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Abstract
This study evaluated an ‘in-reach’ model of discharge  
planning. In this model, the discharge planner is based  
with the community based services, and visits the hospital 
daily to meet with all admitted clients to offer discharge 
services. The model is designed to provide seamless care  
to people leaving hospital after a mental health admission.  
A program evaluation strategy was used to evaluate the  
effectiveness of this care model for clients and for the  
agencies involved. Participants (n=36) were enrolled over  
a 7 month period. They were interviewed at enrollment, at  
one month post-discharge and at 6 months post-discharge. 
The variables of interest included the degree of service  
received, satisfaction with service, quality of life, quality  
of activities, severity of symptoms, level of functioning,  
and physical health. Analysis of administrative data showed  
no significant change in the number of discharges, or the  
average length of stay when the discharge planning service 
was moved to the community. The change in the location of 
the discharge planning service in the community coincided 
with a significant reduction in the rate of readmissions occur-
ring within one month of discharge (t=2.395, df=22, p=.026) 
and in the overall readmission rate (t=2.458, df=22, p=.022). 
Participants were generally satisfied with their experience 
of discharge and their involvement in the process. At one 
month post-discharge, 1 person was back in hospital and  
2 people were readmitted at the six month interview.  
The remainder were living independently. One person was 
homeless at the time of discharge from hospital, but was 
housed by one-month post discharge. A comparison with 
data from a tertiary care study of discharge showed the two 
groups were different in a number of key ways. The project 
will add new information as very little research has been 
conducted on discharge models in acute mental health care. 
These findings are of interest to policy makers, decision  
makers, clinicians, consumers, and the public.
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main messages
1.  Policy makers and decision makers should not assume 

that all people using mental health services are the same. 
The people leaving an acute care inpatient unit in this 
evaluation had very different characteristics from those 
leaving tertiary care inpatient units. Planning for services 
is most effective when the characteristics of the target 
group are known. 

2.  The readmission rate in the first month after leaving 
hospital was 36% lower in the year following the move  
to community based discharge planning, than in the 
previous year. The overall rate of readmissions was  
40% lower in the year following the change in service 
location when compared to the year before the change  
in service location. 

3.  Basing discharge planning services with the agency that 
also provides housing advocacy, case management, and 
other community based mental health services provides a 
direct connection to services for people being discharged 
from hospital. Timely implementation of follow-up 
services improves community tenure after a hospital 
admission. Access to community based services after a 
hospital stay provides people with a contact should they 
experience a crisis. This can reduce the demand for 
emergency room services by this population. 

4.  Formal evaluation needs to be built in before new 
programs are started. This will allow for the use of the 
strongest designs which will produce the best information 
for planning, implementation and evaluation of new 
services. Appropriate baseline data can only be gathered 
before the change is implemented. This project was 
limited as the funding for evaluation only became 
available after the new program was in place for a year.
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executive summary
Sound decision making at all levels of the mental health  
care system relies on credible information to inform policy 
makers, decision makers, clinicians, consumers, and the 
community. The Government of Ontario has been promoting 
the shift of mental health services from institutions to the 
community, with resources moving with the services, with 
services being integrated and seamless in the experience of 
the consumer (1999). In response, Bluewater Health and 
Canadian Mental Health Association Lambton County 
Branch (Sarnia-Lambton CMHA) partnered to develop a 
model of discharge planning and care where the planners  
are based in the community. The community host for the  
service is the Sarnia-Lambton CMHA. System Enhancement 
Funding was secured from the Ministry of Health and Long 
Term Care to support this service. The community based 
discharge planning service in Sarnia is an example of what 
can be achieved for a community through joint visioning and 
planning by agencies. The leaders at Bluewater Health and 
Sarnia-Lambton CMHA also saw the importance of formal 
evaluation as a way to assure that the goals of the new service 
were being met. The overall goal was to at least maintain the 
standard of care through moving the service to the community.

The evaluation consisted of a retrospective review of 
administrative data and a prospective collection of data from 
people being discharged from the impatient service to the 
community. For the prospective part of the evaluation, a 
post-test program evaluation design (Fitz-Gibbon & Morris, 
1987) was used. This allowed the partners to improve their 
service based on the data gathered throughout this project. 
Through regular meetings, agency partners received timely 
feedback about the discharge planning service allowing for 
necessary adjustments to be made.

The review of administrative data in the year before the 
change in service and the year after found no significant 
difference in the number of admissions, length of stay, and 
average length of stay from the year before the move to the 
year after the move. There were changes in the in the overall 
readmission rates and in the rate of readmission within one 
month of discharge. The readmission rate within one month 

of discharge was 36% lower in the year following the start  
of community based discharge planning. The overall  
readmission rate was 40% lower. 

Participants were recruited from people being discharged 
from the inpatient unit at Bluewater Health to the community 
for the prospective analysis. A total of 36 people agreed to 
participate in the evaluation (20 women and 16 men). They 
were interviewed at discharge, one month later, and again  
at six months post discharge. They ranged in age from 20 
years to 66 years. Of these, 24 people completed all three 
interviews. Although one woman was ‘living on the streets’  
at the time of discharge, all participants were housed by one 
month post-discharged. 

The majority of people were satisfied with their involvement 
in the discharge plan and were satisfied with the plan of  
care. They reported they would use the service again if 
needed, and would recommend the discharge planning 
service to others. The experience of being readmitted was 
low, with one person being back in hospital at the one 
month interview (3% readmission rate for the sample) and 
two people at the six month interview (8% readmission rate  
for the sample). At one month, 67.7% of the participants 
reported they were receiving continued mental health care. 
This dropped slightly to 66% at the six month interview. 
These findings are consistent with the expectations of service 
described in Hospital Report Series (Lin et al, 2001).  
Recommended indicators of relevance include the percent  
of discharge plans completed with consumer and/or family 
involvement, and the percent of patients receiving post-
discharge care within 30 days.

