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BACKGROUND: Evidence suggests depression increases
hospital readmission risk.

OBJECTIVE: Determine whether depressive symptoms are
associated with unplanned readmission within 30 days of
discharge of general medical patients.

DESIGN: Secondary analysis of the Project Re-Engineered
Discharge (RED) randomized controlled trials.

SETTING: Urban academic safety-net hospital.

PATIENTS: A total of 1418 hospitalized adult English-
speaking patients.

INTERVENTION: The 9-Item Patient Health Questionnaire
(PHQ-9) was used to screen patients for depressive
symptoms.

MEASUREMENTS: Hospital readmission within 30 days of
discharge. Poisson regression was used to control for con-
founding variables.

RESULTS: There were 225 (16%) patients who screened
positive for mild depressive symptoms (5 �PHQ-9 �9) and
336 (24%) for moderate or severe depressive symptoms
(PHQ-9 �10). After controlling for confounders, a higher
rate of readmission was observed in subjects with mild
depressive symptoms compared to subjects with PHQ-9
<5, incidence rate ratio (IRR) 1.49 (95% confidence interval
[CI]: 1.11-2.00). The adjusted IRR of readmission for those
with moderate-to-severe symptoms was 1.96 (95% CI:
1.51-2.49) compared to those with no depression.

CONCLUSIONS: Screening positive for mild and moderate-
to-severe depressive symptoms during a hospitalization on
a general medical service is associated with an increased
dose-dependent readmission rate within 30 days of dis-
charge in an urban, academic, safety-net hospital. Further
research is needed to determine whether treatments target-
ing the reduction of depressive symptoms reduce the risk of
readmission. Journal of Hospital Medicine 2014;9:358–364.
VC 2014 Society of Hospital Medicine

Unplanned hospital readmission within 30 days is an
important marker of the quality of care provided in
the hospital and in the immediate posthospital set-
ting.1 In the United States, 1 in 5 Medicare patients is
readmitted within 30 days, and related Medicare costs
are estimated to be $17 billion annually.2 Public pol-
icy is attempting to drive down healthcare costs in the
United States via the Affordable Care Act by reducing
payments to hospitals that have high 30-day readmis-
sion rates.3

The prevalence of depression is 6.7% of adults,4

and depressive symptomatology has been linked to
hospital readmission.5,6 Depressive symptoms are
associated with poor health outcomes and increased
utilization. Patients with cardiac disease and depres-
sive symptoms have worse outcomes.7 Mild symp-
toms are associated with increased primary care and
mental health care visits.8 Both mild and moderate-

to-severe depressive symptomatology are associated
with symptom burden, physical limitation, quality of
life, and overall health.9 Importantly, many hospital-
ized patients, who do not have a diagnosis of depres-
sion, display depressive symptomatology.10 A gap in
knowledge exists as to the utility of stratifying
depressive symptomatology between mild and moder-
ate to severe in determining risk for hospital
readmission.

Although the causal pathway to worse outcomes in
patients with a diagnosis of depression has been stud-
ied,11 the reasons for poor outcomes of patients with
depressive symptomatology have not been well
described, particularly in hospitalized general medical
patients. Nonadherence to physician recommenda-
tions, decreased cognitive function, and poor adher-
ence to self-care recommendations12–14 may explain
increased healthcare utilization. Physiological models
hypothesize heightened levels of proinflammatory
markers15,16 and vascular depression17 may play a
role. There remains a gap in knowledge as to the post-
discharge utilization of hospitalized patients with
depressive symptomatology.

We studied the rate of hospital readmission among
hospitalized adult patients with mild and moderate-to-
severe depressive symptoms as defined by the 9-Item
Patient Health Questionnaire (PHQ-9) depression
screening tool.18
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METHODS
Setting, Data, and Participants

Data from 2 Project Re-Engineered Discharge (RED)
clinical trials were included in a secondary analysis.19–21

Depressive symptom screening data were available for
1418 participants originally randomized to the control
and experimental groups in each trial.

