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Effectiveness of Post-Discharge Case Management in General-
Medical Outpatients: A Randomized, Controlled Trial

CORINE H.M. LATOUR, C.N.S., R.N., RIEN DE VOS, PH.D.
FRITS J. HUYSE, M.D., PH.D., PETER DE JONGE, PH.D.

LIESBETH A.M. VAN GEMERT, M.SC., R.N., WIM A.B. STALMAN, PROF., M.D., PH.D.

This study was initiated to determine the impact of post-discharge, nurse-led, home-based case
management intervention on the number of emergency readmissions, level of care utilization,
quality of life, and psychological functioning. Patients discharged home from a general hospital
(N�147) were randomly assigned to usual care or nurse-led, home-based, case management in-
tervention. During the 24 weeks of follow-up, no difference between the two groups was found
for readmission, care utilization, quality of life, or psychological functioning. Patients in the con-
trol group tended to move sooner to non-independent living accommodation than patients in the
nurse-led, home-based, case management intervention group.
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Hospitals are confronted with an increasing number of
vulnerable patients, such as elderly patients, and those

with chronic diseases, psychiatric comorbidity, and a lim-
ited social network. In recent years, nurse-led disease man-
agement has been found to be an effective strategy for deal-
ing with vulnerable patients with specific diseases (e.g.,
congestive heart failure or diabetes mellitus).1–5 Whereas
disease management focuses on specific illnesses, case
management is concerned with an optimization of multi-
disciplinary treatment without being focused on only one
specific illness. The effectiveness of case management has
mainly been studied in elderly patients.6–8 It is still unclear
to what extent care-coordination based on case manage-
ment is an effective strategy for dealing with multi-morbid
complaints.9 We do know that the INTERMED is a reliable
and valid instrument to identify patients in need of case
management,10–12 and we have already demonstrated, in an
earlier study for patients in a general hospital, that care
designed according to the INTERMED method resulted in
better discharge status and a reduction in the duration of
hospitalization.13,14 However, it is still unclear the extent
to which case management is an effective strategy for deal-
ing with a post-discharge outpatient population with multi-
morbid complaints.

The objective of this study is to determine the impact
of post-discharge, nurse-led, home-based, case manage-
ment intervention (NHI) on the number of emergency read-
missions, the level of care utilization, quality of life, and
psychological functioning.

METHOD

Design, Randomization, Blinding, and Location

To assess the impact of the case management inter-
vention relative to usual care, we conducted a randomized,
controlled trial in patients discharged from a hospital. The



Post-Discharge Case Management

422 http://psy.psychiatryonline.org Psychosomatics 47:5, September-October 2006

patients were allocated either to the case management in-
tervention or care-as-usual, and were compared on emer-
gency readmissions, care utilization, quality of life, and
psychological functioning. The study was carried out in the
Netherlands, at the VU University Medical Center in Am-
sterdam, between October 2001 and December 2003.

Randomization took place on discharge by an inde-
pendent co-worker using a concealed randomization list
stratified according to age ( � 60, 60–69, �70 years). Due
to the nature of the intervention, blinding of the patients
was not possible. The outcome measurements of emer-
gency readmission and care utilization were objectively de-
termined by analyzing research forms and medical records,
and quality of life and psychological functioning were as-
sessed by means of patient self-report.

Participants

Included were patients admitted to the departments of
internal medicine, gastroenterology, pulmonology, and car-
diology, who had been admitted at least once (�2 nights)
in the previous 5 years since the current admission. They
had to be a resident in the municipality of Amsterdam, age
18 years or older, and able to speak Dutch or English (or
have a relative who spoke Dutch or English). Excluded
were patients who had been discharged to non-independent
living accommodations, patients who had a Mini-Mental
State Exam (MMSE)15 score � 21 (and had no relative
who could help with completing the questionnaires), or
with planned readmissions (e.g., chemotherapy). All pa-
tients were informed about the background and procedures
of the trial (orally and in writing) and had to give informed
consent. The Medical Ethical Committee of the VU Uni-
versity Medical Center approved the research protocol.

