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Objective: This study used factor analysis of a Veterans Health Admin-
istration (VHA) survey to identify factors that measure satisfaction with
inpatient treatment and to examine the factors’ utility in evaluating
treatment participation following discharge. Methods: The Survey of
Healthcare Experiences of Patients (inpatient version) (I-SHEP) was
mailed to 34,237 veterans who were discharged from inpatient to out-
patient care in the VHA during fiscal year 2009 and was completed by
7,408 patients. A factor analysis of survey responses identified underlying
I-SHEP factors and evaluated relationships between the factors, patient
characteristics, and attendance at VHA mental health appointments
within seven and 30 days of discharge. Results: The factor analysis
identified three domains of satisfaction: respect and caring by nurses—
overall hospital impression; involvement and information about care; and
respect and caring by doctors. These factors demonstrated good internal
consistency (Cronbach’s a=.93, .90, and .94, respectively) and accounted
for a moderate amount of variance in patient responses (r?=.167). Only
the care involvement and information factor was associated with partic-
ipation in follow-up care: increased satisfaction (one standard deviation
change in scale score) was associated with improved odds of a mental
health visit within seven and 30 days of discharge (odds ratio=1.14 and
1.17, respectively, p<.01). Conclusions: After discharge, persons may not
generalize satisfaction about the respect and caring shown by inpatient
treatment teams toward their decision to attend outpatient care. Pro-
viding patients with information about treatment and involving them in
care decisions during inpatient care may help facilitate the transition to
outpatient settings. (Psychiatric Services 64:554-562, 2013; doi: 10.1176/
appi.ps.002342012)

fter being discharged from
inpatient care, psychiatric

patients experience elevated
symptoms, functional deficits, and

Mental health care participation dur-
ing this time promotes adaptive func-
tioning and reduces the chance of
readmission (3,4). In recognition of

increased chance of suicide (1,2). the importance of ongoing care after
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inpatient treatment, the National
Council for Quality Assurance has
chosen posthospitalization follow-
up as a quality measure by which
to evaluate health plans (5), and the
Veterans Health Administration (VHA)
requires follow-up within seven days
of discharge (6).

Unfortunately, a variety of barriers
can interfere with postdischarge treat-
ment participation. External barriers,
such as distance to treatment, trans-
portation concerns, and financial
limitations, can hinder treatment par-
ticipation (7-9). Internal barriers, such
as stigma, negative expectations of
treatment, and distrust of health care
providers, may similarly limit engage-
ment (10,11). In part because of the
impact of such internal factors, there
has been an increased interest in
evaluating the treatment experiences
of patients receiving mental health
care (12).

Within the VHA, patient treatment
experience has been measured by the
Survey of Healthcare Experiences of
Patients (SHEP), which includes a
version specifically designed to as-
sess recent inpatient care (I-SHEP).
The I-SHEP is the only measure
of veterans’ inpatient treatment ex-
perience that is widely distributed
within the U.S. Department of Vet-
erans Affairs (VA) treatment system
and the only departmentwide source
of information on veterans’ satis-
faction with inpatient psychiatric
treatment.

Veteran responses to SHEP items
have been used to evaluate a variety of
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treatment-shaping factors, such as
alcohol use and health functioning
among older patients (13); gender
differences in care satisfaction (14);
and racial differences in the receipt
and effectiveness of treatment for
pain (15). Although information from
the SHEP has proven to be useful for
understanding these areas, studies
using SHEP data have had little con-
sistency in approach or definition of
variables, and use of SHEP data has
not been validated among patients with
a recent psychiatric hospitalization.

For these reasons, this study adopted
a factor-analysis approach to clarify
underlying I-SHEP factors, create
clearer definitions of these factors,
and examine the utility of I-SHEP
factors in evaluating treatment satis-
faction among patients with a recent
psychiatric hospitalization. The goal
of this study was to determine sub-
domains of the inpatient psychiatric
care experience that are measured by
the I-SHEP. We then evaluated
whether the resulting factors, repre-
senting different aspects of the inpa-
tient care experience, were associated
with postinpatient treatment partici-
pation. Such information has the
potential to improve care by allowing
clinicians to promote aspects of in-
patient care that support postinpa-
tient treatment participation.

Methods

Study population and data sources
Patients included in the study were
the 34,237 veterans randomly se-
lected to receive the annual I-SHEP
in fiscal year (FY) 2009. To be eligible
for the survey, patients must have
been discharged from inpatient psy-
chiatric care within the VHA medical
system to outpatient care during FY
2009, with patients discharged from
inpatient psychiatric care to other
high-intensity settings, such as nurs-
ing homes or medical inpatient care,
eliminated from the study sample. A
total of 7,408 (21.6%) veterans com-
pleted and returned the FY 2009
I-SHEP (responders), and 26,829
(78.4%) did not (nonresponders). An
additional comparison group was cre-
ated from all VHA patients who
received inpatient psychiatric care
during FY 2009 (N=65,775) to evalu-
ate the level of representativeness of

I-SHEP responders of the overall
VHA inpatient psychiatric population.

Additional information was col-
lected from the National Patient Care
Database (NPCD), a large adminis-
trative data set containing patient
demographic, diagnostic, and treat-
ment information. This study was
conducted in accordance with institu-
tional review board approval from the
VA Ann Arbor Health System.

