REPORT | November 2018

SYSTEMS
UNDER
STRAIN
Deinstitutionalization in New York State and City
Stephen Eide
Senior Fellow

Systems Under Strain

About the Author
Stephen Eide is a senior fellow at the Manhattan Institute and a contributing editor to City Journal.
His work focuses on public administration, public finance, political theory, and urban policy. His
writings have been published in Politico, Bloomberg View, New York Post, New York Daily News,
Academic Questions, The Weekly Standard, Wall Street Journal, and City Journal.
Eide was previously a senior research associate at the Worcester Regional Research Bureau.
He holds a B.A. from St. John’s College in Santa Fe, New Mexico, and a Ph.D. in political philosophy
from Boston College.

2

Contents
Executive Summary...................................................................4
The Decline of New York’s Inpatient Mental
		 Health-Care System..................................................................5
Why New York’s Inpatient Mental Health System
		 Is Still Declining.........................................................................6
Pressures on Other Service Systems.........................................7
Conclusion..............................................................................13
Endnotes.................................................................................16

3

Systems Under Strain

Executive Summary
In the 1950s, public mental health-care systems in New York and across the U.S. began shifting focus from inpatient to outpatient modes of treatment, a process often referred to as “deinstitutionalization.” Much of the public
is familiar with its basic outlines. What’s less well known is that, in some jurisdictions, deinstitutionalization is
an ongoing process.
Under the “Transformation Plan” for New York State’s Office of Mental Health (OMH), Governor Andrew
Cuomo’s administration has been working to reduce both the average daily census and the total number of beds
in state psychiatric centers. In the words of the Cuomo administration, by “reduc[ing] the need for unnecessary inpatient hospitalizations” and relying more on outpatient mental health services provided in a community
setting, the Transformation Plan is designed to achieve the “better care, better health and better lives for those
whom we serve—at lower costs.”1
In New York and elsewhere, many past deinstitutionalization initiatives were criticized for poor planning and execution. Cognizant of this history, and the risks involved with trying to treat serious mental illness in a community setting, OMH has tracked the progress of the Transformation Plan. Regularly issued reports have documented
how much state government has invested in housing and other programs in recent years as public psychiatric
centers’ bed count has declined.
But investment in community services—while necessary to address untreated serious mental illness—is not a
sufficient measure of success. To gauge whether the Transformation Plan has been successful, it’s important to
examine the experience of other service systems that are also responsible for the mentally ill, to determine how
they have fared. This report focuses on New York City and its related service systems: criminal justice, homeless
services, and city hospitals.

Key findings
	Non-forensic state psychiatric centers in New York City lost about 15% of their total adult bed capacity during
2014–18, while the average daily census declined by about 12%.
	During 2015–17, the number of seriously mentally ill homeless New Yorkers increased by about 2,200, or 22%. In
response, city government opened six new dedicated mental health shelters between Fiscal Year (FY) 2014 and
FY 2018.
	Spending on such shelters, which numbered 28 as of the end of FY 2018, has grown every year since FY 2014
and currently stands at about $150 million. There are more beds in mental health shelters in New York City than
the combined total of adult beds in state psychiatric centers and psychiatric beds in NYC Health + Hospitals
facilities.
	The number of “emotionally disturbed person” calls responded to by the New York City Police Department has
risen every year since 2014. The number of seriously mentally ill inmates in New York City jails is now higher than
in 2014.
	Both state- and citywide, more psychiatric-care beds are located in general hospitals than in the traditional
network of state psychiatric centers. But due to the financial pressures that many general hospitals face, they are
unlikely to expand their systems of inpatient psychiatric care, and some have already reduced capacity.

