Psychiatric Services and Clinical Knowledge Enhancement System (PSYCKES) 
Readmissions Quality Collaborative

Readmission Risk Assessment
	Client Name:
	
	
	     Medical 

     Record Number:
	
	     Date:
	


	Data Source(s)

Check all that apply:   
	· Client 
	· PSYCKES      
	· Hospital’s own records

	
	· Family / Collateral     
	· Behavioral Health Organization (BHO)     
	· Outside Provider      


	Risk Factors

	Yes
	No
	Unknown
	Interventions to Consider

	History of high utilization of behavioral health (BH) inpatient/ emergency (ER) services (4 or more BH Inpatient/ER visits in past year)
	(
	(
	(
	
	Clozaril

Assertive community treatment (ACT) referral

Intensive case management (ICM) referral

Assisted outpatient treatment (AOT) referral

Medication-assisted alcohol treatment

	History of behavioral health readmission (within 30 days of discharge)
	(
	(
	(
	
	

	Co-occurring mental health and substance use disorders
	(
	(
	(
	Integrated Dual Diagnosis Treatment (IDDT)

Referral to IDDT program
Motivational interviewing (MI)
Medication-assisted alcohol treatment

	History of poor medication adherence
	(
	(
	(
	Long-acting/depot preparations

Clozaril

Cognitive Behavioral Therapy (CBT) or MI focused on adherence

Discharge with 30-day supply of medications

	No current outpatient provider / poor engagement in outpatient services
	(
	(
	(
	ACT/ ICM/ AOT referral

CBT / MI focused on adherence

Peer services, accompany to 1st appointment

	Did not follow through on previous discharge plan
	(
	(
	(
	ACT/ ICM/ AOT referral

CBT / MI focused on adherence

Discharge with 30-day supply of medications
Peer services, review discharge plan 

Peer services, bridge inpatient/outpatient

	Currently homeless
	(
	(
	(
	ACT/ ICM referral

	Poor/ unemployed/ retired/ on disability benefits
	(
	(
	(
	ICM referral

Supported employment referral

	Low family/social support
	(
	(
	(
	ICM referral

Peer services


If the client is positive for one or more risk factors, the treatment plan should include at least one intervention to address readmission risk. 
	Name of Person Completing Form:
	
	
	Signature and Credential:
	
	     Date:
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