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“Tentou contra a existéncia
Num humilde barracdo.
Joana de tal, por causa de um tal jodo.

Depois de medicada, retirou-se pro seu lar.
Ai a noticia carece de exatiddo,

O lar ndo mais existe

Ninguém volta ao que acabou

Joana é mais uma mulata triste que errou.

Errou na dose /Errou no amor

Joana errou de jodo

Ninguém notou

Ninguém morou na dor que era o seu mal
A dor da gente ndo sai no jornal’.

Chico Buarque, 1975

“Perdida na avenida

Canta seu enredo fora do carnaval
Perdeu a saia /perdeu o emprego
Desfila natural

Esquinas / Mil buzinas

Imagina orquestras / Samba no chafariz
Viva a folia / A dor néo presta
Felicidade, sim

(...)

Bambeia / Cambaleia/ E dura na queda
Custa a cair em si

Largou familia / Bebeu veneno

E vai morrer de rir

Vagueia/ Devaneia/ JG apanhou a beca
Mas para quem sabe olhar

A flor também é ferida aberta

E ndo se vé chorar”

Chico Buarque, 2006
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RESUMO

Introdugdo: Nas Ultimas décadas, varios fatores determinaram importantes
modificacdes no modo de prover assisténcia psiquiatrica. Entre estes, destacam-se as
mudang¢as no modo como entendemos 0s transtornos mentais, os avangos e melhora na
disponibilidade de tratamentos psiquidtricos, o aumento do interesse politico em saude
mental, além da énfase nos custos da assisténcia médica. Com isto, a internagdo psiquidtrica
passou a representar uma parcela menor entre os recursos utilizados na assisténcia em saude
mental. A Psiquiatria hospitalar atual cumpre a funcdo de realizar diagndstico e tratar
sintomas agudos com a finalidade de esbater riscos, focada em estabilizacdo, seguranca do
paciente e curta permanéncia. Neste contexto, o estudo de desfechos negativos entre
pacientes que internam em leito psiquiatrico de hospital geral torna-se cada vez mais
necessario.

Objetivos: Identificar determinantes de desfechos negativos entre pacientes que
internaram em leito psiquidtrico de hospital geral, definidos a priori como tempo de
internacao prolongado, reinternacdao e morte por qualquer causa em um ano a partir do
momento da alta hospitalar.

Métodos: Estudo naturalistico, longitudinal e prospectivo, realizado em unidade
psiquidtrica de um hospital geral universitario de nivel tercidrio. Pacientes admitidos entre
junho de 2011 e dezembro de 2013 com 18 anos ou mais foram considerados elegiveis, exceto
0s que tivessem transtorno por uso de substdncias como diagndstico principal, agitacdo
psicomotora grave nas primeiras 72 horas da admissdo, comprometimento cognitivo
suficiente para comprometer a avaliacdo ou recusa em participar da pesquisa. Dacus
sociodemograficos e clinicos foram coletados na admissdo, alta e um ano apds a alta.

Resultados: No artigo 1, seis variaveis explicaram 14,6% da variabilidade no tempo de
internacao: auséncia de renda prépria, histdria de internagdes psiquidtricas nos ultimos dois
anos, escore total na Brief Psychiatric Rating Scale e na Clinical Global Impression, diagndstico
de Esquizofrenia e histdria de tentativas de suicidio. O artigo 2 reafirmou o papel das
internagdes anteriores em predizer internagdes futuras (RC1.38; IC 1.16-1.60) e demonstrou
gue para pacientes que internaram em episdédio depressivo, ndo estar em remissdo no
momento da alta aumenta o risco de reinternacdo (RC 2.40; IC 1.14-5.07), assim como maiores
escores na Brief Psychiatric Rating Scale no momento da alta para aqueles admitidos por

Esquizofrenia. O artigo 3 reportou a mortalidade entre os pacientes acompanhados um ano



apos a alta, mais de trés vezes maior que a mortalidade da populacao geral para o mesmo
periodo e drea geografica.

Discussdo: Os trés estudos produzidos por esta tese colaboram para o corpo de
evidéncias sobre desfechos adversos entre pacientes que internaram em leito psiquiatrico de
hospital geral. O modelo de internacdo psiquidtrica em hospital geral é amplamente
defendido pela Psiquiatria contemporanea como o melhor para tratamento de agudizagdes
de transtornos mentais graves. Entretanto, ndo é o modelo majoritario tanto no Brasil como
no mundo. Portanto, os resultados desta tese refletem os desfechos de um modelo
assistencial preconizado, porém nao predominante.

Consideragdes finais: Ainda carecemos de pesquisas que se dediquem a avaliar

desfechos negativos em internagdo psiquiatrica de hospital geral.

Palavras chave: internacao psiquiatrica, desfechos, tempo de internacao, readmissao,

mortalidade



ABSTRACT

Introduction: In the last decades, several factors have determined significant changes
in the way to provide psychiatric care. These include changes in the way we understand
mental disorders, advances and improvements in the availability of psychiatric treatments,
increased political interest in mental health, and emphasis on health care costs. With this,
psychiatric hospitalization started to represent a smaller portion of the resources used in
mental health care. It fulfills the function of diagnosing and treating acute symptoms with the
purpose of avoiding risks, being focused on stabilization, patient safety and short stay. In this
context, the study of negative outcomes among patients hospitalized in the psychiatric beds
of general hospital becomes more and more necessary.

Objectives: To identify determinants of adverse outcomes in patients admitted in
psychiatric beds of a general hospital, defined a priori as longer hospital stay, rehospitalization
and death from any cause one year after discharge.

Methods: This is a naturalistic, longitudinal and prospective study carried out in a
psychiatric unit of a general university-level tertiary care hospital. Patients admitted between
June 2011 and December 2013 aged 18 years and over were considered eligible, except those
who had substance use disorders as the main diagnosis, severe psychomotor agitation in the
first 72 hours of admission, cognitive impairment sufficient to compromise the evaluation or
refusal to participate in the research. Sociodemographic and clinical data were collected
admission, discharge and one year after discharge.

Results: In article 1, six variables explained 14,6% of the variability of length-of-stay:
absence of own income, history of psychiatric hospitalizations in the last two years, the total
score of Brief Psychiatric Rating Scale and Clinical Global Impression, Schizophrenia diagnosis
and history of suicide attempts. Article 2 reaffirmed the role of previous admissions in
predicting future hospitalizations. Also, for patients admitted in a depressive episode, not
being in remission at discharge increases the chance to be readmitted (OR 2.40; Cl 1.14-5.07),
as well as higher scores in the Brief Psychiatric Rating Scale at discharge for patients with
Schizophrenia (OR 1.28, Cl 1.11-1.48). Article 3 reported the mortality among patients
followed up, more than three times greater than the mortality of the general population for

the same period and geographical area.



Discussion: The three studies produced by this thesis collaborate to the body of
evidence about adverse outcomes among patients admitted in psychiatric beds of a general
hospital. Contemporary psychiatry widely advocates the model of psychiatric hospitalization
in general hospital as the best for treatment of acute mental disorder exacerbations. However,
it is not the majority model in Brazil as in the world. Therefore, the results of this thesis reflect
the outcomes of a recommended, but not predominant, care model.

Final considerations: We still lack researches that focus on evaluating negative

outcomes in general hospital psychiatric hospitalization.

Key-words: psychiatric admission, outcomes, length-of stay, readmission, mortality
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APRESENTACAO

Este trabalho consiste na tese de doutorado intitulada “Desfechos negativos entre
pacientes internados em unidade psiquidtrica de hospital geral: um estudo longitudinal”. Os
estudos oriundos dessa tese foram desenvolvidos dentro do projeto GPPG 10-265: “Avaliacao
e seguimento de pacientes com doenca mental severa (DMS): fatores diagndsticos,
progndsticos e de tratamento e sua associacdo com marcadores bioldgicos”, no Hospital de
Clinicas de Porto Alegre, dentro da linha de pesquisa “Fatores psicossociais e
comportamentais na saude e na doenga”.

O estudo tem o intuito de investigar determinantes de desfechos negativos entre
pacientes que internam em leito psiquidtrico em hospital geral. Os trés artigos foram
realizados no Hospital de Clinicas de Porto Alegre, com pacientes oriundos de uma mesma

amostra.
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1. INTRODUCAO

1.1 Breve histdrico

Nas ultimas décadas, mudangas no modo como entendemos os transtornos mentais,
avancos e melhora na disponibilidade de tratamentos psiquiatricos, um aumento crescente
dointeresse politico em saide mental, além da preocupagdo com custos na assisténcia médica
resultaram em importantes modificacdes no modo como a assisténcia psiquiatrica é provida.

Do ponto de vista etiolégico e nosoldgico, a compreensdao dos transtornos mentais
sofreu grandes transformacgdes no ultimo século. Durante a primeira metade do século XX, o
pensamento psicanalitico predominava como eixo organizador da compreensdo dos
transtornos mentais. Nas duas primeiras edi¢des do Diagnostic and Statistical Manual of
Mental Disorders (DSM), que datam respectivamente de 1952 e 1968, os transtornos
psiquiatricos eram explicados fundamentalmente como conflitos inconscientes que se
expressavam na forma de sintomas. Em 1980, com a publicacdo do DSM-III, o manual passou
a prescindir de modelos etioldgicos, propondo-se apenas a descrever sintomas e agrupa-los
em diferentes categorias nosolégicas(1).

Do ponto de vista terapéutico, os tratamentos para os transtornos mentais também
sofreram grandes transformacgfes no ultimo século. A eletroconvulsoterapia foi utilizada
como tratamento pela primeira vez em 1938, na Itdlia(2). A acdo antimaniaca do litio foi
descoberta em 1949, e a clorpromazina foi introduzida como primeiro farmaco antipsicético
em 1952. As abordagens farmacoldgicas dos transtornos depressivos datam do final da década
de 1950, com a introducdo da imipramina e da iproniazida(3). O haloperidol, primeiro
antipsicotico de alta poténcia, passou a ser comercializado apenas no inicio da década de
1960(4). O advento dos farmacos neurolépticos, primeiros tratamentos efetivos para
transtornos psicoticos, introduzidos na década de 1950 e 1960, possibilitaram que inUmeros
pacientes hospitalizados por longos periodos recebessem alta(5), e tornaram possivel o
surgimento de novos paradigmas no modelo assistencial em Psiquiatria.

Diversas mudancas do ponto de vista politico e social também contribuiram para a
modificagao do modelo de assisténcia em Psiquiatria. O movimento antimanicomial tem suas
origens na década de 1960, na ltdlia, e fundamenta-se sobre duras criticas ao modelo
psiquidtrico entdo vigente, especialmente as instituicdes manicomiais. O modelo manicomial

de assisténcia incluia interna¢ées psiquiatricas prolongadas em instituicGes de caracteristicas
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asilares, que colocavam doentes a margem da sociedade, sujeitos a abusos e violacdes de
direitos. O movimento antimanicomial deu origem a conhecida Reforma Psiquidtrica, que
resultou em radicais mudancgas legislativas na Italia em 1978, com quatro objetivos principais:
fechamento gradual de hospitais psiquidtricos; estabelecimento de pequenas unidades
psiquidtricas dentro de hospitais gerais; criacdo de centros comunitarios de saude mental,
com fung¢do de prover assisténcia psiquidtrica em areas geograficamente delimitadas;
introducdo de uma estreita regulacdo para internacdes compulsérias(6). O movimento
antimanicomial espalhou-se pela Europa e pelas Américas ao longo das décadas de 1960 e
1970(7).

No Brasil, as diretrizes da reforma psiquiatrica ganham forga politica a partir da
aprovacao da Lei 10.216 de 2001, que, entre outras providéncias, proibe a internacdo de
pacientes portadores de transtornos mentais em instituicdes com caracteristicas asilares(8) e
da Portaria 251 de 2002, que estabelece novas diretrizes e normas para a assisténcia
hospitalar em Psiquiatria, reclassifica os hospitais psiquiatricos, define a estrutura e a porta
de entrada para as internacdes psiquiatricas na rede do Sistema Unico de Sautde (SUS)(9). No
Rio Grande do Sul, a Lei 9.716, de 1992, proibiu a criacdo de novos leitos psiquiatricos fora de

hospitais gerais(10).

1.2 O cenario atual

Trés fatores principais contribuiram para modificar profundamente a forma e o papel
da internacgdo psiquiatrica no tratamento de pessoas com transtornos mentais graves: a)
avancos nas terapéuticas farmacoldgicas, especialmente na década de 1960; b) modificacdes
no modo de compreender e classificar os transtornos mentais graves, coroadas pelo DSM-II
em 1980 e c) mudancgas sociais e politicas colocando a comunidade como eixo central do
tratamento para pessoas com transtornos mentais(11). Para a Psiquiatria hospitalar, isso
significou a troca de internacdes de longo prazo (meses a anos) em instituicdes asilares para
provisdo de tratamento agudo em internagGes de curto prazo em hospitais gerais(12-14). Nos
dias atuais, a internagao psiquidtrica corresponde a uma pequena parcela da assisténcia em
saude mental em sistemas de saude em que a base é comunitaria. Diferente do modelo
anterior, a Psiquiatria hospitalar atual tende cada vez mais a alinhar-se ao modelo médico,

cumprindo a funcdo de realizar diagndstico e tratar sintomas agudos que coloquem o paciente
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em risco. O tratamento psiquiatrico oferecido em internacdo, em linhas gerais, é focado em
estabilizacao, seguranca do paciente e alta mais rapida possivel(15).

Em consonancia com estas mudancas de principios, observou-se uma tendéncia
mundial de fechamento de leitos psiquidtricos. Além dos principios, pressdes econémicas
levam a necessidade de reducdo de custos dos tratamentos, o que inclui menor tempo de
internacao e diminui¢do do numero de novas interna¢des(14). Em alguns paises, o numero
total de leitos psiquiatricos ainda segue caindo. Nos Estados Unidos, por exemplo, havia em
torno de 525.000 leitos em 1970, e em 2002 havia menos de 212.000(16). No Brasil, havia
87.134 leitos em 1994(17) e em 2017 cairam para 38.221(18, 19).

Considerando o cendrio atual, de restricdo da disponibilidade de leitos psiquiatricos,
dentro de um modelo assistencial que reposiciona o papel da internagdo psiquiatrica, e onde
0S recursos assistenciais sao restritos, conhecer os desfechos - bem como seus determinantes
- associados a internagdo psiquiatrica torna-se cada vez mais importante. Mas antes disso, faz-

se necessario determinar quais sdo os desfechos relevantes para esta populacao.

1.3 Desfechos em saude

Em 1967, Shapiro definiu desfecho em sadude como “algum aspecto mensuravel do
estado de saude que é influenciado por um elemento em particular ou matriz desses
elementos na assisténcia médica”(20). O conceito e a importancia de sua afericdo vém, em
grande parte, de preocupa¢Ges em melhorar a qualidade assistencial na area da saude. Neste
sentido, ndo basta que cada servico de saude defina seus desfechos de interesse. Os objetivos
finais da assisténcia devem ser avaliados a partir da perspectiva do melhor interesse do
paciente, considerando valores sociais, expectativas da populacao, e, em particular, o papel
que o sistema de saude espera ocupar em realizar tais expectativas(21).

Donabedian, na década de 1960, menciona os trés objetivos fundamentais da assisténcia
médica em geral: recuperacdo, reestabelecimento da funcionalidade e sobrevivéncia(22).
Mais tarde, reconheceu as limitacdes destes trés objetivos, tanto para avaliar qualidade
assistencial como para definir o status de saude da populacao. Donabedian ampliou o conceito
de assisténcia médica de qualidade, considerando que o objetivo da assisténcia deve ser o de
proporcionar a assisténcia médica apropriada, a partir das necessidades do individuo, com a

maxima eficiéncia e com o minimo de violagdo a valores sociais, politicos e éticos. Neste
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sentido, propds uma série de outros indicadores de qualidade assistencial, incluindo aspectos
estruturais (como quantidade de leitos e equipamentos), de processo (como praticas
prescritivas) e de rendimento (como tempo de internacdo, tempo de espera, taxa de
altas)(21).

White, em 1967, também do ponto de vista da avaliacdo da qualidade dos sistemas de
salde, sugere cinco desfechos negativos em salde (os “5Ds”): morte (death), doenca
(disease), incapacidade (disability), desconforto (discomfort) e insatisfacdo
(dissatisfaction)(23). Considerando que o custo financeiro da enfermidade, tanto para o
paciente quanto para a sociedade, é uma consequéncia importante do adoecimento, Fletcher
menciona um sexto “D” a ser incluido: despesa (destitution)(24).

Com base nessas consideragdes tedricas, pode-se concluir que os desfechos relevantes
e desejaveis de uma internacdo psiquiatrica, a curto prazo, poderiam ser resumidos em:

a. Resolugdo do problema que levou o paciente a internagdo: esbatimento de risco

agudo e melhora sintomatica

b. Satisfagdo com o atendimento

c. Cumprir os objetivos anteriormente citados no menor tempo e custo possivel.

Os objetivos de uma internacao psiquidtrica, em médio a longo prazo, poderiam ser
traduzidos nos seguintes desfechos:

a. Manutengao dos ganhos em melhora sintomatica

b. Diminuicdo da necessidade de novas internagcdes

c. Bem-estar e qualidade de vida

d. Recuperacao funcional

e. Sobrevivéncia.

No sentido oposto, poderiamos mencionar, como desfechos negativos de uma
internacao psiquiatrica a curto prazo: auséncia de melhora ou manutencgao do risco que gerou
a necessidade de internacdo e tempo prolongado de internacdo. Em médio a longo prazo, os
desfechos negativos a serem considerados seriam: re-agudizacOes, perdas no status de
funcionalidade, ocorréncia de tentativas de suicidio, novas internacdes, mal-estar, morte por
suicidio e mortalidade precoce por qualquer causa.

Esta tese dedica-se a analisar trés destes desfechos negativos apds uma internacao

psiquiatrica: mortalidade, reinternacdao e tempo de internacdo prolongado. A seguir, uma
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breve revisdo sobre a relevancia destes desfechos, bem como um paralelo do estudo destes

desfechos entre a Psiquiatria e a medicina em geral.

1.3.1 Mortalidade:

O primeiro sistema de registros de morte na populacao foi instituido na Inglaterra em
1839(23). Cinco décadas mais tarde, a Lista Internacional de Causas de Morte classificou todas
as causas de morte, o que possibilitou que diversos paises registrassem mortalidade e a causa
relacionada numa linguagem comum(25, 26). Esta lista, mais tarde, deu origem a Classificacdo
Internacional de Doencas (CID), usada globalmente ndo so para registros de mortalidade como
também de morbidade(26).

Em medicina, o desfecho primordial por exceléncia é a mortalidade. Grande parte dos
esforcos da ciéncia aplicada a medicina foi e segue sendo voltada a reduzir mortalidade
precoce. A descoberta da penicilina durante a Segunda Guerra Mundial poupou 10.000 vidas
ao redor do mundo, além de abrir caminho tecnoldgico para o desenvolvimento de diversos
outros antimicrobianos que mudaram o perfil demografico da populagdao mundial. Se ao final
de século XIX aproximadamente um terco de todas as mortes eram devidas a doencas
infecciosas, ao final do século XX apenas 4% dos 6bitos estavam relacionados a infec¢des(27).
Somando a evolug¢do dos antimicrobianos, outros avangos, como o tratamento das doencgas
coronarianas e do infarto agudo do miocardio, além do advento dos farmacos antirretrovirais,
mudaram de forma importante a expectativa de vida dos seres humanos. Em 1900, a
expectativa de vida era em torno de 45 anos nos Estados Unidos e na Europa(28, 29). Este

numero subiu para 71,8 anos em 2015 no mundo(30).

A literatura cientifica disponivel tem documentado a alta mortalidade de pessoas
portadoras de transtornos mentais, quando comparadas a populacdo em geral. Havendo
diagndstico psiquiatrico, o risco de morte por suicidio aumenta em 10 vezes em relacdo a
populacdo geral(31). A alta mortalidade desta populacdo ndo esta associada apenas ao risco
aumentado de suicidio, mas também devido a morte por todas as causas(32-34).

Em um estudo inglés, a presenca de qualquer diagndstico psiquiatrico esta relacionado
a 65% de excesso de mortalidade em relacdo ao esperado(35). Em relacdo a populagdo em

geral, pessoas com transtornos mentais tem um risco 2.2 vezes maior de morrer por qualquer
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causa e 7.22 vezes maior de morrer por causas externas. A mediana dos anos de vida perdidos
para esta popula¢do é de 10 anos(36).

Os primeiros estudos que incluem o tema mortalidade em Psiquiatria comegaram a
surgir na década de 1960, enquanto o interesse em mortalidade na medicina em geral crescia

em importancia desde a década de 1940. A Figura 1 mostra o nimero absoluto de publicacdes

sobre mortalidade na medicina em geral e na Psiquiatria, entre 1940 e 2016.
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Figura 1. Nimero de artigos publicados sobre mortalidade na medicina em geral e na psiquiatria. Acima, visdo ampliada da base do

grafico.
* Palavras-chave utilizadas: “mortality”; “[mortality AND (psychiatry OR psychiatric)” OR “suicide rate” OR “suicide incidence” Fonte:

Pubmed, consultado em 08/06,/2017

O volume de publicacbes sobre mortalidade em Psiquiatria cresceu da década de 1980
em diante. Entretanto, apesar de haver evidéncias suficientes para considerar a mortalidade
precoce um desfecho relevante em Psiquiatria, o crescimento da quantidade de producdo
cientifica que inclua a mortalidade em Psiquiatria ndo é proporcional a tendéncia da medicina
em geral. A Figura 2 mostra a proporgao de estudos que incluem mortalidade na Psiquiatria e

na medicina em geral, considerando o total de artigos publicados na Psiquiatria e na medicina

em geral, respectivamente.
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Figura 2. Proporc¢do de estudos sobre mortalidade na medicina em geral e na psiquiatria.
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* Palavras-chave utilizadas no numerador: “mortality”; “[mortality AND (psychiatry OR psychiatric)” OR “suicide rate” OR “suicide
incidence”

* Palavras-chave utilizadas no denominador: medicine OR endocrinology OR surgery OR internal OR emergency OR nephrology OR
infectiology OR psychiatry OR neurology OR epidemiology OR obstetric OR gynecology OR gastroenterology

*  Fonte: Pubmed, consultadoem 08/06/2017

Se considerarmos a proporcao de artigos como um reflexo do interesse da drea num
tema especifico, pode-se concluir que o interesse da Psiquiatria neste desfecho é crescente,

mas ndao acompanha o aumento do interesse da medicina em geral.

1.3.2 Reinternagao:

A ocorréncia de uma nova internacdo, a partir da internacdo indice, é um desfecho
importante em saude por varias razées. Em primeiro lugar, a necessidade de uma nova
internacao pode ser utilizada como um desfecho substituto, que reflete recrudescimento da
doenca, piora clinica e cronicidade. Do ponto de vista do sistema de salde, a reinternacao
pode ser vista como um desfecho primario, tendo em vista que, via de regra, a internacdo
hospitalar é a mais dispendiosa das etapas de um tratamento. Sendo assim, quaisquer
intervengdes médicas podem ser avaliadas, para além da melhora clinica e da reducdo de
mortalidade prevenivel, na sua capacidade de reduzir a chance de uma internacgao futura.

Em Psiquiatria, a reinternacdo é um desfecho de particular interesse, considerando os
altos indices de ocorréncia reportados pela literatura. A ocorréncia de reinternacdes dentro
do primeiro ano apds a internagdo indice varia entre 30 e 46%, dependendo do estudo(37-
40). Para além do histdrico de internacbes prévias(37, 39, 41-46), outros fatores

determinantes de reinternacao psiquidtrica sdo até hoje pouco conhecidos.
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Como mostra a figura 3, os primeiros estudos em reinternac¢do na Psiquiatria comecam

a surgir no final da década de 1960, aumentando em volume de maneira pronunciada na

década de 1990.
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Figura 3. Nimero de artigos publicados sobre reinternagio na medicina em geral e na psiquiatria. Acima, visdo ampliadadabase do
grafico.