Intervention

Within 3–10 working days after hospital discharge, a
case manager (trained nurse-specialist), visited the patient
at home. The complexity of the patient’s status was as-
sessed by means of the INTERMED, which consists of 20
items, each measured on a 4-point scale (0–3), with a total
score ranging from 0–60. A score of �21 points indicates
the need for case management.14 In order to identify factors
associated with case complexity, the case manager and the
medical supervisor used the INTERMED vignette to assess
patients with specific care needs on six factors: chronic
physical illness, psychological vulnerability, diagnostic
complexity, compliance/adherence, physical dependency,

and social functioning, which indicated the required
care.10,11,13,14 Activities of daily living (ADLs) and instru-
mental activities of daily living (IADLs) were assessed by
means of questionnaires.16 After consulting the medical su-
pervisor, the case manager discussed the INTERMED care
plan with the patient, the general practitioner, and other
people who were involved in the patient’s treatment.

For the care plan, the following interventions were
considered: psychosocial support for the patient and rela-
tives (e.g., structuring, supportive interventions); media-
tion between patient and medical specialists or allied health
professionals and referral; and improvement of compliance
with medication, physical exercises, diet, smoking, and al-
cohol recommendations. Self-management was promoted,
as well as keeping appointments with care-providers.3 De-
pending on the care plan, the case manager made regular
home visits (at least every 2 months), and the patients were
contacted by telephone. The case-management interven-
tion was tailored to the patients’ needs, and, therefore, not
all interventions were the same for all patients. After 24
weeks, the case-management intervention was ended, and
the patient’s general practitioner received a letter reporting
on the case manager’s findings.

Usual Care

Patients in the control group did not receive a case-
management intervention after discharge from the hospital,
but received usual care. Care in this group was provided
according to the recommendation of the medical specialist
and the general-practitioner.

Data Collection and Outcome Measures

The primary outcome was the number of emergency
readmissions at 24 weeks. Readmissions and the time from
discharge to the first emergency readmission were recorded
on a checklist that was completed by the patient or a rela-
tive and cross-referenced with the hospital databases. Care-
utilization, as secondary outcome, was assessed by means
of a specifically developed care diary that was filled in 3
times for a period of 4 weeks by the patient or a relative
(1–4 weeks, 9–12 weeks, and 21–24 weeks). Information
about medication was provided by the patient’s pharmacist.

Quality of life was assessed at 0, 12, and 24 weeks
with the SF–36 Health Survey. This questionnaire contains
36 items, which are combined to 8 subscales. The scores
on each of the subscales range from 0 to 100: higher scores
indicate better health status.17,18 Psychological functioning
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FIGURE 1. Patient Flow

Included in the study
(N=69, 74%):

Complete follow-up (N=52)
Incomplete follow-up (N=17)

Included in the study
(N=78, 79%):

Complete follow-up (N=69)
Incomplete follow-up (N=9)

Eligible patients (N=1,291)

Randomly assigned
(N=208, 17%)

Not randomly assigned
(N=1,011, 83%):

Missing (N=23)
Excluded according to

criteria (N=945)
No consent (N=43)

Comparison group (N=107):
Consent withdrawn (N=27)
Died (N=8)
Lost to follow-up (N=3)

NHI case-management
intervention group (N=101):

Consent withdrawn (N=13)
Died (N=7)
Lost to follow-up (N=3)

was assessed with the Hospital Anxiety and Depression
Scale (HADS). This questionnaire contains 14 items,
which are combined into 2 subscales (Depression and
Anxiety), which range from 0 to 21: higher scores indicate
more complaints.19

If the mailed questionnaires were not returned, the re-
searcher made a follow-up telephone call after 5 business
days and, if necessary, again after 10 business days.

