PAGE  
5

Readmission within Thirty Days on a Psychiatric Unit

Factors Influencing Readmission and

Assessing Readmission as a Valid Quality Indicator

Dwight Jones

Chinook Health Region

SEARCH V

                                      Submitted:

Faculty Advisor:   

Dr. Ann Casebeer

University of Calgary

Acknowledgments:  

Dr. Ann Casebeer, SEARCH Advisor 

Associate Director, Centre for Health and Policy Studies

University of Calgary

SEARCH Faculty Director,

SEARCH Canada

Susan Gloster, SEARCH Manager

Senior Program Director,

Regional Mental Health Program

Chinook Health Region

Contact Information:  Dwight Jones

                                       LRH Auxiliary 4K

                                       960 – 19th St. South,

                                       Lethbridge, Alberta

                                       T1J 1W5

                                       DJones@chr.ab.ca

Abstract:  Readmission Within 30 Days on a Psychiatric Unit; Factors Influencing Readmissions and using Readmission as a Valid Quality Indicator

Readmission rates frequently serve as a quality outcome measure for inpatient psychiatric programs (usually <15% within 30 days).  What interventions are there that can positively affect this rate and thusly, outcomes for the patient?  Downsizing of inpatient programs and pressures to shorten length of stays have placed increased demands on community resources.  A literature search was undertaken to firstly determine if readmission rates within 30 days is a reliable and valid outcome measure, and secondly, to determine what factors influence readmission rates.  Nineteen relevant articles were found.  Readmission rates as a QA indicator is too crude a measurement and subject to many variables.  Those authors who did support it suggest a rate of 15% or less.  Coordination with aftercare, discharge planning, and post-discharge contact have a dramatic effect on readmissions, reducing them by 2 to 4 times.  Bridging strategies, motivational interviewing also hold promise as cost-neutral interventions to reduce readmissions.  Patients learn coping skills best in the environment in which they need them the most – the community in which they live.
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Readmission within 30 Days on a Psychiatric Unit:  

Factors Influencing Readmission and 

Assessing Readmission as a Valid Quality Indicator

1. Question:  What factors influence readmission within 30 days of discharge from an inpatient psychiatric unit and is readmission a valid quality indicator?

2. Context:  

Purpose:  The purpose of this systematic review is to determine what factors influence readmission within 30 days of discharge from an inpatient psychiatric unit and and to determine whether readmission within 30 days is a valid outcome indicator.  This will assist the CHR Mental Health Program in determining what measures to take to reduce the readmission rate to less than 15% and maintain it there and to determine if the readmission rate is valid for the program, given current admission protocols

Background:  The rate of readmission within thirty days has evolved into a commonly accepted performance indicator.  The acceptable rate of readmission is set at 15%, meaning that within a thirty day period, 15% of the admissions in that time are patients discharged in that same time period (3,4)  Lengths of stay have been becoming shorter and shorter, increasing the demands placed on community resources to cope with individuals who are not necessarily ready to live and work in the community (3).  Emergency departments have had the numbers of referrals increase (4).  When large provincial and state hospitals began “down-sizing” during the 1970’s and 80’s, there was a variable response in the community in terms of building in resources to cope with the larger demands placed on them.  A marked increase in homeless ex-psychiatric patients was (and is) the result of not placing enough emphasis on these follow-up resources. In this climate of decreasing resources and a commensurate increase in accountability, administrative measures of outcome have not developed to account for the myriad of variables that affect outcome (1), like readmission rates.  The characteristics of the “revolving door” clients and the repeaters in emergency departments need to be analysed so appropriate interventions can be devised and implemented.  Recidivism may be due to failures in discharge planning and follow-up processes (4).  There is a paucity of information and research on the factors that influence success in discharge and increasing community “tenure” (5).  System characteristics and patient characteristics need to be considered and studied more extensively.