I-SHEP

The I-SHEP is mailed to randomly
selected VHA patients following their
discharge from inpatient care to assess
various care aspects for the purposes
of continuous quality assurance. De-
tailed information related to SHEP
survey methods has been presented
previously (14). Briefly, the I-SHEP is
designed as a stratified random sam-
ple without replacement and is based
on monthly samples from VHA na-
tional computerized data on dis-
charges and visits. A random sample
is created from VHA patients dis-
charged alive from any VHA hospital
inpatient care to the community, and
the I-SHEP is mailed to sample pa-
tients within a month of their dis-
charge from inpatient care. I-SHEP
contains 53 items and assesses inter-
actions with treatment staff, percep-
tions of treatment environment, overall
impressions of care, and postinpatient
treatment planm'ng. Response options
to I-SHEP items include a variety of
scales, for example, yes or no, “always”
to “never,” and “very satisfied” to “very

dissatisfied.”

Measures

Adequacy of postinpatient care was
assessed on the basis of whether
patients attended an outpatient visit
with a mental health provider with-
in seven days or within 30 days (two
separate measures) of their discharge
from inpatient care. These measures
have been included in the National
Committee for Quality Assurance’s
Healthcare Effectiveness Data and
Information Set, which tracks per-
formance on health-related quality
measures among private, Medicare,
and Medicaid health plans within the
United States (5). Information related
to postinpatient treatment participa-
tion was gathered from the NPCD.
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Information related to patient gen-
der, race, ethnicity, age, and diagnosis
was collected from the NPCD. Addi-
tional NPCD information was gath-
ered related to the length of inpatient
stay, distance between hospital and
patient residence, and attendance at
a mental health visit in the 90 days
prior to hospitalization. To account for
the potential effects of serious medical
comorbidity, Charlson Comorbidity
Index (CCI) scores (16) were calcu-
lated for each patient. Cut-off scores
for the variables were chosen on the
basis of previous research that in-
dicated that mental health treatment
outcomes among specific clinical
groups within a population of veter-
ans could be distinguished by certain
characteristics, such as distance to treat-
ment center, age (17), and length of
stay (18).

Analyses

The content structure of the I-SHEP
was evaluated through the use of
exploratory factor-analysis methods,
with analyses focusing on identifying
the underlying conceptual factors
within patients” I-SHEP responses.
The factor analysis included 37 I-
SHEP items, having eliminated items
related to demographic characteris-
tics and experiences associated with
an inpatient medical or surgical stay
rather than a psychiatric stay, such as
“How often did you get help in getting
to the bathroom as soon as you
wanted?” We included an item re-
garding whether the patient had
a specific complaint but excluded the
follow-up items, for example, “If you
had a complaint, how easy was it for
you to find someone to hear your
complaint?” Because of a lack of
normally distributed I-SHEP items,
a principal-factors extraction approach
was utilized for the factor analysis.
Varimax rotation was applied to the
resulting factor structure.

I-SHEP factor scales were created
to provide scores representative of
each patient’s level of satisfaction with
different I-SHEP factor areas. To
accomplish this, I-SHEP items were
converted to a standard 4-point value
scale, and a composite score was
calculated for each I-SHEP factor
by summing individual item scores
within each factor. Regression models
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Table 1

Characteristics of I-SHEP responders, I-SHEP nonresponders, and all patients who received VHA inpatient care in

fiscal year 2009

I-SHEP responders

I-SHEP nonresponders

All patients

(N=7.408) (N=26.829) (N=65.775)
Characteristic N % N % N df N %
Male 6,742 91.0 24,669 92.0 6.76* 1 59,960 914
African American 1,708 23.1 7,567 28.2 79.07* 1 16,893 27.0
Hispanic ethnicity 247 3.3 800 3.0 2.43 1 2050 3.2
Prehospitalization mental health visit 6,215 83.9 21,736 81.0 32.10* 52,415 79.7
Postdischarge mental health visit
Within 7 days 5,201 70.2 17,924 66.8 30.60* 1 41,430 63.0
Within 30 days 6,611 89.2 22,583 84.2 118.69* 1 53,247 81.0
Age
g18—44 1,091 14.7 7,426 27.7 17,339 26.4
45-65 5,460 73.7 17,349 64.7 41,670 63.6
>65 857 11.6 2,054 7.7 567.16* 2 6,562 10.0
Diagnosis
Major depressive disorder 1,920 25.9 5,344 19.9 124.99* 1 14,197 21.6
Posttraumatic stress disorder 2,462 33.2 6,943 25.9 157.64* 1 17,772 27.0
Substance use disorder 3,504 47.3 15,816 59.0 320.50* 1 36,428 55.4
Bipolar disorder 1,248 16.9 4,652 17.3 .99 1 11,097 16.9
Schizophrenia spectrum disorders 1,120 15.1 4914 18.3 40.87* 1 11,185 17.0
Personality disorder 740 10.0 3,298 12.3 29.61* 1 7,446 11.3
Medical comorbidity (CCI score®)
0 4.448 60.0 17,378 64.8 41,277 62.8
1 1,984 26.8 6,451 24.0 15,942 24.2
>1 976 13.2 3,000 11.2 57.88* 2 8,556 13.0
Inpatient treatment (days)
<7 3,246 43.8 11,488 42.8 28,191 42.9
7-14 2,828 38.2 10,243 38.2 24,308 37.0
>14 1,334 18.0 5,098 19.0 4.40 2 13,276 20.2
Distance to hospital (miles)
<30 6,728 91.1 24,839 92.8 60,602 92.5
30-60 610 8.3 1,808 6.8 4,609 7.0
>60 50 7 113 4 28.19* 2 333 5

* VHA, Veterans Health Administration. The Survey of Healthcare Experiences of Patients (inpatient version) (I-SHEP) was mailed to 34,237 veterans
who received VHA inpatient care in 2009 and were discharged to VHA outpatient care.

b Statistical analyses reflect comparisons between I-SHEP responders and nonresponders only.