The Project RED trials were a set of 2-armed
randomized controlled trials studying hospital utiliza-
tion following a standardized hospital-based discharge
process. Inclusion criteria included English-speaking
patients who were 18 years or older and admitted to
the adult medical service at Boston Medical Center, a
large urban safety-net hospital with an ethnically
diverse patient population. Patients were required to
have a telephone and have plans to return home after
discharge. Patients were excluded if admitted from a
skilled nursing facility or other hospital, transferred to
a different hospital service before enrollment, admit-
ted for a planned hospitalization, on hospital precau-
tions, on suicide watch, or were deaf or blind. A full
description of the methods has been described.19 The
second RED trial differed in that a health information
technology system was used to teach the discharge
plan to subjects at the time of discharge rather than a
nurse.20,21

The institutional review board of Boston University
approved all study activities.

Outcome Variables

The primary end point for this analysis was the hospi-
tal readmission rate, defined as the total number of
readmissions per subject within 30 days of the index
discharge. Data were collected by hospital electronic
medical record (EMR) review and by contacting sub-
jects by telephone 30 days after discharge. Research
staff collected data and were blinded to study group
assignment. We examined emergency department
(ED) utilization and primary care physician (PCP)
follow-up visit attendance rates within 30 days of dis-
charge. Any ED or ambulatory visit resulting in hospi-
tal admission within 30 days of the index discharge
date was counted as 1 readmission. Readmission and
ED utilization dates occurring at Boston Medical Cen-
ter were obtained from its EMR, whereas those at
other hospitals were collected through subject report.

Primary Independent Variable

The primary independent variable was the PHQ-9
screening questionnaire score, designed to identify
patients with depressive symptoms. Data were col-
lected at the time of enrollment during the index
admission. Symptoms were categorized into 3 groups:
no depression (PHQ-9 score of 0–4, or less than a
score of 2 on the first 2 questions of the PHQ-9), mild
depressive symptoms (PHQ-9 score of 5–9),
and moderate-to-severe symptoms (PHQ-9 score of
10–27).18

Statistical Analysis

Potential confounders were identified a priori from
available literature on factors associated with hospital
readmission. These included age,22 race, gender,23

marital status, health literacy (using the Rapid Esti-
mate of Health Literacy in Adult Medicine [REALM]
tool),24 insurance type, employment status, income
level,25 Charlson Comorbidity Index,26 homelessness
within the past 3 months, hospital utilization within
the 6 months before the index hospitalization,27 edu-
cational attainment, length of hospital stay,28 and
study group assignment.

Demographic and other characteristics were com-
pared by dichotomized healthcare reutilization out-
comes using bivariate analysis to identify potential
confounders of the relationship between depressive
symptom severity and hospital readmission. v2 tests
were used for categorical variables and t tests for con-
tinuous variables. Age (years) and length of stay
(days) were used as continuous variables. Gender
(male/female), frequent hospital admission within 6
months (0–1 vs 2 or more), homelessness, and pres-
ence of substance use disorder diagnosis (defined by
the International Statistical Classification of Disease,
9th Revision [ICD-9] diagnosis codes, which included
303.0 [alcohol dependence], 305.0 [alcohol abuse],
291.0 [alcohol-induced mental disorders], 304.0 [drug
dependence], 305.2–305.7, 305.9 [drug abuse] and
292.0 [drug-induced mental disorders]) were treated
as dichotomous variables. Categorical variables were
created for marital status (single, married, divorced/
widowed), educational attainment (less than or incom-
plete high school, high school graduate, some college,
college graduate), insurance type (Medicare, Medic-
aid, private insurance, or Free Care), income level
(<$19,999 per year, $20,000–39,000, $40,000–
74,999, >$75,000, or unknown/refused to answer),
employment status (working full time, working part
time, not working, or no answer), and health literacy
level according to REALM score (0–44 [grade 6 or
below], 45–60 [grade 7–8], or 61–66 [grade 9 or
above]).

The readmission rate reflects the number of hospital
readmission events per subject within 30 days of dis-
charge. The PCP follow-up rate reflects the number of
subjects attending a posthospital PCP visit within 30
days of discharge. The incidence rate ratio (IRR) was
calculated to compare the rates of readmission
between those with mild, moderate to severe, and no
depressive symptoms. Readmission data at 30 days
are cumulative. Poisson models were used to test for
significant differences between the predicted and
observed number of events at 30 days. A stepwise
selection process (with a 5 0.2 as entry and exit crite-
ria) was conducted to identify relevant confounders
and to construct the final model for the association
between depressive symptom screen severity and read-
mission. Using sensitivity analysis, we tested a model
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including substance abuse as a variable. This did not
substantially change our final model, and therefore we
did not include this variable in the final model.