Chinook Health Region Context:  As described in our business plan under Section 1:  Service Delivery; Legislated Responsibility:  Service Delivery, Quality, and Accessibility under Performance Indicators, we are targeting a readmission rate of 10%, which is a further 5% lower than the literature currently suggests, indicating a need to re-evalute our goal of 10% to bring it more in line with the literature.
Table 1    

	Indicator Description


	Numerator ( event or observation being tracked)
	Denominator 

(population at risk)
	Rate 

(Proportion, ratio or %)
	Target

	Number of acute care re-admissions occurring within 30 days of discharge as a proportion of the total number of Psychiatry East and West Units’ separations
	# of re-admissions within 30 days
	total # separations
	% of re-admissions occurring within 30 days
	10%


A typical discharge from the inpatient units results in a copy of the discharge summary being faxed to the local mental health clinic (if the patient consents) to facilitate contact.  Ideally, the patient was “conferenced” and discharge plans were decided upon and referrals and forms completed and submitted to the appropriate agencies.  Occasionally, a cross-sector treatment plan is devised involving all the agencies involved in that particular patient’s continuum of care.  These plans are designed for difficult patients like borderline personality disorders. If the patient is referred to the group program at our Day Treatment Centre, that linkage is made prior to discharge.  This works well if the patient is suitable and amenable to group therapy that often began as an inpatient.   There was and is awareness by management that readmissions presented a problem and that 15% was frequently exceeded – November, 2004 has 21 patients readmitted out of 56 admissions for that month.  A project involving contacting all discharged patients within ten days of discharge resulted in a marked decrease in the readmission rate.  As this was done on a temporary basis for four months, it ended in September, 2004 (see table 2 below).  Though far from “scientific” it indicates the potential benefit of more active post-discharge follow-up.

Table 2:

Discharge Follow-up Project (July – October, 2004)

	
	June
	July
	August
	Sept.
	Oct.
	Nov.

	# of clients contacted within 10 days of discharge
	5
	33
	20
	38
	25
	16

	# of clients with discharge plan
	4
	26
	7
	33
	22
	3

	# of clients without discharge plan
	1
	7
	13
	5
	3
	12

	
	
	
	
	
	
	

	# readmitted within 30 days
	11
	2
	8
	8
	15
	21
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As can be seen from Table #2, there was a fairly dramatic reduction in readmissions for the period of the project (June to September) as compared to months before and after.  In our last budget submission, we asked for a position to specifically continue in this way – contacting all discharged patients within ten days of discharge.  Interestingly enough, the nurse also asked the patient if they were aware of their discharge plan and what it included.  Over 90% of those contacted stated that they were aware of the plan.  This ran in contrast to our utilization tool information on the presence of a discharge plan on the inpatient chart were a minority of charts showed a clearly identified discharge plan.  Clearly, there is discharge planning occurring, but at a more informal level and not involving the entire team.  

     A confounding factor in controlling readmissions is that our inpatient units do not control all admissions to our service - a significant number of patients are admitted via Emergency sans psychiatric input/consultation.  If there is a “leaky” emergency department (17), readmission rates can not be a valid performance indicator for our program.  An example of this is again, to look at November, 2004 readmission statistics.  Twenty-one patients were readmitted who were discharged that month.  One patient accounted for five of those readmission instances and they were via Emergency.

3. Literature Search:  the search for literature occurred primarily from August to November, 2005 utilizing the Cochrane Database, EBSCO, PubMed, ABI Inform, Ovid EBM Reviews, Google and Google Scholar.  The following MeSH terms were used to search these databases:  readmission factors in acute psychiatry, quality indicators in mental health, characteristics of recidivist patients, discharge planning, and post-discharge follow-up.  Foreign articles, those without abstracts, medical focus, and managed care based screened out.  A total of 19 articles were found that contained relevant content to the topic of this paper.  The search attempts were as follows:

[

MeSH term:  readmission factors in acute psychiatry

Cochrane:  13/4320 – all were excluded due to non-relevance; all were drug trials

