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One in five children (0-18) has 

a diagnosable mental disorder, 

and approximately one in ten 

has a mental health problem 

severe enough to disrupt daily 

functioning at home, school, 

and in the community. 

 
Intr oduction and Background  
/ƘƛƭŘǊŜƴΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎ ŀǊŜ 

significant and widespread.1 One in five 

children (0-18) has a diagnosable mental 

disorder, and approximately one in ten has 

a mental health problem severe enough to 

disrupt daily functioning at home, school, 

and in the community (New Freedom 

Commission on Mental Health, 2003). 

Children living in low-income households 

are at increased risk for 

mental health problems 

and rely heavily on 

Medicaid for their 

mental health care 

(Howell, 2004).  

Although more than 

3 million children and 

youth receive treatment in a specialty 

mental health setting each year (SAMSHA, 

2009), researchers have found that 50 to 

80% of those in need of mental health 

services do not receive them (Kataoka, 

Zhang, & Wells, 2002). Access issues are 

also relevant to inpatient treatment.  

Despite national recognition of the 

sŎƻǇŜ ŀƴŘ ǎƛƎƴƛŦƛŎŀƴŎŜ ƻŦ ŎƘƛƭŘǊŜƴΩǎ ƳŜƴǘŀƭ 

health needs, children and families face 

several persistent barriers. Communities 
                                                                 
1
 This report will refer to children and adolescents as 
ŎƘƛƭŘǊŜƴΦ ¢ƘŜ ǘŜǊƳ άƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎΣέ ŀǎ 
used by the National Technical Assistance Center for 
/ƘƛƭŘǊŜƴΩǎ aŜƴǘŀƭ IŜŀƭǘƘ όb¢!//aIύ ŀƴŘ ǘƘŜ 
Institute of Medicine (IOM), refers to the broad 
spectrum of mental problems -- from serious mental 
illness to problematic behavior -- including mental, 
emotional and behavioral (MEB) disorders (Institue 
of Medicine, 2009). 

and state governments have a long history 

ƻŦ ŘƛǎŎǳǎǎƛƴƎ ǊŜŦƻǊƳǎ ƻŦ ŎƘƛƭŘǊŜƴΩǎ ƳŜƴǘŀƭ 

health care. Currently, these deliberations 

occur in an environment of rising health 

care costs and government budget 

shortfalls. The paramount challenge is 

finding an appropriate balance between 

institutional and community-based services 

ǎƻ ǘƘŀǘ ŎƘƛƭŘǊŜƴΩǎ ƴŜŜŘǎ Ŏŀƴ ōŜ ƳŜǘ ŀƴŘ 

limited government 

resources used 

efficiently. Compounding 

these enduring and 

complex questions is a 

lack of uniform, 

comprehensive data on 

which administrators and 

policymakers can rely to 

make effective policy decisions. These 

issues provide the context of the present 

study. 

In the fall of 2009, Kansas Department 

of Social and Rehabilitation Services, 

Division of Disability and Behavioral Health 

Services (SRS/DBHS) requested the present 

study.  Two interrelated concerns were the 

ƛƳǇŜǘǳǎΥ мύ ŀƴ ƛƴŎǊŜŀǎŜ ƛƴ ŎƘƛƭŘǊŜƴΩǎ 

inpatient psychiatric admissions and 2) the 

hospitalization of preschool-aged children.  

SRS asked University of Kansas, School of 

Social Welfare (KU SSW) researchers to 

provide an in-depth analysis of factors 

potentially related to psychiatric 

hospitalization among Medicaid-enrolled 

children in Kansas, and to identify strategies 

to avert hospitalization.  
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During state fiscal year 2009, 

the period of the current study, 

children received inpatient 

psychiatric care at: 

¶ Larned State Hospital,  

¶KVC Star,  

¶ Inpatient psychiatric 

hospitals,  

¶ and Psychiatric 

Residential Treatment 

Facilities (PRTFs). 

STUDY DESIGN 
The purpose of this study was to explore factors associated with child psychiatric inpatient admissions and 
readmissions, and to identify potential strategies for averting admissions and readmissions.  A mixed methods research 
design was used to combine quantitative and qualitative approaches.   
RESEARCH QUESTIONS 
1. What demographic, diagnostic, and service characteristics were associated with psychiatric inpatient admissions 

among children and youth 3 to 17 years old? 
2. What demographic, diagnostic, and service characteristics were associated with psychiatric inpatient readmissions 

among children and youth 3 to 17 years old? 
3. What were the key precipitants of psychiatric inpatient admissions for children 3 to 5 years old? 
4. What were the key precipitants of psychiatric inpatient readmissions for children 3 to 5 years old? 
5. What potential strategies may be used to avert inpatient admission and/or readmission of children and adolescents, 

especially among those aged 3 to 5 years old? 
STUDY POPULATION 
The study population for the quantitative analyses included all children 3 to 17 years old who were enrolled in Medicaid 
during state fiscal year 2009 (July 1, 2008 through June 20, 2009). The sample consisted of 178,558 children and youth 
Medicaid beneficiaries. The qualitative data analyses were conducted on a subgroup of 3-5 year old children who were 
admitted for inpatient psychiatric care in FY09 (n = 42). 
DATA COLLECTION 
Quantitative data were collected from several state administrative databases including Medicaid Management 
LƴŦƻǊƳŀǘƛƻƴ {ȅǎǘŜƳ όaaL{ύ ŀƴŘ ǎǘŀǘŜΩǎ ǘƘŜ Lnpatient Screening database. Qualitative data were collected from inpatient 
screening documents, case records, and interviews of CMHC staff. 
 

Researchers formed an Advisory 

Committee to provide guidance and expert 

ǊŜǾƛŜǿ ƻŦ ǘƘŜ ǎǘǳŘȅΩǎ ŦƛƴŘƛƴƎǎΦ ¢Ƙƛǎ 

committee: 1) reviewed preliminary study 

findings, 2) suggested additional analyses, 

3) provided interpretation of findings, and 

4) offered expert opinions on 

recommendations.  

Kansas Public Mental Health System 
YŀƴǎŀǎΩ ǇǳōƭƛŎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎȅǎǘŜƳ 

generally consists of two major service 

components: outpatient and inpatient 

treatment. Outpatient treatment is 

provided by 26 local Community Mental 

Health Centers (CMHCs) and a network of 

other approved providers. Inpatient 

treatment is provided by a number of 

facilities across Kansas. During fiscal year 

2009 (FY09), the period of the current 

study, children received inpatient 

psychiatric 

care at 

Larned 

State 

Hospital, 

KVC Star, 

inpatient 

psychiatric 

hospitals, 

and 

Psychiatric 

Residential Treatment Facilities (PRTFs).  

Kansas public mental health system 

utilizes a screening process for all persons 

who are Medicaid-eligible or potentially 

eligible and seeking inpatient psychiatric 

services. The intent of the screening process 

is to ensure the most appropriate, least 

restrictive level of care for the child, 

considering available alternative community 
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resources (SRS/DBHS, 2002). Kansas 

Health Solutions, the managed-care 

organization for Medicaid mental health 

benefits, oversees and manages the 

screening process which is implemented 

by CMHCs located throughout Kansas.  

Major Findings of Quantitative 
Analyses 

Among 178,558 children between 

the ages of 3 and 17 years old, 1,912 were 

admitted one or more times to inpatient 

psychiatric care during FY09. Thus, the 

statewide admission rate for Kansas 

Medicaid-enrolled children was 1.1% during 

this one-year period.  Index admissions2 in 

FY09 were most commonly to private, 

inpatient psychiatric hospitals, which made 

up more than half of all index admissions (n 

= 1,129, 59%). Nearly one-third of the index 

admissions were to a PRTF (n = 548, 29%). 

KVC Star and Larned comprised the smallest 

proportions of the index admissions at 7% 

and 5%, respectively (KVC Star, n = 140; 

Larned State Hospital, n = 95).  

                                                                 
2
 LƴŘŜȄ ŀŘƳƛǎǎƛƻƴ ǿŀǎ ŘŜŦƛƴŜŘ ŀǎ ŀ ŎƘƛƭŘΩǎ ŦƛǊǎǘ 

admission to a psychiatric inpatient care during 
FY09. 

Recent Increases in Admissions 
The current study was initiated because 

recent state data indicated an increase in 

psychiatric hospital admissions among 

Kansas Medicaid-enrolled children. 

According to data from the Inpatient 

Screening (IPS) database, the total number 

of admissions increased 7.7% from 2,711 in 

FY08 to 2,919 in FY09.  

While statewide admissions increased 

by 7.7%, particular facility types and age 

groups experienced more substantial 

increases. By far, the largest rise in 

admissions occurred at KVC Star; its 

admissions increased 61.6%--from 190 in 

2008 to 307 in 2009. Moreover, analyses of 

age groups showed that the majority of 

increases were attributable to children 3-12 

years old.  

The most comparable admissions data 

available are from the National Survey on 

Drug Use and Health (NSDUH). The NSDUH 

found that 2.5% of adolescents (12-17 years 

old) were served in an inpatient or 

residential setting during 2007 (SAMSHA, 

2009).3 In the present study of Kansas 

                                                                 
3
 The NSDUH asked youth if they received specialty 

inpatient mental health services for problems with 
behavior or emotions that were not caused by 

0

500

1000

1500

2000

2500

3000

Inpatient 
Psych 
Hosp

KVC Star PRTF State Hosp Total

FY08 1437 190 948 136 2711

FY09 1516 307 965 131 2919
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KVC Star, 140, 
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Only 11 of Kansasõ 105 

counties have licensed child 

psychiatrists. Statewide, the rate 

is 8.3 child psychiatrists per 

100,000 ð ranging from a high 

of 28 per 100,000 to a low of 0 

per 100,000. 

youth, 2.4% of adolescents (12-17 years old) 

were admitted for inpatient psychiatric 

care.  

Geographic Patterns in Admission Rates 
   While the state Medicaid admission 

rate for FY09 was 1.1%, it varied across 

CMHC catchment areas from a low of 0.4% 

to a high of 1.9%. The highest CMHC 

admission rate was 4.75 times greater than 

the lowest CMHC admission rate. 

Access to Child Psychiatrists 
hƴƭȅ мм ƻŦ YŀƴǎŀǎΩ млр ŎƻǳƴǘƛŜǎ ƘŀǾŜ 

licensed child psychiatrists. Statewide, the 

rate is 8.3 child psychiatrists per 100,000 

children. It ranges from a high of 28 per 

100,000 in the catchment area served by 

Family Service and 

Guidance to a low of 0 

per 100,000. Fifteen of 

the 26 CMHC 

catchment areas do 

not have licensed child 

psychiatrists in their 

catchment area. High 

admission rates were observed in areas 

with low and high rates of child 

psychiatrists per 100,000. Thus, these data 

did not reveal a definitive pattern that 

would link admission rates to child 

psychiatrist access and availability. 

Other Population Data & Trends  
In general, other population data 

pointed to a trend of general population 

growth and to a rise in subpopulations of 

children with significant mental health 

                                                                                                
alcohol or drugs from any of 3 inpatient sources: 1) 
hospital, 2) residential treatment facility, or 3) foster 
care or therapeutic foster care. 

problems. The Kansas child population  

grew slightly from 2006 to 2008, at a rate of 

approximately 1% (Annie E. Casey 

Foundation, 2010). The Medicaid child 

population grew by about 4.0% from 2008 

to 2009 (Kaiser Family Foundation, 2010). 

Also during this period (2008 to 2009), the 

CMHC service population increased 6.8% 

for all children and youth and 8.7% for 

children and youth with a serious emotional 

disturbance (SED). 

Admissions to Acute Inpatient Care 
Acute inpatient care included: 1) 

community psychiatric hospitals, 2) Larned 

State Hospital, and 3) KVC Star. The number 

of youths admitted to acute inpatient 

facilities was 1,364, 

including 1,129 youths 

admitted to community 

psychiatric hospitals, 140 

to KVC Star, and 95 to the 

state hospital.  

Several variables were 

significantly associated 

with acute inpatient admissions, including: 

age, geographic region, population density, 

disability, prior admissions, mental health 

service utilization, polypharmacy, and 

diagnoses. 

Children 12 and older were more likely 

to be admitted for an acute inpatient stay 

than younger children. 

Children from the KC Metro region were 

more likely than children from the Wichita 

region to be admitted. 

Children with a mood disorder 

experienced the highest risk for admission 

to acute inpatient care. 
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Admissions to PRTFs 
Index admissions to PRTFs totaled 548 

in FY09. Children 9 and older, especially 

adolescents, were more likely to be 

admitted to PRTFs than younger children. 

In general, children from KC Metro were 

more likely to be admitted to a PRTF than 

children from other regions, especially 

compared to Southeast and Wichita 

regions. 

Children with prior inpatient admissions 

and polypharmacy in FY08 were more likely 

to be admitted to a PRTF than children 

without this past admission and without 

polypharmacy. Similarly, children on the 

SED Waiver were more likely than other 

children to be admitted to a PRTF. 

Readmissions  
Of the 1,912 children who were 

admitted to inpatient psychiatric care in 

FY09, 43.4% (n = 830) were readmitted by 

January 31, 2010. Readmission from 

inpatient psychiatric hospitals, KVC Star, 

and the state hospital occurred for about 

50% of the children. In contrast, the 

readmission rate for PRTFs was noticeably 

lower at 26.5%.  

The timing of readmission fluctuated by 

type of facility. Most readmissions from 

acute inpatient care occurred within 60 

days of the index admission, while the 

majority of readmissions from PRTFs 

occurred 6 months or later from the PRTF 

index admission. 

Children with index admissions to 

inpatient psychiatric hospitals were most 

frequently readmitted to inpatient 

psychiatric hospitals (54.3%). In contrast, 

children whose index admission was at one 

of the other three types of facilities were 

more frequently readmitted to PRTFs (KVC 

Star = 55.1%, State Hospital = 66.0%, PRTFs 

= 53.8%). 

Readmissions From Acute Inpatient  
Key predictors of readmissions from 

acute inpatient care included demographic, 

service, and diagnostic characteristics. 

Young children (3-5) were significantly 

more likely to be readmitted from acute 

inpatient care than children 6-8 years old. 

Although there was no difference in 

readmission rates between 3-5 year olds 

and 9-14 year olds, 3-5 year olds were at 

SUBANALYSIS OF  

ACUTE INPATIENT CARE 

In-depth analyses of acute inpatient care admissions 

revealed a subpopulation of children who entered 

psychiatric hospitals through emergency services 

without having received services from a mental health 

provider in the 30 days prior to this index admission. 

These youth were unique to the overall population of 

youth admitted to acute inpatient care. More than half 

of these children were girls (51.7% compared to 

40.8% in the overall acute care population), and nearly 

all of them were adolescents 12 and older (91.5% 

compared to 67.0%). They were mainly living in 

urban or semi-urban areas (77.1% compared to 

73.2%), and a relatively large proportion was in foster 

care (30.5% compared to 24.1%). Nearly all of them 

had a mood disorder (93.2% compared to 88.2%) or a 

mental health diagnosis that fell into the òotheró 

category (83.1% compared to 77.6%). In addition, a 

relatively large proportion had a co-occurring mental 

health and substance abuse disorder (6.8% compared 

to 2.8% in the overall acute care population). These 

youth were different from the overall population in 

terms of presenting problem. Nearly three-quarters of 

these children presented as a òdanger to selfó as 

compared to 52.9% of the overall acute care 

population. Finally, substantially fewer of them had 

experienced prior inpatient admissions in FY08 

(18.6% compared to 25.8%) and had been prescribed 

psychotropic medications in FY08 (36.4% compared 

to 64.0%). 
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Young children (3-5) were significantly 

more likely to be readmitted from 

acute inpatient care.  

significantly higher risk for readmission than 

older teens (15-17).  

Children in the Wichita region were less 

likely than children in the KC Metro region 

to be readmitted from acute inpatient care. 

Children in foster care experienced an 

increased risk of 

readmission from 

acute inpatient 

care. 

Children 

without prior admissions in FY08 were less 

likely to readmit, while those experiencing a 

short period between FY08 and FY09 

admissions were more likely to readmit.  

/ƘƛƭŘǊŜƴ ǿƘƻ ǊŜŎŜƛǾŜŘ άƻǘƘŜǊ ƳŜƴǘŀƭ 

ƘŜŀƭǘƘ όaIύ ǎŜǊǾƛŎŜǎέ ǿŜǊŜ ƴŜŀǊƭȅ ǘǿƛŎŜ ŀǎ 

likely to be readmitted from acute inpatient 

care as compared to children who received 

no MH services. Also, readmission risk was 

lower for children who received outpatient 

medical and therapy services, compared to 

those who received no MH services. 

Polypharmacy in FY08 was associated 

with a higher likelihood of readmission. 

All diagnostic categories but disruptive 

disorders were statistically significant 

predictors of readmission from acute 

inpatient care. The strongest relationships 

were found for mood disorders and 

PDD/ASD, both of which significantly 

increased risk of readmission. 

Readmissions From PRTFs 
Key predictors of readmission from 

PRTFs included gender, geographic region, 

and diagnoses.  

Girls were more likely to be readmitted 

from a PRTF than boys.  

In contrast to other findings, children 

from the KC Metro region were less likely to 

readmit from a PRTF than children from the 

Northeast and Wichita regions. 

Of all diagnostic categories, only 

disruptive disorders were significantly 

associated with 

readmission from 

PRTFs. Children with 

a disruptive disorder 

were nearly twice as 

likely as their counterparts without 

disruptive disorders to be readmitted from 

a PRTF. 

Major Findings of Qualitative Analyses  
The hospitalization of very young 

children (3-5) was the focus of the 

qualitative portion of this study. Forty-two 

children, 3-5 years old, were admitted for 

inpatient psychiatric care in FY09. 

Young children who were hospitalized in 

FY09 comprise a subsample of the larger 

study population that is characterized 

foremost by the presence of serious 

emotional disturbance (SED). By far, the 

most common admission reason for 

inpatient admissions in this age group was 

άŘŀƴƎŜǊ ǘƻ ƻǘƘŜǊǎΦέ  

The most common diagnoses among 

young children who were hospitalized were 

attention and disruptive behavior disorders, 

followed by mood disorders. More than 

80% of young children admitted in FY09 

were taking medications and considered to 

have an SED. 
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Three main precipitants of hospitalization among young 

children (3-5) were: 

¶Service gaps, including no service receipt prior to 

admission; 

¶Chronic, unmanageable behavior;  

¶Medication regimen changes, planned and unplanned. 

 

This study found three main precipitants 

of hospitalization among very young 

children:  

¶ Service gaps; that is, no community 
based services prior to admission 
because a child had never accessed 
services or because of inconsistent 
service participation; 

¶ Chronic, unmanageable behavior 
problems secondary to organic, 
traumatic, and other diagnostic 
factors; and 

¶ Medication regimen changes 
(planned & unplanned) and/or 
medication reactions. 

Two factors were found to contribute to 

ŀƴ ŀƎŜƴŎȅΩǎ ŘƛǾŜǊǎƛƻƴ ǇƘƛƭƻǎƻǇƘȅ ŀƴŘ 

practice: 1) proximity to inpatient 

psychiatric facilities, and 2) degree of 

subscription to a medical model of mental 

health service provision. 

Interview data suggest that two things 

are problematic in the current system of 

care: 1) potential underservice to children 

when inpatient treatment is too short to 

accomplish meaningful change; and 2) the 

attendant consequence of repeated 

hospitalizations. 

Interviews identified the following 

systems of care service needs: 

 

 

 

 

 

 

 

 

¶ Coordinated treatment of children 
with co-occurring SED/ASD/MR/DD; 
and 

¶ CMHCs inability to serve parents and 
ready them for discharge when 
children are in PRTFs. 

SED waiver services emerged as the 

main diversion strategy used to keep young 

children out of the hospital. 

Key to the development of professional 

resource homes and to hospital diversion 

are strong relationships with schools, foster 

care providers, county attorneys, and other 

systems involved in the lives of young 

people. 
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Conclusions Concerns & Recommendations 

Major Concerns 
¶ Increasing admission rates are consistent 

with other population trends, though 
dramatic increases for children 3 to 11 
years old are cause for concern. 

¶ Readmission rates are generally high. 
Multisystem-involved children are at 
highest risk.   

¶ Regional differences in admissions and 
readmissions are unexplained. 

¶ Some mental health needs and diagnoses 
are underreported and undertreated. 

¶  Parents are the single largest group of 
stakeholders driving hospital admission.  

¶ Medication is potentially a very large 
driver of admissions. 

¶ Access to child psychiatrists is limited. 

¶ A group of youth with internalizing 
problems is not getting help before 
presenting in the ER. 

Major Recommendations 
¶ Invest meaningfully in early identification 

and early intervention for trauma, 
complex neurobiological disorders, 
mental health problems, and co-
occurring disorders among children, 
especially young children. 

¶ Engage families and youth in their own 
treatment and planning. 

¶ Increase access to evidence-based 
practices for children.  

¶ Enhance the mental health workforce 
and organizational capacity. 

¶ Ensure the provision of a full continuum 
of behavioral health care for children, 
especially children involved in multiple 
systems. 
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Problem Statement 

/ƘƛƭŘǊŜƴΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎ ŀǊŜ ǎƛƎƴƛŦƛŎŀƴǘ ŀƴŘ ǿƛŘŜǎǇǊŜŀŘΦ4 One in five children (0-

18) has a diagnosable mental disorder and approximately one in ten has a mental health 

problem severe enough to disrupt daily functioning at home, school, and in the community 

(New Freedom Commission on Mental Health, 2003). Children living in low-income households 

are at increased risk for mental health problems and rely heavily on Medicaid for their mental 

health care (Howell, 2004). Medicaid is the single largest payer of mental health care in the U.S. 

(Kaiser Family Foundation, 2009). 

Although more than 3 million children and youth receive treatment in a specialty mental 

health setting each year (SAMSHA, 2009), researchers have found that 50 to 80% of those in 

need of mental health services do not receive them (Kataoka, et al., 2002). Access issues are 

also relevant to inpatient treatment. Approximately н҈ ƻŦ ǘƘŜ ƴŀǘƛƻƴΩǎ ŎƘƛƭŘǊŜƴ ŀǊŜ ǘǊŜŀǘŜŘ ƛƴ 

medical settings each year (SAMSHA, 2009). However, with the introduction of managed care 

into Medicaid, the length of stay for inpatient treatment has declined in recent years and 

emerged as a controversial issue. A handful of states have documented an increase in 

readmission rates for children under Medicaid managed care (Callahan, Shepherd, Beinecke, 

Larson, & Cavanaugh, 1995; Dickey, Normand, Norton, Rupp, & Azeni, 2001; Fontanella, 

Zuravin, & Burry, 2006; Saunders & Heflinger, 2003). This trend has elevated concerns that 

shorter ǎǘŀȅǎ ŀǊŜ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǊŜŀŘƳƛǎǎƛƻƴǎ ŀƴŘ ǘƘŜǊŜōȅ ŎǊŜŀǘŜ ŀ άǊŜǾƻƭǾƛƴƎ ŘƻƻǊΦέ ! ƭŀŎƪ ƻŦ 

nationwide data and comprehensive study of inpatient admissions and readmissions leaves 

unanswered many questions about inpatient treatment access and utilization. 

5ŜǎǇƛǘŜ ƴŀǘƛƻƴŀƭ ǊŜŎƻƎƴƛǘƛƻƴ ƻŦ ǘƘŜ ǎŎƻǇŜ ŀƴŘ ǎƛƎƴƛŦƛŎŀƴŎŜ ƻŦ ŎƘƛƭŘǊŜƴΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ 

needs, children and families face several persistent barriers. Numerous studies and reports 

have uniformly identified these key obstacles and gaps in the continuum of care: 

                                                                 
4
 ¢Ƙƛǎ ǊŜǇƻǊǘ ǿƛƭƭ ǊŜŦŜǊ ǘƻ ŎƘƛƭŘǊŜƴ ŀƴŘ ŀŘƻƭŜǎŎŜƴǘǎ ŀǎ ŎƘƛƭŘǊŜƴΦ ¢ƘŜ ǘŜǊƳ άƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎΣέ ŀǎ ǳǎŜŘ ōȅ ǘƘŜ 
bŀǘƛƻƴŀƭ ¢ŜŎƘƴƛŎŀƭ !ǎǎƛǎǘŀƴŎŜ /ŜƴǘŜǊ ŦƻǊ /ƘƛƭŘǊŜƴΩǎ aŜƴǘŀƭ IŜŀƭǘƘ (NTACCMH) and the Institute of Medicine (IOM), 
refers to the broad spectrum of mental problems -- from serious mental illness to problematic behavior -- including 
mental, emotional and behavioral (MEB) disorders (Institue of Medicine, 2009). 
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¶ An overall lack of access to mental health services; 

¶ A dearth of options beyond outpatient, inpatient, and residential treatment with few 
intermediate, community-based options available; 

¶ Children receiving treatment in overly restrictive settings; 

¶ Lack of coordination across different child serving systems (e.g., education, child 
welfare, juvenile justice, and behavioral health); 

¶ A mental health system which does not recognize families as paǊǘƴŜǊǎ ƛƴ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ 
care; and 

¶ An inadequate array of culturally competent and linguistically appropriate mental health 
services (Rhode Ilsand Kids Count, 2010). 

Communities and state governments have a long history of discussinƎ ǊŜŦƻǊƳǎ ƻŦ ŎƘƛƭŘǊŜƴΩǎ 

mental health care. Currently, these deliberations occur in an environment of rising health care 

costs and government budget shortfalls. The paramount challenge is finding an appropriate 

balance between institutional and community-bŀǎŜŘ ǎŜǊǾƛŎŜǎ ǎƻ ǘƘŀǘ ŎƘƛƭŘǊŜƴΩǎ ƴŜŜŘǎ Ŏŀƴ ōŜ 

met and limited government resources used efficiently. When systems of care rely too heavily 

on institutional treatment, they may subject children and families to unnecessary separations 

and iatrogenic trauma. Conversely, when community-based services are insufficiently broad 

and proactive, they may force children and families into desperation and crisis to access 

services.  Compounding these enduring and complex questions is a lack of uniform, 

comprehensive data on which administrators and policymakers can rely to make effective 

policy decisions. These issues provide the context of the present study. 

*****  

In the fall of 2009, Kansas Department of Social and Rehabilitation Services, Division of 

Disability and Behavioral Health Services (SRS/DBHS) requested the present study.  Kansas 

Health Solutions (KHS), the managed-care organization for Medicaid mental health benefits, 

also shaped this project. Two interrelated concerns were the impetus: 1) an increase in 

chilŘǊŜƴΩǎ inpatient psychiatric admissions and 2) the hospitalization of preschool-aged 

children.  SRS asked University of Kansas, School of Social Welfare (KU SSW) researchers to 
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provide in-depth analysis of factors potentially related to psychiatric hospitalization among 

Medicaid-enrolled children in Kansas and to identify strategies to avert hospitalization.5   

Researchers formed an Advisory Committee to provide guidance and expert review of the 

ǎǘǳŘȅΩǎ ŦƛƴŘƛƴƎǎΦ ¢Ƙƛǎ ŎƻƳƳƛǘǘŜŜΥ мύ reviewed preliminary study findings, 2) suggested 

additional analyses, 3) provided interpretation of study findings, and 4) offered expert opinions 

on recommendations for policy and practice changes. The Advisory Committee represented all 

regions of the state and parts of the mental health system and included CMHCs, community 

psychiatric hospitals, KVC Star, PRTFs, child welfare providers, KHS, SRS Child and Family 

Services, and SRS/DBHS. A list of the committee members appears in Appendix B on page 146.  

