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Abstract
Objective: To determine predictors of psychiatric hospital length of stay (LOS) for geriatric and adult patients with schizophre-
nia admitted to inpatient beds, that could be determined within 72 hours of hospitalization.
Methods: General linear models were used to identify and compare predictors of LOS for 187 geriatric patients and 881 gen-
eral adult patients with schizophrenia admitted to a large urban mental health centre between 2005 and 2010. Demographic and
clinical information were obtained from the Resident Assessment Inventory – Mental Health (RAI).
Results: Increased dependence score on the Instrumental Activities of Daily Living scale predicted longer LOS in general adult
but not in geriatric schizophrenia patients. Predictors of longer LOS irrespective of age group included recent psychiatric ad-
missions, living alone and incapacity to make treatment decisions.
Conclusions: Specific clinical characteristics are associated with longer hospitalization in patients with schizophrenia. Ad-
dressing these factors early on in the admission may result in shorter LOS and better use of resources.
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1 Introduction

Schizophrenia is a chronic and debilitating illness, and
this diagnosis predicts longer cumulative hospital lengthy
of stay (LOS).[1] People with schizophrenia disproportion-
ately comprise long stay psychiatric hospitalizations.[2] In
comparison to affective disorders, schizophrenia is asso-
ciated with longer psychiatric LOS.[3] Poor functioning in
schizophrenia has also been associated with longer psychi-
atric LOS.[3, 4] With the aging of the population, the num-

ber of older patients with schizophrenia is expected to in-
crease markedly during the next decade. By 2025, 20% of
patients with schizophrenia will be age 65 or older, but this
population remains under-studied.[5] Late-life or geriatric
schizophrenia (LLS) has been associated with an increased
use of inpatient services in comparison to schizophrenia in
younger patients[6, 7] and in comparison to late-life bipolar
disorder.[8] While geriatric psychiatry hospitalizations can
be lengthy, there is a lack of empirical data guiding the
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use of these highly specialized beds and services in older
patients with schizophrenia. A study of overall determi-
nants of psychiatric hospital LOS found that ECT, higher
Brief Psychiatric Rating Scale positive symptom scores,
falls, pharmacology complications, multiple prior psychi-
atric hospitalizations, and requiring court proceedings to
provide medications or continue hospitalization were pre-
dictors of longer stays for geriatric patients in general.[9]

While other studies have characterized schizophrenia in
late life[10–12] and assessed predictors of LOS,[13–16] to our
knowledge none have assessed predictors of LOS in LLS pa-
tients in comparison to general adult schizophrenia patients
to determine age-specific predictors, for both the younger
and older groups. We therefore analyzed a large database
to characterize younger and older patients with schizophre-
nia. We assessed geriatric patients who were hospitalized
for the treatment of schizophrenia and identified predictors
of LOS. To assess whether these predictors were specific to
late life, we also analyzed and compared similar data ob-
tained in younger patients with schizophrenia to determine
predictors of LOS in this population as well.

2 Methods
2.1 Setting

The Centre for Addiction and Mental Health (CAMH) is
a 538-bed academic specialty hospital that offers both sec-
ondary and tertiary services to patients with mental and
substance-use disorders. CAMH is located in downtown
Toronto, Ontario. It is Canada’s largest mental health and
addictions teaching hospital and has specific programs for
various illnesses and age groups. The two geriatric inpatient
units at CAMH comprise 48 beds, more than half of the 94
specialized geriatric psychiatry beds in the Toronto, a city
with over 2.6 million people. Patients admitted to these two
units are over 60 years of age and are primarily diagnosed
with dementia, mood disorders or schizophrenia. They are
admitted directly from CAMH emergency department, upon
transfer from other units at CAMH, upon referral from other
hospitals, or upon direct referral from CAMH outpatient
clinics or from the community for “scheduled admissions”.
The adult schizophrenia inpatient units at CAMH comprise
233 beds for adult patients with schizophrenia admitted fol-
lowing pathways similar to geriatric patients.

