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ABSTRACT

Background: Globally, studies have established that 40-50% of psychiatric patients with
SMDs are readmitted within one year of discharge from the acute hospital admission. Low-
and middle-income countries (LMICs) such as Malawi have also reported high rates of
psychiatric readmissions. This poses challenges when providing psychiatric care to patients.
Most of Malawi's health institutions, including Saint John of God Psychiatric Hospital
(SJOG), rely primarily on donor funding. In order to maximise the available donor funding,
there is a need to reduce readmissions resulting from modifiable or controlled factors. There
are no studies in Malawi which have investigated these risk factors. The study aimed to
establish the frequency of readmissions and the associated factors among patients at SJOG
Psychiatric Hospital in Mzuzu, Malawi. The specific areas examined were socio-
demographic and clinical-related factors associated with readmission.

Methods: This was a retrospective cohort case record review study. Two hundred and
seventy five clinical files of patients admitted for the first time at SJOG Psychiatric Hospital
Mzuzu, Malawi between 1 January, 2014 and 31 December, 2015 were extracted. Data on
socio-demographics and clinical information were collected using an extraction sheet at 3, 6
and 12 months post-discharge from the acute (first) hospital admission. Logistic regression
models were developed to investigate the associations between socio-demographics, clinical-
related factors and readmissions. Ethical approval for this study was granted by the Faculty of
Health Sciences Human Research Ethics Committee at the University of Cape Town.
Approval to conduct this research in Malawi was obtained from the National Health Sciences

Research Ethics Committee.

Results: Readmission rates of 1.5%, 4.4%, and 11.3% were found within the 3, 6 and 12
months of discharge from the acute hospital admission respectively. None of the independent
variables predicted readmission within the 3 month of discharge from the acute hospital
admission. In the unadjusted logistic regression model, having children (OR=0.26, 95% C.I
0.07-0.96) protected against readmissions within the 6 month of follow-up period. In the
unadjusted logistic regression model, having children (OR= 0.40, 95% C.I 0.18-0.88), staying
outside the hospital catchment area (OR=0.44, 95% C.I 0.20-0.96), and having insight
(OR=0.22, 95% C.I 0.10-0.49) into their illness were protective factors to readmission, while
taking SGAs (OR=4.67, 95% C.I 1.33-16.39) predicted readmission within the 12 month

Xii



follow-up period. After adjusting for age and gender in the multivariable analysis, staying
outside catchment area (OR=0.33, 95% C.1 0.14-0.79) and having insight (OR=0.19, 95% C.I
0.08-0.46) to their illness were protective factors, while taking SGAs (OR=5.29, 95% C.I
1.43-19.51) remained a predictor of readmission within 12 months of discharge from the

acute admission.

Conclusion: The findings of this study demonstrated that readmissions are associated with
socio-demographic and clinical factors such as catchment area, patient insight into their
condition and type of antipsychotics. The study identifies the need to develop interventions
targeting the groups at risk of being readmitted.

Key words:
Psychiatric Readmission, Hospitalisation, Mental Disorders, Risk Factors, Predictors.
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CHAPTER ONE: INTRODUCTION

1.0 Background

Mental, neurological and substance use (MNS) disorders are highly prevalent, cause
considerable suffering, and contribute significantly to the burden of disease. Studies have
reported that MNS disorders are among the leading causes of disease burden. They are
responsible for 10.4% of global disability adjusted life years (DALY's) and 22.9% of global
years lived with disability (YLDs) ( Patel et al., 2016; Whiteford, Ferrari, Degenhardt, Feigin,
& Vos, 2015). The estimated prevalence of having one or more mental disorders varies across
countries worldwide. For instance, the World Mental Health Surveys (WMHS) have
estimated that the lifetime prevalence of mental disorders varies from 47% in the United
States of America (USA) to 12% in Nigeria, with an inter quartile range (IQR) of 18.1%-
36.1% (Demyttenaere et al., 2004; Kessler et al., 2009). From these estimates, it can be
concluded that mental disorders pose a significant burden on health treatment services in both
high income countries (HICs) and low and middle income (LMICs) due to their prolonged
course and significant impairment. This is particularly pertinent to people living with severe
mental disorders (SMDs). According to Diagnostic and Statistical Manual of Mental Health
Disorders (DSM-1V) (2000) and International Classification of Diseases, version 10 (ICD-
10) (1993), SMDs include, psychotic disorders, major depressive disorders and bipolar
disorders which are associated with functional disabilities and risks of harming to self or
others. To address this burden, effective integrated management and intervention strategies
for mental and substance use disorders should be prioritised, including treatment for people
living with SMDs (Drake et al., 2001; Whiteford et al., 2015; Wittchen et al., 2011).

Although there is a large mental health treatment gap (Burns, 2011; Kohn, Saxena, Levav &
Saraceno, 2004; Patel et al., 2007), effective treatments are available for people living with
SMDs. Notable examples of such treatments include, both medication and psychotherapy
interventions (Patel et al., 2016). Chlorpromazine, Haloperidol and Fluphenazine for
example, are prescribed to reduce the most serious symptoms of SMDs such as
hallucinations, delusions, agitation, disorganised thought and behaviour (Barbui, Cipriani, &
Saxena, 2009). However, for this treatment to be effective, it is recommended that health
workers should combine medication and psychotherapy interventions (National Institute for
Health and Clinical Excellence (NICE), 2011). Generally, patients with SMDs are offered



inpatient care especially when it is difficult for them to be contained in the community
(Bobier & Warwick, 2005).

Since the beginning of the deinstitutionalisation process in the 1950s, government policies
worldwide have focused on advocating for community-based management of mental
disorders by shifting care from hospitals to the community setting. This resulted in the
closure of some psychiatric hospitals, a reduction in the number of beds, and the shifting of
care from hospitals to community settings (Dieterich et al., 2017; Malone, Marriott, Newton-
Howes, Simmonds & Tyrer, 2010).

Despite the implementation of this community-based care with the aim of maintaining
psychiatric patients in their homes, the mental health service is still facing a number of
challenges such as a shortage of psychiatric beds, premature psychiatric discharges and a
gradual increase in the number of psychiatric readmissions (Niehaus et al., 2008; Priebe et al.,
2008; Romansky, Lyons, Lehner & West, 2003; Sullivan, 1989; Wheeler, Moyle, Jansen,
Robinson & Vanderpyl, 2011; Yussuf et al., 2008). For instance, literature has reported a
global estimate of the psychiatric readmission rate ranging from 10% to 86% (Durbin, Lin,
Layne, & Teed, 2007; Jaramillo-Gonzalez, Sanchez-Pedraza, & Herazo, 2014; Lin et al.,
2010; Wheeler et al., 2011; Yamada & Korman, 2000; Yussuf et al., 2008). In addition,
studies have further estimated readmission rates of 30-40% within a 6 month of discharge
from the acute admission (Wheeler et al., 2011; Yamada & Korman, 2000), 40-50% after 12
months, and 65-75% within 5 years of discharge from the acute hospital admission (Wheeler
et al., 2011; Yamada & Korman, 2000). Various authors have established readmission rates
and factors which are associated with these psychiatric readmissions in different settings of
LMICs such as Egypt, South Africa and China (Al-Shehhi, Al-Sinawi, Jose, & Youssef,
2017; Niehaus et al., 2008; Zhou et al., 2014). There is no study in our setting which has
investigated readmission rates and associated factors in Malawi. Hence the current study

investigates the rate and the associated factors of psychiatric readmissions.

Saint John of God (SJOG) is a psychiatric hospital in Mzuzu, Malawi. SJOG, the only
psychiatric referral hospital which serves the entire population of the northern region of
Malawi, has experienced an increase in the number of psychiatric readmissions over the
years. For instance, the readmission rates were observed to have risen by 8.2% (42% to
50.2%) from 2011 to 2013 (SJOG Annual reports, 2011, 2012, 2013). According to the

2



World Health Organization (WHO), the acceptable readmission rates are between 3% and 5%
of admissions (Ngoma, 2011) Despite being relatively outdated, the data from SJOG suggests
that the rates of readmissions are above the 5% upper limit recommended by the WHO.
However, at the present time, the rate and factors associated with readmissions in northern
Malawi have not yet been investigated, in particular at SJOG mental hospital, hence the need
for this study.

1.1 Aim of the study

This study aims to utilise a descriptive service audit to establish the frequency of
readmissions and the associated factors among patients at SJOG Psychiatric Hospital in

Mzuzu, Malawi.

1.2 Specific Objectives

e To determine the rate of readmissions among patients with mental illnesses at SJOG
psychiatric hospital.
e To determine the socio-demographic and clinical factors associated with readmissions at

SJOG psychiatric hospital.

1.3 Research Hypotheses
It was hypothesised that:

e There is an association between demographic characteristics and high rates of psychiatric
readmissions at Saint John of God Psychiatric Hospital in Mzuzu, Malawi.
e There is an association between clinical characteristics and high rates of psychiatric

readmissions at Saint John of God Psychiatric Hospital in Mzuzu, Malawi.



CHAPTER TWO: LITERATURE REVIEW

2.0 Introduction

This chapter will begin with providing a description of the prevalence and burden of mental
disorders, first with a global view and then with a focus on Malawi specifically. Next,
effective treatments that are available for people living with SMDs and barriers to providing
such treatment will be discussed. This chapter will then present the available data on the
frequency of psychiatric readmissions. Lastly, this chapter will present the available literature
that has investigated the socio-demographic and clinical factors associated with readmission
to a psychiatric hospital.

2.1 The prevalence and burden of mental disorders

The available literature shows that MNS disorders are highly prevalent worldwide (Kessler et
al., 2010; Bagalman & Napili, 2014). Studies have estimated that 17.6% of the population
meet the criteria for a common mental disorder (CMD) within the previous 12 months and
29.2% across their lifetime (Steel et al., 2014; WHO, 2011). These CMDs are depressive and
anxiety disorders that are classified in the ICD-10 (1993) as neurotic, stress-related,
somatoform disorders and mood disorders. On the other hand, global estimates of SMDs have
consistently been reported to range from 0.4% to 7.7% with IQR 1.5-3.7% (Demyttenaere et
al., 2004; Kessler et al., 2009). For instance, in the USA, results from 3 large surveys have
estimated the 12-month prevalence of SMDs to range from 5.8% among adults to 8.0%
among adolescents (Bagalman & Napili, 2014). Similarly, in 2013, the prevalence of SMDs
excluding substance use disorders was 4.2% among USA adults (Kessler et al., 2010;
Bagalman & Napili, 2014). In addition, the prevalence of some SMDs such as schizophrenia
is 2.4-6.7 per 1000 people and 1.4-6.8 per 1000 people in HICs and LMICs respectively,
while about 4.9% of the world's population has been diagnosed with a lifetime prevalence of

major depressive disorder (Sadock & Sadock, 2007).

MNS disorders are also a leading cause of the burden of disease worldwide, resulting in
health loss in individuals of all ages, in both developed and developing regions (Whiteford et
al., 2013). Globally, the DALYs of MNS disorders is estimated to have risen by 41% (182
million to 258 million) from 1990 to 2010 (Whiteford et al., 2015; Patel et al., 2016). MNS
disorders account for 14% of DALYS, exceeding intentional injuries (3.3%) and HIV/AIDS



(6%) (Pike, Susser, Galea, & Pincus, 2013; Prince et al., 2000). Furthermore, Pike, Susser,
Galea and Pincus, (2013), and Prince et al., (2000) reported that the disability caused by
MNS disorders worldwide is estimated at 22.9% of YLDs. However, studies have further
established that the total DALY due to MNS disorders are higher in LMICs than in HICs.
Large populations in LMICs have been consistently mentioned as one of the contributing
factors to this increase (Patel et al., 2016). In addition, YLDs of MNS disorders in LMICs are
reported as being between 25.3% and 33.5% (WHO, 2011a). This burden of MNS disorders
is reported to be higher in females and young adult populations. Supporting this idea, Pike et
al., (2013) reported a higher percentage of disability in the ages of 10 to 44 years. In addition
to this, Whiteford et al., (2015) noted higher MNS disorder DALY in females (134 million)
than in males (124 million).

In Malawi specifically, MNS disorders are highly prevalent and contribute significantly to the
disease burden in the country. MNS disorders in Malawi are estimated to contribute to 4.3%
of the global burden of disease (WHO, 2011b). In 2002, the WHO estimated unipolar
depressive disorders as a fourth leading cause of disability, accounting for 4.7% of YLDs in
Malawi after HIV/AIDS, cataracts and malaria (Bowie, 2007). Studies in Malawi, have
reported a high prevalence of CMDs. For example, CMDs were noted in 28.8% of people
attending primary care in Malawi (Kauye et al., 2011). Similarly, Udedi (2014) noted
depression in 30.3% of patients attending a general outpatient department. Stewart et al.,
(2010) found depression in 30.4% of women with young infants in rural Malawi. This was
more than double the rate reported by Chilale and Tugumisirize (2000), who found a 12.4%
prevalence of postnatal depression among mothers in Northern Malawi. In another study,
investigators found that 14.4% of people living with HIV/AIDS were psychologically
distressed (Mwale, 2006). There is a possibility that the figures on the prevalence and the
burden of mental disorders in Malawi may be underestimated. This is supported by study
findings that the mean duration of untreated psychosis is 4.3 years, suggesting the presence of
a large number of undiagnosed people living with a mental disorder in Malawi (Chilale,
Banda, Muyawa, & Kaminga, 2014). This suggests that people living with mental disorders
stay in the community for a longer period before seeking mental health treatment.
Unfortunately, at the present time, there is no available data on the prevalence of SMDs in

Malawi.



MNS disorders are also responsible for a range of both direct and indirect costs on
individuals, households, employers and society as a whole. Globally, the estimated cost of
mental disorders in 2010 was US$ 2.5 trillion and is expected to rise to US$ 6.0 trillion by
2030 (Bloom et al., 2011, Patel et al., 2016; Whiteford et al., 2015). Two thirds of this total
cost is an indirect cost and the remaining third is a direct cost. The total economic costs of
direct treatment for mental disorders have well been documented in developed countries. For
instance, WHO (2003) noted that, in the USA, about 2.5% of the gross national product
amounting to US$ 148 billion is spent on the direct treatment costs of mental disorders
annually. Similarly in 2005, Europe spent close to 386 billion Euros on the treatment of
MNS disorders, of which 277 billion Euros was spent on mental disorders alone (Wittchen et
al., 2011). On the other hand, estimates of direct treatment costs from LMICs are not easily
available. However, psychiatric readmission in a short period of time following discharge
increases the cost of the health care system and workload of health workers. For example,
Guan, Loh, Yee and Zainal (2012) noted that 60% of psychiatric hospital expenditure is on

repeat admissions.

Despite the reports of a huge burden of mental disorders, mental health services are widely
underfunded, especially in LMICs. The WHO (2003, 2001) reported that 16% of HICs and
62% of LMICs spend less than 1% of their health budget on mental health. Chronic
conditions such as diabetes, cardiovascular diseases and respiratory illnesses receive more
support than mental disorders, despite the latter causing the greatest global disease burden
(Jenkins, Baingana, Ahmad, Mcdaid & Atun, 2013). As a result, there is a wide gap between
the need for treatment of mental disorders and its provision all over the world. For example,
studies have consistently reported that 76% to 85% of people with SMDs in LMICs and 35%
to 50% in HICs do not receive treatment for their mental health problem (Pike et al., 2013;
WHO, 2011).

It is a relief that effective interventions aimed at reducing this existing prevalence and burden
of mental disorders are available. Medications and psychotherapies discussed below are
among the interventions that may be employed in reducing the global burden of mental
disorders (Patel et al., 2007; Whiteford et al., 2013).



2.2 Evidence-Based Treatments for Mental disorders

Effective treatment for people living with mental disorders is available in the form of
pharmacological and psychotherapy interventions. To improve patients’ outcomes in mental
health services, research has suggested the implementation of a number of evidence-based
practices to manage mental disorders (Wang, Berglund & Kessler, 2000; Drake et al., 2001).

Literature has also suggested that the availability of these pharmacological and
psychotherapy interventions in treating mental disorders plays an important role in reducing
psychiatric relapses and readmissions. For instance, Tiihonen et al., (2011) and Guo et al.,
(2010) found that the use of any antipsychotic drug was significantly associated with a
reduced risk of relapse and readmission, especially in randomised controlled trials (RCTS)
where medications were combined with psychotherapy interventions. This necessitates the

discussion of pharmacological and psychotherapy interventions in the current study.

To begin with, a variety of pharmacological treatments (also known as psychotropic or
psychotherapeutic medications) are available for the management of mental disorders such as
psychotic disorders (schizophrenia and schizophrenia-like disorders), depressive disorders,
bipolar disorders and anxiety disorders. These drugs are primarily aimed at reducing
psychotic, mood and anxiety symptoms. They also reduce disability, shorten the length of
many disorders, prevent relapses and admissions, and improve psychosocial functioning
(Swartz et al., 2007; Barbui, Cipriani & Shekhar, 2009; Hasan et al., 2012). The following are
some of the common medications used in the treatment of mental disorders: Chlorpromazine,
Fluphenazine, Haloperidol (psychotic disorders); Amitriptyline, Fluoxetine (depression and
anxiety disorders) and Carbamazepine, Lithium, Valproate (bipolar disorders) (Stahl, 2008;
WHO, 2001).

Depending on the situation, psychotropic medications are given to patients in either oral or
injectable form. Patients who can take medication orally are usually started on oral therapy;
short-acting injectable drugs are given if patients refuse oral medications (Barbui et al.,
2009). In situations where there is a history of drug non-adherence, relapses and multiple
admissions, patients are switched to long-acting injectables such as Haloperidol,
Fluphenazine, Risperidone and Depixol (Adams, Fenton, Quraishi & David, 2001; Jukic et
al., 2013; Oyffe, Kurs, Gelkopf, Melamed & Bleich, 2009). Consistently, previous studies



have found that long-acting injectables are associated with a significantly lower risk of
readmissions (Ju et al., 2014). It is therefore important for this current study to discuss drugs
used to treat mental disorders and their formulations if aiming at reducing psychiatric

readmissions.

In practice, antipsychotic agents are classified into first generation antipsychotics (FGAS)
such as Chlorpromazine and Haloperidol, and second generation antipsychotics (SGAS) such
as Clozapine and Risperidone (Lieberman et al., 2005). Inconsistent findings on the efficacy
of FGAs and SGAs have been reported in various studies. A RCT found FGAs and SGAs
having similar efficacy of reducing about 60% of the psychotic symptoms (Kahn et al.,
2008). In contrast, some systematic reviews of RCTs have found SGAs, such as Clozapine
and Risperidone, to be more efficacious than FGAs in treating symptoms, including positive
and negative symptoms. In addition, studies have also found that a certain number (20-30%)
of patients do not respond effectively to FGAs (Dold & Leucht, 2014; Hasan et al., 2012).
Many researchers such as Cianchetti and Ledda (2011), as well as Park and Kuntz (2014),
found Clozapine to be superior among SGAs in reducing symptoms of acute psychosis. Other
RCTs have found Clozapine to be more effective in managing schizophrenia which is
resistant to other FGAs and SGAs, although there have been reports of life threatening severe
side effects (McEvoy et al., 2006; Dold & Leucht, 2014; Beck et al., 2014).

Despite the drugs being effective, they do not cure the disorders but treat the symptoms of the
disorders so that the patient can feel better and start functioning normally again. In this case,
some patients take the medication for a short duration while others, especially those with
schizophrenia, bipolar disorders, severe depression or anxiety, may need to take their
prescribed medication for a longer period (US National Institute of Mental Health, 2008). In
addition, FGAs are associated with more severe side effects than SGAs, such as extra
pyramidal side effects and rarely neuroleptic malignant syndrome. In view of this, SGAs
were developed to alleviate some of the problems such as side effects (Leucht et al., 2009;
Tandon et al. 2008; Barbui, Cipriani, & Shekhar 2009).

Effective medications, such as tricyclics (e.g. Amitriptyline), selective serotonin reuptake
inhibitors (SSRIs) (e.g. Fluoxetine), serotonin and norepinephrine reuptake inhibitors
(SNRIs) (e.g. Venlafaxine), and monoamine oxidase inhibitors (MAOQIS) (e.g. Phenelzine) are

used to reduce symptoms of depression and return the patient to the baseline level of
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functioning (Stahl, 2008). Among these antidepressants, SSRIs and SNRIs are associated
with few side effects, and hence can be prescribed to patients with a risk of self-harm. Unlike
SSRIs and SNRIs, tricyclics and MAOI antidepressants have toxic effects in situations where

a patient takes an overdose (Stahl, 2002).

Studies have shown that different classes of antidepressants are effective in the acute
treatment of depression. For instance, a RCT involving 3 different antidepressants found no
difference in response rate (range 57.4%-59.4%) and symptom remission rate (range 41.8%-
46.6%) at 12 weeks and 7 months. Further findings showed no difference in their outcome on
quality of life, work and social adjustment. The same researchers found that combining two
antidepressants did not improve the response or remission rate, but instead caused more side

effects than the single antidepressant group (Rush et al., 2004).

Studies have also found that psychological treatments such as cognitive therapy, behavioural
therapy, cognitive behavioural therapy, interpersonal therapy and family therapy are effective
in treating mental disorders (Asmal et al., 2011; Guo et al., 2010; Jauhar et al., 2014;
DeRubeis & Crits-Christoph, 1998). For instance, a RCT, systematic reviews and a meta-
analysis study conducted in countries such as the United Kingdom (UK) and Netherlands
found that various psychotherapies were associated with a significant improvement of
depressive and psychotic symptoms (Valmaggia et al., 2005; Wykes et al., 2008; Turkington,
Kingdon & Turner, 2012; McDermut, Miller & Brown, 2001; Mufson et al., 1999).
Interestingly, studies which have compared cognitive therapies with antidepressant
medications and interpersonal therapy have concluded that cognitive therapy is more
efficacious than many other forms of therapy for depression, including antidepressant
medication (Crystal, Olfson, Huang, Pincus, & Gerhard, 2009).

There are inconsistent reports of findings on the degree of effectiveness between the use of
pharmacological treatment or psychotherapy alone and a combination of the two. Some
systematic reviews, for example, concluded that the use of medication combined with
psychotherapy is more effective than the use of a single intervention, especially in depression
(Cuijpers et al., 2009; Patel et al.,, 2007; Pampallona et al., 2004; Keller et al., 2000;
Casacalenda, Perry & Looper, 2002). Compared with systematic reviews, two Cochrane

reviews involving RCTs of psychosocial, pharmacological or a combination of the two failed



to find a treatment which was more effective than the other (Hunt et al., 2013; Cox et al.,
2013; 2014).

However, despite the availability of effective treatments for psychiatric disorders, the
literature has highlighted a number of barriers to mental health service provision.

2.3 Barriers to the successful treatment of severe mental disorders

Studies have extensively investigated the numerous treatment barriers encountered by people
living with a psychiatric disorder. The following are some of the barriers observed during the
treatment of severe mental disorders: (1) non-adherence, (2) side effects, (2) lack of
knowledge on mental illness, (4) stigma, (5) inadequate resources, and (6) financial
instability.

Firstly, medication adherence is one of the barriers to the successful treatment of SMDs. It is
defined as the strictness of patients’ behavior in taking treatment, following diet, new habits
and attending clinic follow-ups as prescribed by health care providers (McDonald, Garg &
Haynes, 2002; Touchette & Shapiro, 2008). According to Perkins (2002), adherence is
measured either through subjective (e.g. self-report and provider-reports) or objective (e.g.
pill count, electronic monitoring and blood or urine levels of drugs) methods. Approximately
40-50% of patients suffering from schizophrenia do not adhere to their treatment.
Furthermore, psychiatric patients not adhering to treatment relapse and are readmitted. For
example, approximately 50-55% of the readmissions of psychiatric patients are due to non-
adherence to treatment (Kazad, Moosa & Jeenah, 2008; Mohr & Volavka, 2012; Novick et
al., 2010; Omranifard, 2008; Perkins, 2002; Subotnik et al., 2011).

Secondly, the side effects of psychotropic medication are another common barrier faced in
the management of mental disorders. It is also one of the risk factors contributing to non-
adherence of treatment (Kazad, Moosa & Jeenah, 2008). In some studies, patients
experiencing side effects such as lethargy, sedation, massive weight loss, sexual dysfunction,
and tremors have expressed reluctance or decided to stop treatment (Mental Health
Commission of NSW, 2015; Sariah, Outwater & Malima, 2014; Dennis & Chung-Lee, 2006).

These studies further reported that these side effects result in permanent or life threatening
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effects which compromise the patients’ activities of daily living (Sariah, Outwater & Malima,
2014).

Thirdly, the other barriers to effective treatment of SMDs are patient and family knowledge
and attitude towards medication. To begin with, some patients would stop taking treatment
when they feel that they are healed. This may result in relapse and readmission. This happens
because they do not know for how long they should be taking antipsychotics (Sariah,
Outwater & Malima, 2014). Chaplin (2007) explained that most of these patients do not

understand their treatment and this requires giving them information more than twice.

Fourthly, stigma has been described as one of the common barriers to effective treatment.
Stigma is when people have negative attitudes, unpleasant thoughts and beliefs which are
manifested in peoples’ behaviours towards people living with mental illness. Examples of
these behaviours are not willing to be with people living with mental illness and fears of
associating with them (Gary, 2005). Patients who face stigma while on treatment are at a
higher risk of stopping treatment (Corrigan, 2004). In a hospital setting where there is stigma,
patients may not receive quality care for both mental and physical illnesses (Knaak, Mantler,
& Szeto, 2017).

Fifthly, inadequate resources in mental hospitals and community settings have been identified
as barriers to effective treatment of SMDs. According to Rose, Mallinson & Walton-Moss,
(2004) and Saraceno et al., (2007), most of the health workers in LMICs are inadequately
trained and lack skills. Consequently, these healthcare providers also fail to diagnose and
identify necessary interventions for managing the patients. The unavailability of psychotropic
drugs in hospitals also hinders the delivery of care to patients with SMDs. In a Jordanian
study, health workers and patients reported that not all psychotropic drugs were available in
the primary health care centre. For instance, those requiring antidepressants were referred to
tertiary psychiatric hospitals (Nasir & Al-Qutob, 2005). In another study, patients and their
family members reported a lack of medications, especially SGAs, at their nearest hospital
(Iseselo & Ambikile, 2017).

Finally, financial instability among patients and family members also bars patients from
accessing treatment for mental disorders through costly mental health services (Huskamp,
2003; Frank, Conti & Goldman, 2005; Lindner et al., 2009). This contributes to an increase in
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non-adherence, relapse and readmissions to psychiatric hospitals. In addition, psychotropic
drugs, especially SGAs, are scarce and more expensive than other classes of drugs such that
patients are unable to pay for them because of a lack of money (Sariah, Outwater & Malima,
2014; Mental Health Commission of NSW, 2015).

The above barriers to treatment may lead to treatment non-adherence, relapse and increase in
the rates of psychiatric readmission.

2.4 Readmission to psychiatric facilities

The existing literature has described readmissions to psychiatric hospitals as one of the
consequences of deinstitutionalisation (Smith, 2005; Hollander & Slater, 1994; Niehaus et al.,
2008).

2.4.1 The deinstitutionalisation of mental health care services

Worldwide, major changes in caring for psychiatric patients are noted to have taken place
within the mental health system over a period of time. To begin with, before
deinstitutionalisation, large asylums were built to care for psychiatric patients in developed
countries such as the USA, UK, and Australia between 1880 and the 1950s (Lien, 2002). It is
believed that the dreadful conditions of these asylums, such as overcrowding, ill treatment of
patients, loss of life skills, institutionalisation, poor leadership and administration, a lack of
finances, inadequate training and inspections, led to their closure and the birth of
deinstitutionalisation in the 1950s (Gillis, 2012; Priebe, 2007; Fakhoury & Priebe, 2002;
Thornicroft & Tansella, 2003). This process of deinstitutionalisation involved moving
admitted psychiatric patients from public or private institutions back to their families or
community-based services developed to offer treatment and support (Priebe et al., 2008;
Lamb & Bachrach, 2001).

In Malawi, dedicated mental health services were initiated in 1910. As in other countries,
psychiatric patients were kept under the care of untrained prison wardens in an asylum at
Zomba Central Prison. Poor conditions in this asylum, such as discrimination, poor diet, and
being locked away and restrained with handcuffs, led to the opening of Zomba Psychiatric
Hospital in 1953. It was in this hospital where patients started receiving modern mental

health services such as antipsychotic drugs from professional staff (Chorwe-Sungani, Sefasi,
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Jere, Kululanga & Mafuta, 2015). However, psychiatric services have not yet been
deinstitutionalised because mental health services are underdeveloped in the country (Udedi
2017; Kauye et al. 2011). Despite the country being behind with the deinstitutionalisation
process, there has been some progress. In 2005, SJOG Psychiatric Hospital introduced a
domiciliary care programme as an alternative to hospital care where patients are treated in
their homes. This service is provided to patients within the hospital’s catchment area at a
radius of up to 20 and 10 kilometers away from Mzuzu (Northern region) and Lilongwe

(central region) respectively (Mwale, 2011).

