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g Executive Summary

Intr oduction and Background ] and state governments have a long history

| KAt RNByQa YSyidlt KSi umaLéj\{ganaf)\Sf@a NENS2 Niva 2 F
significant and widespreatiOne in five health care. Currently, these deliberations
children (018) has a diagnosable mental occur in an environment of rising health
disorder, and approximately one in ten has care costs and government budget
a mental health problem severe enough to shortfalls. The paramount challenge is
disrupt daily functioning ehome, school, finding an appropriate balance between
and in the communityNew Freedom institutional and communitybased services
Commission on Mental Health, 2003 a2 UGKIFG OKAfRNByQa ySSRa
Children living in lovincome households limited government

are atincreased risk for - Qne in five children (@8) has = resaurces used

mental health problems 3 diagnosable mental disorde efficiently. Compounding
and rely heavily on and approximately one in ten these enduring and
Medicaid for their has a mental health problem = complex questions is a
mental health care severe enough disrupt daily | lack of uniform,

(Howell, 2003 functioning at home, school, = comprehensive data on
Al_though more than 504 in the community which administrators and
3 million children and policymakers can rely to
youth receive treatment in a specialty make effective policy decisions. These
mental health setting each yeg8AMSHA, issues provide the context of the present
2009, researchers have found that 50 to study.
80% of those in need of mental health In the fall of 2009, Kansas Department
services do not receive the(fataoka, of Social and Rehabilitation Services,

Zhang, & Wells, 2002Access issues are Division of Disability and Behavioral Health
also relevant to inpatient treatment. Services (SRS/DBHS) requested the present
Despite national recognition of the study. Two interrelated concerns were the
O2LIS FyR aA3IyATFAONYOS, 2ES (Ofsh vt RINGS YiQa aBSINIE 1 5 &

health needs, children and families face inpatient psychiatric admissions and 2) the
several persistent barriers. Communities hospitalization of preschoaiged children.

' This report will refer to children and adolescents as SRS_ asked University of Kansas, School of
OKAf RNBY® ¢KS GSNY aYSyil tSosad Weltare (KiInESWY) sesaarchers

used by the National Technical Assistance Center for prowde an mdepth anaIyS|s of factors
/| KAt RNByQa aSydalft I SFtdK o0bg¢ /I/ |I I YR K
Institute of Medicine (IOM), refers to the broad pOtem'al y related to pSyCh'at”C

spectrun of mental problems- from serious mental hospitalization amond/edicaidenrolled
illness to problematic behavierincluding mental, hi : . : :

. : : , ildren in Kansas, an identify str |
emotional and behavioral (MEB) disordéirsstitue childre a S_as _a d to identify strategies
of Medicine, 2009 to avert hospitalization.

Study of Inpatient Psychiatric Admissions Among ChildnehY outh/August 2010
Executive Summary, Page



During state fiscal year 2009,

Researchers formed an Advisory psychiatric = the period of the current stud)
CoAmr,nitteAe to provide g,uidapce anfj exE)ert careat ) children receivedhpatient
NEJOASg 2F UKS audzRé Qa Lafkdy RA ﬁ%@rﬁ’atr‘?c%ér@ at:
c'om.mlttee: 1) reviewed prt?llmlnary study State' q Larned State Hospital,
findings, 2) sggested additional analyses, Hospital,

3) provided interpretation of findings, and KVC Star, e C _Star’ -
4) offered expert opinions on inpatient 1l Inpat_lent pSyChlat”C
recommendations. psychiatric hospitals, -
Kansas Public Mental Health System hospitals, T and _Psyc_hlatrlc

YEYalaQ LidzmtAo YSyidland KSF ¢ Gk ResiEendigyd Treatment
generally consists of two major service Psychiatric Facilities (PRTFs).
components: outpatiehand inpatient Residential Treatment Facilities (PRTFs).
treatment. Outpatient treatment is Kansas public mental health system
provided by 26 local Community Mental utilizes ascreening process for all persons
Health Centers (CMHCs) and a network of who are Medicaietligible or potentially
other approved providers. Inpatient eligible and seeking inpatient psychiatric
treatment is provided by a number of services. The intent of the screening process
facilities across Kansas. During fiscal year is to ensure the most appropriate, least
2009 (FY9), the period of the current restrictive level of care for the child,
study,children receivednpatient considerirg available alternative community

The purpose of this study was to explore factorsogsated with child psychiatric inpatient admissions and
readmissions, and to identify potential strategies for averting admissions and readmissions. A mixed methods researc
design was used to combine quantitative and qualitative approaches.

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

2. What demographic, diagnostic, and service characteristics were associated with psyoipatientreadmissions
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 tarS g&l?

5. What potential strategies may be used to avert inpatient admission and/or readmission of children and adole:
especially among those aged 3 to 5 years old?

The study population for the quantitative analyses included all @ml® 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 you
Medicaid beneficiaries. The qualitative data analyses were conducted on a subg®&pyefr old children who were
admitted for inpatient psychiatric care in FY09 (n = 42).

Quantitative data were collected from several state administrative databases including Medicaid Management
LYF2NXIGA2y {@&a&adS Y npatierd Scfeéning détabasé. iDualit&ive dataers collected from inpat
screening documents, case records, and interviews of CMHC staff.

Study of Inpatient Psychiatric Admissions Among ChildnehY outh/August 2010
Executive Summary, Paije



3000
2500 1
2000
1500
1000 +~
500+

resourceSRS/DBHS, 200Kansas
Health Solutions, the manageaxhre
organizatiornfor Medicaid mental health
benefits, oversees and manages the
screening process which is implemente
by CMHCs located throughout Kansas.
Major Findings of Quantitative

Analyses
Among 178,558 children between

the ages of 3 and 17 years old912 were
admitted one or more times to inpatient
psychiatric care during FY09. Thus, the
statewide admission rate for Kansas
Medicaidenrolled children was 1.1% during
this oneyear period. Index admissicfris
FY09 were most commonly to private,
inpatient psychiatric hospitaJsvhich made
up more than half of all index admissioms (
=1,129, 59%). Nearly oitleird of the index
admissions were to a PRTF(548, 29%).

KVC Star and Larned comprised the smallest

proportions of the index admissions at 7%
and 5%, respectively (KVC Stes, 140;
Larned State Hospitah,= 95).

Inpatient | KVC Star PRTF Total

Psych
Hosp

State Hosp

‘ EFYO0S

1437 190 948 136 2711

‘ HFYOS

1516 307 965 131 2919

LYRSE FRYA&&aA2Y o1 &
admission to gsychiatric inpatient care during
FY09.

Hospital, 95, 5%

Larned State

KVC Star, 140,
7%

Recent Increases in Admissions
The current study was initiated because

recent state data indicated an increase in
psychiatric hospital admissions among
Kansas Medicaidnrolled childen.

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 morgubstantial
increases. By far, the largessein
admissions occurredt KVC Staiits
admissions increaseil.8%--from 190 in
2008 to 307 in 200Moreover,analyses of
age groups showed that the majority of
increases were attributable to childrenr1?2
years old.

The most comparabladmissionglata
available are from the National Surven
Drug Use and Health (NSDUH)e NSDUH
found that 2.5% of adolescents (1Z years
old) were served in an inpatient or
residential setting during 200(BAMSHA,
2009.2 In the present study of Kansas

RS T A YTk NBBUH lasked Kolth iRiees recivetl Epécialty

inpatient mental health services for problems with
behavior or emotions that were not caused by
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youth, 2.4% obdolescents (127 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%.He highest CMHC
admission rate was 4.75 times greater than
the lowest CMHC admission rate.
Access to Child Psychiatrists

hyte mm 2F Ylyal aaQ
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 11
Guidance to a low of 0
per 100,000. Fifteen of
the 26 CMHC
catchment areas do
not have licensed child
psychiatristsn their
catchment area. High per 100,000.
admission rates we 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
psychiatristaccess andvailability

Onl vy

Other Population Data & Trends
In generalpther population data

pointed to a trend of general population
growth and to arise in subpopulations of
children with significant mental health

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

counties have licensed child
psychiatrists. Statewide, the r
Is 8.3 child psychiatrists per
100,000 ranging from a high
of 28 per 100,000 to a low of

problems.The Kansas child population
grew slightly from 2006 to 2008t a rate of
approximately 1%Annie E. Casey
Foundation, 201pD The Medicaid child
population grew by abat 4.0% from 2008
to 2009(Kaiser Family Foundation, 2010
Also during this period (2008 to 2009), the
CMHC seige population increased 6.8%
for all children and youth and 8.7% for
children and youth with a serious emotional
disturbance (SED).

MARIRissiOh @2Kditd Bphtieft CaaS

Acute inpatient care included: 1)

community psychiatric hospitals, 2) Larned
State Hospal, and 3) KVC Star. The number
of youthsadmitted to acute inpatient

K a facilitieswas 1364,

includingl,129 youtts

admitted tocommunity

psychiatric hospitalsl40

to KVC Star, angb 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 inpant 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.

of
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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 otler 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, dtdren on the
SED Waiver were more likeglyan other
childrento be admitted to a PRTF.
Readmissions

Ofthe 1,912 children who were
admitted to inpatient psychiatric care in
FYQ9, 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 vith index admissiosito
inpatient psychiatric hospitalere most
frequently readmitted to inpatient
psychiatric hospitals (54.3%). In contrast,

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
providerin 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% campdo
40.8% in the overall acute care populati@md nearly
all of them were adolescents 12 and older (91.5%
compared to 67.0%). They were mainly living in
urban or semiirban areas (77.1% compared to
73.2%)and a relatively large proportion was itefos
care (30.5% compared to 24.1%). Nearly all of them
had a mood disorder (93.2% compared to 88ct%)
mental health dignosis hat f el | i nto th
category (83.1% compared to 77.6%). In addition, a
relatively large proportion had aaxxurring nental
health and substance abuse disorder (6.8% compared
to 2.8% in the overall acute care population)s&he
youthwere different from the overall population in
terms of presenting problemearly threejuarters of
these children psebfdatad a:
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%)dhad been prescribed
psychotropic medications in FY08 (36.4% compared
to 64.0%).

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 (5) were significantly
more likely to be readmitted from acute
inpatient care than cldren 68 years old.
Although there was no differenda
readmission rates between3 year olds
and 914 year olds3-5 year oldsvere at
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significantly higherisk forreadmission than In contrast to other findings, children

older teens (1517). from the KC Metro region were leskdly to
Children in the Wichita region were less readmit from a PRTF than children from the

likelythan children in the KC Metro region Northeast and Wichita regions.

to be readmitted from acute inpatient care. Of all diagnostic categoriesnly
Children in foster care experienced an disruptivedisorders were significaht

increased risk of assocated with

readmission from  Young children () were significantly readmission from

acute inpatient more likely to be readmitted from PRTFs. Children with

care. acute inpatient care. a disruptive disorder
Children were nearly twice as

without prior admissions in FY08 wedess likelyas their counterparts without

likely toreadmt, whilethose experiencing disruptive disorderso be readmitted from

shortperiod between FY08 and FYQ9 a PRTF.

admissionsvere morelikely to readmit. Major Findings of Qualitative Analyses

/| KAt RNBY K2 NBOSA JSR The Bosprtafizdtioryobuény yoiing
KSFfGK o0al 0 aSNWBAOSa¢ chidenNBs) was theNidcds ofithée A OS |

likelyto be readmitted from acute inpatient gualitative portion of this study. Fortiwo
careas compared tehildren who reeived children, 35 years old, were admitted for
no MH services. Also, readmission risk was  inpatient psychiatric care in FY09.
lower for children who received outpatient Young children who were hospitalized in
medical and therapy servicesompared to FY09 comprise a subsample of the larger
those who received no MH services. study population that is characterized
Polypharmacy in FYQfas associated foremost by the presence of serious
with a higher likelihood of readmission. emotional disturbance (SED). By fte
All diagneatic categoriedut disruptive most common admission reason for
disorderswere statistically significant inpatient admissions in this age group was
predictors of readmission from acute GRIFY3ISNI 12 20KSNBRPDE
inpatient care. The strongest relationships The most common diagnoses among
were found for mood disorders and young children who were hospitalized were
PDD/ASD, both of wHicsignificantly attention and disruptive behavior disorders,
increased risk of readmission. followed by mood disorderdvore than
Readmissions From PRTEs 80% of young children admitted in FY09
Key predictors of readmission from were taking medications and considered to

PRTFs included gender, geographic region,  have an SED.
and diagnoses.

Girls were more likely to be readmitted
from a PRTF than boys.
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Three main precipitants of hospitalization among young

children (35) were:

1 Service gaps, including no service receipt prior to

admission;

91 Chronic,unmanageable behavior;
1 Medication regimen changes, planned and unplan

This study foundhree main precipitants
of hospitalization among very young
children:

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

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

1 Medication regimen changes
(planned & unplanned) aridr
medication reactions

Two factorswvere found to contribute to

by 38y0eQa RAGSNEAZY

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 carserviceneeds

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

1 CMHCsnability to serve parents and

ready them for discharge when
children are in PRTFs

SED waiver services emedgas 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
sysems involved in the lives of young
people.

LIKAf 232LKe& | yR
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Conclusions

Major Concerns

)l

Increasing admission rates are consiste
with other population trends, though
dramatic increases for children 3 to 11
years old are cauder concern.

Readnmssion rates are generally high.
Multisysteminvolved children are at
highestrisk.

Regional differences in admissions and
readmissions are unexplained.

Some mental health needs and diagnos
are underreported and undertreated.

Parents are the singlerigest group of
stakeholders driving hospital admission

Medication is potentially a very large
driver of admissions.

9 Access to child psychiatrists is limited.

1 A group of youth with internalizing

problems is not getting help before
presenting in the ER.

Major Recommendations

1 Invest meaningfully iearlyidentification
andearlyintervention fortrauma,
complex neurobiological disorders,
mental health problems, and eo
occurring disorderamong children,
especially young children.

1 Engage families and youthtimeir own
treatment and panning

9 Increase access to evidenbased
practicesfor children

1 Enhance the mental health workforce
and organizational capacity.

1 Ensure the provision of a full continuum
of behavioral health care for children,
especially chilcen involved in multiple
systems.
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Q Chapter 1: Introduction

Problem Statement

| KAt RNBy Q& YSyidlt KSIfiK LINPGné iSHivechibraig a A Iy A T
18) hasa diagnosable mental disorder and approximately one inh&sa mental ealth
problem severe enough to disrupt daily functioning at home, school, and in the community
(New Freedom Commigsi on Mental Health, 20Q3Children living in lovincome 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 specradtytal
health setting each yedBAMSHA, 2009researchers have found that 50 to 80% of those in
need of mental health services do not receive th@€ataoka, et al., 2002Access issues are
also relevant to inpatient treatmenfApproximately™> 2 F (G KS ylF A2y Qa OKAfR
medical settings each ye8AMSHA, 2009However, with thentroduction of managed care
into Medicaid, the length of stay for inpatient treatment hadeaclinedin recent years and
emerged as a controversial issue. A handful of states have documented an increase in
readmission rates for children under Medicaid managed ¢@edlahan, Shepherd, Becke,
Larson, & Cavanaugh, 19%ickey, Normand, Norton, Rupp, & Azeni, 2d&dntanella,
Zuravin, & Burry, 200&aunders & Heflinger, 20D3 his trenchaselevated concerns that
shortera G 28a FFNB | 2a20AF0SR gA0GK NBIFIRYA&ZAA2Y A | YR
nationwide data and comprehensive slyiof inpatient admissions anceadmissions leaves
unanswerednanyquestions about inpatient treatment access and utilization.

5SALIAGS ylLOaA2ylrf NBO2AYyAlGAZ2Y 2F (GKS ao02LI |y
needs,children and families face several persistent barriers. Numertugses and reports

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

‘¢KAA NBLRNI sAff NBFTSNI G2 OKAfRNBY yR FR2fSadSyida | a
blFrdGA2ylFf ¢SOKYAOIt ! aaiaidl y WSACCKH) an8 e IFsRute of Medidn& (MY, Qa a S
refers to the broad spectrum of mental problemdrom serious mental iliness to problematic behawvieincluding

mental, emotional and behavioral (MEB) disordénstitue of Medicing 2009.
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An overall lack ofess to mental health services;

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

Children receiving treatmeni overly restrictive settings;

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

A mental health system whialoes not recognizeaimiliesas plli Y SNE Ay G KSANJ
care; and

1 An hadequate array ofuturally competentand linguistially appropriate mental health
servicegRhode llsand Kids Count, 2010

Communities and state governments have a long history of disclissSiNS F 2 NY & 2 F OKA
mental health care. Currently, theskeliberationsoccur in an environment of rising health care
costs and government budget shortfalldie paramount challenge is finding an appropriate
balance between institutional and community 3 SR aSNIBA OS& &2 GKI G OKAf
met and limited government resources used efficienihen systemsf carerely too heavily
on institutional treatment they may subject children and families to unnecessary separations
and iatrogenic traumaConversely, when communityased 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 dat on which administrators and policymakers can rely to make effective
policy decisions. These issues provide the context of the present study.

kkkk

In the fall of 2009Kansas Department of Social and Rehabilitation Services, Division of
Disability and Beavioral Health Services (SRS/DBE&)ested the present study. Kansas
Health SolutiongKHS)the managedcare organization for Medicaid mental health benefits
also shapedhis project. Twanterrelated concernsvere the impetus 1)anincreasen
chilR NBigip@ti@nt psychiatricadmissions and 2) the hospitadition of preschoehged
children. SRS askéddniversityof KansasSchoolof Social WelfarédKU SSW) researcheos
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provide indepth analysis ofactors potentially related t@sychiatrichospitdization among

Medicaid-enrolledchildren in Kansaand to identifystrategies to averhospitaliation.”
Researchers formed an Advisory Commitie@rovide guidance and expert review of the

d0dzRe Q& FAYRAY Jréavieved pkefindinar@uy Finblidigd 23sbogesad 0

additional analyses3) provided interpretation of study findings, and 4) offerexpertopinions

on recommendationdgor policy and practice changes. The Advisory Committee represented all

regions of the state and parts of the mahhealth systenand includedCMHCs, community

psychiatric hospitals, KVC Star, PRTFs, child welfare prot$SRS Child and Family

Services, and SRBHS A list of the committee mendrsappears inAppendix Bon pagel46.

