
Readmission rates for psychi-
atric care have been under
close scrutiny since the 1980s,

when lengths of inpatient stays began
to decrease sharply as a result of both
the philosophy of deinstitutionaliza-
tion and the rise of managed health

care. Concern has been expressed
that managed care has lost sight of the
needs of patients while concentrating
instead on cost containment (1–4).
Arguably, managed care has changed
the focus of inpatient hospitalization
to acute stabilization of the patient
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rather than primary treatment. Once
the patient is stabilized, care is re-
ceived from outpatient providers at
less acute levels of treatment. 

Rehospitalization rates have long
been used to determine the effective-
ness of inpatient treatment. Readmis-
sion is a cause for concern, as it is not
only a step backward in treatment but
also a costly alternative to effective
and efficient outpatient care. Given
the current concerns about shorter
lengths of stay, readmissions call into
question the quality of care initially
received; specifically, they raise the
issue of premature discharge. The re-
sults of studies have been contradic-
tory; some have found length of stay
to be a predictor of readmission
(1–3,5), whereas others have report-
ed that it is not a factor in readmission
(6–9). 

Lyons and colleagues (8) postulated
that data on length of stay is con-
founded because no empirical re-
search has been done to determine
whether readmission actually repre-
sents a failure of the initial hospital-
ization. Their study clearly demon-
strated that readmissions do not indi-
cate failure of the index hospitaliza-
tion or premature discharge; they
suggest instead that recidivism may
be due to a failure in discharge plan-
ning and outpatient follow-up. To
date, few studies have examined the
impact of discharge planning; howev-
er, the majority have found that non-
compliance with outpatient follow-up
is a strong predictor of readmission
(6,10–13). 

Most of the research examining
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Objective: This study examined whether patients discharged from inpa-
tient psychiatric care would have lower rehospitalization rates if they
kept an outpatient follow-up appointment after discharge. Methods:
Complete data were collected in 1998 on 3,113 psychiatric admissions
in eight Southeastern states; 542 were readmissions. Patients’ health
care was managed by United Behavioral Health of Georgia (UBH-GA),
which encouraged inpatient facilities to ensure that an outpatient ap-
pointment was scheduled for all discharged patients. UBH-GA contact-
ed outpatient providers to determine whether patients kept at least one
appointment. Rehospitalization rates were calculated for 90, 180, 270,
and 365 days after discharge to examine effects over time of keeping an
initial appointment. Results: Of the 542 patients who were rehospital-
ized, 136 kept at least one outpatient appointment after discharge from
their initial admission; 406 did not. For patients who did not keep an ap-
pointment, rehospitalization rates increased over time, ranging from 15
percent to 29 percent. For patients who kept an outpatient appoint-
ment, the rehospitalization rate remained the same over time, about 10
percent. The 270- and 365-day rehospitalization rates and the aggre-
gated annual rates were significantly higher (p<.01) for patients who did
not keep an appointment. Conclusions: Patients who did not have an
outpatient appointment after discharge were two times more likely to
be rehospitalized in the same year than patients who kept at least one
outpatient appointment. Aggregated annual rates indicated that pa-
tients who kept appointments had a one in ten chance of being rehos-
pitalized, whereas those who did not had a one in four chance. (Psychi-
atric Services 51:885–889, 2000)



predictors of readmission has focused
primarily on factors associated with
the index hospitalization and not with
risk factors associated with aftercare
services, such as those provided at
community mental health centers or
by private mental health care pro-
viders (1–7,9–13). The failure to look
at aftercare services seems surprising,
because inpatient care has shifted
from being long-term care to crisis
stabilization, with continued care co-
ordinated through outpatient services.

United Behavioral Health of Geor-
gia (UBH-GA) currently coordinates
behavioral health benefits for 900,000
members insured by United Health-
Care in eight Southeastern states. In
1997 an increase in the readmission
rate of UBH-GA members coincided
with UBH-GA’s acquiring new mem-
bers in new states. The rising read-
mission rate was a cause for concern,
as it meant that some members were
not progressing in treatment but were
decompensating.

Based on the literature and anec-
dotal cases, it was hypothesized that
the increased readmission rate for
UBH-GA patients was not due to fail-
ure of the initial hospitalization or to
premature discharge, because pa-
tients were stable at the time of dis-
charge. Rather, it was attributed to a
failure in discharge planning. Be-
cause of the recently acquired mem-
bership in new states, UBH-GA did
not have long-standing relationships
with the providers. Thus it was con-
ceivable that these providers were not
extending care beyond hospitaliza-
tion. 

