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Utilization Management 
Mission:  To Assure the right people are at the right level of care for 
the right length of time.

Clinical Services Mission:  To provide robust treatment 
and to stabilize and connect our patients to their next level of care.



Internal Readmission Data for patients readmitted to Palo Verde Behavioral Health (PVBH) 
following a prior admission at PVBH within 30 days for the period of 2/1/17–1/31/18.
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Four Main Components of our Plan:

 1.  Track, understand and respond to all 
readmissions.  

 2.  Develop a treatment plan around 
readmissions.

 3.  Bring everyone to the table.
 4.  Develop community connections to fill gaps.



Track, understand and respond to all 
readmissions

 Therapist on the unit must complete a Readmission Evaluation Form within 24 
hours of readmission.  Data is gathered from prior chart review and interview 
with patient.

 Data from these forms is compiled and trended.

 Nearly 100% of the readmissions did not attend their discharge appointments.

 A very high percentage of them cite transportation as a barrier to attendance.



Readmission Evaluation Form
Patient Name:__________________________________   Patient DOB:______________  MR#______
Patient’s first admission:________________________
Patient’s second admission:______________________
Insurance Company:_________________________________
Patient Telephone Number:_________________________
Patient Address at Discharge:_____________________________________________________________
Discharge Plan following first hospitalization:___________________________________________________
Patient Appointments at first hospitalization: __________________________________________________________________________________
Did patient attend those appointments?  If not, why not:  ___________________________________________________________________
How does the patient feel we can assist them in attending their discharge appointments following the current hospitalization? ______________
What needs does the patient feel they have that we can suggest their outpatient team assist with in order to reduce the patient’s
hospitalizations and increase their attendance at outpatient appointments?_______________ 

Clinical Services, please hold an ART, CFT or Professional Staffing before discharge to include nursing, physician
(if possible), clinical services, outpatient team, OHR if applicable and family.  Attach copy of ART progress note to this form and give this 

form to the UM Department at discharge, as well as leaving a copy in the chart.
3/27/17



Develop a treatment plan around 
readmissions

 Each patient will have a treatment plan developed around the topic of 
readmission.



Discharge Planning Readmission Individual Treatment Plan 

Problem #: Problem: Discharge Planning Challenges

Evidenced by:    � Readmission <3-5 days     � Readmission Within 30 days    � Multiple ED visits     
� Lack of follow up with discharge provider   � Inability of parent/guardian to manage patient behaviors at home     
� Last inpatient d/c AMA 
� _________________________

Long-term goal:    � Verbalizes desire to comply with discharge plan for aftercare treatment and 
transition back to home and community
Date Short-Term Goals Specific Intervention Focus Treatment 

Modality
Freq./

Duration
Discipline 

Responsible/
Name

Target
Date

Date
Achieved/

Discontinued
(Pt Name) will identify ___ 
triggers/
warning signs related to 
increase in frequency and 
intensity of the following 
symptoms: 
_______________________
________________________
________

Provide patient and caregiver disease 
specific education.

Review action plan with patient and 
caregiver in the event of worsening of 
symptoms.

Review best practice guidelines for 
diagnosis

Individual 
Session

Individual 
Session

Psychoed 
Group

2x/week

2x/week

2x/week

Therapist

Therapist

Therapist



(Pt Name) will identify barriers 
to successful transition to 
appropriate outpatient level of 
care. 

Identify committed caregiver to provide 
support upon discharge

Arrange Follow up appointments with 
primary care 
provider/psychiatrist/therapist/case 
manager within 7 days of discharge.

Involvement of home care providers in 
planning and communicating discharge 
plans.

Determine potential benefits for /arrange 
for Home Health visits

Assess appropriateness for PHP and/or IOP 
level of care.. 

Communicate with aftercare providers 
regarding treatment and discharge plans.

Educate patient and caregiver on 
discharge plans using teach back method 
to ensure understanding.

Individual 
session

Discharge 
Planning

Discharge 
Planning

Discharge 
Planning

Discharge 
Planning

Discharge 
Planning

2x/week

2x/week

2x/week

As 
needed

Prior to 
discharg
e

2x/week

Therapist

Discharge 
Planner

Discharge 
Planner

Discharge 
Planner

Discharge 
Planner

Discharge 
Planner



Date Short-Term Goals Specific Intervention Focus Treatment 
Modality

Freq./
Duration

Discipline 
Responsible/

Name

Target
Date

Date
Achieved/

Discontinued

(Pt Name) will state benefits of 
taking (medication name) to 
stabilize acute symptoms of: 
_________________________
______

Educate patient re: the benefits of taking 
medication(s): 
__________________________________
____
for control of  (Symptom specifics).