*Palavras-chave utilizadas: “readmission”; “[readmisson AND (psychiatry OR psychiatric)”

*Fonte: Pubmed, consultado em 08/06/2017

a

Em termos relativos, o interesse da Psiquiatria em reinternacdo flutuou ao longo dos

anos (Figura 4), enquanto para a medicina em geral o assunto cresceu em importancia de

modo aproximadamente constante ao longo das décadas (com crescimento mais pronunciado

nos ultimos 10 anos). A década de 1970, que coincide com o inicio da Reforma Psiquidtrica na

Europa e Estados Unidos, parece ter sido a época de maior interesse da Psiquiatria no

desfecho reinternacdo. Apesar da relevancia do desfecho, especialmente na Psiquiatria, a

linha temporal da Figura 4 mostra uma queda importante na proporcao de estudos que

consideram a reinternac¢ao nas ultimas duas décadas.
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Figura 4. Proporc¢3o de estudos sobre reinternagdo na medicina em geral e na psiquiatria

* Palavras-chave utilizadas no numerador: “readmission”; “[readmisson AND (psychiatry OR psychiatric)”

* Palavras-chave utilizadas no denominador: medicine OR endocrinology OR surgery OR internal OR emergency OR nephrology OR
infectiology OR psychiatry OR neurology OR epidemiology OR obstetric OR gynecology OR gastroenterology

*  Fonte:Pubmed, consultadoem 08/06/2017

1.3.3 Tempo de internagao:

Ja na década de 1960, Donabedian preocupou-se em incluir indicadores de rendimento
assistencial como desfechos importantes em saude(47). Do ponto de vista do sistema de
saude, o tempo de internacdo é um desfecho relevante porque a internacdo hospitalar
costuma ser a mais dispendiosa das etapas de um tratamento. Do ponto de vista do paciente
em geral, quanto mais breve é uma internacdo, mais rapido é o retorno a vida cotidiana. O
tempo de internacgao reflete, também, a eficiéncia do servico de saude em ofertar melhora
rapida dos sintomas e riscos que trouxeram o paciente a internacdo. Observa-se, nas Figuras
5 e 6, um aumento importante tanto em volume de publicagdes quanto em interesse

proporcional da Medicina no desfecho tempo de internacao.
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Figura 5. Numero de artigos publicados sobre tempo de internagdo na medicina em geral e na psiquiatria. Acima, vis3o ampliadada base
do gréfico.

*Palavras-chave utilizadas: “lenght of stay” OR lenght-of-stay; “[“lenght of stay” OR lenght-of-stay AND (psychiatry OR psychiatric)]”
*Fonte: Pubmed, consultado em 08/06/2017

Em Psiquiatria, o tempo de internacao é um desfecho tao relevante quanto desafiador.
Em linhas gerais, o tempo de internagdo para pacientes com transtornos mentais é mais longo
em relacdo a outras condicdes: nos Estados Unidos a média de tempo de internacdo para
transtornos psiquiatricos é de 8,2 dias, comparado com 4,6 dias para qualquer
diagnodstico(48). Além disso, leitos psiquiatricos diminuem em todo o mundo e os altos custos
envolvidos em uma internagdao tornam mandatdrios os esforgos para diminuir os dias
necessarios para a recuperacdao em um leito hospitalar.

Apesar disso, o interesse da Psiquiatria no desfecho tempo de internacdo, medido pela
proporcao de estudos publicados sobre o tema, parece estar diminuindo ao longo do tempo.
A semelhanca do que ocorreu com o desfecho reinternacdo, a década de 1970 parece ter sido
a época de particular interesse no tempo de internagao, coincidindo temporalmente com o
inicio da Reforma Psiquiatrica. A partir dos anos 2000, o interesse proporcional da Psiquiatria

neste desfecho exibe um padrao de queda seguido de uma certa estabilidade.
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Figura 6. Proporgdo de estudos sobre tempo de internagdo na medicina em geral e na psiquiatria.

*Palavras-chave utilizadas no numerador: “lenght of stay” OR lenght-of-stay; “[“lenght of stay” OR lenght-of-stay AND (psychiatry OR
psychiatric)]”

*Palavras-chave utilizadas no denominador: medicine OR endocrinology OR surgery OR internal OR emergency OR nephrology OR
infectiology OR psychiatry OR neurology OR epidemiology OR obstetric OR gynecology OR gastroenterology

*Fonte: Pubmed, consultado em 08/06/2017

A validacdo de eficdcia e efetividade de intervencGes em saude da-se através de estudos
metodologicamente bem conduzidos que comprovam modificagcdo quantitativa em desfechos
clinicamente relevantes. Neste sentido, a Psiquiatria acompanha a tendéncia da Medicina,
gue atualmente preconiza intervencdes baseadas em evidéncia. Em consonancia, estudos em
intervencdes farmacoldgicas, de neuromodulacdo ou psicoterapicas em Psiquiatria
comumente tem por desfecho de interesse a melhora em sintomas, qualidade de vida ou
menor taxa de abandono. Apesar de a Psiquiatria atual ser informada por ciéncia produzida
com foco em desfechos clinicos, parece haver uma caréncia de informacdes a respeito de
outros desfechos relevantes, menos explorados tanto em ensaios clinicos quanto em estudos

observacionais longitudinais.
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1.4 Justificativa:

A revisdao da literatura internacional mostra que, de modo amplo, pessoas portadoras
de transtornos mentais sdo vulneraveis a desfechos negativos. Nos trés desfechos a que se
dedica esta tese, a medicina em geral parece mostrar um interesse progressivamente maior,
ndao acompanhado pela Psiquiatria. Além disso, as evidéncias relacionadas a incidéncia de
desfechos negativos bem como seus fatores determinantes, provém, majoritariamente, de
paises de alta renda econbémica (High-income economies), havendo uma caréncia de
informagdes publicadas na literatura internacional sobre desfechos negativos e seus
determinantes provenientes de paises de economias consideradas de rendas baixas e médias
(Lower-and-middle-income economy countries).

Este projeto visa, portanto, investigar a incidéncia de desfechos negativos apds
admissdo em leito psiquiatrico em hospital geral, bem como seus fatores determinantes,
reportando a literatura internacional dados provenientes do Brasil, um pais considerado pelo
Banco Mundial como uma economia de renda média superior (Upper-middle-income

economies).
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2. OBJETIVOS

2.1 Objetivo geral

Avaliar longitudinalmente, desde a admissdo e pelo periodo de um ano a partir do
momento da alta hospitalar, pacientes que internaram em leito psiquiatrico do Hospital de
Clinicas de Porto Alegre, buscando fatores determinantes de desfechos negativos. Os
desfechos negativos definidos a priori sdao: (a) tempo de internagdao prolongado (b)

reinternacao psiquidtrica; (c) morte por qualquer causa.

2.2 Objetivos especificos

2.2.1 Descrever o tempo de internacdo na populacdo estudada e os determinantes do tempo

de internagao prolongada.

2.2.2 Investigar a ocorréncia de reinternacao em leito psiquidtrico em um ano apds a alta

hospitalar na populacdo estudada, bem como os determinantes de reinternacao.

2.2.3 Reportar a incidéncia de mortes na populacdo estudada no periodo de um ano apds a

alta hospitalar.
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3. METODOLOGIA

3.1 Desenho de estudo
Trata-se de um estudo observacional, prospectivo de amostragem nao probabilistica

consecutiva.

3.2 Campo

Este estudo foi realizado na Unidade de Internagao Psiquiatrica (UIP) do Hospital de
Clinicas de Porto Alegre, um hospital geral universitario de nivel tercidrio. A UIP conta com 26
leitos dedicados a internagdes pelo Sistema Unico de Satde (SUS), e 10 leitos dedicados a
internacdes da rede privada. Os pacientes que usam os leitos SUS procedem de emergéncias
psiquiatricas da cidade, transferéncia de outros servicos do mesmo hospital ou ainda

transferidos de outras internacdes psiquiatricas.

3.3 Participantes

Foram convidados a participar todos os pacientes maiores de 18 anos admitidos em
leito psiquiatrico entre junho de 2011 e dezembro de 2013, exceto aqueles que preenchiam
um ou mais dos critérios de ndo-inclusao abaixo relacionados:

a. Pacientes com transtornos por uso de substancias como diagndstico principal e/ou

desintoxicacdo como causa principal da admissao

b. Agitacdo psicomotora persistente e grave durante as primeiras 72 horas de

admissdo, que interferisse marcadamente na coleta de dados. Operacionalmente,
este critério de ndo inclusdo traduziu-se em necessidade de conten¢do mecanica
e/ou sedacgdo ostensiva durante grande parte do dia nas primeiras 72 horas de
admissao.

c. Pacientes com comprometimento cognitivo que impedisse a coleta de

informagdes, quando um adulto responsavel ndo estivesse disponivel para

fornecer os dados.
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d. Recusa em participar da pesquisa.

Critérios de ndo inclusdo adicionais foram acrescentados dependendo do objetivo de

cada um dos artigos.

3.4 Instrumentos

Protocolos estruturados foram usados para a coleta de dados e aplicados por uma
equipe de pesquisa treinada. Pesquisadores envolvidos na coleta de dados ndo estavam
envolvidos na assisténcia do paciente. A seguir, os instrumentos e dados coletados sao
descritos segundo a ordem de obtencdo, ou seja, instrumentos aplicados na admissao (T0),

alta (T1) e seguimento (T2).

3.4.1 Tempo 0: admissao

Dados da admissao foram coletados em até 72 horas a contar do momento da
admissdo do paciente. Os instrumentos padronizados foram aplicados em entrevistas
realizadas por médicos residentes em Psiquiatria ou psiquiatras vinculados a equipe de
pesquisa. Os demais dados foram coletados através de questionario padronizado diretamente
com os pacientes, quando possivel. Em casos em que ndo era possivel coletar dados
diretamente com os pacientes, familiares ou responsaveis foram contatados para
fornecimento das informacgdes. Se ndao houvesse familiar ou responsavel disponivel, médicos
assistentes eram contatados. Se todas as estratégias anteriores falhassem, o prontuario

eletronico era consultado.

a) Dados sociodemograficos: idade, género, etnicidade, status marital, nivel
educacional, area de residéncia, tipo de convénio (SUS versus ndo SUS) e renda.

b) Histéria psiquiatrica: numero de internagdes psiquidtricas anteriores, histdria
prévia de tentativa de suicidio, idade do primeiro diagndstico, tempo transcorrido
desde o diagndstico.

c) Episédio atual: motivo da admissdo, diagndstico principal da admissdao segundo o

CID 10(49), equipe assistencial na qual o paciente estava alocado.
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d) Instrumentos padronizados:
- Mini International Neuropsychiatric Interview Plus (MINI-Plus)(50): O MINI é uma
entrevista diagndstica padronizada compativel com os critérios diagnésticos do
DSM-IV(51).
- Clinical Global Impression (CGI)(52): Esta escala é utilizada para avaliar gravidade
geral conforme a impressao clinica do avaliador. Pontuada de 0 (ndo doente) a 6
(extremamente doente), foi utilizada como varidvel continua.
- Global Assessment of Functioning (GAF)(51): Instrumento oficial de avaliacdo da
funcionalidade do DSM-IV, a GAF avalia funcionamento psicossocial na vida didria
(trabalho, intera¢cGes sociais e relacionamentos). Os escores vdo de O
(funcionamento pobre) a 100 (funcionamento muito bom).
- Brief Psychiatric Rating Scale (BPRS)(53): Escala de 18 itens utilizada para avaliar
sintomas psiquidtricos em geral, foi aplicada em todos os pacientes que
participaram da pesquisa.
- Hamilton Rating Scale for Depression (HAM-D)(54): Utilizada para mensurar
sintomas depressivos, aplicada em pacientes com critério de episédio depressivo
pelo MINI
- Young Rating Scale for Mania (YOUNG)(55): Utilizada para mensurar sintomas

maniacos naqueles pacientes com critério para episddio maniaco segundo o MINI

3.4.2 Tempo 1: alta

Dados objetivos da internacdo foram consultados em prontuario eletrénico apds a alta
do paciente. Os instrumentos padronizados foram aplicados em até 72 horas antes da alta.
a) Dados objetivos da internacdo: foram coletados tempo de internacdo e diagndstico
final segundo a CID-10.
b) Instrumentos padronizados: as escalas CGl, GAF e BPRS foram reaplicadas em todos
os pacientes. HAM-D e YOUNG foram reaplicadas naqueles com diagndstico positivo

para episédio depressivo e maniaco segundo o MINI, respectivamente.

3.4.3 Tempo 2: seguimento
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As entrevistas de seguimento foram realizadas preferencialmente por telefone, entre
12 e 14 meses apods a data da alta do paciente. Os dados do seguimento foram coletados
entre junho de 2012 e janeiro de 2015 por bolsistas de iniciagao cientifica vinculados ao
projeto. Primeiro, tentava-se contato usando os telefones fornecidos por pacientes ou
responsaveis no momento da admissao. Se o paciente nao fosse localizado apds pelo menos
4 tentativas em diferentes dias e diferentes periodos do dia, a equipe de pesquisa tentava
contato através da unidade de saude ao qual pertencia o endereco do paciente. Apés falha
nestes procedimentos, considerava-se o paciente como perda de seguimento.

Nas entrevistas de seguimento foram coletados os seguintes dados: falecimento e
motivo do falecimento, ocorréncia de readmissdes psiquidtricas e tipo de assisténcia recebida

apos a alta.

3.5 Anadlises estatisticas

Os dados da admissdao, alta e seguimento foram coletados manualmente e
posteriormente incluidos em base de dados através do software Survey Monkey®. Apds, os
dados foram exportados e analisados utilizando o SPSS versdes 21 e 23. Andlises estatisticas

especificas estdo descritas nos artigos.

3.6 Consideragoes éticas

O Comité de Etica em Pesquisa do Hospital de Clinicas de Porto Alegre aprovou este
estudo sob o numero de protocolo 10-265/2010. Todos os pacientes elegiveis eram
convidados a participar e os incluidos assinaram Termo de Consentimento Livre e Esclarecido.
Para pacientes incapazes de consentir devido a sintomas psicéticos ou deficiéncia intelectual,
familiares ou responsaveis legais foram informados sobre o estudo e assinaram o referido

termo de consentimento.



4. RESULTADOS

4.1 Fluxograma geral

A Figura 7 mostra o fluxograma geral do estudo em cada uma de suas etapas.

907 internagdes de 816 pacientes

Nioincluidos

- Idade < 18 anos: 12

- Transtorno por uso de substancias coma

diagnostico principal: 66
B - Agitagio psicomotora grave e persistente:
A

20
5 - Comprometimento cognitivo grave: 29
E - Internagtes <7 dias: 25
1
N ; ,. .
£ 755 internagdes elegiveis

Recusas: 175
580 internages de 483
pacientesincluidos
------------------------------------------ » | ARTIGO 1
Mo localizados: 44 {—
:
Recusas: 32
E
G
u
1
M
E 412 pacientescom
N seguimento realizado
T
0
e ‘ ARTIGO 2 |
Mortes: 12 [—— > | ARTIGO 3 ‘

Figura 7 Fluxograma geral do projeto “Desfechos negativos entre pacientes internados
em unidade psiquiatrica de hospital geral: um estudo longitudinal”.
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Predictors of length of stay in an acute psychiatric
inpatient facility in a general hospital: a prospective study

Fernanda L. Baeza, Neusa S. da Rocha, Marcelo P. Fleck
Departamento de Psiquiatria, Universidade Federal do Rio Grande do Sul (UFRGS), Porto Alegre, RS, Brazil.

Objective: There have been significant reductions in numbers of psychiatric beds and length of stay
(LOS) worldwide, making LOS in psychiatric beds an interesting outcome. The objective of this study
was to find factors measurable on admission that would predict LOS in the acute psychiatric setting.
Methods: This was a prospective, observational study.

Results: Overall, 385 subjects were included. The median LOS was 25 days. In the final model, six
variables explained 14.6% of the variation in LOS: not having own income, psychiatric admissions in
the preceding 2 years, high Clinical Global Impression and Brief Psychiatric Rating Scale scores,
diagnosis of schizophrenia, and history of attempted suicide. All variables were associated with longer
LOS, apart from history of attempted suicide.

Conclusions: Identifying patients who will need to stay longer in psychiatric beds remains a
challenge. Improving knowledge about determinants of LOS could lead to improvements in the quality
of care in hospital psychiatry.

Keywords: Outcome studies; inpatient psychiatry; chronic psychiatric iliness; administration; other

delivery issues

Introduction

In the last few decades, changes in how we understand
mental illness, advances and improvement in availability
of biological psychiatric treatments, greater political
interest in mental health, and the emphasis on the costs
of medical care have resulted in several modifications to
how psychiatric hospital care is provided. Neuroleptic
drugs, introduced in the 1950s, were the first effective
treatment for psychotic disorders, and enabled some
long-stay hospital patients to be discharged.1'2 Move-
ments for deinstitutionalization of mental health advocate
greater emphasis on community-based services for
people with mental illness.® For hospital psychiatry, this
means shifting from long-stay (months, years) admissions
in asylum institutions to provision of acute care in short-
stay psychiatric beds in general hospitals.*® Today, acute
inpatient psychiatric care makes up a relatively small
proportion of mental health care in a community-based
system of care which tends to be based on the medical
model: making a diagnosis and treating acute or dan-
gerous symptoms. Acute psychiatric care now focuses on
stabilization, safety, and rapid discharge.” Economic
pressures also mean that it is important to reduce the
cost of treatment, which includes reducing the length of
hospital stay as much as possible.®
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Federal do Rio Grande do Sul, Rua Ramiro Barcelos, 2350, CEP
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E-mail: fernanda.baeza @ gmail.com
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There is a worldwide trend towards closure of psychi-
atric beds, and, in many countries, the total number of
psychiatric beds is steadily decreasing. In the United
States, for example, there were around 525,000 psychia-
tric beds in 1970 but fewer than 212,000 by 2002.3 In
Brazil, there were around 87,134 psychiatric beds in
1994.° By 2011, this figure had fallen to 32,284."°
Consequently, the pressure to reduce inpatient stays
increased, and is now shifting to emergency departments
as well."" Nevertheless, length of stay (LOS) continues to
be longer overall for mental disorders than for other
conditions: in the U.S., the mean LOS for psychiatric
admissions is 8.2 days, compared with 4.6 days for all
diagnoses.'?

In this context, LOS in inpatient psychiatric services
has become an interesting outcome for patients, care
providers, and health insurance payers. The ability to
identify determinants of LOS at admission — and, thus,
identify patients who are likely to need a longer stay early
on — may help treatment planning. Previous studies using
various methodological approaches have shown that
gender, age, psychiatric diagnosis, history of hospitaliza-
tion, level of functioning, severity of disease, hospital
characteristics, and type of insurance are all associated
with LOS,%'32% but the results were only modest in terms
of prediction of LOS. This suggests that there are other
factors related to LOS which have not yet been explored.
Moreover, high-income countries have been the main
source of evidence on determinants of LOS in the inter-
national literature; there is a lack of information about
which variables are important in less wealthy countries.

Within this context, the main objective of this study was
to identify factors measurable at admission that would
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predict LOS in an acute psychiatric facility, including
factors that were not identified as predictors in previous
studies. The intention was to develop a comprehensive,
multivariable model including variables identified in pre-
vious studies and variables not previously investigated,
namely: having one’s own income, 2-year history of psy-
chiatric admissions, total Brief Psychiatric Rating Scale
(BPRS) and Clinical Global Impression (CGl) scores,
cause of admission, age at diagnosis, time since diagnosis,
and history of suicide attempts. The secondary objective
was to evaluate LOS and its determinants in a middle-
income country.

We hypothesized that LOS would be longer for patients
without their own income, who had been admitted to
hospital for psychiatric reasons in the preceding 2 years,
been admitted for risk of aggression, been diagnosed at
an earlier age, and had a longer history of illness or a
history of suicide attempts.

Methods
Study design and setting

This prospective, observational study was conducted in
the inpatient psychiatric unit of a general, university-
affiliated, tertiary hospital in southern Brazil (Hospital de
Clinicas de Porto Alegre, HCPA). The facility was a 36-
bed acute psychiatric inpatient unit, with 26 beds intended
for patients admitted through public Unified Health System
and 10 beds intended for private patients. Patients may be
admitted as psychiatric emergencies, transferred from
another department within the hospital, or referred from
other psychiatric services. The unit is staffed by 10 medical
teams.

Participants

The sample consisted of all patients aged 18 years or
older who were admitted to a psychiatric bed at the study
facility between June 2011 and December 2013, except
those who met one or more of the following non-inclusion
criteria:

1) Patients admitted to specific treatment programs offered
by the facility, namely patients with (a) a substance-
related disorder as the main diagnosis and/or detoxifica-
tion as a main cause of admission; or (b) ancrexia as the
main cause of admission;

Persistent and severe agitation during the first 72 hours of
admission, which severely interfered with data collection;
this was operationalized as need for mechanical restraint
and/or sedation during most of the day;

Patients with a severe cognitive impairment which pre-
vented collection of the required information, unless an
adult caregiver was able to provide it;

4) Patient refusal to participate.

N

&L

We also did not consider very short admissions, defined
as LOS < 7 days. Other exclusion criteria were (a) death
during stay, regardless of cause, and (b) failure to obtain a
complete set of data. To avoid dependence between the
variables, only one admission per individual (namely, the
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first) was included. Figure 1 provides a detailed flow dia-
gram of the participant selection procedure. To assess the
risk of selection biases, we compared excluded and inclu-
ded patients in terms of age, gender, type of insurance,
and LOS.

Measures

Structured protocols were used to collect data. All data
were collected within 72 hours of admission by a trained
research team. Researchers were not involved in patient
care.

Selection of candidate predictor variables was based
on previous findings or on clinical relevance.

Independent variables included as possible predictors
were:

1) Sociodemographic variables: age, gender, ethnicity (Cau-
casian vs. non-Caucasian), relationship status (with vs.
without a partner), educational level (completed vs. did
not complete high school), area of residence (metropolitan
area vs. outside metropolitan area), type of insurance (public
vs. private), and income (with vs. without own income).
Psychiatric history: lifetime history of psychiatric hospital
stays and history of psychiatric hospital stays in the
preceding 2 years, previous suicide attempts, age at first
diagnosis, and time since first diagnosis.

Current episode: main cause of admission, main diagnosis
at admission according to ICD-10,2" and scores on CGI,?
BPRS,? and Global Assessment of Functioning (GAF).**

Severity of illness was assessed using the CGI (0 = not
ill to 6 = extremely ill) and was treated as a continuous
variable. The GAF is used to assess psychosocial func-
tioning in daily life (e.g., work, social interactions, rela-
tionships); scores range between 0 (poor functioning)
and 100 (very good functioning). The BPRS is an 18-item
scale used to measure general psychiatric symptoms.
These three scales were administered during patient
interviews. All other data were collected directly from
the patient where possible; in other cases, relatives were
requested to provide the information, and if no relative
was available, the medical team assistant was consulted.
If these three strategies failed, we sought to obtain the
information from electronic records. In a previous analy-
sis, medical team was evaluated as predictor because of
its potential confounder role in LOS.

The outcome of interest, LOS, was treated as a con-
tinuous variable. In the case of patients transferred from
other departments within the hospital, only days in the
psychiatric unit were counted.

