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ABSTRACT

Since the early 1960s, the deinstitutionalization of
psychiatric patients from mental hospitals, and the con-
tinuing emphasis placed on the provision of mental health
care services in community-based facilities, has fﬁcused
attention on txe changing care needs of the mentally‘ill.
In response to these changing care needs, and the need to
provide high quality health care in a cost-efficient
manner, seéveral provincial mental health service systeins
are undergoing a.process of reorganization. In Alberta,
regional mental health care planning committees ‘were
recently established to examine approaches for developing
a comprehensive and coordinated regionalized mental
health Caré s;stem. Such planning endeavours require a

»
substantial amount of information ;E/aésist in rational

o
decicion-rakinc. The pre t inve;‘ gation of provincial
and regiongl géne:al hospitai utilization patterns by the
mentally 1ill in Alberta was undertaken to supplement
~thése‘planning information needs.

General g;spital utilization data derived from
PAS separation abstracts for the &ears 1971 to 1982/83,
census populatiorn. data obtained for the years 1971, 1976

and 1981, and population estimates for the intercensal

.years formred the major part of the data base for this
investigation. The overall research strategy focusé@g:l//.
providing a description of psychiatric utilizati

iv



patterns and per capita utilization rates over tjime at a
provincial and regional level. Several analyses examined
service-specific utilization_patterns ané rates by Dbed
type (hospitals/districts with psychi;tric Peds versus
hospitals/districts with only medical beds), diagnosis
and gender. Regional patieny/ﬂ'igin—destination patterns
were examined from both a community-based and provider -
based perspective.

The major findings of this investigation included
the following:
1) General hospital utilization rates per 10, 000
persons, lS_years of age and older, foi all psychiatric
disorders tended to decline during the course of the
study period.
2) The proportion of sepgrations from hospitals Qith
psychiatric beds and hospit;ls with medical beds only
tended to be approximately equivalent over the 12 year
study period. Patient days in hospitals with psychiatric
beds, howevVer, te;ded to be two to three timgs higher
than in hospitals with medical beds only. |
3) O©n an age-sex adjusted per capita basis, residents of
the Edmontan and Calgary mental health ca're regions
utilized the, fewest hospital resources for psychiatric
disorders; resiaents ~of the Fort MCMurfay region éended

to utilize the greatest amount of hospital resources for

psychiatric disorders.



4) Most persons who required general ﬁospital care for
psychiafric disorders £ended to remain in their hospital
district of residence, irrespective of their diagnosis or
the type of care available in their district or region
(psychiatric beds versus medical beds oﬁly).

5) Residents of the majority of hpspital districts in
the Fort McMurray region received between 21% and 50% of
their psychiatric hospital care, in terms of patient
days, in Fdmonton district hospitals.

On the basis of the results of the descriptive analyses,
recommendations were made with respeét to future research

N\

and planning strategies.

vi
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CHAPTER ]

INTRODUCTITON
One  of the most sianificant changes 1t treating the

mentally 111 over the past two decades has been the shift

from the mental hospital as the principal locus of care
to community-based facilities. This chance 1n  treatment
Philosephy  and  practice was stronal y influenced 1ty the

advent of psychotropic medicat icns and the belief that
nwr%aliza(lsnx of the mentally 111 could best be achieved
1n the ceomrunity rather than in isolated institutions.

In response to the changing medival and scclal
service needs Of the mentally 111, and the need ta provide
hiagh quality health care 1n a cost-effective manner,
several provincial delivery systems for mental health
services in Canada have been undeérgoing a process of re-—
organization. In Alberta, recognition of these needs has
resulted in the current effort to fstablish a province-
wide plan for the redeveloprent of the mental health care
system. Long-range planning for the intended functions of
health care services, however, requires an understanding
of their past and present role and functions. This longi-
tudinal study of selected aspects of general hospital
utilization, as one Compoﬁent of the mental health

-delivery system, is intended to suprlement the inforration

needed for rational planning and decision-making.



1.1 Staterent of the roblem

Cver the past 2% vears, numerous patients have been
detnstitutionalfzed from mental hospitals in Canada as  a
result of sucvegsful treatments with psychoact ive
medications and emeraino psychotherapeutic techniques. At
the same time, the(PKUViSi(Hlx‘f community-based care for

the mentally 111 was stressed as being an important factor

1n therr teintearation 1nte normalized roles and
relationships (Frumkin, 1o82). The simultaneous rise of
t he comruntty osychiatry  andg deinstitutionalizaticn

movements in Canada during the 1960s prompted the Canadian
Psychratric Association (CPA) to rass the resolution that
all general hospitals over 200 beds should have 1npatient
psychlatric units in order to provide comprehensive health
care tc¢ the communities they serve (McKerracher & Smith,
1964 .) In addition, the CPA asserted that psycﬁiatriv
units should atterpt to provide service to all types of
psychia*ric patients and to assume responsibility for
their long-term care (1964).

Current Federal guidelines for adult psychiatric
services (Health & Welfare Canada, 1979), Fecommend that
all general hospit@ls should admit psychiatric patients
who can  benefit from active treatment, regardless of
diagnosis or the availability of a staff psychiatrist.
The gquidelines (1979) also state that general hospitals

should provide intermediate and long~term care to

psychiatric patients if a need exists. A similar

J



perspective  was taken by Blair as early as 1969, 1n a re-
view of mental health  servyces in Alberta, .when he
recommended  that the active treatment general hospital
should e regarded as the primary facility for the
treatment of the mentally 111. More recently, a tasy
force to review Alberta's Mental Health Act (Dfewxy, 1983)
recormended that all general hospitals in the province, 3
beds and over, e destionated as facilities tov hold and
treat involuntary patients.

Despite the 1ncrease in treatment responsbiality for
the mentally 111, the role of the general hospital 1n
Canada has never been clearly defined in terms of the
psychiatric care functions it should be providinag to the
cormunlity o©r 1ts relationship with the rest of the mental
health delivery system (llealth & Welfare Canada, 1979) .
The absence of a well-defined role for «aeneral hospital
psychiliatry has teen associated with two key problems in
previovs mental health planning effofts (HHeseltine, 1982):

1. There has been a tendency to respond to unmet
needs by adding facilities and services without examina-
tion af service-specific geographic patterns of -
utilization to determine if existing services are being
used efficiently and effectively. Further, the relation
between resource supply and utlization of mental health
services has infrequently be&n examined.

2. Comprehensive needs assessments, which should

include studies of the level of care, identification of



patterns  of care (1.e. how mental health services are
used), and identification of diagnosis-specific utiliza-
tion patterns have been lackina.

Thus, the need for information pertaining to the
oreration of the mental health delivery system is not only
a prerequisite for rational planning, but it is also  an
ldentified need with respect to establishing the roles of
psychiiatiic services for general hoespitals.

1.2 Obhjectives of the Study

In  response to the problems identified with previous
mental health planning efforts, and the current nee& for
informaticn recardina how and by whom men‘al health
services are beina used, the following objectives wé!%

.
forrmulated for this lonaitudinal stud of >sychiatric
Y psy S

inpatient wutilization of general hospitals in {berta
{hereafter referred to as hospital utilization):

1. To describe provincial trends in hospital
utilization patterns for psychiatric disorders for persons
15 years of age and older: and to further describe
utilization patterns by bed type (hospitals with

.

psychiatric beds versus hospitals with medical beds only),
., diagnbsis, and gender. ‘

2. To descrite regional trends in hospital
utilization 'rﬁfééfgxer time based on Alberta's recently
established mental heglth care planninc regions.

3. To describe psychiatric patient origin-hospital

destination wutilization patterns frort both a community-



based (CB) ana provider-based perspective (PB) by bed type
and reaion.

In orderxto achieve the above objectives, hospital
utilization data and age-sex adjusted population data were
used tc derive the information base for this study. NiFor
analytlic purposes, the focus of this study was  on the
adult porulation (1% years Of‘age and above) since this
demographic group comprises the priﬁcipal users of
psychlatric resources in general hospitals.

o
1.3 Significance of the Study

The need for a clearly formulated provincial plan for
th;N delivery of méntal health services in Alberta is a
major current concern of bath government policy makers and
health «care providers. Of immediate importance are the
[
potential changes to existing mental health legislation
which will likely have a -substantial influence on patterns
of hospital utilization by the mentally ill. Recently
completed studies of péychiatric service needs in northern
Alberta (McKinsey & Company, 1980) and southern Alberta
(Clarke Consulting ‘r;up, 1983) have provided general
information on the status of mental health services in the
province. Based on recommendations from these studies
(1980; 1983), plafs to regionalize mental health care
services - in Alberta are being considered. However,
geocraphic patterns of utilization were not studied in

depth, nor were service-specific patterns of utilization

exarined in relation to the tybPe of care provided.



In view of the above comments, the current
investigation is of sianificance ?n two respects.
Firstly, population-based measures of utilization will

identify trends in rates of use over time and will provide

a basc¢ for estimating future demand of acute care
hospitals by the mentally 1ill for various planning
scenarios. Secondly, the wuse of a patient origin4’

destination method to examine geographic patterns of
hospital utilization will provide an empirical measure of

regiorfal resource use by the mentally il1l.

As indicated, an information base of this type Thas
not previously been compiled in Alberta. Findings from
this study may, therefore, also be useful 1in ' the

formulation of recommerdations for the allocation of acute
care psychiatric beds in regional mental health service
areas, and in the development of guidelines for the role
of psychiatric services in acute care hoséitals. -
1.4 Assumptions and Limitations

To achieve the study objectives, it was necessary to
make the following methodological assumptions.

1. At the aggregate level, the observed demand for
hospital care was assumed to be a meaningful approxima-
tion of need. Although less than ideal, this assumption

4
recognizes the methodological difficulties in estimating
the number of mentaltly il1 in the population requiring

acute hospitalization.

\
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2. Alberta's acute care hospital system fungtions
as a "closed system". As the study population is composed
exclusively of provincial residents who utilize Alberta
hospitals, 1t was assumed that patterns of utilization
wouid be minimally influenced by non-residents or by
provincial residents utilizing facilities outside Alberta.

3. The province «can be divided into mutually
exclusive and exhaustive geographic.areas; ‘as per the
exlsting Ceneral Hospital Districts (GHDs ). 1@ was further
assumed that the aggregation of these GHDs (Could be
accomplished for the idqiijfiéation of r;giohal
utilization patterns.

4. Service-specific patterns of ceneral hospital
utilization by the mentally 111 can be approximated by the
use of bed type (psychiatric beds versus aeneral medical-

surgical beds). A related assumption was that the

complexity or level of psychiatric care provided would te

associated with service-~-specific hospital utilization
patterns.
J
Insufficiencies in the available data% and the

restrictions imposed by the methodology resulted in the
following limitations to the study.

1. Population data were used to derive age-sex
adjusted rates of hospital utilization. As census data
were available only for the years 1971, 1976, and 19€1, it

-

was necessary to use population estimates for intercensal

Years to obtain population-based measures of hospital



utilization.

2. Psychiatric morbidity data based on the
Professional Activity Study (PAS) comprised a major por-
tion of the data base for this study. The most recent data
available from government sources at the time this
investigatipn was initiated were two years old. {onse-
quently, changing patterns of utilization in response to

changes 1in resource supply and location during that twe

kl
/

year period could not be identified.
3. The unit of analysis employed in this study was

based on a count of hospital separations as recorded by

PAS. Thus, readmissions by individual patients could not
. L
»
) . J _ -
be identified, nor could the actual number of individual
Ty
patierts utilizina M acute care hospital psychiatric

services Le determined.

2
4. The diagnostic coding system used in Alberta
underwent two revisions during the study pBriod. These
changes resulted in several differences among codes used
to describe mental disorders. However, as eguilvalent
diagnostic codes were obtained from the Commission on
Professional and Hospital Activities, (the ﬁbverning body

which develops and publishes ‘the diagnostic coding schemes

employed Dy all PAS subscriber hospitals), this was not

considered to b€ a major limitation. AN
5. Ceocodes to identify place of patient origin are
- . : .
recorded by PAS according to their GHD of residence. The

inability to describe the precise geographic location of

<



psychliatric patients was perceived to be a minor

R\limitation as GliDs were assumed to be appropriate for

small area analyses of hospital utilization.

6. The analyses wused in this study relied on

descriptive statistics to summarize important aspectsy of

-

the population and their use of acute care hospitais imn
Alberta for psychiatric care. - Therefore, generalizations
. . . . ) “
beyond the information contained in the data base were not
made with respect.  to projected use of the acute care
hospital system by the mentally ill.
1.5 Defirition of Terms S
The following definitfions are provided to clarify the
L}

technical tegmfnmloqy ployed in this study. To reduce

any amblguity associated with defining mental health

services, definitions wused by Statistics Canada (1980,
A \

pP.9) were cited.

1. GENERAL HOSPITAL/ACUTE CARE HOSPITAL: A  hospital

which provides short-term treatment to all types of acute

care patien’s, including the mentally ill.

2. PSYCHIATRIC UNIT: A separate unit within an acute

care hospital which provides short-term, intensive treat-

ment and care to patients with psychiatric disordeis.

3. NON-PSYCHIATRIC WARD: A section of an acut care
hospital which treats patients with a known or suspected
psyghiatric‘disorder in medical or surgical beds.

4. MENTAL HOSPITAL: an institution which provides‘longj

term trqsfment to patients with psychiatric disorders and

-



may include an agtive treatment unit.

5. SEPARATION: A hospital separation refers to the
3

official discharge or death of an inpatient. \

6. PATIENT DAYS: The total number of inpatient days

counted for patients admitted and separated from an acute

care hospital during a specified time period, usually one
Yyear.
7. LENGTH  OF STAY: The total number of days stay foi

inpatients . who were separated from a hospital during the
reporting year. -
8. AVERAGE 41.ENGTH OF STAY: The average number of patient

days per fnpatient separated from a hospital during a

given year. The average length of stay is determined by

dividing the tctal days stay by the number of separations
during that vyear. |
9. PATIENT ORIGIN: The General Hospital District which
represents the permanent residence of a patient prior to
hospital admission. ’
10. PATIENT DESTINATION: T%e acute care hospital to which
the patient is qdmitted for psychiatric care.
1.6 Format of the Thesis

This investigation of hospital utilization patterns
by the mentally 1ill in Alberta is organized into five
chapters, the first of which éomprised the 1introduction.
The second chapter provides a.éonceptual base for the

study through a selected review of the " literature. The

study methodology is presented-in chapter three while the

10



results and discussion s<ctions are presented In chapter
flour . Finally, a review of the principal fiadinas,
resulting conclusions, ,Qnd recommendat 1ons for further

study are discussed in chapter five.

11
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A SELECTIVE REVIEW OF THE LITERATURE

A  selective review of the literature is presented in

this chapter to assist in the development of a conceptual

framework for the study objectives and methodoloqgy. The
review is subdivided into four sections which focus ona:
1) a conceptual model of hospital utilization by the
mentally il11; 2) aspects of psychiatric utilization
behavidur which are of particular relevance t¢  this
study; 3) a review of previous Alberta-based research
concerned with psychiatric seJ;ice needs; and 4) a review

of patient origin-destination studies and their plannirq
applications.
2.1 Conceptual Model of Utilization

Factors which influence the utilization of health

care services qive been identified in many 'studies. For
RS . : .
example, soci1o-demographic characteristics of the

population as well as the supply and distribution of
health care resources have been shown to be important
correlage;\of health service use (Babigan, 1977; Harris,
1975; Lieberman, 1975; Meade, 1974; Wennberg & Gittelsohn,
1973). Although cgnceptual models of health services
utilization hawve heen deYeloped and tested for various

components of the health delivery system (Anderson &

Newman, 1973; Bay & ﬁestman, 1980;‘Gfiffith, 1978), few

12



have focused spe'cifically on the use of mental health care
services (Williams & Richardson, 1980).

» One model which has frequently been used in the

health care literature as a theoretical framework to study

patterns and trends in utilization (Raasok, 1979;
Romeril-Smith, 1984 ; Williams & Richardson, 1980;
Wolinsky, Coe, Miller, Prendergast, Creel & Chavez, 1983)

is the Organizational-behavioral model of health service
utilization developed by Anderson and Newman (1°73). This
model  (1973) recognizes three interactive factors which
Iniluence utilization: 1) Characteristi(:s of the health
delivery systen;, 2) chanaes in treatment technologies and
societal norims, :and 3) characteristics of individuals
which might predis%)ose and enable them to utilize health
care services.

A'I‘he conceptual‘model of hospital utilization by the
mentally i11, specifically develo;;ed for this thesis, is
based upon the framework originated by Anderson and Newman
(1973). Fu;rther, some of the model's components which are
relevant to aspects of pgychiatric utilization behavior
are drawn from a mental health Planning model formulated
Py Rosen, Goldsmith and Redick (1975). Thi% latter mode 1
assumes that specific demographic and soclo-economic
character;stics of the population put certain members at
highér risk of being admitted into psychiatric care.
The conceptual model ‘developed for this thesis, therefore,

assumes that hospital utilization may be influeng:ed b\): the
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Interaction of environmental and 1ndirvidual determinant s .

) . . o .
The envirenmental determinant4d of hospital ugilization

-~

are defined by three components f the model : 1) the

*
~T

epidemiology of mental 1llness, £) advances in medilcal
.
technology which have altered modes of psychiatric

treatment and practice, and 3) changes in formal
A

M ’ .
leqf\slat 10n, which have influence.d patterns of hospital

- .
utilm®ation by the mentally 111.
] A -

The individual deterrinants of hospital uti1lization

. !

are also defined by three components, all of which are
assumed to predispose or enatl le an individual to utilize
psychiatric services: 1) socio-demoaraphic characteristics

-

such as aqge, Sex, marital status and ‘sccio-economie
status, 2} characteristics of the family and social
support network, and 3)  aspects of the sOCrO-

~

‘organizational environment of the mental health service

, S8ystem which may impact on an indWal's ability te
access care services. ‘4"‘,

The literature review which follows provides a brief
overvie;v of the major research findings pertaining to each
‘component described in the conceptual model. The review
is divided 1into two major sections. Environmental
determinants are discussed in section 2.1.1 and individual
_determiqpnts are discussed in section 2.1.2.

2.1.1 FEnvironmental Determinants of Utilization

The environmental determinants of hospital

‘,u“tilizatioxjx by the mentally ill discussed in the



tollowinag  sectilons ares ') ¢hanges in medical technoloay

and f«\r,lt'nl leaislat 1on, and 2) the epldemioloay of mental

I<
illnesi.

Medi1cal Technolocy and Forral legislation
—_— e e ———— _—— - L kT — -
. . ot g . . ] .
Medical advances made in psychiatric treatment durina
the past 30 years have had an important influence on the
care provided to the mentally 111. Successful treatments
with psychopharnacoleoaic ! agents led te the symptomatic
recovery of schizophrenia, the affective disorders, and

psycheneuroses (Bachrach, 1976: Lipinski1, 1981), and as a

¢
result, to the discharce of numerous patients from mental
hospitals (Bachrach, 1981 - Greenhille, 197Q). As a conse-

iuence of tte intéravtion between changing treatment prac-
tices and the delnstitutionelization of patients  from
mental hospitals, the primary responsibility for inpatient
;sychiatriv care shifted from mental hospitals to general
hospital psychiatric units (Bachrach, 1981:;: Cotton, Bene -
Kocierta, & Cole, 1979; Greenhill, 1979; Sherl & Macht,
1979).

Chrichton (1975) contends, however, that changes 1in

-

the provision of care for the mentally 111 in Canada

I ]
evolved primarily through two pleces of Federal

legislation |/ regarding the funding of health services,
rather tha through medical advances in treatment.
Firstlys the initiation of the Mental Health Grants in
1948 (incorporated under the National Health Gnagts)

-

assisted in the «construction of approximately 1000



psychiatrac ﬂvdy 1n ﬁvnoral hospitals and small
psychliatric institutions throughout éanada by 1959 (AlTod,
& Kedwar d, 1973:  Soderstrom, 1978: Williams & lLuterbach,
1976 ). According to Allodi and Kedwar d (1973) the
establishrent of psychiatric units in general hospitals
funded through this grant program played a major role in
chanolng  patterns  f psychiatric care and Increasing
hospital utilization in the acute care sector.

Secondly, with the introduction of the Hospital
Insurance and Diagnostic Services Act in 1957, federal -
provincial COost sharing arrangements were established for
services provided in general hosbitals (Gelber, 1966 ;
LLindenfeld, 1959) . Costs incurred by provincial mental
hospitals were excluded from  this plan and, as a
consequence, were  borne exclusively ty the provincial
governments (Williams & Luterbach, 1976) . Chrichton
(1975) asserts that shifting the location of treatment
from mental institutions to general Thospitals was,

therefore, strongly supported amono the// provincial

governments due to the financial savings wﬁich could be
realized under this cost sharing scheme.

Current ‘concerns with patients' rights and the
process of compulsory examination and hospitalization of
the mentally ill may also alter patterns of hospital
utilization (Sadoff, 1981: Toews, Prathu & El-Guebaly,

1980). In a recent Task Force report (Drewry, 1983),

which reviewed Alberta's Mental Health Aét, it was

16



recomnrended that Inveluntary hosplitalization should follow
a three-level proaression 1n accord with the principles of
community-based care and the "least restrictive
alternative” (p.62) to pPsychlatric care. The three levels
would 1neclude:
-short-term observation and assessment

facilities within the local community....

medium length hospitalization facilities

within the regional mental health area. ...

extended stay facilities at provincial

psychiatric hospitals (p4).

In order to implement the albove recomrendat ions, the
Drewry Task Force (1983) suggested that all general
hospitals  in Alberta (30 teds and over) be desianated as
facilities under the provincial Mental Health Act to admijt
involuntary fpatientes for exanmination and/or treatment .

Specifically, the Task Force (1983) proposed that

hospitals of 30 to 60 teds, located in snmaller communities

throughout the province, should provide initial
observation = and assessment and be able to detailn
involuntary patients up to 96 hours. At the next

restrictive level, the Task Force suggested that hospitals
within each of the province's mental health care regions
be authorized to hold involuntary patients for assessment
and treatment for periods up to 28 days. In sharp contrast
to current policy and practice, the Task Force (1983)
recommended that commitmenf to a provincial mental
hospital, the most restrictive level, should be viewed as

a last resort for patients whose illnesses are "most



severe o1 chronic” (p-63)° axu? for whom  "all other
facilities in the community have failed in their «fforts
to  help” (p.64). The lenath of ®tay for involuatary
N
patients at provincial mental hospitals would be unlimited
(1983). Inclusion of this récommendation, in a revised
Mental‘\wﬂealth Act for Alberta, would result in
substantially altered patterns of hospital utitization.
Various perspectives have been expressed in  the
literature regarding the degree to which nedical
technology or formal legislation has increased the use of
acute hospitals by the mentally 111. It would appear,
however, that both factors have been instrumental, and
will continﬁe to be important, in alterinc patterns of
hospital utilization for persons requiring psychiatric
care.

Epidewiology Of Mental Illlness

In Canada, it has been estimated that 10% to 30% of
the population experience some type of mental illness at
any given time (Statistics %@nada, 1981), that one in
every six Canadians will require some form of psychiatric
treatment during their 1lifetime (Canadian Mental Health
Association, 1982), and that one in every eighﬁ Canadians
will likely be hospitalized for psychiatfic‘care at least
once during their lifetime (Statistics Canada, 1981). 1t
has also been reported (Statistics tanada, 1981) that
mental 1illness was the second leading cause of general

hospital utilization among the Canadian population aged 20



to 44 in 1978, As 1t 1s generally accepted that
demoaraphic Characteristirs of the population are
assoclated with patterns of hospital utilization
(Anderson, 1976; soderstrom, 1978#), the identification of
tarqget- populations at risk of experiencing ' mental
disorders has 1mportant implications for health care
planning~ and for the allocation of resources.

A fundamental assumption of most epidemioloaical
studies is that the incidence of disease is not evenly
distributed throuaghout the population, but that the
incidence of a specific disease will -vary among certain
demooraphic croups (Kramer, 1975; Mausner & Bahn, 1974
Reid, . 1960). One of the most frequent findings in the
epildemiological literature indicates that the prevalence
of mental illness in the population is hicgher for females
than for males (Gove, 1972; Hulsani, Neff & Stone, 1929:
Lipscomb, 1977; Warheit, Holzer, Bell & Arey, 1976),
particularly for the affectiye disorders (Akiskal & Wwebb,
1983; Bland, 1977; Neugebauer, Dohrenwend & Dohrenwend,
1980; Rosen, Goldsmith & Redick, 1979), and the neuroses
(Dohrenwend'& Dohrenwend, 1982; Rosen et al., 1979). It
has also been found that the rates of affective disorders
in women tend to be higher across all age groups than the
rates . for men (Weissman & Klerman, -1977).

Aithough no consistent sex differences 1in the
occurrence OE, schizophrenia have been reported. in the

literature, it has been shown to be most frequent in young
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adults (Clausen, 1979) with the population aged 18 to 29
being at greatest risk (Rosen et al., 1979).
Schizophrenia, however, ©ccurs  only rarely in the
population (Dohrenwend et al., 1982) and it has been

estimated that only .6% to 3% of the population experience
this 1llness (Dohrenwend, 1980). In Céntrast to  these
findings, prevalénce rates for personality dikorders and
alcohol and drug dependence have repeatedly been found to
be "hicher amono men than among  women (D'Arcy, 1977;
/ .

Dohrenwend et al., 1382; Huisani, Neff & Stone, 1979;
Rosen et al. 1979).

Among the elderly population, the risk of developing
organic psychotic conditions increases steadily with
advancing age (Butler, 1975; Brodl & Kleban, 1981).
Depression has also been found to be a common disorder
among the agéd (Eutler, 1975; Glasscote, Gudeman & Mills,
1977; Health & Welfare Canada, 1982; Butler, 1975), as are
high rates of suicide, which are highest in elderly, white
males, and often associated with depression (Butler, 1975;
Health & Welfare Canada, 1982).

Although the prevalence rate of mental illness in the
elderly has not been firmly established, it 'has been
estimated that approxihately 18% to 25% of this population
group experience some type of mental disorder (Brody &
Kleban, 198i; Dohrenwend, 1980). It is also estimatedtthat
approximately 3.5% to 5.5% of the elderly, 60 years;of age

and older, experience an organic psychotic 1illness
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(Dohrenwend, 1980 ; Health & Welfare Canada, 1982), while
affective disorders and schlzophrenia combined are
estimated to affect only 3.5% of the elderly population
(Dohrenwend, 1980). In contrast, 6% to 10.5% of the
elderly are estimated to experience some type of neurotic
disorder at any c¢iven time (Dobrenwend, 1980).

The above findings, which have been based on rates of
treated illness as well as on community surveys, indicate
that mental illness occurs in a sizeable proportion of the
population. Despite this ol'servation, Dokrenwend (1980)
notes that a consistent finding in the epidemiological
literature’ indicates that, amrong acdults, only & small
proportion of those with identifiable mental disorders are
treated by mental health professionals, either on an
inpatient or outpatient basis. In sum, these studies not
only demonstrate the 1importance of demographic and
diagnostic factors with respect to the potential need and
demand for genecal hospital psychiatric services, but also
stuggest the need to examine individual characteristics of
the mentally 11l which influence their behavioral
responses in seeking psychiatrig care.

2.1.2 1Individual Determinants of Utilization

Individual determinants of utilization are those
variables which predispose and enable persons to ‘utilize
health care services. These factors include certain socio-
demographic characteristics, characteristic of the‘family

and social support system, and the socio—organizgtional
+



environment of the mwental health delivery system.

Soclo Demographic Characteristics of the Mentally 111

According to Selig (1975), factors such as sex,
marital status, soclo-economic status, patient attit
towards the sick role, and ¢haracteristics of so

support networks. influence the mentally 1ill1 pers
perceptions of his health care needs as well as
behavioral responses in seeking care.

With respect to gender, several investiaators
found that females are significantly higher utilizers
health services for psychiatric problems than are m
(D'Arcy, 1977; Gove, 1¢72; Rosen, Goldsmith & Red
1979; warhett, Holzer, Bell & Arey, 1976). This fin

e

has led some authors to suggest that the stron
predictor of mental health service utilizationle is
(D'Arcy , 1977; Gove, 1972). Although the ;T§Era

indicates that age has some influence on the number

pérsons seeking psychiatric care, females-tend to
higher utilization rates irrespective of age.group (D'
et al., 1979; Weissman & Klerman, 1977);

Several theories have been offered as an explana
for this observation. One perspective states that w
are more likely to be mentally ill than men due
increased styess caused by rapid changes in women's r

over the past decade (Gove, 1972). Labelling th
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offers another perspective. This theory states that women

are not biologically more susceptible to developin
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mental illness than men, but rather they are more likely
than men to be labelled as being mentally ill because of
their willingness to admit to illness and seek psychiatrig
care, and Dbecause of the stereotyped responses of health
professionals towards women (D'Arcy & Schmitz, 1979; Gove,
1972; Rasen, Goldsmith, & Redick, 1979; Weissman &
Klerman, 1977).

{in terms of the influence which social roles have on

-
the utilization of psychiatric services, many studies have
shown a strong association betweén marital status and the
likelihood " of being admitted into hospital for care
(Bland, 1982; Blarnd & Orn, 1981; P'Aréy, 1977; Gove, 1972;
P

Mezey & Evans, {270; wWarheit, Holz@r, Bell & Arey, 1976).
According to D'Arcy and Schmitz (1979) £he results, of
several studies have indicated that‘fates of héspitaliza—
tion for mental disorders are lower among married indivi-
duals than among sinqle persons and persons whose
marriages have been disrupted.

In a 1973 study, Redick and Johnson (cited in Rosen

et+ al., 1979, p. 24) found that hospitalization rates

among the U.S. adult population (14 years of age and

older) admitted to all types of psychiatric facilities
were unusually highk for the divorced, separated ana
widowed. Further, the admis;ion rates were higher for
both men and women who lived alone or with other non-

related individuals (1979). Gove (1982) found, in his

review of the literature, that hospitalization rates for



married women with a diaanosed mental disorder were higher
than the rates for married men. In contrast, higner
hospitalization rates were found for men who were single,
divorced or widowed (1972). Findings such as these have
led Rosen et al. (1979) to suggest that marriage 1likely
reduces the risk of hospitalization for the mentally i1l

as the marital partner provides stability and sotial

.

support, and permits the spouse to be cared for at home
rather than 1in a hospital. These findings have also
prompted Bachrach (1975) to conclude that the strongest

predictor of stress related physical and emotional illness
among adult men and women is marital disrupticon.
One final soclio-demographic variable which has

been associated with high rates of mental illness is low

socio-economic status, typically measured in terms of

rncome, education, and occupation (Bland & Orn, 1981;

Dohrenwend &'Dohrenwend,* 1982; Goldberg & Morrison, 1963;

Mezey & Evans, 1970; Miller & Mishler, 1959;: Rosdn,

Goldsmith & Redick, 1979).

2

Various theories have been advanced in an effort to
explain the observed relationship between low socio-
economic status and high rates of schizophrenié and other

serious mental disorders. One theory suggests that
¢

individuals from lower socio-economic backgrounds have a

®,

-

higher  risk of experiencing a mental illness because of
biological and/or sociological deficiencies (Cockerham,

1982). Another possible explanation focuses on the notion

N\



of "social drift” (Bland & brn, 1981; Mezey & Evans, 1970;
Rosen, Goldsmith & Redick, 1979). This theory asserts
that 1ndividuals with chronic and serious mental disorders
cannot compete in the labior market and as a result, drift
into  the lowest sgcio—econwmiv class. Alternatively,
families in lower soci®~economic brackets are hypotﬁesized
to be less willing to Caf§\for and maintain family menltiers
thh serious mental d&#orders and tend to have theiy,
hospitalized (Rosen et[él., 1979).

The theories and %indings regarding soclo-demographic
characteristics of the mentally 11 would appear to
indicate that” social roles and relationships ggso have

, <
some influence on determining an indivicdual's pathways
into psychiatric care.

Family and Social Support Networks

Several studies investigating the association between
the social environment and its impact on the mentally i1l
have shown that social ~and .family factors have an
influence on patient entrance into care (Greenley &
Mechanic, .1976; Horwitz, 1977). These factors Weré also
reported to have an influence on the mentally ill in terms
of their average iéngth ofAhospital stays, their level of
community adjustment, ahd the subséquent .likelihoodi}of
readmission into care (Bland & Orn, 1978; Greenblatt,
Becera & Serafatinides, 1982: wilkinson & C'Connor, 1982).

Over the past decade, increasing attention has been

given to identifying the  characteristics of an



individual's family and social support network which
appear to protect and support mental health (Bachrach,
1981; Greenblatt, Becera & Serafatinides, 1982; Wilkinson
& O'lonnor, 1982). For example, Rosen et al. (1979) note,
ip their review of the literature, that mentally ill
persons who do not live in a familly household experience
higher rates of hospitalization than those who reside in a
family unit. This finding has been most apparent for the
mentally 1ill who iive alone, particularly for males.
Lieberman (1975) has suggested that mentally 111 persons
without family support also tend to over-utilize hospitals
in part lecause other communityv social support services
are lacking.

The notion that  sccial isolation 1iﬁ%reases the
likelihood of hospital)admission for certain mentally ill
persons 1s suvyported by Greenblatt, Becera & Serafatiniaes
(1982). These authors note that the quantity and .quality
of family and social supportvpetworks for the mentally il]
differ from those of the general population's in their
tendenc; to be restricted and poorly formed. Consequently,

the nuclear family and social support network appears to

play a major role in increasing feelings of self-esteem

-

'psychological well-being.

-

While it is important to understand the social

factors that 1lead individuals into treatment, it 1is
Pl N

equally as important to understand how the organization of

and self-worth; which in turn maintain and promote

26



N 2
hospital services may impede an individual's access to
care. [

. . . . ) J
Soclo-Oraany zat ional Fnvironment \

Despite the removal of major financial barriers,

which may impede access to health care services,
Donabedian (1973), arong others (MacStravic, 1978:;
Mechanic, 1978), has observed that t ke socio-

oraanizational environment in which the health delivery
system oOperates may also limit accessibility to care.
Donabedian (1973) defines this environment as,

all characteristics of resources, other than

spatial attributes, that either facilitate or

hinder efforts of the client to reach care....

Of special importance in this context are formal

or informal admission policies that exclude

patients by color, economic ability, or

diaanosis (p.420).

with respect to the mentally ill, the literature

indicates that certain administrative policies have been
developed which restrict admissions to general hospitals
in North America for the chronically ill and the elderly
(Butler, 1975; Greenhil., 197°; Prosen & Toews, 1982).
The prigcipal arqument in support of restrictive admission
policies focuses on the role of the general hospital
psychiatric unit as an acute treatment service which
should ideally serve as many short-stay patients as
possible (Brook, 1964; Greenhill, 1979; Prosen & Toews, |,
1982).

In support of this argument, Prosen and Toews (1982)

contend that the desighated function of the psychiatric



unit  would be corpromised 1f a large number of  patients
with chronic schizophrenia were admitted. "Others arque
t hat admitting the c¢hronically i1l would force the

psychiatric unit to serve as a substitute for mental
hospitals (Flamm, 1979; triedman, 1981; Schulberqg, 1963).
However, Manucci and Kaufmann (1966 ) have found the
ageneral hospital (o play a beneficial role in providing
short-term treatment to certain chronically 1ill patients.
Further, 1n the province of Saskatchewan, which has one Oof
the lowest rates of mental hospitalization in the worl.
(Smith, 1979; wWilliams & lLuterbach, 1976¢), the majority of
psychQEtriv patients, regardless of diagnosis, are
successfully treated . 1n general hospiltals or in the
private sector (D'Arcy & Fritz, 1979).

Elderly persons hLave also been the focus of
restrictive admissions to general hospital psychiatric
units (Eutler, -1975; Sadavoy, 1981; Schwarz;'(gipvel &
Bennett, 1980). Schwarz, Stovel and Bennett (1980);report
that of the seven general hospital psychiatric units
located in Vancouver, British Columbia, "two have set a
mandatory aae limit of 65 or 70 on admissions" ( p.633).
_%Edavoy (1981), in his study of treatment outcomes for
psychogeriatric patients at a Toronto hospital, contends
that many general hospitals in Canada have failed to
recognize the important role they could play iA' providing
acute psychiatric care to the elderly. Restrictive

admission policies aimed at the elderly are not unique to

a



Canada. In the U.u., Butler (1975) r1eports that lLar ae,
teaching hospiatals infrequently  admit psychogeriatrace
patients  despite the well-documented finding that a

large number of the Llderly are subject to emoticnal and
’
. &
mental Jdisorders.
The rationale for refusing admissions to the elderly

appears  to  be based on the assumpticn  that discnarqe

probilems would be created tor general hospitals due to the

chronte naturs of their mental disorders ‘and the lack
“ -
of Support services availlable in the cammunity (Butle:,

1975;  Sadavoy, 19¢1 ). symptoms of depression and acute
brain disorder in the elderly, howevet? are reported to
be similar to symptoms of chronic brain disorder, particu-
larly Sen}lxty (Sadavoy, 1981). Vhile the general
hospital may not necessarily be the appropriate facility
for treatipg all ctronic brain disorders experienced by
the elderly (Butler, 1975), Sadavoy (1981) and Schwarz, et
al. (198C) argue, on the basis of th;ir Outcome measures,
that depression and acute brain disorders suffered by . the
elderly can appropriately ang successfully te treated in
the general hospital.

The administrative policies regarding the curren;
role of the psychia{fic unit in Canada have led Richman
and Harris (1982) +to conclude that general hospitals
selectively admit psychiatric patients who can benefit

from short-term, intensive treatment. Conseguently, a

disproportionate number of patients admitted to



rsychiatoace unitts t end to be represent ed by
"females. . .with neurotic conditions and highly motivatedd,

cooperative patients with supportive and stable families'

(1982, p.12).

2.1.3 Summary

Fnvironmental and individual determinants of
utilization were discussed as part of  the conceptual
framework  for studying patterns and trends 1n  hospital
utilization by the mentally ill. The major findinas

from the llte;dture reviewed 1n the preceding sections are
summar 1zed below.

1. Chanages in federal health care leglislation in
Canada, particularly with respect to funding policies, and

¢ .
medical advances made in the treatment of nental illness
pave had an important influence on the increased use of
acute care hospitals to treat the mentally ill.

2. Estimates of the prevalence of mental disorders
in the pbpulation consistently indicate that females tend
to have higher rates of diagnoseable mental disorders than
males.

3. quividual determinants of hospikal utilization
by thg mentally il) appear to be mosgfs(fbngly associated
with sex and diagnosis. /

4. Restrictive admission policies to psychiatric
units in certain Canadian hospitals appear to limit

accessikility to acute hospiﬁal care for the chronically

ill, particularly séhizophrenics and psychogeriatric
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patilents.

These findinas furthe: suggest that trends and
patterns ot psychiatric hospitalization should be examined
in  terms of the Interaction between patient and provider:
characteristics.

2.2 Selected Aspects of Utilization

Defining  the role of a hospital is critical to the
planning process as 1t provides the foundation for
determining  the appropriate rancve and level of service
needs and programs (Griffith, Pancock & Munson, 197¢ ). In

order to plan programs and services, however, knowledae of
the population to be served and their patterns of utiliza-
tion 1s required. Three factors which have an important
Influence on hospital wutilization are reviewed 1In the
followine subsections.

Firstly, the literature pertaining to the role of the
general ‘Thospital for inpatient psychiatric services has
tended to focus almost exclusively on the psychiatric unit
(Keill, 1981; Moll, 1965; Greenhill, 1979: Prosen & Toews,
-1982). Non-psychiatric wards (NPW) in general hosP{YHGS,
also play an important role in providing care to certain
patients, particularly in non-urban areas of
Canada. Studies pertaiﬁing to the diagnosis-specific use

of NPWs will, therefore,

more comprehénsive e of th7 general hospital's

recent role in treating the mentally ill.

~

Secondly, the chronic or recurring nature of many



mental disorders, and the lack of approprilate  community

support services, has led to repeated inpatient admissions

for certailn patients (Bachrach, 1981 ; Statistics Canada,
1982). A review of the literature on psychiatric readmis-~
sion  patterns in ceneral hospitals will, therefore, not

only provide an understanding of hospital utilization by

this “revolving door" patient population, but will also
assist in interpreting research findinas from the Prresent
study.

Finally, the Troles that cother components of the

mental health service system have played 1n terms of
influencing patterns of hoespital utilization will be
considered. Specifically, the literature pertaining to the
use <t cutpatient services and mental hospitals will be
briefly reviewed 1in termg of their 1impact on general
utilization.
2.2.1 Use of Non-Psychiatric Wwards

The evaluation of service roles for small or rural
hospitals, 100 beds or less, has become the focus of
recent attention in Canada (Alberta Hospital Association,
1982: Black, 1979; Downs, 1980, McQueen 1977). The need
to review the role of rural hospitals has been attributed
to the specialization of medicine and the resulting
concentration of specialist physicians in urban areas
where populaticn size can support a viable caseload
(Alberta Hospital Association, 1982; Fruen, 1982;

Northcott, 1980). Consequently, small general hospitals

T ’



located in rural areas have found it increasingly
difficult to attract specialists, (such as rsychiatrists),
for full-time practice (Downs, 1982). ‘

With respect to the role of psythiatric services in
small general hospitals, Canadian guidelines foi adult
psychiatric services (Health & Welfare Canada, 1979) state
that a need will always exis£ for acute inpatient
psychlatric care. Therefore, all general hospitals should
admit psychlatric patients even if they do not have a
staff psychiatrist. The guidelines (1979) also recommend
that psychiatric units should be established only if there
1s a psvchiatrist on staff. The implication is that NPWs
in  general hospitals should be used for treating the
mentally 111 at & less complex level of care. \

According to Statistics Canada 1(1980), NPWs in
ageneral hospitals treat patients with a "known or
suspected psychiatric diagnosis [but not] in a demarcated
psychiatric unit” (p.9). Patients admi£ted to NPWs are,
therefore, provided care in beds set up for general use
on medical or surgical wards (1980).