Thus, as New York State has cut its inpatient psychiatric bed count, pressures have increased at the local level
while the promise of better treatment at a lower cost has yet to be fulfilled. These findings cast doubt on the prudence of reducing inpatient mental health care at a time when untreated serious mental illness—a problem for
which state beds are one of the essential resources—is not under control.
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Deinstitutionalization in New York State and City
The Decline of New York’s Inpatient
Mental Health-Care System
In 2017, the most recent year for which survey data are available, 139,403 seriously mentally ill
adults statewide and 72,363 in the New York City region were served by public mental health programs.2 These numbers represent small fractions of the total seriously mentally ill adults in the
state and city (865,000 and 239,000, respectively).3
New York State’s public mental health-care system comprises thousands of programs that are directly operated by the Office of Mental Health (OMH) or are regulated by it.4 The annual cost, including the many locally operated and funded programs, is over $6.5 billion.5 Half of that amount
funds inpatient mental health care.6 Inpatient mental health care is provided mainly through 24
state psychiatric centers—nine of which serve exclusively children or adults involved with the
criminal-justice system (“forensic” facilities)7—which are run directly by OMH; and about 100
programs run by general hospitals, such as Bellevue (operated by NYC Health + Hospitals, a city
agency) and New York Presbyterian (a nonprofit hospital). A small number of inpatient psychiatric-care programs are run by “Article 31” private hospitals, such as Gracie Square on Manhattan’s
Upper East Side, which are exclusively licensed to provide behavioral health care.
Over the decades, New York’s inpatient mental health-care system has experienced major changes.
First, it is dramatically smaller than it once was. At present, the total adult inpatient census in the
state psychiatric network, excluding forensic cases, numbers 2,267; in 1955, it numbered 93,314.8
This trend parallels trends nationwide: according to the National Association of State Mental
Health Program Directors, about 38,000 patients are in inpatient public psychiatric hospitals in
the U.S., down from 559,000 in 1955.9 As noted, the shift to an outpatient-oriented approach to
the treatment of mental illness from the inpatient-oriented system that existed before the 1950s
is often referred to as “deinstitutionalization.”
As America’s most populous state from 1810 to 1970 and one with a traditionally robust commitment to social programs, New York’s inpatient mental health-care system has long been substantial, constituting 17% of the nation’s total beds at the peak of the pre-deinstitutionalization era.10
Pilgrim State Hospital on Long Island (now the Pilgrim Psychiatric Center) was the country’s
largest when it opened in the 1930s, and would reach a census of nearly 14,000 patients at its
peak.11 Decades ago, it was common for patients of state mental institutions to remain there for
years, and even decades. At present, though, New York’s 15 state psychiatric centers for non-forensic adult patients are home to only 1,203 “long stay” cases who have been hospitalized for a
year or more, with 529 in New York City.12
In New York and across the U.S., state governments’ shift away from massive mental institutions
was intended to provide improved outpatient treatment. In the early 1980s, state mental health
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agencies spent one-third of their budgets on community services; now that figure is about three-fourths.13
Between 1986 and 2014, when measured as a share of
total mental health expenditures, inpatient care declined from 41% to 16% of the budgets of state mental
health agencies.14
Over the years, many new services and programs were
developed to connect the mentally ill with treatment
while they lived in a noninstitutional setting. Examples
include community mental health centers, supportive
housing, assertive community treatment, and assisted
outpatient treatment. On the campuses of state psychiatric centers, hundreds of beds formerly classified as
inpatient have been converted into residential treatment beds. Mentally ill individuals are still living on
the campus and receiving treatment but are free to go
as they please.15
The use of civil commitment to involuntarily place
individuals into an inpatient psychiatric treatment
program is regulated by state law. New York is regarded as having one of the strictest civil commitment standards of any state.16 In accordance with the 1999 U.S.
Supreme Court decision Olmstead v. L.C., the state is
legally required to treat mentally ill individuals in the
“least restrictive” setting.17
The inpatient mental health-care system in New York
has changed in character over the decades, in addition
to being smaller. General hospitals are much more important providers of inpatient psychiatric care than
they were in the 1950s.18 Throughout the second half of
the 20th century, psychiatric bed counts in general hos-

FIGURE 1.

Adult Inpatient Beds, July 2018
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Source: Author’s calculations based on OMH monthly reports. Figures do not include
forensic beds.
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pitals and state psychiatric centers moved on different
trajectories. Between 1970 and 1998, a period during
which traditional state mental institutions shed tens of
thousands of beds, general hospitals gained thousands
of psychiatric-care beds.19 Nationwide, general hospitals now account for about a third of all psychiatric
beds; the proportion is even higher for adult beds in
New York (Figure 1).20 In New York State, the roughly
100 “Article 28” facilities (general hospitals) operate
4,676 beds, compared with 2,336 beds in state-operated adult psychiatric centers.21

