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Abstract

Aim—To assess demographic and clinical predictors of outpatient mental health clinic follow-up 

after inpatient psychiatric hospitalization among Medicaid-enrolled young adults.

Methods—Using logistic regression and administrative claims data from the Maryland public 

mental health system and Maryland Medicaid for (N=1127) young adults ages 18–26 who were 

enrolled in Medicaid, the likelihood of outpatient mental health follow-up within 30 days after 

inpatient psychiatric hospitalization was estimated.

Results—Only 51% of the young adults had any outpatient mental health follow-up visits within 

30 days of discharge. Being black and having a co-occurring substance use disorder diagnosis 

were associated with a lower probability of having a follow-up visit (OR=0.60, p<.01 and 

OR=0.36, p<.01, respectively). In addition, those who utilized any outpatient public mental health 
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services during the 180 days prior to their index hospitalization (N=625, 55.4%) were more likely 

to have a follow-up visit than those without prior outpatient use (OR=2.45, p<0.01). Prior 

Medicaid-reimbursed primary care visits were not significantly associated with follow-up.

Conclusions—In this predominantly urban, low income statewide sample of young adults 

hospitalized for serious psychiatric conditions, half did not connect with an outpatient mental 

health care provider following their discharge. Outpatient transition supports may be especially 

needed for young adults who were not receiving outpatient services prior to being admitted for 

psychiatric inpatient care, as well as for young adults with substance use disorders and African 

Americans.
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Introduction

Young adults with serious mental illness are at risk of not receiving minimally adequate 

outpatient mental health services.1 Lack of timely and adequate outpatient follow-up 

increases the likelihood that clients may disengage with care resulting in readmissions, self-

harm, and medication non-compliance.2,3,4 For young adults with mental illness, discharge 

from inpatient hospitalization represents a crucial focus point for patient-centered mental 

health care systems to implement processes that link them with outpatient mental health 

services after they are discharged. Limited prior research shows inconsistent receipt of 

follow-up care after hospitalization among adults in general.5–8 Stein et al. found that only 

49% of Medicaid-enrolled adults attended outpatient mental health appointments within 30 

days of discharge from an inpatient mental health stay.5 However, few if any prior research 

studies provide information about the likelihood that Medicaid-enrolled young adults receive 

follow-up outpatient mental health services after discharge from a hospital stay.

Past research, mostly on small clinical samples, has found varying rates of post-discharge 

follow-up at outpatient appointments for adult inpatients.6,7,8 Low follow-up rates (35–36% 

were found in two studies of adult inpatients discharged to local community mental health 

clinics.6,7 One study found a much higher rate (82%) in a sample of adults discharged to an 

outpatient clinic within the university-affiliated hospital system that they were admitted to.8 

None of these studies shed light on post-hospitalizations outpatient clinic use in young 

adults.

The young adult population—defined here as persons ages 18–26—is differentiated from 

other adult age groups by the multiple transitions in legal status and social roles that they 

experience over a several-year period. Although multi-year delays between onset of mental 

health symptoms and receipt of mental health treatment are common in this age group 1, 

Medicaid programs in most states do not have services in place to manage and support 

service transitions for young adults who may be experiencing these types of delays.9 

Consequently, research focusing on young adults may provide a rationale for offering them 

access to “bridging” programs10 designed to improve outpatient engagement post-

hospitalization in this vulnerable population. Early intervention and engagement with 
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outpatient mental health services can enhance both clinical outcomes and psychosocial 

outcomes, such as overall quality of life, attainment of competitive employment and 

continuation of education for young adults with serious mental illness.11,12

The purpose of this study was to examine demographic and clinical predictors of outpatient 

mental health clinic engagement within 30 days after inpatient psychiatric hospitalization 

among Medicaid-enrolled young adults. In addition to demographic and clinical correlates 

of follow-up, regression analyses examined differences in the likelihood of follow-up 

between young adults who had not been receiving outpatient mental health services prior to 

their index hospitalization as compared with young adults who had been previously 

receiving services. A prior study of Medicaid-enrolled adults found that clients who had 

received treatment in the 30 days prior to admission were over 3 times more likely to follow-

up.5 Consequently, it was hypothesized that not receiving outpatient mental health services 

in the 180 days prior to admission would be a risk factor for lack of outpatient follow-up 

after discharge. We also explored the relationship of primary care visits to outpatient mental 

health follow-up. Primary care providers could be an important linkage strategy for young 

adults entering the mental health system to enhance treatment linkage and engagement.