In a recent survey of rural hospitals in Alberta,

Heaton (1981) found that a siﬁf;antial portion of the

total workload was devoted to Cﬂ ing for patients with

mental disorders. According to Heaton, the majority of
hospitals surveyed stated that the provision of
psychiatric services was considered ‘"essential" and

“important” (p.18, Table 1IV). Further, the n€ed for
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psychiatric care was given a high priority by the majority
of hospitals responding to the survey, with the exception
of those under 20 beds or serving fewer than 1000 persons.

Despite the growing recognition that NPWs are

providing treatment to a considerable number of the

mentally 111 1in Canada (Heaton, 1981; McKinsey & Company,
1979; Cardillo, 1980), few studies have specifically
examined utilization patterns of these facilgties by the
mentally ill. Only one such study could be found by this

investigator. Findings from this Canadian study (Cardillo,
1980) indicated that the majority, -5€¢.8%, of the
psychiatric separations from general hogpitals in Canada
durina 1975 were frcm NPWs as opposed to psychiatric
units. The findings also showed that patients with
nedroses and alcohol disorders respectively accounted for
36.2% and 3C.5% of the separations. In contrast, only
7.5% and 5.2% of the separations were respectively
accounted ;}r by patients with affective disorders and
schizophrenia. In keeping with the general findings in the

epidemiological literature, Cardillo (1980) reports that

the proportion of separatiohs for males and females were

substantially different for the mgjorrdiqghostic groups.
For the neuroses ana affective disorders, approximately
728 to 73% of the separations were accounted for by
femaies, whereas 80.7%\\?f the separations related to
alcoholism were accounted %or by males.

Cardillo (1980) also found that 56.3% of the
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patients separated from NPWs

lenath of stay of less than 7

stays exceeding one montg.

findings, it woJld appear
units in Canada

psychiatric
-~

during 1975 had an average

days, while only 4.3% had
On the Dbasis of these
that hospitals without

are providing short-term

A ~ .
\psichiatric care to patients with relatively less severe

disorders.

2.2.2 Psychiatric Readmission

Patterns

in General

The community oriented approach for the provision of

psychiatric care

lL.Luterbach, 1976 ) was prompted

that long

the chronicity

likelihood for successful

the community (Allodi &

\

Arboleda-Florey, Pablc &

appropriate conmmunity
deinstitutionalized mental

adequately planned (Bachrach,
& Cole,

1979; Scherl(’&

consequence, numerous

in Canada during the 1960's

stays in mental Hospitals tended to
of psychiatric
reinteqration of patients
Kedward,

Kadlec,
.support

hospital

Macht,

patients

(Williams &
by the growing recognition

reinforce
illness and decrease the
into
1977;

Bachrach, 1979

1982). However, the

services to assist the
patients were not
1981; Cotton, Bene-Kociemba
1979); and, as a

experienced repeated

admissions to hospitals (Arboleda-Florez, et al., 1982).

According to Pablo,

majority o{ utilization
psychiatric

only one facility,

there is a lack of informa;ion

studies

typically a mental hospital.

Kadlec and Lamarre (1982), the

which have examined

readmission patterns have tended to focus on

Although

in the literature regarding

Hospitals
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readmission patterns to general hospitals, readmission
statistics for psychiatric units in Canada were published

by the Federal government (up to 1981) in special annual
reports (Riley, 1982).
In 1978, for example, Statistics Canada (1981)

reported that of the 63,134 admissions to psychiatric

units in public general hospitals, 29,087 (46.1%) were
readmissions. A  breakdown of readmission patterns by
diagnosis revealed that patients with psychotic and
neurotic disorders respectively accounted ’fur 13,111

(45.1%) and 10,109 (34.8%) of the readmissions.

One study which examined psychiatric readmiission
patterns on NPws and psychiatric units has recently been
conducted in Alberta (Arboleda-Florez, Pablo & Kadlec,
1982). This study identified a cohdr of 2,325 psychotic
patienté who were separated from a g;neral hospital in
Alberta during 1973, and who experiegced no readmissions
to a mental hospital during the six year study period
(1973 to 1978).

Findings of particular relevance to this study
indicated that of the 2,325 psychotic patients admitted to
general hospitals in Alberta during 1973, only 812 (35%)
were admitted more than once during the six year study
period. Of these 812 patients, more than half, or 421
(52%), had only one readmission; 169 patients (21%)

experienced two readmissions. The remaiming 222 (27%)

patients in this group had three or more readmissions
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during the study period. With respect to readnission
patterns on psychlatric units and NPWs, 479 (34%) of the
1,415 patients treated only on psychiatric units

experienced one or more readmissions and 188 (24.6%) of

"N
the 765 patients treated only on NPWs had one or more

readmissions. Thus, 75.4% of the psychotic patients

admitted to non-psychiatric wards and 66% of the psychotic

patients admitted to psychiatric units had onl one

admission during the entire study period. Readmission data
for patients admitted to both types of facilities were nLt
provided. |
These findings not only provide a better perspective
on how ageneral hospitals in the province are being used}by
Y ' i |
certailn patilient aroups, but they may alstv provide some
indication of the relative wvalidity of per capita
utilization rates calculated in this study for persons
with psychotic disorders. ©On a broader level, however, it
;hould be noted that patterns of utilization on
ps?chiatric units and NPWS may vary as a result of the
nuTber and types of hospital beds and alternativer mental
health services available in different geographic areas.

L

This aspect of inpatient utilization is considered in the

following section of the literature review.
2.2.3 Use of Alternative Services
Community~-based approaches to psychiatric care stress
~

the importance of providing intearated and comprehensive

services to the mentally ill (Bachrach, 1975; Gittleman &

)



Blumberqg, 1975: Moran, 1980). As noted by Williams and
Richardson (1980), “mental health care includes a diverse
range of services" (p.305). These services c¢an be
provided in hospital settin§§ for inpatients, 1n
ambulatory care clinics for outpatients, - and in day or
night programs for partially hospitalized patiénts. Ca{e

can also be provided in non-hospital based settin?s
through puplic health departments, private practioners,
and cowmqﬁﬁ?ya.clinics. Studies investigating the
influence of alternative services on patterns of mental
health service use are recelving increasing attention
(Williams & Kkichardson, 1980) as the availability and
adeguacy of alternative services in a community appea:r to
influence the  demand for inpatient hospital care
(Bachrach, 1975, Moran, 19€0).

In one southern U.S. study, Ames (1978) found that
the creation o¢of a psychiatric unit in a rural general
hospital significantly altered patterns of mental health
service use. Findings from this study indicated that the
availability of a "new resource [to area res}dents]...
provided an effective alternative to the state menta]l
hospital for persons in need of hospital care" (p.791).
During the first three years of the psychiatric unit's
existence, admihgsions to the state mental heospital
decreased by 45% in the catchment area a@_care shifted to
the general hospital. Further, in the .county where

coordination between the psychiatric unit and the
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community mental health centre was greatest, increased
referrals to the general hospital served to decrease
mental hospital admissions by almost 60 per cent (Ames,
1978) .

In another U.S. study, Babigan (1977) found that the
establishment of a community mental health centre (CMHC)
1n  one Néew York county decreased inpatient wutilization
rates in the catchment area's mental and general
hospitals. This decrease in hospital utilization ;>(r(‘x1r're<i
despite the addition of 50 acute care psychiatric b;ds in
the catchment area. The investigator (1977) attributed
this decrease 1n inpatient utilization to the incieased
use of outpatient services made available in the new CMHC.

ks noted by bachrach (1975), <changing modes of
practice end treatrnent philosophy appear to emphasize the
use of outpatimnt psychiatric services over inpatient
care; however, wrer inpatient care is required, treatment
in acute care hospitals is favoured over admissions to
mental hospitals. To illustrate this éhanqe in treatment

philosophy, Bachrach (1975) cites U.S. statistics which
~

show that in 1955, at the start of the
deinstitutionalization movement, outpatient services
accounted for only 10% of patient care episodes. In

contrast, during 1972, 42% of all psychiatric patient care
episodes in the U.S. were treated in the outpatient
services sector (Bachrach, 1975).

In Saskatchewan, LaFave and Vandenham (1979) report
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that Jdischarae rates as well as readmission rates to
\
provincial  mental hospltals have decreased steadily since

196 3. [lurinag the same time period, however, utilization

of outpatient services as an alternative to hospitaliza-

tion continued to 1ncrease. The use of alternative

psychiatric prourams has also  increased in  Alberta.

Between 1976 and 1981-1982, the number of visits to
\\ .

deneral  hospital  outpatilent clinics and dav  or night

hospital programs rose by 71% (from 14,533 to 24,265

visits) and 82¢ (from 27,986 to 54,032 visits)

respectively (AHMC, 19€2). The establishment of regional

fental health clinics (RHMCs) by the Department of Sociil
N . \ ~ ->
vervices and  Community Health also had an  important
£ .
.\‘
1influence on alterinyg patterns of ' general hospital
utrlizat Lon. In 1279, for example, RHMCs provided care to
—
apprcxh\ately 7,100 patients in comparison to the 2,200
; :
treated [i1n general hospitals (McKinsey & Company, 1980).
4 . .
Based on these research findings, several
investicators have conclud@d that the availability of
|
alternative services influences the demand for inpatient

[)

psychiatric care. Moran (1980) states,: howevér, that

"there 1is no widely accepted or intuitively reasonable

model of inpatient-outpatient dynamics available tc guide
planners” (p. 10) 1in assessing the potential need or

demand for inpatient care.

. Q
In an attempt to quantify the impact of outpatient

4

and .other alternative services on the demandéd for inpatient,



psychiatric care, Moran (1980) studied uti1lization
patterans 1n 171 general and psychiatric hospitals in the
Veteran's Administration (VA) health system in the U'nited

States. Within the VA system, health insurance benefits to

veterans cover all inpatient, outpatient, and other
alternative serviges. Thus, cost 1s not considered to
impede  access  to  care. Two principle hypotheses were
tested in  this 'study: 1) that averaae lenath of stay
(ALOS) would be shorter in hospitals with mor e

comprehensive outpatient and alternative services, and 2)
that this effect ﬁkuld be strongest for patients with
longer-terrm, nore severe psychiatrivvillnesses. Hospiltal
size, staffing and occupancy rates were also examined as
these variables are usually associated with length of stay
(Moran, 1980).

Moran's (1280) gindings supported the above two
hypotheses. Specifically, ALOS was reduced by 50 days for
psychotic patients in hospitals which provided four to
five alternative rprograms in.comparison with hospitals
which provided only two alternatives to inpatient care.
As predicted, these eﬁ?;cts were smallest for patients
with short stay, non—stchotic disorders. In addition to
the increased availabff{ty of alternative programs
provided 1in the larger VA hospitals, these fiﬁdihgéMWere
partially attribfited to the diagnostic mix of the

patients. In the VA system, as elsewhere, the more

serious cases are usuallyxreferred to psychiatric or

A
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mental hospitals rather than to General hosprtals. With
Q

lespect to staffina, Mot an found that chanaes 1n the

numte and mwix of statt had less effect on ALCS than the

numler and varlety of alternative services which were
avallalble, even when occupancy rates were ot haigh.
0N the basi: f these findinns, Moran (1980) arcued

that a rrincipal Jdeterminant of infatient hospitalization,

(when health Insurance tenefjts ar e equlvalent ACT Os s

treatment settings), Is the Marray and capacity of
" . -

alternative services (p-24) which are availalle to “the

pat ltent.
2.2.4 Summary l .

Selected aspects  «f  hospital utilization were
exanined 1n  this chapter, with reference to specific
diacnostic grcoups  and type of  hospital care. The
principal findings in the literature reviewed on the us
of psychiatric units and.NPwS, readmission patterns, and
the impact of alternative serVices on inpatient
utilization are summarized below.

1. It would appear that NPWs in Canadian general
hospitals treat a substantial number of patient§ with
diagnoses of neurosis or alcoholism. Of these patients,
the large majority treated for neuroses and alcoholism
tend to be fémales and males respectively. Jurther, the
majority of all patients treated on NFWs tend to have an
ALOS under one week.

2. Readmission patterns to general hospitals in
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Alt e ta appeat to be lower than the  Canadlan averooge.
Natironal statisatios for 1978 1ndicated that 45¢ ot the
Leadimissions, to psychiatrnlc units were accountedd tor by
Patilents with psychoti1c disorder s. In comparison, durina
1o7 3 ta 1978, anong - a  cohort  of  psychotic patients

hospirtaliczed  in Alberta, well over one half had wnly/'hne
admission  te psychiatile units, while three fourths had
only one admlission to NPEWs.

i The nunbet and!

type of outpatient and  alternative
mental health services available in a communilty appears to
be an mmportant facteY in reducing the use  of Inpratilent
hospital services.
.0 bsychiatric Service Needs in Alberta

Si1nce 1969, three major studies of psychlatric service
needs have teen conducted 1n Alberta under the ausplces of
the provincilal «aovernnent (Rlair, 1969 ; McKinsey &
Company, 1980 Clarke Institute oof Psychiatry: Consultine
Group, 1982). All £hree of these studies were
comrmissioned 1n  response to the existing problems with
Alberta’s mental health care system: 1) the fragmentation
of services, 2) resource shortages and, 3) the apparent
inabllity of the system to meet the needs of the mentally
111 in the province. Recommendations to regionalize,
mental health services, and to develop a comprehensive
information system to plan, monitor and evaiuate mental
health services were made in each report. In the rost

recent reports, (Clarke Institute of Psychiatryé

Consulting Groups, 1983; McKinsey & Company, 1980)



redomrendat 1ons were rade to Ceslanate psychiatric  units
for the purpose  of  holding  and  treating involuntary
patients. The  ma jor tindincs and recommendat ions from
these reports which are relevant to this 1nvestigation are
reviewed below.

2.3.1 The hlai1l Feport

The Blair FReport (1969)  was  one of the fir1st
comprehensive studies of mental health services to be
conducted 1in Alberta. It was 1n this study that

recommendations reagarding the increased use  of aeneral
hospitals for the care of the mentally 111 in Alberta were
first made. Specifically, Plair stated that:

Active treatment general hospitals are

strategically located throughout the

Province. They are the corrunity health

centres for their localities. They

require only improved facii}ties and

the availalbility of psychidtric

consultation for their effective opera-

tion 1n the mental health field (p-154).
In  contrast to earlier recommendations made by the
Canadian Psychiatric Association regarding the establish-
ment of psychiatric units in all general hospitals of 200
or more beds (McKerracher & Smith, 1964), Blair
recommenced that wunits be established in all Alberta
general Thospitals of 100 or more beds (1969). He also
stated that the ' number of dedicated ' psychiatric beds
should comprise 10% of a hospital's total bed complement.
Although Elair's notion of utilizing general hospitals as

the primary facility for treating the mentally 1ill was

well founded, his estimate of the number of dedicated



psychiatric  beds requlr ed 1n the general health care
systemn  vas  not determined by the results of  populataion-

Lased studies or patient origin-destination studies.

/

/

As noted in the Introduction to this study, previous
mental health planning efforts have tended to  focus  on
addina  resources and services without careful assessment
of  whether current resources atre belng used efficirently
and effectively (lieselt ine, lawl). Hlalr (1969} appeared
to recocnlre thls also as indicated 1N the followinag
statenents:

The present syster has simply grown,
not avcoerding to any systematic,
lonc-rance plan, not well hrased on
teli1ab le data ccncerning population
trends and the incidence of i1llness,
and not takince adequate account of the
irpact o the nmanagement of mental
1llness of drugs introduced years auo.
The soluti-n to mental health problems
in Alberta has for a long time been
to provide more mental hospital beds (p.39).

To assess the need for additional resources 1n
general and mental hospitals, Plair examined aqeneral
trends in utilization. However, the statistics published
in the Blair Report to describe patterns of hospital
utilization were limited to a brief overview of provincial
data. For general hospitals, these data comprised only
the number of separations and average length of stay for

. -
patients with 1) psychoses, 2) neuroses and, 3) all other
menta.l disorders, categorized as .behavior disorders,

during the years 1961 through 1966. As reported by Blair,

the number of psychiatric cases treated 1in Alberta's



general hespitals steadily increased from 4,797 in 1961 to

7,588 1 1966 the ALCOS remained relatively constant at
1.5 and 12,0 days despiate the increase in  cases. Blat:
(1969) concluded that although more psychiatric patients
were belng admitted to general hospitals, ‘they were not
lona-stay patients. Of  particular interest are the
draimatlc  decreases in the number «f separations for the
psychoses and neuroses bhetween 1965 and 1966. Althouah
not discussed by Blair, the published data show that for
the psychoses and neuroses, the number of cases steadily

1

1increased between 1961 and 1965, and then both -suddenly
decreased by 75% in 1966. In contrast, the number of
casecs for  the hehavior disorders continued to increase
during the s1x year period, but showed an increase of 3353
between 1965 and 196c6.

Blair pointed out that the opening of thé Foothills
Hospital 1n  Calgary durinc 1966 resulted in care being
provided to an additional 170 psychiatric patients in . the
acute care sector. This figure provides some evidence for
the assoclation between resource availability and patterns
of utilization. However, Blair makes no further reference
to the dramatic changes in the diagnostic composition of
the patient population, {likely due io changes in
diagnostic codes), or to the seemingly disproportionate
increase in the number of cases compared to the number of
patients. Also, per capita rates of utilization were not
derived for these longitudinal data. Thus, no comparative

information was given for the increase in utilization
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relative  to the Increase 1n population durina this  tine

perlod. It would appear, therefore, that when examininua
trends 1n uti1lization -1t 18 necessary to report
utilization 1ates following adjustments fou changes in

both  diagnostic codes and the demographic composition  of

the population.

Sulbseqgquent to  a detatled review and assessment Of
exlstina resources, Blai: proposed that mental health
services should be regionalized. Four levels ot care were
proposed  for each region. The general hospital was

described as belinc in  the second of these four care
levels. The first level would comprise non-hospital hased
cormrunity services, while the third and fourth levels
g -
respectively would conpr ise auxillary and mental
hosyitals, arnd nursing homes and other special homes.
Blair (19€69) recommended that all patients who could not
successfully be treated in the first care level shoulc be
referred to the "nearest active treatment general hospital
psychiatric unit" (p.45). Admission policies, according
to Blair, would initially be open to all diagnostic groups

except those patients with diagnoses of alcohol psychoses

or 1nvoluntary patlents. It was suggested that these

patients be referred to the provincial mental hospitals.
Despite the recommendation that mental health services be
regionalized, nc sugoestions were made as to where the
regional boundaries should be located. In sum, the Blair

.

‘Report advocated that Alberta's general hospitals were to

+
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be the praincipal locus of Inpatient care for the mentally

111

Iarina  the decade that followed the publication of

N

the Blair RKeport, ,many of the recommendations pertaining
to general and mental hospitals were implemented (McKinsey
& Company, 1980) . Specifically, numerous beds 1in the
provincial mental hospitals were closed down which
resulted in large reductions of their inpatient census.
In addition, new rsychiatric units were established in
three Edmonton oceneral hospitals (McKinsey & Company,
1980), and one unit was established }n Medicine Hat
(Clarke Institute of Psychiatry: Consulting Group, 1983).
However, licKinsey et al. (1980), report that mental health
professionals “viewed the proaress made durina the 1970's
to be insufficient in terms of establishing a well-
integrated and coordinated system of care. As a result,
the cgovernirent of Alberta funded two additional studies of
psychiatric service needs in 1979 (McKinsey & Company ,
1980) and 1982 (Clarke Institute of Psychiatry: Consulting
Group, 1983) to examine essentially the same problems
which existed some ten years earlier.
2.3.2 The McKinsey Report

In 1979, at the request of the Edmonton Hospitals
Psychiatric Study Committee, a study to investigate the
need for psychiatric care in northern Alberta was
undertaken by McKinsey & Company (1980). The major focus

of the study was on the city of Edmonton, although
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northern Allerta was considered. The study methodoloay
provided a de.scriptive overview of  population orowth
trends and resource availability 1in relation to various
demographic and specilal patient groups. In addition,

utilization patterns for hospital and community services
during 1979 were broadly reviewed.

The folldwing were amona the major recommendat ions

made 1n the study: 1} the number of psychiatric beds 1n
ceneral hospitals be increased over the ensuing decade,
and that all psychiatric units should be destanated to
admit and treat involuntary patients; 2) all hospital and
community-tased outpatient proarams should be enhanced,

and that treatment should be provided in ambulatory care
facilities whenever possible; and 3) mental health
services should be regionalized regional centres located
in Fdmenton, Grand Prairie, Fort McMurray and St. Faul.
The recommendations made in the McKinsey Report
(1980) were based on a survey of exlsting resources which
indicated that the "overwhelming majority” (p.8-3) of
specialized services, including all psychiatric beds, were
located in Edmorton during 1979. In addition, a cursory
examination of patient referral patterns revealed that a
small minority of the rural population in northern Alberta

were using these resources, despite the fact that they

comprised 47% of the population outside of Edmonton.

Several problems resulting from the availability and

distribution of psychiatric resources in northern Alberta



were also 1dentified in the McKinsey Report. Specifically,

shortages of acute psychiatric beds and outpatient
w

proqf%ms were reported to exist for the adult population,

16 years of age and over. Further, this population group

was sald to place the highest demand on the systen.

According to the McKinsey Report, the lack of
outpatient prougrams in northern A}berta resulted in the
increased demand for admissions to psychiatric units.
However, tecausge of the ed” shortaces, the majority of

psychiatric patients were admitted to medical or suraical
beds. The 1nvestigators reported that,

Occupancy rates for the [Edmonton] general

hospitals were close to 90% on average in

1979 which is near maximum practical capacity

(p-€-6)....because of the pressure for

additional admissions, patients are discharged

before they are fully ready to go (p.6-7).
Similarly, the ﬂsﬁ;n§9r~Report stated that because there
are insufficient after-care facilities and alternative
Frograms in the catchment area to which patients can be
referred, discharces from inpatient beds can also be
delayed. As discussed previously, the lack of alternative
community mental health services would tend to increase
hospital wutilization and increase length of stay (Moran,
1981). In sum, the McKinsey Report stressed that a
coordinated, long-range plan for mental health services

must be developed in order to meet the psychiatric service

needs of the population in Northern Alberta.
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J.3.3 The Clarke Institute Feport

Inn 1982, the Clarke Institute Consultino Group
undertook a study, similar to the McKinsey Report (1980),
to  examine psyvhfatriv service needs in southern Alberta.
In total, 28 recommendations were made with respect to the
planning, monitorineg and fundina of mental health services
in southern Alberta.

One rec®muendat ion,  which is of particular relevance
to this study, pertained to the regionalization of mental
health services. Specifically, the Consulting Group
proposed that southern Alberta lLe divided into  four
regions namely, Celalndxy, Red Deer, Lethbridge and Medicilne
Hat. The boundaries for these reqgions werg made  Ccoter-—
minous with those established by Alberta Social Sérvices
and  Cornunlty Health (SSCH).

With respect to the services which should Le provided
in each of the above mental health reugions, the Consulting

Group (1983) prewposed that,

~

every region provides primary contact

clinics, secondary care in general hospital

psychiatric units, and tertiary care

in a regional facility which serves to back up

the general hospital units and to provide

specialized programs (p. II-18).
In keéping with the philosophy of community-based care,
;he Cansultind Group recommended that primary care te
provided on an outpatient basis in local general hospitals

Oor 1in community clinics. It was ‘also recommended that

care provided in psychiatric units should be no further
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than one  hours  drlve  from the  patilent s place of
resildence.
According  to  the 1nvestigators (lows), the system

envisioned for southern Alberte's mental health service

E

system represented the “state-of-the-art" in current
psychlatric practice. However, the final report also
polnted out that severai problems in achieving this ideal
system exist 1n southern Alberta. For example, communJ;y
Ssupport  and after-care services are severely lacking in

A

urban areas and are nonexistent in rural areas of Southern
Alberta. Acaln, this would tend to place more pressure on
exlsting inpatient programs (McKinsey et al., 1980; Moran,
19¢2). Also, the number of psychiatrists per capilta in
scuthern Alberta is not only below the Canadian average,
1t 12 also "well below the levels of the better supplied
provinces” (p. I1-20 - I-21). The number of general
hospital psychiatric beds per capita in southern Alberta
during 1982 was also well below the Canadian average.
Based on these findings, the Consulting Group stated that,

The shortage of psychiatrists can lead to

inefficient use of psychiatric beds, both

when staff must wait for an infrequently

available psychiatrist in order to admit or

discharge a patient, and when entire units

are closed because there is no psychiatrist

to run them (p.I-24).

In contrast to the McKinsey Report, which recommended
that additional psychiatric beds be added to the system,

the Clarke Consulting Group advocated that consultation-

. liason and_community outreach from the general hospitals



should e strengthened. Also, before any additional beds
are added to the system the Consultino Group stated that
the appropriate community resources must e in place.
Similar to the McKinsey Report (1980), the Consultinag
Group  advocated that all general hospital psychiatric

units should e designated under the Mental Health Act to

hold and treat involuntary patlents. A strong
recommendation was also made regardinag the development of
a comprehensive mental health informat 1on syster to  plaj:,

AN
ronitor and evaluate services. &The authors (19+3) noted,

As we carried out our study, we were
constantly surprised at the difficulty ot
obitalning data and Ly the freguent con-
tradiction of figures from [available]
document to document concerninag the s
facility (p. 111-26). : w

As a result of this difficulty, a lonaugitudinal
1nvestigatlion of trends 1n utilization rates and
geographic¢ jatterns of utilization could not be conducted

by the Clarke Institute team, despite their recognition of
its importance in planning. C"J
2 3.4 Summary

| Three major studies of psychiatric service needs in
Alberta were reviewed. The ma jor findings and
recommencations resulting from theée studies are
summarized below:

1. Shortages of psychiatrists, acute psychiatric beds,

and the lack of alternative outpatient programs have led

to inefficient and ineffective use of psychiatric beds 1in



general hospitals, and have increased the demand for
adkission to psychilatric units.

2. Due to ;hese resource shortageé, both admissions to
and discharges from general hospitals for psychiatric
patients may be delayed. Conversely, high occupancy rates
in psychiatric units and the increased demand for care ean

\

. . N
lead to early discharges, that 1is, before the patient Is

medically ready to be released from hospital care.
3. Mental health care services in Alberta should te
regionalilzed: comprehensive networks of hospital and

community-based <care should te available to residents in
each reacion.

4.’ All psvchiatric units in genéral tospitals should be
desionated under the Mental Health Act to admit and treat
involuntary patients.

5. A comprehensive information base should be established
n{Q//égan, monitor and‘evaluéte mental health services in
Alberta.

Following the recommendations to regionalize meﬁtal
health services in Alberta (Blair, 1969; McKinsey &
Company, 1980:; Clarke Institute of Pq§chiatry: Consulting
Group, 1983), seven mental health regibns were established
in the province by the Depar;ments \of Hospitals énd
Medical " Care and Social Services and Community Health
(AHMC, 1984). Primary, care is available in each region

through regional mental health clinics (SSCH, 19g84).

Secondary «care in psychiatric units is also currently

Y4



avatl lable 11 each [esX 1O (AYIMCO, TAR) L At Present

tertiary  care ! provided throuah the tw6  provinceial

9
&
' é
mental hospitals 10 Ponoka and BEdmonton. According  to

Shonick (1976, p.20), a planninag requirement for reaional-
1z1na  health care services in this hilerarchical fashion
requires, . -

the determination of hospital service

areas, so that 1t can be established

for particular hospitals what area

populations they serve and conversely

for particular areas, which hospitals
¢ serve their populations.

Patient oriagin-destination studies offer one approach to
- . . . . .
the empirical identificatioh of hospital service areas and
service populations. The methods used to examine pationt
flow patterns for this purpose are discussed 1n  the
following section.
2.4 Patient Origin Destination Studies
An essentlal step 1in the planninag process 1s the
determination of the size and geographic extent of the
population served by a hospital (Griffith, 1976, p.39).
The importance of ideniifyinq the hospital service
population is summarized by MacStravic (1978, p.31):
Knowledge of the population to be served
by a given program will determine the
extent of need for service, the likeli- '
hood of utilization, and the volume of ‘

demand expected.

The approach which is most frequently used to link

L] )

patients with the hospital facilities they use is referred
to as a patient origin study (Donabedian, 1972; Criffith,

1976; MacStravic, 1978; Miller, 1976; Shaughnessy, 1982;



\J
Shonick, 1o ) Such  studies provide ecmprrical data on

patterns of hospirtal atilization  ty  measurinag prat tent
testdence  (Grrain) to hospital (destinat ion) flows  ton

small areas.

‘

»

Analyses  of  patient orltaln-destinat 1on tlows have
tocused  on the adentification and measutenent of : 1) the

Influence of ceoaravhic accessibility and certain patilent

and  provider characteristics  on  patterns of hospital
uti1lizatron, D) bospital SelrVvice areas and Se1rVvice
@
poepulatrons, and 2) reagicnal variations 1n Gtalization
rates. This informat i(‘ in  turn, has leen use! to
facilitate the  plannince  and  evaluaticn  of hospital
services. The literature reviewed 1n the foallowina
~

section highlights the najor findinos 1 each Of the above
areas that are relevant to the current investigation.

-
2.4.1 CGeographic Accessitiility and Patient Flow

The 1nfluence o©f spatial factors on pattexn; of

hospi1tal utilization by the mentally ill has beer studied
for well over 100 vyears (Donabedian, 1973; Schler . &
Thompson, 1970). According to Miller (1974), analyse‘s of
patient flow patterns with respect to distance from the
source of care are asdumed to be indirect, but ot jective,
measutfes of accessibility. As a result, Miller states
that for planning purpcses,

distance between the patient's place of

residence and the hospital or other point

of supply of medical care is the most

frequently examined variable in health

services research which deals with patterhs
cf consumer behavior (p.9).



The undier 1yrnyg assurnpt ron 1N many ot the  cartly
spatirtal studles was that fhysiclan referral pl‘\‘tl(‘t‘h, ol
pat 1ent chorce, W b lead to the use of the hospirtal
faci1lity  closest te the patient’'s place  of res1dence
(bonabtedian, 197¢: Miller, 1976 Shoenick, 1976; Studnicka,

.
1976, That ls, pat tent flow patterns  would retflect
distance minimisation beltavior . If this assumption proved

to be emplirically correct, hospitals would be  atle  to

Tdennt by thelr service populations by using  a  distance
Criterton. The populations residinag in geogr aphic areas
wilthin a predeterrined Jdistance fron the hospital could!

then, accordine to Studnicki (197¢ ),
provide the planninag .denominator for
each facility, and the population within
the area could be monitored as to size,
democarephic characteristics, incidence
of diseases, and hospital utilization
(p‘.b79).

The literature indicates, however, that factors otf'ier
than distance minimization hehavior are Operative 1n
exvlalninc geocraphic patterns of hospital utilization. I
the mental health care literature, the earlrest study on
the effects of distance bhetween a patient’'s place of
origin and mental hospital admissions was conducted in
Massachusetts by Jarvis 1in 1852 (cited in Sohler &
Thompson, 1970 and Joseph & Boeckh, 1981). Jarvis'

»
criginal findina, that an inverse relationship existed
Fretween nmental hcspital admission rates and the patient 's

distance from the hospital, has been replicated

internationally (Sohler & Thompson, 1970) and is referred



/
to o as Jarvieis ' o law (¢cite ! 1n Ponel ediran, 19 /76). Within the
prast few decades, however , several resear cher s (BRarr,
19447 Dear, 1977 Joseph, 1979 Joseph & RBoeckh, 19#81:

Mellsop, Lago; Smith, 197¢6; Sohler & Thompson, 1970

Sohler, 1970; Stern, 1977;:) have attempted to expand upoa
.
and refine Jarvis' lLaw by studyinag this distance decay

effect I conjunction with selected patient and  provide:
. Y . 3
characteristics. ot the varlables studiled, the
Interactive  eftects  of  dlaanosis and level of cate
tequlired consilstently appeared te modify the 1ntluence of

distance  on patterns of utilizat ton by the mentally 111
(Dear, 1977; Josernh & Boeckh, 1981 Mellsop, 1969; Person,
190v6; Sohler & Thdmpson, 1970).

rot exanple, In a stady of poychratr i admission
rates to a multi-level mental health facility 1r
Xustralia, Mellsop (19¢9) found that total admission rates
tended to decrease as distance from the facility
increased. However, the distance decay effect was
weakened 1n patients with the more severe psychilatric
disorders. Specifically, in the geograrhic areas 100
miles frdm the facility, admission rates for persons with
neuroses and personality disorders were 10% of those for
Persons residing in the area closest to the hospital. In
contrast, admission rates for persons with psychoses were
25% of those for persons residing in the area closest to

the hospital. As the age-sex distribution did not vary

.
-

significantly among the areas studied, Mellsop

hypothesized that differences in diagnosis-specific

\



utilicatioen rates  were not due to differineg morbadrt Y
tates an the pSGpulation. Similar 1esults were found 1n two
LS. studies  which  examined the effects of distance on
{age-sex  adjusted) dtaanosis-specific admission rates to
Wental hospitals (Person, 1966; Sohler & Thompgon, 1970).

In  a Canadian  study, Joseph  and Boeckh {(19861)
analyred t he effects of distance O dxaqﬁ0815~bpgv1f1v
adpulssion rates to ol mental and general hogplitals an the
Petertorouct,, Ontarre mental health catghment ar ea .

'tocnoses for outpatlents wetr e not . avallatle.

Consequent ly, admlssions for the outpatient Jroup  were:

analyzed at the aceregate level. lMtacnoses feroeinpatients
were  divided Into  two  groups: 1) the more serious
dlainoses, schizophrerniia, affective psychoses, and
varanold  states; and, 2) the less ser1ous Jdiaanoses,

neuroses, alcoholism, personality disorders and other non-
psychot ic nental disorders. As expected by the
lnvestigators, the analyses 1ndicated that &kstance decay
effects were most proenounced for bothﬂthe outpatient aroup

and the inpatient group with the less serious diagnoses.

In contrast, the smallest effects were -measured for

inpatients with the more serious diagnoses.
Interestingly, these effects appear to be maintained for
patients requlring only outpatient care for mertal
disorders. For example, Dear (1977) found thrat diagnosis-

specific utilization rates for persons utilizing

outpatient psychiatric services in Lancaster s Pennsylvania

SO



tented ton decrease for the less severe disorders as therr
distance from the outpatient facilities tncreasel. With
resoect to this  genernally  common finlina 1n the
literature, Joseph and Boeckh (1981) stated,
for the least severe [mental] disorders,
treatable usually on an outpatient basis,
utilization rates are likely to be
stronaly [influenced] by distance-sensitive
flows.... Even for moderately serious
[conditions], not usually treatable on
an out-patient basis, it is possible that
fthe family or physician] may be reluctant
to place the individual concerned at a
distant 1nstitution. However, for the
most severe disorders, illness and the
Imperative for treatment is invariably
recoanized reaardless of distance from
potential sources of care (p. 396).

While the above studies employed physical distance as
a me@sure of accessibility, several researchers (Bosahac,
Parkinson & Hall, 1976 - Drossness & L.ubin, 19366 -
Marrinson, 1964: Morrill & Farickson, 1969), have asserted
that travel time 1s a more accurate measure of access for
studying the impact of distance on patient flow patterns.
However, McGuirk and Porell (1984) criticize some of these
earlier studies in that they tended to ianote the role of
physician referral practices and/or the availability of
alternative services in modifying the distance decay
effect. McGuirk and Porell, therefore, developed a
spatial demand model which attempted to acéount‘ for both
of these variables in measuring the effects of physical
distance and travel time on patterns of hospital

utilization.

Admission patterns (counted in terms of patient
LY



trips) to hospitals in Allegheny County, Pennsylvania
were analyzed for four service cateoories:\ 1) obstetrics-
gynecology (OB-GYN), 2) medicine-surgery (MED-SURG), 3)
pediatrics (PED), and 4) psychiatry (Psy). McGuirk and
Porell (1984) found tWaf, of  the four services,

psychiatric patterns of utilization were least influenced

by differences in access whether measured by distance or

t ime ; in contrast, MED-SURG and PED admissions were most
influenced. When time alone was used as a measure of
access, .r\’.<*(3uix}: and Porell found that “"hetter statistical
fits were obtained"” (p.92) for all services with the

exception off p Chiatry. When distance alone was used as a
measuxe] of access, the influence of physician referral
practices showed a significant positive association only
for psychiatric admissions; large, negative correlations
were found between the physician linkage varlable and MLD-
SURG and PID admissions. The authors hypothesized that
the,

greater the choice of physicians close

to a community, the lesser the like-

lihood of choosing one who is affiliated

with a particular hospital (p. 91).

As the distribution of specialist physicians and
resources tend to be concentrated in large” metropolitan
areas, patients requiring specialty care have generally
been found to travel longer distances ;han those requiring
general medical care (Ciocco & Altman, 1954; Morrill &

Earickson, 1969; Sharp & McCarthy, 1971).

In summary, the abcve studies demonstrated that the
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severity of 1llness, the level of care required, and the
functional organization of health services interact with
cgeoaraphic accessibility in  influencina patient flow
patterns. Consequently, the determination of hospital
service areas and service porulations cannot solely rely
on a distance minimization assump{ion. The methods which
have been developed to determine hospital service areas on
the basis of actual patterns of patient flow are reviewed
tn the following sectjion. |
2.4.27 Pellineation of Service Areas and Service Populations
“Planners and researchers have tended to use three

distinct aprroaches to delineate hospital service areas:

1) normative, 2) administrative, and 3) empirical
(bonabedian, 1973:; iacStravic, 1978; Shonick, 1976 ). The
delineation of normative service areas is based on

theoretically determined criteria and relevant data which
result in optimizing health care delivéry, such as reduced
travel time or distance. The administrative approach
defines hospitel service areas on the basis of existing
geographic or political subdivisions, such as census
tracts or townships. Such an approach does not take into
account existing patient flow patterns and has,
therefore, not been found as useful for planning purposes
as the empirical approach (Shonick, 1976). The empirical
approach wutilizes data based on actual patient origin-
destinaﬁion flows to identify the size and geographic

extent of a hospital's service area and service popula-



tion. It 1s this latter approach which is of particular
relevance to the current research objectives.

OUne of the first studies to use an emplrical approach
to delilnecate service areas was conducted in the state of
Pennsylvgnia by Ciocco and Altman (1954). Fach service
area was conceptually defined as being relatively self-
sufficient 1n meeting the health care demands ~of  its
resident population. The pfincipal ojective ©f the stﬁdy
was to develop a set of indices for dellneating medical
service éreas hased on patient origin-destination data for
physician, hospital, and maternity care. Administratively
defined boundaries (counties) were used to .measure patient

flov patterns ancd to construct mredical service areas for

each of the three data sets. Although Ciocco and Altman
accepted the cressing of bouncary lines in the process of
obtaining medical care as a given, the problem in

delineating self-sufficient service areas became one of
deciding,

when the movement of patients from one

county to another [would be] of sufficient

magnitude to characterize the first county

as "dependent" on the second (p.1l1). \\
Based on the observed patient flow patterns, Ciocco and
Altmgn defined dependent counties as those which had 6% or
more of their residents seeking care in other counties.
The dependent county would then form part of the service

area of the county receiving the highest percentage of

its' patient outflow. As expected by sthe investigators,

63
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the medical service areas obtained by applying each of the
three indices showed o high degree of consistency. Ciocceo
and Altman’'s major contribution, however, was in revealing
the importance of assessinag the adeqeacy of available

resources 1IN a given areaq in terms of the actual

poffulation served.

The use of empirically defined, self-sufficient
service areas as an objective measure for determining ~
regional Lesource requirements was also recommended in a

1962 study by Poland and lLembcke (cited in Donabedian,
1973, pr-482-483, Griffith, 1972, pp. €8-79, and Shonick,
1976, ErT. 65-68) . Similar  to  the procedures used by
Clocco  and  Adtman, FPoland and Lenmbcke employed a 5%
criterion for aqqxeqatinq dependent townships. The finai
boundary lines drawn around service areas, however, were
based on the assumption that patients were equally as
likely to utilize hcspitals in the service area as any of
the other hospitals outside the service area. Poland and
Lembcke's attempt to delineate mutually exclusive service
-areas in the predominantly rural state of Kansas was not ;
successful. An examination of the patient flow patterns
for speeific diagnostic classifications revealed that many
patients with conditions requiring more complex levels of

" care, bypessed geographically closer hospitals to obtain
care at facilities with the appropriate resource mix.
Consequently, Poland and Lembcke' hypothesized that a

hospital's drawing power over long distances would tend to



be stronaly assoclated with 1ts concentration of specilalty
services.

While the preceding studies attempted to dJdelineate
mutually exclusive service areas for one or mor e
hospitals, several researchers have focused on detern,\inirm
service area boundaries for individual facilities
(Drossness, Reed, & Lubin, 1965; Morrill & Farickson,
1968, Meade, 1974). For example, Meade (1974) developed a
mathematical \J"gravity model” to approximate patient flow
patterns in the rural state of Idaho. Similar to Polanpd

and Lembcke, Meade theorized that the areater the size and

ranae of services available in a aiven hospital, the
crealer would Pe its drawing power over adjacent
facilities. In other words, larger metropolitar area

hospitals, wilth rcre technclogically complex resources,
would likely attract patients from longer distances than
would smaller rural hocpitals. Based on this assumption,
service area boundaries could then be drawn on the points
of maximum distance between two facilities wheré the
larger of the two would exert its attractive force. A
comparison of hospitgl service areas determinedA from
.actual patient flow data with the servicehaggqgirobteined
with the gravity flow model revealed a 96.5{ match. Meade
not‘&, however, that the success of the model in
estimating actual patient flow patterns might be llmited

in metropolitan areas. In f_he‘aredominantly rural state of

' DY o
Idaho, where distances between hospitals @re great, the



larage majority of patients were found to utilize the
faci1lity closest to thelr place of residence. As a result,
service areas for individual hospitals would have less of
a tendency to overlap as they would in urban areas.