A Kaplan-Meier hazard curve was generated for
time from the index discharge to the first hospital
readmission within 30 days. The hazard of readmis-
sion was compared among the 3 depressive symptom
screen categories using Cox proportional hazards.
Two-sided significance tests were used. P values
<0.05 were considered to indicate statistical signifi-
cance. All data were analyzed with SAS 9.3 (SAS
Institute, Cary, NC).

Adjusted Poisson regression results identified indi-
viduals with readmission and/or ED utilization rates
much higher than the sample mean. Data points with
5 or more hospital readmissions or 7 or more com-
bined readmissions and ED utilizations were removed
from analysis.

RESULTS
Of the total study population, 15.9% (225/1418)
demonstrated mild depressive symptoms, and 23.7%
(336/1418) demonstrated moderate-to-severe symp-
toms. Of those in our study, 38.9% (551/1418) self-
reported being told by a healthcare professional that
they had depression. Of those self-reporting depres-
sion, 27.9% (273/540) were currently taking antide-
pressant medication at the time of the index
hospitalization. Table 1 shows baseline characteristics
by dichotomized utilization outcome. Mean age, mari-
tal status, health insurance, employment status, mean
length of stay, admissions in the previous 6 months,
mean Charlson score, and substance abuse were sig-
nificantly associated with hospital readmission. Of
these characteristics, all but mean length of stay and
previous history of substance abuse were significantly
associated with ED utilization.

Table 2 shows the unadjusted 30 day hospital read-
mission, ED utilization, and PCP follow-up rates. Par-
ticipants with mild symptoms had higher readmission
rates than those without symptoms (0.20 vs 0.13). In
other words, 20 readmissions occurred per 100 sub-
jects with mild symptoms, compared with 13 readmis-
sions per 100 subjects without symptoms (P< 0.001).
The readmission rate was 0.21 for subjects with
moderate-to-severe depression. The rate of ED utiliza-
tion for subjects with mild symptoms was 0.18. This
was significantly different from ED utilization rates of
those with no depression and those with moderate-to-
severe symptoms, which were 0.16 and 0.28, respec-
tively (P< 0.001). The postdischarge follow-up rates
were different for those without depression compared
to those with mild and moderate-to-severe symptoms
(58.7, 49.5, and 51.1, respectively), but this did not
reach statistical significance (P 5 0.06).

Poisson analyses were conducted to control for
potential confounding in the relationship between
symptom severity and readmission or ED utilization

(Table 3). Compared to subjects with no depression,
the association between mild symptoms and readmis-
sion remained significant (adjusted IRR: 1.49; 95%
confidence interval [CI]: 1.11-2.00) after controlling
for relevant confounders. For those with moderate-to-
severe symptoms, the adjusted IRR was 1.96 (95%
CI: 1.51-2.49). When compared to those without
depression, the adjusted IRR for ED reutilization was
not found to be significant for those with mild symp-
toms (1.30; 95% CI: 0.96-1.76) and significant for
those participants with moderate-to-severe symptoms
(1.48; 95% CI: 1.16-1.89).

Figure 1 depicts the hazard curve generated for the
time to first hospital readmission, stratified by depres-
sive symptom severity. A readmission within 30 days
following an index discharge date occurred in 10% of
participants without depression, 14% of those with
mild symptoms, and 19% of those with moderate-to-
severe symptoms (P 5 0.03).

DISCUSSION
Our study shows hospitalized medical patients at an
urban academic hospital with a positive screen for
depressive symptoms are significantly more likely to
be readmitted within 30 days of discharge as com-
pared to those who do not screen positive. The signifi-
cant association of depressive symptoms and
readmission remains even after stratifying by severity
and controlling for relevant confounders. Further,
there appears to be a dose-response relationship
between depressive symptom severity and readmission.
This graded effect makes the distinction between mild
and moderate-to-severe depressive symptoms a better
instrument at predicting rehospitalization than a diag-
nostic code for depression. Few studies have analyzed
the readmission of general medical patients stratified
by depressive symptomatology, and even fewer have
addressed the presence of mild depressive symptoma-
tology as it relates to readmission. A diagnosis of mild
depression is associated with similar though less
severe outcomes as compared to major depression,
including negative effects on quality of life, functional
disability, health status, and mortality.29 Patients with
heart failure and mild depressive symptoms have
higher rates of readmission at 3 months and 1 year as
compared with those without depressive symptoms,
but these findings were not found to be significant.30

Mild depressive symptoms may contribute to readmis-
sion, accrued medical cost, and burden of disease.