Why New York’s
Inpatient Mental Health
System Is Still Declining
Surveys of psychiatric bed counts nationwide have
consistently found that, while New York’s inpatient
mental health-care system is smaller than it once was,
it remains robust compared with the rest of the U.S.22 A
2017 survey of mental health treatment facilities by the
federal Substance Abuse and Mental Health Services
Administration (SAMHSA) found that New York was
one of only 10 states with at least 10 public psychiatric
hospitals and one of only four with 50 or more general
hospitals with psychiatric units.23
A 2017 report by the National Association of State Mental
Health Program Directors estimated that New York was
home to 55.3 total psychiatric inpatient beds per 100,000
population, the third-highest in the U.S.24 A 2016 report
by the Treatment Advocacy Center that focused on state
psychiatric hospital beds per 100,000 population found
that New York ranked eighth in the nation.25 An analysis
of 2015 data by researchers affiliated with the University of Southern California’s Schaeffer Center for Health
Policy & Economics found that New York tends to hospitalize more mentally ill individuals—and for longer—than
most other states.26
New York’s above-average commitment to inpatient
mental health care does not appear to come at the expense
of its commitment to outpatient mental health care. New
York ranks higher than almost every other state in measures of spending on outpatient mental health services
and mental health care in general.27 Data maintained by
the U.S. Department of Housing and Urban Development
show that New York State has more permanent supportive housing units, on a per-capita basis, than any other
state.28 New York City offers one of America’s most robust
networks of alternatives to incarceration,29 which divert
low-level offenders from jail and into treatment in the

FIGURE 2.

FIGURE 3.

Funded Beds in Adult Psychiatric Centers,
2014 vs. 2018
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Source: Author’s calculations based on OMH monthly reports. April is the beginning of
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community. The state’s Kendra’s Law program—assisted
outpatient treatment that places mentally ill individuals
with a history of noncompliance with treatment into a
court-ordered treatment program—is widely regarded as
the most effective program of its kind in the U.S.
Though coverage is uneven throughout the state, New
York boasts a higher concentration of mental health professionals than other states.30 Total mental health treatment facilities, as surveyed in the 2017 SAMHSA report,
numbered 843, second only to California. On a per-capita
basis, SAMHSA data show that New York is home to 2.4
outpatient mental health facilities per 100,000 population, ninth-highest among states.31 A 2017 analysis by E.
Fuller Torrey and the Manhattan Institute’s D. J. Jaffe
found that spending on mental health-care programs
represents a larger share of New York’s budget than that
of all but three states.32
But what some mental health advocates view as an
asset—an above-average count of psychiatric-care beds
per capita, by national standards—the Cuomo administration views as a liability. Accordingly, OMH has been
working to reduce the use of inpatient mental health care
by trimming bed counts and the average daily census
(Figures 2 and 3).33 The inpatient census in state psychiatric centers for adults in New York State, already
more than 90% below its peak in the 1950s, dropped by
368 (14%) between 2014 and 2018. In New York City, the
decline has been 138 (12%). Budgeted capacity statewide
has declined by 531, or 19% (for the state), and 183, or
15% (for the city), during the same span.
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Source: Author’s calculations based on OMH monthly reports. Figures do not include
forensic beds.

What OMH terms its “Transformation Plan” began to be
implemented in FY 2015.34 Initially, the Cuomo administration had proposed closing certain state facilities, but it
backtracked in the face of political opposition.35 OMH’s
plan is focused on state-run psychiatric centers, which
serve only 1% of all beneficiaries of public mental health
services but account for 20% of all expenditures in the
system.36 (The situation with general hospitals, which are
not directly affected by the Transformation Plan, is discussed below.)

Pressures on Other
Service Systems
OMH releases monthly reports that document
spending on outpatient services and explain the cost
and nature of its expenditures on a community-bycommunity basis.37 But to understand if New York is
truly making progress in addressing the challenge
of untreated serious mental illness, a closer look is
necessary. That is the approach taken by Kendra’s Law.
When Kendra’s Law was first enacted in the late 1990s,
the concept of assisted outpatient treatment was new
and controversial. Accordingly, the state mandated a
rigorous program of monitoring that tracked outcomes
such as homelessness and incarceration.38 This has
enabled researchers to document the success of
Kendra’s Law.39 OMH’s oversight regimen for Kendra’s
Law also provides a model for how any program for
seriously mentally ill individuals should be tracked.
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FIGURE 4.

FIGURE 5.