2.2 Assessment instrument

All patients admitted to a CAMH inpatient unit are assessed
with the Resident Assessment Instrument-Mental Health
(RAI-MH) on admission and at discharge, as well as quar-
terly if they are in hospital for more than three months.
The RAI-MH is a patient-focused, multidimensional inven-
tory designed to be part of a larger integrated health in-
formation system.[17] It allows for the systematic assess-
ment of patient characteristics and it has been shown to be

a valid and reliable method to characterize patients.[18] It
has been used to predict outcomes in geriatric psychiatry
patients.[19–21] Its use has been mandated by the province
of Ontario for all adult inpatient mental health beds. The
RAI-MH provides extensive data including demographic in-
formation, language, education, reasons for admission, res-
idential status prior to admission, mental health service his-
tory, inpatient status, capacity, forensic history, mental state,
function, self-care, cognition, service utilization and psychi-
atric diagnosis. At CAMH the RAI-MH is completed via an
online tool by members of the interprofessional team, with
psychiatric nurses providing the majority of the required in-
formation. All staff are trained in the RAI-MH domains for
which they are responsible and data consistency is moni-
tored through a Decision Support office at CAMH.

2.3 Database creation

This analysis focused on data for all patients admitted to and
discharged from the geriatric psychiatry units comprising 48
beds between January 1, 2005 and December 31, 2010 and
for adult patients admitted to and discharged from 3 repre-
sentative general adult schizophrenia units comprising 62
beds over the same time period. Data were anonymized
by removing the patients’ name and medical record num-
ber from the data file. The anonymized final data file con-
tained the following information for each patient included
in the analysis: LOS, patient age, diagnosis and RAI out-
come data. RAI outcome data included clinical information
such as gender; threat to others; inability to care for self;
involvement with criminal justice system; living arrange-
ments (alone vs. not alone); number of recent psychiatric
admissions; age at first hospitalization; inpatient status (vol-
untary vs. involuntary); incapacity; insight; history of falls;
medication refusal; use of control interventions (physical
restraint or seclusion, close/constant observation); close or
constant observation; available social supports; total days in
alternative level of care; as well as measures of Activities
of Daily Living (ADL); Instrumental ADLs (IADL); cogni-
tive performance; depression; positive symptoms; negative
symptoms; aggressive behaviour; medical burden; and pain.
Patients with a diagnosis of schizophrenia or related disor-
ders were included in this analysis.

2.4 Patients

All admissions over the 6-year time period were assessed.
For patients with multiple admissions, one of the admissions
was randomly selected for inclusion in the analysis. This
was necessary in order to meet the independence of observa-
tions assumption that underlies the statistical methodology.
Twenty one patients whose multiple admissions spanned
different inpatient services were omitted. Four patients with
length of stay shorter than three days were excluded from
the analysis as only a short-stay RAI was completed, which
did not have the full complement of clinical information in
the full RAI-MH. Based on a diagnosis of schizophrenia
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or related disorder 1,068 of these patients were considered
for inclusion in the analysis: 187 geriatric patients and 991
adult patients. Those who were missing data on any one
of the predictor variables included in the analysis were ex-
cluded. This resulted in a final sample of 187 patients in-
cluded in the geriatric schizophrenia group and 881 in the
adult schizophrenia group.

This study was approved by the CAMH research ethics
board and exempted from the requirement for informed con-
sent because the study involved de-identified data acquired
during routine care.

2.5 Data analysis

Data analysis was conducted using SAS/STAT software,
v.9.1.3 of the SAS System for Windows (Copyright 2002-
2003 SAS Institute Inc., Cary, NC, USA). A series of clin-
ically relevant predictors were selected, and the set was
reduced through preliminary exploratory analyses (t-tests,
chi-square tests, and ANOVA were used as appropriate).