A comparison with people recruited for a tertiary care 
discharge study revealed interesting and important differ-
ences. The people recruited for this acute care study were 
found to be better educated, more likely to suffer from a 
mood disorder, encounter mental health problems later in 
life and to be engaged in the workforce. This has implications 
for policy makers, decision maker, and clinicians. Knowing 
the target population is essential in planning and delivering 
mental health services. One cannot assume that one plan  
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will meet all service needs. Building in evaluation at the 
outset when new services are launched is the most effective 
way of knowing if goals are being met. Including consumer 
in planning can improve the relevance of services.

The findings of the evaluation were consistent with the 
expectations the agency partners had for the service. The 
standard of care was maintained, and people were receiving 
services once in the community. Formal evaluation of the 
service provided important feedback to the agency partners 
involved in this project.

 Mental illness is a major health concern worldwide,  
and is growing in prevalence (WHO, 2001). WHO (2001) 
anticipates that depression will be the second major cause  
of global disease burden within 20 years. The Government  
of Ontario has been promoting the shift of mental health 
services from institutions to the community, with resources 
moving with the services, with services being integrated  
and seamless in the experience of the consumer (1999).  
In response, Bluewater Health and Canadian Mental Health 
Association Lambton County Branch (Sarnia-Lambton 
CMHA) partnered to develop a model of discharge planning 
and care where the planners are based in the community 
beginning September 30, 2005. The community host for the 
service is the Sarnia-Lambton CMHA. System Enhancement 
Funding was secured from the Ministry of Health and Long 
Term Care to support this service. Funding for the evaluation 
was made available in October of 2006.

Sound decision making at all levels of the mental health 
care system relies on credible information to inform policy 
makers, decision makers, clinicians, consumers, and the 
community. This project is an example of the important 
contribution formal evaluation can make to both decision 
making and service delivery. The community based discharge 
planning service in Sarnia is an example of what can be 
achieved for a community through joint visioning and 
planning by agencies. The leaders at Bluewater Health and 
Sarnia-Lambton CMHA also saw the importance of formal 
evaluation as a way to assure that the goals of the new service 
were being met. 
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ConTexT

Lambton is a border county located across from Port  
Huron, Michigan. It has eleven municipalities and three 
native reserves; a population totalling 128,204 people,  
with a population of 72,125 people in the city of Sarnia 
alone (Statistics Canada, 2006). Sarnia is primarily a 
manufacturing and industrial city, having nearly 20% of  
all of Sarnia’s population working in this sector, and almost  
5% of Sarnia working for just five of the larger industrial 
companies. (Statistics Canada, 2001; Sarnia-Lambton 
Economic Partnership, 2004). Lambton County is part  
of the Erie-St. Clair LHIN #1 along with Chatham-Kent 
and Windsor-Essex.

This report describes the findings of the program  
evaluation of this new and innovative model of discharge 
planning and care. The purpose of the project was to 
evaluate a new model of discharge planning and care based  
in the community. The project has evaluated the model to 
ensure that it has met the objectives of the partner agencies. 
The project has also explored the fit between the model  
and selected indicators for acceptability and the effectiveness 
indicators for client outcome as outlined in the Mental 
Health Accountability Framework (Ontario Ministry of 
Health and Long Term Care, 2003). 

Mental health services in Ontario are undergoing change  
in response, first to the recommendations of Making it Happen 
(1999) and more recently to the recommendations of the 
report of the Mental Health Reform Implementation Task 
Force report, The Time is Now (2002). With respect to 
discharge planning, the Hospital Report Series (Lin et al, 
2001) report on mental health has made recommendations  
to the Ministry of Health and Long Term Care in Ontario. 
While a number of recommendations were made for the 
“hospital report cards” of the future, several specific recom-
mendations are relevant to implementation of the discharge 
models of care. Recommended indicators of relevance include 
the percent of discharge plans completed with consumer  
and/or family involvement, and the percent of patients  
receiving post-discharge care within 30 days. 

The goal for this community based model of discharge 
service is to provide seamless access to community-based  
services in a timely manner. Using a case management 
model, the discharge planners/managers work with the 
inpatient staff to facilitate the move of clients from the 
hospital to the community. The planner meets with all  
newly admitted clients and work to develop a discharge  
plan, and work with them to plan and support their  
transition to the community. The discharge planner is 
connected with the full range of community based services. 
These range from housing to professional services. The 
planner is well positioned to assure the timely provision of 
services to clients. The formal agreement between Bluewater 
Health and the Sarnia-Lambton CMHA gives the discharge 
planner computer access to relevant hospital data so that 
newly admitted people can be seen promptly. Bluewater 
Health has 27 beds, 24 of which are adult beds. The  
average length of stay is 13 days. Approximately 772 people 
pass through the unit annually. Of these a number are 
re-admissions. Sarnia-Lambton CMHA received funding  
as a community partner to provide the in-reach service  
for discharge care. Bluewater Health is the only acute care 
hospital providing local service to Sarnia and Lambton 
County. The local branch of Sarnia-Lambton CMHA is  
the main community based service provider for the same 
geographic area. While the town of Sarnia is known for  
its chemical industries, the county is largely rural, being 
populated by farms. 

Although the focus of this evaluation is on the mental 
health services in the Sarnia-Lambton area, this site is part  
of the larger world context of mental health care. It is against 
that backdrop, that this new way of providing discharge  
care has been developed. Psychiatric hospitals were once 
self-contained settings that provided for all client needs  
while they were in hospital. The first wave of de-institution-
alization in the mid part of the last century failed as care  
for people outside the hospital, the responsibility fell to that 
of the individual who was now in a community ill prepared 
to respond to the needs of this population. Since that time, 
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concern has shifted to the concept of continuity of care in 
order to help clients remain in or return to the community 
(Adair et al, 2003; Durbin et al, 2004a). Since those early 
days, there has been a growth in community-based mental 
health services. These were often fragmented and worked  
in isolation. Of particular concern is the fact many people 
with severe mental illness do not connect with community 
services after discharge. Currently, strategies for provided 
timely and seamless services are being developed, to improve 
continuity of care (Durbin et al, 2004b). 