Background on the Kansas Public Mental Health System

The Kansas public mental health systgenerallyconsiss of two major service
components: outpatient treatment and inpatient treatment. Outpatient treatment is provided
by 26local Community MentaHealth Centers (CMHCs) and a netwairbther approved
providers.CMHCs serve children that reside in their catchment area, as determined by county
residencgseemap of CMHCRegionsn Appendix Don pagel48), and provide a range of
outpatient treatments and servicefpatient treatment is provided bg numberof facilities
across KansaBuringstate fiscal year 2009, thieme periodof the currentstudy, inpatient
psychiatric carevas provided to children ahe Larned State bkpital KVC Stainpatient
psychiatric hospital&.k.a.,community psychiatric hospitalsand Psychiatric Residential
Treatment Facilities (PRTH#).complete list of inpatient treatment &lities is provided in
Appendix Fon pagel50.)°

YIyalaQ Lzt AO YSy (dcreenifgPtodedoKall gedsangivheraredzi A £ AT S &
Medicaideligible or potentially eligible and seeking itigait psychiatric service3he intent of
the screening process is to ensure test appropriate)east restrictivdevel of care for the
child, considering available alternative community resour(@RS/DBHS, 200KHS oversees

and manages the screening process which is implement&eMifCs located throughout

® Hospitalization refers to inpatient treatment that may have occurred at the state hospital, at private community
hospitals, or a psychiatric residential treatment facility (PRTF).

®During FY2010fcA f RNBY Q& A y LI (0 A S yhospitalSriad JadiSRS doritracfed Wty &/R  { G | G S
Behavioral Healthcare to provide inpatient treatment to childreiK&C Wheatland Psychiatric Hospital
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KansasScreens are administered by a guatifmental health professional (QMHP) at a CMHC.
Most children are screened for admission to inpatient treatment by @dHGhat serves the
OKAf RQa NBHowdres, Yisson@@rds/néodsdary for a child to be screened by a
CMHC outside of the dhiR Q& NI & ATReSe/sieen® & atr¢ried tdasa dcourtesy

screeng Finally KHSyathers data from thénpatient screengnto a centra) statewidedatabase.

Overview of Report
This reportis presented in six chapter€@hapter 2providesareview d the empirical
literature relevant to inpatient psychiatric admissions and readmissibiext, Chapter 3
RSaA4ONRAG6SE (GUKS addzRéQa YSUiK2Ra® ¢KS addzRéQa Yl
presented inChapters 4 and Srespectively. Finall{zhaper 6discusses the major findings in
NEBfFGA2Yy (2 (GKS SEA&GAY3T A G EodmitdeNid plowdes A y Lldzi
key recommendations for preventingnnecessary @missions and readmissions to inpatient

psychiatric care.
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Q Chapter 2: Literature Review

This chapter synthesizes information from a review of the literatureamthternet Search
of statebasedO K A f RNB y Q & acv\aigsThefchapte®umimarigskey findingsrom
empirical studies that examined two primary outcomesnérest: 1) admissions to inpatient
psychiatric cargand 2) readmissions from inpatient psychiatric caneaddition tothis review
of empirical studiesiesearchers compiledn annotated bibliography of more than 75 studies.

It is provided iPAppendix Kon pagel69.
Findings from Studies on Admission to Inpatient Psychiatric Care

Demographic Variables

Existing studieanalyzeddemographic variabkand their relationship to admission or
readmssion. Findings were mixed with regard to 8tatistical significancef demographic
variables including aggender, race/ethnicity, custody status, and geographic residence.

In generalagehad astatistically gynificantrelationship withadmissiorto psychiatric care
As age increased, the probability péychiatrichospitalizationincreasedHeflinger, Simpkins, &
Foster, 2002Mahajan et al., 200Muroff, Edelsohn, Joe, & Ford, 2Q@®ttick, 199%. Only
one study contradicted these resultisid foundthat younger adolescents were more likely to
be hospitalized than older adolescerftsillard, Slomowitz, & DiElens, 198§

Most gudiesindicatedgenderwasnot associated with admission to inpatient psychiatric
facilities(He, Lyons, & Heinemann, 2Q04illard, et al., 1988Vuroff, et al., 2008Pottick,
1995 ¢ two studies found gender wastatisticallysignificant but their findings weren
opposite directionsHeflinger, Simpkinsand Foster (200Xhowed that girls were less likely to
be admitted than boyswhile Mahajan et al. (2009) foungirls were more likely to be admitted
than boys

Similarly the literature revealedinconsisént results on the relationshipetween
race/ethnicityand psychiatricadmissiors. For exampleseveralstudies indicated that white
children weremore likelythan children of coloto be admitted to inpatient care(Chabra,
Chéavez, Harris, & Shah, 198fflinger, et al., 200Mahajan, etal., 2009. In contrast, Muroff
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et al. (2008 found that AfricarAmericanyouth were significantly more likelhan white or
Latino youthto be hospitalizedln addition,somestudiesfound no association between
admission andace/ethnicity(Hillard, et al., 1988Pottick, 1995.

| KAt Ru&iBdy Statusvas rarely included in the reviewed studié®wever, among
three studies that included it as a variable, tfeaind that custody status didot havea
significant relationshipvith admissionHe et al., 2004; Leon et al., 199@hile one found that
it did (Heflinger et al., 2002)

Thesinglestudy that testedyeographic regioms a predictor variable did not find it to be

significant (Hillard et al., 1988).

Diagnosis/Clinical Need Variables

Clinical factorsvere frequently studied and found to contribute 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/alcohadduse) and residual disorders (all other disorders).
Hillard et al. (1988) found that primary diagrsof affective disordeandschizophreniavere
correlatedwith hospitalization. Moreover, Mahajan et al. (2009) reporthd five most
common diagnose®f psychiatrierelated visits resulting in admission were depressive
disorder, attentiondeficit disorder, unspecified affective psychosis, major depressive disorder
and unspecified neurotic disorder. Additionally, Heflinger et al. (2002) found that mesddth
need was associated with admissidinat isthe probability of hospitalization increased with
the number of mental health problems, number of handicapping conditions, and number of
psychiatric diagnoses

Most research that tookisk factosinto consideration found that these variables predidt
admissionHe, et al., 2004Hillard, et al., 1988_eon, UzieMiller, Lyons, & Tracy, 199Byons,
Kisiel, Dulcan, Cohen, & Chesler, 19@iroff, et al., 2008 Snowden, Leon, Bryant, & Lyons,
2007). For exampleMuroff et al. (2008) showetbwer scores on th&lobal Assessment of
Functioning GAF) predied admission A number of studies indicated that suicidekrislanger
to others, and impulsivity were important predictors of psychiatric admisg@it®) et al., 2004

Hillard,et al., 1988Lyons, et al., 199 6nowden, et al., 20Q7Finally, twostudies also found
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that runaway tendency was significantly related to psytféaadmissior(Lyons, et al., 1997
Snowden, et al., 2007

Mixed findings were identified faabuse historyand its relationship to pshiatric
hospitalization. Lyonand colleague§1997) examined the relationship betweestbuse history
and psychiatritospitalization andlid not finda statisticallysignificantrelationship However
Hillardand colleague§1988) found that history ofphysical abuse was statistically significant

predictor ofpsychiatric hospitalizatian

Service Related Variables

Regardingservices prior to hospitalizatioidillard et al. (1988) found tharevious
outpatient treatment correlated with hospitalizatioRottickand colleagueg1995)results also
indicatedthat children and adolescents with a prior hospitalization or other previous mental
health services were more likely to be hospitalized. Heflinger €2@02) provided similar
results: previous usef psychiatric hospitalization and residential treatment facilities increased
the likelihood of subsequent hospitalization. Yetstlast studyalso found that the more
restrictive the level of placement immediately prior to the placement, the less likely
hospitalization occued.

The literature did not indicata clearrelationshipbetweeninsurance coveragand
psychiatric hospitalizatiarMuroff et al. (2008) found that not having insurance preslict
admission whileMahajan et al. (2009) found that hag public insurance predicts admission.
In contrast, Pottick et al. (1995) found that public or private insuraas@pposed to no
insurance predicted admission. Indeed, the strongest influencendrether children received
inpatient or outpatient psyclatric servicesvas insurance coverage, especially private insurance
coverageOnly one study indicated thatsurance statusvas not statisticallgignificant(Hillard
et al., 1988)

Parent/Family Variables
Although very little research has explored tteationship between family functioning and
admission, existing research indicdtdat parenting(as operationalizedyasnot related to

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

Demographic Variables

Nearly allstudies thatexaminedageas a predictor of readmission topatient psychiatric
carefound it wasnot statisticallysignifiant (Blader, 2004Fontanella, Bridge, & Campo, 2009
Gearing et al., 20Q%ersi & Sisson, 20p&However, sometudies revealed significant
differencesin age between readmitted and neneadmitted children Bobier & WarwicKk2005
found that readmitted adolescentsere younger at first psychiatric admission than single
admission adolescent€onverselyRomansky, Lyons, Lehner, and W2603) found that
readmitted children tended to be older than those who were not readmitted. Of particular
interest, Fontanell§2009 F 2 dzy R G KIF G aFd p RF&@& FFGSNJ RAaOKI
increased the risk of readmission by 13%; however, this effect decreasesmegarp until
about 17 days posRA a OKI NBES | &4 6KAOK LRAyd +3S KlFha | yS

Studies that examinedendef @ssociation witlreadmission often found that was not
significant(Blader, 2004Bobier & Warwick, 20Q8Chung, Edgagmith, Palmer, Bartholomew,
& Delambo, 2008Fontanella, et al., 200Romansky, et al., 2003A fewstudiesindicated that
girls were more likely to be rehospitalizéiebntanella, 2008~ontanella, Pottick, Warner, &
Campo, 2010Gearing, et al., 2(%). None of the reviewedstudies foundsignificantly higher
readmission rates for boys

Few studiesexaminedraceas a predictoof rehospitalization. Those that included
race/ethnicityfound thatit was not statistically significaiiBlader, 2004; Foanella, 2008;
Fontanella et al., 2009).

In a studyof childrenin foster care Persi and Sisson (2008) found tlehildren infoster
care weresignificantly more likely to be readmitted within 2 years following first admission
than children not in fostecare.Studies also investigated tl@ssociation betweetiving
arrangementsand rehospitalization Chung et al. (2008) found that living in a residential
treatment facility was one of three factors significantly related to readmissions. Similarly,
Romansk et al. (2003gemonstrated thatchildren who lived in congregate care (e.g.,
residential treatment center, a group home, a youth emergency shelter, or institutional

correction facility) before thie index hospitalization had higheates of readmissionhian 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 episefRark, Mandell, & Lyons, 2009
Sudiesrarelypaid attention to geographic regioms it relatedo readmission of children

and adolescents, and findinggere inconsistentFor examm, 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 ar@asassociated witiewer recurrent psychiatric crisis

episodes.

Diagnosis/Clinic al NeedVariables

Sudies that examinedliagnosisand its relationship witlreadmission to inpatient
psychiatriccaredemonstratedmixed results Some studies founthat diagnosis was not
significantly related to readmission (Blader, 2004; Bobier & Wan&i@85; Gearing et al., 2009;
Romansky et al., 200For exampleRomansky et al. (2003) found no statistically significant
relationship between readmission status atie followingDSMIV diagnostic categories
schizophrenia, depression, bipolar disordposttraumatic stress disorder, attentiedeficit
hyperactivity disorder, oppositional defiant disorder, conduct disorder, and dual diagnosis
However,this studyfound that children withlearning disabilitie®r developmental delagwere
more likely to e readmitted On the contrary,Chung et al(2008 determinedthat diagnosis of
oppositional/defiant or conduct disordevas significantly associated with readmissionkile
Fontanella et al. (20090dicatedthat primary diagnosis of psychosis, including affective
disorders with psghosis and psychotic disorder not otherwise specifieele significantly
associated with readmission.

At least twoimportant studiessuggesthat severity of symptomsgredicts readmissionin
one study sverity of neuropsychiatric, emotional, and behaaldisorderswere all
significantly associated with readmission (Fontanella, 2008). AdditioBédiger (2004) found
that severesymptoms ofconduct problens were related to arnincreasedisk ofreadmission
amongchildren discharged from acute psychiatrare.

Almost all studies that examinelicidalityfound thatit predicted readmissiorto

psychiatric facilitiegFontanella 2008; Fontanella et al., 20p%ontanella (2008) found that
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higher risk of readmission was associated with recent suicida\nehsoon after discharge
but this effect diminished over time. Bn2009 studyf-ontanellaand colleagues found that
multiple prior suicide attempts were significantly associated with early readmission.

Regardingomorbidityof mental health, substancabuse, and mentatketardation, studies
found that substance abuse was inversely related to rehospitalizéiontanella, 2008)That
is,youths with severe substance abuse problems were less likely to be readmitted than those
with mild substance abuse pblems.Mental retardation waslsorelated to higher risk of
readmission. In contrasin their 2009 studyf-ontanellaand colleaguefound no predictive
association betweewgomorbid disorder, including substance abuse and disruptive behavior,
andreshosyitalizion.

Of the few studies that have examined the relationship betwabuse historyand
readmission to inpatient psychiatrgare most foundit wassignificantly related to readmission
(Bobier et al., 2005; Fontanella, 2008; Fontanella et al., 2@adier et al. (2005) found that a
history of childhood sexual abuse, in particular, was significantly associated with
rehospitalization. Comparedithh singleadmission adolescents, readmitted adolescentse

more likely to have a history of childhood se@kabuse.

Service Related Variables

Generally, sudies that examinegbrior hospitalizatioras a predictor ofeadmission found
no significant associations (Blader, 2004; Fontanella, 2008; Fontanella et al., 2009). Of the
reviewed studies, only Chung dt €2008) found that a prior history of psychiatric
rehospitalization was significantly associated wehdmission

Several studies examingubst-discharge services relationto rehospitalizationFontanella
(2008) demonstrated that type of aftercareaw a strong predictoin particular lower levels of
carer includingday treatment, therapeutic foster ¢a, and therapeutic group homes
increasedisk of readmissionSimilar findings were observdxy Fontanella et al. (2009)ype of
aftercare wasassoacated with readmission.

Intermediate residential care such as group homes increased rigladfmissioncompared

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

With regard toposthospital service®ne study indicated thateadmitted children received
significantlyfewer service hourgRomansky et al., 2003).

Lengthof-stayduring index adnsision wagyenerallynot associated with readmission
(Blader, 2004; Fontanella et al., 2006; Fontanella et al., 2009; Gearing et al., 2009; Romansky et
al., 2003). However, Figueroa et @004) found that shorter lengtkof-stay prediced
readmissionwhereasFontanella (2008) found that longer lengifistaypredicted
readmission.

Only one study examingolyer sourceas a preditor of rehospitalizationit did not find this
variable to be significaht associatedBlader, 2004).

Severaktudiesdemonstratedthat medication noncomplianceras associated with
readmission (Bobier & Warwick, 2005; Fontanella, 2008; Gearing e0@8).h brief, these
studies found that medication noncompliance was a strong predictor of readmission.

The association betweemedication changeandpolypharmacyon early eadmission was
also examinedFontanella et al. (2009) fiaed polypharmacyas te prescriptionof 3 or more
medications from different drug classeMter controlling for @mographic and clinical factqrs
polypharmacy at discharge was a significant predictor of readmis$\ith regard to
medication change, youths who had at lease@ntidepressant added to their medication
were less likely to be readmitted than those who did notéawtidepressants added
(Fontanella, et al., 2009Additionally, Fontanella et al. (2010) found that adding medicatitms
an existing regimen upon adssion, as opposed to starting medications for the first time upon

admissionjncreasedisk of readmission.

Parent/Family Variables

Studiesoften found significant relationships betwegarenting factorand
rehospitalization. Blader (2004) found thatreh discipline and disengaged parexftild
relations were significantly associated with readmisslarcontrast, Fite et a{2009 found
that permissive parenting style was associated with an increasedfrisiadmissionFontanella

(2008) found that children from moderate to high risk families were more like to be
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rehospitalizedLakin, Brambilaand Sigda(2004) concluded that a higher level of parental
involvement was significantly associated with a lowate of childSy Qa NS IORMé a a A 2y
other hand,Bobier and Warwick (200%)und that parentchild physical overbal confliciwas

not significantly associated with readmission

Limitations & Gaps in the Literature

Empirical studies oadmission and readmissidravemade notable gides inexpanding
knowledge abouthe inpatient psychiatric care of children and adolesceMsmerous factors
have been identifieés potential predictors of admission and readmission. Nonetheless,
findings aredifficult to compare acrosstudies,limiting definitive conclusionaboutthose
factors thatpredict psychiatri@admission and readmissiomhefollowing gapsre noted as
limitations of this literature.

Incomparability ofSamples and/orUse of Special ubgroups Samples varied anmg
studies. 8mestudies included a mix of publicly insured and privately insured youths. Few
samples were exclusively comprised of the Medicaid child populdoneover, ®me studies
used truncated samplesuch as only children presenting to emergenepartments. Similarly,
some samples were limited by particular characteristiegsh asuicidality orage.While this
researchyieldedknowledge on these specific subgroups of children, it ktsibed
generalizability to the wider Medicaid population dfillren and adolescents.

Inconsistencyin Variable Definition, Measurementand Interpretation. Few variables
were consistently included, defined, or measured across studies and thus findings offered few
consistentinterpretations. For examplethe operational definition of readmission val by
includingg NBI RYAGGSR (2 ieddSitted torRrBa IKRGAILIAG | X wahd (S & Y ¢
no explicitdefinition. Moreover, pedictor variables were often measured in their presence or
absence (dichotomolug) limiting their ability to captureobustvariation within categories,
such as levels of severity or chronicity.

Variability in FollowUp Period Followup periods varied across studies. In the reviewed
studies, readmission was observed for 30 days, 3 ngrittyear, or 2 years. Althoughveral
studies suggested thahe highest risk perioadvaswithin the first 90 days after discharge,

additional studies are needed to confirm this finding.
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A Limited Rangef Predictor VariablesCountless variables acrosailtiple systems can
influence psychiatric admission and readmission among children and adolescents yet studies
have focused on a limited range of variables. A widerrande comprehensive range of
predictor variables needs to be examined in multivariatedels, including child/adolescent
demographic characteristics, clinical characteristics, family characteristics, resources, hospital
characteristics, service characteristics, payment sourneghealth care system characteristics
Additionally, involvemst in various systems including child welfare, juvenile justice, and

educationshouldbe exploredfurther.

