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Abstract

Objective: Inpatient psychiatric readmission rates are increasingly considered indicators of 

quality of care. This study builds upon prior research by examining patient-, hospital-, and 

community-level factors associated with single and multiple readmissions for youth.

Method: A retrospective cohort study was conducted using Medicaid claims data from four states 

supplemented with the American Hospital Association survey, the Area Resource File, and the 

National Survey of Mental Health Treatment Services. Multinomial logistic regression examined 

patient-, hospital-, and community-level factors that were associated with inpatient psychiatric 

readmission for 6,797 Medicaid-eligible youth with a primary diagnosis of mood disorder using a 

three-level nominal dependent variable coded as no readmission, one readmission, and two or 

more readmissions within 6 months after discharge.

Results: Six months after initial discharge, 941 youth (13.8%) were readmitted once and 471 

(6.9%) were readmitted two or more times. The odds of single or multiple readmissions were 

significantly higher (p < .05) for youth classified as disabled or in foster care, those with multiple 

psychiatric comorbidities, medical comorbidity, and prior psychiatric hospitalization. Treatment in 

hospitals with high percentage of Medicaid discharges and a high number of beds was associated 
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with lower odds of readmission. There was a significant interaction between length of stay and 

outpatient mental health follow-up within 7 days of discharge.

Conclusion: Patient- and hospital-level factors are associated with likelihood of both single and 

multiple youth inpatient psychiatric readmissions, suggesting potential risk markers for psychiatric 

readmission.
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Policymakers, payers, and hospitals are increasingly focused on reducing psychiatric 

readmissions for children and adolescents. Although readmission may be clinically 

necessary, it is generally viewed as a negative outcome because of associated costs and 

burdens placed on affected children and caregivers, and the implication that the original 

admission somehow failed to adequately assess, treat, or transition the patient to the next 

appropriate level of care. Recurrent hospitalization is disruptive to families, interferes with 

work and school, and is emotionally and physically distressing.1 Readmissions, particularly 

those shortly after discharge, are often viewed as indicative of lower-quality care and are 

sometimes assumed to be a consequence of shortened hospital length of stay.2-4 

Readmission rates for psychiatrically hospitalized youth have increased since the onset of 

managed care, with recent studies indicating that 33% to 38% will be readmitted within 1 

year of discharge5-7 and 8% will be readmitted within 30 days of discharge.8 Readmissions 

may also be attributed to inadequate continuity of care, poor follow-up, or other factors such 

as illness severity, symptom burden, and treatment nonadherence.9-11 Regardless of 

perspective, there is a critical need for research that examines factors associated with 

readmission.

Previous studies have examined patient demographic, clinical, and treatment factors that 

predict future psychiatric readmission among children and adolescents, with inconsistent 

results. Findings regarding demographic characteristics such as age, sex, and race/ethnicity 

are contradictory, with some studies suggesting that younger youth5,11 or older youth7,12-14 

are more likely to be readmitted, and other studies showing no effect.6,15-17 Neither race/

ethnicity nor sex has been found to consistently predict readmission.5,6,12,14,17 Clinical 

factors that have been associated with readmission include a variety of specific psychiatric 

diagnoses (most commonly affective disorders, behavioral disorders, and/or psychosis), 

medical and developmental comorbidities, prior suicide attempts, and symptom severity.
5-8,10,12,14,17

Treatment factors that have been examined include length of stay, service history (eg, prior 

hospitalizations, noncompliance with treatment), and aftercare. Prior hospitalizations and 

nonadherence with treatment are strong predictors of readmission.7 Findings on length of 

stay are mixed, with some studies associating higher readmission rates with shorter lengths 

of stay,18 others with longer lengths of stay,7,14 and still others showing no such 

associations.6,10,12,16 Studies examining the impact of aftercare are similarly contradictory, 

with some reporting that receipt of aftercare reduced the readmission rate,15,17,19,20 others 

that aftercare increased the readmission rate,7,21,22 and some reporting no observable effect.
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6,12 However, studies varied considerably in length of follow-up periods and in definitions of 