Ovid:  (all) – 0

ABI Inform:  0

Ebsco:  (all) – 0

Pub Med: 7 – not relevant

MeSH term:  quality indicators in mental health

Cochrane:  121/4320 – all excluded as irrelevant; mostly medical conditions and drugs

ABI Inform:  35 – none relevant as either U.S. based; either managed care or too general

Ebsco:  0

Pub Med:  159 – not relevant:  managed care, patient satisfaction, only outpatients, and medical

MeSH term:  characteristics of recidivist patients

Cochrane:  0

ABI Inform:  0

Ebsco:  0

Pub Med:  1/7

MeSH term:  discharge planning in mental health

Cochrane:  147/4320 – not relevant to the question

ABI Inform:  8 – not relevant

Ebsco:  1 – not relevant

MeSH term:  post-discharge follow-up in mental health

Cochrane:  29/4320 – not relevant d/t medical bias

ABI Inform:  0

Ebsco:  0

MeSH term:  discharge planning in mental health

Pub Med:  493 – medical, foreign, unrelated, no abstracts, specific to forensics, elderly, managed care, committal to psychiatry, long stay chronic patients

Table 3; Search Results,  summarizes the relevant articles and rates them from 1 – 5 with 5 being the most relevant to the question as determined by the presence and amount  of information relevant to the question and the Chinook Health context.
Table 3 – Search Results
	Title
	Database
	Salient Points
	Suitability

	Economic Constraints and Quality Assurance in Mental Health Services:  Sensitive Indicators
	Medline
	Increasing accountability and shrinking resources, funds allocated using crude admin monitors (eg: readmissions), accurate picture of pt characteristics is a must (eg: emerg, revolving door)
	+3

	Implementing Evidence-based Practices in Routine Mental Health Service Settings
	Google Scholar
	Core set of interventions: medications prescribed within specific parameters, training in illness self-management, assertive community outreach, family psychoeducation, integrated treatment for co-occuring disorders. Programs routinely don’t provide these to most pts., contradicts common belief that programs need modification to fit local circumstances
	+3

	Use of Claim Data to Examine the Impact of Length of Inpatient Psychiatric Stay on Readmission Rate
	SumSearch
	No commonly accepted LOS guidelines, LOS has been shortening, readmission often used as measure of adverse outcome, studies contradictory in evaluating the relationship between LOS and readmission rate, sicker patients stay longer and are more likely to be readmitted.
	+4

	Effects of Discharge Planning and Compliance with OutPt Appointments on Readmission Rate
	SumSearch
	Pts who did not have an outpt appt post d/c were 2X more likely to be readmitted in the same year as pts who kept at least one outpt appt or kept appts 1 in 10 chance of readmit, no kept appts 1 in 4 chance of readmit, readmission does not indicate failure of hospitalization or premature d/c – recidivism may be due to d/c planning failure and outpt followup, noncompliance strong predictor of readmission, inpt care has shifted to crisis stabilization with coordinated care through outpt services, standare readmission rate as QA indicator is 15% in 30 days, time a factor – the longer they went without appt the more likely to be readmitted, suggested goal of 90% of pts have outpt intervention in place (best within 72 hours),
	+5

	Effects of Patient and Health System Characteristics on Community Tenure of Discharged Psych Patients
	Sumsearch
	Lower readmission rate associated with existence of followup services, factors associated with community tenure only partially understood, discharge AMA, hx of short admissions, and absence of aftercare plan predicted 2X odds of shorter community stay


	+4

	Symtom Predicting Inpatient Service Use Among Pts with Bipolar
	Google
	Frequent users may be a distinct subgroup within the mental health inpt population
	+2

	A Randomized Controlled Study of Close Monitoring of vulnerable Psychiatric Pts.
	Google Scholar
	Single key worker showed more readmissions than team based approach
	+2