2

L

Ethical considerations

The HCPA Ethics Committee approved this study with
protocol #10-265. All eligible patients were invited to
participate. If a patient’s capacity to consent was com-
promised by psychotic symptoms or intellectual disability,
a relative or guardian was contacted to confirm participa-
tion. All participants — and, when applicable, a relative or
guardian — were informed about the study and provided
written informed consent.
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[ Admissions: 816 patients }

f A
Not included:

— Age < 18: 12 (1.4%)

— Substance-related disorder
as main diagnosis: 66 (8%)

- Eating disorder as main
diagnosis: 15 (1.8%)

— Persistent and severe
agitation: 20 (2.4%)

— Severe cognitive impairment:
29 (3.5%)

— Admissions < 7 days: 25 (3%)
— Refusals: 175 (21.5%)

¥ =
Eligible: 474 }
Excluded:
— Deaths: 1 (0.2%)
— Losses: 88 (18.5%)
Final sample: 385 }

Figure 1 Flowchart of participant selection procedure.

Statistical analysis

Statistical analyses were performed in SPSS for Windows
version 21.1. The normality of the distribution of variables
was measured using the Kolmogorov-Smirnov test.
Comparisons between included and excluded patients
were conducted using the Mann-Whitney U test for non-
parametric continuous variables and the independent-
samples ttest for parametric continuous variables. The
chi-square test was used for frequency comparisons.
Predictors of LOS were evaluated using a non-
hierarchical, stepwise linear regression model. LOS was
treated as a continuous variable; however, as linearity is a
prerequisite for linear regression and the raw LOS data
were not normally distributed, we used the natural
logarithm (In) of LOS, which was normally distributed
according to the Kolmogorov-Smirnov test, as the depen-
dent variable. First, candidate variables were tested
individually in a bivariate model; only variables with a
coefficient of determination (R®) > 0.01 (i.e., at least 1%
of the variance in the outcome is explained by the var-
iable) and a p-value < 0.1 on the bivariate model were
included in the multivariable model. Further multivariable
analyses were performed; variables were removed one by
one according to their collinearity (mainly measured by

variance inflation factor [VIF]) and p-value until a final
model was reached. The significance level for the final
model was set at 0.05. We used graphical residual anal-
ysis to verify the assumptions of linearity and homo-
scedasticity.

Preliminary analysis

Before carrying out linear regression analysis, we tested
whether medical team was a predictor of LOS, to allow
control for the potential influence of characteristics of
the medical team responsible for each patient’s care on
LOS. All possible interactions between variables were
pretested. Considering the possibility of a nonlinear rela-
tion between variables and LOS, quadratic terms of
all variables were also tested as predictors of LOS in
bivariate analysis. Since these quadratic terms were not
better than the original variables in any of the cases, we
chose to keep the original variables alone.

Results

During the study period, 816 patients were admitted, of
whom 474 (58.08%) met the inclusion criteria. One
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patient died during the stay and data for a further 88 were
incomplete; these patients were excluded from analyses,
giving a final sample of 385 patients.

Comparison of excluded and included patients

Group comparisons indicated that excluded and included
patients were similar in terms of age, type of insurance,
and LOS; however, the proportion of women was higher
in the excluded group (64.88% vs. 49.5%).

Length of stay and demographic variables

LOS ranged from 7 to 199 days and was not normally
distributed (mean = 30.02, standard deviation = 20.81,
Shapiro-Wilk W = 0.74, p < 0.01). The mean age was
43.48 years (range 18 to 89 years); 8.8% of the sample
was aged > 65. The median LOS was 25 days (inter-
quartile range [IQR] 16 to 36.5 days). The characteristics
of the sample are shown in Table 1.

Clinical characteristics

The clinical characteristics of the sample are shown in
Table 2. Most patients (66.8%) had a history of at least
one previous hospital stay, and 177 (46%) had been
hospitalized at least once in the preceding 2 years.
Fifty-four percent of patients had attempted suicide at
least once, and the main reason for admission was
suicide risk (44.2%), followed by risk of aggression
towards others (23.9%). Mood disorders were the most
common diagnosis (60.3%), followed by schizophrenia
and related disorders (28.8%). Together, these two
classes accounted for 89.1% of primary diagnoses in
this sample.

Multivariable linear regression model: predictors of length
of stay

Because LOS was not normally distributed, we used
In(LOS) as the dependent variable (mean = 3.23, stan-
dard deviation = 0.58; Kolmogorov-Smirnov D = 0.039,
p = 0.198). The identity of the medical team did not
influence LOS. None of the quadratic terms or interac-
tions were included in the model, because they did not
add any predictive power to the original variables.

The step-by-step modeling process is summarized in
Table 3. In bivariate analysis (step 0), each variable was
tested as the sole predictor of the dependent variable.
The only demographic variable to predict LOS in a bivariate
model was without own income. History of previous hospital
stay, history of hospital stays in the preceding 2 years,
history of suicide attempts, suicide risk or risk of aggression
as main reason for admission, CGl, GAF, and BPRS scores,
and diagnosis of mood disorder or schizophrenia and related
disorders all met the criteria for inclusion in the multivariable
model. All these variables were related to longer LOS, apart
from history of suicide attempts, admission due to suicide
risk, and diagnosis of mood disorder.

Age at first diagnosis and time since first diagnosis were
related to LOS, but were not included in the multivariable
model because of their very low R? values. In the multi-
variable analysis, the variables elected in step 0 were inser-
ted together as independent variables, and the variables
with the greatest collinearity, as measured with the VIF,
were subsequently removed one by one until collinearity
was eliminated (i.e., all VIF values were < 2), which was
achieved in step 4. From step 5 onwards, variables were
removed one by one in descending order of p-value.

The final model was achieved after six steps. This model
contained six variables, which explained 14.6% of variance
(F-test: 11.982; sig 0.000, gl 278) in In(LOS): not having
one’s own income, history of at least one psychiatric

Table 1 Sociodemographic characteristics of included patients on admission

Variable

Length of stay, median (IQR)
Age, mean (SD)

Male gender

Public health system users
Caucasian ethnicity

Area of residence: metropolitan

Educational level
Lower than middle school
Middle school
High school
Higher education

Employment status
Employed
Without own income
On sickness benefit/allowance
Retired
Disability allowance

Relationship status: without partner

25 (16-36.5)
43.48 (15)
195 (50.6)
283 (73.5)
317 (82.3)
287 (74.5)

139 (36.1)
77 (20)
122 (29.1)
57 (14.8)

93 (24.2)
125 (32.5)
74 (19.2)
39 (10.1)
54 (14)

262 (68.1)

Data presented as n (%), unless otherwise specified.
IQR = interquartile range; SD = standard deviation.
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Table 2 Clinical characteristics of patients included in the final sample (n=385)

Clinical characteristics

Previous psychiatric admission
History of hospital stays in the last 2 years (yes)
Number of previous psychiatric hospital stays, median (IQR)

Previous suicide attempt
Number of previous suicide attempts, median (IQR)

Age in years at first diagnosis, median (IQR)
Time in years since first diagnosis, median (IQR)

Reason for admission
Suicide risk
Risk of aggression
Worsening of symptoms
Diagnostic uncertainty
Risk of moral exposure
Other

Main diagnosis (ICD-10)
(F00-F09) Organic, including symptomatic, mental disorders
(F20-F29) Schizophrenia, schizotypal, and delusional disorders
(F30-F39) Mood (affective) disorders
(F40-F48) Neurotic, stress-related, and somatoform disorders
(F60-F69) Disorders of adult personality and behavior
(F70-F79) Mental retardation
Others

CGl score, median (IQR)*
BPRS score, median (IQR)
GAF score, median (IQR)

257 (66.8)
177 (46.0)
3 (2-7)*

210 (54.5)
2(1-3)

29 (20-40)
8 (2-20)

170 (44.2)
92 (23.9)
76 (19.7)
23 (6.0)
20 (5.2)
4(1.0)

8(2.1)
111 (28.8)
232 (60.3)

13 (3.4)

8 (2.1)

4(1.0)

5(1.3)

6 (5-6)
23 (16-32)
30 (20-40)

Data presented as n (%), unless otherwise specified.

BPRS = Brief Psychiatric Rating Scale; CGI = Clinical Global Impression; GAF = Global Assessment Functioning; IQR = interquartile range;

SD = standard deviation.

*Considering only the subsample with a history of hospital stays.

" Considering only the subsample with a history of suicide attempts.
*CGl was treated as a continuous variable.

hospital stay in the preceding 2 years, CGl score, BPRS
score, diagnosis of schizophrenia and related disorders
according to ICD-10 criteria, and history of suicide attempts.

Discussion

Our study demonstrates that LOS in acute psychiatry
beds is predicted by variables not mentioned in previous
research, namely not having one’s own income, history
of psychiatric hospital stay in the preceding 2 years, total
BPRS score, and history of suicide attempts. We also cor-
roborated previous reports that CGl score and a diag-
nosis of schizophrenia predict LOS in a psychiatric bed.
Together, these six independent variables accounted for
14.6% of the variance in In(LOS).

Sociodemographic factors

Neither gender, age, nor relationship status were related
to LOS in our sample, which contrasts with findings from
larger samples. LOS was found to be positively asso-
ciated with female gender'® and older age'®'* in studies
with more than 3,118 participants.'® The small number of
elderly people in the sample (8.8%) may explain why age
was not related to LOS in our sample. Type of insurance
was not associated with LOS in this sample, which con-
flicts somewhat with evidence that hospital type (general

hospital vs. psychiatric hospital) and type of insurance are
related to LOS for persons with serious mental illness.'”°
It is likely that this association was not detectable in this
sample because the different groups of patients shared the
same facility and treating teams. The only sociodemo-
graphic factor associated with LOS in our sample was not
having one’s own income. Patients without an income
probably stay longer in a psychiatric bed because of social
difficulties related to discharge. This finding demonstrates
a need to pay attention to the finances of severely ill
patients.

Psychiatric history

Some previous studies found a highly significant relation-
ship between having had a previous hospital stay and
LOS.™1518 |n pivariate analyses, both lifetime and 2-year
history of psychiatric hospital stays were related to LOS,
but in the final multivariable model, only 2-year history of
psychiatric admissions was retained. Our study suggests
that having been treated in a psychiatric inpatient admis-
sion in the last 2 years is a more important determinant
of LOS than lifetime history of psychiatric hospital stays.
A history of attempted suicide was very common in our
sample (54.5%), and was negatively associated with
LOS. Contrary to our hypothesis, admission based on risk
of aggression was not related to LOS in the final model.

40
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Current episode

In this sample, total BPRS score was positively asso-
ciated with LOS, even in the multivariable model. Hopko
et al. demonstrated that data from the BPRS subscales
could be used to identify up to 80% of patients who
required extended hospital care.'® In our sample, total
BPRS score was associated with LOS independently of
diagnosis. In the bivariate models (Step 0), CGl score was
the single variable which accounted for most variance in
In(LOS) (R? = 0.08). Even when other variables were
added to the model, CGI remained positively associated
with LOS, which is consistent with the findings of Warnke
et al.'® This is particularly important, as the CGI scale is
quick and easy to administer and is in very widespread use.

Reason for admission was not a determinant of LOS in
the multivariable final model, rejecting our hypothesis that
patients admitted for risk of aggression would need longer
hospitalization. In our study, diagnoses of mood disorders
or schizophrenia and related disorders (using ICD-10
criteria) were associated with LOS in bivariate models;
diagnoses of mood disorders were negatively associated
with LOS. In the multivariable final model, schizophrenia
and related disorders remained positively associated with
LOS. Several studies have reported that a diagnosis of
schizophrenia is positively associated with LOS,'416:18:25
Our findings confirm that patient with schizophrenia have
longer stays as psychiatric inpatients than patients with
other mental disorders. This may reflect the combination
of complex, hard-to-treat acute symptoms and social
withdrawal which characterize schizophrenia, and can
prevent achievement of rapid discharge.

Length of stay

The median LOS was 25 days, a figure very similar to
the median 22-day stay reported for a Swiss sample.'®
However, LOS varies widely between studies. A previous
Brazilian study reported a mean LOS of 20 days.?® A
large U.S. study of more than 45,000 subjects reported a
mean length of psychiatric hospital stay was 10.0 days,°
while in an Australian sample, the median LOS was
12 days.? In contrast, the mean LOS in a Japanese sample
was 49 days,?” and in a Chinese sample, 45 days.2> We
hypothesize that the marked difference between LOS in
different countries can be attributable to differences in the
range of treatment options available in the community in
different places, as well as to cultural aspects regarding
style of psychiatric care delivery. There is still some doubt
as to whether short admissions should be recommended
(because they help prevent patients from becoming
institutionalized) or whether they are harmful (because
they do not allow the causes and symptoms of illness
to be fully addressed). This issue is further complicated
by the existence of a group of patients who have short
but frequent admissions, also known as revolving-door
patients. A recent Cochrane review which compared stays
of less than vs. more than 28 days in patients with severe
mental iliness concluded that there were no benefits from
longer hospital stays in terms of readmission and other
outcomes, and that short stays were associated with better

Predictors of length of stay in psychiatric unit

social functioning.?® Especially because of the restricted
number of psychiatric beds nowadays, rapid discharge
means greater availability of such beds, which, in turn,
means an opportunity to provide care to another patient.
On the other hand, very short hospital stays may reduce
the opportunity for a comprehensive investigation and
make it more difficult to address the psychosocial aspects
of a patient’s illness, thus compromising the chances of
sustained recovery.’ For some patients, a short stay is
not sufficient to stabilize their symptoms and may not
be long enough to even begin to treat serious illnesses;
in these cases, a longer stay would reduce the odds of
rapid readmission, homelessness, and criminalization.'
Therefore, any policy meant to reduce the duration of
inpatient treatment should be carefully evaluated to ensure
that potential negative consequences for patients are
avoided.?®

This study has several strengths. First, we found four
predictors of LOS which have not been mentioned in
previous international studies, namely being without an
income, history of psychiatric admissions in the preced-
ing 2 years, total BPRS score, and history of suicide
attempts. Second, this was a prospective study based on
primary data rather than hospital records; hence, data
were accurate and clinically detailed. Third, we performed
a comprehensive analysis including several categories
of predictors — demographic variables, psychiatric history
variables, current episode variables — in a single model.
Fourth, the sample encompassed a wide range of diag-
noses. Fifth, in contrast to most of the published evidence
in this area, our study was conducted in a middle-income
economy, thus providing data about LOS produced in a
population outside high-income countries.

The sample size was small compared with other
investigations into potential determinants of LOS. This
probably explains why we failed to find relationships
between LOS and age, gender, and relationship status. It
is possible that, in a larger sample from this population,
we might detect a negative association between LOS
and age at diagnosis or a positive association between
LOS and duration of illness. The common weaknesses
of large-sample studies are, however, that they tend to
be retrospective and based only on data from hospital
records. About 6% of patients admitted during the study
period were not included in the study because they
exhibited severe, persistent agitation or a severe cogni-
tive impairment; we are therefore unable to comment on
predictors of LOS in these patient groups. Our analysis of
LOS also excluded very short admissions. Our rate of loss
was 18.5% among eligible patients. There were more
female than male patients with missing data; however, as
included and excluded patients were similar with respect
to LOS, age, and type of insurance, it is unlikely that their
exclusion biased the findings significantly. Generalization
of these findings to other settings can be compromised by
the fact that policies regarding hospitalization vary widely
across settings, depending on culture, local legislation,
and even hospital type (psychiatric bed in a general
hospital vs. dedicated psychiatric hospital).

Six independent variables accounted for 14.6% of the
variance in In(LOS), indicating that a small proportion
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of the variance in LOS can be predicted from patient
characteristics which are measurable on admission. This
finding is consistent with other studies,'*'8 and suggests
that prediction of LOS is far from straightforward, with
multiple factors being involved.'3°

Identifying patients who will need to stay longer in a
psychiatric bed remains a challenge. It is likely that LOS is
influenced more by the process of psychiatric treatment
and by factors which emerge after admission, such as
comorbidity and psychosocial impairments,?>3! than by
simple patient characteristics. Nevertheless, our findings
suggest that patients without an income, with a recent
history (previous 2 years) of psychiatric admissions, with
high CGl or BPRS scores, or with a diagnosis of schizo-
phrenia or related disorders based on ICD-10 criteria may
benefit from early identification and careful discharge
planning. LOS remains an under-investigated variable,
and better understanding of the factors which influence
it might lead to improvements in the quality of care in
hospital psychiatry.
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Readmission in psychiatry inpatients within a year of discharge: the
role of symptoms at discharge and post-discharge care in a Brazilian
sample

Abstract

Introduction: Readmission into inpatient psychiatric beds is an useful outcome for patients,
care providers, and policymakers. This study aims to investigate the role of level of symptoms
at discharge and type of post-discharge care in determining readmissions after a year before
a psychiatric admission.

Methods: We performed a prospective and observational study in a general hospital
psychiatric facility. Patients were assessed at admission, discharge, and one year after
discharge. We used a multivariable logistic regression to determine predictors of readmission.
Results: In total, 488 patients were included at admission, and 401 (82,17%) were accessed in
the follow-up period. Psychiatric readmissions occurred in 29.17% of the followed patients.
The number of previous admissions represents a 38% higher chance of being readmitted (OR
1.38; Cl 1.16-1.60). For patients admitted in a depressive episode, not being in remission at
discharge increases 140% the chance to be readmitted (OR 2.40; Cl 1.14-5.07) as well as the
follow-up at primary (OR 5.27; Cl 1.06-26.15). For those with Schizophrenia and related
disorders, higher scores in BPRS at discharge increases the chance to be readmitted (OR 1.28,
Cl1.11-1.48).

Conclusion: Level of symptoms at discharge were related to higher chance to be readmitted
in patients admitted in a depressive episode and those with schizophrenia and related
disorders. Findings of the type of care raise the need for further investigation. Also, this finding

confirms the importance of the history of previous admissions in predicting future admissions.

Key-words: psychiatric readmissions, hospital psychiatry, outcomes
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1. Introduction

In the last few decades, changes in how we understand mental illness, besides the
improvement in the availability of biological psychiatric treatments, have markedly changed
the way psychiatric care is provided. For psychiatric hospitals, this means shifting from chronic
care in long-stay asylum admissions to acute care in short-stay general hospital psychiatric
beds (1). There is a worldwide trend towards the closure of psychiatric beds. In many
countries, the total number of psychiatric beds is steadily decreasing. In the United States, for
example, there were around 525.000 beds in 1970 but fewer than 212.000 in 2002(2). In
Brazil, there were 87.134 beds in 1994(3). These number fell to 38.221 in 2017, corresponding
to 18.5 beds by 100.000 habitants (4, 5). High-income countries, in comparison, has taxes
about 41.8 beds by 100.000 habitants(6).

In consequence, there is a pressure to abbreviate inpatient stays, with multiple brief
hospitalizations replacing traditional long-term hospitalization, at least for some patients.
Nevertheless, repeated admissions to a psychiatric facility are considered as a poor outcome,
since they have a negative impact on patient well-being and also pose a cost-burden to the
healthcare system(7). Psychiatric readmission rates have historically been proposed as a
negative quality of care indicator for inpatient psychiatric services(8, 9). Moreover,
readmission is an indicator not only of the quality of inpatient care(10), but also an indicator
of the continuity of care within the whole mental health system(11). In particular, it may
reflect the ability of mental health systems to provide coordinated care and support as
patients move from hospital to less intensive types of care(9).

In this context, readmission into inpatient psychiatric services has become a useful
outcome for patients, care providers, and policymakers. The accurate identification of risk
factors for rehospitalization is highly important for the organization of healthcare systems.
Particularly, the allocation of public funds requires knowledge of the trajectories of people
with psychiatric disorders(12).

Previous studies using various methodological approaches have shown that marital
status, unemployment(13-15), and the diagnosis of schizophrenia are associated with
psychiatric readmission(15, 16). A shorter length of stay (LOS) at hospital has also been
identified as a highly-associated factor in terms of the readmission of psychiatric
inpatients(12, 17). History of previous admissions is the most consistent and robust predictive
factor for readmission (8, 10, 11, 15, 17-20), including both early and late readmissions.

Despite the consistency of the association between previous admissions and future
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admissions, there is little knowledge about possible modifiable factors which can improve
outcomes in psychiatric inpatients.

Strategies for transition of care have been studied as a possible way to reduce
readmissions. A systematic review of discharge transitional interventions demonstrates
favorable results in preventing early psychiatric readmissions in high-income countries(9).
However, a randomized controlled trial to evaluate the efficacy of a post-
discharge intervention for psychiatric inpatients in preventing hospital readmissions did not
show any difference favorable to intervention (21). Another possible readmission modifiable
factor is the presence and the intensity of psychiatric symptoms at the moment of discharge.
However, to our knowledge, there is no available data accessing the relationship between
symptoms at discharge and probability of readmission.

Characteristics of care after psychiatric discharge was object of several studies, but
with conflicting and inconsistent results. Continuity of care (time from inpatient discharge to
first outpatient contact with mental health services, number of outpatient service contacts
over a period, and number of changes in care coordinator) and its association with outcomes,
including readmission, remains limited(22, 23). Donisi et al. evaluated post discharge factors
in predicting early readmission and found that contact with services in the community did not
turn out as protective from early readmission (24). In contrast, in an Israeli cohort, the fact
that a patient visited a mental health clinic after discharge was found to be related to a longer
time between key discharge and subsequent hospitalization in six months(25).

There is also a scarcity of data about the role of primary care vs. specialized psychiatric
care after a psychiatric discharge. A narrative review showed that follow-up in primary care
after a psychiatric admission had mixed results in readmission(26). In older studies, having a
referral to a psychiatric aftercare program significantly increased the risk of rehospitalization
within six months of discharge(27) as well as the aftercare provider being a psychiatrist vs. a
non-psychiatrist(28).

Most studies about readmission come from high-income countries, and there is a gap
of data concerning less wealthy countries. Brazil is a large upper-middle-income country, with
a marked heterogeneity regarding social conditions and access to health care. According to
World Health Organization, upper-middle-income countries expend a median of USS 1.96 per
capita in mental health care. Brazil spent about USS 4 per capta in mental health in 2009(29),
contrasting with a median expenditure of USS 58.73 per capta in high-income countries(6).

In summary, despite de consistence of previous admissions in predicting future

psychiatric admissions, the role of modifiable factors remains uncertain in predicting
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readmissions. Also, there is a lack of information about psychiatric readmission in the context

of less wealthy countries as Brazil, characterized by a low expenditure in mental health.

1.1 Aims of the study

The main objective of this study was to identify modifiable factors associated with
psychiatric readmissionin the year after index admission in the southern capital state of Brazil,
Porto Alegre. The intention was to develop a comprehensive, multivariable model including
sociodemographic variables, number of previous admissions, diagnosis, length of stay,
symptoms at discharge, and type of care during the one-year period after admission. We were
especially interested in the role of symptoms at discharge and type of care (specialized vs.
non-specialized) during the year after a psychiatric discharge in determining the chance of
readmission. We hypothesize that besides history of previous admissions, a greater level of
symptoms at discharge and non-specialized care after a psychiatric admission increases the
chance of being readmitted after a one-year follow-up. The secondary objective was to

evaluate readmission and its determinants in Brazil, an upper middle-income country.

2. Material and Methods

2.1 Study design and setting

We performed a prospective, observational study in the inpatient psychiatric facility
of a general, university, tertiary hospital in southern Brazil (Hospital de Clinicas de Porto
Alegre, HCPA). The facility was a 36-bed acute psychiatric inpatient unit. Patients were
admitted from three sources: a) the city psychiatric emergency service; b) other services
within the hospital and c) by other psychiatric services. Patients were assessed at three
moments: (1) at admission (baseline), (2) at discharge, and (3) one year after discharge.

This study was part of a larger prospective cohort study whose objective was to
evaluate and follow-up patients with severe mental iliness, considering social, psychiatric and

treatment factors, as well as prognosis and its association with biological markers.

2.2 Participants
The sample consisted of all patients aged 18 years or older who were admitted to a
psychiatric unit between June 2011 and December 2013, except those who met one or more

of the following non-inclusion criteria:
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(1) Patients admitted for a substance-related disorder as the main diagnosis and/or
detoxification as a main cause of admission.

(2) Patients with a severe cognitive impairment which prevented them providing the
required information, unless an adult carer could provide it.

(3) Patient who refused to participate.