Trends in Seriously Mentally Ill (SMI)
Homeless in New York City, 2013–17

Beds in Mental Health Shelters vs. Beds in
State Psychiatric Centers and NYC Health +
Hospitals, New York City, 2018
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Homelessness
Most of the city’s homeless population consists of families with children, and the extreme scarcity of rental
apartments affordable to low-income New Yorkers is a
leading cause. However, the number of seriously mentally ill homeless individuals, unsheltered and sheltered, has been rising in New York City (Figure 4).
As part of the assessment process, all entrants into
the city’s homeless shelters receive a psychiatric evaluation. Many of those found to have serious mental
illness are placed in a mental health shelter based on
the recommendations of Department of Homeless
Services (DHS) staff. Mental health shelters provide
homeless single adults with on-site behavioral health
and medical services, as well as linkages to further care
in the community. The on-site behavioral-health services include individual and group therapy, medication
management, and substance-abuse treatment.
At the end of FY 2018, New York City was operating
28 mental health shelters, a total capacity of 3,506
beds.40 Though they don’t provide true “inpatient”
care, mental health shelters have become one of the
most substantial components of the public mental
health-care system in the city, where total beds in
mental health shelters exceed the combined total of
adult beds in state psychiatric centers and inpatient
psychiatric-care beds in the NYC Health + Hospitals
system (Figure 5).
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From FY 2014 to FY 2018, New York City opened six
new mental health shelters: Julio’s Place and Pam’s
Place, both run by Acacia; Prospect Place and Delta
Manor, both run by the Center for Urban Community Services; East Tremont, run by the Neighborhood
Association for Inter-Cultural Affairs; and The Renaissance, run by Services for the Underserved. (See Appendix for a list of all shelters, along with their bed
counts and budgets.) Figure 6 shows that the city’s
spending on mental health shelters has risen every
year since FY 2014 and now stands at $150 million.

Criminal Justice
Deinstitutionalization has sometimes been described,
critically, as “trans-institutionalization”: when the
outpatient-oriented mental health-care system failed
to provide adequate treatment for the seriously mentally ill, other government agencies were forced to
bear a greater responsibility for addressing mental
illness–related challenges. This effect is perhaps
nowhere clearer than with respect to the criminal-justice system. Every state is home to a jail that hosts a
larger population of seriously mentally ill individuals
than is kept at the largest state psychiatric hospital in
that same state.41
Figure 7 shows the situation in New York. (The
Rockland Psychiatric Center currently has the largest
census of all state psychiatric centers; Creedmoor has

the largest census of any state psychiatric center in
New York City.)42 In New York, three state hospitals
that were closed in the 1980s and 1990s (Gowanda
State Hospital, Willard State Hospital, and Marcy
State) were turned over for use by the state Department of Corrections and Community Supervision.43
Untreated serious mental illness contributes to public
disorder in New York City. Consider several examples. In May 2015, over a stretch of three days, David
Baril was arrested for assaulting four people with a
hammer, including a police officer.44 Baril had been
diagnosed for paranoid schizophrenia and, months
before the assaults, had discharged himself from a
group home for mentally ill adults. In July 2017, he
was sentenced to 22 years in prison. In January 2016,
Anthony White, a resident of a mental health shelter
in Harlem, slit the throat of another shelter resident,
Deven Black, killing and almost decapitating him.45
The body of White, who had previously been hospitalized several times for psychiatric care, was later found
in the Hudson River after his apparent suicide.
On a single afternoon in September 2018, Rickey
Hayes robbed a Chinatown liquor store and assaulted the clerk, then robbed a shoe store in Greenwich
Village and assaulted two employees there, one of
whom was an 88-year-old woman. He was finally arrested trying to shoplift at Macy’s in Herald Square.46
In speaking to reporters the next day, Hayes said:

“I didn’t take my medication” (he had been taking
Abilify, an antipsychotic drug).
In July 2018, Marcus Gomez, who had recently left
the Creedmoor State Psychiatric Center, repeatedly
stabbed a home health aide who had been caring for
his grandmother.47 In September 2018, a four-year-old
boy was thrown to his death off a seven-story building
in Midwood, Brooklyn.48 The perpetrator was Shawn
Smith, the victim’s brother, a schizophrenic who had
been hospitalized for psychiatric treatment in July
at Kings County Hospital but had stopped taking his
medication. In explaining his motivations for the act,
Smith said that he “wanted to see if God could protect
the kid.”
In October 2018, David Aleer, an “emotionally disturbed homeless man,” approached a 64-year-old man
in Bryant Park and repeatedly beat him with a bike
lock.49 The victim survived the attack but required
hospitalization for his broken hands, eye socket, and
major head laceration. David Felix, Deborah Danner,
and Saheed Vassell were three seriously mentally ill
individuals who died in violent altercations with the
NYPD—in April 2015, October 2016, and April 2018, respectively.50 NYPD Officers Rafael Ramos and Wenjian
Liu were shot to death by an individual with a history
of mental illness in December 2014, as were officers
Brian Moore and Miosotis Familia in May 2015 and
July 2017, respectively.51 These are not the only mental

FIGURE 6.