Readmission rates are commonly
used in the health care field as a qual-
ity indicator; specifically, rates of
readmission 30, 90, and 180 days after
discharge are examined. The stan-
dard quality-of-care marker used in
the industry is a readmission rate low-
er than 15 percent in 30 days. How-
ever, little research exists on predic-
tors of readmission in the private
managed care sector. In part, tracking
patients is difficult because of the lack
of oversight of admissions and the
range of choices of facilities available
to the insured population. UBH-GA
is structured as a health maintenance
organization, with precertification re-
quired for all levels of service; UBH-

GA provides clinical oversight of the
choice of facilities and treatment
planning. Because of these factors,
large-scale interventions can be more
easily implemented in an effort to im-
prove the health and well-being of
members and to contain medical
costs. The structure also facilitates
the measurement of the efforts of
these interventions.

This prospective study was under-
taken to increase the rate of outpa-
tient appointments after discharge
and to determine whether keeping at
least one outpatient appointment
would have an effect on patients’ re-
hospitalization rates. We hypothesized
that patients who kept an outpatient

appointment after discharge from the
index admission would have lower re-
hospitalization rates at 90-, 180-, 270-,
and 365-day intervals than patients
who did not keep an outpatient ap-
pointment. The expanded window of
time for examining rates— instead of
the 30-day industry standard— was
used to determine the long-term im-
pact of discharge planning.

In essence, we hypothesized that
when continuation of care after dis-
charge was ensured, patients would
progress in treatment instead of de-
compensating and needing rehospi-
talization. The effectiveness of keep-
ing outpatient appointments was de-

termined by comparing rehospitaliza-
tion rates of patients who kept an ap-
pointment after discharge and those
who did not using differences in pro-
portions testing (14). 

Methods
All members whose coverage was
managed by UBH-GA in 1998 were
eligible for this study. Active partici-
pants were those who were admitted
for inpatient care for a psychiatric
condition at any time in 1998. UBH-
GA asked facility staff to begin dis-
charge planning with patients at the
time of admission, which included
educating patients about the impor-
tance of continued treatment after
discharge and scheduling patients for
a follow-up outpatient appointment
with an appropriate care provider.
Partial hospitalization programs were
considered an inpatient level of care.
For patients placed in partial hospi-
talization programs after inpatient
treatment, the partial hospitalization
program was asked to do the dis-
charge planning and appointment
scheduling. The outpatient interven-
tion, which was not controlled for,
ranged from intensive outpatient pro-
grams to individual therapy to med-
ication management sessions.

At discharge, the facilities commu-
nicated the time and date of the out-
patient appointment and the provi-
der’s name to the member and to
UBH-GA. Within three days after the
scheduled appointment, UBH-GA
contacted the outpatient provider to
determine whether the member had
complied with the discharge plan.
When a member had not complied,
or when no outpatient appointment
had been arranged for the member
before discharge, UBH-GA contact-
ed the member to encourage him or
her to continue in treatment and, if
the member requested it, to schedule
an outpatient appointment. UBH-GA
then followed up on these patients to
determine whether they kept the out-
patient appointment. Compliance
with at least one appointment after
discharge was tracked for all admis-
sions. 

Because receipt of insurance bene-
fits requires precertification (or certi-
fication within 24 hours for emer-
gency care), UBH-GA is able to col-
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lect data for all rendered services. In
addition, because of its network of fa-
cilities and outpatient providers,
UBH-GA has been able to form col-
laborative relationships in coordinat-
ing care by having inpatient facilities
arrange for outpatient intervention
and by receiving confirmation of
compliance from the outpatient
providers. 

Data were collected on every mem-
ber hospitalized in 1998. The dataset
included demographic variables, ad-
mission date, discharge date, facility,
attending psychiatrist, diagnosis, type
of outpatient intervention, outpatient
appointment date, and compliance
with outpatient treatment. Hospital-
izations that were readmissions— that
is, patients hospitalized again at any
point in 1998— were coded. The in-
dex or initial admission for each re-
hospitalized patient was identified.

Results
During 1998 data were collected on a
total of 3,234 admissions. Data were
missing for some admissions because
of exhaustion of benefits, termination
of the policy, or discharge to jail, and
data were incomplete for 164 admis-
sions. Complete data were available
for 3,113 admissions. Table 1 shows
the number of patients admitted and
readmitted for each quarter of 1998
as well as the number of patients for
whom discharge planning was done
— that is, for whom an outpatient ap-
pointment was made— and the num-
ber who complied with an initial out-
patient appointment. 

At the end of the first quarter of
1998, data indicated that only 41 per-

cent of all hospitalized patients had an
outpatient follow-up appointment
scheduled for them at the time of dis-
charge. As we believed from the outset,
the failure to arrange follow-up care
was mostly due to a lack of coordina-
tion of care within the provider net-
works for the new membership. UBH-
GA communicated the need for dis-
charge planning to the contracted facil-
ities early in 1998. As Table 1 shows,
scheduling of outpatient appointments
before discharge increased to 87 per-
cent by the third quarter (an average of
71 percent for the year). 