Internet Search of State Initiatives

ly AYUSNYySiéG aSINOK gl a O2yRdzOGSR (2 LINRPGARS
initiatives for prevening or diverting children from inpatient psychiatric care. This search
revealed a great deal of useful information on a wide array of initiatives directed toward
AYLINRGAY3A OKAfRNBYQa YSyidalrf KSFIfGK aSugproOoSao
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 Ksummarizes the inforation found on policy and program initiatives across the
nation. This summary includeformationon evidence basedrpctices, special reports by
state agenciesstate initiatives, and program overviewsnternet addresses are provided for
further explomtion. Additionally,Appendix Listsstate mental health agencietheir Internet

address, and a brief summary ather significant children ental health initiatives.
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g Chapter 3: Methods

Study Purposeand Research Quesions
The purpose of this study was éxplore factors associated with child psychiatnigatient
admissionsandreadmissionsandto identify potential strategiegor averting admissionsand
readmissions A mixed methods research design was usedombne quantitative and
gualitative approachesMore specifically, quantitativenethodswere used toanswer research
guestions about the experiences thie entire census dfledicaid youtheligible for
hospitalization while qualitative methods were used to swer caseoriented research
guestions aboupsychiatric admissions and readmissiama subpopulation ofoungchildren
The research questions were:
Quantitative questions
1. What demographicdiagnosti¢ and service characteristiegere associated with
psychiatric inpatientadmissiongor children and youtt8 to 17 years old?
2. What demographicgdiagnosti¢ and service characteristiegere associated with
psychiatric inpatienteadmissionsor children and youtt8 to 17years old?
Quialitative questions:
3. Whatwere the key precipitats of psychiatric inpatienadmissiongor children 3 to
5 years old?
4. What were the key precipitas of psychiatric inpatienteadmissiongor children 3
to 5 years old?
5. What potential strategies may be used to avert inpatient acois and/or

readmission of children and adolescents, especihlige aged 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 ding state fiscal yea2009(FY09July 1, 2008 througbune
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20, 2009)No other sampling criteria were used his resulted in a study sample of 17855

children and youth.

Data Collection and Preparation

Data sources foguantitative analysesicludedseveral state administrative databas#sat
were provided to KU researchers in electronic format from SRS and SRS subcontractors
responsible for administering databas@&ata sources andhe correspondingime periodseach
covered are listed ifablel.

Table 1. Quantitative Data Sources

Medicaid Management Information System (MMEyibility Fileg July 1, 2007 to June 30, 2009
¢tKA& RFEGF FTAES AyOf dzZRSR A yist @&, FYO8ata extract received
of birth, county of residence, gender, and race. January 30, 2009
FYO%ata extract received
January 112010
Inpatient Screening (IPS) Dbssec This data file included July 1, 2008 to January 31, 201
information on al screens for psychiatric inpatient admissions durir Data extract received February
FYO8FY09 and the first 7 months of FY10. It included information « 25, 2010
GKS OKAftRQ&a 38 3ISYRSNE NBaLJ
and secondary diagnosés the admission, presenting problem,
inpatient facility, referral acuity, and referral source.
Medicaid Management Information System (MMIS) Pharmacy Cla July 1, 2007 to June 30, ZD0
¢ This data file included paid (not written or filled) phamgalaims  FY2008 dta extract received
for all children (0 to 17 years old) durifrty08ndFY09 The file January 30, 2009
contains information on drugs prescribed, type of drug, billed FY200%ata extract received
amount, paid amount, prescribed date, fill date, and number of da January 11, 2010
supply.
Medicaid Management Information System (MMIS) Professional July 1, 2007 to June 30, ZD0

Claimsc This data file included information on paid outpatient FY2008 dta extract received
services. It includes information on procedupesformed, amount  January 30, 2009
billed, amount paid, diagnoses, dates of service, and provider FY200%ata extract received

information. It was used to identify diagnoses and mental health  January 11, 2010

services. All diagnoses are based on the International Classificatic

Diseases (ICD) 9 and all procedwresbased on the Current

Procedural Technology (CPT) codebook.

SED and SED Waiver EligibgiKHS provided a data file that listed July 1, 2007 to June 30, 2008
children that had been determined to be SED and/or on the SED Data extract received February
Waiver during=YO8FY09and the first half of FY2010. 19, 2010

FACT§C! / ¢{ A& GKS adFrdSQa OKACf F July1, 2007 to June 30, 2008
SRS, Children and Family Services. The=&@y $iformation used  Data extract receiveMarch 9,
for this studywasdates related to foster care entry and exit. 2010
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A Medicaiceligibility file was used to create a datagkat included all child Medicaid
beneficiaries between the ages ®and 17 years old who were eligible for Medicaid during
FY09The age range was limited to children 3 years or older because there were no children
under the age of admitted for inpatien psychiatric care duringY09 The result was a sample

of 178,58 children and youth Medicaid beneficiaries.

Variables

DependentVariables. Two dependent variables were measured: 1) admission and 2)
readmission. Admission to psychiatric inpatientcare & A Y RAOF GSR o0& (KS
admission iFY09 Since children could have multiple hospital stays during the study period,
their first admission ifFY09vasdesignatedhe index admissionr index date Index admission
does not represent O KfifstfeWedmission to inpatient psychiatric care because children
could have been admitted in prior years. It refers to the earliest admission d&bé08 In

addition, for children who were screened but not i ) ;
Since children could have multiple

hospital stays during the study peri

screening date ifr Y09 the first admission iRY09was

Admissionto psychiatric inpatient care included designatethe index admission or
index date. Index admission does r
repr esentfirstevec hi | d
admission ever to inpatient
PRTFs. (A complete list of facilities is preseimed — psychiatric care because children
Appendix Fon pagel50.) Readmission was defined could have been admitted in prior
years. Index admission refers to thi
earliest admission datekiy0Q

admitted, the indexdate was theirearliest

one of four facility types: community psychiatric

hospitals, KVC Star, Larned State Hospitaid

asone or more admissions after tif€Y09ndex
admissiorthrough January 31, 2010.
Researchers initially aggregated data on the dependent variables and analyzedstem
outcomes: admission and readmission. The sfuégvisory Cmmittee suggested the analyses
allow comparisons between acute stays and lontgem stays(i.e., PRTF admissions) because
thesefacilities providel distinct treatmentapproaches that malave unique predictors and

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

" Larned was the only state hospital serving children during FY09. In FY2010, the state contracted viteseteer
KVC Wheatland.
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for emergent conditions that require a hospital setting, stabilization, and steonh treatment
(about 714 days). KVC Star and thatsthospital were seen similarly but can allow slightly
longer stays (about 80 days). PRTFs, on the other hand, were different because they allow
longerterm treatment ©0-180 days)Sample size requirements for multivariate statistics
prevented the anlyses from delineating all four types of facilities; instead, two types of
FIOAfAGASA 6SNB RSTAYSR YR Iylfel SR ¢KS FAN
included admissions to and readmissions from community psychiatric hospitals, KVC &tar, an
Larned State Hospital. The second type was admissions to and readmissions fronTR&RTFs.
guantitative analyses, then, were structured to examine the predictors of acute inpaieat

and PRTF on the two outcomesdmissiorand readmissiom resultingin four sets of analyses:
Predictors of admissions to acute inpatierare.

Predictors of admissions to PRTFs.

W nNoe

Predictors of readmissions from acute inpatient care.
4. Predictors of readmissions from PRTFs.

PredictorVariables.Multiple variables were usedtidentify the key predictors of
psychiatric admissions and readmissions. In general, they incldjilddmographic
characteristics?) diagnostic characteristics, al®j service characteristics. A complete list of
variables, theidefinitions and data sorcesis available ilA\ppendix Hon pagel53 The
following notes provide an explanation efriable definitionghat are especially important for
dzy RSNRGIFYRAY3 YR AYUSSNIINBGIGAY3a GKS aiddzReQa TFA

A Agec The study population was limited to childrefigible forMedicaid duringFY09
who were between the ages of 3 and 17. Since no chilgoemger thar3 were
admitted to the hospitalchildren G2 were not included in these analyses. Age was
calculded 1) at the time of theindex admissioffor children who were admitted for
psychiatric inpatient care ang) as of July 1, 2008 for children who were not
admitted.

A Countyc All county-relatedvariablesreflecti KS OKAf RQa NBalLl2yaAof S
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.

A SED; SED stands farerious emotional disturbanc€his vaiable representshree
levels ofservices provided to children based on th8EDstatus In Kansas Medicaid,
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a child may be assem$and determined to have an SED by one of 26 Community
Mental Health Centers (CMHCSs) across the state. (A map of the CMptGeidedn
Appendix Don pagel48) Medicaid services, then, are provided at different levels
0FaSR 2y || OKATRREG{OSOEUI 28A»SHNREOSA

provides thebroadest 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 providirenhanced services to children who qualify for
the SED WaivekEligibility is based on both income and clinical neElie next level 0SED
servicessOl f £ SR a{ 95 ¢ Ghildfen who afe déteBridBdi tHe SEDE
but who are not served by the SBMaivern are provided a range d¢ommunity

Based Services (CBSyldgcalCMHC. (A complete list of the services and their
corresponding procedure codes is providadppendix dn pagel63) Finaly, the

third categoryof the SEDvariableA & NB FSNNBR (2 Fa abz2i
either 1)been assessed and determined by a CMHQ®mbave an SED, @) not

been assessed aribus not identified ashavingar{ 95 ® / KAf RNBYy Q&
change over time; therefore a specific method must be used for identifying each
OKAfRQa {95 adGliddzad® C2NJ OKAf RNBY gK2
inpatient care, SED status was determined at the time of the first screening date in
FYQ9 For chidiren who were never screened or admitted to psychiatric care,

maximum SED status f&i¥0&hrough SYF200%as usedt KS Y I EA YdzY 6|

2 AGSNE¢ F2tt26SR o0& a{95 6AGK /[ .{X¢§

Foster care status! OKAf RQ& F2 &0 SNJ Ohemdex adiissiordza
date. For children who were screened for admission to psychiatric inpatient care,
foster care status was determined at the time of the first screening dakeyivg(i.e.,
index date). For children who were never screened or admittedsiapiatric
inpatient care,foster care status was determined by whether they were in foster
care any time irFY09

Diagnoseg, Data were collected for diagnosesade byl) outpatientservice
providersin FY0® as identified in the MMIS and eCura/PAHP datssaand 2)
screenings related to admission to psychiatric inpatient care in the Inpatient
Screening Database (IPB)r outpatient diagnoses, the diagnosis had to appear two
or more times to be included. All diagnoses available in the IPS were inclixled. S
categories of diagnoses were established using the DSM codes provided in paid
MMIS and eCur@AHPclaims. The six categories were: mood disorders, disruptive
disorders, anxiety disorders, pervasive developmental disorders/autism spectrum
disorders (PDDXSD), psychotic disorders, and other mental health disordexs (
those not in the prior five categories). A complete list of the categorization and the
corresponding diagnoses is providedAppendix bn pagel5e6.

Type of mental health (MH) serviceBata were gathered from MMIS and
eCura/PAHP claims to determine the type of mental health services children
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receivedl) during the prior year, and 2) during the prior 30 ddysr children who

were screened for admission to psychiatric inpatient care, the service data was
determined in reference to the date of thearliestinpatient screening ifrY09i.e.,

index date). For children who were never screened or admitted to psychiatric
inpatient care service datavere determined in reference to a designat@wtiex

date. Thisindexdates & G KS OKAfRQa flFad RIGS 2F &SN
FYO09Qin MMIS or eCura paid claimdj.the service was paired with a MH diagnosis,

it was included in thse data. Service categories were established based on mental
health procedure codes and conventional Medicaid reimbursement categories.

They included: 1) no MH servicesp®)er services (not part of the following

categories); 3) outpatient medical s&®gs (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 whofepdafor the SED Waiver.
Servicedatawereidentified 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 becaushe Waiveroffers all SED Waiver eahced services plus all

of those above. Similarly, CBS comprised the full range of CBS services plus all of
those above itbut it did not include SED Waiver services. As an example, if a child
received medication management and a GB&ice the variablewas 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 correspogdi

categories is provideoh Appendix dn pagel63.

A Psychotropic medications and polypharmadyourvariables were used timentify
serviceutilizationrelated to pharmacological treatment. Thedata were collected
from the 2009 Focused Study on Prescribing Patterns of Psychotropic Drugs Among
Child Medicaid Beneficiari¢skin, Bryson, & Moore, 2008ndFY09Medicaid
pharmacy claimsThe first two variable¢ psychotropic drugs in FY08 and
psychotropic drugs ifFY0O; were coded as dichotomous variables indicating
whether the child had one or are 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 longeDrug classes inclutl: 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 usimdicrosoft Access, Microsoft Excel, and PASW version 17.0 for
Windows (SPSS, Inc., Chicago, IL). Statistical methods included univariate, bivariate, and

multivariate analysedMore specifically, the analyses of admissions used logistic regression and
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the analyses of readmissions us€wx regressiofa.k.a., survival analysis amdent history
analysis)Since the study included a long list of potential predictor variables, selection for the
multivariate models was based upon theoretiramework, practicatonsiderationsand
bivariate resultsFrom a theoretical perspectiyeve wanted to test predictors from all three
categories of variable@.e.,demographic, diagnostic, and service characteristi@sine
variables were also included because of strongrast in their relationship to admissions and
readmissions (e.g., geographic regioviariable selection also took into account tbiect size
of the bivariate relationship with preference foariables witharger effect sizes. Finally,
practical considrationsinfluenced the selection ofariablesthat would provide unique
informationin a multivariate modelTable2 displays thevariables selected the multivariate
analyses.

Table 2. Overview of Variables Used for Multivariate Analyses

Demographic Gender Female/Male
characteristics  Age 3-5; 68;9-11; 1214; 1517
Race White, Black, Other

Geographic/SRS region KC Metro, Northeast, South Central, Southeast, West, Wich

Population density Frontier, Rural, Denseblettled rural, Semurban, Urban
Foster care status Not in foster care/In foster care
Disability/SSI Eligible for Medicaid via SSI/Disability: Yes/No
Adoption support Eligible forMedicaid via Adoption support: Yes/No
Diagnostic Mood disorder Yes/No, in any OP or inpatient diagnosi&¥09
characteristics  Disruptive disorder Yes/No, in any OP or inpatient diagnosi&¥09
Anxiety disorder Yes/No, in any OP or inpatient diagnosi&¥09
PDD/ASD Yes/No, in any OP or inpatient diagnosi&¥09
Psychotic disorder Yes/No, in any OP or inpatient diagnosi&¥09
Other MH disorder Yes/No, in any OP or inpatient diagnosi&¥09
Service Prior admission ifrY08 Yes/No
characteristics  TypeMH service prior 30
days to index date None, Other, OP Medical, OP Therapy,QCBBD Waiver

Polypharmacy in FY08 b2ySs t&aéd0OK wE odzi y28 LI2feé
psychotropc drug classes for 60+ daysHv08)

Tests of statistical significy 0S g SNB 02y RdzOGSR |4 LI XX &dnp  S¢

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

® PDD/ASD = Pervasive Developmental Disorder/Autism Spectrum Disorder
°CBS = Communiased Services
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AAAYATFAOLYG FG LI X dnpd b2 FaldSNRA] 2N ab{ ¢ A
significan. 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 nesdijo between variables.

For interpreting proportions (chi lj dzl NS0 X ¢S dzaSR / NI YSNRa =+ | &
interpreting means (ANOVA), we used-stpuared as the effect size measure. Finally, for

interpreting the results of the multivariate diatics 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 listepinel

(Cohen, 1988Rosenthal, 1996

Figure 1. Convertions for Interpreting Effect Sizes

*  Weak/Negligible <.10 <.01 <15 (>.67)
**  Small .10-.29 .01-.08 1.5¢2.4 (.67-.41)
***  Moderate .30- .49 .09-.24 2.5¢ 3.9 (.40-.26)
ko Large X X D 4.0¢9.9 (.24- .11)
Rk Very Large X o M

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 inpatigygychiatriccare during state fiscal year (FY)
2009 (July 1, 218 through June 20, 2009).

Data Collection and Preparation

Data were collected on a2 young children (& years old) whavere admitted for
psychiatric inpatient care durinigY09 Data sources for the qualitative analyses includgd
mental health saening documentsnE43), 2)case record¢gn=36), andnterviews of CMHC
staff (n=30). Mental health screening forms were collected from responsible CdaiHEfrom
CMHCs thatonducted courtesy screens. When the child had multiple hospitalizations,
researclers requested and reviewetbrresponding 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 urdéddbe
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, mectotds, progress notes,
diagnosic assessments, and other functional evaluati¢ag., Child Behavior Checklist (CBCL)
and Preschool Child and Adolescent Functioning Assessment SCAEMS)Early in case
record reviews, it became clear that researchers would benefit from the assistof a
knowledgeable staff member, particulaflyr cases contained iBlectronic 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 tigtothe case. Caseviews
focused on those circumstances that immediately precipitated hospitalization or
rehospitalization including discernable contributors to behavior escalation, notable service
gaps, and medication changes/issues. Average case ireadmMas 12 hours per case. The
collaborative way in which case reads were conducted adds a dimension of interrater reliability
to the qualitative portion of the studyThat is,Community Mental Health Genter staff
participated in a transparent researciqeedure 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 casesnE7)were read twice, on separate occas#pip ensure an accurate
understanding of the precipitants of hospitalization. These cases were read early in the
gualitative data collection process, before discernable patterns in case reads began to emerge.
With staf input and assistanceesearchers reead cases to check for the presence of these
patterns (e.g. medication changes immediately prior to hospitalization)

While onsite, researchers conducted sestiuctured nterviewswith CMHC staff, including
executve directors (=2),directors of CommunityBased Services (CE$)14) emergency
services/screener§=8), clinical directorgn=3), and quality improvement staffi€2). Three
interviews were conducted by phone. Researchers utilizeenaistructured inerview schedule
(seeAppendix Gon pagel5l) to gather information on the following topics: training of

screenersscreening practicesliversion philosophyearly intervention serviceadequacy
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crisis servicesharacteristics of children requiring inpatient hospitalizatiand suggestions for
agency, systems, and policy change. Interviews generally last&iHours and were

sometimes intertwined with case reads to minimize staff time afvagn 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 screenilaga 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 desdiie 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 usiagrioricodes (see areas listed previously) and later
coded using inductive codes. Emergent themélsose with sufficient theoretical

triangulatiort  were then defined and recorded.