aftercare (eg, any aftercare within a specified time period such as 30 days versus specific 

types of aftercare), making it difficult to compare findings across studies.20

Although previous research has examined factors associated with psychiatric hospital 

readmission, no studies to our knowledge have examined factors associated with multiple 

readmissions in children and adolescents, and it is unclear whether the factors associated 

with a single readmission are similar or different from those associated with multiple 

readmissions. In adults, patient-level characteristics including a diagnosis of schizophrenia 

or psychosis, younger age at first admission, greater numbers of previous admissions, 

unemployment at index admission, noncompliance with medication and/or therapy, and drug 

and alcohol problems are associated with multiple readmissions.9,23-25 Moreover, existing 

studies on psychiatric readmission have focused primarily on patient demographic and 

clinical characteristics rather than hospital characteristics (eg, being a teaching or safety net 

hospital) and community-level factors (eg, availability of mental health providers) despite 

research in other areas of medicine26-28 demonstrating that hospital characteristics and 

regional factors influence readmission outcomes. It is conceivable, for example, that 

availability of outpatient mental health professionals in the community might have an impact 

on readmission risk. At present, however, little is known about the association between 

hospital characteristics and community-level factors and readmission.

The current study addresses this gap in the literature by combining multiple data sources to 

examine a wide range of factors potentially associated with single and multiple psychiatric 

readmissions in a large sample of mood-disordered, Medicaid-enrolled youth from four 

states. We focus on pediatric mood disorders because they are the predominant admission 

diagnosis for children and adolescents admitted to the psychiatric inpatient setting, 

particularly in community hospitals.7 Based on prior research, it was hypothesized that 

patient-level factors related to illness severity and level of need such as disabled status, 

bipolar disorder diagnosis, psychiatric comorbidities, chronic medical illness, and prior 

hospitalizations would be significantly associated with risk of readmission. In addition, it 

was hypothesized that rates of readmission would be lower for youth who had timely follow-

up care, and that readmission would be independently associated with patient-, hospital-, and 

community-level factors.

METHOD

Study Design and Data Sources

A retrospective longitudinal cohort design was used to examine associations between 

patient-, hospital-, and community level-factors and multiple readmissions. Data were drawn 

from three sources: Medicaid Analytic eXtract (Max data),29 the American Hospital 

Association (AHA) annual survey,30 and the Area Resource File (ARF).31 Medicaid data 

obtained from the Centers for Medicare and Medicaid Services were the primary source of 

patient-level data, including demographic characteristics, diagnoses, dates of services, 

procedures, and providers.29 The AHA annual survey provided information on hospital-level 

data, including organizational structure, facilities and services, and use.30 The Medicaid 

national provider identifier on the hospital discharge claims was used to link the Medicaid 
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patient-level data with the hospital data. The 2010 ARF provided information on county-

level data, including sociodemographic, economic, and health care system characteristics.31 

The 2012 National Survey of Mental Health Treatment Facilities was used to capture 

county-level outpatient mental health facilities.32 County of residence was used to link the 

Medicaid patient-level data with community-level data. All study procedures were approved 

by The Ohio State University Institutional Review Board.

Study Population

We identified youth (aged 6–17 years) from four states (California, Florida, Maryland, and 

Ohio) who were admitted to psychiatric hospitals with a primary diagnosis of mood disorder 

(International Classification of Diseases, Ninth Revision [ICD-9]–CM codes 296.xx and 

311) between July 1, 2009, and June 30, 2010, and who were continuously enrolled in 

Medicaid for the 6-month period before the index hospitalization (N = 8,299). Because we 

were interested in examining the role of aftercare within 7 days, we excluded youth who 

were readmitted within 7 days of discharge (n = 282). Also excluded were youth with 

missing hospital (n = 1,213) and community-level (n = 7) data. The final analytic sample 

was 6,797 youth.