FIGURE 7.

New York City Spending on Mental Health
Shelters, FY 2014–FY 2018
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FIGURE 8.

FIGURE 9.

“Emotionally Disturbed Person” Calls for
Service to NYPD, 2014–17
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illness–related tragedies that have been covered in
the local news in the past five years.

Punitive Segregation) that provide behavioral-health
services to inmates with psychiatric disorders.

The burden of untreated serious mental illness on
the criminal-justice system may be quantitatively expressed in at least two ways: “emotionally disturbed
person” calls for service; and the high rate of serious
mental illness among jail inmates. Figure 8 shows
that, in New York City, the number of police responses to “emotionally disturbed person” calls has grown
every year since 2014, when OMH’s Transformation
Plan began. Figure 9 shows that the number of seriously mentally ill inmates in city jails is higher now
than in FY 2014.

Through a combination of low levels of crime and political pressure to reduce the use of incarceration, the
average daily population in New York City jails has
declined from 22,000, in the early 1990s, to fewer
than 9,000 today.54 The Rikers Island jail complex
is planned to be closed by 2027, to be replaced by a
network of borough-based correctional facilities.55
Some mental health advocates, such as journalist
Alisa Roth, have raised doubts that adequate consideration is being given to the unique needs of the
seriously mentally ill inmate population.56 “De-incarceration” appears to be already contributing to the
persistently rising numbers of homeless single adults
in New York City.57

City officials have responded to the mental health
burden on its criminal-justice system in several ways.
Many “alternative to incarceration” programs, such
as mental health courts, divert low-level offenders out
of jail and into probation-style treatment regimens.
Indeed, as noted, New York City is said to offer one of
the most robust networks of alternatives to incarceration in the U.S.52
The NYPD’s Crisis Intervention Training program is
by now likely the largest in the nation, having trained
almost 10,000 patrol officers since 2015 in how to
“deescalate” encounters with emotionally disturbed
individuals.53 On Rikers Island, hundreds of corrections officers have also received crisis-intervention
training; since 2013, the jail has also launched two
separate initiatives (the Program for Accelerating
Clinical Effectiveness and the Clinical Alternative to
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Mayor de Blasio’s “comprehensive” mental health initiative, Thrive NYC, has been criticized for its inattention to the unique challenge of untreated serious
mental illness.58 Though the de Blasio administration
has often claimed that the program will address all
manner of mental disorders, from the mild to the
serious, Thrive NYC is best seen as an attempt to
provide mental health care to disadvantaged populations, with “disadvantage” understood in a socioeconomic sense. Providing mental health services to
populations that are disadvantaged by virtue of their
mental illness is a different challenge.

City Hospitals
Deinstitutionalization had several causes. Within the
state context, one motivation was to transfer at least
some of the burden of psychiatric care to the local
level.59 One result of increased local responsibility was
a greater role for inpatient psychiatric care assumed
by general hospitals, which, as noted, were not major
providers of inpatient psychiatric care before deinstitutionalization.60 At present, there are about four times
as many facilities that provide inpatient mental health
care in the general hospital network than state psychiatric centers;61 there are also more total beds in the
general hospital network (Figure 1).
In terms of the roles that state psychiatric hospitals
and general hospitals play in the mental health-care
system, at least two important differences exist. First,
state psychiatric centers are intended to provide longer-term care. General hospitals take patients in acute
crisis and discharge them within a few days or weeks.
As noted, New York’s 15 state psychiatric centers for
non-forensic adult patients are currently home to 1,203
long-stay patients who have been hospitalized for a
year or more, 529 of whom are in New York City.62 In

