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Objectives: This analysis identi-
fied factors associated with emer-
gency department recidivism
among pediatric psychiatric pa-
tients and factors that may differ-
entiate repeat and one-time visits.
Methods: The researchers exam-
ined six-month recidivism among
a sample of 509 patients of ages
four to 18 years who made mental
health visits to an urban pediatric
emergency department in 2004.
Results: Patients who made re-
peat visits were more likely to be
involved in mental health and so-
cial services than patients who did
not return to the emergency de-
partment. Repeat visitors were
also more likely to be African
American, have a history of psy-
chiatric hospitalization, and pres-
ent with suicidal or disruptive be-
haviors. Conclusions: These re-
sults suggest that the emergency
department is being used as part
of the continuum of care for pa-
tients already in treatment, par-
ticularly those displaying disrup-

tive behavior. Additional research
is needed to determine whether
this recidivism is clinically indi-
cated or reflects a lack of avail-
able or appropriate care in com-
munity settings. (Psychiatric Ser-
vices 58:1489–1492, 2007)

Emergency departments play a
critical role in our nation’s ef-

forts to intervene early and effective-
ly with children experiencing psychi-
atric symptoms. Estimates suggest
that slightly less than 2% of all emer-
gency department visits made for pa-
tients under age 18 are for mental
health concerns (1). Patterns of re-
turn need to be better characterized
than is currently the case. Recidivism
raises questions about the efficiency
of mental health care delivery for
these patients, with repeat visitors
contributing to the growing number
of pediatric psychiatric emergency
department visits. Developing a bet-
ter understanding of factors related to
patients with multiple emergency de-
partment visits could lead to improve-
ments in the delivery of mental health
care in both emergency and clinic-
based settings.

Previous cross-sectional studies
suggest that most return visits occur
within a short period. For example,
50% of return visits occur within the
same month of the initial visit (2,3)
and 85% occur within six months (3).
However, these studies had a signifi-
cant methodological limitation—un-
equal periods of follow-up for patients
enrolled in the studies—resulting in
different periods in which to return.

Our analysis examined a six-month
follow-up for pediatric psychiatric pa-
tients presenting to an urban, aca-
demic medical center. The goal of the
analysis was to identify factors that
differentiated repeat and one-time
patient visitors at an index visit, as
well as factors associated with return-
ing to the emergency department.

Methods
Data collection and analysis were
granted an exemption waiver by the
Johns Hopkins University Institu-
tional Review Board. Data used for
analysis were from a limited data set
for which patients’ identities were
masked. Data were collected from all
admissions from July 1, 2003, to June
30, 2005, to the Johns Hopkins Hos-
pital pediatric emergency depart-
ment, situated within a large urban
general hospital serving approxi-
mately 24,000 youths each year from
the surrounding community, metro-
politan region, and state. Data were
abstracted from all cases in which pa-
tients age 18 and under were evaluat-
ed in the emergency department by
child psychiatry residents. Child psy-
chiatry residents are on call daily
from 8 a.m. until 11 p.m.; no
overnight coverage is provided. All
child psychiatry resident evaluations
were discussed with a child psychia-
try attending physician at the time of
the evaluation and before the final
disposition.

Each consultation included a com-
prehensive written clinical assess-
ment, summarized into a one-page
standardized data form, used in this
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analysis. Data included age, gender,
and race; presenting symptoms; diag-
nosis; patient-reported receipt of
mental health services (broadly de-
fined to include any treatment type);
patient involvement with the depart-
ment of social services, child protec-
tive services, or juvenile justice; re-
ceipt of special education services;
history of suicide attempts or psychi-
atric hospitalization; and disposition.
Most of the sample (335 patients, or
80%) was African American, reflect-
ing the demographic characteristics
of the hospital’s surrounding neigh-
borhood. As a result, for the purpose
of analysis, race was categorized as
African American or other.