¢ CCI, Charlson Comorbidity Index. Higher scores indicate increased medical comorbidity.

p<.01

were then created to identify associ-
ations between I-SHEP factor scores
and patient variables. To investigate
potential relationships between I-
SHEP factors and outcome measures,
two logistic regression models were
created, with attendance at seven-day
and 30-day mental health appoint-
ments as the outcome measures and
I-SHEP factors as the predictors.
Patient demographic, illness, and
treatment variables were included in
these models to control for the effects
of these variables. All regression anal-
yses included a weighing variable to
correct for the effects of facility and
patient factors that contribute to I-
SHEP nonresponse to ensure that
results were representative of all
patients receiving inpatient psychiatric
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care within the VHA and not only of
those returning the I-SHEP.

Results

Characteristics of I-SHEP re-
sponders (N=7,408), nonresponders
(N=26,829), and all VA patients who
received inpatient psychiatric treat-
ment (N=65,775) in FY 2009 are
shown in Table 1 for comparison.
Chi square analyses were used to
evaluate potential between-group dif-
ferences between I-SHEP responders
and nonresponders. Nonresponders
were more likely than responders
(absolute difference =5%) to be
African American, to be under age
45, and to have a comorbid substance
use disorder. They were less likely
than responders to be age 45-65, to

have been given a diagnosis of major
depressive disorder or posttraumatic
stress disorder (PTSD), or to have
a postdischarge follow-up visit within
30 days.

Additionally, the group of all VA
patients who received psychiatric
inpatient care was less likely than I-
SHEP responders and nonrespond-
ers to attend seven-day and 30-day
follow-up appointments. The group of
all VA patients also had a larger
percentage of patients with inpatient
stays of greater than 14 days, suggest-
ing an increased need for intensive
care that may have had an impact
on postdischarge treatment partic-
ipation. Only I-SHEP responders
(N=7,408) were included in subse-
quent analyses.
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Factor analysis

A three-factor model best fit the data,
according to several indicators. Eigen-
values dropped sharply between fac-
tors 3 and 4 (factor 1, 13.83; factor 2,
1.85; factor 3, .99; and factor 4, .58),
and a skree plot demonstrated a clear
change in slope between factors 3 and
4. Finally, a three-factor solution
allowed for a relatively clean factor
model, with only three of 37 items
loading on more than one factor at .40
or higher. These indicators repre-
sented adequate information to in-
form the selection of number of factors
(19). This factor solution accounted for
16.7% (r>=.167) of the variance in
patient responses.

Utilizing the suggested factor load-
ing cutoff of .40 (19), we excluded five
items because of inadequate loading.
In the case of items with multiple
factor loadings greater than .40, we
assigned items to the factor with the
higher loading—in each case, this rep-
resented a difference of >.10. The
final three-factor solution is presented
in Table 2. Each factor was assigned
aname on the basis of common themes
within the factor, resulting in the
“respect and caring by nurses—overall
hospital impression” factor (14 items,
score range 14-56), the “involvement
and information about care deci-
sions” factor (13 items, score range
13-52) and the “respect and caring
by doctors” factor (five items, score
range 5-20).

The respect and caring by nurses—
overall hospital impression factor,
known as the “hospital-nurses” factor,
contained items assessing satisfaction
with the patient-nurse interaction and
the overall hospital experience. The
involvement and information about
care decisions factor, known as the
“care information” factor, consisted of
items assessing the extent to which
providers shared information related
to mental health treatment decisions
and symptom management. The re-
spect and caring by doctors factor,
known as the “doctors” factor, mea-
sured satisfaction with patient-doctor
interactions. These factors had good
internal reliability, with Cronbach’s
alphas of .93 (hospital-nurses), .90
(care information), and .94 (doctors).

Patients endorsed moderate to high
levels of satisfaction with their inpatient

psychiatric care. The overall mean
scores for each overall factor measure
were in the upper third of the range of
potential scores (46.83%8.66, hospital-
nurses; 41.82%+10.99, care informa-
tion; 16.97+3.78, doctors).

Factor evaluation

Relationships between the three I-
SHEP factors and patient character-
istics are presented in Table 3. A more
positive view of nurses and the overall
hospital experience was associated
with male gender (B=.97), Hispanic
ethnicity (B=2.03), age 45 and older
(45-65 versus <45, B=1.32; >65
versus <45, 3=1.84), and the absence
of PTSD (B=-88) or a personality
disorder (B=-1.28). Increased satis-
faction with care information was
associated with ~African-American
race (B=.63), the absence of a per-
sonality disorder (B=—1.62), and an
inpatient hospitalization of seven or
more days (seven to 14 days versus
less than seven days, B=.61; >14 days
versus less than seven days, B=1.41).
Increased satisfaction with doctors
was associated with Hispanic ethnic-
ity (B=1.11), older age (45-65 versus
<45 years, =.46; >65 versus <45
years, 3=.66), the absence of a sub-
stance use disorder (B=-.32), the
absence of PTSD (B=-.22), and the
absence of a personality disorder

(B=—82).