Background on the Kansas Public Mental Health System 

The Kansas public mental health system generally consists of two major service 

components: outpatient treatment and inpatient treatment.  Outpatient treatment is provided 

by 26 local Community Mental Health Centers (CMHCs) and a network of other approved 

providers. CMHCs serve children that reside in their catchment area, as determined by county 

residence (see map of CMHC Regions in Appendix D on page 148), and provide a range of 

outpatient treatments and services. Inpatient treatment is provided by a number of facilities 

across Kansas. During state fiscal year 2009, the time period of the current study, inpatient 

psychiatric care was provided to children at the Larned State Hospital, KVC Star, inpatient 

psychiatric hospitals (a.k.a., community psychiatric hospitals), and Psychiatric Residential 

Treatment Facilities (PRTFs). (A complete list of inpatient treatment facilities is provided in 

Appendix F on page 150.)6 

YŀƴǎŀǎΩ ǇǳōƭƛŎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ǳǘƛƭƛȊŜǎ ŀ screening process for all persons who are 

Medicaid-eligible or potentially eligible and seeking inpatient psychiatric services. The intent of 

the screening process is to ensure the most appropriate, least restrictive level of care for the 

child, considering available alternative community resources (SRS/DBHS, 2002). KHS oversees 

and manages the screening process which is implemented by CMHCs located throughout 

                                                                 
5
 Hospitalization refers to inpatient treatment that may have occurred at the state hospital, at private community 

hospitals, or a psychiatric residential treatment facility (PRTF). 
6
 During FY2010, cƘƛƭŘǊŜƴΩǎ ƛƴǇŀǘƛŜƴǘ ǎŜǊǾƛŎŜǎ ŀǘ [ŀǊƴŜŘ {ǘŀǘŜ hospital ended, and SRS contracted with KVC 

Behavioral Healthcare to provide inpatient treatment to children at KVC Wheatland Psychiatric Hospital. 
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Kansas. Screens are administered by a qualified mental health professional (QMHP) at a CMHC. 

Most children are screened for admission to inpatient treatment by the CMHC that serves the 

ŎƘƛƭŘΩǎ ǊŜǎƛŘŜƴǘ ŎƻǳƴǘȅΦ However, it is sometimes necessary for a child to be screened by a 

CMHC outside of the chiƭŘΩǎ ǊŜǎƛŘŜƴǘ ŎƻǳƴǘȅΦ These screens are referred to as a άcourtesy 

screen.έ Finally, KHS gathers data from the inpatient screens into a central, statewide database. 

Overview of Report  

This report is presented in six chapters. Chapter 2 provides a review of the empirical 

literature relevant to inpatient psychiatric admissions and readmissions. Next, Chapter 3 

ŘŜǎŎǊƛōŜǎ ǘƘŜ ǎǘǳŘȅΩǎ ƳŜǘƘƻŘǎΦ ¢ƘŜ ǎǘǳŘȅΩǎ ƳŀƧƻǊ ǉǳŀƴǘƛǘŀǘƛǾŜ ŀƴŘ ǉǳŀƭƛǘŀǘƛǾŜ ŦƛƴŘƛƴƎǎ ŀǊŜ 

presented in Chapters 4 and 5, respectively. Finally, Chapter 6 discusses the major findings in 

ǊŜƭŀǘƛƻƴ ǘƻ ǘƘŜ ŜȄƛǎǘƛƴƎ ƭƛǘŜǊŀǘǳǊŜ ŀƴŘ ƛƴǇǳǘ ŦǊƻƳ ǘƘŜ ǎǘǳŘȅΩǎ !ŘǾƛǎƻǊȅ Committee, and provides 

key recommendations for preventing unnecessary admissions and readmissions to inpatient 

psychiatric care. 
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This chapter synthesizes information from a review of the literature and an Internet Search 

of state-based ŎƘƛƭŘǊŜƴΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ activities. The chapter summarizes key findings from 

empirical studies that examined two primary outcomes of interest:  1) admissions to inpatient 

psychiatric care, and 2) readmissions from inpatient psychiatric care. In addition to this review 

of empirical studies, researchers compiled an annotated bibliography of more than 75 studies. 

It is provided in Appendix K on page 169.  

Findings from Studies on Admission to Inpatient Psychiatric Care  

Demographic Variables  

Existing studies analyzed demographic variables and their relationship to admission or 

readmission. Findings were mixed with regard to the statistical significance of demographic 

variables including age, gender, race/ethnicity, custody status, and geographic residence. 

In general, age had a statistically significant relationship with admission to psychiatric care. 

As age increased, the probability of psychiatric hospitalization increased (Heflinger, Simpkins, & 

Foster, 2002; Mahajan et al., 2009; Muroff, Edelsohn, Joe, & Ford, 2008; Pottick, 1995). Only 

one study contradicted these results and found that younger adolescents were more likely to 

be hospitalized than older adolescents (Hillard, Slomowitz, & Deddens, 1988). 

Most studies indicated gender was not associated with admission to inpatient psychiatric 

facilities (He, Lyons, & Heinemann, 2004; Hillard, et al., 1988; Muroff, et al., 2008; Pottick, 

1995) ς two studies found gender was statistically significant, but their findings  were in 

opposite directions: Heflinger, Simpkins, and Foster (2002) showed that girls were less likely to 

be admitted than boys, while Mahajan et al. (2009) found girls were more likely to be admitted 

than boys.  

Similarly, the literature revealed inconsistent results on the relationship between 

race/ethnicity and psychiatric admissions. For example, several studies indicated that white 

children were more likely than children of color to be admitted to inpatient care (Chabra, 

Chávez, Harris, & Shah, 1999; Heflinger, et al., 2002; Mahajan, et al., 2009). In contrast, Muroff 
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et al. (2008) found that African-American youth were significantly more likely than white or 

Latino youth to be hospitalized. In addition, some studies found no association between 

admission and race/ethnicity (Hillard, et al., 1988; Pottick, 1995).  

/ƘƛƭŘǊŜƴΩǎ custody status was rarely included in the reviewed studies; however, among 

three studies that included it as a variable, two found that custody status did not have a 

significant relationship with admission (He et al., 2004; Leon et al., 1999), while one found that 

it did (Heflinger et al., 2002).  

The single study that tested geographic region as a predictor variable did not find it to be 

significant (Hillard et al., 1988).  

Diagnosis/Clinical Need  Variables  

Clinical factors were frequently studied and found to contribute to psychiatric admissions. 

Pottick et al. (1995) found that youths with internalizing disorders (affective or psychotic 

diagnoses) were more likely to be hospitalized than those with externalizing disorders (conduct 

or adjustment diagnoses or drug/alcohol abuse) and residual disorders (all other disorders). 

Hillard et al. (1988) found that primary diagnoses of affective disorder and schizophrenia were 

correlated with hospitalization. Moreover, Mahajan et al. (2009) reported the five most 

common diagnoses for psychiatric-related visits resulting in admission were depressive 

disorder, attention-deficit disorder, unspecified affective psychosis, major depressive disorder 

and unspecified neurotic disorder. Additionally, Heflinger et al. (2002) found that mental health 

need was associated with admission. That is, the probability of hospitalization increased with 

the number of mental health problems, number of handicapping conditions, and number of 

psychiatric diagnoses. 

Most research that took risk factors into consideration found that these variables predicted 

admission (He, et al., 2004; Hillard, et al., 1988; Leon, Uziel-Miller, Lyons, & Tracy, 1999; Lyons, 

Kisiel, Dulcan, Cohen, & Chesler, 1997; Muroff, et al., 2008; Snowden, Leon, Bryant, & Lyons, 

2007). For example, Muroff et al. (2008) showed lower scores on the Global Assessment of 

Functioning (GAF) predicted admission. A number of studies indicated that suicide risk, danger 

to others, and impulsivity were important predictors of psychiatric admission (He, et al., 2004; 

Hillard, et al., 1988; Lyons, et al., 1997; Snowden, et al., 2007). Finally, two studies also found 
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that runaway tendency was significantly related to psychiatric admission (Lyons, et al., 1997; 

Snowden, et al., 2007). 

Mixed findings were identified for abuse history and its relationship to psychiatric 

hospitalization. Lyons and colleagues (1997) examined the relationship between abuse history 

and psychiatric hospitalization and did not find a statistically significant relationship. However, 

Hillard and colleagues (1988) found that a history of physical abuse was a statistically significant 

predictor of psychiatric hospitalization.  

Service Related Variables 

Regarding services prior to hospitalization, Hillard et al. (1988) found that previous 

outpatient treatment correlated with hospitalization. Pottick and colleaguesΩ (1995) results also 

indicated that children and adolescents with a prior hospitalization or other previous mental 

health services were more likely to be hospitalized. Heflinger et al. (2002) provided similar 

results:  previous use of psychiatric hospitalization and residential treatment facilities increased 

the likelihood of subsequent hospitalization. Yet, this last study also found that the more 

restrictive the level of placement immediately prior to the placement, the less likely 

hospitalization occurred.  

The literature did not indicate a clear relationship between insurance coverage and 

psychiatric hospitalization. Muroff et al. (2008) found that not having insurance predicts 

admission, while Mahajan et al. (2009) found that having public insurance predicts admission. 

In contrast, Pottick et al. (1995) found that public or private insurance, as opposed to no 

insurance, predicted admission. Indeed, the strongest influence on whether children received 

inpatient or outpatient psychiatric services was insurance coverage, especially private insurance 

coverage. Only one study indicated that insurance status was not statistically significant (Hillard 

et al., 1988).  

Parent/Family Variables  

Although very little research has explored the relationship between family functioning and 

admission, existing research indicated that parenting (as operationalized) was not related to 

hospitalization (Lyons et al., 1997). 
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Findings From Studies on Readmissions From Inpatient Psychiatric Care  

Demographic  Variables  

Nearly all studies that examined age as a predictor of readmission to inpatient psychiatric 

care found it was not statistically significant (Blader, 2004; Fontanella, Bridge, & Campo, 2009; 

Gearing et al., 2009; Persi & Sisson, 2008). However, some studies revealed significant 

differences in age between readmitted and non-readmitted children. Bobier & Warwick (2005) 

found that readmitted adolescents were younger at first psychiatric admission than single-

admission adolescents. Conversely, Romansky, Lyons, Lehner, and West (2003) found that 

readmitted children tended to be older than those who were not readmitted. Of particular 

interest, Fontanella (2008) ŦƻǳƴŘ ǘƘŀǘ άŀǘ р Řŀȅǎ ŀŦǘŜǊ ŘƛǎŎƘŀǊƎŜΣ ŜŀŎƘ ŀŘŘƛǘƛƻƴŀƭ ȅŜŀǊ ƻŦ ŀƎŜ 

increased the risk of readmission by 13%; however, this effect decreases over time up until 

about 17 days post-ŘƛǎŎƘŀǊƎŜ ŀǘ ǿƘƛŎƘ Ǉƻƛƴǘ ŀƎŜ Ƙŀǎ ŀ ƴŜƎŀǘƛǾŜ ŜŦŦŜŎǘ ƻƴ ǊŜŀŘƳƛǎǎƛƻƴέ όǇΦ мфоύΦ 

Studies that examined genderΩǎ association with readmission often found that it was not 

significant (Blader, 2004; Bobier & Warwick, 2005; Chung, Edgar-Smith, Palmer, Bartholomew, 

& Delambo, 2008; Fontanella, et al., 2009; Romansky, et al., 2003). A few studies indicated that 

girls were more likely to be rehospitalized (Fontanella, 2008; Fontanella, Pottick, Warner, & 

Campo, 2010; Gearing, et al., 2009). None of the reviewed studies found significantly higher 

readmission rates for boys.  

Few studies examined race as a predictor of rehospitalization. Those that included 

race/ethnicity found that it was not statistically significant (Blader, 2004; Fontanella, 2008; 

Fontanella et al., 2009).  

In a study of children in foster care, Persi and Sisson (2008) found that children in foster 

care were significantly more likely to be readmitted within 2 years following first admission 

than children not in foster care. Studies also investigated the association between living 

arrangements and rehospitalization.  Chung et al. (2008) found that living in a residential 

treatment facility was one of three factors significantly related to readmissions. Similarly, 

Romansky et al. (2003) demonstrated that children who lived in congregate care (e.g., 

residential treatment center, a group home, a youth emergency shelter, or institutional 

correction facility) before their index hospitalization had higher rates of readmission than those 
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who lived in other arrangements (e. g., home of a parent/ relative/independent living, and a 

foster home). Other studies also indicated that living in residential care was significantly 

associated with repeat psychiatric crisis episodes (Park, Mandell, & Lyons, 2009).  

Studies rarely paid attention to geographic region as it relates to readmission of children 

and adolescents, and findings were inconsistent. For example, Romansky et al. (2003) found 

that living in a rural region was a significant predictor for rehospitalization, whereas Park et al. 

(2009) found that living in a rural area was associated with fewer recurrent psychiatric crisis 

episodes.  

Diagnosis/Clinic al Need Variables  

Studies that examined diagnosis and its relationship with readmission to inpatient 

psychiatric care demonstrated mixed results. Some studies found that diagnosis was not 

significantly related to readmission (Blader, 2004; Bobier & Warwick, 2005; Gearing et al., 2009; 

Romansky et al., 2003). For example, Romansky et al. (2003) found no statistically significant 

relationship between readmission status and the following DSM-IV diagnostic categories: 

schizophrenia, depression, bipolar disorder, posttraumatic stress disorder, attention-deficit 

hyperactivity disorder, oppositional defiant disorder, conduct disorder, and dual diagnosis. 

However, this study found that children with learning disabilities or developmental delays were 

more likely to be readmitted. On the contrary, Chung et al. (2008) determined that diagnosis of 

oppositional/defiant or conduct disorder was significantly associated with readmissions, while 

Fontanella et al. (2009) indicated that primary diagnosis of psychosis, including affective 

disorders with psychosis and psychotic disorder not otherwise specified, were significantly 

associated with readmission.  

At least two important studies suggest that severity of symptoms predicts readmission. In 

one study severity of neuropsychiatric, emotional, and behavioral disorders were all 

significantly associated with readmission (Fontanella, 2008). Additionally, Blader (2004) found 

that severe symptoms of conduct problems were related to an increased risk of readmission 

among children discharged from acute psychiatric care.  

Almost all studies that examined suicidality found that it predicted readmission to 

psychiatric facilities (Fontanella, 2008; Fontanella et al., 2009). Fontanella (2008) found that 
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higher risk of readmission was associated with recent suicidal behavior soon after discharge, 

but this effect diminished over time. In a 2009 study, Fontanella and colleagues found that 

multiple prior suicide attempts were significantly associated with early readmission.  

Regarding comorbidity of mental health, substance abuse, and mental retardation, studies 

found that substance abuse was inversely related to rehospitalization (Fontanella, 2008). That 

is, youths with severe substance abuse problems were less likely to be readmitted than those 

with mild substance abuse problems. Mental retardation was also related to higher risk of 

readmission. In contrast, in their 2009 study, Fontanella and colleagues found no predictive 

association between comorbid disorder, including substance abuse and disruptive behavior, 

and reshospitalizion.  

Of the few studies that have examined the relationship between abuse history and 

readmission to inpatient psychiatric care, most found it was significantly related to readmission 

(Bobier et al., 2005; Fontanella, 2008; Fontanella et al., 2009). Bobier et al. (2005) found that a 

history of childhood sexual abuse, in particular, was significantly associated with 

rehospitalization. Compared with single-admission adolescents, readmitted adolescents were 

more likely to have a history of childhood sexual abuse.  

Service Related Variables 

Generally, studies that examined prior hospitalization as a predictor of readmission found 

no significant associations (Blader, 2004; Fontanella, 2008; Fontanella et al., 2009). Of the 

reviewed studies, only Chung et al. (2008) found that a prior history of psychiatric 

rehospitalization was significantly associated with readmission.  

Several studies examined post-discharge services in relation to rehospitalization. Fontanella 

(2008) demonstrated that type of aftercare was a strong predictor. In particular, lower levels of 

careτincluding day treatment, therapeutic foster care, and therapeutic group homesτ

increased risk of readmission. Similar findings were observed by Fontanella et al. (2009); type of 

aftercare was associated with readmission.  

Intermediate residential care such as group homes increased risk of readmission, compared 

with residential treatment centers. Additionally, Fontanella et al. (2010) found that the risk of 
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readmission was higher for youths who at discharge were placed in group homes or partial 

hospitalization programs.  

With regard to posthospital services, one study indicated that readmitted children received 

significantly fewer service hours (Romansky et al., 2003).  

Length-of-stay during index admission was generally not associated with readmission 

(Blader, 2004; Fontanella et al., 2006; Fontanella et al., 2009; Gearing et al., 2009; Romansky et 

al., 2003). However, Figueroa et al. (2004) found that shorter length-of-stay predicted 

readmission, whereas Fontanella (2008) found that longer length-of-stay predicted 

readmission.  

Only one study examined payer source as a predictor of rehospitalization; it did not find this 

variable to be significantly associated (Blader, 2004).   

Several studies demonstrated that medication noncompliance was associated with 

readmission (Bobier & Warwick, 2005; Fontanella, 2008; Gearing et al., 2009). In brief, these 

studies found that medication noncompliance was a strong predictor of readmission.  

The association between medication changes and polypharmacy on early readmission was 

also examined. Fontanella et al. (2009) defined polypharmacy as the prescription of 3 or more 

medications from different drug classes. After controlling for demographic and clinical factors, 

polypharmacy at discharge was a significant predictor of readmission.  With regard to 

medication change, youths who had at least one antidepressant added to their medication 

were less likely to be readmitted than those who did not have antidepressants added 

(Fontanella, et al., 2009). Additionally, Fontanella et al. (2010) found that adding medications to 

an existing regimen upon admission, as opposed to starting medications for the first time upon 

admission, increased risk of readmission.  

Parent/Family Variables  

Studies often found significant relationships between parenting factors and 

rehospitalization. Blader (2004) found that harsh discipline and disengaged parent-child 

relations were significantly associated with readmission. In contrast, Fite et al. (2009) found 

that permissive parenting style was associated with an increased risk of readmission. Fontanella 

(2008) found that children from moderate to high risk families were more like to be 
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rehospitalized. Lakin, Brambila, and Sigda (2004) concluded that a higher level of parental 

involvement was significantly associated with a lower rate of childrŜƴΩǎ ǊŜŀŘƳƛǎǎƛƻƴ. On the 

other hand, Bobier and Warwick (2005) found that parent-child physical or verbal conflict was 

not significantly associated with readmission.  

Limitations & Gaps in the Literature  

Empirical studies of admission and readmission have made notable strides in expanding 

knowledge about the inpatient psychiatric care of children and adolescents. Numerous factors 

have been identified as potential predictors of admission and readmission. Nonetheless, 

findings are difficult to compare across studies, limiting definitive conclusions about those 

factors that predict psychiatric admission and readmission. The following gaps are noted as 

limitations of this literature.  

Incomparability of Samples and/or Use of Special Subgroups. Samples varied among 

studies. Some studies included a mix of publicly insured and privately insured youths. Few 

samples were exclusively comprised of the Medicaid child population. Moreover, some studies 

used truncated samples such as only children presenting to emergency departments. Similarly, 

some samples were limited by particular characteristics such as suicidality or age. While this 

research yielded knowledge on these specific subgroups of children, it also limited 

generalizability to the wider Medicaid population of children and adolescents.  

Inconsistency in Variable Definition, Measurement, and Interpretation. Few variables 

were consistently included, defined, or measured across studies and thus findings offered few 

consistent interpretations. For example, the operational definition of readmission varied by 

including άǊŜŀŘƳƛǘǘŜŘ ǘƻ ǘƘŜ ǎŀƳŜ ƘƻǎǇƛǘŀƭΣέ άreadmitted to ƘƻǎǇƛǘŀƭǎ ƛƴ ǘƘŜ ǎŀƳŜ ǎǘŀǘŜΣέ and 

no explicit definition. Moreover, predictor variables were often measured in their presence or 

absence (dichotomously),limiting their ability to capture robust variation within categories, 

such as levels of severity or chronicity.  

Variability in Follow-Up Period. Follow-up periods varied across studies. In the reviewed 

studies, readmission was observed for 30 days, 3 months, 1 year, or 2 years. Although several 

studies suggested that the highest risk period was within the first 90 days after discharge, 

additional studies are needed to confirm this finding.   
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A Limited Range of Predictor Variables. Countless variables across multiple systems can 

influence psychiatric admission and readmission among children and adolescents yet studies 

have focused on a limited range of variables. A wider and more comprehensive range of 

predictor variables needs to be examined in multivariate models, including child/adolescent 

demographic characteristics, clinical characteristics, family characteristics, resources, hospital 

characteristics, service characteristics, payment sources, and health care system characteristics. 

Additionally, involvement in various systems including child welfare, juvenile justice, and 

education should be explored further.  

Internet Search of State Initiatives  

!ƴ ƛƴǘŜǊƴŜǘ ǎŜŀǊŎƘ ǿŀǎ ŎƻƴŘǳŎǘŜŘ ǘƻ ǇǊƻǾƛŘŜ ŀŘŘƛǘƛƻƴŀƭ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ƻǘƘŜǊ ǎǘŀǘŜǎΩ 

initiatives for preventing or diverting children from inpatient psychiatric care.  This search 

revealed a great deal of useful information on a wide array of initiatives directed toward 

ƛƳǇǊƻǾƛƴƎ ŎƘƛƭŘǊŜƴΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΦ  hŦ ǇŀǊǘƛŎǳƭŀǊ ƛƴǘŜǊŜǎǘ ŀƴŘ ǊŜƭŜǾŀƴŎŜ ǘƻ ǘƘƛǎ ǎǘudy 

was the focus in several states on early childhood mental health services (e.g., New Hampshire 

and Wisconsin), and one multistate study of Colorado, Indiana, Massachusetts and Rhode 

Island.  

Appendix K summarizes the information found on policy and program initiatives across the 

nation.  This summary includes information on evidence based practices, special reports by 

state agencies, state initiatives, and program overviews. Internet addresses are provided for 

further exploration.  Additionally, Appendix L lists state mental health agencies, their Internet 

address, and a brief summary of other significant children mental health initiatives. 
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Study Purpose and Research Questions  

The purpose of this study was to explore factors associated with child psychiatric inpatient 

admissions and readmissions and to identify potential strategies for averting admissions and 

readmissions.  A mixed methods research design was used to combine quantitative and 

qualitative approaches.  More specifically, quantitative methods were used to answer research 

questions about the experiences of the entire census of Medicaid youth eligible for 

hospitalization, while qualitative methods were used to answer case-oriented research 

questions about psychiatric admissions and readmissions in a subpopulation of young children. 

The research questions were: 

Quantitative questions: 

1. What demographic, diagnostic, and service characteristics were associated with 

psychiatric inpatient admissions for children and youth 3 to 17 years old? 

2. What demographic, diagnostic, and service characteristics were associated with 

psychiatric inpatient readmissions for children and youth 3 to 17 years old? 

Qualitative questions: 

3. What were the key precipitants of psychiatric inpatient admissions for children 3 to 

5 years old? 

4. What were the key precipitants of psychiatric inpatient readmissions for children 3 

to 5 years old? 

5. What potential strategies may be used to avert inpatient admission and/or 

readmission of children and adolescents, especially those aged 3 to 5 years old? 

Quantitative Analyses  

Study Population  

The study population for the quantitative analyses included all children 3 to 17 years old 

who were enrolled in Medicaid during state fiscal year 2009 (FY09; July 1, 2008 through June 
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20, 2009). No other sampling criteria were used.  This resulted in a study sample of 178,558 

children and youth.  

Data Collection and Preparation  

Data sources for quantitative analyses included several state administrative databases that 

were provided to KU researchers in electronic format from SRS and SRS subcontractors 

responsible for administering databases. Data sources and the corresponding time periods each 

covered are listed in Table 1. 

Table 1. Quantitative Data Sources 

Data Source Time Period & Date of Extract 

Medicaid Management Information System (MMIS) Eligibility File ς 
¢Ƙƛǎ Řŀǘŀ ŦƛƭŜ ƛƴŎƭǳŘŜŘ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǘƘŜ ŎƘƛƭŘΩǎ ŜƭƛƎƛōƛƭƛǘȅ ǎǘŀǘus, date 
of birth, county of residence, gender, and race. 

July 1, 2007 to June 30, 2009 

FY08 data extract received 
January 30, 2009 
FY09 data extract received  
January 11, 2010 

Inpatient Screening (IPS) Database ς This data file included 
information on all screens for psychiatric inpatient admissions during 
FY08, FY09, and the first 7 months of FY10. It included information on 
ǘƘŜ ŎƘƛƭŘΩǎ ŀƎŜΣ ƎŜƴŘŜǊΣ ǊŜǎǇƻƴǎƛōƭŜ ŎƻǳƴǘȅΣ ǎŎǊŜŜƴƛƴƎ /aI/Σ ǇǊƛƳŀǊȅ 
and secondary diagnoses for the admission, presenting problem, 
inpatient facility, referral acuity, and referral source. 

July 1, 2008 to January 31, 2010 

Data extract received February 
25, 2010 

Medicaid Management Information System (MMIS) Pharmacy Claims 
ς This data file included paid (not written or filled) pharmacy claims 
for all children (0 to 17 years old) during FY08 and FY09. The file 
contains information on drugs prescribed, type of drug, billed 
amount, paid amount, prescribed date, fill date, and number of days 
supply.  

July 1, 2007 to June 30, 2009 

FY2008 data extract received 
January 30, 2009 
FY2009 data extract received 
January 11, 2010 

Medicaid Management Information System (MMIS) Professional 
Claims  ς This data file included information on paid outpatient 
services. It includes information on procedures performed, amount 
billed, amount paid, diagnoses, dates of service, and provider 
information. It was used to identify diagnoses and mental health 
services. All diagnoses are based on the International Classification of 
Diseases (ICD) 9 and all procedures are based on the Current 
Procedural Technology (CPT) codebook. 

July 1, 2007 to June 30, 2009 

FY2008 data extract received 
January 30, 2009 
FY2009 data extract received 
January 11, 2010 

SED and SED Waiver Eligibility ς KHS provided a data file that listed 
children that had been determined to be SED and/or on the SED 
Waiver during FY08, FY09, and the first half of FY2010.   

July 1, 2007 to June 30, 2008 

Data extract received February 
19, 2010 

FACTS ς C!/¢{ ƛǎ ǘƘŜ ǎǘŀǘŜΩǎ ŎƘƛƭŘ ǿŜƭŦŀǊŜ ŘŀǘŀōŀǎŜ ƳŀƛƴǘŀƛƴŜŘ ōȅ 
SRS, Children and Family Services. The only FACTS information used 
for this study was dates related to foster care entry and exit. 