Study Strengths and Limitations

This study was designed igentify majorfactors associated withhild psychiatric admission
andreadmission, to describe tharecipitants of psychiatribospitalization, 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 triangulationthe hallmarks of internal validity. For example, while
guantitative data elucidate statistically significant relationships, qualitative data verify and
deepen explanation of these relationships.

| RRAGA 2y faf &3 NBKSS a3 (vdzBteSQ + yR adzoadl yaaAlf &iddz
external validity. Researchers were able to include the entire populatiéiy6® Medicaid
enrolledchildren, 317, for the quantitative analyses. Likewise, the special focus of the
gualitative analyses included the entire subpopulation of childreém\8ho were hospitalized
duringFY09

CKA& addzRéQa | LIWNRIOK G2 lFylrfedrada Aa ftaz a

statistics were used to allow a multariable perspective. An imp@nt 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 effeize measures to assess the relative importance of
predictor variables. With regard to qualitative analysis, the Haoilnember checks performed
during case reads strengthen the study. Because CMHC staff assisted researchers in completing
case reads, aff 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 asstoai@dHC

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
generalizing its outcome€hiefly, K S & (G dzRé Q& vy 2 y SE LBNDiMSomake t RS&A
causal inferencefAssociation rather than causation thus characterizesti@hships 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 becausatd 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 dase fi

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 mannerthey are constrained by the organizatiomakknagement, or
reimbursement purposes for which they were intend&er example, the present study would
benefit from additional information on parent/family variables. Secondary data can also

present reliability or validity concerns if dagatry is iracarate orinconsistent. Researchers
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have concluded that both claims data and medical record data are impéNeobtny,
Lukenbill, & Jemelka, 20R0rhese cautions should be taken into consideration when

interpretingthe studyQ findings.
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g Chapter 4: Major Findings From Quantitative
Analyses

Thequantitative analysesought toidentify predictors of child psychiatriopatient
admissios and readmissionsAs described above, psychiatric inpatient care included inpatient
psychiatric hospital (ak.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 exantie two
outcome variables (admission and readmission) by comparing and contrasting acute inpatient
carec defined as inpatient psychiatric hospitals, KVC Star, and Larned State HOBpRRTFs.
Accordingly, the chapter begins with a description af #ample, 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 psychiatrare
a. Readmissions from acute inpatient care

b. Readmissions from PRTFs

Sample Characteristics

Table3 provides information on the basic characteristics of the population of Medicaid
enrolledchildrenbetween the ages of 3 and 17 ysaturingFY09 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 childdibaid populatiorin FY0951.3%),
whereas girls comprised just under chalf (48.7%).

The largest age group in the sample wéas year olds (26.1%), followed byB6year olds
(22.6%), 911 year olds (18.9%), 412 year olds (16.3%), and-1% year olds16.0%).
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With regard to race, the majority of the sample was white (75.1%). Black/Afficzarican
OKAf RNBY YIRS dzLJ mpom: 2F (GKS &l YL S® / KAf RNB
Americans and Asian/Pacific Islanders. They represented 9.2% oflthgear old children
enrolled in Medicaid ifrY09The 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 hditloe sample resided in urban
counties (52.7%) and another 16.7% resided in a@iman counties. About one in five children
were in denselyrural counties(18.3%) andlightly fewer tharone in tenwere in rural counties.
The smallest proportion of childneresided 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 sar(ie children with a disability). Finally,
children who qualified for Medicaithrough adoption support benefits were 3.6% of the

sample.
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Table 3. Sample Characteristics

Count %
Total| 178,558| 100.09
Gendel
Male 91,530 51.39
Female 87,028 48.7%
Age
3-5yd 46,645 26.19
6-8 yQ 40,420 22.6%
9-11yd 33,828 18.99
12-14 yq 29,021 16.39
15-17 yd 28,644 16.09
Racs
White| 134,080 75.19
BlacK 28,095 15.79
Other 16,383 9.2%
Ethnicity,
NonLating 138,532 77.69
Lating 40,026 22.49
SRS Regign
KC Metrd 45,688 25.69
Northeast 32,614 18.39
South Centra 22,765 12.79
Southeast 16,527 9.3%
West] 22,749 12.79
Wichita 38,211 21.49
Out of statd - 0.0%
Population Density
Frontier 6,298 3.5%
Rura 15,833 8.9%
Densely Settled Rural 32,600 18.39
Semi-urbap 29,807 16.7%
Urban 94,016 52.79
Out of statg 4 0.0%
Foster Care Status
Not in foster car¢ 168,742 94.59
In foster care 9,816 5.5%
Disability
No disability/S$I 169,966 95.29
Disability/SS|I 8,592 4.8%
Adoption Suppor
No adoption suppoit 172,127 96.49
Adoption support 6,431 3.6%
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Admissions to Inpatient Psychiatric Carein 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 durifg09'° Thus, the statewide admission
rate for Kansas Medicaienrolled children was 1.1% during this eyear period. Figure2
shows thenumber and percentage of admissions by type of facilitgexadmissios'* in FY09
were most conmonly to private, inpatient psychiatric hospisalvhich made up more than half
of all index admission® = 1,129, 59%). Nearly o#tleird of the index admissions were to a
PRTFN(= 548, 29%). KVC Star and Laroeaprisedthe smallest proportions of the mdex
admissions at 7% and 5%, respectively (KVCrstat40; Larned State Hospital= 95).
Figure 2. Number and Percentagef Index Admissions inFY09 By Type of Facility

Larned State
Hospital, 95, 5%

KVC Star, 140,
7%

Recent Increases in Admissions

The current study waiitiated because recent statdataindicated an increase in
psychiatric hospital admissions among Kansas Med&maiidlled children. According to data
from the Inpatient Screenin@PS) dtabase the total number of admissions increased 7.7%
from 2,711 inFY08&o 2,919 inFY0$?,

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

YLyRSE FRYAAAAZY sgfirshadRiSidnito/a$chiatic inpati€dtcaré drridg FY09.

2 These admission data represent all admissions (i.e. admissions and readmissions), not just index admissions.
PRTF extensions were excluded from these counts.
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Figure3 displays-Y0&nd FY0%dmissionglata by type of facility. While statewide
admissions increased by 7.7%, particular facility types experienced different changes. By far,
the largest increase iadmissions occurredt KVC Stamvhich saw &1.6%rise in admissions,
from 190 inNFY08 to 307 inFYh® [/ 2 YYdzy Al @ LIAROKALF GNRO K2&LKAGI
psychatric hospital€) increased by a small amoun6.5% (1,437 in 2008 to 1,516 in(9Y. The
increase for PRTFs was also small,8% increase between 2008 and 20828(in 2008 to 965
in FY9). In contrast to thesescalationsthe state hospital experienced a decrease37%in
the same periodwith 136 admissions iRY08nd 131 inFY09.
Figure 3. All Admissions in FY08 andFY09 By Type of Facility

3000 7

2500 +
2000 1
1500
1000 +~
500
0
Inpatient | KVC Star PRTF | State Hosg  Total
Psych
Hosp
EFYO§ 1437 190 948 136 2711
®BFY09 1516 307 965 131 2919

Further analyses of admissions data by age provided additional insight into admission
patterns.Figure4 shows that admissions amongiltiren 312 years old increased for all facility
types except the state hospital. In contrast, admissions for childreh7ly3ears old were more
variable with slightincreasel & Ay LI GASYy (i LlJaeé ORI GiINISO aKi2 ai IS KI2a
=8) ahrgeincrease atKVC Stef( c¢cm0 X | YR I RSIBNRBatewide, thei t we¢ Ca
majority of the increasgin admissionsvere attributable to children 312 years old and to

increases at KVVC Star
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Figure 4. Difference in Admissions FromFY08 to FY09 By Type of Facility and Age Group

250
200
150
100
0 - !- -_—
-50 _
Inpatient KVC Stal PRTF State Hosp Total
Psych Hosp
H3-12yo 74 56 35 -13 152
m1317yo 5 61 -18 8 56
Total 79 117 17 -5 208

Geographic Patterns in Admission Rates

Data were examined to identify admission patterns related to geographic regadre4

displaysnformation on the Medicaid chilgopulation and admissions to each type of facility by
CMHC. While the state Medicaid admission rateFg09vas 1.1%, it variedcross CMHC

catchment areas from a low of 0.4% to a high of 1.9#ehighest CMHC admission rate was

4.75 times greatethan the lowest CMHC admission rafEhis information is also presentedan

visual format inFigure5 on page34.

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

rates.The proportion of admissiongepresented by each facility typangedwidely, as follows:

1

Inpatient psychiatric hospital admissiomsade up59.0% of all admissions in Kansas
in FY09but ranged from7.1% to 75.6% of CMId&dmissions.

KVC Star madap 7.3% of all admissions in KansaBYi®9but rangedfrom
representing 0% to 17.6% of CMKBEmissions.

The state hospitahccounted for5.0% of all admissions in Kansag¥0%ut ranged
from 0% to 60% of CMHQ=Imissions.

PRTFs were 28.7% of alhaissions in Kansas kY09but ranged from 9.4% to
57.1% of CMHC&dmissions.
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Table 4. Medicaid Admissions By CMHC and Facility Type*?

Medicaid Child Pog Index Admissions| Index Admissions| Index Admissions| Index Admissions| Total Index

3-17 years old | to Inpatient Psych to KVC Star to State Hospital to PRTF Admissions, SFYQ

% of % of % of % of % of % of
state Medicaid| Medicaid| Medicaid Medicaid| Medicaid|

CMHC | Count total Count pop Count pop Count pop Count pop Count 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 21.49 161 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 10.69 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%4 113 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%

®These data represent index adssions. 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 tipetential influence ofaccess to child psychiatrists on
admissionrates.Ontil2 ¥ YI yal 4Q wmnp O2dzyi A Sa.TélexxdS t A0Sy a
shows the rate of child psychiatrists per 100,000 children for each of the CMH{nestic
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 O per
100,000. Fifteen of the 26 CMHC catchment areas do ae¢ licensed child psychiatrists in
their catchment areaHigh admission rates were observed in areas withdo@high rates of
child psychiatrists per 100,000. Thusese data did not reveal @efinitive pattern that would

link admission rates and acceto child psychiatrists.
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Table 5. Child Psychiatrists per 100,000 Children By CMHC Catchment Ared?

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
CCcC 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 expectaalihcrease when other population trendbow
concomitant escalationg.hus, 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 poited to ageneraltrend of population growthas well ago a rise in
subpopulations of children with significant mental health probleiffise most recent data on
the Kansas child population indicate that it grew slightly from 2006 to 2808 rate of
appraximately 1%Annie E. Casey Foundation, 2DIThe Medicaid child gaulation grew by
about 40% from 2008 t®009(Kaiser Family Foundation, 2018lIso during this period (2008

“Data on licensed child psychiatrist was obtained from the Kansas Board of Healing Arts in January 2009. Child
population data are 208 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 studgought to identify the correlates @fcuteinpatientadmissionsAcute
inpatient careincluded 1) community psychiatric hospita(isted inAppendix Fon pagel50),
2) Larned &&te Hospital, and3) KVC StaiThe number ofyouthsadmittedto acute inpatient
facilitieswas 1364, including1,129 youtls admitted tocommunity psychiatric hospitgl440
admitted toKVC Star, an@b admitted tothe state hospital. The number of neadmitted
youthswas 176,646, making the tothl= 178,016,

Desaiptive Data on Admissions to Acute Inpatient
Descriptivedataon admissions to eute inpatientcare are presented iAppendix A
1. Demographic data are ihable27 on pagel28.
2. Diagnostic data are ihable28 on pagel29and Table29 on pagel30.
3. Service data are ifiable30on pagel3land Table31on pagel32
All predictor variables in the bivariate analysis wetatisticallysignificant at pK05.
Howeverthe sample size was largl € 178,010), which may result in statistical significance
even for very small associatio(Burlak, 2009Vaske, Gliner, & Morgan, 2002 able6 shows
that diagnastic and service characteristidemonstrated sronger statistical associationgith

acute admissions than demographic characteristics.

!> Children who were admitted to PRTFs were excluded from the acute inpatient analyses.
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Table 6. Bivariate Statigtical Significance of PredictorVariables for Acute Inpatient
Admissions

Demographic Gender *
Characteristics Age *
Race *
Ethnicity *
SRS Region *
Pop Density *
Foster Caret&tus *
Disability *
Adopt Support *
Diagnosic SED tatus *x
Characteristics Mood Disorder >
Disruptive Disorder *x
Anxiety Disorder *x
PDD/ASD *
Psychotic Disorder *x
Other MH Disorder **
Comorbid SubsinceAbuse *
Comorbid DeglopmentalDisab *
Service Prior Admissions FY08 **
Characteristics MH Service For Year >
Type MHervice- Year *x
MH Service Ror 30 days **
Type MHService¢ 30 days **
NumberServiceHours **
Psychotropic Rx in FY08 **
Polypharmacy FY08 *
Psychotropic Rx in FY09 **
Polypharmacy Fo8 *x
N=178,010

* - Weak; **- Small; *** - Medium; **** - |Large; ***** - Very Large

Results of Multivariate Logistic Regression for Acute Inpatient Admissions

Logistic regressioanalysesvere conductedto determinethe associatiorof predictorswith
admissiosto acute inpatient careFigure6 displays theseventeerpredictor variables selected
for inclusion in thanultivariateanalysesAs previously mentionedggection of variables was
based upon results of bivariate ansgs(i.e.,including variables with the largest effect sizes) as
well as considerations of a theoretical framework and working hypothgsgsresearchers

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

Demographic

Characteristics

uGender uDiagnosis (OP & uPrior hospitalization in
wAge inpatient) FY08

uRace wMood disorder wlype of MH services in
uGeographic region wDisruptive disorder prior 30 days
oPopulation density wAnXxiety disorder aPolypharmacy in FY08
wf-oster care wPDD/ASD

uDisability/SSI P sychotic disorder

wAdoption support wOther MH disorder

Table7 displays the results anshowsthat a number of variables were statistically
significant.

Two demographic characteristiegere noted to havemoderate effect sizas ageand
geographic regionAge was asignificantpredictor of admission tacuteinpatient care. Children
between 6 and 11 years wespproximately twiceas likely to be admitted for acute inpatient
care when compiaed to 35 year olds, wité holding all other variables constaf®8 yo,OR=
2.41, p <.001;491 yo,0OR= 2.15, p < .001)he relationshipetween age and acute inpatient
admissiorwas strongest for youths 12 and olgéneywere nearly 3 times morekiely to be
admitted to acute inpatient care than3 year oldg12-14 yo,OR= 2.95, p < .001; 157 yo,OR
=2.86 p <.001)

The geographic region variable compared KC Metro to all other red#masngs indicated
that the only statistically significaulifference in acute inpatient admission rates were between
the KC Metrand Wichitaregiors. Childrenresidingin the Wichita region were 32% less likely
to be admitted than childremesidingin the KC Metro region while controllingrfall other
variabkes HR= .32 p <.001).

Variation bygeographic regiomvasfurther examined by running the logistic regression
modelsix times Researchersoded eachregion as a dummy variable that represented a single
regionand allowed it to becompared to all childen notresidingin that region while
controlling for all other predictor variables in the logistic regression motledse results are

summarized below:
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1 Children from the KC Metro region were about 79% more likely to be adniitadute
inpatient carethan children not from the KC Metro regioBR= 1.79, p < .001).

1 Children from the Northeast region were about 46% more likely to be admittedute
inpatient carethan children not fronthe Northeast region@R= 1.4, p < .001).

1 Children from the SoutRentral region were not significantly more likely or less likely to
be admittedto acute inpatient carghan children not in the South Central regiddR=
94, p = .531).

1 Children from the Southeast region were not significantly more likely or lesstikbs/
admittedto acute inpatient car¢han children not in the Southeast regiodR= .94, p =
.590)

1 Children from the Wichita region were about otterd less likely to be admittetb
acute inpatient carehan children notn the Wichita region@QR= .22, p < .001).

Threeservice characteristicariableswere associated with acut@patient admissions
although twodemonstratedstronger relationships oecifically prior admission to inpatient
care demonstrated a moderate relationship with acute inpatiadmissions. Children who
experienced inpatienpsychiatricadmissions in FY08 were nearly 3 times more likely to enter
inpatient care inFYO2han children who were not admitted iFYO8 QR= 277, p < .001).

Also, ype of mental health services 30ydaprior to admissiomwas statistically significant
with varying relationships for the subcategories of this predictor variatideiths who reeived

communitybased service(CBS) an&EDNaiver

servicesvere around3 timesmore likely to be Notably, the strongest relationshi
admitted than thosewith no mental health between type of mentathith
services30 daysprior (CBSOR=2.99 p <.001, services 30 days prior and acute

inpatient admissions was for you
with mental health diagnoses wh

who received outpatient medical services receivechotherd services
experienced an admission rate that was about 2.¢ especially hospital emergency

times that of youths with no mentdiealth services departmenservices
(OR= 2.54, p < .001). Notably, the strongest relationship between type of mental health

SED WaiveQR= 2.8, p < .001)Similarly, youths

services 30 days prior and acute inpatient admissions waofghgwith mental health
diagnogswho receivedther services These youthsvere 6.5 imes more likely to be admitted
than thosewith no mental health servicaa the 30 daysrior (OR= 6.49 p < .001)When the

Advisory Committee reviewed of this finding, it prompted several questions and additional
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analyses to describe this subgroup bfldren.Detailed review of the typeof services thee

youthreceived revealed that they were entering psychiatric inpatient care via an emergency
department. Further,hese subanalyses found that children who receigdter services in the

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

admittedto acute inpatient care in several waydore than half of these children were girls
(51.7%compared to 40.8% in the overall acute care populdtiand nearly all of themvere

adolescentd2 and oldel(91.5%compaked to 670%). They were mainly living in urban or semi

urban areas (77.1%ompared to 73.2%anda relatively large proportion was foster care
(30.5%compared to 24.1% Nearly all of thenmada mood disorde(93.2%compared to

882% YR YSyillf KSIFfGiK RA&2NRSNHE camparedto ¥ St t Ay
77.69). In addition,a relatively large proportiohad acc-occurring mental health and

substance abuse disordé@.8%compared to 2.8% in the ovalf acute care populationThey

were different from the overall population in terms of presenting probiem@arly three

j dz- NI SNBR 2F (GKS&aS OKAfRNBY LINBaASYUGSR Fa | aRI
acute care population. Finally, substadly fewer of them had experienced primpatient

admissions in FY08 (18.6% compared to 258%ad been prescribedsychotropic

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

With regard to diagnostic characteristiaad their associations with acutepatient
admissionsseveral very large effectsere detected Youthswho had a mood disordexere 22
times more likely to be admitted thatmosewho did nothavea mood disorde(OR= 21.88 p <
.001) Disruptive disorders and psychotitsordess werealso strongly associated with acute
inpatientadmissionschildren who had these disordevgere 7 and 6 times more likely to be
admitted, respectively(disruptive disorderOR= 674, p < .001psychotic disordersQR= 6.5,

p < .001)Although the assodi@n was weak, anxiety disorders and pervasive developmental
disorders/autistic spectrum disorderBDDASD) were alsassociatedsignificantlywith
admissionganxiety disordersQR= 1.3%; PDD/ASDOR= 2.16, p < .001)