We extend previous research5,31,32 by showing that,
compared to those without and those with mild symp-
toms, the readmission risk is even greater for those
who screen positive for moderate-to-severe symptoms.
The mechanism linking depressive symptoms and
readmission is not well understood. Behavioral mecha-
nisms such as physical symptom amplification or anxi-
ety about symptoms link depressive symptoms to
healthcare utilization after discharge.33 Depressive
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symptoms among patients with diabetes, asthma,
hypertension, or human immunodeficiency virus
(HIV) impairs medication adherence and self-care

behavior.14,34–36 Depressed patients might have
reduced social support leading to increased stress,
worsened symptoms, and prolonged recovery.37 These

TABLE 1. Baseline Demographics and Utilization Outcomes

Hospital Readmission ED Utilization

No, n 5 1,240 Yes, n 5 193 No, n 5 1,231 Yes, n 5 202

Male, n (%) 602 (48.6) 105 (54.4) 606 (49.3) 101 (50.0)
Mean age, y (SD) 49.14 (14.21)* 52.24 (14.69)* 50.06 (14.57)* 46.45 (12.19)*
Race, n (%)

White non-Hispanic 332 (26.8) 73 (37.8) 357 (29.0) 48 (23.8)
Black non-Hispanic 666 (53.7) 89 (46.1) 646 (52.5) 109 (54.0)
Hispanic 135 (10.9) 19 (9.8) 124 (10.1) 30 (14.9)
Other or mixed race 59 (4.8) 7 (3.6) 56 (4.6) 10 (5.0)
Unknown 48 (3.9) 5 (2.6) 48 (3.9) 5 (2.5)

Marital status, n (%)
Single 593 (47.8)* 74 (38.3)* 552 (44.8)* 115 (56.9)*
Married 286 (23.1)* 42 (21.8)* 296 (24.1)* 32 (15.8)*
Divorced/widowed 346 (27.9)* 74 (38.3)* 369 (20.0)* 51 (25.3)*
Unknown 15 (1.2)* 3 (1.6)* 14 (1.1)* 4 (2.0)*

Annual personal income, n (%)
<$19,999 511 (41.2) 88 (45.6) 509 (41.4) 90 (44.6)
$20,000–$39,999 184 (14.8) 22 (11.4) 175 (14.2) 31 (15.4)
$40,000–$74,999 107 (8.6) 14 (7.3) 111 (9.0) 10 (5.0)
>$75,000 41 (3.3) 8 (4.2) 44 (3.6) 5 (2.5)
Unknown/refused 397 (32.0) 61 (31.6) 392 (31.8) 66 (32.7)

Health insurance, n (%)
Private 321 (25.9)* 34 (17.6)* 316 (25.7)* 39 (19.3)*
Medicaid 510 (41.1)* 90 (46.6)* 485 (39.4)* 115 (56.9)*
Medicare 138 (11.1)* 43 (22.3)* 170 (13.8)* 11 (5.5)*
Free Care† 207 (16.7)* 14 (7.3)* 190 (15.4)* 31 (15.4)*
Other/unknown 64 (5.2)* 12 (6.2)* 70 (5.7)* 6 (3.0)*

Education level, n (%)
Incomplete high school 290 (23.4) 45 (23.3) 288 (23.4) 47 (23.3)
High school graduate/GED 492 (39.7) 87 (45.1) 489 (39.7) 90 (44.6)
Some college 257 (20.7) 34 (17.6) 255 (20.7) 36 (17.8)
College degree 183 (14.8) 25 (13.0) 183 (14.9) 25 (12.4)
Unknown 18 (1.5) 2 (1.0) 16 (1.3) 4 (2.0)

Employment status, n (%)
Full time 322 (26.4)* 31 (16.6)* 316 (26.2)* 37 (18.7)*
Part time 136 (11.2)* 11 (5.9)* 124 (10.3)* 23 (11.6)*
Retired 172 (14.1)* 37 (19.8)* 196 (16.2)* 13 (6.6)*
Disabled 278 (22.8)* 72 (38.5)* 287 (23.8)* 63 (31.8)*
Unemployed 286 (23.5)* 31 (16.6)* 258 (21.4)* 59 (29.8)*
Student 24 (2.0)* 5 (2.7)* 26 (2.2)* 3 (1.5)*

