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Managed health care systems of-
ten use treatment readmission
data as an indicator of psychiatric
patient outcome and program per-
formance. This study of 3,018 in-
patients being treated for sub-
stance abuse in Department of
Veterans Affairs medical centers
found that across a range of meas-
ures and patient subpopulations,
patient outcomes and program
performance were virtually inde-
pendent of treatment readmission.
These findings suggest that even
though readmission for substance
abuse treatment may have value as
an easily obtainable measure of
health care utilization and cost, it
cannot serve as a valid substitute
for direct assessment of patient
outcome or program performance.
(Psychiatric Services 51:1568-
1569, 2000)

he potential value of readmission

data as an easily gathered indicator
of psychiatric patient outcomes and
program performance has long been
debated (1-6). Solomon and Doll (6)
argued more than 20 years ago that in-
patient readmission might index a
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plethora of factors other than poor pa-
tient outcome and low treatment qual-
ity—for example, need for additional
care, lack of housing, and community
intolerance of persons with serious
mental illness. The scope and impor-
tance of this debate are increasing as
managed health care systems base pro-
gramming and reimbursement deci-
sions on readmission data.

Lyons and colleagues (7) reported
that neither poor hospital outcome nor
premature discharge was associated
with 30-day or six-month readmission
among psychiatric patients in a region-
al managed care program, leading the
authors to question the value of read-
mission data as a measure of program
performance. The study we report
here builds on this work by conducting
a similar analysis with inpatients in sub-
stance abuse treatment. We address
two key questions: Are any of a variety
of readmission indexes related signifi-
cantly to patient outcomes, either for
all patients or for important subpopula-
tions? Do patients in substance abuse
treatment programs that have higher
readmission rates have worse out-
comes overall than those in programs
with lower readmission rates?

Methods

This study is part of a large, ongoing
evaluation project that has been de-
scribed in detail elsewhere (8). The
sample consists of 3,018 male sub-
stance abuse inpatients who were
treated for 21 to 28 days between May
1992 and January 1994 at one of 15
Department of Veterans Affairs (VA)
facilities and who underwent follow-up
one year later. Given an intake sample

of 3,612 patients, the follow-up rate
was 84 percent.

Participants’ mean+SD age at ad-
mission was 42.9+9.6 years, and they
had a mean£SD of 12.7+1.8 years of
education. The sample was primarily
composed of African-American veter-
ans (1,468, or 49 percent) and non-His-
panic Caucasian veterans (1,384, or 46
percent). At intake, only 24 percent
were employed (N=717), and 18 per-
cent were married (N=547). More
than one-third of the participants
(1,016, or 34 percent) had been in-
volved in crime, as evidenced by one
or more arrests in the previous 12
months. A total of 362 participants
(12 percent) were classified as home-
less at intake, defined as having spent
most of the previous 12 months on the
street or in shelters.

According to DSM-I11-R diagnostic
criteria, 41 percent (N=1,231) had a
diagnosis of alcohol dependence or
abuse only, 14 percent (N=417) had a
diagnosis of drug dependence or abuse
only, and 45 percent (N=1,356) were
diagnosed as having both alcohol and
drug dependence or abuse. In addi-
tion, 36 percent (N=1,096) had a co-
morbid axis | or axis Il psychiatric diag-
Nosis.

Patients who agreed to participate in
the study completed an inventory at
baseline and at follow-up that collected
information on demographic charac-
teristics and on four self-reported clin-
ical outcomes, using the past three
months as the reference window. The
outcomes were any use of drugs or al-
cohol, coded dichotomously; negative
consequences of substance use; de-
pression or anxiety symptoms; and se-
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vere psychiatric symptoms. Negative
consequences of substance abuse were
measured as the sum of positive re-
sponses to 18 potential consequences
such as family arguments and job prob-
lems; depression or anxiety symptoms
were measured as the sum of the
scores on 12 items from the depression
and anxiety scales of the Brief Symp-
tom Inventory (BSI) (9), each ranging
from 0, not at all, to 4, extremely. Se-
vere psychiatric symptoms were meas-
ured as the sum of the scores on ten
items from the BSI paranoid ideation
and psychoticism scales, each also
ranging from 0 to 4.