Othervariables that were signdantly associated witacute inpatientadmissiongut that
had weak effect sizesere disability(has disabilityOR= 1.24, p =01) and polypharmacy
(polypharmacy iFYO80OR= 1.31, p=.001).With regard todisability, children who qualified for
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Medicad due to a disability (i.e., Supplemental Security Income (SSI)) had an inlriskder
admission of about 24%. Children who experienced polypharm&eYB(i.e. prescriptions for
2 or more psychotropic drug classes for 60+ days) were 31% mosetbked admittedfor
acute inpatient care

The population density variable indicated borderline statistical significance for an increased
risk of admission among children residing in urban aredsaf, OR= 1.59, p = .06)

Gender, racefoster care statusadoption support, and mental health disorderategorized
I aothéré (i.e.,not amood, disruptive, anxiety, or psychotiisordei) were notsignificantly

associated with acute inpatient care admissions.
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Table 7. Logistic Regres®n Model for Acute Inpatient Admissions™®

Subcategories (reference 95% Confidence

category in parentheses) Odds Interval for OR
Variable Sig Ratio
Gender (Male)

Female 0.635 1.032 0.905 1.17%
Age (3to 5 year old)

6-8 year old 0.000 2.41Q 1.677 3.464

9-11 year old 0.00d 2.150 1.501 3.087

12-14 year old 0.004 2.946 2.080 4.177

15-17 year old 0.004 2.86(0 2.021 4.044
Race (White)

Black 0.602 1.05] 0.873 1.267

Other 0.581 1.08] 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 1.104

West 0.123 0.755 0.52§ 1.079

Wichita 0.004 0.3194 0.254 0.394
Population Density (Frontier)

Rural 0.583 1.13§ 0.723 1.783

D-S Rural 0.594 0.889 0.577 1.36%

Semi-Urban 0.703 1.097 0.693 1.723

Urban 0.056 1.597 0.989 2.56(
Foster Care (Not in foster care)

In foster care 0.669 0.964 0.818 1.139
Adoption Support (No adoption support)

Adoption support 0.644 1.053 0.844 1.314
Disability (No disability)

Disability 0.013 1.24( 1.047 1.47(
Prior admissions fy08 No fy08 admissions

FYO08 admissions 0.00d 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 8.874

OP Medical 0.00d 2.537 1.842 3.494

OP Therapy 0.00d 1.687 1.339 2.12¢

CBS 0.004 2.993 2.402 3.730

SED Waiver 0.00d 2.853 2.25] 3.614
Polypharm (No psychotropics in fy08)

Psychotropic Rx, no polypharm 0.094 1.239 0.964 1.589

Polypharm in fy08 0.001 1.307 1.117 1.529
Mood disorder (No mood disorder)

Mood disorder 0.000 21.874 17.99§ 26.594
Disruptive disorder (No disruptive disorder)

Disruptive disorder 0.00d 6.742 5.8194 7.81%
Anxiety disorder (No anxiety disorder)

Anxiety disorder 0.004 1.354 1.181 1.559
PDD/ASD (No PDD/ASD)

PDD/ASD 0.00d 2.160 1.671 2.793
Psychotic disorder (No pscychotic disorder)

Psychotic disorder 0.000 6.244 4.834 8.075
Other MH disorder (No other MH disorder)

Other MH disorder 0.374 1.077 0.915 1.264

16 Yellow shading indicates borderline statistical significance. Green shading indicates small effect size/OR. Blue stagismgacdirate
effect size/OR. Orange shading indicates large or very large effect size/OR.

OddsRatio(OR) is a standardized measure of effect size. It is the ratio between the estimddadate in one group compared to another
group, holding everything elsmnstant. AfOR= 1 indicates the outcome is equally likely for both gro@R> 1 indicates increased likelihood
of the outcome for the subgroup as compared to the reference gr@Rx 1 indicates decreased likelihood of the outcome for the subgroup
ascompared to the reference groufhe further the OR is from 1, the larger the effect sidgove, the reference group is in parentheses. The
confidence interval is the lower and upper 95% confidence limits aroun@®Bé the value 1.0 lies between thesonfidence limits, one
cannot be 95% confident that the variable has an effect and must report it asigaificant.
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Admissions to PRTFs
The second set of analyses on admissiwasconducted orchildren admitted to a
Psychiatric Residential Treatment Facility (PRm&)r more times ifFY09Seventeen different
PRTFs were lized by children during this time perigdeeAppendix Fon pagel50). The
number ofyouthsadmitted to PRTFs was 548. The number of-admitted youtrswas

176,646, making the totall = 177,194,

Descriptive Data on Admissions to PRTFs
Descriptivedataon admissionso PRTFs are presentedAppendix A
1. Demographic data are ihable32 on pagel33.
2. Diagnostic da are inTable33 on pagel34andTable34 on pagel35.
3. Service data are iable35on pagel36and Table36 on pagel37.

All predictor variables in the bivariate analysis wetatisticallysignificant at pK05.
Howeverthe sample size was largl € 177,194), which may result in statistical significance
even for very small associatio(iBurlak, 2009Vaske, et al., 2002Table8 showsthat, just as
with admissions to acute inpatient camr@iagnostic and service characteristics demonstrated

stronger statistical associations wiBRTRdmissions than demographic characteristics.

7 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

Demographic Characteristic Gender *
Age *
Race *
Ethnicity *
SRS Region &
Pop Density *
Foster Caret8tus *
Disability *
Adopt Supprt *
Diagnostic Characteristics SED status *
Mood Disorder *x
Disruptive Disorder *x
Anxiety Disorder *
PDD/ASD *
Psychotic Disorder *
Other MH Disorder *
Comorbid Subst Abuse *
Comorbid Dev Disab *
Service Characteristics Prior Admissons FY08 **
MH ServicePrior ¥ar *
Type MHService- Year *x
MH SrvicePrior 30 ys *x
Type MHServicec 30 Days *x
NumberServiceHours **
Psychotropic Rx in FY08 *x
Polypharmacy FY08 *x
Psychotropic Rx in FY09 *x
Polypharmacy FY09 *x
N =177,194

* - Weak; **- Small; *** - Medium; **** - Large; ***** - Very Large
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Results of Multivariate Logistic Regression for PRTF Admissions

Logistic regressioanalysesvere conductedto determinethe association of predictors with
admissiosto PRTEsAsshownin Figure6 on page38, seventeen predictor variables were
included in the logistic regression analyses. The same variables were inclumted atute
inpatient and PRTF models torpgt comparison across the results.

Table9 provides the results of thiogistic regressiomodel representing admissions to
PRTF<LOddsratios greater tharl indicate increased risk afimission, whereas those less than
1 indicde decreased risk of admissidrResults showed thdhree predictor variablegage,
geograplic region and diagnostic characteristicsvere associated most significantly wi#lRTF
admissions.

Agewasstrongly associated with PRTF admissi@tsldren9 and older, especially
adolescentswere more likely to be admitted t@ PRTFChildren9-11 yeas old were
approximately 4imesmore likely than 63 year olds to be admitted to PRTIRR= 3.8, p <
.001) Yet, the differencesiiadmission rates were evdarger forchildren12-14 yeasold, who
were nearly 8timesmore likely to be admitted to a PRTF th&8 year oldsQR= 767, p <
.001).Children15-17 yeas old were about11 times more likely to be admitted to PRTF tigan
9yearsold (OR= 1057, p <.001)

With regard to geographyhildren residingn the KCMetro region, compared tothose
residing inall other regionswere more likely to be admitted to PRI Most geographic
differences were smalith the exceptiorof children living irthe Southeastand Wichita
regiors, who were 76% and 94% less likely to be admittexspectivelythan children residing
in the KC Metro regiofSoutheastOR= .24, p < .001; Wichit@R= .06, p < .001These
analyses were further examined by running thgitic regression model with each of the
regions as the reference categoResults are summarized below:

91 Children from the KC Metro region were mdhan 4 times asikely to be admitted
to a PRTEhan children not in the KC Metro regio®R=4.38 p<.001).

1 Children from the Northeast region we5%more likely to be admittedo a PRTF
than children not in the Northeast regio®@R=1.25, p =.052).

1 Children from the South Central region w&8%more likelyto be admittedto a
PRTRhan children notm the South Central regio®R= 133, p = 037).
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91 Children from the Southeast region wdess than half akkely to be admittedo a
PRTHRhan children not in the Southeast regio@R= 41, p <001)

1 Children from the West region were not significantipre likely or less likely to be
admittedto a PRTEhan children not in the West regio®R=1.16 p = 394)

1 Children from the Wichita region wef8% less likely to be admitted a PRTEhan
children not in the Wichita regiorOR= 07, p = .@1).

Diagnostic characteristica/ere strongly associated with PR&admissionsYouthswho had a
mood disordemwere 8 times(OR=7.94, p <.001pand youtlrs who had adisruptive disorder
werenearly 19 timegOR= 1844, p < .001)nore likely to be admitted thathose who did not
have these disordersn addition PDD/ASRnd psychotic disordemwere significantly
associatedvith admissions, wittmoderate and small associationsspectivel(PDD/ASDOR=
3.21, p <.001; psychotic disordédR= 2.8, p=.001).

Two service characteristics demonstrated moderate sized relationships with PRTF
admissionsChildren who experienceidpatient psychiatric caran FY08 were 25times more
likely to entera PRTH FY0%han children who were not admitted iRY08 OR= 2.3, p <
.001).In addition, children who received SED Waiver servicdsiB0 days prioto 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 pri@R=2.78 p < .001)

Othervariables that were significantly associated WRRTRdmissions includedender(OR
= .67, p < .001)adoption suppor{OR= 1.85, p <.001pand polypharmacy in thEY08 (OR=
1.83, p < .001)Boyswere 32%more likely to be admittedo PRTFthan girls Childrenreceiving
Medicaid via adoption suppowere nearly 2 times more likelip be admittedto PRTFthan
thosewith no adoption supportFinally, children who experienced polypharmac¥#¥s8 (i.e.,
prescriptions for 2 or more psychotropic dyelasses for 60+ daysgre about twice as likely to
be admitted when compared to children who did not experience polypharmacy.

Variablesot significantly asociated with PRTF admissiamsluded race, population

density, disability, anxiety disordgrand cotheré mental health disorders.
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Table 9. Logistic Regression Model for PRTF Admissions

Subcategories (reference 95% Confidence

category in parentheses) Odds Interval for OR
Variable Sig Ratio
Gender (Male)

Female 0.00d 0.674 0.549 0.829
Age (6-8 year old)

9-11 year old 0.00d 3.871 2.219 6.754

12-14 year old 0.00(4 7.672 4.511 13.044

15-17 year old 0.000  10.57( 6.234  17.92(
Race (White)

Black 0.449 1.12(Q 0.835 1.504

Other 0.339 1.22§ 0.809 1.856
Region (KC Metro)

Northeast 0.00(4 0.554 0.404 0.764

South Central 0.021 0.621 0.414 0.93(

Southeast 0.00(4 0.241 0.144 0.397

West 0.017 0.557 0.345 0.901

Wichita 0.00d 0.059 0.035 0.096
Population Density (Frontier)

Rural 0.433 1.277 0.697 2.324

D-S Rural 0.166 1.484 0.849 2.594

Semi-Urban 0.778 1.097 0.592 2.019

Urban 0.620 1.18(Q 0.613 2.27¢
Foster Care (Not in foster care)

In foster care 0.001, 1.491 1.17§ 1.887%
Disability (No disability)

Disability 0.689 0.947 0.724 1.237
Adoption Support (No adoption support)

Adoption support 0.004 1.8494 1.383 2.469
Prior admissions fy08 No fy08 admissions

FYO08 admissions 0.00d 2.530 1.973 3.249
Type MH - 30 days (No MH services in prior 30 day§)

Other services (with MH dx) 0.299 0.727 0.394 1.3271

OP Medical 0.056 0.529 0.275 1.017

OP Therapy 0.00d 0.519 0.370 0.724

CBS 0.826 0.966 0.709 1.316

SED Waiver 0.000 2.783 2.071 3.739
Polypharm (No psychotropics in fy08)

Psychotropic Rx, no polypharm 0.48§ 1.161 0.767 1.764

Polypharm in fy08 0.00(4 1.831 1.438 2.331
Mood disorder (No mood disorder)

Mood disorder 0.00(4 7.934 6.227 10.114
Disruptive disorder (No disruptive disorder)

Disruptive disorder 0.00Q 18.444 14.10] 24.12¢4
Anxiety disorder (No anxiety disorder)

Anxiety disorder 0.083 1.203 0.974 1.487
PDD/ASD (No PDD/ASD)

PDD/ASD 0.000 3.210 2.212 4.654
Psychotic disorder (No pscychotic disorder)

Psychotic disorder 0.001] 2.271 1.403 3.691
Other MH disorder (No other MH disorder)

Other MH disorder 0.920 0.989 0.773 1.267

8 vellow shading indicates borderlinsistical 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.

OddsRatio(OR) is a standardized measure of effect size. It is the rativdsn the estimatedbddsrate in one group compared to another

group, holding everything else constant. @R= 1 indicates the outcome is equally likely for both gro@R> 1 indicates increased likelihood

of the outcome for the subgroup as comparedhe reference groupOR< 1 indicates decreased likelihood of the outcome for the subgroup
as compared to the reference grouphe further the OR is from 1, the larger the effect sidgove, the reference group is in parentheses. The
confidence intervals the lower and upper 95% confidence limits around@te 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 asigaificant.
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Readmissions from Inpatient Psychiatric Care in Kansas
Among the 1,912 children who were admitted to inpatient psychiatric carein943.4% K
= 830) were readmitted by January 31, 20I8blel0 presents data on readmission rates,
showing that readmission rates were similar for the three types of facilities that represent
acute inpatient careReadmission fronmpatient psychiatric hospitals, KVC Star, and the state
hospital occurred for about half of the children who had an index admission in these fatilities.
In contrast, he readmission rate for PRTFs was noticeably lower at 26.5%.

Table 10. Readmission Numbers and Percents by Type of Facility

InpatientPsychHosp 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 dematrated great similarity in readmission rates among inpatient
psychiatric hospitals, KVC Star, and the state hospital, data for these three facility types were
aggregated & & I O dzii Sor faryierdanalysésy G ¢

The timing o readmissiorfluctuatedby type of facility.Figure7 provides information on
number of days from index admission to readmission nt8®0-day increments. Thpie-chart
for readmission from eute inpatient facilities indicatethat 42% of the children who
readmitted did so within 1 month. In contrast, the gibart for readmission from PRTFs shows
that only 11% of the children who readmitted did so within 1 month. The majority of
readmissions fronfPRTFeccurredat > 180 days (i.e6 monthg from the PRTRndex

admission.

PLYRSE FRYA&AAZY ¢4 fistaBr@isBionyndR09. & (GKS OKAf RQ
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Figure 7. Time from Index Admission to Readmission in 3Day Increments by Facility

Type .
Acute Inpatient PRTF

m 0to 30 days

m 31 to 60 days

m 61 to 90 days
91 to 120 days
m 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 thenent sample to children for whom enough
time could have lapsed. Using only children who entered in the first h&¥ab04n = 1,030),
Figure8 compares Kansas readmission rates to other available stusiiese the other stutl S & Q
samples werenade up ofchildren readmitted from acute inpatient settings, Kansaigsare
provided for the total (i.e., including acute inpatiesntd PRTFS) analcute inpatient settings. No
comparable data were available om@onth admission ratejowever, the Kansas®onth
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 reasision rates increase over time and that
YFEyalaQ NBFRYA&aaAzy NIGSa NB KAIKSNI GKIFy (K2
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Figure8. Kansas Readmi ssion Rates Compar®d to
55.0%
45.0%
35.0%
25.0% -
15.0% -
5.0% -
-5'0% . . . . . .
3-Month Readmission | 6-Month Readmission | 12-Month Readmission
Rate Rate Rate
m Kansas Total 26.8% 33.2% 43.4%
m Kansas Acute Inpatien 34.1% 41.2% 49.4%
m Other 21.0% 38.0%

In addition to observing patterns in tinte readmission, data were examined on the types
of facilitiesto whichchildren were readmitted” Table11 shows thatacross readmissionthe
most common type of facilitjo whichchildren were readmitted was inpatient psychiatr
hospitals § = 374, 45.1%Yollowed by PRTFs (3%), KVC Star (14.0%), and the state hospital
(4.0%) Further examinatiomvy type of facility shows that children whose index admission was
to an inpatient psychiatric hospital were most frequently reatied to inpatient psychiatric

hospitals (54.3%)ncontrast,children whose index admission wimsone of threeother types

*®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 montlsX,030). Citations for the other studies

are presented heréBlader, 2004Fontanella, 2008Fontanella, et al., 2006Romansky, et al., 2003

' These data are based upon the readmission that followed the index admission through January 3t,=2010 (

830). Some children had more than one reasision during this time period, but only the second admission was

used for readmission data analyses.
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of facilities were more frequently readnbéd to PRTFs (KVC Star = 55.1%, State Hospital =
66.0%, PRTFs = 53.8%).
Table 11. Frequency and Percentages for Types of Facility Readmitted To

Type of Facility Readmitted To

Index Admission| Inpatient Psych KVC Star State Hosp PRTF Total Readmissior

Type of Facility | Count % Count % Count % Count % Count %
Inpatient psych 309 54.39 86 15.19 14 2.5% 160 28.19 569 100.09
KVC Star 17| 24.69 13| 18.89 1 1.4% 38 55.19 69 100.09
State Hosp 4 8.5% 4 8.5% 8 17.09 31 66.09 47, 100.09
PRTF 44 30.39 13| 9.0% 10| 6.9% 78 53.89 145 100.09
Total Readmissiorns 374  45.19 116 14.09 33 4.0%4 307 37.09 830 100.09

Readmissionsfrom Acute Inpatient Care
The total number othildrenadmitted to acute inpatient care was394. Out of 1394
children 50.4% K = 685) were readmitted for inpatient psychiatric care by January 31, 2010.
More specificallythe readmissiorrates for inpatient psychiatric hospitals, KVC Star, and state
hospitals were 49.5%, 49.3%, and 50.4%, respectiVieéymedian time taeadmissionwas 35

daysfor inpatientpsychiatric hospitalss3 daydor KVC Starand 48 day$or the state hospital

Descriptive Data on Readmissions from Acute Inpatient Care
Descriptive data on readmissions from acute inpatient care are display&ppendix A
1. Demographic data are ihable37 on page138.
2. Diagnostic data are imable38 on pagel39and Table39 on pagel40.
3. Service data are ifiable40on pagel4land Table41lon pageld2
Bivariate analyses of the predictor variables indicated that 5 of 9 demographic variables
were statistically ginificant, all of the variables representing diagnostic characteristics were
statistically significant, and most of the variables representing service characteristics were

statistically significantA summary of these results is presented’ablel2, below.
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Table 12. Bivariate Statistical Significance of Preditor Variables for Readmissions Fom
Acute Inpatient Care

Demographic Characteristic. Gender *
Age *
Race NS
Ethnicity NS
SRS Region NS
Pop Density NS
Foster Caret&tus *x
Disability **
Adopt Support *

Diagnostic Characteristics  SED tatus **
Mood Disorder **
Disruptive Disordr *
Anxiety Disordr *
PDD/ASD *
Psychotic 3order W
Other MH Disordr *x
Comorbid Substnce Abuse *
Comorbid DeglopmentalDisab *

Service Characteristics Danger to Self NS
Danger to Others NS
Danger to Property *
Prior Admissions FY08 *x
Days Between 08 & 09 Admit **
MH Service80 Days Post Index NS
Typec MH Service 30 Day®stIndex **
MH Servicdior Year *
Type MH Brvice- Year **
MH servicePrior 30 days **
Type MHSrvice¢ 30 days **
NumberServiceHours **
Psychotropic Rx in FY08 **
Polypharmacy FY08 *x
Psychotropic Rx in FY09 *x
Polypharmacy FY09 rxk
Courtesy Screen *
Referral Acuity NS
Referral Source *x
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Results of Multivariate Survival Analyses Model for Readmissions from Acute Inpatient
Care

Tablel3 provides he result of the Cox regressiamalysesd.k.a.,survival analysis)
predicting readmissions from acute inpatient care, including hazard ratios, 95 % confidence
intervals, and p values. Hazard rat{et? greater than 1 indicate increased rigkreadmisson,
whereas those less than 1 indicate decreased risk of readmission.