The concept of continuity of care was first put forward by 
Bachrach (1981). While early research described continuity 
of care plan through examination of administrative or chart 
data, the concept of ‘experienced continuity’ has shifted the 
focus to include client perceptions about their care (Durbin 
et al, 2004b). Joyce et al (2004) conducted a systematic 
review of the literature in order to identify the components 
of the construct. They were able to identify 305 papers for 
inclusion. They observed that the assessment of continuity  
of care has been almost exclusively conceptualized from the 
service provider’s perspective. In order to balance this, they 
supplemented their work by interviewing 36 people with 
serious and persistent mental illness, and their families.  
Based on this work they identified 4 broad domains: service 
delivery, accessibility, relationship base, and individualized 
care. Within the relationship domain, the authors identified 
the importance of the client having a ‘primary caregiver’. 

Durbin et al (2004a) explored the relationship between 
program structure and continuity of care across 81 ambula-
tory mental health programs. Data collected included client 
perspectives of experienced continuity of care. They found 
that structure and interagency integration did not predict 
experienced continuity of care. They did find support for  
the role of provider and relationship variables as influencing 
experienced continuity of care. When clients have a good 
relationship with providers, feel their providers are respon-
sive, and are confident the team is working together on their 
behalf, continuity is created. 

In a pilot study, Forchuk at al (1998) were able to show 
that the provision of continued support from familiar 
inpatient staff combined with peer support, assisted clients 
with chronic mental illness to successfully return to the 
community. The savings in hospital costs was $.5M for  
14 clients over one year. Following on the pilot study, 
Forchuk et al (2005) reported on the cost and effectiveness 
of a clinical trial, replicating the transitional discharge  
model (TDM) of care involving continued support from 
inpatient staff combined with peer support, as the client 
moved from the psychiatric hospital to the community.  
Level of functioning was significantly improved in the 
intervention group one-year post discharge. While costs  
and quality of life showed trends toward improvement,  
the results were not statistically significant. Surprisingly,  
the intervention group left hospital an average of 116 days 
earlier, reducing the cost of hospitalization by $12M as 
compared to the control group. This had not been predicted 
a priori. In another study, Reynolds et al (2004) tested the 
TDM with 25 clients, randomly assigned to the new model 
or to usual care. People in the intervention group were only 
half as likely to be re-admitted during the 5-month period of 
follow-up as the control group. This team also found the 
intervention group reported significantly fewer symptoms 
post-discharge, better quality of life, and improved level  
of functioning. Both Forchuk and Reynolds used a model 
where inpatient staff stayed involved with the client until 
they had established a therapeutic relationship with their 
community provider. This provider support was supplemented 
with peer support for one year post-discharge.

Using a different model, Hautala-Jylha, Nikkonen, and 
Jylha (2004), tested the benefits of maintaining the locus  
of post-discharge care in the hospital setting in Finland,  
with the clients continuing to be cared for by the staff who 
had been their in-patient care providers. In this study, the 
hospital, not the community, is the focal point of aftercare. 
In this study, clients described the relationship with staff as 
an important part of continuity of care. The adherence to  
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a good cooperative relationship was the basis for the client’s 
commitment to care.

As the focus moves to valuing the client perspective, the 
collection of information around satisfaction with services is 
growing in importance (Graham, Denoual, & Cairns, 2005). 
Larsen et al (1979) developed an 8-item questionnaire to 
measure client satisfaction using 4-point scales for each of  
the questions. This is still in use (Chue al, 2004). It has also 
been adapted through shortening to 6 items, with the scale 
increased to 7-points (Gerber & Prince, 1999). Other 
researchers have used a variety of approaches, ranging from 
the use of a single question about general satisfaction (Gray 
et al, 2005) to the development of project specific multi-item 
surveys for specific populations with scales ranging from  
5 points (Clark et al, 1999; Desai et al, 2005; Mattson et al, 
2005) to 7 points (Graham, Denoual, & Cairns, 2005). 
Increasing the number of possible responses increases the 
sensitivity of the items as this allows for more variance in the 
responses (Converse & Presser, 1986). There is agreement 
that clients tend to answer satisfaction questionnaires 
positively, resulting in a ceiling effect in the scores (Gerber & 
Prince, 1999; Gray, Rofail, Allen & Newey, 2005). WHO 
(2000) recommends using questions specific to the program 
or service being evaluated as this will provide the best 
feedback from clients. 

The literature reveals a small, but growing body of research 
supports the importance of relational support during the  
period of transition from hospital to community. There is 
only a small body of Canadian literature, and that has 
focused on tertiary care populations. This project adds to the 
body of knowledge relevant to Canada. It is also important 
in that this study has looked at the discharge and client 
outcomes in a Schedule 1 facility (secondary care).

imPliCATions

1.  Basing discharge planning services with the agency that 
also provides housing advocacy, case management, and 
other community based mental health services provides  
a direct connection to services for people being  
discharged from hospital. Timely implementation  
of follow-up services improves community tenure after  
a hospital admission. 

2.  Policy makers and decision makers should not assume 
that all people using mental health services are the same. 
The people leaving an acute care inpatient unit in this 
evaluation had very different characteristics from those 
leaving tertiary care inpatient units. Planning for services 
is most effective when the characteristics of the target 
group are known. 

3.  Access to community based services after a hospital stay 
provides people with a contact should they experience  
a crisis. The can reduce the demand for emergency room 
services by this population. 