The delineation of mutually exclusive service areas
for ur ban hospiltals has continued to present
methodological problems to researchers (Studnicki, 1976 ).
Studnicki  has summarized these prolilems 'y noting that :

Patients, especially in metropolitan areas,

are not distributed to hospitals in an

optimal spatial pattern (p.680)....

(Consequently, in] large cities and their
surrounding urbanized areas, the effect of

physical accessibility on the distribution

of patilents to hospitals becomes confused

by the large nunber of alternative hospitals,

the relatively small distances between

cholces, and the large numbers of patien!s

serviced (p.681}).

. ‘

The need tc estimate hospital service populations
without relying on a predetermined geographic service area
was recognized by Griffith (1972). Griffith noted, for
example, a basic weakness in the Poland-Lembcke procedure
was the use of an arbitrary 50% criterion to determine "in
the service area or out” (p.75). By employing this
procedure, the tendency for hospital use to diminish as
the distance from it increased was ignored. Consequently,
the proportionate contributipn to a hospital's service
population of patients residing in distant communities was

not acccunted for in Poland and Lembcke's equal-likelihood

service areas.

L ]

As a solution to this problem, Griffith (1972)

!
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proposed  the use of two 1ndices which would estimate the
slae and  geouaraphic  extent ot a hospital '« service
population  irrespective  of patlent origin. Griffith

referred to these 1ndices as a relevance 1ndex (R.1.) and
a commitment index (C.1.). To facilitate the computation
%
of  these indices, Griffith emnployed a matr ix format to
identify each small area (rows) and hospital {(columns) in
the region being studied. The row-colunn intersections
would then provide Criffith with an estimate of the number
ot patlents (adnaissions) comina fror a4 given comnmunlity who

utilized a particular hospital in the study area. Py

obtalning the percentage of total admissions generated by

-

-

a given area {tow total) to a particular h(»spital,
Griffith was ctle to derive a cet of R.I. valugf(§ each
hospital. The R.1.s, in turn, provided an indication of
the geographic extent of a hospital’'s service population
by showing tr tendency of each community to utilize that
hospital. To estimate the size of the hospital's service
population, the set of R.I. values were simply multiplied
by the corresponding small area population and summed.
Similarly, Griffith obtained a set of C.I. wvalues to
estimate the degfee ~to which the resources of a _given
hospital were utilized by a particular community. The
C.I. wvalues were derived from the percentage of - total
admissions to a given hospital (column total) generated by

each snall area.

. 1
Bay andg Nestman (1980) refinecd and expanded



criffith’'s  service population aodel . In this Alberta-
based study, Bay and Mestrnan were able to Jdemonstiate ¢ hat
hospital service pooulations could be  estimated, unden

certain homoaeneity assumptions, without directly definina
a Servivev AT eq . A further refinement of Griffith's
approach was Bay and Nestman's use of service population
O resource commitment matrices, usina patient days and
hospital separations, to estimate RIs and Cls. Their model

also  permitted them to proportionally distribute each

hospital s resources to each district served by that
N

~

hospirtal. By examinina various confiaurations of the
service pobulation and resource commitment matrices, Bay
and  Nestman developed a method for comparina  per capita

resource allocation and utilization rates on  an Inter-
hospital and inter-district basis. In so doing, they were
. ’ ) ) 5
also ahle to demonstrate the utility of the service
popula*ion model as a provincial or statewide plannina

}tool, rather than focusing on individual hospitals as
~PTLEfith did.

On the basis of these research findings, 1t appears
that for regional planning purposes, and fOr conducting
comparative analyses of hospital utilization rétes on a
regional basis, the ser¥%ice population model developed bv
Griffith (1972) and Bay and Nestman (1980) would be

applicable to the current investigation.



2.4.3. Small Area Analyses of Utilization

. LAY
Small area analyses  of patilent flow pratterns are

recoanized  as  belng a useful method  fop assessing the
relationship between characteristics of health care
delivery systems and the populations they Safve. As a

N

prerequisite foi rational planning, however, it has been
demonstrated that a reliable estimate of the population
served by a glven set of resources  must be derived
- ®
(Griffith, 1972; tay & Nestman, 198®5r More 1m¢01xantly,
A ~
any evaluation of patient /community d‘%d‘ provider
characteristics among small areas requires the use of age-
sex adjusted per capita rates ov&r a specifiled time
period, 1f meaningful comparisons are to be made (Bay &
;ﬁh
Nestman, 1980 and 198&84; Carstalrs, 1 ; Kessler, 1983
Shauctnessy, 19833.
R

In conducting small area ahalyses, Carstairs (1981),
among others (Holzer, Jackson & Tweed, 1981), has pointed
out that the definition and selection dg small areas for

population-based.  analyses is dependent upon the research

objectives. For example, from a national planning

perspective, a census division may be defined as a small

area. In contrast, at a local community planning level,
enumeration blocks or census tracts may ‘be considered
appropriate small areas for comparative purposes. Taube
(1970) notes, however, that the acgregation of utilization
data for large regional areas tends to mask significant

variations in -utilization patterns. Conversely, = the

smaller .the areal unit of analysis, the greater will be

Y



the tendency tor pat lent out flow f1 o the atea. ln erther
Case, rwm}JIIHWHS.Mf Ctilization rates will e iased ot
only by g he s1ve of the area chosen tor anal ysis, but alao
Ly variations 1 Yhe sizes of these areas, the .

avalrlability of resources witinin each area, and the healtw

j\f )
Care needs of the area’'s populat ion. Comparat ive analyses )
o f gecorap e varlat rons in uti1lization rat es must, '
therefore, tely on certain homoaeneity assumpt tons (Ray &
Sestran TOMe, g ).
Similar to  the selection of a geoaraphic unat for
L d

analysis, the approach taken in conductinag small area

analveds depends upon the research quest 1ons belna  asked
(Carstairs, 1981}: Yhauchnessy, 19817, For comparinag small
ar@a  variations 1 health service utilizatior r1ates, a

community-based (CE) cr prédvider-based (i'fP) apprroach  mav
+

be taken (Shaughnessy, 1961) .. Shaughnessy (1981) provides
a uteful surmary of these “wo ;pproaches which® help to
;Iarify the purpose and procedures of each.

The CB approéchlway be considered a population-based

aprroach in ‘that pef capilta measures of health service

- N a N

utilization are derived for a specific prulétion. For

-

.

this aprrcach, a-. geographic area, such as a hospital
‘dissrict or’ éroup of districts, -isbused to define the
"ca%mgnity" population. Total  hospital utilization
measuréﬁv on_ihis populifion are then obtained across all

service providers, irresp&ctive of hospital locaticn. | To

N C .
calculate the per capita utilization rate, the total

~ -



.

Bt oat1on tigure 1 v dend by the community poperlat yon,
atter ace-sex adjust ment . CHh measur es may then be used {w
assess,, Lot example, whether o specitic communtty popula-
tion experiences hiah o1 ]ow ber capirta utilization rates.

The  TH approach derives bel capita utilization measures

which ar e 1ntended to character1ze provider s, such as
- Q

hospirtals. For this approach, heretore, a spe 1ti1e pro-

vider o1 opoup of providers 1s 1dentified. In contrast t

the Ol approach, the total utilization figure used 1n the

nurerators represents the experlence © of the provide:

areup, net o the coinunity porulat ton. The denominator une..

for  the rate calculation is the service populaticn, the

.

derivation of which 1s tased on the F.1. method descp ) e

by  Graffich (1072}, Pl teasures ma; *hen te used  teo

copaere provider croups on ber capita utillization measures
R ®

Oor surply measures, such as beds per capita.

Shauagnessy (1981) points out that PR measures dre
influenced by the tendencies of a community population to
utilize a Farticular health service. -In contrast, CP per
Capita reasures represent the total utilization experience
of a community population in a specific qeographic area.
CB measures would not, therefore, indicate the relatjiv~
degree to whichk the community population utilized one
provider service over. another. Both' the CB and Pb
approaches can, however, Le extencded to the’comparison of
trenés in per capita measures over time through the use of

' .

retrospective utilization data and population data.

»



Asan examp e, Babaagan (1977 ) used the op appr vach
with lTongitudinal Gata to examine Poayehilotrre  uthlization
rates  within  and  among mental health  catchment areas

(MHCAS) 11 Monroe County, New York in relation to changes

1n the availali1lity of resources. Fsychiatric utilization
data  and  population  data were obtained for each  MHCA
duriha  the period 1960 to 1973, Fer each year and  each
MHCA, the total Mrlization tiragure was divide.d by the
\Syrrespmndlnm total area population to der)ve utilication
rates. These per capite measures were then compatred prio:

te  and following the estab lishment Of  community mental
health centres in three of the 'HCAs . Thus, Patican used!
each  service area as its own control in examinina trends
Inopsychiatric utilization rates over tire. A lirmitation
of  this study was the lack of adjustment for differences
in the population composition within and‘among MHCAs  over
time.

In 'a more sophisticated application, Wwilson and
Tedeschi (1984) wused a CB approach as a means for
examining comrmunity correlates of medical and surgical
hospital use in Michigan. "The total population living
within each (service area] made dp the reference
populations whose hospital use, whether local a{/distant,
was described and analyzed" (p.336). A three step model
was developed to statistically expléin the variation in
small area wutilization rates in terms of case mix,

available resources, Population age and other relevant



v

demoagraphie var rtatbiles 1nf luencinoe hospital use . Pati1ent
days  per 1000 persons (FDRT) was employed as the unit of
anolysis. The Investiaators selected PPRTs on the bhas s
of lts comprehensiveness as a measure of hospital  use;
that 1%, PERTs could be Yhroken down Intoe dischar ge rates
(DSRTS ) and aver ace length of stay (ALOS) . The first step
1N the model 1nvelved an adjustment of the ¢1ude measur es
of  DSRKRTS and ALeS to c<>;1t1m1 for the etfects of  age  ano
Cane mx o dlfterences onone the communlity populations. At
the  second  and thire steps, two regression models wer e
developed to determine how much of the ob'served  varilation
o

1 hospital atilization amonyg the service areas could be
explalndd |9% pop.ulat 1on  characteristics and supply
Characteristics respectively.

The use of pe: carita measures for small area
analyses fron a by perspective has been a primary focus of
the work of Griffith. One of Griffith's ma jor
contributions to health care planning has been 1n
detailing and demonstrating the methods for derivina per
capita measures of utilization, «cost, and quality for
assessing the performance of a hospital or cluster of
hospitals (1978). These methods were later tested in an

. . .
evaluation of hospital performance in Michigan (Griffith,
Restuccia, Tedeschi, Wilson & Auckerman, 1981). Griffith
et al., noted that the methods were “imperfect" and

L

required refinement, particularly in terms of adjustments

for case mix and ottaining more comprehensive data on



quality 1ssues. With refinement, however, Gritfith et al.
stated that PL o per capita measure: would prgvi«ie decision-
makers  with “data from which realistic health care qoals
can be set and achieved" (p.157).

Bay and Nestman (1984), however, used both ihe CB and
PB  approaches in their development of an emplrical method
for--allocatine  acute care heds 1in Alberta hospitals.
Based on the hospital service population mo&el previously
developed by HBay et al. {1980), ace-sex adjusted per
caplita estimates of the becds used by residents in each
district were derived. The set ;f bed distribution
indiceg (BDIs) were then used to coﬁ%are districts in
terms of thelir botential for beinag over or under-tedded.
While the BDIs were found to provide useful information
for comparitive purposes, they did not indicate the decree
to which the per capita bed dis%ribution reasures would be

influenced by patients residing outside the district. fThe

Y, :
investicators, therefore, introduced the use of a service
population index (SPI1) to provide age-sex_ adjusted

L]

estimates of the number of peréons served by each hospi
bed,  irrespective of their district of origin. The SPIs
‘were then used to compare‘hospi{als in terms of their
service loads and their potential for being over or under-
é;paded. Consequently; Bay and Nestman were also able to
demonstrate that the combined use of the CR and PB
proaéhes waould ‘provide the most comprehensive and

liable 5nforma;ion for regional planning purposes.

~J
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2.4.4 Summary

Patient oriain-destinat ion studies were reviewed in
terms of thelr importance in tdentifying a hospital's
service area and service population and deriving per
capita measures of ‘utilization for regional or system-wide
planning [furposes. The major research findinos are
summarized bhelow.

1. Studles of patient flow patterns revealed that the

K

severity of illness, the level of care required, and the
distribution of health services interact with geographic
accessibility in influencing pétient origin-destimation
uti1lization patterns. These findings indicated that the
delineation of service areas and service pOpuiations could
not solely rely on assuwin; distance mi?imization as  the
” ) ,

primary <dJeterrinant of patient flows from residence to
care locations.

2. bBased on these findings, several researchers developed
empirical methods to estimat? the size and geographic
extent of a hospital's service population without direct
reference to specific geographic areas. These hospital
service’ population models, based on RI"and CI measures,
were démonStrﬁtéd as Dbeing usef&l for éggregating
geographic areas, such as hospital districtsl - as well as
hospital service providers to examine per capita measures

. .
of utilizatiqp on a regiqpal rasis.

- - : . {
3. The procedures for comparing small area or regiocnal

measures of utilization rased on the service popula}ion

.
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. !
model were reviewed from both a CB and PB perspective.

Applications ot the CP and Pb approaches demonstirated
‘ - .

their utility for assessing  per capita measures of

utilization with respect to available health care

resources.
2.5 Summrary
Based on  the literature reviewed in  the precedinag

chapter, the following conclusions were reached 1in terms

of the r1elevance and application of the research findinas
to  the current investigation. -
1. The conceytual model of utilization developed for this

thesls suggested that sédveral environmental and individual
determinants of hospital utilization have influenced
psychlatric admission patterns to acute care hospitals
over the past three decades. The utility of this
information for plannina purposes, however, is facilitated
only by an understanding of how and by whom acute care
hospitals are used for the'treatment of mental disorders.
This knowledge has been lacking in previous mental health
planning efforts. As a result, facilities and services
were added to the cate system withdut knowledge of whether

) . .
existihg services were being used efficiently and o

effectively. Given the current mental health planning
strategies in Alberta, which include the regionalization
of servites, the objectives formulated for this thesis

would appear to be timely, as well as relevant. in facili- .

tating rational planninc ard decision-making.



<. The literature review covered several aspects of
hospital  utilization by psychiatric patients in terms of
the 1mportant _imteractirm ;»etween patight démoqraphics and
diagnosis, and service-specific utilization patterns. The
research findings also indicated the important influence

-
that Change%\in treatment nmodalities and the distributiop
of acute care psychiatric beds have had on alterimu
hospital utilizatiorn patterns. From a provincial
perspective, a description of hospital utilization
patterns, trends, and per capita utllizatlon rates by bed
type-, dlagnosis, and gender would, therefore, provide
useful information for system-wide strateqgic -planning
efforts. A provincial perspective on utilization would
also offer an Opportunity to  corpare  the psychiatric
service role of Alterta's acute care hospltals with those
in other jurisdictions.

- 3. As a furtter supplement to the infogmation réquired
for rational planning and decision-making, patient-oriain
destinat\ion> studies have demonstrated threir util.it)}‘ in
explaining geographic patterns. of ~ utilization and

“delineating service - areas and service populations.

ﬁlthpugh 6figin-destination studies have been undertaken

-~
£

to determine correlates of hospital utilization by  the
mentally ill, this method has typically not been used to
delineate hospital service.éreas and service populations,

as mental health catchment areas tend to be administra-

tively defined. Further, a provincial analysis of psychia-

k)
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tric  patient f1low Patterns _has never been conducted ijx
Alberta. Any efforts t "regionalize  ental hea lfh

services in this province would, therefore, benefit fi\$r
information on geographic patterns of hospital utilization
over  time  from both. a dist rict (community—basedj and
hospital (provider-based) perspective. This informat ion
base could then be used to empirically ldentify variations
In recvionral resour ce use by the mentally 111 over time. “aAj,
evaluation .<>‘ the current allocation of psychiatric acdute
care beds Can also be made through the use of bec distri-
bution (BDI) and service population (sp1) ipdices.

In  summary, the‘conclusions reached on the basis of
the literature review indicated that several of the

methods can and should be incorporated into the analytic

bProcedures used in +he current investication.
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CHAPTER 111
MFTHODOLOGY
As discussed in Chapter 1, previous mental health
. [ R . .
plannine  efforts have been characterized by a lack of
\ .o
Information ;on ser vice-specific and diagnosis-specific
. -
Jeodraphic patterns of utilization. Consequently, inftorma-
+
tion  to  assist detision—wakers In  determinina  whether
. AN
avallalbille resources have been used efficlently and bdffec-
tlvely has also been lackine. In recognition of these
problems, and to  facilitate the regional planning
strategies currently beinc developed for provincial mental
health services in Alberta, the following objectives were
formulated for this investigation.

1. To describe provincial trends in deneral hospiltal
utilization for psychiatric disorders by persons 15 vears
of age and older: and, to further descrite utilization
patterns by bed type (hospitals with psychiatric beds

~ - _
. . ~ . L T
Ve&rsus hospitals with medical beds only), -diagnosis, and

gender from 1971 to 1982/83.

2. To describe regional trends in psychiatric utili-

<
4

: /
zation rates over time based on Alberta's : recently
estiblished mental health care planning regions.
) ]
3. To describe psychiatrj patient origin-destination

utilization patterns from a c unity-based and provicder-

based perspective by bed type and by region.
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3.1 General KResearch Strategy ”~
The overall research strateqgy developed f:)x‘ this
thesis focused on- providing a description of hospital
utilization patterns and trends for psychiatric care in
Allerta over time. A service population model (Bay &
Nestman, 1980) -was used to describe provincial and

-

rea{}onal (REG) trends in hospital utilization rates from >

CE perspective. This model was also used to carry out a
: d

patient  origin-destination study to examine service-

specific  (PSY beds versus MED beds) and REG patterns of

s
hospital utilization fromn both CB and PB perspectives.

-

To - provide tgg\must comprehensive description ¢

hospital %ﬁylization 5§Fterns over time, 811 residents of
. \

S

Alberta, 15 years of age and older, who were hospitalized
for psychiatric care durina 1971 to 1982/83 were included

in the study.. Consequently, descriptive rather than
¥
inferential statistics were used to . measure important
. \
aspects of the study population's psychiatric hospital

©

utilization patterns.
A (

HospitaL' utilization data and population=™ data, ob-

93

‘tained through the provincial government, formed th% major .

pért of the data ba;e for the descriptive analezs. In
-addition to being'déscriptivefin nature, this studyA may
also’ be classified as an exp{é}atory .analys;s of
psychiatric hospital wutilization patterns 1in that no

specific hypotheses were formul&ped_with regard to causal

relationships among the variables. Rather, the results of

il

«
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. Al ’ .
the descriptive analyses  were intended te provide the
basa s for developing more precise reseat ch questions o1

hypotheses for sul'sequent investiagations.
B N

" -

s one -of the major goals v()f descriptive or explora-
tery studies 1s to reliably document the cﬁaracterlstivs
of a particular aroup and the frequency of events beinag
examlned (Selltxx; Wrightsman & Cook, 1976), careful

attenticn  must be paid to selectina the apprropriate dJdata
.
and adjustment methaods to decrease the ‘potential for

b»rasinco the results. The data sources and data moaifica-

tion  proceiures used to compile the statistical base for
A .

~

thils thesis are, therefore, Fresented 1n sone detail in
section 3.2. The~analytic procedures correspondling to each
A -

ot the study ol jectives are presented in section 3. 3.

1.0 Date Sources and lata BRase MPevelopment

The principgl sources of data and the procedures for
A :
adjustina these data are discussed in three subsections:
L4

"1) hospital utilization data, 2) population data, and -’ 3) w

‘supplementary data. . ‘

3.2.1. Hesbital Util}zatioﬁ Data
‘Hoéﬁital utilization data for the years 1971 lthrough
Ti982/83 were prgvgged on computer tapes by the provincial
?

government throuch Alberta Hospitals and Medical Care’
(AHMC) . These data form the "PAS (Professional Activity
Study)/Norbidity; File" wused by AHMC to ‘facilitate ghe
planni:g and evaluation of hospital services. PAS data

-~

are derived from medical record abstract forms which acute §
.o & .
/



/
care hospltals complete for each person separated from a
facility. It 1s known, however, that certain individuals
wilth mental disorders are readmitted to hospitals durinc
the course of a year (Cardillo, 1980;" Artoleda-Florez et
B 9"
al., 1982). Certain psychiatric patients may also  be
transferred to other hospitals providing care in
psychiatric units. Consequently, the number of cases o1

separations may be somewhat larder 'then the number of
4

individuals hospitalized.

The PAS data elements used to compile the statlstical

base for this thesis were: l)patient age on admission, 2)
sex, 3) primary diacnosis, 4) lenath of stay, 5) patient
residence defined by ageneral hospital district (GHD), and

. . ‘ ’
€) hospital of patient adrnission.

The Commission on Professional and Hospital

Activities (CPHA) in Ann Arbor, i1ichigan, responsible for
the processing of the PAS separation abstracts, edits and

compiles the hospital morbidé;y data for AHMC. Subsequent

edits: and file merging are performed by AHMC. The

collection, editing and compilation of such massive data’

/ -

sets' results in timeé delays on the order of two to three

.years prior to covernment release. The study pericd,

therefore, spans the years 1971 through 1982/83. This
time span rgepresented the most recent PAS data available
durina the data base debelopmént phase .of this thesis. It

should be noted, however, that PAS data for the period

\

Januaary 1, 1979;to March 31, 1979 were unavailable. hﬁ;}
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order tliat t he data remain lonagiltudinal ly comparatle,

hospital utilization data for 1971 to lare span  the 172

-

month  calendar year. Hospital utilization data for the

. . *
remainder of the study period span the 12 month fiscal
vyear starting from April 1, 1979 to March 31, 1980, arnd
for each subseguent year to March 31, 1983.

_Selection o f;g?ﬁﬁ%w‘_eﬁﬁ_ﬁm_

The study population included all Afberta residgnts,
15 ‘vears «f age and older, who were separated fronm
frovincial acute care.h<§%dtal during 1971 to 1982/83 with
& prirnary psychiatric diagnosis. .Although information

*

regarding secondary and tertiary diagnoses are reported o
the PAS separatlon abstracts, only the primary diagnosis

was  selected as 1t represents the principal cause far,

ratlent admission. The fage critericn used in the analyses

was based on 1) the kncown scarcity of chila psychi

- . & T 4
and inpatient psychiatic services for children 'in Alrerta

(Yates, l§82) and the relatively minor use of inpatient
ps?chiatric services by theApediatric population (McKinsey
& Co., 1980), 2) the age groups commonly used in the

literature to diétinguish between children,

.

et al. 1980), and 3) to facilitate the calculation o

utilization rates as census data are tabulated in fiv

v

year age Qroups. Although the"tudy population excluded
. . ‘
perscns 14 vyears of -age and under, and included both

adolescents (15 to 17 vyears cof age) as well as adults (18

'd o,

&

€

adoleséents, and adults with mental disorders. (Ddhrenwend,
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ABSTRACT

Since the early 1960s, the deinstitutionalization of
psychiatric patients from mental hospitals, and the con-
tinuing emphasis placed on the provision of mental health
care services in community-based facilities, has fﬁcused
attention on txe changing care needs of the mentally‘ill.
In response to these changing care needs, and the need to
provide high quality health care in a cost-efficient
manner, seéveral provincial mental health service systeins
are undergoing a.process of reorganization. In Alberta,
regional mental health care planning committees ‘were
recently established to examine approaches for developing
a comprehensive and coordinated regionalized mental
health Caré s;stem. Such planning endeavours require a

»
substantial amount of information ;E/aésist in rational

o
decicion-rakinc. The pre t inve;‘ gation of provincial
and regiongl géne:al hospitai utilization patterns by the
mentally 1ill in Alberta was undertaken to supplement
~thése‘planning information needs.

General g;spital utilization data derived from
PAS separation abstracts for the &ears 1971 to 1982/83,
census populatiorn. data obtained for the years 1971, 1976

and 1981, and population estimates for the intercensal

.years formred the major part of the data base for this
investigation. The overall research strategy focusé@g:l//.
providing a description of psychiatric utilizati

iv



patterns and per capita utilization rates over tjime at a
provincial and regional level. Several analyses examined
service-specific utilization_patterns ané rates by Dbed
type (hospitals/districts with psychi;tric Peds versus
hospitals/districts with only medical beds), diagnosis
and gender. Regional patieny/ﬂ'igin—destination patterns
were examined from both a community-based and provider -
based perspective.

The major findings of this investigation included
the following:
1) General hospital utilization rates per 10, 000
persons, lS_years of age and older, foi all psychiatric
disorders tended to decline during the course of the
study period.
2) The proportion of sepgrations from hospitals Qith
psychiatric beds and hospit;ls with medical beds only
tended to be approximately equivalent over the 12 year
study period. Patient days in hospitals with psychiatric
beds, howevVer, te;ded to be two to three timgs higher
than in hospitals with medical beds only. |
3) O©n an age-sex adjusted per capita basis, residents of
the Edmontan and Calgary mental health ca're regions
utilized the, fewest hospital resources for psychiatric
disorders; resiaents ~of the Fort MCMurfay region éended

to utilize the greatest amount of hospital resources for

psychiatric disorders.



4) Most persons who required general ﬁospital care for
psychiafric disorders £ended to remain in their hospital
district of residence, irrespective of their diagnosis or
the type of care available in their district or region
(psychiatric beds versus medical beds oﬁly).

5) Residents of the majority of hpspital districts in
the Fort McMurray region received between 21% and 50% of
their psychiatric hospital care, in terms of patient
days, in Fdmonton district hospitals.

On the basis of the results of the descriptive analyses,
recommendations were made with respeét to future research

\

and planning strategies.
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CHAPTER ]

INTRODUCTITON
One  of the most sianificant changes 1t treating the

mentally 111 over the past two decades has been the shift

from the mental hospital as the principal locus of care
to community-based facilities. This chance 1n  treatment
Philosephy  and  practice was stronal y influenced 1ty the

advent of psychotropic medicat icns and the belief that
nwr%aliza(lsnx of the mentally 111 could best be achieved
1n the ceomrunity rather than in isolated institutions.

In response to the changing medival and scclal
service needs Of the mentally 111, and the need ta provide
hiagh quality health care 1n a cost-effective manner,
several provincial delivery systems for mental health
services in Canada have been undeérgoing a process of re-—
organization. In Alberta, recognition of these needs has
resulted in the current effort to fstablish a province-
wide plan for the redeveloprent of the mental health care
system. Long-range planning for the intended functions of
health care services, however, requires an understanding
of their past and present role and functions. This longi-
tudinal study of selected aspects of general hospital
utilization, as one Compoﬁent of the mental health

-delivery system, is intended to suprlement the inforration

needed for rational planning and decision-making.



1.1 Staterment of the Problem
Cver the past 2% vears, numerous patilents have been

detnstitutionalfzed from mental hospitals in Canada as  a

result of successful treatments with psychoact ive
medications and emeraino psychotherapeutic techniques. At
the same time, the provision of community-based care for

the mentally 111 was stressed as being an important factor

1n therr teintearation 1nte normalized roles and
relationships (Frumkin, 1o82). The simultaneous rise of
t he comruntty osychiatry  andg deinstitutionalizaticn

movements in Canada during the 1960s prompted the Canadian
Psychratric Association (CPA) to rass the resolution that
all general hospitals over 200 beds should have 1npatient
psychlatric units in order to provide comprehensive health
care tc¢ the communities they serve (McKerracher & Smith,
1964 .) In addition, the CPA asserted that psycﬁiatriv
units should atterpt to provide service to all types of
psychia*ric patients and to assume responsibility for
their long-term care (1964).

Current Federal guidelines for adult psychiatric
services (Health & Welfare Canada, 1979), Fecommend that
all general hospit@ls should admit psychiatric patients
who can  benefit from active treatment, regardless of
diagnosis or the availability of a staff psychiatrist.
The gquidelines (1979) also state that general hospitals

should provide intermediate and long~term care to

psychiatric patients if a need exists. A similar



perspective  was taken by Blair as early as 1969, 1n a re-
view of mental health  servyces in Alberta, .when he
recommended  that the active treatment general hospital
should e regarded as the primary facility for the
treatment of the mentally 111. More recently, a tasy
force to review Alberta's Mental Health Act (Dfewxy, 1983)
recormended that all general hospitals in the province, 3
beds and over, e destionated as facilities tov hold and
treat involuntary patients.

Despite the 1ncrease in treatment responsbiality for
the mentally 111, the role of the general hospital 1n
Canada has never been clearly defined in terms of the
psychiatric care functions it should be providinag to the
cormunlity o©r 1ts relationship with the rest of the mental
health delivery system (llealth & Welfare Canada, 1979) .
The absence of a well-defined role for «aeneral hospital
psychiliatry has teen associated with two key problems in
previovs mental health planning effofts (HHeseltine, 1982):

1. There has been a tendency to respond to unmet
needs by adding facilities and services without examina-
tion af service-specific geographic patterns of -
utilization to determine if existing services are being
used efficiently and effectively. Further, the relation
between resource supply and utlization of mental health
services has infrequently be&n examined.

2. Comprehensive needs assessments, which should

include studies of the level of care, identification of



patterns  of care (1.e. how mental health services are
used), and identification of diagnosis-specific utiliza-
tion patterns have been lackina.

Thus, the need for information pertaining to the
oreration of the mental health delivery system is not only
a prerequisite for rational planning, but it is also  an
ldentified need with respect to establishing the roles of
psychiiatiic services for general hoespitals.

1.2 Obhjectives of the Study

In  response to the problems identified with previous
mental health planning efforts, and the current nee& for
informaticn recardina how and by whom men‘al health
services are beina used, the following objectives wé!%

L]

forrmulate? for this lonaitudinal study of psycmiatriv
}
i

inpatient wutilization of general hospitals in Ibert a
{hereafter referred to as hospital utilization):

1. To describe provincial trends in hospital
utilization patterns for psychiatric disorders for persons
15 years of age and older: and to further describe
utilization patterns by bed type (hospitals with

.

psychiatric beds versus hospitals with medical beds only),
., diagnbsis, and gender. ‘

2. To descrite regional trends in hospital
utilization 'rﬁfééfgxer time based on Alberta's recently
established mental heglth care planninc regions.

3. To describe psychiatric patient origin-hospital

destination wutilization patterns frort both a community-



e

based (CB) ana provider-based perspective (PB) by bed type
and reaion.

In orderxto achieve the above objectives, hospital
utilization data and age-sex adjusted population data were
used tc derive the information base for this study. NiFor
analytlic purposes, the focus of this study was  on the
adult porulation (1% years Of‘age and above) since this
demographic group comprises the priﬁcipal users of
psychlatric resources in general hospitals.

o
1.3 Significance of the Study

The need for a clearly formulated provincial plan for
th;N delivery of méntal health services in Alberta is a
major current concern of bath government policy makers and
health «care providers. Of immediate importance are the
[
potential changes to existing mental health legislation
which will likely have a -substantial influence on patterns
of hospital utilization by the mentally ill. Recently
completed studies of péychiatric service needs in northern
Alberta (McKinsey & Company, 1980) and southern Alberta
(Clarke Consulting ‘r;up, 1983) have provided general
information on the status of mental health services in the
province. Based on recommendations from these studies
(1980; 1983), plafs to regionalize mental health care
services - in Alberta are being considered. However,
geocraphic patterns of utilization were not studied in

depth, nor were service-specific patterns of utilization

exarined in relation to the tybPe of care provided.



In view of the above comments, the current
investigation is of sianificance ?n two respects.
Firstly, population-based measures of utilization will

identify trends in rates of use over time and will provide

a basc¢ for estimating future demand of acute care
hospitals by the mentally 1ill for various planning
scenarios. Secondly, the wuse of a patient origin4’

destination method to examine geographic patterns of
hospital utilization will provide an empirical measure of

regiorfal resource use by the mentally il1l.

As indicated, an information base of this type Thas
not previously been compiled in Alberta. Findings from
this study may, therefore, also be useful 1in ' the

formulation of recommerdations for the allocation of acute
care psychiatric beds in regional mental health service
areas, and in the development of guidelines for the role
of psychiatric services in acute care hoséitals. -
1.4 Assumptions and Limitations

To achieve the study objectives, it was necessary to
make the following methodological assumptions.

1. At the aggregate level, the observed demand for
hospital care was assumed to be a meaningful approxima-
tion of need. Although less than ideal, this assumption

4
recognizes the methodological difficulties in estimating
the number of mentaltly il1 in the population requiring

acute hospitalization.

\



"

2. Alberta's acute care hospital system fungtions
as a "closed system". As the study population is composed
exclusively of provincial residents who utilize Alberta
hospitals, 1t was assumed that patterns of utilization
wouid be minimally influenced by non-residents or by
provincial residents utilizing facilities outside Alberta.

3. The province «can be divided into mutually

exclusive and exhaustive geographic areas, »sas per the

exlsting Ceneral Hospital Districts (GHDs). It. was further

assumed that the aggregation of these GHDs (Could be
accomplished for the idq&i}fication of regional

utilization patterns.

4. Service-specific patterns of ceneral hospital
utilization by the mentally 111 can be approximated by the
use of bed type (psychiatric beds versus qaeneral medical-
surgical beds). A related assumption Qas that the

complexity or level of psychiatric care provided would te

associated with service-~-specific hospital utilization
patterns.
J
Insufficiencies in the available data% and the

restrictions imposed™ by the methodology resulted in the
following limitations to the study.

1. Population data were used to derive age-sex
adjusted rates of hospital utilization. As census data
were available only for the years 1971, 1976, and 19€1, it

-

was necessary to use population estimates for intercensal

Years to obtain population-based measures of hospital



utilization.

2. Psychiatric morbidity data based on the
Professional Activity Study (PAS) comprised a major por-
tion of the data base for this study. The most recent data
available from government sources at the time this
investigatipn was initiated were two years old. {onse-
quently, changing patterns of utilization in response to

changes 1in resource supply and location during that twe

kl
/

year period could not be identified.
3. The unit of analysis employed in this study was

based on a count of hospital separations as recorded by

PAS. Thus, readmissions by individual patients could not
. L
»
be identified, nor could the actual number of individual
Ty
patierts utilizina M acute care hospital psychiatric

services Le determined.

2
4. The diagnostic coding system used in Alberta
underwent two revisions during the study pBriod. These
changes resulted in several differences among codes used
to describe mental disorders. However, as eguilvalent
diagnostic codes were obtained from the Commission on
Professional and Hospital Activities, (the ﬁbverning body

which develops and publishes ‘the diagnostic coding schemes

employed Dy all PAS subscriber hospitals), this was not

considered to b€ a major limitation. AN
5. Ceocodes to identify place of patient origin are
- . : .
recorded by PAS according to their GHD of residence. The

inability to describe the precise geographic location of



psychliatric patients was perceived to be a minor

R\limitation as GliDs were assumed to be appropriate for

small area analyses of hospital utilization.

6. The analyses wused in this study relied on

descriptive statistics to summarize important aspectsy of

-

the population and their use of acute care hospitais imn
Alberta for psychiatric care. - Therefore, generalizations
. . . . ) “
beyond the information contained in the data base were not
made with respect.  to projected use of the acute care
hospital system by the mentally ill.
1.5 Defirition of Terms S
The following definitfions are provided to clarify the
L}

technical tegmfnmloqy ployed in this study. To reduce

any amblguity associated with defining mental health

services, definitions wused by Statistics Canada (1980,
A \

pP.9) were cited.

1. GENERAL HOSPITAL/ACUTE CARE HOSPITAL: A  hospital

which provides short-term treatment to all types of acute

care patien’s, including the mentally ill.

2. PSYCHIATRIC UNIT: A separate unit within an acute

care hospital which provides short-term, intensive treat-

ment and care to patients with psychiatric disordeis.

3. NON-PSYCHIATRIC WARD: A section of an acut care
hospital which treats patients with a known or suspected
psyghiatric‘disorder in medical or surgical beds.

4. MENTAL HOSPITAL: an institution which provides‘longj

term trqsfment to patients with psychiatric disorders and

-



may include an agtive treatment unit.

5. SEPARATION: A hospital separation refers to the
3

official discharge or death of an inpatient. \

6. PATIENT DAYS: The total number of inpatient days

counted for patients admitted and separated from an acute

care hospital during a specified time period, usually one
Yyear.
7. LENGTH  OF STAY: The total number of days stay foi

inpatients . who were separated from a hospital during the
reporting year. -
8. AVERAGE 41.ENGTH OF STAY: The average number of patient

days per fnpatient separated from a hospital during a

given year. The average length of stay is determined by

dividing the tctal days stay by the number of separations
during that vyear. |
9. PATIENT ORIGIN: The General Hospital District which
represents the permanent residence of a patient prior to
hospital admission. ’
10. PATIENT DESTINATION: T%e acute care hospital to which
the patient is qdmitted for psychiatric care.
1.6 Format of the Thesis

This investigation of hospital utilization patterns
by the mentally 1ill in Alberta is organized into five
chapters, the first of which éomprised the 1introduction.
The second chapter provides a.éonceptual base for the

study through a selected review of the " literature. The

study methodology is presented-in chapter three while the

10



results and discussion s<ctions are presented In chapter
flour . Finally, a review of the principal fiadinas,
resulting conclusions, ,Qnd recommendat 1ons for further

study are discussed in chapter five.

11
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A SELECTIVE REVIEW OF THE LITERATURE

A  selective review of the literature is presented in

this chapter to assist in the development of a conceptual

framework for the study objectives and methodoloqgy. The
review is subdivided into four sections which focus ona:
1) a conceptual model of hospital utilization by the
mentally il11; 2) aspects of psychiatric utilization
behavidur which are of particular relevance t¢  this
study; 3) a review of previous Alberta-based research
concerned with psychiatric seJ;ice needs; and 4) a review

of patient origin-destination studies and their plannirag
applications.
2.1 Conceptual Model of Utilization

Factors which~ influence the utilization of health
care services qiye been identified in many 'studie;. For
example, sociogéémographic characteristics of the
population as well as the supply and distribution of
health care resources have been shown to be important
correlage;\of health service use (Babigan, 1977; Harris,
1975; Lieberman, 1975; Meade, 1974; Wennberg & Gittelsohn,
1973). Although cgnceptual models of health services
utilization hawve heen deYeloped and tested for various

components of the health delivery system (Anderson &

Newman, 1973; Bay & ﬁestman, 1980;‘Gfiffith, 1978), few

12



have focused spe'cifically on the use of mental health care
services (Williams & Richardson, 1980).

» One model which has frequently been used in the

health care literature as a theoretical framework to study

patterns and trends in utilization (Raasok, 1979;
Romeril-Smith, 1984 ; Williams & Richardson, 1980;
Wolinsky, Coe, Miller, Prendergast, Creel & Chavez, 1983)

is the Organizational-behavioral model of health service
utilization developed by Anderson and Newman (1°73). This

model  (1973) recognizes three interactive factors which

In‘luence utilization: 1) characteristics of the health
delivery system, 2) chanages in treatment technologies and

societal norims, and 3) charactéristics of individuals
which might predis%ose and enable them to utilize health
care services.

AThe conceptual‘modelef hospital utilization by the
mentally i11, specifically develobed for this thesis, is
based upon the framework originated by Anderson and Newman
(1973). Fdrther, some of the model's components which are
relevant to aspects of pgychiatric utilization behavior
are drawn from a mental health Planning model formulated
Py Rosen, Goldsmith and Redick (1975). Thi% latter mode 1
assumes that specific demographic and soclo-economic
character;stics of the population put certain members at
highér risk of being admitted into psychiatric care.
The conceptual model ‘developed for this thesis, therefore,

assumes that hospital utilization may be influenced p¥ the

13
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Interaction of environmental and 1ndirvidual determinant s .

) . . o .
The envirenmental determinant4d of hospital ugilization

-~

are defined by three components f the model : 1) the

*
~T

epidemiology of mental 1llness, £) advances in medilcal

.
technology which have altered modes of psychiatric
treatment and practice, and 3) changes in formal

' . $ ‘
leuf\slat 10n, which have influence.d patterns of hospital
- |
utilmation by the mentally 111.

4
The individual deterrinants of hospital uti1lization

.
are also defined by three components, all of which are

assumed to predispose or enatl le an individual to utilize
psychiatric services: 1) socio-demoaraphic characteristics

-

such as aqge, Sex, marital status and ‘sccio-economie
status, 2} characteristics of the family and social
support network, and 3)  aspects of the sOCrO-

~

‘organizational environment of the mental health service

gystem which may impact on an indWal's ability te
access care services. ‘4"‘,

The literature review which follows provides a brief
overvie;v of the major research findings pertaining to each
‘component described in the conceptual model. The review
is divided 1into two major sections. Environmental
determinants are discussed in section 2.1.1 and individual
_determiqpnts are discussed in section 2.1.2.

2.1.1 FEnvironmental Determinants of Utilization

The environmental determinants of hospital

Mtilization bty the mentally 1ill discussed in the



tollowinag  sectilons ares ') ¢hanges in medical technoloay

and f«\r,lt'nl leaislat 1on, and 2) the epldemioloay of mental
<
illnesi.