Methods

Data and Sample

The Medicaid database included 1,177 persons ages 18 to 26 years old who had completed 

at least one episode of inpatient mental health care between October 1, 2005 and September 

30, 2006, at either a general or a psychiatric hospital in Maryland and who had been enrolled 

in Medicaid as of the discharge date. Medicaid (including public mental health system) 

claims, eligibility and authorization data on these young adults’ use of mental health care 

services were obtained from Maryland’s Department of Mental Hygiene Administration 

(DHMH). Forty-seven persons who were not continuously enrolled in Medicaid after 

discharge plus one person who was dually enrolled in Medicare and two who had no 

qualifying mental health diagnosis (International Classification of Disease, Version 9 codes 

290 to 319 except 299 for autism spectrum) were excluded, which left 1,127 in the analyses. 

The study was declared exempt from Institutional Review Board review by the Maryland 

Department of Health and Mental Hygiene and University of Maryland.

Dependent Variable

The study period included the 180 days prior to the individual’s index hospital discharge 

date and 30 days afterwards. The primary dependent variable was any outpatient clinic use 

during the 30 day post-discharge period. Outpatient clinics are staffed by licensed mental 

health clinicians and generally provide medication management, counseling, and individual 

and group psychotherapy.

Estimation Model

The likelihood of any outpatient clinic service use was estimated using a logistic regression 

model. Covariates were chosen a priori to represent mental health services predisposing, 

enabling, and need factors; step-wise variable selection was not used.13,14 Predisposing 

Marino et al. Page 3

Early Interv Psychiatry. Author manuscript; available in PMC 2016 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



characteristics included patient sex, age, race-ethnicity, and the eligibility category 

associated with Medicaid enrollment.15–18 For the enrollment variable, Medicaid coverage 

groups were collapsed into three categories based on how a person qualified for Medicaid. 

The first category included persons who qualified as a result of being in a low income family 

(Temporary Assistance to Needy Families and Medicaid expansion categories for low 

income children and pregnant women, including the State Children’s Health Insurance 

Program). The second category included persons receiving Supplemental Security Income 

(SSI), persons who were receiving long-term care services, and other medically needy aged, 

blind, or disabled persons. The third category included foster care, as these young adults are 

eligible to retain their coverage until age 20.

Enabling factors included whether the young adult had any inpatient admissions or 

outpatient mental health clinic visits, or both, during the 180-day period prior to the index 

admission. An interaction between not having received outpatient public mental health clinic 

services prior to their index hospital admission and having had any primary care visit during 

the 180 days prior to the index admission was also included in the regression. It was 

hypothesized that primary care contact would enable outpatient mental health service use 

following hospital discharge (i.e., would be associated with a greater likelihood of follow-up 

outpatient mental health clinic use). Thus, the regression coefficient of the interaction term 

captures the potential impact for new clients of having seen a primary care provider in the 

180 days prior to the index hospital admission.

Need for outpatient mental health clinic services was indicated by International 

Classification of Disease, Version 9 (ICD-9) diagnoses for mental health conditions and by 

receipt of a psychotropic medication (i.e., by any antipsychotic, mood stabilizer, 

antidepressant, or stimulant prescription fill) during the 180-day pre-index period. Diagnosis 

categories included schizophrenia (295.x); bipolar disorder (296.0, 296.4–296.9); psychotic 

disorder NOS (297.1, 298.9); major depressive disorder or dysthymia (296.2, 296.3, 300.4); 

mood disorder NOS (296.9, 311); and all other mental health codes that were from claims 

paid for by Medicaid (290.x–319.x except 299).

Results

Women comprised 52% of the sample (Table 1). The sample’s racial-ethnic composition was 

equally divided between white (N= 521, 46.2%) and black (N=525, 46.6%) and the 

remaining 7.2% were Hispanic or other. In the Medicaid eligibility categories, more than 

half or 57.4% of the young adults in the sample were receiving SSI or state disability 

supports, 37.4% were in the non-disabled and non-foster care group (those receiving 

Medicaid primarily due to financial need), and 5.2% were in foster care. Bipolar disorder 

was the most prevalent diagnosis (32.5%), followed by schizophrenia (28.1%), and major 

depressive disorder/dysthymia (21.3%). The remaining persons were diagnosed with either 

mood disorder not otherwise specified (NOS), psychotic disorder NOS, or other. Slightly 

less than ten percent (N=111, 9.8%) had a co-morbid substance use disorder diagnosis.

Roughly half (51.2%, N=577) of the young adults attended an outpatient mental health 

appointment within 30 days of discharge from the hospital. Young adults who attended an 
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outpatient appointment were more likely to be white, eligible for Medicaid because they 

were receiving SSI or similar long-term care/disability support, have a diagnosis of 

schizophrenia or bipolar disorder, have received psychotropic medication prior to the index 

admission, or have had at least one prior outpatient mental health visit in the 180 days prior 

to the index admission. Those who did not attend the outpatient follow-up appointment were 

more likely to be black, receive Medicaid primarily due to financial reasons, carry a 

diagnosis of major depressive disorder/dysthymia, or have a co-morbid substance use 

disorder.