Annual aggregated data shown in
Table 1 indicate that among the 2,212
patients for whom an outpatient ap-
pointment was scheduled before dis-
charge, 1,735, or 78 percent, kept the
appointment. 

Of the 3,113 hospitalizations that
occurred in 1998, a total of 542 were
readmissions following an index ad-
mission that same year. To determine
whether compliance with follow-up

care affected rehospitalization rates,
rates were calculated for patients who
kept at least one follow-up appoint-
ment after the index admission and
for those who did not. Of the 542 pa-
tients who were rehospitalized, 136
kept at least one outpatient appoint-
ment after the index hospitalization,
and 406 did not. 

The mean±SD age of the patients
who were compliant and that of those
who were not compliant with the ap-
pointment were virtually identical
(39.2±11.2 years and 39.6±9.6 years,
respectively). Most patients in both
groups were female; 81 patients (60
percent) who kept their appointment
were female, compared with 211 (52
percent) of those who did not. Signif-
icance testing using a two-tailed non-
parametric test showed that the gen-
der differences between the two
groups were not significant. Data on
race were not obtained.

The mean±SD length of stay for
the patients who kept an appointment

Table 1

Number of admissions and readmissions per quarter for 3,113 patients hospital-
ized in 1998, the number for whom a follow-up outpatient appointment was
made, and the number who kept at least one appointment

Patients with an out- Patients with an appoint-
N of patient appointment ment who kept at least one

N of ad- read-
Quarter missions missions N % N %

Quarter 1 879 126 360 41 198 55
Quarter 2 694 112 541 78  422 78 
Quarter 3 778 146 677 87 589 87
Quarter 4 762 158 634 83 526 82
Aggregate 3,113 542 2,212 71 1,735 78

Table 2

Readmission rates among 3,113 patients hospitalized in 1998, by whether or not they kept at least one outpatient follow-up
appointment after discharge

Kept at least one appointment Did not keep any appointment

N of N of patients Readmis- N of N of patients Readmis- Effect Criterion of 
Quarter patients readmitted sion rate (%)1 patients readmitted sion rate (%)1 size effect size

Quarter 1 201 22 11 678 104 15 .151 .548
Quarter 2 262 20 8 432 92 21 .378 .573
Quarter 3 416 47 11 362 99 27 .417∗ .411
Quarter 4 381 47 12 381 111 29 .430∗ .399
Aggregate 1,260 136 11 1,853 406 22 .324∗ .233

1 Readmission rates for quarters 1 through 4 are cumulative and reflect 90-, 180-, 270-, and 365-day rates, respectively.
∗p<.01



was greater than that for those who
did not (5.5±.4 days versus 4.8±.6
days). However, a one-tailed non-
parametric t test indicated that length
of stay did not differ significantly be-
tween the two groups. The most com-
mon diagnostic categories were the
same for each group: alcohol depend-
ence and major depression.

Data were analyzed cumulatively to
examine the impact over time of
keeping at least one outpatient fol-
low-up appointment. Cumulative re-
admission rates were calculated,
yielding 90-, 180-, 270-, and 365-day
readmission rates for the two groups.
As shown in Table 2, patients who did
not keep an appointment after the in-
dex admission had higher rates of
readmission at all time points than pa-
tients who did. Over time, the rate of
readmission increased for patients
who did not keep an appointment,
while the rate remained constant for
patients who kept an appointment.
That is, the longer a patient went
without an appointment, the greater
was the likelihood of readmission. As
Table 2 shows, significant differences
in readmission rates were found be-
tween groups.

Discussion and conclusions
The results of this study indicate that
hospitalized patients who did not
comply with at least one outpatient
appointment after discharge were
two times more likely to be rehospi-
talized than those who kept at least
one appointment after discharge. The
study found strong associations
(p<.01) between keeping an outpa-
tient appointment and being less like-
ly to be rehospitalized during the
third quarter of 1998 (the 270-day re-
hospitalization rate) and the fourth
quarter of 1998 (the 365-day rehospi-
talization rate). A similar strong asso-
ciation was found for the 1998 aggre-
gate rate of readmission. These re-
sults indicate that the positive benefit
of keeping an outpatient appointment
was sustained over time. 

More important, time appeared to
be a more critical factor for patients
who did not keep an appointment.
For this group the rate of rehospital-
ization increased as the time since the
initial admission increased; no such
increase in rates over time was found

for patients who kept at least one out-
patient appointment after discharge. 