Medic¢al ’I‘evhnmluﬂ' and Formal l.egislat ion
—_ - e —_——— —_— ———— - T — -

. t . . . .
Medical advances made in psychiatric treatment durina

the past 30 years have had an important influence on the

care provided to the mentally 111. Successful treatments
with psychopharnacoleoaic ! agents led te the symptomatic

recovery of schizophrenia, the affective disorders, and

psycheneuroses (Bachrach, 1976: Lipinski1, 1981), and as a

¢
result, to the discharce of numerous patients from mental
hospitals (Bachrach, 1981 - Greenhille, 197Q). As a conse-

iuence of tte intéravtion between changing treatment prac-
tices and the delnstitutionelization of patients  from
mental hospitals, the primary responsibility for inpatient
;sychiatriv care shifted from mental hospitals to general
hospital psychiatric units (Bachrach, 1981:;: Cotton, Bene -
Kocierta, & Cole, 1979; Greenhill, 1979; Sherl & Macht,
1979).

Chrichton (1975) contends, however, that changes 1in

-

the provision of care for the mentally 111 in Canada

I ]
evolved primarily through two pleces of Federal

legislation |/ regarding the funding of health services,
rather tha through medical advances in treatment.
Firstlys the initiation of the Mental Health Grants in
1948 (incorporated under the National Health Gnagts)

-

assisted in the «construction of approximately 1000



psychiatrac ﬂvdy 1n ﬁvnoral hospitals and small
psychliatric institutions throughout éanada by 1959 (AlTod,
& Kedwar d, 1973:  Soderstrom, 1978: Williams & lLuterbach,
1976 ). According to Allodi and Kedwar d (1973) the
establishrent of psychiatric units in general hospitals
funded through this grant program played a major role in
chanaing  patterns of pPsychiatric care and Increasing
hospital utilization in the acute care sector.

Secondly, with the introduction of the Hospital
Insurance and Diagnostic Services Act in 1957, federal -
provincial COost sharing arrangements were established for
services provided in general hosbitals (Gelber, 1966 ;
LLindenfeld, 1959) . Costs incurred by provincial mental
hospitals were excluded from  this plan and, as a
consequence, were  borne exclusively ty the provincial
governments (Williams & Luterbach, 1976) . Chrichton
(1975) asserts that shifting the location of treatment
from mental institutions to general Thospitals was,

therefore, strongly supported amono the// provincial

governments due to the financial savings wﬁich could be
realized under this cost sharing scheme.

Current ‘concerns with patients' rights and the
process of compulsory examination and hospitalization of
the mentally ill may also alter patterns of hospital
utilization (Sadoff, 1981: Toews, Prathu & El-Guebaly,

1980). In a recent Task Force report (Drewry, 1983),

which reviewed Alberta's Mental Health Aét, it was

16



recomnrended that Inveluntary hosplitalization should follow
a three-level proaression 1n accord with the principles of
community-based care and the "least restrictive
alternative” (p.62) to pPsychlatric care. The three levels
would 1neclude:
-short-term observation and assessment

facilities within the local community....

medium length hospitalization facilities

within the regional mental health area. ...

extended stay facilities at provincial

psychiatric hospitals (p4).

In order to implement the albove recomrendat ions, the
Drewry Task Force (1983) suggested that all general
hospitals  in Alberta (30 teds and over) be desianated as
facilities under the provincial Mental Health Act to admijt
involuntary fpatientes for exanmination and/or treatment .

Specifically, the Task Force (1983) proposed that

hospitals of 30 to 60 teds, located in snmaller communities

throughout the province, should provide initial
observation = and assessment and be able to detailn
involuntary patients up to 96 hours. At the next

restrictive level, the Task Force suggested that hospitals
within each of the province's mental health care regions
be authorized to hold involuntary patients for assessment
and treatment for periods up to 28 days. In sharp contrast
to current policy and practice, the Task Force (1983)
recommended that commitmenf to a provincial mental
hospital, the most restrictive level, should be viewed as

a last resort for patients whose illnesses are "most



severe o1 chronic” (p-63)° axu? for whom  "all other
facilities in the community have failed in their «fforts
to  help” (p.64). The lenath of 8tay for involuatary
N
patients at provincial mental hospitals would be unlimited
(1983). Inclusion of this récommendation, in a revised
Mental‘\wﬂealth Act for Alberta, would result in
substantially altered patterns of hospital utitization.
Various perspectives have been expressed in  the

literature regarding the degree to which nedical

technology or formal legislation has increased the use of

acute hospitals by the mentally 111. It would appear,
however, that both factors have been instrumental, and
will continue to be important, in alterinc patterns of

hospital utilization for persons requiring psychiatric
care.

Epidewiology Of Mental Illlness

In Canada, it has been estimated that 10% to 30% of
the population experience some type of mental illness at
any given time (Statistics %@nada, 1981), that one in
every six Canadians will require some form of psychiatric
treatment during their 1lifetime (Canadian Mental Health
Association, 1982), and that one in every eighﬁ Canadians
will likely be hospitalized for psychiatfic‘care at least
once during their lifetime (Statistics Canada, 1981). 1t
has also been reported (Statistics tanada, 1981) that
mental 1illness was the second leading cause of general

hospital utilization among the Canadian population aged 20



to 44 in 1978, As 1t 1s generally accepted that
demoaraphic Characteristirs of the population are
assoclated with patterns of hospital utilization
(Anderson, 1976; soderstrom, 1978#), the identification of
tarqget- populations at risk of experiencing ' mental
disorders has 1mportant implications for health care
planning~ and for the allocation of resources.

A fundamental assumption of most epidemioloaical
studies is that the incidence of disease is not evenly
distributed throuaghout the population, but that the
incidence of a specific disease will -vary among certain
demooraphic croups (Kramer, 1975; Mausner & Bahn, 1974
Reid, . 1960). One of the most frequent findings in the
epildemiological literature indicates that the prevalence
of mental illness in the population is hicgher for females
than for males (Gove, 1972; Hulsani, Neff & Stone, 1929:
Lipscomb, 1977; Warheit, Holzer, Bell & Arey, 1976),
particularly for the affectiye disorders (Akiskal & Wwebb,
1983; Bland, 1977; Neugebauer, Dohrenwend & Dohrenwend,
1980; Rosen, Goldsmith & Redick, 1979), and the neuroses
(Dohrenwend'& Dohrenwend, 1982; Rosen et al., 1979). It
has also been found that the rates of affective disorders
in women tend to be higher across all age groups than the
rates . for men (Weissman & Klerman, -1977).

Aithough no consistent sex differences 1in the
occurrence OE, schizophrenia have been reported. in the

literature, it has been shown to be most frequent in young

19



adults (Clausen, 1979) with the population aged 18 to 29
being at greatest risk (Rosen et al., 1979).
Schizophrenia, however, ©ccurs  only rarely in the
population (Dohrenwend et al., 1982) and it has been

estimated that only .6% to 3% of the population experience
this 1llness (Dohrenwend, 1980). In Céntrast to  these
findings, prevalénce rates for personality dikorders and
alcohol and drug dependence have repeatedly been found to
be "hicher amono  men than among women (D'Arcy, 1977;
/ .

Dohrenwend et al., 1382; Huisani, Neff & Stone, 1979;
Rosen et al. 1979).

Among the elderly population, the risk of developing
organic psychotic conditions increases steadily with
advancing age (Butler, 1975; Brodl & Kleban, 1981).
Depression has also been found to be a common disorder
among the agéd (Eutler, 1975; Glasscote, Gudeman & Mills,
1977; Health & Welfare Canada, 1982; Butler, 1975), as are
high rates of suicide, which are highest in elderly, white
males, and often associated with depression (Butler, 1975;
Health & Welfare Canada, 1982).

Although the prevalence rate of mental illness in the
elderly has not been firmly established, it 'has been
estimated that approxihately 18% to 25% of this population
group experience some type of mental disorder (Brody &
Kleban, 198i; Dohrenwend, 1980). It is also estimatedtthat
approximately 3.5% to 5.5% of the elderly, 60 years;of age

and older, experience an organic psychotic 1illness

20



(Dohrenwend, 1980 ; Health & Welfare Canada, 1982), while
affective disorders and schlzophrenia combined are
estimated to affect only 3.5% of the elderly population
(Dohrenwend, 1980). In contrast, 6% to 10.5% of the
elderly are estimated to experience some type of neurotic
disorder at any c¢iven time (Dobrenwend, 1980).

The above findings, which have been based on rates of
treated illness as well as on community surveys, indicate
that mental illness occurs in a sizeable proportion of the
population. Despite this ol'servation, Dokrenwend (1980)
notes that a consistent finding in the epidemiological
literature’ indicates that, amrong acdults, only & small
proportion of those with identifiable mental disorders are
treated by mental health professionals, either on an
inpatient or outpatient basis. In sum, these studies not
only demonstrate the 1importance of demographic and
diagnostic factors with respect to the potential need and
demand for genecal hospital psychiatric services, but also
stuggest the need to examine individual characteristics of
the mentally 11l which influence their behavioral
responses in seeking psychiatrig care.

2.1.2 1Individual Determinants of Utilization

Individual determinants of utilization are those
variables which predispose and enable persons to ‘utilize
health care services. These factors include certain socio-
demographic characteristics, characteristic of the‘family

and social support system, and the socio—organizgtional
+



environment of the mwental health delivery system.

Soclo Demographic Characteristics of the Mentally 111

According to Selig (1975), factors such as sex,
marital status, soclo-economic status, patient attit
towards the sick role, and ¢haracteristics of so

support networks. influence the mentally 1ill1 pers
perceptions of his health care needs as well as
behavioral responses in seeking care.

With respect to gender, several investiaators
found that females are significantly higher utilizers
health services for psychiatric problems than are m
(D'Arcy, 1977; Gove, 1¢72; Rosen, Goldsmith & Red
1979; warhett, Holzer, Bell & Arey, 1976). This fin

e

has led some authors to suggest that the stron
predictor of mental health service utilizationle is
(D'Arcy , 1977; Gove, 1972). Although the ;T§Era

indicates that age has some influence on the number

persons seeking psychiatric care, females-tend to
higher utilization rates irrespective of age.group (D'
et al., 1979; Weissman & Klerman, 1977).

Several theories have been offered as an explana
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for this observation. One perspective states that women

are more likely to be mentally ill than men due
increased styess caused by rapid changes in women's r

over the past decade (Gove, 1972). Labelling th
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offers another perspective. This theory states that women

are not biologically more susceptible to developing a
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mental illness than men, but rather they are more likely
than men to be labelled as being mentally ill because of
their willingness to admit to illness and seek psychiatrig
care, and Dbecause of the stereotyped responses of health
professionals towards women (D'Arcy & Schmitz, 1979; Gove,
1972; Rasen, Goldsmith, & Redick, 1979; Weissman &
Klerman, 1977).

{in terms of the influence which social roles have on

-
the utilization of psychiatric services, many studies have
shown a strong association betweén marital status and the
likelihood " of being admitted into hospital for care
(Bland, 1982; Blarnd & Orn, 1981; P'Aréy, 1977; Gove, 1972;
P

Mezey & Evans, {270; wWarheit, Holz@r, Bell & Arey, 1976).
According to D'Arcy and Schmitz (1979) £he results, of
several studies have indicated that‘fates of héspitaliza—
tion for mental disorders are lower among married indivi-
duals than among sinqle persons and persons whose
marriages have been disrupted.

In a 1973 study, Redick and Johnson (cited in Rosen

et+ al., 1979, p. 24) found that hospitalization rates

among the U.S. adult population (14 years of age and

older) admitted to all types of psychiatric facilities
were unusually highk for the divorced, separated ana
widowed. Further, the admis;ion rates were higher for
both men and women who lived alone or with other non-

related individuals (1979). Gove (1982) found, in his

review of the literature, that hospitalization rates for



married women with a diaanosed mental disorder were higher
than the rates for married men. In contrast, higner
hospitalization rates were found for men who were single,
divorced or widowed (1972). Findings such as these have
led Rosen et al. (1979) to suggest that marriage 1likely
reduces the risk of hospitalization for the mentally i1l

as the marital partner provides stability and sotial

.

support, and permits the spouse to be cared for at home
rather than 1in a hospital. These findings have also
prompted Bachrach (1975) to conclude that the strongest

predictor of stress related physical and emotional illness
among adult men and women is marital disrupticon.
One final soclio-demographic variable which has

been associated with high rates of mental illness is low

socio-economic status, typically measured in terms of

rncome, education, and occupation (Bland & Orn, 1981;

Dohrenwend &'Dohrenwend,* 1982; Goldberg & Morrison, 1963;

Mezey & Evans, 1970; Miller & Mishler, 1959;: Rosdn,

Goldsmith & Redick, 1979).

2

Various theories have been advanced in an effort to
explain the observed relationship between low socio-
economic status and high rates of schizophrenié and other
serious mental disorders. One theory suggests that

4

individuals from lower socio-economic backgrounds have a

®,

-

higher  risk of experiencing a mental illness because of
biological and/or sociological deficiencies (Cockerham,
1982). Another possible explanation focuses on the notion

\\



of "social drift” (Bland & brn, 1981; Mezey & Evans, 1970;
Rosen, Goldsmith & Redick, 1979). This theory asserts
that 1ndividuals with chronic and serious mental disorders
cannot compete in the labior market and as a result, drift
into  the lowest sgcio—econwmiv class. Alternatively,
families in lower soci®~economic brackets are hypothesized
to be less willing to Caf§\for and maintain family menltiers
thh serious mental d&#orders and tend to have theiy,
hospitalized (Rosen et[él., 1979).

The theories and %indings regarding soclo-demographic
characteristics of the mentally 11 would appear to
indicate that” social roles and relationships ggso have

, <
some influence on determining an indivicdual's pathways
into psychiatric care.

Family and Social Support Networks

Several studies investigating the association between
the social environment and its impact on the mentally i1l
have shown that social ~and .family factors have an
influence on patient entrance into care (Greenley &
Mechanic, .1976; Horwitz, 1977). These factors Weré also
reported to have an influence on the mentally ill in terms
of their average iéngth ofAhospital stays, their level of
community adjustment, ahd the subséquent .likelihoodi}of
readmission into care (Bland & Orn, 1978; Greenblatt,
Becera & Serafatinides, 1982: wilkinson & C'Connor, 1982).

Over the past decade, increasing attention has been

given to identifying the  characteristics of an



individual's family and social support network which
appear to protect and support memtal health (Bachrach,
1981; Greenblatt, Becera & Serafatinides, 1982; Wilkinson

& O'lonnor, 1982). For example, Rosen et al. (1979) note,

in their review of the literature, that mentally i1l

'

persons who do not live in a familly household experience
higher rates of hospitalization than those who reside in a
family unit. This finding has been most apparent for the
mentally 111 who live alone, particularly for males.
Lieberman (1975) has suggested that mentally 111 persons
without family support also tend to over-utilize hospitals

in part lecause other communityv social support services

are lacking.

v - . . E . -~
The notion that \socxal 1solation 1ncreases the

}

likelihood of hospital admission for certain mentally ill
persons 1s suvyported by Greenblatt, Becera & Serafatiniaes
(1982). These authors note that the quantity and .quality
of family and social supportvpetworks for the mentally il]

differ from those of the general population's in their
- .

tendency to be restricted and poorly formed. Consequently,
the nuclear family and social support network appears to

play a major role in increasing feelings of self-esteem

-

'psychological well-being.

-

While it is important to understand the social

factors that 1lead individuals into treatment, it 1is
Pl N

equally as important to understand how the organization of

and self-worth; which in turn maintain and promote
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hospital services may impede an individual's access to
care. [

. . . . ) J
Soclo-Oraany zat ional Fnvironment \

Despite the removal of major financial barriers,

which may impede access to health care services,
Donabedian (1973), arong others (MacStravic, 1978:;
Mechanic, 1978), has observed that t ke socio-

oraanizational environment in which the health delivery
system oOperates may also limit accessibility to care.
Donabedian (1973) defines this environment as,

all characteristics of resources, other than

spatial attributes, that either facilitate or

hinder efforts of the client to reach care....

Of special importance in this context are formal

or informal admission policies that exclude

patients by color, economic ability, or

diaanosis (p.420).

with respect to the mentally ill, the literature

indicates that certain administrative policies have been
developed which restrict admissions to general hospitals
in North America for the chronically ill and the elderly
(Butler, 1975; Greenhil., 197°; Prosen & Toews, 1982).
The prigcipal arqument in support of restrictive admission
policies focuses on the role of the general hospital
psychiatric unit as an acute treatment service which
should ideally serve as many short-stay patients as
possible (Brook, 1964; Greenhill, 1979; Prosen & Toews,
1982).

In support of this argument, Prosen and Toews (1982)

contend that the desighated function of the psychiatric



unit  would be corpromised 1f a large number of  patients
with chronic schizophrenia were admitted. “Others arque
that admitting the c¢hronically i1l would force the
psychiatric unit to serve as a substitute for mental
hospitals (Flamm, 1979; triedman, 1981; Schulberqg, 1963).
However, Manucci and Kaufmann (1966 ) have found the
ageneral hospital (o play a beneficial role in providing
short-term treatment to certain chronically 1ill patients.
Further, 1n the province of Saskatchewan, which has one of
the lowest rates of mental hospitalization in the worl.
(Smith, 1979; wWilliams & lLuterbach, 1976¢), the majority of
psychq'\atriv patients, regardless of diagnosis, are
successfully treated . 1n general hospiltals or in the
private sector (D'Arcy & Fritz, 1979).

Elderly persons hLave also been the focus of
restrictive admissions to general hospital psychiatric
units (Eutler, -1975; Sadavoy, 1981; Schwarz;’ (Etpvel &

. i
Bennett, 1980). Schwarz, Stovel and Bennett (1980) report
that of the seven general hospital psychiatric units
located in Vancouver, British Columbia, "two have set a
mandatory aae limit of 65 or 70 on admissions" ( p.633).
_%Edavoy (1981), in his study of treatment outcomes for
psychogeriatric patients at a Toronto hospital, contends
that many general hospitals in Canada have failed to
recognize the important role they could play iA' providing
acute psychiatric care to the elderly. Restrictive

admission policies aimed at the elderly are not unique to

a



Canada. In the U.u., Butler (1975) r1eports that lLar ae,
teaching hospiatals infrequently  admit psychogeriatrace
patients  despite the well-documented finding that a

large number of the Llderly are subject to emoticnal and
’
. &
mental Jdisorders.
The rationale for refusing admissions to the elderly

appears  to  be based on the assumpticn  that discnarqe

probilems would be created tor general hospitals due to the

chronte naturs of their mental disorders ‘and the lack
. v .
of Support services availlable in the cammunity (Butle:,

1975;  Sadavoy, 19¢1 ). symptoms of depression and acute
brain disorder in the elderly, howevet? are reported to
be similar to symptoms of chronic brain disorder, particu-
larly Sen}lxty (Sadavoy, 1961). Vhile the general
hospital may not necessarily be the appropriate facility
for treatipg all ctronic brain disorders experienced by
the elderly (Butler, 1975), Sadavoy (1981) and Schwarz, et
al. (198C) argue, on the basis of th;ir Outcome measures,
that depression and acute brain disorders suffered by . the
elderly can appropriately ang successfully te treated in
the general hospital.

The administrative policies regarding the curren;
role of the psychia{fic unit in Canada have led Richman
and Harris (1982) +to conclude that general hospitals
selectively admit psychiatric patients who can benefit

from short-term, intensive treatment. Conseguently, a

disproportionate number of patients admitted to



rsychiatoace unitts t end to be represent ed by
"females. . .with neurotic conditions and highly motivatedd,
cooperative patients with supportive and stable families®”

(1982, p.12).

2.1.3 Summary

Fnvironmental and 1individual determinants of
utilization were discussed as part of  the conceptual
framework  for studying patterns and trends 1n  hospital
utilization by the mentally ill. The major findinas

from the llte;dture reviewed 1n the preceding sections are
summar 1zed below.

1. Chanages in federal health care leglislation in
Canada, particularly with respect to funding policies, and

¢ .
medical advances made in the treatment of nental illness
pave had an important influence on the increased use of
acute care hospitals to treat the mentally ill.

2. Estimates of the prevalence of mental disorders
in the pbpulation consistently indicate that females tend
to have higher rates of diagnoseable mental disorders than
males.

3. quividual determinants of hospikal utilization
by thg mentally il) appear to be mosgfs(fbngly associated
with sex and diagnosis. /

4. Restrictive admission policies to psychiatric
units in certain Canadian hospitals appear to limit

accessikility to acute hospiﬁal care for the chronically

ill, particularly séhizophrenics and psychogeriatric
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patients.

These findinas furthe: suggest that trends and
patterns ot psychiatric hospitalization should be examined
in  terms of the Interaction between patient and provider:
characteristics.

2.2 Selected Aspects of Utilization

Defining  the role of a hospital is critical to the
planning process as 1t provides the foundation for
determining  the appropriate rancve and level of service
needs and programs (Griffith, Pancock & Munson, 197¢ ). In

order to plan programs and services, however, knowledae of
the population to be served and their patterns of utiliza-
tion 1s required. Three factors which have an important
Influence on hospital wutilization are reviewed 1In the
followine subsections.

Firstly, the literature pertaining to the role of the
general ‘Thospital for inpatient psychiatric services has
tended to focus almost exclusively on the psychiatric unit
(Keill, 1981; Moll, 1965; Greenhill, 1979; Prosen & Toews,
-1982). Non-psychiatric wards (NPW) in general hosP{YHGS,
also play an important role in providing care to certain
patients, particularly in non-urban areas of
Canada. Studies pertaiﬁing to the diagnosis-specific use

of NPWs will, therefore,

more comprehénsive e of th7 general hospital's

recent role in treating the mentally ill.

~

Secondly, the chronic or recurring nature of many



mental disorders, and the lack of approprilate  community
support services, has led to repeated inpatient admissions
for certailn patients (Bachrach, 1981 ; Statistics Canada,
1982). A review of the literature on psychiatric readmis-~
sion  patterns in ceneral hospitals will, therefore, not

only provide an understanding of hospital utilization by

this “revolving door" patient population, but will also
assist in interpreting research findinas from the Prresent
study.

Finally, the Troles that cother components of the

mental health service system have played 1n terms of
influencing patterns of hoespital utilization will be
considered. Specifically, the literature pertaining to the
use <t cutpatient services and mental hospitals will be
briefly reviewed 1in termg of their 1impact on general
utilization.
2.2.1 Use of Non-Psychiatric Wwards

The evaluation of service roles for small or rural
hospitals, 100 beds or less, has become the focus of
recent attention in Canada (Alberta Hospital Association,
1982: Black, 1979; Downs, 1980, McQueen 1977). The need
to review the role of rural hospitals has been attributed
to the specialization of medicine and the resulting
concentration of specialist physicians in urban areas
where populaticn size can support a viable caseload
(Alberta Hospital Association, 1982; Fruen, 1982;

Northcott, 1980). Consequently, small general hospitals
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located in rural areas have found it increasingly
difficult to attract specialists, (such as rsychiatrists),
for full-time practice (Downs, 1982). ‘

With respect to the role of psythiatric services in
small general hospitals, Canadian guidelines foi adult
psychiatric services (Health & Welfare Canada, 1979) state
that a need will always exis£ for acute inpatient
psychlatric care. Therefore, all general hospitals should
admit psychlatric patients even if they do not have a
staff psychiatrist. The guidelines (1979) also recommend
that psychiatric units should be established only if there
1s a psvchiatrist on staff. The implication is that NPWs
in  general hospitals should be used for treating the
mentally 111 at & less complex level of care. \

According to Statistics Canada 1(1980), NPWs in
ageneral hospitals treat patients with a "known or
suspected psychiatric diagnosis [but not] in a demarcated
psychiatric unit” (p.9). Patients admi£ted to NPWs are,
therefore, provided care in beds set up for general use
on medical or surgical wards (1980).

In a recent survey of rural hospitals in Alberta,

Heaton (1981) found that a siﬁf;antial portion of the

total workload was devoted to Cﬂ ing for patients with

mental disorders. According to Heaton, the majority of
hospitals surveyed stated that the provision of
psychiatric services was considered ‘"essential" and

“important” (p.18, Table 1IV). Further, the n€ed for
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psychiatric care was given a high priority by the majority
of hospitals responding to the survey, with the exception
of those under 20 beds or serving fewer than 1000 persons.

Despite the growing recognition that NPWs are
providing treatment to a considerable number of the
mentally 111 1in Canada (Heaton, 1981; McKinsey & Company,
1979; Cardillo, 1980), few studies have specifically
examined utilization patterns of these facilgties by the
mentally ill. Only one such study could be found by this
investigator. Findings from this Canadian study (Cardillo,
1980) indicated that the majority, -5€¢.8%, of the
psychiatric separations from general hogpitals in Canada
durina 1975 were frcm NPWs as opposed to psychiatric
units. The findings also showed that patients with
nedroses and alcohol disorders respectively accounted for
36.2% and 3C.5% of the separations. In contrast, only
7.5% and 5.2% of the separations were respectively
accounted ;}r by patients with affective disorders and
schizophrenia. In keeping with the general findings in the

epidemiological literature, Cardillo (1980) reports that

the proportion of separatiohs for males and females were

substantially different for the mgjorrdiqghostic groups.
For the neuroses ana affective disorders, approximately
728 to 73% of the separations were accounted for by
femaies, whereas 80.7%\\?f the separations related to
alcoholism were accounted %or by males.

Cardillo (1980) also found that 56.3% of the
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patients separated from NPWs during 1975 had an average
lenath of stay of less than 7 days, while only 4.3% had
stays exceeding one montg. On the Dbasis of these
findings, it woJld appear that hospitals without
ﬁpsychiatric units in Canada are providing short-term
A -
\psichiatric care to patients with relatively less severe
disorders.
2.2.2 Psychiatric Readmission Patterns in General Hospitals
The community oriented approach for the provision of
psychiatric «care in Canada during the 1960's (Williams &
lL.Luterbach, 1976 ) was prompted by the growing recognition
that long stays 1in mental Hospitals tended to reinforce
the chronicity of psychiatric illness and decrease the
likelihood for successful reinteqration of patients into
the community (Allodi & Kedward, 1977; Bachrach, 1979;
Arboléda—Florez, Pablc & Kadlec, 1982). However, the

appropriate conmmunity .support services to assist the

deinstitutionalized mental hospital patients were not

adequately planned (Bachrach, 1981; Cotton, Bene-Kociemba
& Cole, 1979; Scherl\/’& Macht, 1979); and, as a
consequence, numerous patients experienced repeated

admissions to hospitals (Arboleda-Florez, et al., 1982).
Accordiﬁg to Pablo, Kadlec and Lamarre (1982), the
majority o{ utilization studies which have examined
psychiatric readmission patterns have tended to focus on
only one facility, typically a mental hospital. Although

there is a lack of information in the literature regarding
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readmission patterns to general hospitals, readmission
statistics for psychiatric units in Canada were published

by the Federal government (up to 1981) in special annual
reports (Riley, 1982).
In 1978, for example, Statistics Canada (1981)

reported that of the 63,134 admissions to psychiatric

units in public general hospitals, 29,087 (46.1%) were
readmissions. A  breakdown of readmission patterns by
diagnosis revealed that patients with psychotic and
neurotic disorders respectively accounted ’fur 13,111

(45.1%) and 10,109 (34.8%) of the readmissions.

One study which examined psychiatric readmiission
patterns on NPws and psychiatric units has recently been
conducted in Alberta (Arboleda-Florez, Pablo & Kadlec,
1982). This study identified a cohdr of 2,325 psychotic
patienté who were separated from a g;neral hospital in
Alberta during 1973, and who experiegced no readmissions
to a mental hospital during the six year study period
(1973 to 1978).

Findings of particular relevance to this study
indicated that of the 2,325 psychotic patients admitted to
general hospitals in Alberta during 1973, only 812 (35%)
were admitted more than once during the six year study
period. Of these 812 patients, more than half, or 421
(52%), had only one readmission; 169 patients (21%)

experienced two readmissions. The remaiming 222 (27%)

patients in this group had three or more readmissions

{
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during the study period. With respect to readnission
patterns on psychlatric units and NPWs, 479 (34%) of the
1,415 patients treated only on psychiatric units

experienced one or more readmissions and 188 (24.6%) of

"N
the 765 patients treated only on NPWs had one or more

readmissions. Thus, 75.4% of the psychotic patients

admitted to non-psychiatric wards and 66% of the psychotic

patients admitted to psychiatric units had onl one

admission during the entire study period. Readmission data
for patients admitted to both types of facilities were nLt
provided. |
These findings not only provide a better perspective
on how ageneral hospitals in the province are being used}by
Y ' i |
certailn patilient aroups, but they may alstv provide some
indication of the relative wvalidity of per capita
utilization rates calculated in this study for persons
with psychotic disorders. ©On a broader level, however, it
;hould be noted that patterns of utilization on
ps?chiatric units and NPWS may vary as a result of the
nuTber and types of hospital beds and alternativer mental
health services available in different geographic areas.

L

This aspect of inpatient utilization is considered in the

following section of the literature review.
2.2.3 Use of Alternative Services
Community~-based approaches to psychiatric care stress
~

the importance of providing intearated and comprehensive

services to the mentally ill (Bachrach, 1975; Gittleman &
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Blumberqg, 1975: Moran, 1980). As noted by Williams and
Richardson (1980), “mental health care includes a diverse
range of services" (p.305). These services c¢an be
provided in hospital settin§§ for inpatients, 1n
ambulatory care clinics for outpatients, - and in day or
night programs for partially hospitalized patiénts. Ca{e

can also be provided in non-hospital based settin?s
through puplic health departments, private practioners,
and cowmqﬁﬁ?ya.clinics. Studies investigating the
influence of alternative services on patterns of mental
health service use are recelving increasing attention
(Williams & Kkichardson, 1980) as the availability and
adeguacy of alternative services in a community appea:r to
influence the  demand for inpatient hospital care
(Bachrach, 1975, Moran, 19€0).

In one southern U.S. study, Ames (1978) found that
the creation o¢of a psychiatric unit in a rural general
hospital significantly altered patterns of mental health
service use. Findings from this study indicated that the
availability of a "new resource [to area res}dents]...
provided an effective alternative to the state menta]l
hospital for persons in need of hospital care" (p.791).
During the first three years of the psychiatric unit's
existence, admihgsions to the state mental heospital
decreased by 45% in the catchment area a@_care shifted to
the general hospital. Further, in the .county where

coordination between the psychiatric unit and the
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community mental health centre was greatest, increased
referrals to the general hospital served to decrease
mental hospital admissions by almost 60 per cent (Ames,
1978).

In another U.S. study, Babigan (1977) found that the

establishment of a community mental health centre (CMHC)
1n  one Néew York county decreased inpatient wutilization
rates in the catchment area's mental and general
hospitals. This decrease in hospital utilization ;>(r(‘x1r're<i
despite the addition of 50 acute care psychiatric b;ds in
the catchment area. The investigator (1977) attributed
this decrease 1n inpatient utilization to the incieased
use of outpatient services made available in the new CMHC.

ks noted by bachrach (1975), <changing modes of
practice end treatrnent philosophy appear to emphasize the
use of outpatimnt psychiatric services over inpatient
care; however, wrer inpatient care is required, treatment
in acute care hospitals is favoured over admissions to

mental hospitals. To illustrate this change in treatment

philosophy, Bachrach (1975) cites U.S. statistics which
~

show that in 1955, at the start of the
deinstitutionalization movement, outpatient services
accounted for only 10% of patient care episodes. In

contrast, during 1972, 42% of all psychiatric patient care
episodes in the U.S. were treated in the outpatient
services sector (Bachrach, 1975).

In Saskatchewan, LaFave and Vandenham (1979) report

39



that Jdischarae rates as well as readmission rates to
\
provincial  mental hospltals have decreased steadily since

196 3. [lurinag the same time period, however, utilization

of outpatient services as an alternative to hospitaliza-

tion continued to 1ncrease. The use of alternative

psychiatric prourams has also  increased in  Alberta.

Between 1976 and 1981-1982, the number of visits to
\\ .

deneral  hospital  outpatilent clinics and dav  or night

hospital programs rose by 71% (from 14,533 to 24,265

visits) and 82¢ (from 27,986 to 54,032 visits)

respectively (AHMC, 19€2). The establishment of regional

k)

fental health clinics (RHMCs) by the Department of Sociil

. \ ) .
vervices and  Community Health also had an  important
g .

A

1influence on alterinyg patterns of general hospital
utrlizat Lon. In 1279, for example, RHMCs provided care to

apprcxh&ately 7,100 patients in comparison to phe 2,200
treated/xn general hospitals (McKinsey & Company, 1980).
Based on these research findings, several
investicators have conclud@d that the availability of
alternative services influences the demand for inpatient

[)

psychiatric care. Moran (1980) states,: howevér, that

"there 1is no widely accepted or intuitively reasonable

model of inpatient-outpatient dynamics available tc guide
planners” (p. 10) 1in assessing the potential need or

demand for inpatient care.

. Q
In an attempt to quantify the impact of outpatient

and .other alternative services on the demandéd for inpatient,



psychiatric care, Moran (1980) studied uti1lization
patterans 1n 171 general and psychiatric hospitals in the
Veteran's Administration (VA) health system in the U'nited

States. Within the VA system, health insurance benefits to

veterans cover all inpatient, outpatient, and other
alternative serviges. Thus, cost 1s not considered to
impede  access  to  care. Two principle hypotheses were
tested in  this 'study: 1) that averaae lenath of stay
(ALOS) would be shorter in hospitals with mor e

comprehensive outpatient and alternative services, and 2)
that this effect ﬁkuld be strongest for patients with

»
longer-terrm, nore severe psychiatrivvillnesses. Hospiltal
size, staffing and occupancy rates were also examined as
these variables are usually associated with length of stay
(Moran, 1980).

Moran's (1280) gindings supported the above two
hypotheses. Specifically, ALOS was reduced by 50 days for
psychotic patients in hospitals which provided four to
five alternative rprograms in.comparison with hospitals
which provided only two alternatives to inpatient care.
As predicted, these eﬁ?;cts were smallest for patients
with short stay, non—stchotic disorders. In addition to
the increased availabff{ty of alternative programs
provided 1in the larger VA hospitals, these fiﬁdihgéMWere
partially attribfited to the diagnostic mix of the

patients. In the VA system, as elsewhere, the more

serious cases are usuallyxreferred to psychiatric or
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mental hospitals rather than to General hosprtals. With
Q

lespect to staffina, Mot an found that chanaes 1n the

numte and mwix of statt had less effect on ALCS than the

numler and varlety of alternative services which were

avallalble, even when occupancy rates were ot haigh.

0N the basi: f these findinns, Moran (1980) arcued
that a rrincipal Jdeterminant of infatlent hospitalization,
(when health Insurance tenefjts ar e equlvalent ACT Os s
.

treatment settings), 1s  the Marray and capacity of

alternative services"” (p-24) which are availalle to “the
pat ltent.
2.2.4 Summary l .

Selected aspects  «f  hospital utilization were
exanined 1n  this chapter, with reference to specific
diacnostic grcoups  and type of  hospital care. The
principal findings in the literature reviewed on the us
of psychiatric units and.NPwS, readmission patterns, and
the impact of alternative serVices on inpatient
utilization are summarized below.

1. It would appear that NPWs in Canadian general
hospitals treat a substantial number of patient§ with
diagnoses of neurosis or alcoholism. Of these patients,
the large majority treated for neuroses and alcoholism
tend to be fémales and males respectively. Jurther, the
majority of all patients treated on NFWs tend to have an
ALOS under one week.

2. Readmission patterns to general hospitals in



>

Al erta appeat to e lower than the Canadlan AV ET e

Nati1onal stati1stios for 1978 1ndicated that 459 o f the

Leadimissions, to psychiatrnlc units were accountedd tor by
Patilents with psychoti1c disorder s. In comparison, durina
1o 3 tao 1a7g, anong - a  cohort  of  psychotic patients

hospirtaliczed  in Alberta, well over one half had wnly/'hne
admission  te psychiatile units, while three fourths  had
only one admlission to NPEWs.

i The nunbet and!

type of outpatilent and  alternative
mental health services available in a communilty appears to
be an mmportant facteY in reducing the use  of Inpatilent
hospital services.
.ot bsychiatric Service dNeeds in Alberta

Si1nce 1969, three major studies of psychlatric service
needs have teen conducted 1n Alberta under the ausplces of
the rprovinclal aovernment (Rlair, 1969 ; McKinsey &
Company, 1980 Clarke Institute oof Psychiatry: Consultine
Group, 1982). All £hree of these studies were
comrmissioned 1n  response to the existing problems with
Alberta’s mental health care system: 1) the fragmentation

of services, 2) resource shortages and, 3) the apparent

inabllity of the system to meet the needs of the mentally

111 in the province. Recommendations to regionalize,

mental health services, and to develop a comprehensive
information system to plan, monitor and evaiuate mental
health services were made in each report. In the rost
recent reports, (Clarke Institute of Psychiatryé

Consulting Groups, 1983; McKinsey & Company, 1980)
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redomrendat 1ons were rade to Ceslanate psychiatric  units
for the purpose  of  holding  and  treating involuntary
patients. The  ma jor tindincs and recommendat ions from
these reports which are relevant to this 1nvestigation are
reviewed below.
Z2.3.1 The Blair Report

The - Blair  Report (1969)  was  one of the fir1st
comprehensive studies ot mental heal.th services to be
conducted 1in Alberta. It was 1n this study that
recommendations reagarding the increased use of aeneral
hospitals for the care of the mentally 111 in Alberta were
first made. Specifically, Plair stated that:

Active treatment general hospitals are

strategically located throughout the

Province. They are the corrunity health

centres for their localities. They

require only improved faci}ties and

the availalbility of psychidtric

consultation for their effective opera-

tion 1n the mental health field (p-154).
In  contrast to earlier recommendations made by the
Canadian Psychiatric Association regarding the establish-
ment of psychiatric units in all general hospitals of 200
or more beds (McKerracher & Smith, 1964), Blair
recommenced that wunits be established in all Alberta
general Thospitals of 100 or more beds (1969). He also
stated that the ' number of dedicated ' psychiatric beds
should comprise 10% of a hospital's total bed complement.
Although Elair's notion of utilizing geﬂeral hospitals as

the primary facility for treating the mentally 1ill was

well founded, his estimate of the number of dedicated



psychiatric  beds requlr ed 1n the general health care
systemn  vas  not determined by the results of  populataion-

Lased studies or patient origin-destination studies.

/

/

As noted in the Introduction to this study, previous
mental health planning efforts have tended to  focus  on
addina  resources and services without careful assessment
of  whether current resources atre belng used efficirently
and effectively (lieselt ine, lawl). Hlalr (1969} appeared
to recocnlre thls also as indicated 1N the followinag
statenents:

The present syster has simply grown,
not avcoerding to any systematic,
lonc-rance plan, not well hrased on
teli1ab le data ccncerning population
trends and the incidence of i1llness,
and not takince adequate account of the
irpact o the nmanagement of mental
1llness of drugs introduced years auo.
The soluti-n to mental health problems
in Alberta has for a long time been
to provide more mental hospital beds (p.39).

To assess the need for additional resources 1n
general and mental hospitals, Plair examined aqeneral
trends in utilization. However, the statistics published
in the Blair Report to describe patterns of hospital
utilization were limited to a brief overview of provincial
data. For general hospitals, these data comprised only
the number of separations and average length of stay for

. -
patients with 1) psychoses, 2) neuroses and, 3) all other
menta.l disorders, categorized as .behavior disorders,

during the years 1961 through 1966. As reported by Blair,

the number of psychiatric cases treated 1in Alberta's



general hespitals steadily increased from 4,797 in 1961 to
7,588 1 1966 the ALCOS remained relatively constant at
1.5 and 12,0 days despiate the increase in  cases. Blai
(196°)  concluded that although more psychiatric patients
were belng admitted to general hospitals, ‘they were not
lona-stay patients. Of  particular interest are the
draimatlc  decreases in the number «f separations for the
psychoses and neuroses between 1965 and 1966. Althouah
not discussed by Blair, the published data show that for
the psychoses and neuroses, the number of cases steadily
1increased between 1961 and 1965, and then both -suddenly
decreased by 75% in 1966. In contrast, the number of
cases for the hehavior disorders continued to increase
during the s1x year period, but showed an increase of 3353
between 1965 and 196c6.

Blair pointed out that the opening of thé Foothills
Hospital 1n  Calgary durinc 1966 resulted in care being
provided to an additional 170 psychiatric patients in . the
acute care sector. This figure provides some evidence for
the assoclation between resource availability and patterns
of utilization. However, Blair makes no further reference
to the dramatic changes in the diagnostic composition of
the patient population, {likely due io changes in
diagnostic codes), or to the seemingly disproportionate
increase in the number of cases compared to the number of
patients. Also, per capita rates of utilization were not

derived for these longitudinal data. Thus, no comparative

information was given for the increase in utilization
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relative  to the Increase 1n population durina this  tine

perlod. It would appear, therefore, that when examininua
trends 1n uti1lization -1t 18 necessary to report
utilization 1ates following adjustments fou changes in

both  diagnostic codes and the demographic composition  of

the population.

Sulbseqgquent to  a detatled review and assessment Of
exlstina resources, Blai: proposed that mental health
services should be regionalized. Four levels ot care were
proposed for each region. The general hospital was

described as belinc in  the second of these four care
levels. The first level would comprise non-hospital hased
cormrunity services, while the third and fourth levels
g -
respectively would conpr ise auxillary and mental
hosyitals, arnd nursing homes and other special homes.
Blair (19€69) recommended that all patients who could not
successfully be treated in the first care level shoulc be
referred to the "nearest active treatment general hospital
psychiatric unit" (p.45). Admission policies, according
to Blair, would initially be open to all diagnostic groups

except those patients with diagnoses of alcohol psychoses

or 1nvoluntary patlents. It was suggested that these

patients be referred to the provincial mental hospitals.
Despite the recommendation that mental health services be
regionalized, nc sugoestions were made as to where the
regional boundaries should be located. In sum, the Blair

.