Using national VA databases cover-
ing all facilities in the system, a di-
chotomous variable reflecting any
readmission with a substance use diag-
nosis within one year of discharge was
created. Because clinical outcome was
assessed one year after discharge and
thus may better correspond to later
readmissions, four additional dichoto-
mous variables were created. They re-
flected any readmission to inpatient
substance abuse treatment within 90
days after discharge, 91 to 180 days af-
ter discharge, 181 to 270 days after dis-
charge, and 271 to 360 days after dis-
charge.

Results

Of the 3,018 patients, 1,269 (42 per-
cent) were readmitted at least once
within a year after discharge; 788 pa-
tients (26 percent) were readmitted at
least once within 90 days, 226 patients
(8 percent) within 91 to 180 days, 175
patients (6 percent) within 181 to 270
days, and 121 patients (4 percent) with-
in 271 to 360 days.

At one-year follow-up, patients had
improved significantly on use of drugs
and alcohol (98 percent of participants
were using at baseline versus 60 per-
cent at follow-up), negative conse-
quences of substance use (mean+SD=
5.6+4.3 at baseline versus 3.1+3.9 at
follow-up), depression and anxiety
symptoms (20.1+11.3 at baseline ver-
sus 15.6+11.9 at follow-up), and severe
psychiatric symptoms (14.2+8.6 at
baseline versus 11.6+9 at follow-up). In
addition, a higher proportion of pa-
tients were employed (38 percent ver-
sus 24 percent) and a lower proportion
were involved in crime (22 percent ver-
sus 34 percent) at follow-up than at

baseline. A detailed analysis of out-
come data for this sample is presented
elsewhere (8).

We considered an observed relation-
ship between readmission and out-
come measures significant if it reached
Cohen’s standard (10) for a “medium”
effect size—a correlation of .3 or more,
which would explain 9 percent or more
of the shared variance. None of the
point biserial and fourfold point corre-
lations between readmission and out-
come measures even approached this
modest standard. Indeed, most were
close to zero, and the largest explained
only 2.5 percent of variance. We re-
peated these analyses for important
subpopulations within the sample—
those who at baseline were homeless,
were unemployed, had a dual diagno-
sis, were involved in crime, were de-
pendent on alcohol only, were depend-
ent on drugs only, and were dependent
on both alcohol and drugs. Again, read-
mission and outcome measures were
essentially independent, and none of
the 140 correlations we calculated even
approached the standard of a medium
effect size.

In a second set of analyses, the 15 in-
patient programs were ranked accord-
ing to their rates of readmission and
adverse patient outcomes. The associa-
tion between program rankings on
readmission with rankings of absti-
nence, consequences of substance use,
psychological distress, and psychiatric
symptoms were all small and not statis-
tically significant.

Discussion and conclusions
Readmission to inpatient substance
abuse treatment is an inexpensively
constructed index of utilization and
cost, and it is certainly valuable as such.
However, the results of this study indi-
cate that it is essentially independent of
one-year patient substance abuse and
psychiatric outcomes and therefore
should not be used as a substitute for
direct assessment of clinical outcome
and treatment quality.

The measurement error of readmis-
sion—produced by many readmitted
patients experiencing good outcomes
and many patients who were not read-
mitted experiencing bad outcomes—
was found to be uniformly high. Lack
of any observed readmission might in-
dicate not that a patient has had a pos-
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itive outcome but rather that the pa-
tient is incarcerated or is receiving care
in a non-VA psychiatric facility. Similar-
ly, rather than indexing poor clinical
outcome, readmission might reflect
the onset of cold weather, lack of af-
fordable housing, or reductions in VA
benefits.

These findings in a sample of sub-
stance abuse inpatients echo those of
Lyons and colleagues (7) on readmit-
ted psychiatric patients. Taken togeth-
er, the two studies indicate that across
patient populations readmission is not
a valid indicator of clinical outcome or
program performance.
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