Several researchers have suggested considering a number of strategies to successfully
deinstitutionalise mental health services. According to Lamb and Bachrach (2001) and Sealy
and Whitehead (2004), the three processes involved which have to be well planned, are: (1)
moving psychiatric patients from the hospitals to other facilities in the community, (2)
referring new patients who would usually have been admitted to inpatient care back to
community services, and (3) establishing mental health services in the community to care for
discharged psychiatric patients. Studies have found that discharged patients integrating into a
community with developed mental health services have a reduced risk of readmission and
stay longer in their homes (Lerner, Hornik-Lurie & Zilber, 2012; Lamb & Bachrach, 2001).
Findings in Cochrane reviews have further concluded that community treatment of patients
reduces costs, the number of repeated admissions and the burden to families (Murphy, Irving,
Adams & Wagar, 2015).

However, a number of challenges with deinstitutionalisation have been highlighted in the
literature. A poorly arranged process of deinstitutionalisation may bring unwanted outcomes,
such as avoidable deaths. For instance, in South Africa, the health department in Gauteng
province terminated their contract with Life Esidimeni Psychiatric Health Care Centre (an
outsourced private health care facility) in March 2016, with the aim of saving money and
implementing the policy of deinstitutionalising psychiatric services. This was followed by the
rapid transfer of close to 1371 chronic psychiatric patients from Life Esidimeni to families,
psychiatric hospitals and non-governmental organisations (NGOs) at the rate of 457 patients
per month in 2016. Shockingly, recent reports indicate that about 143 of these psychiatric
patients transferred from the care of Life Esidimeni died while under the care of the NGOs
(Life-Esidimeni-Fact-Sheet, 2017; Ferlito & Dhai, 2018; Govender, 2017).
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Following the deinstitutionalisation process, surveys conducted in countries such as Canada,
USA and South Africa found a sharp reduction in the number of psychiatric beds available
(Burns, 2011; WHO, 2007; Fuller et al., 2016; Sealy & Whitehead, 2004). The closure of
some psychiatric hospitals and the reduction in bed numbers has led to the demand for any
remaining beds to be reserved to treat acute illnesses. This demand has prompted health
workers in psychiatric hospitals to discharge sick patients by reducing their length of stay in
hospital to make way for the new admissions. These prematurely-discharged patients relapse
sooner than usual and therefore require another admission, resulting in increased
readmissions (Hollander & Slater, 1994; Niehaus et al., 2008). According to literature, the
rise in psychiatric readmission rate was first noticed in Europe and the USA around the 1950s

following deinstitutionalisation and the decrease in hospital bed capacity (Lien, 2002).

2.5 Rates of readmission to psychiatric facilities

The term “readmission”, also referred to as recidivism, revolving door or heavy utilisation,
does not have a single standardised definition which is used by all researchers (Shalchi et al.,
2009; Sfetcu et al., 2017; Oyffe et al., 2009). Chambers and Clarke (1990), Lien (2002) and
Guan et al., (2012), have defined readmission as a subsequent inpatient admission to any

acute care facility which occurs within a defined period from the initial discharge.

Researchers have calculated readmission rate based on either the number of patients admitted
(person-based) or the individual episodes of admission (episode-based). That is to say, in a
person-based calculation, each patient is counted once regardless of the number of
readmissions experienced (Jaramillo-Gonzalez, Sanchez-Pedraza & Herazo, 2014). This is
different from an episode-based calculation where all episodes of readmission experienced by
a patient are counted and included. The latter method allows a patient to be counted more
than once within the study period (Dixon et al., 1997; Goldacre et al., 1988; Neto & Silva,
2008). From these two different methods, studies have reported higher readmission rates in
episode-based than in person-based (Dixon et al., 1997; Goldacre et al., 1988; Neto & Silva,
2008). Therefore, an increase in admission rate may suggest either more people accessing
care from the hospital or an increase in multiple admissions per person (Goldacre et al.,
1988).
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Additionally, the rate of readmission has also been measured at different intervals depending
on the design of the study. For instance, the existing research has measured the readmission
rate at one month (Han et al., 2016; Chakraborty & Aryiku, 2008), three months (Sanchez,
Jaramillo & Herazo, 2013; Lyons et al., 1997), six months (Yamada & Korman, 2000; Guan
et al., 2012), one year (Bobo et al., 2004; O‘Donoghue et al., 2011) and more than a year
(Yussuf et al., 2008; Bowersox, Saunders & Berger, 2012; Cougnard et al., 2006) after initial
discharge.

Lin et al., (2010) emphasised investigating readmission rate and its predictors at different
periods of time after the initial discharge using the same study cohort for a few reasons. They
suggested that the rate and its predictors occurring very close to discharge differ from those
that occur much later. These researchers further suggested that readmissions very near to a
patient’s discharge date may originate from poor care received in hospital, while those
occurring a long after the date of discharge are attributed to the quality of after-care services
such as services provided at outpatient clinics, in community settings and in families. These
researchers have further categorised readmission as early (short-term) or late (long-term).
Jaramillo-Gonzalez, Sanchez-Pedraza and Herazo (2014) and Lee et al., (2017) recognised
early readmission as those happening within the first three months after discharge from
hospital admission. This differs from other studies which consider all readmissions occurring

within six months of discharge as early (Guan et al., 2012).

Readmission rates at different intervals have also been suggested in some literature as one
way of measuring the outcome or quality of psychiatric services (Sfetcu et al., 2017; Durbin
et al., 2007; Mgutshini, 2010). For example, some studies have viewed readmissions
occurring after thirty days, ninety days, six months, one year or three years as a negative
quality of care indicator. Therefore, a decrease in the number of psychiatric admissions
suggests improved mental health care services at inpatient, outpatient and community settings
(Guan et al., 2012; Durbin et al., 2007; Barekatain et al., 2013; Vigod et al., 2013). However,
some literature has concluded that readmission rate is an unsuitable indicator of quality of
care in psychiatric services (Mark et al., 2013; Lyons et al., 1997). In support of this, Lyons
et al., (1997) further argued that frequent readmission may result from non-hospital-related

factors, such as the natural course of a psychiatric disorder.
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Globally, a number of studies have investigated the rate of readmissions in psychiatric
hospitals. Literature has revealed that the majority of these studies examining the rate of
readmission were conducted in the USA (Machado, Leonidas, Santos & Souza, 2012). For
example, in one of the systematic reviews, out of the 121 papers included, 62% of the studies
had been done in the USA (Donisi, Tedeschi, Wahlbeck, Haaramo & Amaddeo, 2016).
Similarly, USA studies are observed to have dominated in two literature review papers
authored by Durbin et al., (2007) (91%) and Machado et al., (2012) (50%). The results of
these studies showed that psychiatric readmission rates range from 10% within one month
after an initial discharge to 86% within 10 years (Lien, 2002; Lin et al., 2010; Bobo et al.,
2004; Yussuf et al., 2008), while others have found rates falling between 22% and 80% for
readmission within 5 years of discharge from hospital admission (Durbin et al., 2007;
Jaramillo-Gonzalez, Sanchez-Pedraza & Herazo, 2014). Further studies have estimated that
about 40-50% of the patients with a mental disorder discharged from a psychiatric hospital
are being readmitted within one year (Lin & Li, 2008; Machado et al., 2012). These findings
suggest that high numbers of patients with mental disorders are being readmitted to

psychiatric hospitals worldwide.

There are factors which have been suggested to have contributed to the variation in
readmission rate in psychiatric hospitals. Inconsistent readmission rates reported by studies
may be due to the differences in study setting, sample size, population and timeframe used to
operationalise readmission in the different studies (Lien, 2002; Chambers & Clarke, 1990). In
addition, the existence of incomplete clinical records in psychiatric hospitals may also affect
the results (Yussuf et al., 2008).

2.5.1 Readmission rates to psychiatric hospitals in HICs
As mentioned, a number of studies from HICs have investigated the rate of readmissions in

psychiatric hospitals. For example, a survey conducted among Medicaid psychiatric patients
across USA hospitals established a readmission rate ranging from 0% to 60% with a median
of 11% within 30 days following a discharge (Mark et al., 2013). In a prospective study,
Hamilton et al., (2015) found a readmission rate of more than half (63%) among 588
psychiatric patients within 2 weeks after discharge. In another prospective observational
study, Yamada and Korman (2000) collected data from interviews and medical records of 63

psychiatric patients aged 18 to 64 in a follow-up period of 4 years from the initial discharge.
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In this study, readmission rates at 6 months (31%), 12 months (46%) and 4 years (62%) were
calculated.

On the other hand, other studies conducted in the USA have reported lower rates of
readmissions. For example, in Chicago, Lyons et al., (1997) studied psychiatric patients
admitted to the 7 most highly utilised hospitals. The study noted that 17.6% were readmitted
during the 6-month following discharge from the hospital. Interestingly, the readmission rates
obtained in this study were almost half the rate obtained in Yamada and Korman's (2000)
study within the same 6 months of follow-up interval. In this study, it was further observed
that 7.1% of the patients were readmitted within 30 days of discharge. On the other hand, a
one-year readmission rate in a retrospective record review cohort study at a large military
psychiatric hospital was almost one third 14% (n=117) the rate reported by Yamada and
Korman (2000) in the same period (Bobo et al., 2004). These authors argued that, depending
on the nature of the disorders, some patients will normally fluctuate in symptoms with
periods of being stable. In this case, readmission will be necessary and unavoidable. In the
same vein, Minott (2008) also argued that policies and criteria followed to admit patients may

also contribute to the rise in readmissions when they could have been managed at home.

In Canada, the available literature from retrospective studies based on clinical records has
found that up to 44% of patients discharged from psychiatric hospital are readmitted within
the three-year period of following discharge from hospital. Further analysis showed that the
majority of patients had experienced two readmissions during the study period. In this case,
few patients were found to have experienced a third and fourth readmission (Bernardo &
Forchuk, 2001). These studies further compared the rates of readmissions in physical
illnesses to mental disorders. For instance, a retrospective study based on electronic clinical
data from acute hospitals found that readmissions within one year of discharge were higher in
mental disorders (37.0%) than in physical illnesses (27.3%) (Madi, Zhao & Li, 2007). It can
therefore be argued that psychiatric hospitals also experience higher rates of readmissions

than general hospitals.

Inconsistent findings on the rate of readmissions to psychiatric hospitals have also been
reported in Europe. For example, a systematic review that incorporated studies conducted in
the UK estimated readmission rates close to 14% after one month, 34% after six months and

47% after one year (Lien, 2002). A recent retrospective observational follow-up study
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conducted in Dublin found a readmission rate of 43% (n=39) within one year of discharge
from hospital. This study also revealed that, of the patients readmitted, almost half (49%,
n=19) of these patients were involuntarily readmitted (O’Donoghue et al., 2011). In London,
a retrospective cohort record review found that 24% of patients were readmitted within 1 year
of discharge. The study further found that 41% of the patients had been readmitted by the end
of the 5 year study period, (Hodgson, Lewis & Boardman, 2001). These findings are lower
than the findings noted by O’Donoghue et al., (2011). In Denmark, readmission rates of 50%
after 10 months, 75% after 4 years, and 80% after 10 years were calculated from a case
register of all patients with schizophrenia in the country (Lien, 2002).

Existing literature has also reported up to 52% readmission rates in countries such as New
Zealand, Portugal, Spain and France. For example, a retrospective cohort study conducted in
New Zealand based on archival data of 924 patients found a readmission rate of 41% within 5
years of discharge from the acute admission. This study further noted that the number of
admissions was constantly decreasing, from 11.1% readmitted in the second year to 2.6% in
the fourth year. In the same study, the majority of the patients (34.1%) had experienced three
or more readmissions (Wheeler et al., 2011). A study conducted in Portugal established a
readmission rate of 39.6% from the reviewed clinical files of 1276 psychiatric patients
followed up on for a period of 21 months after the first discharge (Neto & Silva, 2008). A
similar study in Spain found a relatively lower readmission rate of 10% (Martinez-Ortega et
al., 2012), whereas a French prospective study reported a higher rate, with almost half of the
patients with first episode psychosis having had a readmission over the 2 year follow-up
period. Further findings in this study showed that nearly a quarter of patients (21.7%)
experienced at least 2 readmissions and 59% had a compulsory readmission (Cougnard et al.,
2006).

Evidence from two cohort studies done in Taiwan have found readmission rates of 6.1%,
22.3% and 37.8% at 14 days, one year, and five years respectively (Lin & Li, 2008; Lin et al.,
2010). Lin and Li, (2008) further reported a readmission rate of 9% within 30 days and 12%
within 60 days of discharge. In addition to this, they also noted a higher readmission rate in
males (6.5%) than females (2.8%). The study emphasised the need for improved care
strategies, especially in high risk groups, to reduce readmission rates. In a similar South
Korean study involving patients with 5 selected mental disorders, 4.5% of the patients were

readmitted within 30 days of discharge. This study further found that higher rates of
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readmissions were found in private hospitals, possibly due to increased admission with an
aim of making a profit. The possible reason for finding lower readmission rates in this study
could be the limited number of disorders included in the sample (Han et al., 2016). In an
Australian retrospective cohort study, clinical file data of 178 patients established that 46% of
the patients were readmitted within one year of discharge. The study further found that 23
patients (13%) had had 2 readmissions while 14 patients (8%) had had 3 or more
readmissions within the previous 12 months (Zhang, Harvey & Andrew, 2011).

2.5.2 Readmission rates to psychiatric hospitals in LMICs

Moving to the literature from LMICs, in Columbia, psychiatric readmission rates of up to
60% within one year of discharge from the acute admission have been reported (Jaramillo-
Gonzalez, Sanchez-Pedraza & Herazo, 2014). In the same population, a prospective cohort
study based on clinical records found that 31% of readmissions occurred within 30 days,
whereas 49.5% of readmissions were noted after extending the follow-up period to 90 days. It
is noteworthy that many patients were readmitted in their first month after discharge
(Sanchez, Jaramillo & Herazo, 2013). Similar findings are also reported in a Brazilian
prospective observational study based on interview data from 169 patients with bipolar and

psychotic disorders. This study found a one-year readmission rate of 42.6% (Loch, 2012).

Consistent with findings from other countries, studies conducted in Asian countries have also
reported relatively high rates of readmissions to psychiatric hospitals. For instance, in
Malaysia, a retrospective study based on medical records found a readmission rate of 16.8%
in a follow-up period of 6 months after a discharge (Amer Siddiq, CG, Aida, Zuraida &
Abdul Kadir, 2008). This rate doubled a more recent prospective observational study in
Malaysia which recruited 202 patients with a mental disorder. In this study, Guan et al.,
(2012) found that one third (32.2%) of patients had at least one readmission within 6 months
of discharge. Although the authors of this study discussed that the rates may have differed
due to the varying methods employed to calculate the readmission rates and gender
imbalance in the samples, the quality of care given to patients may have also played a role.
Many authors have also identified the possibility that early readmission may frequently occur
if patients are discharged earlier than the required time in order to make space for other
patients requiring admission (Behr et al., 2002; Niehaus et al., 2008). In China, Zhou et al,.
(2014) retrospectively analysed electronic admissions’ data from 3455 patients to establish

the rate of readmission. Within the study, it was revealed that 13.8% of patients were
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readmitted within one year of discharge. In one quarter of the patients, the readmission
occurred in the first month. In the same study, it was further noted that 33.8% were
readmitted once and 66.2% were readmitted two times or more during the one-year period.

Few studies from Africa have investigated the rate of readmissions in psychiatric hospitals.
Existing literature from these countries has shown that up to 60% of patients are being
readmitted to psychiatric hospitals. Consistent with the previous findings, studies conducted
in South Africa have also demonstrated an increase in readmission. For instance, results from
an earlier cohort study in Cape Town found that 36.6% of patients were readmitted after 2
years of discharge. They also observed that more Black African patients (42%) were
readmitted than Coloured (41%) and White (26.5%) patients. This study suggests that there
may be higher rates of readmissions in African psychiatric hospitals; yet these contexts have
not been maximally researched (Gillis et al., 1986).

In the same country, Behr et al., (2002) retrospectively used patients’ clinical records to
follow up on a cohort of 180 randomly selected admissions for 12 months after the initial
discharge. This study found that over half (52.9%) of the readmissions occurred within 3
months of discharge. In the same study, further analysis showed that 37.4% of the studied
patients were readmitted within one year. This, therefore, indicates that the risk of
readmission is significantly higher during early days after discharge, which, in turn, demands
intensive management of discharged patients within 3 months following a discharge. In the
same country, Niehaus et al,. (2008) examined male patients’ discharge summaries at
Stikland Psychiatric Hospital and found a 37.3% readmission rate following one year of
discharge. A similar study at Valkenberg Psychiatric Hospital based on discharge summaries

reported a 14.9% readmission rate within one year (Smith, 2005).

Relatively high rates of psychiatric readmissions have also been reported in two Nigerian
studies. Firstly, in a retrospective study, Yussuf et al., (2008) used 502 cases of admissions to
categorise inpatients’ records into single and multiple admissions. This study found that
41.1% were readmitted within a 5-year period from the initial discharge. However, a number
of case files with incomplete medical information were included in the analysis which may
have contributed to these results. Secondly, a cross-sectional survey of all patients admitted
to the Federal Neuropsychiatric Hospital in Nigeria found that 34% of patients were
readmitted due to a relapse (Gbiri, Badru, Ladapo & Gbiri, 2011).
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In Ethiopia, Fekadu et al., (2007) used clinical records of 1558 patients aged from 12 to 90 to
determine patterns of admissions at Amanuel Psychiatric Hospital. The study reported that
38.5% of patients were readmitted within one year of discharge. In the same country, a more
recent retrospective chart review study of 410 adult patients admitted over a period of three
consecutive years to Jimma Hospital found a 22.6% readmission rate (Tadesse, Gizaw,
Abraha & Gebretsadik, 2017). In Zambia, a cross sectional study involving 380 psychiatric
patients found that 19.72% of patients admitted at the time of data collection were
readmissions (Ngoma, 2011).

Despite finding a range of data worldwide, few studies in Malawi have investigated the rate
of psychiatric readmissions, specifically in the northern region. However, 77.3% of the
respondents included in one of the unmatched control studies conducted at Zomba Psychiatric
Hospital, in southern Malawi, had a history of 2 or more readmissions (Nkangala, 2011). This
suggests that the readmission rates to psychiatric hospitals in Malawi may be amongst the
highest on the continent. With the increasing trend and effort to shift towards community
treatment, a better understanding of factors leading to psychiatric readmissions is of
paramount importance. For this reason, the present study is necessary in the northern region

of Malawi.

2.6 Implications of psychiatric readmissions
The high rates of readmissions revealed in literature from both HICs and LMICs has a
number of implications for mental health services in hospitals, for patients and for their

families.

Firstly, psychiatric readmission is costly, especially when it involves those with SMDs
(Mental Health Commission of Canada, 2017; Fenton et al., 2002; Das Gupta & Guest,
2002; Madi, Zhao & Li, 2007; Jacobs et al., 2010). These costs are both direct costs (i.e.
treatment) and indirect costs (i.e. absenteeism) (Osby et al., 2009). A Swedish study
examining the cost of readmission associated with bipolar disorders found that on average,
66% (25ME€) of the cost of all admissions was spent on readmissions every year between
1997 to 2005 (Osby et al., 2009). Additionally, papers in a systematic review involving
patients with schizophrenia have associated impaired cognitive function with poor

performance on their activities of daily living, including work which has financial
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implications for families (Furiak et al., 2014). Sultan-Taieb et al., (2013), and Das Gupta and
Guest (2002), found an excessive absenteeism-from-work rate in patients with major
depression compared to workers who had no depression. Referring to these mentioned
expenditures, it can be concluded that countries are spending a great deal on psychiatric
readmissions both directly and indirectly.

Secondly, families of psychiatric patients frequently admitted to a psychiatric hospital are
also affected when their relative relapses or is readmitted. For instance, in a
phenomenological study, families of relatives with psychiatric disorders admitted in the
hospital complained of leaving their work places to spend more time on the patient’s needs,
and their finances were used to pay for medication instead of developing their lives.
Furthermore, they were also living in fear because of aggressive and destructive behaviours
displayed by the patients during the relapses. They further added that their families felt
stigmatised because of not being visited by their neighbours and not participating in social
activities (Wankiiri, Drake & Meyer, 2013).

Thirdly, readmissions have resulted in high bed occupancy rates in various psychiatric
hospitals (Fuller, Sinclair & Snook, 2016; Jeppesen, Christensen & Vestergaard, 2016). For
example, a Denmark study found that the rise in the readmission rate of patients with
schizophrenia from 51% in 1970 to 70% in 2012 was associated with an increase in bed
occupancy rates (Jeppesen, Christensen & Vestergaard, 2016). Similarly, study findings from
the UK reported a regular bed occupancy rate of 100% with a total of 327 patients not finding
a bed in a psychiatric hospital (Hollander & Slater, 1994). The rise in bed occupancy rates
also affects the services delivered by health workers in psychiatric hospitals. For instance,
Hollander and Slater (1994) noted that bed occupancy rates of above 100% result in extra
work for the hospital staff. In Australian psychiatric units, Carr et al., (2008) found that the
increase in admissions required the employment of additional health care providers to care
for the patients. Similar findings were reported in a New Zealand study where they found that
auxiliary nurses from an agency were called for their services in times when all beds were
occupied in a psychiatric unit (Ng, Kumar, Ranclaud & Robinson, 2001). Lin and Lee (2009)
in Taiwan and Han et al.,, (2016) in South Korea also found that increased admissions

affected the quality of care delivered by psychiatrists.
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Lastly, an increase in psychiatric readmissions is also blamed for having encouraged the
development of new forms of institutionalisation such as nursing homes, residential
psychiatric and substance abuse treatment facilities, and community hostels. For example,
systematic reviews have found an increased rate of this supported housing in some European
countries such as Germany (101%), Italy (159%), Spain (149%), Sweden (15%) and England
(40%) (Abramowitz, Grinshpoon, Priebe & Ponizovsky, 2008; Priebe et al., 2008). Similarly
in Israel, Abramowitz et al., (2008) found a reduction in the number of beds by 42% resulting

in a 307% increase in supported housing.

A conclusion can be drawn from these implications that psychiatric readmissions have a
significant impact globally on mental health service delivery and the community. Therefore,
examining factors contributing to the rise in readmissions in various hospitals will assist in

designing interventions aimed at reducing these implications.

2.7 Factors associated with readmissions into psychiatric facilities

Yussuf et al., (2008) observed that many studies predicting readmission were conducted in
HICs, while such efforts in LMICs have been minimal or non-existent. The increase in
readmissions and pressure on psychiatric beds have prompted research studies worldwide to
focus on the variables associated with readmissions, in particular socio-demographic and
clinical-related variables (Behr et al., 2002). Having knowledge of the socio-demographic
and clinical factors associated with readmissions has the potential to assist in the management
of patients requiring readmission (Barekatain et al., 2013). This may also lead to a better
understanding of proactive interventions and may assist health staff in planning care to avoid

unnecessary readmissions.

2.7.1 Socio-demographic factors associated with readmission
A number of studies in HICs and LMICs have investigated factors that are associated with

psychiatric readmissions. These studies have associated psychiatric readmissions with
different socio-demographic factors. In general, there are inconsistent findings from various
studies conducted around the world, particularly as to whether socio-demographic variables
such as age, gender, marital status, education and employment status are significantly
associated with readmissions (Kalseth, Lassemo, Wahlbeck, Haaramo & Magnussen, 2016;

Machado et al., 2012). Different study settings, lengths of following up discharges, and
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sample and population sizes used in these studies are suggested to have contributed to

variations in findings.

Age

Age is among the factors noted in various studies to have predicted the occurrence of
readmission in psychiatric patients. For instance, a more recent systematic review of 35
quantitative studies from 6 European countries (Austria, Finland, Italy, Norway, Romania
and Slovenia) found only one study to have associated age with readmission rate (Kalseth et
al., 2016). Another review of the literature on the predictors of readmission reported that 3 of
the 16 quantitative studies from USA, Brazil, Finland, Japan, Switzerland, South Africa and
Israel found that patients aged 20 to 49 were associated with increased readmission rates as
compared to those older than 49 years (Machado et al., 2012).

A prospective observational study in the USA, conducted by Moore (2014) found that
patients aged between 35 and 44 were more likely to be readmitted than those over 55 years.
On the contrary, the analysis of clinical data collected from various acute psychiatric
hospitals across Canada found that readmissions were significantly higher among patients of
above 40 years as compared those below (Madi, Zhao & Li, 2007). A similar study in the
same country, Canada built on clinical records collected from a teaching psychiatric hospital
found that patients aged between 34 and 38 years were significantly associated with
readmissions (Bernardo & Forchuk, 2001). Two similar record review studies conducted in
Taiwan found that psychiatric patients of ages ranging from 20 to 39 years were significantly
associated with readmissions within 12 months of discharge from the acute hospital
admission (Lin et al., 2010; Hung, Chan & Pan, 2017). Similarly, Lin et al., (2010) further
found that patients between 20-49 years were associated with higher rates of readmission as
the length of follow-up extended to 5 years. Data from earlier studies in two psychiatric
hospitals of the UK indicated that patients younger than 54 years were more likely to be
readmitted than those above 54 years, suggesting that readmissions are frequently occurring
in young patients (Thornicroft, Gooch & Dayson, 1992). However, evidence from some
earlier and more recent studies conducted in the USA, UK, lIsrael, New Zealand and Brazil
has found no association between age and psychiatric readmission (Dixon et al., 1997;
Langdon, Lidia Yagliez & Brow, 2001; Wheeler et al., 2011; Oyffe et al., 2009; Lyons et al.,
1997; Loch, 2012).
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Evidence from studies investigating the association between age and readmission also varies
across LMICs. For instance, a prospective study found that younger age (<35 years) among
general psychiatric patients in India at high risk of hospital readmission when compared to
those above 35 years (Vijayalakshmi, Reddy, Salaam & Himakar, 2015). This finding
contradicts with findings in a Zambian prospective study which found that patients older than
35 years were at a higher risk of being readmitted than patients below the age of 35 (Ngoma
2011). However, a record review retrospective study in Malaysia found that younger patients
aged below 38 years had higher odds of being readmitted within one month of discharge from
the acute hospital admission than the older ones, although this finding was not statistically
significant (Lee et al., 2017).

To add to this, studies conducted in Cote d"lvoire, South Africa and Malawi have found that a
younger age, less than 40 years, is associated with psychiatric readmission (Behr et al., 2002;
Nkangala, 2011; Ve et al., 2010). Further findings in South Africa (Behr et al., 2002) showed
that patients aged between 40 to 50 years were less likely to be readmitted than those over 50
years. Yussuf et al., (2008) found that younger ages ranging from 21 to 40 years were also
significantly associated with readmissions compared to those over 40 years. In the same
study, Yussuf et al., (2008) suggested that young patients usually stay with parents who
reinforce the supervision of treatment and take action for any change in their illness, which
may lead to increased readmissions. These findings contradict the two Malaysian and an
Egyptian study which did not find an association (Amer Siddiq et al., 2008; Guan et al., 2012;

Saleh & El-Hadidy, 2012). In these studies, age was not a predictor of readmission.

Gender

Gender has been noted in some studies as one of the factors associated with psychiatric
readmissions. An inconsistency of study findings regarding the relationship between gender
and rate of readmission has been reported in some systematic review studies. A recent
systematic review done in Europe found that only one study identified gender to have an
association with readmission rate (Kalseth et al., 2016). Another systematic review conducted
by Machado et al., (2012) found that, out of the 16 studies retrieved from different countries,
2 indicated an association between the male gender and readmission while one established

that the female gender was associated with psychiatric readmission.
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A more recent Canadian study utilising electronic clinical records found no gender difference
in the psychiatric readmission rate (Vigod et al., 2013). In an Australian study, clinical files
from 8 psychiatric hospitals were retrospectively audited to identify risk factors associated
with readmission. This study found that females had a higher likelihood of being readmitted
than the males (Callaly, Trauer, Hyland, Coombs & Berk, 2011). On the other hand, other
studies have associated male gender with readmission. In a South Korean study, for instance,
Han et al., (2016) analysed claim data of 37,796 patients drawn from 53 hospitals who had
one of the 5 SMDs investigated in the study. It was noted that the readmission rate for males
(6.5%) was higher than the rate in females (2.8%) within 30 days of discharge. Additionally,
they also observed an increase in the rate of readmission following an extension of the
follow-up period. Similarly, in a 5-year follow-up study of patients discharged from a
psychiatric hospital, Thornicroft, Gooch and Dayson (1992) found that readmitted patients
were significantly more likely to be males than females. Similar findings were also reported
in the US study done prospectively, in which Hamilton et al., (2015) interviewed 1286
patients to examine the risk factors associated with readmission. Their analysis of the
interview data and electronic clinical data revealed that males were more likely to be
readmitted than females during the first week following discharge. To add to this, other
studies conducted in Taiwan (Lin et al., 2010) and USA (Moore, 2014) found that being a
female patient was a protective factor associated with the reduced risk of readmission.

However, other studies did not find an association (Zilber, Hornik-Lurie & Lerner., 2011).

Some studies conducted in LMICs have also found that gender is associated with readmission
to a psychiatric hospital. A retrospective study based on case files in China found that
patients who were admitted to psychiatric hospitals were significantly more likely to be
female than male (Zhou et al., 2014). Similarly, Amer Siddiq et al.'s (2008) study in Malaysia
found similar results: that females were more likely to be readmitted as their readmission rate
(68.8%) was two times more than the rate in males (31.3%). A more recent study in the same
country noted that female gender had higher odds of being readmitted within one month of
discharge than in males, despite the difference being statistically insignificant (Lee et al.,
2017). In contrast, Vijayalakshmi et al., (2015) found that male Indians were at an increased
risk of experiencing readmissions compared to females. Similarly, analysis of archival data in
Nigeria found that male patients were at a significant risk (p < 0.05) of relapsing and being
readmitted (Gbiri et al., 2011) compared to females. However, in the same country, Yussuf et

al., (2008) did not find gender as a risk factor of readmission. Moreover, a case control study
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conducted in Cote d Ivoire found that male patients were more likely to be readmitted than
females (Ve et al., 2010). This finding is similar to a Zambian study and an Egyptian study,
which found that male gender was significantly associated with readmissions compared to
female gender (Ngoma, 2011; Saleh & El-Hadidy, 2012).