Outcome Variables

The dependent variable in this study is a three-level nominal variable coded as follows: (1) 

no readmissions; (2) one readmission; and (3) two or more readmissions within the 6-month 

period after discharge. Readmissions were defined as a repeat psychiatric hospitalization (ie, 

primary ICD-9-CM code 290–319) to any hospital. A 6-month timeframe was chosen 

because most readmissions occur within 6 months of discharge, and this timeframe allows 

for multiple readmissions.

Predictor Variables

Patient-level factors included age at hospital discharge (6–11 years versus 12–17 years), sex, 

race/ethnicity (non-Hispanic white, non-Hispanic black, Hispanic, and other), Medicaid-

eligibility category (poverty, disability, and foster care), length of stay (1–7 vs. 8 or more 

days), and primary diagnosis (depressive disorder, bipolar disorder, and other mood 

disorder). The following variables were abstracted from Medicaid claims from the 6 months 

before the index hospitalization: presence or absence of prior outpatient mental health visits 

and recent psychiatric hospitalizations, substance use disorders (ICD-9-CM codes 291–292 

and 303–305), chronic medical conditions, and number of psychiatric comorbidities (zero, 

one, and two or more). For medical comorbidities, youth were classified as having a chronic 

medical condition if they had two or more claims during the pretreatment period for any of 

the 12 diagnoses commonly used in previous studies.33 These included diabetes, seizures, 

asthma, sickle cell anemia, cerebral palsy, congenital heart disease, cancer, major organ 

disease, congenital anomaly, HIV, autoimmune disease, and immunocompromised disease. 

Youth were identified as having a psychiatric comorbidity if they had two or more claims for 

a psychiatric disorder (ICD-9-CM codes 290–319). In addition, the presence of an outpatient 

follow-up visit for mental health within 7 days of hospital discharge was defined as any 

Medicaid-reimbursed behavioral health visit with a primary mental health diagnosis (ICD-9-

CM codes 290–319), including visits for psychotherapy or pharmacotherapy, partial 
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hospitalization, rehabilitation, and other community-based services such as case 

management. This variable was based on the Health Plan Employer Data and Information 

Set quality of care guidelines for follow-up after psychiatric hospitalization.

Hospital-level factors included the total number of beds (low, <200; medium, 200–399; and 

high, ≥400), ownership (public, private not for profit, and private for profit), percentage of 

the total annual discharges involving patients enrolled in Medicaid (low, 0%–18.9%; 

medium, 19%–25.9%; and high, ≥26%), medical resident teaching status (teaching and 

nonteaching), and type of hospital (general and psychiatric).

Community-level factors included health care resources, such as the number of providers per 

100,000 youth (child psychiatrists [low, 0.0–6.9 and high, ≥7.0], psychologists [low, 0.0–

84.9 and high, ≥85.0], and social workers [low, <650 and high, ≥650]); the number of 

community health centers (eg, rural health clinics and federally qualified health centers [low, 

0–6 and high, ≥7 ]); the number of outpatient mental health facilities that served youth (low, 

0–6 and high, ≥7); availability of a psychiatric hospital; and the area of residence 

(metropolitan and nonmetropolitan).

Statistical Analysis

First, bivariate analyses (Pearson χ2 tests) were conducted to compare the number of 

readmissions within 6 months (no readmissions, one readmission, two or more 

readmissions) on patient-level, hospital-level, and community-level factors. To control for 

Type I error rate due to multiple comparisons, the p values were adjusted using the Holm 

method.34 Second, multinomial random-effects logistic regression models were used to 

examine the associations between patient-, hospital-, and community-level factors and one 

or multiple readmissions. We included state indicators to control unobserved state level 

characteristics and policies that could be associated with readmission. Random-effects 

logistic regression is the appropriate analysis for multilevel data because it takes into 

account the nesting of individuals within hospitals and counties and generates unbiased 

estimates as well as correct standard errors. The model-building process included several 

stages with variables entered into the model in blocks. First, the block of patient-level factors 

was entered into the model, followed by the addition of the block of hospital-level factors, 

and finally the addition of the block of community-level factors. The likelihood ratio test 

was used to compare the nested models and to determine whether the addition of each block 

significantly improved the overall model fit. We considered variables to be statistically 

significant at p ≤ .05 (two-tailed). All analyses were performed using SAS 9.4.35