July 1, 2007 to June 30, 2008 

Data extract received March 9, 
2010 
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A Medicaid eligibility file was used to create a dataset that included all child Medicaid 

beneficiaries between the ages of 3 and 17 years old who were eligible for Medicaid during 

FY09. The age range was limited to children 3 years or older because there were no children 

under the age of 3 admitted for inpatient psychiatric care during FY09.  The result was a sample 

of 178,558 children and youth Medicaid beneficiaries.  

Variables  

Dependent Variables. Two dependent variables were measured: 1) admission and 2) 

readmission. Admission to psychiatric inpatient care ǿŀǎ ƛƴŘƛŎŀǘŜŘ ōȅ ǘƘŜ ŎƘƛƭŘΩǎ ŦƛǊǎǘ ǇǎȅŎƘƛŀǘǊƛŎ 

admission in FY09. Since children could have multiple hospital stays during the study period, 

their first admission in FY09 was designated the index admission or index date. Index admission 

does not represent ŀ ŎƘƛƭŘΩǎ first ever admission to inpatient psychiatric care because children 

could have been admitted in prior years. It refers to the earliest admission date in FY09. In 

addition, for children who were screened but not 

admitted, the index date was their earliest 

screening date in FY09.   

Admission to psychiatric inpatient care included 

one of four facility types:  community psychiatric 

hospitals, KVC Star, Larned State Hospital7, and 

PRTFs. (A complete list of facilities is presented in 

Appendix F on page 150.) Readmission was defined 

as one or more admissions after the FY09 index 

admission through January 31, 2010.  

Researchers initially aggregated data on the dependent variables and analyzed them as two 

outcomes: admission and readmission. The studyΩǎ Advisory Committee suggested the analyses 

allow comparisons between acute stays and longer-term stays (i.e., PRTF admissions) because 

these facilities provided distinct treatment approaches that may have unique predictors and 

precipitants. For example, community psychiatric hospitals were generally seen as appropriate 

                                                                 
7
 Larned was the only state hospital serving children during FY09. In FY2010, the state contracted these services to 

KVC Wheatland. 

Since children could have multiple 

hospital stays during the study period, 

the first admission in FY09 was 

designated the index admission or 

index date. Index admission does not 

represent a childõs first ever 

admission ever to inpatient 

psychiatric care because children 

could have been admitted in prior 

years. Index admission refers to the 

earliest admission date in FY09. 
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for emergent conditions that require a hospital setting, stabilization, and short-term treatment 

(about 7-14 days). KVC Star and the state hospital were seen similarly but can allow slightly 

longer stays (about 14-30 days). PRTFs, on the other hand, were different because they allow 

longer-term treatment (90-180 days). Sample size requirements for multivariate statistics 

prevented the analyses from delineating all four types of facilities; instead, two types of 

ŦŀŎƛƭƛǘƛŜǎ ǿŜǊŜ ŘŜŦƛƴŜŘ ŀƴŘ ŀƴŀƭȅȊŜŘΦ ¢ƘŜ ŦƛǊǎǘ ǘȅǇŜ ǿŀǎ ŎŀƭƭŜŘ άŀŎǳǘŜ ƛƴǇŀǘƛŜƴǘ ŎŀǊŜέ ŀƴŘ 

included admissions to and readmissions from community psychiatric hospitals, KVC Star, and 

Larned State Hospital.  The second type was admissions to and readmissions from PRTFs. The 

quantitative analyses, then, were structured to examine the predictors of acute inpatient care 

and PRTF on the two outcomes ς admission and readmission ς resulting in four sets of analyses: 

1. Predictors of admissions to acute inpatient care. 

2. Predictors of admissions to PRTFs. 

3. Predictors of readmissions from acute inpatient care. 

4. Predictors of readmissions from PRTFs. 

Predictor Variables. Multiple variables were used to identify the key predictors of 

psychiatric admissions and readmissions. In general, they included: 1) demographic 

characteristics, 2) diagnostic characteristics, and 3) service characteristics. A complete list of 

variables, their definitions, and data sources is available in Appendix H on page 153. The 

following notes provide an explanation of variable definitions that are especially important for 

ǳƴŘŜǊǎǘŀƴŘƛƴƎ ŀƴŘ ƛƴǘŜǊǇǊŜǘƛƴƎ ǘƘŜ ǎǘǳŘȅΩǎ ŦƛƴŘƛƴƎs. 

Á Age ς The study population was limited to children eligible for Medicaid during FY09 
who were between the ages of 3 and 17. Since no children younger than 3 were 
admitted to the hospital, children 0-2 were not included in these analyses. Age was 
calculated 1) at the time of the index admission for children who were admitted for 
psychiatric inpatient care and 2) as of July 1, 2008 for children who were not 
admitted.   

Á County ς All county-related variables reflect ǘƘŜ ŎƘƛƭŘΩǎ ǊŜǎǇƻƴǎƛōƭŜ ŎƻǳƴǘȅΦ CƻǊ 
children admitted to inpatient care, the responsible county at the time of the index 
admission was used. For children not admitted to inpatient care, the responsible 
county as of July 1, 2008 was used. 

Á SED ς SED stands for serious emotional disturbance. This variable represents three 
levels of services provided to children based on their SED status. In Kansas Medicaid, 
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a child may be assessed and determined to have an SED by one of 26 Community 
Mental Health Centers (CMHCs) across the state. (A map of the CMHCs is provided in 
Appendix D on page 148.) Medicaid services, then, are provided at different levels 
ōŀǎŜŘ ƻƴ ŀ ŎƘƛƭŘΩǎ {95 ǎǘŀǘǳǎΦ ¢ƘŜ ŦƛǊǎǘ ƭŜǾŜƭ ƻŦ ǎŜǊǾƛŎŜǎ ƛǎ ŎŀƭƭŜŘ ά{95 ²ŀƛǾŜǊέ ŀƴŘ 
provides the broadest range of services. The SED Waiver is one of several Home and 
Community Based Services (HCBS) Waivers approved by the federal agency, the 
Center for Medicare and Medicaid (CMS). The SED Waiver aims to prevent 
hospitalization of children by providing enhanced services to children who qualify for 
the SED Waiver. Eligibility is based on both income and clinical need. The next level of SED 
services is ŎŀƭƭŜŘ ά{95 ǿƛǘƘ /.{ {ŜǊǾƛŎŜǎΦέ Children who are determined to be SEDτ
but who are not served by the SED Waiverτare provided a range of Community-
Based Services (CBS) by a local CMHC. (A complete list of the services and their 
corresponding procedure codes is provided in Appendix J on page 163.) Finally, the 
third category of the SED variable ƛǎ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ άbƻǘ {95Φέ ¢ƘŜǎŜ ŎƘƛƭŘǊŜƴ ƘŀǾŜ 
either 1) been assessed and determined by a CMHC not to have an SED, or 2) not 
been assessed and thus not identified as having an {95Φ /ƘƛƭŘǊŜƴΩǎ {95 ǎǘŀǘǳǎ Ƴŀȅ 
change over time; therefore a specific method must be used for identifying each 
ŎƘƛƭŘΩǎ {95 ǎǘŀǘǳǎΦ CƻǊ ŎƘƛƭŘǊŜƴ ǿƘƻ ǿŜǊŜ ǎŎǊŜŜƴŜŘ ŦƻǊ ŀŘƳƛǎǎƛƻƴ ǘƻ ǇǎȅŎƘƛŀǘǊƛŎ 
inpatient care, SED status was determined at the time of the first screening date in 
FY09. For children who were never screened or admitted to psychiatric care, 
maximum SED status for FY08 through SYF2009 was used. ¢ƘŜ ƳŀȄƛƳǳƳ ǿŀǎ ά{95 
²ŀƛǾŜǊΣέ ŦƻƭƭƻǿŜŘ ōȅ ά{95 ǿƛǘƘ /.{Σέ ŀƴŘ άbƻǘ {95Φέ 

Á Foster care status ς ! ŎƘƛƭŘΩǎ ŦƻǎǘŜǊ ŎŀǊŜ ǎǘŀǘǳǎ ŀƭǎƻ ŎƻƴǎƛŘŜǊŜŘ ǘhe index admission 
date. For children who were screened for admission to psychiatric inpatient care, 
foster care status was determined at the time of the first screening date in FY09 (i.e., 
index date). For children who were never screened or admitted to psychiatric 
inpatient care, foster care status was determined by whether they were in foster 
care any time in FY09. 

Á Diagnoses ς Data were collected for diagnoses made by 1) outpatient service 
providers in FY09τas identified in the MMIS and eCura/PAHP databases, and 2) 
screenings related to admission to psychiatric inpatient care in the Inpatient 
Screening Database (IPS). For outpatient diagnoses, the diagnosis had to appear two 
or more times to be included. All diagnoses available in the IPS were included. Six 
categories of diagnoses were established using the DSM codes provided in paid 
MMIS and eCura/PAHP claims. The six categories were: mood disorders, disruptive 
disorders, anxiety disorders, pervasive developmental disorders/autism spectrum 
disorders (PDD/ASD), psychotic disorders, and other mental health disorders (i.e., 
those not in the prior five categories). A complete list of the categorization and the 
corresponding diagnoses is provided in Appendix I on page 156. 

Á Type of mental health (MH) services ς Data were gathered from MMIS and 
eCura/PAHP claims to determine the type of mental health services children 
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received 1) during the prior year, and 2) during the prior 30 days. For children who 
were screened for admission to psychiatric inpatient care, the service data was 
determined in reference to the date of the earliest inpatient screening in FY09 (i.e., 
index date). For children who were never screened or admitted to psychiatric 
inpatient care, service data were determined in reference to a designated index 
date. This index date ǿŀǎ ǘƘŜ ŎƘƛƭŘΩǎ ƭŀǎǘ ŘŀǘŜ ƻŦ ǎŜǊǾƛŎŜ ǿƛǘƘ ŀ aI ŘƛŀƎƴƻǎƛǎ ŘǳǊƛƴƎ 
FY09 (in MMIS or eCura paid claims).  If the service was paired with a MH diagnosis, 
it was included in these data. Service categories were established based on mental 
health procedure codes and conventional Medicaid reimbursement categories.  
They included: 1) no MH services; 2) other services (not part of the following 
categories); 3) outpatient medical services (e.g., medication management 
appointment or medical evaluation; 4) outpatient therapy services; 5) community-
based services (CBS) provided only to children that were determined to have an SED; 
6) SED Waiver services provided only to children who qualified for the SED Waiver. 
Service data were identified in a hierarchical manner based on the range of services 
available in each category. That is, SED Waiver services were considered the highest 
level of service because the Waiver offers all SED Waiver enhanced services plus all 
of those above. Similarly, CBS comprised the full range of CBS services plus all of 
those above it, but it did not include SED Waiver services. As an example, if a child 
received medication management and a CBS service, the variable was coded as CBS. 
If a child received medication management and outpatient therapy, it was coded as 
outpatient therapy. If a child received only medication management, it was coded as 
outpatient medical.  A complete list of procedure codes and corresponding 
categories is provided in Appendix J on page 163. 

Á Psychotropic medications and polypharmacy ς Four variables were used to identify 
service utilization related to pharmacological treatment. These data were collected 
from the 2009 Focused Study on Prescribing Patterns of Psychotropic Drugs Among 
Child Medicaid Beneficiaries (Akin, Bryson, & Moore, 2009) and FY09 Medicaid 
pharmacy claims. The first two variables ς psychotropic drugs in FY08 and 
psychotropic drugs in FY09 ς were coded as dichotomous variables indicating 
whether the child had one or more paid Medicaid claims for psychotropic drugs in 
the corresponding year. The second two variables measure interclass polypharmacy. 
Polypharmacy was defined as a child having two or more psychotropic drug classes 
for 60 days or longer. Drug classes included: antidepressants, antiparkison, 
antipsychotics, anxiolytics, mood stabilizers, sedative/hypnotics, and 
stimulants/ADHD drugs. More specific information on the coding of drug classes is 
available in the 2009 study.  

Data Analyses 

Data were analyzed using Microsoft Access, Microsoft Excel, and PASW version 17.0 for 

Windows (SPSS, Inc., Chicago, IL). Statistical methods included univariate, bivariate, and 

multivariate analyses. More specifically, the analyses of admissions used logistic regression and 
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the analyses of readmissions used Cox regression (a.k.a., survival analysis and event history 

analysis). Since the study included a long list of potential predictor variables, selection for the 

multivariate models was based upon theoretical framework, practical considerations, and 

bivariate results. From a theoretical perspective, we wanted to test predictors from all three 

categories of variables (i.e., demographic, diagnostic, and service characteristics). Some 

variables were also included because of strong interest in their relationship to admissions and 

readmissions (e.g., geographic region). Variable selection also took into account the effect size 

of the bivariate relationship with preference for variables with larger effect sizes. Finally, 

practical considerations influenced the selection of variables that would provide unique 

information in a multivariate model. Table 2 displays the variables selected the multivariate 

analyses. 

Table 2. Overview of Variables Used for Multivariate Analyses 

Category Predictor Variable Variable Definition/Subgroupings 

Demographic 
characteristics 

Gender 
Age 
Race 
Geographic/SRS region 
 
Population density 
 
Foster care status 
Disability/SSI  
Adoption support 

Female/Male 
3-5; 6-8; 9-11; 12-14; 15-17 
White, Black, Other 
KC Metro, Northeast, South Central, Southeast, West, Wichita 
 
Frontier, Rural, Densely-settled rural, Semi-urban, Urban  
 
Not in foster care/In foster care 
Eligible for Medicaid via SSI/Disability: Yes/No 
Eligible for Medicaid via Adoption support: Yes/No 

Diagnostic 
characteristics 

Mood disorder 
Disruptive disorder 
Anxiety disorder 
PDD/ASD

8
 

Psychotic disorder 
Other MH disorder 

Yes/No, in any OP or inpatient diagnosis in FY09 
Yes/No, in any OP or inpatient diagnosis in FY09 
Yes/No, in any OP or inpatient diagnosis in FY09 
Yes/No, in any OP or inpatient diagnosis in FY09 
Yes/No, in any OP or inpatient diagnosis in FY09 
Yes/No, in any OP or inpatient diagnosis in FY09 

Service 
characteristics 

Prior admission in FY08 
Type MH service prior 30 
days to index date 
Polypharmacy in FY08 
 

Yes/No 
 
None, Other, OP Medical, OP Therapy, CBS

9
, SED Waiver 

bƻƴŜΣ tǎȅŎƘ wȄ ōǳǘ ƴƻǘ ǇƻƭȅǇƘŀǊƳŀŎȅΣ tƻƭȅǇƘŀǊƳŀŎȅ όҗн 
psychotropic drug classes for 60+ days in FY08) 

 

Tests of statistical significŀƴŎŜ ǿŜǊŜ ŎƻƴŘǳŎǘŜŘ ŀǘ Ǉ Җ Φлр ƭŜǾŜƭΦ Lƴ ǘƘŜ ǇǊŜǎŜƴǘŀǘƛƻƴ ƻŦ 

results, the presence of one or more asterisks indicates that the result was statistically 

                                                                 
8
 PDD/ASD = Pervasive Developmental Disorder/Autism Spectrum Disorder 

9
 CBS = Community-Based Services 
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ǎƛƎƴƛŦƛŎŀƴǘ ŀǘ Ǉ Җ ΦлрΦ bƻ ŀǎǘŜǊƛǎƪ ƻǊ άb{έ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ ǘƘŜ ǊŜǎǳƭǘǎ ǿŜǊŜ ƴƻǘ ǎǘŀǘƛǎǘƛŎŀƭƭȅ 

significant. Since tests of statistical significance can be sensitive to large sample sizes (e.g., chi-

square tests) and result in many findings of significance, an additional step was taken to 

measure the effect size. An effect size measures the strength of relationship between variables. 

For interpreting proportions (chi-ǎǉǳŀǊŜύΣ ǿŜ ǳǎŜŘ /ǊŀƳŜǊΩǎ ± ŀǎ ǘƘŜ ŜŦŦŜŎǘ ǎƛȊŜ ƳŜŀǎǳǊŜΦ CƻǊ 

interpreting means (ANOVA), we used eta-squared as the effect size measure. Finally, for 

interpreting the results of the multivariate statistics that used logistic regression and survival 

analyses, we used odds ratios and hazard ratios, respectively. In order to judge whether an 

effect size was small or large, we used established conventions that are listed in Figure 1 

(Cohen, 1988; Rosenthal, 1996). 

Figure 1. Conventions for Interpreting Effect Sizes 

Asterisk  
Notation 

Effect Size  
Interpretation 

Chi-Square ANOVA Odds Ratios & 
Hazard Ratios 

*  Weak/Negligible  < .10 <.01 < 1.5 (>.67) 
**  Small .10 - .29 .01 - .08 1.5 ς 2.4 (.67 - .41) 

***  Moderate .30 - .49 .09 - .24 2.5 ς 3.9 (.40 - .26) 
****  Large җ Φрл  җΦнр 4.0 ς 9.9 (.24 - .11) 

*****  Very Large   җ мл όҖ Φмлύ 

 

Qualitative Analyses  

Study Population  

The study population for the qualitative analyses included young children between the ages 

of 3 and 5 years who were admitted for inpatient psychiatric care during state fiscal year (FY) 

2009 (July 1, 2008 through June 20, 2009).   

Data Collection and Preparation  

Data were collected on all 42 young children (3-5 years old) who were admitted for 

psychiatric inpatient care during FY09. Data sources for the qualitative analyses included: 1) 

mental health screening documents (n=43), 2) case records (n=36), and interviews of CMHC 

staff (n=30). Mental health screening forms were collected from responsible CMHCs and from 

CMHCs that conducted courtesy screens. When the child had multiple hospitalizations, 

researchers requested and reviewed corresponding screening documents for each hospital 

admission. (Note: One child in the sample had all paperwork completed for the screening 
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admission process but was not admitted to the hospital. This was not discovered until the case 

was reviewed, and it is therefore included in data analysis and explains the disparity between 

the sample size of 42 and the number of screens reviewed, 43).  

Case record data included initial intake documents, medical notes, progress notes, 

diagnostic assessments, and other functional evaluations (e.g., Child Behavior Checklist (CBCL) 

and Preschool Child and Adolescent Functioning Assessment Scale (P-CAFAS)). Early in case 

record reviews, it became clear that researchers would benefit from the assistance of a 

knowledgeable staff member, particularly for cases contained in Electronic Medical Records 

(EMR) systems. Accordingly, when possible, cases were read in the presence of a CBS or clinical 

director or other CMHC staff member who could navigate through the case. Case reviews 

focused on those circumstances that immediately precipitated hospitalization or 

rehospitalizationτincluding discernable contributors to behavior escalation, notable service 

gaps, and medication changes/issues. Average case read time was 1-2 hours per case. The 

collaborative way in which case reads were conducted adds a dimension of interrater reliability 

to the qualitative portion of the study.  That is, Community Mental Health Center staff 

participated in a transparent research procedure that resulted in consensus between 

researcher and staff on circumstances precipitating hospitalization. This process also afforded 

researchers opportunities to ask about agency practices as they related to particular cases. A 

number of cases (n=7) were read twice, on separate occasions, to ensure an accurate 

understanding of the precipitants of hospitalization. These cases were read early in the 

qualitative data collection process, before discernable patterns in case reads began to emerge. 

With staff input and assistance, researchers re-read cases to check for the presence of these 

patterns (e.g. medication changes immediately prior to hospitalization).. 

While onsite, researchers conducted semi-structured interviews with CMHC staff, including 

executive directors (n=2), directors of Community-Based Services (CBS) (n=14), emergency 

services/screeners (n=8), clinical directors (n=3), and quality improvement staff (n=2). Three 

interviews were conducted by phone. Researchers utilized a semi-structured interview schedule 

(see Appendix G on page 151) to gather information on the following topics: training of 

screeners; screening practices; diversion philosophy; early intervention services; adequacy of 
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crisis services; characteristics of children requiring inpatient hospitalization; and suggestions for 

agency, systems, and policy change.  Interviews generally lasted 1-1/2 hours and were 

sometimes intertwined with case reads to minimize staff time away from billable hours. 

Data Analyses 

An Access database was created from screening forms, and all fields from 43 screens were 

entered into the database. Researchers added to the database information from case reads. 

Discrepancies were noted between screening data and case read data. For example, screening 

forms underrepresented the presence of abuse/neglect or trauma, which was only apparent 

after reading the entire case. Descriptive data from screening forms were analyzed in 

aggregate; the purpose of descriptive analysis was to discern patterns among cases in which a 

child was hospitalized (e.g. presence of trauma) or rehospitalized. Qualitative interviews were 

transcribed selectively, coded first using a priori codes (see areas listed previously) and later 

coded using inductive codes. Emergent themesτthose with sufficient theoretical 

triangulationτ were then defined and recorded.  

Study Strengths and Limitations  

This study was designed to identify major factors associated with child psychiatric admission 

and readmission, to describe the precipitants of psychiatric hospitalization, and to suggest 

policy and practice changes with the potential to reduce unnecessary admissions. 

Strengths. The mixed methods approach utilized in this study provides theoretical, 

methodological, and data triangulationτthe hallmarks of internal validity. For example, while 

quantitative data elucidate statistically significant relationships, qualitative data verify and 

deepen explanation of these relationships.  

!ŘŘƛǘƛƻƴŀƭƭȅΣ ǘƘŜ ǎǘǳŘȅΩǎ ƭŀǊƎŜ ǎŀƳǇƭŜ ŀƴŘ ǎǳōǎǘŀƴǘƛŀƭ ǎǘǳŘȅ ǇŜǊƛƻŘ ōƻƭǎǘŜǊ ǘƘŜ ǎǘǳŘȅΩǎ 

external validity. Researchers were able to include the entire population of FY09 Medicaid 

enrolled children, 3-17, for the quantitative analyses. Likewise, the special focus of the 

qualitative analyses included the entire subpopulation of children 3-5 who were hospitalized 

during FY09.  

¢Ƙƛǎ ǎǘǳŘȅΩǎ ŀǇǇǊƻŀŎƘ ǘƻ ŀƴŀƭȅǘƛŎǎ ƛǎ ŀƭǎƻ ǎǘǊƻƴƎΦ hƴ ǘƘŜ ǉǳŀƴǘƛǘŀǘƛǾŜ ǎƛŘŜΣ ǎƻǇƘƛǎǘƛŎŀǘŜŘ 

statistics were used to allow a multi-variable perspective. An important advantage of 
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multivariate statistics is that they allow observation of each predictor variable while controlling 

for all other variables in the model. In addition, this study counters statistical issues related to 

large sample sized by employing effect size measures to assess the relative importance of 

predictor variables. With regard to qualitative analysis, the built-in member checks performed 

during case reads strengthen the study. Because CMHC staff assisted researchers in completing 

case reads, staff members were present to confirm or deny emerging theories and to explain 

agency policies with regard to individual cases and the cases of very young children generally. 

Case reads resulted in high internal validity for researchers and quality assurance for CMHC 

staff. Finally, in relation to both quantitative and qualitative analyses, this study benefits from 

the use of an expert Advisory Committee that reviewed preliminary results and provided an 

additional member checking and validity role. 

Limitations. Limitations of this study should be considered when interpreting its results or 

generalizing its outcomes. Chiefly, tƘŜ ǎǘǳŘȅΩǎ ƴƻƴŜȄǇŜǊƛƳŜƴǘŀƭ ŘŜǎƛƎƴ ƭƛƳƛǘǎ our ability to make 

causal inferences. Association rather than causation thus characterizes relationships between 

variables.  

Availability of data also presents a limitation. That is, other variables may be relevant to 

understanding and predicting admission and readmission of children and youth; however, they 

were not included in the study because data were not available. This is true of both qualitative 

and quantitative portions of the study. In the qualitative case reads, some cases or portions of 

cases with multiple hard copy case files were unavailable at the time of review because: 1) files 

were being scanned for entry in an EMS system and were not available; 2) the child received no 

CMHC services before or after hospitalization; or 3) the child was admitted by a courtesy screen 

and the responsible CMHC could not provide the corresponding case file.  

With regard to quantitative data, this study utilized secondary data from several state 

administrative databases. While large datasets provide large samples and extensive information 

in an efficient manner, they are constrained by the organizational, management, or 

reimbursement purposes for which they were intended. For example, the present study would 

benefit from additional information on parent/family variables. Secondary data can also 

present reliability or validity concerns if data entry is inaccurate or inconsistent. Researchers 
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have concluded that both claims data and medical record data are imperfect (Novotny, 

Lukenbill, & Jemelka, 2000). These cautions should be taken into consideration when 

interpreting the studyΩǎ findings. 
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The quantitative analyses sought to identify predictors of child psychiatric inpatient 

admissions and readmissions.  As described above, psychiatric inpatient care included inpatient 

psychiatric hospitals (a.k.a., community psychiatric hospitals), KVC Star, Larned State Hospital, 

and Psychiatric Residential Treatment Facilities (PRTFs). After initial analyses revealed distinct 

patterns for these different facility types, the study was structured to examine the two 

outcome variables (admission and readmission) by comparing and contrasting acute inpatient 

care ς defined as inpatient psychiatric hospitals, KVC Star, and Larned State Hospital ς to PRTFs. 

Accordingly, the chapter begins with a description of the sample, followed by results for 

admissions and readmissions, which were organized into the following subsections:  

1. Admissions to inpatient psychiatric care:  

a. Admissions to acute inpatient care 

b. Admissions to PRTFs 

2. Readmissions from inpatient psychiatric care: 

a. Readmissions from acute inpatient care 

b. Readmissions from PRTFs 

Sample Characteristics 

Table 3 provides information on the basic characteristics of the population of Medicaid-

enrolled children between the ages of 3 and 17 years during FY09. The sample totals 178,558 

children. The sample was limited to children 3 to 17 years old because there were no children 

under the age 3 admitted for inpatient psychiatric care during FY09. 

Boys made up slightly more than half of the child Medicaid population in FY09 (51.3%), 

whereas girls comprised just under one-half (48.7%). 

The largest age group in the sample was 3-5 year olds (26.1%), followed by 6-8 year olds 

(22.6%), 9-11 year olds (18.9%), 12-14 year olds (16.3%), and 15-17 year olds (16.0%). 
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With regard to race, the majority of the sample was white (75.1%). Black/African-American 

ŎƘƛƭŘǊŜƴ ƳŀŘŜ ǳǇ мрΦт҈ ƻŦ ǘƘŜ ǎŀƳǇƭŜΦ /ƘƛƭŘǊŜƴ ƛŘŜƴǘƛŦƛŜŘ ŀǎ άhǘƘŜǊέ ƛƴŎƭǳŘŜŘ bŀǘƛǾŜ 

Americans and Asian/Pacific Islanders. They represented 9.2% of the 3-17 year old children 

enrolled in Medicaid in FY09. The ethnicity variable from MMIS indicated that about one in five 

children in the sample were Latino (22.4%). 

The regional distribution of children in the sample showed that the largest concentration of 

children resided in the KC Metro region (25.6%), followed by the Wichita region (21.4%), the 

Northeast region (18.3%), the South Central and Western regions (both = 12.7%), and the 

Southeast region (9.3%). 