Results indicated thalemographic, diagnostic, and service variables vediretatistically
significant, with varying effect sizes.

Three demographic characteristics were found toshatistically significant age,
geographic region, and foster care status. Among these variables, age was the strongest
predictor of readmission from acute inpatient care. Young childreb y8ars old) were 39%
more likely to be readmitted from acute iaient care than children in the-8 year old cohort
(HR= .61, p = .039). There was no difference in rates of readmibsioveenyoung children
andeither 9-11 year oldor 12-14 year olds (41 yo,HR= .68, p = .10, 1214 yo,HR= .79, p =
.295). Theeomparison of readmission rates between young childreB)(@nd older teens (15
17) was borderline statistically significant, indicating that young children were at a 35%
increased risk of readmission when compared to older teéti®<.65, p = .065).

Both foster care status andeographic region were identified as significant predictors of
readmission from acute inpatient care, though the size of the association was considered small.
Specificallychildren in foster care experienced a 41% increase irofiskadmission from acute
inpatient care when compared to children not in foster cafR€ 1.41, p < .001).h@dren in
the Wichita region were less likely than children in the KC Metro region to be readmitted from
acute inpatient careHR= .75, p = .083).

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:

1 Children from the K®letro region were not significantly more likely or less likely to
be readmittedfrom acute inpatient car¢han children not in the KC Metro region
(HR=1.092, p = .391).

Study of Inpatient Psychiatric Admissions Among ChildnehY outh/August 2010
Chaper 4 ¢ Major Findings from Quantitative Analyses, P&8e



91 Children from the Northeast region were not significantly more likely or less tikely
be readmittedfrom acute inpatient car¢han children not in the Northeast region
(HR=1.07, p = .457).

1 Children from the South Central region were not significantly more likely or less
likely to be readmittedrom acute inpatient car¢han children noin the South
Central regionfR= 1.15, p = .287).

1 Children from the Southeast region were not significantly more likely or less likely to
be readmittedfrom acute inpatient caréhan children not in the Southeast region
(HR= .88, p = .385)

1 Children fran the West region were not significantly more likely or less likely to be
readmittedfrom acute inpatient car¢han children not in the West regiohR=
1.09, p =.637)

1 Children from the Wichita region were 28% less likely to be readmitted acute
inpatient carethan children not in the Wichita regioMR= .72, p = .012).

Three service characteristics were identified as having statistically significant associations
with readmissions from acute inpatientca@A NR G > €50 é&al YAV éethatk a | JI
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 aciurpatient cae than children with a-#nonth or
longer gap between FY08 and BYadmissionsfR= .66, p < .001)0n the other hand, children
in the group with the shortest time between FY08 and FY09 admisdk8tsdayswere more
than twice as likely to be readmittefdom acute inpatient care than children with angonth or
longer gap between FY08 and FY09 admissiéRs .19, p = .028).
The type of services children received in 8edays after the index admissioras a
significant predictor of readmissions framOdzi S Ay LI} GASy G OF NBS® / KAf RN
YSyidlrf KSIfGK o0al o aSNWAOSa¢ed HSNB ySIENIe (sA0
services to be readmitted from acute inpatient caHR= 1.96, p < .001). The risk of
readmission decreased by 5486 thildren who received outpatient (OP)medical services and
by 63% for those who received OP therapy servicempared to children receiving no MH
services (OP MedicdliR= .54, p = .028; OP TherayR= .63, p = .003).
Pdypharmacy(i.e., prescriptios 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 comparedo children who did not have any Medicaid paid prescriptions for psychotropic
drugs in FYO8HR= 1.48 p < .001)

Diagnostic characteristics were also significantly associated with readmissomcute
inpatient care. The risk of readmission was 67%dnidor children with a mood disorder than
for those without a mood disordeHR= 1.6/, p < .001). Similarly, children with PDD/ASD
experienced a 51% increased risk of readmisditiv=1.51, p = .001Additionally children
with ananxiety disorder wre 29% children witha psychotic disorder @re 33% andchildren
with other mental health disorders @re 23% more likelyd be readmitted tharchildrenwho
did not have theedisorders(anxiety disorderHR= 1.29 p = .002; psychotic disorddiR=
1.325,p =.013; other MH disordeHR= 1.3, p .052)
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Table 13. Survival Analysis Model for Readmissions from Acute Inpatient Caré

Subcategories (reference Hazard | 95% Confidence
Variable category in parentheses) Sig Ratio Interval for HR
Gender (Male)

Female 0.334 0.921 0.779 1.089
Age (3to 5year old)

6-8 year old 0.039 0.604 0.374 0.976

9-11 year old 0.101 0.677 0.425 1.079

12-14 year old 0.294 0.786 0.501 1.234

15-17 year old 0.065 0.651 0.412 1.027
Race (White)

Black 0.709 0.959 0.769 1.195

Other 0.980 1.005 0.693 1.456
Region (KC Metro)

Northeast 0.873 0.983 0.797 1.219

South Central 0.925 1.012 0.787 1.307

Southeast 0.324 0.8664 0.651 1.152

West 0.954 0.99¢ 0.711 1.379

Wichita 0.039 0.752 0.574 0.985
Population density (Frontier)

Rural 0.519 0.821 0.464 1.474

D-S Rural 0.979 1.009 0.579 1.754

Semi-Urban 0.984 0.994 0.562 1.759

Urban 0.689 1.139 0.627 2.053
Foster care (Not in foster care)

In foster care 0.009 1.413 1.173 1.703
Adoption support (No adoption support)

Adoption support 0.170 1.189 0.929 1.52]
Disability (No disability)

Disability 0.123 1.154 0.962 1.390
Days FY08-FY09 admj|t- 180 days

No FY08 admission 0.00d 0.66Q 0.542 0.805

0 to 30 days 0.050 2.194 1.004 4.814

31 - 60 days 0.984 1.007 0.439 2.319

61 - 90 days 0.093 1.813 0.90§ 3.629

91 - 120 days 0.649 0.907 0.58( 1.405

121 - 180 days 0.514 0.866 0.561 1.337
Type MH - 30 days pofNo MH services in prior 30 day§)

Other services (with MH dx) 0.004 1.962 1.380 2.790

OP Medical 0.02§ 0.537 0.309 0.935

OP Therapy 0.003 0.626 0.461 0.844

CBS 0.544 0.917 0.697 1.215

SED Waiver 0.964 1.004 0.749 1.354
Polypharm FY08 (No psychotropics in fy08)

Psychotropic Rx, no polypharm 0.359 0.844 0.587 1.213

Polypharm in fy08 0.004 1.481 1.204 1.822
Mood disorder (No mood disorder)

Mood disorder 0.00d 1.664 1.279 2.181
Disruptive disorder |(No disruptive disorder)

Disruptive disorder 0.254 1.114 0.924 1.34]
Anxiety disorder (No anxiety disorder)

Anxiety disorder 0.007 1.292 1.096 1.527
PDD/ASD (No PDD/ASD)

PDD/ASD 0.001 1.514 1.174 1.957
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 0.057 1.225 0.994 1.503

= Yellow shading indicates borderline statistical significance. Green shading indicates small effect size. Blue shadisgriodaraite effect

size. @ange shading indicates large/very large effect size.

Hazard Rati¢HR) is a standardized measure of effect size. It is the ratio between the estimated hazard rate in one group compatieerto ano
group, holding everything else constant. An HR = 1 ingicdte 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 outtensaltigroup as
compared to the referencergup. The further the HR is from 1, the larger the effect size. Abdwergference group is in parenthesdhe
confidence intervals the lower and upper 95% confidence limits around the HR. If the value 1.0 lies between these confidence limits, one
camot be 95% confident that the variable has an effect and must report it assigmificant.
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Readmissions from PRTFs
The total number of youthadmitted to PRT$was 548 Among thesé48children 145
were readmitted yieldinga 26.5 % readmissiorate. Themedian 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 display&ppendix A
1. Demographt data are infable37 on pagel38.
2. Diagnostic data are ihable38 on pagel39andTable39 on pagel40.
3. Service data are ifable40on pagel4land Table41lon pageld42
Bivariate analyses of the predictor variables indicateat tione of the demographic
variables were statistically significant. Only two of the variables representing diagnostic
characteristics were statistically significagpdisruptive disorders and anxiety disorders. Fewer
than half of the variables represengrservice characteristics were statistically significant. A

summary of the bivariate analyses is displayed beloWainlel4.
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Table 14. Bivariate Statistical Significance of Predictor Variables for ReadnssionsFrom
PRTFs

Demographic Gender NS
Characteristics Age NS
Race NS
Ethnicity NS
SRS Region NS
Pop Density NS
Foster Caret&tus NS
Disability NS
Adopt Support NS
Diagnostic SERatus NS
Characterstics Mood Disorder NS
Disruptive Disordr *x
Anxiety Disordr *x
PDD/ASD NS
Psychotic Disorer NS
Other MH Disordr NS
Comorbid SubsinceAbuse NS
Comorbid DeglopmentalDisab NS
Service Danger to Self NS
Characteristics Danger to Others NS
Danger to Property NS
Prior Admissions FY08 *x
Days Between 08 & 09 Admit **
MH Service 30 Days Post Index  *
Typec MH Service 3Days Bst NS
MH ServicéXior Year *x
Type MHService- Year NS
MH ServicePrior 30 Days NS
Type MHrvice¢ 30 Days NS
NumberServiceHours NS
Psychotropic Rx in FY08 *
Polypharmacy FYO08 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

Tablel5 presentsthe resuls of the Cox regressioanalyses (&.a., survival analysis)
predicting readmissions from PR Fcluding hazard ratios, 95 % confidence intervals, and p
values. Hazard ratios greatdran 1 indicate increased risk @fadmissionwhereas those less
than 1 indicate decreased risk of readmission.

Resultddemonstratedthat two demographic variablesere statisticallysignificant
predictors ofreadmission fronPRTEsgender and regiorGirls were 51% more likely to be
readmitted from a PRTF than boy$R= 1.509, p = .034Theriskof readmissiorfrom a PRTF
was about 2 times greater for children from the Northeastcompared tdhe KC metro area
(HR=1.858p = .041). A similar relationship was observed for the Wichita re¢i&+ 2.085),
though the borderline pralue (p = .077) kept it from meeting the conventiortd criterion.
Geographic region was further examined by running the Cox regression maedeaegh of the
regions as the reference category. These results are summarized below:

1 Children from the KC Metro region were about half as likely to be readnfitben a
PRTRs children not in the KC Metro regiddR= .52, p = .018).

1 Children from the Ndheast region were not significantly more likely or less likely to
be readmittedfrom a PRTEhan children not in the Northeast regiorlR=1.42, p =
.089).

1 Children from the South Central region were not significantly more likely or less
likely to be redmittedfrom a PRTEan children not in the South Central regidtR
=1.07, p =.800).

1 Children from the Southeast region were not significantly more likely or less likely to
be readmittedfrom a PRTEhan children not in the Southeast regiodR= .56,p =
.159)

1 Children from the West region were not significantly more likely or less likely to be
readmittedfrom a PRT#an children not in the West regioR= 1.06, p = .859)

1 Children from the Wichita region were not significantly more likely or lksk/Ito
be readmittedfrom a PRTEhan children not in the Wichita regiotR= 1.70, p =
.182).

Disruptive disordes were the only diagnostic characteristic foumal have asignificant
association with readmission from PRIEsildren with a disruptiveidorder 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

Subcategories (reference Hazard | 95% Confidence
Variable category in parentheses) Sig Ratio Interval for HR
Gender (Male)

Female 0.034 1.509 1.03d 2.21(¢
Age (6-8 year old)

9-11 year old 0.604 0.76( 0.264 2.153

12-14 year old 0.578 0.754 0.278 2.043

15-17 year old 0.445 0.680 0.253 1.83(¢
Race (White)

Black 0.603 1.14] 0.695 1.873

Other 0.13§ 0.484 0.189 1.25]]
Region (KC Metro)

Northeast 0.041 1.854 1.024 3.377

South Central 0.237 1.607 0.737 3.529

Southeast 0.957 0.967 0.334 2.802

West 0.35] 1.57] 0.604 4.054

Wichita 0.077 2.089 0.924 4.704
Population Density (Frontier)

Rural 0.614 0.767 0.277 2.163

D-S Rural 0.62¢ 0.799 0.323 1.972

Semi-Urban 0.427 0.654 0.234 1.849

Urban 0.89%4 1.080 0.344 3.37¢
Foster Care (Not in foster care)

In foster care 0.859 1.034 0.703 1.525
Adoption Support (No adoption support)

Adoption support 0.753 0.929 0.584 1.469
Disability (No disability)

Disability 0.797 0.93q 0.547 1.595
Days FY08-FY09 admi{> 180 days

No FY08 admission 0.204 0.747 0.477 1.172

0 to 30 days 0.434 1.569 0.50§ 4.85]

31 - 60 days 0.207 0.444 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 2.903
Type MH - 30 days posi{No MH services in prior 30 day§)

Other services (with MH dx) 0.381 1.212 0.789 1.862

OP Medical 0.078 2.172 0.919 5.14]

OP Therapy 0.811 1.283 0.164 9.917

CBS 0.234 1.457 0.787 2.717

SED Waiver 0.821 0.867 0.257 2.997
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 1.749
Mood disorder (No mood disorder)

Mood disorder 0.314 1.271 0.796 2.029
Disruptive disorder (No disruptive disorder)

Disruptive disorder 0.021 1.86(Q 1.100 3.147
Anxiety disorder (No anxiety disorder)

Anxiety disorder 0.119 1.369 0.932 2.009
PDD/ASD (No PDD/ASD)

PDD/ASD 0.203 1.474 0.811 2.674
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 0.197 0.747 0.483 1.157

23Notes: Yellow shading indicates borderline statistical significance. Green shading indicates small effect size. Blirdst@temgnoderate
effect size. Orangghading indicates large/very large effect size.

Hazard Rati¢HR) is a standardized measure of effect size. It is the ratio between the estimated hazard rate in one group compatieerto ano
group, holding everything else constant. An HR = 1 indicatesutcome 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 outtensaltigroup as
compared to the reference groufhe further the HR is from 1, the larger the effect size. Abdwergference group is in parenthesdhe
confidence intervals the lower and upper 95% confidence limits around the HR. If the value 1.0 lies between these confidence limits, one
cannot ke 95% confident that the variable has an effect and must report it assignificant.
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Chapter 4

Admission to Inpatient Psychiat Care in Kansas

T 'Y2y3 GKA& &i dzR e -Q&yeasoly) X1 wer®ddmitte® NJinfes
inpatient psychiatric care duringY09 Thus, the statewide admission rate for Kansas
Medicaidenrolled children was 1.1% during this eyear period.

1 Index admissions were most commonly to private psychiatric hospitadsl(129, 59%).
followed by PRTFa € 548, 29%), KVC Star= 140, 7%), and Larned State Hospitat (
95, 5%).

Recent Increases in Admissions and Related Data

1 Total almissions to ipatient psychiatric care increaséy 7.7%rom 2008 to 2009.

1 Increassvaried by age and type of facilitfhe largest growtloccurredat KVC Star,
increasing 61.6%rom 190 in 2008 to 307 in 2009. With regard to age, admissions
among children 32 yearsld increased for all facility types except the state hospital

1 While the state Medicaid admission rate #6¥09vas 1.1%, it varied across CMHC
catchment areas from a low of 0.4% to a high of 1.9%.

1 Other population data point tvard a trend of general ppulation growth ad a rise in
subpopulations of children with significant mental health problefs. example,
between 2008 and 200%he Medicaidchild population grew by 4% while children
with SED served by@MVHC increaseoly 8.7%

Admissions to Acte Inpatient Care

1 Acute inpatient care included community psychiatric hospitals, KVC Stalaamed
State Hospital

1 Several variablewere significantly associated with acute inpatient admissjons
including age, geographic regiopppulation densitydisability, prior admissions,
mental healthservice utilization, polypharmacy, and diagnoses.

1 Age had considerable influenoa acute inpatient admissionsMore specifically, older
children were more likelthan younger children, especially adolescents 4@ alder, to
be admitted for an acute inpatient stay.

1 With regard to geographyhddren from the KC Metro region were more likely than
children from the Wichita region to be admitted.

1 In depth analyserevealeda subpopulation of children who entered aeuinpatient
hospitals primaily through emergency services without redeiyservices from a
mental health provider 30 days prior to tinendex admission.

91 Children with a mood disorder experienced the highest risk for admission to acute
inpatient care. Aso at high risk were children with disruptive disorders and children
with psychotic disorders.