Sample Size

On the basis of data from a pilot study and a literature
search, the risk of readmission within 6 months was esti-
mated to be 50%. The hypothesis was that if this percent-
age could be reduced to 25%, a total of 130 patients (65
per condition) would be needed (alpha: 0.05; power: 0.80).
Extra patients were sampled, taking drop-out after random-
ization into account.

Statistical Analysis

The analysis was carried out according to the inten-
tion-to-treat principle. Effects on emergency readmissions
were expressed in relative risks (RRs) and their 95% con-
fidence intervals (CIs). Kaplan-Meier analysis and a log-
rank test were applied to estimate the difference between
the two groups in time-to-first emergency readmission. For
the secondary outcomes, mean differences and 95% CIs
between the two groups for care-utilization were calculated
by an independent-sample t-test, or a Mann-Whitney U test
in case of skewed distribution. For quality of life and psy-
chological functioning, we calculated median differences
and 95% CIs between the two groups.

In a multivariate analysis using linear-regression mod-
els, the effects estimated in univariate analysis were cor-
rected for differences in baseline characteristics. A p value
� 0.05 was considered to be statistically significant. The
data were analyzed by SPSS for Windows, Version 11.0.

RESULTS

Patient Characteristics

Of the 1,219 eligible patients, 23 were discharged after
office hours and could not be traced; 945 did not meet the
inclusion criteria; and 43 (3.5%) were unwilling to par-
ticipate (Figure 1). Reasons given for non-participation
were the following: patients felt too ill to fill in question-
naires (48.9%; N�21); did not want home visits (11.6%;

N�5); did not want to be reminded of the hospital (11.6%;
N�5); objected to the research aims (11.6%; N�5); or
had other reasons (16.3%; N�7). A total of 208 patients
were randomly assigned to a treatment condition between
October 2001 and December 2003: 107 to the control
group and 101 to the case-management intervention. There
were 61 dropouts (29.3%; 38 in the control group and 23
in the case-management intervention group). Reasons
given for dropout were withdrawal of consent because of
feeling too ill or that patients did not want home visits after
all (65.6%; N�40); 15 patients (24.6%) died, and 6 (9.8%)
were lost to follow-up. A total of 147 patients (70.7%)
completed the study with a follow-up of 24 weeks. These
patients represented a population with a mean age of 64
years (standard deviation [SD]: 6.6), half of whom were
men (Table 1). The majority of the patients lived with a
partner, and 37% (N�54) lived alone. Most of the patients
(81.6%) did not have a paid job or were retired. The mean
duration of hospitalization was 11.6 days (SD: 12.2). The
majority of patients had been admitted to the department
of internal medicine (41%; N�60), and 30.6% of the pa-
tients suffered from circulation problems according to
ICD-9. Four patients were cognitively impaired (MMSE �
21). There were no statistically significant differences in
baseline characteristics between the control group and the
case-management intervention group, except for psycho-
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TABLE 1. Baseline Characteristics

Control Group
(N�69)

Case-Management
Intervention Group (N�78) p

Age, years, mean (SD) 62.32 (17.50) 65.29 (15.74) 0.35
Gender, N (%)

Male 36 (52.2) 39 (50) 0.79
Female 33 (47.8) 39 (50)

Marital status, N (%)
Married/living together 42 (60.9) 51 (65.4) 0.57
Living alone 27 (39.1) 27 (34.6)

Work status, N (%)
Not working 54 (78.3) 66 (84.6) 0.32
Working 15 (21.7) 12 (15.4)

Hospital length of stay, mean (SD) 13.3 (15.99) 10.1 (7.04) 0.42
Specialty, N (%)

Internal medicine 24 (34.8) 36 (46.2)
Gastroenterology 15 (21.7) 12 (15.4)
Pulmonology 9 (13.0) 10 (12.8)
Cardiology 21 (30.4) 20 (25.6)

