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Objective: This observational study examined the association between
continuing outpatient care for a psychiatric disorder, a substance use dis-
order, or both and decreased risk of readmission to psychiatric care after
an index episode of inpatient psychiatric treatment. Methods: Treatment
records from all patients with co-occurring substance use and psychiatric
disorders discharged from an inpatient psychiatric setting in the Depart-
ment of Veterans Affairs (VA) between July 1, 2004, and June 30, 2005
(N=26,826), were used to determine the impact of psychiatric and sub-
stance use disorder continuing care on readmission to inpatient psychi-
atric treatment in the 90 days after discharge. Resulis: Over 23% (6,280
of 26,826) of patients with both a psychiatric disorder and a substance use
disorder who received inpatient psychiatric treatment in the VA were
readmitted for additional psychiatric care within 90 days of discharge.
Survival analyses indicated that receiving continuing care for a substance
use disorder (hazard ratio [HR]=.84, 95% confidence interval
[CI]=.77-.92, p<.001) in the 30 days after discharge from the index
episode was associated with a lower likelihood of rehospitalization. Psy-
chiatric continuing care was not associated with risk of rehospitalization.
A supplementary analysis indicated that substance use disorder continu-
ing care was still associated with a reduced risk of rehospitalization over
the 12 months after discharge, although the overall magnitude of the as-
sociation was diminished (HR=.92, 95% CI=.86-.99, p=.02). Conclusions:
Readmission to inpatient psychiatric treatment was common for patients
with co-occurring disorders, and these observational findings indicate
that continuing care for a substance use disorder was associated with
lower risk of early readmission. (Psychiatric Services 59:982-988, 2008)
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tients and the established relationship
between substance use and poorer
outcomes, psyohiatric treatment pro-
grams need to develop and imple-
ment successful strategies for pa-
tients with co-occurring psychiatric
and substance use disorders (11).

Research suggests that enhancing
utilization of continuing care for both
psychiatric and substance-related
problems can lead to improved treat-
ment outcomes, such as reduced
likelihood of rehospitalization (12—
17). Accordingly, many inpatient psy-
chiatric treatment programs take ex-
plicit steps to link patients with ap-
propriate psychiatric and addictions
treatment services after discharge
(11,16,18). Despite a clear rationale
for improving the utilization of con-
tinuing care among patients with co-
occurring disorders, research on its
effectiveness for this patient popula-
tion is still preliminary (19).

Current performance measures by
the Health Employer Data and Infor-
mation Set and the Washington Cir-
cle emphasize the importance of en-
hancing continuing care engagement
(20,21). These performance meas-
ures highlight the value of rapid en-
gagement (within 30 days of dis-
charge) as a core component of con-
tinuing care. To the best of our
knowledge, no one has explicitly eval-
uated the comparative influence of
continuing care for psychiatric and
substance use disorders among pa-
tients with co-occurring disorders.

Given the high cost of providing in-
patient psychiatric treatment and the
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high risk of readmission among pa-
tients with co-occurring disorders, it
is important to examine the associa-
tion between continuing care and the
likelihood of subsequent inpatient
psychiatric treatment for these pa-
tients. This study used treatment
records of patients with co-occurring
psychiatric and substance use disor-
ders who received inpatient care (the
index episode) in the Department of
Veterans Affairs (VA) within a given
year. After describing the characteris-
tics of patients who received continu-
ing care within 30 days of discharge
and after we controlled for baseline
and index treatment-related predic-
tors, we determined the relative asso-
ciations between psychiatric continu-
ing care, substance use disorder con-
tinuing care, and their combination
and the risk of readmission within 90
days after discharge.

Methods
Procedures
The sample was derived from elec-
tronic treatment records for all pa-
tients discharged from inpatient or
residential psychiatric programs be-
tween July 1, 2004, and June 30,
2005, according to the VAs National
Patient Care Database (22). To quali-
fy for the sample, a patient had to
have received diagnoses of an axis I
psychiatric disorder and a substance
use disorder during the index psychi-
atric episode. Qualifying diagnoses
were defined by the International
Classification of Diseases, 9th revi-
sion, Clinical Modification diagnostic
codes. Institutional review board ap-
proval was obtained for all analyses.
The patient’s first qualifying psychi-
atric stay during the selection time
frame was defined as the index
episode. However, if a patient was
discharged and then readmitted for
another psychiatric stay within one
day, the two stays were considered to
be continuous. Medical records were
used to determine whether patients
died during the study period, and pa-
tients’ records were censored in the
event of patients” death.