	Identifying Risk Factors and Key Strategies in Linkage to Outpt Psychiatric Care
	Google Scholar
	Failure to engage pts in outpt services greatly increases the probability of relapse and readmission, bridging strategies: more routine contacts (telephone, letter prompting), meeting outpt staff prior to d/c, inpt staff discuss d/c plans with outpt staff, motivational interviewing
	+4

	The Effect of a Referral Coordinator on Compliance with Psychiatric Discharge Plans
	Sumsearch
	Indicated a marked increase in aftercare compliance especially in the more acutely disturbed and chronic patients (abstract only)
	+3

	Effects of a Multidisciplinary Post Discharge Continuance of Care Intervention on Quality of Life, Discharge Satisfaction and Hospital Length of Stay:  a randomized controlled trial
	Sumsearch
	No relevant points
	0

	Assessing Predictive Factors for Extended Hospitalization with Acute Psychiatric Admission
	Scirus
	Longer hospital stays do not necessarily mean better mental health care or fewer readmissions, those with higher scores on thought disorder scale more likely to be readmitted, use various psychometric tools to assess and predict LOS and readmission
	+1

	Factors Associated with Attendance at a First Appointment After Discharge From a Psychiatric Hospital
	Scirus
	Pts who were white were 8X more likely to attend outpt appts and urban 5X more likely than rural (30 mile radius of clinic), appts scheduled within 2 weeks of d/c 4X more likely than if scheduled at a longer interval
	+4

	Factors Influencing Readmission Risk:  Implications for Quality Monitoring
	Scirus
	Medical cases, diagnosis and health status are the predominant factors influencing same condition readmission risk
	+2

	Length of Stay, Referral to Aftercare, and Rehospitalization Among Psychiatric Inpatients
	Scirus
	The longer former pts stay in the community, the ore time they have to gain necessary skills and experience for living independently
	+3

	Psychiatric Inpt’s Knowledge of Medications at Hospital Discharge
	Scirus
	50%+ of discharged pts did not know the name of the medication they were on and why they were taking them even though they rec’d individual and group instructions, suggest need for more active forms of medication education such as supervised self administration in the final days of hospitalization
	+2

	Predicting Radmission to the Psychiatric Hospital in a Managed Care Environment:  Implications for Quality Indicators
	Scirus
	Use of readmission rates as quality indicators for hospital care is not recommended, readmission may indicate a low threshold for hospitalization
	+5

	Predicting the “Revolving Door” phenomenon among Patients with Schizophrenia
	Scirus
	Alcohol and drug problems and noncompliance with meds were the most important factors relating to readmission

(abstract only)
	+3

	Suicide After Discharge from Psychiatric Inpatient Care


	Scirus
	Suicide rate for males was 7X higher than female patients and 3X higher for females for the first 28 days post d/c than the remaining 48 weeks of the first year post d/c
	+2


4.  Analysis:   After examining the relevant literature several themes emerged.[MAKE A BULLETED LIST HERE?] THEN MAYBE USE SUB HEDINGS???

  The first point is that using readmission rates as a quality indicator for inpatient care is too crude and is subject to variables outside the psychiatric units control like a “low threshold for admission” which in this case is our emergency department where the majority of our admissions come from (1, 4, 17).  Even though patients whose characteristics identify them as risks for readmission, it is not the success (or lack of) the treatment received in hospital that increases the chances of readmission.(17).  Those authors who support using readmission rates as a QA indicator (4) suggest that less than 15% readmitted within 30 days is the most commonly used indicator which matches our measure as well.  