During the study period (July 2003
through June 2005), 1,342 visits were
made to the emergency department
by patients ages 18 and younger for
which a psychiatric consultation was
obtained. The focus of analysis was
index visits occurring anytime in
2004. The data available from July to
December 2003 were used to provide
a “washout period,” to ensure that vis-
its occurring during the first half of
the analysis period (January to June
2004) reflected index visits. Data
available from January through June
2005 were used to provide six-month
follow-up for visits occurring during
the second half of the analysis period
(July through December 2004),
which allowed for all patients in the
sample to have an equal duration of
follow-up. A repeat patient was de-
fined as any patient who returned
within six months of their study index
visit if the index visit was not within
six months of a previous visit.

In 2004 there were 634 visits to the
pediatric emergency department for
psychiatric consultations. Removing
36 visits made by patients who used
the emergency department during
the washout period left 598 visits
made by 509 patients occurring in
2004. As a minority of patients
(N=30) were 17 or 18 years old at the
time of their index visits, a percentage
may be lost to follow-up due to their
receiving additional treatment as an
adult, as opposed to pediatric, emer-
gency department.

Patients who did not live in Balti-
more City comprised 18% of the orig-
inal study sample. Given that there

was a significant association between
patient residence and return (5% of
noncity residents returned as com-
pared with 19% of city residents:
χ2=9.6, df=1, p<.01), factors related
to recidivism might vary for individu-
als not from Baltimore City. Because
there was insufficient power to con-
duct an analysis stratified by city, the
analyses were limited to the subsam-
ple of Baltimore City residents
(N=417).

Data were analyzed with Stata SE,
version 9.1 (Stata Corp., College
Station, Texas). Nonparametric chi
squares with Fisher’s exact tests
were used to compare characteris-
tics at the index visit of patients who
were repeat visitors or one-time vis-
itors. Factors associated with return
were identified through logistic re-
gression modeling procedures.
Likelihood ratio tests were used to
evaluate the significance of individ-
ual variables, and Pearson goodness-
of-fit statistics were used to test the
overall model fit.

Results
Of the Baltimore City residents who
used the emergency department dur-
ing the study period, 228 (55%) were
male and 189 (45%) were female.
The age range of the sample was four
to 18 years. A total of 338 patients
(83%) reported receiving medical as-
sistance, 100 (24%) were enrolled in
special education, 51 (12%) were in-
volved with child protective services,
75 (18%) with the department of so-

cial services, and 33 (8%) with the ju-
venile justice system. With regard to
psychiatric symptoms and service use,
263 (64%) reported being in some
form of mental health treatment at
the time of their visit, 195 (49%) had
a history of psychiatric hospitaliza-
tion, and 51 (13%) reported a previ-
ous suicide attempt.

Patients’ presenting symptoms
were assessed across multiple do-
mains, and patients may have report-
ed more than one presenting com-
plaint. Disruptive behaviors (disrup-
tive behavior, aggressive behavior, or
homicidal ideation) were the most
frequent presenting symptoms, re-
ported by 225 patients (54%), fol-
lowed by suicidal behavior (ideation,
attempt, self-injurious behavior; 166
patients, or 40%). Given that illness
severity was not directly assessed,
variables were selected as proxies for
severity: history of suicide attempt,
visit being rated by the physician as
“emergent” (229 patients, or 55%),
more than two psychiatric diagnoses
recorded for the visit (95 patients, or
23%), more than two presenting
symptoms (60 patients, or 14%), and
symptom duration greater than six
months (240 patients, or 58%).

Seventy-nine patients (19%) were
classified as repeat, with these pa-
tients having a mean±SD of 2.37±.72
visits and a maximum of five visits
during the subsequent six months.
Approximately 50% of patients who
returned did so within one month of
their initial study visit. Table 1 pres-
ents the bivariate comparisons of re-
turn and one-time patients. Close to
90% of repeat visitors were African
American, compared with 78% of
nonrepeat visitors (χ2=5.61, df=1,
p<.05). Involvement with the depart-
ment of social services was found to
be associated with return; 30% of pa-
tients who returned were involved
with these services, as compared with
15% of patients who did not return
(χ2=10.10, df=1, p<.01). Disruptive
behavior was the only category of
symptom that was associated with re-
turn in bivariate analyses; 68% of re-
peat patients displayed disruptive be-
havior as compared with 51% of one-
time patients (χ2=7.03, df=1, p<.01).