Marital Status

Marital status has been consistently mentioned in various studies as one of the factors
impacting the rate of readmission to psychiatric hospitals. A USA-based study involving
clinical records of 424 geriatric patients at a psychiatric hospital found that single patients
were at a significant risk of experiencing a readmission compared to married patients
(p=0.010) (Woo, 2006). Similar findings have also been reported in studies conducted in
adult psychiatric patients. In the USA, for instance, the analysis of 7177 patients’ electronic
clinical records found that being unmarried and divorced predicted readmissions (Moore,
2014). Similarly, studies in Canadian psychiatric hospitals among adult psychiatric patients
found that divorce also predicted readmission (Bernardo & Forchuk, 2001). In Spanish
psychiatric hospitals, Martinez-Ortega et al., (2012) found a significant number of single,
divorced or separated patients among the frequently readmitted patients (p=0.05). In this
study, being married was a protective factor. These results were similar to findings in the UK
study which revealed that unmarried patients were at a higher risk of being readmitted to a
psychiatric hospital compared to married patients (Hodgson, Lewis & Boardman, 2001). The
findings that marital status is associated with readmission contrasts the findings reported in
some studies. Oyffe et al., (2009) and Langdon, Yaglez and Brow (2001), for instance, found

no significant difference regarding marital status and readmission.

Previous studies in LMICs have also investigated the association between marital status and
psychiatric readmission. In a cross-sectional study which involved 3935 patients admitted to
Isfahan psychiatric ward in Iran, it was found that divorced patients were more likely to be
readmitted than married patients. The study further noted that mean readmission in divorced
patients was 1.56 times more than the mean found in married patients (Barekatain et al.,
2013). This study contrasts with the findings from a cross-sectional study in the same country
which recruited patients suffering from schizophrenia. In this study, there was no relationship
between marital status and readmission (Mansouri et al.,, 2013). Findings similar to
Barekatain et al., (2013) are reported in two Columbian prospective cohort studies which

noted that the readmitted patients were more likely to be those who were separated, divorced
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or single than those who were married (Jaramillo-Gonzalez, Sanchez-Pedraza & Herazo,
2014; Sanchez, Jaramillo & Herazo, 2013). Furthermore, Sanchez, Jaramilloand Herazo
(2013) found that readmission was three times more frequent in couples who were separated
or divorced than those in marriage. Similarly, studies conducted in Brazil and Malaysia found
that the majority of patients readmitted within three months following a discharge were not
married (Lee et al., 2017). Similar findings have also been reported in studies conducted
among Brazilian adult patients (Gastala et al., 2000; Silva, Bassani & Palazzo, 2009). While
the majority of studies have found unmarried patients at risk of experiencing frequent
admissions, a prospective study among adult Indian psychiatric patients found that being
married was a significant predictor of readmission (Vijayalakshmi et al., 2015).

Other studies done in Africa have found an association between marital status and
readmission. Evidence from these studies has shown that separated, divorced and single
patients are more likely to be readmitted than those who are married (Ve et al., 2010; Saleh &
El-Hadidy, 2012; Gbiri et al., 2011; Fekadu et al., 2007; Smith, 2005; Ngoma, 2011). The
analysis of hospital records in two South African studies found that being married or
cohabiting with a partner has a significant protective effect for readmission as compared to
being single (Behr et al., 2002; Niehaus et al., 2008). In Malawi, a case control study found
that patients who were being readmitted to Zomba Psychiatric Hospital were less likely to be
married than single, although this was not statistically insignificance (Nkangala, 2011).
There is evidence in the literature that multiple admissions are associated with being
separated, divorced or single because these patients lack social support from their partners in
times of stressful moments (Hamilton et al., 2015; Jaramillo-Gonzalez et al., 2014; Nkangala,
2011; Tadesse et al., 2017).

Education and Occupation

Other socio-demographic factors which have been widely found to be associated with
psychiatric readmissions are levels of education and occupation. Authors have documented
that patients who have low levels of education and who are unemployed may not take care of
their daily life and may transfer financial burden to family members. Such problems of
unemployment may cause stress, relapse and psychiatric readmission (Mansouri et al., 2013;
Nkangala, 2011). In some studies, patients having higher levels of education has been

associated with improved health outcomes (Tadesse et al., 2017). Studies have further
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documented that the severity of the illness and multiple readmissions reduce a patient’s

functionality resulting in poor work performance (Silva, Bassani & Palazzo, 2009).

Machado et al.'s (2012) systematic review of literature noted a low level of education as a
predictor of readmission in studies conducted in countries such as Japan and Switzerland. The
authors reported that most of the readmitted patients had lower levels of schooling and
unemployment for a number of reasons, such as being denied rights to education and
occupation due to their chronic mental disorder, drug side effects, symptoms, and impaired
cognitive and social functioning. Another study investigating factors associated with
readmission in the USA also found that not attaining high school education and
unemployment were significantly correlated with readmission (Bobo et al., 2004). In the
same vein, two German studies found that employment and higher education were protective
factors against readmission (Frick et al., 2013; Schennach et al., 2012). Similar findings of
lower levels of education and unemployment associated with frequently readmitted patients
have also been noted by some studies conducted in France (Cougnard et al., 2006), Georgia
(Amirejibi & Zavradashvili, 2016) and the USA (Hamilton et al., 2015; Suzuki, Yasumura,
Fukao & Otani, 2003). Some studies conducted in Israel (Oyffe et al., (2009), UK (Langdon,
Yaglez & Brow, 2001; Hodgson, Lewis & Boardman, 2001) and Malaysia (Guan et al.,
2012), on the other hand, did not find education and employment to be statistically significant

regarding readmission.

Similar findings have been reported in LMICs. In Columbia, for instance, patients who had
completed secondary school education were at a higher risk of being readmitted than those
with a university education (Jaramillo-Gonzalez, Sanchez-Pedraza & Herazo, 2014). In the
same study, further analysis showed that students and retired people were at a significantly
higher risk of having a readmission than unemployed people. Another study found that a
lower level of education (r=-0.460) and unemployment (r=-1.40) were the important factors
associated with psychiatric readmission among patients with schizophrenia in Iran (Mansouri
et al., 2013). Inconsistent findings have also been reported in Brazilian studies. For example,
an electronic record review study found unemployment to be associated with readmission on
univariate analysis (Silva, Bassani & Palazzo, 2009), while a case control study did not
establish an association (Gastala et al., 2000). Further analysis by Silva et al., (2009) also

noted that level of education did not predict readmission.

29



Similar findings have also been reported in studies conducted in Africa. In South Africa, for
example, Smith (2005) found that patients who were employed reported fewer readmissions
than those who were unemployed and a Nigerian study found that unemployed patients were
more likely to experience a readmission than the employed patients (Gbiri et al., 2011).
Additionally, a qualitative study exploring nurses’ perceptions of psychiatric readmissions in
the same country found that inadequate education was frequently mentioned by participants
as a contributing factor (Nxasana & Thupayagale-Tshweneagae, 2014). Evidence from
studies conducted in Zambia, Cote d’Ivoire and Malawi indicate that level of education and
employment is associated with readmission in psychiatric hospitals. For instance, Ve et al.,
(2010) and Nkangala (2011) found that the majority of patients readmitted in Ivoirian
(95.4%) and Malawian (63%) psychiatric hospitals did not have secondary school education.
To add to this, the latter study also found that unemployed patients were more likely to have a
readmission than those who were employed (p=0.046). Similarly, two studies conducted in
Zambia (Ngoma, 2011) and Egypt (Saleh & El-Hadidy, 2012) found that unemployed
patients were more likely to have a readmission than those who were employed. Contrasting
with the Egyptian study, the Zambian study further found that educated patients were at a
higher risk of having another admission compared to uneducated (p=0001) patients (Ngoma,
2011). On the other hand, some studies done in LMICs such as Malaysia (Guan et al., 2012),
Iran (Barekatain et al., 2013) and China (Zhou et al., 2014) did not find education and

employment to be associated with readmission.

Catchment Area
Another consistent predictor of readmission found in the literature is the catchment area.

Literature has described catchment area as a maximum distance expressed in the form of a
radius from the hospital, a circle in which people can take private or public transport, or are
prepared to walk if transport is not available (Diesfeld, 1973). Evidence from various studies
have associated catchment area with readmission. For example, studies among patients
suffering from medical illnesses have associated higher rates of readmission with patients
staying closer to the hospital area than those further away (Minott, 2008; Purdy, 2010).
Similarly, in psychiatric hospitals, some studies have found that living within a catchment
area is associated with a higher rate of readmission. This evidence is seen in a retrospective
study following up discharged psychiatric patients who were interviewed 12 months after
discharge to determine the risk of subsequent readmissions. In this study, it was found that

patients admitted from within the public catchment area were at a greater risk of being
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readmitted when compared to those who came from outside (O‘Donoghue et al., 2011).
However, in a Norwegian retrospective study, findings showed no significant difference in
the rate of readmission between patients staying close to and further away from the hospital
(Norum, Olsen, Nybrodahl & Sgrgaard, 2013).

Consistent with findings from studies conducted in HICs, catchment area has also been
reported to be associated with readmissions in LMICs. For example, a case control study in
Brazil found that patients admitted from the city where the hospital was allocated had a
significantly higher risk of being readmitted than those from outside the city after a 12
month-period of follow-up (Silva, Bassani & Palazzo 2009). Similarly, Fekadu et al., (2007)
in Ethiopia found that the majority of psychiatric patients admitted were from within the
hospital’s catchment area of Addis Ababa. In this study, they also found that readmission
rates in patients from within the hospital’s catchment area were about twenty times that
which occurred among patients staying further away from the hospital. These authors further
concluded that increased readmission happened among patients residing in Addis Ababa
because they could easily access the hospital in times of need. To contrast with findings from
other countries, a Zambian study found that patients staying more than twelve kilometres
away from the psychiatric hospital were more likely to be readmitted than those from within
the hospital’s catchment area (p<0.001) (Ngoma, 2011). On the other hand, a study in
Malawi found that the majority of patients readmitted to a psychiatric hospital came from
outside the hospital’s catchment area compared to those that were from within. However this
was not found as a predictor of readmissions (Nkangala, 2011). Similarly, an Indian study
also did not find that staying within or outside a catchment area was a risk factor to

readmission (Vijayalakshmi et al., 2015).

2.7.2 Clinical factors associated with readmission
In addition to the socio-demographic factors described above, a range of clinical factors have

also been found by various studies to increase the risk of readmission. The following clinical
factors are discussed in the paragraphs below: diagnosis, history of substance use, physical co

morbidities, type of antipsychotics, side effects, forensic psychiatric history and insight.

Diagnosis
Various studies conducted in both HICs and LMICs have associated readmission with

different diagnoses made by the treating clinicians. These diagnoses are based on either
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DSM-IV (Saleh & El-Hadidy, 2012; Fekadu et al., 2007; Guan et al., 2012; Barekatain et al.,
2013) or ICD-10 diagnostic categories (Langdon, Yégilez & Brow, 2001; Martinez-Ortega et
al., 2012; Hodgson, Lewis & Boardman, 2001; Gillis et al., 1986). The majority of studies
from HICs have consistently associated diagnoses of psychotic disorders with an increase in
the rate of psychiatric readmission (Lin et al., 2010; Bobo et al., 2004; Han et al., 2016;
Hodgson, Lewis & Boardman, 2001; Hamilton et al., 2015; Madi, Zhao & Li, 2007). On
further analysis, Bobo et al., (2004) found a diagnosis of bipolar disorder as a significant
protective factor to readmission. This differs with findings in some studies from the same
region in which they found that mood disorders as predictors of readmission compared to
other psychotic disorders (Yu et al., 2015; Thornicroft, Gooch & Dayson, 1992; Webb,
Yaguez & Langdons, 2007; Mark et al., 2013; Martinez-Ortega et al., 2012; Lorine et al.,
2015).

Retrospective record review studies conducted in Portuguese and Spanish psychiatric
hospitals found that patients with diagnoses of schizophrenia spectrum disorders were more
likely to be readmitted within six months after discharge than those with other disorders such
as bipolar and substance-related disorders (Neto & Silva, 2008; Martinez-Ortega et al., 2012).
Similarly, in the USA, Lorine et al., (2015) performed a retrospective chart review study
involving 207 inpatients readmitted within six months after being discharged from their first
admission. This study found that patients with a diagnosis of schizophrenia and
schizoaffective disorder were significantly associated with readmission compared to those
who had other affective and psychotic disorders (p<0.05). In the same country, the analysis of
data extracted from medical records found that a diagnosis of a psychotic disorder was a
significant factor associated with readmission when compared to other disorders (Moore,
2014). To add to this, three similar retrospective studies based on clinical charts found that
patients with a diagnosis of schizophrenia were more likely to be readmitted to Canadian and
Portuguese psychiatric hospitals than those with mood and schizoaffective disorders
(Bernardo & Forchuk, 2001; Madi, Zhao & Li, 2007; Neto & Silva, 2008).

Moreover, prospective studies in Taiwan found that diagnoses of schizophrenia and affective
disorders were associated with readmission when compared to other disorders (Lin et al.,
2007; Lin et al., 2010), which is consistent with findings of retrospective studies conducted in
the UK (Webb, Yaguez & Langdons, 2007; Hodgson, Lewis & Boardman, 2001). Bobo et
al., (2004) and Hodgson, Lewis and Boardman (2001) further found that a significantly
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higher risk of readmission was seen in patients diagnosed with a psychotic disorder than in
patients with a non-psychotic disorder. It is argued in literature that patients with bipolar
disorder experience few readmissions because they seek hospital assistance earlier than
psychotic patients. It is further argued that depression is less likely to be associated with early
readmission because the symptoms experienced by patients may result in less of a burden to
caregivers compared to symptoms of other disorders, such as schizophrenia. However, some
studies conducted in HIC countries such as the UK, USA, Israel and Germany did not find
diagnosis to be a predictor of readmission (Zilber, Hornik-Lurie & Lerner, 2011; Frick et al.,
2013; Langdon, Yégiez & Brow 2001; Oyffe et al., 2009; Bowersox, Saunders & Berger,
2012).

Studies conducted in LMICs have also found an association between diagnosis and
readmission. In Malaysia, for example, Guan et al., (2012) found that the diagnosis of
psychotic disorder was significantly associated with readmissions compared to bipolar
disorders and major depressive disorders (p=0.04). Published studies conducted in India,
China, Brazil and Colombia have found patients with diagnoses of schizophrenia, depression,
bipolar and substance abuse disorders at a high risk of being readmitted to a psychiatric
hospital (Vijayalakshmi et al., 2015; Silva, Bassani & Palazzo, 2009; Alavi, Nakhaee &
Sabahi, 2014; Jaramillo-Gonzalez, Sanchez-Pedraza & Herazo, 2014; Zhou et al., 2014;
Barekatain et al., 2013; Gastala et al., 2000).

Studies conducted on small and large samples based on medical records of patients found that
patients diagnosed with psychosis and bipolar disorders were more likely to be readmitted to
Chinese, Iranian, Nigerian and South African psychiatric hospitals than those with other
disorders such as substance-related disorders (Alavi et al., 2014; Barekatain et al., 2013;
Gillis et al., 1986; Smith, 2005; Yussuf et al., 2008; Zhou et al., 2014). On the other hand,
some studies conducted in LMICs found no statistically significant difference between

diagnosis and readmissions (Loch, 2012).

History of substance use

Another variable mentioned as having an influence in the occurrence of readmission is
substance use. Cannabis, tobacco and alcohol are the most commonly used substances in the
world (United Nations Office on Drugs and Crime, 2013; 2015). Studies have established a

relationship between substance use disorders and mental disorders (Lai & Sitharthan, 2012).
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Arguably, there is a possibility that these co-occurring substance use problems are given less
attention than the SMDs during treatment (Bernardo & Forchuk 2001). Among other reasons,
a review of literature shows consistently that patients with psychiatric disorders use these
substances to reduce the unpleasant effects of psychotropic drugs and to self-medicate their
psychotic symptoms such as hallucinations and delusions (Caton & Hasin, 2000; Bimerew,
Sonn & Kortenbout, 2007). However, studies have argued that substances such as alcohol and
cannabis reduce the effectiveness of antipsychotics on the symptoms of psychiatric disorders.
In addition to this, substance use may reduce medication adherence in a patient. This may
result in a relapse of symptoms and an increased rate of readmissions (Brunette et al., 2006;
Chetty, Miller & Moodley, 1994; Lai & Sitharthan, 2012; Drake & Brunette, 1998).

Studies conducted in HICs have found a statistical significant association between substance
use and the rate of readmission. For example, retrospective studies conducted in the USA and
Canada involving clinical files and electronic databases found a significant increase in the
rate of readmission among patients abusing substances compared to those who did not
(Lorine et al., 2015; Madi, Zhao & Li, 2007; Bobo et al., 2004; Mark et al., 2013). In addition
to this, Madi, Zhao and Li (2007) reported that the risk of readmission in patients with a co-
occurring substance use disorder and schizophrenia was 14.2% higher than that of patients

with a substance use disorder or schizophrenia alone.

Similar findings have also been reported in studies conducted in the UK, Germany and
Australia on small and large samples. In the UK, for instance, the analysis of data captured
from clinical files and electronic databases found a significant increase in the rate of
readmission in patients using substances like alcohol and cannabis compared to those who
were not (Langdon, Yagliez & Brow, 2001; Chakraborty & Aryiku, 2008). In South London,
Patel et al., (2016) found a significant risk of readmission in patients who reported a history
of cannabis use at their first admission compared to those who were not using it. In a similar
retrospective study conducted in Australia, Zhang, Harvey and Andrew (2011) found that
patients with a history of alcohol intoxication at first admission were significantly more likely
to be readmitted than those who had never experienced it. Further findings in this study
showed that there were a significantly higher number of cannabis users among patients with

schizophrenia than in other disorders.
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Studies utilising other methodologies also had similar findings. For instance, a prospective
observational study of discharged patients found that the risk of relapse and readmission was
increased with the continuation of cannabis use at home (Schoeler et al., 2016). In another
qualitative study, findings in clinicians’ focus groups concurred with patients’ chart reviews
that substance use increased the risk of readmission. Interestingly during the interviews, the
patients did not mention substance use as a risk factor (Mgutshini, 2010). In a similar
exploratory qualitative study conducted in Australia, 14 participants also reported that
substance use problems contributed to their readmission (Duhig, Gunasekara & Patterson,
2017). However, findings in some studies did not show an association between substance use
and readmission (Oyffe et al., 2009; Cougnard et al., 2006; Bernardo & Forchuk, 2001).
Inadequate data in other studies on substance use has been reported as one of the reasons for

not finding an association between readmission and substance use (Hamilton et al., 2015).

Similar inconsistent findings have also been reported in studies conducted in LMICs. A one-
year follow-up study of 316 discharged patients found that the use of psychoactive substances
put patients at a greater risk of readmission (Jaramillo-Gonzalez, Sanchez-Pedraza & Herazo,
2014). Similarly, Vijayalakshmi et al., (2015) found that patients using substances such as
alcohol were more likely to be readmitted in Indian psychiatric hospitals compared to non-
users. The analysis of discharge summaries in South Africa also found that patients with a
current history of substance use were at a significantly higher risk of readmission compared
to those without (Smith, 2005). Similarly, participants in qualitative studies involving nurses
and patients’ guardians also reported the use of alcohol to be a contributing factor to
increased readmissions. These studies have further documented specific substances such as
‘Khat’ in Ethiopia and ‘Nyaope’ in South Africa to have contributed to the increase in
readmission. They further reported that the community contributed to this problem by selling
these substances to patients (Tadesse et al., 2017; Bimerew, Sonn & Kortenbout, 2007;

Nxasana & Thupayagale-Tshweneagae, 2014).

While some studies have cited substance use as a risk factor associated with readmission,
some did not establish an association. For instance, chart review studies conducted in Iran
and Malaysia did not find an association (Lee et al., 2017; Barekatain et al., 2013; Amer
Siddiq et al., 2008). However, Barekatain et al., (2013) further found that the readmission rate
in opium users was between one and three times the rate in patients who were not using

substances.
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Physical comorbidities

The literature has documented high rates of physical diseases in patients with SMDs who are
admitted to a psychiatric hospital (Phillips, 1937; Robson & Gray, 2007). Some of the
commonly mentioned medical conditions co-occurring with SMDs include: infectious
diseases, diabetes, respiratory diseases, cancer and HIV infection (Batki et al., 2009). One
study found that patients with schizophrenia and schizoaffective disorders had higher rates of
physical diseases such as coronary artery disease, renal failure, hypertension and asthma
(Meszaros & Dimmock, 2011). Some studies have also established higher rates of HIV in
patients with SMDs such as schizophrenia and severe mood disorders (Cournos, McKinnon
& Sullivan, 2005). Evidence has further shown that these physical diseases are missed and
under-reported in such patients (Phelan, Stradins & Morrison, 2001; Meszaros & Dimmock,
2011; Daly, 2017).

Various studies have found that these comorbid physical illnesses predict psychiatric
readmissions. In a review of literature investigating the association between comorbid
physical diseases and readmission, the majority of studies concluded that the risk of
readmission increases when psychiatric disorders co-exist with medical illnesses (Sprah et al.,
2017). Likewise, studies in the USA have also found that psychiatric disorders co-occur with
physical illness and increase the likelihood of readmission. For instance, the analysis of
electronic medical records found that psychiatric patients with medical comorbidities were
more likely to be readmitted than those who had a psychiatric disorder only. Further analysis
revealed a strong association between psychiatric disorders and physical diseases such as
cellulitis, pancreatitis, cancer, diabetes, hypertension, liver disease, endocarditis and renal
problems (Mark et al., 2013). In contrast to these findings, retrospective and prospective
studies in Columbia found that co-occurring medical conditions protected patients from being
readmitted to the psychiatric hospital (Jaramillo-Gonzalez, Sanchez-Pedraza & Herazo, 2014;
Sanchez, Jaramillo & Herazo, 2013). Further, Sanchez and colleagues 2013 also noted that
patients with co-occurring medical conditions were taken to hospital and started on both

medical and psychiatric treatment earlier than those with psychiatric disorders alone.

Type of antipsychotics
Studies have reported inconsistent findings on the association of antipsychotics (FGAs and

SGAs) with readmission. For instance, a retrospective cohort study conducted among 533
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Croatian patients diagnosed with schizophrenia found that SGAs had significantly reduced
the rate of readmission compared to FGAs within 12 months after discharge from the acute
admission (Herceg et al., 2008). However, further analysis found no statistically significant
difference in using SGAs in the second year post-discharge. Besides non-adherence to
treatment, Herceg and colleagues (2008) also suggested that side effects are among the
contributing factors to the differing results in the first and second year after discharge.
Another similar two-year follow-up study involving electronic medical data from 1039
patients with chronic schizophrenia found significantly higher rates of readmission in patients
receiving FGAs than those on SGAs (Risperidone and Olanzapine). Additionally, further
analysis did not show any statistically significant difference between readmission rates with
the two SGAs (Robinowitz et al., 2001). Another study in Germany, which investigated
readmissions at 12months after discharge, found a significant number of relapses and
readmissions among patients taking FGAs when compared to those taking SGAs (Schennach
et al., 2012).

On the other hand some studies have found SGAs to have an association with readmission.
For instance, a record review study conducted in the USA among 195 patients with
schizophrenia found that patients on SGA (Olanzapine) were at a significant risk of being
readmitted compared to those on FGAs within 6 months after discharge (Patel, Dorson,
Edwards, Mendelson, & Crismon, 2002). In the same study, further analysis showed that the
rate of readmissions were lower in patients taking FGAs (20%) than in those taking SGAs
(Olanzapine 34% and Risperidone 35%). Although insignificant results, further analysis in
the same study noted that readmission rate was higher in patients using SGAs than in those
taking FGAs at one year after readmission (Patel et al., 2002). Other studies did not show any
relationship between the type of antipsychotics and readmission. For example, a retrospective
study analysing different antipsychotic prescriptions of 1400 discharged Slovakian patients
diagnosed with schizophrenia did not establish any significant association between FGAS,
SGAs, and readmission (Aziri, Turcek & Pecenak, 2012).

Inconsistent findings on this variable have also been reported by studies conducted in LMICs.
For instance, a prospective observational follow-up study conducted in Malaysia found that
patients receiving FGAs were more likely to be readmitted than those taking SGAs within 6
months of discharge (Guan et al., 2012). However, a Brazilian retrospective record review

study involving 96 patients found lower readmission rates in patients taking Clozapine (SGA
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10%) than those on Haloperidol (FGA 16%) and Risperidone (SGA 27%) within 12 months
after discharge (De Castro & Elkis, 2007). Aside from these findings, Haloperidol (SGA)
users had lower readmission rate (16%) than those on Risperidone (SGA) (27%). However,
these differences were not statistically significant. Similarly, a more recent Malaysian
retrospective study involving 95 clinical charts of discharged psychiatric patients also found
that neither SGAs nor FGAs were significantly associated with high rates of readmissions
(Amer Siddiq et al., 2008).

Side effects

Adverse health outcomes of medication prescribed to patients with mental disorders are
known as side effects. These side effects are presumed to lead to non-adherence and relapse
in some patients (Xiao et al., 2015; Kazad, Moosa & Jeenah, 2008). Moreover, studies have
associated these side effects with an increase in readmission to psychiatric hospitals. For
instance, a German study conducted among patients with schizophrenia found that patients
with side effects were more likely to relapse and be readmitted than those without (p<0.001)
(Schennach et al., 2012). However, some studies found that side effects were not associated
with readmission as the majority did not report any problem with their medication (Hamilton
et al., 2015).

In LMICs, in a study examining nurses’ perceptions on readmission, participants mentioned
drug side effects as being one of the major contributors to readmission. On this finding,
participants clarified that side effects cause patients to decide to skip or stop treatment
leading to relapse and readmission (Nxasana & Thupayagale-Tshweneagae, 2014). In another
study, the odds of having a relapse and readmission among patients experiencing side effects
at a health service in South West Ethiopia was 1.83 times more than that of patients without
side effects (Fikreyesus, Soboka & Feyissa, 2016).

History of arrests

Another significant predictor of readmission described in some studies is a history of arrest.
Although there is a paucity of literature on the history of arrests predicting readmission, a
retrospective record review study conducted in a military hospital found that patients with a
current or previous history of legal problems were at a significantly higher risk of being
readmitted than those without (p<0.001) (Bobo et al., 2004). In Sweden, a study on archival

data of patients discharged from a forensic psychiatric hospital found that almost two thirds
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(69%) of these patients were readmitted to the hospital (Fazel, Wolf, Fiminska & Larsson,
2016). Another similar study in Canada found a significant increase in readmissions among
forensic psychiatric patients within 12 months of discharge from the acute hospital admission
(Penney, Marshall & Simpson, 2016). This increase in readmission rates of forensic
psychiatric patients is viewed as a sign of a failure to integrate these people into the
community due to poor housing, a lack of social and financial support, and stress (Penney,
Marshall & Simpson, 2016).

Insight

The literature has documented that the majority of patients with severe mental disorders such
as schizophrenia have no insight into their illnesses. This means that patients with no insight
do not realise that they have a mental disorder. In addition, having no insight is viewed as
influencing a patient’'s adherence to treatment (Lu & Wang, 2012; DSM-IV, 2000;
Omranifard, 2008). A number of studies have found that non-adherence to treatment
increases the risk of relapse and readmission (Sariah, Outwater & Malima, 2014; Ngoma,
2011; Yussuf et al., 2008; Mgutshini, 2010; Guan et al., 2012). Nxasana and Thupayagale-
Tshweneagae (2014) found that poor insight is one of the major contributing factors to non-
adherence, which results in an increased number of patients being readmitted to a psychiatric
hospital. Similarly, Omranifard (2008) found that poor insight and the feeling of being cured
were the prominent causes of non-adherence to treatment in patients who had registered

multiple admissions to psychiatric wards.

Despite finding a number of studies worldwide, there are no studies which have investigated
the readmission rate and associated factors among psychiatric patients in Malawi. Again, the
previous literature has shown that there are inconsistent findings on the rate of readmission
and variables associated with readmission to psychiatric hospitals. The present study
therefore aims to establish the readmission rate and the factors associated with readmissions
in Malawi. The present research will contribute some knowledge to the existing gap and act
as a platform for future research activities in this same area. The variables to be investigated

are summarised in Figure 1 below.
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SOCIODEMOGRAPHIC
FACTORS
o Age
e Gender
e Marital status
e Education and
Occupation
e Number of
children

e Catchment area

PSYCHIATRIC

READMISSIONS

CLINICAL FACTORS

e Diagnosis

e History of
substance use

e Physical
comorbidities

e Typeof
antipsychotics

e Side effects

e History of arrests

e Insight into illness

Figure 1: Categories of socio-demographic and clinical factors predicting readmission.