Measures

Psychiatric rehospitalization. As our
primary outcome, we determined
whether each patient had been read-

mitted to psychiatric inpatient or res-
idential treatment within 90 days af-
ter discharge from the index episode.
For those who were readmitted, we
determined the length of time from
discharge to readmission. Patients not
readmitted during the 90-day period
were censored from the study at 90
days. For a set of supplementary
analyses, we used a similar approach
to examine readmission in the 365
days after discharge.

Demographic information. Demo-
graphic information available for each
patient included age, gender, race
and ethnicity (categorized into Cau-
casian versus “other or unknown”),
marital status, and a measure of serv-
ice-connected status, which indicates
whether the patient’s disorder was
considered to be connected to his or
her military service, thus making the
patient eligible for benefits.

Substance use disorder and psychi-
atric diagnoses. All diagnoses were
drawn from the treatment records
during the index episode.

Psychiatric treatment. We deter-
mined the number of weeks of inpa-
tient psychiatric treatment in the year
before the index admission and calcu-
lated the length of the index stay in
weeks. Next, we determined whether
the patient received continuing out-
patient psychiatric care in the 30-day
period after discharge from the index
episode and before any subsequent
psychiatric rehospitalization and the
day on which this care occurred. This
information was used to create a
time-dependent indicator variable of
psychiatric continuing care (coded no
or yes).

Substance use disorder treatment.
We used the same procedure just de-
scribed to determine whether the pa-
tient received any outpatient treat-
ment for substance use disorder and
the timing of this care. Timing of care
was used to examine continuing care
for a substance use disorder in the
first 30 days as a time-dependent in-
dicator variable. Similarly, we created
a mutually exclusive indicator of
whether patients received treatment
for both psychiatric and substance
use disorders in the first 30 days after
the index episode. For the creation of
the time-dependent indicator of re-
ceiving care for both psychiatric and
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substance use disorders, we used the
first day that patients received the
second category of care. For example,
if a patient received psychiatric care
on the third day and substance use
disorder care on the seventh day, the
time-dependent indicator for psychi-
atric and substance use disorder care
indicated that this care was received
on the seventh day.

Statistical analyses

First, the sample was classified into
four groups on the basis of patients’
participation in continuing care in the
30 days after discharge—that is, no
care, substance use care only, psychi-
atric care only, or both substance use
and psychiatric care. Baseline differ-
ences between these four groups
were examined with either Kruskal-
Wallis nonparametric analysis of vari-
ance by ranks or chi square tests. For
post hoc comparisons, we used
Dunn’s multiple-comparisons test for
continuous variables or Tukey-type
multiple-comparisons tests for pro-
portions for categorical variables
(23-25). A chi square test was used to
examine differences in unadjusted
rates of readmission in the four
groups. Next, we used a Cox regres-
sion that included the diagnostic and
treatment-related variables as covari-
ates and time-dependent indicators
of whether the three categories of
continuing care were received within
the first 30 days after the index
episode (26-29). To examine the
longer-term impact of continuing
care, in a supplementary analysis we
repeated the Cox regression analysis
of risk of rehospitalization in the 12
months after the index episode.

Results
We identified 26,826 patients who
met the qualifications for inclusion.
Of these patients, 29.3% (N=7,849)
received no continuing care, 39.7%
(N=10,641) received psychiatric care
only, 9.6% (N=2,583) received care
for only a substance use disorder, and
21.4% (N=5,753) received both psy-
chiatric treatment and substance use
disorder treatment in the 30 days af-
ter the index episode of care.
Patients who received both psychi-
atric treatment and substance-related
continuing care were significantly
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Table 1

Characteristics of 26,826 veterans receiving no treatment, psychiatric treatment, substance use disorder treatment, or

combined treatment in the first 30 days after discharge from an inpatient stay for co-occurring disorders

No
continuing care
(N=7,849; 29.3%)

Continuing care

Psychiatric
treatment only
(N=10,641; 39.7%)

Substance use
treatment only
(N=2.583; 9.6%)

Combined
treatment
(N=5,753; 21.4%)