terms of the average daily census, that means slightly
more than half the adult psychiatric-center population,
in the facilities in New York City and statewide, are
long-stay cases.63 State psychiatric centers also have
chief responsibility for treating extremely difficult or
“specialized” cases, such as the criminally insane and
sex offenders.64
The second important difference is that inpatient
mental health care is funded differently at general
hospitals, compared with state psychiatric centers.
The latter are classified by the federal government as
Institutions for Mental Diseases (IMD). An IMD is an
inpatient facility with more than 16 beds, over half of
whose patients are seriously mentally ill. Such facilities cannot bill Medicaid for the cost of care for people
between the ages of 22 and 64. General hospitals, by
contrast, are eligible for Medicaid funding.
General hospitals’ different financial structures played
a major role in why they emerged as a vital source of
inpatient psychiatric care over the latter decades of the
20th century, as state bed counts declined. But general
hospitals ceased expanding their inpatient psychiatric
capacity about 20 years ago. Between 1970 and 1998,
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the number of psychiatric beds in general hospitals nationwide rose from about 21,000 to nearly 55,000, but
has since declined to 40,000.65
As is the case across the health-care industry and in
many jurisdictions, New York is working to reduce
the use of hospitals for all forms of care. In 2014,
the Cuomo administration announced plans for the
joint state-federal Delivery System Reform Incentive
Payment (DSRIP) program, to reduce “avoidable hospital use,” including for mental health care, by 25%
over five years for Medicaid patients.66 OMH has described the Transformation Plan as “consistent with …
ongoing reforms in health care policy and financing”
that are designed to respond to how “the market for
health care services becomes more consumer-directed,
integrated and community-oriented.”67
NYC Health + Hospitals is the leading provider of
inpatient psychiatric care in the city.68 The 11 NYC
Health + Hospitals facilities that provide inpatient
psychiatric care for adults are host to 1,218 beds for
that purpose, a total that exceeds the number of beds
at state psychiatric centers in the city (1,058).69 A 2017
analysis by the New York State Nurses Association
found that NYC Health + Hospitals facilities accounted
for only 20% of total staffed hospital beds in New York
City, but 40%–60% of all discharges for serious mental
disorders.70

Voluntary as well as NYC Health + Hospitals facilities
can bill Medicaid for inpatient psychiatric services. Yet
such services are reimbursed at rates that are lower
than those for other procedures, such as major surgeries, and lower than what hospitals claim is the cost to
provide them.73 Hence, for example, the controversy
of New York Presbyterian Hospital’s plan to “decertify”74 30 psychiatric beds at its Allen Hospital facility,
beds that serve about 600 patients a year, and instead
devote that capacity to “updat[ing] our Labor and Delivery and Neonatal Intensive Care Units (NICU) and
expand[ing] our surgical capacity.”75 A petition to stop
the closure of Allen Hospital has attracted more than
1,000 signatures.76 Dozens of hospitals have closed
during the past 20 years across the state, many of
which provided psychiatric care.77
NYC Health + Hospitals has long faced fiscal challenges
due to factors such as treating hundreds of thousands

FIGURE 10.

FIGURE 11.

Psychiatric Beds in General Hospitals,
New York State and City, 2014 vs. 2018
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The demand for inpatient psychiatric care at NYC
Health + Hospitals facilities has been growing,71
perhaps because of recent reductions in that service
at the city’s voluntary hospitals. A 2017 report by New
York City’s Independent Budget Office found that psychiatric hospitalizations at NYC Health + Hospitals
facilities increased by about 4,000, or 20%, between
2010 and 2014. During the same period, mental health
hospitalizations at the city’s voluntary hospitals fell by
about 5%.72

0
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New York City

Source: Author’s calculations based on OMH monthly reports

of patients each year who have no health insurance.
Its deficit, already about $1 billion, is projected to
almost double within the next five years as a result of
cuts mandated by the Affordable Care Act to so-called
Disproportionate Share Hospital (DSH) payments.78

the problems created by deinstitutionalization, they are
now contributing to the problem. Figure 10 shows
the trend in recent bed reductions at general hospitals.
Figure 11 shows the trend for all adult inpatient psychiatric beds in New York State and City.

Since the 1980s, public safety-net hospitals have received DSH payments from the federal government
to compensate them for the care that they provide to
Medicaid and uninsured patients. State government
decides how to apportion these payments among hospitals. Though they’ve been repeatedly delayed, the
looming DSH cuts have been a main focus of every
recent report about financial strain at NYC Health +
Hospitals.79 (Voluntary hospitals are also major recipients of DSH payments.) Their bearing on psychiatric care—as well as that of NYC Health + Hospitals’
finances more generally—is indirect but significant.
These fiscal pressures will make city hospitals and
voluntary hospitals less well positioned to compensate for the state’s retreat from public inpatient psychiatric services.