For patients with multiple admissions in the facility during the period of study, only

one admission per individual was included, namely the first.

2.3 Follow-up procedure

Follow-up after discharge was performed by phone between June 2012 and January
2015. We consider as valid contacts made between 12 to 14 months after discharge. As the
first step, we tried to contact patients using the phone numbers provided at the baseline. If
the patient or their carer were not found after at least 4 trials on different days and different
periods of the day, we tried to obtain contact through primary care services using the
residential address of the patient. After these procedures failed, we considered the case as a

loss of follow-up.

2.4 Measures

A trained researcher team used structured protocols to collect data. Researchers
were not involved in patient care. Selection of candidate predictor variables was based on
previous findings and the hypothesis of the study. Independent variables included as possible

predictors were:

2.4.1 At admission:
a. Socio-demographic variables: age, gender, relationship status (with partner,
without partner), income (with own income, without own income).

b. The number of lifetime psychiatric hospitalizations before the current admission.

2.4.2 At discharge:
a. Main diagnosis at discharge according to International Classification of Disease

(ICD-10)(30).
b. Scores on Brief Psychiatric Rating Scale (BPRS)(31) for all patients, scores on

Hamilton Scale for Depression (HAM-D)(32) for patients admitted in a depressive
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episode and Young Mania Rating Scale (YMRS)(33) for patients admitted in a
manic episode.

c. Length of stay (LOS).

2.4.3 One year after discharge:
a. Occurrence of readmissions
b. Current type of care after admission:
i Psychiatric specialized care: which includes outpatient psychiatric
services, community mental health centers, and private psychiatrist.
ii. Primary care, or
iii. No care.
We consider a patient as “receiving care”, when he went to at least 4 visits in the
following year after the discharge. No care was considered if there is no contact with any care

in the last six months or less then 4 visits in the year.

2.5 Outcome

The main outcome of this study is readmission one year after index hospitalization.

2.6 Ethical considerations

The Ethical Committee for Research of the HCPA {CEP/HCPA) approved this study
(protocol 10-265). All eligible patients were invited to participate. If a patient was not able to
consent due to psychotic symptoms or intellectual disability, a relative or guardian was
contacted to confirm their participation. All participants (also relatives or guardians if needed)

were informed about the study and provided written informed consent.

2.7 Statistical Analysis

Statistical analyses were performed using SPSS for Windows (version 23). Predictors
of readmission were evaluated using a non-hierarchical, stepwise logistic regression model
for (1) all patients, (2) patients admitted in a depressive episode, (3) patients admitted in a
manic episode, and (4) patients admitted for Schizophrenia and related disorders. For each
logistic regression, an overall goodness of fit model was assessed by the significance of chi-
square test of the difference between initial and final -2Log Likelihood, added by the R?
Niguelkerke. The predictive power of each model was obtained by the overall percentage of

patients correctly classified by the multivariable model.
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In the logistic regression for all patients (Table 2), the most frequent classes of
diagnosis were included as possible predictors (Schizophrenia, schizotypal and delusional
disorders, Mood disorders and Neurotic, stress-related and somatoform disorders). BPRS
score was used to measure symptoms at discharge. To estimate the chance of being
readmitted by the number of previous admissions, we calculated the mean chance of being
readmitted by the number of previous admissions (Figure 1).

For patients admitted in a depressive episode (Table 3), we used a cut-off point of 8
in the HAM-D to determine remission(32). To estimate the chance of being readmitted by
the score of HAM-D at discharge, we use the HAM-D score as a continuous variable (Figure
1). For patients admitted by manic episode or Schizophrenia and related disorders (Table 3),
we used respectively the YMRS scores(33) and the BPRS scores(31) as continuous variables

to measure symptoms at discharge.

Possible predictors are grouped into (1) admission variables, (2) discharge variables,
and (3) follow-up variables. In each logistic regression, candidate variables were previously
tested as the sole predictor in a bivariable model (Step 1). In Step 2, variables were tested in
a multivariable model according to their group. Finally, all variables were tested together
(Step 3). A significance level of 0.05 was considered in every step of the model. The step-by-

step modeling process is summarised in Tables 2 and 3.

3. Results

During the study period, 791 patients were admitted, and 488 met the inclusion
criteria. One patient died during the hospitalization. We could follow and obtain information
about the readmission of 401 patients, which represents 82.17% of the eligible patients. The

median time of follow-up was 13 months.

3.1 Sociodemographic and clinical characteristics

The sociodemographic and clinical characteristics of the sample are shown in Table 1.
Most patients (65.8%) had a history of at |least one previous hospitalization. For those who
had a psychiatric admission, the number of psychiatric admissions ranged between 1 and 70
(median 3, IQR 1.5-6). Mood disorders were the most common diagnosis at discharge (56.8%),
followed by Schizophrenia and related disorders (23.6%) and Neurotic, stress-related and

somatoform disorders (4.7%). Together these three classes accounted for 85.1% of primary
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diagnoses in this sample. Median LOS was 24 days (IQR 16-36, p10-90 12-51.8, range 6 to 190
days). Most patients were in specialized care one year after discharge (77.8%), with a median
of 12 appointments in the last year. About 14,4% of the patients were in primary care, with a

median of 10 appointments in the period.

---Insert Table 1 about here---

3.3 Outcome
Psychiatric readmissions in the year after index hospitalization occurred with 29.17%

of the total followed patients (n=117).

3.4 Multivariate logistic regression model: predictors of readmission

3.4.1 All patients

In the bivariable and multivariable analysis, just the number of previous admissions
was related to readmission. Each previous admission represents a 38% higher chance of being
readmitted (OR 1.38; IC 1.16-1.60) in the final multivariable model. Level of symptoms
measured by BPRS and type of care in follow-up were not related to the chance to be
readmitted for the analysis including all patients. The goodness of fit information about the
multivariable regression model for patients in general indicates that the model adjusted
adequately to the data. Figure 1 shows the mean chance of readmission by the number of

previous admissions in the bivariable model.

---Insert Table 2 about here--

---Insert Figure 1 about here---

3.4.2 Depressive episode

In total, 171 patients were admitted in a depressive episode. Of those, 28.6% (n=49)
were readmitted in one year. In a bivariate analysis, age, number of previous admissions, a
HAM-D score at the discharge of higher than 8 and follow-up at primary care were related
with readmissions. In the multivariable model, after controlling for all variables, the number
of previous admissions, HAM-D score higher than 8 at the discharge and follow-up at primary
care were positively related to readmission. Each previous admissions increases the chance

of being readmitted by 35% (OR 1.35; Cl 1.14-1.62), and not being in remission, measured by
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the HAM-D score, increases in 140% the chance to be readmitted (OR 2.40; IC 1.14-5.07).
Eleven (6,4%) of these patients were in primary care at follow-up, while 13 (7%) were not
receiving any care. Being at primary care at follow-up increases the chance to be readmitted
in 5.27 times (Cl 1.06-26.15). The goodness of fit information about the multivariable
regression model for patients admitted in a depressive episode indicates that the model
adjusted adequately to the data. Figure 1 shows the mean chance of readmission by the HAM-

D score at discharge.

---Insert Table 3 about here---

3.4.3 Manic episode

Readmission occurred in 31.5% (n=18) of the 57 patients admitted in a manic episode.
For these patients, just the number of previous admissions was associated with readmission,
even in the bivariable or multivariable model. After controlling for all other variables, each
previous admission increases the chance of being readmitted in 79% (OR 1.79, IC 1.18-2.70).
YMRS score at discharge and type of care at follow-up were not related to the chance to be
readmitted. In this group, 1 (1.7%) patient was in primary care, and 6 (10.5%) were not
receiving any care. The goodness of fit information about the multivariable regression model
for patients admitted in a manic episode indicates that the model adjusted adequately to the

data.

3.4.4 Schizophrenia and related disorders

Readmission occurred in 35.8% (n=34) of the 95 patients admitted by Schizophrenia
and related disorders. For these patients, the number of previous admissions and BPRS score
were associated with readmission in the bivariable and multivariable analysis. Each previous
admission increases the chance of being readmitted in 126% (OR 2.26, Cl 1.35-3.8). Each point
in BPRS at discharge increases the chance of being readmitted in 28% (OR 1.28, Cl 1.11-1.48).
In this group, 3 patients (3.1%) were in primary care, and 11 (11.6%) were not receiving any
care. The goodness of fit information about the multivariable regression model for this
subsample indicates that the model adjusted adequately to the data. Figure 1 shows the mean

chance of readmission by BPRS score at discharge.

4. Discussion
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This study found a meaningful relationship between symptoms at discharge and
chance of readmission. For patients admitted in a depressive episode, non-remission at
discharge predicted a higher chance to be readmitted, independently of the number of
previous psychiatric admissions, as well as higher scores in BPRS at discharge were related
with higher chance to be readmitted for patients with Schizophrenia and related disorders.
Besides that, follow-up in primary care was related to a higher chance to be readmitted in one
year for patients admitted in a depressive episode. Also, our study replicates the importance

of previous psychiatric admissions in the prediction of one-year readmission.

4.1 Readmission incidence

The overall incidence of readmission was 29.17% in a year, close to the 30% reported
by Vigod at al.(17), but less than the incidence of 41% reported for an Australian sample(34),
46% reported by Zhang et al.(10) and 42.6% reported by Loch(35). Differences in the incidence
of readmissions may be influenced by regional specificities due, for example, to disparities in

the availability of psychiatric beds.

4.2 Admission variables

In some studies, readmissions were found to be positively associated with female
gender, marital status, and unemployment(13-15). However, in our sample, neither age,
gender, relationship status nor income status were related to readmission in multivariable
logistic regressions.

Not surprisingly, the number of previous admissions was associated with subsequent
readmission, which is in line with other studies in different places around the world (8, 10, 11,
15, 17-19, 34). Our finding confirms the importance of the history of previous admissions in
predicting future admissions. In our sample, for example, a history of 10 previous admissions
is associated with a 45% chance of being readmitted in one year, while a history of 25 previous
admissions is associated with around an 80% chance of readmission. This finding illustrates
the health system’s failure in providing effective care to chronic psychiatric patients, resulting

in the recurrent use of acute psychiatric beds.

4.3 Discharge variables
In our sample, psychiatric diagnosis at discharge was not associated with the
incidence of readmissions. A New Zealand study (n=924) found that readmission was less

likely for those with an index discharge diagnosis of depression(34). A German study
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(n=37.697) found lower rehospitalization rates for mood, neurotic, stress-related and
somatoform and eating disorders diagnosis compared to schizophrenia and related disorders
and personality disorders(36). In our study, due to sample size, it was not possible to include
all psychiatric diagnoses on the multivariable model, since logistic regression models support
a limited number of possible predictors. So, we chose to include in the logistic regression
model the three most frequent ICD-10 diagnosis classes in our sample. It remains possible that
this limitation could explain the absence of an association between diagnosis and
readmission.

Different to other studies(17, 36), which report a short LOS as a predictor of
readmission, LOS was not related to readmission in our sample. In fact, the median LOS in our
sample (24 days; IQR 16-36) is similar to another Brazilian study (mean 20.5 days) which didn’t
find an association between LOS and readmission(37), and much higher than those reported
in other samples: an American study reported a median LOS of 10 days(38), while an
Australian sample reported a median LOS of 12 days(10). In READMIT study, one of the studies
that found an association between LOS and readmission, the median days of LOS varied
between 13 to 15 days(17). In our study, only 10% of patients had 12 days or less as LOS. This

very different scenario could explain why LOS was not related to readmission in our sample.

In our sample, the higher score in BPRS at discharge for patients admitted by
Schizophrenia and related disorders, the higher chance to be readmitted in one year. Also,
the absence of remission of a depressive episode at discharge increases the chance of being
readmitted 2.40 times in one year, independent of the number of previous admissions. These
findings put light into modifiable variables related to psychiatric readmission not yet discussed
in the literature. Moreover, it reinforces two important ideas that can change clinical practice
to achieve better outcomes. First, the incomplete recovery from depressive symptoms is not
just a predictor of relapse, which is a well-known data in the literature(39, 40), but also
predicts psychiatric readmission. Similarly, the higher level of symptoms at discharge for
patients admitted with Schizophrenia and related disorders lead to worse outcomes. Second,
this finding confirms the role of measurement-based care in improving outcomes. Guo et al.
demonstrate that in outpatients with moderate to severe depression, use measurement-
based care improves response and remission(41). Similarly, it is possible that widespread
measurement-based care in clinical practice can itself improve outcomes, because objective
information about symptom status improves the chance of the clinician seeking complete

remission.
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However, achieving full remission in a psychiatric admission may not be compatible
with the current model of psychiatric inpatient care, which includes admissions as short as
possible. In this context, measure symptoms at discharge for patients admitted in a
depressive or psychotic episode due to schizophrenia and related disorders can help to select
patients who will need more intensive and assertive post-discharge care as a strategy to

achieve complete recovery and avoid subsequent admissions.

4.5 Type of care at follow-up

In our study, being at primary care at follow-up was related to higher chance to be
readmitted for patients hospitalized in a depressive episode, even after controlled for all other
variables. This found raises concerns about referring depressive patients to primary care after
discharge. Proportionally, more patients of this group (6%) were in primary care at follow-up
compared with patients admitted in a manic episode (1.7%) or Schizophrenia and related
disorders (3.5%). This may reflect a tendency by clinicians to consider patients discharged
after a manic episode or with Schizophrenia and related disorders as more severe and in
consequence most likely to be referred to specialized care. It is possible that depressive
patients who need a psychiatric admission share the same pathways of chronicity and
vulnerability to poor outcomes as patients traditionally considered more severe,

However, this finding needs to be interpreted carefully because of some
particularities of this study. First, most patients who were followed in one year were in
specialized care (77.8%), data substantially different from the cohort of Grinshpoon et al,,
which report that 59% of discharged patient visited outpatient clinics in six months after a
psychiatric admission(25). The city of Porto Alegre has a primary care coverage of about 71.2%
of the population(42), wich can explain, in part, the large proportion of patients assisted in
specialized care. From the statistical perspective, this means low variability and reduced
number of subjects at primary care, biasing the analysis and generating large Cl. Second, it
remains possible that patients not found in the follow-up period were biased, concentrating
those with poorer social support, with higher probability to stay without any care at follow-
up. Third, the observational design is not the ideal to study the impact of outpatient care on
readmission. Even so, this finding suggests that it would be important to study more
profoundly the impact of different levels of care in different outcomes after a psychiatric

admission using larger samples with a randomized approach.
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This study has several strengths. First, we could follow-up 82.17% of the eligible
patients, which represents a high retention rate for a prospective study. Secondly, we found
the level of symptoms at discharge as predictors of readmission in one year for depressive
patients and patients with Schizophrenia and related disorders — which has not been
mentioned in previous studies. Third, this was a prospective study based on primary data
rather than hospital records, so the data were more accurate and clinically detailed. Outcome
and type of care information were collected directly from patients and their relatives. Fourth,
we performed a comprehensive analysis, including predictors at admission, discharge, and in
follow-up period in single models. Fifth, in contrast to most of the published evidence in this

field, our study was conducted in Brazil, considered an upper-middle-income country.

Nevertheless, the study has some limitations. The sample size was small compared
with other investigations. About 6% of patients admitted during the study period suffered
from a severe cognitive impairment and were not included, which could limit the external
validation of the study for this specific group of patients. Also, study design, reduced number
of participants and low coverage of primary care in Brazil compromises generalization about
the relationship between the type of care and readmission for other countries or health

systems.

5. Conclusion:

Identifying patients who will be readmitted into a psychiatric bed remains a challenge.
Nevertheless, our findings suggest that patients with previous psychiatric admissions may
benefit from early identification and careful discharge planning. Moreover, level of symptoms
at discharge for patients admitted by a depressive episode and Schizophrenia and related
disorders play a role in increases the chance of readmission in one year. Also, outcomes
related to the type of care after a psychiatric admission should be a promising object of study
for future researches with the aim of improving outcomes for severe mental illness. Despite
efforts, readmission remains a not widely understood outcome and a better understanding of
the factors which influence readmission might lead to improvements in the quality of care in

hospital psychiatry.
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4.3.2 Tabelas1,2e3

Table 1. Sociodemographic and clinical characteristics of the sample

N=401
Mean age (mean. SD) 43.45(15.2)
Gender, Male (n, %) 194(48.4)
Ethnicity, Caucasian (n, %) 333 (83.0)
Educational level lower than middle school (n, %) 216(53.8)
Employment status (n, %)
Employed 110 (27.4)
Without own income 126(31.4)
Sickness Benefit 76(18.9)
Retired 41(10.2)
Invalidity allowance 47 (11.7)
Relationship status, without partner (n, %) 272 (67.7)
Previous psychiatric admission (n, %) 261(65.8)
Number of previous psychiatric admissions (median, IQR) 3(1.5-6.0)2
Main diagnosis at discharge (1CD-10) (n, %)
(FOO-F09) Organic, including symptomatic. mental disorders 13 (3.2)
(F20-F29) Schizophrenia, schizotypal and delusional disorders 95 (23.6)
Median BPRS at discharge 13 (7.25-21.25)
(F30-F39) Mood (affective) disorders 228 (56.8)
Bipolar disorder. manic episode 57 (14.21)
YMRS at discharge (median. IQR) 3 (0-6)
Depressive episode 171 (42.64)
HAM D at discharge (median. IQR) 6(4-10)
(F40-F48) Neurotic, stress-related and somatoform disorders 19 (4.7)
(F50-F5x) Eating Disorders 11(2.7)
(FE0-F69) Disorders of adult personality and behaviour 13 (3.2)
(F70-F79) Mental retardation 10(2.4)
Others 12 (2.9)
BPRS score at discharge for all patients (median. IQR) 8 (4-12)
length of stay (median. IQR) 24 (16-36)
Type of care in follow up (n, %)
Specialised care 312 (77.8)
Primary care 58 (14.4)
None 31(7.7)

Abbreviations: SD: Standard deviation. IQR: interquartile interval. BPRS: Brief Psychiatric Rating Scale. YMRS: Young
Mania Rating Scale. HAM-D: Hamilton Rating Scale for Depression 17 items. ICD-10
2 Considering just patients who have any psychiatric admissions.



Table 2 Logistic regression analysis of readmission of psychiatric inpatients after a year of discharge

n=401

Admission
Age
Gender, male

Marital Status, without partner
Without own income

Number of previous psychiatric admissions
Discharge
Psychiatric Diagnosis at discharge
F20-F28
F30-F393
F40-F48
BPRS at discharge
LOS
Follow-up®
Primary care
Specialised care
None

Bivariable
Step 1
(Individual)
OR (Cl 95%)

1.01(0.99-1.02)
0.88(0.57-1.35)

1.02(0.64-1.61)

1.07(0.68-1.70)

1.34(1.20-1.50)***

1.47(0.90-2.41)
0.82(0.53-1.26)
0.85(0.30-2.42)
1.01(0.98-1.05)
1.00(0.99-1.01)

0.89(0.43-1.81)
0.97(0.43-1.82)

Multiple

Step 2
(By Group)
OR (CI 95%)

1.01 (0.99-1.03)
0.82 (0.52-1.30)

1.12 (0.68-1.85)

1.17 (0.70-1.94)

1.35(1.21-1.52)***

1.13(0.44-2.88)
1.16(0.51-2.21)
1.46(0.40-5.28)
1.01(0.97-1.02)
1.00(0.99-1.02)

Step 32
(Final Model)
OR (CI 95%)

1.01(0.99-1.03)
1.00(0.53-1.88)

1.13(0.59-2.17)

1.10(0.57-2.09)

1.38(1.19-1.60)***

0.88(0.32-2.46)
1.10(0.46-2.65)
1.63(0.41-6.47)
1.01(0.97-1.05)
1.00(0.99-1.01)

1.62(0.55-4.78)
1.26(0.50-3.22)

Abbreviations: BPRS: Brief Psychiatric Rating Scale; F20-F29: Schizophrenia, schizotypal and delusional disorders; F30-F39: Mood
(affective) disorders; F40-FA8: Neurotic, stress-related and somatoform disorders; LOS: length of stay; OR: Odds Ratio; Cl: Confidence

interval.

2 Model Fitting Information: -2Log Likelihood: intercept only: 309.98; final: 286.79; df 12; chi-square 23.19, sig 0.02. Nagelkerke R?:

0.124. Overall percentage of correct classification: 68.5%

b dummy as None as reference
**¥*p<0.001
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Table 3 Logistic regression analysis of readmission of psychiatric inpatients admitted in a depressive episode, a manic episode and for a
psychotic disorder after a year of discharge

Depressive episode (N=171)2
Admission
Age
Gender, male
Marital Status, without partner
Without own income
Number of previous psychiatric
Discharge
HAM-D > 8 at discharge
LOS
Follow-up
Primary care

Specialised care
None
Manic episode (N=57)
Admission
Age
Gender, male
Marital Status, without partner
Without own income

admissions

Number of previous psychiatric admissions

Discharge
YMRS at discharge
LOS
Follow-up
Primary care
Specialised care
None

Psychotic disorder (N=95)¢
Admission
Age
Gender, male
Marital Status, without partner
Without own income

Number of previous psychiatric admissions

Discharge
BPRS at discharge

LOS

Follow-up
Primary care
Specialised care
None

Bivariable
Step 1
(Individual)
OR (C1 95%)

1.03(1.00-1.05)*
0.94(0.49- 1.81)
1.01(0.53-1.93)
1.35(0.68- 2.68)
1.31(1.07-1.60)*

2.04(1.05-3.94)*
1.01(0.99-1.03)

4.02(1.08-19.84)*

1.19(0.36-3.87)

0.98(0.95-1.01)
0.74(0.27-1.98)
1.31(0.49-3.51)
0.57(0.21-1.59)
1.46(1.14-1.86)**

1.09 (0.94-1.26)
1.01 (0.99-1.02)

0.70(0.14-3.50)
0.99(0.23-4.33)

0.99(0.97-1.03)
0.90(0.34-2.36)
1.14(0.34-3.81)
0.67(0.29-1.58)
1.36(1.08-1.72)**

1.15 (1.06-1.27)*

1.01(0.98-1.02)

0.69(0.14-3.50)
0.99(0.22-4.33)

Multiple

Step 2
(By Group)
OR (C195%)

1.02(0.99-1.05)
1.04(0.52-2.10)
1.06(0.53-2.14)
1.12(0.52-2.41)
1.33 (1.11-1.58)**

2.00(1.03-3.89)*
1.01 (0.99-1.03)

0.98(0.95-1.02)
0.82(0.27-2.44)
1.56(0.51-4.69)
1.92(0.60-6.13)
1.42 (1.10-1.84)**

1.09 (0.95-1.27)
1.01 (0.99-1.03)

0.99(0.96-1.03)
0.80(0.28-2.31)
0.98(0.26-3.63)
0.71(0.27-1.87)
1.36(1.07-1.72)*

1.16 (1.05-1.27)*

1.01 (0.98-1.02)

Step 3
(Final model)
OR (CI 95%)

0.98(0.96-1.01)
1.01(0.48-2.14)
1.06(0.50-2.26)
1.20(0.51-1.83)
1.35(1.12-1.62)**

2.40(1.14-5.07)*
1.00(0.98-1.03)

5.27(1.06-26.15)*

1.40(0.38-5.15)

1.00(0.95-1.05)

0.51(0.10-2.57)

1.75(0.35-8.63)
3.65(0.77-17.18)
1.79(1.18-2.70)*

1.16(0.96-1.40)
0.99(0.97-1.02)

1.44(0.07-30.16)
1.21(0.07-20.32)

0.99(0.94-1.04)
0.90(0.18-4.56)
0.25(0.04-1.44)
2.01(0.41-9.78)
2.26(1.35-3.80)*

1.28(1.11-1.48)*

0.98 (0.95-1.01)

0.15(0.01-3.76)
0.19(0.01-3.49)

Abbreviations: HAM-D: Hamilton Scale for Depression 17 items; LOS: length of stay; OR: Odds Ratio; CI: Confidence interval; YMRS:
Young Mania Rating Scale; BPRS: Brief Psychiatric Rating Scale.
* Model Fitting Information (Final Model): -2Log Likelihood: intercept only: 214.35; final: 186.38; df 9; chi-square 27.96, sig 0.01.
Nagelkerke R?: 0.208. Overall percentage of correct classification: 70.1%.
b Model Fitting Information: -2Log Likelihood: intercept only: 69.47; final: 53.22; df 9; chi-square 16.25 sig 0.06. Nagelkerke R%: 0.352.
Overall percentage of correct classification: 80.7%.
¢ Model Fitting Information: -2Log Likelihood: intercept only: 76.41; final: 47.31; df 9; chi-square 29.1 sig 0.01. Nagelkerke R?: 0.529.
Overall percentage of correct classification: 82.3%.