Characteristic N % N % N % N % p?
Demographic
Age (years)
M+SD 49.4+9.6 49.5+9.4 49.3+8.2 48.5+8.5 <.001
Median -50 -50 -50 —49
Interquartile range 45-55 44-55 45-55 44-54b
Female 364 4.6 710 6.7° 119 4.6 331 5.8 <.001
Nonwhite, unknown race 4,095 52.2 5,008 471> 1,290 49.9 2,864 49.8 <.001
Married 1,609 20.6 2,451 23.9b 554 21.5 1,054 18.4b <.001
Service-connected benefits 3,283 41.8 4,824 45.3b 958 37.1b 1,997 3470 <.001
Clinical diagnosis
Substance use disorder
Alcohol only 2,649 33.7 3,862 36.3 860 33.3 1,925 33.5 <.001
Alcohol and drug 2,833 36.1 3,257 30.6" 1,103 42.7° 2360 41.0> <001
Heroin only 224 2.9 313 2.9 95 3.7 149 2.6 .055
Cocaine only 790 10.1 895 8.4 214 8.3 563 9.8 <.001
Marijuana only 295 3.8 757 7.1 29 1.1b 101 18" <001
Multiple drugs 655 8.3 728 6.8> 209 8.1 424 7.4 .001
Other or unspecified drug 403 5.1 829 7.8b 73 2.8b 231 4.0 <.001
Schizophrenia 1,074 13.7 1,808 17.0> 155 6.0 481 84> <.001
Schizoaffective disorder 613 7.8 1,100 10.3P 140 5.4P 338 59> <001
Bipolar disorder 1,404 17.9 2,161 20.3> 433 16.8 1,108 19.3 <.001
Major depression 4,013 51.1 4,923 46.3"> 1,550 60.0> 3,286 57.1> <001
Posttraumatic stress disorder 2,199 28.0 3,210 30.2 721 279 1,741 30.3 .002
Anxiety disorder 544 6.9 847 8.0 208 8.1 455 7.9 .04
Psychiatric treatment (weeks)
Inpatient treatment in the past year
Number (M+SD) 1.1+2.9 1.4+3.4 9+2.4 1.0+£2.7 <.001
Median .0 .0 0 0
Interquartile range 0-1.1 .0-1.3 0-.7" 0-.9b
Length of index stay
Number (M+SD) 2.0+5.0 2.5+5.1 1.6+£2.3 2.2+3.8 <.001
Median -1.0 -1.1 -1.0 -1.1
Interquartile range T-1.7 7-2.1b 7-1.6 9-2.1>

* Level of significance of Kruskal-Wallis test (continuous variables) or chi square test (categorical variables)
b Significant difference (p<.01) from the no-treatment group in Dunn’s multiple-comparisons test (continuous variables) or Tukey’s multiple-compar-
isons test for proportions (categorical variables).

younger and less likely to be married
than those who received no continu-
ing care (Table 1). Individuals in the
psychiatric care—only group were
more likely to be female and married
than those in the no-continuing-care
group and less likely to be of non-
white or unknown race. The group
receiving continuing care for a sub-
stance use disorder and the group re-
ceiving combined psychiatric and
substance use disorder treatment had
fewer patients with service-connect-
ed conditions, and the psychiatric
care group had more such patients
than the no-continuing-care group.
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Compared with patients who re-
ceived no continuing care, patients in
the psychiatric care group were more
likely to have a marijuana use disor-
der or an unspecified drug-related di-
agnosis and less likely to be diagnosed
as having both an alcohol use disorder
and a drug use disorder or a diagnosis
of a drug use disorder for multiple
drugs. Patients in the psychiatric care
group also had higher rates of schizo-
phrenia, schizoaffective disorder, or
bipolar disorder and lower rates of
depression than did those with no
continuing care. The substance-relat-
ed treatment group and the com-

bined-care group both had higher
rates of combined alcohol and drug
use diagnoses and lower rates of use
of only marijuana than the no-contin-
uing-care group. Also, compared with
the no-continuing-care group, the
groups receiving continuing care for
only a substance use disorder or for
psychiatric and substance use prob-
lems had significantly lower rates of
schizophrenia and schizoaffective dis-
orders and higher rates of depression.

Patients in the psychiatric care and
the combined treatment groups had
longer index stays than the no-contin-
uing-care group. Those treated for a
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substance use disorder only and those
with combined treatment had fewer
days of prior inpatient psychiatric
treatment than the no-continuing-
care group.