‘Report advocated that Alberta's general hospitals were to

+

o



be the praincipal locus of Inpatient care for the mentally

111

Iarina  the decade that followed the publication of

N

the Blair RKeport, ,many of the recommendations pertaining
to general and mental hospitals were implemented (McKinsey
& Company, 1980) . Specifically, numerous beds 1in the
provincial mental hospitals were closed down which
resulted in large reductions of their inpatient census.
In addition, new rsychiatric units were established in
three Edmonton oceneral hospitals (McKinsey & Company,
1980), and one unit was established }n Medicine Hat
(Clarke Institute of Psychiatry: Consulting Group, 1983).
However, licKinsey et al. (1980), report that mental health
professionals “viewed the proaress made durina the 1970's
to be insufficient in terms of establishing a well-
integrated and coordinated system of care. As a result,
the cgovernirent of Alberta funded two additional studies of
psychiatric service needs in 1979 (McKinsey & Company ,
1980) and 1982 (Clarke Institute of Psychiatry: Consulting
Group, 1983) to examine essentially the same problems
which existed some ten years earlier.
2.3.2 The McKinsey Report

In 1979, at the request of the Edmonton Hospitals
Psychiatric Study Committee, a study to investigate the
need for psychiatric care in northern Alberta was
undertaken by McKinsey & Company (1980). The major focus

of the study was on the city of Edmonton, although



northern Allerta was considered. The study methodoloay
provided a de.scriptive overview of  population orowth
trends and resource availability 1in relation to various
demographic and specilal patient groups. In addition,

utilization patterns for hospital and community services
dﬁrinq 1979 were broadly reviewed.

The folldwing were amona the major recommendat ions
made 1n the study: 1) the number of psychiatr}<* beds 1n
ceneral hospitals be increased over the ensuing decade,
and that all psychiatric units should be destanated to
admit and treat involuntary patients; 2) all hospital and
community-tased outpatient proarams should be enhanced,
and that treatment should be provided in ambulatory care
facilities whenever possible; and 3) mental health
services should be regionalized regional centres located
in Fdmenton, Grand Prairie, Fort McMurray and St. Faul.

The recommendations made in the McKinsey Report
(1980) were based on a survey of exlsting resources which
indicated that the "overwhelming majority” (p.8-3) of
specialized services, including all psychiatric beds, were
located in Edmorton during 1979. In addition, a cursory
examination of patient referral patterns revealed that a
small minority of the rural population in northern Alberta

were using these resources, despite the fact that they

comprised 47% of the population outside of Edmonton.

Several problems resulting from the availability and

distribution of psychiatric resources in northern Alberta



were also 1dentified in the McKinsey Report. Specifically,

shortages of acute psychiatric beds and outpatient
w

proqf%ms were reported to exist for the adult population,

16 years of age and over. Further, this population group

was sald to place the highest demand on the systen.

According to the McKinsey Report, the lack of
outpatient prodrams in northern A}berta resulted in  the
increased demand for admissions to psychiatric units.
However, tecausge of the ed” shortaces, the majority of

psychiatric patients were admitted to medical or suraical
beds. The 1nvestigators reported that,

Occupancy rates for the [Edmonton] general

hospitals were close to 90% on average in

1979 which is near maximum practical capacity

(p-€-6)....because of the pressure for

additional admissions, patients are discharged

before they are fully ready to go (p.6-7).
Similarly, the ﬂsﬁ;n§9r~Report stated that because there
are insufficient after-care facilities and alternative
Frograms in the catchment area to which patients can be
referred, discharces from inpatient beds can also be
delayed. As discussed previously, the lack of alternative
community mental health services would tend to increase
hospital wutilization and increase length of stay (Moran,
1981). In sum, the McKinsey Report stressed that a
coordinated, long-range plan for mental health services

must be developed in order to meet the psychiatric service

needs of the population in Northern Alberta.
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J.3.3 The Clarke Institute Feport

Inn 1982, the Clarke Institute Consultino Group
undertook a study, similar to the McKinsey Report (1980),
to  examine psyvhfatriv service needs in southern Alberta.
In total, 28 recommendations were made with respect to the
planning, monitorineg and fundina of mental health services
in southern Alberta.

One rec®muendat ion,  which is of particular relevance
to this study, pertained to the regionalization of mental
health services. Specifically, the Consulting Group
proposed that southern Alberta lLe divided into  four
regions namely, Celalndxy, Red Deer, Lethbridge and Medicilne
Hat. The boundaries for these reqgions werg made  Ccoter-—
minous with those established by Alberta Social Sérvices
and  Cornunlty Health (SSCH).

With respect to the services which should Le provided
in each of the above mental health reugions, the Consulting

Group (1983) prewposed that,

~

every region provides primary contact
clinics, secondary care in general hospital

psychiatric units, and tertiary care
in a regional facility which serves to back up

the general hospital units and to provide
specialized programs (p. II-18).
In keéping with the philosophy of community-based care,
;he Cansultind Group recommended that primary care te
provided on an outpatient basis in local general hospitals

Oor 1in community clinics. It was ‘also recommended that

care provided in psychiatric units should be no further



than one  hours  drlve  from the  patilent s place of
resildence.
According  to  the 1nvestigators (lows), the system

envisioned for southern Alberte's mental health service

E

system represented the “state-of-the-art" in current
psychlatric practice. However, the final report also
polnted out that severai problems in achieving this ideal
system exist 1n southern Alberta. For example, communJ;y
Ssupport  and after-care services are severely lacking in

A

urban areas and are nonexistent in rural areas of Southern
Alberta. Acaln, this would tend to place more pressure on
exlsting inpatient programs (McKinsey et al., 1980; Moran,
19¢2). Also, the number of psychiatrists per capilta in
scuthern Alberta is not only below the Canadian average,
1t 12 also "well below the levels of the better supplied
provinces” (p. I1-20 - I-21). The number of general
hospital psychiatric beds per capita in southern Alberta
during 1982 was also well below the Canadian average.
Based on these findings, the Consulting Group stated that,

The shortage of psychiatrists can lead to

inefficient use of psychiatric beds, both

when staff must wait for an infrequently

available psychiatrist in order to admit or

discharge a patient, and when entire units

are closed because there is no psychiatrist

to run them (p.I-24).

In contrast to the McKinsey Report, which recommended
that additional psychiatric beds be added to the system,

the Clarke Consulting Group advocated that consultation-

. liason and_community outreach from the general hospitals



should e strengthened. Also, before any additional beds
are added to the system the Consultino Group stated that
the appropriate community resources must e in place.
Similar to the McKinsey Report (1980), the Consultinag
Group  advocated that all general hospital psychiatric

units should e designated under the Mental Health Act to

hold and treat involuntary patlents. A strong
recommendation was also made regardinag the development of
a comprehensive mental health informat 1on syster to  plaj:,

AN
ronitor and evaluate services. &The authors (19+3) noted,

As we carried out our study, we were
constantly surprised at the difficulty ot
obitalning data and Ly the freguent con-
tradiction of figures from [available]
document to document concerninag the s
facility (p. 111-26). : w

As a result of this difficulty, a lonaugitudinal
1nvestigatlion of trends 1n utilization rates and
geographic¢ jatterns of utilization could not be conducted

by the Clarke Institute team, despite their recognition of
its importance in planning. C"J
2 3.4 Summary

| Three major studies of psychiatric service needs in
Alberta were reviewed. The ma jor findings and
recommencations resulting from theée studies are
summarized below:

1. Shortages of psychiatrists, acute psychiatric beds,

and the lack of alternative outpatient programs have led

to inefficient and ineffective use of psychiatric beds 1in
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general hospitals, and have increased the demand for
adkission to psychilatric units.

2. Due to ;hese resource shortageé, both admissions to
and discharges from general hospitals for psychiatric
patients may be delayed. Conversely, high occupancy rates
in psychiatric units and the increased demand for care ean

\

. . N
lead to early discharges, that 1is, before the patient Is

medically ready to be released from hospital care.
3. Mental health care services in Alberta should te
regionalilzed: comprehensive networks of hospital and

community-based <care should te available to residents in
each reacion.

4.’ All psvchiatric units in genéral tospitals should be
desionated under the Mental Health Act to admit and treat
involuntary patients.

5. A comprehensive information base should be established
n{Q//égan, monitor and‘evaluéte mental health services in
Alberta.

Following the recommendations to regionalize meﬁtal
health services in Alberta (Blair, 1969; McKinsey &
Company, 1980:; Clarke Institute of Pq§chiatry: Consulting
Group, 1983), seven mental health regibns were established
in the province by the Depar;ments \of Hospitals énd
Medical " Care and Social Services and Community Health
(AHMC, 1984). Primary, care is available in each region

through regional mental health clinics (SSCH, 19g84).

Secondary «care in psychiatric units is also currently



avatl lable 11 each [esX 1O (ATIMC, TAR) L At pPresent
tertiary car e 1 g provided throuah the twt provineiral
Bt
' ’
mental hospitals 10 Ponoka and BEdmonton. According  to
Shonick (1976, p.20), a planninag requirement for reaional-
1z1na  health care services in this hierarchical fashion
requires, . -
the determination of hospital service
areas, so that 1t can be established
for particular hospitals what area

populations they serve and conversely
for particular areas, which hospitals

rd . .
¢ serve their populations.
: bl
Pat tent oriagin-destination studies offer one approach to

L)
the empirical identificatioh of hospital service areas and

service populations. The methods used to examine pationt
flow patterns for this purpose are discussed 1n  the
following section.
2.4 Patient Origin Destination Studies
An essentlal step 1in the planninag process 1s the
determination of the size and geographic extent of the
population served by a hospital (Griffith, 1976, p.39).
The importance of ideniifyinq the hospital service
population is summarized by MacStravic (1978, p.31):
Knowledge of the population to be served
by a given program will determine the
extent of need for service, the likeli- '
hood of utilization, and the volume of ‘
demand expected.
The approach which is most frequently used to link
L] ]
patients with the hospital facilities they use is referred

to as a patient origin study (Donabedian, 1972; Criffith,

1976; MacStravic, 1978; Miller, 1976; Shaughnessy, 1982;
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Shonick, 1o ) Such  studies provide ecmprrical data on
patterns of hospirtal atilization  ty  measurinag prat tent
testdence  (Grrain) to hospital (destinat ion) flows  ton

small areas.

‘

»

Analyses  of  patient orltaln-destinat 1on tlows have
tocused  on the adentification and measutenent of : 1) the

Influence of ceoaravhic accessibility and certain patilent

and  provider characteristics  on  patterns of hospital
uti1lizatron, D) bospital SelrVvice areas and Se1rVvice
@
poepulatrons, and 2) reagicnal variations 1n Gtalization
rates. This informat i(‘ in  turn, has leen use! to
facilitate the  plannince  and  evaluaticn  of hospital
services. The literature reviewed 1n the foallowina
~

section highlights the najor findinos 1 each Of the above
areas that are relevant to the current investigation.

-
2.4.1 CGeographic Accessitiility and Patient Flow

The 1nfluence o©f spatial factors on pattexn; of

hospi1tal utilization by the mentally ill has beer studied
for well over 100 vyears (Donabedian, 1973; Schler . &
Thompson, 1970). According to Miller (1974), analyse‘s of
patient flow patterns with respect to distance from the
source of care are asdumed to be indirect, but ot jective,
measutfes of accessibility. As a result, Miller states
that for planning purpcses,

distance between the patient's place of

residence and the hospital or other point

of supply of medical care is the most

frequently examined variable in health

services research which deals with patterhs
cf consumer behavior (p.9).
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undier 1yrnyg assurnpt ron 1N many ot the  cartly
tudies was that fhysiclan referral px‘vtlvvs, Ol
cholce, won b lead to the use of the hospirtal

closest te the patient’'s place  of res1dence

(bonabtedian, 197¢: Miller, 1976 Shonick, 1976; Studnicka,
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hat ls, pat tent flow patterns  would reflect

mlinmisation beltavior . If this assumption proved

emplrically correct, hospitals would be gt le to

A

then: service populations by using  a  distance
The populations residinag in gqeaaraphic apreas

predetercined distance fron the hospital could!?

accordine to Studnicki (197¢),

provide the planninag .denominator for
each facility, and the population within
the area could be monitored as to size,
democarephic characteristics, incidence
of diseases, and hospital utilization
(p‘.b79).

literature indicates, however, that factors otlier

distance mwinirization behavicr are Operative 1n

exvlalninc geocraphic patterns of hospital utilization. I

the mental health care literature, the earlrest study on

the e

origin

I
4

Fetween

crlginal

distance

fects of distance between a patient's place of
and mental hospital admissions was conducted in
Massachusetts by Jarvis 1in 1852 (cited in Sohler &

Thompson, 1970 and Joseph & Boeckh, 1981). Jarvis'
»

findina, that an inverse relationship existed

mertal hcespital admission rates and the patient's

from the hospital, has been replicated

internationally (Sohler & Thompson, 1970) and is referred



to o as Jarvieis ' o law (¢cite ! 1n Ponel ediran, 19 /76). Within the
prast few decades, however , several resear cher s (BRarr,
19447 Dear, 1977 Joseph, 1979 Joseph & RBoeckh, 19#81:

Mellsop, Lago; Smith, 197¢6; Sohler & Thompson, 1970

Sohler, 1970; Stern, 1977;:) have attempted to expand upoa
.
and refine Jarvis' lLaw by studyinag this distance decay

effect I conjunction with selected patient and  provide:
. Y . 3
characteristics. ot the varlables studiled, the
Interactive  eftects  of  dlaanosis and level of cate
tequlired consilstently appeared te modify the 1ntluence of

distance  on patterns of utilizat ton by the mentally 111
(Dear, 1977; Josernh & Boeckh, 1981 Mellsop, 1969; Person,
190v6; Sohler & Thdmpson, 1970).

rot exanple, In a stady of poychratr i admission
rates to a multi-level mental health facility 1r
Xustralia, Mellsop (19¢9) found that total admission rates
tended to decrease as distance from the facility
increased. However, the distance decay effect was
weakened 1n patients with the more severe psychilatric
disorders. Specifically, in the geograrhic areas 100
miles frdm the facility, admission rates for persons with
neuroses and personality disorders were 10% of those for
Persons residing in the area closest to the hospital. In
contrast, admission rates for persons with psychoses were
25% of those for persons residing in the area closest to
the hospital. As the age-sex distribution did not vary

significantly among " the areas studied, Mellsop

hypothesized that differences in diagnosis-specific



utilicatioen rates  were not due to differineg morbadrt Y
tates an the pSGpulation. Similar 1esults were found 1n two
LS. studies  which  examined the effects of distance on
{age-sex  adjusted) dtaanosis-specific admission rates to
Wental hospitals (Person, 1966; Sohler & Thompgon, 1970).

In  a Canadian  study, Joseph  and Boeckh {(19861)
analyred t he effects of distance O dxaqﬁ0815~bpgv1f1v

aduission rates to 011 mental and general hogpltals 1o the

Petertorouct,, Ontarre mental health catghment ar ea .
'tocnoses for ) outpratilents wer e not . avallatle.
Consequent ly, admlssions for the outpatient Jroup  were:
analyzed at the aceregate level. lMtacnoses feroeinpatients
were  divided Into  two  groups: 1) the more serious
dlainoses, schizophrerniia, affective psychoses, and
varanold  states; and, 2) the less ser1ous Jdiaanoses,

neuroses, alcoholism, personality disorders and other non-
psychot ic nental disorders. As expected by the
lnvestigators, the analyses 1ndicated that &kstance decay
effects were most proenounced for bothﬂthe outpatient aroup

and the inpatient group with the less serious diagnoses.

In contrast, the smallest effects were -measured for

inpatients with the more serious diagnoses.
Interestingly, these effects appear to be maintained for
patients requlring only outpatient care for mental
disorders. For example, Dear (1977) found thrat diagnosis-
specific utilization rates for persons utilizing

outpatient psychiatric services in Lancaster s Pennsylvania

SO



tented ton decrease for the less severe disorders as therr
distance from the outpatient facilities tncreasel. With
resoect to this  genernally  common finlina 1n the
literature, Joseph and Boeckh (1981) stated,
for the least severe [mental] disorders,
treatable usually on an outpatient basis,
utilization rates are likely to be
stronaly [influenced] by distance-sensitive
flows.... Even for moderately serious
[conditions], not usually treatable on
an out-patient basis, it is possible that
fthe family or physician] may be reluctant
to place the individual concerned at a
distant 1nstitution. However, for the
most severe disorders, illness and the
Imperative for treatment is invariably
recoanized reaardless of distance from
potential sources of care (p. 396).

While the above studies employed physical distance as
a me@sure of accessibility, several researchers (Bosahac,
Parkinson & Hall, 1976 - Drossness & L.ubin, 19366 -
Marrinson, 1964: Morrill & Farickson, 1969), have asserted
that travel time 1s a more accurate measure of access for
studying the impact of distance on patient flow patterns.
However, McGuirk and Porell (1984) criticize some of these
earlier studies in that they tended to ianote the role of
physician referral practices and/or the availability of
alternative services in modifying the distance decay
effect. McGuirk and Porell, therefore, developed a
spatial demand model which attempted to acéount‘ for both
of these variables in measuring the effects of physical
distance and travel time on patterns of hospital

utilization.

Admission patterns (counted in terms of patient
LY



trips) to hospitals in Allegheny County, Pennsylvania
were analyzed for four service cateoories:\ 1) obstetrics-
gynecology (OB-GYN), 2) medicine-surgery (MED-SURG), 3)
pediatrics (PED), and 4) psychiatry (Psy). McGuirk and
Porell (1984) found tWaf, of  the four services,

psychiatric patterns of utilization were least influenced

by differences in access whether measured by distance or

t ime ; in contrast, MED-SURG and PED admissions were most
influenced. When time alone was used as a measure of
access, .r\’.<*(3uix}: and Porell found that “"hetter statistical
fits were obtained"” (p.92) for all services with the

exception of' p Chiatry. When distance alone was used as a
measuxe] éf access, the influence of physician referral
practices showed a significant positive association only
for psychiatric admissions; large, negative correlations
were found between the physician linkage varlable and MLD-
SURG and PID admissions. The authors hypothesized that
the,

greater the choice of physicians close

to a community, the lesser the like-

lihood of choosing one who is affiliated

with a particular hospital (p. 91).

As the distribution of specialist physicians and
resources tend to be concentrated in large” metropolitan
areas, patients requiring specialty care have generally
been found to travel longer distances ;han those requiring
general medical care (Ciocco & Altman, 1954; Morrill &

Earickson, 1969; Sharp & McCarthy, 1971).

In summary, the abcve studies demonstrated that the

6l



severity of 1llness, the level of care required, and the
functional organization of health services interact with
cgeoaraphic accessibility in  influencina patient flow
patterns. Consequently, the determination of hospital
service areas and service porulations cannot solely rely
on a distance minimization assump{ion. The methods which
have been developed to determine hospital service areas on
the basis of actual patterns of patient flow are reviewed
tn the following sectjion.
2.4.27 Pellineation of Service Areas and Service Populations
“Planners and researchers have tended to use three

distinct aprroaches to delineate hospital service areas:

1) normative, 2) administrative, and 3) empirical
(bonabedian, 1973:; iacStravic, 1978; Shonick, 1976 ). The
delineation of normative service areas is based on

theoretically determined criteria andg relevant data which
result in optimizing health care delivéry, such as reduced
travel time or distance. The administrative approach
defines hospitel service areas on the basis of existing

geographic or political subdivisions, such as census

tracts or townships. Such an approach does not take into
account existing patient flow patterns and has,
therefore, not been found as useful for planning purposes

as the empirical approach (Shonick, 1976). The empirical
approach wutilizes data based on actual patient origin-
cestination flows to identify the size and geographic

extent of a hospital's service area and service popula-



tion. It 1s this latter approach which is of particulat
relevance to the current research objectives.

One of the first ;tudies to use an empirical approach
to delilnecate service areas was conducted in the state of
Pennsylvgnia by Ciocco and Altman (1954). Fach service
area was conceptually defined as being relatively self-
sufficient 1n meeting the health care demands ~of  its
resident population. The pfincipal ojective ©f the stﬁdy
was to develop a set of indices for dellneating medical
service éreas hased on patient origin-destination data for
physician, hospital, and maternity care. Administratively

defined boundaries (counties) were used to .measure patient

flov patterns ancd to construct mredical service areas for
each of the three data sets. Although Ciocco and Altman
accepted the cressing of bounda;y lines 1in the process of
obtaining medical care as a given, the problem in

delineating self-sufficient service areas became one of
deciding,

when the movement of patients from one

county to another [would be] of sufficient

magnitude to characterize the first county

as "dependent" on the second (p.1l1). \\
Based on the observed patient flow patterns, Ciocco and
Altmgn defined dependent counties as those which had 6% or
more of their residents seeking care in other counties.
The dependent county would then form part of the service

area of the county receiving the highest percentage of

its' patient outflow. As expected by sthe investigators,
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the medical service areas obtained by applying each of the
three indices showed o high degree of consistency. Ciocceo
and Altman’'s major contribution, however, was in revealing
the importance of assessinag the adeqeacy of available

resources 1IN a given areaq in terms of the actual

poffulation served.

The use of empirically defined, self-sufficient
service areas as an objective measure for determining ~
regional Lesource requirements was also recommended in a

1962 study by Poland and lLembcke (cited in Donabedian,
1973, pr-482-483, Griffith, 1972, pp. 6€8-79, and Shonick,,
1976, ErT. 65-68) . Similar  to  the procedures used by
Clocco  and  Adtman, FPoland and Lenmbcke employed a 5%
criterion for aqqxeqatinq dependent townships. The finai
boundary lines drawn around service areas, however, were
based on the assumption that patients were equally as
likely to utilize hcspitals in the service area as any of
the other hospitals outside the service area. Poland and
Lembcke's attempt to delineate mutually exclusive service

-areas in the predominantly rural state of Kansas was not ;
successful. An examination of the patient flow patterns
for speeific diagnostic classifications revealed that many

" patients with conditions requiring more complex levels of

™ care, bypessed geographically closer hospitals to obtain
care at facilities with the appropriate resource mix.
Consequently, Poland and Lembcke' hypothesized that a

hospital's drawing power over long distances would tend to



be strongly associated with 1ts concentration of speclalty
services.

While the preceding studies attempted to dJdelineate
mutually exclusive service areas for one or mor e
hospitals, several researchers have focused on detern,\inirm
service area boundaries for individual facilities
(Drossness, Reed, & Lubin, 1965; Morrill & Farickson,
1968, Meade, 1974). For example, Meade (1974) developed a
mathematical \J"gravity model” to approximate patient flow
patterns in the rural state of Idaho. Similar to Polanpd

and Lembcke, Meade theorized that the areater the size and

ranae of services available in a aiven hospital, the
crealer would Pe its drawing power over adjacent
facilities. In other words, larger metropolitar area

hospitals, wilth rcre technclogically complex resources,
would likely attract patients from longer distances than
would smaller rural hocpitals. Based on this assumption,
service area boundaries could then be drawn on the points
of maximum distance between two facilities wheré the
larger of the two would exert its attractive force. A
comparison of hospitgl service areas determinedA from
.actual patient flow data with the servicehaggqgirobteined
with the gravity flow model revealed a 96.5{ match. Meade
not‘&, however, that the success of the model in
estimating actual patient flow patterns might be llmited

in metropolitan areas. In f_he‘aredominantly rural state of

' DY o
Idaho, where distances between hospitals @re great, the

-



larage majority of patients were found to utilize the
faci1lity closest to thelr place of residence. As a result,
service areas for individual hospitals would have less of
a tendency to overlap as they would in urban areas.

The delineation of mutually exclusive service areas
for urban hospitals has continued to present
methodological problems to researchers (Studnicki, 1976 ).
Studnicki  has summarized these prolilems 'y noting that :

Patients, especially in metropolitan areas,

are not distributed to hospitals in an

optimal spatial pattern (p.680)....

(Consequently, in] large cities and their

surrounding urbanized areas, the effect of

physical accessibility on the distribution

of patilents to hospitals becomes confused

by the large nunber of alternative hospitals,

the relatively small distances between

cholces, and the large numbers of patients

serviced (p.681}).

. A . ‘

The need tc estimate hospital service populations
without relying on a predetermined geographic service area
was recognized by Griffith (1972). Griffith noted, for
example, a basic weakness in the Poland-Lembcke procedure

was the use of an arbitrary 50% criterion to determine "in
the service area or out” (p.75). By employing this
procedure, the tendency for hospital use to diminish as
the distance from it increased was ignored. Consequently,
the proportionate contributipn to a hospital's service
population of patients residing in distant communfties was
not acccunted for in Poland and Lembcke's equal-likelihood
service areas.

L ]

As a solution to this problem, Griffith (1972)

!
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proposed  the use of two 1ndices which would estimate the
slae and  geouaraphic  extent ot a hospital '« service
population  irrespective  of patlent origin. Griffith

referred to these 1ndices as a relevance 1ndex (R.1.) and
a commitment index (C.1.). To facilitate the computation
%
of  these indices, Griffith emnployed a matr ix format to
identify each small area (rows) and hospital {(columns) in
the region being studied. The row-colunn intersections
would then provide Criffith with an estimate of the number
ot patlents (adnaissions) comina fror a4 given comnmunlity who

utilized a particular hospital in the study area. Py

obtalning the percentage of total admissions generated by

-

-

a given area {tow total) to a particular h(»spital,
Griffith was ctle to derive a cet of R.I. valugf(§ each
hospital. The R.1.s, in turn, provided an indication of
the geographic extent of a hospital’'s service population
by showing tr tendency of each community to utilize that
hospital. To estimate the size of the hospital's service
population, the set of R.I. values were simply multiplied
by the corresponding small area population and summed.
Similarly, Griffith obtained a set of C.I. wvalues to
estimate the degfee ~to which the resources of a _given
hospital were utilized by a particular community. The
C.I. wvalues were derived from the percentage of - total
admissions to a given hospital (column total) generated by

each snall area.

. 1
Bay andg Nestman (1980) refinecd and expanded



criffith’'s  service population aodel . In this Alberta-
based study, Bay and Mestian were able to Jdemonstiate ¢ hat
hospital service pooulations could be  estimated, unden
certain homoaeneity assumptions, without directly definina
v *
a service Aarea. A further refinement of  Griffith's
approach was Bay and Nestman's use of service population
O resource commitment matrices, usina patient days and
hospital separations, to estimate RIs and Cls. Their model

also  permitted them to proportionally distribute each

hospital s resources to each district served by that
N

~
hospirtal. By examinina various confiaurations of the
service pobulation and resource commitment matrices, Bay
and  Nestman developed a method for comparina  per capita

resource allocation and utilization rates on  an Inter-
hospital and inter-district basis. In so doing, they were
. ’ ) ) 5
also ahle to demonstrate the utility of the service
popula*ion model as a provincial or statewide plannina

}tool, rather than focusing on individual hospitals as
>;m-‘iffith did.

On the basis of these research findings, 1t appears
that for regional planning purposes, and fOr conducting
comparative analyses of hospital utilization rétes on a
regional basis, the ser¥%ice population model developed bv
Griffith (1972) and Bay and Nestman (1980) would be

applicable to the current investigation.



2.4.3. Small Area Analyses of Utilization

. LAY
Small area analyses  of patilent flow pratterns are

recoanized  as  belng a useful method  fop assessing the
relationship between characteristics of health care
delivery systems and the populations they Safve. As a

N

prerequisite foi rational planning, however, it has been
demonstrated that a reliable estimate of the population

served by a glven set of resources must be derived
AN N

(Griffith, 1972; tay & Nestman, 19809,. tore 1m¢01xantly,
A ~
- !
any evaluation of patient /community a};d provider
{

characteristics among small areas requires the use of age-
sex adjusted per capita rates ov&r a specifiled time
period, 1f meaningful comparisons are to be made (Bay &
Nestman, 1980 and 198&84; Carstalrs, lgih; Kessler, 1983;
Shauctnessy, 19833.
R

In conducting small area analyses, Carstairs (1981),
among others (Holzer, Jackson & Tweed, 1981), has pointed
out that the definition and selection dg small areas for
population-based.  analyses is dependent upon the research

objectives. For example, from a national planning

perspective, a census division may be defined as a small

area. In contrast, at a local community planning level,
enumeration blocks or census tracts may ‘be considered
appropriate small areas for comparative purposes. Taube
(1970) notes, however, that the acgregation of utilization
data for large regional areas tends to mask significant

variations in -utilization patterns. Conversely, = the

smaller .the areal unit of analysis, the greater will be

Y



the tendency toa prat lent outtlow tron the aredag. [ o1t her

Case, comparrsons of vt rlavation rates will e blased et
only by the sive of the area chosen tor anal ysis, but alao

Ly varliations 11 the S1Zés ot these areas, the

avalrlability of resources witinin each area, and the healtw
-t

AN

Care needs of the area’'s populat ion. Comparat ive analyses

o f gecorap e varlat rons in uti1lization rat es must, '

therefore, tely on certain homoaeneity assumpt tons (Ray &

Sestran TOMe, g ).
,
.

Similar to  the selection of a geoaraphic unat for

analysis, the approach taken in conductinag small area

analveds depends upon the research quest 1ons belna  asked
(Carstairs, 1981}: Yhauchnessy, 19817, For comparinag small
ar@a  variations 1 health service utilizatior r1ates, a

community-based (CE) cr prédvider-based (i'fP) apprroach  mav
+

be taken (Shaughnessy, 1961) .. Shaughnessy (1981) provides
a uteful surmary of these “wo ;pproaches which® help to
;Iarify the purpose and procedures of each.

The CB approéchlway be considered a population-based

aprroach in ‘that pef capilta measures of health service

- . a N

utilization are derived for a specific prulétion. For

-

.

this aprrcach, a-. geographic area, such as a hospital
‘dissrict or’ éroup of districts, -isbused to define the
"ca%mgnity" population. Total  hospital utilization
measuréﬁv on_ihis populifion are then obtained across all

service providers, irresp&ctive of hospital locaticn. | To

N C .
calculate the per capita utilization rate, the total

. -



utrlhrvation tirgure s, JlYlde by the community poperlat yon,
atter ace-sex adjust ment . CHh measur es may then be used {w
assess,, Lot example, whether o specitic communtty popula-
tion experiences hiah o1 ]ow ber capirta utilization rates.

The  TH approach derives bel capita utilization measures

which ar e 1ntended to character1ze provider s, such as
- Q

hospirtals. For this approach, heretore, a spe 1ti1e pro-

vider o1 opoup of providers 1s 1dentified. In contrast t

the Ol approach, the total utilization figure used 1n the

nurerators represents the experlence © of the provide:

areup, net o the coinunity porulat ton. The denominator une..

for  the rate calculation is the service populaticn, the

.

derivation of which 1s tased on the F.1. method descp ) e

by  Graffich (1072}, Pl teasures ma; *hen te used  teo

copaere provider croups on ber capita utillization measures
R ®

Oor surply measures, such as beds per capita.

Shauagnessy (1981) points out that PR measures dre
influenced by the tendencies of a community population to
utilize a Farticular health service. -In contrast, CP per
Capita reasures represent the total utilization experience
of a community population in a specific qeographic area.
CB measures would not, therefore, indicate the relatjiv~
degree to whichk the community population utilized one
provider service over. another. Both' the CB and Pb
approaches can, however, Le extencded to the’comparison of
trenés in per capita measures over time through the use of

' .

retrospective utilization data and population data.

»



Asan examp e, Babaagan (1977 ) used the op appr vach
with lTongitudinal Gata to examine Poayehilotrre  uthlization
rates  within  and  among mental health  catchment areas

(MHCAS) 11 Monroe County, New York in relation to changes

in the availlalility of resources. Fsychiatric utiliration
data and  population  data were obtailned for  each  MHCA
duriha  the period 1960 to 1973, Fer each year and  each

MHCA, the total Mrlization tiragure was divide.d by the
\Syrrespmndlnm total area population to der)ve utilication
rates. These per capite measures were then compatred prio:

te  and following the estab lishment Of  community mental

health centres in three of the ['HCAe. Thus, Pat1gan used!
each service area as its own control in examinina trends
Inopsychiatric utilization rates over tire. A lirmitation

of  this study was the lack of adjustment for differences
in the population composition within and‘among MHCAs  over
time.

In 'a more sophisticated application, Wwilson and
Tedeschi (1984) wused a CB approach as a means for
examining comrmunity correlates of medical and surgical

"hospital use in Michigan. "The total population living
within each (service area] made dp the reference
populations whose hospital use, whether local a{/distant,
was described and analyzed" (p.336). A three step model
was developed to statistically expléin the variation in

small area wutilization rates in terms of case mix,

available resources, Population age and other relevant



v

demoagraphie var rtatbiles 1nf luencinoe hospital use . Pati1ent
days  per 1000 persons (FDRT) was employed as the unit of
anolysis. The Investiaators selected PPRTs on the bhas s
of lts comprehensiveness as a measure of hospital  use;
that 1%, PERTs could be Yhroken down Intoe dischar ge rates
(DSRTS ) and aver ace length of stay (ALOS) . The first step
1N the model 1nvelved an adjustment of the ¢1ude measur es
of  DSRKRTS and ALeS to c<>;1t1m1 for the etfects of  age  ano
Cane mx o dlfterences onone the communlity populations. At
the  second  and thire steps, two regression models wer e
developed to determine how much of the ob'served  varilation
o

1 hospital atilization amonyg the service areas could be
explalndd |9% pop.ulat 1on  characteristics and supply
Characteristics respectively.

The use of pe: carita measures for small area
analyses fron a by perspective has been a primary focus of
the work of Griffith. One of Griffith's ma jor
contributions to health care planning has been 1n
detailing and demonstrating the methods for derivina per
capita measures of utilization, «cost, and quality for
assessing the performance of a hospital or cluster of
hospitals (1978). These methods were later tested in an

. . .
evaluation of hospital performance in Michigan (Griffith,
Restuccia, Tedeschi, Wilson & Auckerman, 1981). Griffith
et al., noted that the methods were “imperfect" and

L

required refinement, particularly in terms of adjustments

for case mix and ottaining more comprehensive data on



quality 1ssues. With refinement, however, Gritfith et al.
stated that Pl per capita measures would prgvi«ie declision-
makers with "data from which realistic health care aoals

can be set and achieved" (p.157).

Bay and Nestman (1984), however, used both ﬁhe CB and
PB  approaches in their development of an emplrical method
for--allocatine  acute care heds 1in Alberta hospitals.
Based on the hospital service population mo;iel previously
developed by HBay et al. {1980), ace-sex adjusted per
caplita estimates of the becds used by residents in each
district were derived. The set ‘of bed distribution
indice‘; (BDIs) were then used to con?bare districts in
terms of thelir }.>(>tential for beinag over or under-tedded.
While the BDIs were found to provide useful information
for comparitive purposes, ttey did not indicate tﬁe decree

to which the per capita bed distribution reasures would be

influenced by patients residing outside the district. fThe
Y, :

investicators, therefore, introduced the use of a service

population index (SPI1) to provide age-sex_ adjusted

L]

estimates of the number of peréons served by each hospi

bed,  irrespective of their district of origin. The SPIs
‘were then used to compare‘hospi{als in terms of their

service loads and their potential for being over or under-
(é;paded. Consequently; Bay and Nestman were also able to
demonstrate that the combined use of the CR and PB

. . L
proaches would ‘provide the most comprehensive and

liable 5nforma;ion for regional planning purposes.

~J
£~



2.4.4 Summary

Patient oriain-destination studies were reviewed in
terms of thelr importance in tdentifying a hospital's
service area and service population and deriving per
capita measures of ‘utilization for regional or system-wide
planning [furposes. The major research findinos are
summarized bhelow.

1. Studles of patient flow patterns revealed that the

K

severity of illness, the level of care required, and the
distribution of health services interact with geographic
accessibility in influencing pétient origin-destimation
uti1lization patterns. These findings indicated that the
delineation of service areas and service pOpuiations could
not solely rely on assuwin; distance mi?imization as  the
” ) ,

primary <dJeterrinant of patient flows from residence to
care locations.

2. bBased on these findings, several researchers developed
empirical methods to estimat? the size and geographic
extent of a hospital's service population without direct
reference to specific geographic areas. These hospital
service’ population models, based on RI"and CI measures,
were démonStrﬁtéd as Dbeing usef&l for éggregating
geographic areas, such as hospital districtsl - as well as
hospital service providers to examine per capita measures

. .
of utilizatiqp on a regiqpal rasis.

- - : . {
3. The procedures for comparing small area or regiocnal

measures of utilization rased on the service popula}ion

.
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. !
model were reviewed from both a CB and PB perspective.

Applications ot the CP and Pb approaches demonstirated
‘ - .

their utility for assessing  per capita measures of

utilization with respect to available health care

resources.
2.5 Summrary
Based on  the literature reviewed in  the precedinag

chapter, the following conclusions were reached 1in terms

of the r1elevance and application of the research findinas
to  the current investigation. -
1. The conceytual model of utilization developed for this

thesls suggested that sédveral environmental and individual
determinants of hospital utilization have influenced
psychlatric admission patterns to acute care hospitals
over the past three decades. The utility of this
information for plannina purposes, however, is facilitated
only by an understanding of how and by whom acute care
hospitals are used for the'treatment of mental disorders.
This knowledge has been lacking in previous mental health
planning efforts. As a result, facilities and services
were added to the cate system withdut knowledge of whether

) . .
existihg services were being used efficiently and o

effectively. Given the current mental health planning
strategies in Alberta, which include the regionalization
of servites, the objectives formulated for this thesis

would appear to be timely, as well as relevant. in facili- .

tating rational planninc ard decision-making.



2. The literature review covered several aspects of
hospital  utilization by psychiatric patients in terms of
the 1mportant _imteractirm ;»etween patight démoqraphics and
diagnosis, and service-specific utilization patterns. The
research findings also indicated the important influence
-
that Change%\in treatment nmodalities and the distributiop
of acute care psychiatric beds have had on alterimu
hospital utilizatiorn patterns. From a provincial
perspective, a description of hospital utilization
patterns, trends, and per capita utllizatlon rates by bed
type-, dlagnosis, and gender would, therefore, provide
useful information for system-wide strateqgic -planning
efforts. A provincial berspective on utilization would
also offer an Opportunity to  corpare  the psychiatric
service role of Alterta's acute care hospltals with those
in other jurisdictions.

- 3. As a furtter supplement to the infogmation réquired
for rational planning and decision-making, patient-oriain
destinat\ion> studies have demonstrated threir util.it)}‘ in
explaining geographic patterns. of ~ utilization and

“delineating service - areas and service populations.

ﬁlthpugh 6figin-destination studies have been undertaken

-~
£

to determine correlates of hospital utilization by . the
mentally ill, this method has typically not been used ;:o
delineate hospital service.éreas and service populations,
as mental health catchment areas tend to be .adm-inistra-

tively defined. Further, a provincial analysis of psychia-
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tric  patient f1low Patterns _has never been conducted ijx
Alberta. Any efforts t "regionalize  ental hea lfh

services in this province would, therefore, benefit fi\$r
information on geographic patterns of hospital utilization
over  time  from both. a dist rict (community—basedj and
hospital (provider-based) perspective. This informat ion
base could then be used to empirically ldentify variations
In recvionral resour ce use by the mentally 111 over time. “aAj,
evaluation .<>‘ the current allocation of psychiatric acdute
care beds Can also be made through the use of bec distri-
bution (BDI) and service population (sp1) ipdices.

In  summary, the‘conclusions reached on the basis of
the literature review indicated that several of the

methods can and should be incorporated into the analytic

bProcedures used in +he current investication.



CHAPTER 111!
MFTHODOLOGY

As discussed in Chapter 1, previous mental health

. i . . .
plannine  efforts have been characterized by a lack of
\ L
Information ;on service-specific and diagnosis-specific
. -
Jeodraphic patterns of utilization. Consequently, inftorma-

tion to  assist <ié(isi(u:ﬁnakexs ;ﬂ determinina  whether

AN
avallable resources have beern used efficlently and dffec-
tlvely has also been lackine. In recoanition of these
problems, .and- to  facilitate the regional planning
strategies currently beinc developed for provincial mental
health services in Alberta, the following objectives were
formulated for this jnvest lgation.

1. To describe providcia% trends in oeneral hospital
utilization for psychiatric disorders by persons 15 vears
of age and older: and, to further descrite utilization
patterns by Lbed type (hospitals w;th psychiatric bedé

~

versus hospitals with medical beds only), .diagnosis, and

gender from 1971 to 1982/83.

2. To describe regional trends in psychiatric utili-

> ‘ /
zation rates over time based on Alberta's : recently

estiblished mental health care planning regions.
) )
3. To describe psychiatrj patient origin-destination

utilization patterns from a c unity-based and provicder-

based perspective by bed type and by region.

79



3.1 General KResearch Strategy ”~
The overall research strateqgy developed f:)x‘ this
thesis focused on- providing a description of hospital
utilization patterns and trends for psychiatric care in
Allerta over time. A service population model (Bay &
Nestman, 1980) -was used to describe provincial and

-

rea{}onal (REG) trends in hospital utilization rates from >

CE perspective. This model was also used to carry S out a
; »
patient  origin-destination study to examine service-
specific  (PSY beds versus MED beds) and REG patterns of
. .
hospital utilization fromn both CB and PB perspectives.