*p<0.05
**p<0.01
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Figure 1 Mean predictive value of mean response to be readmitted in a year after a psychiatric
admission by (a) the number of previous admissions, (b) for patients admitted in a depressive
episode, the Hamilton Scale score at discharge and (c) for patients admitted by schizophrenia and

related disorders, the BPRS Scale score at discharge. Bivariate model.
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791 patients admitted
i Not Included:
-Age<18:12
5 - Substance related disorder:
E 66 ......... .
" Refusals: 175
LI - Severe cognitive
N impairment: 49
E
Death: 1
488 patients
F
0
L Not found: 44 Found: 444
L
0 Refusals: 32
W
L-J Follow-up: 412
P
Deaths: 11
Final sample: 401

Supplementary figure 1 Flowchart of the part

icipant’s selection
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Supplementary figure 2 Comparison between Odds Ratio to be readmitted a year after a psychiatric

admission by patients admitted in a depressive episode, manic episode, Schizophrenia and related
disorders and all patients.
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ABSTRACT
Purpose: To report all-cause mortality in a sample followed up a year after psychiatric
admission in Brazil.
Methods: We performed a prospective, observational study in the inpatient psychiatric facility
of a general, university, tertiary hospital.
Results: We followed 409 patients. On total, 12 persons died during the follow-up period. The
incidence of death was 2.6 deaths per 100 person-years, which means 3 to 4 times higher than
in the general population in the same area.
Conclusions: Data about this study reinforce the imperative need to consolidate strategies for

preventing premature deaths among people with severe mental illnesses.

INTRODUCTION

People with severe mental ilinesses (SMI) live with health disparities leading to high
morbidity and mortality and a life expectancy gap?. Beyond poorer outcomes directly related
to mental illness, these patients have a higher prevalence of diabetes and cardiovascular
disease. Besides, people with SMI do not have equitable access to health services. A
systematic review found disparities suggesting inferior quality of care for patients with

psychiatric diagnoses?.

High mortality rates are well-known among patients with mental disorders compared
to the general population, not only due to the increased risk of death by suicide and other
external causes of death, but also due to all-cause mortality3. People with mental disorder
have a risk 7.22 times high of dying from unnatural causes and a 2.2 times high rate of death
from all causes than the general population®. The median of years of potential life loss is 10

years?.

However, few studies examine mortality rates in the specific population with
psychiatric inpatient admission. Nordentoft et al. report an increase for all-cause mortality of

two to three-fold, while excess mortality from external causes ranges from 3 to 77-fold in
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admitted patients in a year®. Kapur at al., studying patients admitted to emergency
departments as a result of self-harming, found a one-year incidence of 2.2% for all-cause
mortality and 0.7% for death by suicide. After adjustment, being admitted to a psychiatric unit
did not represent a higher risk of death®. In a recent cohort, patient discharged of a psychiatric
admission had an relative risk about 16.2 for all-cause mortality and 25.0 for unnatural cause

in an year, if compared with persons who not admitted®.

Despite some studies examine excess mortality rates in patients with psychiatric
inpatient admission, there is no data produced in non-High Income countries. Giving the
paucity of data, the aim of this study is to report all-cause mortality in a sample followed up a

year after psychiatric admission in Brazil.

METHODS

Study design and setting

We performed a prospective, observational study in the inpatient psychiatric facility of
a general, university, tertiary hospital in southern Brazil (Hospital de Clinicas de Porto Alegre,
HCPA). The facility was a 36-bed acute psychiatric ward. Patients included in the sample were

accessed (1) at baseline and (2) 11-14 months after discharge.

Participants

The sample consisted of all patients aged 18 years or older who were admitted to a
psychiatric unit between June 2011 and December 2013 who did not meet one or more of the
following non-inclusion criteria:

(1) Patients admitted to specific treatment programs with substance-related disorder
as the main diagnosis and/or detoxification as a main cause of admission;

(2) Patient refused to participate.

Deaths occurring during the admission period were also considered as cases of death.
Follow-up after discharge was performed by phone between June 2012 and December 2014.
We defined as follow-up losses, patients not found after at least 4 attempts by phone on

different days and at different times of day.

Mortality rates
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Crude death rate was calculated considering cases of death as a numerator and a total

of patients followed by a denominator. The mortality rate was calculated using person-years.

Ethical considerations

The Ethical Committee for Research of the HCPA (CEP/HCPA) approved this study (as
#10-265). All eligible patients were invited to participate. If the patient’s capacity to consent
was affected by psychotic symptoms or intellectual disability, a relative or responsible person
was contacted to sign the written informed consent. All participants were informed about the

study and provided written informed consent.

RESULTS

During the study period, 691 patients were admitted and 489 (70.76%) are included in
the final sample. We followed 409 patients, 83.6% of the baseline sample. The mean follow-
up time was 13.5 months (461 person-years). In total, 12 persons died during the study period,
representing a crude mortality rate of 2.9%. One person died during the admission period
(case 4). Considering the person-years followed, the incidence of death is 2.6 deaths per 100
person-years. Table 1 describes the characteristics of the patients who died: gender, age,
marital status, diagnosis by ICD-10° at discharge, number of psychiatric admissions and

suicide attempts, length of stay and cause of death.



Table 1. Description of characteristics of the deaths of people during the 12 months following psychiatric admission.

73

Case Gender
1 F
2 F
3 F
4 M
5 M
6 M
7 M
8 F
9 F
10 F
11 F
12 M

Age
26

47

41

60

22

51

48

47
71
67

35
40

I\S/I;:zzl ICD-10 Diagnosis at discharge
Single Unspecified mood (affective) disorder
Divorced Undifferentiated Schizophrenia
Single Paranoid Schizophrenia
Recurrent depressive disorder, current
Widower episode severe without psychotic
symptoms
Bipolar affective disorder, current
Single episode manic with psychotic
symptoms
Recurrent depressive disorder, current
Single episode severe with psychotic
symptoms
Single Hebephrenic schizophrenia
. Bipolar affective disorder, current
Married ; ) .
episode mild or moderate depression
Divorced Unspecified nonorganic psychosis
) Recurrent depressive disorder,
Divorced e
unspecified
) Other acute predominantly delusional
Single -
psychotic disorders
Single Paranoid Schizophrenia

Psychiatric
admissions
1

10

17

16

35
15

Suicide
attempts
1

Length of
stay
6

15

24

49

38

31

28
56
28

63
27

Death by
Suicide
Y

Y

Cause of death

Gun fire

Jump from great height

Medication Overdose

Hanging

Unknown

Choking

Acute Myocardial
Infarction
Acute Myocardial
Infarction
Oesophagus cancer

Peritoneal Cancer

Seizures

?

ICD-10
classification

External/Violent
Cause

Cardiovascular

Neoplastic

Disease of the

Nervous System
?

Abbreviations: M: Male; F:

Female; W: White; NW; Non White; Y: Yes; N: No


https://en.wikipedia.org/wiki/Mood_(affective)_disorder

74

In this sample, approximately half (n=5) of the deaths were by suicide. Mostly, they
were single, divorced or widowed individuals. No significant differences were founded in age,

length of stay, income or marital status between those who died and those who did not die.

DISCUSSION

After a year of follow-up, 2.6% (26 per 1000 admissions) of patients who were
admitted to a psychiatric inpatient facility died, almost half by suicide, which is similar to the
incidence reported by Nordentoft et al®. Despite the fact that mortality rates between
psychiatric inpatients are smaller than other mortality rates reported by common clinical
conditions like acute myocardial infarction (15.1%), heart failure (11.3%) and pneumonia
(11.4%)7, our data report a mortality rate markedly higher than in the general population. The
most recent data by the Brazilian Institute of Geographic and Statistics (IBGE) report a
coefficient mortality between 6.1 to 7 per 1000 habitants in the metropolitan area of Porto
Alegre in 20118, That is, mortality rates between patients admitted to a psychiatric inpatient
facility are around 3 to 4 times higher than in the general population in the same area.

Due to the reduced absolute number of deaths, no statistical comparison between
those who died and those who did not die was possible. Furthermore, due to unavailability of
official recent national data about mortality by individual, information on death was obtained
from relatives instead of coming from official national data. On the other hand, we had follow-

up data for more than 80% of the persons involved in the original sample.

Data about this study reinforce the imperative need to consolidate strategies for
preventing premature deaths among people with SMI, including assertive management of
suicide risk and cardiovascular comorbidities, minimising polypharmacy, and improving

accessibility to health care.
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5. DISCUSSAO

5.1 Achados

Os trés estudos produzidos por esta tese colaboram, de forma geral, para o corpo de
evidéncias sobre desfechos adversos entre pacientes que internaram em leito psiquiatrico de
hospital geral, com dados provenientes de um pais “Upper Middle Income”. No artigo 1, foram
identificados trés fatores ainda nao descritos em estudos anteriores que buscaram varidveis
associadas a de tempo de internacdo prolongada: ndo ter renda prdpria, histéria de
internagdes psiquidtricas nos ultimos dois anos e escore total na BPRS. Além disso, este artigo
corroborou achados de que diagnéstico de esquizofrenia e escore total na CGl estdo
associados a maior tempo de internacdo. De particular importancia é o achado de que mais
de 80% da determinagdo de tempo de internagdo ndo pode ser explicada pelas varidveis da
histéria do paciente incluidas nesta analise, indicando que fatores relacionados ao prdéprio
servico de saude, possivelmente modificaveis, podem estar relacionados a maior tempo de
internacao.

O artigo 2, dedicado a investigar determinantes modificaveis de reinternacdo em um
ano, demonstrou que pacientes que internaram em episédio depressivo, assim como aqueles
gue internaram por Esquizofrenia e transtornos relacionados e receberam alta com sintomas
residuais tém uma chance maior de terem pelo menos uma nova internacdo,
independentemente do numero de internagdes anteriores. Tal achado pode indicar um
caminho possivel para a preveng¢ao de novas internagdes: medir sintomas antes da alta, pelo
menos em pacientes que internaram em episédio depressivo ou por Esquizofrenia e
transtornos relacionados pode ajudar a selecionar pacientes que necessitardo assisténcia pds
alta mais assertiva e intensa até atingir a remissdo completa, assim evitando novas
internagoes.

O tipo de assisténcia apos a alta também foi alvo de estudo do artigo 2. Neste estudo,
estar na atencdo primaria um ano apds a alta relacionou-se a uma maior chance de
reinternacdo para pacientes que internaram em episddio depressivo. Embora este achado
levante preocupacdes acerca do encaminhamento de tais pacientes para a atencao primaria,
deve ser considerado a partir da perspectiva das limitacbes deste estudo: desenho
observacional ndo é o ideal para este tipo de inferéncia; a pouca variabilidade nesta variavel

(aproximadamente 75% dos pacientes estavam em atendimento especializado), somada as



77

perdas de seguimento e o tamanho total da amostra podem comprometer o estudo mais
aprofundado do efeito do tipo assisténcia pds-alta e a ocorréncia de desfechos negativos.
Ainda assim, trata-se de varidvel relevante que deve ser levada em consideracdo em estudos
posteriores.

Histérico de internacdes anteriores relacionou-se tanto com tempo de internagao
prolongada, no artigo 1, como com reinternagdo, no artigo 2. Os artigos 1 e 2 desta tese
reafirmam o histdrico de internagdes anteriores como um importante preditor de desfechos
negativos. No artigo 2, pudemos construir um modelo preditivo de internagdes futuras
baseado no numero de internagdes anteriores que reafirma o carater “porta giratéria” de
pacientes crénicos com multiplas internagdes. O acimulo de dados como este na literatura
poderia embasar diretrizes que, a semelhancga de diretrizes de tratamento para transtornos
especificos baseados em evidéncia, orientassem tomada de decisdo para pacientes que
necessitam internagdo psiquiatrica.

O artigo 3, em preparacdo no formato de comunicacdo breve, teve a intencdo de
reportar a mortalidade entre os pacientes acompanhados. Ainda que esta amostra nao tenha
poder estatistico para definir preditores de mortalidade, e o tempo de seguimento seja curto
para avaliar o desfecho de interesse, o achado desse estudo agrega informacdes descritivas a
respeito de mortalidade entre pacientes com transtornos mentais.

Os artigos 2 e 3 tem o mérito particular de ter conseguido seguir mais de 80% da
amostra basal utilizando métodos tecnoldgicos acessiveis e pouco complexos, obtendo
informacdes diretamente dos pacientes e seus familiares, sendo capazes de reportar dados

prescindindo de informacgdes oficiais sobre reinternacdo e mortalidade.

5.2 Limitagdes

Todos os estudos sofreram de limitagGes determinadas pelo nimero reduzido de
participantes, se comparados a estudos provenientes de paises desenvolvidos. No artigo 1,
ndo foi possivel incluir na andlise variaveis de comorbidade, possivelmente relacionadas a
maior tempo de internacdo, pelo tamanho reduzido da amostra. No artigo 2, o numero
reduzido de pacientes ndo permitiu que todos os diagndsticos fossem avaliados nas andlises
estratificadas. Perdas de coleta de dados nos trés periodos de avaliacdo também

influenciaram negativamente as andlises posteriores.
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5.3 Outros desfechos relevantes

Esta tese dedicou-se a avaliar tempo de internagdo, reinternagao e mortalidade na
populacdo estudada. A melhora clinica dos pacientes desta amostra durante a internacgao foi
reportada em outro artigo cuja autora desta tese é coautora (Anexo 1). Outros desfechos de
interesse a serem mencionados, com dados ja coletados desta mesma amostra, sdo:
satisfacdo do paciente com a assisténcia medida no momento da alta (T1), tentativas de
suicidio em até um ano apds a alta, retorno ao mercado de trabalho e qualidade de vida
medida através do EURO-HIS-QOL (T2). Trata-se de desfechos relevantes que podem ser

objeto de estudos posteriores(34).

5.4 Internagao psiquiatrica em hospital geral

O modelo de internacdo psiquidtrica em hospital geral é advogado pela Reforma
Psiquidtrica e amplamente defendido pela Psiquiatria contemporanea como o melhor
ambiente para tratamento de agudiza¢Oes de transtornos mentais graves. No entanto, ainda
hoje, este modelo assistencial predomina apenas em alguns paises do mundo, como mostra a

Figura 8(56).

Leito psiquiatrico em hospital geral Leito em hospital psiquiatrico

Figura 8. Predominio de leitos em hospital psiquiatrico (azul) e leitos psiquiatricosem hospital geral
(verde) no mundo.
Fonte: WHO, 2014
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No Brasil, assim como na maioria dos paises que reportaram dados, predominam ainda
leitos em hospitais psiquidtricos. A Figura 9 mostra a tendéncia a aumento proporcional de
leitos em hospital psiquiatrico (em verde) e a leitos psiquiatricos em hospital geral (em rosa),

entre 2011 e 2014.

Tendéncia pendendo a aumento de leitos Tendéncia pendendo a aumento de leitos em hospital
psiquiatricos em hospitais gerais Psiquiatrico

Figura 9. Tendéncia pendendo a aumento de leitos psiquiatricosem hospitaisgerais (rosa) e leitos em hospital
psiquiatrico (verde) no mundo, de 2011 a 2014.
Fonte: WHO, 2014

Como se vé na Figura 9, no Brasil, além do predominio em nimeros absolutos de leito
em hospital psiquidtrico, a tendéncia é o aumento em proporcao de leitos em hospitais
psiquidtricos. Logo, os resultados desta tese refletem os desfechos de um modelo assistencial
preconizado, porém ndo predominante, tanto no Brasil como no mundo.

N3o ha dados suficientes na literatura internacional que apontem para uma melhor
gualidade assistencial quando a admissao psiquiatrica se d4 em leito psiquiatrico de hospital
geral. Seriam os leitos psiquidtricos em hospital geral melhores que leitos para pacientes
agudos em hospital psiquiatrico na prevencdo de desfechos adversos em longo prazo, como
reinternacao e mortalidade precoce? Considerando que o modelo de assisténcia asilar ja foi
superado de um modo geral, mas que coexistem internacdes psiquiatricas em leito de hospital
geral e em leito de hospital psiquiatrico, trata-se de uma questdo relevante do ponto de vista

de salde publica.



80

Por fim, a discussdo a respeito da importancia do estudo de desfechos relevantes,
aplicada nesta tese a internagdo psiquidtrica, levanta também a necessidade da Psiquiatria,
como disciplina, de dedicar-se a comparar diferentes modelos assistenciais e seus resultados
em termos de desfechos relevantes. E possivel que estudos que produzam evidéncias a
respeito de modelos assistenciais mais vantajosos oferecam diretrizes que viabilizem

melhores resultados para pacientes com transtornos mentais.
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5. CONSIDERAGOES FINAIS

Este estudo avaliou desfechos adversos entre pacientes admitidos em uma unidade
de internacdo psiquiatrica em hospital geral terciario e universitario, um modelo assistencial
relativamente recente dentro da histdria da Psiquiatria. Apesar de ter sido capaz de produzir
evidéncias a respeito dos desfechos que se prop6s a estudar, ainda carecemos de pesquisas
que se dediquem a avaliar desfechos em internagdo psiquiatrica de hospital geral,
especialmente em paises menos desenvolvidos, dada a caréncia de dados provenientes dessas

regioes.
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Outcomes of inpatients with severe mental iliness:
a naturalistic descriptive study

Gabriela L. Nuernberg, Fernanda L. Baeza, Marcelo P. Fleck, Neusa S. Rocha

Hospital de Clinicas de Porto Alegre, Universidade Federal do Rio Grande do Sul (UFRGS), Porto Alegre, RS, Brazil.

Objective: To describe and evaluate the response and predictors of remission during inpatient
treatment in a psychiatric unit in a general hospital based on symptomatology, functionality, and quality
of life (QoL).

Methods: Patients were admitted to a psychiatric unit in a tertiary general hospital in Brazil from June
2011 to December 2013 and included in the study if they met two of the severe mental illness (SMI)
criteria: Global Assessment of Functioning (GAF) < 50 and duration of service contact > 2 years.
Patients were assessed by the Brief Psychiatric Rating Scale (BPRS), the Clinical Global Impression
(CGlI) Severity Scale , GAF, the World Health Organization Quality of Life Instrument — Abbreviated
version (WHOQOL-Bref), and specific diagnostic scales.

Results: A total of 239 patients were included. BPRS mean scores were 25.54+11.37 at admission
and 10.96+8.11 at discharge (p < 0.001). Patients with manic episodes (odds ratio: 4.03; 95%
confidence interval: 1.14-14.30; p = 0.03) were more likely to achieve remission (CGlI < 2 at
discharge) than those with depressive episodes. Mean length of stay was 28.95+19.86 days. All QoL
domains improved significantly in the whole sample.

Conclusion: SMI patients had marked improvements in symptomatic and functional measures during
psychiatric hospitalization. Patients with manic episodes had higher chance of remission according to

the CGI.

Keywords: Severe mental illness; inpatient treatment; psychiatric hospitalization; quality of life

Introduction

One of the definitions of severe mental illness (SMI) is based
on two major National Institute of Mental Health (NIMH)
criteria’: 1) duration, characterized as “prolonged illness”
and “long-term treatment” with a history of mental illness or
treatment equal to or greater than 2 years; and 2) disability,
which includes dangerous or disturbing social behavior,
moderate impairment of work and non-work activities, and
mild impairment in the performance of activities of daily living
and in the fulfilment of basic needs.>® SMI accounts for
significant functional impairment, higher public health spend-
ing, and poorer quality of life (QolL). Population studies
suggest that SMI patients die earlier, specifically from injuries
and suicide.* SMI is a risk factor for chronic disorders, such
as smoking, low physical activity levels, poor diet, and
accidental and non-accidental injuries.®

Psychiatric hospitalization has been offered as a thera-
peutic strategy for acute cases and remains a key
component of mental health care.® Acute psychiatric inpa-
tient treatment represents the most intensive level of
psychiatric care, whose goal is the stabilization of highly
acute and severe psychiatric conditions associated with
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danger to self or others and/or marked functional impair-
ment. Usually, acute inpatient treatment within an inte-
grated community-based health system consists mainly of
crisis stabilization and safety.” Consequently, it focuses on
rapid discharge and, within a “balanced care model,”
patients are usually admitted to acute wards in general
hospitals,® which helps minimize the associated stigma
and allows easier access to exams.®

The number of psychiatric beds has decreased in many
countries, such as the United States” and Brazil,' in recent
decades. In the 1970s, there were approximately 500,000
psychiatric beds in the United States, 80% of which were in
psychiatric institutions (hospitals). The total number of psy-
chiatric beds decreased by about 50% up to 2002.” Before
the 21st century, psychiatric care in Brazil was mainly based
on a centralized model with large psychiatric hospitals, longer
length of stay, and poor community care, provided mostly by
outpatient clinics, with exiguous psychiatric care in general
hospitals. Changes in Brazilian healthcare policies led to the
implementation of deinstitutionalization programs, financing
of new community centers (such as Psychosocial Community
Centers [CAPS], which provide day hospital care for severe
mental disorders'"), cuts in hospital care expenses, and use
of high-priced medications in outpatient care." However,
there is still a shortage of psychiatric beds in the Brazilian
public health sector."

Previous naturalistic studies reported outcomes during
psychiatric inpatient care. A previous study in Brazil
revealed that age and employment status were significant
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predictors of inpatients’ treatment non-response in a
general hospital unit while 80% of the sample benefited
from hospitalization, despite the lack of standard evalua-
tions."® In a study of schizophrenic inpatients, Spellmann
et al."* showed statistically significant improvements from
admission to discharge using Global Assessment of
Functioning (GAF) and the Social and Occupational Func-
tioning Assessment Scale to assess functional status and
the Positive and Negative Syndrome Scale (PANSS) to
evaluate symptoms. Their study demonstrated that unem-
ployed patients had a significantly worse functional out-
come at discharge and that the lower number of previous
hospitalizations and PANSS negative symptom scores at
admission had a better prognosis in terms of functional
outcome after 1 year. By using the Hamilton Depression
Rating Scale (HAM-D), the Montgomery-Asberg Rating
Scale, the Clinical Global Impression (CGl) scale, GAF,
and Lancashire QoL Profile, Seemiiller et al.'® reported a
68.9% response rate with 51.9% remission in depressed
inpatients. The Munich Antidepressant Response Signa-
ture (MARS) project'® evaluated the outcomes of inpa-
tients clinically diagnosed with depression using 21 HAM-D
items, the Hamilton Anxiety Rating Scale (HAM-A), and the
revised version of the self-rating Symptom Checklist-90. Most
patients benefited from antidepressant treatment during hos-
pitalization (80.8% responded and 57.9% achieved remission
in HAM-D) and early partial response was a positive predictor
of remission. Treatment resistance and the presence of a
migration background were negative predictors.'® The
European Mania in Bipolar Longitudinal Evaluation of Medi-
cation Study'” included both inpatients and outpatients in its
sample, assessing overall CGl-Bipolar Disorder (CGI-BP),
CGI-BP mania, CGI-BP depression, and CGl hallucinations/
delusions, the Young Mania Rating Scale (YMRS), the five-
item version of the HAM-D, and the functional outcomes
of patients with a manic/mixed episode. At the 12-week
endpoint, YMRS response rates were 89.1 and 83.2% for
the first-episode and multiple-episode groups, respec-
tively.' Even though the mentioned studies indicated
improvement in all measures evaluated during hospitali-
zation, they did not include broad outcome evaluations
such as QolL, symptoms, and functional status. Moreover,
those studies did not use SMI criteria for the selection of their
sample, which probably resulted in a sample with less severe
cases.