Posthospitalization mental

health treatment participation
Correlates of receipt of posthospital-
ization follow-up care, including the
three I-SHEP factors, are presented
in Table 4. Patients were more likely
to attend a follow-up appointment
within seven days if they had in-
creased satisfaction with care infor-
mation (one standard deviation [SD],
10.99 points on a 40-point scale, odds
ratio [OR]=1.14), had a diagnosis of
major depressive disorder (OR=1.48)
or bipolar disorder (OR=1.30), or had
attended an outpatient mental health
visit in the 90 days prior to hospital-
ization (OR=2.07). Decreased like-
lihood of follow-up psychiatric treatment
attendance was associated with male
gender (OR=.80), African-American
race (OR=.80), age older than 65
versus <45 (OR=.72), and increased
medical comorbidity (CCI score 1 versus
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0, OR=.81; CCI score =2 versus 0,
OR=.78).

Increased follow-up within 30 days
was associated with increased satis-
faction with care information (one
SD, 10.99 points on a 40-point scale,
OR=1.17); diagnosis of major de-
pressive disorder (OR=2.07), PTSD
(OR=1.30), or bipolar disorder
(OR=1.64); attendance at a preho-
spitalization mental health visit
(OR=2.36); and hospitalization lasting
seven to 14 days versus fewer than
seven days (OR=1.28). Decreased
follow-up within 30 days was associ-
ated with African-American race
(OR=.66), older age (45-65 versus
<45, OR=.74; >65 versus <45,
OR=.49), diagnosis of a substance
use disorder (OR=.66), moderate
levels of medical comorbidity (CCI
score 1 versus 0, OR=.83), and in-
creased distance from hospital (>60
miles versus <30 miles, OR=.35).

Discussion

Similar to respondents to other sur-
veys of health care experiences,
respondents endorsed moderate to
high levels of satisfaction with their
inpatient psychiatric care (20). The I-
SHEP factor analysis suggested that
the survey measures three aspects of
patients’” satisfaction with inpatient
psychiatric treatment: hospital-nurses,
care information, and doctors. The
factor model accounted for a moderate
amount of the variance in treatment
satisfaction, and several relationships
between I-SHEP factors and other
variables emerged.

Factor evaluation

I-SHEP factors were related to sev-
eral patient demographic and treat-
ment variables. Consistent with
previous research, patients with per-
sonality disorders, women, younger
patients, and patients with shorter
lengths of stay were less satisfied with
their inpatient care (14,21,22). The
consistency of these relationships
between this study and previous work
provides some support for the exter-
nal validity of I-SHEP factors. Pre-
vious work found no relationship
between African-American race, His-
panic ethnicity, and care satisfaction
(23,24). However, perhaps because of
the novel I-SHEP factor structure,
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Table 2

Postrotation factor loadings for items on the Survey of Healthcare Experiences of Patients (inpatient version)®

Factor

Item Hospital—nurses Care information Doctors
How often did nurses show respect for what you had to say? 74 —.28 27
How often did you feel nurses really cared about you as a person? 74 —-.30 .24
How often did nurses listen carefully to you? 73 —.24 25
How often did nurses treat you with courtesy and respect? 73 —.20 .20
What number, from 0 to 10, would you use to rate this hospital? .70 —-.35 27
Would you recommend this hospital to your friends and family? .66 -.35 .24
How often did nurses explain things in a way you could understand? 65 —.26 28
If you could have free care outside the Department of Veterans Affairs,

would you choose to be hospitalized here again? 57 -.35 22
How often did health care providers seem informed, up to date about

your care? 52 —41 31
How often was personal information about you treated in a confidential

manner? 51 —-.29 31
How often were your room and bathroom kept clean? A48 -.15 15
Did you have a complaint about how you were treated (medically or

personally)? 43 -.25 24
How often was the area around your room quiet at night? 43 —.11 18
Were there times when you were confused because different providers

told you different things? 41 —.29 34
Did providers give you complete and accurate information about your

plan of care? —-.17 .69 —.18
Did providers give you complete and accurate information about your

treatment? —-.20 68 —-21
Did providers talk with you about the pros and cons of each choice for

your treatment or health care? —.23 .66 —-.18
Did providers give you complete and accurate information about

choices for your care? —.16 .62 —.13
When there was more than one treatment choice, did providers ask

which choice you thought was best? —-.23 61 —-.17
Did providers give you complete and accurate information about your

medications? —.22 .59 —.18
Did providers give you complete and accurate information about side

effects of your medications? —.23 59 —-.10
Did providers give you complete and accurate information about follow-

up care? —-.19 58 —-.19
Did someone on the hospital staff tell you what activities you could do

after you got home? —.23 .56 —-.13
Did you get information in writing about what symptoms or health

problems to look for after you left the hospital? —-.18 52 -.15
Did hospital staff talk with you about whether you would have the help

you needed when you left the hospital? -.21 5l —-.19
Did you know who to contact if you needed medical advice or help right

away, after you went home? —-.20 42 —.20
Did you know who to ask when you had questions about your health

care? -.38 41 —.28
How often did doctors listen carefully to you? 37 —.28 75
How often did doctors show respect for what you had to say? 40 —-.33 72
How often did doctors treat you with courtesy and respect? .39 —-.25 71
How often did you feel doctors really cared about you as a person? 42 -.35 .68
How often did doctors explain things in a way you could understand? .39 —-.31 .66