A higher proportion of patients
who returned (72%) than patients
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who did not return (43%) had a histo-
ry of psychiatric hospitalization
(χ2=19.20, df=1, p<.001). A greater
proportion of return visitors (84%)
than nonreturn visitors (60%) were
involved in mental health treatment
at the time of the index visit (χ2=16.9,
df=1, p<.001). Inpatient disposition
from the emergency department did
not differentiate between the two
groups. Of all patients (repeat and
nonrepeat) who were not hospital-
ized, 151 (72%) were referred to an
outpatient mental health center, 45
(22%) to a mobile crisis service, nine
(4%) to the custody of an agency, and
four (2%) had a disposition of “other”
(patients eloped, left against medical
advice, or were admitted for medical
care). Diagnostic comorbidity was the
only severity indicator variable that
was significantly associated with re-
turn; 38% of repeat patients were
coded as having more than one diag-
nosis in comparison with 19% of
those who did not return (χ2=12.79,
df=1, p<.001).

Bivariate logistic regression models
were used to determine which covari-
ates were most associated with the
outcome of six-month return to the
emergency department. [Table 2,
which is included as an online supple-
ment at ps.psychiatryonline.org, pres-
ents the final model.] The relation-
ship between age and the log odds of
returning to the emergency depart-
ment was not linear; the probability
of returning to the emergency depart-
ment tended to increase for patients
up to age ten, then decrease after age
15. For the purpose of analysis, age
was divided into quintiles. There was
little difference in the likelihood of
returning for children in the first
through third quintiles, but as chil-
dren get older, they appear to become
less likely to return. None of these ef-
fects were statistically significant. In-
surance status was also a nonsignifi-
cant covariate. Gender was not in-
cluded in the model because it was
not hypothesized to be associated
with returning to the emergency de-
partment, and there were no findings
from the initial bivariate analyses to
suggest that it should be included.

Results of logistic regression mod-
els showed significant associations be-
tween mental health service use and

return to the emergency department.
Patients who at the time of their
emergency department visit reported
that they were also receiving mental
health services had increased odds of
returning in comparison with those
not receiving mental health services
(odds ratio [OR]=2.63, 95% confi-
dence interval [CI]=1.29–5.35). A
history of psychiatric hospitalization
was associated with return (OR=2.52,
CI=1.35–4.69), as were suicidal (OR=
2.04, CI=1.06–3.92) and disruptive
behaviors (OR=2.85, CI= 1.21–6.70)
and having more than two diagnoses
(OR=2.01, CI=1.08–3.72). Given that
in a main effects model hospitaliza-
tion was associated with decreased
odds of returning to the emergency
department, interaction effects be-
tween hospitalization and different
presenting symptoms were included
to see whether this was a general ef-
fect or specific to a symptom group. A
significant interaction effect was
found between inpatient disposition
and the presenting symptom of dis-
ruptive behavior. For patients pre-
senting with disruptive behavior, hos-

pitalization at the index visit was asso-
ciated with decreased odds of return-
ing to the emergency department in
the short term (OR=.29, CI .09–.92).
This effect was not found for suicidal
behaviors.

Discussion and conclusions
The goals of the analysis were to de-
scribe patterns of emergency depart-
ment use and to identify factors that
differentiated pediatric psychiatric
patients who were repeat or one-
time visitors at their index visit to an
urban emergency department. Con-
current or past involvement in treat-
ment, prior hospitalization, connec-
tion to social services, and disruptive
and suicidal behaviors were associat-
ed with repeated use of the emer-
gency department.

There are several possible expla-
nations for the finding that repeat
visitors to emergency services were
patients already connected to servic-
es. Returning patients may have
more severe cases of illness, which
may include involvement in social
services, receipt of mental health
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Descriptive statistics and bivariate findings at the index visit for patients making
repeat or one-time visits to emergency pediatric psychiatric services

Repeat visitors One-time visitors
(N=79) (N=338)

Variable N N % N % χ2

Gender 417
Male 41 52 187 55
Female 38 48 151 45 .30

Race 417
African American 71 90 264 78
Non–African American 8 10 74 22 5.61∗

Medical assistance 406 73 94 265 80 7.40∗∗

Government involvement
Child protective services 416 11 14 40 12 .25
Department of social services 416 24 30 51 15 10.07∗∗