A natural-logarithm transformation was applied to LOS (de-
fined as the number of days between discharge and admis-
sion) prior to testing in order to improve its distributional
properties, to better meet the statistical assumptions under-
lying the approach. To investigate the characteristics asso-
ciated with LOS among geriatric schizophrenia inpatients, a
series of general linear models were conducted. The analy-
sis incorporates the values of the clinical variables at time of
admission, collected over the first 72 hours. While discharge
information was also available for most of these variables,
these characteristics would be of limited value in predicting
LOS among future patients, as they cannot, by definition, be
known until the end of each patient’s stay. Thus, discharge
disposition was excluded from the analysis due to the uncer-
tainty of determining discharge destination for patients with
changing socioeconomic and clinical status over the course
of the hospitalization. The one exception to this rule is in-
capacity: for this analysis, patients are defined to have in-
capacity if any of the RAI-MH incapacity items (treatment,
property, disclosure of health information, or having a sub-
stitute decision maker) is endorsed at either admission or
discharge, due to the fact that capacity assessment can be
done but is sometimes overlooked during the first 72 hours
of hospitalization when safety is typically prioritized.

Predictors that were not associated with LOS were excluded
using a purposeful selection of covariates approach. Unnec-
essary predictors were excluded in order to enhance the par-
simony of the model. Two-way interactions between study
group and all of the predictors were investigated, and only
those found to achieve or approach statistical significance
were retained in the final model. All tests were two-tailed
and carried out at an alpha level of 0.05.

3 Results
3.1 Descriptive analysis

Group demographics are shown in Table 1. The mean SD
LOS for geriatric schizophrenia patients was 84.1 (108.2)
with a median (range) of 47.0 (4-861); the mean SD LOS for
general adult schizophrenia patients was 48.1 days (67.6)
with a median (range) of 22.0 days (3-722). Among the
geriatric patients, 118 (63%) were female compared to 269
(31%) of the adult patients. The mean SD age was 70.3
(7.2) for the geriatric patients and 42.3 (11.3) for the adult
patients.

3.2 Predictive analysis

Table 2 describes the results of the reduced general linear
model comparing geriatric to adult schizophrenia patients.
The interpretation of group effects and parameter estimates
is different than in a standard linear model due to the log-
transformation of the outcome variable. Instead of obtaining
beta coefficients, which can be used to estimate of the dif-
ference between group means, estimates of the ratios of the
geometric means of patients across levels of each predictor
variable are obtained. These ratios and corresponding length
of stay geometric means are summarized in Tables 3 and 4.

At a mean level of all additional factors in the model, geri-
atric schizophrenia patients had a greater LOS than general
adult schizophrenia patients. On average, geriatric patients
had a LOS 48% longer than the LOS of adult patients (95%
CI: 17%-88%).

The only predictor of LOS that varied across the adult and
geriatric groups was IADL impairment, which predicted
LOS in general adult but not in geriatric schizophrenia pa-
tients. Incapacity, number of recent psychiatric admissions
and living alone also significantly affected LOS, but the
nature of these effects did not vary across the two study
groups.

IADL impairment had a different effect among geriatric and
general adult patients with schizophrenia. IADL scores
were not associated with LOS among geriatric patients,
but greater IADL impairment was associated with longer
LOS among general adult patients. For every unit increase
in IADL impairment, LOS increased on average by 3%
among adult patients (95% CI: 2%-4%). Among patients
with low IADL impairment (1 SD or more below the sam-
ple mean), geriatric patients stayed on average 81% longer
than adult patients (95% CI: 29%-155%). At average IADL
function (within 1 SD of sample mean), geriatric patients
stayed on average 48% longer than adult patients (95% CI:
17%-88%). However, at high IADL impairment (i.e., 1 SD
or more above the sample mean), the differences in LOS
between geriatric and adult patients lost statistical signifi-
cance: geriatric patients stayed on average only 21% longer
than adult patients (95% CI: 2%-50%).
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Table 1: Group demographics: Continuous measures are summarized by their mean and standard deviation, while
categorical measures are reported as n (%)

 

 

Characteristic Category Geriatric Adult 

Number of patients  187 881 

Gender 
Female 
Male 

118 (63%) 
69 (37%) 

269 (31%) 
612 (69%) 

Age at time of admission  70.3 (7.2) 42.3 (11.3) 

Marital status 

Common Law/Married/Same-sex Partner 

Divorced/Separated 
Single 
Widowed 
Unknown 

28 (15%) 

46 (25%) 
78 (42%) 
31 (17%) 
4 (2%) 

58 (7%) 

81 (9%) 
724 (82%) 
11 (1%) 
7 (1%) 