* The survey assesses various aspects of a hospital stay and was completed by 7,408 randomly selected veterans who received Veterans Health

Administration inpatient care in 2009.

our results showed that Hispanics
were more satisfied with hospital-
nurses and doctors and that African
Americans were more satisfied with
care information. Other novel find-
ings were that patients with substance
use disorders were less satisfied with
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doctors and that patients with PTSD
were less satisfied with doctors and
hospital-nurses. Whether such dissat-
isfaction was due to limited PTSD-
specific treatments on general acute
inpatient psychiatry units, an interac-
tion between PTSD and the environ-

ment of care on inpatient units, or
other possibilities warrants further
study (25).

The I-SHEP factor structure shares
similarities with previous evaluations
of inpatient satisfaction. Previous
studies have also found differential
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relationships between satisfaction and
staff-patient relationships and infor-
mation related to care, suggesting that
these factors represent two distinct
content areas (26,27). Although a pos-
itive correlation between satisfaction
with nursing staff and overall mental
health treatment experience has been
found previously (22,28), we found
that the two loaded onto the same
factor.

Relationships between factors

and postinpatient treatment

The group of all VA patients who
received inpatient psychiatric treat-
ment was less likely than I-SHEP
responders or nonresponders to at-
tend seven-day and 30-day follow-up
appointments. This may be because
the receipt of the I-SHEP served as
a prompt to engage in aftercare or
because the overall group contained
patients who were transferred from
inpatient care to another intensive-
care setting, which would have inter-
fered with participation in aftercare.

Several patient diagnostic, demo-
graphic, and treatment variables
were associated with engagement
in postinpatient care among I-
SHEP responders. Increased atten-
dance at appointments within both
seven and 30 days after discharge
was associated with Caucasian race,
attendance at a prehospitalization
mental health appointment in the
previous 90 days, younger age, di-
agnosis of major depressive disorder
or bipolar disorder, and less medical
comorbidity.

Similar trends between older age
and less treatment participation have
been found in studies of outpatient
care of depression and bipolar care
(29-31). These articles suggested
that older adults are less likely than
younger adults to initiate mental
health treatment (29,31), although
those who initiate are more treatment
adherent, particularly to medica-
tions, than younger patients (29,30).
Similarly, attendance at prehospital-
ization mental health appointments
has been linked to participation in
posthospitalization care (32) and re-
duced medical comorbidity (29), and
studies have found reduced partici-
pation in mental health care among
African-American veterans (33). In-

Table 3

Association between demographic and service use characteristics and I-SHEP

factor scores®

Factor

Hospital-nurses

Care information Doctors

Variable B SE B SE B SE
Male 97 35 74 45 .06 .15
African American .05 25 .63 31F 20 .11
Hispanic ethnicity 2.03 .55 1.23 .70 1.11 .24*
Prehospitalization mental health visit ~ -44 .28 -5 .35 —.22 .12
Age (reference: <45)
45-65 1.32 .26%* .19 .33 46 .11*
>65 1.84 427 —.88 54 66 .19**
Diagnosis
Major depressive disorder -17 25 32 32 07 11
Posttraumatic stress disorder —-88 22"  —33 .29 —.22 .10*
Substance use disorder —-34 22 A1 28 —.32 .10
Bipolar disorder -31 28 -.25 .36 06 .12
Schizophrenia spectrum disorder -.18 31 —.56 .39 07 .13
Personality disorder —-128  .33* —1.62 429 —82 15"
Medical comorbidity
(reference: CCI score=0)"
1 .26 .24 13 31 17 11
=9 .24 .33 .16 42 .08 .15
Inpatient treatment
(reference: <7 days)
7-14 34 23 61 29* 18 .10
>14 .16 .30 141 38 <01 .13
Distance to hospital
(reference: <30 miles)
30-60 .04 38 —.89 48 -27 17
>60 —-.69 124 42 157 —-.01 .54

* I-SHEP, Survey of Healthcare Experiences of Patients (inpatient version)
b CCI, Charlson Comorbidity Index. Higher scores indicate increased medical comorbidity.

*p<.05, *p<.01

creased postinpatient follow-up by
veterans with depression or bipolar
disorder represented a novel finding
and may be due to better functioning
among these patients than among
veterans with PTSD or schizo-
phrenia. Increased functioning may
allow them to overcome barriers to
care participation that more disabled
psychiatric patients frequently en-
counter, such as incomplete remis-
sion of symptoms (34) or competing
life obligations (35).

Care information was the only I-
SHEP factor associated with post-
inpatient care participation. Many of
this factor’s items involve the process
of engaging patients in designing and
participating in their mental health
care. Such information sharing and
patient-provider collaboration are
central aspects of effective recovery-
oriented care (36,37) and have been
linked to increased care satisfaction
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(38) and treatment engagement in
outpatient psychiatric settings (37).
Our findings suggest that these prin-
ciples are similarly important during
the transition from inpatient to out-
patient care.