Population density data indicated that more than half of the sample resided in urban 

counties (52.7%) and another 16.7% resided in semi-urban counties. About one in five children 

were in densely-rural counties (18.3%) and slightly fewer than one in ten were in rural counties. 

The smallest proportion of children resided in frontier counties (3.5%).  

Children in foster care made up 5.5% of the sample. Children who had qualified for 

Medicaid through SSI represented 4.8% of the sample (i.e., children with a disability). Finally, 

children who qualified for Medicaid through adoption support benefits were 3.6% of the 

sample. 



 

Study of Inpatient Psychiatric Admissions Among Children and Youth/August 2010 
Chapter 4 ς Major Findings from Quantitative Analyses, Page 29 

Table 3. Sample Characteristics 

Count %

Total 178,558    100.0%

Gender

Male 91,530      51.3%

Female 87,028      48.7%

Age

3-5 yo 46,645      26.1%

6-8 yo 40,420      22.6%

9-11 yo 33,828      18.9%

12-14 yo 29,021      16.3%

15-17 yo 28,644      16.0%

Race

White 134,080    75.1%

Black 28,095      15.7%

Other 16,383      9.2%

Ethnicity

NonLatino 138,532    77.6%

Latino 40,026      22.4%

SRS Region

KC Metro 45,688      25.6%

Northeast 32,614      18.3%

South Central 22,765      12.7%

Southeast 16,527      9.3%

West 22,749      12.7%

Wichita 38,211      21.4%

Out of state -             0.0%

Population Density

Frontier 6,298         3.5%

Rural 15,833      8.9%

Densely Settled Rural 32,600      18.3%

Semi-urban 29,807      16.7%

Urban 94,016      52.7%

Out of state 4                 0.0%

Foster Care Status

Not in foster care 168,742    94.5%

In foster care 9,816         5.5%

Disability

No disability/SSI 169,966    95.2%

Disability/SSI 8,592         4.8%

Adoption Support

No adoption support 172,127    96.4%

Adoption support 6,431         3.6% 
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Admissions to Inpatient Psychiatric Care in Kansas 

Among the 178,558 children between the ages of 3 and 17 years old, 1,912 were admitted 

one or more times to inpatient psychiatric care during FY09.10 Thus, the statewide admission 

rate for Kansas Medicaid-enrolled children was 1.1% during this one-year period.  Figure 2 

shows the number and percentage of admissions by type of facility. Index admissions11 in FY09 

were most commonly to private, inpatient psychiatric hospitals which made up more than half 

of all index admissions (n = 1,129, 59%). Nearly one-third of the index admissions were to a 

PRTF (n = 548, 29%). KVC Star and Larned comprised the smallest proportions of the index 

admissions at 7% and 5%, respectively (KVC Star, n = 140; Larned State Hospital, n = 95).  

Figure 2. Number and Percentage of Index Admissions in FY09 By Type of Facility 

 

Recent Increases in Admissions 

The current study was initiated because recent state data indicated an increase in 

psychiatric hospital admissions among Kansas Medicaid-enrolled children. According to data 

from the Inpatient Screening (IPS) database, the total number of admissions increased 7.7% 

from 2,711 in FY08 to 2,919 in FY0912.  

                                                                 
10

 No children under the age 3 were admitted for inpatient psychiatric care during FY09. 
11

 LƴŘŜȄ ŀŘƳƛǎǎƛƻƴ ǿŀǎ ŘŜŦƛƴŜŘ ŀǎ ŀ ŎƘƛƭŘΩs first admission to a psychiatric inpatient care during FY09. 
12

 These admission data represent all admissions (i.e. admissions and readmissions), not just index admissions. 
PRTF extensions were excluded from these counts. 

Inpatient Psych 
Hospital, 1129, 

59%

KVC Star, 140, 
7%

Larned State 
Hospital, 95, 5%

PRTF, 548, 29%
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Figure 3 displays FY08 and FY09 admissions data by type of facility. While statewide 

admissions increased by 7.7%, particular facility types experienced different changes. By far, 

the largest increase in admissions occurred at KVC Star, which saw a 61.6% rise in admissions, 

from 190 in FY08 to 307 in FYлфΦ /ƻƳƳǳƴƛǘȅ ǇǎȅŎƘƛŀǘǊƛŎ ƘƻǎǇƛǘŀƭǎ όŀƭǎƻ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ άƛƴǇŀǘƛŜƴǘ 

psychiatric hospitalsέ) increased by a small amount ς 5.5% (1,437 in 2008 to 1,516 in FY09). The 

increase for PRTFs was also small, a 1.8% increase between 2008 and 2009 (948 in 2008 to 965 

in FY09). In contrast to these escalations, the state hospital experienced a decrease of -3.7% in 

the same period, with 136 admissions in FY08 and 131 in FY09.  

Figure 3. All Admissions in FY08 and FY09 By Type of Facility 

 

Further analyses of admissions data by age provided additional insight into admission 

patterns. Figure 4 shows that admissions among children 3-12 years old increased for all facility 

types except the state hospital. In contrast, admissions for children 13-17 years old were more 

variable, with slight increases ŀǘ ƛƴǇŀǘƛŜƴǘ ǇǎȅŎƘƛŀǘǊƛŎ ƘƻǎǇƛǘŀƭǎ όҟ Ґ рύ ŀƴŘ ǘƘŜ ǎǘŀǘŜ ƘƻǎǇƛǘŀƭ όҟ 

= 8), a large increase at KVC Star (ҟ Ґ смύΣ ŀƴŘ ŀ ŘŜŎǊŜŀǎŜ ŀǘ tw¢Cǎ όҟ Ґ -18). Statewide, the 

majority of the increases in admissions were attributable to children 3-12 years old and to 

increases at KVC Star.  
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Figure 4. Difference in Admissions From FY08 to FY09 By Type of Facility and Age Group 

 

Geographic Patterns in Admission Rates 

Data were examined to identify admission patterns related to geographic region. Table 4 

displays information on the Medicaid child population and admissions to each type of facility by 

CMHC. While the state Medicaid admission rate for FY09 was 1.1%, it varied across CMHC 

catchment areas from a low of 0.4% to a high of 1.9%. The highest CMHC admission rate was 

4.75 times greater than the lowest CMHC admission rate. This information is also presented in a 

visual format in Figure 5 on page 34. 

These data also demonstrated that CMHCs utilized different types of facilities at divergent 

rates. The proportion of admissions represented by each facility type ranged widely, as follows: 

¶ Inpatient psychiatric hospital admissions made up 59.0% of all admissions in Kansas 
in FY09, but ranged from 7.1% to 75.6% of CMHCsΩ admissions. 

¶ KVC Star made up 7.3% of all admissions in Kansas in FY09, but ranged from 
representing 0% to 17.6% of CMHCsΩ admissions. 

¶ The state hospital accounted for 5.0% of all admissions in Kansas in FY09 but ranged 
from 0% to 60% of CMHCsΩ admissions. 

¶ PRTFs were 28.7% of all admissions in Kansas in FY09, but ranged from 9.4% to 
57.1% of CMHCsΩ admissions. 
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Table 4. Medicaid Admissions By CMHC and Facility Type
13

 

Count

% of 

state 

total Count

% of 

Medicaid 

pop Count

% of 

Medicaid 

pop Count

% of 

Medicaid 

pop Count

% of 

Medicaid 

pop Count

% of 

Medicaid 

pop

1 3,660       2.0% 1 0.0% 0 0.0% 5 0.1% 8 0.2% 14 0.4%

2 9,721       5.4% 18 0.2% 0 0.0% 8 0.1% 29 0.3% 55 0.6%

3 38,211    21.4% 161 0.4% 29 0.1% 3 0.0% 20 0.1% 213 0.6%

4 1,878       1.1% 9 0.5% 0 0.0% 0 0.0% 4 0.2% 13 0.7%

5 2,916       1.6% 8 0.3% 1 0.0% 1 0.0% 7 0.2% 17 0.6%

6 18,890    10.6% 91 0.5% 12 0.1% 0 0.0% 26 0.1% 129 0.7%

7 519          0.3% 1 0.2% 0 0.0% 3 0.6% 1 0.2% 5 1.0%

8 5,542       3.1% 20 0.4% 1 0.0% 4 0.1% 20 0.4% 45 0.8%

9 2,077       1.2% 13 0.6% 2 0.1% 0 0.0% 3 0.1% 18 0.9%

10 5,167       2.9% 18 0.3% 0 0.0% 21 0.4% 20 0.4% 59 1.1%

11 5,589       3.1% 35 0.6% 12 0.2% 1 0.0% 20 0.4% 68 1.2%

12 3,506       2.0% 26 0.7% 3 0.1% 0 0.0% 8 0.2% 37 1.1%

13 15,630    8.8% 113 0.7% 7 0.0% 0 0.0% 103 0.7% 223 1.4%

14 5,429       3.0% 41 0.8% 3 0.1% 0 0.0% 12 0.2% 56 1.0%

15 3,282       1.8% 19 0.6% 4 0.1% 0 0.0% 10 0.3% 33 1.0%

16 3,392       1.9% 6 0.2% 0 0.0% 16 0.5% 24 0.7% 46 1.4%

17 1,646       0.9% 11 0.7% 0 0.0% 0 0.0% 11 0.7% 22 1.3%

18 7,332       4.1% 45 0.6% 15 0.2% 4 0.1% 40 0.5% 104 1.4%

19 5,449       3.1% 52 1.0% 3 0.1% 0 0.0% 16 0.3% 71 1.3%

20 3,336       1.9% 33 1.0% 0 0.0% 0 0.0% 4 0.1% 37 1.1%

21 6,408       3.6% 47 0.7% 0 0.0% 27 0.4% 37 0.6% 111 1.7%

22 4,188       2.3% 41 1.0% 3 0.1% 2 0.0% 30 0.7% 76 1.8%

23 2,620       1.5% 26 1.0% 4 0.2% 0 0.0% 11 0.4% 41 1.6%

24 4,262       2.4% 57 1.3% 1 0.0% 0 0.0% 17 0.4% 75 1.8%

25 13,623    7.6% 179 1.3% 37 0.3% 0 0.0% 42 0.3% 258 1.9%

26 4,281       2.4% 54 1.3% 3 0.1% 0 0.0% 25 0.6% 82 1.9%

178,554  100.0% 1125 0.6% 140 0.1% 95 0.1% 548 0.3% 1908 1.1%

Index Admissions 

to PRTF

Total Index 

Admissions, SFY09

CMHC

Medicaid Child Pop, 

3-17 years old

Index Admissions 

to Inpatient Psych

Index Admissions 

to KVC Star

Index Admissions 

to State Hospital
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 These data represent index admissions. The total number of index admissions is 1,908, not 1,912, because 
county information was missing for 4 children. 
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Figure 5. Medicaid Admission Rates By CMHC 
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Access to Child Psychiatrists 

Data were observed to consider the potential influence of access to child psychiatrists on 

admission rates. Only 11 ƻŦ YŀƴǎŀǎΩ млр ŎƻǳƴǘƛŜǎ ƘŀǾŜ ƭƛŎŜƴǎŜŘ ŎƘƛƭŘ ǇǎȅŎƘƛŀǘǊƛǎǘǎ. Table 5 

shows the rate of child psychiatrists per 100,000 children for each of the CMHC catchment 

areas. Statewide, the rate is 8.3 child psychiatrists per 100,000 children. It ranges from a high of 

28 per 100,000 in the catchment area served by Family Service and Guidance to a low of 0 per 

100,000. Fifteen of the 26 CMHC catchment areas do not have licensed child psychiatrists in 

their catchment area. High admission rates were observed in areas with low and high rates of 

child psychiatrists per 100,000. Thus, these data did not reveal a definitive pattern that would 

link admission rates and access to child psychiatrists.  
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Table 5. Child Psychiatrists per 100,000 Children By CMHC Catchment Area
14

 

CMHC Catchment Area Child Psychiatrist 
per 100,000 Children 

Family Service &Guidance 28.0 

Johnson Co MHC 20.8 

Labette 19.5 

Bert Nash MHC 18.0 

Eliz Layton Center 14.0 

Soutwest Guidance 8.8 

Prairie View 6.0 

Central Ks MHC 4.8 

Comcare 3.7 

Pawnee MH 2.5 

Wyandot MHC 2.2 

Four County MHC 0.0 

Crawford Co MHC 0.0 

Horizons MHC 0.0 

Southeast Ks MHC 0.0 

Kanza MHC 0.0 

CCC 0.0 

Sumner MHC 0.0 

Family Life Center 0.0 

MHC of East Central Ks 0.0 

High Plains MHC 0.0 

South Central 0.0 

Cowley 0.0 

Iroquois MHC 0.0 

Area MHC 0.0 

The Guidance Center 0.0 

Statewide 8.3 

 

Other Population Data and Trends  

Admission rates may be expected to increase when other population trends show 

concomitant escalations. Thus, other population data were reviewed to provide context for the 

increases Kansas experienced in psychiatric admission rates from 2008 to 2009. In general, 

other population data pointed to a general trend of population growth as well as to a rise in 

subpopulations of children with significant mental health problems. The most recent data on 

the Kansas child population indicate that it grew slightly from 2006 to 2008, at a rate of 

approximately 1% (Annie E. Casey Foundation, 2010). The Medicaid child population grew by 

about 4.0% from 2008 to 2009 (Kaiser Family Foundation, 2010). Also during this period (2008 
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 Data on licensed child psychiatrist was obtained from the Kansas Board of Healing Arts in January 2009. Child 
population data are 2008 estimates from the Census Bureau. 
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to 2009), the CMHC service population increased 6.8% for all children and youth and 8.7% for 

children and youth with a serious emotional disturbance (SED).   

Admissions to Acute Inpatient Care 

This part of the study sought to identify the correlates of acute inpatient admissions. Acute 

inpatient care included: 1) community psychiatric hospitals (listed in Appendix F on page 150), 

2) Larned State Hospital, and 3) KVC Star. The number of youths admitted to acute inpatient 

facilities was 1,364, including 1,129 youths admitted to community psychiatric hospitals, 140 

admitted to KVC Star, and 95 admitted to the state hospital. The number of non-admitted 

youths was 176,646, making the total N = 178,01015. 

Descriptive Data on Admissions  to Acute Inpatient  

Descriptive data on admissions to acute inpatient care are presented in Appendix A: 

1. Demographic data are in Table 27 on page 128. 

2. Diagnostic data are in Table 28 on page 129 and Table 29 on page 130. 

3. Service data are in Table 30 on page 131 and Table 31 on page 132. 

All predictor variables in the bivariate analysis were statistically significant at p Җ .05. 

However, the sample size was large (N = 178,010), which may result in statistical significance 

even for very small associations (Durlak, 2009; Vaske, Gliner, & Morgan, 2002). Table 6 shows 

that diagnostic and service characteristics demonstrated stronger statistical associations with 

acute admissions than demographic characteristics.  
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 Children who were admitted to PRTFs were excluded from the acute inpatient analyses. 
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Table 6. Bivariate Statistical Significance of Predictor Variables for Acute Inpatient 

Admissions 

Category Predictor Variable Sig @ bivariate 
level 

Demographic 
Characteristics 

Gender *  

Age *  

Race *  

Ethnicity *  

SRS Region *  

Pop Density *  

Foster Care Status *  

Disability *  

Adopt Support *  

Diagnostic 
Characteristics 

SED Status **  

Mood Disorder **  

Disruptive Disorder **  

Anxiety Disorder **  

PDD/ASD *  

Psychotic Disorder **  

Other MH Disorder **  

Comorbid Substance Abuse *  

Comorbid Developmental Disab *  

Service 
Characteristics 

Prior Admissions FY08 **  

MH Service Prior Year **  

Type MH Service - Year   **  

MH Service Prior 30 days **  

Type MH Service ς 30 days **  

Number Service Hours **  

Psychotropic Rx in FY08 **  

Polypharmacy FY08 **  

Psychotropic Rx in FY09 **  

Polypharmacy FY09 **  

N = 178,010 
* - Weak; ** - Small; *** - Medium; **** - Large; ***** - Very Large 

 

Results of Multivariate Logistic Regression for Acute Inpatient Admissions  

Logistic regression analyses were conducted to determine the association of predictors with 

admissions to acute inpatient care. Figure 6 displays the seventeen predictor variables selected 

for inclusion in the multivariate analyses. As previously mentioned, selection of variables was 

based upon results of bivariate analyses (i.e., including variables with the largest effect sizes) as 

well as considerations of a theoretical framework and working hypotheses (e.g., researchers 

wanted to test the effect of geographic region while controlling for other variables).   
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Figure 6. Overview of Predictor Variables Included in Logistic Regression Analyses 

 

Table 7 displays the results and shows that a number of variables were statistically 

significant.  

Two demographic characteristics were noted to have moderate effect sizesτage and 

geographic region. Age was a significant predictor of admission to acute inpatient care. Children 

between 6 and 11 years were approximately twice as likely to be admitted for acute inpatient 

care when compared to 3-5 year olds, while holding all other variables constant (6-8 yo, OR = 

2.41, p < .001; 9-11 yo, OR = 2.15, p < .001). The relationship between age and acute inpatient 

admission was strongest for youths 12 and older; they were nearly 3 times more likely to be 

admitted to acute inpatient care than 3-5 year olds (12-14 yo, OR = 2.95, p < .001; 15-17 yo, OR 

= 2.86, p < .001).  

The geographic region variable compared KC Metro to all other regions. Findings indicated 

that the only statistically significant difference in acute inpatient admission rates were between 

the KC Metro and Wichita regions. Children residing in the Wichita region were 32% less likely 

to be admitted than children residing in the KC Metro region while controlling for all other 

variables (HR = .32, p < .001).  

Variation by geographic region was further examined by running the logistic regression 

model six times. Researchers coded each region as a dummy variable that represented a single 

region and allowed it to be compared to all children not residing in that region, while 

controlling for all other predictor variables in the logistic regression model. These results are 

summarized below: 

Demographic 
Characteristics 

ωGender 

ωAge 

ωRace 

ωGeographic region 

ωPopulation density 

ωFoster care 

ωDisability/SSI 

ωAdoption support 

Diagnostic  
Characteristics 

ωDiagnosis (OP & 
inpatient) 

ω Mood disorder 

ω Disruptive disorder 

ω Anxiety disorder 

ω PDD/ASD 

ωP sychotic disorder 

ω Other MH disorder 

Service  
Characteristics 

ωPrior hospitalization in 
FY08 

ωType of MH services in 
prior 30 days 

ωPolypharmacy in FY08 
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¶ Children from the KC Metro region were about 79% more likely to be admitted to acute 
inpatient care than children not from the KC Metro region (OR = 1.79, p < .001). 

¶ Children from the Northeast region were about 46% more likely to be admitted to acute 
inpatient care than children not from the Northeast region (OR = 1.46, p < .001). 

¶ Children from the South Central region were not significantly more likely or less likely to 
be admitted to acute inpatient care than children not in the South Central region (OR = 
.94, p = .531). 

¶ Children from the Southeast region were not significantly more likely or less likely to be 
admitted to acute inpatient care than children not in the Southeast region (OR = .94, p = 
.590) 

¶ Children from the Wichita region were about one-third less likely to be admitted to 
acute inpatient care than children not in the Wichita region (OR = .32, p < .001). 

Three service characteristic variables were associated with acute inpatient admissions, 

although two demonstrated stronger relationships.  Specifically, prior admission to inpatient 

care demonstrated a moderate relationship with acute inpatient admissions. Children who 

experienced inpatient psychiatric admissions in FY08 were nearly 3 times more likely to enter 

inpatient care in FY09 than children who were not admitted in FY08 (OR = 2.77, p < .001).  

Also, type of mental health services 30 days prior to admission was statistically significant, 

with varying relationships for the subcategories of this predictor variable. Youths who received 

community-based services (CBS) and SED Waiver 

services were around 3 times more likely to be 

admitted than those with no mental health 

services 30 days prior (CBS, OR = 2.99, p < .001; 

SED Waiver, OR = 2.85, p < .001). Similarly, youths 

who received outpatient medical services 

experienced an admission rate that was about 2.5 

times that of youths with no mental health services 

(OR = 2.54, p < .001). Notably, the strongest relationship between type of mental health 

services 30 days prior and acute inpatient admissions was for youths with mental health 

diagnoses who received other services. These youths were 6.5 times more likely to be admitted 

than those with no mental health services in the 30 days prior (OR = 6.49, p < .001). When the 

Advisory Committee reviewed of this finding, it prompted several questions and additional 

Notably, the strongest relationship 

between type of mental health 

services 30 days prior and acute 

inpatient admissions was for youths 

with mental health diagnoses who 

received òotheró services, 

especially hospital emergency 

department services 
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analyses to describe this subgroup of children. Detailed review of the types of services these 

youth received revealed that they were entering psychiatric inpatient care via an emergency 

department. Further, these subanalyses found that children who received other services in the 

30 days prior to their admission were unique to the overall population of children being 

admitted to acute inpatient care in several ways. More than half of these children were girls 

(51.7% compared to 40.8% in the overall acute care population), and nearly all of them were 

adolescents 12 and older (91.5% compared to 67.0%). They were mainly living in urban or semi-

urban areas (77.1% compared to 73.2%), and a relatively large proportion was in foster care 

(30.5% compared to 24.1%). Nearly all of them had a mood disorder (93.2% compared to 

88.2%ύ ŀƴŘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŘƛǎƻǊŘŜǊǎ ǘƘŀǘ ŦŜƭƭ ƛƴǘƻ ǘƘŜ άƻǘƘŜǊέ ŎŀǘŜƎƻǊȅ όуоΦм҈ compared to 

77.6%). In addition, a relatively large proportion had a co-occurring mental health and 

substance abuse disorder (6.8% compared to 2.8% in the overall acute care population). They 

were different from the overall population in terms of presenting problem: nearly three-

ǉǳŀǊǘŜǊǎ ƻŦ ǘƘŜǎŜ ŎƘƛƭŘǊŜƴ ǇǊŜǎŜƴǘŜŘ ŀǎ ŀ άŘŀƴƎŜǊ ǘƻ ǎŜƭŦέ ŀǎ ŎƻƳǇŀǊŜŘ ǘƻ рнΦф҈ ƻŦ ǘƘŜ ƻǾŜǊŀƭƭ 

acute care population. Finally, substantially fewer of them had experienced prior inpatient 

admissions in FY08 (18.6% compared to 25.8%) or had been prescribed psychotropic 

medications in FY08 (36.4% compared to 64.0%).  

With regard to diagnostic characteristics and their associations with acute inpatient 

admissions, several very large effects were detected. Youths who had a mood disorder were 22 

times more likely to be admitted than those who did not have a mood disorder (OR = 21.88, p < 

.001). Disruptive disorders and psychotic disorders were also strongly associated with acute 

inpatient admissions; children who had these disorders were 7 and 6 times more likely to be 

admitted, respectively (disruptive disorder, OR = 6.74, p < .001; psychotic disorders, OR = 6.25, 

p < .001). Although the association was weak, anxiety disorders and pervasive developmental 

disorders/autistic spectrum disorders (PDD/ASD) were also associated significantly with 

admissions (anxiety disorders, OR = 1.35; PDD/ASD, OR = 2.16, p < .001).  

Other variables that were significantly associated with acute inpatient admissions but that 

had weak effect sizes were disability (has disability, OR = 1.24, p = .01) and polypharmacy 

(polypharmacy in FY08, OR = 1.31, p = .001). With regard to disability, children who qualified for 
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Medicaid due to a disability (i.e., Supplemental Security Income (SSI)) had an increased risk for 

admission of about 24%. Children who experienced polypharmacy in FY08 (i.e., prescriptions for 

2 or more psychotropic drug classes for 60+ days) were 31% more likely to be admitted for 

acute inpatient care.  

The population density variable indicated borderline statistical significance for an increased 

risk of admission among children residing in urban areas (urban, OR = 1.59, p = .06) 

Gender, race, foster care status, adoption support, and mental health disorders categorized 

ŀǎ άotherέ (i.e., not a mood, disruptive, anxiety, or psychotic disorder) were not significantly 

associated with acute inpatient care admissions.  
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Table 7. Logistic Regression Model for Acute Inpatient Admissions
16
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 Yellow shading indicates borderline statistical significance. Green shading indicates small effect size/OR. Blue shading indicates moderate 

effect size/OR. Orange shading indicates large or very large effect size/OR.  
Odds Ratio (OR) is a standardized measure of effect size. It is the ratio between the estimated odds rate in one group compared to another 
group, holding everything else constant. An OR = 1 indicates the outcome is equally likely for both groups. OR > 1 indicates increased likelihood 
of the outcome for the subgroup as compared to the reference group. OR < 1 indicates decreased likelihood of the outcome for the subgroup 
as compared to the reference group. The further the OR is from 1, the larger the effect size. Above, the reference group is in parentheses. The 
confidence interval is the lower and upper 95% confidence limits around the OR. If the value 1.0 lies between these confidence limits, one 
cannot be 95% confident that the variable has an effect and must report it as non-significant. 

Variable

Subcategories (reference 

category in parentheses)

Sig

Odds 

Ratio

Gender (Male)

Female 0.635 1.032 0.905 1.177

Age (3 to 5 year old)

6-8 year old 0.000 2.410 1.677 3.462

9-11 year old 0.000 2.150 1.501 3.082

12-14 year old 0.000 2.946 2.080 4.172

15-17 year old 0.000 2.860 2.021 4.046

Race (White)

Black 0.602 1.051 0.872 1.267

Other  0.581 1.081 0.820 1.424

Region (KC Metro)

Northeast 0.952 0.994 0.817 1.209

South Central 0.169 0.817 0.613 1.089

Southeast 0.192 0.816 0.602 1.108

West 0.123 0.755 0.528 1.079

Wichita 0.000 0.318 0.256 0.394

Population Density (Frontier)

Rural 0.583 1.135 0.723 1.782

D-S Rural 0.590 0.888 0.577 1.367

Semi-Urban 0.703 1.092 0.693 1.722

Urban 0.056 1.591 0.989 2.560

Foster Care (Not in foster care)

In foster care 0.669 0.965 0.818 1.138

Adoption Support (No adoption support)

Adoption support 0.645 1.053 0.844 1.314

Disability (No disability)

Disability 0.013 1.240 1.047 1.470

Prior admissions fy08 No fy08 admissions

FY08 admissions 0.000 2.773 2.321 3.314

Type MH - 30 days (No MH services in prior 30 days)

Other services (with MH dx) 0.000 6.493 4.751 8.872

OP Medical 0.000 2.537 1.842 3.494

OP Therapy 0.000 1.687 1.338 2.126

CBS 0.000 2.993 2.402 3.730

SED Waiver 0.000 2.853 2.251 3.615

Polypharm (No psychotropics in fy08)

Psychotropic Rx, no polypharm 0.094 1.238 0.964 1.589

Polypharm in fy08 0.001 1.307 1.117 1.529

Mood disorder (No mood disorder)

Mood disorder 0.000 21.878 17.998 26.594

Disruptive disorder (No disruptive disorder)

Disruptive disorder 0.000 6.742 5.818 7.812

Anxiety disorder (No anxiety disorder)

Anxiety disorder 0.000 1.354 1.181 1.553

PDD/ASD (No PDD/ASD)

PDD/ASD 0.000 2.160 1.671 2.792

Psychotic disorder (No pscychotic disorder)

Psychotic disorder 0.000 6.248 4.834 8.075

Other MH disorder (No other MH disorder)

Other MH disorder 0.374 1.077 0.915 1.268

95% Confidence 

Interval for OR



 

Study of Inpatient Psychiatric Admissions Among Children and Youth/August 2010 
Chapter 4 ς Major Findings from Quantitative Analyses, Page 43 

Admissions to PRTFs 

The second set of analyses on admissions was conducted on children admitted to a 

Psychiatric Residential Treatment Facility (PRTF) one or more times in FY09. Seventeen different 

PRTFs were utilized by children during this time period (see Appendix F on page 150). The 

number of youths admitted to PRTFs was 548. The number of non-admitted youths was 

176,646, making the total N = 177,19417.  