Although widely used, few data are currently available on
the characteristics and on the effect of treatment of acute
inpatients in tertiary general hospitals in low- and middle-
income countries. There are also scientific and clinical gaps
between the results of randomized controlled trials and
the care actually received by psychiatric patients.'® Anyway,
quality monitoring is a feasible recommendation even in
settings with limited resources.®

The objective of this study was to evaluate and describe
the general response of SMI patients to treatment during
acute psychiatric hospitalization in a low- and middle-
income country (Brazil) in terms of symptoms, functionality,
and QoL. The secondary objectives were to evaluate
clinical and sociodemographic predictors of clinical remis-
sion and to describe the characteristics of the sample and
of inpatient treatment.

Rev Bras Psiquiatr. 2016;38(2)

Methods

This study was developed in the tertiary psychiatric care
unit of Hospital de Clinicas de Porto Alegre (HCPA), a
teaching hospital affiliated with Universidade Federal do
Rio Grande do Sul (UFRGS), Porto Alegre, Brazil. The
inpatients received individualized treatment in an interdisci-
plinary setting, including psychopharmacological manage-
ment, electroconvulsive therapy (ECT), and psychotherapeutic
interventions involving individual and/or family therapy, occu-
pational therapy, aerobic exercise, and nursing care.
A naturalistic study design, in which the research team did
not interfere with the choice or provision of treatment, was
used. All patients aged 18 years or older and admitted
between June 2011 and December 2013 were invited to
participate. Patients were included if they met two of the
SMI criteria: GAF < 50 (in the initial evaluation) and dura-
tion of previous service contact > 2 years.?® The follow-
ing exclusion criteria were used: insufficient communication
skills to participate in the interview or to provide a written
informed consent, primary diagnosis of drug or alcohol
dependence (the inpatient unit does not treat patients with
drug or alcohol dependence), and hospitalization for less
than 7 days (due to limitations of the research team). The
study was conducted in compliance with the Declaration of
Helsinki and was approved by the local ethics committee
(protocol GPPG-HCPA 100265).

Upon admission to the inpatient unit, consecutive patients
were screened for eligibility. Within 72 hours of hospitaliza-
tion, clinical evaluations by the Mini-International Neuropsy-
chiatric Interview (MINI)'® and by the Cumulative lliness
Rating Scale (CIRS)' to evaluate comorbidities, in addi-
tion to sociodemographic assessments, were performed by
trained psychiatrists and psychiatry residents. Self-rated
measures were used to study a range of clinical, social, and
functional outcomes associated with treatment throughout
the observation period. The following parameters were also
assessed at admission and within 72 hours of discharge:
CGI,?° a clinician-rated seven-point scale that measures
disease severity; the Brief Psychiatric Rating Scale
(BPRS),2! to measure psychiatric symptoms such as de-
pression, anxiety, hallucinations, and unusual behavior;
GAF,22 to measure symptomatology and functioning; the
World Health Organization Quality of Life Instrument —
Abbreviated version (WHOQOL-Bref),?® the 26-item
WHO instrument, to measure QoL related to health and
health care; HAM-D,>* a 17-item scale that measures
depressive symptomatology; YMRS,?® an 11-item multiple-
choice questionnaire that assesses the severity of mania;
and HAM-A,28 to measure the severity of anxiety symptoms.
The latter three assessments were only performed if the
patient presented with depressive episodes, manic episode,
and generalized anxiety disorder, according to the MINI.

SPSS version 18.0 was used for the statistical analyses.
A significance level of p < 0.05 was used for all comparisons.
Demographic and clinical data were described, and treatment
outcome variables were compared using a Student’s t test for
independent and paired samples (parametric data). The
scores obtained at admission were compared to the scores
at discharge in the total sample and among the different listed
diagnostic subgroups. A logistic regression analysis was
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applied to evaluate the effects of potential predictor and
confounding variables on response at discharge. Gender,
age, partnership status (single, widowed, or divorced),
occupational status (unemployed or invalidity allowance),
CGl scores at admission, age at disease onset, number of
previous hospitalizations, comorbidity with anxiety, diagno-
sis of depressive episode, manic episode, or schizophrenia,
length of stay (LOS), and treatment (antidepressant, mood
stabilizer, antipsychotics other than clozapine, clozapine, or
ECT) were assessed. Variables with a p value < 0.2 in
the univariate analysis were included in the regression
analysis. CGl scores < 2 at discharge were defined as a
remission criterion.?”

Results
Sample characteristics

A total of 239 SMI patients were included in the study
(Figure 1). The baseline characteristics of the sampled
patients are listed in Table 1. Almost 65% of the patients
had attempted suicide at least once and almost 76% had
been previously referred for psychiatric hospitalization.
During our study, there were eight non-fatal suicide attempts
and one successful suicide. Mean LOS was 28.95+19.86
days. According to the MINI, the most frequent diagnoses

Inpatients with severe mental illness

were depressive episodes (63.2%), followed by psychosis
(20.9%), which includes schizophrenia and related disor-
ders, and manic episodes (15.9%); there was high comor-
bidity with anxiety disorders (65.5%). The treatments and
their frequencies are listed in Table 2.

The CIRS revealed that the frequency of at least one
comorbid disorder (other than psychiatric) was 74.5%.
The mean CIRS score (excluding psychiatric conditions)
was 2.35+2.49, and the most frequent comorbid dis-
orders were hypertension (17.9%), diabetes (12.1%),
hypothyroidism (8.1%), rhinitis (3.1%), epilepsy (3.5%),
and human immunodeficiency virus (HIV) infection/
acquired immunodeficiency syndrome (AIDS) (2.6%).

Symptomatic, functional, and QoL outcomes
BPRS, CGl, and GAF

BPRS scores significantly improved during hospitalization,
yielding means of 25.54+11.37 at admission and 10.96+8.11
at discharge (p < 0.001). An overall CGl mean score of
4.87+1.17 at baseline indicated moderate illness severity.
These mean scores improved to 3.7+1.32 at discharge (p <
0.001), indicating mild severity. Patients also experienced
significant mean improvements in functionality (GAF) from
baseline to endpoint. GAF mean levels were 33.26+13.75

Inpatient

admissions: 637

I

Did not meet inclusion
criteria: 88 (15.0%)

Unable to participate*:
71 (11.2%)

Age under 18: 12 (1.9%)

«—

Refused to participate:
212 (33.3%)
e Lost: 13 (2.0%)

Included in

the sample: 329

D

LOS < 7 days:
—>
5 (0.8%)

v

324 patients

i

Did not meet SMI
85 (26.2%)

v

SMI patients: 239

Figure 1 SMI patients included in the study. LOS = length of stay; SMI = severe mental illness. * Clinical and psychiatric
conditions that prevented informed consent from being obtained. * Excluded a posteriori due to limitations of the research team.
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Table 1 Sociodemographic and clinical characteristics of
sampled patients

Variable n=239
Gender (female) 133 (55.9)
Age (years) 46.42+14.59
Race (white) 123 (87.9)
Weight (kg) 75.55+18.28
Grade repetition 96 (44.7)
Education (years) 9.21+4.65
Employment status
Employed 62 (27.2)
Unemployed 46 (20.2)
Homemaker 10 (4.4)
Student 4(1.8)
Retired 34 (14.9)
Invalidity allowance 72 (31.5)
Partnership status
Single 85 (37.1)
Married/living with a partner 87 (38)
Separated 41 (17.9)
Widowed 16 (7.0)
Economic status*
A 17 (12.2)
B 51 (36.7)
c 53 (38.1)
D-E 18 (12.9)
GAF (admission) 33.26+13.75
Duration of the disorder’ (years) 15.11+£11.87
Previous suicide attempt 141 (64.7)
Previous psychiatric hospitalization 180 (75.9)
Number of previous hospitalizations 411+5.50
Length of hospitalization (days) 28.31+15.59
Smoking status (current smoker) 62 (32.5)

Data presented as n (%) or mean + standard deviation.

GAF = Global Assessment of Functioning.

*Brazilian Economic Classification Criteria (“Criterion Brazil”)
mean monthly household income in U.S. dollars (A: 5,358;

B: 2,915-1,513; C: 905-620; D-E: 434).

"Duration of the disorder = time elapsed since the first medical
diagnosis.

at admission and 64.41+13.80 at discharge (p < 0.001).
The results of these variables for each diagnostic subgroup
are shown in Table 3.

WHOQOL-Bref

The WHOQOL-Bref was assessed in 171 patients upon
admission and at discharge. All QoL domains improved
significantly when the total patient sample and the
depressive episode subgroup were considered. However,
in the manic episode subgroup, only the psychological
and social domains showed significant improvement, as
also did the psychological and physical health domains in
the psychosis subgroup (Table 4).

Specific symptomatic scales
HAM-D

Among patients with depression, the mean HAM-D scores
improved from 23.40+6.88 at admission to 7.06+4.74 (p <
0.001) at discharge. At discharge, the response rate (> 50%
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decrease from the baseline total HAM-D score) was 82% and
the remission rate (HAM-D < 7) was 52%.

YMRS

In patients with manic/mixed episodes, the mean YMRS
scores were 23.71+x9.88 at admission and 4.62+3.70 at
discharge (p < 0.001). The response rate (> 50% decrease
from the baseline total YMRS score) was 84% and the
remission rate (YMRS < 7) was 81%.

HAM-A

Patients diagnosed with generalized anxiety disorder by MINI
were further assessed using the HAM-A. A total of 67 patients
were assessed; the mean scores were 30.28+9.85 at admis-
sion and 10.55+8.91 at discharge. A total HAM-A score
response (> 50% reduction in total HAM-A score) was veri-
fied in 80% of the patients whereas remission (HAM-A < 7)
was verified in 48% of the patients.

Remission (CGl)

In the analyzed sample, 47 (15.6%) patients achieved remis-
sion during their hospital stay (CGl < 2 upon discharge).
After the univariate analysis, diagnosis (depressive episode,
manic episode or schizophrenia) was included in the reg-
ression model as a possible predictor of remission, adjusted
by CGi scores at admission. The estimates of the effects of
the predictor variables calculated from the regression are
summarized in Table 5. There was no evidence of multi-
collinearity. Patients with manic episodes (odds ratio = 4.03;
95% confidence interval [95%Cl] 1.14-14.30; p = 0.03) were
more likely to achieve remission in CGI scores when com-
pared with patients with depressive episodes.

Discussion

Overall, the present study demonstrated that the intensity
of SMI symptoms markedly decreased and that patients
improved their function and QoL during the hospital stay.
Moreover, patients with manic episodes, when compared
with those with depressive episodes, were more likely to
achieve CGI remission. To our knowledge, few studies
performed in a general hospital setting in Brazil have
assessed improvement of symptoms, functions, and QoL
among acute SMI patients during hospitalization.

Despite debates on and policies against the use of
inpatient therapy, this type of treatment modality in general
hospitals, in addition to non-hospital integrated community
care, is still a strong necessity.® In Brazil, public mental health
care focuses on CAPS, which should be the main referral
centers for severe cases, thus avoiding ward admissions
(psychiatric hospitals or psychiatric wards in general hos-
pitals) whenever possible.”™ SMI patients usually require
different levels of care depending on the intensity of
symptoms, and available evidence supports the combina-
tion of community services and modern hospital care.?®
However, there has been a shortage of psychiatric beds
in general hospitals in Brazil in recent years."!
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Table 2 Pharmacological and non-pharmacological treatment profiles according to diagnosis (MINI)

Psychosis* Depressive episode Manic and mixed episode
(n=50) (n=151) (n=38)

ECT 12 (24.0) 51 (33.8) 12 (31.6)
Psychotherapy 6 (12.0) 55 (36.4) 12 (31.6)
Antipsychotics

Typical 7 (14.0) 14 (9.3) 6 (15.8)

Atypical 13 (26.0) 70 (46.4) 15 (39.5)

Clozapine 20 (40.0) 10 (6.6) 9 (23.7)
Mood stabilizers

Anticonvulsants 16 (32.0) 23 (15.2) 15 (39.5)

Lithium - 12 (7.9) 15 (39.5)
Antidepressants

SSRIs 5 (10.0) 61 (40.4) 4 (10.5)

SNRIs - 8 (5.3) R

TCAs 2 (4.0 9 (6.0) -

Other - 17 (11.3) -
Benzodiazepines 13 (26.0) 29 (19.2) 7 (18.4)

Data presented as n (%).

ECT = electroconvulsive therapy; MINI = Mini-International Neuropsychiatric Interview; SNRIs = serotonin and norepinephrine reuptake
inhibitors; SSRIs = selective serotonin reuptake inhibitors; TCAs = tricyclic antidepressants.

*Schizophrenia and other psychotic disorders.

Many of the positive outcomes shown in the present
study may result from the use of multiple strategies during
inpatient treatment: optimized pharmacological treatment
combined with a multidisciplinary approach, including psy-
chotherapy and sociotherapeutic strategies. Differently
from what we initially thought, the use of clozapine and

ECT was not a good predictor of clinical remission. ECT
was used in approximately 30% of patients with mood
disorders (unipolar and bipolar depression) while clozapine
was given to 40% of psychotic patients. Thus, it is essential
that we not underestimate the benefits of intensive care for
acute episodes, which includes recreational therapy and

Table 3 Main diagnosis (MINI) at baseline and the respective clinical measures at admission and at discharge

Depressive episode (n=117)

Manic/mixed episode (n=19)

Psychosis* (n=33)

Admission Discharge p-value' Admission Discharge p-value Admission Discharge p-value
BPRS 22.39+8.85 8.51+5.89 < 0.001 29.48+11.69 12.74*7.68 < 0.001 32.33=14.30 17.30+10.91 < 0.001
CaGl 4.31:20.92 3.43+1.15 < 0.001  5.96:0.84 3.84+1.65 < 0.001 5.79+0.96 4.45+1.27 < 0.001
GAF 33.26+13.75 64.41+13.80 < 0.001 28.14+11.70 53.90+1843 < 0.001 26.11+10.81 47.71+19.08 < 0.001
HAM-D  24.14+6.98 7.83+5.32 < 0.001 22.81+5.52 8.38+6.38 < 0.001 - - -
YMRS 22.74+10.28 4.16+4.07 < 0.001 - - -

HAM-A  30.27+9.99 10.89+8.54 < 0.001 30.75+10.71

10.00+13.11 0.005 - - -

Data presented as mean = standard deviation.

BPRS = Brief Psychiatric Rating Scale; CGI = Clinical Global Impression Scale; GAF = Global Assessment of Functioning; HAM-A = Hamilton
Anxiety Rating Scale; HAM-D = Hamilton Depression Rating Scale; MINI = Mini-International Neuropsychiatric Interview; YMRS = Young

Mania Rating Scale.
* Schizophrenia and other psychotic disorders.
"Student’s t test; all p-values were statistically significant.

Table 4 WHOQOL-Bref assessments at admission and at discharge in the main diagnostic subgroups

Depressive episode (n=117)

Manic/mixed episode (n=23)

Psychosis* (n=33)

WHOQOL-Bref

domains Admission

Discharge  p-value”  Admission

Discharge p-value  Admission Discharge  p-value

Physical health  42.97+14.44 53.58+13.25 < 0.001 54.19+24.24 58.85+13.66 0.21
38.63+15.31 51.26+16.75 < 0.001 48.44+24.17 61.28+20.28 0.001
Social 42.84+23.52 56.21+23.97 < 0.001 46.01+26.58 57.97+20.18 0.03

Psychological

relationships
Environmental

48.90+17.95 58.72+1594 < 0.001 49.24+21.12 56.77+14.75  0.11

50.29+21.28 59.31+15.50 0.01
54.86+20.99 62.08+17.45 0.01
49.35+29.90 59.11+24.54 0.06

54.30+19.41 58.25+13.34 0.18

Data presented as mean =+ standard deviation.

WHOQOL-Bref = World Health Organization Quality of Life Instrument - Abbreviated version.

fSchizophrenia and other psychotic disorders.
" Student's t test.
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Table 5 Logistic regression for prediction of remission* (CGl < 2 upon discharge) during inpatient treatment (n=163)

95%Cl for OR

p-value
Independent variables” B SE OR Lower Upper
Diagnosis, depressive episode - - 1.00 - - -
Diagnosis, schizophrenia -0.40 0.81 0.66 0.13 3.32 0.62
Diagnosis, manic episode 1.01 0.64 4.03 1.14 14.30 0.03*
Constant 0.99 0.93 2.70 - - 0.29

Adjusted for Clinical Global Impression Scale (CGI) scores at admission. R? = 0.049 (Hosmer & Lemeshow); 0.072 (Cox & Snell); 0.125

(Nagelkerke). 32 of the model: 12.16, p = 0.007.

95%Cl = 95% confidence interval; OR = odds ratio; SE = standard error.
* Remission (CGl < 2 upon discharge) is the dependent variable, coded as 0 = no; 1 = yes (reference category).
TDiagnosis: 0 = depressive episode (reference category); 1 = schizophrenia; 2 = manic episode.

p < 0.05.

implementation of appropriate physical exercise, sleep, and
meal-time routines.

QoL assessment results in this study are consistent with
those of previous investigations, which showed that symp-
tom relief in several psychiatric disorders was associated
with significant improvements in QoL. By contrast, Rubio
et al.? showed that although the remission of several
psychiatric disorders correlated with significant improvement,
remission was generally not associated with full restoration
of health-related QoL, even among those without comorbid-
ities. Consequently, additional investigation is necessary to
compare restoration of QoL with the treatment received by
psychiatric inpatients and by the general population. Evi-
dence suggests that QoL can be regarded as an indepen-
dent outcome criterion unrelated to schizophrenia and
bipolar disorder (especially mania) symptoms given that
the extent of association is too small.* It is therefore neces-
sary to confirm the validity of self-assessed instruments in
psychotic patients. A literature review of studies on schizo-
phrenic patients concluded that QoL is a valid and useful
outcome criterion.®' Further studies should also estimate the
contribution of depressive and anxious symptoms, as well as
other variables, to the QoL of schizophrenic and manic
patients. Moreover, the results obtained for mood disorders
in the present study were similar to those previously reported
in the literature. Previous studies on the relationship between
QoL and depression have generally shown that QoL deficits
in depressed patients are attributable to mood disorders and
that their treatment is usually associated with improvements
in QoL.*? Further studies are necessary for a more in-depth
investigation of the contribution of clinical and sociodemo-
graphic variables to QoL in this population.

In our study, only one patient committed suicide, while
eight had unsuccessful suicide attempts during their stay.
Since this is a strictly supervised unit with highly well-trained
personnel, those events should be considered indicators of
the severity of mental disorders among inpatients.

Even though hospitalization was a little longer in the pre-
sent study, our mean length of stay is clinically comparable
to studies that apparently provided similar inpatient treatment
in Brazil. Mean LOS in previous studies were 27.1+15.0
days®® and 20.3+16.6 days."® Also, mean LOS according
to data on Brazilian public inpatient treatment was 14 days
for psychiatric wards in general hospitals,'" compared to
a median LOS of 15 days (95%CI 14-15) among manic
inpatients treated in private facilities.®* Moreover, in other
countries, Masters et al.>® had a mean LOS of 19.3+21.2
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days and Thompson et al.*® reported a mean hospital stay of
35.4+51.9 days. However, longer LOS is reported in the
literature. Seemiiller et al.'® reported a mean inpatient treat-
ment duration of 53.6+47.5 days while the MARS project
had an average hospitalization time of 82.6::60.2 days."® We
believe the prevalence of severe and resistant disorders
contributed to the results observed in the present study.

Our results also confirm a high incidence of other
clinical comorbidities in psychiatric patients. For example,
the prevalence of HIV/AIDS was 10 times higher than in
the general Brazilian population.?” Conversely, the pre-
valence of hypertension was almost the same as in the
general population.®® The present results might indicate
these chronic disorders are underdiagnosed, even in our
tertiary care center.

Some limitations of our study should be acknowledged.
First, since it is a naturalistic study of patients with acute
episodes, our results might indicate a “return-to-the-mean”
effect. However, the mental severity of our patient sample
argues against this hypothesis. Second, we could not
assure that patients who refused to participate had exactly
the same profile as those who agreed to their inclusion in
this study. Third, the naturalistic study design is associated
with many treatment-related variables that could not be
controlled for. On the other hand, this allows us to ensure
that the treatment provided in our study is “true-to-life.”
Lastly, our data show the acute results of an acute inter-
vention. We did not evaluate if the improvements observed
are stable over time, nor what should be done in terms of
maintenance therapy.

SMI patients showed significant improvement of symp-
toms, function, and QoL during their stay in a general
tertiary hospital. It is not possible to conclude whether the
observed outcomes are related to inpatient treatment.
However, psychiatric hospitalization allowed for a more
intensive treatment and for the use of multiple strategies.
Our data suggest that psychiatric inpatients can have
marked acute improvements during relatively short inter-
ventions (of approximately one month).
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ANEXO 1: TERMO DE CONSENTIMENTO LIVRE E ESCLARECIDO

Termo de consentimento Livre e Esclarecido

O objetivo deste estudo é avaliar no sangue o nivel de algumas substancias que podem
estar alteradas em pessoas com problemas mentais. Vocé estd sendo convidado a participar
deste estudo.

Ser4 feita uma coleta de amostra de sangue (10 mlj, no momento da internagéo e de sua
alta hospitalar. O sangue coletado serd armazenado, para fins de pesquisa, e 0s riscos
envolvidos neste procedimento séo mal-estar passageiro ou mancha roxa no local da coleta de
sangue. Além desta coleta de sangue, vocé fard uma avaliagdo psiquiétrica e psicolégica,
composta por entrevista e alguns questionérios. A entrevista e o preenchimento dos
questionarios nao envolvemn maiores riscos e levara em torno de 40 minutos. Algumas perguntas
podem trazer algum desconforto e vocé tem a liberdade de néo respondé-las. Uma parte destas
avaliagbes serd repetida na sua alta e em 6 meses depois, por telefone. O nome do paciente
sera mantido em sigilo pelos pesquisadores, sendo estes dados utilizados apenas para esta
pesquisa. Vocé nao terd nenhum custo pela participagao neste estudo.

Eu, , fui informado dos objetivos especificados acima e
da justificativa desta pesquisa, de forma detalhada e clara. Recebi informagdes especificas sobre
cada procedimento, dos desconfortos e riscos previstos, tanto dos beneficios esperados. Todas
minhas duvidas foram respondidas com clareza e sei que poderei solicitar novos
esclarecimentos a qualquer momento. Além disto, sei que terei liberdade de retirar meu
consentimento de participagdo na pesquisa de acordo com estas informagbes e a qualquer
momento do estudo, sem que isto traga prejuizo ac meu atendimento.

O profissional ; certificou-me de que as informagdes
por mim fornecidas teréo carater confidencial, sem identificagao do paciente.

Este documento foi elaborado em 2 vias, uma ficara com vocé e outra ficara arquivada
com o pesquisador.

Em caso de duvidas, entrar em contato com Dr. Marcelo Fleck ou com Dra, Neusa Sica
da Rocha pelos telefones 33598294 ou 33598413. Servigo de Psiquiatria- HCPA Ramiro
Barcelos, 2350- 4° andar, sala 400 N.

Autorizo o uso do material e das informag6es coletadas para uso em outros estudos
futuros desde que aprovados pelo Comité de Etica em Pesquisa do Grupo de Pesquisa e
Pés-graduagéo.