Education 

No schooling/8th Grade or less 
9th-11th Grade/High School 
Technical or Trade School 
College/University/Bachelors/Graduate 

Unknown 

37 (20%) 
56 (30%) 
8 (4%) 
45 (24%) 

41 (22%) 

70 (8%) 
524 (59%) 
25 (3%) 
218 (25%) 

44 (5) 

Number of sources of income 
0 
1 
2 or more 

5 (3%) 
148 (79%) 
34 (18%) 

63 (7%) 
744 (84%) 
74 (8%) 

Sources of income 

Employment 
Employment Insurance 
Pension 
Social Assistance 
Disability Insurance 
Other 
No Income 

4 (2%) 
3 (2%) 
136 (73%) 
29 (16%) 
19 (10%) 
31 (17%) 
3 (2%) 

62 (7%) 
15 (2%) 
38 (4%) 
436 (50%) 
299 (34%) 
51 (6%) 
43 (5%) 

Reasons for admission 

Threat or danger to self 
Threat or danger to others 
Inability to care for self 
Problem with addiction/dependency 
Specific psychiatric symptoms 
Involvement with criminal justice system 
Other 

73 (39%) 
73 (39%) 
165 (88%) 
16 (9%) 
177 (95%) 
5 (3%) 
10 (5%) 

369 (42%) 
328 (37%) 
612 (69%) 
248 (28%) 
691 (78%) 
197 (22%) 
50 (6%) 

Living arrangements 
Lived with others 
Lived alone 

122 (65%) 
65 (35%) 

550 (62%) 
331 (38%) 

Residential instability  57 (30%) 315 (36%) 

Number of recent psychiatric admissions 

None 
1 to 2 
3 or more 
Unknown 

100 (53%) 
65 (35%) 
21 (11%) 
1 (1%) 

219 (25%) 
292 (33%) 
367 (42%) 
3 (0%) 

Number of lifetime psychiatric admissions 

None 
1 to 3 
4 to 5 
6 or more 
Unknown 

50 (27%) 
57 (30%) 
22 (12%) 
57 (30%) 
1 (1%) 

47 (5%) 
233 (26%) 
230 (26%) 
368 (42%) 
3 (0%) 

Time since last discharge 

More than 1 year 
31 days to 1 year 
30 days or less 
N/A 

62 (33%) 
46 (25%) 
27 (14%) 
52 (28%) 

327 (37%) 
363 (41%) 
140 (16%) 
51 (6%) 

Amount of time hospitalized in the last 2 
years 

No other admissions in last 2 years 
30 days or less 
31 days to 1 year 
More than 1 year 
Unknown 

101 (54%) 
30 (16%) 
45 (24%) 
11 (6%) 
0 (0%) 

217 (25%) 
260 (30%) 
347 (39%) 
53 (6%) 
4 (0%) 

Age at first hospitalization 

< 25 
25 – 44 
45 – 64 
> 64 
Unknown 

21 (11%) 
61 (33%) 
46 (25%) 
56 (30%) 
3 (2%) 

478 (54%) 
368 (42%) 
28 (3%) 
1 (0%) 
6 (1%) 

Incapacity 
 

Consenting to treatment 
Managing property 
Disclosing health information 
Substitute decision maker/ legal guardian 

116 (62%) 
119 (64%) 
108 (58%) 
130 (70%) 

274 (31%) 
283 (32%) 
201 (23%) 
357 (41%) 
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Table 2: Predictor of length of stay among adult and geriatric patients with schizophrenia – overall model
 

 

Predictor F, df Statistical Significance 

Overall Model F = 23.40, df = 10,1034 p < .0001 

Study group (Geriatric vs. Adult) F = 11.65, df = 1,1034 p = .0007 

Gender F = 2.75, df = 1,1034 p = .0976 

Reasons for admission – Involved with criminal justice system F = 12.26, df = 1,1034 p = .0005 