4.  Provision of community based discharge planning 
services correlated with a 36% reduction in the readmis-
sion rate in the first month after leaving hospital in this 
study. Both rates of readmissions within one month of 
discharge, and overall readmission rates, were lower after 
the service moved to the community. 
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APPRoACh

The evaluation consisted of a retrospective review of 
administrative data and a prospective collection of data from 
people being discharged from the impatient service to the 
community. For the prospective part of the evaluation, a 
post-test program evaluation design (Fitz-Gibbon & Morris, 
1987) was used. This allowed the partners to improve their 
service based on the data gathered throughout this project. 
Through regular meetings, agency partners received timely 
feedback about the discharge planning service allowing for 
necessary adjustments to be made. Before the study began, 
this service was already implemented as the new standard of 
care in the region. It was not possible to collect pre-imple-
mentation data, nor was there a control group available. 
Through the use of instruments that have been used in other 
studies of discharge care the research team hoped to compare 
the data from this project with the data from those studies  
in order to see how this model compares in impacting both 
short-term and long-term client outcomes. Administrative 
data detailing the monthly discharge and re/admission rates 
in the year before and the year after the change in location  
of discharge planning services were also reviewed.

In order to address the other questions, participants were 
recruited from those people being discharged from the 
inpatient unit back to the community. These people were 
interviewed at the time of discharge, at one month post 
discharge and again at six months post discharge. In order to 
evaluate the model, eight consecutive months were sampled 
(January through to August of 2006). Recruited participants 
provided data as to the impact of the service over time and has 
allowed for an evaluation of the consistency of service delivery 
over that time period. Ethical approval for the study was 
obtained from the Research Ethics Board of York University.

Although the mental health unit at Bluewater Health 
admits a large number of people annually, not all return to 
the community after discharge. People may be discharged to 
the courts, to long term care in London or another tertiary 
centre, or to an addiction treatment program. The method 
for tracking separations does not differentiate people by 
where they go after leaving hospital. This evaluation only 
involved those people returning to the community after a 
hospital stay. 
 Research Question: Does this model of discharge 
planning and care achieve the expected standard of care for 
clients being discharged from hospital to community?
Specifically:
1.  Is the model meeting the expectations of the  

agency partners?
2.  Do clients feel involved in the discharge  

planning process?
3.  Is the transition to community services a satisfactory 

experience for clients?
4.  Are there gaps in linking people to services in the  

community, in time or in type?
5.  Does timely provision of community based services 

post-discharge make a difference in effectiveness as 
measured through client outcomes (housing, level  
of functioning, symptom severity, quality of life,  
physical health status, and involvement in meaningful 
daytime activity) at one month post-discharge and  
at six months post-discharge?
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ResulTs

The evaluation consisted of two sets of activity. The first set 
of activity involved a review of available administrative data 
for the year prior to the change in service delivery, and the 
year following. Data describing the number of separations 
from hospital per month, monthly readmission rates (within 
one month and overall), length of stay and average length  
of stay were reviewed. The second set of activities involved 
interviewing people leaving the hospital to return to the 
community. Participants were interviewed at the point of 
discharge, at one month post discharge, and at six months 
post discharge. The instruments were chosen for their ability 
to answer the questions described above. The included a 
demographic questionnaire, Discharge Process of Follow-up 
Questionnaire-Criteria for Degree of Treatment Implemen-
tation Form (CIQ-CDTIF), the Lehman Quality of Life 
Interview (Brief), the Client Satisfaction with Care Survey, 
and the Colorado Client Assessment Record (CCAR). 
Detailed descriptions of the instruments can be found  
in Appendix B. 

Results of the administrative data analysis are presented 
first. It was the hope of the agency partners that the impact 
of the change in location of the discharge planning service 
would at the very least, have a neutral effect. There was no 
significant difference in the number of admissions, length  

of stay, and average length of stay from the year before the 
move to the year after the move. There were changes in the 
in the overall readmission rates and in the rate of readmission 
within one month of discharge. The overall readmission rate 
was 14% in the last year of hospital based discharged 
planning, and 8% in the first year of community based 
discharge planning. The overall readmission rate was 40% 
lower in the year following the change in the service delivery 
model. This was statistically significant (t=2.458, df =22, 
p=.022), meaning it is highly unlikely this occurred by 
chance. As well, the rate of readmission in the first month 
following discharge was 36% lower in the year following the 
move of the discharge planning service to a community base 
(Chart 1). 

This was statistically significant ((t=2.395, df =22, 
p=.026). These findings showed that patients were not  
put at greater risk of readmission as a result of the changes 
made to the discharge planning service. 

The second set of activities involved interviewing people 
who were being discharged from the inpatient unit at 
Bluewater Health to the community. Over the eight month 
enrolment period, 36 people agreed to participate in the 
evaluation (20 women and 16 men). Of these, 24 completed 
all three interviews (14 women and 10 men). The sample 
was randomly chosen, meaning that people were approached 
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Chart 1: Readmission rates within one month, before and after the change in discharge service location
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and after the change in service location. The sample of individuals who were included in the study were recruited in the second year after the change took place.
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about participation in the study based on the fact that they 
were being discharged back to the community. Whether or 
not they were involved with the discharge planning service 
was not a criterion for inclusion in the study. A table 
showing the number of people being served by the discharge 
service by month, over the course of the enrolment phase of 
the study can be found in Table 1.

During the accrual period for the study 90 people were 
enrolled in the community based discharge planning service, 
while a smaller number of people leaving the hospital for  
the community agreed to participate in the study (n=36). 
More people were discharged than participated in the study. 
Potential participants were initially approached by the 
hospital staff who explained the study and offered the 
opportunity to participate. Only if they agreed, was their 
contact information given to the research assistant who then 
followed up. Of those that did meet with the research 
assistant, some declined at that point indicating a lack of 
time to commit to multiple interviews over time, however, 
most people referred to the research assistant agreed to 
participate. It is unknown how often the hospital staff did 
not offer the opportunity to participate in the research to 
people as they were being discharged. In a community 
hospital where research is a rare activity it is possible that the 
provision of care took priority over research in the discharge 
discussions between staff and patients. Uncovering barriers 
and coming up with solutions to promote greater participa-
tion in research activities in community hospitals could be an 
area for more study in the future. 

