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The role of psychiatric hospitals
has shifted dramatically (1,2).
Inpatient programs are now

focused on acute stabilization, leaving
most treatment to community-based
providers (3). Despite briefer stays,
hospitalization remains a high-cost
component of the mental health serv-
ice system, accounting for about 70
percent of all dollars spent on mental
health care in the past decade (4).

Since the dramatic decline in long-
term hospitalizations and the reduc-

tions in and closures of state-operated
hospitals, readmission rates have in-
creased (5–7). Explanations for these
higher readmission rates have varied.
Some authors have proposed that the
increase is a result of deinstitutional-
ization and the failure of community
mental health reforms (7). Others
view readmission as a failure of the
previous hospital admission, implying
that readmission is a result of short-
ened inpatient stays (8–13). However,
a prospective study of hospital read-

mission found neither poor hospital
outcome nor premature discharge to
be a risk factor for readmission (14).
Finally, some authors conceive of
acute hospital care as an appropriate
short-term crisis intervention that can
be used periodically during episodes
of acute illness among persons with
persistent psychiatric illness (15–17).
Although return to the hospital is not
necessarily an indicator of poor hospi-
tal outcome, it is generally seen as an
undesirable outcome for a system of
care (14). Reducing readmission rates
is viewed as a quality improvement
goal.

Most research on readmission has
centered on characteristics of the pa-
tient. Clinical factors—such as diag-
noses of schizophrenia, other psychot-
ic disorders, affective and personality
disorders, and substance abuse as well
as medication noncompliance, violent
or criminal behavior, age at onset of ill-
ness, and history of hospitalizations—
have been reported to be associated
with readmission (9,10,18–31). Stud-
ies have explored service delivery fac-
tors and have had mixed findings on
the impact of access to aftercare and
use of outpatient services on risk of
readmission (12,13,31–39).    

Most readmission studies have
used adult samples. However, psychi-
atric disorders are reported to occur
among 20 percent of children aged
nine to 17 years (40,41). Hospitals
continue to play a significant role in
the children’s mental health service
system, despite an increase in the use
of community services in the past
decade (42). Psychiatric hospitaliza-
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tions account for almost half the mon-
ey spent on adolescent mental health
care (43). Hospitals are the most in-
tensive, restrictive, and structured
environments for children and ado-
lescents, and research has shown that
40 percent of hospital placements of
children may be avoidable (43,44)
and, in some cases, traumatic to the
child or his or her family (2,45).  

Children in the child welfare sys-
tem constitute a particularly high-risk
population in terms of mental health
need (43,46,47). Evidence suggests
that the prevalence of serious emo-
tional disorders is higher in this group
of children (48,49). This finding is un-
derstandable considering the circum-
stances that lead to state intervention
(50–52). For children who are in state
custody, psychiatric hospitalization
often serves as a transition between
placements (43,53). Thus factors oth-
er than clinical needs—for example,
need for a new placement—may es-
pecially affect the use of inpatient
psychiatric services for children who
are wards of the state. 

In this study we investigated the clin-
ical characteristics and environmental
and service delivery factors related to
readmission in a sample of children
who were wards in a large Midwestern
state—Illinois. The purpose of the
study was to identify differences in
clinical and environmental factors be-
tween the children who were readmit-
ted and those who were not.

Methods
Setting
This study was conducted through
the Screening, Assessment, and Sup-
portive Service (SASS) program of
the Illinois Department of Children
and Family Services. The SASS pro-
gram, implemented in 1992, provides
crisis assessment and treatment serv-
ices to children in protective custody
who are referred for or are at risk of
hospitalization for psychiatric prob-
lems (46). SASS services include on-
going monitoring of children who re-
quire acute psychiatric inpatient care,
deflection services for children who
do not meet admission criteria, and
posthospitalization services (46,54).  

The SASS program serves children
and adolescents throughout Illinois.
Cook County includes Chicago and is

the most highly populated county in
Illinois and the most racially and eco-
nomically diverse. Northern Illinois is
primarily suburban, is less racially di-
verse, and has a lower poverty rate.
Central Illinois, composed of rural
and suburban areas and primarily
white, is known to have the most so-
phisticated community services.
Southern Illinois, also primarily white,
is a rural region with fewer communi-
ty services and a high poverty rate. 