Juvenile justice 415 5 6 28 8 .31
Special education 415 23 30 77 23 1.53
Severity indicators

>2 diagnoses 417 30 38 65 19 12.79∗∗∗

>2 presenting symptoms 417 15 19 45 13 1.67
Previous suicide attempt 396 12 16 39 12 .80
Visit rated as “emergent” 385 47 64 182 58 .90
Symptoms for >6 months 407 45 60 195 59 .01

Prior hospitalization 401 53 72 142 43 19.21∗∗∗

Receiving mental health services 410 65 84 198 60 16.94∗∗∗

Inpatient disposition 415 36 46 171 51 .73

∗p<.05
∗∗p<.01

∗∗∗p<.001
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treatment, and history of psychiatric
hospitalization as indicators of dis-
ease severity. Alternatively, the issue
may not be severity at the time of
contact but the nature of the under-
lying disorder. As with other chronic
illnesses (for example, asthma), psy-
chiatric patients may seek outpatient
care for predictable illness episodes
but seek care in the emergency de-
partment to manage new episodes or
crisis situations.

Half of the current sample re-
ceived a disposition of inpatient hos-
pitalization, and 46% of the sample
reported a history of psychiatric hos-
pitalization. Although some repeat
visits and hospitalizations may be
clinically indicated, it also is possible
that the patterns observed reflect de-
ficiencies in the existing system of
services. A recent study of Maryland
psychiatric hospital readmissions af-
ter the initiation of a Medicaid man-
aged care plan found that adoles-
cents were more likely to be readmit-
ted after the start of the managed
care plan than before the reforms (4).
One possible explanation is that the
community-based service alterna-
tives are not available, accessible, or
adequate (in terms of lack of crisis in-
tervention, mobile treatment, and
family support) or that inpatient ad-
mission is an easier disposition from
the emergency department. The
emergency department may be a step
on the path toward readmission. In
the current analysis, inpatient hospi-
talization protected against return in
the short term. It did not, however,
prevent return, nor did it clarify the
purpose of the hospitalization.

When the analysis was limited to
city residents only and when it con-
trolled for payer type, African-Amer-
ican patients continued to have high-
er odds of returning than all other

patients, although this may reflect
proximity of the hospital for patients
living near the hospital (East Balti-
more, Maryland). Snowden and col-
leagues (Snowden L, Catalano R,
Shumway M, unpublished manu-
script, 2007) investigated racial dis-
parities as they relate to use of psy-
chiatric emergency services in Cali-
fornia’s public mental health system
and found that African-American
children have a greater probability
than Caucasian children of using a
hospital-based crisis stabilization
program and a community-based cri-
sis intervention service. Snowden
and colleagues concluded that these
children were at greater risk of “re-
volving door” use of the emergency
department. Residing in impover-
ished neighborhoods and its associ-
ated stressors, as well coming from
families experiencing multiple prob-
lems, may put minority children at
increased risk of using psychiatric
emergency services (Snowden and
colleagues, unpublished manuscript,
2007).

Although this study has identified
some important challenges to the U.S.
system of care, we recognize that the
study is limited because findings are
based on patients presenting to a sin-
gle academic medical center in an ur-
ban neighborhood and may not gener-
alize to other emergency departments.
Data concerning earlier admissions
were available from only the hospital
being studied, and it is possible that
some “incident” visits were misclassi-
fied because earlier visits were at an-
other institution. Finally, there was no
direct measure of disease severity. Al-
though diagnostic comorbidity was as-
sociated with return to emergency
services, the accuracy of this variable is
questionable, given that the evaluation
was not meant to be diagnostic and

rule-out diagnoses were included on
the data collection sheet.

Additional research is required if we
are to understand how emergency de-
partments can best assist communities
in developing systems of care. It is pos-
sible that the more intensive services
(the repeated visits) may be overuti-
lized as strategies for patient manage-
ment. Future research should explore
diagnostic issues and illness severity
among these patients and further ex-
amine the match between the services
provided and the youth and families’
needs. Chronic use of the emergency
department may be an indicator for ei-
ther insufficient or inappropriate out-
patient mental health care.
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