To -provide th\ most comprehensive description of
hospi1tal %ﬁylization 5§Fterns over time, all residents of
. . \
Alberta, 15 years of age and older, who were hospitalized
for psychiatric care durina 1971 to 1982/83 were included

in the study.. Consequently, descriptive rather than
¥
inferential statistics were used to . measure important
. \
aspects of the study population's psychiatric hospital

©

utilization patterns.
A (

HospitaL' utilization data and population=™ data, ob-

93

‘tained through the provincial government, formed th% major .

pért of the data ba;e for the descriptive analezs. In
-addition to being'déscriptivefin nature, this studyA may
also’ be classified as an exp{é}atory .analys;s of
psychiatric hospital wutilization patterns 1in that no

specific hypotheses were formul&ped_with regard to causal

relationships among the variables. Rather, the results of

il

«
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. A} ’ .
the descriptive analyses  were intended te provide the

) basa s for developing more preclse research questions o1

hypotheses for sul'sequent investiagations.
B N

e ¢, R
s one «of the major goals of descr iptive or explora-
tery studies 1s to reliably document the cﬁaracterlstivs
of a particular aroup and the frequency of events beinag

examlned (Sellt 12, Wrightsman & Cook, 1976), careful

attenticn  must be paid to selectina the apprropriate dJdata
.
and adjustment methaods to decrease the ‘potential for

b»rasinco the results. The data sources and data moaifica-

tion  proceiures used to compile the statistical base for
A .

~

thils thesis are, therefore, Fresented 1n sone detail in
section 3.2. The~analytic procedures correspondling to each
A -

ot the study ol jectives are presented in section 3. 3.

1.0 Date Sources and lata BRase MPevelopment

The principgl sources of data and the procedures for
2 .
g + adjustinag these data are discussed in three subsections:
Ld

"1) hospital utilization data, 2) population data, and -’ 3) w

+  ‘supplermentary data. . ‘

. 3.2.1. Hesbital Util}zatioﬁ Data
S ‘Hoéﬁital utilization data for the years 1971 lthrough
Ti982/83 were prgvgged on computer tapes by the provincial
?

government throuch Alberta Hospitals and Medical Care’
(AHMC) . These data form the "PAS (Professional Activity
Study)/Norbidity; File" wused by AHMC to ‘facilitate ghe
planni:g and evaluation of hospital services. PAS data

-~

are derived from medical record abstract forms which acute §
.o & .
/



/
care hospltals complete for each person separated from a
facility. It 1s known, however, that certain individuals
wilth mental disorders are readmitted to hospitals durinc
the course of a year (Cardillo, 1980;" Artoleda-Florez et
B 9"
al., 1982). Certain psychiatric patients may also  be
transferred to other hospitals providing care in
psychiatric units. Consequently, the number of cases o1

separations may be somewhat larder 'then the number of
4

individuals hospitalized.

The PAS data elements used to compile the statlstical

base for this thesis were: l)patient age on admission, 2)
sex, 3) primary diacnosis, 4) lenath of stay, 5) patient
residence defined by ageneral hospital district (GHD), and
6) hospital of patient acdmission. ! .
The Commission on Professional and Hospital

Activities (CPHA) in Ann Arbor, i1ichigan, responsible for
the processing of the PAS separation abstracts, edits and

compiles the hospital morbidé;y data for AHMC. Subsequent

edits: and file merging are performed by AHMC. The

collection, editing and compilation of such massive data’

/ -

sets' results in timeé delays on the order of two to three

.years prior to covernment release. The study pericd,

therefore, spans the years 1971 through 1982/83. This
time span rgepresented the most recent PAS data available
durina the data base debelopmént phase .of this thesis. It

should be noted, however, that PAS data for the period

\

Januaary 1, 1979;to March 31, 1979 were unavailable. hﬁ;}
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order tliat t he data remain lonagiltudinal ly comparatle,

hospital utilization data for 1971 to lare span  the 172

-

month  calendar year. Hospital utilization data  for the
. - : *

remailnder of the study period span the 12 month fiscal

vyear starting from April 1, 1979 to March 31, 1980, arnd

for each subseguent year to March 31, 1983.

_selection o f;g?ﬁﬁ?w‘}z lation

The study population included all Afberta residgnts,
15 vears «f age and older, who were separated from
frovincial acute care.h<§%dtal during 1971 to 1982/83 with
& prirnary psychiatric diagnosis. .Although information

*

regarding secondary and tertiary diagnoses are reported o
the PAS separatlon abstracts, only the primary diagnosis

was  selected as 1t represents the principal cause far,

ratlent admission. The fage critericn used in the analdyses

was  basel on 1) the known scarcity of child psychi
‘ Y psy ;

- . & T 4
and inpatient psychiatic services for children 'in Alrerta

(Yates, l§82) and the relétﬁvely minor use of inpatient
ps?chiatric sgrvices by theApediatric pepulation (NcKiAsey
& Co., 1980), 2) the age groubs commonly used 1in the
literature to diétinguish between 1 children,

adoleséents, and adults with mental disorders. (Dohtenwend

.

et al. 1980), and 3) to facilitate the calculation o

utilization rates as census data are tabulated in fiv

v

year age Qroups. Although the"tudy population excluded
. . ‘
perscns 14 vyears of -age and under, and included both

adolescents (15 to 17 vyears cof age) as well as adults (18

'd.,"n

€

4
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to e year of age  and older), hereafter, the study
populat ion 1s 1eferred to either as the adult populatiion
or the pxu\'ln‘vlal population.

Dlaanoest 1o Codes

Dhurgino the course of the study period, three
dlaanostic codina schemes  were used by CPHA and
subscritbang hospitals. Conseguent ly, the Hosprital

Adaptation of thé International Classification of Diseases
(F-1¢iA)  was  erpicyed  from 1969 ¢t 1973 the second
edit 1o, H-TCDhA=-2, <ﬁm used from 1974 to 197, In 1079,
the ninth revision of the International Classification of
Plseases, Clinical Modification (ICDh-9-CM), a far more
detailed coding scheme, was adojted for use by  PAS
hospritals., As a result of these chanaes, several of the
diacnestic oode numbers used to describe mental disorders
were altered. To ensure the loncitudinal comparability of
Jlaanosis-specific utililization rates, a diagnosis
conversion table prepared by CPHA was employed for these

analyses. (See Appendix A for a listing of diagnostic

mn

categories and equivalent diagnosis codes.)

In each of these three coding schemes, the disease
chapter on mental disorders was brecadly categorized such
that specific diagnostic codes could be grouped into the:
l1)psychoses, 2) neugoses, 3) alcohol and druc related
disorders, (ALC/DRW), and 4) other non-psychotic mental
disorders (OTHER). These four categories were used

throughout this study to examine diacnosis-specific trends



and patterns of hospital utilization. Utllization rates
for mental retandation were not examined separately aiven

the extremely low frequency of acute haspitalizations for

this patient aroup. However, uti1lization data for mental
retardation were included in the calculation of
utilization rates for OTHER and total ment al disorders.

In sum, W1l diaanoses classified as mental discrders by
CPHA  were used to 1denti1fy psychiatriic separaticns on the

PAS fi1les and were 1ncluded 1n these analyses.

_Gecoraphic Units of Analysis -

An  exarmination of recional utilization rates and
ratient flow patterns requilired that mutually exclusive
aeoaraphic areas be employed for the analyses. In the
province of Alrerta, several investligatlors Llélnﬁ

porulation-hased methods fesr describine small area as well
as regional varlations in hospitel utilization rates (Bay

& Nestman, 1980, 1984; Smith-Romeril, 1983; Toll, 1982)

have found administratively fiefined general hospital
districts (GHD's) to be useful for conductina these
analyses. The GHDs were noted as being small enough to

prevent masking of significant variations in wutilization
rates, Yyet large enough to permit feasible analyses of
patient flow patterns. A related reason for employinag
GHDs was based on the observation that 93 of the 103
districts, in 1982/83, 1included only one hospital. It
should te noted, however, that some minor éhanges were

made to district boundaries during the course of the study

L



period which resulted 1in the present confiauration of
Ctil's . To facilitate lengrtudinal comparisons of

.

utilization data, any districts which were combined durina
the study period were considered to be combined throughout
the study period. The use of GHDs as the geographic unit
of analysis also facilitated the measurement of oriain-

destination patterns and utilization rates as: 1)GHDs are

coded on PAS separation abstracts accordinag to the place

of patient oriain, ?2) census data, collected t'y enumera-
tion area, can e agarecated to approximate GHD
loundaries, and 3) GHDs can e clustered to form laraer

ceoaraphic areas or regions.
v N

. While several advantaaes 1n usina GHl's for small area
analvses hgve been noted, the use of these qgeographic
areas pose certain limitations as well. For exaryle,
northern Alberta contains several CGHHDs which cover large
land areas but are sparsely populated. Further, the
majority of acute care psychiatric (PSY) beds during most
of the study period were located in Edrmonton. In
Contrastﬁ southern Alberta is characterized by smaller
GHDs which are.more densely populated. During the study
period, PSY beds were distributed in Calgary, Lethbridae
and Medicine Hat. These differenées in the GHDs and the
long distance patients in northern Alberta would be
réquired to travel to receive care 1n psychiatric units,

may have some influence on patient flow patterns.

The compilation of these data allowed hospital

.8 6
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utilization trends to le described in terms of aqge, sex,

diagnosis , and bed type. These data further allowed
patient oricgin-destination stuydies to be carried out from
toth a community-based (CB) and provider-based (PB)

v
perspective. The examination of utilization figures over

time and across geographic areas becomes nmeaningful,

however, only when compared to a reference population. ’

Thus, it* has bepome standard practice in health care
research to describe hospital utilization in terms of per
capita rates. Population statistics were, therefore, re-
auired for the data base. <

3.2.2 Population Statistics

Provincial population- statistics for the years 1971,
1°7¢ and 1981 were availatle from the. federal census.
These aata, collected by enumeratioq.areas, were tabulated
by GHD for 19 age by sex aroups and obtained from AHMC.
Thus, the district population figures required for the
computation of utilization rates for the adult population
were avallable for the census years.

The derivation of utilization rates for intercensal
Years required that district populations be estimated. To
simplify the calculaﬁioné}“ it was assumed that an
exbonential pattern of ogrowth énd a constant or equal rate

) {
of population increase existed between the years 1971 and

1976, and the years 1976 and 1981. (See Appendix B for

calculational formulae.) ®

Whether comparing wutilization rates for different



’

populations or the same population over time, variations
in the ace-sex structure of the population must be taken
into  account. By employing standardization procedures,
the effects of these variations or changes in population
composition are controlled, thereby permitting unbiased
comparisons to be made (Matras, 1977). The indirect method
of stangdrdization was selected for the necessary age-sex
adjustments to the district populations, as this method
eliminated the extensive data manipulation procedures
requirec for the direct method of ace-sex adjustments and

facilitated the interpretation of hospital wutilization

rates. As such, the indirect nethod uses the more stable

rates of a larger population, such as the provincial
e

pepulation, toc  serve as the standard of comparison for

sraller populations, such as district populations.

The weicghts derived for acjusting district population
ficures followed the basic approach described by Bay and
Nestman (1980, 1984). Population andﬁutilizatioh figuresx
(patient days for all mental disorders), for the three

census years were combined and tabulated by 13 age-sex

groups for the adult population. By using combined data

for the census yéars, changes in tﬁe age-sex compoéition
of the population during the study period could also be
adjusted. The age-sex specific utilization rates wére then
obtained and divided by the prowvincial utilization rate to
derive the population weights. These weights provided a

quantitative rmeasure of the relative resource

«
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use/requirements for inpatient psychiatric care in each

age-sex group. As indicated in Table 1, welghts tended to
ir‘crease with age. For example, weights for persons 75
-

years of age and older were four to five times greater

than the weights for persons 15 to 19 vyears of age.

Further, females in all age grours tended fo have laraer
welghts than males. ’ By summinc the weighted population
figures, estimates of district service porulations were
obtained for the census years. (See Appendix C for

computational formulae:)

As the census data were cross-sectional in that they

provided a population count for a specific point in time

(June 1 of the census year), and the PAS data provide a

cumulative count of yearly hospital Separations, the data
A
bases were not entirély compatible. Theoretically, the
¥
"validity of yearly hospital ilization rates based on
/-\\
census population f

res cou be questioned. However,

it 0was thought -that ghis limitation would ndt
significantly distort any patterns or trends observed in
the da§a. e
3.2.3 Supplementary Data Sgurces

In order to estimate the number and distriﬁution ‘of
acute care PSY beds across GHDs and mental health care
regiong_ (REGS) in Alberta, Annual Return data (Annual

Return of Health Care Facilities-Hospitals, Part One)

obtained from AHMC were employed. These data\¥z;jfided
counts of the apprSved short-term psychiat¥g bed

4
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Table 1

Age—Sex>Adjustinq Weights .
Age Group Males Females
15-19 .44 69
20-24 .53 .79
?
25-29 .52 .92
30-34 .58 1.02
35-3¢ .64 1.19
40-44 '.72 - 1.36
45-49 .88 : 1.41
50-254 . . 5¢ 1.53
55-59 1.09 ‘ 1.75
60-64 l1.18 1.66
i‘65-69 : 1.29 1.75
70-74 1.51 . 1.91

75+ 2.39 3.51




complement In each hospital durina the study period.
Annual reports issued by the Alberta Hospital Commission
and AHMC  during 1971 O 1982/83 provided additional
informaticn on the number of beds and district location of
Alberta acute care hospitals. During this period of time,
the reporting period for institutional data changed from
calendar vyear to fiscal year in accord with the Hospital
Commission's reorganization. The 1977/78 annual report,
therefore, covered a 15-month period, from January 1, 1977
to March 31, 197¢.

Information obtaiﬂed from‘AHMC, in the form of’ un-
published reports, provided documentation on the current
recional mental health care boundaries. ‘
3.3 Analyﬁic Sters X

Trhe data analyses were divided into three® parts which
Corfésponded to the overall study objectives: to describe:
1) provinciarl: trends in hospital utilization by
Psgchiatric patients; 2) regional trends and variations in
psychiatric utilization pjtterns; and 3) patient origin-

destination utilization pitterns. The procedures used for

~each set of analyses are described in the following

sections. ’ . L

3.3.1 Provincial Analyses
f . ”
The purpose of the provincial analyses was to examine

overall trends in psychiatric hospital utilization
" patterns, and to further describe service-specific utili-

>

zation trends by bed tyre (PSY beds versus MED teds) andg

91
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diaancsis, and by sex and diagnosis over time.

<

patterns by aage grdup wéye also examined.

litilization

tal utiliza-

"SERS", and

e

To carry out these analyses, annual hospi
tion data, (patient days "DAYS", separations
' aveTaae—length of stay "ALOS"), were aggregate

for all hospitals in the province with dedicat
and all hospitals which contained only MED bed
course of the study period. Summing the
ficures aeross hospitals for each year yielde
provincial hoepital utilization figures.

utilization figures were then examined for

(1971, 1972, ... 1982/23) and for all yea
(1971-1982/83), or for each of the census vy
1976, 1981/82). Psychiatric utilization rat

and DAYRATES) were derijived by using either SEP
the numerator, and the provincigl sefvice
ficures in the denominator. \
3.3.2 Regional Analyses
The purpose of/the reéional analyses was

the relative consumption of'psychiatric hospit
by residents res{ding within each of the prov
mental health care REGs over time. The an

cenducted from a community-based (CB) perspe

is, the data reflected the utilization

d separately
ed PSY beds,
s during the
utilization
d the total
The actual

each year

rs combined .
ears (1971,
es (SEPRATES

S or DAYS in

population

to: _coMMafe
al resourcds
ince's sevén
alyses  were_//
ctive; - that

patterhs of

residents in each REC, 1rrespect1ve of where they had been

hospltallzed 1n the province for psychlatrlc C

13

The reglonal analyses requ1red that hospita

Pl N

be clustered to form larger geographic areas.

are. -

l districts

The regional

’



v .
configuration was based ®n the mental health care planning

regions developed by the Bepartments of Hospitals and
Medical Care and Social Services and Community Health
(AHMC, 1984). To facilitate the calculation of hospital

utilization rates, minor adjustments were made to regional
boundaries in order that they be coterminous with GRD
boundaries. However, all hospitals which were in the
unadjus{ed REGs, remgined within those REGs: that is, the
boundary adjustment brocedure did not result in hospitals

being reassigned to Qifferent REGs . Conseauenttly, the

N

boundary adjustment§ were not expected to distort the,

results of either the regional analyses or the patient-

origin destination analyses to any Jreat degree. Figures

1 and 2 resrectively illustrate the unadjusted\ and

adjusted regional boundaries. (see Appéndix D for a

listing 0of hospital and district names and their

’

corresponding REG.) -

The first set of analyses examined the Qistributions
of SEPS and DAYS, for all psychiatric disorders, among the
REGs and compared these data to the regional SEPRATE and

"'DPAYRATE distributions for the census years. The second

set of analyses compared recional SEPRATES and DAYRATES

A}

v

indexed these rates to the provincial total. Finally
regional comparisons were made for ALOS during each of the

census years.

, 0 .
For the entire 12 year study period (197;;f§82/83) and

(’) }



FIGURE 1

Unadjusted Mental Health Care
Regional Boundaries
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FIGURE 2
Adjusted Mental Health Care
Regional Boundaries
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3.3.3 Ppatient O(ioin—pestination Analyses

//gatient origin-destination analyses were conducted
from both a Community—base& (CB) and provider-based per-
spective (PB) (Bayv& Nestman, 1984; Shaughnessy, 1981).
Origin-destination analyses conducted from the CB perspec-

tive were»intended to provide information on the tendency

for residents of districts with PSY beds, or residents of

districts with only MED beds, to remain within or travel
outside thelr GHL or REG to receive psychiatric hospital
care. Urigin~destination analvses Condﬁcted-from whe PL

perspective were inténded to provide informafion on  the.
tendency fo} hospitals to serve regidents located within
or outside of their GHD or REG. Relevance indices (RIs)
and commitment indices (CIs) were derived for the*CB and
PE  analyses respectfbely, for ﬁo£hvSEPé and DAYS. (See
Appendix E for computational formulae. ) All patient
origin-cdestination matrices were constructed according to
the procedures developed by Griffith (1972) and Bay and

Nestman (1980, 1984). Specific procedures corresponding to

the CB and PC analySes are described below. .

K}
-

Commuhity-Basea Perspective: Relevance Indices

Three analyses were carried out from the CB
perspective: 1) service-specific patterns of hospital

ufiliza;ion by bed type (PSY beds versus MED beds); 2)

/
/

regionél origin-destination ut?lization patterns base‘ on
Alberta's current mental health care planning regions; and

3) origin- destlnatlon utilization patterns to Edmonton and

L4
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Valaary o istoror hospatals Dy district residents of Cach
n‘e.‘nt‘xl Nealth o care Rbo

Foa t hie tlxs{ analysas, BerVice-specltio patterns ot
})\‘s\;“‘t.x‘l Ati1lization  werte examined by aagarecating  all

Cintriots which contalned PSy Peds and all districts which

contaaned  only M beds Jdur ing the study peri1od to serve

TR the Place o f patient O 1ain. To Lepr esent the

Patient 's  hospital destinat 1on, all hospirtals which oon-
!

tartne  POY bedis aid o all hospatals vhiioh contarned crolyov
s

eds durTne the Course of the study perrod were separately

AqGL e zat el The . resultinag < X J ort1aln-dest inat 10n
é‘.
matrlcoes showed the pronortion of CEPs and PAYS (ki)

resi(ients Of  SGHDS wlth PSY bed or MEDY beds  exper lenced
withir - thelr owr (i1strict hospitals ¢ in hospitals oot -
s1de th;‘n x?lSt(\l«‘f. Patient criain-destination utiliza-
tien patterns v;'exe then descrited for all years combined,
¢ -

and  fur the vears 1971 and; 1982 /83, for all  psychiatric
disorders  and by diagnostic groups (psychoses, neuroses,
AlL.C 'PRUCG, an® S)THER). Finally, the ALOS experiences of
residents of: GHDs w&th &FD bed or PSY beds within their
own district and outsiie ‘their district were compared for
all psychiatric disdrders and by diaanosis aroup.

For the second analysis, the origin-destination utili-

zation patterns of residénts residing within each of the

prcvinqe's sever mental health care REGs were alsc
examined to estimate the relative decree to which

rsyvchiatric #patients rerained within their own RFC or



traveled to ancther FIC to 1ece 1 ve pPsychiraty 1. hospatal
Al e Reagronal Potirtent tlow patterns were measul el fon
PAYS and ST ES by constriuct 1na a ser1es of mat ri1ces  whegp e

the rtows 1epresented the mental health care REG of patient

G lagln. Similarly, the columns tepresented  the hospital
RECG of patient destinat 1on . Relevance indices were calouyg-
lat ed tor all psyehratiie disorders comtaned and tor all
Vear s combrlned . The ALCYS experiences f reatonal Lesy -

dents oan therr own and o cther REGS was also descraled.

A the Tesults ot the reagronal analyses showed that
Psychlatric  patients requited to leave their own REC for
hosprtal care tended to travel to the Pdmonton and calagary
REG hosprtals, Rls were alsco derived for district

resldent s 1 each RI'v to thelr own, and to bPdnonton and

Caloary district hospitals. Fer the third analysis  from

the I perspect ive, the orilcin-destination matrices were
constructed s that each district in each mental health
Care RIG represented the place of patient oriagin,. and
Edmonton  and Calaary hospitals with PPSY beds r%presented
the place of patient destination. Regional origin-
destination maps were then developed to show the propor-
tion of patient days, or Fls, (for all years and all
diagncses), that district residents in each REG spent

within Edmonton or Calaary hospitals for psychiatric care.

Provider-Based Perspective: Commitment Indices

Three analyses were carried out from the PB perspec-

tive to estirate the relative tendency for hospitals with

RE



ey beddaamd hospitals woth only MDD beda  to cormrt
psychiatiae resour ces taorrestdents within theas Own L
other districts o1 RbOs. Procedures similar to those used

11 the P analyses were emp loyed.

oot the firrst analysis, A sertes of L’j'l\y 2 oriain-

/ -
destination matrlces wele constructed to eXamine Cls for
DAYS  and  SEES by bed type. The rows ot the  matiilces

tepresented the aquregation of all hospatals with PSY Leds

and all hospitals with only  MED heds: that 1S, the
hospital representing patlient separat ion. The columns f

the matrices t‘epresen(red the acaregation on all GHl's which
contalned PSY beds and all CHl's with only MEI beds ; that
1s, the resident district of the psychiatric patient
Commitment Iindices for DAYS and SEPS were then  examine!
for all years combined and for the vears 1971 anpd 1982 /83,
for all psychiatric disorders. Similar to the regional
analyses Ca‘rrie(i cut from the CD perspective, a series of
7 by 7 oricin-destination matrices were constructed to
estimate the proportionate amount of psychilatric resources
(DAYS) hespitals in each REG commited to their own or non-
regional residents. In this case, the rows ,of the
matrices represented the hospitals/PEGS of patient
destinaticn while the columns representec the REG of
patlent oriagin.

The thircd analvsis undertaken from the PR perspective
focused on the relative tendency for each of Edmonton's

(four) and Calgary's (three) hospitals with PSY beds to

Qg



conmt pPosyehiatrao resont ces, 1n terms  of DAY S, to
resitdents of each mental health care Kb, This analysis
was undertoken as S1.1% of all psychilatric patient DAY S

experienced by Alberta residents over the 12 years were
spent 1n the seven FEdmenton and Calgary hospitals with PSY
eds . The rows of the ori1gin-destilnation matilces COn-
structed for this analysis theretore represented  e1ther :
1) tidnonton hospitals with FSY beds: University of Alterta

Hospatal, KRoyal Alexandra tlospital, Misericordia Hospital,

arc t he Poimonton  General Hospital, o1 D) Calaary
hosp1tals with PSY beds: Foothills  Provincial General
Hosprtal, Poly o CUross Hospital, and the Calaary Cener .l
Hospirtal. The columns of each oriain-destination natriy

represented the rental health care REG of patient O 1dail.
commitment 1ndices were ther examined for all years and
all diarncses combined.
3.4 Sumnary

The methods used to  examine hospital utilization
patterné and trends by the mentally 1ill in Alberta were
described in the preceding chapter. The overall research
stratecy 1nvolved the use of descriptive rather than
inferential statistics to examine retrospective,
-longitudinal hospital utilizatiorn data. The data analyses
were divided 1nto three parts which corresponded to the
study objectives: 1) provincial trends ip psychiatric
hospital wutillization patterns and per capita wutilization

-

rates; 2) recicnal trends and variations in psychiatric

10O



uti1liraetion ratterns and rates:

or1cin-dest iration

procedures  used for

uti1lization

each set of

and  3)

patterns.

aralyses

psychiatiilioc patiient

The

methodoloaloeal

were descorit e,

~
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CHAPTER 1V

RESULTS

The results of the descriptive analyses are presented

1n three major sections: 1) provincial trends in hospital
uti1lization by the mentally il1l;: 2) regional trends and
var @gtions In psychiatric utilization- rates; and, 3)

by

patient oriain-destination utilization patterns within and

ecanronae the mental health care regions (REGs). A profile ot
the Alberta acute care hospital system and adult
population trends 1s alsc presented to  assist in the

Interprretation of results.
4.1 Frovincial Pepulation and Hospital Profile

Th% purpose of the profile is to examine factors
specific to the Allterta environment which could influence
trends and patterns of hospital wutilization by residents
of Alberta, 15 years of age and older, who required psy-
chiatric «care. Information obtalned from provincial
government census data, annual rerorts, and annual returns

N

from hospitals were revieJLd in order to identify: 1)
adult pQpulation -trends in Alberta during the study
period; 2) the configuration of aeneral hospital districts
(GEDs): and, 3) the supp1§ and®distribution of acute care
‘hoépitals and psychiatric (FSY) beds.

Adult Pcpulation Trends

The population of Alberta, 15 years of age and older,

102



103
increased by 52.1% from 1971 (1.11 million) to 1981 (1.60
million) {(Table 2). Although the overall cr®wth in the
adult population was relatively smooth, certain age groups
experienced a - much more dramatic rise in their numbers.
Persons aged 25-34 years, for example, almost doubled in
nunber ltetween 1971 (719.6 th@uéands) and 1981 (435.3
thousands) representing a 98.2% increase; those aged 15-24
years 1ncreased by 57.5% in number during the same time
period. As a result, 46.9% of the adult population -in
1071, and slicghtly more than half the adult population
durine, 1976 (50.2%) and 1981 (53.9%) were accounted for tvy
the 15-34 years olds combined. The significant rise in
the vyounger segments of the population du%ing the 1970s

may in part be attributed to the in-micgration of persons

seek1lng emp loyment during Alberta's econonic "boor "
. N
period.
With respect to gender, 1ales respectively acc. unted

for 50.5%, 50.4% and 50.9% of the adult population during
each of the census years (Table 2). Whereas males
\outnumbered females across all age groups in 1971, this
pattern changed somewhat over time. AIn 1976, females aged
45 years and above outnumbered males of the same ages, as
did females 55 years of age and above during 1981. Most
noticeable was the percentage increase in eldgrly females
)
(65+ years, as per Table 2). In 1971,/TEE/proportion of

elcderly males and females in the adult population was

almcst e@pivalent.' Frem 17271 to 1981, however, ~ the
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increase in  elderly females (48.9%) was twice that of
elderly males (23.7%). Although it 1s generally accepted
that females tend to have a somewhat longer life

\:\Qectancy than males, this does not fully explain the

-~

almog\\ equal number of elderly males and females residing
- N \\‘\
in AlbeftJ"‘ﬁuring 1971 and the increasingly large

disparity in their numbers over time.

Acute Care llospital System

General hospital districts (CiDs), of varyina sizeé,

\
\
-

divide the province of Alberta into 103 mutually exclusive
and exhaustive administrative areas (See Fiqure 1)'. Each
district, (with the exception of two rural Gtiibs),
. ) A .
contalned at least one acute gare hospital during the

study period; 10 districts containgd more than one
>
hospital. These latter GHDs included: 1) retro-btdroenton

and metro-Calgary, 2) Lethbridce regional GHD, and 3)
p)
seven rural GHDs (Beaverlodge—ﬂythe, Bonnyville, Cold

X

Lake, Flaggstaff-Hughenden, Fort Verﬁilion-High Level,
Lamont-Mundare-willingdon and in 1982/63, Whitecourt-Fox
Creek). The total number of hospitals in the province
remained at 125 during the study perioé until 1982/83.
During this year, the Fox Creek hospital opened §n the
Whitecourt GHD, bPringing the proQincial total to 126

¢
hospitals.

N\
From 1971 to 1979/80, only 9 cof the province's 125

’
acute care hospitals, ’‘located in four GHDs (Edmonton,
.

Calgary, Medicine Hat and Lethbridce), had dedicated PSY
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heds (Table 3), In 198081, hospitals in the Red Deer and
Fort MeMurray GHDs received approval to establish 10 bed
péychia:>\c units; in 1982783 the Camrose district
hospital (Redd Deer RIIG) also received approval to open a
10 bed psychiatric unit. From a reaional perspective, the

metropolitan regions contained between 84% and 89% of all
dedicated PSY beds in the province, all of which were
locat ed in the Edmonton and Calgary Giibs. The southern

o
realons contained hetween 9% and 11% of all (19(1i:n1t ed PSY
beds, while the Grande Prairie.reqion in the north con-
tained- no PSY beds, and the Ft. McocMurray and, Red Deen
reqgions  aained 'PSYAheﬁS only in_l@QO/BI. It should be
note?, however, that 'he Cranﬂe Prairie district hospital
opened a 53 }ed ?/§w latric unit 1in 1985, and that between
1986 and 1988,"an additional 208 acute care psychiatric
bedls will be opened in Alberta: 1) 121 in thé Calaary

. d
district /REG, 2) 28 in the Edmonton district and 16 in the

Sturaeon district for a total of 44'1% the Fdmonton REG,
3) 24 in the Lethbridge district/REG, €4) 8 in the
Medici%e Hat district/REG, and 5) 10 in the St. Paul
dAistrict /Ft. McMurray REG.

From Table 3, 1t can bé seen that the numgber of rated
PSY beds in Alberta increased by 79 (22.9%) Retween 1971
and 1982/83. The number of MED beds, however, 1icreased by
642 (5.5%). Despite this o?erall increase in the number of

acute care hospital beds in the province, the number of

rated PSY beds per 10,000 adults (15+ "~ years) steadily
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decreased from 3.0 in 1971 to 2.4 in 1982783, The propor-
tion of PSY beds to MFD beds, however, remaine relatively
stable at 2% to 3 percent. This decrease in the per capita

availability of PSY beds appeared to be the result of the

disproportionate increase in the adult population (52.1%)
relative to the increase in the actual number of PSY beds
over time. Accordingly, the number of rated MED BEDS per
1O, 000 adults (15+ years) also  decreased over time.

In addition to the variations in district si1ze and
the distribution of PSY beds among Alberta's GHbDs,
hospital districts varied with respect to population
density and transportation routes. For example, during

the course of the study period anproximately 55% to 56% of

tl:—: provincial service population resided Mmn the Edmonton

am‘f Caloary hospital districts. ¢ln contrast, several of
~

the districts in northern Alberta (e.g. Ft. -McbMurray,

Grand Prairie, Ft. Vermilion), covered large land areas
but in combination accounted for less than 6% of the
provincial service population. It should be noted,
Bpwever, that the population of the Ft. McMurray GHD more
than doubled‘during the study period. Also, several of the
northern-most GHDs (Ft. McMurray, Ft. Vermilion, Mannina
and Slave Lake), had few-péved roads and only one major
highway leading inta or out of their respective districts.
In Compariéon, the central and southern GHDs are not only
considerably smaller in size buf were.élso‘more‘ densely

populated and containecd rore extensive  road networks.
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Accordingly, the mental health care planning reaions which
are comprised of these GHI's share these same hospital
resour ce, demographic, and geographlc characteristics.

In summary, th :feceding findings regarding Alberta’s
adult population trends, the supply and distribution of

acute care psychiatric beds, and accessibilits to those

4
resources should be taken into consideration in reviewing
and evaluatinag hospital utilization patterns for
psychilatric disorders. Variations in these factors over

time and across geographic areas could influence regioaal
patient oriain-destination patterns.
4.2 ‘trovincial Trends in Psychilatric Hospital Utilization
Provincial trénds in hospital utilization for
psychiatric disuxdérs ;ere examined for: 1) all hospitals
and districts combined; 2) by sex and dlagnosis; and 3) by
bed type (PfY beds versus MEL beds) and diagnosis.
Comparisons were made‘ in terms of actual utiliiation
figures (SEPS, DAYS énd ALOS), and age-sex adjusted utili-
zation rates (SEPRATES.and DAYRATES) per 10,000 pefsonsl
15 years‘éf age and older. Utilization data were either
examined for each year during the study period (1971,
1972, ... 1982/83)( for all years combined (1971-1982/83),
of‘ for each of the ce;sus years (1971, 1976, and 1981).
To facilitate discuégion, the term "PSY beds" refers to
hospitals which contained dedicated, | short-term
psychiatric heds at any time during the study period. The

-

term "MED beds" refers to hospitals which contained only

3



redical-suracical beds (i.e. no dedicated Psychliatric beds)

durina t}!0\<T0ln se of the study period.
i
4.2.1 Total Psychilatric Utilization Trends

Puring the study period, there were no distinct long-

term'”trends in the total number of psychiatric SEPS from
acute care hospitals (Talble 4). There were, however, two
Observable short-term trends: 1) total SEPS increased by
2,836 (26.7%) from 1971 (10,637) to 1974 (13,473) and, 2)
total  SkPY  decreased by 1,212 (8.9%) from 1974 to 1977
(12,261). Althouah some fluctuations were obhserved in the
data, there was a general increase in SEPS from 1971 to
1976 (21.7%) and from 1976 to 1962/83 (5.4%). The initial
Increase in  SEPS durinc the earlyv 1970s may have been
Influenced somewhat by the publication of ghe Blair Report
{1969, 1970) in Alberta, as well as the
deinstitutionalization movement and the areater eriphasis
pPlaced on  the utilization of ageneral hospitals for the
treatment of the mentally\ill (Bachrach, 1981; Greenhill,
1979). |

Similar to psychiatric SEPS, no distinct long-term
trends could be observed in the distribution of
psychiatric DAYS: As shown in Table 4,. DAYS tended to
fluctuate from year éo year. Again, however, the general
trend was towards an increase in DAYS over time, although
Oopposite to the trends observed for SEPS. From 1976 to
1982/82, for example, thé nurber af days rose by 26.7%,
more than_tQice the 11.9% increase in DAYS that occurred

during 1971 tc 1976. The.deinstitutionalization movement
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ﬁ&‘ Table 4 -

Y lrends ag Psvehiatiie SEES, DAYS and Alcn: 1070 - oo

o

et

A R
\e‘gf o SEES PAYS ALOS
1ory 10, 637 140,474 13,0
1a/?0 ¢ 11,890 164,15] 13. 8
107+ 7 12, 2w lol, 654 13.1
1974 - 13,473 161,990 12.0
1975 2,059 164, 360 12.7
1976 12,9a7 -~ 157,195 12.1
’ 1977 12,261 154,950 126

1978 . 13,208 165, 288" 12.5
1970 /80 13,744 176,434 . 13.3
1980, 61 12,467 170,674 13.7
1981 /82 12,385 180, 795 14570
1982 /83 13, 648 199,027 14.. ¢

Ficures reported for patients 15 years of ace
and older.

Averaae lenath of stay in days pe¢r patient

separation. ,

yal



ry SR also immfluenced the 1ncrease 1n DAY S since
patirent s with more severe disorders (e.a. psychoses ) could
) <

have been treated 1n the acute care sector .

These uti1lization patterns are reflected 1n the Al oS

: ' ‘
dristraibution. The  ALOS  per patient separation 1emalned
relatively stoble over tine at 12 to 14 days pe pattent
Separat ron, however , there was an 8.3% decrease 11 AlOS
3 a > St o} 3 R AR
fron 1971 (1. days) to 1976 (1201 days) and a0 7w
Trcr ene e 1. ALOS  from 19 7¢ tor 1982 /83 (14 ¢ dayes ).
Althoucl o aeneral increase 10 the actual number  of Stbes,
[ 4
PAYS and ALOS occurred during the 12 vears, the 1ncrease

1o perulatlon, durine this tinnme eriod cccurted at o a hiohes

Y

rate . s would  suaacest that on a ren caprtita basis,

fene ey wrle bernc treated fou peychratt o

clsordern s 1o Alberta’s acute care hospitals  durine: the
\

latter fart of the study period (1976-1982/83) than from

1971 to 107¢. ”
An exammlinat ion of the SEPRATE and DAY RATE
distributions would appear to confirm this. As

demonstrated 1in Table 5, short-term trends in psychiatric

SEPRATES parallelled the SEPS distribution. That |is,
e a

SEFRATES | 1ncreased from 1271 (93.4) to 1974 {(107.3) and

then gradually declined over time to 786.3 in 1982/83.

\Again, however, the overall trend indicates that from 1971

tc 1976, SEPRATES decreased by only 3.2%, whereas SEPRATES

from 1976 to 1982/83 decreased bty 18.8 per cent ¢

-

Psychiatric D[AYRATES also tended to decline over time.



Tabtle &

Trends 1n Psyvoehtatrio SEPRATES and DAYRATIS: 19711098 ¢

Yeatr SEPRATES DAYRATES
1971 @3.4 1233.4
1e7? 101 .3 3o, 7
1973 101,72 1330,
1974 17 .03 1291 .0¢
1975 RS 1266.6
1976 el d 1170 .8
1977 87.5 1105.9
1978 20. 3 1120, 0@
1979 /80 86.7 1154.9
1980 /8] 78. 3 1069 .4
1981 /82 77.2 1084 .0
1982 /83 7803 1141.5

Age-sex adjusted rates per 10,000 person-
years, 15 years of aage and clder. \/



O R D S O T PAYRATES Qr o pred Py S0l and continue:!
“
te dectease by 2050 letweoen 1976 and lovgy ‘83,

I summanry, the actual number of psychiatiic  SEEs
amd - DPAYS  dncreased  during the 12 yeat study  period.
Howevet , hospital utilication 1at e, per 10,000 person-
years, 15 years of age .and older, declined over taime. As
SEPRATES  dropped  at a higher rate  than DAYRATYS,  ALOS
aradually tnereased durinag the latter half of the study

pertod, despite the decline 1n the per caplta avallabalaty

of Bsy beds and MED beds. This drop 1n SEPRA&IM Ativ
DAY RA T would anitially appear to be the 1esult of  the
disprorortionate Increase 1n populafion relative to  the
actual 1ncrease 1n psychiatric SEFESS and DAYS. However , 1t

1s alsc possitle that areater use of alternative mental
health care services may have beer influential 1n the
declinine hospital utilization rates.

With respect to gender, females consistently
accounted for more than half of the total SFEPS and DAYS,
as well as the majority of SEPS and  DAYS for all
dlagnostic categories with the exception of ALC/DRUG dis-
orders (Table 6). The substantial difference in the
hospital utilization experience for males and females was
most pronounced for the neurotic disorders where more than
708 of the SEPS and DAYS were accounted for by females,
and for ALC/DRUG disorders where approximately 73% of thé
SEPS and DAYS were accounted for by males. These results
were consistent with findings in several other studies

(Dohrenwend & Dohrenwend, 1982; Rosen et al., 1979), and



YR
o
[FAR

N U ey

eas

Cac.

s

4
.
~ o

sl [
DR SIET I n5lt e b
R P NS R
——— e s
.l 275
- s R T (e P
v RN too 1 Co-

e 59 ewa, 59,
AoTed -y

V

S43PJOSIP | RIUAW D 110YIASd-uOy 19430 r_<m
'S49pu0OSIp pale|as bnup pue _OLOu_qm
DT pue slhe .‘O SJIeIA m~ Slualed Ln: pP3140dau mokzm_u_
3 o N 9 {1t 3 S0
el £ 13 iy a6 5 19 90%°'38 390°¢25 SAVQ
35073 5 L5 Aant: 23 (059 ity Sd3$ (el
5o, o 3 g 0l 10l SO
RN PR L R P B VA L99  (56°¢ L6 E SAYQ
] T L TR I 13t $436 ¢34
DL . P L5 - S0
[ N LAl NCIUREN Y ‘mmN,m 33598 SAvYQ
S TSl w0 53 6un M TR Sd3S bnug/ogy
s> 4
3£ B AN MENE 5 Dl SOv
M AT R T S T TL 658°0m ERA Y SAvQ
SO Do L g LIPS 50T 9697 ¢ $SE0 1 Sd3$ $3sousnay
S ic T e £ 0¢ SOy
ERTEN 3003 L4 e oyt P T YA 53847 SAvQ
g Doosooatrte 5 47 3634 A Sd35 SIS0YDAS 4

£106310
drisoube

mu_ﬂéwh 53 P 40183t pu
YOI o

tibl

LEPRY-FRVR R



support the observation by Richman amnd arris (19820t hat
acute  care hospitals tend to admit a disproportionate
number of females with neurotic disorders.

An  examination of the SEPRATF and DAYRATE distribu-
ttons for rrjales and females (Table 7) also revealed that

utilization rates were consistently higher for females

O\ g t ime for all dlaanoses, with the excent 101 of
ALC/DRIG disorders. Psychiatric SEPRATES for females with
neuroses were more than twice the SIUPRATES for males, an?

DAYRATES were almost two to three times higher for females
than males. For ALC/DRUG disorders, SEPRATES for males
were almost three times »iaher than the SEPRATES for

females, an:i PAVRATES  were more than twice as hiaghn faor

males than females.