Admissions td®°RTE

1 Age was stronglgssociatd with admissions to PR3.FEChildren 9 and older, especially
adolescentsyere more likely to be admitted to PIR$

1 Regional differences were noted for PRTF admissions. In general, children from K
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

T

Service utilization was also related to encreased risk of PRTF admission. Children \
prior inpatient admissionand polypharmacy in FY®@&re more likely to be admitted
to a PRTF than children without this past admissiod without polypharmacy
Similarly, children on the SED Waiver weraenlikely 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 psychctardier.

Readmissions from Inpatient Psychiatric Care in Kansas

T

T

Among the 1,912 children who were admitted to inpatient psychiatric caFeYio9
43.4% K = 830) were readmitted by January 31, 2010.

Readmission from inpatient psychiatric hospitals, K\&G, 8hd the state hospital
occurred for aboub0%of the children who had an index admission in these facilities
contrast, the readmission rate for PRTFs was noticeably lower at 26.5%.

The timing of readmission fluctuated by type of facility. Mostdméssions from acute
inpatient care occurred within 60 days of the index admission, while the majority of
readmissions from PRTFs occurred 6 montHater from the PRTidex admission.
Children whose index admission wasan inpatient psychiatric hosail were most
frequently readmitted to inpatient psychiatric hospitals (54.3%). In contrast, childre
whose index admission w#s one of threeother types of facilities were more
frequently readmitted to PRTFs (KVC Star = 55.1%, State Hospital = 68.6%+=PR
53.8%).

Readmissions from Acute Inpatient Care

T

T

Statistically significant associations were found for demographic, service, and diag
characteristics.

Age was an important predictor of readmission. Specifically, young childignware
signifiantly more likely to be readmitted from acute inpatient care than childret 6
years old. Although there was no difference between readmission rates betw&en 3
year olds and 94 year olds, analyses indicated a signifiaincreased risk for-5 year
olds when compared to older teens (15).

Children in the Wichita region were less likely than children in the KC Metro region
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 ris&kdmission, while a shor
intervalbetween FY08 and FY09 admissions was associated with an increased risl
readmission.

| KA RNBY 6K2 NBOSAGSR a2 0KE&Endarytwigeias likely F
as children who received no MH services to be readmitted from acute inpatient car
Also, readmission risk was reduced for children who received outpatient medical a
therapy servicescompared to those who received no MH services

Polypharmacy in FY08 was associated with a higher likelihood of readmission.
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Chapter 4

1 All diagnostic categories were statistically significant predictors of readmission fron
acute inpatient care except disruptive disorders. The strongest relationships were 1
for mood disorders and PDD/ASD, both of which increased risk of readmission fror
acute inpatient care.

Readmissions from PRTFs
1 Two demographic variables were significant predictors of readmission from BRTFs
gender and geographic region.
Girls were mordikely to be readmitted from a PRTF than boys.
The risk of readmission from a PRTF was about 2 times greater for children from tl
Northeast as compared tine KC metro area. A similar relationship was observed fo
the Wichita region (HR 2.09, though satistical significance was borderline.
91 Disruptive disorders were the only diagnostic characteristic found to have a signific
association with readmission from PRTFs. Children with a disruptive disorder were
nearly twice as likely to be readmitted fromPRTF.

)l
il
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g Chapter 5: Major Findings from Qualitative
Analyses

The hospitalization of very young childrergBwas 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 adrarssind/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 preadmission screening forms; 2) assisted reviews of case retmditermine
what events/factors immediately precipitated hospitalization; and 3) interviews with CMHC
staff about agency policy and philosophy-&igis hospitalizing young children. This chapter
begins with an overview of the population of very younddrein and concludes with findings

of the above datanalyses’

Demographic, Diagnostic and Service Characteristics

Tablel6 compares demographic characteristics e $ear old Medicaid beneficiaries who
were hospitalized in FYR0 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 particularingfal.

Tablel7 displays diagnostic characteristics of children admitted in FY2009 compared to
children not admitted in FY200&hildren aged-% who were hospitalized were more likely to
have an SED and/or an outpatient modisruptive, 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 predictipertantly,

*The sample was limited to childrer53because no children under the age 3 were admitted for inpatient
psychiatric care.
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however, 80% bchildren 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 35 Admitted/Not Admitted in FY09

Admitted Not Admitted Total Stat Sig
Count % Count % Count %
Total 43| 100.0% 46,644| 100.09% 46,687 100.09
Gende *
Male 31 72.1% 23,977| 51.4% 24,008 51.49
Femald 12 27.9% 22,667| 48.6% 22,679| 48.69
Agel *
3y0 1 2.3% 16,306| 35.0% 16,307 34.99
4y0 9 20.99% 15,518| 33.3% 15,527| 33.39
5y0 33 76.7% 14,820 31.8% 14,853| 31.89
Race NS
White 31 72.1% 34,661 74.3% 34,692| 74.39
Black 9 20.9% 6,585| 14.19 6,594| 14.19
Other 3 7.0% 5,398| 11.69 5401 11.69
Ethnicity *
NonLating 39 90.7% 33,725| 72.3% 33,764| 72.39
Lating 4 9.3% 12,919| 27.7% 12,923 27.79
SRS Regign *
KC Metrg 13 30.29% 12,392| 26.6% 12,405| 26.69
Northeas 11 25.6%9 8,333 17.99 8,344 17.99
South Central 4 9.3% 5,493 11.89 5497 11.89
Southeast 8 18.6% 3,956 8.5 3,964 8.5%
West] 5 11.69%9 6,297 13.59 6,302 13.59
Wichita 1 2.3% 10,173 21.8% 10,174| 21.89
Out of state - 0.0% - 0.0% - 0.0%
Population Density NS
Frontier 4 9.3% 1,486 3.2% 1,490 3.2%
Rura 1 2.39%4 3,746 8.09 3,747 8.0%4
D-S Rural 7 16.3% 8,540| 18.39 8,5647| 18.39
Semi-urban 10 23.3% 7,593 16.39 7,603 16.39
Urban 20 46.5% 25,279 54.2% 25,299 54.29
Out of state - 0.0% - 0.0% - 0.0%
Foster Care Status *
Not in foster car¢ 33 76.7% 44,502 95.4% 44,535 95.49
In foster carg 10 23.39% 2,142 4.6% 2,152 4.6%
Disability, *
No disability 32 74.4% 45,363 97.3% 45,395| 97.29
Disability 11 25.69 1,281 2.7% 1,292 2.8%
Adoption Suppor] *
No adopt supp 40 93.09% 45,553 97.7% 45,593 97.79
Adopt supporf 3 7.0% 1,091 2.3% 1,094 2.3%
Notes: Seven young childrenig30 ¢ SNBE aONBSYSR FyR y2d FRYAGGSR Ay C, ndT
lye Fa0SNR&a]l AYRAOIFGSE adlrdAadAdrt aAxayAFAaAOlLyOS i LI x o

*- Weak effect size; ** Small effect size; *** Moderate effect size; ****- Large effect size
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Table 17. Diagnostic Characteristics, Children 35 Admitted/Not Admitted in FY09

Admitted Not Admitted Total Stat Sig
Count %
Chronicity/SED Statys *
Not SED 9 20.9% 44,437 95.3% 44,446 95.29

SED 21 48.89 1,547 3.3% 1,568 3.4%

SED with Waiver 13 30.29 618 1.3% 631 1.4%

OP Dx, Mood Disordg
No mood disordegr 20 46.5% 46,142 08.9% 46,162 98.99

*%

=

Mood disorde 23 53.59 502 1.19% 525 1.1%
OP Dx, Disruptive Disofd *x
No disruptive disordgr 11 25.6% 45,022 96.5% 45,033 96.59

Disruptive disordgr 32 74.49 1,622 359 1,654 3.5%

OP Dx, Anxiety Disorder xx
No anxiety disordgr 15 34.9% 44,154 94.7% 44,169 94.69
Anxiety disordefr 28 65.19 2,490 5.3% 2,518 5.4%

OP Dx, PDD/ASD *
No PDD/ASD 39 90.7% 46,392 99.5% 46,431 99.59
PDD/ASD 4 9.3% 252 0.5% 256 0.5%

OP Dx, Psychotic Disorder *x
No psychotic disorder 38 88.4% 46,627 100.0% 46,665 100.09
Psychotic disordgr 5 11.69 17 0.0% 22 0.0%

OP Dx, Other MH Disorder *

No other MH disordg
Other MH disorde
Comorbid - MH & Sub Abuge
No comorbidity with SA 43 100.09 46640 100.0% 46,683| 100.09
Yes, MH and SA fx 0 0.0% 4 0.0% 4 0.0%
Comorbid - MH & Dev Disab
No comorbidity with DD 42|  97.79 46044 98.7% 46,088| 98.7Y9
Yes, MH and DD ¢x 1 2.3% 598 1.3% 599 1.3%

16 37.2% 39,683] 85.1% 39,699| 85.09
27 62.8% 6,961] 14.9% 6,988] 15.09

= = | D

Any asterisk indicates statistical sighifi Yy OS | i LI x ®dnp o

*- Weak effect size; ** Small effect size; *** Moderate effect size; ****- Large effect size
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Table 18. Diagnostic Characteristics, Children 35, Hospitalized inFY09 (n=43)

Admitted
Count %
Primary Dx at Screening
Mood disordef 13 30.29
Disruptive disorder 21 48.89
Anxiety disordefr 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 Screeninhg
Mood disordef - 0.0%
Disruptive disorder 26 60.59
Anxiety disordelr 3 7.0%
PDD/ASD - 0.0%
Psychotic disorder - 0.0%
Other MH disordejr - 0.0%
None 14 32.69
Present Prob: Danger to Self
No danger to self 30 69.89
Danger to self 13 30.2%
Present Prob: Danger to Other
No danger to othelr 23 53.59
Danger to othef 20 46.59
Present Prob: Danger to property
No danger to property 30 69.89
Danger to property 13 30.29

Any asterisk indic& &

AL GAAGAON

AAIYATAOLYyOS

I G

LI % ®dnpod

*- Weak effect size; ** Small effect size; *** Moderate effect size; ****- Large effect size

Tablel8displays the diagnostic characteristics of children admitted during the study

period. Among primary and secondary diagnoses at screening, disruptive disorders prevailed,

followed by mood disordersWith regard to

presenting problems noted on pr@dmission

young children who were seened presentec
20 KSNAZI¢

GRIFEY3ISNI (2

30 %
gKA OT

screened) presented a danger to self or property.

More than half (53%) of the 43

young childrerscreened presente
screening forms, more than half (53.5%) ofthe 43 98 d a n ger

t o
presented
oproperty. o
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Table 19. Service Characteristics, Children 35 Admitted/Not Admitted in FY09

Admitted Not Admitted Total Stat Sig
Count %
Prior admissions in FY(D8 *
No admissions in FY[08 37 86.0% 46,627| 100.0% 46,664| 100.09
Admissions in FYP8 6 14.09 17 0.0% 23 0.0%
MH services in prior year *

No MH services in prior yefar 4 9.39%4 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 yejr sl
No MH services in prior yelar 4 9.3% 35,684| 76.5% 35,688| 76.49
Other servicg 0.0% 2,986 6.4% 2,986 6.4%

OP Medicdl 3 7.0 3,989 8.6 3,992 8.6%

OP Therapy 6 14.09 2,337 5.0 2,343 5.0%

CB$ 17 39.59 1,195 2.69 1,212 2.6%

SED Waiver 13 30.29 453 1.0% 466 1.0%

MH services in prior 30 days o
No MH services in prior 30 dgys 9 20.9% 42,863 91.9% 42,872 91.89
MH services in prior 30 days 34 79.19 3,781 8.199 3,815 8.2%

Type MH services in prior 30 days **
No MH services in prior 30 dgys 9 20.9% 42,863 91.9% 42,872| 91.89
Other servicg - 0.0% 562 1.2% 562 1.2%
OP Medicdl 2 A4.7% 613 1.3% 615 1.3%
OP Therap 9 20.9% 1,269 2.7% 1,278 2.7%

CB$ 16 37.29 988 2.194 1,004 2.2%
SED Waiver 7 16.39 349 0.7% 356 0.8%
PAHP/MH svc hours in prior 30 ddys

Average # of service hoyrs 19.1 0.8 1 *
Median service houfs 5.0 - -
Psychotropic Rx in FYP8 sl

No psychotropic meds in FY08 21| 48.8% 45,971 98.6% 45,992 98.59
Had psychotropic meds in FY08 22 51.29 673 1.4% 695 1.5%
Polypharmacy in FY08 (2+ classes) *
No psychotropic meds in FY08 21| 48.8% 45,971 98.694 45,992| 98.59

No polypharmacy in FYP8 3 7.0% 259 0.6%4 262 0.6%

Yes, polypharmacy in FY08 19 44.29 414 0.9% 433 0.9%

Any asterisk indicates stétii A OF f AAIYAFAOLYOS i LI x dnpd
*- Weak effect size; ** Small effect size; *** Moderate effect size; ****- Large effect size

Tablel9shows pertinent service characteristics for young children admitted and not
admitted inFY2009. 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 meespeciallyof two or more
medgs in the prior yearTable20, below, indicates that nearly a quarter of children agesl 3
who were admitted during FY09 were screened by a CMHC other than the responsible CMHC.
Community mental health centers weethe top referral source of young children, followed by

hospitals and child welfare providers. Finally, the preponderance of children (n=37) were
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admitted to private inpatient psychiatric facilities (most commonly Stormont Vail, Marrilac, KU
Med, and Cdeyville), while two were admitted to KVC Star and four to Larned State Hospital.
Table 20. Service Characteristics, Children 35 Admitted/Not Admitted in FY09

Admitted
Count %

Courtesy Scree|

Not a courtesy scregn 33 76.79

Yes, courtesy screg¢n 10 23.39

Referral Acuity

Post-Stabilize (1 hfr) 3 7.09%
Emergency (3 hy) 31 72.19

>

Urgent (24 hr 8 18.69
PRTF Emerg (48 hr) - 0.09%4
PRT Initial (7 days) - 0.0%4

PRTF Extens (7 days) - 0.0%
Retroactive (7 day$ 1 2.39%
Referral Sourcg 0.0%4
CMHC 10 23.39

Child Welfare 7 16.39
Hospital/Facility 9 20.99
JIA 1 2.3%

KH$ - 0.0%

Law Enforcement - 0.0%4
Nursing hom¢ - 0.09%
Othen 1 2.3%

Private providef 1 2.3%

Family 13 30.29

SR$ 1 2.3%
State Hospital - 0.0%
Facilty Typé 0.0%

Inpatient Pysch 37 86.09
KVC Star 2 4.79%

PRT - 0.0%

State Hospitg 9.3%

N

Summary of Demographic, Diagnostic, and Service Characteristics

Basedon 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, orqigych
disorder; 3) have been hospitalized previously; and 4) have received psychotropic medications
in the prior year especially combinations of two or more medications. Most referrals for pre

admission screens came from CMHCs or hospitals. Foster caidgysoreferred approximately
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16% of children; however, more than 16% of Children aged-5 who

children hospitalized were in foster care. These = €Xperienced psychiatric
hospitalization in FY09 comprise
an acute subpopulation of the
larger Medicaid population with

experienced psychiatric hospitalization in FY09 significant bhavioral health needs
comprise an acute subpopulation of the larger

datar and the diagnostic profiles of children

hospitalized suggest that children-3 who

Medicaid population with significant behavioral health needs. According teagneission
screen presenting problems, the majority of young children were hospitalized to prevent harm

to siblings, pets, and othie 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 coaldlyzed for
patterns in aggregate.
Table21 displays reasons for admission as recorded ongamission screening forms.
These data vary slightly from administrative data in that they capture slightly more nuance than
the dichotoy 2 dz& @+ NAF 6f Sa aRFYy3ISNI 2 aStFé YR AaRIFy:

Table 21. Reasons for Hospitalization from PreAdmission Screens

Uncontrolled aggression toward others (parents, foster 28 65%
caretakers, siblings, peers, animals)

Aggression toward self (hedzhnging, hitting/scratching self, 10 23%
throwing self on floor or against walls)

Medication reaction/medication failure 3 7%
Suicidal ideation/threats 1 2%
Psychotic/manidehavior 1 2%

b23SY hT (GKS mMp OKAfRNBY T2N) gK2Y adzyO2y iuNBffSR | 33aINBa.
admission, 12 nonetheless exhibited aggressive behavior toward others.

Table22 combines primary and secadary diagnoses from screening forn@.the 15
OKAf RNBY T2NJ gK2Y adzy 02y (i NenbtthSgRmadryIeafediara A 2y (0 2

admission, 12 nonetheless exhibited aggressive behavior toward offleus. although 65% of
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children aged wereadmk G 0 SR A LISOAFAOLE & FT2NJ adzyO2y i NRf f
sample actually displayed significant aggression to others.

Table 22. Diagnoses at the Time of PréAdmission Screening

ADHD 22 51%
Behavior Disorders 22 51%
Mood Disorders 11 26%
Anxiety Disorders 4 9%
Pervasive Developmental Disorde 4 9%
Psychotic Disorders 3 7%
Attachment Disorder 2 5%
Adjustment Disorders 1 2%
Tic Disorders 1 2%

By far, the nest 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 screensdiepth case reviews revealed more childreith suspected but
undiagnosedautism spectrum disorder(ASD)During case reviews of3year olds with
psychotic disorder diagnoses, staff assisting with case reviews expressed skepticism for two
d4dzOK RAlF3IAy2asSax FGONROGdzIAYy 3T UK B sychigtristivkeSs RA I 3y
no longer practicing. Staff believed one case to be a genuine psychotic disorder and the others
G2 0SS Iy FNIATFFIEOG 2F GKAA LISNA2Y Q3 ARAZ2Aa&yONY
Of the 43 children whose cases and screening forms were reviewagd181@% (8 children)
were not taking psychotropic medications at the time of index hospitalization. Of those
prescribedmedications 13 children werg@rescribedstimulants, 12 antipsychotics, 8 mood
stabilizers, 7 alpha agonists, 6 antidepressants, anakiblytics. The high prevalence of
antipsychotic and ADHD medications is consistent with prior study of psychotropic medication
use among child Medicaid beneficiaries in Kar{d&m, et al., 200p
With regard to discrepancies between screening forms and case reviews, screening forms
underestimate some types of behaviors and reasons for admission to inpatientéacilable

23, belowi,illustrates these discrepancies.
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Table 23. Screen Reads vs. Case Reviews

1 Immediate precipitants of hospitalization:

1 Aggression and otdf-control 0 Sporadic or inconsistent services
behavior/overwhelmed parent immediately prior to screen
1 Nonspecific with regard to immediate 0 Medication change/reaction/trial

precipitant ofescalationin behavior )
o Chronic, unmanageable bx

1 Underestimates caccurring MR/DD/ASD _ o
1 Multiple hospitalizations:

1 Underestimates organic issues (poorly o Cooccurring
controlled seizure disorder, FAS) organic/developmental disorder,

not receivingargeted services
I Underestimates trauma exposure/diagsie

o Early and/or severe trauma
exposure

Sincepre-admission screening forms function administratiwetp document threat of
harm to self or other and to prove necessity for hospitalizatidhese forms rely heavily on
certain diagnosticad behavioral dimensions and underreport others. A typical presenting
problem field from a screening form (disguised) appears below:

5 y.o. maleQOut of control, kicking, hitting, aggressive behaviagitated, multiple
suspensions, threatens to kill motfteacher, hurts people/animals, destroys
property/kindergarten room. Major trauma: discovered dead body of family member.
Paternal grandmotherbipolar disorder, great aunt (paternalschizophrenia.
Mother/father--ADHD, mood disorder. Raging worse istgamonths. Suspended from
school (kindergarten) for 17 of past 26 days. History of being kicked out of daycare.
a2iKSNJI AyOF NOSNY 06SR Y2aid 2F OtASyduQa fAFS:
At the time of screening, the child had a diagnosis of Bipolar DisordeABRD. While the
recent trauma of discovering a family member dead was mentioned in the clinical summary, it
RAR y2G FLIWISIFEN 2y |ye IEA& 2F (KS 5{a RAIlI3dyz2a
mother from prison appear more than once on the scregriorm. 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 contd@ehavior that is not being managed effectively
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in a school setting, a major Axis | mood disorder, significant recent trauma and adjustment
issues. However, it does not identify an immediate precipitant for the recent escalation of
behavior. Because trauatic 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 disordeaeetarely

reported fully on screening forms. In general, screening forms underreported trauma, organic
issues and developmental disabilities, and medicatielated issues leading to hospitalization.