Lives alone F = 5.73, df = 1,1034 p = .0168 

Number of recent psychiatric admissions F = 3.48, df = 2,1034 p = .0310 

Incapacity F = 54.55, df = 1,1034 p < .0001 

IADL score F = 13.83, df = 1,1034 p = .0002 

Presence of any pain F = 3.61, df = 1,1034 p = .0576 

Study group × IADL F = 6.04, df = 1,1034 p = .0141 

IADL: Instrumental activities of daily living 

 
Table 3: Predictors of length of stay among adult and geriatric patients with schizophrenia – parameter estimates

 

 

Effect Comparison LOS Ratio 
95% CI for 

LOS Ratio 

Study group* geriatric relative to adult 1.48 (1.17, 1.88) 

Study group** – among subjects with low IADL (1 SD below mean) geriatric relative to adult 1.81 (1.29, 2.55) 

Study group** – among subjects with average IADL (mean) geriatric relative to adult 1.48 (1.17, 1.88) 

Study group** – among subjects with high IADL (1 SD above mean) geriatric relative to adult 1.21 (0.98, 1.50) 

Gender  female relative to male 1.12 (0.98, 1.29) 

Involved with criminal justice system involved relative to not involved 0.74 (0.63, 0.88) 

Lives alone yes relative to no 1.18 (1.03, 1.35) 

Number of recent psychiatric admissions 
1-2 relative to none 1.07 (0.91, 1.25) 

3 or more relative to none 1.24 (1.05, 1.46) 

Incapacity yes relative to no 1.70 (1.47, 1.95) 

IADL 1 point increase 1.02 (1.01, 1.03) 

IADL** - among adult patients 1 point increase 1.03 (1.02, 1.04) 

IADL** - among geriatric patients 1 point increase 1.01 (0.99, 1.02) 

Pain Scale (any pain y/n) yes relative to no 0.83 (0.68, 1.01) 

Note. IADL: Instrumental Activities of Daily Living; * at mean level of IADL score and averaged over all levels of all remaining predictors; ** averaged over all levels of all 
predictors not involved in the interaction 

 
The remaining effects were not influenced by study group
(i.e., the predictors listed below influence LOS equally
among geriatric and adult schizophrenia patients). Patients
living alone stayed on average 18% longer (95% CI: 3%-
35%) than those not living alone. Patients with 3 or more
recent admissions stayed on average 24% longer (95% CI:
5%-46%) than those with no recent psychiatric admissions.
Patients with any incapacity stayed on average 70% longer
(95% CI: 47%-95%) than those with no incapacities. Pa-
tients involved with the criminal justice system stayed on
average only 74% as long as those not involved with the
criminal justice system (95% CI: 63%-88%).

4 Discussions
We have found median LOS is 56% longer in geriatric ver-
sus adult schizophrenia patients. This finding is consistent

with our previous study demonstrating that the characteris-
tics of mood disorders in late life are different from those
for younger populations.[20]

This difference in length of stay between groups may be
explained by characteristics of the populations captured by
the RAI-MH. Our model also suggests predictors of longer
LOS in adult versus geriatric schizophrenia patients as well
as specific predictors of longer LOS in schizophrenia pa-
tients as a whole. IADL scores have a different impact on
LOS in adult patients than in geriatric patients, while liv-
ing arrangements, number of recent psychiatric admissions,
incapacity, involvement in the criminal justice system and
pain all appear to have similar effects across schizophrenia
age groups.

Function at admission is predictive of LOS in general adult
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schizophrenia patients, with greater IADL dependency pre-
dicting longer LOS. For IADL scores 1 SD above the
mean, adult LOS was not statistically different from geri-
atric LOS. Functional impairment in schizophrenia has been
well described in a study demonstrating significant IADL
impairment in schizophrenia versus healthy matched con-
trols.[22] In a clinical population, a comparison of elderly
patients with schizophrenia-schizoaffective disorder (n =
55), bipolar disorder (n = 39) and depression (n = 90),
the schizophrenia-schizoaffective disorder group had poorer
functioning especially the domains of self-care and com-
munity living skills.[23] An Israeli study of 81 acute care
general adult patients with schizophrenia generated a pre-
dictive model of IADL performance using clinical and de-
mographic information. In this model, a total variance of
53.5% consisted of executive functioning (21%), memory
and abstract thinking (13.5%), negative symptoms (13%),
age of illness onset and years of education (8%)[24] demon-