Charts with detailed demographic information are found in 
Appendix C. Highlights of their characteristics are presented 
for the reader. Ages ranged from 20 years to 66 years. The 
women averaged 37 years of age as compared to the average 
age of 39 years for the men. Within the sample, just under 
half were single (44.4%). One half of the women were single 
while only one third of the men were single. Another 22% 
were separated or divorced while the remainder were either 
married or living common law. This was well educated group, 
with 50% reporting having completed college or university. 
Another 44% reported having completed high school, with 
the remainder having completed grade school. At the time  
of the first interview, one woman reported her living arrange-
ment as “on the street”, while the remainder of the people 
had a house or apartment. At follow-up interviews, all 
participants were housed. Of those reporting employment 
status, equal numbers were employed full time and part-time 
(18% and 18%), while another 12% reported being self 
employed. An additional 9% described themselves as 
unemployed. A full 39% described themselves as unable to 
work. The remainder did not provide information. 

Mood Disorder was the most common diagnosis, affecting 
85% of the women and 56% of the men. Schizophrenia 
affected 15% of the women and about 19% of the men.  
Men also suffered from anxiety disorder (6%) and substance 
abuse (19%). The average age of first contact with mental 
health services was 30 years, with the average age of first 
admission falling at 32 years of age. The average length of 
the hospital stay for the admission preceding enrolment  

Table 1: Number of People enrolled in the discharge planning service and in the study, by month.

 monTh 
 2007 JAn. FeB. mARCh APRil mAy June July Aug.

 Enrolled in  
 discharge service 6 13 11 22 11 13 13 10

 Enrolled in Study 7 4 5 6 4 5 3 3
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in this evaluation was 14 days. This is consistent with an 
average length of stay of 13 days as reported in the  
administrative data for 2004-6. The hospital stay preceding 
enrolment was a readmission for 47% of the people, and a 
first admission for 53% of the people.

It was the hope of the team to use data from tertiary care 
study of discharge support (Forchuk et al, 2005), as a proxy 
comparison group, however, an analysis of the demographic 
data revealed these groups to be very different. Table 2 shows 
some of the key differences found between the people being 
discharge from acute care to the community, and people 
being discharged from tertiary care to the community.

Age of first contact in the sample of people recruited in 
acute care is much older than was reported by the people 
recruited in the tertiary care study. The earlier onset of illness 
may explain the differences in education and employment 
seen in the two groups. The diagnosis of mood disorder  
is much more prevalent in the acute care group while the  
tertiary care group is more likely to have a diagnosis of 
schizophrenia. There are also differences in the level of  
education, employment status, and marital status in the  
two groups. For these reasons, one must acknowledge that 
these groups are different enough that one cannot use a  
tertiary group as a comparator for a study of acute care  
services. It also suggests that results from research in one  
sector may not be generalizable to the other. 

Scores on the Client Satisfaction with Care Survey showed 
most of the participants in this evaluation were aware of their 
discharge plan prior to leaving hospital. They reported being 
satisfied with their involvement in the plan and of being 
satisfied with the plan of care. They were likely to use the 
discharge planning service again, and to recommend it to 
others. The scores on the Client Satisfaction with Care 
Survey remained consistent at follow-up interviews at one 
month and at six months. At one month post-discharge, 
67.7% of the participants were receiving at least monthly 
mental health services, with most reporting 2 or more 
contacts since discharge. A small number of participants 
made it clear they wanted no further mental health contact 
or services as they were leaving hospital. These findings are 
consistent with the recommendations included in the 
recommendations of the Hospital Report Series (Lin et al, 
2001) and are also consistent with the goals of Bluewater 
Health and Sarnia-Lambton CMHA . At the six month 
follow-up interview, 16 people (66.2%) were still receiving 
mental health services at least once per month. These results 
show the discharge planning and care are consistent with  
the targets identified by Lin et al (2001).

Responses to open ended questions regarding the discharge 
experience were analyzed using Leininger’s ethnographic 
method (1985).While participant reported receiving regular 
follow-up care form a general practitioner, a psychiatrist and/
or a case manager, many identified a desire to have some 
form of counselling or psychotherapy in addition to the 
supports that were in place. Specific areas were identified  
that participants wanted help with. These included stress 
management, anger management, employment/vocational 
counselling, and substance abuse counselling. A few people 
also identified a need for help with developing social skills  
so they could increase the amount of social support in their 
lives. Only a small number of people reported receiving 
formal peer support (16%) at the time of discharge. This 
dropped to 14% by the time the one month interview took 
place, but had increased to 31% at the six month interview. 

While readmissions did occur, there were few of them.  
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Table 2

   ACuTe CARe TeRTiARy CARe* 

   (n=36) (n=390)

 Marital Status: Single 44% 52%

 Education: High School + 94% 37%

 Employed (FT, PT, SE) 48% 13%

 Age: First mental  30 years 21 years 
  health contact  of age of age

 Mood Disorder 72% 40%

 Schizophrenia 16% 40%

* (Forchuk et al, 2005)
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At the one month interview, one person had been readmit-
ted. At the six month interview, people were asked if they 
had experienced a readmission since the last interview. Two 
people reported that they had been back in hospital. These 
represent a 3% readmission rate at one month, and an 8% 
readmission rate at six months. The findings in the sample 
support the lower readmission rate reflected by the adminis-
trative data. 

Housing is an important part of settling back into the 
community after a mental health admission. All participants 
reported being housed at one month and at six months. 
Almost half (45%) were living with a relative. The woman 
who reported living ‘on the street’ as home at the time of 
discharge, was housed in an apartment at the time of the  
one month interview. 

Level of functioning and symptom severity data were 
collected using the Colorado Client Assessment Record 
(CCAR). The mean scores were around 6.00 at enrolment, 
6.06 at one month, and 5.88 at six months, on a scale of 1 to 
9. This score indicates overall functioning is between average 
and moderately low functioning for this group, as assessed 
clinically. This score supports the need for continued mental 
health services for the people being studied. Overall problem 
severity averaged 5.08 at enrolment, 5.23 at one month, and 
4.70 at six months. These score translate as being between 
slightly moderate problem severity (4) and moderate 
problem severity (5). These scores also support the need for 
services for this group. 