Chapter three details the methodology used to conduct the present study.
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CHAPTER THREE: METHODS

3.0 Research design

This study used a quantitative approach to quantify the rate of readmissions and also predict
the associated factors (Williams, 2007). It was a retrospective (historical) cohort study.
Clinical data from a cohort of patients who were admitted for the first time at SJIOG
Psychiatric Hospital between 1 January 2014 and 31 December 2015 were retrospectively
followed up on for any readmission up to one year after their initial discharge. In cohort
studies, a subgroup of people is prospectively or retrospectively followed up over a period of
time and possible causal factors are observed. These studies are also longitudinal because
subjects are studied at more than one point in time (Stewart, 2002).

3.1 Study setting

This study was conducted at St John of God (SJOG) Psychiatric Hospital's admission unit
known as House of Hospitality (HOH), which has 39 beds, as well as at the outpatient
department called St John of God Centre (SJOGC) in the city of Mzuzu. These institutions
are allocated on Chimaliro Road and Chibavi Road respectively. The hospital serves all six
districts in the northern region (see map in Appendix G) with a total population of 2,235,400
people (National Statistical Office, 2010). As of 1 January 2016, the population of Malawi
was estimated to be 17, 738, 678 people (National Statistical Office, 2010).

3.2 Study Population

All the patients admitted to and discharged from the inpatient psychiatric ward of SJOG
Psychiatric Hospital from 1 January 2014 to 31 December 2015 were the target population
for this study. The hospital admitted a total of 577 patients during this time (293 patients in
2014 and 284 patients in 2015). Out of the 577 admissions, 374 patients were new admissions
to SJOG.

3.3 Inclusion criteria

The case files of the following patients were included:
e First admission at SJOG falling between 1 January 2014 and 31 December 2015
e Male or female patients aged 18 and above

¢ Clinical diagnosis of a mental disorder on AXIS | according to DSM IV criteria
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e Complete recorded information at each admission period

3.4 Exclusion criteria

The case files of the following patients were excluded:

e Those with incomplete admissions data recorded - for example, those who died

absconded or were transferred/referred to another institution.

3.5 Sampling

The study included all the clinical files meeting the inclusion criteria above. All the 374
clinical case files of those patients who had their first admission at SJOG Psychiatric Hospital
between 1 January 2014 and 31 December 2015 were included in the study. The clinical
information recorded in the case files during patient’s routine follow-up was reviewed at 3
months, 6 months and 12 months post-discharge from the first admission to evaluate the

readmission rate and related factors.

3.6 Sample size estimation

A sample size calculation was conducted utilizing an estimate of the prevalence (P) of rates
of psychiatric readmissions with an error margin of £ 0.05 and the “best guess” of P at 0.25.
The sample size was calculated by using the formula below (Israel, 2012):

n=2%1.4P (1-P)

e2

Where:
n = number to sample
Z? = (1.96)? for 95% confidence interval (o= 0.05)

P = “best guess” for prevalence (Baseline level of the selected indicator) (e.g. £ 0.25). This is
an anticipated proportion of clinical case files with probably more than one admission

(readmission).
1-P =Anticipated proportion of clinical case files without probable readmission.

e = maximum tolerable error for the prevalence estimate (0.05)

The initial estimated sample size is:
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n= 1.96**%0.5 (1-0.5) = 289
0.05*0.05
The minimum calculated sample size for the study was 289. It was assumed that some of the

files would be excluded for failing to meet the inclusion criteria. For this reason, the study
included all the 374 files of those patients who had their first admission at SJOG between 1
January 2014 and 31 December 2015.

3.7 Study procedure

The SJOG Health Management Information System (HMIS) is simple. All patients visiting
the SJOG outpatient or inpatient department for the first time are assessed and treated, and
their information is recorded in the file. These files are assigned hospital Identity Numbers
(ID), which consist of the patients’ numbers and the year of their first visit to SJOG. The
names together with the diagnoses and IDs are written in an outpatient register designed for
recording new patients. These details are later transferred to a computer database. The names
of admitted patients also appear in the inpatient register. Detailed information of all
subsequent visits and readmissions is recorded in the case file at each contact. These case
files are kept in filing cabinets in a lockable room in the outpatient department. This process

eases access to the old case file when the patient comes for subsequent review.

For this study, names of all patients who had their first admission at SJIOG Psychiatric
Hospital between 1 January 2014 and 31 December 2015 were retrieved from the inpatient
admission registers. These names were used to identify their IDs in the outpatient register or
computer database. The use of IDs eased the exercise of excluding those who had their first
admission before 1 January 2014 or after 31 December 2015. These IDs were later used to
retrieve case files from the outpatient filing cabinets, outreach clinic boxes and at the

inpatient department.

Two research assistants (a nurse and a clinician) were involved in the study after undergoing
orientation training on confidentiality and data collection before the actual exercise. One
research assistant was assigned to collect data from files at the outpatient department. The
research assistant retrieved files from the outpatient department (SJOGC) on Fridays. The
retrieved case files were recorded in a separate register before they were moved out of the
filing cabinet. These case files were moved to a lockable room accessed only by the

researcher and his research assistants. To avoid interrupting normal services during working

43



hours at the outpatient department, data collection was done at night, over the weekend and
on holidays.

The other research assistant was assigned to collect data at the inpatient department. This
research assistant followed up on patients who had been admitted between 2014 and 2015
and happened to be in admission at the time of data collection. At the inpatient department,
the research assistant also used a lockable room when collecting data. Data collection at the
inpatient department was done during working hours. In both settings, the research assistants
used an extraction sheet to fill in the necessary information from the case files. Each patient
was followed up from his/her first admission up to one year. The information for each
admission occurring within the study period was recorded on an extraction sheet. That is to
say, a patient who was admitted to SJOG hospital multiple times in one year was counted
each time as a separate readmission. The researcher checked the extraction sheets for
completeness before returning the case files to the filing cabinets. The filled extraction sheets

were kept in lockable filing cabinets to maintain confidentiality.

3.8 Instrumentation and Data collection

Data from case files were collected by the two research assistants. The researcher supervised
the data collection process. The research assistants used an extraction sheet (see Appendix A)
developed by the researcher. This extraction sheet was developed based on tools used in
similar studies done in both HICs and LMICs, including in Africa (Nigeria, South Africa and
Zambia) (Loch, 2012; Guan et al., 2012; Lyons et al., 1997; Nkangala, 2011; Zhang et al.,
2011; Yussuf et al., 2008; Ngoma, 2011). It was also modified with information from the
mental health assessment tool used at SJOG Psychiatric Hospital. The extraction sheet was in
English. It was not translated into the local language because the two research assistants
could read and write in English. This extraction sheet collected data from case files regarding
the patients’ socio-demographic and clinical information. It also captured information on

admissions. The following were the three measures on the extraction sheet:
a) Socio-demographics: This section (Section A) had 6 items for collecting socio-

demographic variables, namely: age, gender, marital status, employment, education,

number of children, and catchment area.
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b) Measurement of psychiatric admissions: This section (section B) utilized 3 items to
collect data on admission rates. These admissions were recorded up to 12 months of
discharge from the acute hospital admission. Data on admissions enabled the
researcher to calculate the readmission rate based on the number of patients admitted
(person-based) in a period of 12 months after the first admission. In this study, the
rate of readmission was calculated at 3 months, 6 months and 12 months after the first

admission.

The person-based readmission rate was calculated using Chambers and Clarke’s 1990
formula, which recommends that the numerator be the number of readmitted patients
in a given time interval after a first discharge from the psychiatric hospital. The
denominator corresponds to the number of patients discharged within the same period.

Formula:

Number of readmitted patients within given time interval of previous initial discharge

Number of discharged patients within the same period

c) Clinical Factors: This section (Section C) was used to collect clinical and related
variables in patients’ files. It comprised 8 items, namely: diagnosis, comorbid
physical illnesses, substance use, type of antipsychotics, long-acting injectables, side

effects, history of arrests, and insight (as perceived by a healthcare provider)

3.9 Data analysis

Data was analysed using the Statistical Package for the Social Sciences (SPSS) Version 22.0.
Case files of single admissions and readmissions in the study period were compared.
Descriptive statistics (frequency distribution, percentages, medians and range) were used to
assess the distribution of variables between the compared groups. The Pearson chi square test
was used to compare proportions of categorical variables (diagnosis, marital status) by
gender. A non-parametric test (Mann Whitney’s t test) was used to compare the means of a
continuous variable — age — in order to determine its potential risk factor because data for age
was not normally distributed. The examination of the unadjusted associations between
readmission as the dependent variable, and the participants’ demographic and clinical

characteristics as independent variables was done. Statistical significance was based on a 2-
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sided test set at alpha= 0.05. In addition, multiple logistic regression models were developed
to calculate odds ratios while controlling for potential confounders (age and gender). The
results of the regression models were reported as odds ratios (ORs) with 95% confidence
intervals (CIs).

3.10 Ethical Considerations

Ethical approval for this study was granted by the Faculty of Health Sciences Human
Research Ethics Committee at the University of Cape Town (HREC REF: 788/2016) (see
Appendix D). Approval to conduct this research in Malawi was obtained from the National
Health Sciences Research Ethics Committee (16/12/1710) (See Appendix E). Permission to
conduct the research at SJOG Psychiatric Hospital in Mzuzu was obtained from the
institution’s Director of Services (See Appendix C). The study did not seek individual
consent from patients because it was an audit project which directly involved case files and

only de-identified data is reported in this dissertation, as well as in any papers published.

Clinicians or nurses on duty were informed of patients who needed their attention, according
to their files. For example, case notes of treatment defaulters were referred. There was no
physical or psychological harm of human beings since the study did not directly involve
human subjects. There were no monetary benefits for the patients during the study. The study

results will indirectly assist patients by improving care which the service is rendering.

Clients’ identities were concealed from the time of data collection and throughout the study.
The two research assistants and other health workers directly in contact with the files being
reviewed for the study were trained or reoriented on confidentiality. Extraction sheets were
identified by newly assigned codes and not by names or hospital IDs to maintain
confidentiality. These extraction sheets were also kept in a lockable drawer and the data was

captured on a computer secured with a password.
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CHAPTER FOUR: STUDY RESULTS

4.0 Introduction

The previous chapter presented the outline of the methodology used in this dissertation. The
current chapter provides the results of the data collected from May to September 2017
regarding the rate of psychiatric readmissions and associated factors at SJOG Psychiatric
Hospital in Mzuzu, Malawi. The study findings are presented in tables according to the
study’s specific objectives in the following sub-topics: a) socio-demographics, clinical and
mental health-related sample characteristics; b) rate of psychiatric readmissions; and c) socio-

demographic and clinical factors associated with  psychiatric  readmissions.

4.1 Socio-demographic characteristics of the sample

Data was collected from 275 files meeting the inclusion criteria. The median age was 29
with an age range of 18-88 years. The majority of patients in this study were males (65%,
n=181). The females’ median age was 31 (range=18-63 years), slightly higher than that for
the males (median=28, range=18-88 years). Most of the sample participants were single
(61.8%, n=170), unemployed (65.1%, n=179), had attended high school education (56.7%,
n=156), and had children (55.3%, n=152). Furthermore, the majority of the participants in
this study resided outside the SJOG catchment area (73.8%, n=203) (see Table 1).

Further analysis comparing the males to the females indicated that most of the participating
males were single (75.1%, n=128), whereas over half of the females (55.3%, n=52) were
married. The differences in the proportions was statistically significant (p<0.001). A greater
proportion of males had attained a high school education (61.3%, n=111) as compared to
females (47.9%, n=45). It is also worthy to note that the proportion of females without high
school education (52.1%, n=49) was higher than that of males (38.7%, n=70). The
differences in their proportions were statistically significant (p=0.03). Unemployment was
more prevalent among females (73.4%, n=69) than in males (60.8%, n=110; p=0.04). The
study further showed that a higher proportion of males (55.8%, n=101) had no children as
compared to the females (23.4%, n=22) (see Table 1).
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Table 1: Socio-demographic characteristics of sample by gender

Variables Total Sample Male (N=181) | Female (N=94) | p-value
(N=275)
n(%o) n(%o) n(%o)
Age 0.16
(median, range) 29.0(18-88) 28.0(18-88) 31.0(18-63)
Marital Status <0.001"
Single 170(61.8) 128(70.7) 42(44.7)
Married 105(38.2) 53(29.3) 52(55.3)
Employment 0.04
Employed 96(34.9) 71(39.2) 25(26.6)
Unemployed 179(65.1) 110(60.8) 69(73.4)
Education 0.03"
Less than high school 119(43.3) 70(38.7) 49(52.1)
High school or more 156(56.7) 111(61.3) 45(47.9)
Number of children <0.001"
No Children 123(44.7) 101(55.8) 22(23.4)
1 or more Children 152(55.3) 80(44.2) 72(76.6)
Catchment area 0.64
Within SJOG catchment area 72(26.2) 49(27.1) 23(24.5)
Outside SJOG catchment area 203(73.8) 132(72.9) 71(75.5)
*p<0.001

4.2 Clinical and mental health-related characteristics of the sample

The majority of participants had a diagnosis of schizophrenia spectrum disorders (41.8%,
n=115), followed by substance-related psychosis (26.5%, n=73) and mood disorders (20.4%,
n=56). The other disorders, schizoaffective disorders (6.2%, n=17) and psychotic disorder
due to general medical condition (5.1%, n=14), had similar proportions in the sample. Only
22.5% (n=62) of the sample participants had co-morbid physical illnesses, and 45.8%
(n=126) were abusing substances. The majority of the sample participants had insight into
their illness as recorded in their case files (67.3%, n=185). Most of the samples were
receiving FGAs (92.0%, n=253) and the majority were on oral medications (68.7%, n=189).
Only 13.5% (n=37) reported side effects of the drugs they were taking. Of the total sample,
only a few reported a history of arrest (11.6%, n=32) (See Table 2).

Further analysis comparing males to females found that the proportion of females diagnosed
with schizophrenia spectrum disorder was greater (55.3%, n=52) than that of males (34.8%,

n=63), whereas the proportion of males diagnosed with substance-induced psychotic disorder
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was greater (37.6%, n=68) than that of females (5.3%, n=5). The proportional differences
were statistically significant (p<0.001) (see Table 2). The proportion of males (37%, n=67)
with poor insight was slightly higher than that of females (24.5%, n=23), Males (64.6%,
n=117) were more likely to use substances than females (9.6%, n=9) and this was statistically
significant (p<0.001) (see Table 2).

In terms of antipsychotic medication, the proportion of male participants (94.5%, n=171)
treated with FGAs was slightly higher than that of females (87.2%, n=82). The proportion of
females with side effects (20.2%, n=19) was higher compared to the males (9.9%, n=18). The
proportional difference reported was statistically significant (p=0.02) (see Table 2). On the
history of arrests, males (16.6%, n=30) reported more numbers of arrests than females (2.1%,

n=2), and the proportional difference was statistically significant (p<0.001) (see Table 2).

Table 2: Clinical and mental-health related characteristics of sample by gender

Variables Total Male Female p-value
Sample (N=181) (N=94)
(N=275)
n(%o) n(%o) n(%o)

Diagnosis <0.001"
Schizophrenia spectrum disorders 115(41.8) 63(34.8) 52(55.3)
Schizoaffective disorders 17(6.2) 7(3.9) 10(10.6)
Substance-related psychosis 73(26.5) 68(37.6) 5(5.3)

Psychotic disorder due to medical 14(5.1) 12(6.6) 2(2.1)

condition
Mood disorders 56(20.4) 31(17.1) 25(26.6)

Co morbid Physical illness 0.39
Yes 62(22.5) 38(21.0) 24(25.5)

No 213(77.5) 143(79.0) | 70(74.5)

Insight 0.04"
Poor Insight 90(32.7) 67(37.0) 23(24.5)

Full Insight 185(67.3) 114(63.0) | 71(75.5)

Substance Use <0.001"
Yes 126(45.8) 117(64.6) 9(9.6)

No 149(54.2) 64(35.4) 85(90.4)

Type of Antipsychotic 0.07
FGA 253(92.0) 171(94.5) | 82(87.2)

SGA 13(4.7) 5(2.8) 8(8.5)
No antipsychotics 9(3.3) 5(2.8) 4(4.3)

Long-Acting Injectable Medication 0.70
Yes 86(31.3) 58(32.0) 28(29.8)
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No 189(68.7) | 123(68.0) | 66(70.2)

Side Effects 0.02"
Yes 37(13.5) 18(9.9) | 19(20.2)
No 238(86.5) | 163(90.1) | 75(79.8)

History of Arrests <0.001"
Yes 32(11.6) 30(16.6) | 2(2.1)
No 243(88.4) | 151(83.4) | 92(97.9)

*p<0.001

4.3 Rate of psychiatric readmissions

The readmission rate in this study was calculated by dividing the number of readmitted
patients within the given time interval since previous initial discharge by the number of
discharged patients within the same period. Of the 275 reviewed clinical case files, 244
(88.7%) had had single admissions by the end of the 12-month study period. Readmission
rates of 4 (1.5%), 12 (4.4%), and 31 (11.3%) were found at intervals of 3 months, 6 months
and 12 months respectively (see Table 3). Additionally, there were no patients with more than

two admissions within a 12 month-period of discharge from the acute hospital admission.

Table 3: Rate of readmissions

Interval Total Admissions | Single  Admission | Readmission N(%o)
N(%o)

3-month readmissions 275 271(98.5) 4(1.5)

6-month readmissions 275 263(95.6) 12(4.4)

12-month readmissions 275 244(88.7) 31(11.3)

4.4 Socio-demographic and clinical factors associated with psychiatric readmissions
In this study, binary logistic regression was conducted to determine if any socio-demographic

and clinical variables were associated with readmission at 3, 6 and 12 months.

4.4.1 Factors associated with psychiatric readmission within 3 months after discharge
In the unadjusted model, none of the independent variables predicted readmission within 3

months of discharge from the acute hospital admission in the present study. Given these non-
significant findings, an adjusted model was not developed. More information is reported in
Table 4 below.
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Table 4: Logistic regression model of factors associated with readmission within 3

months after discharge.

Characteristic/Variable Readmission Unadjusted OR (95% CI)
Yes No
n(%b) n(%)
(N=4) (N=271)

Age (median, range) 32.5(26-51) 29.0(18-88) 1.03(0.96-1.11)
Gender

Male 2(50.0) 179(66.1) 1.00

Female 2(50.0) 92(33.9) 1.95(0.27-14.04)
Marital Status

Single 2(50.0) 168(62.0) 1.00

Married 2(50.0) 103(38.0) 1.63(0.23-11.76)
Employment

Employed 2(50.0) 94(34.7) 1.00

Unemployed 2(50.0) 177(65.3) 0.53(0.07-3.83)
Education

Less than high school 0 119(43.9) -

High school or more 4(100.0) 152(56.1) -
Number of children

No Children 2(50.0) 121(44.6) 1.00

1 or more Children 2(50.0) 150(55.4) 0.81(0.11-5.81)
Catchment area

Within SJOG catchment 2(50.0) 70(25.8) 1.00
area

Outside SJOG catchment | 2(50.0) 201(74.2) 0.35(0.05-2.52)
area
Diagnosis

Schizophrenia spectrum 3(75.0) 199(73.3) 1.00
disorders

Mood disorders 1(25.0) 75(26.6) 0.92(0.09-9.00)
Comorbid Physical illness

Yes 1(25.0) 61(22.5) 1.00

No 3(75.0) 210(77.5) 0.87(0.09-8.53)
Insight

Poor Insight 2(50.0) 88(32.5) 1.00

Full Insight 2(50.0) 183(67.5) 0.48(0.07-3.47)
Substance Use

Yes 1(25.0) 125(46.1) 1.00

No 3(75.0) 146(53.9) 2.57(0.26-25.01)
Type of antipsychotic

FGAs 3(75.0) 250(92.3) -

SGAs 0 13(4.8) -

No antipsychotics 1(25.0) 8(3.0)

51




Long-Acting Injectable
Medication

Yes 2(50.0) 84(31.0) 1.00

No 2(50.0) 187(69.0) 0.45(0.06-3.24)
Side effects

Yes 1(25.0) 36(13.3) 1.00

No 3(75.0) 235(86.7) 0.46(0.05-4.54)
History of Arrests

Yes 1(25.0) 31(11.4) 1.00

No 3(75.0) 240(88.6) 0.39(0.04-3.84)

4.4.2 Factors associated with psychiatric readmission within 6 months after discharge.
Table 5 demonstrates the findings of the unadjusted and adjusted model of variables

predicting readmission within 6 months of discharge from the acute hospital admission. In the

unadjusted model, patients having one or more children were less likely to be readmitted
within 6 months of discharge from the acute hospital admission (OR=0.26, 95% C.I 0.07-

0.96) than those without children. The other socio-demographic and clinical variables did not

predict readmission in the unadjusted model at the 6-month (see Table 5). However, after

adjusting for age and gender in the multivariable logistic regression model, number of

children was not statistically significant (see Table 5).

Table 5: Logistic regression model of factors associated with readmission within 6

months after discharge.

Readmission Unadjusted/Cru | Adjusted OR
Yes No de OR (95% CI) | (95% CI)
n(%o) n(%o)
Characteristic/Variable | (n=12) (n=263)
Age
(median, range) 27.5(20-51) | 29(18-88) | 0.98(0.92-1.04) 1.00(0.93-1.08)
Gender
Male 9(75.0) 172(65.4) | 1.00 1.00
Female 3(25.0) 91(34.6) 0.63(0.17-2.39) 0.67(0.15-2.98)
Marital Status
Single 9(75.0) 161(61.2) | 1.00
Married 3(25.0) 102(38.8) | 0.53(0.14-1.99)
Employment
Employed 5(41.7) 91(34.6 1.00
Unemployed 7(58.3) 172(65.4) | 0.74(0.23-2.40)
Education
Less than High school | 3(25.0) 116(44.1) | 1.00
High school or more 9(75.0) 147(55.9) | 2.37(0.63-8.94)
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Number of children

No Children 9(75.0) 114(43.3) | 1.00 1.00

1 or more Children 3(25.0) 149(56.7) | 0.26(0.07-0.96)* | 0.27(0.06-1.26)
Catchment area

Within SJOG 6(50.0) 66(25.1) 1.00
catchment area

Outside SJOG 6(50.0) 197(74.9) | 0.34(0.10-1.08)
catchment area
Diagnosis

Schizophrenia 9(75.0) 193(73.4) |1.00
spectrum disorders

Mood disorders 3(25.0) 70(26.6) 0.92(0.24-3.49)
Comorbid Physical
illness

Yes 2(16.7) 60(22.8) 1.00

No 10(83.3.0) | 203(77.2) | 1.48(0.32-6.93)
Insight

Poor Insight 7(58.3) 83(31.6) 1.00

Full Insight 5(41.7) 180(68.4) | 0.33(0.10-1.07)
History of Substance
Use

Yes 6(50.0) 120(45.6) | 1.00

No 6(50.0) 143(54.4) | 0.84(0.26-2.67)
Type of antipsychotic

FGA 8(66.7) 245(93.2) | 1.00

SGA 1(8.3) 12(4.6) 2.55(0.30-22.09)

No antipsychotics 3(25.0) 6(2.3)
Long-Acting Injectable
Medication

Yes 4(33.3) 82(31.2) 1.00

No 8(66.7) 181(68.8) | 0.91(0.27-3.10)
Side effects

Yes 4(33.3) 33(12.5) 1.00

No 8(66.7) 230(87.5) | 0.29(0.08-1.01)
History of Arrests

Yes 1(8.3) 31(11.8) 1.00

No 11(91.7) 232(88.2) | 1.47(0.18-11.78)

4.4.2 Factors associated with psychiatric readmission within 12 months after discharge.

Table 6 demonstrates the findings of the unadjusted and adjusted model of variables

predicting readmission within 12 months of discharge from the acute hospital admission. In

the unadjusted logistic regression model, the number of children, catchment area, insight, and

type of antipsychotics significantly predicted readmissions within 12 months of discharge
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from the acute hospital admission. The patients with children were less likely to be
readmitted (OR=0.40, 95% C.1 0.18-0.88) and those living outside the SIOG Catchment area
were also less likely to be readmitted within 12 months of discharge (OR=0.44, 95% C.I
0.20-0.96). The model also showed that patients who had insight into their illness were less
likely to be readmitted within 12 months (OR=0.22, 95% C.I 0.10-0.49). However, patients
on SGAs were more likely to be readmitted within 12 months of readmission (OR=4.67, 95%
C.l 1.33-16.39). (see Table 6). The other socio-demographic and clinical variables did not

predict readmission at 12 months (see Table 6).

All the four statistically significant variables were also entered into the multivariable logistic
regression model, adjusting for age and gender. Of these, three variables emerged as
statistically significant. Thus, patients staying outside the hospital’s catchment area were less
likely to be readmitted within 12 months of discharge than those who stayed nearby
(OR=0.33, 95% C.I 0.14-0.79), and those patients with insight into their condition were less
likely to be readmitted than those who had poor insight (OR=0.19, 95% C.I 0.08-0.46).
Patients who were on SGA drugs were more likely to have a readmission than those on FGAs
within 12 months of discharge (OR=5.29, 95% C.I 1.43-19.51). In this model, having
children was not a significant predictor of readmission occurring within 12 months of

discharge from the first hospital admission after adjusting for age and gender (see Table 6).

Table 6: Logistic regression model of factors associated with readmission within 12
months after discharge.

Characteristic/VVariable Readmission Unadjusted/Crude | Adjusted OR
OR (95% CI) (95% CI)
Yes No
n(%o) n(%o)
Total sample n=275 (n=31,) (n=244,)
Age
(median, range) 28(19-60) 29(18-80) | 0.98(0.94-1.02) 0.98(0.92-1.03)
Gender
Male 21(67.7) 160(65.6) | 1.00 1.00
Female 10(32.3) 84(34.4) 0.91(0.41-2.02) 1.20(0.45-3.19)
Marital Status
Single 23(74.2) 147(60.2) | 1.00
Married 8(25.8) 97(39.8) 0.53(0.23-1.23)
Employment
Employed 9(29.0) 87(35.7) 1.00
Unemployed 22(71.0) 157(64.3) | 1.36(0.60-3.07)
Education
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Less than High school | 11(35.5) 108(44.3) | 1.00
High school or more 20(64.5) 136(55.7 1.44(0.66-3.14)
Number of children
No Children 20(64.5) 103(42.2) |1.00 1.00
1 or more Children 11(35.5) 141(57.8) | 0.40(0.18-0.88)* 0.48(0.17-1.34)
Catchment area
Within SJOG 13(41.9) 59(24.2) 1.00 1.00
catchment area
Outside SIOG 18(58.1) 185(75.8) | 0.44(0.20-0.96)* 0.33(0.14-0.79)*
catchment area
Diagnosis
Schizophrenia 19(61.3) 183(75.0) | 1.00
spectrum disorders
Mood disorders 12(38.7) 61(25.0) 1.90(0.87-4.13)
Comorbid Physical
illness
Yes 5(16.1) 57(23.4) 1.00
No 26(83.7) 187(76.6) | 1.59(0.58-4.32)
Insight
Poor Insight 20(64.5) 70(28.7) 1.00 1.00
Full Insight 11(35.5) 174(71.3) | 0.22(0.10-0.49)* 0.19(0.08-0.46)*
Substance Use
Yes 18(58.1) 108(44.3) | 1.00
No 13(41.9) 136(55.7) | 0.57(0.27-1.22)
Type of antipsychotic
FGA 22(71.0) 231(94.7) | 1.00 1.00
SGA 4(12.9) 9(3.7) 4.67(1.33-16.39)* | 5.29(1.43-19.51)*
No antipsychotics 5(16.1) 4(1.6)
Long-Acting Injectable
Medication
Yes 12(38.7) 74(30.3) 1.00
No 19(61.3) 170(69.7) | 0.69(0.32-1.49)
Side effects
Yes 7(22.6) 30(12.3) 1.00
No 24(77.4) 214(87.7) | 0.48(0.19-1.21)
History of Arrests
Yes 4(12.9) 28(11.5) 1.00
No 27(87.1) 216(88.5) | 0.88(0.29-2.69)
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CHAPTER FIVE: DISCUSSION AND CONCLUSION

5.0 Introduction

This chapter will interpret and discuss the findings reported in chapter four. It starts by
discussing the main study findings regarding the rate of psychiatric readmissions at 3, 6, and
12 months, and associated socio-demographic and clinical-related factors at Saint John of
God (SJOG) Psychiatric Hospital in Mzuzu, Malawi. Implications for policy and intervention
development will follow. Lastly, this chapter will present study limitations followed by the

study conclusion.

5.1 Summary of the main study findings

This study resulted in a number of main findings. Firstly, readmission rates of 4 (1.5%), 12
(4.4%), and 31 (11.3%) at 3 months, 6 months and 12 months respectively were found.
Secondly, although none of the independent variables were associated with readmissions at 3
months post-discharge, patients with children were less likely to be readmitted at 6 and 12
months in the unadjusted model. Thirdly, after adjusting for age and gender, patients residing
outside the hospital catchment area, and having insight into their illness were less likely to be
readmitted at 12 months while those receiving SGAs were more likely to be readmitted at 12

months.