strating the multi-factorial contributors to functional impair-
ment in schizophrenia. In a Japanese study of 217 inpatient
and community dwelling elderly patients with schizophre-
nia, total needs of care were greater among patients with
poor IADL self-performance.[25] In another Japanese study
assessing factors associated with long hospital LOS on geri-
atric medicine wards, IADL impairment, and most signifi-
cantly medication management, was associated with longer
LOS.[26] Instrumental activities of daily living on the RAI
include meal preparation, managing medications, indepen-
dent transportation, managing finances, telephone use and
stamina. Impairment in these functions may result in greater
difficulty finding housing and living independently. How-
ever, an intervention study of personalized in-home nursing
care plans demonstrated efficacy in improving function at
home in adult patients with schizophrenia,[27] demonstrat-
ing that IADLs can be modifiable in this patient population.

Table 4: Predictor of length of stay among adult and geriatric patients with schizophrenia – geometric LS means
 

 

Effect Level 
Geometric 

LS-Mean 
Ratio of Means* 95% CI of Ratio 

Statistical 

Significance 

Study group** 
Adult* 22.76 

1.48 (1.17, 1.88) p = .0011 
Geriatric 33.75 

Study group*** - among patients with low 

IADL scores (1 SD or more below mean) 

Adult* 17.48 
1.81 (1.29, 2.55) p = .0007 

Geriatric 31.67 

Study group*** - among patients with normal 

IADL scores (within 1 SD of mean) 

Adult* 22.77 
1.48 (1.17, 1.88) p = .0011 

Geriatric 33.75 

Study group*** - among patients with high 

IADL scores (1 SD or more above mean) 

Adult 29.65 
1.21 (0.98, 1.50) p = .0785 

Geriatric 35.97 

Gender 
Male* 26.14 

1.12 (0.98, 1.29) p = .0976 
Female 29.38 

Involved with criminal justice system 
Not involved* 32.21 

0.74 (0.63, 0.88) p = .0005 
Involved 23.85 

Lives alone 
No* 25.51 

1.18 (1.03, 1.35) p = .0168 
Yes 30.12 

Number of recent psychiatric admissions 

None* 25.27    

1-2 26.97 1.07 (0.91, 1.25) p = .4240 

3 or more 31.24 1.24 (1.05, 1.46) p = .0110 

Incapacity 
No* 21.28 

1.70 (1.47, 1.95) p < .0001 
Yes 36.10 

Any pain 
No* 30.47 

0.83 (0.68, 1.01) p = .0576 
Yes 25.21 

Note. *Reference category for ratio; **averaged over all levels of all other predictors; ***averaged over all levels of all predictors not involved in the interaction 

Addressing IADL impairment early in a psychiatric admis-
sion may facilitate successful discharge and LOS optimiza-
tion. It appears that in this general adult schizophrenia
population, there is a “functional reserve” and with impair-
ment in IADL function, that reserve is depleted and LOS
is longer, possibly reflecting a greater difficulty getting and
maintaining community placement. However, at least in this
patient population, IADL function may be modifiable. One
can speculate that in contrast, geriatric schizophrenia pa-
tients may already have an age-related depletion in “func-
tional reserve” underscoring the longer LOS and the inabil-

ity to be modified by function. Hence, impaired IADL func-
tion may have a lesser impact on LOS in this already im-
paired older population relative to the younger group. Fur-
ther investigation of age-specific IADLs is warranted.

In both geriatric and general adult patients with schizophre-
nia, patients who live alone have an LOS 18% longer than
those who do not live alone. In contrast, our previous mood
disorder analysis found an association between living alone
and longer LOS in geriatric but not adult mood disorder pa-
tients.[20] In a large German analysis of a heterogeneous
population of admissions to a psychiatric hospital, living
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alone was not associated with longer LOS.[28] Living alone
likely requires a higher level of functional independence,
and it may be that functional deficiencies are more readily
manifested in a younger schizophrenia population in com-
parison to younger mood disorder patients. Further, a het-
erogeneous analysis of mixed diagnosis patients may not de-
tect diagnosis specific functional effects on LOS. Our find-
ing may reflect a baseline functional deficit or a decrease in
the aforementioned “functional reserve” in schizophrenia.