Institutional review board approval
for this study was obtained through
Northwestern University Feinberg
School of Medicine. Informed consent
was not necessary, because permission
was obtained from the Illinois Depart-
ment of Children and Family Services
to conduct the retrospective analyses.

Sample
The sample was taken from a data-
base that contained complete infor-
mation on at least one episode of
treatment—that is, provision of serv-
ices by SASS—for 1,275 children and
adolescents in the custody of the Illi-
nois Department of Children and
Family Services who received SASS
services between July 1999 and June
2000. The 843 total psychiatric hospi-
talizations in this data file involved
576 individual children. The sample
consisted of 500 randomly selected
children who had been hospitalized
in any psychiatric facility—267 boys,
232 girls, and one child for whom in-
formation on gender was missing—
ranging in age from three to 21 years.

Measures
Data were collected from monthly
SASS reports, which include informa-
tion on demographic characteristics,
psychiatric diagnosis, prescreening
living arrangement, SASS service
hours, and duration of hospital stay.
Another source of data was the Child-
hood Severity of Psychiatric Illness
(CSPI), a standardized assessment
tool completed by SASS workers at
the time of screening. The CSPI is a
27-item Likert-type rating scale with
four anchored levels per item, from 0,
no evidence of disturbance, through
3, an acute or severe degree of distur-
bance (2,55). The CSPI items are list-
ed in Table 1, sorted by impairment
category. Results from pilot studies

suggest that the CSPI can serve as a
useful decision-support tool and an
accurate measure of children’s mental
health needs, use of mental health
services, and outcome (2). The CSPI
has been shown to have an interrater
reliability range of .70 to .80, based on
the Spearman correlation coefficient
(ρ) (46). In this study, CSPI ratings
were examined to assess the type and
level of the children’s mental health
needs, as documented by SASS work-
ers during the screening that led to
the index hospitalization (56).  

Procedures
Records of monthly SASS reports
completed for each child in the sam-
ple were examined to determine
which children had been rehospital-
ized within three months of discharge
from the index hospitalization. Of the
total sample, 385 children (77 per-
cent) had not been readmitted and
107 (21 percent) had been readmit-
ted; records were missing for eight
children (2 percent).  

Statistical analyses were conducted
by using SPSS 10.0 to compare the
children who were readmitted with
those who were not in terms of pread-
mission factors, clinical characteris-
tics at the index hospitalization, serv-
ices in the hospital, and posthospital
services provided by SASS. Because
of missing data, not all statistics are
based on the total sample.

Results
Preadmission factors
An independent-sample t test indicat-
ed an association between age at ad-
mission to index hospitalization and
readmission that approached signifi-
cance (t=1.74, df=490, p<.10). The
children who were readmitted tend-
ed to be older than those who were
not readmitted (mean±SD age of
13.52±3.25 years compared with
12.85±3.64 years).

Forty-nine (21 percent) of the girls
and 58 (22 percent) of the boys were
readmitted. A Pearson chi square test
indicated that this difference was not
statistically significant. Sixty-two (19
percent) of the 330 children who lived
in Cook County, nine (22 percent) of
the 41 children who lived in Northern
Illinois, 18 (25 percent) of the 72 chil-
dren who lived in Central Illinois, and
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11 (41 percent) of the 27 children who
lived in Southern Illinois were read-
mitted. Pearson chi square tests indi-
cated that, compared with other re-
gions, Southern Illinois, a rural area,
had a significantly higher readmission
rate (χ2=6.5, df=3, p<.05, N=470) and
Cook County had a significantly lower
rate (χ2=4.1, df=3, p<.05, N=470).

To study the effect of living
arrangement, we grouped the chil-
dren into three categories based on
their living arrangement before the
index hospitalization: the home of a

parent or relative or independent liv-
ing; a foster home; or a congregate
care setting (a residential treatment
center, a group home, a youth emer-
gency shelter, or institutional correc-
tions). Eleven (13 percent) of the 82
children and adolescents who lived
with a parent or relative or independ-
ently, 39 (19 percent) of the 204 chil-
dren who lived in a foster home, and
52 (27 percent) of the 191 children
who lived in a congregate care setting
were readmitted. Pearson chi square
tests indicated that children who lived

in congregate care had a significantly
higher rate of readmission than those
who lived in other settings (χ2=6.5,
df=2, p<.05, N=477). These effect
sizes were comparable in different re-
gions; the effect was most pro-
nounced in Central Illinois (χ2=4.1,
df=2, p<.05, N=69).