() Sim, autorizo. ( ) Nao, néo autorizo

Assinatura do paciente Assinatura do investigador

Assinatura do responséavel legal
Data:

Caso tenha dividas sobre questes éticas desta pesquisa, ligue para o Comité de Etica em
Pesquisa-HCPA, fone 51 33598304
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ANEXO 2: Protocolo de avaliagao na admissao (T0) e alta (T1)

Hospital de Clinicas de Porto Alegre A Protocolo n®
Servico de Psiquiatria
Unidade de Internacéo Psiquiatrica
BAIXA

Data do preenchimento:

Data da baixa:

Entrevistador: LT T T T T T T

Inclusao prévia: El Sim - Protocolon 2 |:|:|:|:| El Nao

1. Identificacao

@®11ProntuarioHCPA: | | | [ T [ T T |

96

®i12NomeCompleto: [ | | [ | [ [ [ [ [ [ [ [ [ [ [ [1]]

@®1.3. Leito: II] SUS Convénio Particular

@®1.4. Origem: lIl Emergéncia (psiquiatrica) Internagao Eletiva
3 Transferéncia de Servigo Ordem judicial Transferéncia de outro hospital
@ 1.5. Sexo: Masculino Feminino
@ 1.6. Data de nascimento: LTI T T T
@®1.7. Idade: |:|:| anos
1.8. Etnia: branco nao-branco

1.9 Orientaco Sexual: heterossexual homossexual sem condicdes
bissexual n&o quer informar de responder

1.10. Situag&o Conjugal: [ 1 ]solteiro casado ou companheiro fixo

[ 3 |separado ou divorciado vidvo
prefere nao informar sem condigdes de responder

1.11. Ocupacgao: estudante com ocupacgao remunerada
Sem 0CUpPagao (nao aposentado) dona de casa
em auxilio-doenca E aposentado por tempo servigo

aposentado por invalidez prefere nao informar

| 777]sem condigdes de responder

1.12. Escolaridade: [0]Sem escolaridade Médio completo
Fundamental incompleto Superior incompleto
Fundamental completo E Superior completo

Médio Incompleto Pos-graduagao
néo quer informar sem condi¢des de responder

I:I:I anos de estudo completos (contar a partir da primeira série, excluindo repeténcias)



1.13. Sabe ler e escrever? E sim Néo néo quer informar sem condigdes

responder

1.13. Repeténcia escolar: [1] sim néo | 666|nao quer informar sem

condigdes responder

[ T ] anos repetidos

®it5Endereco: [ [ [ [ [ [ [ [ T T T T T TTTTTTT]

@ 1.16. Cidade: N N N Y (7= . I

1.17. Telefone para contato: 1- celular | | ] | | l | | | | |

2-convenciona|| | | | | | l I | | |

PESSOA DE REFERENCIA: [T T T T ITTTTT1]1

meteFone: | [ [ [ [ [ [ [ [ ] |

1.18. Peso atual (medido): \:I:D Kg Altura (medida):|:|:|:| cm
1.19. Menor peso da vida adulta [ T ] Ko ldade: [ ] ]

(acima 18 anos)

Nao sabe Prefere nao responder sem condi¢des de responder
1.20. Maior peso ao longo da vida: |:|:|]:| Kg Idade: |:|:|
N&o sabe Prefere nao responder sem condi¢des de responder

1.21. Mudanca no tamanho da roupa antes e depois do tratamento psiquiatrico:

lII sim Aumento Redugéo
nao

nao sei nao quer informar 777| sem condigdes de responder
2. Caracteristicas da Doenca

@ 2.1 Diagnostico Atual (CID): [ [ [ [ |

ESCREVER POR EXTENSO:

2.2. Idade que recebeu diagnostico médico: || |anos N&o sabe Nao quer

informar E sem condig6es de responder

2.3. 12 diagnéstico recebido: [ | [ [ ]
ESCREVER POR EXTENSO:

Nao sabe Nao quer informar ern condi¢oes de responder
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2.4. Idade que usou medicagao psiquiatrica pela primeira vez: D:l anos

Qual (nome medicagéo)| LT T LTI 1]

cédigo medicacgao: \:D

@Nunca usou N&o sabe Nao quer informar 777 Jsem condiges responder

2.5. Vinha em uso de medicacéo psiquiatrica no ultimo més?
Sim Néo Nao sabe N&o quer responder Sem condigGes responder
Se sim, vinha em uso de medicacao psiquiatrica no ultimo ano?
Sim, continuo Sim, intermitente - Nao 555 Nao sabe

Néo quer responder Sem condigdes responder

2.6. Presenca psicose ho 1° episodio:

Sim - Nzo [555] Nao sabe- N&o quer responder sem

condicdes de responder

2.7. 1° crise desencadeada por substancia:

Sim Nao Nao sabe [ 666] Nao quer informar sem

condi¢des de responder

Se sim:
[ 1] Antidepressivo, Qual: Anorexigeno, qual: El Anfetamina Sibutramina
| 2 | Maconha | 6] Estimulantes (energéticos)/Metilfenidato
3| Cocaina Hormanios, qual: g1I| anabolizantes| 2 | tireéide
| 4] Alcool | 8 | Outros, Qual:

@ 2.8. Hospitalizacdes Psiquiatricas: sim [ 2] nao [ 555 Nao sabe [666] [ 666 | Nao
quer informar sem condi¢des de responder

Sesim,quantas: [ | |

@ 2.9. Idade na hospitalizacdo anterior: |:|:| anos
@ Nao sabe @' Nao quer informar - em condigoes responder
® 2.10. Jé realizou ECT: sim [ 2]nao [555] Nao sabe [666] sem

condigdes de responder

Se sim, quantas séries: El:l

2.11. Tentativa de suicidio: [1]sm [ 2] nao [555]nao sabe [666] nao quer
informar sem condig¢des de responder

Se sim, nimero: |:|:| vezes
2 12 Tipo tentativa:

Arma de fogo [2 |Enforcamento ECortar pulsos Medicagao Pular de
local alto

[elowo [T T T T T T T TT]
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Atropelamento - jogar-se diante de veiculo em movimento
Ferimentos auto-inflingidos com arma branca (esfagueamento), que néo cortar os pulsos
Néo sabe @ Prefere ndo informar Sem condigdes de responder
(se houver mais de um tipo, marcar todos os tipos de tentativa )
3. Habitos
3.1. Tabagismo Passado: sim nao
Né&o sabe Prefere ndo informar Sem condi¢des de responder

Se sim, tempo de uso : |:|:| anos
Tabagismo Atual: sim nao

N&o sabe Prefere néo informar Sem condigbes de responder
Se sim, [:I:l magos/dia:

3.2. Uso Atual Cha: sim néo
Chimarréo:msim nao
Café: sim nao

3.3 Ja usou ou usa drogas de abuso: Sim Nao

N&o sabe Prefere ndo informar Sem condigdes de responder

e sim, qual?
Maconha |I| Uso Atual Uso passado

Cocaina IIIUSO Atual Uso passado
Crack |I|Uso Atual Uso passado
Alucinégeno Uso Atual Uso passado
Anfetaminas Uso Atual Uso passado
E Alcool Uso Atual Uso passado
BenzodiazepfnicomUso Atual Uso passado
gouwo ua?d [ | [ [T T [ [ [ [ ] |I| Uso Atual Uso passado

4. Tratamento Psiquiatrico
4.1. Vocé ja foi submetido a algum tratamento psiquiatrico? 1 éo

N&o sabe Prefere nao informar Sem condi¢des de responder
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Quais medicamentos vocé tomou para qualquer dos comportamentos/ problemas

psiquiatricos?

(Preencher de acordo com cadigos em Tabela de Medicagdes Psiquiatricas):

100

N2 medicagdo | Uso atual Dose N2 medicagdo | Uso atual Dose
1Sim | 2 Nao 1 Sim | 2 Nao
1 8Sim | 2 Nao 1 Sim | 2 Nao
1Sim | 2 Néo 1 Sim | 2 Néo
1Sim | 2 Nao 1 Sim | 2 Nao
1 Sim | 2 Nao 1 Sim | 2 Nao

5. Historia Familiar de Doenca Psiquiatrica:

Filho adotivo? Sim Nao

777 |sem condices de responder

Nao Sabe ndo quer informar

Cédigo para transtorno: 1 — Transtorno Bipolar 2- Depressao 3- Esquizofrenia
4- Ansiedade 5 — Problemas com alcool 6 — Problemas com drogas

Cadigo para desfecho: 1- Tentativas de suicidio 2- Suicidio completo 3-Internacdo

psiquiatrica 4- Uso de medicagao psiquiatrica

l:l MARCAR SE SEM HISTORIA FAMILIAR DE TRANSTORNO PSIQUIATRICO

Se sim:

1 Maée Transtorno: |:| Desfecho: \:l

2 Pai Transtorno: [_| Desfecho: [ |

3 Irmaos Quantos afetados? [ | | Transtorno: ||
4 Avé/Avé Materno  Quantos afetados? El:l Transtorno: |:]
5 AvO/Avo Paterno  Quantos afetados? [ | | Transtorno: [ |
6 Tios Maternos Quantos afetados? |:|:| Transtorno: D
7 Tios Paternos Quantos afetados? [ [ ] Transtorno: [ |

6. Fatores relacionados ao sexo feminino

(Obs: codificar para sexo masculino: 888- nao se aplica)

6.1. Gravidez atual? [ 1_|Sim [ 2 [Nao Nao Sabe nao quer informar

777 Jsem condigcoes de responder

Desfecho:

Desfecho:

Desfecho:

Desfecho:

Desfecho:

Joodg

6.2. Uso atual de método anticoncepcional: sim néao Nao Sabe néo

quer informar sem condigoes de responder

Se sim, Qual (is): [ 1 ]Anticoncepcional oral

(pilula) DIU

Camisinha Diafragma coitointerrompido EL.Tubéria

Vasectomia do marido tabelinha EAnticoncepcional Injetéavel

[10]outro, qual:

6.3. Gestacdes: |:|

6.4. Partos Normais: |:|

6.5. Partos cesareos: I:l

6.6. Abortos: Espontaneos |:|
Provocados [ |



6.7. Menopausa: II| sim néo N&o Sabe néo quer informar

sem condi¢des de responder
Se sim, idade: |:|:| anos.

6.8. Terapia de Reposigio Hormonal (atual): sim nao Nao Sabe
nao quer informar sem condigdes de responder

7._Desenvolvimento

7.1. Qual a idade da sua mé&e quando vocé nasceu? |:|:| (margue 555 se nao souber)

7.2. Durante a sua gestagio sua mae fez uso de

Medicagoes? El sim néo nao sei nao quer informar
sem condigGes de responder
sesmaua?[ T [T [ T T T T T TTTTTTTITTTI]

Drogas? II] sim néo néo sei n&o quer informar

sem condigdes de responder

Sesmaqua?[ | [ [ [ [ [T T T [T T TTTITTTTT]

Cigarro? [1 ]sim [2 a0 N30 sei n&o quer informar

sem condicées de responder

Alcool? II]sim né&o n&o sei n&o quer informar

sem condigdes de responder

7.3. Seu parto foi normal cesareana nao sei nao quer informar
sem condicées de responder

7.4.: Vocé teve algum atraso no desenvolvimento? (sentar, caminhar, falar)

sim nao nao sei nao quer informar sem condigbes

de responder

8. Moradia:
Vive: Sozinho Com familiares (exceto esposa/o) Em pensionato

Eminstituigéo Qual’?| | | | | | | | | | |
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[5 | Com esposo(a) ou companheiro (a) [ 6 Morador de Rua [7]outro. Quai: [ | [ [ ] |

[ ]
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Classificagdo Economica

1. Posse de Itens

0 1 2 3 4ou+
Televisao em Cores 0 2 3 4 5
Radio 0 1 2 3 4
Banheiro 0 2 3 4 4
Automovel 0 2 4 5 5
Empregada Mensalista 0 2 4 4 4
Aspirador de P6 0 1 1 1 1
Maquina de Lavar 0 1 1 1 1
Video Cassete e/ou DVD 0 2 2 2 2
Geladeira 0 2 2 2 2
Freezer (aparelho independente ou 0 1 1 1 1
parte da geladeira duplex)
2. Grau de Instrucao do chefe da familia
Analfabeto /Primério incompleto 0
Primério completo / Ginasial incompleto 1
Ginasial completo / Colegial incompleto 2
Colegial completo / Superior incompleto 3
Superior completo 5

Classe;

A1 (30-34) [2 ]A2 (25-29) B1 (21-24) B2 (17-20)
C (11-16) [6]D (6-10) E (0-5)

Impressao do avaliador:

Entrevista facil: paciente informa bem em relagao a datas e fatos

Entrevista média: paciente informa bem alguns aspectos, mas n&o outros, menos de
metade das informacdes sdo de prontuario ou do familiar

Entrevista dificil: paciente informa pouco, maioria das informagdes obtidas de
prontuario ou familiar

Entrevista muito dificil: paciente ndo informa quase nada, baixa confiabilidade das
informagdes

Entrevista impossivel — informagdes apenas de terceiros.

NUMERO DE INTERNAGOES PSIQUIATRICAS NO HCPA: [ | |

NUMERO TOTAL DE INTERNAGOES NO HCPA: [ | |



Por favor, leia cada questéo, veja o que vocé acha e circule no nimero que lhe parece a melhor resposta.

Muito Ruim Ruim

Nem ruim nem boa

Boa Muito boa

1 Como vocé avaliaria sua 1 2 3 4 5
qualidade de vida?
Muito Insatisfeito Nem satisfeito Satisfeito Muito
insatisfeito nem insatisfeito satisfeito
2 | Quéo satisfeito(a) vocé 1 2 3 4 5
estd com a sua saude?

As questdes seguintes séo sobre o quanto vocé tem sentido algumas coisas has duas Ultimas semanas:

Nada Muito pouco

Mais ou Bastante

menos

extremamente

Em que medida vocé
acha que a sua dor
(fisica) impede vocé de
fazer o que vocé
precisa?

1 2

3 4

5

O quanto vocé precisa
de algum tratamento
médico para levar a
sua vida diaria?

O quanto vocé
aproveita a vida?

Em que medida vocé
acha que a sua vida
tem sentido?

O quanto vocé
consegue se
concentrar?

Quéo seguro(a) vocé
se sente em sua vida
diaria?

Quéo saudavel é seu
ambiente fisico (clima,
barulho, poluigao,
atrativos)?

As questdes seguintes sdo sobre quao completamente vocé tem sentido ou é capaz de fazer certas
coisas nestas Ultimas duas semanas:

Nada Muito pouco

Médio Muito

Completamente

10

Vocé tem energia
suficiente para o seu
dia-a-dia?

1 2

3 4

5

11

Vocé é capaz de aceitar
sua aparéncia fisica?

12

Vocé tem dinheiro
suficiente para
satisfazer suas
necessidades?

13

Quao disponiveis para
vocé estao as
informagdes que
precisa no seu dia-a-
dia?

14

Em que medida vocé
tem oportunidades de
atividades de lazer?
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As questdes seguintes sdo sobre qudo bem ou satisfeito vocé se sentiu a respeito de varios aspectos
de sua vida nas duas uUltimas semanas:

Muito Ruim Ruim Nem ruim nem bom | Bom | Muito bom
15 | Quédo bem vocé é capaz 1 2 3 4 5
de se locomover?
Muito Insatisfeito Nem satisfeito Satisfeito Muito
insatisfeito nem insatisfeito satisfeito
16 Quao satisfeito(a) vocé 1 2 3 4 5
esta com seu sono?
17 Quéo satisfeito(a) vocé 1 2 3 4 5
estd com sua capacidade
de desempenhar as
atividades do seu dia-a-
dia?
18 Quéo satisfeito(a) vocé 1 2 3 4 5
estd com sua capacidade
para o trabalho?
19 Quéo satisfeito(a) vocé 1 2 3 4 5
esta consigo mesmo?
20 Quaéo satisfeito(a) vocé 1 2 3 4 5
esta com suas relagdes
pessoais (amigos,
parentes, conhecidos,
colegas)?
21 Quaéo satisfeito(a) vocé 1 2 3 4 5
esta com sua vida
sexual?
22 Quao satisfeito(a) vocé 1 2 3 4 5
estd com o apoio que
vocé recebe de seus
amigos?
23 Quaéo satisfeito(a) vocé 1 2 3 4 5
estd com as condigbes
do local onde mora?
24 Quao satisfeito(a) vocé 1 2 3 4 5
estd com seu acesso aos
servicos de saude?
25 Quéo satisfeito(a) vocé 1 2 3 4 5
esta com o seu meio de
transporte?
As questdes seguintes referem-se a com que freqiiéncia vocé sentiu ou experimentou certas coisas nas
ultimas duas semanas:
Nunca Algumas Frequentemente Muito sempre
vezes frequentem
ente
26 Com que freqliéncia vocé 1 2 3 4 5
tem sentimentos negativos
tais como mau humor,
desespero, ansiedade,
depressao?

Alguém lhe ajudou a preencher este questiondrio? ....................
Quanto tempo vocé levou para preencher este questionério? ...

Vocé tem algum comentario sobre o questionario?
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Eventos de Vida Estressores

Nos estamos interessados na relag@o entre os acontecimentos de vida que possam ter-lhe
estressado (estressores), o inicio e a evolugdo de sua depressédo. Por favor, marque qualquer
um dos seguintes acontecimentos de vida que possam ter-lhe estressado (estressores) que
vocé enfrentou nos 12 meses que antecederam o inicio da sua crise atual.

Por favor, marque: 0-nado, 1-sim

1. Um membro da familia préximo (por exemplo esposa, filho, pai/mae, tio, etc.)

Teve uma doenga médica grave

Teve uma lesdo grave (por exemplo, ferimento, batida)

L]

Morreu

2. Estive envolvido em uma briga séria com um parente, chefe, amigo intimo ou vizinho. D

w

. Enfrentei problemas com a lei (isto &, com a justica).

[]

4. Tive dificuldades importantes com pessoas proximas (amigos, parentes, esposa, etc.). D
5. Estive afastado do trabalho por mais de 3 meses.

6. Um relacionamento intimo (casamento ou outro) terminou.
7. Um amigo intimo morreu.

8. Tive uma doenga médica grave.

9. Perdi meu emprego.

10. Tive uma crise financeira importante.

11. Tive uma leséo (ferimento, batida) grave.

12. Alguma coisa valiosa foi perdida ou roubada.

13. Fui agredido/atacado fisicamente.

RN [

14. Fui agredido/abusado sexualmente.

15. Outros acontecimentos de vida que possam ter-lhe estressado (estressores) —
por favor, informe qual/quais.

16. O quéo estressante vocé consideraria todos os acontecimentos juntos?

Por favor use os cédigos abaixo: |:|
0 — nem um pouco 1 —leve 2 —moderado 3 —grave

4 —extremo 5 — catastrofico

17. Dos acontecimentos de vida que |he estressaram, qual foi o que mais o abalou nos 12
meses que antecederam o inicio desta crise?

18. Quao estressante para vocé foi este acontecimento de vida? |:|
Por favor use os cédigos abaixo:
0 — nem um pouco 1 —leve 2 —moderado 3 —grave

4 —extremo 5 - catastréfico



Hospital de Clinicas de Porto Alegre Protocolo n®
Servico de Psiquiatria
Unidade de Internagao Psiquiatrica
ALTA

Data do preenchimento:

Data da alta:

Entrevistador: [TTTTT1

1. Identificagao

@ 1.1 ProntuarioHCPA: [ [ [ T T T T[T |
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@12NomeCompleto:| | [ | | [ [ [ [ [ [ [ [ [ [ ] ]

1.3 Peso atual (medido): [ [ | | Kg 1.4 Altura (medida): [ [ |om
1.4 Mudanga no tamanho da roupa antes e depois do tratamento psiquiatrico durante
internagao:

[1] sim nao nao sei nao quer informar sem condigdes de

responder

1.5 Se sim: AUMENTO REDUGAO

2. Caracteristicas da Doenca

@2.2 Tempo de internagao: EED dias
®2.3 Tipo de internagéo voluntaria

involuntéria

® 2.4 Motivo da internagéo Risco de agresséo Risco de suicidio Risco Moral

Risco ao Patriménio Elucidagéo Diagnostica EOutros(Especifique) BN

Piora dos sintomas

(ATENGAO: marcar se houver mais de um motivo)

3.1 Diagnosticonaalta(CIiD): [ [ [ [ |

ESCREVER POR EXTENSO:

N&o sabe Prefere ndo informar 777 Sem condigdes de responder

3.2 DIAGNOSTICO SECUNDARIO (cD): [ | | [ ]
ESCREVER POR EXTENSO:

Nao sabe Prefere ndo informar Sem condi¢ées de responder



4.1 Realizou ECT nessa internagéo: |I| sim néo
4.2 Sesim, quantas sessdes: [ | | |
5.1 Tentativa de suicidio nessa internagéo: sim nao

52 8esim [ [ [ | vezes

5.3 Tipo tentativa: El Arma de fogo Enforcamento Cortar pulsos

El Medicagao Pular de local alto

[eJouwo [ T T T T T T T TT]

Atropelamento - jogar-se diante de veiculo em movimento

Ferimentos auto-inflingidos com arma branca (esfagueamento), que ndo cortar os pulsos

Nao sabe Prefere nao informar Sem condigbes de responder

(MARCAR SE MAIS DE UMA OPGAO)

6. Tratamento Psiquiatrico
@ 6.1 Quais medicamentos vocé tomou durante a internacao ?

N® medicacao | Uso atual Dose N® medicacao | Uso atual Dose
1 Sim | 2 Nao 1 Sim | 2 Nao
1Sim | 2 Néo 1 Sim | 2 Nao
1Sim | 2 Nao 1 Sim | 2 Nao
1Sim | 2 Nao 1 Sim | 2 Nao
1 Sim | 2 Nao 1 Sim | 2 Nao

7.1 Levando em consideragao o problema que lhe trouxe a tratamento, em relagéo a seu

estado na baixa, vocé esta:

El pior |I] Igual Melhor N&o sabe Prefere nao informar
Sem condigdes de responder

8.1 Vocé voltard a morar no mesmo lugar em que vivia antes da internagao?

II| Sim Nao Nao sabe Prefere néo informar Sem condicbes

de responder

8.2 Onde? pensao institucionalizagao ira morar com outro

familiar

[AJowo-qua?[ T T T T T T T T TTTTTTTTTTT]

Nao sabe | 666] Prefere ndo informar Sem condigdes de responder
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@ 9.1 Vocé ja tem um local para seguir seu atendimento?

E sim nao Nao sabe Prefere nao informar Sem condigées de

responder

[1] Ambulatério HCPA

IZI Psiquiatra particular (ndo psicoterapia)

CAPS HCPA / |:| OUTRO CAPS Qual?

CAPS AD
[Elowoqua? [T T [T [ T[T [T]

[6 ] Posto de Saude

@ 10. Indicacéo de tratamento:

®10.1 Psicoterapia Sim Néo N&o sabe Prefere n&o informar

Sem condiges de responder

@10.2 Medioamentos:Sim Nao a0 sabe Prefere nao informar
Sem condi¢des de responder
@ 10.3 Quais?

N2 medicagao Dose N® medicagéo Dose




Por favor, leia cada questao, veja o que vocé acha e circule no nimero que Ihe parece a melhor resposta.

Muito Ruim Ruim Nem ruim nem boa Boa Muito boa
1 Como vocé avaliaria sua 1 2 3 4 5
qualidade de vida?
Muito Insatisfeito Nem satisfeito Satisfeito Muito
insatisfeito nem insatisfeito satisfeito
2 | Quéo satisfeito(a) vocé 1 2 3 4 5
estd com a sua saude?

As questdes seguintes sdo sobr

e o guanto vocé tem sentido algumas coisas nas duas Ultimas semanas:

Nada

Muito pouco

Mais ou
menos

Bastante

extremamente

Em que medida vocé
acha que a sua dor
(fisica) impede vocé de
fazer o que vocé
precisa?

1

2

3 4

5

O quanto vocé precisa
de algum tratamento
médico para levar a
sua vida diaria?

O quanto vocé
aproveita a vida?