RESULTS

Sample Description

Of the 6,797 youth in the study sample, 1,412 (20.8%) were readmitted at least once within 

6 months of discharge, with 941 (13.8%) being readmitted only once and 471 (6.9%) 

experiencing multiple readmissions. Of those who were readmitted, 66.6% had only one 

readmission and 33.4% had two or more readmissions, with the mean number of 

readmissions 1.6 (SD = 1.04) and the median 1 (range = 1–13). The demographic and 
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clinical characteristics of the study sample are shown in Table 1. The mean ± SD age was 

14.0 ±2.5 years; 55.6% were female; 36.2% were non-Hispanic white, 23.7% were non-

Hispanic black, 30.1% were Hispanic, and 10.0% were of other racial and ethnic 

backgrounds. About half were eligible for Medicaid through disability (23.5%) and foster 

care (22.3%). More than half were diagnosed with a depressive disorder (56.1%), 

predominantly major depression, 23.5% were diagnosed with bipolar disorder (12.5% had 

bipolar I or II, 11.0% had bipolar not otherwise specified [NOS]), and 20.4% were 

diagnosed with other mood disorders. In addition, more than half of the individuals in the 

sample were diagnosed with two or more comorbid psychiatric disorders (53.0%), and about 

one-fifth had a chronic medical condition (19.3%). The three most common comorbid 

psychiatric diagnoses were disruptive behavior (33.5%), attention-deficit/hyperactivity 

disorder (ADHD) (27.0%), and anxiety (23.5%). Less than 2% of subjects had been 

diagnosed with a substance use disorder.

Bivariate Analysis

Table 2 presents the bivariate comparisons of the patient-, hospital-, and community-level 

factors by no readmissions, one readmission, and multiple readmissions. All p values have 

been adjusted to control for Type I error. At the patient level, single and multiple 

readmissions were significantly more likely for youth categorized as disabled or in foster 

care; those diagnosed with bipolar disorder, two or more psychiatric comorbidities, or a 

chronic medical condition; and those with a history of inpatient or outpatient psychiatric 

treatment before the index hospitalization. Outpatient psychiatric follow-up within 7 days 

after discharge was also associated with one or multiple readmissions compared to no 

readmissions. At the hospital level, the likelihood of single and multiple hospital 

readmissions notably was significantly greater for youth treated in a for-profit hospital. 

Youth hospitalized in general hospitals rather than specialized psychiatric hospitals and 

nonteaching rather than teaching hospitals were significantly more likely to experience one 

or multiple psychiatric readmissions after discharge, as were youth hospitalized in smaller 

hospitals with fewer beds. At the community level, youth living in regions with a higher 

availability of mental health providers, health clinics, outpatient mental health care, and 

psychiatric hospitals had a higher likelihood of experiencing one and multiple readmissions.

Multivariate Analysis

Tables 3 to 5 present the estimated odds ratios for the multinomial random-effects logistic 

regression model, along with the significance levels based on the estimated regression 

coefficients for each predictor variable. The referent category for the three-level dependent 

variable is no readmissions within 6 months. Three multinomial logistic regression models 

were estimated. Model 1 included patient-level factors; Model 2 added hospital-level factors; 

and Model 3 added community-level factors. The three models were compared using the 

likelihood ratio test to determine whether the addition of predictor variables improved the 

overall model fit. In Model 1, patient-level factors were significantly associated with 

readmissions [χ2 (df = 36) = 751.96, p < .001]. In Model 2, the addition of hospital-level 

variables significantly improved the fit of the model over the model with patient-level factors 

only [χ2 (df = 16) = 35.16, p = .004]. In Model 3, the addition of community-level factors 
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and state also improved the overall fit of the model [χ2 (df = 20) = 64.40, p < .001]. Results 

for the final model are described below.

