retrospective design, and were not chosen

according to a risk model based on a prospective research

design. Future research on this topic, based on the results

of this and other studies, will be able to build a reliable

theoretical model, that will drive the search. Moreover, its

results cannot be extrapolated to other psychiatric services.

In particular, the generalizability of their findings is
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limited due to the important role that context plays in

determining length-of-stay in psychiatric wards in Italy.

Nevertheless, this study analyzed many variables in

a large sample, for a sufficiently long observation period,

providing data from Italian psychiatric services to add to

the international body of literature, suggesting risk factors

that could potentially be addressed with the right kind of

outpatient programs.

Further prospective studies, which takes into consid-

eration the correlations highlighted by this research, could

deepen our knowledge of the long-stay phenomenon.

Conclusions
We conclude by suggesting that the most prolonged hos-

pitalizations in an acute psychiatric ward can be related to

clinical features of illness severity as well as maladjust-

ment or social drift condition, which, in turn, could be

induced by serious and chronic mental illnesses.

More tailored health community programs aimed at

reducing this new chronicity could permit us to improve

the quality of life of these patients, reducing, at the same

time, the economic and social consequences of still unre-

solved pathologies.

Finally, we can conclude by indicating that health

treatments and policies, in order to provide a real eco-

nomic return and quality of life in the long term, should be

mainly addressed to the needs of each patient. We hope to

have deepened the understanding of the determinants of

long psychiatric stay, contributing to the appropriateness

of treatments and care in psychiatry.
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