Within 90 days after discharge,
23.4% (6,280 of 26,826) of the sample
was rehospitalized for psychiatric
care. By group, 25.4% (1,991 of
7,849) of the no-continuing-care
group was rehospitalized versus
24.7% (2,625 of 10,641) of the psychi-
atric care group, 19.7% (510 of 2,583)
of the substance abuse treatment
group, and 20.1% (1,154 of 5,753) of
the combined continuing care group
(x?=81.5, df=3, p<.001). In multiple-
comparisons tests for proportions, the
group receiving continuing care for a
substance use disorder and the group
receiving combined continuing care
differed from the no-continuing-care
group and the psychiatric care group
(p<.01 for all comparisons), but not
from each other. The no-continuing-
care and the psychiatric care groups
did not differ significantly from one
another.

Table 2 shows the results of the full
Cox regression model, which includ-
ed all variables from Table 1 as pre-
dictors, as well as measures of contin-
uing care participation, which were
entered as time-varying indicators. A
total of 26,681 patients were included
in the analysis (145 were dropped
from the analysis because of missing
data on marital status). Continuing
care for substance use disorder was
associated with a 16% (95% confi-
dence interval=8%-23%) reduction
in the risk of rehospitalization in the
90 days after the index episode com-
pared with no continuing care. Psy-
chiatric treatment and combined psy-
chiatric and substance use disorder
treatment were not significantly asso-
ciated with readmission.

In a supplementary analysis, we re-
peated our Cox regression analysis to
examine the associations between ef-
fects of the same set of predictors and
risk of rehospitalization in the 12
months after the index episode. The
results were similar except that the
association between continuing care
for a substance use disorder and re-
hospitalization, although still signifi-
cant, was diminished. In addition, the
associations between some patients’

Table 2

Hazard ratios predicting rehospitalization among 26,826 veterans within 90 days
of discharge from psychiatric hospitalization for co-occurring disorders, by

patient and treatment characteristics®

Characteristic Hazard ratio  95% CI pb
Treatment within 30 days of discharge
Psychiatric treatment only 1.04 98-1.11 193
Substance use disorder treatment only .84 T7-.92 <.001
Combined treatment 94 87-1.02 12
Demographic characteristic
Age 1.00 .99-1.00 .001
Female .94 .84-1.05 277
Nonwhite, unknown race .96 91-1.02 .166
Married .78 72—-.83 <.001
Service-connected benefits 1.03 97-1.08 371
Clinical diagnosis
Substance use
Alcohol only 1.05 94-1.17 426
Alcohol and drug 1.10 98-1.23 .096
Heroin only .87 71-1.05 144
Cocaine only 1.13 99-1.29 .063
Marijuana only .80 .68-.95 01
Multiple drugs 111 97-1.28 121
Schizophrenia 1.25 1.15-1.37 <.001
Schizoaffective disorder 1.39 1.27-1.52 <.001
Bipolar disorder 1.21 1.12-1.30 <.001
Major depression .98 92-1.05 581
Posttraumatic stress disorder .96 .90-1.03 223
Anxiety disorder 1.04 95-1.15 399
Prior psychiatric treatment
Inpatient treatment in the prior year 1.06 1.06-1.07 <.001
Length of index episode 97 97-.98 <.001

* Full Cox regression model
b Determined by Wald test

personal characteristics (diagnoses of
alcohol and drug use disorders, co-
caine use disorder only, and multiple-
drug—use disorder) and rehospitaliza-
tion were stronger (see Table 3).

Discussion

Analyses of a national sample of all
patients with co-occurring psychiatric
and substance use disorders treated
in VA inpatient psychiatric treatment
during one year indicate that over
23% of these patients were readmit-
ted for additional inpatient psychi-
atric treatment within 90 days. Time
to readmission was influenced by pre-
treatment patient characteristics, as-
pects of the episode of care, and con-
tinuing care soon after discharge. In
particular, receipt of postdischarge
substance use disorder outpatient
treatment predicted a lower likeli-
hood of rehospitalization. Receipt of
psychiatric continuing care, either
alone or in combination with sub-
stance use disorder continuing care,
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was not associated with reduced risk
of rehospitalization.

