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ospitals face a growing challenge of accountability

and scrutiny for the services they deliver. The

Ontario Ministry of Health is demanding objec-

tive measurable outcomes to evaluate efficiency
while maintaining high-quality healthcare. Inpatient psychi-
atric units are not immune to this pressure and need to respond
to the escalating demand for inpatient psychiatric services. As
the provincial psychiatric hospitals prepare to divest and
downsize, inpatient psychiatric units in Schedule 1 facilities
face the challenge of optimizing their service delivery both
qualitatively and quantitatively in order to respond to the
rising demands of the communities they serve. This is
especially crucial for hospitals that have access to only a limited
range of community support services.

The purpose of this article is to outline a utilization
management strategy for inpatient psychiatry that improves
patient care, reduces the readmission rate and increases accessi-
bility to limited beds/resources. This strategy will enhance the
capacity of the inpatient team to meet the growing demand for
their specialized services. It increases accountability for the use
of limited resources and reduces unnecessary delays in service
provision, while unifying a consistent treatment approach
across the service.

BACKGROUND

In the past, hospitals responded to increased demand for
services by augmenting their budgets to meet that demand.
However, as the demand for healthcare services grows, hospi-
tals are left to initiate innovative methods to improve efficiency
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and measure corresponding outcomes objectively. Accountability
is paramount. Anecdotal comments received at Peterborough
Regional Health Centre included complaints regarding no
access to inpatient beds, poor discharge planning and inconsis-
tent treatment practices. There were also concerns in lag time
for response to internal referrals and lack of coordinated
teamwork. Many hospitals are turning to concurrent utiliza-
tion management as a strategy to address issues, recommend
changes and realize efficiencies.

Concurrent utilization management in the hospital sector
is a relatively new phenomenon in Canada and can take many
forms. Principally, utilization management strives to ensure
that patients get the right service, in the right bed, at the right
time based on their medical (clinical) needs. Our proactive
management strategy monitors patients as they move through
the hospital system. The strategy respects each patient’s unique
health problems and monitors the severity of the illness, the
appropriate course of treatment and anticipates future needs
by promoting sound discharge planning. It is individually
based rather than by a diagnostic group or cluster. It enables a
healthy balance between quality care and cost-effective (feasi-
ble) service delivery. This utilization strategy holds clinicians of
all disciplines accountable and provides real-time information
to support appropriate clinical/treatment decision-making and
administrative program change.

To date, there is no published literature on the strategic
introduction of concurrent utilization management in
inpatient psychiatry. Published articles emphasize best practice,
theoretical and clinical advancements and outcome studies of



InterQual ISD-AC is a set of criteria developed and
reviewed annually by physicians and clinicians that
incorporate best practices for acute care. It outlines key
indicators for admission to hospital, ongoing stay and
potential for discharge to community or alternative levels
of care. Itis used to promote discussion about individual
patient care, butis not to usurp sound clinical decision-
making by clinicians. Information on the chart is gathered
on a daily basis and compared to (a) the “Severity of lliness”
indicators to review the need for admission, (b) “Intensity of
Service”indicators to review the need for continued stay,
and (c) “Discharge Screens”to promote discussion as to
available alternative levels of care.

case mix groups (Durbin et al. 1993). The information in
these articles must be incorporated into best practices in order
to provide leading-edge treatment. Peer review journals are
rich with research to enhance knowledge and understanding of
every kind of health-related disorder. Peer review and retro-
spective data analysis demonstrate trends in treatment and
measure outcomes of best practice techniques. These must not
be ignored.

Kalant et al. (2000) describe a comparative analysis of three
concurrent utilization tools and their application as the sole
basis for deciding the appropriateness of days in hospital.
Goldman et al. (1997)studied the validity and reliability of
available utilization tools and found “few differences in the
validity” of the tools as they related to mental health.

Historically, efforts to improve efficiency relied upon retro-
spective data analysis (Goel et al. 1996) and projected benefits
of new technology, medication and treatments. Our concur-
rent utilization management strategy is a defined process in
which each patient’s need for admission to acute care and the
subsequent treatment plan is critically appraised daily. It is
then compared to an objective tool for coding — InterQual
ISD-AC (1999).

There are a variety of utilization management tools
(standards) available. However, for psychiatry the process is as
equally important as the objective tool. Through the review
process, the treatment team is encouraged to objectively evalu-
ate the patient’s condition and treatment plan. Additionally, the
process would enable a systematic review and documentation of
internal and external barriers to discharge and/or gaps in commu-
nity services that would otherwise facilitate discharge.