5.2 Rate of readmission

In the current study, readmission rates of 1.5%, 4.4% and 11.3% at 3 months, 6 months and
12 months post-discharge respectively were lower than the rates reported in other studies
from various countries. Previous studies have found rates of up to 66% occurring within 3
months (Craig, Fennig, Tanenberg-Karant & Bromet, 2000; Hung, Chan & Pan, 2017; Lyons
et al., 1997), 30-40% within 6 months (Amer Siddiq et al., 2008; Hung et al., 2017; Sanchez
et al., 2013; Wheeler et al., 2011; Yamada & Korman, 2000) and 40-50% within 12 months
after discharge (Lin & Li, 2008; Machado et al., 2012; Sharma, Singh & Solanki, 2017;
Vasudeva, Kumar & Sekhar, 2009; Vijayalakshmi et al., 2015; Wheeler et al., 2011; Yamada
& Korman, 2000).

Comparing results from the present study to findings from HICs, studies in USA psychiatric
hospitals have reported readmission rates of 31% and 46% at 6 and 12 months respectively

which are higher than in the present study (Yamada & Korman, 2000). Similarly, findings
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from the present study are lower than findings reported in European countries. For instance,
readmission rates of 34% and 47% occurring within 6 and 12 months of discharge from the
acute hospital admission respectively have also been reported in a previous systematic review
(Lien, 2002). Other studies in the UK and Denmark reported readmission rates of 24%
(Hodgson et al., 2001), 43% (O‘Donoghue et al., 2011), 50% (Lien, 2002) within 12 months
of discharge from the acute hospital admission. Although the literature from HICs did not
report on readmission rates at 3 months after discharge, rates of 63% (Hamilton et al., 2015),
14% (Lien, 2002) and 12% (Lin & Li, 2008) at 2 weeks, 1 month and 2 months respectively

were found.

Similar to findings from HICs, rates of readmissions from LMICs are also higher than those
found in the current study. In Columbia, for instance, studies have reported readmission rates
of 49.5% within 3 months of discharge from the acute hospital admission (Sanchez et al.,
2013) and 60% within 12 months (Jaramillo-Gonzalez et al., 2014). In Malaysia, two studies
reported inconsistent readmission rates of 16.8% (Amer Siddiq et al., 2008) and 32.2% (Guan
et al., 2012) within 6 months of discharge from the acute hospital admission. A Brazilian
study also found a readmission rate of 42.6% within 12 months of discharge from an acute
hospital admission (Loch, 2012). Literature from Africa has also reported rates higher than
findings in the current study. For example, rates of 37% in South Africa (Behr et al., 2002;
Niehaus et al., 2008), 38.5% in Ethiopia (Fekadu et al., 2007), and 39% in Egypt (Al-Shehhi

et al., 2017) have been reported at 12 months after discharge from psychiatric facilities.

On the other hand, a 12-month readmission rate of 11.3% reported in the current study is
more in line with rates of 13. 8% and 14.9% reported in China (Zhou et al., 2014) and South
Africa (Smith, 2005) respectively. In addition, despite the current study reporting readmission
rates lower than the rates reported in HICs and LMICs, the figures are still on the higher side
when compared to the WHO recommended acceptable readmission rate of 3-5% (Ngoma,
2011).

Generally, one would hypothesise that those studies from LMICs, including Malawi, would
report high readmission rates due to socio-economic problems among community members.
However, readmission rates reported in the current study contradict this hypothesis. The
findings of the present study could be the result of a number of factors. Firstly, a number of

studies have suggested that organisational processes are a significant contributor to hospital
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readmissions. Factors such as poor quality of patient education and follow-up care are
significantly associated with inpatient psychiatric admissions (Hansen, Young, Hinami,
Leung & Williams, 2011; Vigod et al., 2013). Malawi has well-established community
mental health services such as domiciliary mental health care and outreach clinics within the
hospital’s catchment area. Domiciliary mental health care, also known as home health care,
family care, home treatment or home help, is a provision of care and support to patients with
acute psychiatric disorders and challenging behaviours in their own homes. This type of
service was piloted within the hospital’s catchment area and was found to be effective in
reducing relapse and readmission (Mwale, 2011). Patients under this type of care are
candidates for hospital admission but are not a danger to themselves or others in their homes.
The domiciliary team, which is comprised of mental health nurses, clinicians and social
workers, conducts home visits daily or weekly depending on the patient’s response to
treatment. Some of the activities the team conducts during home visits are: assessment of the
patient, provision of nursing and medical care, and monitoring of treatment adherence. They
also offer psycho-education to the patient and the family on mental health promotion and care
at home (Chorwe-Sungani et al., 2015; Mwale, 2011).

In addition to this service, the hospital also conducts a total of 15 outreach clinics which are
strategically located within and outside the hospital’s catchment area. These clinics are
conducted by mental health nurses and clinicians on a monthly basis. During the clinic days,
patients and guardians are also given psycho-education on mental health promotion and care
at home through health talks. On the same clinic days, patients are assessed, prescribed
treatment and referred to other hospitals if the need arises (Chorwe-Sungani et al., 2015;
Mwale, 2011). The delivery of mental health care services through these outreach clinics in
the community reduces relapses and readmissions from within and outside the catchment

area.

A second possible explanation for the low prevalence of readmission rates is that patients
discharged from the psychiatric facility that would have required a readmission did not get
readmitted for a number of possible reasons. It is possible that the traditional and cultural
beliefs that mental illness is associated with God’s punishment, demons or bewitchment
(Chilale et al., 2014; Crabb et al., 2012) contributed to a delay in health-seeking behaviour
leading to fewer readmissions within the timeframe investigated in the present study. It is

also possible that patients who had relapsed following a discharge lost confidence in hospital
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treatment and decided to seek help from alternative treatment providers such as traditional
healers and churches (Chilale et al., 2014; Crabb et al., 2012).

Thirdly, there is a possibility that participants within and outside the catchment area may also
fail to access inpatient mental health services due to the introduction of user fee charges at the
hospital. Patients coming to access inpatient services at SJOG Psychiatric Hospital were
required to pay an average user fee amounting to R873 (US$65) for their stay in the hospital.
The user fee was introduced with the aim of empowering the community to own these

services.

Fourthly, not finding more than one readmission in patients can also be due to problems with
follow-up of discharged patients. There is a possibility that within the 12-month period after a
discharge, some patients in the current study might have experienced a readmission but in
another hospital which was not captured. Another possibility is that the use of archival data
captured from patients’ case files may have been incomplete, or information on further
admissions may have been misplaced. These reasons may have caused a reduction in

readmission rates.

Fifthly, the inconsistent findings in the current study when compared to those from previous
studies are also perhaps due to varying methods of calculating readmissions adopted by
individual researchers (Goldacre et al., 1988). For instance, Neto and Silva (2008) and Dixon
et al., (1997) found readmission rates of 19.9% and 27% respectively when calculations were
based on the number of readmitted patients. These rates doubled to 39.6% in the former study
while in the latter study the rate increased by 2% to 29% when the numerators included all
the episodes (events) of readmission. In addition, these authors also differed on the published
rates such that Neto and Silva (2008) reported the rate calculated based on all readmission
episodes while the latter study published the rate based on the number of patients admitted. In
the current study, the readmission rate of 11.3% was calculated based on the number of
patients admitted (person-based) (Goldacre et al., 1988). The calculation of readmission rate,
which includes all episodes in the current study, was not done since there were no patients

with more than two readmissions.

Sixthly, it is also possible that the readmission rate reported in the current study differed from

previous research due to differences in the study setting, sample size, population and the
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period of follow-up on discharges. For instance, other studies have reported readmission rates
from a sample of participants drawn from all diagnoses, while others have measured the rate
of readmission of a specific disorder (Lien 2002; Chambers & Clarke, 1990). The current
study included all SMDs.

5.3 Factors associated with psychiatric readmission

The current study also investigated the socio-demographic and clinical factors associated
with readmission. Of all the variables included in this study, only 3 factors — one socio-
demographic and two clinically-related — were significantly associated with the rate of
readmission after adjusting for age and gender. Patients residing outside the hospital’s
catchment area (socio-demographic variable) and those having insight (clinical variable) were
less likely to have a readmission within 12 months of discharge from the acute hospital
admission. Patients taking SGA drugs (clinical variable) were more likely to have a

readmission within 12 months of discharge from the acute hospital admission.

5.3.1 Socio-demographic factors
The current study found that none of the socio-demographic independent variables predicted

readmission within 3 months of discharge from the acute hospital admission. In this study,
the catchment area was the only socio-demographic variable associated with readmission
within 12 months of discharge after adjusting for age and gender. However, having children
was associated with a lower risk of readmission in the unadjusted model within 6 months of
discharge from the acute hospital admission. Conversely, other studies have found an
association between readmission and socio-demographic variables such as age and gender
(Lin et al., 2010; Mark et al., 2013; Vijayalakshmi, Reddy, Salaam & Himakar, 2015),
marital status (Barekatain et al., 2013; Bernardo & Forchuk, 2001; Hodgson et al., 2001;
Martinez-Ortega et al., 2012; Sanchez et al., 2013; Sousa-pinto et al., 2013), education, and
employment (Frick et al., 2013; Jaramillo-Gonzalez et al., 2014).

5.3.1.1 Catchment Area
In the current study, residing outside the hospital's catchment area was the only socio-

demographic factor associated with a lower risk of readmission within 12 months of
discharge. In other words, patients who were staying within the SJOG catchment area, within
a radius of 20 kilometres from the hospital, were more likely to have a readmission within 12

months of discharge compared to those staying outside the catchment area. Findings in the
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current study are consistent with results from other studies conducted in HICs. For instance,
O‘Donoghue et al., (2011) and Mark et al., (2013) reported a high risk of readmission in
patients from the hospital's catchment area within 12 months of discharge compared to those
from outside the area. Similarly, a study conducted in LMICs found that residing near the
hospital was significantly associated with readmission within 12 months of discharge
compared to those residing further away (Silva, Bassani & Palazzo, 2009). However,
contradicting results were reported in a Zambian study which found that patients staying
more than 12 kilometres from the hospital were more likely to be readmitted than those closer
to the hospital (Ngoma, 2011).

There are a number of possible reasons to explain these findings. One could expect high
utilisation of hospital services among patients staying within the catchment area as compared
to those living outside the catchment area. This could be due to patients staying close to the
hospital area having fewer barriers to accessing services when the need arises, since they
spend less on transport than those from outside the hospital’s catchment area (Fekadu et al.,
2007). Despite patients living in the catchment area being more likely to have a readmission,
the majority of the sample for this study (73%) came from outside the catchment area.
Researchers have suggested that patients from outside the catchment area often do not return
for follow-up visits, and it is often at the follow-up visits that readmissions occur (Mark et al.,
2013). There is the possibility that these patients outside the catchment area had sought
alternative Western or traditional health services in other places (Chilale et al., 2014; Udedi,
2017).

Another factor that may have contributed to a reduced number of readmissions from outside
the catchment area in the current study is that, in Malawi, patients are required to pay for
transport and the hospital user fee, unless they have been referred from a district hospital.
This may have prevented patients residing outside the hospital catchment area from accessing
mental health services (Crabb et al., 2012; World Health Organization, 2011b). This differs
from those who stay within the catchment area. These patients spent less on transport and had
access to free domiciliary mental health care services offered by the hospital team. This team
offers mental health talks, assessments and treatment in patients’ homes. These interventions
may have also reduced stigma and promoted early help-seeking behaviour in relapsed

patients within the catchment area (Mwale, 2011).
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Another possible explanation for the reduced readmission rates from outside the catchment
area is the introduction of a short-term community mental health programme, which provided
treatment on a monthly basis to first-episode psychotic patients in their homes. This was part
of a study entitled ‘Duration of Untreated Psychosis (DUP)’. The current study recruited case
notes of patients admitted to SJOG psychiatric hospital between 2014 and 2015. It was in the
same period when this programme started providing treatment to study participants within
and outside the hospital catchment area. In addition, the programme also provided treatment
to non-participating patients, especially those residing outside the catchment area (Chilale et
al., 2014). This is also suggested to have reduced relapses and readmissions from outside the

catchment area.

Despite these hospitals having catchment areas, there is inconsistency in their sizes. It can be
argued that the differences in the sizes of the catchment areas where these studies were
conducted impacted the research outcome. For example, a Zambian study reported that
staying more than 12 kilometres away from the hospital was significantly associated with
readmission (Ngoma 2011). Contrary to the Zambian study, the current study used a
catchment area of a 20-kilometre radius to find those within the catchment area at risk of
readmission. On the other hand, some studies in HICs and LMICs did not find a significant
association between the catchment area and readmission (Norum et al., 2013; Vijayalakshmi
et al., 2015).

5.4.1 Clinical factors
The current study found that none of the independent clinical variables predicted readmission

within 3 months after discharge. After adjusting for age and gender, insight into illness and
the use of SGAs were the only clinical variables that predicted readmission at 12 months

post-discharge.

Firstly, the present study found that patients who were perceived by a healthcare provider as
having insight into their illness were less likely to be readmitted than those who had poor
insight. The findings in the present study are consistent with most of the findings from studies
conducted in LMICs, despite the limitation of the present study not using a validated tool for
measuring insight. For instance, Omranifard (2008) and Nxasana and Thupayagale-
Tshweneagae (2014) reported that poor insight was associated with treatment non-adherence

and an increase in readmission. This result is also in line with the results of another study
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conducted in Malawi which found that patients with poor insight were more likely not to
adhere to treatment than those with insight (Muyaba, 2017). This suggests that the majority of
patients who were readmitted to this hospital did not adhere to treatment and this resulted in

relapse and readmission.

However, there are mixed views surrounding the genesis of insight which is still not clear
(Vohs, George, Leonhardt & Lysaker, 2016). Studies have described insight as the ability to
recognise the existence of a psychiatric disorder, its consequences, and the need for treatment
(Chakraborty & Basu, 2010; Rakitzi, Georgila, & Efthimiou, 2016). Some studies have
related insight to neurobiological causes such as neurocognition and reduced volume of the
hippocampus in the brain (Husted, 1999; Rakitzi et al., 2016; Riggs, Grant, Perivoliotis &
Beck, 2012), whereas other articles have related it to the disturbance of psychiatric symptoms
such as hallucinations and delusions (Vohs, George, Leonhardt & Lysaker, 2016). In
addition, some researchers have associated insight with socio-cultural differences existing
among patients, therefore causing challenges in assessing insight. These researchers have also
viewed insight differently, as either a symptom of mental illness or a coping strategy
(Chakraborty & Basu, 2010; David, 2002).

Secondly, participants who were taking SGAs were more likely to be readmitted than those
taking FGAs within 12 months of discharge from the acute hospital admission. These results
are inconsistent with the findings reported in other studies. Unlike in the present study, most
of the previous studies on antipsychotics have been conducted in patients with schizophrenia
disorders. For instance, one-year follow-up studies conducted in Germany and Croatia
reported that FGAs were associated with a significant increase in the rates of readmission as
compared to SGAs among patients with schizophrenia (Herceg et al., 2008; Robinowitz et al.,
2001; Schennach et al., 2012). However, some studies from HICs and LMICs did not find an
association between antipsychotics (FGAs and SGAs) and readmissions in a 12-month
follow-up on discharges (Amer Siddiq et al., 2008; Aziri et al., 2012; Guan et al., 2012; Loch,
2012)

People may first identify the differences in effectiveness of the two types of antipsychotics
(FGAs and SGAS) in treating these psychotic disorders as being the cause of relapse resulting
in readmission. However, studies have reported contradicting information on the efficacy of
antipsychotics. For example, Kahn et al., (2008) found that FGAs and SGAs had similar
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efficacy in treating psychiatric disorders. Further findings have indicated that some patients
(20-30%) do not respond to these antipsychotics. On the contrary, Cianchetti and Ledda
(2011) found that SGAs were more effective than FGAs in treating psychosis. This suggests
that the findings in the current study could be a result of a number of reasons discussed
below.

Firstly, the current findings are perhaps a result of patients’ non-adherence to treatment
(SGAs). In clinical practice, patients who first present to a Malawian psychiatric hospital
with mental disorders are started on FGAs. Patients experiencing side effects with FGAs are
switched to SGAs, which have fewer side effects (Tandon et al., 2008; Barbui, Cipriani &
Shekhar, 2009). Despite switching to SGAs, most of these patients continue to experience
side effects as a result they stop taking the oral SGAs. Side effects of these medication are
associated with an increase in readmission as a result of poor adherence (Herceg et al., 2008;
Nxasana & Thupayagale-Tshweneagae, 2014; Schennach et al., 2012). Further evidence from
these studies found that patients who do not adhere to treatment have a reduced risk of
readmission when they are prescribed long-acting injectables, especially SGAs (Ju et al.,
2014; MacEwan et al., 2016; Pollack et al., 1998). Unfortunately, SGAs found in the
Malawian setting are all in oral tablet form, which may have resulted in readmissions among

non-adherent patients.

Secondly, the unavailability of SGAs such as Risperidone and Clozapine in district hospitals
and health centres located near to patients’ homes in Malawi may contribute to an increase in
relapses and readmissions. Health services are centralised and only 0.3% of health facilities
provide mental health services in Malawi (Kauye et al., 2011; Udedi, 2016; Udedi, 2017).
These SGAs are found in tertiary psychiatric hospitals such as SJOG and Zomba Psychiatric
Hospitals. For this reason, patients who were discharged on a SGA prescription may not
come back for subsequent visits due to transport expenses. Sadly, there is also a limited
variety of SGAs which are also erratically supplied in these tertiary hospitals. For instance,
Clozapine, which is used in resistant schizophrenia, is only found and prescribed at Zomba
tertiary psychiatric hospital in Malawi. In addition, patients taking Clozapine are required to
have regular laboratory investigations. This forces clinicians in other hospitals to continue
prescribing FGAs or other available SGAs in patients who cannot afford access to Clozapine
and laboratory services at a tertiary hospital. This may have resulted in relapse and

readmissions.
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5.6 Implications for policy

Although the current study found readmission rates lower than findings in majority of studies
conducted in HICs and LMICs, efforts to maintain and potentially reduce these readmission
rates at the policy level could include: 1) Integrating mental health services into primary
health care; 2) Maintaining the existing community outreach programmes 3) Improving the
availability of medication.

Firstly, improving access to community mental health resources for patients who are admitted
has the potential to reduce readmission rates. Integrating these mental health services into
primary health care (PHC) ensures that these services are closer to peoples’ homes and
communities. In the current study, integration of mental health in PHC will provide equal
access to services for those within or outside the hospital catchment area. However, mental
health services in Malawi are not well integrated into PHC (Udedi, 2016). Therefore, the
country’s mental health policy and law should support and guide the integration of mental
health services in PHC. For a successful integration of mental health services into PHC, there
is a need for trained and skilled mental health workers who are able to diagnose and treat
mental disorders within the PHC settings. The government and stakeholders should provide
training for health workers and students in health disciplines. However, the reason for not
making progress in integrating mental health in PHC is due to economic problems, as mental
health services in Malawi receive only 1.01% of the budget allocated to health care services
(Udedi, 2016). Therefore the updated policies should also address issues of budgetary

allocation to mental health services to reduce drug stock shortages and higher user fees.

Secondly, readmission rates in the current study are lower than findings reported in the
majority of studies possibly because of domiciliary health care and outreach clinic services
conducted both within and outside the hospital catchment area. Looking at the impact of
these interventions, it is important that government and stakeholders should include, in
mental health policy and law, strategies of strengthening and scaling up the existing

interventions to all areas of Malawi.

Thirdly, the study findings suggest that improving the availability of long-acting SGA

antipsychotic drugs may reduce non-adherence, relapse and readmissions. The government
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and stakeholders should advocate for utilization of SGAs as first-line treatment of mental
disorders to reduce non-adherence, relapse and readmission which resulting from side effects
of FGAs. Unfortunately, the Malawi Standard Treatment Guidelines (MSTG) which is used
by prescribers at all levels recommends the use of FGAs as a first-line treatment of mental
disorders. In addition, these guidelines recommend using one SGA drug, risperidone tablets,
as a second line. Furthermore, the guidelines recommend the use of long-acting injectable
FGAs in non-adherent patients (Ministry of Health, 2015). These FGA injectables also cause
more side effects which may increase risk of relapse. Sadly, the guidelines do not highlight
the use of long-acting injectable SGAs in Malawi. This poses a challenge in patients who do
not adhere to SGAs tablets. There is need for the government to also put in place measures
advocating for use of long-acting injectable SGAs in all hospitals.

5.5 Implications for intervention development

Developing an intervention to reduce readmission requires further understanding of the
associated factors (Kagabo et al., 2016). Rates of readmission and associated factors
identified in the current study can inform the selection of future interventions. Generally,
people would think that the prevention of readmissions involves hospital intervention alone.
Studies have argued that the goal of reducing readmissions can be achieved when hospitals

collaborate with community services and families (Linden, 2014).

Given that staying within the catchment area predicted readmission, interventions need to be
aimed at reducing readmissions within this area. Studies have suggested that proper transition
of care between the inpatient and community settings plays a major role in preventing
unnecessary readmissions (Penney et al., 2018). There are several activities which studies
have recommended to improve this process of transferring care from the inpatient to
outpatient or community setting. Examples of these interventions discussed below are
psycho-education, assertive community care (domiciliary care), discharge planning,

telephone, and short message service (SMS) reminders.

Psycho-education is one of the recommended interventions frequently used to improve
insight and drug adherence in patients (Rady & EI-Nady, 2017; Rummel-Kluge, Pitschel-
Walz, Bauml, & Kissling, 2006), consequently preventing readmissions. During psycho-
education, patients and guardians are given information pertaining to the disorder, treatments,

relapsing symptoms and beliefs associated with the illness and drugs. In the sessions, patients

66



and guardians are also given knowledge to use on solving problems related to illness, care
and social support (Prasko, Vrbova, Latalova & Mainerova, 2011; Rummel-Kluge et al.,
2006). In some studies, psycho-educational programmes have been associated with a
significant improvement in adherence, relapse and readmission (Petretto et al., 2013). Two of
the possible reasons given in the current study for reduced readmissions from outside the
catchment area are the introduction of a user fee and the possibility that patients are seeking
alternative treatments. This requires further investigation. There is a possibility that some of
these patients staying outside the catchment area were taken to traditional healers following a
relapse. These patients may seek alternative treatments perhaps because of having no insight
to their illness. Offering psycho-education messages in these patients and guardians improve
their understanding of mental illness and help seeking behaviours. Studies have also
recommended imparting knowledge through psycho-education to community influential
leaders such as traditional healers on mental disorders and their treatment (Sorsdahl, Flisher,
Wilson, & Stein, 2010). Another intervention recommended for improving insight and
adherence is psychotherapy. One of the psychotherapies, cognitive behavioural therapy
(CBT), has been used to make patients aware of their illness. In this therapy, distorted
thoughts, beliefs and behaviours are identified and worked on together with the patient for
better understanding of the disorder (Bastiaens & Agarkar, 2014; Rakitzi et al., 2016).

Assertive community care (domiciliary care) has been demonstrated to be effective in
reducing non-adherence, relapse and readmissions. Cochrane reviews have recommended the
use of assertive community care programmes to reduce readmissions. In these programmes
patients maintain their contact with mental health services while residing in their
communities (Marshall & Lockwood, 2011). During the intervention, patients are followed
up by the team in their homes within 24 hours after having been discharged. In some studies,
this has also been associated with a significant reduction in the readmission rate from 20% to
11% (Molfenter, Connor, li, Hyatt & Zimmerman, 2016). This intervention appears to
improve the integration of patients with their families after being absent for long periods.
Since domiciliary care is provided for patients within the catchment area, and this may be
reducing the readmission rates, it is hypothesized that extending this service beyond the

hospital catchment area could prove beneficial.

Discharge planning is another recommended intervention which is widely used in hospitals to

improve the transition of care from the inpatient to the outpatient department (Steffen,
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Kosters, Becker & Puschner, 2009). The lack of discharge planning is blamed for causing
poor community support to patients (Puschner et al., 2008). In this type of intervention, the
patient is prepared for discharge before leaving the psychiatric ward. The outpatient
department staffs are informed of issues concerning treatment and appointment dates for
follow-up visits arranged. This intervention aims at facilitating the continuity of care from the
inpatient to the outpatient departments (Shepperd et al., 2013; Toufighi, Sharifi, Alaghband
Rad & Shadloo, 2018). Smith et al. (2017) found that patients who had undergone all 3
discharge planning sessions honoured the first review dates at the outpatient clinic, and
Cochrane reviews (Gongalves-Bradley, Lannin, Clemson, Cameron, & Shepperd, 2016)
noted a reduction in readmission among patients who had gone through the discharge plan.
This suggests that proper discharge planning plays a vital role in reducing non-adherence,

relapse and readmissions.

Some studies have recommended the use of telephones in times of emergencies and for
reminding patients and guardians of the appointment dates in order to reduce non-adherence,
relapse and readmission. In this intervention, the rapid response team or domiciliary team
identifies a designated person responsible for responding to emergency calls from community
patients requiring urgent attention. This programme ensures that patients are attended to
earlier in their homes to prevent readmissions. In support of this, evidence from studies has
shown a significant reduction (36%) in the readmission rate after introducing an emergency
telephone programme (Molfenter et al., 2016). RCTs on sending a reminder via SMS to cell
phones to discharged patients 3 to 7 days prior to the appointment day showed a significant
reduction in missed appointment dates, relapse and readmissions (Sims et al., 2012; Thomas,
Lawani & James, 2017). For instance, after sending the reminder SMS, Thomas et al., (2017)
in Nigeria noted that the number of patients who came for review doubled, while in London

absenteeism from clinics reduced by 25% (Sims et al., 2012).

Literature has also reported a statistically significant reduction of readmissions in hospital
and communities using peer support programmes (Chien & Chan, 2004; Conner et al., 2018;
Sledge et al., 2011). These peer support programmes use peer educators or mentors who had
once suffered from a severe mental illness and are currently stable, playing the role of a
guardian. Usually, peer support programmes will identify such people and then orient them to
the basics of mental health care and leadership. These peer educators improve patients’

knowledge of their illness and treatment through involving them in meetings and activities.
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This intervention assists patient in gaining an understanding of their illness because they hear
information from a person who previously experienced the same problem. This also helps
them to integrate into the community (Conner et al., 2018). In Conner et al's., (2018) study, a
significant number of patients agreed to take treatment and honour their appointment dates
after getting information from the peer educators, reducing relapse and readmissions.

5.10 Study limitations

This study had a number of limitations. Firstly, this study involved participants attending a
single hospital in Mzuzu, SJOG, which may not be representative of all mental hospitals in
Malawi or generalizable to other settings. However, since the study was conducted in the
only referral hospital for the northern population, the results do provide valuable insight into
readmission rates in Malawi. Secondly, the assessment of readmissions and associated factors
relied on archival data from patients’ files. This type of data may provide limited information
leading to biased results. Thirdly, the assessment of patient insight into their illness did not
use a validated tool. It was through clinical judgement of a healthcare provider. Fourthly, it
is also worthy to mention that the readmissions rate calculated from these data is limited to
SJOG hospital. There is the possibility that some of these patients had another admission in a
different hospital. It is possible that some of these admissions were missed, leading to under-
calculated readmission rates. Lastly, some of the commonly associated factors reported by
other studies such as environment, hospital and family-related variables were not included in
the current study as the source of data could not provide this information. Future researches

addressing these limitations are recommended to take this work forward.

5.11 Study conclusion

This study assessing the rate of psychiatric readmission and associated factors is the first
study to be conducted in the northern region of Malawi. The study has established
readmission rates for psychiatric patients at 3 months, 6 months and 12 months after the acute
admission. The study also found 3 factors associated with these readmissions, namely:
catchment area, insight, and use of SGAs. These findings are consistent with findings from
other studies conducted in HICs and LMICs, and will add evidence to the already existing
literature. These results will assist in developing interventions to reduce readmissions. The
current study results will also act as a platform from which further research in this area may

be generated. The recommendations have already been highlighted above.

69



6.0 REFERENCE

Abramowitz, M. Z., Grinshpoon, A., Priebe, S., & Ponizovsky, A. M. (2008). New
institutionalization as a rebound phenomenon? The case of Israel. Israel Journal of
Psychiatry and Related Sciences, 45(4), 272-277.