Descriptive Data on Admissions to PRTFs 

Descriptive data on admissions to PRTFs are presented in Appendix A: 

1. Demographic data are in Table 32 on page 133. 

2. Diagnostic data are in Table 33 on page 134 and Table 34 on page 135. 

3. Service data are in Table 35 on page 136 and Table 36 on page 137. 

All predictor variables in the bivariate analysis were statistically significant at p Җ .05. 

However, the sample size was large (N = 177,194), which may result in statistical significance 

even for very small associations (Durlak, 2009; Vaske, et al., 2002). Table 8 shows that, just as 

with admissions to acute inpatient care, diagnostic and service characteristics demonstrated 

stronger statistical associations with PRTF admissions than demographic characteristics.  
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 Children who were admitted to acute inpatient facilities were excluded from the PRTF analyses. 
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Table 8. Bivariate Statistical Significance of Predictor Variables for PRTF Admissions 

Category Predictor Variable Sig @ bivariate level 

Demographic Characteristics Gender *  

 Age *  

 Race *  

 Ethnicity *  

 SRS Region *  

 Pop Density *  

 Foster Care Status *  

 Disability *  

 Adopt Support *  

Diagnostic Characteristics SED status **  

 Mood Disorder **  

 Disruptive Disorder **  

 Anxiety Disorder *  

 PDD/ASD *  

 Psychotic Disorder *  

 Other MH Disorder *  

 Comorbid Subst Abuse *  

 Comorbid Dev Disab *  

Service Characteristics Prior Admissions FY08 **  

 MH Service Prior Year *  

 Type MH Service - Year   **  

 MH Service Prior 30 Days **  

 Type MH Service ς 30 Days **  

 Number Service Hours **  

 Psychotropic Rx in FY08 **  

 Polypharmacy FY08 **  

 Psychotropic Rx in FY09 **  

 Polypharmacy FY09 **  

N = 177,194 
* - Weak; ** - Small; *** - Medium; **** - Large; ***** - Very Large 
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Results of Multivariate Logistic Regression for PRTF Admissions 

Logistic regression analyses were conducted to determine the association of predictors with 

admissions to PRTFs. As shown in Figure 6 on page 38, seventeen predictor variables were 

included in the logistic regression analyses. The same variables were included in both acute 

inpatient and PRTF models to permit comparison across the results.  

Table 9 provides the results of the logistic regression model representing admissions to 

PRTFs. Odds ratios greater than 1 indicate increased risk of admission, whereas those less than 

1 indicate decreased risk of admission. Results showed that three predictor variables ςage, 

geographic region, and diagnostic characteristics ς were associated most significantly with PRTF 

admissions.   

Age was strongly associated with PRTF admissions. Children 9 and older, especially 

adolescents, were more likely to be admitted to a PRTF. Children 9-11 years old were 

approximately 4 times more likely than 6-8 year olds to be admitted to PRTFs (OR = 3.87, p < 

.001). Yet, the differences in admission rates were even larger for children 12-14 years old, who 

were nearly 8 times more likely to be admitted to a PRTF than 6-9 year olds (OR = 7.67, p < 

.001). Children 15-17 years old were about 11 times more likely to be admitted to PRTF than 6-

9 years old (OR = 10.57, p < .001).     

With regard to geography, children residing in the KC Metro region, compared to those 

residing in all other regions, were more likely to be admitted to PRTFs. Most geographic 

differences were small, with the exception of children living in the Southeast and Wichita 

regions, who were 76% and 94% less likely to be admitted, respectively, than children residing 

in the KC Metro region (Southeast, OR = .24, p < .001; Wichita, OR = .06, p < .001). These 

analyses were further examined by running the logistic regression model with each of the 

regions as the reference category. Results are summarized below: 

¶ Children from the KC Metro region were more than 4 times as likely to be admitted 
to a PRTF than children not in the KC Metro region (OR = 4.38, p < .001). 

¶ Children from the Northeast region were 25% more likely to be admitted to a PRTF 
than children not in the Northeast region (OR = 1.25, p = .052). 

¶ Children from the South Central region were 33% more likely to be admitted to a 
PRTF than children not in the South Central region (OR = 1.33, p = .037). 
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¶ Children from the Southeast region were less than half as likely to be admitted to a 
PRTF than children not in the Southeast region (OR = .41, p < .001) 

¶ Children from the West region were not significantly more likely or less likely to be 
admitted to a PRTF than children not in the West region (OR = 1.16, p = .394) 

¶ Children from the Wichita region were 93% less likely to be admitted to a PRTF than 
children not in the Wichita region (OR = .07, p = .001). 

Diagnostic characteristics were strongly associated with PRTF admissions. Youths who had a 

mood disorder were 8 times (OR = 7.94, p < .001) and youths who had a disruptive disorder 

were nearly 19 times (OR = 18.44, p < .001) more likely to be admitted than those who did not 

have these disorders. In addition, PDD/ASD and psychotic disorders were significantly 

associated with admissions, with moderate and small associations, respectively (PDD/ASD, OR = 

3.21, p < .001; psychotic disorder, OR = 2.28, p = .001).    

Two service characteristics demonstrated moderate sized relationships with PRTF 

admissions. Children who experienced inpatient psychiatric care in FY08 were 2.5 times more 

likely to enter a PRTF in FY09 than children who were not admitted in FY08 (OR = 2.53, p < 

.001). In addition, children who received SED Waiver services in the 30 days prior to admission 

were nearly 3 times more likely to be admitted to a PRTF than children who received no mental 

health services in the 30 days prior (OR = 2.78, p < .001) 

Other variables that were significantly associated with PRTF admissions included gender (OR 

= .67, p < .001), adoption support (OR = 1.85, p < .001), and polypharmacy in the FY08 (OR = 

1.83, p < .001). Boys were 32% more likely to be admitted to PRTFs than girls. Children receiving 

Medicaid via adoption support were nearly 2 times more likely to be admitted to PRTFs than 

those with no adoption support. Finally, children who experienced polypharmacy in FY08 (i.e., 

prescriptions for 2 or more psychotropic drug classes for 60+ days) were about twice as likely to 

be admitted when compared to children who did not experience polypharmacy. 

Variables not significantly associated with PRTF admissions included race, population 

density, disability, anxiety disorders, and άotherέ mental health disorders. 
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Table 9. Logistic Regression Model for PRTF Admissions
18
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 Yellow shading indicates borderline statistical significance. Green shading indicates small effect size/OR. Blue shading indicates moderate 

effect size/OR. Orange shading indicates large or very large effect size/OR. 
Odds Ratio (OR) is a standardized measure of effect size. It is the ratio between the estimated odds rate in one group compared to another 
group, holding everything else constant. An OR = 1 indicates the outcome is equally likely for both groups. OR > 1 indicates increased likelihood 
of the outcome for the subgroup as compared to the reference group. OR < 1 indicates decreased likelihood of the outcome for the subgroup 
as compared to the reference group. The further the OR is from 1, the larger the effect size. Above, the reference group is in parentheses. The 
confidence interval is the lower and upper 95% confidence limits around the OR. If the value 1.0 lies between these confidence limits, one 
cannot be 95% confident that the variable has an effect and must report it as non-significant. 

Variable

Subcategories (reference 

category in parentheses)

Sig

Odds 

Ratio

Gender (Male)

Female 0.000 0.674 0.548 0.829

Age (6-8 year old)

9-11 year old 0.000 3.871 2.218 6.755

12-14 year old 0.000 7.672 4.511 13.046

15-17 year old 0.000 10.570 6.234 17.920

Race (White)

Black 0.449 1.120 0.835 1.503

Other  0.338 1.225 0.809 1.856

Region (KC Metro)

Northeast 0.000 0.556 0.404 0.764

South Central 0.021 0.621 0.414 0.930

Southeast 0.000 0.241 0.146 0.397

West 0.017 0.557 0.345 0.901

Wichita 0.000 0.058 0.035 0.096

Population Density (Frontier)

Rural 0.433 1.272 0.697 2.324

D-S Rural 0.166 1.484 0.849 2.594

Semi-Urban 0.778 1.092 0.592 2.013

Urban 0.620 1.180 0.613 2.270

Foster Care (Not in foster care)

In foster care 0.001 1.491 1.178 1.887

Disability (No disability)

Disability 0.688 0.947 0.724 1.237

Adoption Support (No adoption support)

Adoption support 0.000 1.848 1.383 2.469

Prior admissions fy08 No fy08 admissions

FY08 admissions 0.000 2.530 1.973 3.243

Type MH - 30 days (No MH services in prior 30 days)

Other services (with MH dx) 0.299 0.727 0.398 1.327

OP Medical 0.056 0.529 0.275 1.017

OP Therapy 0.000 0.518 0.370 0.725

CBS 0.826 0.966 0.709 1.316

SED Waiver 0.000 2.783 2.071 3.738

Polypharm (No psychotropics in fy08)

Psychotropic Rx, no polypharm 0.488 1.161 0.762 1.768

Polypharm in fy08 0.000 1.831 1.438 2.331

Mood disorder (No mood disorder)

Mood disorder 0.000 7.936 6.227 10.114

Disruptive disorder (No disruptive disorder)

Disruptive disorder 0.000 18.444 14.101 24.126

Anxiety disorder (No anxiety disorder)

Anxiety disorder 0.083 1.203 0.976 1.482

PDD/ASD (No PDD/ASD)

PDD/ASD 0.000 3.210 2.212 4.656

Psychotic disorder (No pscychotic disorder)

Psychotic disorder 0.001 2.277 1.403 3.697

Other MH disorder (No other MH disorder)

Other MH disorder 0.920 0.988 0.773 1.262

95% Confidence 

Interval for OR
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Readmissions from Inpatient Psychiatric Care in Kansas  

Among the 1,912 children who were admitted to inpatient psychiatric care in FY09, 43.4% (n 

= 830) were readmitted by January 31, 2010. Table 10 presents data on readmission rates, 

showing that readmission rates were similar for the three types of facilities that represent 

acute inpatient care. Readmission from inpatient psychiatric hospitals, KVC Star, and the state 

hospital occurred for about half of the children who had an index admission in these facilities.19 

In contrast, the readmission rate for PRTFs was noticeably lower at 26.5%.  

Table 10. Readmission Numbers and Percents by Type of Facility  

 # Admitted # Readmitted % Readmitted 

Inpatient Psych Hosp 1,129 569 50.4% 

KVC Star 140 69 49.3% 

State Hospital 95 47 49.5% 

PRTF 548 145 26.5% 

Total 1,912 830 43.4% 

 

Since the data demonstrated great similarity in readmission rates among inpatient 

psychiatric hospitals, KVC Star, and the state hospital, data for these three facility types were 

aggregated ŀǎ άŀŎǳǘŜ ƛƴǇŀǘƛŜƴǘέ for further analyses. 

The timing of readmission fluctuated by type of facility. Figure 7 provides information on 

number of days from index admission to readmission in 30- to 60-day increments. The pie-chart 

for readmission from acute inpatient facilities indicates that 42% of the children who 

readmitted did so within 1 month. In contrast, the pie-chart for readmission from PRTFs shows 

that only 11% of the children who readmitted did so within 1 month. The majority of 

readmissions from PRTFs occurred at > 180 days (i.e., 6 months) from the PRTF index 

admission.  

                                                                 
19

 LƴŘŜȄ ŀŘƳƛǎǎƛƻƴ ǿŀǎ ŘŜŦƛƴŜŘ ŀǎ ǘƘŜ ŎƘƛƭŘΩs first admission in FY09. 
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Figure 7. Time from Index Admission to Readmission in 30-Day Increments by Facility 

Type 

42%

14%

9%

7%

9%

19%
11%

7%

7%

3%

13%

59%

0 to 30 days

31 to 60 days

61 to 90 days

91 to 120 days

121 to 180 days

> 180 days

 

In order to compare Kansas readmission rates to others, it is necessary to observe these 

rates in specific time increments and to limit the current sample to children for whom enough 

time could have lapsed. Using only children who entered in the first half of FY2009 (n = 1,030), 

Figure 8 compares Kansas readmission rates to other available studies. Since the other studƛŜǎΩ 

samples were made up of children readmitted from acute inpatient settings, Kansas rates are 

provided for the total (i.e., including acute inpatient and PRTFs) and acute inpatient settings. No 

comparable data were available on 6-month admission rates; however, the Kansas 6-month 

readmission rate is provided to display the readmission pattern over time. Notably, the 12-

month readmission rate from other studies ranged from 33% to 38%, though the maximum is 

charted below. In sum, these data show that readmission rates increase over time and that 

YŀƴǎŀǎΩ ǊŜŀŘƳƛǎǎƛƻƴ ǊŀǘŜǎ ŀǊŜ ƘƛƎƘŜǊ ǘƘŀƴ ǘƘƻǎŜ ŦƻǳƴŘ ƛƴ ƻǘƘŜǊ ǎǘǳŘƛŜǎΦ  

PRTF  Acute Inpatient  
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Figure 8. Kansas Readmission Rates Compared to Other Studiesô Readmission Rates
20

 

3-Month Readmission 
Rate

6-Month Readmission 
Rate

12-Month Readmission 
Rate

Kansas Total 26.8% 33.2% 43.4%

Kansas Acute Inpatient 34.1% 41.2% 49.4%

Other 21.0% 38.0%

-5.0%

5.0%

15.0%

25.0%

35.0%

45.0%

55.0%

 

 

In addition to observing patterns in time to readmission, data were examined on the types 

of facilities to which children were readmitted.21 Table 11 shows that across readmissions, the 

most common type of facility to which children were readmitted was inpatient psychiatric 

hospitals (n = 374, 45.1%), followed by PRTFs (37.0%), KVC Star (14.0%), and the state hospital 

(4.0%). Further examination by type of facility shows that children whose index admission was 

to an inpatient psychiatric hospital were most frequently readmitted to inpatient psychiatric 

hospitals (54.3%). In contrast, children whose index admission was to one of three other types 

                                                                 
20

 Kansas data were limited to children whose index admission occurred in the first half of FY2009 in order to allow 
enough time to lapse to uniformly observe readmission for 12 months (n = 1,030). Citations for the other studies 
are presented here (Blader, 2004; Fontanella, 2008; Fontanella, et al., 2006; Romansky, et al., 2003). 
21

 These data are based upon the readmission that followed the index admission through January 31, 2010 (n = 
830). Some children had more than one readmission during this time period, but only the second admission was 
used for readmission data analyses. 
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of facilities were more frequently readmitted to PRTFs (KVC Star = 55.1%, State Hospital = 

66.0%, PRTFs = 53.8%).   

Table 11. Frequency and Percentages for Types of Facility Readmitted To 

Count % Count % Count % Count % Count %

Inpatient psych 309 54.3% 86 15.1% 14 2.5% 160 28.1% 569 100.0%

KVC Star 17 24.6% 13 18.8% 1 1.4% 38 55.1% 69 100.0%

State Hosp 4 8.5% 4 8.5% 8 17.0% 31 66.0% 47 100.0%

PRTF 44 30.3% 13 9.0% 10 6.9% 78 53.8% 145 100.0%

Total Readmissions 374 45.1% 116 14.0% 33 4.0% 307 37.0% 830 100.0%

Index Admission 

Type of Facility

Type of Facility Readmitted To

Inpatient Psych KVC Star State Hosp PRTF Total Readmissions

 

Readmissions from Acute Inpatient Care  

The total number of children admitted to acute inpatient care was 1,394. Out of 1,394 

children, 50.4% (n = 685) were readmitted for inpatient psychiatric care by January 31, 2010. 

More specifically, the readmission rates for inpatient psychiatric hospitals, KVC Star, and state 

hospitals were 49.5%, 49.3%, and 50.4%, respectively. The median time to readmission was 35 

days for inpatient psychiatric hospitals, 53 days for KVC Star, and 48 days for the state hospital.  

Descriptive Data on Readmissions from  Acute Inpatient Care 

Descriptive data on readmissions from acute inpatient care are displayed in Appendix A: 

1. Demographic data are in Table 37 on page 138. 

2. Diagnostic data are in Table 38 on page 139 and Table 39 on page 140. 

3. Service data are in Table 40 on page 141 and Table 41 on page 142.  

Bivariate analyses of the predictor variables indicated that 5 of 9 demographic variables 

were statistically significant, all of the variables representing diagnostic characteristics were 

statistically significant, and most of the variables representing service characteristics were 

statistically significant. A summary of these results is presented in Table 12, below. 
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Table 12. Bivariate Statistical Significance of Predictor Variables for Readmissions From 

Acute Inpatient Care 

Category Predictor Variable Sig @ bivariate level 

Demographic Characteristics Gender *  

Age *  

Race NS 

Ethnicity NS 

SRS Region NS 

Pop Density NS 

Foster Care Status **  

Disability **  

Adopt Support *  

Diagnostic Characteristics SED Status **  

Mood Disorder **  

Disruptive Disorder *  

Anxiety Disorder *  

PDD/ASD **  

Psychotic Disorder *  

Other MH Disorder **  

Comorbid Substance  Abuse *  

Comorbid Developmental Disab *  

Service Characteristics Danger to Self NS 

Danger to Others NS 

Danger to Property *  

Prior Admissions FY08 **  

Days Between 08 & 09 Admit **  

MH Service 30 Days Post Index NS 

Type ς MH Service 30 Days Post Index **  

MH Service Prior Year *  

Type MH Service - Year   **  

MH service Prior 30 days **  

Type MH Service ς 30 days **  

Number Service Hours **  

Psychotropic Rx in FY08 **  

Polypharmacy FY08 **  

Psychotropic Rx in FY09 **  

Polypharmacy FY09 ***  

Courtesy Screen *  

Referral Acuity NS 

Referral Source **  
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Results of Multivariate Survival Analyses Model for Readmissions from Acute Inpatient 

Care  

Table 13 provides the result of the Cox regression analyses (a.k.a., survival analysis) 

predicting readmissions from acute inpatient care, including hazard ratios, 95 % confidence 

intervals, and p values. Hazard ratios (HR) greater than 1 indicate increased risk of readmission, 

whereas those less than 1 indicate decreased risk of readmission. 

Results indicated that demographic, diagnostic, and service variables were all statistically 

significant, with varying effect sizes.   

Three demographic characteristics were found to be statistically significant ς age, 

geographic region, and foster care status. Among these variables, age was the strongest 

predictor of readmission from acute inpatient care. Young children (3-5 years old) were 39% 

more likely to be readmitted from acute inpatient care than children in the 6-8 year old cohort 

(HR = .61, p = .039). There was no difference in rates of readmission between young children 

and either 9-11 year olds or 12-14 year olds (9-11 yo, HR = .68, p = .101; 12-14 yo, HR = .79, p = 

.295). The comparison of readmission rates between young children (3-5) and older teens (15-

17) was borderline statistically significant, indicating that young children were at a 35% 

increased risk of readmission when compared to older teens (HR = .65, p = .065). 

Both foster care status and geographic region were identified as significant predictors of 

readmission from acute inpatient care, though the size of the association was considered small. 

Specifically, children in foster care experienced a 41% increase in risk of readmission from acute 

inpatient care when compared to children not in foster care (HR = 1.41, p < .001). Children in 

the Wichita region were less likely than children in the KC Metro region to be readmitted from 

acute inpatient care (HR = .75, p = .038).  

As shown for the admissions analyses, geographic region was further examined for the 

readmission analyses by running the Cox regression model with each of the regions as the 

reference category. These results are summarized below: 

¶ Children from the KC Metro region were not significantly more likely or less likely to 
be readmitted from acute inpatient care than children not in the KC Metro region 
(HR = 1.092, p = .391). 
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¶ Children from the Northeast region were not significantly more likely or less likely to 
be readmitted from acute inpatient care than children not in the Northeast region 
(HR = 1.07, p = .457). 

¶ Children from the South Central region were not significantly more likely or less 
likely to be readmitted from acute inpatient care than children not in the South 
Central region (HR = 1.15, p = .287). 

¶ Children from the Southeast region were not significantly more likely or less likely to 
be readmitted from acute inpatient care than children not in the Southeast region 
(HR = .88, p = .385) 

¶ Children from the West region were not significantly more likely or less likely to be 
readmitted from acute inpatient care than children not in the West region (HR = 
1.09, p = .637) 

¶ Children from the Wichita region were 28% less likely to be readmitted from acute 
inpatient care than children not in the Wichita region (HR = .72, p = .012). 

Three service characteristics were identified as having statistically significant associations 

with readmissions from acute inpatient care. CƛǊǎǘΣ ά5ŀȅǎ C¸лу-C¸лф ŀŘƳƛǘέ ǿŀǎ ŀ ǾŀǊƛŀōƭe that 

indicated whether the child had experienced an inpatient admission in the prior year and, if so, 

how long it was between the FY08 and FY09 admissions. Children with no admissions in FY08 

were 66% less likely to be readmitted from acute inpatient care than children with a 6-month or 

longer gap between FY08 and FY09 admissions (HR = .66, p < .001). On the other hand, children 

in the group with the shortest time between FY08 and FY09 admissions (0-30 days) were more 

than twice as likely to be readmitted from acute inpatient care than children with a 6-month or 

longer gap between FY08 and FY09 admissions (HR = 2.19, p = .028).  

The type of services children received in the 30 days after the index admission was a 

significant predictor of readmissions from ŀŎǳǘŜ ƛƴǇŀǘƛŜƴǘ ŎŀǊŜΦ /ƘƛƭŘǊŜƴ ǿƘƻ ǊŜŎŜƛǾŜŘ άƻǘƘŜǊ 

ƳŜƴǘŀƭ ƘŜŀƭǘƘ όaIύ ǎŜǊǾƛŎŜǎέ ǿŜǊŜ ƴŜŀǊƭȅ ǘǿƛŎŜ ŀǎ ƭƛƪŜƭȅ ŀǎ ŎƘƛƭŘǊŜƴ ǿƘƻ ǊŜŎŜƛǾŜŘ ƴƻ aI 

services to be readmitted from acute inpatient care (HR = 1.96, p < .001). The risk of 

readmission decreased by 54% for children who received outpatient (OP)medical services and 

by 63% for those who received OP therapy services, compared to children receiving no MH 

services (OP Medical, HR = .54, p = .028; OP Therapy, HR = .63, p = .003).  

Polypharmacy (i.e., prescriptions for 2 or more psychotropic drug classes for 60+ days) 

demonstrated a statistically significant relationship with readmission from acute inpatient care. 
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Children who experienced polypharmacy in FY08 had a 48% increased risk for readmission 

when compared to children who did not have any Medicaid paid prescriptions for psychotropic 

drugs in FY08 (HR = 1.48 p < .001).  

Diagnostic characteristics were also significantly associated with readmission from acute 

inpatient care. The risk of readmission was 67% higher for children with a mood disorder than 

for those without a mood disorder (HR = 1.67, p < .001). Similarly, children with PDD/ASD 

experienced a 51% increased risk of readmission (HR = 1.51, p = .001). Additionally, children 

with an anxiety disorder were 29%, children with a psychotic disorder were 33%, and children 

with other mental health disorders were 23% more likely to be readmitted than children who 

did not have these disorders (anxiety disorder, HR = 1.29, p = .002; psychotic disorder, HR = 

1.325, p = .013; other MH disorder, HR = 1.23, p .052). 
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Table 13. Survival Analysis Model for Readmissions from Acute Inpatient Care
22

 

Variable

Subcategories (reference 

category in parentheses) Sig

Hazard 

Ratio

Gender (Male)

Female 0.336 0.921 0.779 1.089

Age (3 to 5 year old)

6-8 year old 0.039 0.606 0.376 0.976

9-11 year old 0.101 0.677 0.425 1.079

12-14 year old 0.295 0.786 0.501 1.234

15-17 year old 0.065 0.651 0.412 1.027

Race (White)

Black 0.708 0.959 0.769 1.195

Other  0.980 1.005 0.693 1.456

Region (KC Metro)

Northeast 0.873 0.983 0.792 1.219

South Central 0.925 1.012 0.787 1.301

Southeast 0.324 0.866 0.651 1.152

West 0.954 0.990 0.711 1.379

Wichita 0.038 0.752 0.574 0.985

Population density (Frontier)

Rural 0.519 0.827 0.464 1.474

D-S Rural 0.979 1.008 0.579 1.754

Semi-Urban 0.984 0.994 0.562 1.759

Urban 0.689 1.130 0.622 2.053

Foster care (Not in foster care)

In foster care 0.000 1.413 1.173 1.703

Adoption support (No adoption support)

Adoption support 0.170 1.188 0.929 1.521

Disability (No disability)

Disability 0.123 1.156 0.962 1.390

Days FY08-FY09 admit> 180 days

No FY08 admission 0.000 0.660 0.542 0.805

0 to 30 days 0.050 2.194 1.000 4.814

31 - 60 days 0.988 1.007 0.439 2.310

61 - 90 days 0.093 1.813 0.906 3.628

91 - 120 days 0.649 0.902 0.580 1.405

121 - 180 days 0.516 0.866 0.561 1.337

Type MH - 30 days post(No MH services in prior 30 days)

Other services (with MH dx) 0.000 1.962 1.380 2.790

OP Medical 0.028 0.537 0.309 0.935

OP Therapy 0.003 0.626 0.461 0.848

CBS 0.546 0.917 0.692 1.215

SED Waiver 0.966 1.006 0.748 1.354

Polypharm FY08 (No psychotropics in fy08)

Psychotropic Rx, no polypharm 0.359 0.844 0.587 1.213

Polypharm in fy08 0.000 1.481 1.204 1.822

Mood disorder (No mood disorder)

Mood disorder 0.000 1.665 1.270 2.181

Disruptive disorder (No disruptive disorder)

Disruptive disorder 0.254 1.114 0.925 1.341

Anxiety disorder (No anxiety disorder)

Anxiety disorder 0.002 1.292 1.096 1.522

PDD/ASD (No PDD/ASD)

PDD/ASD 0.001 1.514 1.174 1.952

Psychotic disorder (No pscychotic disorder)

Psychotic disorder 0.013 1.325 1.061 1.654

Other MH disorder (No other MH disorder)

Other MH disorder 0.052 1.225 0.998 1.503

95% Confidence 

Interval for HR

 

                                                                 
22

 Yellow shading indicates borderline statistical significance. Green shading indicates small effect size. Blue shading indicates moderate effect 

size. Orange shading indicates large/very large effect size.  
Hazard Ratio (HR) is a standardized measure of effect size. It is the ratio between the estimated hazard rate in one group compared to another 
group, holding everything else constant. An HR = 1 indicates the outcome is equally likely for both groups. HR > 1 indicates increased likelihood 
of the outcome for the subgroup as compared to the reference group. HR < 1 indicates decreased likelihood of the outcome for the subgroup as 
compared to the reference group. The further the HR is from 1, the larger the effect size. Above, the reference group is in parentheses. The 
confidence interval is the lower and upper 95% confidence limits around the HR. If the value 1.0 lies between these confidence limits, one 
cannot be 95% confident that the variable has an effect and must report it as non-significant. 
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Readmissions from PRTFs 

The total number of youths admitted to PRTFs was 548. Among these 548 children, 145 

were readmitted, yielding a 26.5 % readmission rate. The median time from index admission to 

readmission from PRTFs was 204 days.  