Other utilization tools such as “clinical pathways” or “care
maps” have been useful in standardizing procedural-based
interventions with predictable recovery patterns (i.e., knee
replacement surgery). Utilization improvements on inpatient
psychiatric units have been thought to be significantly more
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difficult, as there is a subjective component to assessment and
treatment of psychiatric disorders. The management team was
committed to long-term change and clearly understood that
investing in a good process with strategic forethought would
lead to successful measurable outcomes.

GoAL

The goal was to determine if a concurrent utilization manage-
ment review process would improve access to limited inpatient
psychiatric beds/resources, enhance patient care and reduce
the need for readmission, while at the same time reduce the
number of unnecessary delays in service and potentially avoid-
able days of care.

MEeTHOD

Introducing concurrent utilization management in inpatient
psychiatry is a long-term process of change and may take two
to three years of work before sustained change can be observed.
The overall process can be divided into three distinct phases.
First, there is a preliminary phase of organizing and gaining
administrative and physician support for such a process.
Second, data is compiled into a baseline report to show a realis-
tic picture of the team’s functioning and current utilization
practices. Phase three is a proactive phase in which there is
critical appraisal of the patient’s need for admission, the treat-
ment plan and the coordination of discharge planning.

PRELIMINARY PHASE

In order for this concurrent utilization management strategy
to succeed, appropriate resources and long-term support must
be allocated. This requires administrative and medical buy-in
and commitment. Our management team was prepared to
back this process and commit itself to long-term change. The
strategy was not expected to be a temporary solution. It was an
investment in shifting and focusing the goals, purposes and
processes of this acute care psychiatric unit.

Full team participation was essential. As part of the strategy,
“team building” meetings were conducted, and multidiscipli-
nary ward rounds were modified to include all team members.
A tone was set by the management team about everyone’s
responsibility to participate in improving the whole service.
Resistance was anticipated and met with a neutral response
that acknowledged that teamwork was more effective than
isolated individual practice. All inpatient team members,
including the psychiatrists, participate in reviewing all patients.
This aspect of shifting the organization took six months of
planning and meetings with the team. During this phase the
InterQual ISD-AC tool was selected as the criteria set from
which to work. The hospital was already licensed to use the
tool, and it was therefore economical to proceed with this
criteria system.

HospiTAL QUARTERLY FALL 2001 | 61



Peterborough Regional Health Centre

B Merger of Peterborough Civic Hospital and
St.Joseph’s Hospital
Now a regional referral centre
Serves four Southern Ontario counties,
Haliburton, Victoria, Northumberland and
Peterborough
City population approximately 70,000
Regional population of approximately 300,000
Currently 395 beds (28 acute psychiatric beds)
Recent additions include MRI, Dialaysis Service,
Cathaterization Laboratory
Preparing for a new 500+ bed facility to open in
3-4 years

Resources were designated to recruit, train and support a
full-time “Patient Resource Coordinator” (PRC) and a
“Physician Reviewer” for inpatient psychiatry.

BASELINE PHASE

Phase two of this implementation strategy involved the PRC
auditing each patient chart, collecting data and following
patients through the inpatient service for three months.
During this phase the PRC used the InterQual ISD-AC tool
to determine the “Severity of Illness” of the patient, the
“Intensity of Services” and the “Discharge Screen” based on
information solely in the patient chart. Each inpatient chart
was reviewed daily, and data were then reviewed regularly with
the Physician Reviewer for final coding and designation.
During this phase the PRC and the Physician Reviewer refined
the use of the tool, developed a consistent interpretation of the
tool and established a baseline framework from which to evalu-
ate the effectiveness of the overall strategy. No proactive
interventions were initiated during this period despite the
inpatient team being aware of the process.

This was also a time for the PRC to develop credibility on
the unit as an integral part of the inpatient team. This was
done in a non-threatening manner by demonstrating clinical
knowledge and understanding of patient care and an apprecia-
tion of the current mental health system. It was important to
be in tune to the interpersonal dynamics between the inpatient
team members and respond in a neutral manner. Effective
interpersonal skills of the PRC are essential.

Delays in response to internal turnaround times, such as
social work and psychology referrals and other systemic delays,
were noted, including physician discharge order delays. A
“potentially avoidable day” of care was designated when the
PRC and the Physician Reviewer determined there was
evidence in the chart that the patient met the InterQual ISD-
AC discharge criteria.
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At the completion of the baseline phase, data were then
aggregated and presented to the inpatient team for their infor-
mation and reflection. The data were presented by the PRC
and Physician Reviewer in a neutral fashion as “the facts” in
terms of reflecting back to the team their current utilization
practices. The data were met with a variety of anticipated
responses, both positive and negative. Some responses were
dismissive, while others wanted to argue with the validity of
the data. Other team members left the meeting determined to
change their current practice. The strategic action at this point
was to remain neutral to these rebuttals and inform the team
that these aspects of utilization would continue to be
monitored in the proactive phase.