With respect to aoe, the greatest propdrt%on of
psychiatric DAYS over 'the 12 year period were accounted
for by the elderly (21.4%) but the largest proportion of

1!:PS were accounted for by the 25-34 year olds (20.5%).
Thus, despite the fac£ that the elderly (65+ years of age)
comprised only 9% to 10% of the adult population over
time, proportionately they consumed more hospital
resources in terms of patient days than the other age
groups. The disproportionate use of health care resources
by the elderly relative to their population numg;;s has
long been recognized and is not an unexpected finding. It

would also appear, however, that restrictive admission

policies aimed at the elderly requring psychiatric

e
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treatment 1n acute care hospitq\ls (Butler, 1975; Sadavey,
1981 ) may not be as widely practiced in  Alberta, 1f  at
all, as in other Jurisdictions.
d.2. 2 Utilization Trends by Bed Type and Diaanosis

A comparison of the SEI'S, DAYS and ALOS distributions

{

f ol hospitals with dedicated Hsy beds and hospitals with
MED" beds only revealed distinctive patterns of utiliza-
tion. As shown in Talle 8, the proportion of SFI'S across
bed  type remained approximately the same over time, but
from 1274 to 1979/80, the number of SEP'S from MED  beds
exceeded the number of SEI'S from PSY beds by a slight
margin. In  contrast to the almost even distributjion of
SEPS  between PSY heds and MED beds, the majority (about
65% to 75%) of psychiatric DAYS were consistently spent in
PSY heds. Consequently, ALOS in PSY beds was "twice that
of the ALOS in MED beds durina each year of the stu<iy
period. However, ALOS did not vary substantially over
time and averaged about 17 to 1R days in PSY beds and 7 to
9 days in MFD beds. This latter finding is consistent
with Cardillo's (1980) examination of national statistics.

In contrast to the general increase in SEPS and DAYS,
Ttilization rates in PSY beds decreased over time (Table
9). Over the 12 year study period, SEPRATES and DAYRATES
dropped by -16.6% and -12.°9% respectivel§‘ A somewhat
different trend was exhibited for MED beds. Although

SEFFATES declined by -16.0% between 1971 and 1982/83,

DAYRATES tended to fluctuate but showed an overall +8.9%
Az
i

increase during the same time period.



by

‘sAe@ uf 43¢ 1ud|led 4ad Aers ;o yibua| abesaay

"SP2Q ASd PI1®2|pIp INOYI |m §| @) dSOH
"SPIQ (ASd) 2141®|ydAsd pIIEdPpIP Yi(m S{e)|dSOy

o~ ™ T

143p(0 pue I6e ;O $eIA G| sjudfled 0y pIYsodaa saunbyy |y

\

i

016151

'8 §°69 100°(66°1 90%°'609 6$65°'(8f"'( 11s 992°'ws wo'll 101
9 yI 9°6 981 £ 0L (20'661 996 ‘ §$ 190 On i 169 gh9 ¢l gii'y 0£5°L £8/2861
0'nt 96 (gt €99 $6L° 0814 S10°19  08L°611 {09 $88°C1 I9€°9 6£5°9 Tg/1g61
Iy v'g g8t 869 y(9°0L1 985 1S 880611 809 9zt gtL'9 62¢°'9 18/0861
£ € 06 6 L1\ 1799 LIS BT S19°19 618 'yl vy (LI £ (£8'9 (0%'9 08/6.61
$° 21 08 {1 8°99 882°'591 96495 w68‘011 Y8y goz fi 818’9 06€°9 8.6}
921 9 ¢ 6L\ 169 (956954 $89°(y  wll't0l 6'8% 192°21 {5°9 ¥00'9 LL61
e vl (e S°89 G611 (St tin'6n T (00 S L] v6'Tt 099°9 (82’9 9/61
L (g £ (1 619 09¢ ‘§91¢ 189°25 649" 114 L 6y 296" 21 0i$°9 ‘9 SL6t
0°2i v ! {94 169 066 1914 £56°'68  [f0'211 {64 YA Y] €LL'9 00L'9 861
G 8L 6 L1 (I 959" 191 066'%n  %99'911 (€S gez'el £94°9 $€5'9 €161
g {1 g ¢ 981 6 8¢ 151991 99z 1y S06°2Z1 $°SS 068° 11 S62°$ 565°9 a¢ 61
Iy § ¢ g (1 8 4¢ wiy'onl 0m°SE  1£0°501 €95 (£9'01 1SL°y 988°$ Y
|e10] spag spag spag (€10} spag spag spag {e10}4 spag spag 103,

paw Ks g hsg ¢ paw As g4 ASd 2 mvut Nxma

$d3S

_mm\wwm_..xm__OA>» P29 AQ SOV pue SAvQ 'Sd3S d141@(YdAsq uU( Spudly
/

g 2iqef

/
/



20

1

"I8PTO pue spbe JO sieak g7

‘siealk-uosiad 00001 18d SILYYAYQ

bue sqLvydds

S IHT1T 1°8¢¢ 2 £08 €8¢ 0°G¢ I'€d £€8/7861
0°¢501 + 8°63¢ 7°81L 2 LL 0°8¢ Z'6¢ Z8/1861
b 69071 z2 €z¢ 2'9vL £°8¢L 9°8¢ L'6€ 18/0861
6 bolT €°€op 315, L9383 8 by 6° 1Y 08/6L61
66211 3'bLE £°95¢L £°05 9'9¢ L' EY 8L61
6°G0T1T €09 363 S L2 Ly 8°Zp LL6T
8 0L11 S 89¢ €223 b6 9 6p 8°9¢% 9L61
v 9971 61 50b S 39y 866 Z°0S 9°6b SL6T
S 1621 6" 3§L 9°768 €001 6°€5 v Eg YLET
6 0€€T brOLE S 096 Z 10t by 8°€S £€L61
L7 L6ET zrusg S 94071 €101 1°6p Z2°96G ZL6T
£€e¢1 B 01t 5276 56 L 1p LT 1S 1L61

1230 spag PIOR spay %ma AOUOF m,”ww_m PO W Spag %m& e

SHLVAE ] S4L¥ddas

£8/,2861-1L61

todd

949 A SYLVYAVU pUT SHLVHAAS OTI13eTYdASd UT spuaxy,

6 9l13e]



©

As noted previously, durina the early 19270s there was

4 steady increase 1n psychiatric SEPS from acute care
hospitals. I't would appear that this increase took place
primarily in MED beds. As summarized in -Table 10, between

1971 and 1976, SEPS from MED beds increased by 40.2% in
comparison to only 6.8% in PSY beds. This trend reversed
<1L;rin(7 1976 to 1982/83; SEPS from MED beds dropped by
a;i{u‘u,\u:,ately -8.1%, but increased by +19.7% for bsy beds .
As 30 dedicated PSY beds were added to the hospital syster
from 1980/81 to 1982/83, this change 1in the utilizaticn
pattern would be expected. For the entire 12 year period,
however, the overall 1ncrease in SEPS across  bed type
differed by less than | percent.

Psychlatric DAYS  and ALOS alsc showed the largest
percentage increase over time for “MEl* beds. Fron 1971 to

1982/83, the percentage increase.in MEDl' bed LAYS (66.6%)

was twice that of the increase in PSY bed DAYS (33.3%),_

and the percentage increase in ALOS was more than 51X
times higher in MED beds (28.0%) than in PSY beds (4.5%).
Thus, despite \bg;overall decrease in SEPRATES, these
findings point towards the increasingly important role of
the non-psychiatric ward in Alberta's hospitals for
treating the mentally ill. The substantial difference in
ALOS between FSY beds aﬁd MED beds would fu;ther suégest
that-the psychiatric service roles of hospitals in Alberta
without dedicated PSY beds has been to treat patients with

-
less severe mental disorders until discharge or possible

~
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Percentaae Increase in SEPS and DAYS by Bed Type

Utilization 1971-1976 1976-1982/83 1971-1982/83
Measure \\ :
—_— AN _ .
AN
All Beds \\
SEES +21.7% 4 5.4% +26. 3%
LAYS +11.9% T 426.6% +41.7%
ALGS - 8.3% // 420.7¢% +10.60%
1
Psy Beds
St + 6.8% . +19.7% +27.9%
DAYS 2.5% +30.0% +33. 3%
ALOS - 4.5% “Th B.T7% + 4.5¢% .
;‘
Med bed§
SEPS 4+40.2% - Blly +28.7%
DAYS +39.7¢% +19.1% +66.6%
ALGS - 1.3% +29.7% +28.0%

Changes over the 1971-76 and 1971-£2/83 period
using 1971 as the base year.

Changes over the 1976-€2/83 period using 1976 as
the base year.

o



transfer to hospitals with P'SY beds.

An examination of the distributions of SEPS, DAYS anid
ALOS over tilme by bed type and dilagnosgas, 1n fact, e~
vealed that an average of 62.9% Of the SEPS and 75.5% of
the DAYS for patients with psychoses were accounted for by
pPsy b;ds (Table 11). Nonetheless, persons with psychotic
disorders were treated in MD beds in Alberta's hospitals
throughout the study period. The ALOS, however, tended to
e alnost twice as long in PSY beds (24 days) as in  MbED
beds (13 da%s). The reason for this difference in ALOS was
difficult to determine. The use of broad‘diaqnostic cate-
yories may te one explanation. For example, patients with
wrganic  psychoses, whose ALOS may be considerabily longer
than the ALOS for patlents with. affective disorders, may

N

be treated nmore often in PSY beds than in MED  beds. Py
A

agaregatinc thL utilization data for all psychotic dis-
orders, this effect may be masked. Another possible
explanation may be that the most severely 111 patients are

transferred from MED beds to PSY beds. Conseq&ently, the
N |
ALOS in PSY treds would necessarily be longer than the ALOS

“in MED beds. !

In contrast to the utilization patterns observed for

patients with psychotic disorders, the majority of SEPS for

the neuroses were consistently from MED beds. Further, the

.

proportion of total SEPS from MED beds increased over the

-

12 years as the number of SEPS from PSY beds decreased. by

~21.8% betﬁéeh 1971 and 1982/83." - The majority of DAYS,
f“'\

however, were consistently spent in PSY beds. As with
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SEEsS, the proportieon of total DAYS spent 1o PSY beds “fog
the  neuroses, dr cppes? from 7103% an 1971 ton 66, KR 1n
19K "83  as the number of DAYS declined. Adgain, AT OS in

PSY  beds was mere than twilice as lono as the ALOS in MbD
heds.

For ALC/DRUC dasorders, \‘Silil‘s and PAYS were hicher in
PSY beds than MED beds durina 19771, Cver time, however,
hespitals without dedicated PSY beds lecan to play a  more
Irportant role 1n treating these disorders. Consequent Iy,
by 198D P about  ©l1% of the SFPS and 49% f the DAYS

\
were a(‘col'mted tfor by MED beds as opposed to PSY beds. The
ALOS in M# teds for the entire 12 year period  was less
than one week as opposed ta a @ to 10 day averade stay 1n
PsY beds.

Althouah thre 1mailerity of SEPS and ['AYS for OTHER
disorders were consistently spent in PSY beds, the n@mber
of  [DAYS sprent 1in MED beds increased from 2,916 in 1‘%{.?1;&1
7,772 in 1982/83, a jump of 166.5%. Similarly, the nurher
of SEPS from MED beds increased by 40.1% from 486 in 1971
to 681 in 1982/83. Thus, while ALOS remained relatively
stable at approximately 14 days in PSY beds, ALOS in MED
beds a%most doubled durino this time period from 6 to 11.4
days Eer patient separation. The reason for this increase
in utilization is not readily apparent from the data. It
is possible that with the greater emphasis placedibn the
provision .of psychiatric care at  the community level,

accessibility to psychiatric treatment in general

e



hosprtals amproved for rueral resident s,

An examination of SEPRATES and DAYRATHES by e tvie
and Jlacnoesis ovelr time tevealed widely fluctuat ing trends
over t e first half (1971-197¢) and cecond  half (1976~

r
&

Tasy 783)  of  the  study period  (Table 129 Table 193

sunmrnmal lzes the percentage chanae n outillizatlon rates over

t1me . The only steady trends which could be observed 1n
t he data wel e tor PSY beds ; specifircally f o the
Psychoses, the neuroses and OTHER disorders,. Pdychiatr i

SEPEATHY tor the psychoses and OTHER disorders exhibited a
continucus increase over the first and second halt of the
study period, as did DAYRATLS for OTHER  discorders. L1

contrast, lroth SFPRATES and DPAYRATES for the neuroses

declined over time. From 1971 to 1982 /K3, however , the
I -

two  most dis*1inct ive trends were: 1) the decreace 1n

utilization rates for the neuroses 1n both 1 SY beds and

MED beds, and 2) the decrease in utilizapion rates for
ALC/DRUG disorders in PSY reds and the cor;espondina in-
crease 1n utilization rates in MED beds.

Findings 1in the latter case, .would suggest that the
1ncreasing use of acute care hospitals to treat persons
with psychotic disorders following the deinstitutionali-
zation movement resulted in the decreased use of PSY beds
to treat patients with ALC/DRUG disorders. This change in
the wutilization pattern may have been compensated for by
an 1lncrease 1n the use of MED beds for treating patients

with ALC/DRUG disorders. The overall decreébf in utiliza-

e
tion rates for the neuroses, -however, may Mg¥e been in-
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fluenced vy the use of outpatient mental heatth care
services. This  would be consistent with the findings 1t
other studies (Bachrach, 1975 ; Lalave & Vandenham, 1979;
Moran, 1079} as well as the increased use of psvchiatric
outpatlent services in Alberta (71%) between 1976 and
1ol /82,
4.2.3 Sunuary ot bindings

-

The results of the provincial analyses vielded the
followlin: major findinags:

1. Fron. 1971 to 1974, psychiatric SEPRATES in Allerta

increased and then steadily declined during the remainder

of the study period. Psychiatric DAYRATES fluctuated from
year to vear but showed an overall decline of
approximately 7.5% from 1©71 to 1982 /K3. As SEPRATES

dropped at a higher rate than DAYRATES, the ALOS showed a
gradual increase during the latter half of the study
period from 12 to 14 days.

2. Over time, females experienced higher SEPRATES,
DAYRATES and ALOS for psychiatric disorders than did
males. This finding was consistent for the psychoses,
neuroses, and OTHER disorders. Males, however,
congistently experlienced higher SEPRATES, DAYRATES and
ALOS for ALC/DRUG disorders.

3. Alberta’'s elderly population (65+ years) accounted for
the greatest proportion of psychiatric DAYS over time
despite comprising only 9% to 10% of the adult population

(15+ vyears). Persons 25 to 34 years of age, however,

129



accounted for the areatest proportion of psychiatiice  SEpEs
1n the population.

4. Over the 1.0 yvear study peri«wi,\ SEEPRATHS from MED beds
and  PSY beds were approximately equivalent : psychiatric
DAYRATES and AlLos, hmwever,/ tended to be twilce as hiah 1n
PSY beds as 1n MFD beds. Further, utilization rates 1in PSY
beds were higher for the psychoses and OTHER  disorders,
whereas utilization rates for the neuroses and  ALC/DRUG
disorders tended to be higher in MED beds. \
4.4 Recional latterns of Utilization

I the followlnag subsections, patterns of hospital
utllization  were examined for each mental health care KLG
“during the  census  years: 1971, 1976 and 1981. As
discussed In subsection 3.3.2, the regional configuration
of  GHLs was  based on the boundaries developed by the
Departments of Hospitals and Mecdical Care and Social
vervices and  Comrunity tealth. The data reflect the hos-
pital utilization patterns of residents in each RbC
irrespective o©f where they were hospitalized in the
province for psychiatric care. Consequently, the regional
analyses were conducted from a community-based (CE)
perspective.

The first set of a(&lyses examined the distribution of
SEPS anc DAYS, for ali\Echhiatric disorders, among the
REGs and corpared these data to the regional SEPRATE and
DAYRATE distributions over time. The second set of

analyses compared recional DAYRATES and SEPRATES for the

130



entire 17 year study pericd and indexed these ratoes to the
provincial averacae. Finally, reacional comparisons were
made  for ALOY over time. The results of these analyse:
were 1ntended to provide information on the relative con-

sumption of hospital resources for psychiatric disorders

anong the regions. All references to areas in the
dliscussion (e.q. Fdmonton, Medicine Hat, etc.) related to
the broad REG and not to the city or hospital  district,

¢

unless otherwise noted.

4.3.1 Total Uti1lization Tremdds

Tables 14 and 15 provide detailed information on
recgional utilization patterns over t ime for all
psychiatric diagnoses comlined. From Table 14, it can be

seen that the greatest prorortionh of psychiatric DAYS and
SEPS were consistently accounted for by residents in the
metropofitan REGs of Edmonton and Calgary. This was an
expected findinag as both the Edmonton and Calgary hospital
districts contained the largest populations and alsc the
greatest number of hospitals. Similarly, the centrag Red
Deer REG, withﬁ the next highest number of residénts,
accounted for S‘greater proportion of the DAYS and SEPS
over time than the northern and southern REGs. In
contrast, residents of Mgdicihe Hat, .the smallest REG in
terms of land area and population,: accounted for tée
fewest DAYS and SEPS over time.

It can als® be seen from Table 14 that, with the

5
exception of Medicine Hat (-2.5%), there was a net

%
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/
lncrease 1n the number of psychratric DAYS generated vy

residents in each REG between 197V and 1981, although this
var ied amona the REGS. For example, the largest increase
1 PAYS was experienced by residents of the Ft. McMurray
REG (122.9%) while residents in the Edmongon and  Calaary
REGs  experienced  a net increase of only 18.3%  and  o.9%
respect ively in DAYS over time. At the same time, the
propertion  of  total DAYS accounted for by resident s in
Plnont On (-/.ve) and Calaary (-17.1%) exhibilted an
overall decline from 1971 to 191, while the Iroportion ot

total  DAYS accounted for by residents of all ; othen FLCe

. .

(except Medicine liat) showed a net increase . A simla:

pattern was observed for psychlatric SEPS among the RFGs .

¢
That 15, residents of bdmonton and Calcary consistently
. 3
accounted for the hiaghest numter 'of SEPS. Also, there was

a net increase in the number of SFPS by residents in each
R’ over time. Fowever, there was a net decrease in the
proportion of total SEPS experienced by residents n
Fdronton (-7.7%) and Calgary (-16.6%) over time, while the
proportion of total SEPS by residents in the northern,
central' and southern REGs exhilrited a net increase J&ver
time.
| 2

While the above analyses may provide an indication of
the propcrtionate distribution of psychiatric DAYS and
SEPS amono the REGs, the results were influenced by the

size and demographic composition of the regional popula-

tions and changes to the population over time. To cet a

-



more  precise andication of resource use by residents in
each REG, hospilital utilization patterns were compated on
an ade-sex adjusted per capilta tasis.

As demonstrated 1in Table 15, the results of this

. .

analysis revealed very different hospital utilizaticn
patterns. tn an ¢ge~-sex adjusted per capita. basis, resi-
dents  of the Fdmonton and Calgary REGs utilized fewer

Psychiratric DAYS  over tilne than residents of the other

|

PLLés. Most appatent was the chanae in utilization patterns

for lesments&ff‘gpne Ft. Mehiurray KEG. In 1971, fon
example, the Ft. McMurray DAYRATE was the lowest Ao
the RI.Gs. Il 1276 and 1981, however, residents of the Ft.

beMurray  kEG  exhibited the hichest use of hospitals for
psychiatric disorders 1n terms of DAYS per capita. The
rise in DAYKATES may heve been influenced 'y several
factors: the 1ncreased uee of acute care hospiltals for
tréatinq the mentally 111, the lack of alternative mental
health services in the REG, as well as the openina of a
psychiatric unit in the Ft. McMurray hospital. Similarly,
residents of the Medicine Hat REG had the fewest number Qf
actual P[CAYS and SEPS over time. However, in 1971 and
1976, DAYRATES for Medicine Hat residents were second
e
ﬁighest among the REGs. On a per capita basis, therefore,
residents of Medicine Hat utilized mocre hospital resources
for psychiatric dis®ders than residents in the Edmonton
and Calgary REGs during those years.

N

The pattern for.-SEPRATES was similar in that Edmonton



and  Calaary KEG resitdents. consistent 1y experlenced the
lowest numl.er of  SPPs per carlita  despite havinag the
hichest nurlter of actual SEPS over time. From Table 15 1t

can e seen that the highest SEPRATES oOver time were
exper lenced by residents 1n the northern RFGs .
Conseaquent ly, in 197¢ and 1981, residents of the Ft,

Metiurtay  REG exhibiited the areatest use of hospltals t ol

psychiatric  disorders 1n terins  of DAYS  and  SERFS per
S
caplta.
This  pattern can be seel most clearly 1n Tat.le 16

which provides data for the 12 year reagirconal DAYFATES andd

SHEIRATEY, as  well as the 17 year averace indexed to  the

provincilal rate. Uver the entire 12 year study per 1o,

resiients of the Bt MoeMurray KEG COnsre ! the  most
Y

hospital resources 1n terms of psychiatric DAYS per 10, 000
perscns. DAYRATES  for the Pt. McMurray residents were
27.6% higher than DAYRATES for Fdmonton reclional residents
and 21.2% hiocher than DAYRATES for Calgary reaional
residents. In compariscn with the province as a whole,
DAYRATES for residents of the Ft. _MCMurray'RhG were 20.4%
higher during the entire 12 year period. On a per capita
basis, residents of the southern REGs also séént more
psychiatric DAYS in hospital ggan Edmonton and Calgarv.
;egional residents during the 12 vyears, and werE
respectively 7.9% (Lethbridge) and 7.4% (Mediciné Hat

atove the 12 year provincial psychiatric DAYRATE.

Residents of the northern REGs also experienced the



Table 16

13/

Indexed SEPRATES and DAYRATES by REG

Area/ SEPRATES DAYRATES

Fegiron Actual Indexed Actual Indexed 2

Alberta 90.3 . 100.0. 1187.1 100.0 -

Metro \

Fdmont on 68 .8 76.1  =23.9 1120.] 94.3 -5.7

Calaary 70.1 77.6 -22.4 1179.2 99.3 -0.7
Central

Red Deect 116.4 126.9 +2£.9 1196.5 100.8 +0.8
@Nor th A

Ft.McMurray 153.¢ 170.3  +7C.3 Y42°.1  120.4 +20.4

Grande Prairie 144.¢ leC.4 +60.4 1201.9 ‘101.5 +1.5

’

South \ ‘

LLethbridoe 111.3 125.2 +23.2 1280\%. 167.9  +7.9

Medicine Hat 116.9 129.4 +2°2.4 1274.8 107.4  +7.4

~—t

e~

SEPRATES and DAYRATES reported for all

12

vyeurs comblned
(1271-1982/83), for persons 15 vears of age and older.,

Percentage above or below the provincial index (100.0%).

J}%



hiliahest SFIKATES during the 12 year study reri1od, and were
70.3% (Ft. teMurray) and 60.4% (Grande Prairie) above the
provincial averadge. Conversely, residents of the metro
REGS experienced the lowest number of psychilatric SEPS on
a per capita basis and were -23.9% (Edmonton) and ~22.4%

(Caluary) below the 12 Yyear provincial average.

While residents of the Fdmonton and Calagary REGs

consumed  the fewest hospital resources for psychiatric
disorders  on  a per capilita basis, they experienced the
lonaest ALOS over time (Table 17). In 1971, for example,

Edrontor and Calaary residents renained in hospital almost
twice as lona as resigénts in the northern RiGs, and
approximately 60% longer than residents 1n the Red Deer
REG (9.9 days). By 1981, this fattern changed somewhat as
the ALOS in the Ft. MchMurray (11.9 davs) and Red Deer REGs
{13.1 davs) increased by 48.8% and 32.3% respectively in
comparison to’ an approximate increase of 6% in the FLdron-
ton  (16.7 days) and Calcary (17.5 days) RECs. The
increase in ALCS in the Ft. McMurraX and Red Deer REGs mray
have been related to the opening of psychiatric units in
the Ft. McMurray and Red Deer district hospitals, thereby
erabling patients wigh more serious disorders to be
4

treated. Nonetheless, ALOSAfofﬂresidents in the Edmonton
and Calcary REGs remained above the provincial“~average by
about 20% to 25% over time. "

In summary, the results of the regional analyses

indicated that resedents of the Edmonton and Calgary REGs

v 138
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eXperl1enced the hluhe‘.st_ nucber ot psychiatiic  SEES and
PAYS over time as well as the longest ALOS. However , Q1)
ab - age-sex adjusted per capita basis, residents of the
Pdmonton and  Calaary REGs consumed the fewest hospital
resour ces, for Psychiatiilc care when compared with rc7*—
dents  of the southern REGs and the northern REGs, most
notal ly Ft.o MceMurray reqgional residents. Possible explan-
ations for these  findinags nmay be associated with the
lesser avallability  «f  alternative mental healthy  care
services outslde of the netropolitan Fdmonton and Caloeary
REGs. Althouah  +the avarlability of alternative mental
health  care services has lLieen associated wilth decreasinag
the ALCY for psvcehiatric patients elsewhere (Meoran, 1980),
resildents of the Fdronter arnd Calcary PFUs experilenced o
lencer ALOS tran did residents l\f Other REGs. The longet
AlLCS experienced by residents in the)metrm REGs, however ,
may be associat e with the areater numler of dedicated 'Oy
beds  located in Fdmonton and Calgary district hospitals
and the selective admission of patlents with mere  serious
disorders (e.q. psychoses) to hospitals with PSY beds.
4.3.2 Summary of Findings

The results of the regional analyses yielded the

following major findings:

1. Residents of the Edmonton and Calgary mental health
care REGs tended to consume the fewest hospital resources
(SEFRATEY and DAYRATES) for psychiatric disorders on an

ace-sex adjusted per carpita basis; however, they

10



experlenced the loncest ALCS of Gl rearonal residents.

S Festdents  of the northern REGs, Bt icMurray and
Grande Pralrie, tended to experience the highest SEPRATES
Overl time . The  highest DAYKATES  also tended te be
experlenced by Ft. McMurray regional residents.

3. The 12 year 1ndexed utilization rates indicated that

Fadmenton and Calaary realonal residents wer e rtespect 1vely

-39 and -22.03% below the provincial SEFKATL, and =579
and -0, 7% below the provincial DAYRATE. In  corvarison,
tesicents of the Ft.  McMurray REG werle +70. 1% above the
provincilal SEPRATE  and +20.4% alove the provincial
DAY ERATLE .

4.4 Patient Oriain-Destination Analyses

[n the tollowinag secticn, psychiatric patlient orilain-
destination flow patterns were examined for districts and
heospitals  containineg PSY beds, districts  and  hospitals
containina only MED beds, and for mental health care REGs.
Results of the patient oriacin-destination analyses are
Presented  frorm both a community-based (CE) and pfovider—
based (PE) perspective. Al. references made to PSY ted and
MED bed GHDe (districts) or hospitals indicated the
presence or absence of short-term psychiatric beds in a
given area. Thus, the terms "PSY bed GHDs" or "PSY bed

. .

hospitals” denote the presence of a psychiatric unit; the
terms "MED bed GHDs" or "MED bed hospitals" denote those

areas and facilitiles which did not contain a psychiatric

unit during the course of the study period.a ,

Lal



dldd Community-btased  Persjpective - RKelevance Indioes

The OB ortrein-destinat ion analyses examined: 1)
selvicesspecltic hospital utilization patterns by bed tyjpe
(I'SY beds us. MED beds) during 1971, 1982/83 and for all
vears  comlined (1971~-1982/83), 2) origin-dest inat ion
Patterns by mental health cate RFG for all years combined,
and 3) oriain-destination utilizatior patterns for
distriet resi1dents 1 each REG to  BEdoonton o Calaary
hospitals with dedicated 'SY beds.

Ghe results ot the ti1ist analysis provide an estimate
of the tendency for residents of MED led Glil's te  remalt
within or leave thelr own district to obitalh care 1n g bPSYy
ted district hospital. Kelevance i1ndices (FIs) were also
der1ved for beY bed drstrict residents to their own  dis-
trict hospitals as well as MED bed district hospitals. Tte

»
tesults ©of the second analysis indicates the degree to
which residents in each mental health care PEC remained
within or travelled to another REG po recelve psychia-
tric hospital care. Finally, the results of the third
analysis examined the tendency for district residents in
each REG to remailn within their home REG or utilize
resources 1n Edmonton or Calgary district heospitals  with
dedicated PSY beds.
Bed Type .
An exarination of patient flow patterns by ked type

revealed that although the majority of psychiatric

patients received hospital care in their own districts,

a2



residents  of PSY bed GhDs recelved a higher percentaae of
psychiatric hospital services (DAYS and SEPS) within thei:
home  district than di1d residents of‘ MED bed  Glihs. An
examination of the Rls for all years and all diaanoses
combined (Table 18) showed that residents of PSY bed GHbs
experienced 94.8% of their hospital DAYS and 90.9% of
theilr SEPS within their district of oriain. In
comparison, residents of MFD bed GHDs experienced 70.1% of
thelr hospital DAYS and £5.0% of their SPES within thei:
own  district hospitals. This pattern of utilization did
not chance substantiallv over time. In 1971, for example,
resicents of PSY bed GHDs spent 97.1% of their hospital
DAYS within their own disirict which was 30% higher than
the ’. percertace of DAYS residents of MED bed GHDs (67.1%)
spent in their district hospitals. Conseaguently,
residents of MED bed GHDs spent 32.9% of all their
hospital DAYS outsice their home district to receive care
in dedicated PSY beds. In 1982/83, residents of MED be::
GHDs only spent an additional 5.9% of their psychiatric
hospital DAYS within their district of origin (71.1%) and
28.9% of their hospital days in PSY bed GHDs. In
contrast, the percentage of DAYS residents of PSY bed GHDs
spent within their district of origin remained essentially
the samre over the 12 year period at about 97 percent.

This was not an unexpected finding as the results of
similar studies (Joseph & Boeckh, 1981: McGuirk & Porell,

1984: Mellsop, 1969) showed that the severity of illness
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and the level of care required were important factors
influencino  patient flow patterns. Consequently, from
Table 18, it can  also le seen that over the 12 vyear
period, Tesidents of MEl. bed GHDs requiring hospital care

for psychotic disorders spent 37.2% of their hospital DAYS
in PSY bed GHDs compared to 26% for the neuroses and 11.7%
for ALC/DRUG disorders. Interestingly, residents of MrED
bed GHDs spent an almost equivalent percentage of DAYS in
FSY  beds for psychotic disorders and CTHER  non-psychot e
disorders (36.3%). The reason for this was not imrediately
aprarent from the data, nor was it an expected finding.
It may be possible that ratlients with personality dis-
orders, for example, who were included in the OTHER
diaohostic cateacry, reguired treatment in hospitals with
psychiatric units. Again, the grouping of diagnosis codes
into broad catecories can mask importanrt distinctions in
hospital wutilization patterns for various patient groups.
This would suggest that further study at a more detailed
level would be required before any explanations could be
offered for the above finding. With the exception of
OTHER disorders, however, it appeared that the tendency
for residents of MED bed GHDs to travel to hospitals with
PSY beds decreased as the severity of their , illness de-
Creased.

While the majority of residents in Alberta remained
within their home district to receive psychiatric hospital

care, residents of MED bed GHDs who were required to leave



their district to receive care in I'SY leds experlenced g
longer ALOS, drrespect ive of dlacnosis, than Jdid residents
of  PSY bed GHI's (Table 19). Thus for residents of MFD
lred  GHl's, their ALOS in PSY beds for all diagnoses  cow-

bined tended to be 11 days lonoer (19.4 days) than thei:

ALOS 1n MED beds (8.0 days). When the ALOS experlience ot
MED bed  district residents was examined by diagnostic
cateaory, i1t was found that their ALOS in PSY beds tended
to be twilice as long tor psychotic disorders (24 days 11

P5Y beds), neurotic disorders (17.7 days 1n PSY beds), and
other disorders (16.6 days) than their ALOS in MED  beds
for these disorders. For ALC/I'RUG  disorders, however ,

thelir ALOS in PSY beds was 9.6 days compared to 6.0  days

in  MEL beds (arproxinately 60% rather than 1008 or more
longer ).
These findings may again be attributed to the

severity of illness which wculd require residents of MFD
bed GHD’s to obtain care in PSY beds, and, therefore,
result in longer hospital staysj However, with the
exception of ALC/DRUG disorders, patients treated in PSY
beds from MED bed districts also experienced a longer ALOS
for the psychoses, neuroses and OTHER disorders than dicd
patients who resided in PSY bed GHDs and received their
hospital care within the district. The possibility that
féwer alternative mental  health care services (which could

rrovide supportive aftercare for discharged patients) were

available to residents of MED bed districts than to

lab
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residents of P5Y bed GHiIs may have been influential 1n
delayinae  their hospital discharae and increasing  ther:
ALOs . As  found by Moran (198Q), the avallability of

alternative services tended to reduce Al 0SS for psychiatric
patients In  acute care hospitals, pParticularly for
pPatients with more sericus disorders.

Mental Pealth Care RKecions

JR . —

As  expected, the results of the reqgional Orlain-

destination analyses, as shown in Table 20, tevealed *hat
mos prychiatile patients tended to le treated I hosypa -
tals located within their own REG. However, when they did

travel outside thelr own nenital health care REG to receive
hospital care, the tendency was to utilize hospital
facilities 1n the BEdnonton and Caluary KEGs (1.e."Edronton
or - Calcary district hospitals) where the majority of PSY
bes and specialized services were located.

The Rls for SEPS shoWed that residents of the I't.
McMurray REC were required to leave their REC for psychia-
tric care more often than residents of othee REGs and, as
expected, they tended to u;ilize Fdmonton REG hospitals
(RI 12%) more often than Calgary REG hospitals (RI .2%).
Residents of the Grande Prairie and Red Deer REGs, who
were required to seek psychiatric hospital care outside
their REG, also tended to utilize Edmonton REG hospitals

{
more frequently than Calgary REG hospitals. Residents of
the Medicine Hat and Lethb;idge REGs, hOWéver, tended to

utilize Calgary REG hospitals (RIs of 6.7%) rather than

Edmonton REC hospitals (RIs of .8% and .6% for Medicine

—
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150
Hat and lethbridee residents respectively ).
The use of hosplitals 1n the BEdmonton \an\i Calagary
Khs by non-regional residents, in terms of DAYS, wa s
ichest for revidents of the Ft. MacMurray REG, followed
by residents of the Red heer, Grande Prairie, [Lethbridqe
and Medicline Hat REGs in descendinag order. That 1s, the

Rls tor PAYS  of regional residents to  their OwIl area

hospitals  were lowest for residents of the Ft. McMurray
FYG (74.8%) and hichest for residents of the Medicine Hat
FEG (87.7%). Thus, residents of the southern REGs, which

contained dedicated P'SY leds throughout the study period,

utirlized fewer psychiatric hospital resources outslde

therr PPCG than did residents of the northern and central

KEGs which i1d not onen psychlatric units until ”/Pl.
&

As i1llustrated in Ficures 3 and 4, however, the
decdree to which district residents 1'1:1 each of the mental
health care PEGs utilized Edmonton and Calaary district
hospitals for psychiatric care showed a considerable
deagree of variation. A comparison of Figures 3 and 4
immediately shows that the service population for Edmonton
ho§§}ggis was geographically more widespread than was the

serQice population for Calgary hospitals. Also, within

each REC there were exceptions to the distance decay
effect beina operative. This was an expected finding as
the 1influence of time and distance from hospitals have
been found to exert a-weaker influence on patterns of

hospital utilization for patients who are severely 111 anc



FIGURE 3

Percentage of DAYS Spent
in Edmonton Hospitals by
Regional Residents -

1971-1982/83
AREAS
Regions eossmmmmen
. Districts
LEGEND

0-10% pAvs[ | 31-4o2 pavs[Z ]
T 77

11-20% DAYS [::: | 41-50% DAYS| ,

21-30% DAYS I3 [s1] 512 + DAYS




-
G
\v__4
\
!
i
A -
Lt Twe
L Wt
Cubdad rardiety
Provon
FIGURE 4 8t — Boere - Casaont
[ ] ——: e Ao A L i .,
- —— / Pt |, . | .
Percentage of DAYS Spent o N A 41}y e ML e U T
in Calgary Hospitals by o'l i -— .q,.
Regional Residents =~ ° " ‘ l I,’,:/, 1 — e | el
1971-1982/83 b T o =
—l /’I ’/ PR o »
AREAS ; - ey = T/ Y
Regions s —— e 'O ™ N
Districts el p w .
. ’:b'-:'ﬁ.'-'. —t—
LEGEND_ , ol o o
0-10% DAYS 31-40% DAYS [ oo | .
11-20% DAYS|:::{ 41-50% DAYS |/, /| \§Ti -
sin vn.'d”'
21-30%2 DAYS|4 s 61% + DAYS

152



IERIS AP R A caate an o specialised tacilities (Jaseph s Boreo by,
.
LTSO8 Mellsop, 1909 Sohler a Thompson, 1970).

In the Fr.o McMurray Rlo, ton example, residents of the
Cold  Lake  district on the SaskatdHewan border lecelved
Petween 31% and 40% of theit psychiatric care in Edmont on
hospitals  compared to residents of the wW: 1l 1nadon-Lamaont -

Muniare dlistrict located on the r1eciconal bor de who e -

celved  between  11% and 20% 1 their psychiatric care  1n
1

Poromnton hospatals., In the Ked Deer Kb, 1esi®nte of the
Walinwriliaht , F1rovost, Conso and Coronation daistrilcts,
alsc located o or near the Sa atchewan torder, recelved

tetween 1% and 0% of thei: psychliatric care in  Fdmonton
hospitals. In drparison, residents of neightoring dis-
tricts (e.a.  Vikinag and Castcr), who were seoarag hically
closer to Ddmenton hospitale, received between 119 and 20%
of  their psychiatric care in Edmonton hospitals.
Similarly, in  the Crande Prairie PEG, residents in the
northern-mest  district of Ft. Vermilion-High Level spent
between 21% and 30% of their DAYS in Edmonton hosplitals
compared to residents in the westegxn-most districts who
spent between 11% to 20% of’their DAYS in Edmonton hoespi-
tals. Overall, however, residents of each REG whose dis-
tricts borderecd on cr were near the Edmonton REG tended to
utilize more hospital resources in the Edmonton GHD  than
did regional residents residino in districts at Jreater
distanges. '

Fror Ficure 4, it can Re sSeen that district residents

of the Calcary REG and the southern 'REGs tended to utilize

.,

19



Caluary s hospatals rather than  amont on hwsyltuli. The

Presence of  a distance Jdeo ay eftect, however , appeared to

e maot e conslstent for reqglaonal resi1dent s recelvinag

pPsychiatiie care trom Calagary hospitals thun tor those:

Iy

patrents utilicing Pdmenton hospitals. This may le  ex-

plained by the fact that both Lethb: idae and Medicine tHat

district hos Frtals contatned I'SY teds throuohouf ot he study

i

er 1o, Therefore, district residents in these EEOGs would
have less need to travel to Calaary hospitdls tao o recelve
care in sy ol ods, Fagure 5SA shows that the percentage ot
CANY S residents of the Lethbridae  PLO o spent 1 the

Fethtridae hospital{s) was S1cher thon the percentace f

DAY they spert n Caluary district hospatals., Somewhat
sSi1milar Patterns  of utilization were clserve! for res]-
Jents of tYe Meicine tat PO {Ficure SB). Resident s o f

’
B

the IFipress and Pow Island districts consumed more psyv-
chiatric  rorpital resources 1n the Medicine Hat district
hospital than in Calcary hospitals with FPSY beds. However,
tesidents  of  Passano spent between 41% to 508 “of thelr
DAYS 1n Calgary hospitals compared to less than 10% in the
Medicine I‘at hospital. Similarly, residents of Brooks
spent hetween 11% and 20% of their DAYS in Calgary hospi-
“tals versus 1gss than 10% in their own recional hospital

@ith PSY beds:
The AICS recicnal residents spert within their own

area's hospitals was also compared with their ALCS in

hospitals located outside their regicn. What 1s most



FIGURE SA
cnteue f fsychratric DAYS Spent an Lethbradae Hospatals
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appar ent from the r1esults repoerted 1n Tabile 20, 19 that -

1) testdents of each REFC expertlenced the lonagest ALCS 1n

Fdmonton  and Calaary REG hospitals, and 2) residents ot

t he Edmont on (16.7 days) and Calaary (17.1 days) Flos
exper tenced the longest ALOS of all RFGs followed by
resident s 1n the southern RFGs (Medicine Hat ALOS of 10,0
days; Lethbri1dae  ALOS of 10.2 nidys[), the northern REGs
('t . MeMurray ALCS of 8.0 days: Grand Prailrie ALOS of 5,0
days), and the central ked Deer PLG (ALOS of 3.9 days).
Froomn these data 1t would appear that the presence of
dedicated  PSY leds within a REG was not the only tactor
influencine  AlLos., The 1esults of the previous analyses
indicated that the larae malority ot psychiatric DAYS for
patilents wilt! mo e seri1ous disorders, such” as the
psychoses, were spent 1n PSY heds. However, 1t was also
found that petilents recelving care irn bdronton ara Caloary
KEC hospitals with PSY beds experienced a lcnger ALOS than
-
patlients recelvinag care 1in PSY beds located 1in other
reaions. These findilnas would suggest that perhaps either
.
a more 1ntensive level of care was offered in Fdmonton

and Calgary psychiatric units than in other psychiatric

units 1n the province, or that the most severely 1ill

patients 1n each diagnostic category were treated within

(or selectively referred to) Edmonton and Calgary hospi-

tals. It 1s also possible that because Edmonton and
7
- s . . .
Calaary koth have large teachino hospitals that a broader

range of mental disorders of varying dearees of severity

may be treated. Further, the educational and/or research

1 ‘\h



endeavorrs  of these facilities may lengthen the ALOS for
psychiratric patients.
4.4.2 Summary of Findings

The results of the psychiatric patient origin-
destinati1on  analyses from the B ptﬁ'spe(%;ive ylelded the
following major findinags:
1) Most patients who required psychiatric hospiltal care
tended to remain within their own  Jdistrict of  oriain,
lrrtespective of the severity of their illness or the tyoe
of  care available (distriicts with PSY beds or distiilcts
w1ths MED lteds only). Accordingly, most psychiatric
patients remained within their own mental health care RFC
to receive, hospital care.