In today’s climate of shortening lengths of stay, greater accountability, and the change to crisis intervention and stabilization as the role of the inpatient unit, coordination with the after-care providers in a continuum of care is crucial and is the predominant theme I have identified and the critical factor in readmissions to psychiatric facilities.  Logic would state that the longer you keep a patient, the less likely they would be to be readmitted within a short time post-discharge.  Studies that have evaluated the relationship between the length of stay and readmission rates have reported contradictory results (3).  There is a selection bias that adversely affects the randomization of patients to either longer or shorter stay groups.  Frequently, patients who have longer lengths of stay are sicker and have fewer community and social supports than those whose stay is shorter, thereby are more likely to be readmitted.  It seems that longer hospital stays don’t necessarily lead to better care or fewer readmissions (12).  Where longer “stays” seem to have the most impact on readmission rates is where the patient stays/lives in the community at large.  The longer their “tenure” in the community, the more time they have to acquire the necessary skills and experiences that they need to live independently (5, 12,15).  Once patients are in the community, the presence of aftercare programs and the connection of the patient to them prior to discharge from the acute care facility is the strongest determining factor in whether the patient will be readmitted and the interval between admissions (4,5,9,13).  

The effects that solid discharge planning have on readmission rates is rather dramatic.  Results show that patients who did not have an outpatient appointment post discharge were 2 times more likely to be readmitted in the same year as patients who kept at least one appointment (4). The timing of the appointment is also important as the longer the patient went without an appointment; the more likely they were to be readmitted. Appointments scheduled within two weeks of discharge are 4 times more likely to be kept than if scheduled on a longer interval (13). Other factors contributing to readmissions were unemployment, drug/alcohol abuse, discharge AMA, 2 or more previous admissions, race, and whether they are rural or urban (5,6).  

The nature of the discharge planning and treatment during the admission is also very important.  Training in illness self-management, family psychoeducation, active medication education, specific treatment of co-occurring disorders, motivational interviewing, and the development of “bridging strategies” between inpatient and outpatient care are all factors that will significantly lower the risk of  readmission (2,9,16,18).  For our health region, the race factor (First Nations) is also something that needs attending to as well as whether the patient lives in a rural (outside of Lethbridge) or urban locale.  White patients were 8 times more likely to attend outpatient appointments as those who were not white and urban 5 times more likely to keep appointments over rural residents (13).

5. Relevance:   The implications for our region are obvious and numerous.  There is an adequate supply of aftercare services both rural and urban provided both by Chinook Health, funded by Chinook Health, or provided privately.  Education of the inpatient staff regarding these resources needs special attention but the bridging techniques, motivational interviewing, and post discharge followup hold the most promise as large results can be had with a minimum outlay of more expensive resources.  

Bridging strategies include having more contacts with the patient post discharge (by phone, letter, home visits), meeting and getting to know the outpatient staff prior to discharge, discussion of discharge plans between inpatient staff, the patient, and outpatient staff, and motivational interviewing to increase compliance with those plans and with the medication regimen (9).  
Lengthy admissions do not necessarily mean a better outcome nor do brief admissions mean a worse outcome.  Some psychiatric conditions, especially those of the chronic and persistent type like schizophrenia, with it’s pattern of increasing chronicity, may require frequent and/or long admissions.  Better connection with outpatient services and resources can also mitigate some of the chronicity and reduce readmissions for this group.
The rate of 15% outlined in the literature as the desired rate of readmissions within 30 days (and Chinook Health Mental Health Programs goal of 10%) is not an accurate evaluative measure of outcomes from the inpatient psychiatric unit as not all admissions are controlled by the unit  and it is too crude a measure.  The presence of an active discharge plan with the aforementioned strategies included would provide a more accurate indicator of the “health” of the unit and the patients discharged from it.
6. Recommendations:  Chinook Health should continue to support and enhance discharge planning and practice as outlined in the literature and in line with evidence-based practices.  Improving bridging strategies and the introduction of motivational interviewing can further reduce unnecessary readmissions and thereby provide the patient with the best opportunity to develop skills within the environment in which they will be used – the community in which they live.  As of this writing, a discharge followup nurse has begun contacting all patients post-discharge via telephone and this should have a major impact on readmissions and influencing patient outcomes positively.  They will be asked if they have initiated contact with their community support system(s), if they are currently having difficulties, and if they have any medication issues.  I see this as a great beginning.  
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