Medical diagnoses by ICD-9, N (%)
Endocrine disorder 5 (7.2) 5 (6.4)
Circulatory disorder 19 (27.5) 26 (33.3)
Respiratory disorder 11 (15.9) 14 (17.9)
Gastrointestinal disorder 16 (23.2) 14 (17.9)
Infectious disease 4 (5.8) 3 (3.8)
Other 14 (20.3) 16 (20.5)

Number of admissions in last 5 years, mean (SD) 2.58 (2.58) 1.99 (1.37) 0.44
INTERMED score, mean (SD) — 20.35 (6.73)
Mini-Mental State Exam, N (%)

�21 1 (1.4) 3 (3.8) 0.44
�21 68 (98.6) 75 (96.2)

SF–36, median (25%–75%) Control Group NHI Group p
Domains of SD–36 N�69a N�78b

Physical Functioning 32.5 (11–64) 30.0 (10–65) 0.93
Physical Role 0.0 (0–25) 0 (0–0) 0.26
Emotional Role 66.7(0–100) 0.0 (0–100) 0.11
Social Functioning 50.0 (33–67) 44.4 (22–56) 0.18
Mental Health 72.0 (56–88) 64.0 (48–80) 0.08
Vitality 45.0 (30–60) 35.0 (25–55) 0.11
Pain 61.1 (33–97) 44.4 (33–67) 0.08
General Health 41.0 (28–55) 35.0 (25–54) 0.30
Change in Health 50.0 (25–69) 50.0 (25–75) 0.62
Physical Health Total 144 (96–198) 121.7 (83–171) 0.10
Mental Health Total 211 (156–286) 179 (109–257) 0.06

Hospital Anxiety and Depression Scale, median (25%–75%) p
Total score 10 (4.3–16) 13 (6.5–20) 0.03
Anxiety total score 4 (2–7.8) 6 (3.5–10) 0.04
Depression total score 4 (1.3–9) 7 (2–11) 0.12

aMissing data in control group: N�17; bmissing data in intervention group: N�9.

logical functioning (HADS score). With regard to quality
of life (SF–36), the control group tended to have better
mental health status and less pain (Table 1). Compared with
those who completed the follow-up (control group, N�52;
case-management intervention group, N�69) the baseline
characteristics of the patients who did not complete the
follow-up (control group, N�17; case-management inter-

vention group, N�9) were not significantly different.
Among the patients who did not complete the follow-up,
no significant differences were found between the control
group and the case-management intervention group (see
Appendix 1). Among the dropouts, no significant differ-
ences were found between the control group and the case-
management intervention group (see Appendix 2).
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TABLE 2. Intensity of Visits and Other Communications

Communication N Duration Range, minutes

Total visits 258 30–40
First home visit 78
Subsequent home visits 79
Ambulatory clinic visit 33
Last home visit 68

Total telephone contacts 270 5–15
Care-provider 119
Patient 151

Total letters 78 10–20
Medical disciplines 8
General-practitioner 69
Patient 1

TABLE 3. Content of Interventions, NHI Group

Number of
Interventions

(non-complex/complex)a

Referrals 49 (12/37)
Medical disciplines 34 (5/29)
Mental health care 4 (0/4)
Home-care 7 (3/4)
Living accommodations 4 (4/0)

Psychosocial support 394 (144/211)
Patient 279 (107/172)
Relative 115 (37/77)

Enhancement of compliance 171
Medication 29 (8/21)
Appointments 35 (10/25)
Physical exercise 33 (6/27)
Diet 31 (10/21)
Smoking 21 (6/15)
Alcohol 20 (0/20)
Other 2 (1/1)

Promotion of self-management 69 (17/42)
Education 14 (6/8)

NHI: Nurse-Led Home-Based Care-Management Intervention
a Non-complex: INTERMED �21; complex: INTERMED �21.