An analysis of variance indicated
that the children who lived in congre-
gate care had significantly higher rat-
ings on a number of CSPI variables.
The results are summarized in Table
1. Even when the differences in CSPI
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Childhood Severity of Psychiatric Illness (CSPI) scores of children and adolescents in state custody, by living arrangementa

Home of parent 
or relative or
independent living Foster home Congregate care

CSPI item Mean SD Mean SD Mean SD F df p

Symptom category
Neuropsychiatric dis-

turbance .35 .68 .69 .92 .77 .93 6.42 2, 457 <.01
Emotional disturbance 2.12 .67 2.00 .67 2.02 .73 .94 2, 478 ns
Conduct disturbance 1.51 1.07 1.44 1.03 1.61 .94 1.50 2, 470 ns
Oppositional behavior 1.78 1.04 1.82 .87 1.84 .79 .13 2, 472 ns
Impulsivity 2.00 .97 2.13 .83 2.08 .83 .64 2, 477 ns
Contextual consistency of

symptoms 2.15 .95 2.01 .88 1.93 .83 1.83 2, 458 ns
Temporal consistency of 

symptoms 1.93 .92 1.75 .93 1.80 .89 1.05 2, 436 ns
Risk factors category

Suicide risk 1.17 1.16 1.28 1.14 1.64 1.15 6.84 2, 478 <.01
Danger to others 1.57 1.55 1.55 1.10 1.92 1.01 6.67 2, 476 <.01
Elopement risk .83 1.09 .86 1.11 1.53 1.08 22.08 2, 469 <.001
Crime or delinquency .52 .90 .46 .78 .98 1.01 17.01 2, 441 <.001
Sexual aggression .23 .67 .37 .76 .46 .94 2.05 2, 415 ns

Functioning category
School dysfunction 1.87 1.14 1.75 .95 1.58 .98 2.48 2, 424 ns
Family dysfunction 1.71 1.02 1.44 1.10 1.98 .98 10.52 2, 401 ns
Peer dysfunction 1.41 .96 1.53 .97 1.54 .98 .50 2, 439 ns

Comorbidity category
Adjustment to original 

trauma or separation 1.86 .84 1.78 .90 1.92 .74 1.17 2, 418 ns
Medical status .22 .58 .26 .62 .45 .73 4.87 2, 435 <.01
Substance abuse .41 .67 .13 .46 .52 .81 15.28 2, 398 <.001
Severity of abuse or neglect 1.43 1.01 1.64 1.02 1.70 .98 1.32 2, 321 ns
Sexual development .41 .90 .61 .95 .54 .92 1.14 2, 397 ns
Learning disability or 

developmental delay .69 .90 .85 .99 .93 1.03 1.18 2, 356 ns
Systems factor category

Caregiver’s ability to provide
supervision .85 .91 .44 .68 .53 .79 7.15 2, 424 <.01

Caregiver’s motivation for
change .94 1.08 .57 .97 .43 .78 7.27 2, 410 <.01

Caregiver’s knowledge of
the child .80 .86 .65 .89 .59 .85 1.49 2, 422 ns

Placement safety .77 .95 .41 .77 .47 .86 4.85 2, 423 <.01
Community capacity for

individualized services .64 .77 .45 .75 .39 .73 2.42 2, 355 ns
Multisystem needs .89 .83 .94 .90 .90 .94 .12 2, 410 ns

a Item scores range from 0 to 3, with higher scores indicating greater severity.



ratings were controlled for, the chil-
dren in congregate care still had a sig-
nificantly higher rate of readmission
(Wald statistic=7.83, df=1, p<.005). 

Clinical characteristics at 
the index hospitalization
The two groups of children were
compared on each of the 27 CSPI
items and the five categories that com-
prise them. The only statistically sig-
nificant difference between the two
groups was in the presence of learning
disability or developmental delay; the
children who were readmitted were
rated as more learning disabled or de-
velopmentally delayed than those who
were not readmitted (mean score of
1.24±1.06 compared with .76±.95;
t=3.76, df=121.05, p<.001).