Quality of life was assessed using the Lehman Quality of 
Life Interview(Brief). This questionnaire uses a self rating 
provided by the participant. Score can range from 1(terrible) 
to 7 (delighted). The average quality of life reported was 4.25 
at enrolment, 4.53 at one month, and 4.10 at six months. 
These scores indicate participants rated their quality of life 
consistently in the slightly positive range. Participants also 
rated their physical health and their emotional health. Scores 
for physical health were between 4 and 5 at all three interview 
times. This means they saw themselves as healthy physically, 
but not overly so. There is room to improve overall physical 

health for these people. Scores for emotional well-being were 
consistently between 3 and 4, indicating people saw them-
selves as slightly unwell emotionally. Given they are people 
with identified mental health problems, this is not unexpect-
ed. There is a great deal of room for improvement in their 
emotional health. As the purpose of mental health services is 
to help people attain good mental health, systematic measure 
of emotional health is a key outcome measure for assessing 
the effectiveness of programs and services. 

Information was also gathered about people’s work and 
social activities. The data from the CCAR shows that at  
the time of enrolment, 47% of the people reported working 
either full or part time. Another 8% reported being unem-
ployed. The remainder were not in the work force. By the 
time of the one month interview, 29.1 were actively working, 
and 10% were unemployed. At the six month interview, 
48% reported working, with an additional 4 % being 
unemployed. These numbers indicate a drop in employed 
status at one month post discharge. The reasons for this are 
unknown as collecting that information was not part of the 
study. It does suggest that the impact of hospitalization on 
employment needs further study. 

People were asked to rate the quality of their activities with 
other people using the Lehman Quality of Life Interview 
(Brief). Scores averaged between 4.71 and 5 across all data 
collection points. These scores indicate general overall 
satisfaction with the kinds of things they do with other 
people. Satisfaction with the quality of activities one does 
with others helps to promote a sense of belonging. This can 
enhance community tenure through promotion of a sense  
of belonging. 

Although it was the first question to be addressed in the 
evaluation plan, the answer to the questions “Is the model 
meeting the expectations of the agency partners?” is the  
last question to be addressed in the report. Answering this 
question required the other questions be addressed first. 
Members of the research team representing Bluewater  
Health and Sarnia-Lambton CMHA have indicated the new 
service more than meets the expectations that they had. 
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Further Research
This evaluation is limited by the fact that it was made 
possible only after the new service had been in place for a 
year. The best evaluation designs include baseline data and a 
comparison group. This study is also limited in that it looked 
at one geographic location. Results may not apply to other 
acute care services located in larger urban settings or in areas 
where there are multiple hospitals and multiple community 
agencies. For these reasons, more research is needed to 
determine what is the best model for discharge care and for 
what populations is the model effective. Replication and 
extension of the study is needed. Improving the design by 
including control groups and pre-testing to establish a sound 
baseline would improve confidence in the results. Testing the 
community based discharge planning model in other areas 
will help uncover whether the benefits are universal or not. 
The addition of an economic analysis to look at both system 
costs and societal, or opportunity, costs would also be helpful 
to policy makers and decision makers. Keeping people in the 
community as much as possible is important. Keeping them 
in their homes and in their jobs is also important. Knowing 
the costs of these outcomes can help with planning and 
refining services. 

The use of a program evaluation methodology with service 
partners included on the team is a strength in this study. 
Program evaluation methodology has program outcomes as 
the main goal, and allows the partners to improve the 
program based in evaluation findings during the process of 
the evaluation. This allows for timely improvements in 
service for the benefit of consumers. Future studies should 
also include consumers on the research team as they would 
bring insights from the perspective of receiving services. 

One result of comparing the characteristics of the people 
recruited for this study with those of people who participated 
in a tertiary care trial is the finding that they are not the 
same. More study of who is in the various systems of mental 
health care, and how people end up where they end up is 
needed. How do people move from acute care to tertiary 
care? Why do they move? At what age and stage of life and  
or illness do they move? Do they ever move back to acute 
care services after being involved with tertiary care services? 
These questions need Ontario answers in order to assist 
policy makers, decision makers and clinicians with planning 
and with service delivery. 

Additional Resources
Bluewater Health, Sarnia, Ontario 
http://www.bluewaterhealth.ca/

Canadian Mental Health Association  
Lambton County Branch
http://www.cmhalambton.org/
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Appendix A
CommuniTy-BAsed disChARge PlAnning  

PRogRAm: desCRiPTion

The Community-based Discharge Planning program is 
provided by the Canadian Mental Health Association, 
Lambton County Branch in Partnership with Bluewater 
Health. This program began in the fall of 2005, and has  
been successful in reducing the readmission rates to  
Bluewater Health’s Mental Health Unit by 36% according 
to this program evaluation study. 

Through well established relationships with community 
agencies, partnership with the multidisciplinary teams of  
the Canadian Mental Health Association (CMHA) and 
Bluewater Health and in collaboration with the patient and 
their supports, a discharge plan is developed which supports 
successful reintegration into the community. A Community 
Case Management model is used to implement this program 
and provide this service to referred patients being discharged 
from the Mental Health Unit at Bluewater Health age 16 
years or older. The key functions of the Community-based 
Discharge Planning program are to…

•	 Meet with referred patients
•	 Provide a needs assessment
•	 Help the referred patient develop a plan for discharge
•	 	Provide seamless support when transitioning back into  

the community
•	 	Complete appropriate referrals to community agencies  

that meet patient identified needs
•	 	Provide assistance to the referred patient to complete  

necessary paperwork to access community services
•	 Advocate with community agencies for support

 
The referral for the discharge planning service is provided  
by any member of the multidisciplinary team on the  
Mental Health Unit of Bluewater Health, which includes  
the Community Case Manager (CCM) from CMHA. This 
referral is made on the information sharing and documenting 
system used by Bluewater Health, called Medi-tech, which 
the CCM has access to. The CCM will check this system 

daily for referrals and connect with the referred patient  
on the Mental Health Unit independantly or through  
introduction by the Patient Care Coordinator. In the event 
where a patient is identified as needing the service provided 
by the CCM, however was discharged before having been  
introduced to the CCM, a call can be made (if consent is 
given) to the individual at their residence to offer discharge 
services, focusing on services that provide support to the 
individual in the community.