Nurse-Led, Home-Based Intervention (NHI)
Characteristics

In the case-management intervention group, 72%
(N�56 of 78) of the first home visits lasted between 30
and 60 minutes; 13% had a shorter duration, and 15% had
a longer duration (Table 2). With regard to the second and
subsequent visits to these patients, 52% (N�41 of 79) had
a duration of 30–60 minutes; 45.5% had a shorter duration,
and only 2.5% had a longer duration. The visits to the
outpatient clinic had a duration of 1 minute–30 minutes
(79%; N�26 of 33). The telephone was used frequently
(270 times, with a mean duration of 5 minutes–15 min-
utes), either for contacting patients (151 times), or for con-
sulting care-providers (119 times). The letters that were
written to the general-practitioner or the medical disci-
plines for each patient took 10 minutes–20 minutes per
letter to write.

Since the case-management intervention was tailored
to the needs of each individual patient, the interventions
were not the same for all patients. The INTERMED factors
associated with case-complexity indicated the required
care. The ADL and IADL scores for each visit provided
indications for effective referral to home-care organiza-
tions. Referrals were recommended 49 times (Table 3).
Psychosocial support was provided most frequently (394
times), and education least frequently (14 times). The rea-
son for this low level of education recommendation was
that patients were encouraged to seek information them-
selves (e.g., promoting self-management, 69 times).

Outcomes

Eleven patients in the control group (15.9%) and 16
patients in the case-management intervention group
(20.6%) were readmitted for an emergency. The crude RR

(1.30; 95% CI: 0.64–2.58) for emergency readmission re-
mained similar after adjustment for baseline differences.
Survival analysis showed no significant difference between
the two groups in time from discharge to the first emer-
gency readmission (p�0.48; Figure 2).

For both groups, there was a total of 33 emergency
readmissions (11 � 16 first readmission and 6 multiple
readmissions). The median duration of all emergency read-
missions was 11 days (range: 4–59) for the control group
and 10.5 (range: 2–68) days for the case-management in-
tervention group, but this difference was not statistically
significant (95% CI: �13 to 6.0 days). With regard to care-
utilization by the patients who completed the follow-up
(control group, N�52; case-management intervention
group, N�69) the mean differences in general care utili-
zation were not statistically significant. The differences in
mean use of primary-care services were minimal, but com-
pared with the control group, there was a tendency among
patients in the case-management intervention group to
make more use of home-care facilities and less use of non-
independent living accommodations. With regard to qual-
ity of life, the median difference in score for the separate
dimensions of quality of life (SF–36) and psychological
functioning (HADS) indicated an outcome in favor of the
control group (Figure 3). After correction in multivariate
analysis for differences in baseline characteristics, no sig-
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FIGURE 2. Time to Emergency Readmission After Hospital
Discharge, days
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FIGURE 3. Case-Management: Median Differences in Quality of
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nificant differences between the groups were found with
regard to the outcome on these two dimensions.

DISCUSSION

We could not demonstrate that case-management interven-
tion is an effective strategy for dealing with a vulnerable
post-discharge outpatient population. The case-manage-
ment intervention did not result in a reduction of emer-
gency readmissions or a reduction of care-utilization or an
improvement in quality of life and psychological function-
ing. The study did demonstrate a trend toward a possible
shift in the direction of home-care facilities and away from
non–independent-living accommodation.

Our case-management study is unique because we
studied a general population after discharge from hospital.
Other studies in this field of research can be categorized
into studies on ambulant case management and studies on
disease management. Ambulatory case-management stud-
ies focus mainly on nonhospitalized elderly patients with
a variety of diseases, whereas disease-management studies
focus only on patients with one specific illness. It has been
demonstrated that disease management is effective,1,3 and
one could be tempted to think that disease management is
sufficient. However, it is evident that a considerable num-
ber of patients suffer from multiple morbidities, and, for
these patients, a focus on isolated diseases is often not suf-
ficient. Disease management relies on protocols, and it is
difficult to capture complex patients in these protocols. The
INTERMED method is a reliable and valid instrument to

identify patients who are in need of case management,10–12

and it formulates the care for complex patients better than
static protocols. We demonstrated in an earlier study that,
for patients in a general hospital, care based on the IN-
TERMED method resulted in better discharge status than
usual care.13,14 However, we could not demonstrate in the
present study that case-management is an effective post-
discharge strategy, and we considered a number of meth-
odological and clinical explanations for the above findings.