We also studied psychiatric diagno-
sis to determine whether the groups
differed in terms of clinical character-
istics at the index admission. The
DSM-IV diagnoses of the children, as
recorded on the monthly reports by
SASS workers, were categorized into
eight diagnostic groups: schizophre-
nia, depression, bipolar disorder,
posttraumatic stress disorder, atten-
tion-deficit hyperactivity disorder,
oppositional defiant disorder, con-
duct disorder, and dual diagnosis. The
results are summarized in Table 2.
Pearson chi square tests revealed no
statistically significant relationships
between readmission status and any
of the diagnostic categories. 

Services in the hospital
With regard to duration of the index
hospital stay, an independent-sample
t test indicated that the children who
were readmitted (mean length of stay
of 28.05±35.16 days) did not signifi-
cantly differ from those who were not
readmitted. An independent-sample t
test also showed that the children
who were readmitted did not signifi-
cantly differ from those who were not
in terms of hospital service hours pro-
vided by SASS workers—for exam-
ple, monitoring of hospital treatment
and discharge planning (4.9±10 com-
pared with 3.88±4.6 hours). 

Posthospital services
An independent-sample t test indicat-
ed that children who were not read-
mitted tended to have received more

service hours after the index admis-
sion—for example, case manage-
ment—from SASS workers than did
readmitted children (4.94±8.18 com-
pared with 3.47±4.18 hours; t=–2.12,
df=276.33, p<.05). Given the age dif-
ferences between groups, an analysis
of covariance was conducted, control-
ling for age. This analysis also showed
that the children who were readmit-
ted received fewer posthospital serv-
ice hours. 

Discussion
The results of this study can be con-
ceptualized in terms of Andersen and
Newman’s (57) model of access to
medical care with attention to predis-
posing, enabling, and need factors.
The predisposing characteristics of
the sample that were examined—age
and sex—were not significantly relat-
ed to readmission. For the most part,
neither were need characteristics or
illness level as assessed by the CSPI
and psychiatric diagnostic informa-
tion. The only clinical variable that
differed between the children who
were readmitted and those who were
not was the presence of a learning dis-
ability or developmental delay—the
children who were readmitted were
more likely to have mild mental retar-
dation than those who were not read-
mitted. Conceivably, the community
mental health service system—which
can be conceptualized as an enabling
component—is ill equipped to meet
the special needs of children with be-

low average intellectual functioning or
developmental delays.  

Enabling factors, on the other
hand, had notable relationships with
readmission. Geographic region, liv-
ing arrangement, and posthospital
service hours significantly differenti-
ated children who were readmitted
from those who were not. More than
a quarter of the children in congre-
gate care were readmitted, compared
with about one in five of those in fos-
ter care and one in eight of those who
were living with parents, relatives, or
independently. Conceptualized in
terms of the vulnerability-stress mod-
el of serious mental illness (58,59),
children in congregate care—who are
vulnerable to mental illness—en-
counter significant stress in living
away from their families and in being
surrounded by other troubled chil-
dren. Dincin and Witheridge (34)
found that a higher level of life event
stress is associated with relapse.  

Another possible explanation for
the higher rate of readmission among
children in congregate care is that
such settings have a lower threshold
for hospitalizing children, perhaps as
a means of preventing further disrup-
tion or to minimize liability. Leon and
colleagues (60) found that a signifi-
cant number of children who were re-
ferred for psychiatric hospitalization
from residential treatment centers
did not meet the clinically appropri-
ate threshold for a psychiatric hospi-
tal admission according to the CSPI.

PSYCHIATRIC SERVICES � http://psychservices.psychiatryonline.org � March 2003   Vol. 54   No. 3 335599

TTaabbllee  22

Children and adolescents in state custody who were readmitted to a psychiatric
hospital and those who were not readmitted, by psychiatric diagnosis

Readmitted Not readmitted
Number (N=107) (N=385)
with listed

Diagnosis diagnosisa N % N %

Schizophrenia 26 6 24 19 76
Depression 101 22 22 77 78
Bipolar disorder 51 15 31 34 69
Posttraumatic stress disorder 73 12 16 61 84
Attention-deficit hyperactivity

disorder 62 13 21 49 79
Oppositional defiant disorder 44 7 16 37 84
Conduct disorder 23 2 9 20 91
Dual diagnosis 3 0 — 3 100
No diagnosis reported 163 42 26 119 74

a An individual child could be classified in more than one diagnostic category.