Descriptive Data on Readmissions from PRTFs 

Descriptive data on readmissions from acute inpatient care are displayed in Appendix A: 

1. Demographic data are in Table 37 on page 138. 

2. Diagnostic data are in Table 38 on page 139 and Table 39 on page 140. 

3. Service data are in Table 40 on page 141 and Table 41 on page 142.  

Bivariate analyses of the predictor variables indicated that none of the demographic 

variables were statistically significant. Only two of the variables representing diagnostic 

characteristics were statistically significant ς disruptive disorders and anxiety disorders. Fewer 

than half of the variables representing service characteristics were statistically significant. A 

summary of the bivariate analyses is displayed below in Table 14.  
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Table 14. Bivariate Statistical Significance of Predictor Variables for Readmissions From 

PRTFs 

Category Predictor Variable Sig @ bivariate 
level 

Demographic 
Characteristics 

Gender NS 

Age NS 

Race NS 

Ethnicity NS 

SRS Region NS 

Pop Density NS 

Foster Care Status NS 

Disability NS 

Adopt Support NS 

Diagnostic 
Characteristics 

SED Status NS 

Mood Disorder NS 

Disruptive Disorder **  

Anxiety Disorder **  

PDD/ASD NS 

Psychotic Disorder NS 

Other MH Disorder NS 

Comorbid Substance Abuse NS 

Comorbid Developmental Disab NS 

Service 
Characteristics 

Danger to Self NS 

Danger to Others NS 

Danger to Property NS 

Prior Admissions FY08 **  

Days Between 08 & 09 Admit **  

MH Service 30 Days Post Index *  

Type ς MH Service 30 Days Post NS 

MH Service Prior Year **  

Type MH Service - Year   NS 

MH Service Prior 30 Days NS 

Type MH Service ς 30 Days NS 

Number Service Hours NS 

Psychotropic Rx in FY08 *  

Polypharmacy FY08 NS 

Psychotropic Rx in FY09 *  

Polypharmacy FY09 *  

Courtesy Screen NS 

Referral Acuity NS 

Referral Source NS 
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Results of Multivariate Survi val Analyses Model for Readmissions from PRTFs 

Table 15 presents the results of the Cox regression analyses (a.k.a., survival analysis) 

predicting readmissions from PRTFs, including hazard ratios, 95 % confidence intervals, and p 

values. Hazard ratios greater than 1 indicate increased risk of readmission, whereas those less 

than 1 indicate decreased risk of readmission. 

Results demonstrated that two demographic variables were statistically significant 

predictors of readmission from PRTFs: gender and region. Girls were 51% more likely to be 

readmitted from a PRTF than boys (HR = 1.509, p = .034). The risk of readmission from a PRTF 

was about 2 times greater for children from the Northeast as compared to the KC metro area 

(HR = 1.858, p = .041). A similar relationship was observed for the Wichita region (HR = 2.085), 

though the borderline p-value (p = .077) kept it from meeting the conventional .05 criterion. 

Geographic region was further examined by running the Cox regression model with each of the 

regions as the reference category. These results are summarized below: 

¶ Children from the KC Metro region were about half as likely to be readmitted from a 
PRTF as children not in the KC Metro region (HR = .52, p = .018). 

¶ Children from the Northeast region were not significantly more likely or less likely to 
be readmitted from a PRTF than children not in the Northeast region (HR = 1.42, p = 
.089). 

¶ Children from the South Central region were not significantly more likely or less 
likely to be readmitted from a PRTF than children not in the South Central region (HR 
= 1.07, p = .800). 

¶ Children from the Southeast region were not significantly more likely or less likely to 
be readmitted from a PRTF than children not in the Southeast region (HR = .56, p = 
.159) 

¶ Children from the West region were not significantly more likely or less likely to be 
readmitted from a PRTF than children not in the West region (HR = 1.06, p = .859) 

¶ Children from the Wichita region were not significantly more likely or less likely to 
be readmitted from a PRTF than children not in the Wichita region (HR = 1.70, p = 
.182). 

Disruptive disorders were the only diagnostic characteristic found to have a significant 

association with readmission from PRTFs. Children with a disruptive disorder were nearly twice 

as likely to be readmitted from a PRTF when compared to children without a disruptive disorder 

(HR = 1.860, p = .021).  
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Table 15. Survival Analysis Model for Readmissions from PRTFs
23

 

Variable

Subcategories (reference 

category in parentheses) Sig

Hazard 

Ratio

Gender (Male)

Female 0.034 1.509 1.030 2.210

Age (6-8 year old)

9-11 year old 0.605 0.760 0.268 2.152

12-14 year old 0.578 0.754 0.278 2.043

15-17 year old 0.445 0.680 0.253 1.830

Race (White)

Black 0.603 1.141 0.695 1.873

Other  0.135 0.486 0.189 1.251

Region (KC Metro)

Northeast 0.041 1.858 1.024 3.372

South Central 0.237 1.607 0.732 3.529

Southeast 0.951 0.967 0.334 2.802

West 0.351 1.571 0.608 4.058

Wichita 0.077 2.085 0.924 4.708

Population Density (Frontier)

Rural 0.616 0.767 0.272 2.162

D-S Rural 0.626 0.799 0.323 1.972

Semi-Urban 0.427 0.658 0.234 1.849

Urban 0.894 1.080 0.346 3.370

Foster Care (Not in foster care)

In foster care 0.859 1.036 0.703 1.525

Adoption Support (No adoption support)

Adoption support 0.753 0.929 0.588 1.469

Disability (No disability)

Disability 0.792 0.930 0.542 1.595

Days FY08-FY09 admit> 180 days

No FY08 admission 0.204 0.747 0.477 1.172

0 to 30 days 0.434 1.569 0.508 4.851

31 - 60 days 0.201 0.446 0.129 1.537

61 - 90 days 0.283 0.329 0.043 2.505

91 - 120 days 0.969 1.023 0.316 3.316

121 - 180 days 0.537 1.291 0.574 2.902

Type MH - 30 days post(No MH services in prior 30 days)

Other services (with MH dx) 0.381 1.212 0.789 1.862

OP Medical 0.078 2.172 0.918 5.141

OP Therapy 0.811 1.283 0.166 9.912

CBS 0.236 1.457 0.782 2.717

SED Waiver 0.821 0.867 0.251 2.990

Polypharm FY08 (No psychotropics in fy08)

Psychotropic Rx, no polypharm 0.650 0.829 0.369 1.863

Polypharm in fy08 0.724 1.089 0.679 1.745

Mood disorder (No mood disorder)

Mood disorder 0.316 1.271 0.796 2.029

Disruptive disorder (No disruptive disorder)

Disruptive disorder 0.021 1.860 1.100 3.147

Anxiety disorder (No anxiety disorder)

Anxiety disorder 0.110 1.368 0.932 2.009

PDD/ASD (No PDD/ASD)

PDD/ASD 0.203 1.474 0.811 2.676

Psychotic disorder (No pscychotic disorder)

Psychotic disorder 0.177 1.581 0.813 3.073

Other MH disorder (No other MH disorder)

Other MH disorder 0.191 0.747 0.483 1.157

95% Confidence 

Interval for HR

 
                                                                 
23

Notes: Yellow shading indicates borderline statistical significance. Green shading indicates small effect size. Blue shading indicates moderate 

effect size. Orange shading indicates large/very large effect size.  
Hazard Ratio (HR) is a standardized measure of effect size. It is the ratio between the estimated hazard rate in one group compared to another 
group, holding everything else constant. An HR = 1 indicates the outcome is equally likely for both groups. HR > 1 indicates increased likelihood 
of the outcome for the subgroup as compared to the reference group. HR < 1 indicates decreased likelihood of the outcome for the subgroup as 
compared to the reference group. The further the HR is from 1, the larger the effect size. Above, the reference group is in parentheses. The 
confidence interval is the lower and upper 95% confidence limits around the HR. If the value 1.0 lies between these confidence limits, one 
cannot be 95% confident that the variable has an effect and must report it as non-significant. 
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Chapter 4 HIGHLIGHTS OF QUANTITATIVE FINDINGS 

Admission to Inpatient Psychiatric Care in Kansas 

¶ !ƳƻƴƎ ǘƘƛǎ ǎǘǳŘȅΩǎ мтуΣрру ŎƘƛƭŘǊŜƴ όо-17 years old), 1,912 were admitted 1+ times to 
inpatient psychiatric care during FY09. Thus, the statewide admission rate for Kansas 
Medicaid-enrolled children was 1.1% during this one-year period. 

¶ Index admissions were most commonly to private psychiatric hospitals (n = 1,129, 59%), 
followed by PRTFs (n = 548, 29%), KVC Star (n = 140, 7%), and Larned State Hospital (n = 
95, 5%).  

Recent Increases in Admissions and Related Data 

¶ Total admissions to inpatient psychiatric care increased by 7.7% from 2008 to 2009. 

¶ Increases varied by age and type of facility. The largest growth occurred at KVC Star, 
increasing 61.6%, from 190 in 2008 to 307 in 2009. With regard to age, admissions 
among children 3-12 years old increased for all facility types except the state hospital. 

¶ While the state Medicaid admission rate for FY09 was 1.1%, it varied across CMHC 
catchment areas from a low of 0.4% to a high of 1.9%. 

¶ Other population data point toward a trend of general population growth and a rise in 
subpopulations of children with significant mental health problems. For example, 
between 2008 and 2009, the Medicaid child population grew by 4.0%, while children 
with SED served by a CMHC increased by 8.7%.  

Admissions to Acute Inpatient Care 

¶ Acute inpatient care included community psychiatric hospitals, KVC Star, and Larned 
State Hospital. 

¶ Several variables were significantly associated with acute inpatient admissions, 
including: age, geographic region, population density, disability, prior admissions, 
mental health service utilization, polypharmacy, and diagnoses. 

¶ Age had considerable influence on acute inpatient admissions.  More specifically, older 
children were more likely than younger children, especially adolescents 12 and older, to 
be admitted for an acute inpatient stay. 

¶ With regard to geography, children from the KC Metro region were more likely than 
children from the Wichita region to be admitted. 

¶ In depth analyses revealed a subpopulation of children who entered acute inpatient 
hospitals primarily through emergency services without receiving services from a 
mental health provider 30 days prior to their index admission. 

¶ Children with a mood disorder experienced the highest risk for admission to acute 
inpatient care.  Also at high risk were children with disruptive disorders and children 
with psychotic disorders.   

Admissions to PRTFs 

¶ Age was strongly associated with admissions to PRTFs. Children 9 and older, especially 
adolescents, were more likely to be admitted to PRTFs. 

¶ Regional differences were noted for PRTF admissions.  In general, children from KC 
Metro were more likely to be admitted to a PRTF than children from other regions, 
especially the Southeast and Wichita regions. 
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Chapter 4 HIGHLIGHTS OF QUANTITATIVE FINDINGS 

¶ Service utilization was also related to an increased risk of PRTF admission. Children with 
prior inpatient admissions and polypharmacy in FY08 were more likely to be admitted 
to a PRTF than children without this past admission and without polypharmacy. 
Similarly, children on the SED Waiver were more likely to be admitted to a PRTF. 

¶ The following diagnoses were found to be associated with an increased risk for 
admission to PRTFs, presented in rank order from highest to lowest likelihood: 
disruptive disorder, mood disorder, PDD/ASD, and psychotic disorder. 

Readmissions from Inpatient Psychiatric Care in Kansas 

¶ Among the 1,912 children who were admitted to inpatient psychiatric care in FY09, 
43.4% (n = 830) were readmitted by January 31, 2010.  

¶ Readmission from inpatient psychiatric hospitals, KVC Star, and the state hospital 
occurred for about 50% of the children who had an index admission in these facilities. In 
contrast, the readmission rate for PRTFs was noticeably lower at 26.5%.  

¶ The timing of readmission fluctuated by type of facility. Most readmissions from acute 
inpatient care occurred within 60 days of the index admission, while the majority of 
readmissions from PRTFs occurred 6 months or later from the PRTF index admission. 

¶ Children whose index admission was to an inpatient psychiatric hospital were most 
frequently readmitted to inpatient psychiatric hospitals (54.3%). In contrast, children 
whose index admission was to one of three other types of facilities were more 
frequently readmitted to PRTFs (KVC Star = 55.1%, State Hospital = 66.0%, PRTFs = 
53.8%). 

Readmissions from Acute Inpatient Care 

¶ Statistically significant associations were found for demographic, service, and diagnostic 
characteristics. 

¶ Age was an important predictor of readmission. Specifically, young children (3-5) were 
significantly more likely to be readmitted from acute inpatient care than children 6-8 
years old. Although there was no difference between readmission rates between 3-5 
year olds and 9-14 year olds, analyses indicated a significantly increased risk for 3-5 year 
olds when compared to older teens (15-17).  

¶ Children in the Wichita region were less likely than children in the KC Metro region to 
be readmitted from acute inpatient care. 

¶ Children in foster care experienced an increased risk of readmission from acute 
inpatient care. 

¶ No admission in FY08 was associated with a decreased risk of readmission, while a short 
interval between FY08 and FY09 admissions was associated with an increased risk of 
readmission. 

¶ /ƘƛƭŘǊŜƴ ǿƘƻ ǊŜŎŜƛǾŜŘ άƻǘƘŜǊ ƳŜƴǘŀƭ ƘŜŀƭǘƘ όaIύ ǎŜǊǾƛŎŜǎέ ǿŜǊe nearly twice as likely 
as children who received no MH services to be readmitted from acute inpatient care. 
Also, readmission risk was reduced for children who received outpatient medical and 
therapy services, compared to those who received no MH services. 

¶ Polypharmacy in FY08 was associated with a higher likelihood of readmission. 
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¶ All diagnostic categories were statistically significant predictors of readmission from 
acute inpatient care except disruptive disorders. The strongest relationships were found 
for mood disorders and PDD/ASD, both of which increased risk of readmission from 
acute inpatient care. 

Readmissions from PRTFs 

¶ Two demographic variables were significant predictors of readmission from PRTFs ς 
gender and geographic region.  

¶ Girls were more likely to be readmitted from a PRTF than boys.  

¶ The risk of readmission from a PRTF was about 2 times greater for children from the 
Northeast as compared to the KC metro area. A similar relationship was observed for 
the Wichita region (HR = 2.09), though statistical significance was borderline. 

¶ Disruptive disorders were the only diagnostic characteristic found to have a significant 
association with readmission from PRTFs. Children with a disruptive disorder were 
nearly twice as likely to be readmitted from a PRTF. 
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The hospitalization of very young children (3-5) was the focus of the qualitative portion of 

this study. This part of the study sought to answer the following three questions: 

1. What were the key precipitants of psychiatric inpatient admissions for children 3 to 

5 years old? 

2. What were the key precipitants of psychiatric inpatient readmissions for children 3 

to 5 years old? 

3. What potential strategies may be used to avert inpatient admission and/or 

readmission of children and adolescents, especially those aged 3 to 5 years old? 

As described in Chapter 3, three main methods were used to explore these questions: 1) 

reviews of pre-admission screening forms; 2) assisted reviews of case records to determine 

what events/factors immediately precipitated hospitalization; and 3) interviews with CMHC 

staff about agency policy and philosophy vis-à-vis hospitalizing young children. This chapter 

begins with an overview of the population of very young children and concludes with findings 

of the above data analyses.24 

Demographic, Diagnostic and Service Characteristics  

Table 16 compares demographic characteristics of 3-5 year old Medicaid beneficiaries who 

were hospitalized in FY2009 to those not hospitalized in FY2009. While comparisons across 

several categories demonstrate statistically significant associations at the .05 level (e.g. gender, 

age, ethnicity, etc.), all associations have weak effect sizes and are not particularly meaningful.  

Table 17 displays diagnostic characteristics of children admitted in FY2009 compared to 

children not admitted in FY2009. Children aged 3-5 who were hospitalized were more likely to 

have an SED and/or an outpatient mood, disruptive, psychotic, or anxiety disorder diagnosis. 

While the strength of these relationships is stronger than in the previous table, effect sizes are 

nonetheless small and should be regarded as meaningful but not predictive. Importantly, 

                                                                 
24

 The sample was limited to children 3-5 because no children under the age 3 were admitted for inpatient 
psychiatric care. 
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however, 80% of children admitted had a serious emotional disturbance, which suggests that 

the mental health symptoms of young children admitted for inpatient psychiatric treatment 

were of sufficiently high acuity to merit hospitalization.  

Table 16. Demographic Characteristics, Children 3-5 Admitted/Not Admitted in FY09 

 

Notes: Seven young children (3-рύ ǿŜǊŜ ǎŎǊŜŜƴŜŘ ŀƴŘ ƴƻǘ ŀŘƳƛǘǘŜŘ ƛƴ C¸лфΤ ǘƘŜȅ ŀǊŜ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ άbƻǘ !ŘƳƛǘǘŜŘέ ƎǊƻǳǇΦ 
!ƴȅ ŀǎǘŜǊƛǎƪ ƛƴŘƛŎŀǘŜǎ ǎǘŀǘƛǎǘƛŎŀƭ ǎƛƎƴƛŦƛŎŀƴŎŜ ŀǘ Ǉ җ Φ05.  
*- Weak effect size; ** - Small effect size; *** - Moderate effect size;  **** - Large effect size  

 

Stat Sig

Count % Count % Count %

Total 43           100.0% 46,644   100.0% 46,687   100.0%

Gender *

Male 31           72.1% 23,977   51.4% 24,008   51.4%

Female 12           27.9% 22,667   48.6% 22,679   48.6%

Age *

3 yo 1              2.3% 16,306   35.0% 16,307   34.9%

4 yo 9              20.9% 15,518   33.3% 15,527   33.3%

5 yo 33           76.7% 14,820   31.8% 14,853   31.8%

Race NS

White 31           72.1% 34,661   74.3% 34,692   74.3%

Black 9              20.9% 6,585     14.1% 6,594     14.1%

Other 3              7.0% 5,398     11.6% 5,401     11.6%

Ethnicity *

NonLatino 39           90.7% 33,725   72.3% 33,764   72.3%

Latino 4              9.3% 12,919   27.7% 12,923   27.7%

SRS Region *

KC Metro 13           30.2% 12,392   26.6% 12,405   26.6%

Northeast 11           25.6% 8,333     17.9% 8,344     17.9%

South Central 4              9.3% 5,493     11.8% 5,497     11.8%

Southeast 8              18.6% 3,956     8.5% 3,964     8.5%

West 5              11.6% 6,297     13.5% 6,302     13.5%

Wichita 1              2.3% 10,173   21.8% 10,174   21.8%

Out of state -          0.0% -          0.0% -          0.0%

Population Density NS

Frontier 4              9.3% 1,486     3.2% 1,490     3.2%

Rural 1              2.3% 3,746     8.0% 3,747     8.0%

D-S Rural 7              16.3% 8,540     18.3% 8,547     18.3%

Semi-urban 10           23.3% 7,593     16.3% 7,603     16.3%

Urban 20           46.5% 25,279   54.2% 25,299   54.2%

Out of state -          0.0% -          0.0% -          0.0%

Foster Care Status *

Not in foster care 33           76.7% 44,502   95.4% 44,535   95.4%

In foster care 10           23.3% 2,142     4.6% 2,152     4.6%

Disability *

No disability 32           74.4% 45,363   97.3% 45,395   97.2%

Disability 11           25.6% 1,281     2.7% 1,292     2.8%

Adoption Support *

No adopt supp 40           93.0% 45,553   97.7% 45,593   97.7%

Adopt support 3              7.0% 1,091     2.3% 1,094     2.3%

Admitted Not Admitted Total
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Table 17. Diagnostic Characteristics, Children 3-5 Admitted/Not Admitted in FY09  

 
Any asterisk indicates statistical signifiŎŀƴŎŜ ŀǘ Ǉ җ ΦлрΦ  

*- Weak effect size; ** - Small effect size; *** - Moderate effect size;  **** - Large effect size  

 

 

 

 

 

 

 

 

 

 

Stat Sig

Count %

Chronicity/SED Status **

Not SED 9              20.9% 44,437   95.3% 44,446   95.2%

SED 21           48.8% 1,547     3.3% 1,568     3.4%

SED with Waiver 13           30.2% 618         1.3% 631         1.4%

OP Dx, Mood Disorder **

No mood disorder 20           46.5% 46,142   98.9% 46,162   98.9%

Mood disorder 23           53.5% 502         1.1% 525         1.1%

OP Dx, Disruptive Disord **

No disruptive disorder 11           25.6% 45,022   96.5% 45,033   96.5%

Disruptive disorder 32           74.4% 1,622     3.5% 1,654     3.5%

OP Dx, Anxiety Disorder **

No anxiety disorder 15           34.9% 44,154   94.7% 44,169   94.6%

Anxiety disorder 28           65.1% 2,490     5.3% 2,518     5.4%

OP Dx, PDD/ASD *

No PDD/ASD 39           90.7% 46,392   99.5% 46,431   99.5%

PDD/ASD 4              9.3% 252         0.5% 256         0.5%

OP Dx, Psychotic Disorder **

No psychotic disorder 38           88.4% 46,627   100.0% 46,665   100.0%

Psychotic disorder 5              11.6% 17           0.0% 22           0.0%

OP Dx, Other MH Disorder *

No other MH disorder 16           37.2% 39,683   85.1% 39,699   85.0%

Other MH disorder 27           62.8% 6,961     14.9% 6,988     15.0%

Comorbid - MH & Sub Abuse

No comorbidity with SA 43 100.0% 46640 100.0% 46,683   100.0%

Yes, MH and SA dx 0 0.0% 4 0.0% 4              0.0%

Comorbid - MH & Dev Disab

No comorbidity with DD 42 97.7% 46046 98.7% 46,088   98.7%

Yes, MH and DD dx 1 2.3% 598 1.3% 599         1.3%

Admitted Not Admitted Total
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Table 18. Diagnostic Characteristics, Children 3-5, Hospitalized in FY09 (n=43) 

 

 Any asterisk indicatŜǎ ǎǘŀǘƛǎǘƛŎŀƭ ǎƛƎƴƛŦƛŎŀƴŎŜ ŀǘ Ǉ җ ΦлрΦ  
*- Weak effect size; ** - Small effect size; *** - Moderate effect size;  **** - Large effect size  
 

Table 18 displays the diagnostic characteristics of children admitted during the study 

period. Among primary and secondary diagnoses at screening, disruptive disorders prevailed, 

followed by mood disorders.  With regard to 

presenting problems noted on pre-admission 

screening forms, more than half (53.5%) of the 43 

young children who were screened presented a 

άŘŀƴƎŜǊ ǘƻ ƻǘƘŜǊǎΣέ ǿƘƛƭŜ ƻƴƭȅ ол҈ όмо ƻŦ по ŎƘƛƭŘǊŜƴ 

screened) presented a danger to self or property.  

 

Count %

Primary Dx at Screening

Mood disorder 13           30.2%

Disruptive disorder 21           48.8%

Anxiety disorder 1              2.3%

PDD/ASD 1              2.3%

Psychotic disorder 3              7.0%

Other MH disorder 4              9.3%

None -          0.0%

Secondary Dx at Screening

Mood disorder -          0.0%

Disruptive disorder 26           60.5%

Anxiety disorder 3              7.0%

PDD/ASD -          0.0%

Psychotic disorder -          0.0%

Other MH disorder -          0.0%

None 14           32.6%

Present Prob: Danger to Self

No danger to self 30           69.8%

Danger to self 13           30.2%

Present Prob: Danger to Other

No danger to other 23           53.5%

Danger to other 20           46.5%

Present Prob: Danger to property

No danger to property 30           69.8%

Danger to property 13           30.2%

Admitted

More than half (53%) of the 43 

young children screened presented 

a òdanger to others,ó while only 

30% presented a danger òto selfó 

or òproperty.ó 
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Table 19. Service Characteristics, Children 3-5 Admitted/Not Admitted in FY09  

 

Any asterisk indicates statiǎǘƛŎŀƭ ǎƛƎƴƛŦƛŎŀƴŎŜ ŀǘ Ǉ җ ΦлрΦ  
*- Weak effect size; ** - Small effect size; *** - Moderate effect size;  **** - Large effect size  
 

Table 19 shows pertinent service characteristics for young children admitted and not 

admitted in FY2009. The following variables had significant relationships to hospital admission:  

prior admission in FY08; CBS or SED Waiver services in prior year; mental health services in the 

30 days prior to admission; and receipt of psychotropic medsτespecially of two or more 

medsτin the prior year. Table 20, below, indicates that nearly a quarter of children aged 3-5 

who were admitted during FY09 were screened by a CMHC other than the responsible CMHC. 

Community mental health centers were the top referral source of young children, followed by 

hospitals and child welfare providers. Finally, the preponderance of children (n=37) were 

Stat Sig

Count %

Prior admissions in FY08 **

No admissions in FY08 37           86.0% 46,627   100.0% 46,664   100.0%

Admissions in FY08 6              14.0% 17           0.0% 23           0.0%

MH services in prior year *

No MH services in prior year 4              9.3% 35,684   76.5% 35,688   76.4%

MH services in prior year 39           90.7% 10,960   23.5% 10,999   23.6%

Type MH services in prior year **

No MH services in prior year 4              9.3% 35,684   76.5% 35,688   76.4%

Other service -          0.0% 2,986     6.4% 2,986     6.4%

OP Medical 3              7.0% 3,989     8.6% 3,992     8.6%

OP Therapy 6              14.0% 2,337     5.0% 2,343     5.0%

CBS 17           39.5% 1,195     2.6% 1,212     2.6%

SED Waiver 13           30.2% 453         1.0% 466         1.0%

MH services in prior 30 days **

No MH services in prior 30 days 9              20.9% 42,863   91.9% 42,872   91.8%

MH services in prior 30 days 34           79.1% 3,781     8.1% 3,815     8.2%

Type MH services in prior 30 days **

No MH services in prior 30 days 9              20.9% 42,863   91.9% 42,872   91.8%

Other service -          0.0% 562         1.2% 562         1.2%

OP Medical 2              4.7% 613         1.3% 615         1.3%

OP Therapy 9              20.9% 1,269     2.7% 1,278     2.7%

CBS 16           37.2% 988         2.1% 1,004     2.2%

SED Waiver 7              16.3% 349         0.7% 356         0.8%

PAHP/MH svc hours in prior 30 days

Average # of service hours 19.1 0.8 1              *

Median service hours 5.0          -          -          

Psychotropic Rx in FY08 **

No psychotropic meds in FY08 21           48.8% 45,971   98.6% 45,992   98.5%

Had psychotropic meds in FY08 22           51.2% 673         1.4% 695         1.5%

Polypharmacy in FY08 (2+ classes) **

No psychotropic meds in FY08 21           48.8% 45,971   98.6% 45,992   98.5%

No polypharmacy in FY08 3              7.0% 259         0.6% 262         0.6%

Yes, polypharmacy in FY08 19           44.2% 414         0.9% 433         0.9%

Admitted Not Admitted Total
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admitted to private inpatient psychiatric facilities (most commonly Stormont Vail, Marrilac, KU 

Med, and Coffeyville), while two were admitted to KVC Star and four to Larned State Hospital. 