Provide medication education with patient 
and caregiver

Ensure patient has financial resources to 
obtain medication

Develop and review action plan to obtain 
and manage medications with patient and 
caregiver

Simplification of medication scheduling to 
improve adherence

Contact Managed Care organization to 
assist as needed in obtaining a follow up 
appointment within 7 days of discharge. 

Medication 
Education 

Discharge 
Planning

Medication 
Education

Medication 
Management

Discharge 
Planning

Daily 
during 
med pass

Prior to 
discharge

Prior to 
Discharge

Daily MD 
visits

Post 
Discharge

RN/LPN

Discharge 
Planner

Discharge 
Planner/RN

Psychiatrist

Discharge 
Planner



(Pt name) will identify 3
transportation resources to help 
access outpatient level of care 
appointments. 

Assess transportation available in patients 
location

Assess financial resources available to patient for 
transportation (Medicaid cab, etc._)

Discharge 
Planning

2x/weekly Discharge 
Planner

(Pt name) will identify 2 financial 
resources to assist with access to 
aftercare treatment options.. 

Assess options available for patient to obtain 
financial assistance. 

Assess need to have SSD advocate meet with patient 
to assist with financial options. 

Educate patient on local pharmacies and patient 
medication assistance programs. 

Discharge Planning Prior to 
Discharge

As needed

Discharge 
Planner

(Pt name) will identity 3 risks 
related to Comorbid Diagnosis and 
how they impact his/her relapse 
potential and readmission.

Provide education regarding medical condition to 
patient and home caregiver.

Provide education regarding the importance of 
compliance with aftercare

Arrange follow up care with primary care provider 
or specialist within 7 days of discharge

Nursing Wellness 
Education

Nursing Wellness 
Education

Discharge 
Planning

Prior to 
Discharge

Prior to 
Discharge

Prior to 
Discharge

LPN/RN

LPN/RN

Discharge 
Planner



Parent/guardian will verbalize  3 characteristics of patient’s 
diagnoses and 3 ways to approach patient during early signs 
of relapse..

Parent/guardian will discuss 3 ways to be actively involved 
in patient’s recovery needs, including promoting 
compliance with aftercare, medications and treatment 
team recommendations.

Educate parent/guardian on patient diagnoses, 
medications, and behavior management techniques 
specific to child/adolescent’s needs

Assess patient’s investment in treatment and ability to 
intervene appropriately.

Recommend parent/guardian to take parenting classes.

Offer parent/guardian educational/support groups 
weekly.

Assist  parent/guardian to demonstrate ability to manage 
patient behaviors, set limits, etc. within the hospital 
setting prior to discharging patient

Individual Session

Parent/guardian 
educational groups

Individual Sessions 

Prior to 
Discharge

As needed

Weekly

2x weekly

Therapist

Therapist

Therapist

Therapist
RN
MHT

Spouse/family/caregiver will verbalize knowledge of 
patient’s diagnoses, ability to manage patient’s behaviors, 
ADL’s, mobility.

Patient will verbalize specific continued care needs related 
to physical challenges of: ________________________

Spouse/family/caregiver will verbalize 3 reasons for patient 
to have continued, uninterrupted compliance with 
medication prescribed. 

Educate parent/guardian on strategies to accommodate 
patient diagnoses, ADL and mobility challenges. 

. 

Arrange appropriate level of continued care:
� SNF   � Home Health  � Assisted Living
� Care Home  � Family Assistance

Provide medication education counseling related to 
patient diagnosis.

Discharge Planning

Nursing Wellness 
Education

Prior to 
Discharge

As needed

Weekly

Discharge 
Planning

Discharge 
Planning

Nursing



Bring everyone to the table

 Hold a professional staffing and Adult Recovery Team meeting for each 
readmission prior to discharge.

 Create diversion options for each readmission for future-use when 
appropriate.

 Consistently involve the patient, family, RHBA Care Managers, Insurance 
Companies, Dedicated Recovery Coach, unit therapist, UM staff, and 
admissions staff in the discussion.



Develop community connections to fill gaps.

 Codac Health, Recovery & Wellness Outpatient Health Home.

 Interfaith Community Services-transportation & follow up.



Data!

 Can be difficult to gather.

 Is useful in predicting future challenges and in developing future 
interventions.

 Report through our Performance Improvement Process

 Report through our Utilization Management Committee

 Report to Health Homes
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