Adams, C. E., Fenton, M. K. P., Quraishi, S., & David, A. S. (2001). Systematic meta-review
of depot antipsychotic drugs for people with schizophrenia. British Journal of
Psychiatry, 179(OCT.), 290-299. https://doi.org/10.1192/bjp.179.4.290

Al-Shehhi, A. 1., Al-Sinawi, H. N., Jose, S., & Youssef, R. (2017). Rate and predictors of 1-
year readmission in tertiary psychiatric hospitals. Saudi Journal of Medicine & Medical
Sciences, 5(3), 224-231. https://doi.org/10.4103/1658-631X.213305

Alavi, F., Nakhaee, N., & Sabahi, A. (2014). Diagnostic Stability of Psychiatric Disorders in
Re-Admitted Psychiatric Patients in Kerman, Iran. Global Journal of Health Science,
6(5), 294-300. https://doi.org/10.5539/gjhs.v6n5p294

Amer Siddiqg, A., CG, N., Aida, S., Zuraida, N., & Abdul Kadir, R. (2008). Factors Affecting
Readmission in A Teaching Hospital in Malaysia. Malaysian Journal of Psychiatry
Ejournal, 17(2), 1-8. Retrieved from
http://www.mjpsychiatry.org/index.php/mjp/article/viewFile/28/28

American Psychiatric Association. (2000). Diagnostic and Statistical Manual of Mental
Health Disorders (DSM 1V) (Fourth Edi).
https://doi.org/10.1176/appi.books.9780890423349

Amirejibi, T., & Zavradashvili, N. (2016). Psychosocial factors associated with frequent
rehospitalization of patients with mental health disorders. European Psychiatry,
33(2016), S477. https://doi.org/10.1016/j.eurpsy.2016.01.1744

Asmal, L., Mall, S., Kritzinger, J., Chiliza, B., Emsley, R., & Swartz, L. (2011). Family
Therapy for Schizophrenia: Cultural Challenges and Implementation Barriers in the
South African Context. African Journal of Psychiatry, 14(5), 367-371.
https://doi.org/10.4314/ajpsy.v14i5.3

Aziri, H., Turcek, M., & Pecenak, J. (2012). P-1284 - Analysis of one-year prescription of
antipsychotics and rate of rehospitalizations in patients with schizophrenia spectrum
disorders in slovakia. European Psychiatry, 27, 1. https://doi.org/10.1016/S0924-

70



9338(12)75451-2

Bagalman, E., & Napili, A. (2014). Prevalence of Mental Illness in the United States : Data
Sources and Estimates. 1, 9. Retrieved from
http://digital.library.unt.edu/ark:/67531/metadc282268/?q=Prevalence of Mental Iliness
in the United States

Barbui, C., Cipriani, A., & Saxena, S. (2009). Pharmacological treatment of mental disorders
in primary health care. In World Health Organization.
https://doi.org/10.1017/CB09781107415324.004

Barekatain, M., Maracy, M. R., Hassannejad, R., & Hosseini, R. (2013). Factors associated
with readmission of patients at a university hospital psychiatric ward in iran. Psychiatry
Journal, 2013, 685625. https://doi.org/10.1155/2013/685625

Bastiaens, J. A., & Agarkar, S. (2014). A Case Review of Poor Insight in Schizophrenia:
How Much Do We Know? Psychiatric Annals, 44(5), 207-210.
https://doi.org/10.3928/00485713-20140502-02

Batki, S., Meszaros, Z., Strutynski, K., Dimmock, J., Leontieva, L., Ploutz-Snyder, R., ...
Drayer, R. (2009). Medical Comorbidity in Patients with Schizophrenia and Alcohol
Dependence. Schizophr Res., 107(9), 139-146.
https://doi.org/10.1109/TMI.2012.2196707.Separate

Beck, K., Mccutcheon, R., Bloomfield, M. A. P., Gaughran, F., Reis Marques, T., Maccabe,
J., ... Howes, O. D. (2014). The practical management of refractory schizophrenia - the
Maudsley Treatment REview and Assessment Team service approach. Acta Psychiatrica
Scandinavica, 130(6), 427-438. https://doi.org/10.1111/acps.12327

Behr, G. M., Christie, C., Soderlund, N., & Lee, T. (2002). PATTERNS AND
DETERMINANTS OF ACUTE PSYCHIATRIC READMISSIONS. South African
Journal, 92(5), 369-374.

Bernardo, a C., & Forchuk, C. (2001). Factors associated with readmission to a psychiatric
facility. Psychiatric Services (Washington, D.C.), 52(8), 1100-1102.
https://doi.org/10.1176/appi.ps.52.8.1100

Bimerew, M. S., Sonn, F. C. T., & Kortenbout, W. P. (2007). Substance abuse and the risk of

71



readmission of people with schizophrenia at Amanuel Psychiatric Hospital, Ethiopia.
Curationis, 30(2), 74-81. https://doi.org/10.4102/curationis.v30i2.1078

Bloom, D. E., Cafiero, E., Jané-Llopis, E., Abrahams-Gessel, S., Reddy Bloom, L., Fathima,
S., ... Weiss, J. (2011). The Global Economic Burden of Noncommunicable Diseases.
World Economic Forum, (September), 1-46. Retrieved from
http://ideas.repec.org/p/gdm/wpaper/8712.html

Bobier, C., & Warwick, M. (2005). Factors associated with readmission to adolescent
psychiatric. Australian and New Zealand Journal of Psychiatry, 35, 600-606.
https://doi.org/10.1111/j.1440-1614.2005.01632.x

Bobo, W. V, Hoge, C. W., Messina, M. a, Pavlovcic, F., al, et, Levandowski, D., & Grieger,
T. (2004). Characteristics of Repeat Users of an Inpatient Psychiatry Service at a Large
Military Tertiary Care Hospital. Military Medicine, Vol. 169, pp. 648-653.
https://doi.org/http://dx.doi.org/10.7205/MILMED.169.8.648

Bowersox, N. W., Saunders, S. M., & Berger, B. D. (2012). Predictors of rehospitalization in
high-utilizing patients in the VA psychiatric medical system. Psychiatric Quarterly,
83(1), 53-64. https://doi.org/10.1007/s11126-011-9182-2

Bowie, C. (2007). The burden of disease in Malawi. Malawi Medical Journal,
18(September), 103-110. https://doi.org/10.4314/mmj.v18i3.10916

Brunette, M. F., Drake, R. E., Xie, H., McHugo, G. J., & Green, A. I. (2006). Clozapine use
and relapses of substance use disorder among patients with co-occurring schizophrenia
and substance use disorders. Schizophrenia Bulletin, 32(4), 637-643.
https://doi.org/10.1093/schbul/sbl003

Burns, J. (2011). The mental health gap in South Africa - a human rights issue. The Equal
Rights Review, 6(January 2011), 99-113.

Callaly, T., Trauer, T., Hyland, M., Coombs, T., & Berk, M. (2011). An Examination of Risk
Factors for Readmission to Acute Adult Mental Health Services Within 28 Days of
Discharge in the Australian Setting. Australasian Psychiatry, 19(3), 221-225.
https://doi.org/10.3109/10398562.2011.561845

Carr, V. J, Lewin, T. J,, Sly, K. A,, Conrad, A. M., Cohen, M., Ward, P. B., & Coombs, T.

72



(2008). Adverse incidents in acute psychiatric inpatient units: rates, correlates and
pressures. Australian and New Zealand Journal of Psychiatry, 42(December 2007),
267-282.

Caton, C. L., & Hasin, D. S. (2000). When Acute-Stage Psychosis and Substance Use Co-
Occur: Differentiating Substance-Induced and Primary Psychotic Disorders including
The Addiction Severity Index, The Michigan Alcohol Screening Test, and diagnostic.
Journal of Psychiatric Practice, 6(September), 256-266.
https://doi.org/10.1097/00131746-200009000-00003

Chakraborty, K., & Basu, D. (2010). Insight in schizophrenia - A comprehensive update.
German Journal of Psychiatry, 13(1), 17-30.

Chakraborty, N., & Aryiku, C. (2008). Reasons for rapid readmission to general adult
psychiatry wards. Progress in Neurology and Psychiatry, 12(5), 14-18.
https://doi.org/10.1002/pnp.78

Chambers, M., & Clarke, a. (1990). Measuring readmission rates. BMJ (Clinical Research
Ed.), 301(6761), 1134-1136. https://doi.org/10.1136/bmj.301.6761.1134

Chetty, M., Miller, R., & Moodley, S. V. (1994). Smoking and body weight influence the
clearance of chlorpromazine. European Journal of Clinical Pharmacology, 46(6), 523
526. https://doi.org/10.1007/BF00196109

Chien, W.-T., & Chan, S. W. C. (2004). One-Year Follow-up of a Multiple-Family-Group
Intervention for Chinese Families of Patients With Schizophrenia. Psychiatric Services,
55(11), 1276-1284. https://doi.org/10.1176/appi.ps.55.11.1276

Chilale, H. K., Banda, R., Muyawa, J., & Kaminga, A. C. (2014). Duration of untreated
psychosis and associated factors in first episode psychosis in Mzuzu in Northern
Malawi. African Journal of Psychiatry, 17(1), 503-507. https://doi.org/10.4172/1994-
8220.1000106

Chilale, H. K., & Tugumusurize, J. (2000). Depression among mothers in Mzuzu: Prevalence

and its associated factors. 1-14. https://doi.org/Unpublished

Chorwe-Sungani, G., Sefasi, A. P., Jere, D., Kululanga, L., & Mafuta, C. (2015). a Historical

Perspective of 50 Years of Mental Health Services in Malawi. The Society of Malawi

73



Journal, 68(2), 31-vi. Retrieved from http://www.jstor.org/stable/43694113

Cianchetti, C., & Ledda, M. G. (2011). Effectiveness and safety of antipsychotics in early
onset psychoses: A long-term comparison. Psychiatry Research, 189(3), 349-356.
https://doi.org/10.1016/j.psychres.2011.03.020

Conner, K. O., Gum, A. M., Schonfeld, L., Beckstead, J., Beckstead, J., Brown, C., &
Reynolds, C. F. (2018). Peer support as a strategy for reducing hospital readmissions
among older adults with chronic medical illness and depression . Journal of Mental
Health Aging, 2(1), 40-46. Retrieved from http://www.alliedacademies.org/journal-

mental-health-aging/

Corrigan, P. (2004). How stigma interferes with mental health care. American Psychologist,
59(7), 614-625. https://doi.org/10.1037/0003-066X.59.7.614

Cougnard, A., Parrot, M., Grolleau, S., Kalmi, E., Desage, A., Misdrahi, D., ... Verdoux, H.
(2006). Pattern of health service utilization and predictors of readmission after a first
admission for psychosis: A 2-year follow-up study. Acta Psychiatrica Scandinavica,
113(4), 340-349. https://doi.org/10.1111/j.1600-0447.2005.00694.x

Cournos, F., McKinnon, K., & Sullivan, G. (2005). Schizophrenia and comorbid human
immunodeficiency virus or hepatitis C virus. The Journal of Clinical Psychiatry, 66
Suppl 6(suppl 6), 27-33. Retrieved from
http://www.ncbi.nIm.nih.gov/pubmed/16107181

Cox, G., Callahan, P., Churchill, R., Hunot, V., Sn, M., Ag, P., & Se, H. (2013).
Psychological therapies versus antidepressant medication , alone and in combination

for depression in children and adolescents ( Review ). (11).

Cox, G. R., Callahan, P., Churchill, R., Hunot, V., Sn, M., Ag, P., & Se, H. (2014).
Psychological therapies versus antidepressant medication , alone and in combination
for depression in children and adolescents ( Review ). (11).
https://doi.org/10.1002/14651858.CD008324.pub3.www.cochranelibrary.com

Crabb, J., Stewart, R. C., Kokota, D., Masson, N., Chabunya, S., & Krishnadas, R. (2012).
Attitudes towards mental illness in Malawi: a cross-sectional survey. BMC Public
Health, 12(1), 541. https://doi.org/10.1186/1471-2458-12-541

74



Craig, T. J., Fennig, S., Tanenberg-Karant, M., & Bromet, E. J. (2000). Rapid versus Delayed
Readmission in First-Admission Psychosis: Quality Indicators for Managed Care?
Annals of Clinical Psychiatry, 12(4), 233-238.
https://doi.org/10.1023/A:1009038627449

Crystal, S., Olfson, M., Huang, C., Pincus, H., & Gerhard, T. (2009). Broadened use of
atypical antipsychotics: Safety, effectiveness, and policy challenges. Health Affairs,
28(5), 770-781. https://doi.org/10.1377/hlthaff.28.5.w770

Cuijpers, P., Ven Straten, A., Warmerdam, L., & Andersson, G. (2009). Psychotherapy
versus the combination of psychotherapy and pharmacotherapy in the treatment of
depression: A meta-analysis. Depression and Anxiety, 26(3), 279-288.
https://doi.org/10.1002/da.20519

Daly, O. E. (2017). Physical illness in those with mental illness: Psychiatric services need to
change focus. British Journal of Psychiatry, 210(1), 1-2.
https://doi.org/10.1192/bjp.bp.116.182915

Das Gupta, R., & Guest, J. F. (2002). Annual cost of bipolar disorder to UK society. British
Journal of Psychiatry, 180, 227-233. https://doi.org/10.1192/bjp.180.3.227

David, A. S. (2002). Insight: Theory and practice. Comprehensive Treatment of
Schizophrenia: Linking Neurobehavioral Findings to Psychosocial Approaches, 114—
122.

De Castro, A. P. W., & Elkis, H. (2007). Rehospitalization rates of patients with
schizophrenia discharged on haloperidol, risperidone or clozapine. Revista Brasileira de
Psiquiatria, 29(3), 207-212.

Demyttenaere, K., Bruffaerts, R., Posada-Villa, J., Gasquet, 1., Kovess, V., Lepine, J. P., ...
Ustun, T. B. (2004). Prevalence, Severity, and Unmet Need for Treatment of Mental
Disorders in the World Health Organization World Mental Health Surveys. Jama,
291(21), 2581. https://doi.org/10.1001/jama.291.21.2581

Dennis, C. L., & Chung-Lee, L. (2006). Postpartum depression help-seeking barriers and
maternal treatment preferences: A qualitative systematic review. Birth, 33(4), 323-331.
https://doi.org/10.1111/j.1523-536X.2006.00130.x

75



Diesfeld, H. J. (1973). The Definition of the Hospital Catchment Area and its Population as a
Denominator for the Evaluation of Hospital Returns in Developing Countries.
International Journal of Epidemiology, 2(1), 47-53. https://doi.org/10.1093/ije/2.1.47

Dieterich, M., Cb, 1., Bergman, H., Ma, K., Park, B., & Marshall, M. (2017). Intensive case
management for severe mental illness ( Review ). Cochrane Database OfSystematic
Reviews, (1).
https://doi.org/10.1002/14651858.CD007906.pub3.www.cochranelibrary.com

Dixon, M., Robertson, E., George, M., & Oyebode, F. (1997). Risk factors for acute
psychiatric readmission. Psychiatric Bulletin, 21(10), 600-603.
https://doi.org/10.1192/pb.21.10.600

Dold, M., & Leucht, S. (2014). Pharmacotherapy of treatment-resistant schizophrenia: a
clinical perspective. Evidence-Based Mental Health, 17(2), 33-37.
https://doi.org/10.1136/eb-2014-101813

Donisi, V., Tedeschi, F., Wahlbeck, K., Haaramo, P., & Amaddeo, F. (2016). Pre-discharge
factors predicting readmissions of psychiatric patients: a systematic review of the
literature. BMC Psychiatry, 16(1), 449. https://doi.org/10.1186/s12888-016-1114-0

Drake, R. E., & Brunette, M. F. (1998). Complications of Severe Mental Illness Related to
Alcohol and Drug Use Disorders. Recent Developments in Alcoholism, 14, 285-299.
https://doi.org/10.1007/0-306-47148-5_12

Drake, R. E., Essock, S. M., Ph, D., Shaner, A., Carey, K. B., Ph, D., ... Dartmouth, H.
(2001). Implementing Dual Diagnosis Services for Clients With Severe Mental IlIness.
Psychiatric Services, 52(4), 469-476.

Duhig, M., Gunasekara, I., & Patterson, S. (2017). Understanding readmission to psychiatric

hospital in Australia from the service users’ perspective: a qualitative study. Health and
Social Care in the Community, 25(1), 75-82. https://doi.org/10.1111/hsc.12269

Durbin, J., Lin, E., Layne, C., & Teed, M. (2007). Is readmission a valid indicator of the
quality of inpatient psychiatric care? Journal of Behavioral Health Services and
Research, 34(2), 137-150. https://doi.org/10.1007/s11414-007-9055-5

E. Langdon, Lidia Yagiiez, June Brow, P. (2001). Who walks through the “revolving-door”

76



of a British psychiatric hospital? Journal of Mental Health, 10(5), 525-533.
https://doi.org/10.1080/09638230126725

Fakhoury, W., & Priebe, S. (2002). The process of deinstitutionalization: an international
overview. Current Opinion in Psychiatry, 15(2), 187-192.
https://doi.org/10.1097/00001504-200203000-00011

Fazel, S., Wolf, A., Fiminska, Z., & Larsson, H. (2016). Mortality, rehospitalisation and
violent crime in forensic psychiatric patients discharged from hospital: Rates and risk
factors. PLoS ONE, 11(5). https://doi.org/10.1371/journal.pone.0155906

Fekadu, A., Desta, M., Alem, A., & Prince, M. (2007). A descriptive analysis of admissions
to Amanuel Psychiatric Hospital in Ethiopia. Ethiopian Journal of Health Development,
21(2), 173-178. https://doi.org/10.4314/ejhd.v21i2.10046

Fenton, W. S., Hoch, J. S., Herrell, J. M., Mosher, L., & Dixon, L. B. (2002). Cost and cost-
effectiveness of hospital vs residential crisis care for patients who have serious mental
iliness. Archives of General Psychiatry, 59(4), 357-364.
https://doi.org/10.1001/archpsyc.59.4.357

Ferlito, B. A., & Dhai, A. (2018). The Life Esidimeni tragedy : The courts are also to blame.
SMJ, 108(3), 2015-2016. https://doi.org/10.7196/SAMJ.2018.v108i3.13011

Fikreyesus, M., Soboka, M., & Feyissa, G. T. (2016). Psychotic relapse and associated
factors among patients attending health services in Southwest Ethiopia: a cross-sectional
study. BMC Psychiatry, 16(1), 354. https://doi.org/10.1186/s12888-016-1076-2

Frank, R. G., Conti, R. M., & Goldman, H. H. (2005). Mental health policy and psychotropic
drugs. The Milbank Quarterly, 83(2), 271-298. https://doi.org/10.1111/].1468-
0009.2005.00347.x

Frick, U., Frick, H., Langguth, B., Landgrebe, M., Hibner-Liebermann, B., & Hajak, G.
(2013). The Revolving Door Phenomenon Revisited: Time to Readmission in 17’415
Patients with 37°697 Hospitalisations at a German Psychiatric Hospital. PLoS ONE,
8(10). https://doi.org/10.1371/journal.pone.0075612

Fuller, D. A., Sinclair, E., Geller, J., Quanbeck, C., & Snook, J. (2016). Trends and

Consequences of Eliminating State Psychiatric Beds, 2016 Online at

77



TACReports.org/going-going-gone EXECUTIVE SUMMARY. Retrieved from
http://lwww.treatmentadvocacycenter.org/storage/documents/going-going-gone.pdf

Fuller, D. A., Sinclair, E., & Snook, J. (2016). Released, Relapsed , Rehospitalized. Length of
Stay and Readmission Rates in State Hospitals. A comparative State Survey. Retrieved
from www. TreatmentAdvocacyCenter.org/ released-relapsed-rehospitalized

Furiak, N., Duhig, A., Myers, J., Pitts, A, Hass, S., & Klein, R. (2014). Economic
considerations of cognition and functional outcomes in patients with schizophrenia: A
systematic literature review. Schizophrenia Research: Cognition, 1(1), e27—33.
https://doi.org/10.1016/j.scog.2013.11.001

Gary, F. A. (2005). Stigma: Barrier to mental health care among ethnic minorities. Issues in
Mental Health Nursing, 26(10), 979-999. https://doi.org/10.1080/01612840500280638

Gastala, F. L., Andreolib, S. B., Quintanab, M. I. S., Gameiroa, M. A, Leite, S. O., &
McGrath, J. (2000). Revista de Saude Publica Journal of Public Health. Rev Saude
Pablica, 34(3), 280-285. https://doi.org/10.1590/S0034-89102000000200006

Gbiri, C. A., Badru, F. A., Ladapo, H. T. O., & Gbiri, A. A. (2011). Socio—economic
correlates of relapsed patients admitted in a Nigerian mental health institution.
International Journal of Psychiatry in Clinical Practice, 15(1), 19-26.
https://doi.org/10.3109/13651501.2010.506954

Gillis, L. (2012). The historical development of psychiatry in South Africa since 1652. South
African Journal of Psychiatry, 18(3), 78-82. https://doi.org/10.7196/sajp.355

Gillis, L. S., Sandler, R., Jakoet, A., & Elk, R. (1986). Readmissions to a psychiatric hospital.
South African Medical Journal, 70(12), 735-739.

Goldacre, M. J., Simmons, H., Henderson, J., & Gill, L. E. (1988). Trends in episode based
and person based rates of admission to hospital in the Oxford record linkage study area.
British Medical Journal (Clinical Research Ed.), 296(6621), 583-585.
https://doi.org/10.1136/bm;.296.6621.583

Gongalves-Bradley, D., Lannin, N., Clemson, L., Cameron, I., & Shepperd, S. (2016).
Discharge planning from hospital ( Cochrane Review ). Cochrane Database Syst Rev,
(1), 74. https://doi.org/10.1002/14651858.CD000313.pub5.www.cochranelibrary.com

78



Govender, C. (2017). The Deaths of 94 Mental Health-care Users in Gauteng, South Africa.
Frontiers in Public Health, 5(May), 5-6. https://doi.org/10.3389/fpubh.2017.00126

Guan, C., Loh, H., Yee, H., & Zainal, N. (2012). The Prevalence and Associated Factors of
Psychiatric Early Readmission in a Teaching Hospital , Malaysia. Medical Journal of
Psychiatry.

Guo, X., Zhai, J., L, Z., Fang, M., Wang, B., Wang, C., ... Zhao, J. (2010). Effect of
Antipsychotic Medication Alone vs Combined With Psychosocial Intervention on
Outcomes of Early-Stage Schizophrenia. Archives of General Psychiatry, 67(9), 895.
https://doi.org/10.1001/archgenpsychiatry.2010.105

Hamilton, J. E., Rhoades, H., Galvez, J., Allen, M., Green, C., Aller, M., & Soares, J. C.
(2015). Factors differentially associated with early readmission at a university teaching
psychiatric hospital. Journal of Evaluation in Clinical Practice, 21(4), 572-578.
https://doi.org/10.1111/jep.12335

Han, K.-T., Lee, S. Y., Kim, S. J., Hahm, M.-1., Jang, S.-1., Kim, S. J., ... Park, E.-C. (2016).
Readmission rates of South Korean psychiatric inpatients by inpatient volumes per
psychiatrist. BMC Psychiatry, 16(1), 96. https://doi.org/10.1186/s12888-016-0804-y

Hansen, O. L., Young, S., Hinami, K., Leung, A., & Williams, M. (2011). IMPROVING
PATIENT CARE Interventions to Reduce 30-Day Rehospitalization : A Systematic.
Annals of Internal Medicine, 155(8), 520-528.

Hasan, A., Falkai, P., Wobrock, T., Lieberman, J., Glenthoj, B., Gattaz, W. F., ... Mdller, H.-
J. (2012). World Federation of Societies of Biological Psychiatry (WFSBP) Guidelines
for Biological Treatment of Schizophrenia, Part 1: Update 2012 on the acute treatment
of schizophrenia and the management of treatment resistance. The World Journal of
Biological Psychiatry, 13(5), 318-378. https://doi.org/10.3109/15622975.2012.696143

Herceg, M., Juki¢, V., Vidovi¢, D., Erdelji¢, V., Celi¢, 1., Kozumplik, O., ... Silobrci¢ Radi¢,
M. (2008). Two-year rehospitalization rates of patients with newly diagnosed or chronic

schizophrenia on atypical or typical antipsychotic drugs: retrospective cohort study.
Croatian Medical Journal, 49(2), 215-223. https://doi.org/10.3325/cmj.2008.2.215

Hodgson, R. E., Lewis, M., & Boardman, A. P. (2001). Prediction of readmission to acute
psychiatric units. Social Psychiatry and Psychiatric Epidemiology, 36(6), 304—-309.

79



https://doi.org/10.1007/s001270170049

Hollander, D., & Slater, M. S. (1994). “Sorry, no beds”: a problem for acute psychiatric
admissions. Psychiatric Bulletin, 18, 532-534.

Hung, Y.-Y., Chan, H.-Y., & Pan, Y.-J. (2017). Risk factors for readmission in schizophrenia
patients following involuntary admission. PLOS ONE, 12(10), e0186768.
https://doi.org/10.1371/journal.pone.0186768

Hung, Y. Y., Chan, H. Y., & Pan, Y. J. (2017). Risk factors for readmission in schizophrenia
patients following involuntary admission. PLoS ONE, 12(10), 1-11.
https://doi.org/10.1371/journal.pone.0186768

Huskamp, H. A. (2003). Managing psychotropic drug costs: Will formularies work? Health
Affairs, 22(5), 84-96. https://doi.org/10.1377/hlthaff.22.5.84

Husted, J. R. (1999). Insight in severe mental illness: implications for treatment decisions. J
Am Acad Psychiatry Law, 27(1), 33-49. Retrieved from
http://www.ncbi.nIm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Citat
ion&list_uids=10212025

Iseselo, M. K., & Ambikile, J. S. (2017). Medication challenges for patients with severe
mental illness: experience and views of patients, caregivers and mental health care
workers in Dar es Salaam, Tanzania. International Journal of Mental Health Systems,
11(1), 17. https://doi.org/10.1186/s13033-017-0126-6

Jacobs, P., Dewa, C., Lesage, A., Vasiliadis, H.-M., Escober, C., Mulvale, G., & Yim, R.
(2010). THE COST OF MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES IN
CANADA. Retrieved from www.ihe.ca

Jaramillo-Gonzalez, L. E., Sanchez-Pedraza, R., & Herazo, M. I. (2014). The frequency of
rehospitalization and associated factors in Colombian psychiatric patients: a cohort
study. BMC Psychiatry, 14(1), 161. https://doi.org/10.1186/1471-244X-14-161

Jauhar, S., McKenna, P. J., Radua, J., Fung, E., Salvador, R., & Laws, K. R. (2014).
Cognitive-behavioural therapy for the symptoms of schizophrenia: Systematic review
and meta-analysis with examination of potential bias. British Journal of Psychiatry,
204(1), 20-29. https://doi.org/10.1192/bjp.bp.112.116285

80



Jenkins, R., Baingana, F., Ahmad, R., Mcdaid, D., & Atun, R. (2013). Should low-income

countries and other development actors care about mental health ?

Jeppesen, R. M., Christensen, T., & Vestergaard, C. H. (2016). Changes in the utilization of
psychiatric hospital facilities in Denmark by patients diagnosed with schizophrenia from
1970 through 2012: The advent of “revolving door” patients. Acta Psychiatrica
Scandinavica, 133(5), 419-425. https://doi.org/10.1111/acps.12549

Ju, P.-C., Chou, F. H.-C,, Lai, T.-J,, Chuang, P.-Y., Lin, Y.-J,, Yang, C.-W. W., & Tang, C.-
H. (2014). Long-Acting Injectables and Risk for Rehospitalization Among Patients With
Schizophrenia in the Home Care Program in Taiwan. Journal of Clinical
Psychopharmacology, 34(1), 23-29. https://doi.org/10.1097/JCP.0b013e3182a6a142

Ju, P. C,, Chou, F. H. C,, Lai, T. J., Chuang, P. Y., Lin, Y. J,, Yang, C. W. W., & Tang, C. H.
(2014). Long-acting injectables and risk for rehospitalization among patients with
schizophrenia in the home care program in Taiwan. Journal of Clinical
Psychopharmacology, 34(1), 23-29. https://doi.org/10.1097/JCP.0b013e3182a6a142

Jukic, V., Jakovljevic, M., Filipcic, 1., Herceg, M., Silic, A., Tomljanovic, T., ... Einarson, T.
R. (2013). Cost-utility analysis of depot atypical antipsychotics for chronic
schizophrenia in Croatia. Value in Health Regional Issues, 2(2), 181-188.
https://doi.org/10.1016/j.vhri.2013.06.008

Kagabo, R., Kim, J., Hashibe, M., Kleinschmit, K., Clark, C., & Alder, S. (2016). Sci
Forschen Predictors of Hospital Readmission for Children with Psychiatric Iliness who

have Received an Initial Course of Treatment. 1-7.

Kahn, R. S., Wolfgang Fleischhacker, W., Boter, H., Davidson, M., Vergouwe, Y., M Keet, I.
P., ... Grobbee, D. E. (2008). Eff ectiveness of antipsychotic drugs in fi rst-episode
schizophrenia and schizophreniform disorder: an open randomised clinical trial. Lancet,
371, 1085-1097.

Kalseth, J., Lassemo, E., Wahlbeck, K., Haaramo, P., & Magnussen, J. (2016). Psychiatric
readmissions and their association with environmental and health system characteristics:
a systematic review of the literature. BMC Psychiatry, 16(1), 376.
https://doi.org/10.1186/s12888-016-1099-8

Kauye, F., Chiwandira, C., Wright, J., Common, S., Phiri, M., Mafuta, C., ... Udedi, M.

81



(2011). Increasing the capacity of health surveillance assistants in community mental
health care in a developing country, Malawi. Malawi Medical Journal : The Journal of
Medical Association of Malawi, 23(3), 85-88. Retrieved from
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3588564/pdf/MMJ2303-0085.pdf

Kazad, N. J. ., Moosa, M. Y. ., & Jeenah, F. . (2008). Factors associated with relapse in
schizophrenia. South African Journal of Psychiatry, 14(2), 52—62.
https://doi.org/10.3109/13651501.2012.687452

KELLER, M. A. B., Mc CULLOUGH, J. A. P., KLEIN, D. N., ARNOW, B., DUNNER, D.
L., GELENBERG, A. J., ... AJECKA, J. Z. (2000). A COMPARISON OF
NEFAZODONE , THE COGNITIVE BEHAVIORAL-ANALYSIS SYSTEM OF
PSYCHOTHERAPY , AND THEIR COMBINATION FOR THE TREATMENT OF
CHRONIC DEPRESSION N E FAZODONE , PSYCHOTHERAPY , AND THEIR
COMBINATION FOR THE TREATMENT OF CHRONIC DEPRESSION. The New
England Journal of Medicine, 342(20), 1462—-1470.