Patient-Level Factors

The odds of single and multiple readmissions were significantly higher for youth who were 

eligible for Medicaid through disability and foster care (Table 3). Single and multiple 

psychiatric hospital readmissions were also significantly more likely to occur for youth with 

comorbid psychiatric disorders, a chronic medical condition, or a history of prior psychiatric 

hospitalization. In contrast, youth who had received outpatient mental health services prior 

to index hospitalization were less likely to be psychiatrically readmitted.

The relationship between inpatient length of stay and psychiatric readmission appears to be 

complex. Overall, longer hospital lengths of stay (8 or more days) were significantly more 

likely to be associated with subsequent psychiatric readmissions than shorter lengths of stay, 

but there was a significant interaction observed between length of stay and outpatient mental 

health follow-up within 7 days of discharge. Among individuals with shorter lengths of stay, 

defined as 1 to 7 days, the odds of one or multiple readmissions were significantly higher for 

those seen in outpatient mental health follow-up within 7 days of discharge compared to 

those who did not receive timely outpatient follow-up. For youth with longer lengths of 

index hospital stay, timeliness of outpatient follow-up did not significantly influence the 

likelihood of psychiatric hospital readmission, but timely aftercare did appear to attenuate 

the risk of readmission in such individuals.

Hospital- and Community-Level Factors

Youth treated in hospitals with a high number of beds had a significantly lower odds of 

being readmitted multiple times during the 6-month follow-up period (Table 4). Patients 

treated in a hospital with a medium or high percentage of Medicaid patients had lower odds 

of a single readmission, but not multiple readmissions. None of the community-level 

variables were significantly associated with single or multiple readmissions (Table 5).

DISCUSSION

The purpose of this study was to examine patient-, hospital-, and community-level factors 

associated with multiple inpatient psychiatric readmissions for youth with mood disorders. 

This multistate study of readmission for 6,797 publicly insured, mood disordered, and 

psychiatrically hospitalized youth documented multiple psychiatric readmissions within 6 

months of initial hospital discharge in 6.9% of study subjects, a single readmission in 

13.8%, and at least one readmission in 20.7%. This result is consistent with previous studies 

of pediatric readmission within 6 months of inpatient psychiatric discharge, which have 

reported rates between 12.1% and 28%.20,36 The observed 6.9% rate of multiple pediatric 

readmissions was slightly lower than a prior study documenting a multiple readmission rate 

of 10% in an adult population in Finland.37 Psychiatric hospital readmission can certainly be 

clinically appropriate, but readmissions are costly and can be painful and disruptive 

experiences for patients and families, as well as representative of failures in the content and 

process of clinical care. Consequently, reducing the likelihood of psychiatric hospital 
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readmission appears to be a worthy aspiration for mental health care providers and 

policymakers.

Notably, factors associated with the risk of multiple psychiatric hospital readmissions for 

youth with mood disorders were almost uniformly the same as those associated with single 

hospital readmission. As hypothesized, several patient-level factors were found to be 

significantly associated with both single and multiple readmission rates, including 

psychiatric comorbidity, the presence of a chronic medical condition, and prior psychiatric 

hospitalizations. These findings may be reflective of illness severity, and are consistent with 

those of several prior studies among children and adults.7,8,24,37-39 The presence of one or 

multiple psychiatric comorbidities was associated with an increased likelihood of single and 

multiple readmissions more than other factors evaluated, with the odds of multiple 

readmissions nearly five times higher for youth with one comorbid psychiatric disorder and 

20 times higher for youth with multiple psychiatric comorbidities. Yompolskaya et al. 
reported a similar finding among children who received inpatient mental health treatment in 

Florida.40 Although the diagnosis of bipolar disorder was associated with a heightened 

chance of readmission on bivariate analysis, multivariate analysis failed to support this 

association. Documentation of a substance abuse diagnosis was relatively infrequent in our 

sample and was associated with single but not multiple readmissions, a finding differing 

from two previous studies showing an association between substance abuse and frequent 

readmission.41,42 Medicaid eligibility through disability and foster care was associated with 

higher odds of single and multiple readmissions, likely related to greater illness burden. 