]

2) With the exception of OTHEF disorders, there was a
decreasing tendency for residents of MED bed GHD's to leave
their home district to receive care in cdistricts/hosypitals

with dedicated PSY beds as the severity of their 1llness

decreased.

3) Reslidents of MED bed CHDs tended to experience longer |,

hospital stays (ALOS) in districts/hospitals with PSY beds
than did residents of PSY bed GHDs treated within their
home district, irnespective of diagnosis.

4) Fesidents of the Ft. McMurray REG consumed the
greatest proportion of psychiatric hospital resources
(SEPS and DAYS) outside their own REG compared to other

REG residents. Further, residents of the Ft. McMurray,

Crande Frairie and Red TLeer REGs tendged to utilize

P
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hosprtal facilities in the Pdronton REG: residents of the

Lethbridee  and  Medicine Hat REGs  tended to utilize
hospital facilities in the Calaary REG.

5) In «1em)1‘(11,. residents of each REG whose distract
bordered on  the Fdmonton REG tended to utilize more
hospital resources in the FEdmonton GHD than did  reaional
residents residing 1in districts at greater distances.
There were, however, exceptions within each RIG. Somewhat
similar patterns were Observed for regional residents
utilizine Caleary district hospitals. That 1is, residents
of the Medicine tiat and lLethbridge RFGs whose districte
bordered on the Caltary }\‘{"(2\ Utilized more resources in the
Calgary district hospitals than in the Medicine Hat o1
Lethtridae district hospitals. Overall, nowever, district
residents of the Medicine Hat and lLethtridage REGs tended
to utilize pore resources in the Lethbridge and sMecicine
Hat district hospitals than in the Caloary district hospi-
tals.
€¢) Residents of each REG experienced the longest ALOS 1in
Edmonton and Calgary district hospitals and residents of
the Edmonton and Calgary REGs experienced the longest ALOUS
cf all regional residents.

4.4.3 Provider-Based Perspective - Commitment Indices

The provider-based origin-destination analyses
examined the proportion of hospital resources (SEPS and/or
DAYS): 1) hospitals with dedicated Psihbeds,committed to

their own district residents or to residents of MED bed

)



Gl s, or hospitals with MED teds only committed to theil
own district residents ot to residents of I'SY bed GHDs: 2)
hospitals within each mental health care REG committed to
their own or other regional residents: and 3) tndividual

e

hospitals 1n FEdmonton and Calgary GHDs with dedicated PSY

beds committed to thear own district residents, to
residents of other GHDs with dedicated PSY beds, or to
residents of MED hed GHDs, those districts which did not

have any dedicated PSY beds.
Bed Type

As would e expected from the results of the CB
analyses, Table 21 indicates that for the entire 12 year
feriod, hospitals with PSY teds and hospitals with MED
beds tended to commit the major portion of their resources
to residents o©of their own districts (PSY bed hospitals:
83.4% DAYS and 84.8% SEPS; MED bed hospitals: 89.4% DAYS
and 91.0% SEPS). It can also be seen from Table 21, that
over time the Cls of PSY bed hospitals to their district
residents declined slightly from 84.7% in 1971 to 83.9% in
1982/83. That is, the proportion of PSY bed hospital

resources committed to residents of PSY bed GHDs decreased

in terms of DAYS, while the proportion of PSY bed hospital

resources committed to MED bed district residents increased

from 15.3% in 1971 to 16.1% in 1982/83. An examination of
the CIs by diagnostic category showed that of all the DAYS
anc SEPS accumulated by PSY bed hospitals for either

ALC/DRUG disorders, neurotic disorders or psychotic

159
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disorders, there were 1ncreases in the proportion .of DAYS

ana SibS comratted to MED bed district residents over time.

In comparison, of all the DAYS and SHEPS accumulated by P'SY
bhed hospitals for OTHEE disorders, there was a decline in
the ClIs to MED bed district residents. However , MED bed
hospitals  appeared to compensate for this decrease by
(‘(,)mmitt;nc a larger proportion of thelir DAYS and SEPS for
OTHER disorders  to their own o district residents 1n
1982 /6 3.

With respect to the Cls for MED bed hospitals, over
the 12 year period, only 15% (DAYS) and 9% (SEPS) of thel:
resources were cormitted to residents of PSY bed districts.
It 1s assured that residents of PSY bed districts tecame

»

11l while away from hone, were admlitted to  tihe local
district hospital, and then possitly transferred to PSY
e hospiltals if reqguired. It is unlikely, in this
investigatér's opinion, that PSY bed district residents
would seleétively be referred to MED red hospitals for

psychiatric treatment.

Mertal Health Care Regions

As expected, the results of the regional CI analyses

revealed that hospitals in each REG tended to commit the
»
}

greatest proportion of psychiatric resoutrces, in terms of

B & -
DPAYS and SEPS, , to theif own regional residents. As shown

- ,
in Table 22, however, Edmonton (85.4%) and Calgary (92.0%)
\

regional hospitals tended to commit the fewest resources

to their own regional residents in terms of DAYS than did
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hospitals in the remalning REGs. The Cls for DAYS amona
the remaining hospirtals in each REG to thelr own residents
did not vary sub'stantially, and ranged from a low of 95.2%
for the Ft. McMurray REG to a high of 97.2%  foa the
Medicine Hat REG. Table 22 also indicates that Edmont on
REG  hospitals tended to commlt the areatest proportion ot
their psychiatric resources (DAYS) to residents uf‘ the
FFort MceMurray REFG (5.7%). Interestinaly, fewer 1esources
were committed to Grande Prairie regional residents (3.2%)
than tosked Deer regional residents (4.7%). As expected
the fewest psvchiatric DAYS were committed to residents of
the Calcary, Lethtri1doe and Medicine tiat  KEGs. Acalin,

this finalng may be associated with the presence ot

dedlcated  PeY beds 1nn thouse RlGs during each year of the
7
study perioed, as well as the distance from Edmontaor,
L 4
hospiltals for residents o©f the southern RbcCs. In
comparison to Edmonton KEG hospitals, Calgary- RPCG

hospitals tended to commit the greatest proportion of
psychiatric DAYS to Red Deer REG residents (3.4%),
followed by residents of the southern REGs, Lethbridge
(2.5%) and. Medicine Hat (1.4%).

The CIs for the proportion of SEPS hospitals in each
REG committed to. their own residents also did not vary
substantially, and ranged from a- low of 92.7% for Calgary
REG hospitals to a high of 95.7% for Lethbridge REC
hospitals. The most noticeable change in the utilization

pattern was for Edmonton REC hospitals. Whereas Edmonton



hospitals  committed the fewest psychiatric I'AYs  to thel:
own reacienal residents, they ranked fourth on the Cls fog
SEES (5. 1%). Calgary REG hospitals, however , had the
lowest Cls for SEPs to their own REFG residents (92.7%)
and, therefore, showed the highest commitment index (7.3%)
to non-regional residents.
Jbimenton and Calgary PUY Bed Hospitals

The results of the preceding  origin-dest inat 1.1,
atalvses seclied te 1ndlcate that hospiltals witlh  Jdedicat ed

POLY  teds, particularly, Edmonton and Calgary heospitals,

had an  dinportant influence  «n REG  oriain-.dest lnat 1on
utilizaticn patterns and the resulting Rls and Cls. The

Cls for individual  EBdronton and Calgary hospitals with
dJedlcated PSY beds vwere, therefore, examined with é@n%t
to  thein awnodlstrict residents, to restidents 1n “uther
districts with PSY teds, and to residents in  Jdistricts
with MLD leds only.

An examinatm of the CIs presented in Table 23 weuld
appear to indicate that the University of Alberta Hospital
(UAH) was the major referral centre in Edmonton for
rersons residing outside the Edmonton GHD who require care
in dedicated PSY beds. Qver the 12 years, only 67.5% of
all psychiatric DAYS at the UAH were committed to Edmonton
district residents in comparison to 82.6% at the Reoyal
Alexandra Hospital (ALEX), 79.4% at the Edrontcr  General

Hospital (CEN), and 76.8% at the Misericordia Hospital

(%}S). Lot only were the Cls for MED bed district
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residents  hichest for the VA (28.¢%), taat also the (ls
tor Poy Led district residents were more than twice" as
large for the UAH (3.9%). In total, 32.5% Of the DAY
am“un.uldred at the UAH were comrmitted to nondistrict
restident s coitpared to 23.1% at the MLS, 20.06% at%the GIN,
and only 17.4% at‘the AL FX.

This pattern did not vary substantially when the Cla

for Edronton PSY bed hospitals to non-district residents
KN
were examined  for  each  Jdiacnost e fateqory, Fheraby

“n N Ih
offering further support for the observation t}na\{/“'t?we VAL

served as  the Irirary referral centre in Fdronton  fon
psychratric patients. That 1s, thel UAH  committed the
Jreatest propcertion ot DAYS to MED bed district residents

lrrespective of diagnosis, and with thek exception of

ALC/PRUG “isorders,, the ALEX committed the smallest
R
Froportion of  DAYS to  MED bed district residents.

An exawination of the Cls for Calgary PSY bed
hospitals (Table 24) reyeaaed gquite clearly that the
Foothills Hespital served as the major referral centre for
non-district residents. For each diagnostic category, as
well as for all psychiatric disorders combined, the
Foothills Hospital committed the greatest proportion of
PAYS to MED bed and PSY bed district residents followed by
the ‘Calgary General Hospital and the Holy Cross Hospital
respectively. Ir tetal, the prcportion of DAYS committed
to non-Zdistrict residents by the Foothills Hospital for

all pesychiatric disorders combined was 16.2%, ‘almost twice



It

(543p40SIp (eludw D(30YdAsd-uou uayjo LY

$P38 ASd yium s(ertdsoy Aueb|e)

[

vZ d(ae;

"SAVQ 404 s])

£
, "S49paosip bnap poe _ocoupqw
48P0 pue sbe 40 suedah G| suosuad 404 ‘pauiLquwod Sueaf ﬁpe«go* paiJodad mmgna,uH
$°6 70 90 v €6 |- $504) A (O} . :
5B 62 e 588 1e43ud9 Auebe)
8¢ ) S50 508 SL1tY300y4 ¢49410 SAYQ %
L€ I ) 966 5504) A(OH
36 S 1 S0 v 26 | 1e43u99 Aueb(e)
B¢ 31 L0 506 v SLLiulooy 2bnag/oy SAVQ 2
s 2 L0 066 |-z 5043 A(OH .
G ¢ £t 20 S 16 (e43u99 AJpb|e) ‘ _
€yl vy €0 018 SL14u3004 saso4nay SAVQ %
_ ) - : =
9°9 b0 €0 L6 55047 £|0H
2! A 01 v 06 (e4auay Aueb|e) : .
€t £ AR ot SLLEYI004 $350ydAsy SAvO %
£'g LG €0 0'té $S047) A|OH -
C¢ 91 (0 (06 |e43ua9 Aueb|e) paut quo) -
LE (3 b0 v €8 SLLIY005  sasoubeyg |y - SAVQ 2
"$Pag O3W . SP3g ASd aH9 - uotieu|3sag £406310) 34nseay
YItM SOHY Ut SOHY uououwp 3 Aaeb (@) (e34dsoy d13soubeig uoLlezy 13n
« ' - "
£8/2861 - (61 :



ot

168

the psychlat 1o Tesour ces come 18t e Yy othe Caluary  General
(Hoe ) Al oI e than twilce the reacur ces commrtted byt he
Holy Cross (6. 7%) .

I overview, the results of the O] analyses for
s bl - ~ RN v N ) 3 1 Y 17 (-
Fdmonton  and Calgary PSY bed hospitals Tndicate that totl
ma o teachine f“)(‘ilitles5 (the UAH 10 Edmonton and t he

i

Foothills  an Calgary) served as referral facilitjes for

the treatment ot osyoehiatyae pratlents, ltrespective ot
pat lent dlaanosiys.. However the l"z\H appear s to be the
frovinee s primaly  referral centre as the proportion ot
DAY S cormritted to non-«<ii1strijct reslidents (32.5%) WS
AP roxirnately twilce that of  the Foothills Hosp it ol
(16.6%).
4.4 Sunrooary o! Fainilinos

The results of the Psychiatric  patient goricin-

destination analyses from the PP perspective yielded the

followin~ ra“or findincs:

1) Heospltals  with PSY beds and hospitals with MED  beds

tended "to  commit the rraj(.»r portion of their resources

(DAYS and SEPS) to residents of their own districts:

however, the proportion of resources committed to residents
of MED ded CHDs by PSY hed hospitals tended to increase

over time.

2) similarly, hospitals in each REG committed the greatest
propartion of their psychiatric resources to their own REG

residents; phowever, -‘Edmonton and Calgary RFG hospitals

tended to cormit the smallest proportion of resourcges
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(DAYS ) to therr own KEC pesident .
3) ot the Fdmonton and Caloary distraot hospitals wltt:
dedicated PSyY Leds, the two  major teaching hospitals

University of Alberta Hospital 1n Fdmont on, and the
Y I

—

Poothalle Hospirtal 1n Calgary) commiltted the gqreat es
propertion  of psychiatilce DAYS to non-district resildents
(i1.e. to residents ot MED bed GHDe and Oother Psy boed
Gtibs ) . However , of these two facilities, the UAH with
32.5% Xuf Its payctaatric DAYS committed  to non-—disti ot
1esxden£s appeared to be the province's Primary acute care

referral hoscital taor the treatment of the mentally 111.



CHAPTER VW

SUMMARY, CONCLUSTONS, AND RECOMMENDATIONS

Chapt el tive presents: 1) an overview ot the study
and  the 1nvestiocational strateay, 2) a summrary of the
na )t research fln(il!\«];, 3) conclusions arisine fron the
results  of this investiaation, and 4) recommendat 1ons

regardline future research &l planning strategies.
»

5.1 Cverview of the Stuay

Since the early 1960ss medical advances made in  the
treatment o f the mentally 111, and chanages in Canada's
federal-provincial hospital fundino policies has resul ted
in the deinstitutionalization of psychliatric patients from
rmental hospitals. At the same time, there has heen an
increased wuse of community-based general hospitals and
outpatient services for the treatment of the mentally 111.

In Alberta, recognition of the <c¢hanginog care
requirements of the mentally ill, and the need to provide
high quality health care in a cost-efficient manner, has

.

resulted 1in the establishment of regional mental health

. -
planning committees. These committees, in cooperation
with government policy makers, are investigating

approaches to developing a comprehensive and coordinated
, : w
regionalized mental health care system. It has also been

recognized, however, that previous mental health planning
\d

170



efforts 1n wany jJurisdictions have beon characterized bty a

lack of informat ion to assist dvcisinnfmaﬁgrs 1n
determininag whether existing seivices are belna Ut ilized
efficiently and  effectively. As a prerequisite to
rati1onal plannina, such information needs have beén

identified as: population-based measures ot service
utilization  and  trends over time, as well as  service-

specific. and diagnosis-specific geographic patterns of
uti1lization. The present study of province-wide aener al
hospital utilization ratterns and trends by the mentally

ill in Alterta was, therefore, undertaken to supplement
these planning information needs. -

A selective review of the literature was undertaken
in order to develep a theoretical and methodoloaical
frarmework for studying patterns and trends in acute Eare
hospital utilization. by the mentally ill. Based .on

-~

existing hospital utilization and mental "health care
planning models found in the literature, a conceptual
mgdel of utilizétion was formulated for this investiga-
ﬁfion. Following from this modei, environmental and
individual determinaﬁts which could potentially “influence
psyﬁpiatric hospital utilization patterns in Alberta were
examrimed. Other factors identified in the literature as
'beinh of particuiar relevance to this investigation were
also examined: 1) the utilizatjon of medical-surgical

beds § for treating psychiatric patients, 2) psychiatric

read sion patterns in acute care hospitals, and 3) the



-

utl1lilzation o f alternative mental health care services

(e.a. outpat lent services). In addition, previous
Alberta-btiased plannine studies on psychiatric service
needs were reviewed to assist in refinina the study

objectives and to identitfy gaps in the current mental

-

health planning information base. Finally, patient
oriainsdestination studies were reviewed with respect to
factors which could influence ‘regional hospiltal

utilization patterns and the appropriate methods for

-

measurine ratilent flow patterns.
The overall research stratecy foqused on providing a

de?fription of hospital utilization patterns and trends

for psychiatric care in Alberta over time. Using
retrospective, longitudinal data, provincial and recional
' \J

hospital utilization patterns and per capita' utilization
rates were identified an@ described. These data were 7‘50
used to describe arc evaluate psychiatric patient origin-
destination utilization patterns by bead type
(districts/hospitals with pPey beds versus
districts/hospitals with MED beds only) and diagnosis, and
by the ré&ently established mental gealth caremregions;
The data analyses were divided into three major parts
which corresponded to the overall study objectives, The
first set of analyses egaminea provincial treﬁds in
~psychiatric hospital utilization patterns and per cdpita
utilization ratesaby bed type? diagnosis, @and sex. The

second set of -analyses examined the relative consumption

L]



]
of general hospital resoUrces by residents residinog within

each of the province's seven mental health care reglons.

4
Finally, the third set of analyses examined psychiatric

patient origin-destination pattegns from a community-based
and provider—ba;ed perspectiveki}n terms of bed type,
.dlagnosis, and the district and region of residence. Fach
‘set  of analyses was undertaken to identi1fy and desvribé
environmen£a1 and individual determinants of hospital
utilizaticn .k\y the mentally i1l in Alberta which could be
of importance to future plannina considerations.
5.2 PMajor Findinas

Summarizéd below are the major findings of this
investigation of hospital utilization by the mentally i1l
in Altertas .
1) Psychiatric separati.n rates (SEPRATES), for persons
15 vyears of age and older, from Alberta's acute care
hospitals increased by 15% from 1971 to 1974 and then

m/”/ )

steadily decliged during the remainder of the study
period, The "overall decrease in SEPRATES from 1971 ~to
1982/83 was approximately 22 percent. Psychjatric ‘patient
day rates %DAYRATES) fluctuated from yéar to year but also

3
showed an'pverall decline of -7.5% from 1971 to 1982/83.

As SEPRATES gropped at a higher rate than DAYRATES, the
average length of stay (ALOS) per patient separation
increased from 13.2 days per patient separation in 1971 to

146 days in 1982/83.

2) Comparisons of provincial wutilization rates in



hospitals with dedicated psychliatric (1'SY ) beds and

hospitals with medical (MFDY) beds  only indicated the

followina: . \(
/ .
a) From 1971 to «1982/83, SEPRATES and DAXYRATES from

hospitals with PSY beds declined by -l6.6% and
-12.9% respectively. Althouah  SEPRATES from
hospitals @ith MED beds decreased by -16.0%

durine this time period, DAYRATLES showed a 12

vyear 1ncrease of +8.9 percent.

PAYRATES and SEI'RATES fnrﬂ persons with diacnoses
of psychoses were consilstently higher in
Hospitals with PSY Dbeds. ‘HoweVer, provincial
utilization rates for the psychoses showed ~ an
overall increase fron. 1271 te 1962/83 in  both
hospitals with PSY beds and hospitals with
QED beds only.

SCPRATES for persons with diacnoses of neurosis
were higher in hospitals with MED . beds than iﬁ
hospitals with PSY beds, but DAYRATES'_ in hospitals
with 'PSY beds tended to be almost twice as high -
as DAYRATES in ho;pitals with only MED beds. -From
1971 to 1982/é3, hbwever, hospital utilization
rates (SEPRATES and DAYRATES) for the neuroses
declined by abproximately -50% in PSY kted
ho%pitals and by appro%imately -40% 1in MED

bed hospitals.



d)  over the 12 year study period, SEPRATES and
\ -
DAYRATES for persons w1th alcohol and drug
disorders (ALC/DKUG) treated in hospitals with
MED beds tended to increase, whereas SEPRATES
and  DAYRATES in hospitals with PSY beds showed
an overall decline. Consequently, by 1982/83,
61% of the SEPS and 50% of the DAYS for ALC/DRUG

disorders were accounted for by hospitals with

MED beds as opposed to hospitals with PSY beds.
e) During-each year of the study period, the ALOY in
hospitals with PSY beds (16 to 18 days) tended
to be twice as hich as the ALOS 1in hospitals
with MED beds (7 to 9 days). Further, the ALQS
in hospitals with PSY beds tended to exceed the
ALOS 1in hospitals with "MED beds ir;espective of
diagnosis.
3) Of the province's seven mental health care regions
(REGCs), residents (15 years éf a®e and older)»\of the
Edmonton and Calgary REGs tended to consume ‘ﬁhe fewest
hoséital resources (SEPRATES and DAYRATES) for psYchiatric
disorders on an age-sex ”adjusted éer capita Dbasis;
" however,’ they experienced the longest hospital stays
(ALOS) of all regional residents. In -compa!’gon,
residents of the northern REGs, Ft. McMurray &nd Grande
Prairie, tended to experience the highest SEPRATES; the

highest DAYRATES also tended to be experienced by Ft:

McMurray regional residents.
S

v



4) COver the 12

redalonal restdents

below the provineia

person-years) and

RN

DAYRATE  (1187.4  patient

\

Residents

)

yeal

study period,
were
1 SEPRATE ( 90.3

-5.7% and

respectively

-0.7% below

days per 10, 000

Fdmonton and  Calaa Iy
-23.9% and  -2..4%
Separations peir 10, 000

the provincial

person-years ) .

of the remaining REGs Were above the provincial

utilization rates, howevgr , Ft. McMurray reglonal
residents were hilachest at +70.3% (SEPRATE of 153.8)
~
above  the provincial SEPRATE and  420.4%  (DAYRATE w{
1429.1) above the provincial DAYRATE .
s
-5. Most persons who required psychlatric hospital care in

Alberta during the 1971 to 1962/83 study period tended to

remain 1in

health care RbG,
1'llness or
hospital(s) (i.e.

wilth the

"increasing tendency for residents ofydistricts with only
MED Dbeds ;; leave their home district to receive care in
disuricgg/hospitals with dedicated PSY beds as the
éeverity of their illness increased. »Furthermore, these
patients also tended to experience a loyggr ALOS in
districts/hospitals with PSY beds ’than did paéienté
residing( in and treated within those districts,
irrespective of diagnosis.
<
6.. Residents who were requirecd to leave théir REG tended

thelir hospital

the type

exception

irrespective of the severity of

PSY beds or MED beds only).

of OTHER

district of residence,

«f care available

disorders,

and mental
their
in their Flstrict
However ,

there was an

to wutilize” hospitals with PSY beds in the FEdmonton

176



district (residents of the Ft. McMurray, Red Deer, and

Grande Prairtie REGs) or in the Caluary district’ (residents

of the lethbridage and Medicine Hat Rbus) . Findinas of the
recilonal oriain-destination analysis for district
residents uti1lizinag Fdimonton  and Calgary district

hospitals with PSY beds indicated the followinag:

a) Residents ot the Ft. McMurray, Red leer and
Crande Pralrie REGs, in descendina order ,
tended to consume  nore  psychiatric hospital

"\

rescurces  (DAYS and SEPS) outside their own REG

than_ did residents of the Lethbridge and Medicine

—~

tftat REGs.
b)) Resitlents of 12 of the 20 districts in the Ft.
McMursay  REC eorsumed between 21% aud\ 50% o f

their psychiatric hospital resources (DAYS) in
Edmonton district hospitals with PS$Y beds.
Residents of nine districts in the Red Deer RbG
and six districts i‘n the Grand‘e ‘Prairie REG
consur%.ed between 21% and‘ 40% of . their
psychiatric DAYS in Edmonton hosﬁitals.“ ‘
.c) In. general, residents of the Ft. McMurraj? Red
Deer and Grande Prairie REGs wgose districts,
were on or near the Edmonton REG border teéhed
to utilize mofe hospital resources in the
Edmonton district than did regional residents

residing at greater distances.

d) District residents of the Lezhbridge and Medicine



"' Hat REGs  tended  to consume  more  psychiatric
lescurces (DAYS) 1 thelr own district hospitals
. with  SY beds than in Caluary hoespitals with  PSY

'
- ‘beds. Residents of the Bassano hospital distraict
e ¢ . B the Medicine tat REG, however, whose district

order ed <$ the Calgary REG, spent between 41% and
<« ¢

50% of thelr psychiatric DAYS in Caluary district

hospitals with PSY beds.
7. ioth hospitals with PSY beds and hospitals with it h
k»ed\a; only tended to commit the large majority of their
res@&xveﬁ (DAYS and  SEPS)  to residents of tﬁeir Owi
districts. The pr?portiwn of resources ‘committed by
hospitals withaPSY beds to residents of districts with MED
leds only, however, tended to increase from 1971 to
198>/r5 for the psychoses, neuroses, and ALC/DERUC
disorders but Herllneﬂ\Yor OTHER disorders from 21.4% 1n
1971 to 15.0% in 19€2/83.

8. Of the Edmonton hdspitags with dedicated PSY beds, the

£ _ . ‘ _
University of Alberta tospital (UAH) committed 32.5% of

s

its psychiatrié resources (DAYS) to non-district’

LY
s

residents, 28.6% of which were committed to residents of

districts with MED beds only. This commitment index (CI)

sy

\ % . ) ) ) , -
was higher than the Cls to non—dlstrlct-reslde%ts for the
iisericordia Hospital 7(22.1%), the Edmonton General

Hospital (20.6%) and the Royal Alexandra Hospita. (17.4%).

a, Of the Calgary hospitals with dedicated PSY beds, the
- ; \ B

g . ¢
Foothills‘Brovincial veneral Hospital committed 16.6% of .

its psychiatric resources‘ (CAYS) to . non-district

148
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xesx«iex_xts, 13.1% of which were commttted to residents of
drstricts with MED teds onlvy. In comparison, the Cls to
non-district residents for the Calgary General Hospital
and the loly Cross Nospltdl were respectively 7.0% and 6.0
pe‘r(\ent .
5.3 Cm'xvlusiuns ‘ I

Presented below are the conclusions of this
investigation related to psychiatric hospital utiliz®tion
patterns and trends, and patient AQrigi;;destinatlwn
patterns which occurred durine the 1971 to.1982/83 study
period. . »

1) The 1ini1tiral 1ncrease in psychiatric SRPRATES from
Alberta’'s acute care hospitals durina the early 1970s mayv
hqve teen  anfluence? 1ty the publication of the Rlairx

,
Report in Alberta, as well as, the delnstitutionalization
movement and  the creater emrphasis placed | on the
utilization of geheral hospitals for treatina the mentally
ill. The subsequent decline in hospital utilization rates
(SEPRATESVand DAYRATES), however g may have been associated
with the greater Qsé of alternative mental health care
services. from 1976 to 1980/81, for example,.the number
; .

of visits to hospital based outpatient programs in Alberta
increased by 71 percent. |

2) The emphasis on community-based care and the deinsti-

[
1

tutionalization ©f patients from mental hospitals may have

[3

\ .
been associated with the 12 ‘year (1971-1982/83) increase

in acute care hospital utilization rates in Alberta for



v &
. L. - . R
Persens o wlth o osvohaot e disorders. cT™his chandge N the
. . v .
utilization  pattern may have also 1nfluenced the Jecline

In  utilization rares for ALC/DRUG disorders 1n hospitals

wiﬂm PSY beds and the concomitant 1ncrease in tilization

*

%‘5 in hospitals  with MFD  beds only. The overall
decrease . in hospital utilization rates for pPersons with
dlaanoses ~f  neurosis, however, adain  su.riests  an

increased use of alternative mental health care services
- -

to treat this patilent aroup.

3 The psychliatric service role  of Alberta's hospitals .

with MED beds only appears t® be increasina in impmrtdQVQ

as evidénced Ly the rise in utilization rates for persons

-

with psychoses, ALC/DRYUG disorders and  OTHER (non-
psychotic)  disnorders. In comparison to hospitals  with
Ay

dedicated PSY beds, however, the results of the analyses

.apnear teo Indicate that the nrimary psychiatric services

role of MMD bed hospitals is to treat patients wi
- . & T
relatively less serious mental disorders, and/or  to

stabilize and then refer those Who are more seriously i1l

-

W% hospitals with psychiatric dnits.

4) As indicated in the literature review, a major

L

determinant of inpatient hoépitalization 1s the number and

.

variety of outnatient and alternative mental health dcare

.

services available to a patient. That is, the greater the

availability of alternative services, the fewer inpatient

v

hosplital resources are censumed. Th‘ilesser availability.

§

of alternative mental health care services outside the

Edmontan and Calgary REGs may, therefore, have been



1Tl rentral 1 the higher per capita  uatilization  rates

experienced by other reqgiconal restdents. However, the

lonaer hosnpital stays experienced by Edmonton and  Calaary
realonal residents were litkely associated with the
referral  of persons  with more serious  1l1lnesses  (1.e.

selective referrals or admissions) due to the hiah demani

{
“

nlaced on Fdmonton and Calaary district hospitals.

) The results 1ndicate that the psychiatric service
<

roles of hospitals  with  MED beds  only appear to be

1ncreasinag in importance. However a malor determinant of

patient’'s care seekinag patterns hevond their district of

residence was the lack of dedicated PSY bhe s in the1r

Ayistrict hospital (s, {an? Probatly  the lack o f
alternative services), particularly for patient with more
serious mental disorders. Consequently, the current

considerat 10ons to reaionalize mental health care services
{both inratient and outpatient services) in Aiberta woul?d
Pe stronaly supoorted by these findinas.

6. Further to the above, however, several findings based
on the relevance and commitment indicies suggest that the
current mental health caxre REG boundaries may require some
adjustments for planning purposes.

a) First Fdmonton - district hospitals with PSY beds
are servina as the primary referral centres for
residents of the Ft. McMurray, Grande Prairie,
and Red Deer RFGs who are required to leave their

REG for psychiatric hospital care. This 1s



particularly  true for residents of the southern
portion of the Ft.  McMurray REG, as well as
residents -1n the Ked Deer and Grande Prairie REGCs
whose districts bordered On oOr were near the
Edmonton REC.

Second, althouch the Ft. McMurray and Red Deer
REGs contalned hospitals with PSY beds after

1980781, recicnal residents were still bypassina

these hospitals and were 1nstead referred to
Fdmontorn  district hospitals. Consequently, 1t

would appear that these hospitals are not funv:
ti1oning as referral centres f&x thelr reciconal
residents.

Third, Ped Dece: recicnal residents whose
districts bhordered’ on or were near the Calaery
REG also Mwpassed their own réqional ﬁospitals
with PSY teds and utilized <Calaary district
hospitals.

Finally, it would appear that the Medicine Hat
and Lethbridge district hospitals, which
contained dedicated PSY beds through the course
of the study period, are not functioning as
regional referral centres for residents of the
Vulcan GHD (Lethbridge REG), Bassano and‘Brooks
GHDs (Medicine Hét REG), as those régional

residents tended to utilize Calgary district

hospitals.



5.4 Recomrendations

The followinag are the major recommendations based on
the findinas and ccmoelusions of this investigation. The
Teconmendations alsce  take into  consideration certain
1ssues and plannina strateaies discussed in Chapter I1.

;

1) According to the (Clarke Report, 1t was recommended
that each mental health care REG in Alberta should provide
primary care (outpatient clinics), secondary care (general
hospital | psychiatriac units), and tertiary care
(specralized psychiatric hospitals) to regic wal residents.
Given the dependence of the northern REGs on Edmonton
distrijct hospitals with PSY heds, the deperdence of the
Red Deer RFC on both Edmonton and Calqa;y hospitals, and

the deptndence  ofe the Vulcan and Bassanc districts on
Calaary hospitats, it'is recommended that consideration
e  aciven  to aijustinc the present mental health care
regional boundaries to better conform to actual hospital
utilization/referral patterns.

2) Any acdjustments of the mental health care regional
boundaries should algo take into consideration the acutal
and planned addition of acute care PSY beds in each REG

during 1985 to 1988, and the likely designation of

Fsychiatric units to admit and treat involuntary patients.

3) Further to the above, future research efforts should

focus on the evaluation of diagnosis-specific patient
origin-destination . patterns wlth respect to the

appropriateness of the regiocnal boundaries, particularly

during the next three to four years, to determine: 1) if

L

wn



charfces 10 the supnly and distribution of PSY beds as well
as anv pollcy chandqes have sianificantly alterel resional
patterns of hospital utilization by the mentally 111, 2)
' v

whether PFdmonton and Calaeary hospitals with psychiatric
units are still functionina as the province's primary
acute care referral centres for psychiatric patients,
par{icularly. for those patients with psvchotic disor-lers,
or 3) if the desianation of psvchiatric units, under a
revisel Mental lealth Care Act, has strenathened the roles
of hospitals with PSY beds (in RFGs other than Fdmonton
and Calgary) as regional referral centres.

4) As acute caré hospitals, mental hospitals, and
Qutpat{ent services form a continuum of care for the
~enmtally 111, and as all h(;’itals providing psychiatric
care are under the jurisdication of Alberta Hospitals and
Medical Care, 1t 1s recommended that for plannjn&
purposes, mental health care regional boundaries be made
coterminous wilth hospitalldistrict boundaries.

5) Finally, it 1s stronaly recommended that serious
consideration bev given to developing a computerized and
timely provincial MEﬁﬁal health information system for
inpatient and outpatient services in order to facilitate

-
planning efforts aimed at a coordinated, regionalized

s

mental health care system in Alberta. . *
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APPENDIX A

Last of Dlagnosts Codes and Dlaacnost1c Categor les



Pravnost o Cateaor1es and Code Number s

l
Maacnost 1o
Cateaory Tl oy H-TCDA-2 H-1CDA
bPsyochoses P AL ALY 296.0-307_ 9 296 .0-3005 .49

Except 302.4 Except 3024
and 304 .¢

Neuroses 3OO0 0=300 .9 310.6-310.9 Jlo.0-310. 0
Alcohaol 304,0-305.Q 313.0-314.¢4 313.0=xX14.0
and Druc 302.4 302.4
Discrder s Y63.0-Y63.4 304.9
Other MNon- 301.0-301.9 311.0-311.9 311.0-311.¢
Psychotic 302.0-302.9 312.0=-312.9 312.0~312.0
Mental 306 .0-316 .8 315.0-318.9 315.0-31#.0Q
[M1scorders 290.0-295.9 290.0-295 . a
Except 311.0, 319.3

317.0-319.9
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Formula For Pxponential Pobulation Project ions

Porulation estimates for intercensal yvears were derived

using the following formula:

! Fxp ( In (b 2N A T n
2 1
wher
P corate of increase
P = population for base vear: 1971, 1976 or 198]
1
P = population for boundary year
2
I.n = natural looari1thm
o .
UXoo= exponent
n = nunber of years (units) of total increase

General hospital district populations were estimated

for intercensal years using a compoundina method:

P (1972) = P (1971) X R P (1977) = P (1976) X R
,1 . 2
P (1973) = P (1972) X R P (1978) = P (1977) X R
1 2
P (1974) = P (1973) X R P (1979) = P (1978) X R
1 ’ 2
v -
P (1975) = P (1974) X R P (1980) = P (1979) X R
1 2,

P (1982) = P (1981) X R
3
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Sur: Method
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1

Formula

for

wher e:

4o}

where:

Source:

Dk -
Pk .

D..

Eay, K.

e

1

Welahted Sum Methaod for Ace-Sex Ad)justment

N.J:E WP
k k

k)

represented the ave-sex adjusted
number of residents in ageneral
hospital district ) .\

represents the total number of |
residents in the kth aage-sex aroup

in hospital district 5

tepresents theg age-sex adjustinag
welight of the age-sex qgroup

Pk./Pk.

I../p..

patient days accounted for by the
kth ace-sex group

number of persons in the kth ace-sex
group

total patient days {or separations
admissions, other utilization
measure) accounted for by all %
persons in the study area

total number of persons in the
study area

and Nestman, L. A hospital service

population model and its application.
International Journal of Health Services,

19¢&0,

10(4), 677-695. .
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,\ [List

EDMONTON REGION :
HOSPITAL UISTRICTS

Fdmonton

Grande Cache

Jasper

' Hinton
FEdson .
Drayton Valley
Stoney Plain ~

Devon-l.educ

St. Albert
Ft. Saskatchewan

CALGARY RECION:
HOSPITAL DISTRICTS

Calgary

Banff

Canmrore
Turner Valley
Drumheller
Wheatland
Unorganized

of General tiospital
and Mental Health Care Reqgions

203

Districts, Hospitals

HOSPITALS

University of Alberta o
Royal Alexandra
Misericordia

Bdmonton General

Charles Camsel]

Glenrose Provincial <

Cross Cancer Institute

Grande Cache General
Seton General

Hinton General

St. John's

# Drayton Valley General

Stony Plain Municipal
LLeduc General
Devon Civic

N

~Sturaeon General

Ft. Saskatchewan General

HOSPITALS

Foothills Provincial
Calgary General

Holy Cross

Rockyview General
Colonel Belcher
Salvation Army Grace
Alberta Children's

Mineral Springs

Canmore Municipal
Turner Valley Municipal
Drumheller General

High River Hospital



GRANDE PRAIRIE REGICN:
HOSPITAL DISTRICTS

High-l.evel-Ft. Vermilion

Manning
Fairview
Berwyn

Peace River
Spirit River
‘Mclennan
High Prairie

Slave Lake
Beaverlodge-Hythe
Grande Prairie
Valleyview '
Whitecourt
Mayerthorpe
Farrhead

FT. MCMURKAY RECIOGP :
HOSEFITAL DISTRICTS

Ft. McMurray

Athabasca

West lock

Redwater

Boyle

Lac La Biche

Smoky lLake

Willingdon-Lamont -
Mundare

Vilna

Two Hills
Vegreville
Glendon
Bonnyville
Cold Lake
St. Paul ‘
Elk Point
Myrnam
Mannville
Vermilion
Islay .
Lloydminster

HOSPITALS
. A
High Level Community
Health Centre
St . Theresa General

Mannitrg Municipal
Fairview General
Eerwyn Municipal
Peace River Municipal
Central Peace General
Sacred teart
High Prairie Kecvional
Health Complex

Slave l.ake General
Peaverlodge Municipal
Grande Prairie General
Valleyview Health Centre
Whitecourt General
Mayerthorpe General
Barrhead General

HOSPITALS

Ft. McMurray Hospital
Athabasca Municipal
Immaculata

Redwater General
Boyle General

Lac La Biche General

George McDougall Memorial
Mary Immaculate (1)
Archer Memorial

Mary Immaculate (2)

Our Lady's

Two Hills Municipal

St. Joseph's General
Glendon Municipal

St. Louis, Duclos

John Neil

St. Therese General

Elk Point Municipal
Myrnam Municipal
Mannville Municipal “
Vermilion Health Complex
Islay Municipal
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RED DEER REGION:
HOSPITAL DISTRICTS
Rocky Mountagn House

Breton .
Westaskewin ‘”\J
Rimbey

Ponoka

Camrose

Bentley

Eckville

Toflield

Viking

Walnwriaht

~

Provost

Bastav
Castor
Consort
Coronation
Lacombe
Stettler
Red lDeer

Sundre
Irnisfail ¢

Olds

Didsbury

Elnora

Trochu

Three tills

Hanna

Cereal

Oyen
Flaggstaff-tughenden

Innisfail

HOSPITALS

Rocky Mountain tlouse
General

Breton General

Wetaskewln General

Rimbey General

Ponoka General

St. Mary's

Bent ley General

Eckville Municipal

Toftield Municipal

Viking General

Walnwricht District
Health Care Complex

Provost Municipal Health
Care Centre

Bashaw General

Our lLady of the Rosarv

Consort Municipal

Coronation Municipal

[Lacombe General

Stettler General

Red Deer Regional
Hogpital Centre

Sundre General

Health Care
Centre »~

Olds Municipal

Didsbury Municipal

Elnora General

"St. Mary's

Three Hills Municipal
Hanna General

Cereal Municipal

Big Country

Daysland General
Kidlam General
Galahad General
Hardisty General



LETHBRIDCE RECTOM:
HOSPITAL DISTRICTS
Lethbridge

Vulcan
Claresholm
Crowsnest [Pass
Pincher Creek
Ft. Mcl.eud
Cardston
Magrath

Milk River
Raymond
Carmangay
Picture Butte
Taber

MEDICINE HAT REGION:

hosEital Districte

Medicine liat

Fmpress
Bassano
Brooks

Bow Island

HOSPITALS

LethbrN«dqge Regional

St. Mic l1's General
Vulcan General
Claresholm General
Crowsnest Pass General
Pincher Creek Municipal
MclLeod General,
Cardston Municipal
Magrath Municipal
Border Counties General
Raymond Municipal
LLittle Bow Municipal
Picture Butte Municipal
Taler General

H()SE)it als

Medicine Hat Aand I'istrict
General

Fmpress Municipal

Bassano General

Brooks Health Centre

Bow Island General \
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may

1. Kelevance

1.1

Hospltal

be uséd in

-~

Formulae tor Relevance ance Commitment lndilces

L

admissiors, separatiocns and patilent days

the followling formulae.

G f

Inte x (R1)

Rl of. a IMistrict locat o

to a Hospital(s)
~within that

District

Number of ['istrict Residents Separatad
100

from the Distriet Hospital(s) X
Total Number of District Residents
Separated from All Hosritals 1in

) the Province . ’ .

-

1.2 RI of a District to a Hospital(s) located

outside that District

Number of Dis*rict Kesidents Separated

from all Non-li1strict Hospitals X 10t

2. Commitment

Total Number of District Residents
Seperated from All Hospitals in

the Province .

Index (C1) J{

Cl of a Hospital to the District in which
"that Hosital is located

Number of District Residents Separated

from a District Hospital X 1006~

Total Number of Provincial Residents
Separated from that Hospita?

CI of a Hospital to all other Districts in
the province other than its own

Number of Non-District Residents Separated
from a Hospital X 100

Total Number of Patients Separated
from that Hospital

“ .

JO8