First, we considered the power of the study. We do not
believe that the current findings result from a lack of power
to demonstrate a smaller difference because, apart from the
confidence intervals, the point estimates do not suggest a
positive result.

Selective drop-out (Figure 1; incomplete follow-up),
leaving more complex or severely ill patients in the case-
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management intervention group, could also explain the
lack of favorable outcomes for the intervention. Since our
study was not designed to measure the complexity of care
or the severity of illness in both groups, we used “quality
of life on admission” as a proxy for complexity or sever-
ity14,20 and controlled in the analysis for baseline differ-
ences in quality of life and psychological functioning. In
doing so, we found no indications that differences in com-
plexity or severity explain the results.

Differential work-up could also explain why the case-
management intervention had no positive effect: patients
in the case-management intervention group were more
“looked-after,” received more medical care, and were re-
ferred more frequently (Table 3). It has previously been
suggested that case-management intervention programs
lead to better care, but not to fewer emergency readmis-
sions and less care-utilization.21

If the case-management intervention provides better
care, we would have expected favorable outcomes for pa-
tients in the case-management intervention group in the
domains of quality of life and psychological functioning.
However, this was not the case, which made us speculate
that the patients in the case-management intervention
group could be more aware of their impaired functioning,
since the case manager discussed these aspects extensively
as part of the intervention, in contrast to patients in the
control group, with whom this was not discussed.22 We did
not measure patient satisfaction formally, but, in individual
contacts, the patients reported that they were highly satis-
fied with the case-management intervention. Similar stud-
ies have found that patients were significantly more satis-
fied with case-management intervention, as compared with
standard care.21,23–25 If readmissions, care-utilization, and
quality-of-life aspects are not positively influenced by
case-management intervention, the question remains, in
view of the amount of care-utilization and effort involved,
whether the case-management intervention should be ap-
plied only on the basis of patient satisfaction.

A clinical explanation for the unfavorable outcomes
of the case-management intervention is that we doubt
whether the intervention was applied to its full extent, since
the cooperation with primary care was not optimal. At the
start of the study, it was apparent that many general prac-
titioners had reservations about the aims of the study, and
very few were of the opinion that case-management would
be supportive for their practice. Communication lines were
long, and it was difficult to formalize these. The number
of healthcare workers varied per patient. There was an end-
less number of combinations of patients versus healthcare

workers. It was difficult to inform all persons in question
beforehand, and there was a lack of information about each
others’ knowledge and working domain. In one patient, the
general-practitioner, the district nurse, the psychologist,
and the case manager of this research were all of the opin-
ion that they were supposed to be the case-manager for this
patient.

In other words: the case-management intervention
was based in a secondary-care facility, and the case-man-
ager implemented the case-management intervention in a
primary-care setting without full commitment of the gen-
eral-practitioners and other primary healthcare workers.
This is contrary to what was intended: to integrate this
period of preventive care into primary care. In the Neth-
erlands, the general-practitioner plays a central role in pri-
mary healthcare (whereas, for instance, in the United
States, the nurse-practitioner plays an important role in
outpatient health centers). The problems we experienced
would be the same if we performed this study elsewhere
than in the Netherlands. We expect the coordination prob-
lems experienced between the various disciplines to be
similar in other countries, regardless of the differences in
healthcare systems.