A lack of relationship between the
other I-SHEP factors and postinpa-
tient follow-up may be due to several
reasons. The two factors not associ-
ated with subsequent care involved
a greater degree of interpersonal
interaction. Because patients may be
unlikely to follow up with the same
providers they worked with during
their inpatient stay, there may be
minimal outpatient carryover from
inpatient working relationships. The
care information factor may represent
content that could directly impact
patient mental health treatment par-
ticipation by reducing barriers to care,
such as transportation, finances, and
interpersonal support, whereas the
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Table 4

Relationships between increased satisfaction with inpatient care and patient
characteristics and participation in outpatient mental health care at follow-up®

7-day follow-up

30-day follow-up

Inpatient care factor and Odds Odds
patient characteristics ratio 95% CI ratio 95% CI
Inpatient care”
Hospital-nurses .96 .88-1.05 .99 87-1.12
Care information 1.14 1.06-1.22** 1.17 1.05-1.29**
Doctors 1.01 .93-1.09 1.02 91-1.15
Male .80 .66-.97* .88 .64-1.21
African American .80 71-.91% .66 56-.79**
Hispanic ethnicity 1.28 .95-1.73 1.17 .72-1.88
Mental health visit =90 days
prehospitalization 2.07 1.82-2.36** 2.36 1.99-2.81**
Age (reference: <45)
45-65 .92 .81-1.06 74 .60—.92**
>65 72 .58—.88** 49 36—.67*
Diagnosis
Major depressive disorder 1.48 1.29-1.69** 2.07 1.66-2.59**
Posttraumatic stress
disorder 1.07 96-1.21 1.30 1.08-1.56**
Substance use disorder .93 .83-1.04 .66 5578
Bipolar disorder 1.30 1.12-1.51** 1.64 1.29-2.09**
Schizophrenia spectrum
disorder 1.13 97-1.32 1.15 91-1.45
Personality disorder .95 80-1.12 1.25 .95-1.64
Medical comorbidity
(reference: CCI score=0)¢
1 81 712—.99%* .83 .69-.99*
=2 78 .66—.92** .86 .68-1.10
Inpatient treatment
(reference: <7 days)
7-14 1.05 93-1.18 1.28 1.08-1.53**
>14 .92 79-1.07 1.10 .87-1.38
Distance to hospital
(reference: <30 miles)
30-60 .84 70-1.02 .86 .65-1.13
>60 .65 .36-1.18 35 A7-72%

* All predictor variables were included in simultaneous-entry logistic regression models designed to

predict the outcome measures.

b Tnpatient care was measured by three factors derived from the Survey of Healthcare Experiences
of Patients (inpatient version) (I-SHEP). Increased satisfaction was indicated by one standard
deviation change in scores for each I-SHEP factor scale.

¢ CCI, Charlson Comorbidity Index. Higher scores indicate increased medical comorbidity.

*p<.05, *p<.01

other two factors may offer less as-
sistance in addressing these barriers
to care. Finally, strength of habit may
play a central role in shaping mental
health care engagement within a large,
integrated health care system such
as the VHA, where patients can be
continuously engaged in care for
years. If that is the case, patients with
well-established expectations and en-
gagement habits will be much less
influenced by short-term relation-
ships with treatment staff than by
involvement with and clarity of post-
hospitalization treatment plans.
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There were limitations to the ap-
proach adopted within this study.
Restricted representation of some
groups, such as women, may limit
generalizability to non-VHA popula-
tions. The low survey response rate
and differences between I-SHEP
responders and nonresponders limit
the generalizability of our findings to
all VHA patients who were hospital-
ized for a psychiatric condition. The
survey response patterns indicate that
the findings may overrepresent
patients with major depression and
PTSD compared with those with

substance use disorders and person-
ality disorders.

Because responders were more
likely than nonresponders to have
a 30-day follow-up appointment, sur-
vey responders may have had overall
greater satisfaction with their care
than nonresponders. I-SHEP re-
sponses represent patients’ subjec-
tive report of their treatment
experience, for example, degree of
information provided at discharge,
and not an objectively observed mea-
sure of these treatment aspects. I-
SHEP factors were not compared
with other similar measures in order
to evaluate their concurrent validity.
The gap between discharge from
inpatient care and completion of the
I-SHEP may have resulted in a recall
bias regarding responders’ views of
their inpatient care. We also cannot
exclude the possibility that an un-
measured confounding factor, such as
self-efficacy, underlay both patients’
perceptions of care provided and the
likelihood of patients” follow-up. The
influence of external pressures to
engage in postinpatient care, such as
court-mandated treatment, on patient
treatment participation was not in-
dependently assessed.