In this sample of patients with co-
occurring disorders, those who were
younger, unmarried, and diagnosed
as having schizophrenia, schizoaffec-
tive disorder, or bipolar disorder were
more likely to be rehospitalized. The
pattern of results is broadly similar to
what has been described in more
general samples of patients with psy-
chiatric disorders (7-9). These find-
ings suggest that patients with fewer
personal resources, such as being un-
married, and those with a psychotic
disorder are at particularly high risk
of readmission. In addition, a longer
length of stay in the index treatment
episode was associated with a lower
likelihood of readmission. Previous
research has yielded inconsistent re-
sults about the impact of length of
stay, which has been associated with
both a lower (30,31) and a higher (32)
likelihood of readmission. This dis-
crepancy in findings is likely a result
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Table 3

Hazard ratios predicting rehospitalization among 26,826 veterans within 365
days of discharge from psychiatric hospitalization for co-occurring disorders,

by patient and treatment characteristics®

Characteristic Hazard ratio  95% CI pb
Treatment within 30 days of discharge
Psychiatric treatment only 1.04 .99-1.08 121
Substance use disorder treatment only 92 .86-.99 017
Combined treatment 97 .92-1.02 244
Demographic characteristic
Age 1.00 .99-1.00 .002
Female 91 .84-.99 .029
Nonwhite, unknown race 1.00 97-1.04 933
Married 77 74-81 <.001
Service-connected benefits 1.03 99-1.07 .095
Clinical diagnosis
Substance use
Alcohol only 1.06 98-1.15 162
Alcohol and drug 1.18 1.08-1.28 <.001
Heroin only 97 85-1.11 .684
Cocaine only 1.22 1.11-1.34 <.001
Marijuana only .80 71-91 <.001
Multiple drugs 1.14 1.03-1.26 01
Schizophrenia 1.25 1.18-1.34 <.001
Schizoaffective disorder 1.43 1.34-1.53 <.001
Bipolar disorder 1.15 1.09-1.22 <.001
Major depression .94 .90-.99 013
Posttraumatic stress disorder 1.00 .96-1.05 .888
Anxiety disorder 98 91-1.05 535
Prior psychiatric treatment
Inpatient treatment in the prior year 1.06 1.05-1.06 <.001
Length of index episode .98 .97-.98 <.001

* Full Cox regression model
b Determined by Wald test

of the tendency for patients with
more severe illness to receive longer
stays. Within our sample, it is possible
that a longer index stay allowed for
greater stabilization of the patients’
symptoms or provided an opportunity
for better discharge planning. Also,
programs that provided longer epi-
sodes of index treatment may have
had other attributes that allowed for
more effective inpatient or postdis-
charge treatment.

Although it may seem straightfor-
ward that treatment of patients with
co-occurring disorders should in-
volve both psychiatric and substance
use disorder treatment (19), only
21% of the patients in this sample at-
tended at least one session of both
forms of continuing care. Yet over
70% of the sample attended at least
some form of postdischarge continu-
ing care within 30 days of discharge.
A small minority of patients (9.6%)
received continuing care for a sub-
stance use disorder only. This low
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proportion may reflect the fact that
few patients with co-occurring psy-
chiatric and substance use disorders
are referred to only substance use
disorder treatment. Also, it is possi-
ble that substance use disorder treat-
ment providers are hesitant to accept
individuals with co-occurring psychi-
atric disorders unless those individu-
als also receive concurrent outpatient
psychiatric treatment. Involvement
in postdischarge treatment for a sub-
stance use disorder was associated
with a lower likelihood of rehospital-
ization even after analyses controlled
for other patient-related and index
episode-related predictors. This
finding is consistent with several oth-
er studies that provide evidence for
the importance of improving engage-
ment in continuing care (14,17,33).
These findings provide empirical
support for current performance
measures designed to encourage use
of continuing care (20,21). The find-
ings also highlight the importance of

examining continuing care beyond
the 30 days postdischarge. In our
analyses, there was a significant asso-
ciation between continuing care for a
substance use disorder and a lower
risk of subsequent hospitalization, al-
though it was somewhat smaller over
the course of 12 months than over 90
days. This suggests that current per-
formance measures, which focus on
initial engagement in continuing care,
could be supplemented by an im-
proved understanding of the impor-
tance of sustained participation.