The referred patient will most likely be visited by the 
CCM within 24-48 hours of the referral, depending on the 
patient’s level of wellness. If an individual is quite unwell at 
the time of referral, an introduction is likely, however the 
building of the discharge plan will wait until the patient is 
feeling prepared to participate in the process. 

Once the patient is referred an informal session will take 
place explaining the role of the CCM and the services 
provided. This session always includes the patient and often 
family members, or other patient-identified natural supports, 
especially when the referred patient is young and managing a 
first episode of a serious mental illness. 

The social worker on the Mental Health Unit will often 
organize a case conference including the psychiatrist, social 
worker, CCM, any other professionals associated with the 
care of the patient and the patient’s natural supports. This 
conference provides an opportunity for information sharing 
and collaboration to better assess the needs of the referred 
patient. With this information the process of identifying 
services and offering referrals to appropriate community 
agencies to meet the identified needs can begin. 

The CCM will continue to meet with the patient in 
hospital and, in collaboration with the patient, will identify 
the social and mental health needs to be met. Once the needs 
have been identified, the CCM will provide referrals to 
outside organizations, including CMHA. Not everyone will 
meet the eligibility criteria for ongoing support from 
CMHA, however meeting the criteria for ongoing services at 
CMHA is not necessary to receive the discharge planning 
service from CMHA. 
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This discharge planning program is delivered using a 
community case management approach and therefore case 
management services are provided. The CCM will assist with 
all immediate needs such as shelter, finances, and nutrition. 
This can include retrieving and filling out necessary paper-
work for Ontario Works, Ontario Disability Support 
Program (including Special Diet Allowance and Community 
Start-Up Benefit), Canada Pension Plan (Disability), 
applications for housing, applications for identification cards 
(Social Insurance Number, Health Card, Birth Certificate), 
applications for Trillium or other medication coverage 
possibilities and transportation and support to visit food 
banks. If the referred patient has identified a need for 
ongoing support after moving back into the community, 
referrals will be made by the CCM to appropriate services in 
the community. Such services may include but are not 
limited to, the Inn of the Good Shepard, Family Counselling 
Centre (FCC), Sexual Assault Survivors Centre, social work 
services at North or West Lambton Community Health 
Centres, private psychotherapy services, the Program of 
Assertive Community Treatment (PACT), CMHA and the 
Consumer Survivor Association of Lambton (CSAL). If there 
are addiction (not including concurrent disorder) concerns 
or physical needs to be addressed (home care, nursing home), 
these referrals will be made by hospital staff.

Crisis support information is provided to the referred 
patient regarding how to access the Lambton Mental Health 
Crisis Line or hospital emergency services in case immediate 
support is needed and the CCM continues to be accessible 
for information and referrals. To ensure seamless entry to 
services in the community the referred patient will remain a 
client of the CCM until immediate needs are met and/or 
links to community resources have been successful.
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Appendix B
insTRumenTs

The Demographic Questionnaire consisted of a series  
of questions about personal information to allow for a 
description of the participants who contributed to the study. 
It asks about age, education, marital status, diagnosis and 
current medication. It also collects information about age of 
first contact with mental health services, age of first hospital-
ization, total number of hospitalizations, length of current 
hospitalization, was this admission a readmission, and length 
of time in the community before this current admission. 

The Discharge Process of Follow-up Questionnaire-
Criteria for Degree of Treatment Implementation Form 
(CIQ-CDTIF) was developed in the earlier investigation 
(Forchuk et al, 2005) as a specific measure of the degree 
implementation of discharge care. Originally designed for 
measuring an out-reach model of transitional discharge 
support, it has been modified for this project. It is based on 
an interview with the client as to what services they have 
received. The two parts of the discharge support are  
captured, peer support and support from Discharge Case 
Management staff, rated on 4-point scales and then totalled 
for the total implementation score. Peer support has been 
found to have a significant impact on post-discharge 
outcomes in other studies (Forchuk et al, 1998; Forchuk et 
al, 2005). This will be controlled for in this study in order to 
evaluate the unique contribution of the service model being 
evaluated. The Discharge Process of Follow-up Question-
naire part of the tool also has a number of open ended 
questions that allow the respondent to describe there 
experience in their own words. The internal consistency  
for the Degree of Treatment Implementation Form, as 
determined by Cronbach’s alpha, on the previous study  
was determined to be .79. Inter-rater reliability was .86.

Colorado Client Assessment Record (CCAR) is used to 
assess the Level of Functioning, Severity of Illness, and 
Physical Health Status. The CCAR has been used previously 
as an outcome measure for persons with chronic mental illness 
(e.g. Bartsch, Shem, Coen & Wilson, 1995) and program 
evaluation (Durbin et al, 2004a; Herman, & Mowbray, 
1991). It measures cognitive, social and role functioning, 
which is frequently impaired by chronic mental illness. The 
CCAR is designed to measure problem and illness symptom 
severity in a standardized manner across diverse psychiatric 
diagnostic groups. Herman & Mowbray (1991) found 
internal consistency on individual scales ranged from 0.64 to 
0.95. The purpose in collecting this information will be 
descriptive and to allow adjustment for between-group 
differences if some groups are treating clients with more 
serious difficulties). The version of the CCAR to be used was 
adapted for use in Ontario by Goering et al (1999). It was be 
interviewer administered with interviewers being trained using 
the training program developed by Forchuk et al (2005).

The Client Satisfaction with Care Survey was developed 
specifically for this evaluation. The World Health Organiza-
tion [WHO] (2000) recommends questions specific to the 
program or service being evaluated will provide the best 
feedback from clients. It asks participants to rate their 
satisfaction with their influence on their discharge plan, their 
satisfaction with the plan, would they use the service again 
and would they recommend the service to others. Answers 
are captured on a 7-point scale ranging from extremely 
satisfied (7) to not at all satisfied (1) for the first two ques-
tions, and ranging from extremely likely (7) to not at all (1) 
for the second two questions. 