PROACTIVE PHASE

In this phase, the InterQual ISD-AC tool was used to audit
patient charts on a daily basis as per the baseline phase. In the
proactive phase, however, the PRC would ask pertinent team
members informal questions of clarification based on the
InterQual ISD-AC criteria system regarding the patient’s
progress and plan of care. Since documentation was critical in
the process, staff and physicians were encouraged to be clear
and concise regarding treatment progress and discharge plans.
The PRC would identify patients who no longer met the crite-
ria for acute care and/or those patients who were potential
discharge challenges and would review these cases with the
Physician Reviewer.

At the multidisciplinary team ward rounds, open critical
appraisal of the treatment plan was encouraged, and each
discipline was invited to give its own assessment. Patients who
no longer met the criteria for acute care were discussed openly
in relation to their need for continued inpatient care. Clinical
debates in a healthy format afforded team members of each
discipline the opportunity to consult with colleagues and
fellow team members. This type of critical appraisal and direct
questioning would lead to more comprehensive assessments,
clearly stated treatment plans and appropriate pre-discharge
planning. Patients who required readmission would benefit
from the whole team’s input and the team would provide
support and back-up. Psychiatrists would consult with each
other regarding psychopharmacological interventions, and the
nurses, social workers, occupational therapist and psycholo-
gists would participate in the development of the treatment
plan.

The team began to function more effectively and coopera-
tively with clear common goals. Turnaround time for internal
referrals was monitored, and new processes were introduced to
enable social work and psychology referrals to be processed
more quickly and action taken expediently. A greater sense of
ownership developed as these types of internal changes were
generated and initiated and implemented by the staff. The
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general culture on the unit began to shift as individu-
als on the team responded to their personal respon-
sibility as a team member.

Throughout this utilization strategy, it was clear to
the team that the final decisions on clinical issues
would be based on clinical judgment and not on the
data generated with the InterQual ISD-AC tool. The
InterQual ISD-AC criteria system does not usurp
sound clinical decisions of the team members or direct
the actual care of patients. Open, objective critical
appraisal of each patient’s treatment plan holds physi-
cians and all team members accountable for their role
in providing this specialized treatment.

OuTtcoMmEs

As a result of the concurrent utilization management
strategy outlined, there have been rippling influences
across the service. Subjectively, there is clear improve-
ment in team collaboration, open dialogue about
patient care and improvements in documentation
regarding goals of each admission, daily progress and
discharge planning. The team defines when a patient
no longer requires an acute level of care, and there is
greater collective accountability for the use of hospital
resources.

Objectively, there have been significant changes to
note. The number of patient separations has increased
(Figure 1), the average length of stay has been reduced
by approximately three days (Figure 1), the readmis-
sion rate is lower (Figure 2) and the service is more
accessible to new patients who have had no previous
inpatient psychiatric history (Figure 3). There is also a
significant drop in the number of “potential avoidable
days” (Figure 4) and discharge order delays (Figure 5).
The average RIW (Resource Intensity Weight) has not
dramatically changed. More patients are being treated
with essentially the same human and fiscal resources.
The acuity level on the unit is higher as measured by
the increase in “total weighted cases”(Figure 6).

CONCLUSION

This concurrent utilization management strategy
impacts clinicians of all disciplines and holds each
accountable for their contribution to patient treat-
ment. Each admission and treatment plan is
scrutinized and critically appraised, thus raising
quality of care and setting consistent standards regard-

FIGURE 1 N3-Actual Average Discharges per Month vs Actual Average

Length of Stay Source: Nursing Unit Report
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FIGURE 2 Inpatient Psychiatry - Readmission Rates Source:HR Readmit Rate
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FIGURE 3 Inpatient Psychiatry - Number of Patients with No Previous
Psychiatric Admissions Source: HR Readmit Rate
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and to allow for appropriate follow-up to be arranged.

The concurrent utilization management process maintains
accountability to the patient and the organization for effective
use of limited resources. A collective sense of responsibility is
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FIGURE 4 Inpatient Psychiatry - Potential Avoidable Days
(Internal Issues) Source: PRC Data
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FIGURE 5 Inpatient Psychiatry - Potential Avoidable Days
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FIGURE 6 Inpatient Psychiatry - Total Weighted Cases per Quarter

Source: HR Nursing Unit Report
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emphasized, and clinical necessity as the driving force
behind patient length of stay is crucial. The intangible
benefits of this process are many and include team
collaboration and healthy collegial dialogue and discus-
sion. This utilization management strategy will work
for long-term change and help shift a culture of practice
to include everyone’s personal responsibility as a team
member. It requires investment, commitment and
patience. However, the payback will be tremendous. It
is in the strategic process of introducing concurrent
utilization management that achievable and sustainable
results can be realized in inpatient psychiatry. K)
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