Kessler, R. C., Aguilar-Gaxiola, S., Alonso, J., Chatterji, S., Lee, S., Ustiin, T. B., & Ustiin,
T. B. (2009). The WHO World Mental Health (WMH) Surveys. Psychiatrie (Stuttgart,
Germany), 6(1), 5-9. Retrieved from
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=2995950&tool=pmcentrez&

rendertype=abstract

Kessler, R. C., Demler, O., Frank, R. G., Olfson, M., Pincus, H. A., Walters, E. E., ...
Zaslavsky, A. M. (2010). US prevalence and treatment of mental disorders : 1990 —
2003. 352(24), 2515-2523. https://doi.org/10.1056/NEJMsa043266.US

Knaak, S., Mantler, E., & Szeto, A. (2017). Mental illness-related stigma in healthcare:
Barriers to access and care and evidence-based solutions. Healthcare Management
Forum, 30(2), 111-116. https://doi.org/10.1177/0840470416679413

Kohn, R., Saxena, S., Levav, |., & Saraceno, B. (2004). The Treatment Gap in Mental Health
Health Care. Bulletin of the World Health Organization, 82(11), 858-866.

Lai, H. M. X., & Sitharthan, T. (2012). Exploration of the comorbidity of cannabis use
disorders and mental health disorders among inpatients presenting to all hospitals in
New South Wales, Australia. American Journal of Drug and Alcohol Abuse, 38(6), 567—

82



574. https://doi.org/10.3109/00952990.2012.694523

Lamb, H. R., & Bachrach, L. L. (2001). Some Perspectives on Deinstitutionalization.
Psychiatric Services, 52(8), 1039—-1045. https://doi.org/10.1176/appi.ps.52.8.1039

Lee, W.J.,, Ong, L. Y., Koay, S. N., & Kwan, Z. E. (2017). Early readmissions and associated
socio-demographic, clinical factors in a psychiatric hospital, Malaysia. ASEAN Journal
of Psychiatry, 18(1), No-Specified. Retrieved from
http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=psyc13&NEWS=N&
AN=2017-10790-001

Lerner, Y., Hornik-Lurie, T., & Zilber, N. (2012). The Effect of the Implementation of the
Rehabilitation of the Mentally Disabled in the Community Law in Israel on the Pattern
of Psychiatric Hospitalizations. International Journal of Mental Health, 41(3), 45-59.
https://doi.org/10.2753/IMH0020-7411410303

Leucht, S., Corves, C., Arbter, D., Engel, R. R., Li, C., & Davis, J. M. (2009). Second-
generation versus first-generation antipsychotic drugs for schizophrenia: a meta-
analysis. The Lancet, 373(9657), 31-41. https://doi.org/10.1016/S0140-6736(08)61764-
X

Lieberman, J. A., Stroup, S. T., McEvoy, J. P., Swartz, M. S., Rosenheck, R. A., Perkins, D.
O., ... Hsiao, J. K. (2005). Effectiveness of Antipsychotic Drugs in Patients with
Chronic Schizophrenia. The New England Journal of Medicine, 353(12), 1209-1223.
https://doi.org/10.1056/NEJMo0al1402121

Lien, L. (2002). Are readmission rates in uenced by how psychiatric services are organized ?

23-28.

Lin, C.-H., Chen, W.-L., Lin, C.-M,, Lee RN, M.-D., Ko, M.-C., & Li, C.-Y. (2010).
Predictors of psychiatric readmissions in the short- and long-term: a population-based
study in Taiwan. Clinics, 65(5), 481-489. https://doi.org/10.1590/S1807-
59322010000500005

LIN, C.-H., CHEN, Y.-S,, LIN, C.-H., & LIN, K.-S. (2007). Factors affecting time to
rehospitalization for patients with major depressive disorder. Psychiatry and Clinical
Neurosciences, 61(3), 249-254. https://doi.org/10.1111/].1440-1819.2007.01662.x

83



Lin, C.-M., & Li, C.-Y. (2008). Hospital Readmission and Its Correlates Among Psychiatric
Patients in Taiwan. Psychiatric Services ’, 59(9), 59-61.

Lin, H. C., & Lee, H. C. (2009). Psychiatrists’ caseload volume, length of stay and mental
healthcare readmission rates: A three-year population-based study. Psychiatry Research,
166(1), 15-23. https://doi.org/10.1016/j.psychres.2007.11.011

Linden, A. (2014). Reduce Readmissions for Chronically Ill Patients : 20(10), 783-792.
https://doi.org/10.1126/science.1139585

Lindner, L. M., Marasciulo, A. C., Farias, M. R., & Grohs, G. E. M. (2009). Economic
evaluation of antipsychotic drugs for schizophrenia treatment within the Brazilian
healthcare system . Revista de Saude Publica, 43(SUPPL. 1), 62-69.
https://doi.org/10.1590/S0034-89102009000800010

Loch, A. A. (2012). Stigma and higher rates of psychiatric re-hospitalization: Sdo Paulo
public mental health system. Revista Brasileira de Psiquiatria, 34(2), 185-192.
https://doi.org/10.1590/S1516-44462012000200011

Lorine, K., Goenjian, H., Kim, S., Steinberg, A. M., Schmidt, K., & Goenjian, A. K. (2015).
Risk Factors Associated With Psychiatric Readmission. The Journal of Nervous and
Mental Disease, 203(6), 425-430. https://doi.org/10.1097/NMD.0000000000000305

Lu, Y., & Wang, X. (2012). Correlation between insight and internalized stigma in patients
with schizophrenia. 91-98. https://doi.org/10.3969/j.issn.1002-0829.2012.02.004

Lyons, J. S., O’Mahoney, M. T., Miller, S. 1., Neme, J., Kabat, J., & Miller, F. (1997).
Predicting readmission to the psychiatric hospital in a managed care environment:
Implications for quality indicators. The American Journal of Psychiatry, 154(3), 337—
340. https://doi.org/10.1176/ajp.154.3.337

MacEwan, J. P., Kamat, S. A., Duffy, R. A., Seabury, S., Chou, J. W., Legacy, S. N, ...
Karson, C. (2016). Hospital Readmission Rates Among Patients With Schizophrenia
Treated With Long-Acting Injectables or Oral Antipsychotics. Psychiatric Services,
67(11), 1183-1188. https://doi.org/10.1176/appi.ps.201500455

Machado, V., Leonidas, C., Santos, M. A., & Souza, J. (2012). Psychiatric readmission: An

integrative review of the literature. International Nursing Review, 59(4), 447-457.

84



https://doi.org/10.1111/).1466-7657.2012.01011.x

Madi, N., Zhao, H., & Li, J. F. (2007). Hospital readmissions for patients with mental illness
in Canada. Healthcare Quarterly (Toronto, Ont.), 10(2), 30-32.

Malone, D., Marriott, S., Newton-Howes, G., Simmonds, S., & Tyrer, P. (2010). Community
mental health teams (CMHTS) for people with severe mental ilinesses and disordered
personality. Cochrane Database Syst Rev, 88(3), 1-41.
https://doi.org/10.1002/14651858.CD000270.pub2

Mansouri, N., Chimeh, N., Dehghani, M., Malakouti, S, K., Taherkhani, H., & Abarashi, Z.
(2013). Risk Factors Associated with Psychiatric Hospitalization Among Iranian
Schizophrenic Patients. Iran J Psychiatry Behav Sci, 7(2), 16-23.

Mark, T., Tomic, K. S., Kowlessar, N., Chu, B. C., Vandivort-Warren, R., & Smith, S.
(2013). Hospital readmission among medicaid patients with an index hospitalization for
mental and/or substance use disorder. Journal of Behavioral Health Services and
Research, 40(2), 207-221. https://doi.org/10.1007/s11414-013-9323-5

Marshall, M., & Lockwood, A. (2011). Assertive community treatment for people with
severe mental disorders. Cochrane Database of Systematic Reviews, (2).
https://doi.org/10.1002/14651858.CD001089.pub2

Martinez-Ortega, J. M., Gutiérrez-Rojas, L., Jurado, D., Higueras, A., Diaz, F. J., &
Gurpegui, M. (2012). Factors associated with frequent psychiatric admissions in a
general hospital in Spain. International Journal of Social Psychiatry, 58(5), 532-535.
https://doi.org/10.1177/0020764011413061

McDonald, H. P., Garg, A. X., & Haynes, B. R. (2002). Interventions to Enhance Patient
Adherence to Medication Prescriptions: Scientific Review. JAMA, 228(22), 2868-2879.
https://doi.org/10.1001/jama.288.22.2868

Mental Health Commission of Canada. (2017). Strengthening the Case for Investing in
Canada ’ s Mental Health System : Economic Considerations. MENTAL HEALTH
COMMISSION OF CANADA. Retrieved from www.mentalhealthcommission.ca

Mental Health Commission of NSW. (2015). Medication and Mental IlIness: Perspectives.

Retrieved from nswmentalhealthcommission.com.au

85



Meszaros, Z., & Dimmaock, J. (2011). Accuracy of self-reported medical problems in patients
with alcohol dependence and co-occurring schizophrenia or schizoaffective disorder.
Schizophr Res., 132(2-3), 190-193.
https://doi.org/10.1016/j.schres.2011.07.033.ACCURACY

Mgutshini, T. (2010). Risk factors for psychiatric re-hospitalization: An exploration.
International Journal of Mental Health Nursing, 19(4), 257-267.
https://doi.org/10.1111/j.1447-0349.2009.00664.x

Ministry of Health. (2015). Malawi Standard Treatment Guidelines ( MSTG ) (5th ed.).

Minott, J. (2008). Reducing Hospital Readmissions. In AcademyHealth.
https://doi.org/10.1016/S0300-7073(12)70473-5

Mobhr, P., & Volavka, J. (2012). Adherence and long-acting injectable antipsychotics in
schizophrenia: An update. Dusunen Adam, 25(4), 285-296.
https://doi.org/10.5350/DAJPN20122504001

Molfenter, T., Connor, T, li, J. H. F., Hyatt, J., & Zimmerman, D. (2016). Molfenter 2016
Psychiatric Readmissions. (June), 122-129.

Moore, C. O. (2014). Factors associated with rapid readmission among Nevada state
psychiatric hospital patients. ProQuest Dissertations and Theses, 73. Retrieved from
http://proxy.lib.sfu.ca/login?url=https://search.proquest.com/docview/1667089629?acco
untid=13800%0Ahttps://sfu-
primo.hosted.exlibrisgroup.com/openurl/01SFUL/SFUL??url_ver=239.88-

2004 &rft_val_fmt=info:ofi/fmt:kev:mtx:dissertation&genre=dissertations+%26+th

Murphy, S., Irving, C., Adams, C., & Wagar, M. (2015). Crisis intervention for people with
severe mental illnesses ( Review ). (12).
https://doi.org/10.1002/14651858.CD001087.pub5.www.cochranelibrary.com

Muyaba, J. (2017). The Prevalence and Predictors of Antipsychotic Medication Non-
adherence among Clients with Psychotic Disorders in Mzimba, Malawi (University of
Cape Town). https://doi.org/10.1017/CB0O9781107415324.004

Mwale, C. M. (2011). Domiciliary mental health care program in community settings: is it is
feasible in Malawi? Malawi Med J, 23(3), 89-90. Retrieved from

86



http://www.ncbi.nlm.nih.gov/pubmed/23448003

Mwale, M. C. (2006). The Prevalence Of Psychological Distress And Associated Factors
Among People Living With Aids Attending Antiretroviral Therapy Clinics In Mzuzu,
Malawi: A Cross Sectional Descriptive Study. (UNIVERSITY OF MALAWI College of
Medicine). https://doi.org/10.1002/adma.200700609

Nasir, L. S., & Al-Qutob, R. (2005). Barriers to the Diagnosis and Treatment of Depression
in Jordan. A Nationwide Qualitative Study. The Journal of the American Board of
Family Medicine, 18(2), 125-131. https://doi.org/10.3122/jabfm.18.2.125

National Institute for Health and Clinical Excellence. (2011). Common mental health
disorders: The NICE guideline on identification and pathways to care. In The British
Psychological Society and The Royal College of Psychiatrists. https://doi.org/clinical
guideline CG123.2011

National Statistical Office. (2010). Malawi - Demographic and Health Survey.

Neto, D. D., & Silva, A. N. da. (2008). Characterization of readmissions at a Portuguese
psychiatric hospital: An analysis over a 21 month period. The European Journal of
Psychiatry, 22(2), 69-76. Retrieved from
http://cat.inist.fr/?aModele=afficheN&cpsidt=20577737

Ng, B., Kumar, S., Ranclaud, M., & Robinson, E. (2001). Ward Crowding and Incidents of
Violence on an Acute Psychiatric Inpatient Unit. Psychiatric Services, 52(4), 521-525.
https://doi.org/10.1176/appi.ps.52.4.521

Ngoma, M. (2011). The prevalence and factors associated with readmissions of the mentally
ill adults at Chainama Hills Hospital in Lusaka (University of Zambia).
https://doi.org/10.1017/CB09781107415324.004

Ngoma, M. (2011). University of Zambia. University of Zambia.

Niehaus, D. J., Koen, L., Galal, U., Dhansay, K., Oosthuizen, P. P., Emsley, R. A., &
Jordaan, E. (2008). Crisis discharges and readmission risk in acute psychiatric male
inpatients. BMC Psychiatry, 8(1), 44. https://doi.org/10.1186/1471-244X-8-44

Nkangala, M. E. (2011). Risk Factors for Rehospitalization of Patients With Mental
Disorders: A Case Control Study. University of Malawi.

87



Norum, J., Olsen, A., Nybrodahl, I., & Sgrgaard, K. W. (2013). Compulsory and vo luntary
admission in psychiatric hospitals in northern Norway 2009-2010. A national registry-
based analysis. Nordic Journal of Psychiatry, 67(1), 47-52.
https://doi.org/10.3109/08039488.2012.675589

Novick, D., Haro, J. M., Suarez, D., Perez, V., Dittmann, R. W., & Haddad, P. M. (2010).
Predictors and clinical consequences of non-adherence with antipsychotic medication in
the outpatient treatment of schizophrenia. Psychiatry Research, 176(2-3), 109-113.
https://doi.org/10.1016/j.psychres.2009.05.004

Nxasana, T., & Thupayagale-Tshweneagae, G. (2014). Nurses’ perceptions on the
readmission of psychiatric patients one year after discharge. Africa Journal of Nursing
and Midwifery, 16(1), 89-102.

O‘Donoghue, B., Lyne, J., Hill, M., O’Rourke, L., Daly, S., Larkin, C., ... O’Callaghan, E.
(2011). Perceptions of involuntary admission and risk of subsequent readmission at one-
year follow-up: The influence of insight and recovery style. Journal of Mental Health,
20(3), 249-259. https://doi.org/10.3109/09638237.2011.562263

Omranifard, V. (2008). Noncompliance and its Causes Resulting in Psychiatric
Readmissions. (13), 37-42.

Osby, U., Tiainen, A., Backlund, L., Edman, G., Adler, M., Hillgren, J., ... Sparen, P.
(2009). Psychiatric admissions and hospitalization costs in bipolar disorder in Sweden.
Journal of Affective Disorders, 115(3), 315-322.
https://doi.org/10.1016/j.jad.2008.09.011

Oyffe, 1., Kurs, R., Gelkopf, M., Melamed, Y., & Bleich, A. (2009). Revolving-door Patients
in Public Psychiatric Hospital in Israel: Cross Sectional Study. Croatian Medical
Journal, 50(6), 575-582. https://doi.org/10.3325/cmj.2009.50.575

Pampallona, S., Bollini, P., Tibaldi, G., Kupelnick, B., & Munizza, C. (2004). Combined
Pharmacotherapy and Psychological Treatment for Depression. Archives of General
Psychiatry, 61(7), 714. https://doi.org/10.1001/archpsyc.61.7.714

Park, T., & Kuntz, K. M. (2014). Cost-effectiveness of second-generation antipsychotics for
the treatment of schizophrenia. Value in Health, 17(4), 310-319.
https://doi.org/10.1016/j.jval.2014.02.008

88



Patel, N. C., Dorson, P. G., Edwards, N., Mendelson, S., & Crismon, M. L. (2002). One-Year
Rehospitalization Rates of Patients Discharged on Atypical Versus Conventional
Antipsychotics. Psychiatric Services, 53(7), 891-893.
https://doi.org/10.1176/appi.ps.53.7.891

Patel, R., Wilson, R., Jackson, R., Ball, M., Shetty, H., Broadbent, M., ... Bhattacharyya, S.
(2016). Association of cannabis use with hospital admission and antipsychotic treatment
failure in first episode psychosis: An observational study. BMJ Open, 6(3).
https://doi.org/10.1136/bmjopen-2015-009888

Patel, V., Araya, R., Chatterjee, S., Chisholm, D., Cohen, A., De Silva, M., ... van Ommeren,
M. (2007). Treatment and prevention of mental disorders in low-income and middle-
income countries. Lancet, 370(9591), 991-1005. https://doi.org/10.1016/S0140-
6736(07)61240-9

Patel, V., Chisholm, D., Parikh, R., Charlson, F. J., Degenhardt, L., Dua, T., ... Whiteford, H.
(2016). Addressing the burden of mental, neurological, and substance use disorders: key
messages from Disease Control Priorities, 3rd edition. The Lancet, 387(10028), 1672—
1685. https://doi.org/10.1016/S0140-6736(15)00390-6

Penney, L. S., Nahid, M., Leykum, L. K., Lanham, H. J., Noél, P. H., Finley, E. P., & Pugh,
J. (2018). Interventions to reduce readmissions: can complex adaptive system theory
explain the heterogeneity in effectiveness? A systematic review. BMC Health Services
Research, 18(1), 894. https://doi.org/10.1186/s12913-018-3712-7

Penney, S. R., Marshall, L. A., & Simpson, A. I. F. (2016). The assessment of dynamic risk
among forensic psychiatric patients transitioning to the community. Law and Human
Behavior, 40(4), 374-386. https://doi.org/10.1037/lhb0000183

Perkins, D. O. (2002). Predictors of noncompliance in patients with schizophrenia. Journal of
Clinical Psychiatry, 63(12), 1121-1128. https://doi.org/10.4088/JCP.v63n1206

Petretto, D. R., Preti, A., Zuddas, C., Veltro, F., Rocchi, M. B. L., Sisti, D., ... Zappone, L.
(2013). Study on psychoeducation enhancing results of adherence in patients with
schizophrenia (SPERA-S): Study protocol for a randomized controlled trial. Trials,
14(1), 1. https://doi.org/10.1186/1745-6215-14-323

Phelan, M., Stradins, L., & Morrison, S. (2001). Physical health of people with severe mental

89



illness. Bmj, 322(7284), 443. https://doi.org/10.1136/bmj.322.7284.443

Phillips, R. J. (1937). Physical disorder in 164 consecutive admissions to a mental hospital.
British Medical Journal, 2(3998), 363—366. https://doi.org/10.1136/bm;j.2.3998.363

Pike, K. M., Susser, E., Galea, S., & Pincus, H. (2013). Towards a healthier 2020: Advancing
mental health as a global health priority. Public Health Reviews, 35(1), 1-25.

Pollack, S., Woerner, M., Howard, A., Fireworker, R., & Kane, J. (1998). Clozapine Reduces
Rehopsitalization Among Schizophrenia Patients. Psychopharmacology Bulletin, 34(1),
89-92.

Prasko, J., Vrbova, K., Latalova, K., & Mainerova, B. (2011). Psychoeducation for psychotic
patients. Biomedical Papers, 155(4), 271-282. https://doi.org/10.5507/bp.2011.008

Priebe, S. (2007). Deinstitutionalization and reinstitutionalization : major changesin the

provision of mentalhealthcare. 313-316.

Priebe, S., Frottier, P., Gaddini, A., Kilian, R., Lauber, C., Martinez-Leal, R., ... Wright, D.
(2008). Mental Health Care Institutions in Nine European Countries, 2002 to 2006.
Psychiatric Services, 59(5), 570-573. https://doi.org/10.1176/ps.2008.59.5.570

Prince, M., Patel, V., Saxena, S., Maj, M., Maselko, J., Phillips, M. R., & Rahman, A. (2000).
Global Mental Health 1. 859-877. https://doi.org/10.1016/S0140-6736(07)61238-0

Purdy, S. (2010). Avoiding hospital admissions: What does the research evidence say. The
King’s Fund, (December), 1-28. Retrieved from
http://www.kingsfund.org.uk/sites/files/kf/ Avoiding-Hospital-Admissions-Sarah-Purdy-
December2010.pdf%5Cnhttp://dev.selfmanagement.co.uk/sites/default/files/files/ Avoidi
ng Hospital Admissions - Research Evidence - The Kings Fund Dec 2010.pdf

Puschner, B., Steffen, S., Gaebel, W., Freyberger, H., Klein, H. E., Steinert, T., ... Becker, T.
(2008). Needs-oriented discharge planning and monitoring for high utilisers of
psychiatric services (NODPAM): Design and methods. BMC Health Services Research,
8, 1-8. https://doi.org/10.1186/1472-6963-8-152

Rady, H., & EI-Nady, M. T. (2017). Risk Factors Associated With Readmissions of
Hospitalized Mentally Il Patients. Journal of Nursing and Health Science, (May).
https://doi.org/10.9790/1959-0603026674

90



Rakitzi, S., Georgila, P., & Efthimiou, K. (2016). Journal of Memory Disorders and
Rehabilitation Cite this article. J Mem Disord Rehabil, 1(1), 1002. Retrieved from
https://ibrt.gr/edu/sites/default/files/memorydisorders-1-1002.pdf

Riggs, S. E., Grant, P. M., Perivoliotis, D., & Beck, A. T. (2012). Assessment of cognitive
insight: A qualitative review. Schizophrenia Bulletin, 38(2), 338—350.
https://doi.org/10.1093/schbul/sbq085

Robinowitz, J., Lichtenberg, P., Kaplan, Z., Mark, M., Nahon, D., & Davidson, M. (2001).
Rehospitalization rates of chronically ill schizophrenic patients discharged on a regimen
of risperidone, olanzapine, or conventional antipsychotics. American Journal of
Psychiatry, 158(2), 266—269. https://doi.org/10.1176/appi.ajp.158.2.266

Robson, D., & Gray, R. (2007). Serious mental illness and physical health problems: A
discussion paper. International Journal of Nursing Studies, 44(3), 457—466.
https://doi.org/10.1016/j.ijnurstu.2006.07.013

Romansky, J. B., Lyons, J. S., Lehner, R. K., & West, C. M. (2003). Factors Related to
Psychiatric Hospital Readmission Among Children and Adolescents in State Custody.
Psychiatric Services, 54(3), 356-362. https://doi.org/10.1176/appi.ps.54.3.356

Rose, L. E., Mallinson, R. K., & Walton-Moss, B. (2004). Barriers to family care in
psychiatric settings. Journal of Nursing Scholarship, 36(1), 39-47.
https://doi.org/10.1111/j.1547-5069.2004.04009.x

Rummel-Kluge, C., Pitschel-Walz, G., Bauml, J., & Kissling, W. (2006). Psychoeducation in
schizophrenia - Results of a survey of all psychiatric institutions in Germany, Austria,
and Switzerland. Schizophrenia Bulletin, 32(4), 765-775.
https://doi.org/10.1093/schbul/sbl006

Rush, A. J., Trivedi, M., Carmody, T. J., Biggs, M. M., Shores-Wilson, K., Ibrahim, H., &
Crismon, M. L. (2004). One-year clinical outcomes of depressed public sector
outpatients: A benchmark for subsequent studies. Biological Psychiatry, 56(1), 46-53.
https://doi.org/10.1016/j.biopsych.2004.04.005

Sadock, B. J., & Sadock, V. A. (2007). Kaplan & Sadock’s Synopsis of Psychiatry:
Behavioral Sciences/Clinical Psychiatry, (10th ed.). New York: Lippincott Williams &
Wilkins.

91



Saleh, E.-S., & El-Hadidy, M. A. (2012). Predictors of psychiatric early readmission in two
Arab hospitals. Arab Journal of Psychiatry, 23(1), 12-21.
https://doi.org/10.13140/2.1.2923.6005

Sanchez, R., Jaramillo, L. E., & Herazo, M. I. (2013). Factores asociados a rehospitalizacion
temprana en psiquiatria. Biomédica, (June 2013), 276-282.
https://doi.org/10.7705/biomedica.v33i2.705

Saraceno, B., van Ommeren, M., Batniji, R., Cohen, A., Gureje, O., Mahoney, J., ...
Underhill, C. (2007). Barriers to improvement of mental health services in low-income
and middle-income countries. Lancet, 370(9593), 1164-1174.
https://doi.org/10.1016/S0140-6736(07)61263-X

Sariah, A. E., Outwater, A. H., & Malima, K. 1. (2014). Risk and protective factors for
relapse among Individuals with Schizophrenia: A Qualitative Study in Dar es Salaam,
Tanzania. BMC Psychiatry, 14(1), 240. https://doi.org/10.1186/s12888-014-0240-9

Schennach, R., Obermeier, M., Meyer, S., Jager, M., Schmauss, M., Laux, G., ... Riedel, M.
(2012). Predictors of relapse in the year after hospital discharge among patients with
schizophrenia. Psychiatric Services (Washington, D.C.), 63(1), 87-90.
https://doi.org/10.1176/appi.ps.201100084

Schoeler, T., Petros, N., Di Forti, M., Klamerus, E., Foglia, E., Ajnakina, O., ...
Bhattacharyya, S. (2016). Effects of continuation, frequency, and type of cannabis use
on relapse in the first 2 years after onset of psychosis: an observational study. The
Lancet Psychiatry, 3(10), 947-953. https://doi.org/10.1016/S2215-0366(16)30188-2

Sealy, P., & Whitehead, P. C. (2004). Forty Years of Deinstitutionalization of Psychiatric
Services in Canada: An Empirical Assessment. Canadian Journal of Psychiatry, 49(4),
249-257. Retrieved from http://wwl.cpa-
apc.org:8080/publications/archives/cjp/2004/april/sealy.asp

Stfetcu, R., Musat, S., Haaramo, P., Ciutan, M., Scintee, G., Vladescu, C., ... Katschnig, H.
(2017). Overview of post-discharge predictors for psychiatric re-hospitalisations: A
systematic review of the literature. BMC Psychiatry, 17(1), 1-15.
https://doi.org/10.1186/s12888-017-1386-z

Shalchi, Z., Saso, S., Li, H., & Rowlandson, E. (2009). Factors influencing hospital

92



readmission rates after acute medical treatment. Clinical Medicine, Journal of the Royal
College of Physicians of London, 9(5), 426-430. Retrieved from
http://docserver.ingentaconnect.com/deliver/connect/rcop/14702118/v9n5/s8.pdf?expire
§s=1257754962&id=53157224&titleid=5200003&accname=Elsevier+Science&checksu
m=26B056DD49C5F21380E7D2C432C9AA6C%5Cnhttp://ovidsp.ovid.com/ovidweb.c
gi?T=JS&PAGE=reference&D=eme

Sharma, P., Singh, C., & Solanki, R. K. (2017). Original Research Article A descriptive
analysis of patients admitted in short stay ward at psychiatric centre , Jaipur ,
Rajasthan , India. 5(4), 1667-1672.

Shepperd, S., Lannin, N., Clemson, L., McCluskey, A., Cameron, I., & Barras, S. (2013).
Discharge planning from hospital to home (Cochrane review). Cochrane Database
OfSystematic Reviews, 22(1), 187-188. https://doi.org/10.1002/chp.1340220308

Silva, N. C., Bassani, D. G., & Palazzo, L. S. (2009). A case-control study of factors
associated with multiple psychiatric readmissions. Psychiatric Services (Washington,
D.C.), 60(6), 786—791. https://doi.org/10.1176/appi.ps.60.6.786

Sims, H., Sanghara, H., Hayes, D., Wandiembe, S., Finch, M., Jakobsen, H., ... Kravariti, E.
(2012). Text Message Reminders of Appointments: A Pilot Intervention at Four
Community Mental Health Clinics in London. Psychiatric Services, 63(2), 161-168.
https://doi.org/10.1176/appi.ps.201100211

Sledge, W. H., Lawless, M., Sells, D., Wieland, M., O’Connell, M. J., & Davidson, L.
(2011). Effectiveness of Peer Support in Reducing Readmissions of Persons With
Multiple Psychiatric Hospitalizations. Psychiatric Services, 62(5), 541-544.
https://doi.org/10.1176/ps.62.5.pss6205_ 0541

Smith, H. M. (2005). FACTORS LEADING TO FREQUENT READMISSION TO
VALKENBERG HOSPITAL FOR PATIENTS SUFFERING FROM SEVERE MENTAL
ILLNESSES. University of the Western Cape.

Smith, T. E., Abraham, M., Bolotnikova, N. V., Donahue, S. A., Essock, S. M., Olfson, M.,
... Radigan, M. (2017). Psychiatric Inpatient Discharge Planning Practices and
Attendance at Aftercare Appointments. Psychiatric Services, 68(1), 92-95.
https://doi.org/10.1176/appi.ps.201500552

93



Sorsdahl, K., Flisher, A., Wilson, Z., & Stein, D. (2010). Explanatory models of mental
disorders and treatment practices among traditional healers in Mpumulanga, South
Africa. African Journal of Psychiatry, 13(4). https://doi.org/10.4314/ajpsy.v13i4.61878

Sousa-pinto, B., Gomes, A. R., Oliveira, A., Ivo, C., Costa, G., Ramos, J., ... Freitas, A.
(2013). Hospital Readmissions in Portugal over the Last Decade. Acta Med Port, 26(6),
711-720.