The results of this study support
the benefits of continued outpatient
care for recently hospitalized pa-
tients, at least for those who keep one
appointment. The results also rein-
force the need to look at rehospital-
ization due to the lack of outpatient
follow-up, not only at factors associat-
ed with the inpatient stay. As dis-
charge planning improved at the in-
patient facilities in this study, so did
rates of patients’ compliance with
outpatient follow-up. Most likely the
increase in compliance can be attrib-
uted to the personal communications
UBH-GA had with members who

were initially noncompliant. 
This study is not without its limita-

tions. Most notably, keeping an out-
patient appointment after discharge
from the index admission did not pre-
vent patients from being rehospital-
ized. Although the readmission rate
did not increase over time for patients
who kept an outpatient appointment,
11 percent of these patients were
readmitted. These cases may have
been medically complicated, or the
patients may have been more chroni-
cally ill and unstable than the patients
who were not readmitted. 

In addition, an outpatient follow-
up appointment was not in place for
all patients at discharge. It is nearly

impossible to schedule appointments
for patients who leave against medical
advice or who refuse aftercare. How-
ever, UBH-GA’s performance stan-
dard is for inpatient facilities to have
an outpatient intervention in place at
discharge for 90 percent of patients.

Furthermore, the study did not
control for the type of outpatient ap-
pointment. This point alone demands
further study, as the variation in type
and intensity of aftercare plans could
have a strong impact on the contin-
ued stabilization and treatment of re-
cently hospitalized individuals. In ad-
dition, patients’ compliance with dis-
charge planning was not followed be-
yond the first outpatient appoint-
ment; thus patients who went to the
first appointment may have subse-
quently dropped out of treatment. 

Because of the relationship be-
tween time and rehospitalization dis-
cussed above, the elapsed time be-
tween discharge and the outpatient
appointment might also be related to
the subsequent readmission. Al-
though the goal was to make appoint-
ments within 72 hours of discharge,
in reality the dataset showed that a
number of patients waited several
weeks between discharge and outpa-
tient follow-up. In part, the extended
times were due to patients’ canceling
and rescheduling appointments and
not having transportation, and to
some providers’ not being able to see
patients for several weeks.

Questions remain, but the data are
compelling. Keeping an outpatient
appointment after hospital discharge
has an impact on the rate of rehospi-
talization. Stabilization from inpatient
care appears to be sustained over
time for patients who keep follow-up
appointments. The rate of rehospital-
ization increased over time for pa-
tients who did not keep an appoint-
ment but not for patients who kept
one. On the basis of the 365-day re-
hospitalization rate, patients in this
study who kept an appointment had a
one-in-ten chance of being rehospi-
talized; for patients who did not keep
an appointment, the chances were
one in four. 

Examining rates of readmission be-
yond the industry standard of 30 days
revealed the sustained effect of dis-
charge planning for hospitalized pa-
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tients. It appears essential that psy-
chiatric inpatients have postdischarge
outpatient appointments in place to
minimize relapse. Health care clini-
cians involved in the treatment of
hospitalized patients need to ensure
continuation of care through outpa-
tient services. Aggressive outreach ef-
forts should be considered for pa-
tients who are noncompliant with dis-
charge planning. 

Furthermore, researchers examin-
ing rehospitalization should focus on
discharge planning, not just factors
associated with the admission. The
30-day rehospitalization rate may be
the best indicator of the effectiveness
of the care received during an admis-
sion, but it does not capture the im-
pact of outpatient interventions after
discharge. The results of this study
support the need to look at the con-
tinuum of care in relation to rehospi-
talization rates and to accomplish that
by using rehospitalization rates of
longer than 30 days. ♦
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Free 2000 Video Rental Catalog 
Is Now Available From APA’s 
Psychiatric Services Resource Center

Free copies of the new 2000–2001 catalog of the Video
Rental Library maintained by the Psychiatric Services Re-
source Center of the American Psychiatric Association are
available on request.

The library, which contains almost 250 videos in more
than 75 subject areas, represents one of the outstanding
collections of mental health and psychiatric videos in the
nation. Seventeen new videos have recently been added
to the library, covering such topics as autism, depression
in young people and older adults, eating disorders, play
therapy with abused children, coping with suicide, and
understanding violence 

The videos were chosen for the library because of their
usefulness in professional training, patient and family edu-
cation, and community outreach programs. Ian Alger,
M.D., of New York City serves as the Resource Center’s
video consultant. 

The videos can be rented by staff members in facilities
that are members of the Resource Center and by mem-
bers of the American Psychiatric Association for $25 per
title, which includes shipping and handling. Other mental
health professionals may rent the videos for a $65 fee. Be-
cause of customs regulations, videos cannot be shipped to
other countries, including Canada. The rental period is
four days. 

To obtain a copy of the video catalog, contact the Psy-
chiatric Services Resource Center, American Psychiatric
Association, 1400 K Street, N.W., Washington, D.C.
20005; phone, 800-366-8455; fax, 202-789-2648; e-mail,
psrc@psych.org. 