Em que medida vocé
acha que a sua vida
tem sentido?

O quanto vocé
consegue se
concentrar?

Quéo seguro(a) vocé
se sente em sua vida
diaria?

Quao saudavel é seu
ambiente fisico (clima,
barulho, poluicao,
atrativos)?

As questdes seguintes sdo sobre quao completamente vocé tem sentido o

coisas nestas Ultimas duas semanas:

u € capaz de fazer certas

Nada

Muito pouco

Médio

Muito

Completamente

10

Vocé tem energia
suficiente para o seu
dia-a-dia?

1

2

3 2

5

11

Vocé é capaz de aceitar
sua aparéncia fisica?

12

Vocé tem dinheiro
suficiente para
satisfazer suas
necessidades?

13

Quao disponiveis para
vocé estdo as
informagdes que
precisa no seu dia-a-
dia?

14

Em que medida vocé
tem oportunidades de

atividades de lazer?
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As questdes seguintes s&o sobre qudo bem ou satisfeito vocé se sentiu a respeito de varios aspectos
de sua vida nas duas Ultimas semanas:

Muito Ruim Ruim Nem ruim nem bom | Bom Muito bom
15 | Quéo bem vocé é capaz 1 2 3 4 5
de se locomover?
Muito Insatisfeito Nem satisfeito Satisfeito Muito
insatisfeito nem insatisfeito satisfeito
16 Quéo satisfeito(a) vocé 1 2 3 4 5
esta com seu sono?
17 Quaéo satisfeito(a) vocé 1 2 3 4 5
estd com sua capacidade
de desempenhar as
atividades do seu dia-a-
dia?
18 Quao satisfeito(a) vocé 1 2 3 4 5
estd com sua capacidade
para o trabalho?
19 Quéo satisfeito(a) vocé 1 2 3 4 5
estd consigo mesmo?
20 Quéo satisfeito(a) vocé 1 2 3 4 5
esta com suas relacées
pessoais (amigos,
parentes, conhecidos,
colegas)?
21 Quéo satisfeito(a) vocé 1 2 3 4 5
esta com sua vida
sexual?
22 Quao satisfeito(a) vocé 1 2 3 4 5
estd com o apoio que
voceé recebe de seus
amigos?
23 Quéo satisfeito(a) vocé 1 2 3 4 5
estd com as condigdes
do local onde mora?
24 Quao satisfeito(a) vocé 1 2 3 4 5
estd com seu acesso aos
servigos de salde?
25 Quéo satisfeito(a) vocé 1 2 3 4 5
estd com o seu meio de
transporte?
As questdes seguintes referem-se a com que fregliéncia vocé sentiu ou experimentou certas coisas nas
ultimas duas semanas:
Nunca Algumas Frequentemente Muito sempre
vezes frequentem
ente
26 Com que freqliéncia vocé 1 2 3 4 5
tem sentimentos negativos
tais como mau humor,
desespero, ansiedade,
depressdo?

Alguém lhe ajudou a preencher este qUESHONANIO? ...c...cvvivviiiiiiiiii e
Quanto tempo vocé levou para preencher este qUESHIONANO? ...cevvevveivviiiiiiie e

Vocé tem algum comentério sobre o questionario?
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indice de Religiosidade da Universidade Duke

(1) Com que freqiiéncia vocé vai a uma igreja, templo ou outro encontro religioso?
1. Mais do que uma vez por semana
2. Uma vez por semana
3. Duas a trés vezes por més
4. Algumas vezes por ano
5. Uma vez por ano ou menos
6. Nunca

(2) Com que freqiiéncia vocé dedica o seu tempo a atividades religiosas individuais,

como preces, rezas, meditacoes, leitura da biblia ou de outros textos religiosos?

1. Mais do que uma vez ao dia

2. Diariamente

3. Duas ou mais vezes por semana
4. Uma vez por semana

5. Poucas vezes por més

6. Raramente ou nunca

A secdo seguinte contém 3 frases a respeito de crengas ou experiéncias religiosas. Por

Jfavor, anote o quanto cada frase se aplica a vocé.

(3) Em minha vida, eu sinto a presenca de Deus (ou do Espirito Santo).
1. Totalmente verdade para mim
2. Em geral € verdade
3. Nao estou certo
4. Em geral nfo é verdade
5. Nio € verdade

(4) As minhas crengas religiosas estdo realmente por trds de toda a minha maneira de

viver.

1. Totalmente verdade para mim
2. Em geral é verdade

3. Nao estou certo

4. Em geral ndo € verdade

5. Néo é verdade

(5) Eu me esforco muito para viver a minha religido em todos os aspectos da vida.
1. Totalmente verdade para mim
2. Em geral é verdade
3. Nao estou certo
4. Em geral ndo € verdade
5. Nao é verdade
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Circule os nimeros que se pare¢cam com as experiéncias vividas por vocé, sendo que
1 representa que vocé discorda totalmente, ou seja, € como se fosse falso e 7 é que
vocé concorda totalmente, como se fosse verdadeira a afirmagéao.

1. Quando eu faco planos, eu levo eles até o fim

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
2. Eu costumo lidar com os problemas de uma forma ou de outra
(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
3. Eu sou capaz de depender de mim mais do que qualquer outra pessoa
(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
4. Manter interesse nas coisas é importante para mim

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
5. Eu posso estar por minha conta se eu precisar

(discordo totalmente) 1 2 3 4 5 6 7 (concordototalmente).
6. Eu sinto orgulho de ter realizado coisas em minha vida

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
7. Eu costumo aceitar as coisas sem muita preocupacao

(discordo totalmente) 1 2 3 4 5 6 7 (concordototalmente).
8. Eu sou amigo de mim mesmo

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
9. Eu sinto que posso lidar com varias coisas ao mesmo tempo

(discordo totalmente) 1 2 3 4 5 6 7 (concordototalmente).
10. Eu sou determinado

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
11. Eu raramente penso sobre o objetivo das coisas

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
12. Eu faco as coisas um dia de cada vez

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
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13. Eu posso enfrentar tempos dificeis porque ja experimentei dificuldades antes
(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
14. Eu sou disciplinado

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
15. Eu mantenho interesse nas coisas

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
16. Eu normalmente posso achar motivo para rir

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
17. Minha crenga em mim mesmo me leva a atravessar tempos dificeis
(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
18. Em uma emergéncia, eu sou uma pessoa em quem as pessoas podem contar
(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
19. Eu posso geralmente olhar uma situacao de diversas maneiras

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
20. As vezes eu me obrigo a fazer coisas querendo ou ndo

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
21. Minha vida tem sentido

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
22. Eu néo insisto em coisas as quais eu ndo posso fazer nada sobre elas
(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
23. Quando eu estou numa situagao dificil, eu normalmente acho uma saida
(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
24. Eu tenho energia suficiente para fazer o que eu tenho que fazer
(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).
25. Tudo bem se ha pessoas que nao gostam de mim

(discordo totalmente) 1 2 3 4 5 6 7 (concordo totalmente).

QUESTIONARIO DE APOIO SOCIAL - ESTUDO MOS
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em busca de companhia, ajuda ou outros tipos de apoio.

As proximas perguntas séo sobre aspectos da sua vida com a familia e amigos
na sua vida pessoal e oportunidades em que as pessoas procuram por outras

1. Com quantos PARENTES vocé se sente a vontade e pode falar sobre quase

tudo? (Se for o caso, inclua esposo(a), companheiro(a) ou filhos nesta resposta)

parentes [1 ndo tenho nenhum parente

I12. Com quantos AMIGOS vocé se sente a vontade e pode f

alar sobre quase tudo? (N&o inclua nesta resposta esposo (a), companheiro (a),

filhos ou outros parentes)
amigos [ nao tenho nenhum amigo

I3. Se vocé precisar, com que

frequéncia vocé conta com alguém: Nunca Raramente Asvezes Quase Sempre
Sempre
a) Que o ajude se vocé ficar de cama? N 0] s[] 0 s[]
?a)lsr%ra lhe ouvir quando vocé precisa N 2] s[] nn [
gi)tLIJ’:gg;hdeedca::’sbe%ns conselhos em uma .0 o[ s[] [ s[]
d) Para leva-lo ao médico? .0 2] a[] [ s[]
e) Que demonstre amor e afeto por vocé? N 0] s[] 0 s[]
f) Para divertirem-se juntos? .0 2] [ ] nn s[]
bmpreender determinada stuegaor 10 20 a0 40 50
o sabre ses problemas? o Ll 4l 0 0 S0
i) Que Ihe dé um abrago? n -] a[] .0 5[]
j) Com quem relaxar? .0 o[ a[] .0 50
It e s NS N = N R
m) De quem realmente quer conselhos? .0 . (] +0 5[]
n) Com quem distrair a cabec¢a? N 2] s[] n s[]
%:éa;; aal!Lclj%ae-L?erj?as tarefas didrias se n o] o] .0 5[]
Al s =R =R = R =
Gpusdasoesi oty (0 o0 W0l
r) Para fazer coisas agradaveis? .0 . a[] [ 5[]
s) Que compreenda seus problemas? N -] a[] [ [
t) Que vocé ame e faga vocé se sentir .0 o[ [ [ o

querido?
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ESCALA DE AVALIACAO DE SATISFACAO DE USUARIOS COM OS
SERVICOS DE SAUDE MENTAL

Nos vamos lhe fazer algumas perguntas sobre o seu grau de satisfacao geral com o
(nome do servico). Eu vou ler para vocé todas as perguntas e todos os tipos de
resposta. Nao ha respostas certas ou erradas. Queria responder de acordo com sua
opiniao pessoal.

1. Qual a sua opinido sobre a maneira como vocé f oi tratado, em termos de respeito e
dignidade?

Nunca me senti respeitado
Geralmente ndo me senti respeitado
Mais ou menos

Geralmente me senti respeitado
Sempre me senti respeitado

O WON =

2. Quando vocé falou com a pessoa que admitiu vocé no (no me do servico), vocé sentiu
que ele/a ouviu vocé?

Nio me ouviu de forma alguma
Nao me ouviu bastante

Mais ou menos

Me ouviu bastante

Me ouviu muito

AL WN =

3. Até que ponto a pessoa que admitiu vocé no (nome do servico) pareceu
compreender o seu problema?

Nio me compreendeu de forma alguma
Nio me compreendeu muito

Mais ou menos

Me compreendeu bem

Me compreendeu muito bem

AL WN =

4. Em geral, como vocé acha que a equipe do (nome do servi¢o) compreendeu o tipo de
ajuda de que vocé necessitava?

Nio me compreendeu de forma alguma
Nio me compreendeu muito

Mais ou menos

Me compreendeu bem

Me compreendeu muito

AL wWwnN =

5. Qual sua opinido sobre o tipo de ajuda dada a vocé pelo (nome do servico)?

Parece que eles pioraram as coisas
Nio obtive nenhuma ajuda

Nio obtive muita ajuda

Senti que obtive alguma ajuda
Senti que obtive muita ajuda

AL wWwN =
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6. Vocé ja teve alguma dificuldade para obter informacdes da equipe do (nome do
servico) quando vocé pediu por elas?

Muito freqiientemente
Freqiientemente

Mais ou menos
Raramente

Nunca

Eu nunca pedi

AL WN =

7. Até que ponto vocé esta satisfeito com a discussdo que foi f eita com vocé sobre o seu
tratamento no (nome do servigo)?

Muito insatisfeito
Insatisfeito
Indiferente
Satisfeito

Muito satisfeito

LN =

8. Vocé considerou que a equipe do (nome do servigo) estava lhe ajudando?

Nunca
Raramente
Mais ou menos
Freqiientemente
Sempre

O WN =

9. Em geral, como vocé classificaria a acolhida dos prof issionais do (nome do servico)?

Nada amigdvel
Pouco amigdvel
Mais ou menos
Amigavel
Muito amigdvel

AR WN=

10. Em geral, como vocé classificaria a competéncia da equipe do (nome do servico) ?

Muito incompetente
Incompetente

Mais ou menos
Competente

Muito competente

AL wWwnNn =

11. Na sua opiniao, que grau de competéncia tinha a pessoa com quem vocé trabalhou
mais de perto?

Muito incompetente
Incompetente

Mais ou menos
Competente

Muito competente

AL wWwNn =



117

12. Vocé ficou satisfeito com o conforto e a aparéncia do (nome do servico)?

Muito insatisfeito
Insatisfeito
Indiferente
Satisfeito

Muito satisfeito

Gl ON =

13. Como vocé classificaria as condi¢des gerais das instalacdes (p. ex..instalacoes de
banheiro/cozinha, ref eicdes, prédio, etc.)?

Péssimas
Ruins
Regulares
Boas
Excelentes

AL WN =

14. De que vocé mais gostou no (nome do servico)?

15.De que vocé menos gostou no (nome do servico)?

16.Na sua opinido, o servico no (nome do servi¢o) poderia ser melhorado?
Sim 1
Nao 2
Nio sei 3

16.1. Se sim, de que maneira?
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ANEXO 3: Protocolo de seguimento (T2)

1. Numero do protocolo

Numero do protocolo [

2. Nome completo do Paciente
| |
3. Nimero do prontuario do paciente (apenas nimeros)

4. Data da alta (dd/mm/aaaa)

DD MM AAAA
Data da alta l:l ! l:’ ! D
5. Nome do entrevistador

O Caroline Dalla Nora

O Gabriela
O Eduardo
O Fernanda
O Paola
O Outro

6. Nome do digitador (quem esta incluindo o protocolo)

O Caroline
O Eduardo
O Fernanda
O Paola
O Gabriela
O Outro

7. Data da realizacao do protocolo (dd/mm/aaaa)

DD MM AAAA

Data da realizacao I:I / l:’ / E

do protocolo

8. Periodo do pos-alta

O 6 meses
O 12 meses




9. email do paciente

10. O paciente foi localizado?
O Sim
O Nao

11. Numero de tentativas de procura pelo paciente

12. Fonte da informacgao do protocolo

O Paciente

O Familiar ou cuidador

O Familiar respondeu uma parte e paciente respondeu outra

O Médico assistente

O Qutros Profissionais de salde: enfermeiros, assistentes sociais, psicologos, etc

O Outro

O Nao se aplica, pois o paciente nao foi encontrado

13. O seguimento foi realizado?
O Sim
O Nao, paciente néo foi localizado

O N&o, paciente ou familiar recusou participar dessa etapa

O Nao, outro motivo

O Comegou e depois se recusou a continuar ou a receber outras ligagdes

Outro motivo (especifique)
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14. Paciente falecido?
O Sim
O Nao

15. Se sim, falecido por suicidio?

16. Se faleceu por suicidio, método empregado

O Enforcamento
O Arma de fogo
O Arma branca

O Overdose de medicamentos

O Pular de local alto

O Atirar-se diante de um carro

O 999

Qutro (especifique)

17. Se falecimento que nao suicidio - anote a causa da morte

‘ ‘ )
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18. Fonte da informacéao de falecimento

O Amigos, cuidadores ou familiares

O Obituério
O Prontuario
O DATA-SUS
O Outro

19. Vocé esta morando no mesmo lugar da época da alta?

O Sim, moro no mesmo lugar

O neo

20. Se nao, onde esta vivendo agora?
O Me mudei, estou morando com um familiar
O Me mudei e estou vivendo sozinho

O Me mudei e estou vivendo em uma pensao, lar ou instituicao

O 999

21. Neste momento, vocé esta trabalhando (trabalho remunerado)

22. Vocé esta recebendo algum tipo de beneficio?
O Sim, beneficio provisério

O Nao

O Aposentado por invalidez

O Aposentado por tempo de servigo

O Beneficio por viuvez

O Outro beneficio
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23. Depois de ter tido alta da internacao psiquiatrica do HCPA, vocé teve alguma nova
internagao psiquiatrica?

O Sim
O Nao
O Né&o sei

24. Quantas internagdes psiquiatricas vocé teve desde a sua alta do HCPA (qualquer
internacao em psiquiatria, em qualquer hospital, incluindo o HCPA)?

O Mais de 10 vezes
O Néo sei
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25. Por quais motivos vocé esteve internado?

Marque quantos forem necessarios
|:| Tive um episédio maniaco

D Estava deprimido (tenho transtorno do humor bipolar)
D Tive um episodio misto

D Tive um surto psicético

l:l Tive depressao

l:l Fui internado por esquizofrenia

l:l Tive outro tipo de psicose

l:' Abusei ou sou dependente de substancias (alcool, maconha,

cocaina, etc)

D Internei por anorexia nervosa

|:| Internei por bulimia nervosa
D Internei por transtorno obsessivo compulsivo
D Internei por retardo mental
|:| Internei porque estava com risco de suicidio
D Internei porque tinha risco de agredir alguém

D Internei por sintomas de ansiedade

|:| Outro motivo
l:l Néo sei

26. Apos a alta, vocé usou algum tipo de substancia?

Sim
Cigarro O
Maconha O
Alcool O
Crack O
Cocaina O

Outro (especifique)

=
[
o

O0000O

l

|

27. Depois da alta, vocé fez eletroconvulsoterapia?

O Sim
O no
O Né&o sei

28. Se fez ECT, quantas sessdes?
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29. Nesse periodo, depois da sua alta até agora, vocé tentou se matar?
O Sim
O Nao

O Prefiro ndo responder

30. Se vocé tentou se matar, quantas vezes isso aconteceu?

O Mais de 10 vezes

O Prefiro ndo responder

31. Se vocé tentou se matar, assinale a(s) maneira(s) como tentou. Marque quantas
forem necessarias, caso o paciente tenha tido mais de uma tentativa de suicidio

l:' Enforcamento
l:l Arma de fogo

l:' Arma branca (facas ou objetos cortantes)
D Excesso (overdose) de medicamentos

D Ingestéo de veneno

l:' Pular de local alto

l:l Atirar-se diante de um carro em movimento

l:l Outro modo
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32, Desde a sua alta da psiquiatria do HCPA, vocé precisou de outra internacao
hospitalar, por qualquer motivo que nao seja psiquiatrico?

O sim

O Nao

33. Se vocé foi internado, por quais motivos (escreva)?

‘ | |

34. Neste momento, vocé esta tomando algum remédio para
comportamentos/problemas psiquiatricos?

O Sim
O Nao

O Prefiro ndo responder
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35. Quais remédios esta tomando?
Por favor, escreva o nome e dose diaria de cada medicamento em uma linha.

Medicamento

1-Nome

Med 1 - Dose |

Medicamento

2 - Nome

Med 2 - Dose |

Medicamento |
3 - Nome

Med 3 - dose |

Medicamento

4 - Nome

Med 4 - dose |

Medicamento
5 - Nome

Med 5 - dose |

Medicamento

6 - Nome

Med 6 - dose |

Medicamento

7 - Nome

Med 7 - dose |

36. Vocé esta tomando algum remédio para outros problemas de saide (que nao
psiquiatricos)?
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37. Quais remédios esta tomando?
Por favor, escreva o nome dos medicamentos que esta tomando

Medicamento 1 [ |

Med 1 dose

Medicamento 2

Med 2 dose

Medicamento 3

Med 3 dose

Med 4 dose

Medicamento 5

Med 5 dose

Medicamento 6

Med 6 dose

| |
| |
| |
| |
| |
Medicamento 4 [ I
| |
| |
| |
| |
| |

38. Vocé esta em atendimento médico?

Se nao, porque nao estd em atendimento médico?

39. Vocé tem um médico clinico de referéncia?
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41. Onde é o seu atendimento?

O CAPS (Centro de Atengéo Psicossocial)

O Ambulatério do Hospital de Clinicas

O Ambulatério do SUS (ndo no Hospital de Clinicas

O Posto de saude

O Psiquiatra particular

O Hospital-dia

QOutro (especifique)

42. Qual o seu CAPS?
Escreva o nome do CAPS ou a cidade onde ele esta

‘ 4 ,

43. Vocé esta fazendo algum tipo de psicoterapia?
O Sim, fago psicoterapia no hospital de Clinicas
O Sim, faco psicoterapia, mas nao no Hospital de Clinicas

O N&o, nao fago psicoterapia

44, Se esta fazendo psicoterapia, quantas vezes por semana?

O Mais de 3 vezes por semana

O Outra frequéncia
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45. Nos ultimos 6 meses, quantas consultas de saude vocé teve?
(consultas médicas, com enfermeiro(a), psicélogo(a), etc)

46. Protocolo respondido por

O Paciente

O Familiar ou outro (por procuragéo) - ir para o fim do questionario

47. Durante as ultimas 2 semanas, com que frequéncia vocé foi incomodado por
qualquer um dos problemas abaixo?

Nenhuma vez Varios dias Mais da metade dos dias Quase todos os dias

Pouco interesse ou pouco O O O O

prazer em fazer as coisas

Se sentir "para baixo", O Q Q Q

deprimido/a ou sem
perspectiva

As perguntas abaixo se referem a algumas coisas que as pessoas podem sentir. Todas as perguntas se referem as
duas Ultimas semanas, incluindo o dia de hoje.

Page 12



48. 0 quanto os seguintes problemas tem perturbado ou incomodado vocé durante a

ultima semana, incluindo hoje?
Nem um pouco Um pouco
Sentir que os outros tem O O
culpa pela maioria de
seus problemas

Sentir que a maioria das
pessoas nao sao de
confianga

Sentir que vocé esta
sendo observado ou

comentado pelos outros

Ter ideias ou crengas que
os outros ndo
compartilham

Sentir que ndo dao valor
para suas realizagdes

Sentir que as pessoas
tirardo vantagem de vocé
se vocé deixar

Ideias de que outra
pessoa pode controlar
seus pensamentos

Ouvir vozes que outras
pessoas nao ouvem

Qutras pessoas estdo a par
de seus pensamentos
intimos.

Pensar que vocé ndo é
voceé proprio

Sentir-se sO, mesmo

quando esta
acompanhado

Ter pensamentos sobre
sexo que o incomodam
muito

Ideia de que vocé deveria
ser punido pelos seus
pecados

Ideias de que estad com
uma doenga séria em seu
corpo

Nunca sentir-se intimo de
outra pessoa

oo O O 0O OO0 OO0 O 00 O O O
OO0 O O 0O OO0 OO0 O 00 O O O

Ideias de que ha algo
errado em sua mente

Moderadamente

O

OO0 O O 0O OO0 OO0 O 00 O O O

=
=
3

OO0 O O 0O OO0 OO0 O 00 O O O O

Muitissimo

O

OO0 O O O OO0 OO0 O 00 O O O
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49. As questoes seguintes perguntam sobre como vocé se sente em relagao a sua
qualidade de vida, saude e outras areas da sua vida. Nés estamos perguntando o que
vocé acha da sua vida, tomando como referéncia as duas ultimas semanas.

Muito ruim Ruim Nem ruim nem boa Boa Muito boa

Como vocé avaliaria sua O O O O O

qualidade de vida?

50. Assinale uma opgao em cada linha

Nada Muito pouco Mais ou menos Bastante Extremamente

Quéo satisfeito(a) vocé O O O O

esta com sua saude?
Quéo satisfeito(a) vocé O O O O O

estd com sua capacidade
de desempenhar as
atividades de seu dia-a-
dia?

Quéo satisfeito(a) vocé O O O O O

esta consigo mesmo?

Qudo satisfeito(a) vocé O O O O O

esta com suas relagoes
pessoais (amigos,
parentes, conhecidos,
colegas)?

Quéo satisfeito(a) vocé O O O O O

esta com as condigdes do
lugar onde vocé mora?

51. Assinale uma questao em cada linha

Nada Muito pouco Mais ou menos Bastante Extremamente

Voce tem energia O O O O O

suficiente para o seu dia-
a-dia?

Vocé tem dinheiro O O O O O

suficiente para satisfazer
suas necessidades?

Observacoes e comentarios

52. Comentarios do coletador
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53. Comentarios, dividas, sugestdes do paciente

Meio de contato

54, Prototocolo realizado via

Qutro (especifique)

I |
Telefones novos do paciente

55. Telefones do paciente
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