Higher levels of mental health service use have been reported previously in adults receiving 

disability pensions,41 and foster children are well known to experience high rates of 

exposure to maltreatment, developmental delays, and mental disorders.43

A patient-level factor associated with a lower likelihood of single and multiple readmissions 

was the receipt of prior outpatient psychiatric care. Although it is difficult to draw firm 

conclusions about the nature of this association, other studies have noted that outpatient 

psychiatric care prior to hospitalization is associated with timely outpatient aftercare.44 

Continuity of care with a known and familiar provider might be comforting in the wake of 

psychiatric hospitalization, and youth without established treatment relationships may face 

more barriers to timely care after discharge relative to youth with pre-existing outpatient 

treatment relationships.

Patient-level factors that have been inconsistently associated with psychiatric hospital 

readmission rates include length of hospital stay and receipt of mental health outpatient 

follow-up or aftercare. Both shorter and longer hospital lengths of stay have been associated 

with greater and lesser likelihoods of readmission,15,37,40 and findings regarding receipt of 

aftercare have been similarly inconsistent.7,15,17,19-21,24 This puzzling state of affairs 

encouraged us to explore possible interactions between these two variables. In our study, 

youth hospitalized for 8 or more days were significantly more likely to be readmitted overall 

than youth hospitalized for shorter periods, but analysis of the interaction between length of 

stay and timely aftercare suggests a complex relationship. Notably, youth with shorter 

lengths of hospital stay were significantly more likely to be readmitted when they received 

timely aftercare, which was not the case for youth with longer lengths of stay. In contrast, 
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timely aftercare appeared to attenuate the likelihood of readmission for youth with longer 

hospital lengths of stay relative to those with shorter hospital stays.

Although this study is unable to offer a definitive explanation for how length of stay and 

timely aftercare might influence readmission rates, complex interactions such as these are 

likely underpinnings of the variability noted in studies attempting to relate hospital length of 

stay and readmission rates. Hospital readmission is multi-determined, with potential drivers 

including overall illness severity, inadequate or insufficient inpatient treatment, poor 

discharge planning, and lack of continuity of care. It would not be unreasonable to speculate 

that the association of longer length of stay with higher rates of readmission may reflect 

longer length of stay being a proxy for greater severity of illness. In comparison to shorter 

lengths of stay, longer hospital stays can provide motivated treatment teams more time to 

arrive at an effective management strategy and better plan for discharge independent of 

illness severity. Conversely, albeit potentially advantageous in terms of cost and moving 

patients to a less restrictive level of care, shorter hospital stays can be more challenging in 

terms of getting to know the patient and family, understanding the presenting problem, 

arriving at the correct diagnostic formulation, developing an effective treatment strategy, and 

ensuring continuity of care postdischarge. In this study, timely outpatient follow-up 

posthospitalization did not increase the likelihood of readmission for youth with longer 

lengths of stay but was associated with an increased likelihood of readmission for those 

hospitalized for shorter periods of time. One important function of outpatient follow-up is to 

identify individuals who may be in danger and in need of a more intensive level of care, 

highlighting how hospital readmission is not a uniformly negative outcome.

In addition to patient-level factors, several hospital-level factors were significantly 

associated with lower readmission rates. Treatment in a hospital with a high percentage of 

Medicaid enrollees among their annual discharges and treatment in a hospital with a high 

volume of beds was associated with lower odds of readmission. The lower odds of 

readmission among hospitals with higher penetration of Medicaid enrollees may be related 

to their experience with this population and location in regions with better infrastructure 

accessible to the Medicaid population. Furthermore, hospitals that have a higher percentage 

of Medicaid enrollees might have more established connections to community resources and 

better tailored clinical approaches compared to hospitals with a smaller percentage of 

Medicaid enrollees. Hospitals with a high number of beds are typically located in urban 

areas where services are readily available, which may result in more successful linkage to 

community resources. Staff at these hospitals may also experience less pressure to discharge 

patients quickly, given greater bed availability.