Length of stay in both study groups is predicted by num-
ber of recent psychiatric admissions. Patients with 3 or
more recent admissions stay on average 24% longer (95%
CI: 5%-46%) than those with no recent psychiatric admis-
sions. Readmission is common in schizophrenia and the
most robust predictor of future psychiatric hospitalization
is the number of previous admissions, with unemployment
and residential status also being significant contributors.[29]

In a study of 262 adults with schizophrenia or schizoaffec-
tive disorder, early readmission was associated with four
or more previous hospitalizations (85.7% vs. 57.7%, p =
.004), comorbid substance use disorder (60.3% vs. 35.5%,
p = .0006), major depression (40.6% vs. 26.8%, p = .04),
absence of a family meeting with inpatient staff (58.2%
vs. 41.8%, p = .02), and prescription of a conventional
rather than an atypical antipsychotic medication (93.7% vs.
83.8%, p = .045).[30] In our cohort, having 3 or more recent
admissions in this patient population may be a marker of a
more debilitating illness, resulting in a longer LOS.

Incapacity also predicted length of stay irrespective of study
group. Patients with any incapacity stay on average 70%
longer (95% CI: 47%-95% longer) than those with no inca-
pacities. Our finding in schizophrenia is consistent with our
previous findings in mood disorders and in geriatric psychi-
atry patients as a whole (20, 21) as well as those in a sys-
tematic review of 41 studies.[31] In a study of legal reviews
of treatment incapacity findings at 2 psychiatric hospitals
in Ontario Canada, the average delay in initiating treatment
when incapacity was contested was 25 days. However, if
this finding was then taken to the courts, average treatment
delay was 253 days.[32] Incapacity has indirectly been as-
sociated with longer LOS on a geriatric psychiatry inpatient
unit in a study of 384 patients. Requiring court proceed-
ings to medicate against will increased the probability of
having a LOS greater than 25 days 10-fold, from 2.5% to
24.8% and led to a 65% increase in LOS. In this Ameri-
can study, researchers conclude that the financial burden of
a slow moving legal system falls on providers of care who
may or may not be able to share that burden with payers.[9]

The finding that involvement with the criminal justice sys-
tem predicts shorter LOS likely reflects the path of forensic
patients through the system. In this analysis, the amount
of time spent in incarceration was not included in the LOS
database and thus previous fitness assessments at CAMH
or treatment in the criminal justice system may not have
been captured in this analysis. Furthermore only 5 geri-
atric schizophrenia patients fell into this category (versus
197 adult schizophrenia patients) so the clinical relevance
and applicability of this finding is unclear.

There are several limitations to this study. CAMH is a
psychiatric hospital and while the results may be general-
izable to psychiatric hospitals, the applicability to general
hospital psychiatry is less clear. The decision to include
only those patients who have already been discharged from
CAMH over the 6-year period may also bias the results.
We know that geriatric patients stay longer than younger
patients and thus we may have eliminated more geriatric
patients with extremely long LOS who have not yet been
discharged compared to the adult controls. However, given
the 6-year study duration, and the fact that these very long
stay patients are extremely rare, we feel that the results do
represent the vast majority of admissions for both adult and
geriatric schizophrenia.

We have determined predictors of LOS in general adult and
geriatric patients with schizophrenia that are part of the stan-
dard RAI assessment at 72 hours after admission. Increased
impairment in IADLs predicts longer LOS in general adult
but not in geriatric schizophrenia patients. Frequent re-
cent psychiatric admissions, living alone and incapacity to
make treatment decisions predict longer LOS in both adult
and geriatric schizophrenia patients. Assessing predictors of
LOS is significant for optimal management of inpatient re-
sources, and understanding the factors that predict LOS may
allow for prompt, targeted interventions that reduce LOS
and improve overall access to the inpatient beds. Identify-
ing factors associated with long LOS might also help to fo-
cus community resources on addressing these factors, both
before and after hospitalization, also resulting in fewer and
shorter stays.
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