The limited association between I-
SHEP factors and postdischarge men-
tal health care participation may be
due in part to the resources available
for supporting postdischarge engage-
ment. At sites where fewer resources
are devoted to supporting postdis-
charge psychiatric treatment partici-
pation, such as telephone reminders
of appointments and emergency trans-
portation, the association between the
I-SHEP factor areas and outpatient
engagement is likely stronger, given
that participation in postdischarge
care is more reliant upon patient
treatment motivation and investment.
Given that the percentage of patients
who attended postinpatient follow-up
appointments was higher among VHA
patients who completed the I-SHEP
than among patients outside the VHA
system (33) (70% and 30% at seven-
day and 89% and 49% at 30-day
follow-ups, respectively), other health
systems may find patients” experiences
with their inpatient treatment play
a stronger role in determining who
attends follow-up appointments.
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Conclusions

This study utilized factor-analysis
methodology to identify factors re-
lated to inpatient psychiatric treat-
ment satisfaction of patients as well
as the relationships between these
factors and postdischarge mental
health care participation. Few pre-
vious studies have evaluated pa-
tients’ satisfaction with their inpatient
psychiatric care and its relationship
with later mental health care engage-
ment, and no previous study has
sought to determine the underlying
factors within this relationship.

We found patients’ overall health
care experience and interactions with
nurses and doctors were not associ-
ated with participating in posthospi-
talization follow-up care. However,
there was an association between in-
creased patient involvement in care
planning and subsequent follow-up.
Although causality cannot be deter-
mined from this study, these findings
suggest that providing more informa-
tion and opportunities for involve-
ment in care decisions during an
inpatient stay may reduce the risk of
nonadherence to subsequent outpa-
tient appointments. These findings
should be considered when designing
interventions to improve transitions
from inpatient to outpatient mental

health settings.

Acknowledgmenis and disclosures

Work associated with this article was partially
funded by grant CDA 10-036 from the
Health Services Research and Development
Service of the U.S. Department of Veterans
Affairs.

The authors report no competing interests.

References

1. Goethe JW, Dornelas EA, Fischer EH: A
cluster analytic study of functional out-
come after psychiatric hospitalization.
Comprehensive  Psychiatry 37:115-121,
1996

2. Goldacre M, Seagroatt V, Hawton K: Sui-
cide after discharge from psychiatric in-
patient care. Lancet 342:283-286, 1993

3. Ilgen MA, Hu KU, Moos RH, et al: Con-
tinuing care after inpatient psychiatric
treatment for patients with psychiatric and
substance use disorders. Psychiatric Ser-
vices 59:982-988, 2008

4. Schoenbaum SC, Cookson D, Stelovich S:
Postdischarge follow-up of psychiatric
inpatients and readmission in an HMO
setting. Psychiatric Services 46:943-945,
1995

=1

10.

11.

12.

13.

14.

15.

16.

18.

. The State of Health Care Quality 2009.

Washington, DC, National Committee for
Quality Assurance, 2009

. VHA Handbook 1160.01: Uniform Mental

Health Services in VA Medical Centers and
Clinics. Washington, DC, US Department
of Veterans Affairs, 2008. Available at
www.va.gov/vhapublications/ViewPublication.
asprpub_ID=1762. Accessed Junel5, 2011

. Bauver MS, Williford WO, McBride L,

et al: Perceived barriers to health care ac-
cess in a treated population. International
Journal of Psychiatry in Medicine 35:
13-26, 2005

. Drapalski AL, Milford ], Goldberg RW,

et al: Perceived barriers to medical care
and mental health care among veterans
with serious mental illness. Psychiatric
Services 59:921-924, 2008

. McCarthy JF, Blow FC, Valenstein M,

et al: Veterans Affairs Health System and
mental health treatment retention among
patients with serious mental illness: evalu-
ating accessibility and availability barriers.
Health Services Research 42:1042-1060,
2007

Sirey JA, Bruce ML, Alexopoulos GS, et al:
Stigma as a barrier to recovery: perceived
stigma and patient-rated severity of illness
as predictors of antidepressant drug ad-
herence. Psychiatric Services 52:1615—
1620, 2001

Swartz MS, Wagner HR, Swanson [JW,
et al: Administrative update: utilization of
services: I. comparing use of public and
private mental health services: the endur-
ing barriers of race and age. Community
Mental Health Journal 34:133-144, 1998

Jenkinson C, Coulter A, Bruster S: The
Picker Patient Experience Questionnaire:
development and validation using data
from inpatient surveys in five countries.
International Journal for Quality in Health
Care 14:353-358, 2002

Denneson LM, Lasarev MR, Dickinson KC,
et al: Alcohol consumption and health status
in very old veterans. Journal of Geriatric
Psychiatry and Neurology 24:39-43, 2011

Wright SM, Craig T, Campbell S, et al:
Patient satisfaction of female and male
users of Veterans Health Administration
services. Journal of General Internal
Medicine 21(suppl 3):5S26-S32, 2006

Dobscha SK, Soleck GD, Dickinson KC,
et al: Associations between race and eth-
nicity and treatment for chronic pain in the
VA. ]Ournal of Pain 10:1078-1087, 2009

Charlson ME, Pompei P, Ales KL, et al: A
new method of classifying prognostic
comorbidity in longitudinal studies: de-
velopment and validation. Journal of
Chronic Diseases 40:373-383, 1987

. McCarthy JF, Blow FC: Older patients

with serious mental illness: sensitivity to
distance barriers for outpatient care.
Medical Care 42:1073-1080, 2004

Desai RA, Dausey DJ, Rosenheck RA:
Mental health service delivery and suicide
risk: the role of individual patient and fa-
cility factors. American Journal of Psychi-
atry 162:311-318, 2005