Conclusion
What is the demand for inpatient psychiatric care in
New York? Are the seriously mentally ill accessing the
care that they need? Both OMH and representatives
of general hospitals have recently spoken about excess
capacity in, and expense associated with, New York’s
inpatient mental health-care system.80 But a seriously
mentally ill individual lost in the depths of delusion
and in need of inpatient treatment is not always going
to ask for inpatient treatment. The number of seriously
mentally ill individuals who are in jails or homeless is
rising. And the sheer volume of mental illness–related
tragedies that continue to make headlines attest that
New York’s mental health-care system is failing to
connect many individuals with treatment that’s intensive
enough to properly address their psychiatric disorders.

Essentially two processes of deinstitutionalization are
taking place, affecting state and general hospitals. These
processes are being driven by different financial forces
and, to some extent, affect different aspects of the inpatient mental health-care system. Still, the official justifications are essentially the same: better care at a lower
cost. Although general hospitals, for a time, helped solve

As mentioned, New York City’s state psychiatric
centers are home to only 529 long-stay cases.81 About
three times that number of seriously mentally ill individuals are living on city streets and 20 times that

FIGURE 12.
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number in the shelter system (Figure 4). Is it possible
that at least some of the thousands of seriously mentally ill homeless New Yorkers would benefit from a long
stay in a psychiatric center? If so, state government
should make a priority of expanding access to its inpatient mental health-care system instead of trying to
reduce reliance on that system. Broadly speaking, reducing unnecessary levels of dependence on expensive
government programs is a worthy goal. In the case of
the mental health-care system, however, the more appropriate goal should be to increase use of the public
safety net—even if that means a greater burden on the
budgets of mental health-care agencies and general
hospitals.
New York can claim many distinctions in the area
of mental health. The 1890 State Care Act asserted
the state’s responsibility over the burden of treating
serious mental illness, making that challenge a top
priority of the public sector.82 In the mid-20th century,
New York’s community-oriented approaches to treatment were widely emulated.83 The national reputation
of Kendra’s Law has been noted. But with respect to
OMH’s Transformation Plan, the state is seeking to be
more of a follower on mental health care. While New
York’s bed count, by any measure, is higher than the
U.S. average, the U.S. average is still far below that of
other developed nations (Figure 12).
Despite rhetoric over “transforming” mental health in
New York, state government’s current approach bears
much resemblance to plans that have been under way
for decades. The promise of “better care at lower cost”
has been central to the case for deinstitutionalization
from the beginning.84 Deinstitutionalization’s contributions to homelessness and crime, including its
burden on the criminal-justice system, raise questions
about its design, execution, and cost-effectiveness.
Stretching back to the late 19th century, it was state government that had chief responsibility for caring for the
seriously mentally ill. Though local institutions, such
as community hospitals and city government, now
have more responsibility than they did in the 1950s,
their role is still secondary to that of state government.
In short, if increasing access to inpatient mental health
care is seen as central in efforts to address untreated
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serious mental illness, that will have to be more of a
focus of state policymakers than it is for New York’s
mayor and city council.
Under OMH’s Transformation Plan, New York City
lost 183 beds in adult state psychiatric centers during
2014–18 (Figure 2), beds that are designed to meet
the demand for long-term mental health hospitalization. This pales in comparison with the loss of 50,000
beds in the state network from, for example, 1968 to
1978.85 In other words, over the decade prior to the
early 1980s, when New York City began seriously debating homelessness, the state shed almost two-thirds
of its psychiatric bed count in one decade. At present,
criminal-justice and homeless-services systems would
be grappling with the challenge of untreated serious
mental illness had the state bed count been flat across
recent years.
Though the recent reduction in beds may be much
smaller than in past decades, the population that
depends on inpatient psychiatric care is much sicker,
on average, than the population cared for in state hospitals during the early phases of deinstitutionalization.
At that time, as many as one-third of patients were
elderly individuals suffering from dementia. Transferring them to new facilities, such as nursing homes, did
not create significant pressures on other government
agencies.86 But by at least the 1980s, the only individuals in state hospitals were seriously mentally ill individuals, a population that is far more difficult to treat in
a noninstitutional setting than the elderly.
Thus, a 12% drop in the 2010s is not necessarily easier
to manage than a 60% drop in the 1970s—especially
given the fact that general hospitals are no longer increasing their inpatient mental health-care capacity.
Can a community-oriented mental health-care system
maintain responsibility for the seriously mentally ill
without unduly burdening the criminal-justice and
homeless-services systems? By failing to demonstrate
that such a goal is realistic, New York State is putting
patients as well as the public at risk.