In-depth case reviews allowed researchers to gathé&rimation 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 théhdds section, when possible, case reviews were
conducted in the presence of a knowledgeable CMHC staff member who was able to answer
guestions about: 1) initial intake at CMHC; 2) types and hours of services received; 3) initial
diagnosis and assessmed);events/factors leading to hospitalization; 5) crisis
services/diversion attempts; 6) medication management histpayticularlyright before
hospitalization; 7) length of stay in hospital; 8) pbespital diagnoses, meéchtions, and
outcomes; and 9)ehospitalization. Researchers looked for remarkable behavior changes
identified by parents, caseworkers, case managers, therapists, teachers, or psychiatrists
immediately prior to hospitalization.

Figure9, below, displays théhree 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 reactionfable24, below,presents age of child at index

admission and detail of precipitants of hospitalization pleart reviews
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Figure 9. Precipitants of Hospitalization

m Medication
Change/Reaction

| Service Gaf

m Chronic Unmanageable
Bx
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Table 24. Precipitants of Admission per Chart Review

g1 o1 o1 ool o1 o101 oo oo oo o1 o1 o1 ool ool ool o1orortortorororolt ool DB DBSDSMDBAMDMDMDIMW

Reintegrated with bio family; inconsesit attendance; med only in July
Unexpected med reaction to Abilify

No services prior to screen

Parent med change & inconsistent attendance: Parents dc'd Abilify, stopped psychosocia
No services prior to screen

No services prior tgcreen

Inconsistent; one service prior to screen

Inconsistent attendance after a period of consistent attendance

No services immediately prior to screen

Psychiatrist requested hosp. for med adjustment

Very violent to animals and children (atesy screen)

"Wild aggressive bx" (courtesy screen)

Unexpected reaction to med change (Vyvanse)

inconsistent attendance after a period of consistent attendance
Inconsistent attachment figure/attendance

Foster care referraDanger to othes; inconsistent attendance
Psychotic episode (courtesy screen)

Chronic, ouof-control bx; aggressive toward self/others

No services prior to screen

Hosp. to prevent foster care placement disruption (courtesy screen)
"Psychotic episode” fldwing termination of parental rights

Child not hospitalized; mother refused

Inconsistent attendance; no show in Aug.; diversion attempted
Extreme aggression to sibling; tried to drosibling

No services prior to screen/ extreme aggressiositp

Intake in June but did not receive svcs; waiting on outcome ASD eval
Screened in PPC; hosp. to evaluate meds and stabilize bx(courtesy)
No services prior to screen

Foster care provider requested screen after violent bx toward foster sthstesy)
Aggression toward adoptive parents, sexual acting out with sibs(courtesy)
Mood not stable despite med adjustments

Inconsistent attendance; no show Sept. thru Jan.

No services prior to screen; takenMarillacdue to danger to self ahothers
Couldn't manage child without meds; threatening to kill sibs

No services immediately prior to screen, off meds

No services immediately prior to screen/grossly OOC bx

Unexpected reaction to medication change (increase Seroquel)
Incansistent attendance; inconsistent med compliance

Raging/ violent bx (courtesy screen)

No services prior to screen

Unexpected reaction to med change

Unexpected reactions (dyskinesia) to meds (courtesy screen)
Inconsistent attendanc@o show in July, screen in Aug.
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Service GapsService gaps comprise two situations: 1) instances in wiaoknts and their
children had never accessedmmunity-based serviceprior to hospitalizationand 2)
instances in which a child had been receiving sesvand then experienced a omeonth or
longer gap in serviscgmmediately before inpatienpsychiatricadmission. Nine of 43 children
(20.9%) received no communilyasedservicesone monthprior to hospitalization. Five of these
had never received servicef®ur 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 psychoswoal group regularly for several months and then appeared to drop out of
group.By contrast, esme caseshowed a consistergattern of inconsistent participation in
services. Families of these children struggled to maintain employment, pay the bille,ayed t
from appointments, and maintain sobriet

There may be several reasons tatonsistentattendance precipitated hospitalization.
Foremost, services appeared to help most children to function better. Discontinuing or
attending services sporadicalliypdermined this progress. An alternative explanation is that
sporadic service users may have the most diffitadtnanage behavioral problems, such that
inconsistent attendance is more a measure of severity than of the withdrawal of support and
consequenbehavioral escalation. The greatest negative consequence of inconsistent
attendanca and perhaps in some cases a cause of inconsistent attendanas lack of
continuous medication management.

Medication Change/ReactionAt least six of the 43 children stigdl 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, pitg/sician treating the child changed meations
after parent/teacher report that meitations were not effective in controlling symptoms.
Commonly, parents requested a particular medicatifon,example to control symptoms of
ADHD. In two cases, parentS@ONS I SR 2NJ RAA02yGAYydzSR (KS OKAf
O2yadzZ GAy3d (GKS OKAfRQA LIABOKAIGONRAG 2N R2002N.

problematic behavior secondary to this unmonitored medication change.
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The cases in this category do not ud® 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 symptms, or a negative physiological response. The most common medication
reactionnoted in case filewas increased irritability and aggression. Other children experienced
side effects such as drooling, tics, dyskinesia, and staring spells. In a memoraptbease
LINSAONROAY I LIKeaAOAlYy g1 & GKS LINAYIFNE OF NB LK
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 physai@mged for the child to be
hospitalized, and a mecationwash was undertakerThis 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 wes treated in the CMHC. Researchers noted that more than half of the children who
began a new inpatient regimeand who maintained this regimen as outpatients, appeared to
KI @S adarofS Y22Ra YR 0SKI@A2ND AdWsSiNFoupg  a a2y
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 Behavidgiven thatmost cases involved out of control behavior,
researchers developed criteria by which the primary reason for admission could be best
capturedaschronic, unmanageable behavid@€ases were classified in this way if they met the
following criteria:

1) Multiple hospitalizationor

2) ] KAt R dzytofS G2 (GF1S NBRANBOGAZ2Y Jayd v 2N Y

3) Behavior not controlled adequately by medications
Just over half the cases of children aged ($1%) 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 wtmd 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 wasimatic exposure early in developmein (itero -

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 wt The tW(_) fQ.CtO_rS associated with
rehospitalization were: 1) early and/ol
_ ~ ' severe trauma exposure, and

months) displayed by age three: irritability, 2) ceoccurring organic/developmenta
psychomotor agitation, difficulty disorders for which the child was not
concentrating, disturbed vegetative receiving targeted servicasch as
Applied BehavioAnalysis (ABA) or
other evidencbased approaches.

witnessed domestiwiolence as infants (&8

symptoms, extreme aggression, and cruelt
to animals and siblings. Many threatened ir
vivid and convincing ways tojure 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 argaoblems
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 thes@courring dagnoses 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 mulig 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.

Study of Inpatient Psychiatric Admissions Among ChildnehY outh/August 2010
Chapter 5 Major Findings from Qualitative Analyses, P@ge



RehospitalizationOf all casesreveS R>X (1 K2aS Ay (KS GaOKNRYyAO:
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, asstussed: 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 cass 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 diagnosispecific evidencéased approaches

Data on children in fostezare who were readmitted during the study period corroborate
the observation that multiple hospitalizations were more likely among children with traumatic
exposureshows the percentage of children who experienced readmission, by foster care status.
Almost two thirds of very young children with multiple inpatient admissiorsawn 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 aliagnostic 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 groygarticularly early trauma suggestghat
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 traugraptosns
observed in very young children.

Figurel0

FigurelOdisplays the percentage of children who experienced readmission durengttidy
period; more than half (53%) were rehospitaliz€yurell shows the percentage of children
who experienced readmission, by foster care status. Almost two thirds of very young children

with multiple inpatient admissions &ve 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 aiagnostic 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 groygarticularly early trauma suggestshat

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 traugrafptosns

observed in very young children.

Figure 10. Multiple Hospital Admits, 3-5 Age Group

® Had multiple admissions
during study period

B Did not have multiple
admission during study
period
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Figure 11. Multiple Hospital Admissions By Foster Care Status, & Age Group

m Not in Foster Care

B In Foster Care

Findings from Interviews

As discssed in the Methods section, in addition to reviewing-paamission screens and
case records, researchers conducted 30 sstmictured nterviewswith CMHC staff to gain
information about the following topics: 1) screening procedures and adequacy of streen
training; 2) agency policy and practice regarding young children and hospitalization, including
diversion philosophy3) and suggestions for systems/policy change. Interviews generally lasted
1-1/2 hours. Selected results of interviews, with represén@aquotes, 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 cargaps agencies experiencgince this portion of the study focused only on
admissions of very young children in FYQ9, only those CMHCs who screened such a child
participated. Furthermore, although interviews followed a structured interview guide,
interviews varied widely in the aount 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 \ahildgen 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 screarascreening 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 decisiemaking pocesses, noting underlying agency philosophy regarding
diversion, characteristics of cases meriting hospitalization, crisis prevention procedures, and
adequacy of screening.

| RRAGAZ2Yy I ffe> NBaSIFNOKSNE | a]BidyoureseNd OG = G NI vy

specific training to screen children for inpatient hospitalizaton?d 2 K G R2 @&2dz R2 A

dzy LINB LI NBR (2 RSGSNNYAYS GKSGKSNIF o 2N n &SIk N
ASNIAOSa RANBOG2NESX NEBaSlaNBI&pseNdied to disceizh NERX G5 2
AYYSRAFGS KEFENY Ay | o 2NJn @SIFN 2t RKE a52 @2dz
GKSGKSNI (12 K2aLWAGFEATS || @2dzy3d OKAfR QGao +y |

caution or to keep the childinhis&rSNJ K2YS gKSy LlR2aaAiof SKé
Adequacy of Screener TraininBesearchers interviewed eight emergency services/crisis

directors and screeners, and a host of CBS directors, aboutsgeldfic training received by

screeners. Questions sought to discern how 8oRfSy i RANBOG2NAR FSt 4 Ay Gf

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 experiencegssessed by individual screeners. In general, the higher the percentage of

OKAf RNBY 2y I AO0ONBSYySNna OFaStz2FRE G4KS INBIGS

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.
vY | 26 O2yFARSY(d | NBytehpgitalize/thetdses thit ORBIS v S NA Q
be hospitalized?
v,vSI-Af te | dzA g$ Og;{TA RSy a)ttpfe'pf%ﬁet,itﬁd\wmtwr)\ y3 oKk l:I
GKSNBQa I RSINBS 2F Nraal GKFG 6FNNFyda adz
[screenshre people who haveathe this for quite a while, and | 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 enougid contact clinically that they have a reasonably good
ARSEF 162dzi GKS TFdzyOuA2yAy3da 2F [/ .{®d {2YS 210

CeLIAOCIftes 6S wOKAf RNBYyQa aSNWAOSae Rz (GKS
Y2NBE O2YTF2NIIl 6f S ¢ A iKgakiH scieeh arld artadult E@&E RA T T
2SQ0PS KIR G2 R2 a2YS GNIAYAYy3a gAGK | FGSNK?2
there is so much collateral information that you have to get. With an adult, you can
maybe get everything you need from that adaltdzi 6 A G K ({ARAX &2dz 2dza(
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 | think everybody is more comfortable
gKSY 6S R2 (GKSYZX dodtiemalo @A2dzate ¢S OF yQi
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 scrednemaving them shadow an
experienced child screener until they feel comfortable doing one themselves. Teams that lack
SFNXf e OKAfR YSyidlf KSIfOiK SELISNIA&AS NRdziAy St é
fact, most screening teamseven dedicged childserving teams customarily consult with the
OKAfRQa OFrasS YFIylFI3aISNAZ GKSNILRA&AdGasz 2N YSRAOLI G
2 SONB OSNE o0A3 2y O2yadzZ GFrGA2YyZ YR L GKAY
consultation with either anothescreener or a team leader. All of our team leaders are
Ffd2 AONBSYSNAXL 2dzald GKAYy]l GKFGQa az2YSUKA
comfortable with what your decision is.
This ability to consult with ancillary staff is limited to screens catedd during daytime
hours, so aftethours screeners, in the absence of more information, may tend to err on the
side of caution. CBS and emergency services staff agreed thahafies screens can result in
hospitalization because: 1) there are fewer pogs to put in place in the home after hoyr)
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.

| can only remember one situation in whjahscreene SNNBER 2y (K3t A RS
was an afteftkK 2 dzZNE A ONBSYSNJ 6 K2 R2SayQi KI @S | a
andsheRA Ry Qi KIF @S ye2yS | @I Af | olfall honedty, KSNJ
though, I now think she made the right deorsi
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In contrast to the scenario above, aftBours 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 Pronenesdmong Screeners and TherapisBuring 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
attributSR A G (G2 (GKS AGRAGSNRAAZY 2yfeé LIKAf2a2LIKe A
services departments. One emergency services director talked about the discrepancy between
therapists, who are often more likely to hospitalize, according tothimproviderespite for
therapist and parents alikeand the reality of hospitalization, which, in his opinion, is largely
disruptive rather tharstabilizing

L GKAY]l 6SQNB Y2NB LINRYS (2 RADGSNBAZ2Y (KIYy
problematic becausekt SNBE Q& | 1 01 2F dzy RSNRAUGIFIYRAYy3 27F
hospital settingWith these kids, if we manage with some difficatiyget them to

Topeka, ¥ R (0 KS@& QNB { KSNS ([T JiNEhWaSSh tithafée Y S X
have]no other way to keefhat kid safe to send them to the hospital.

hy GKS 20KSNJ KFYRXZ 2yS /.{ RANBOG2NI OKI NI O SN
GKAGSE | LIIINRIFOK G2  O02YLX SE Of AyAOlLf A&aadsSo

We have had, over the years, screeners who are more black and white. Arvadatteto

F2fft2¢6 GKS NMHzZ Sad ¢KSe G(GKAYy|1ZI daeé 2206 Aa 0
2T Glftl1a 6A0K 0KSYDP a6, 2dBRP@&RDODYRAY 1229 5811 ]
NEFIf RAFTFSNBYOS Ay G(KS 1WEK2AWf S @KDY WKISG A&
NEBaLl2yaArotsS F2NJ GFELI&SNI R2ffF NA®E . dzii @ 2 dz
child, not a onesize fits all, monewdriven solution. For some children in some situations,
hospitalization is appropriate and nessary.

Agency Policy and Practice Regarding Young Children & Hospitalization

Diversion Philosophy Among Agencigdl CMHC representatives who participated in this
study articulatedan explicithospitaldiversionpolicyregarding very young childrehile 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 philosaphie illustrated by the quotes below,
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excerpted from an interview in a relatively levospitalizing CMCH and an interview in a CMCH
with higherthan-average hospitalization rates.
The hospital is the last resort. We will do anything to stabilize the ichthe community
first.
In general, vAveAwouId,tendAto err on the side of caution. If we are just not sure that we
Oy 18SL) GKS (AR aF¥Sz IyR 6SQNB FSStAy3 f
either g,oing to supervise or follow the safety glan U K S y g S QNB 32 Ay3d 2
OldziA2Y X YR 6SQNE 3I2Ay3 02 K2alLWAulfAl So
Based on lengthy discussions with CMHC stalvisory Committe@nput, and analysis of
quantitative data, two factorsvere found to contributetd y | 3Sy O& QiosoRy OSNBR A 2 Y
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, seemedstiaggesthigher 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-fhan 2
hours from a facility were ore likely, out of necessity, to have developed comprehensive
communityd 8 SR aSNBAOSa G2 aidloAfAl S OKAfRNBY Ay
OGN} YyaLR2NLIE FFEOU2NBR Ayid2 RSOAaA2ya G2 Kz2aLwhAdal
the wisdom of putting a particularly vulnerable preschooler in a car with a total stranger to
drive them to a faraway facility.
But while it may have shaped agency philosophy and practice, proximity alone did not
appear todetermine diversion proneness. Afteonsideringpopulation density, geography, and
LISYSGUNY A2y NIGSaz Ad FLIWSEFNBR KFGd az2ysS F3Sy
inclined to embrace hospitalization as an appropriate part of a continuum of care for some
children with severe emotimal 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
consultaton 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 expertiseeatment philosophy. A
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Y2NBE GOt AyAOLFf ¢ @Qad aO02YYdzyAlGee 2NASydlFdAz2y O
between agency cultures.
Gaps in Continuum of CarAs mentioned, CBS directors and emergency services staff
CMHCs with higher and lowhospitalization rates alike voiced consensus on one thing:
significant gaps in the current system of care. While all acknowledged the disruption caused by
KaLAGFtATFdA2y S Ylyeée y2G0SR (GKFG Y2NB | LILINE LIN.
R 2 2 NEssion® 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 agdeagth
of stay from 1014 days (rather than-8 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 datasuggest that two things are problematic in the current system of care: 1)
potential underserviceo children when inpatient treatment is too short to accomplish anything
meaningful, and 2) the attendant consequence of subsequent rep