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ June 2013 Vol. 64 No. 6

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Costello AB, Osborne JW: Best practices in
exploratory factor analysis: four recom-
mendations for getting the most from your
analysis. Practical Assessment, Research
and Evaluation 10:1-9, 2005

Howard PB, El-Mallakh P, Kay Rayens M,
et al: Consumer perspectives on quality of
inpatient mental health services. Archives
of Psychiatric Nursing 17:205-217, 2003

Kelstrup A, Lund K, Lauritsen B, et al:
Satisfaction with care reported by psychi-
atric inpatients: relationship to diagnosis
and medical treatment. Acta Psychiatrica
Scandinavica 87:374-379, 1993

Rosenheck R, Wilson NJ, Meterko M: In-
fluence of patient and hospital factors on
consumer satisfaction with inpatient men-

tal health treatment. Psychiatric Services
48:1553-1561, 1997

Distefano MK, Jr, Pryer MW, Garrison JL:
Attitudinal, demographic, and outcome
correlates of clients’ satisfaction. Psycho-
logical Reports 47:287-290, 1980

Greenberg GA, Rosenheck RA: Changes in
satisfaction with mental health services
among blacks, whites, and Hispanics in the
Department of Veterans Affairs. Psychiat-
ric Quarterly 75:375-389, 2004

Carey KB, Purnine DM, Maisto SA, et al:
Treating substance abuse in the context of
severe and persistent mental illness: clini-
cians” perspectives. Journal of Substance
Abuse Treatment 19:189-198, 2000

Kolb SJ, Race KEH, Seibert JH: Psycho-
metric evaluation of an inpatient psychiat-
ric care consumer satisfaction survey.
Journal of Behavioral Health Services and
Research 27:75-86, 2000

Kuosmanen L, Hitonen H, ]yrkinen AR,
et al: Patient satisfaction with psychiatric
inpatient care. Journal of Advanced Nurs-
ing 55:655-663, 2006

Remnik Y, Melamed Y, Swartz M, et al:
Patients’ satisfaction with psychiatric in-
patient care. Israel Journal of Psychiatry
and Related Sciences 41:208-212, 2004

Pfeiffer PN, Ganoczy D, Bowersox NW,
et al: Depression care following psychiatric
hospitalization in the Veterans Health Ad-
ministration. American Journal of Man-
aged Care 17:e358-e364, 2011

Sajatovic M, Blow FC, Kales HC, et al:
Age comparison of treatment adherence
with antipsychotic medications among
individuals  with  bipolar disorder. In-
ternational Journal of Geriatric Psychiatry
22:992-998, 2007

Wang PS, Lane M, Olfson M, et al:
Twelve-month use of mental health
services in the United States: results from
the National Comorbidity Survey Replica-
tion. Archives of General Psychiatry 62:
629-640, 2005

Compton MT, Rudisch BE, Craw J, et al:
Predictors of missed first appointments at
community mental health centers after

psychiatric hospitalization. Psychiatric Ser-
vices 57:531-537, 2006

Stein BD, Kogan JN, Sorbero M], et al:
Predictors of timely follow-up care among

561


http://www.va.gov/vhapublications/ViewPublication.asp?pub_ID=1762
http://www.va.gov/vhapublications/ViewPublication.asp?pub_ID=1762
ps.psychiatryonline.org

34.

562

Medicaid-enrolled adults after psychiatric
hospitalization. Psychiatric Services 58:
1563-1569, 2007

Compton MT: Barriers to initial out-
patient treatment engagement following
first hospitalization for a first episode of
nonaffective psychosis: a descriptive case
series. Psychiatric Practice 11:62-69,
2005

35.

36.

McFall MM, Malte C, Fontana A, et al:
Effects of an outreach intervention on use
of mental health services by veterans with
posttraumatic stress disorder. Psychiatric
Services 51:369-374, 2000

Charles C, Gafni A, Whelan T: Shared decision-
making in the medical encounter: what does it
mean? (or it takes at least two to tango). Social
Science and Medicine 44:681-692, 1997

37. Schauer C, Everett A, del Vecchio P, et al:

Promoting the value and practice of shared
decision-making in mental health care.
Psychiatric Rehabilitation Journal 31:54-
61, 2007

38. Adams JR, Drake RE: Shared decision-

making and evidence-based practice.
Community Mental Health Journal 42:
87-105, 2006

Psychiatric Services Invites
Submissions by Residents and Fellows

TRAININGrounds is a continuing series of articles by trainees that was introduced
to highlight the academic work of psychiatric residents and fellows and to encourage
research by trainees in psychiatry.

Submissions should address the planning and delivery of psychiatric services in any
setting, including those of special interest or concern to trainees. Submission of
original research is encouraged. Literature reviews will be considered if they are
mentored or coauthored by a senior scholar in the field.

Joseph M. Cerimele, M.D., is the editor of this series. Prospective authors—current
residents and fellows—should contact Dr. Cerimele to discuss possible sub-
missions. He can be reached at the University of Washington School of Medicine,
1959 NE Pacific St., Box 356560, Seattle, WA 98195 (e-mail: cerimele@uw.edu).

All TRAININGrounds submissions undergo the same rigorous peer review and
editorial decision making as other submissions. Accepted papers will be highlighted
in the issue in which they appear.

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ June 2013 Vol. 64 No. 6


ps.psychiatryonline.org