In summary, disease-management is effective, but may
not be sufficient for complex patients. Case-management
based on the nurse-led, home-based case-management in-
tervention was not effective in terms of reducing emer-
gency readmissions, reducing care-utilization, or in im-
proving quality of life and psychological functioning. This
finding suggests that these outcomes cannot be expected as
a result of improved care for patients who have recently
been discharged. Case-management intervention should be
limited to complex patients and firmly embedded in the
primary-care system before it can be effective. The inter-
vention was sufficiently intensive for the post-discharge
period, but it might have been more effective if the case-
manager had visited the patient before discharge. Case-
management should start in the hospital, so that the case-
manager can formulate a care plan and discuss this with
the primary-care team beforehand, with attention to the
transition from hospital to home. Primary healthcare needs
can be organized in a timely fashion, whereby the general-
practitioner and other primary healthcare workers agree on
what to do the moment the patient is discharged. So, in our
opinion, the case-manager should be based in primary care
(located at a general-practitioner practice or an outpatient
clinic), and have a formalized relationship with the hos-
pital.

Nurse-led, home-based case-management intervention
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APPENDIX 2. Baseline Characteristics: Dropoutsa

Control Group (N�38) Intervention Group (N�23) p

Age, years, mean (SD)
Gender, N (%)

Male
Female

Marital status, N (%)
Married, living together
Living alone

Work status, N (%)
Not working
Working

Length of stay in hospital, days, mean (SD)
Specialty, N (%)

Internal medicine
Gastroenterology
Pulmonology
Cardiology

Number of admissions in previous 5 years, mean (SD)
INTERMED score, mean (SD)
Mini-Mental State Exam score, N (%)b

�21
�21

69.13 (16.66)

21 (55.3)
17 (44.7)

16 (42.1)
22 (57.9)

35 (92.1)
3 (7.9)

12.18 (10.43)

25 (65.8)
3 (7.9)
3 (7.9)
7 (18.4)

1.89 (1.16)
—

1 (2.6)a

35 (92.1)a

66.0 (20.15)

10 (43.5)
13 (56.5)

10 (43.5)
13 (56.5)

18 (78.3)
5 (21.7)

10.3 (6.70)

16 (69.6)
2 (8.7)
2 (8.7)
3 (13.0)

2.65 (1.77)
—

—b

22 (9.6)b

0.80

0.38

0.92

0.12

0.63

0.08

0.81

Drop-out patients were those who withdrew consent, died, or were lost to follow-up.
a2 cases missing.
b1 case missing.

APPENDIX 1. Baseline Characteristics: Incomplete Follow-Up

Control Group (N�17) Intervention Group (N�9) p

Age, years, mean (SD)
Gender, N (%)

Male
Female

Marital status, N (%)
Married/living together
Living alone

Work status, N (%)
Not working
Working

Length of stay in hospital, days, mean (SD)
Specialty, N (%)

Internal medicine
Gastroenterology
Pulmonology
Cardiology

Number of admissions in previous 5 years, mean (SD)
INTERMED score, mean (SD)
Mini-Mental State Exam, N (%)

�21
�21

61.00 (18.99)

11 (64.7)
6 (35.3)

9 (52.9)
8 (47.1)

16 (94.1)
1 (5.2)

17.71 (21.75)

9 (52.9)
1 (5.9)
1 (5.9)
6 (35.3)

2.59 (3.20)
—

0
17 (100)

60.44 (18.91)

6 (66.7)
3 (33.3)

5 (55.6)
4 (44.4)

7 (77.8)
2 (22.2)

7.33 (2.23)

5 (55.6)
—

2 (22.2)
2 (22.2)

1.67 (1.00)
—

0
9 (100)

0.75

0.92

0.90

0.22

0.15

0.56

SD: standard deviation

may result in higher care-utilization, but, at the same time,
in improved care and a desirable shift of care toward home-
care services and away from non–independent-living ac-
commodations.

The Dutch Health Insurance Council supported this
study with a research grant (00251;“Prevention of Re-Ad-
missions by Means of Regional Care Coordination”) to Dr.
P. de Jonge.
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