Table 20. Service Characteristics, Children 3-5 Admitted/Not Admitted in FY09 

 

Summary of Demographic , Diagnostic, and Service Characteristics 

Based on aggregate data furnished by MMIS, young children who were admitted for 

inpatient psychiatric care during FY09 were more likely than their counterparts to: 1) have a 

serious emotional disturbance; 2) be diagnosed with a disruptive, mood/anxiety, or psychotic 

disorder; 3) have been hospitalized previously; and 4) have received psychotropic medications 

in the prior yearτespecially combinations of two or more medications. Most referrals for pre-

admission screens came from CMHCs or hospitals. Foster care providers referred approximately 

Count %

Courtesy Screen

Not a courtesy screen 33           76.7%

Yes, courtesy screen 10           23.3%

Referral Acuity

Post-Stabilize (1 hr) 3              7.0%

Emergency (3 hr) 31           72.1%

Urgent (24 hr) 8              18.6%

PRTF Emerg (48 hr) -          0.0%

PRT Initial (7 days) -          0.0%

PRTF Extens (7 days) -          0.0%

Retroactive (7 days) 1              2.3%

Referral Source 0.0%

CMHC 10           23.3%

Child Welfare 7              16.3%

Hospital/Facility 9              20.9%

JJA 1              2.3%

KHS -          0.0%

Law Enforcement -          0.0%

Nursing home -          0.0%

Other 1              2.3%

Private provider 1              2.3%

Family 13           30.2%

SRS 1              2.3%

State Hospital -          0.0%

Facilty Type 0.0%

Inpatient Pysch 37           86.0%

KVC Star 2              4.7%

PRTF -          0.0%

State Hospital 4              9.3%

Admitted
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16% of children; however, more than 16% of 

children hospitalized were in foster care. These 

dataτand the diagnostic profiles of children 

hospitalizedτsuggest that children 3-5 who 

experienced psychiatric hospitalization in FY09 

comprise an acute subpopulation of the larger 

Medicaid population with significant behavioral health needs. According to pre-admission 

screen presenting problems, the majority of young children were hospitalized to prevent harm 

to siblings, pets, and others in their immediate environments. 

Findings from Pre -Admission Screens and Case Reviews 

As discussed in the Methods section of this report, information from case record reviews 

and screening forms were entered into an Access database where they could be analyzed for 

patterns in aggregate. 

Table 21 displays reasons for admission as recorded on pre-admission screening forms. 

These data vary slightly from administrative data in that they capture slightly more nuance than 

the dichotoƳƻǳǎ ǾŀǊƛŀōƭŜǎ άŘŀƴƎŜǊ ǘƻ ǎŜƭŦέ ŀƴŘ άŘŀƴƎŜǊ ǘƻ ƻǘƘŜǊǎΦέ 

Table 21. Reasons for Hospitalization from Pre-Admission Screens 

Primary Reason for Hospitalization  Count  
(n = 43) 

% 

Uncontrolled aggression toward others (parents, foster 
caretakers, siblings, peers, animals)  

28 65%  

Aggression toward self (head-banging, hitting/scratching self, 
throwing self on floor or against walls) 

10  23%  

Medication reaction/medication failure 3  7%  

Suicidal ideation/threats 1 2%  

Psychotic/manic behavior  1  2%  

bƻǘŜΥ hŦ ǘƘŜ мр ŎƘƛƭŘǊŜƴ ŦƻǊ ǿƘƻƳ άǳƴŎƻƴǘǊƻƭƭŜŘ ŀƎƎǊŜǎǎƛƻƴ ǘƻǿŀǊŘ ƻǘƘŜǊǎέ ǿŀǎ bh¢ ǘƘŜ ǇǊƛƳŀǊȅ ǊŜŀǎƻƴ ŦƻǊ 
admission, 12 nonetheless exhibited aggressive behavior toward others. 
 

Table 22 combines primary and secondary diagnoses from screening forms. Of the 15 

ŎƘƛƭŘǊŜƴ ŦƻǊ ǿƘƻƳ άǳƴŎƻƴǘǊƻƭƭŜŘ ŀƎƎǊŜǎǎƛƻƴ ǘƻǿŀǊŘ ƻǘƘŜǊǎέ ǿŀǎ not the primary reason for 

admission, 12 nonetheless exhibited aggressive behavior toward others. Thus, although 65% of 

Children aged 3-5 who 

experienced psychiatric 

hospitalization in FY09 comprise 

an acute subpopulation of the 

larger Medicaid population with 

significant behavioral health needs. 
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children aged 3-5 were admƛǘǘŜŘ ǎǇŜŎƛŦƛŎŀƭƭȅ ŦƻǊ άǳƴŎƻƴǘǊƻƭƭŜŘ ŀƎƎǊŜǎǎƛƻƴ ǘƻ ƻǘƘŜǊǎΣέ фо҈ ƻŦ ǘƘŜ 

sample actually displayed significant aggression to others.  

Table 22. Diagnoses at the Time of Pre-Admission Screening 

Diagnosis Count  
(n  = 43) 

%  

ADHD  22  51%  

Behavior Disorders  22  51%  

Mood Disorders  11  26%  

Anxiety Disorders  4  9%  

Pervasive Developmental Disorder  4  9%  

Psychotic Disorders  3  7%  

Attachment Disorder  2  5%  

Adjustment Disorders  1  2%  

Tic Disorders  1  2%  

 

By far, the most common diagnoses among young children who were hospitalized were 

attention and disruptive behavior disorders, followed by mood disorders. While PDD appeared 

as a diagnosis in four screens, in-depth case reviews revealed more children with suspected but 

undiagnosed autism spectrum disorders (ASD). During case reviews of 3-5 year olds with 

psychotic disorder diagnoses, staff assisting with case reviews expressed skepticism for two 

ǎǳŎƘ ŘƛŀƎƴƻǎŜǎΣ ŀǘǘǊƛōǳǘƛƴƎ ǘƘŜƳ ǘƻ ǘƘŜ ŘƛŀƎƴƻǎǘƛŎ άǇǊŜŦŜǊŜƴŎŜέ ƻŦ ŀ ŎŜǊǘŀƛn psychiatrist who is 

no longer practicing. Staff believed one case to be a genuine psychotic disorder and the others 

ǘƻ ōŜ ŀƴ ŀǊǘƛŦŀŎǘ ƻŦ ǘƘƛǎ ǇŜǊǎƻƴΩǎ ƛŘƛƻǎȅƴŎǊŀǘƛŎ ǇǊŀŎǘƛŎŜ ǇŀǘǘŜǊƴǎΦ  

Of the 43 children whose cases and screening forms were reviewed, only 18.6% (8 children) 

were not taking psychotropic medications at the time of index hospitalization. Of those 

prescribed medications, 13 children were prescribed stimulants, 12 antipsychotics, 8 mood 

stabilizers, 7 alpha agonists, 6 antidepressants, and 2 anxiolytics. The high prevalence of 

antipsychotic and ADHD medications is consistent with prior study of psychotropic medication 

use among child Medicaid beneficiaries in Kansas (Akin, et al., 2009). 

With regard to discrepancies between screening forms and case reviews, screening forms 

underestimate some types of behaviors and reasons for admission to inpatient facilities. Table 

23, below, illustrates these discrepancies.  
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Table 23. Screen Reads vs. Case Reviews 

Screens: 
Presenting Problems 

Case Reviews:  
Immediate Precipitants of Admission 

 

¶ Aggression and out-of-control 
behavior/overwhelmed parent 

 

¶ Non-specific with regard to immediate 
precipitant of escalation in behavior 

 

¶ Underestimates co-occurring MR/DD/ASD 
 

¶ Underestimates organic issues (poorly 
controlled seizure disorder, FAS) 

 

¶ Underestimates trauma exposure/diagnosis 

 

¶ Immediate precipitants of hospitalization: 
o Sporadic or inconsistent services 

immediately prior to screen 
 

o Medication change/reaction/trial 
 

o Chronic, unmanageable bx 
 

¶ Multiple hospitalizations: 
o Co-occurring 

organic/developmental disorder, 
not receiving targeted services 
 

o Early and/or severe trauma 
exposure 

 

 

Since pre-admission screening forms function administrativelyτto document threat of 

harm to self or other and to prove necessity for hospitalizationτthese forms rely heavily on 

certain diagnostic and behavioral dimensions and underreport others. A typical presenting 

problem field from a screening form (disguised) appears below: 

5 y.o. male. Out of control, kicking, hitting, aggressive behavior. Agitated, multiple 
suspensions, threatens to kill mother/teacher, hurts people/animals, destroys 
property/kindergarten room. Major trauma: discovered dead body of family member. 
Paternal grandmother--bipolar disorder, great aunt (paternal)-- schizophrenia. 
Mother/father--ADHD, mood disorder. Raging worse in past 2 months. Suspended from 
school (kindergarten) for 17 of past 26 days. History of being kicked out of daycare. 
aƻǘƘŜǊ ƛƴŎŀǊŎŜǊŀǘŜŘ Ƴƻǎǘ ƻŦ ŎƭƛŜƴǘΩǎ ƭƛŦŜΣ ōǳǘ ǊŜŎŜƴǘƭȅ ǊŜƭŜŀǎŜŘΦ 
 

At the time of screening, the child had a diagnosis of Bipolar Disorder and ADHD. While the 

recent trauma of discovering a family member dead was mentioned in the clinical summary, it 

ŘƛŘ ƴƻǘ ŀǇǇŜŀǊ ƻƴ ŀƴȅ ŀȄƛǎ ƻŦ ǘƘŜ 5{a ŘƛŀƎƴƻǎƛǎΦ bƻǊ ŘƛŘ ǘƘŜ ǊŜŎŜƴǘ ǊŜƭŜŀǎŜ ƻŦ ǘƘŜ ŎƘƛƭŘΩǎ 

mother from prison appear more than once on the screening form. The child was taking 

Seroquel, Adderall, and Lithium for mood and behavioral symptoms, and Benadryl for sleep. 

The case amalgam presented above demonstrates the need for hospitalization: increased 

raging, significant threat to others, out of control behavior that is not being managed effectively 
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in a school setting, a major Axis I mood disorder, significant recent trauma and adjustment 

issues. However, it does not identify an immediate precipitant for the recent escalation of 

behavior. Because traumatic events appear only in shorthand, it is difficult to glean from the 

screening form the extent of traumatic exposure. Diagnostic history is limited to a cross section 

at the time of screen, and organic issues like brain injuries, seizure disorders, etc. are rarely 

reported fully on screening forms. In general, screening forms underreported trauma, organic 

issues and developmental disabilities, and medication-related issues leading to hospitalization. 

 In-depth case reviews allowed researchers to gather information about events or factors 

occurring immediately before hospitalization and provided a more developed picture of 

diagnostic and service factors associated with the psychiatric hospitalization of very young 

children in Kansas. As discussed in the Methods section, when possible, case reviews were 

conducted in the presence of a knowledgeable CMHC staff member  who was able to answer 

questions about: 1) initial intake at CMHC; 2) types and hours of services received; 3) initial 

diagnosis and assessment; 4) events/factors leading to hospitalization; 5) crisis 

services/diversion attempts; 6) medication management history, particularly right before 

hospitalization; 7) length of stay in hospital;  8) post-hospital diagnoses, medications, and 

outcomes; and 9) rehospitalization. Researchers looked for remarkable behavior changes 

identified by parents, caseworkers, case managers, therapists, teachers, or psychiatrists 

immediately prior to hospitalization.  

Figure 9, below, displays the three main precipitants of hospitalization among very young 

children found in this study. They are: 1) service gaps; that is, no receipt of community based 

services prior to admission; 2) chronic, unmanageable behavior problems secondary to organic, 

traumatic, and other diagnostic factors; and 3) medication regimen changes (planned and 

unplanned) and/or medication reactions. Table 24, below, presents age of child at index 

admission and detail of precipitants of hospitalization per chart reviews.  
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Figure 9. Precipitants of Hospitalization 
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Table 24. Precipitants of Admission per Chart Review 

Age Immediate Precipitant for Admission Per Chart 

3 Reintegrated with bio family; inconsistent attendance; med only in July  

4 Unexpected med reaction to Abilify 

4 No services prior to screen 

4 Parent med change & inconsistent attendance: Parents dc'd Abilify,  stopped psychosocial group 

4 No services prior to screen 

4 No services prior to screen 

4 Inconsistent; one service prior to screen 

4 Inconsistent attendance after a period of consistent attendance 

4 No services immediately prior to screen 

4 Psychiatrist requested hosp. for med adjustment 

5 Very violent to animals and children (courtesy screen) 

5  "Wild aggressive bx" (courtesy screen) 

5 Unexpected reaction to med change (Vyvanse) 

5 inconsistent attendance after a period of consistent attendance 

5 Inconsistent attachment figure/attendance 

5 Foster care referral-Danger to others; inconsistent attendance 

5 Psychotic episode (courtesy screen) 

5 Chronic, out-of-control  bx; aggressive toward self/others 

5 No services prior to screen 

5 Hosp. to prevent foster care placement disruption (courtesy screen) 

5 "Psychotic episode" following termination of parental rights 

5 Child not hospitalized; mother refused 

5 Inconsistent attendance; no show in Aug.; diversion attempted 

5 Extreme aggression to sibling; tried to drown sibling 

5 No services prior to screen/ extreme aggression to sib 

5 Intake in June but did not receive svcs; waiting on outcome ASD eval 

5 Screened in PPC; hosp. to evaluate meds and stabilize bx(courtesy) 

5 No services prior to screen 

5 Foster care provider  requested screen after violent bx toward foster sibs (courtesy) 

5 Aggression toward adoptive parents, sexual acting out with sibs(courtesy) 

5 Mood not stable despite med adjustments 

5 Inconsistent attendance; no show Sept. thru Jan. 

5 No services prior to screen; taken to Marillac due to danger to self and others 

5 Couldn't manage child without meds; threatening to kill sibs 

5 No services immediately prior to screen, off meds 

5 No services immediately prior to screen/grossly OOC bx 

5  Unexpected reaction to medication change (increase Seroquel) 

5 Inconsistent attendance; inconsistent med compliance 

5 Raging/ violent bx (courtesy screen) 

5 No services prior to screen 

5 Unexpected reaction to med change 

5 Unexpected reactions (dyskinesia) to meds (courtesy screen) 

5 Inconsistent attendance-no show in July, screen in Aug.  
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Service Gaps. Service gaps comprise two situations: 1) instances in which parents and their 

children had never accessed community-based services prior to hospitalization; and 2) 

instances in which a child had been receiving services and then experienced a one-month or 

longer gap in services immediately before inpatient psychiatric admission. Nine of 43 children 

(20.9%) received no community-based services one month prior to hospitalization. Five of these 

had never received services; four of the nine were screened by a CMHC other than the 

responsible CMHC and were receiving services, but not from the CMHC that screened them for 

admission. Among the 43 young children, 13 had inconsistent attendance. For example, some 

attended psychosocial group regularly for several months and then appeared to drop out of 

group. By contrast, some cases showed a consistent pattern of inconsistent participation in 

services. Families of these children struggled to maintain employment, pay the bills, get to and 

from appointments, and maintain sobriety.  

There may be several reasons that inconsistent attendance precipitated hospitalization. 

Foremost, services appeared to help most children to function better. Discontinuing or 

attending services sporadically undermined this progress. An alternative explanation is that 

sporadic service users may have the most difficult-to-manage behavioral problems, such that 

inconsistent attendance is more a measure of severity than of the withdrawal of support and 

consequent behavioral escalation. The greatest negative consequence of inconsistent 

attendanceτand perhaps in some cases a cause of inconsistent attendanceτwas lack of 

continuous medication management.  

Medication Change/Reaction. At least six of the 43 children studied were hospitalized 

when they experienced problematic symptoms or side effects after beginning a new medication 

regimen.  Four children had unexpected reactions to medication trials that were initiated by 

treating psychiatrists. In these four cases, the physician treating the child changed medications 

after parent/teacher report that medications were not effective in controlling symptoms. 

Commonly, parents requested a particular medication, for example, to control symptoms of 

ADHD. In two cases, parents dŜŎǊŜŀǎŜŘ ƻǊ ŘƛǎŎƻƴǘƛƴǳŜŘ ǘƘŜ ŎƘƛƭŘΩǎ ƳŜŘƛŎŀǘƛƻƴǎ ǿƛǘƘƻǳǘ 

ŎƻƴǎǳƭǘƛƴƎ ǘƘŜ ŎƘƛƭŘΩǎ ǇǎȅŎƘƛŀǘǊƛǎǘ ƻǊ ŘƻŎǘƻǊΣ ŀƴŘ ǘƘŜ ŎƘƛƭŘ ŜȄǇŜǊƛŜƴŎŜŘ ŀƴ ŜǎŎŀƭŀǘƛƻƴ ƛƴ 

problematic behavior secondary to this unmonitored medication change.  
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The cases in this category do not include children who had never taken medications at the 

time of hospitalization. It includes only those children who, due to a trial, increase, decrease, or 

discontinuation of meds, experienced an escalation in disruptive behavior, depressive or 

anxious symptoms, or a negative physiological response. The most common medication 

reaction noted in case files was increased irritability and aggression. Other children experienced 

side effects such as drooling, tics, dyskinesia, and staring spells. In a memorable case, the 

ǇǊŜǎŎǊƛōƛƴƎ ǇƘȅǎƛŎƛŀƴ ǿŀǎ ǘƘŜ ǇǊƛƳŀǊȅ ŎŀǊŜ ǇƘȅǎƛŎƛŀƴΦ Lƴ ǊŜǎǇƻƴǎŜ ǘƻ ǘƘŜ ƳƻǘƘŜǊΩǎ ǊŜǉǳŜǎǘΣ ƘŜ 

prescribed a stimulant to control impulsivity and inattention, but the dose was too high and the 

child began to drool and have staring spells. The physician arranged for the child to be 

hospitalized, and a medication wash was undertaken. This case demonstrates the need for 

specialty mental health care for children. 

With regard to medication regimens begun in hospitals, most remained in place once the 

child was treated in the CMHC.  Researchers noted that more than half of the children who 

began a new inpatient regimen, and who maintained this regimen as outpatients, appeared to 

ƘŀǾŜ ǎǘŀōƭŜ ƳƻƻŘǎ ŀƴŘ ōŜƘŀǾƛƻǊΦ ¢ƘŜǊŜ ǿŀǎ ǎƻƳŜ ŎƻƴŎŜǊƴ ŀƳƻƴƎ ǘƘŜ ǎǘǳŘȅΩǎ Advisory Group 

that medications prescribed in hospital settings are intended to bring about maximum behavior 

control; thus, tapering to a less blunt psychopharmacological instrument upon discharge was 

viewed as desirable.  

Chronic, Unmanageable Behavior. Given that most cases involved out of control behavior, 

researchers developed criteria by which the primary reason for admission could be best 

captured as chronic, unmanageable behavior. Cases were classified in this way if they met the 

following criteria: 

1) Multiple hospitalizations or 

2) /ƘƛƭŘ ǳƴŀōƭŜ ǘƻ ǘŀƪŜ ǊŜŘƛǊŜŎǘƛƻƴ ƛƴ н ƻǊ ƳƻǊŜ ǎŜǘǘƛƴƎǎ όǎŎƘƻƻƭ ƻǊ ǘƘŜǊŀǇƛǎǘΩǎ ƻŦŦƛŎŜύ and  

3) Behavior not controlled adequately by medications 

Just over half the cases of children aged 3-5 (51%) were marked by this type of intractable 

behavioral component.  
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Trauma. Notable among these cases was the high prevalence of trauma. In 60% of all cases 

reviewed (n=26), children were exposed to trauma. This is likely an underestimate, as some 

case files could not be accessed at the time of the study and some files underreported or 

sketchily reported trauma.  Five of the 43 preschool children studied had experienced severe 

neglect, 24 had witnessed violence or death, and 13 had experienced confirmed sexual or 

physical abuse. Particularly damaging was traumatic exposure early in development (in utero -

18 months), when the brain is most vulnerable to its effects. In general, the earlier the exposure 

to trauma, the worse the symptom picture 

as the child aged. For example, children who 

witnessed domestic violence as infants (6-18 

months) displayed by age three: irritability, 

psychomotor agitation, difficulty 

concentrating, disturbed vegetative 

symptoms, extreme aggression, and cruelty 

to animals and siblings. Many threatened in 

vivid and convincing ways to injure or kill their parents or siblings, and many attempted or 

succeeded in injuring or killing pets or neighborhood animals. In those cases involving neglect, 

the severity of neglect was profound and disturbing. Some children were deprived of all basic 

human needs; a particularly disturbing case involved children eating paint off the walls in the 

room in which they were locked for a good portion of the day without food or water. 

Chronic behavior problems were also associated with poorly controlled organic problems 

like seizure disorders, fetal alcohol syndrome, and other neurological problems. Low IQ and 

developmental disabilities, including autism spectrum disorders, were conspicuous in a number 

of these cases. The true prevalence of these co-occurring diagnoses is unknown because they 

appeared unevenly through the life of the case, probably due to funding requirements and the 

exclusion of diagnoses that cannot be treated by CMHCs and billed to Medicaid (e.g. autism). 

Importantly, some children had multiple determinants of mental health problems; at least two 

children with known or suspected developmental disorders also experienced repeated sexual 

victimization, a common pattern among these most vulnerable of children. 

The two factors associated with 

rehospitalization were: 1) early and/or 

severe trauma exposure, and  

2) co-occurring organic/developmental 

disorders for which the child was not 

receiving targeted services, such as 

Applied Behavior Analysis (ABA) or 

other evidence-based approaches.  
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Rehospitalization. Of all cases revieǿŜŘΣ ǘƘƻǎŜ ƛƴ ǘƘŜ άŎƘǊƻƴƛŎΣ ǳƴƳŀƴŀƎŜŀōƭŜέ ŎŀǘŜƎƻǊȅ 

were most likely to have subsequent (or prior) psychiatric hospitalizations and PRTF screens. 

The two factors that appeared to be associated with multiple screens and eventual 

rehospitalizations were, as discussed: 1) early and/or severe trauma exposure, and 2) co-

occurring organic/developmental disorders for which the child was not receiving targeted 

services. Cases in which children had multiple screens and/or hospitalizations were most 

commonly those cases in which a child had mental retardation or an autism spectrum disorder 

but was not receiving services targeted to these diagnoses, such as Applied Behavior Analysis 

(ABA) or other diagnosis-specific evidence-based approaches  

Data on children in foster care who were readmitted during the study period corroborate 

the observation that multiple hospitalizations were more likely among children with traumatic 

exposure.shows the percentage of children who experienced readmission, by foster care status. 

Almost two thirds of very young children with multiple inpatient admissions were in foster care 

(64%). These hospitalizations likely reflect the behavioral sequelae of trauma discussed above. 

Additionally, case reads suggested that many more children experienced readmissions outside 

of the circumscribed study period.  

Finally, on a diagnostic note, the most prevalent diagnoses among young children who were 

hospitalized in inpatient psychiatric hospitals were disruptive behavior disorders and ADHD. 

However, the pervasiveness of trauma in this groupτparticularly early traumaτsuggests that 

the relationship between early trauma and ADHD/disruptive behavior be explored. 

Furthermore, as will be discussed in the following section, consideration should be given to use 

of a more accurate diagnostic assessment and coding schema for traumatic symptoms 

observed in very young children. 

Figure 10 

Figure 10 displays the percentage of children who experienced readmission during the study 

period; more than half (53%) were rehospitalized. Figure 11 shows the percentage of children 

who experienced readmission, by foster care status. Almost two thirds of very young children 

with multiple inpatient admissions were in foster care (64%). These hospitalizations likely 
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reflect the behavioral sequelae of trauma discussed above. Additionally, case reads suggested 

that many more children experienced readmissions outside of the circumscribed study period.  

Finally, on a diagnostic note, the most prevalent diagnoses among young children who were 

hospitalized in inpatient psychiatric hospitals were disruptive behavior disorders and ADHD. 

However, the pervasiveness of trauma in this groupτparticularly early traumaτsuggests that 

the relationship between early trauma and ADHD/disruptive behavior be explored. 

Furthermore, as will be discussed in the following section, consideration should be given to use 

of a more accurate diagnostic assessment and coding schema for traumatic symptoms 

observed in very young children. 

Figure 10. Multiple Hospital Admits, 3-5 Age Group 
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Figure 11. Multiple Hospital Admissions By Foster Care Status, 3-5 Age Group 

 

Findings from Interviews  

As discussed in the Methods section, in addition to reviewing pre-admission screens and 

case records, researchers conducted 30 semi-structured interviews with CMHC staff to gain 

information about the following topics: 1) screening procedures and adequacy of screener 

training; 2) agency policy and practice regarding young children and hospitalization, including 

diversion philosophy, 3) and suggestions for systems/policy change.  Interviews generally lasted 

1-1/2 hours. Selected results of interviews, with representative quotes, appear below. The 

larger goal of the interviews was to understand the circumstances under which hospitalization 

of young children is necessary, what agencies are doing to divert inpatient admission, and 

systems of care gaps agencies experience. Since this portion of the study focused only on 

admissions of very young children in FY09, only those CMHCs who screened such a child 

participated. Furthermore, although interviews followed a structured interview guide, 

interviews varied widely in the amount of information respondents disclosed about specific 

agency practices. Findings should be interpreted within that context. 

Screening Procedures & Adequacy of Screener Training 

One hypothesis regarding potential unnecessary hospitalization of very young children is 

that emergency services departments or screeners lack the ability and training to distinguish 

between children who pose a threat to self or others and children whom agencies could divert 
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from admission. Accordingly, researchers asked screeners and screening directors to comment 

on hypothetical situations and to discuss a case in which hospitalization was necessary and one 

in which admission was diverted. Researchers attended to the manner in which interviewees 

described their decision-making processes, noting underlying agency philosophy regarding 

diversion, characteristics of cases meriting hospitalization, crisis prevention procedures, and 

adequacy of screening.  