Table 2 shows the results of the logistic regression model. Being black was associated with 

significantly decreased odds of having an outpatient visit within 30 days after discharge 

compared with being white (OR=0.60, p<0.01). There was a very small, but statistically 

significant age effect of being older on outpatient follow-up (OR=1.06, p=0.03). None of the 

diagnostic categories were associated with likelihood of attending an outpatient appointment 

except for “other” which was found to have decreased likelihood of follow-up compared 

with having schizophrenia. Those young adults with a co-morbid substance use disorder had 

much lower odds of follow-up within 30 days of discharge (OR=0.36, p<0.01). After 

controlling for other factors, Medicaid–eligibility categories were not associated with the 

likelihood of follow-up after discharge. Young adults who had any outpatient mental health 

clinic visits or received psychotropic medications in the 180 days prior to the index 

admission were more likely to have an outpatient clinic visit after discharge compared with 

those who did not (OR=2.45, p<0.01 and OR=1.41, p<0.01, respectively). Having had a 

primary care visit in the prior 180 days for those who did not have any prior outpatient 

mental health visits was not associated with receipt of follow-up care (OR=1.24, p=0.30).

The finding that a substantial proportion of young adults in this inpatient discharge sample 

had no contact with outpatient mental health care providers in the prior 180 days coupled 

with the finding that persons in this subgroup were less likely to receive follow-up outpatient 

care post-discharge led us to examine the characteristics associated with individuals in this 

subgroup, using logistic regression. These results are shown in Table 3. Having had no 

contact with the outpatient mental health care providers in the prior 180 days was positively 

associated with being black (OR=1.35, p<0.05) and negatively related with Medicaid 

enrollment due to a disability/institutional care (OR=0.47, p<0.01) or foster care eligibility 

category (OR=0.37, p<0.01), having a diagnosis of bipolar disorder (OR=0.43, p=0.05), 

having a co-morbid substance use disorder (OR=0.46, p<0.01), prior mental health inpatient 

admission (OR=0.17, p<0.01) and prior use of primary care services (OR=0.35, p<0.01).

Discussion

The results of this study indicate that approximately half (577 of 1127, or 51%) of young 

adults in Maryland’s Medicaid program did not have an outpatient mental health clinic 

encounter within 30 days after being discharged from an inpatient mental health stay. Rates 

of follow-up outpatient clinic use varied across clinical and demographic subgroups. Those 

who did not attend follow-up care were more likely to be black, have a co-occurring 

substance use disorder diagnosis and not have had any contact with outpatient mental health 

providers in the public mental health system or received any psychotropic medications in the 
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6-month period immediately prior to their inpatient discharge. Those young adults who 

lacked an existing connection to an outpatient mental health care provider comprised nearly 

half of the total sample. Of this group, most (N=271, 54%) also had no contact with a 

primary care provider during this same period. This suggests that a significant minority of 

young adults with serious mental health problems do not have any contact with outpatient 

health care providers during the months leading up to an acute psychiatric episode.

Those young adults who had no recent connection with an outpatient mental health clinic 

were more likely to be black and had fewer prior hospitalizations, a lower prevalence of SSI 

receipt and lower prevalence of a psychotic disorder or comorbid substance use disorder 

diagnosis. These young adults represent a distinct group at greater risk for poor outpatient 

follow-up. Consequently, they may be a critical target group for interventions to help link 

clients to care. Further research is needed to better understand their course of illness, use of 

services and pathways to care.

Prior research studies reach inconsistent conclusions regarding the demographic predictors 

of not receiving minimally adequate outpatient follow-up care, likely due to variability in the 

samples including sample size, insurance status, and systems of care that clients are engaged 

in. Stein et al. 5 found that African Americans and those with a co-occurring substance use 

disorder diagnosis were less likely to receive follow-up care, but found no association with 

younger age. Nose and colleagues conducted a systematic review of predictors of non-

adherence to outpatient follow-up and found client-level factors such as being young, male 

and unemployed associated with poor follow-up.19 Kruse et al. examined missed intake 

appointments for clients with serious mental illness who were referred by a state agency to 

an outpatient psychiatric clinic and found that being younger and Hispanic were associated 

with nonattendance.20 The findings in this study showed a small, but significant age effect 

and taken together with prior research suggests that perhaps the youngest adults are at 

elevated risk of non-attendance at outpatient follow-up following an inpatient stay.