Homeless in past 6 months, n (%) 143 (11.6) 24 (12.5) 126 (10.3) 41 (20.4)
Health literacy, n (%)†

�6th-grade level 230 (19.2) 41 (22.4) 228 (19.2) 43 (22.4)
7th–8th-grade level 342 (28.5) 60 (32.8) 342 (28.7) 60 (31.3)
�9th-grade level 627 (52.3) 82 (44.8) 620 (52.1) 89 (46.4)

Mean length of stay, d (SD) 2.69 (2.60)* 3.57 (3.50)* 2.81 (2.80) 2.84 (2.18)
PCP at enrollment, n (%)‡ 1,005 (81.1) 166 (86.0) 1,005 (81.7) 166 (82.2)
�2 Admissions in past 6 months, n (%) 300 (24.2)* 81 (42.0)* 292 (23.7)* 89 (44.1)*
Mean Charlson score (SD)§ 2.19 (2.53)* 2.85 (2.78)* 2.34 (2.60)* 1.92 (2.18)*
Substance abuse, n (%)†† 138 (12.0)* 36 (19.7)* 151 (13.1) 23 (12.6)

NOTE: Abbreviations: ED, emergency department; GED, General Educational Development; PCP, primary care physician; PHQ-9, 9-Item Patient Health Questionnaire; SD, standard deviation.

*A significant association with the outcome.

Free Care is a Massachusetts state program for uninsured patients.

†Health literacy scores correspond to total score as determined by Rapid Estimate of Health Literacy in Adult Medicine tool. The 2 categories of lowest literacy were combined because of the distribution of scores. Score of 0 to
44 corresponds to 6th-grade level or below, 45 to 60 corresponds to 7th- to 8th-grade level, and 61 to 66 corresponds to 9th-grade level or above.

‡PCP at enrollment refers to subject self-identifying PCP at time of Project RED study enrollment.

§Charlson Comorbity Index score reflects the cumulative increased likelihood of 1-year mortality. Higher scores indicate more comorbidity. The minimum score is 0. There is no maximum score.

††Defined by the presence of a substance use disorder defined by International Classification of Diseases, 9th Revision diagnosis code for the index hospitalization. Diagnostic codes included, 303 (alcohol dependence), 305.0
(alcohol abuse), 291 (alcohol induced mental disorders), 304 (drug dependence), 305.2–305.7, 305.9 (drug abuse), and 292 (drug-induced mental disorders).
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mechanisms may prompt patients to present to hospi-
tals for reevaluation. The direct physiologic conse-
quences of depressive symptoms may be similar to
that of the diagnosis of depression. Patients with car-
diovascular disease and depression have poor out-
comes, which may be related to decreased heart rate
variability, hypercoagulability, high burden of inflam-
matory markers, and severity of left ventricular dys-
function.38,39 Among patients with HIV/acquired
immunodeficiency syndrome and coronary artery dis-
ease, depression is linked to increased proinflamma-
tory marker levels and less favorable outcomes, which
may signal a more severe form of the disease or an
impaired response to treatment.15,16

Our data have several implications. Though disease
burden may play a role in the presence of depressive
symptomatology in hospitalized patients, screen-
positive patients still experienced more readmission
events as compared to those without depressive symp-
toms after controlling for relevant confounders. Fur-
ther, there appears to be a dose-dependent
relationship between depressive symptom severity and
rate of readmission. Use of a categorical ICD-9 code
often implies that the diagnosis of depression has been
confirmed. Rather than using administrative ICD-9
codes to account for readmission risk, hospitals may
consider screening patients for depressive symptoms
during hospitalizations to both identify and risk-
stratify patients at high risk for readmission. Proce-
dures should be implemented to address barriers to
safe transitions in care in the screen-positive popula-
tion. The relationship between symptom severity and
readmission rate may aid in the decision to devote

resources to those at highest risk of readmission.
Lastly, though research on the treatment of depressive
symptoms in medical inpatients has been inconclusive
in determining whether this approach is better than
usual care or structured pharmacotherapies,40 further
study is needed to determine whether treatment of
mild and moderate-to-severe depressive symptoms
during an acute medical hospitalization will decrease
readmission.

Strengths of the current study include the large
dataset, the broad range of covariates available for
analyses, and the inclusive nature of the sample,
which was not restricted to factors such as age or
medical condition.