!ŘŘƛǘƛƻƴŀƭƭȅΣ ǊŜǎŜŀǊŎƘŜǊǎ ŀǎƪŜŘ ŘƛǊŜŎǘΣ ǘǊŀƴǎǇŀǊŜƴǘ ǉǳŜǎǘƛƻƴǎ ǎǳŎƘ ŀǎΣ άDid you receive 

specific training to screen children for inpatient hospitalization?έ ά²Ƙŀǘ Řƻ ȅƻǳ Řƻ ƛŦ ȅƻǳ ŦŜŜƭ 

ǳƴǇǊŜǇŀǊŜŘ ǘƻ ŘŜǘŜǊƳƛƴŜ ǿƘŜǘƘŜǊ ŀ о ƻǊ п ȅŜŀǊ ƻƭŘ ƴŜŜŘǎ ǘƻ ōŜ ƘƻǎǇƛǘŀƭƛȊŜŘΚέ hŦ ŜƳŜǊƎŜƴŎȅ 

ǎŜǊǾƛŎŜǎ ŘƛǊŜŎǘƻǊǎΣ ǊŜǎŜŀǊŎƘŜǊǎ ƛƴǉǳƛǊŜŘΣ ά5ƻ ȅƻǳ ŦŜŜƭ ȅƻǳǊ ǎǘaff are prepared to discern 

ƛƳƳŜŘƛŀǘŜ ƘŀǊƳ ƛƴ ŀ о ƻǊ п ȅŜŀǊ ƻƭŘΚέ ά5ƻ ȅƻǳǊ ǎǘŀŦŦ Ŧƻƭƭƻǿ ŘƛŦŦŜǊŜƴǘ ǇǊƻŎŜŘǳǊŜǎ ǘƻ ŘŜǘŜǊƳƛƴŜ 

ǿƘŜǘƘŜǊ ǘƻ ƘƻǎǇƛǘŀƭƛȊŜ ŀ ȅƻǳƴƎ ŎƘƛƭŘ ǾǎΦ ŀƴ ŀŘǳƭǘΚέ ά!ǊŜ ǘƘŜȅ ƳƻǊŜ ƭƛƪŜƭȅ ǘƻ ŜǊǊ ƻƴ ǘƘŜ ǎƛŘŜ ƻŦ 

caution or to keep the child in his or ƘŜǊ ƘƻƳŜ ǿƘŜƴ ǇƻǎǎƛōƭŜΚέ 

Adequacy of Screener Training. Researchers interviewed eight emergency services/crisis 

directors and screeners, and a host of CBS directors, about child-specific training received by 

screeners. Questions sought to discern how confƛŘŜƴǘ ŘƛǊŜŎǘƻǊǎ ŦŜƭǘ ƛƴ ǘƘŜƛǊ ǘŜŀƳǎΩ ŀōƛƭƛǘȅ ǘƻ 

recognize worrisome symptoms among very young children. Directors reported varying levels 

of confidence in screening staff, largely based on the degree of child mental health training and 

ongoing experience possessed by individual screeners.  In general, the higher the percentage of 

ŎƘƛƭŘǊŜƴ ƻƴ ŀ ǎŎǊŜŜƴŜǊΩǎ ŎŀǎŜƭƻŀŘΣ ǘƘŜ ƎǊŜŀǘŜǊ ǘƘŜ ŎƻƴŦƛŘŜƴŎŜ ŀƳƻƴƎ /.{ ŀƴŘ 9ƳŜǊƎŜƴŎȅ 

Services personnel in his or her screening decisions. This was especially true for diversion 

planning, as some screeners were more knowledgeable than others about the range of CBS 

services that could be used to divert hospitalization. The following two interview excerpts 

exemplify these perceptions. 

vΥ Iƻǿ ŎƻƴŦƛŘŜƴǘ ŀǊŜ ȅƻǳ ƛƴ ǘƘŜ ǎŎǊŜŜƴŜǊǎΩ ŀōƛƭƛǘy to hospitalize the cases that need to 
be hospitalized? 
 
wŜŀƭƭȅ ǉǳƛǘŜ ŎƻƴŦƛŘŜƴǘ ƛƴ ŘŜǘŜǊƳƛƴƛƴƎ ǿƘŀǘΩǎ ƘŀǇǇŜƴƛƴƎ at the present and whether 
ǘƘŜǊŜΩǎ ŀ ŘŜƎǊŜŜ ƻŦ Ǌƛǎƪ ǘƘŀǘ ǿŀǊǊŀƴǘǎ ǎǳŎƘ ŀ ƳƻǾŜΧ¢ƘŜ ǇŜƻǇƭŜ ǿƘƻ Řƻ ǘƘŜ ƳŀƧƻǊƛǘȅ ƻŦ 
[screens] are people who have done this for quite a while, and I have a great deal of 
confidence there. There is some variation individually on the quality of diversion 
planning. [Some screeners] are ongoing clinicians with roughly half their caseload made 
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up of kids. [They] have enough kid contact clinically that they have a reasonably good 
ƛŘŜŀ ŀōƻǳǘ ǘƘŜ ŦǳƴŎǘƛƻƴƛƴƎ ƻŦ /.{Φ {ƻƳŜ ƻǘƘŜǊǎ ŘƻƴΩǘΦ  
 

¢ȅǇƛŎŀƭƭȅΣ ǿŜ ώŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎϐ Řƻ ǘƘŜ ƳŀƧƻǊƛǘȅ ƻŦ ǘƘŜ ƪƛŘ ǎŎǊŜŜƴǎΦ L ǘƘƛƴƪ ŜǾŜǊȅōƻŘȅ ƛǎ 
ƳƻǊŜ ŎƻƳŦƻǊǘŀōƭŜ ǿƛǘƘ ǘƘŀǘΦ LǘΩǎ ǾŜǊȅ ŘƛŦŦŜǊŜƴǘ Řƻing a kid screen and an adult screen. 
²ŜΩǾŜ ƘŀŘ ǘƻ Řƻ ǎƻƳŜ ǘǊŀƛƴƛƴƎ ǿƛǘƘ ŀŦǘŜǊƘƻǳǊǎ ŀƴŘ ǿƛǘƘ ǘƘŜ ƳƻōƛƭŜ ŎǊƛǎƛǎ ǘŜŀƳ ōŜŎŀǳǎŜ 
there is so much collateral information that you have to get. With an adult, you can 
maybe get everything you need from that adult, ōǳǘ ǿƛǘƘ ƪƛŘǎΣ ȅƻǳ Ƨǳǎǘ ŎŀƴΩǘΦ ¸ƻǳ ǊŜŀƭƭȅ 
need to talk to the parents, you need to talk to the case manager, you need to talk to the 
other people who are involved in the case. So I think everybody is more comfortable 
ǿƘŜƴ ǿŜ Řƻ ǘƘŜƳΣ ōǳǘ ƻōǾƛƻǳǎƭȅ ǿŜ ŎŀƴΩǘ do them all.  
 

All screening staff/directors discussed strategies they use to bring child mental health 

expertise into the screening process. Some teams assign screeners with more child therapy 

experience to do child screens. Most agencies train screeners by having them shadow an 

experienced child screener until they feel comfortable doing one themselves. Teams that lack 

ŜŀǊƭȅ ŎƘƛƭŘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŜȄǇŜǊǘƛǎŜ ǊƻǳǘƛƴŜƭȅ Ŏƻƴǎǳƭǘ ǿƛǘƘ ǘƘŜ ŎƘƛƭŘΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎΦ Lƴ 

fact, most screening teamsτeven dedicated child-serving teamsτcustomarily consult with the 

ŎƘƛƭŘΩǎ ŎŀǎŜ ƳŀƴŀƎŜǊǎΣ ǘƘŜǊŀǇƛǎǘǎΣ ƻǊ ƳŜŘƛŎŀǘƛƻƴ ǇǊƻǾƛŘŜǊǎ ōŜŦƻǊŜ ŀŘƳƛǘǘƛƴƎ ǘƘŜ ŎƘƛƭŘΦ  

²ŜΩǊŜ ǾŜǊȅ ōƛƎ ƻƴ ŎƻƴǎǳƭǘŀǘƛƻƴΣ ŀƴŘ L ǘƘƛƴƪ ǾŜǊȅ ŦŜǿ ǎŎǊŜŜƴǎ ƎŜǘ ŘƻƴŜ ǿƛǘƘƻǳǘ ǎƻƳŜ 
consultation with either another screener or a team leader. All of our team leaders are 
ŀƭǎƻ ǎŎǊŜŜƴŜǊǎΧL Ƨǳǎǘ ǘƘƛƴƪ ǘƘŀǘΩǎ ǎƻƳŜǘƘƛƴƎ ǘƘŀǘ ǿŜΩǊŜ ōƛƎ ƻƴΣ ƳŀƪƛƴƎ ǎǳǊŜ ǘƘŀǘ ȅƻǳΩǊŜ 
comfortable with what your decision is. 

 
This ability to consult with ancillary staff is limited to screens conducted during daytime 

hours, so after-hours screeners, in the absence of more information, may tend to err on the 

side of caution. CBS and emergency services staff agreed that after-hours screens can result in 

hospitalization because: 1) there are fewer supports to put in place in the home after hours; 2) 

screeners have less information about the child and his or her history; and 3) screeners have 

fewer staff with whom to consult about individual cases.  

I can only remember one situation in which [a screener ΨŜǊǊŜŘ ƻƴ ǘƘŜ ǎƛŘŜ ƻŦ ŎŀǳǘƛƻƴΩϐΥ It 
was an after-ƘƻǳǊǎ ǎŎǊŜŜƴŜǊ ǿƘƻ ŘƻŜǎƴΩǘ ƘŀǾŜ ŀǎ ƎƻƻŘ ŀƴ ƛŘŜŀ ŀōƻǳǘ /.{ ŀǎ ǎƘŜ ƴŜŜŘǎΣ 
and she ŘƛŘƴΩǘ ƘŀǾŜ ŀƴȅƻƴŜ ŀǾŀƛƭŀōƭŜ ǘƻ ƘŜǊ ǘƻ ǘŀƭƪ ŀōƻǳǘ ǘƘŜ ǎƛǘǳŀǘƛƻƴΦ In all honesty, 
though, I now think she made the right decision. 
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In contrast to the scenario above, after-hours screeners are sometimes trained to contact crisis 

case managers so that the crisis case manager can set up an emergency therapy session, 

attendant care, or other diversion strategy.  

Diversion Proneness Among Screeners and Therapists. During several interviews, screening 

directors and CBS directors characterized screeners as more prone to diversion than therapists. 

When asked if this seemed true, successive CBS directors and screeners agreed. Some 

attributŜŘ ƛǘ ǘƻ ǘƘŜ άŘƛǾŜǊǎƛƻƴ ƻƴƭȅέ ǇƘƛƭƻǎƻǇƘȅ ƛƴŎǳƭŎŀǘŜŘ ƛƴ ǇŜǊǎƻƴƴŜƭ ōȅ ǎƻƳŜ ŜƳŜǊƎŜƴŎȅ 

services departments. One emergency services director talked about the discrepancy between 

therapists, who are often more likely to hospitalize, according to himτto provide respite for 

therapist and parents alikeτand the reality of hospitalization, which, in his opinion, is largely 

disruptive rather than stabilizing. 

L ǘƘƛƴƪ ǿŜΩǊŜ ƳƻǊŜ ǇǊƻƴŜ ǘƻ ŘƛǾŜǊǎƛƻƴ ǘƘŀƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ǘƘŜǊŀǇƛǎǘǎΣ ǿƘƛŎƘ ǎƻƳŜǘƛƳŜǎ ƛǎ 
problematic because tƘŜǊŜΩǎ ŀ ƭŀŎƪ ƻŦ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǿƘŀǘ ŀŎǘǳŀƭƭȅ ƘŀǇǇŜƴǎ ƛƴ ŀ 
hospital setting. With these kids, if we manage with some difficulty to get them to 
Topeka, aƴŘ ǘƘŜȅΩǊŜ ǘƘŜǊŜ ŦƻǊ ǘƘǊŜŜ Řŀȅǎ ŀƴŘ ǘƘŜȅΩǊŜ ōŀŎƪ ƘƻƳŜΧIt has to beΧ[that we 
have] no other way to keep that kid safe to send them to the hospital.  
 

hƴ ǘƘŜ ƻǘƘŜǊ ƘŀƴŘΣ ƻƴŜ /.{ ŘƛǊŜŎǘƻǊ ŎƘŀǊŀŎǘŜǊƛȊŜŘ ǎƻƳŜ ǎŎǊŜŜƴŜǊǎ ŀǎ ƘŀǾƛƴƎ ŀ άōƭŀŎƪ ŀƴŘ 

ǿƘƛǘŜέ ŀǇǇǊƻŀŎƘ ǘƻ ŀ ŎƻƳǇƭŜȄ ŎƭƛƴƛŎŀƭ ƛǎǎǳŜΦ 

We have had, over the years, screeners who are more black and white. And they want to 
Ŧƻƭƭƻǿ ǘƘŜ ǊǳƭŜǎΦ ¢ƘŜȅ ǘƘƛƴƪΣ άaȅ Ƨƻō ƛǎ ǘƻ ŘƛǾŜǊǘ ŜǾŜǊȅ ƪƛŘΣ ŀƴŘ ǎƻ ǿŜΩǾŜ ƘŀŘ ǘƻ ƘŀǾŜ ŀ ƭƻǘ 
ƻŦ ǘŀƭƪǎ ǿƛǘƘ ǘƘŜƳΦ ά¸ƻǳǊ Ƨƻō ƛǎ ǘƻ ƪŜŜǇ ƪƛŘǎ ǎŀŦŜΦ ¢ƘŀǘΩǎ ȅƻǳǊ Ƴŀƛƴ ƧƻōέΧ L ǘƘƛƴƪ ǘƘŜǊŜ ƛǎ ŀ 
ǊŜŀƭ ŘƛŦŦŜǊŜƴŎŜ ƛƴ ǘƘŜ ǇŜƻǇƭŜ ǿƘƻΣ ǘƘŀǘΩǎ ŀƭƭ ǘƘŜȅ ŘƻΦ ¢ƘŜȅ ǘƘƛƴƪΣ άLΩƳ ǘƘŜ ƎŀǘŜƪŜŜǇŜǊΦ LΩƳ 
ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ ǘŀȄǇŀȅŜǊ ŘƻƭƭŀǊǎΦέ .ǳǘ ȅƻǳ ǿŀƴǘ ǘƘŜ ōŜǎǘ ŎƭƛƴƛŎŀƭ ŘŜŎƛǎƛƻƴ ǘƻ ōŜ ƳŀŘŜ ŦƻǊ ŀ 
child, not a one-size fits all, money-driven solution. For some children in some situations, 
hospitalization is appropriate and necessary. 

 

Agency Policy and Practice Regarding Young Children & Hospitalization  

Diversion Philosophy Among Agencies. All CMHC representatives who participated in this 

study articulated an explicit hospital diversion policy regarding very young children. Like the 

split between screeners and therapists, however, some organizational cultures aim to prevent 

hospitalization in all but the most severe cases while others hospitalize when they fear for the 

safety of the child or siblings. These divergent philosophies are illustrated by the quotes below, 
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excerpted from an interview in a relatively low-hospitalizing CMCH and an interview in a CMCH 

with higher-than-average hospitalization rates.  

The hospital is the last resort. We will do anything to stabilize the child in the community 
first. 
 
In general, we would tend to err on the side of caution. If we are just not sure that we 
Ŏŀƴ ƪŜŜǇ ǘƘŜ ƪƛŘ ǎŀŦŜΣ ŀƴŘ ǿŜΩǊŜ ŦŜŜƭƛƴƎ ƭƛƪŜ ǘƘŜ ǇŀǊŜƴǘ ƛǎ ƴƻǘ ƛƴ ŀ ǇƭŀŎŜ ǿƘŜǊŜ ǘƘŜȅΩǊŜ 
either going to supervise or follow the safety planΣ ǘƘŜƴ ǿŜΩǊŜ ƎƻƛƴƎ ǘƻ ŜǊǊ ƻƴ ǘƘŜ ǎƛŘŜ ƻŦ 
ŎŀǳǘƛƻƴΣ ŀƴŘ ǿŜΩǊŜ ƎƻƛƴƎ ǘƻ ƘƻǎǇƛǘŀƭƛȊŜΦ  
 

 Based on lengthy discussions with CMHC staff, Advisory Committee input, and analysis of 

quantitative data, two factors were found to contribute to ŀƴ ŀƎŜƴŎȅΩǎ ŘƛǾŜǊǎƛƻƴ ǇƘilosophy 

and practice: 1) proximity to inpatient psychiatric facilities, and 2) degree of subscription to a 

medical model of mental health service provision. Access to a facility, coupled with a belief in 

the potential benefit of a hospital stay, seemed to suggest higher hospitalization rates. 

Conversely, geographic barriers militated against hospitalization because the disruption to the 

child and family was judged more deleterious than beneficial. Agencies located more than 2-3 

hours from a facility were more likely, out of necessity, to have developed comprehensive 

community-ōŀǎŜŘ ǎŜǊǾƛŎŜǎ ǘƻ ǎǘŀōƛƭƛȊŜ ŎƘƛƭŘǊŜƴ ƛƴ ǘƘŜƛǊ ŎƻƳƳǳƴƛǘƛŜǎΦ 9ǾŜƴ ǘƘŜ ƛǎǎǳŜ ƻŦ άǎŜŎǳǊŜ 

ǘǊŀƴǎǇƻǊǘέ ŦŀŎǘƻǊŜŘ ƛƴǘƻ ŘŜŎƛǎƛƻƴǎ ǘƻ ƘƻǎǇƛǘŀƭƛȊŜΦ {ƻƳŜ /.{ ŘƛǊŜŎǘƻǊǎ ǾƻƛŎŜŘ ǎƪŜǇǘƛŎƛǎƳ ŀōƻǳǘ 

the wisdom of putting a particularly vulnerable preschooler in a car with a total stranger to 

drive them to a far-away facility.  

But while it may have shaped agency philosophy and practice, proximity alone did not 

appear to determine diversion proneness. After considering population density, geography, and 

ǇŜƴŜǘǊŀǘƛƻƴ ǊŀǘŜǎΣ ƛǘ ŀǇǇŜŀǊŜŘ ǘƘŀǘ ǎƻƳŜ ŀƎŜƴŎƛŜǎΩ ŎƭƛƴƛŎŀƭ ŘƛǊŜŎǘƻǊǎ ŀƴŘ ǎǘŀŦŦ ǿŜǊŜ ƳƻǊŜ 

inclined to embrace hospitalization as an appropriate part of a continuum of care for some 

children with severe emotional disturbances. While all acknowledged problems with the 

current system of care in Kansas, these centers relied on the expertise of hospital child 

psychiatrists to adjust medications, to do controlled medication washes, and to provide critical 

consultation on assessment and diagnosis in treatment refractory cases. Moreover, CMHC staff 

in this category were more likely to reference a particular medical director or child psychiatrist 

with privileges at the hospital in question and their area of expertise or treatment philosophy. A 



 
Study of Inpatient Psychiatric Admissions Among Children and Youth/August 2010 
Chapter 5 ς Major Findings from Qualitative Analyses, Page 86 

ƳƻǊŜ άŎƭƛƴƛŎŀƭέ ǾǎΦ άŎƻƳƳǳƴƛǘȅέ ƻǊƛŜƴǘŀǘƛƻƴ ŎƻǳƭŘ ŀƭǎƻ ōŜ ǎŀƛŘ ǘƻ ǳƴŘŜǊƭƛŜ ǘƘŜ ŘƛǎǘƛƴŎǘƛƻƴ 

between agency cultures. 

Gaps in Continuum of Care. As mentioned, CBS directors and emergency services staffτin 

CMHCs with higher and lower hospitalization rates alikeτvoiced consensus on one thing: 

significant gaps in the current system of care. While all acknowledged the disruption caused by 

ƘƻǎǇƛǘŀƭƛȊŀǘƛƻƴΣ Ƴŀƴȅ ƴƻǘŜŘ ǘƘŀǘ ƳƻǊŜ ŀǇǇǊƻǇǊƛŀǘŜ ƭŜƴƎǘƘǎ ƻŦ ǎǘŀȅ ŎƻǳƭŘ ǇǊŜǾŜƴǘ άǊŜǾƻƭǾƛƴƎ 

ŘƻƻǊέ ŀŘƳƛssions, which are undeniably disruptive and potentially harmful for very young 

children. While no study respondents were sanguine about sending preschoolers to inpatient 

psychiatric treatment, respondents all agreed that an inpatient setting with an average length 

of stay from 10-14 days (rather than 3-5 days or 6 months in a PRTF) is crucial to remediate 

service gaps for young children in need of multiple specialists, comprehensive assessments, and 

adequate medication observation periods.   

Interview data suggest that two things are problematic in the current system of care: 1) 

potential underservice to children when inpatient treatment is too short to accomplish anything 

meaningful, and 2) the attendant consequence of subsequent repeated hospitalizations. 

Even the state hospital has become that 3-р Řŀȅ ƳƻŘŜƭΦ LǘΩǎ ǎƻ ƛƴǎǳǊŀƴŎŜ ŘǊƛǾŜƴΦ The 
ǎȅǎǘŜƳ ƛǎ ŘŜǎƛƎƴŜŘ ŦƻǊ ǎǳŎƘ ŀ ǎƘƻǊǘ ǎǘŀȅΦ L ǘƘƛƴƪ ǳǇǎŜǘǘƛƴƎ ŜǾŜǊȅƻƴŜΩǎ ƭƛŦŜ ŦƻǊ ǎǳŎƘ ŀ ǎƘƻǊǘ 
ǎǘŀȅ ƛǎ ǊŀǊŜƭȅ ǿƻǊǘƘ ƛǘΦ .ǳǘ ǎƻƳŜǘƛƳŜǎ ƴŜŎŜǎǎŀǊȅΧL ŘƻƴΩǘ ƪƴƻǿ ƛŦ ƛǘΩǎ ŦƻǊ ƳŜŘ stabilization 
as much as the kid is completely out of control at that point with harming themselves, 
harming other kids, being suicidal. Kids get hospitalized when there is a risk and no one 
can really guarantee their safety. 
 

¢ƘŜȅΩǊŜ ƴƻǘ ǘƘŜǊŜ ƭƻƴƎ ŜƴƻǳƎƘ ǘƻ ŦƛƴŘ ƻǳǘ ƛŦ ǘƘŜ ƳŜŘƛŎŀǘƛƻƴ ǘƘŜȅΩǊŜ ƻƴ ƛǎ ǘƘŜ ǊƛƎƘǘ ƻƴŜΦ 
¢ƘŜȅΩǊŜ ƴƻǘ ǘƘŜǊŜ ƭƻƴƎ ŜƴƻǳƎƘ ǘƻ ŀŎǘ ƭƛƪŜ ǘƘŜȅ ǘȅǇƛŎŀƭƭȅ ǿƻǳƭŘ ŀŎǘΣ ŀƴŘ L ǘƘƛƴƪ ƛǘΩǎ ǊŜŀƭ 
disruptive to their life. If they were able to go somewhere for 10 days or 2 weeks and 
have their family with them and know that they could do a thorough evaluation and 
ǊŜŀƭƭȅ ǎŜŜ ǿƘŀǘΩǎ ƘŀǇǇŜƴƛƴƎ ǿƛǘƘ ǘƘŜ ƳŜŘƛŎŀǘƛƻƴΦΦΦ .ǳǘ ǘƻ ǎŜƴŘ ǎƻƳŜƻƴŜ ǘƘǊŜŜ ƘƻǳǊǎ 
ŀǿŀȅ ŦƻǊ ǘƘǊŜŜ Řŀȅǎ ŀƴŘ ŎƻƳǇƭŜǘŜƭȅ ŘƛǎǊǳǇǘ ǘƘŀǘ ŦŀƳƛƭȅΧ¢Ƙƛǎ ƛǎ Ƨǳǎǘ Ƴȅ ƻǇƛƴƛƻƴΣ L Ƨǳǎǘ 
think we have to try and do anything we can except that. 

 

Moreover, more than half of all CMHC staff interviewed for this study spontaneously 

ƳŜƴǘƛƻƴŜŘ ǘƘŜ ƳƻŘŜƭ ǳǎŜŘ ōȅ tǊŀƛǊƛŜ ±ƛŜǿΩǎ ŀŎǳǘŜ ƘƻǎǇƛǘŀƭτthat is, parents admitted with 

childrenτas optimal for treating very young children who require hospitalization to stabilize 

moods and behavior. Several interviewees suggested that a more appropriate length of stay 
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would also reduce PRTF admissions, which have increased out of necessity in those parts of the 

state where no mid-range facility is accessible. For example, when asked about bed availability 

and range of services available for young children, one respondent said the following: 

LǘΩǎ ŀōȅǎƳŀƭΦ ²Ŝ ƘŀǾŜ ƴƻ ƎƻƻŘ ƳƛŘ-ǊŀƴƎŜΦ ²ŜΩǾŜ Ǝƻǘ п-р ŘŀȅǎΦ ²ŜΩǾŜ Ǝƻǘ ƳŀȅōŜ мл Řŀȅǎ 
somewhere elǎŜ ŀƴŘ ǘƘŜƴ tw¢CΦ !ƴŘ ǘƻ ōŜ ƘƻƴŜǎǘ ǿƛǘƘ ȅƻǳΣ ǘƘŜ ǿŀȅ ǘƘŀǘ ǿŜΩǾŜ 
ǊŜǎǘǊǳŎǘǳǊŜŘ ǘƘŜ tw¢Cǎ ǊƛƎƘǘ ƴƻǿΣ ǿŜΩǊŜ ƎŜǘǘƛƴƎ ƳƻǊŜ ƻŦ ǘƘŀǘ ƳƛŘ-range treatment that 
allows for there to be some serious follow-up to such serious things as med changes. 

 

When presented with ǘƘƛǎ ƛƴŦƻǊƳŀǘƛƻƴΣ ƳŜƳōŜǊǎ ƻŦ ǘƘŜ ǎǘǳŘȅΩǎ Advisory Group, in turn, 

discussed the serious access barrier to treating parents of youth hospitalized in PRTFs.  

Diversion Programming. Agencies explicitly work to stabilize very young children through a 

variety of mechanisms and types of programming. Following are some of the strategies 

discussed in interviews. 

¶ Wraparound/SED Waiver. SED waiver services emerged as the main diversion 

strategy used to keep young children out of the hospital. Thirty percent of the 

preschool children hospitalized in the 

year prior to this index admission 

were receiving SED Waiver services, 

including Targeted Case Management 

(TCM), Community Psychiatric 

Supportive Treatment (CPST), PST 

(Parent Support and Training), crisis 

family therapy, and attendant care. 

Agencies differed in the structuring of 

TCM and CPST. A few agencies used 

dedicated staff to fulfill these functions, but most allowed case managers to provide 

both types of service depending on the need. CBS directors reported that Parent 

Support and Training  was especially well-received among single mothers with 

behaviorally challenging children.  

I would say the Waiver is probably the most helpful. It allows us to really get in 
there and get quite a few support services around those families that need it. 

Interview data suggest that two 

things are problematic in the 

current system of care: 1) 

potential underservice to 

children when inpatient 

treatment is too short to 

accomplish anything meaningful; 

and 2) the attendant 

consequence of repeated 

hospitalizations. 

 
































































































































































