The lack of a consistent significant
protective relationship between psy-
chiatric continuing care and risk of
rehospitalization was surprising. This
may reflect the fact that psychiatric
continuing care is provided for pa-
tients with the most severe psychi-
atric problems who remain at high
risk of rehospitalization despite the
potential benefits of this form of
treatment. This explanation is consis-
tent with our finding that patients
who received psychiatric continuing
care had higher rates of serious men-
tal illness than patients who received
either continuing care for a substance
use disorder or no continuing care. It
is also possible that because our sam-
ple was recruited from psychiatric
settings, patients discharged from in-
patient care had already achieved
some form of psychiatric stabilization
and psychiatric continuing care did
not account for much additional vari-
ance. Also, individuals receiving out-
patient continuing psychiatric care
may be more closely monitored for
deteriorations in functioning and,
consequently, more likely to be read-
mitted after an increase in problemat-
ic symptoms.

The findings related to continuing
care for a substance use disorder are
similar to those of McKay and col-
leagues (33) and indicate that contin-
uing care may be beneficial for pa-
tients with co-occurring disorders,
even if this treatment is specifically
focused on reducing only problemat-
ic substance use. Although more inte-
grated forms of treatment (such as
those outlined by Drake and col-
leagues [12]) are likely to be ideal,
these results indicate that in real-
world settings that may lack integrat-
ed services, providers should still con-

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ September 2008 Vol. 59 No. 9



sider referring patients to separate
substance use disorder programs for
continuing care after discharge.

The observational nature of the
study prevents determination of the
extent to which any of the predictors
in our models directly caused or pre-
vented subsequent readmission. The
results presented in Table 1 show a
number of differences between pa-
tients who did not receive any contin-
uing care and those treated in psychi-
atric or substance use disorder treat-
ment settings. These and other un-
measured patient characteristics like-
ly influenced the recommendations
and referrals given to patients when
discharged from the hospital, the
likelihood of their attending continu-
ing care, and their responsiveness to
the type of care that they received. In
particular, the lack of a significant re-
lationship between psychiatric con-
tinuing care and lower likelihood of
rehospitalization was unexpected
and, as noted earlier, may reflect the
fact that patients with more severe
psychiatric problems were more like-
ly to receive psychiatric continuing
care. Also, despite the statistical sig-
nificance of the effect of continuing
care for a substance use disorder, the
effect size was modest, and the high
rates of readmission in each group
highlight the need for improved in-
terventions among patients with co-
occurring psychiatric and substance-
related problems.

Because all results were based on
analyses of patient treatment rec-
ords, more finely grained informa-
tion about patient symptoms, diag-
noses, and components of treatment
was unavailable. The sample was
composed predominantly of male
veterans. Also, the measures of race
and ethnicity in this study were im-
precise. Similarly, the design allowed
for the examination of rehospitaliza-
tion to only VA facilities; rates and
predictors of receipt of non-VA care
are unknown. Finally, although we
have focused on predicting readmis-
sion as a proxy for poor outcome, in
some cases, readmission can be an in-
dicator of better patient self-aware-
ness and may reflect a treatment sys-
tem that is responding more effec-
tively to the patients’ needs (34).
However, given the personal and

economic cost of inpatient treatment
for patients and the health care sys-
tem as a whole, in many cases rehos-
pitalization is a negative outcome.

Conclusions

Despite these limitations, this study
is a first attempt to understand the
interrelationships between patient
functioning, index treatment, post-
discharge continuing care, and read-
mission to psychiatric treatment in a
large national sample of patients
with co-occurring psychiatric and
substance use disorders. Although
guidelines highlight the importance
of integrated care for patients with
co-occurring disorders (12,13,35,
36), only 21% of these patients were
contacted for both psychiatric treat-
ment and substance-related treat-
ment within 30 days of discharge
from inpatient psychiatric treatment.
Receipt of postdischarge substance
use disorder treatment was consis-
tently associated with decreased like-
lihood of psychiatric readmission. Al-
though preliminary, this finding pro-
vides initial information about the
type of care that could be beneficial
for patients with co-occurring disor-
ders discharged from inpatient psy-
chiatric treatment. An important next
step is to conduct randomized con-
trolled trials of the impact of specific
linkage strategies on rates of continu-
ing care attendance, rehospitaliza-
tion, and patient functioning. Results
from a pilot study with this design are
consistent with our findings and indi-
cate that this line of research may be
promising (17).
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