This study has several possible limitations. First, the observational nature of this study 

makes it impossible to draw causal inferences about the relationship between psychiatric 

hospital readmission and associated patient-, hospital-, and community-level factors. 

Second, the cohort was limited to Medicaid-enrolled children and adolescents from four 

states. Thus, our findings may not be generalizable to other state Medicaid programs and 

privately insured or uninsured populations. Third, given that study data were from 2010, it is 

possible that readmission patterns may have since changed, although there is little reason to 

expect that observed associations would necessarily differ. Fourth, because state hospitals do 
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not accept Medicaid reimbursement, we lacked information about readmissions to state 

hospitals. Fifth, the use of claims data prevents the analysis of important clinical and familial 

factors that have been consistently associated with the likelihood of readmission, such as a 

history of child sexual abuse and parent–child relations.6,11 Sixth, data regarding diagnoses 

were derived from claims and clinical judgment rather than standardized assessments. 

Finally, nonresponse in the AHA survey and missing community data resulted in an 

exclusion of 14.7% of the cohort, creating a potential selection bias. Study limitations aside, 

study design strengths include the use of multiple data sources to simultaneously examine a 

wide range of factors at the patient, hospital, and community level and the use of Medicaid 

data to create a diverse cohort of youth from four states.

From the clinical perspective, this study identifies patient-, hospital-, and community-level 

factors associated with psychiatric readmission for psychiatrically hospitalized mood-

disordered youth. Although not definitely causal, better understanding of factors associated 

with readmission may contribute to the design and implementation of relevant interventions, 

as psychiatric readmission rates are likely responsive to quality improvement efforts.45 

Using a predictive tool based on risk factors for psychiatric readmission, Ramsbottom and 

Farmer identified candidates for a nursing care management intervention that decreased 

readmission by 29.5% in its first year and an additional 7.8% in year 2 and 5.1% in year 3.46 

A Canadian study also validated a clinical risk index that predicted individual risk of 

psychiatric readmission within 30 days of discharge.47

A validated and practical predictive model combined with corresponding process changes 

has potential to decrease the revolving door phenomenon that some psychiatrically 

hospitalized youth experience. Such efforts could not only decrease the burden of mental 

illness for youth and families, but could also improve service efficiency and decrease mental 

health care costs.38,48
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TABLE 1

Characteristics of Hospitalized Youth With Mood Disorders

n %

Total 6,797

Age, y

 6–11 1,038 15.27

 12–17 5,759 84.73

Sex

 Female 3,776 55.55

 Male 3,021 44.45

Race/ethnicity

 Non-Hispanic white 2,461 36.21

 Non-Hispanic black 1,610 23.69

 Hispanic 2,046 30.10

 Other
a 680 10.00

Medicaid eligibility

 Poverty 3,686 54.23

 Disability 1,594 23.45

 Foster care 1,517 22.32

Primary diagnosis

 Depressive disorder 3,811 56.07

 Bipolar disorder 1,599 23.53

 Other mood disorder
b 1,387 20.41

Length of stay

 Short (1–7 days) 4,981 73.28

 Long (≥8 days) 1,816 26.72

Any substance use

 Present 129 1.90

 Absent 6,668 98.10

Psychiatric comorbidity

 0 1,612 23.72

 1 1,581 23.26

 ≥2 3,604 53.02

Any chronic medical condition
c

 Present 1,313 19.32

 Absent 5,484 80.68

Prior psychiatric hospitalization

 Present 742 10.92

 Absent 6,055 89.08

Prior psychiatric outpatient visits

 Present 1,983 29.17
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n %

 Absent 4,814 70.83

Mental health outpatient follow-up in 7 days

 Present 3,519 51.77

 Absent 3,278 48.23

Note:

a
Includes Asian, Native American, and multiple race.

b
Includes mood disorder not otherwise specified.

c
Includes diabetes, seizures, asthma, sickle cell anemia, cerebral palsy, congenital health disease, cancer, major organ disease, congenital anomaly, 

HIV, autoimmune disease, and immunocompromised disease.
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