A low threshold for readmission—or
for hospitalization in general—of
children in congregate care may also
be due in part to the potential lack of
a familial connection in residential
settings compared with homes of bio-
logical parents, relatives, or foster
parents.    

We observed notable case-mix dif-
ferences among hospitalized children
who came from different living
arrangements. As indicated by past
research on clinical characteristics of
children in residential settings, the
children in this study who were in
congregate care tended to have high-
er CSPI ratings (greater severity) for
neuropsychiatric disturbance, risk be-
haviors, and caregiver characteristics
than children who had other living
arrangements (60–62). Thus, even
among hospitalized children, those in
congregate care represent a popula-
tion with greater needs than children
living in the community.  

More than two-fifths of the chil-
dren and adolescents who lived in
Southern Illinois were readmitted,
compared with about one in four in
Central Illinois and one in five in
Northern Illinois and Cook County.
These results suggest that regional
variations in practice style or access to
community services may influence
readmission rates. Southern Illinois
has fewer community services, and
obtaining existing services often re-
quires significant travel time. Re-
searchers have demonstrated differ-
ences in psychiatric hospitalization
rates between rural and urban set-
tings. For example, Anderson and Es-
tle (63) found that a disproportionate
number of children from rural coun-
ties compared with urban counties
were admitted to inpatient care and
resided in areas in which there were
shortages of mental health and pri-
mary care professionals. The differ-
ence in readmission rates between
children in congregate care and those
who had other living arrangements
was most pronounced in Central Illi-
nois, where community services are
the most sophisticated. Thus children
who live in the community rather
than in congregate care may have
greater access to these community
services.

Finally, the children who were not

readmitted received more posthospi-
tal service hours from SASS after dis-
charge from the index hospitalization
than did those who were readmitted.
This finding suggests that posthospi-
talization services are an important
enabling factor in preventing rehospi-
talization, perhaps by maintaining
stabilization attained during hospital-
ization. Our findings are consistent
with those of others who have attest-
ed to the benefits of continued outpa-
tient care (38,64,65) and of appropri-
ate discharge planning and follow-up
visits (3,13) for recently hospitalized
patients. Results from our study con-
trast with other results that suggest
that aftercare services may not influ-
ence the likelihood of readmission
(13,31,35,36,). However, these other
studies did not examine children in
the child welfare system—a high-risk,
special-needs population that may
have a particular need for community
services to maintain stabilization and
prevent relapse.  

The design of this study precluded
causal conclusions. Only associations
between readmission and nonclinical
factors have been established. Also,
because the data on hundreds of chil-
dren were collected by multiple work-
ers in the field, problems with inaccu-
rate information and missing data
were inevitable. Finally, the study was
conducted in one state that has a
unique system of services, and the
sample was made up of children in the
child welfare system. Thus the find-
ings may have limited generalizability. 

Conclusions
Findings from this study indicate the
significant association between en-
abling characteristics, chiefly envi-
ronmental and service delivery fac-
tors, and readmission of children and
adolescents in the child welfare sys-
tem. A better understanding of the
use of psychiatric hospitalization by
various residential settings and in dif-
ferent regions is essential. Greater ac-
cess to sophisticated mental health
services for children in residential
treatment as well as improved crisis
intervention in congregate care set-
tings should reduce the risk of read-
mission. Conceivably, an examination
of the sophisticated and comprehen-
sive community services found in cer-

tain regions can inform efforts to im-
prove service systems in other geo-
graphic areas.   

Future research on mental health
services must examine the quality and
effectiveness of services, particularly
posthospitalization services and servic-
es geared toward children who have
special needs. Services other than
those provided firsthand by crisis pro-
grams, such as psychotherapy and
family therapy, along with activities not
traditionally considered mental health
services, also should be considered.
Psychiatric hospitalization is likely to
continue to be important as a means of
short-term crisis intervention and sta-
bilization. Efforts to maintain gains
achieved during hospitalization,
through comprehensive discharge
planning, follow-up visits, and mainte-
nance of medication compliance, are
crucial in preventing readmission. 

The results of this study support an
environment-specific psychosocial
approach to understanding the men-
tal health needs of children and ado-
lescents in the child welfare system.
Such an approach must take into ac-
count environmental or service deliv-
ery factors in addition to clinical char-
acteristics in order to tailor a system
of care that meets the needs of its
most vulnerable. �
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