Soyka, M., Helten, B., Cleves, M., & Schmidt, P. (2013). High rehospitalization rate in
alcohol-induced psychotic disorder. European Archives of Psychiatry and Clinical
Neuroscience, 263(4), 309-313. https://doi.org/10.1007/s00406-012-0374-z

§prah, L., Dernovsek, M. Z., Wahlbeck, K., & Haaramo, P. (2017). Psychiatric readmissions
and their association with physical comorbidity: a systematic literature review. BMC
Psychiatry, 17(1), 2. https://doi.org/10.1186/s12888-016-1172-3

Stahl, S. M. (2002). Stahl’s Essential Psychopharmacology: Neuroscientific Basis and
Practical Applications (2nd ed.). New York: Cambridge University Press.

Stahl, S. M. (2008). Stahl’s Essential Psychopharmacology: Neuroscientific Basis and
Practical Applications (3rd ed.; M. M. Grady, Ed.). New York: Cambridge University

Press.

Steel, Z., Marnane, C., Iranpour, C., Chey, T., Jackson, J. W., Patel, V., & Silove, D. (2014).
The global prevalence of common mental disorders: A systematic review and meta-
analysis 1980-2013. International Journal of Epidemiology, 43(2), 476-493.
https://doi.org/10.1093/ije/dyu038

Steffen, S., Kdsters, M., Becker, T., & Puschner, B. (2009). Discharge planning in mental
health care: A systematic review of the recent literature. Acta Psychiatrica
Scandinavica, 120(1), 1-9. https://doi.org/10.1111/j.1600-0447.2009.01373.x

Stewart, A. (2002). Basic Statistics and Epidemiology: A Practical Guide.
https://doi.org/10.1093/ije/dyg120

Stewart, R. C., Bunn, J., Vokhiwa, M., Umar, E., Kauye, F., Fitzgerald, M., ... Creed, F.
(2010). Common mental disorder and associated factors amongst women with young

infants in rural Malawi. Social Psychiatry and Psychiatric Epidemiology, 45(5), 551—

94



559. https://doi.org/10.1007/s00127-009-0094-5

Subotnik, K. L., Nuechterlein, K. H., Ventura, J., Gitlin, M. J., Marder, S., Mintz, J., ...
Singh, I. R. (2011). Risperidone nonadherence and return of positive symptoms in the
early course of schizophrenia. The American Journal of Psychiatry, 168(3), 286—292.
https://doi.org/10.1176/appi.ajp.2010.09010087

Sullivan, G. (1989). Rehospitalization of the Seriously Mentally ill in Mississippi: Conceptual
Models, Stuy Design, and Implementation. 1-83.

Sultan-Taieb, H., Chastang, J.-F., Mansouri, M., & Niedhammer, 1. (2013). The annual costs
of cardiovascular diseases and mental disorders attributable to job strain in France. BMC
Public Health, 13, 748. https://doi.org/10.1186/1471-2458-13-748

Suzuki, Y., Yasumura, S., Fukao, A., & Otani, K. (2003). Associated factors of
rehospitalization among schizophrenic patients. Psychiatry and Clinical Neurosciences,
57(6), 555-561. https://doi.org/10.1046/j.1440-1819.2003.01167.x

Swartz, M. S., Perkins, D. O., Stroup, T. S., Davis, S. M., Capuano, G., Rosenheck, R. A., ...
Lieberman, J. A. (2007). Effects of antipsychotic medications on psychosocial
functioning in patients with chronic schizophrenia: Findings from the NIMH CATIE
study. American Journal of Psychiatry, 164(3), 428-436.
https://doi.org/10.1176/appi.ajp.164.3.428

Tadesse, S., Gizaw, A. T., Abraha, G. K., & Gebretsadik, L. A. (2017). Patterns of
psychiatric admissions and predictors of patient’s outcome in Jimma University
Teaching and Referral Hospital: A retrospective study. International Journal of Mental
Health Systems, 11(1), 1-7. https://doi.org/10.1186/s13033-017-0148-0

Tandon, R., Belmaker, R. H., Gattaz, W. F., Lopez-Ibor, J. J., Okasha, A., Singh, B., ...
Moeller, H. J. (2008). World Psychiatric Association Pharmacopsychiatry Section
statement on comparative effectiveness of antipsychotics in the treatment of
schizophrenia. Schizophrenia Research, 100(1-3), 20-38.
https://doi.org/10.1016/j.schres.2007.11.033

The ICD-10 Classification of Mental and Behavioural Disorders. Diagnostic criteria for
research. (1993). In World Health Organization (10th ed., VVol. 10).
https://doi.org/10.1097/00004045-199804000-00012

95



Thomas, I. F., Lawani, A. O., & James, B. O. (2017). Effect of Short Message Service
Reminders on Clinic Attendance Among Outpatients With Psychosis at a Psychiatric
Hospital in Nigeria. Psychiatric Services, 68(1), 75-80.
https://doi.org/10.1176/appi.ps.201500514

Thornicroft, G & Tansella, M. (2003). What are the arguments for community-based mental
health care ? World Health Organization Regional Office for Europe (Health Evidence
Network Report), (August), 1-25.

Thornicroft, G., Gooch, C., & Dayson, D. (1992). The TAPS project. 17: Readmission to
hospital for long term psychiatric patients after discharge to the community. Bmj,
305(6860), 996-998. https://doi.org/10.1136/bmj.305.6860.996

Tiihonen, J., Haukka, J., Taylor, M., Haddad, P. M., Patel, M. X., & Korhonen, P. (2011). A
nationwide cohort study of oral and depot antipsychotics after first hospitalization for
schizophrenia. American Journal of Psychiatry, 168(6), 603—609.
https://doi.org/10.1176/appi.ajp.2011.10081224

Touchette, D. R., & Shapiro, N. L. (2008). Medication compliance, adherence, and
persistence: Current status of behavioral and educational interventions to improve
outcomes. Journal of Managed Care Pharmacy, 14(6), S2-S10.
https://doi.org/10.1042/BC20050091

Toufighi, H., Sharifi, V., Alaghband Rad, J., & Shadloo, B. (2018). Development and
Implementation of Discharge Planning Service in Roozbeh Hospital. Iranian Journal of
Psychiatry and Clinical Psychology, 24(1), 56-69.
https://doi.org/10.29252/nirp.ijpcp.24.1.56

Turkington, D., Kingdon, D., & Turner, T. (2012). intervention in the treatment of

schizophrenia behavioural therapy —— Effectiveness of a brief cognitive from

Downloaded. 2—7. https://doi.org/10.1192/bjp.180.6.523

Udedi, M. (2014). The prevalence of depression among patients and its detection by primary
health care workers at Matawale Health Centre (Zomba). Malawi Medical Journal : The
Journal of Medical Association of Malawi, 26(2), 34—37. Retrieved from
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=4141239&tool=pmcentrez&

rendertype=abstract

96



Udedi, M. (2016). Improving Access to Mental Health Services in Malawi: Policy Brief.

Udedi, M. M. (2017). Improving access to mental health services in Malawi. (March).
Retrieved from https://www.researchgate.net/publication/315379430

United Nations Office on Drugs and Crime. (2013). World Drug Report 2013. In United
Nations publication, Sales No. E. 13.X1.6. https://doi.org/10.1002/yd.20002

United Nations Office on Drugs and Crime. (2015). World Drug Report 2015. In United
Nations publication (Vol. 53). https://doi.org/10.1017/CB0O9781107415324.004

US National Institute of Mental Health. (2008). Mental Health Medications. In National
Institute of Mental Health. https://doi.org/10.1037/e566912009-001

Valmaggia, L. R., Van Der Gaag, M., Tarrier, N., Pijnenborg, M., & Slooff, C. J. (2005).
Cognitive-behavioural therapy for refractory psychotic symptoms of schizophrenia
resistant to atypical antipsychotic medication: Randomised controlled trial. British
Journal of Psychiatry, 186(APR.), 324-330. https://doi.org/DOI 10.1192/bjp.186.4.324

Vasudeva, S., Kumar, N. ., & Sekhar, C. (2009). Duration of first admission and its relation
to the readmission rate in a psychiatry hospital. Indian Journal of Psychiatry, 51(4), 280.
https://doi.org/10.4103/0019-5545.58294

Ve, D., Kone, D., Ipou, Y. S., Amani, N., Ve-Tano, A., & Koua, A. (2010). Facteurs associés
aux réadmissions psychiatriques des patients hospitalisés pour la premiere fois a
Bingerville en 2001 (Cote d’Ivoire). Annales Medico-Psychologiques, 168(8), 571-577.
https://doi.org/10.1016/j.amp.2009.03.025

Vigod, S. N., Kurdyak, P. A., Dennis, C. L., Leszcz, T., Taylor, V. H., Blumberger, D. M., &
Seitz, D. P. (2013). Transitional interventions to reduce early psychiatric readmissions in
adults: Systematic review. British Journal of Psychiatry, 202(3), 187-194.
https://doi.org/10.1192/bjp.bp.112.115030

Vijayalakshmi, D., Reddy, K. V. R., Salaam, M. A., & Himakar, P. (2015). A Study of
Factors Associated with Readmissions At A government Psychiatric Hospital. IOSR
Journal of Dental and Medical Sciences, 14(4), 2279-2861.
https://doi.org/10.9790/0853-14463543

Vohs, J. L., George, S., Leonhardt, B. L., & Lysaker, P. H. (2016). An integrative model of

97



the impairments in insight in schizophrenia: emerging research on causal factors and
treatments. Expert Review of Neurotherapeutics, 16(10), 1193-1204.
https://doi.org/10.1080/14737175.2016.1199275

Wang, P., Berglund, P., & Kessler, R. C. (2000). - Recent care of common mental disorders
in the United States : prevalence and. J Gen Intern Med, 15, 284-292.
https://doi.org/10.1046/j.1525-1497.2000.9908044.x

Wankiiri, M., Drake, K. B., & Meyer, K. R. (2013). The lived experience of families with a
mentally ill family member. 3(4), 58-66.

Webb, S., Yaguez, L., & Langdons, P. (2007). Factors associated with multiple re-admission
to a psychiatric hospital. Journal of Mental Health, 16(5), 647-661.
https://doi.org/10.1080/09638230701494845

Wheeler, A., Moyle, S., Jansen, C., Robinson, E., & Vanderpyl, J. (2011). Five-year follow-
up of an acute psychiatric admission cohort in Auckland, New Zealand. The New
Zealand Medical Journal, 124(1336), 30—38. Retrieved from
http://www.nzma.org.nz/journal/124-1336/4712/

Whiteford, H. A., Degenhardt, L., Rehm, J., Baxter, A. J., Ferrari, A. J., Erskine, H. E., ...
Vos, T. (2013). Global burden of disease attributable to mental and substance use
disorders: Findings from the Global Burden of Disease Study 2010. The Lancet,
382(9904), 1575-1586. https://doi.org/10.1016/S0140-6736(13)61611-6

Whiteford, H. A., Ferrari, A. J., Degenhardt, L., Feigin, V., & Vos, T. (2015). The global
burden of mental, neurological and substance use disorders: an analysis from the Global
Burden of Disease Study 2010. PLoS ONE, 10(2), e0116820.
https://doi.org/10.1371/journal.pone.0116820

WHO. (2007). WHO-AIMS Report on Mental Health System in South Africa. Cape Town,
South Africa.

WHO. (2011). 2011 World Mental Health Day the Great Push : Investing in Mental Health.
In WORLD MENTAL HEALTH DAY 2011 FACT SHEET.

Williams, C. (2007). Research Methods. Journal of Business and Economic Research, 5(3),

65—72. Retrieved from http://research-methodology.net/research-methods/

98



Wittchen, H. U., Jacobi, F., Rehm, J., Gustavsson, A., Svensson, M., Jonsson, B., ...
Steinhausen, H. C. (2011). The size and burden of mental disorders and other disorders
of the brain in Europe 2010. European Neuropsychopharmacology, 21(9), 655-679.
https://doi.org/10.1016/j.euroneuro.2011.07.018

Woo, B. (2006). Factors_associated_with_frequent readmission in geriatrics.PDF.

World Health Organization. (2001). Mental health: a call for action by world health ministers.
Geneva: World Health Organization, 2001. In Who.Int. Retrieved from
http://www.who.int/entity/mental_health/media/en/249.pdf

World Health Organization. (2003). The Mental Health Context. In Mental Health Policy and
Service Guidance Package. Retrieved from
http://www.who.int/mental_health/resources/en/context.PDF

World Health Organization. (2011a). Global burden of mental disorders and the need for a
comprehensive, coordinated response from health and social sectors at the country level.
In Eb130/9. Retrieved from
http://www.who.int.libaccess.lib.mcmaster.ca/mental_health/policy/mhtargeting/develop

ment_targeting_mh_summary.pdf

World Health Organization. (2011b). Mental Health Atlas-2011 country profiles: Malawi
(Vol. 100). Retrieved from

http://www.who.int/mental_health/evidence/atlas/profiles/mwi_mh_profile.pdf

Wykes, T., Steel, C., Everitt, B., & Tarrier, N. (2008). Cognitive behavior therapy for
schizophrenia: Effect sizes, clinical models, and methodological rigor. Schizophrenia
Bulletin, 34(3), 523-537. https://doi.org/10.1093/schbul/sbm114

Xiao, J., Mi, W, Li, L., Shi, Y., & Zhang, H. (2015). High relapse rate and poor medication
adherence in the Chinese population with schizophrenia : results from an observational
survey in the People * s Republic of China. Neuropsychiatric Disease and Treatment,
11, 1161-1167.

Yamada, M. M., & Korman, M. (2000). Predicting Rehospitalization of persons with Severe
Mental IlIness. Journal of Rehabilitation, 66(2), 32—39.

Yu, C., Sylvestre, J.-D., Segal, M., Looper, K. J., & Rej, S. (2015). Predictors of psychiatric

99



re-hospitalization in older adults with severe mental illness. International Journal of
Geriatric Psychiatry, 30(11), 1114-1119. https://doi.org/10.1002/gps.4361

Yussuf, aD., Kuranga, S. a, Balogun, O. R., Ajiboye, P. O., Issa, B. a, Adegunloye, O., &
Parakoyi, M. T. (2008). Predictors of psychiatric readmissions to the psychiatric unit of
a tertiary health facility in a Nigerian city - a 5-year study. African Journal of
Psychiatry, 11(3), 187-190. https://doi.org/10.4314/ajpsy.v11i3.30267

Zhang, J., Harvey, C., & Andrew, C. (2011). Factors associated with length of stay and the
risk of readmission in an acute psychiatric inpatient facility: a retrospective study. The
Australian and New Zealand Journal of Psychiatry, 45(7), 578-585.
https://doi.org/10.3109/00048674.2011.585452

Zhou, Y., Rosenheck, R. A., Mohamed, S., Fan, N., Ning, Y., & He, H. (2014). Retrospective
assessment of factors associated with readmission in a large psychiatric hospital in
Guangzhou , China. 26(3), 138-148.

Zilber, N., Hornik-Lurie, T., & Lerner, Y. (2011). Predictors of early psychiatric
rehospitalization: A national case register study. Israel Journal of Psychiatry and
Related Sciences, 48(1), 49-53.

100



APPENDIX A: EXTRACTION SHEET

Title: Rate of psychiatric readmissions and associated factors at St John of God Psychiatric
Hospital in Mzuzu, Malawi.

(Of0 0 [ \\ (010 0] o =] o

192

NAME OF DAt COUBCTON ..o e et e ettt nnnn e e
Year of 15t Admission t0 St JONN OF GO MZUZU.........eeeeeeeeeeeeee ettt ee e e eeeeeeeeeeeeeeeaeneas

SECTION A: SOCIO-DEMOGRAPHIC DATA

1. Gender: Male [] Female [ ]

2. Age: years

3. Tribe:

4. Marital status:

1tAdm | 2™ Adm | 39 Adm | 4" Adm | 5 Adm

Single
Married
Widowed

Divorced/Separated
Others specify
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5. Number of patient’s Children

6. Occupation:
[ ]Employed
[ ] Student
[ ] Farmer
[ ] Business man/woman

[ ] Unemployed

7. Education:
[ ] Never went to school
[ ] Nursery/kindergarten

[ ]Primary
[] Secondary

[ ] Tertiary

8. Religion:
[ ] Christian
[ ] Muslim
[ ] None
[ ] Others specify............cccoce....

9. District where patient lives:

[ ] Nkhata-Bay

[ ] Rumphi

[ ] Karonga

[ ] Mzimba

[ ] Chitipa

[ ] Likoma

[ ] Others specify............ccceevevinin.i
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10. Catchment Area:
[ ] Within St John of God (SJOG) Catchment area
[ ] Outside SJIOG Catchment area

-1f within SJOG catchment area, Mention the client’s nearest outreach clinic?

11. Was the client referred from a general hospital in this admission?

1%t Adm 2" Adm | 39Adm | 4" Adm | 5" Adm
Yes
No
If referred,
specify  the
district

12. Psychosocial issues identified by Social Worker/Counselor/Pastoral Care
Team/Occupational Therapist?

1t Adm | 2" Adm 39 Adm 4" Adm | 5™ Adm

Yes
No

If yes, Specify

the issues

SECTION B: PSYCHIATRIC READMISSIONS

13. Were there any readmissions in the year after the first admission?
[]Yes
[ ] No
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14. If yes to above, number of admissions to this institution in the year after the first

admission

Admission | Date of | Date of | Length  of | 1 Readmission

No. Admission discharge Stay(LOS) at 3, 6, 12
months interval

1

2

3

4

5

15. How many times has the client been readmitted to this institution in the last;

3MONtRS. oo

SECTION C: CLIENT'S CLINICAL FACTORS

16. Diagnosis of the mental iliness on discharge (From 1%t Admission):
[ ] Schizophrenia
[ ] Schizophreniform disorder
[ ] Brief psychotic disorder
[ ] Schizoaffective disorder
[_|Bipolar disorder

[ ] Depressive disorder
[ ] Substance induced psychotic disorder
[]Psychotic disorder due to general medical condition

[] Others SPeCify........uvviiniriiiiiiie e

104



17. Duration between readmissions (Length of time between psychiatric admissions).
Specify the period.

Admission Duration in Weeks/months
15t to 2" AdmI
2" to 3"Admi
3" to 4" Admi
4™ to 5™"Admi
5™ to 6" Admi

18. Suffering from any other mental health condition (Comorbid Disorder)?
1t Adm 2Adm | 39Adm | 4" Adm 51 Adm

Yes
No

If yes,
specify

19. Suffering from any medical condition (Comorbid physical illness)?

1t Adm 2 Adm | 39Adm | 4" Adm 5t Adm
Yes
No
If yes,
specify the
illness

20. History of mental illness in the family

[ ]Yes
[ ] No

21. Age of onset of mental illness (Early/Late onset)
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Specify the

AZC. ettt

22. History of Arrests

1TAdm | 2@ Adm | 39Adm | 4" Adm 51 Adm
Yes
No
23. Type of admission
1TAdm | 2@ Adm | 39Adm | 4" Adm 51 Adm
Voluntary
Involuntary
24. Type of discharge
1t Adm | 2@ Adm | 3¢ Adm 4" Adm 5t Adm
Normal
Discharge
against med
advice
25. Mental Health contact at OPD/Domiciliary after discharge
1t Adm | 2" Adm | 3@ Adm 4" Adm 5t Adm
Yes
No
26. Reasons for admissions ( Symptoms on admission)
1t Adm 2" Adm 3" Adm 4" Adm 5t Adm
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27. Remission of symptoms on discharge from the first admission.
[ ] Full remission

[ ] Partial remission

[ ] No remission

28. Type of antipsychotics given on discharge

1t Adm | 2@ Adm | 39 Adm 4" Adm 5t Adm

Conventional

Atypical

Mixed

Nil

Specify the

name of drug

29. Given depot medication on discharge

1tAdm | 29 Adm | 3@ Adm 4" Adm 50" Adm

Yes

No

If given
Depo,
specify

30. Side effects with the medication
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1%t Adm

2" Adm

34 Adm

4" Adm

50 Adm

Yes

No

If side
effects,

specify

31. History of suicidal thoughts/attempt

1%t Adm

2" Adm

34 Adm

4" Adm

5t Adm

Yes

No

32. Treatment compliance after admission

1t Adm | 2" Adm

39 Adm

4" Adm

50" Adm

Complied to

treatment

Defaulted

treatment

Not sure

N/A

33. Substance use

1%t Adm

2" Adm

34 Adm

4" Adm

50" Adm

Yes

No

Not sure

If  yes,
specify

substance
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34. Electroconvulsive therapy during admission

1%t Adm

2" Adm

34 Adm

4" Adm

5t Adm

Yes

No

35. Insight on discharge in this admission

1%t Adm

2" Adm

34 Adm

4" Adm

5t Adm

Full
insight

Partial

insight

No/poor
insight

Not sure

36. Any history of absconding or attempted to abscond

1%t Adm

2" Adm

39 Adm

4" Adm

50" Adm

Yes

No
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APPENDIX B: CLEARANCE LETTER TO SAINT JOHN OF GOD MENTAL
HOSPITAL.

Alan ] Flisher Centre for Public Mental Health
?, Department of Psychiatry and Mental Health
University of Cape Town

46 Sawkins Road, Rondebosch, 7700
Cape Town, South Africa

£
: ?{f;amuﬁ})‘-

Alan J.Flisher Centre for

Public Mental Health

The Director of Services

Saint John of God Hospitaller Services
P.O. Box 744, Mzuzu

Malawi.

25" November, 2016,

Dear Sir/Madam,
APPLICATION FOR PERMISSION TO CONDUCT A STUDY AT YOUR
INSTITUTION.
| write to ask for permission to allow me to conduct a study at your institution. The study is

entitled “Rate of psychiatric readmissions and associated factors at Saint John of God

Psychiatric Hospital in Mzuzu, Malawi”.

I am a Mental Health Clinical Officer currently pursuing Master of Philosophy degree in
Public Mental Health (Mphil PMH) at the University of Cape Town, South Africa. As part of
the requirements for this course, I am supposed to conduct a mental health related research

study.

The study is an audit of clinical files aimed to establish the frequency of readmissions and its
associated factors among patients at SJOG Mental Hospital in Mzuzu, Malawi. The
identification of admission rates and associated factors will assist in generating interventions
so as to improve the quality of mental health delivery in Malawi. All ethical considerations

will be adhered to. There are no serious risks attached to the study.
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Enclosed herein is the ethical clearance letter from the University’'s Human Research Ethics
Committee; HREC REF 788/2016.

For more information, contact Manson M Msiska or supervisors on the contacts below:

Dr. Katherine Sorsdahl Dr Stefan Holzer

Alan J Flisher Centre for Public Mental Health, Head of Department of
Department of Psychiatry and Mental Health, Mental Health
University of Cape Town, South Africa College of Medicine
Mobile: 082 055 4676 University of Malawi
Katherine.sorsdahl@uct.ac.za sholzer@medcol.mw

Your favorable consideration will be highly appreciated

Yours faithfully,

MANSON M MSISKA

Mphil. Public Mental Health Fellow.
Student 1D number: MSSMANO005
Email: mansonmsiska@yahoo.com
Mobile: (+265) 888687553
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APPENDIX C: CLEARANCE LETTER FROM SAINT JOHN OF GOD MENTAL
HOSPITAL

Saint John of God Hospitaller Services

Registered company under Companies Act 1984

25t November, 2016

Manson Mwachande Msiska

St John of God Hospitaller Services
P.O. Box 744

Mzuzu

Dear Sir/Madam,

RE: PERMISSION TO CONDUCT A STUDY WITHIN ST. JOHN OF GOD HOSPITALLER
SERVICES.

Your earlier communication requesting permission to conduct a study within St. John of God
Hospitaller Services.

I am pleased to grant you permission to carry out the said exercise subject to the following
conditions:-

e Participants will be facilitated to understand the purpose of your study, their personal
involvement in the study and invelvement of other people/groups

e Consent of participants will be sought before participation in the study — the participants will
also be given freedom to withdraw during any stage of the study.

» Participants will be assured of confidentiality e.g. their identity and views.
Would you need any clarification on any of the above, feel free to contact the undersigned.
Wishing you the very best in your research project.

Faithfully yours,

Charles Masulani
DIRECTOR OF SERVICE.

P.O. Box 744 Tel: 265 (0) 1311 495 Fax: 265 (0) 1 311 213 Email: sjog@sjog.mw Web: www.sjog.mw
Katoto, Mzuzu,
Malawi

Fospitality Excellence

Justice

Compassion Respect
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APPENDIX D: UNIVERSITY ETHICS APPROVAL

y - UMIVERSITY OF CAPE TOWMN
! r Fermity of Health Belenoee \/!
o [ emermmr Bhmemeemmrri Eiidisn ot
Aoem ES2-24 Ol Maln luIdhyl
Broule Scheur

Dbareators Jis
Talsphans [(121] 04 7602 « Pacsimibe [02T] 006 6411
Bl ol Besineiiucl. s

11l Novambar 2016

HREC REF: 783/2016

Pr K Soradahr

Alan Flisher Centre for Public Mental Haalth
Peychlalry & Menkal Health

Aot 10E

45 Sawkins fuiosd

Rondebosch

Cear Oir Sarsdahl

PROJECT TITLE: RATE OF PEYCHIATRIC READMISSIONS AND ASSOCIATED PACTORS ATST
JOHN OF 0D PSYCHIATRIC HOSPITAL TN MZUIZLU, MALAW] [MPH candidate Mangon M
Msinkn

Thank you for submitdng your siudy to the Faculty of Health Sciences Human Research Ethics
Committee for review.

Itk & pleasure to Infarm you that the HREC has fermally approved the proof of concept for phess 1
af the above- menilonad study,

Approval Is grantad for one yaar uniil the 30 November 2017, This Is subjact to supplying the
lecal Mataw! approvat.

Flapsa suamit & progress form, using the stendordised Annual Repnl Fon T Liwa sludy vondnues
Eeyand the approval period. Pleasa submit a Standard Cloeures form i the study Ie completed within the
approve] perod.

{Formes can be found on our websibe:

W acknowiledgs thar Hwe student MM Ml il £ irvodived fn s study.

Pleass note that for all soudies approved by the HRELC, the principsi Investigatar paggt obtaln
appropriste insdbutdonel approval before the recesrch gy ooTur.

Hleqim quote tha HREEC REF In =if your correapandanca.

Ii’leasu nate that the ongoing ethical conduct af He shudy remains dw responsibliity of the prindpal
nvestgaior,

Yellrs sincaraly

113



APPENDIX E: NATIONAL ETHICS APPROVAL

Telephone: + 265 789 400 In reply please quote No.

Facsimile: + 265 789 431

MINISTRY OF HEALTH AND POPULATION

P.O. BOX 30377
LILONGWE 3
MALAWI

All Communications should be
addressed to:

The Secretary for Health and Population

14" December, 2016

Manson M. Msiska
St John of God Hospitaller Services
Lilongwe

Dear Madam,

RE: PROTOCOL # 16/12/1710: RATE OF PSYCHIATRIC READMISSIONS AND ASSOCIATED
FACTORS AT ST JOHN OF GOD PSYCHIATRIC HOSPITAL IN MZUZU, MALAWI

Thank you for the above titled proposal that you submitted to the National Health Sciences Research Committee
(NHSRC) for review. Please be advised that the NHSRC has reviewed and approved your application to conduct
the above titled study.

s APPROVAL NUMBER : 1710

e The above details should be used on all correspondences, consent forms and documents as appropriate.
e APPROVAL DATE : 14/12/2016

o EXPIRATION DATE

This approval expires on 13/12/2017. After this date. this project may only continue upon renewal. For
purposes of renewal, a progress report on a standard form obtainable from the NHSRC Secretariat should
be submitted one month before the expiration date for continuing review.

e SERIOUS ADVERSE EVENT REPORTING: All serious problems having to do with subject safety
must be reported to the NHSRC within 10 working days using standard forms obtainable from the NHSRC
Secretariat.

s« MODIFICATIONS: Prior NHSRC approval using forms obtainable from the NHSRC Secretariat is
required before implementing any changes in the protocol (including changes in the consent documents).
You may not use any other consent documents besides those approved by the NHSRC.

¢ TERMINATION OF STUDY: On termination of a study, a report has to be submitted to the NHSRC
using standard forms obtainable from the NHSRC Secretariat.

e QUESTIONS: Please contact the NHSRC on phone numbgr +265 888 344 443 or by email on
mohdoccentre(@gmail.com. P

e OTHER: Please be reminded to send j
Research Database).

fﬂ—ﬂr&}‘%nal esearch results for our records (Health
AR .

o AR \
iat. ﬂ\ﬁ '12‘
. piTAl
0317 WE 2
S
N SCIENCES RESEARCH COMMITTEE
Promoting Ethical Conduct of Research’

Executive Committee: Dr B. Chilima (Chairpersoh), Dr B. Ngwira (Vice-Chairperson)
Registered with the USA Office for Human Research Protections (OHRP) as an International IRBIRB
Number IRB00003905 FWA00005976
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APPENDIX F: TURNITIN REPORT

mssmanl05 THESIS. pdf

% 8e 8% S

SRR IMDEX INTEFNET SOURCES  PLBLIGATIONS STUDENT PAPERS

T ; ] “Hnrr\rhl ruw

19

scholar sun sc..a3
*‘11 %

www.ncbi.nlm 1ih gov

L-I'
A

%

Hle Al o

115



APPENDIX G: MAP OF MALAWI
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