APPENDIX.

Mental Health Shelters in New York City, FY 2014–FY 2018
Capacity

Provider

Name

50

Acacia

72

Budget
FY18

FY17

FY16

FY15

FY14

Harry's Place

$2,452,782

$2,463,099

$2,370,883

$2,259,009

$2,264,515

Acacia

Julio's Place

$3,146,057

$3,146,057

$3,070,866

$936,392

N/A

200

Acacia

Pam's Place

$8,735,104

$8,735,104

$2,146,181

N/A

N/A

200

Acacia

The Stadium

$8,021,633

$8,021,633

$7,891,433

$7,215,657

$7,331,801

200

BRC

Jack Ryan
Residence

$8,115,441

$8,097,474

$7,745,375

$7,267,998

$7,206,453

101

BRC

The Boulevard

$4,644,732

$4,644,732

$4,317,005

$4,123,582

$4,058,602

200

CAMBA

Atlantic House

$8,849,506

$8,849,506

$8,642,453

$8,125,078

$8,183,904

39

CAMBA

Broadway House

$6,308,657

$6,308,657

$6,214,805

$5,792,854

$5,955,045

200

CAMBA

Magnolia House

$8,023,346

$8,023,346

$7,808,455

$7,449,521

$7,272,074

100

CAMBA

Park Slope
Armory

$2,949,665

$2,949,665

$2,784,572

$2,788,711

$2,177,487

200

Care for the
Homeless

Susan's Place

$7,567,259

$7,567,259

$7,436,382

$6,817,206

$6,757,945

90

CUCS

Prospect Place

$3,399,484

$1,574,925

N/A

N/A

N/A

101

CUCS

Delta Manor

$5,063,618

$5,069,098

$4,969,582

$1,901,914

N/A

30

HELP USA

HELP Women's
Center - TLC

$5,855,898

$6,160,354

$5,807,743

$5,114,548

$5,223,836

79

Henry Street
Settlement

Henry Street
Women's Residence

$2,407,439

$2,407,439

$2,257,284

$2,184,873

$2,090,968

200

ICL

Tillary

$8,128,083

$8,128,083

$7,781,747

$7,462,547

$7,735,455

80

Lenox Hill Neighborhood House

Park Avenue
Armory

$2,611,566

$2,715,476

$2,507,931

$2,534,753

$2,179,230

162

NAICA

East Tremont

$8,690,736

$9,760,400

$4,919,486

N/A

N/A

108

Project Renewal

Ana's Place

$4,769,166

$4,769,166

$4,719,513

$4,306,475

$2,011,311

200

Project Renewal

Fort Washington
Armory

$6,410,363

$6,410,363

$6,373,861

$4,497,104

$4,102,058

130

Project Renewal

New Providence

$5,322,476

$5,322,476

$5,086,194

$3,277,783

$3,095,218

143

Salvation Army

Kingsboro MICA

$3,814,688

$3,567,451

$3,567,451

$3,376,632

$3,407,065

160

Samaritan Village

Myrtle

$7,339,394

$6,746,267

$6,641,456

$6,283,862

$5,621,189

151

SUS

Blake Avenue

$6,367,921

$6,367,921

$6,025,805

$5,714,885

$5,691,556

200

SUS

The Renaissance

$8,382,788

$8,382,788

$8,165,239

N/A

N/A

20/20

Weston United

Weston TLC

$767,756

$767,756

$767,756

$558,478

$544,921

70

WIN

WIN West

$3,744,725

$3,817,206

$3,307,106

$2,902,896

$2,658,313

TOTAL

$151,890,283

$150,773,701

$133,326,564

$102,892,758

$95,568,946

Source: DHS; figures for Broadway House reflect full budget for 165 beds (39 mental health + 126 general) because budget is not broken out by bed type; figures for HELP Women’s Center –
TLC reflect full budget for 229 beds (30 mental health + 199 for individuals undergoing “assessments,” as described above) because budget is not broken out by bed type. The “20/20” figures
for Weston TLC reflect 20 beds for men and 20 for women; though both are situated on the same site, they are counted here as separate shelters.
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