Jensen et al. (2009) – SEEI Phase II Report

21

Lehman Quality of Life (Brief) (Lehman, 1988; Lehman 
et al, 1993) was used to assess quality of life, housing, and 
involvement in meaningful daytime activity. Lehman, 
Postrado, and Rachuba (1993) describe the questionnaire as 
being administered through a structured interview that elicits 
a self-report from the respondent. It provides a broad based 
assessment of the objective and subjective quality of life in 
several areas: living situation, family relations, social  
relations, daily activities, finances, safety, legal problems, 
work and school, and health. There are 143 items in total. 
Internal consistency reliabilities range from 0.79 to 0.88 
(median=0.85) for life satisfaction scales, and from 0.44 to 
0.82 (median=0.68) for the objective quality of life scales.  
A demographic questionnaire will be used to collect informa-
tion that will be used to describe the population. Administra-
tive databases will provide information about length of stay, 
admission and re-admission rates prior to the implementation 
of the new service, and during the time of the evaluation 
project. The Client Satisfaction with Care Survey will allow 
participants to score their satisfaction with the service. The 
questions were developed to specifically meet the need for 
information about the service being evaluated.
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mARiTAl sTATus:
   Crosstab
   Sex
   Female Male Total
marital Single/Never Married Count 11 5 16
status  % within Marital Status 68.8% 31.3% 100.0%
  % within Sex 55.0% `31.3% 44.4%
  % of Total 30.6% 13.9% 44.4%

 Separated/Divorced Count 5 3 8
  % within Marital Status 62.5% 37.5% 100.0%
  % within Sex 25.0% 18.8% 22.2%
  % of Total 13.9% 8.3% 22.2%

 Married/Common Law  Count 4 8 12
  % within Marital Status 33.3% 66.7% 100.0%
  % within Sex 20.0% 50.0% 33.3%
  % of Total 11.1% 22.2% 33.3%

Total  Count 20 16 36
  % within Marital Status 55.6% 44.4% 100.0%
  % within Sex 100.0% 100.0% 100.0%
  % of Total 55.6% 44.4% 100.0%

level oF eduCATion:
    Crosstab
    Sex 
   Female Male Total
highest level Grade School Count 0 2 2
of education  % within Highest  
   Level of Education .0% 100.0% 100.0%
  % within Sex .0% 12.5% 5.6%
  % of Total .0% 5.6% 5.6%

 High School Count 8 8 16
  % within Highest 
   Level of Education 50.0% 50.0% 100.0%
  % within Sex 40.0% 50.0% 44.4%
  % of Total 22.2% 22.2% 44.4%

 Community College/University Count 12 6 18
  % within Highest 
   Level of Education 66.7% 33.3% 100.0%
  % within Sex 60.0% 37.5% 50.0%
  % of Total 33.3% 16.7% 50.0%
 
Total  Count 20 16 36
  % within Highest 
   Level of Education 55.6% 44.4% 100.0%
  % within Sex 100.0% 100.0% 100.0%
  % of Total 55.6% 44.4% 100.0%

Appendix C
sAmPle ChARACTeRisTiCs AT enRolmenT
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emPloymenT:
    Crosstab
    Sex
   Female Male Total
employment Employed (full-time) Count 5 1 6
status  % within EMP_R1 83.3% 16.7% 100.0%
  % within Sex 29.4% 6.3% 18.2%
  % of Total 15.2% 3.0% 18.2%

 Employed (part- time) Count 4 2 6
  % within EMP_R1 66.7% 33.3% 100.0%
  % within Sex 23.5% 12.5% 18.2%
  % of Total 12.1% 6.1% 18.2%

 Self-employed Count 2 2 4
  % within EMP_R1 50.0% 50.0% 100.0%
  % within Sex 11.8% 12.5% 12.1%
  % of Total 6.1% 6.1% 12.1%

 Unable to work Count 0 3 3
  % within EMP_R1 .0% 100.0% 100.0%
  % within Sex .0% 18.8% 9.1%
  % of Total .0% 9.1% 9.1%
                                                                      
 Able to work/ Count 0 1 1
 unemployed % within EMP_R1 .0% 100.0% 100.0%
  % within Sex .0% 6.3% 3.0%
  % of Total .0% 3.0% 3.0%

 Unknown Count 17 16 33
  % within EMP_R1 51.5% 48.5% 100.0%
  % within Sex 100.0% 100.0% 100.0%
  % of Total  51.5% 48.5% 100.0%

Total  Count 17 16 33
  % within EMP_R1 51.5% 48.5% 100.0%
  % within Sex 100.0% 100.0% 100.0%
  % of Total 51.5% 48.5% 100.0%
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PsyChiATRiC diAgnosis:
    Crosstab
    Sex 
   Female Male Total
Broad Substance-related Count 0 3 3
diagnostic disorder % within BDC_R1 .0% 100.0% 100.0%
Categories  % within Sex .0% 18.8% 8.3%
  % of Total .0% 8.3% 8.3%

 Schizophrenia Count 3 3 6
  % within BDC_R1 50.0% 50.0% 100.0%
  % within Sex 15.0% 18.8% 16.7%
  % of Total 8.3% 8.3% 16.7%

 Mood Disorder Count 17 9 26
  % within BDC_R1 65.4% 34.6% 100.0%
  % within Sex 85.0% 56.3% 72.2%
  % of Total

 Anxiety Disorder Count 0 1 1
  % within BDC_R1 .0% 100.0% 100.0%
  % within Sex .0% 6.3% 2.8%
  % of Total .0% 2.8% 2.8%

Total  Count 20 16 36
  % within BDC_R1 55.6% 44.4% 100.0%
  % within Sex 100.0% 100.0% 100.0%
  % of Total 55.6% 44.4% 100.0%
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