The finding that African Americans have lower follow-up rates after hospitalization is not 

uncommon. A recently published paper that examined racial and ethnic disparities in 

outpatient mental health follow-up after hospitalization utilizing the Medical Expenditure 

Panel Survey found the lowest rates of follow-up among blacks in the sample, 29% followed 

up within 30 days. The authors cite lack of empathy or culturally competent care as well as 

social and community level factors as likely contributing factors to poor outpatient follow-

up. A systematic review of interventions to increase engagement among underserved racial 

and ethnic minorities found that the collaborative care model for depression was effective in 

enhancing engagement, but additional research needs to be conducted to create and assess 

the effectiveness of interventions aimed at increasing treatment engagement in this 

population.

The finding that persons with co-occurring substance use disorder diagnoses are more likely 

to disengage in care has also been found in other studies.21 One of the main challenges in 

treating this population of dual-diagnosis clients is that in most states, substance use and 

mental health treatment services are often not integrated.22 Adolescents and young adults are 

vulnerable to the development of mental illness and substance use disorders23 and co-
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occurring mental health and substance use disorders may substantially impact their longer 

term recovery. While there is limited evidence regarding any particular model of integrated 

mental health treatment and substance use treatment being more effective than another, it is 

well-accepted yet seldom practiced that such should be the standard of care for patients with 

co-occurring mental health and substance use diagnoses.24–26

This study did not find any association between use of primary care services in the 180 days 

prior to hospitalization and follow-up at outpatient mental health visits. While primary care 

providers may be an important gateway to mental health treatment, particularly in young 

adults with newly emerging symptoms, the medical and specialty mental health systems 

remain fragmented and parallel. New efforts in the Affordable Care Act aim to integrate 

primary care and behavioral health services (mental health and substance use) in order to 

reduce overall health care costs and enhance clinical outcomes. More research will need to 

be conducted to assess whether this integration of care assists low-income young adults with 

mental illness to remain engaged in outpatient mental health treatment.

While demographic and clinical variables may help clinicians identify individuals at risk for 

disengaging from care in certain populations, broader policy changes and system-level 

interventions may be more effective in helping young adults remain engaged in outpatient 

treatment.3 Evidence from research on “bridging strategies”, interventions that help clients 

connect with outpatient services after inpatient hospitalization, suggests that state Medicaid 

programs could use various strategies, ranging in intensity, to help increase young adults’ 

attendance at follow-up outpatient mental health appointments.10 Low-intensity system-level 

interventions include decreasing the wait time to first outpatient appointment27 as well as 

other discharge planning interventions by inpatient teams, such as making appointments for 

clients, using reminder phone calls and letters, and utilizing referral coordinators.3,10 High-

intensity interventions include assertive community treatment (ACT) teams.10 For those 

clients who are at risk for poor follow-up after hospitalization, yet do nott meet criteria for 

ACT teams, brief critical time intervention (CTI) is an effective, mid-intensity intervention 

to help clients remain engaged in care.28 CTI clinicians work closely with patients on risk 

factors for disengagement, more intensively at first and decreasing in intensity over time, 

assisting the client in utilizing community supports. By implementing such bridging 

strategies as part of standard discharge planning during hospitalization, states, health 

insurers and mental health providers can assist at-risk young clients’ transition to engage in 

necessary outpatient mental health services.

This study is subject to several limitations. First, this data sample is comprised of a 

Medicaid-enrolled population in a single state and may not be generalizable to services 

utilization by all young adults with mental illness. By comparison to other states’ public 

mental health systems, Maryland’s system probably is among the best in relation to client 

access to outpatient mental health care providers.29 Consequently, rates of outpatient 

engagement may be higher in Maryland than in other states. In addition, this study is based 

solely on Medicaid data and did not take into account services paid for by other payers. 

Roughly 300 young adults in the sample were not continuously enrolled in Medicaid during 

the prior 180 days and may have received care from an outside provider. A sensitivity 
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analysis excluding this population of young adults who were not continuously enrolled 

demonstrated similar results, except for a nonsignficant age effect.

In conclusion, roughly half of the young adults in this sample did not follow-up with 

outpatient mental health services within 30 days of discharge from an inpatient psychiatric 

hospitalization placing them at risk for poor outcomes. With the emergence of a new 

approach to healthcare, which places extensive value on prevention and insurance coverage, 

now is an opportune time to create and implement interventions and strategies to assist 

young adults in the public mental health system to engage with outpatient mental health 

services. Lack of an existing connection to an outpatient mental health care provider prior to 

discharge from an inpatient stay is a prevalent characteristic of young adults with serious 

mental health conditions and may be an important indicator of young adults’ need for 

specially designed outpatient transition supports. Linking young adults with mental illness to 

important health services may not only enhance their clinical outcomes, but may also 

increase their likelihood of recovery and of remaining engaged in their communities.
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