TABLE 2. Hospital Readmission, Emergency Department, and Primary Care Physician Utilization Rates �30 Days
After Discharge by Depressive Symptom Screen Status

Depressive Symptom Severity Based on PHQ-9 Score, N 5 1,418

P ValueNo Depression, n 5 857

Mild Depressive

Symptoms, n 5 225

Moderate-to-Severe Depressive

Symptoms, n 5 336

Hospital readmission, n (rate per 100) 108 (12.6) 44 (19.6) 71 (21.1) <0.001
ED utilization, n (rate per 100) 133 (15.5) 41 (18.2) 94 (28.0) <0.001
PCP follow-up, n (rate per 100) 420 (58.7) 103 (49.5) 157 (51.1) 0.06

NOTE: Abbreviations: ED, emergency department; PCP, primary care physician; PHQ-9, 9-Item Patient Health Questionnaire.

TABLE 3. Adjusted Hospital Readmission, Emergency Department Utilization Rates, and IRR �30 Days After Dis-
charge by Depressive Symptom Screen Status*

Depressive Symptom Severity Based on PHQ-9 Score, N 5 1418

P ValueNo Depression, n 5 857

Mild Depressive

Symptoms, n 5 225

Moderate-to-Severe Depressive

Symptoms, n 5 336

Hospital readmission, n (rate per 100) 96 (11.9) 36 (17.1) 67 (21.1) <0.001
Hospital readmission IRR (95% CI) Ref 1.49 (1.11-2.00) 1.96 (1.51-2.49)
ED utilization, n (rate per 100) 124 (15.2) 40 (19.0) 85 (26.7) 0.007
ED utilization IRR (95% CI) Ref 1.30 (0.96-1.76) 1.48 (1.16-1.89)

NOTE: Abbreviations: CI, confidence interval; ED, emergency department; IRR, incidence rate ratio; PHQ-9, 9-item Patient Health Questionnaire.

*Adjusted for intervention group, Rapid Estimate of Health Literacy in Adult Medicine tool score, Charlson Comorbidity Index, gender, homelessness, employment, insurance, frequent utilizer, age (years), length of stay (days).

FIG. 1. Hazard of hospital readmission in the 30 days following hospital dis-

charge among subjects with mild, moderate-to-severe, and no depressive

symptoms.
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Several limitations should be noted. We did not
conduct a psychiatric evaluation to evaluate screen-
positive patients who met diagnostic criteria for minor
or major depressive disorder, nor did we reconfirm
the presence of symptoms at the time of or following
hospital discharge. Our data, then, may not reflect
patients’ depressive symptomatology prior to the
index hospitalization or at the time of discharge.
Although such data might further refine the use of
depressive symptomatology in identifying patients at
high risk for readmission, our findings demonstrate
that simply screening positive for depressive symptom-
atology at time of admission is associated with
increased risk of readmission. We do not know the
direction of the reported associations. If depressive
symptoms are the consequence of higher disease bur-
den, treatment of the underlying disease may be the
most important intervention. Although this is possible,
our model does include variables (eg, length of stay,
Charlson Comorbidity Index), which are likely to
adjust for disease severity, pointing to the likelihood
that depressive symptoms truly predict hospital read-
mission independent of disease severity. Data on utili-
zation outside Boston Medical Center (about 9% of
outcomes) were determined by patient self-report and
not confirmed by document review. Our results may
not be generalizable to populations other than those
served by an urban safety-net hospital or other popu-
lations excluded from analysis (eg, non–English-
speaking patients, patients from nursing homes).
Finally, social factors such as social support may
residually confound the relationship between depres-
sive symptom severity and readmission.

Our finding linking both mild and moderate-to-
severe depressive symptoms to increased readmission
when compared to those without depressive symptoms
is significant for future policy. If future studies demon-
strate that the initiation of treatment of patients who
screen positive for depressive symptoms during an
acute hospitalization leads to reduced readmission,
policymakers should increase support for mental
health screening and programming as an integral por-
tion of general medical patient management.

In conclusion, screening positive for mild or
moderate-to-severe depressive symptoms is associated
with an increased rate of early hospital readmission as
compared to those without depressive symptoms, even
after controlling for relevant confounders. The rate
and hazard of hospital readmission increase with
symptom severity. This finding has important implica-
tions for future research for hospital screening pro-
gramming and interventions for patients who screen
positive for depressive symptoms.
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