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Abstract
Introduction

Patients of the Short-stay Child and Adolescent Unit of the Del Salva-
dor Psychiatric Hospital (Valparaiso, Chile) exhibit different clinical and
social characteristics compared to literature reports of other national
centers, although published data are scarce.

Obijectives

To describe the operation of the Unit, the socio-familial and clinical
characteristics of its patients and analyze factors associated with their
clinical evolution.

Methods

We performed a cross-sectional study to describe the patients hospital-
ized over a three-year period. Variables were registered in an anony-
mized database. Clinical evolution was evaluated over the yeat follow-
ing hospital discharge.

Results

The Unit's model of care can be described as involving biomedical, psy-
chodynamic, and ecological components. We included 98 patients, of
which 70.4% were male, and the average age was 11.5 £ 2.3 years.
82.6% were of low socioeconomic status, and 35.7% did not attend
school; 98.9% presented family dysfunction, and 91.8% of parents had
a history of psychopathology. The most frequent reason for admission

was the risk of harm to self or others. The most frequent discharge diagnoses were behavioral, depressive, and personality develop-
ment disorders. The average length of stay was 41.8 = 31.1 days. The most commonly used pharmacological agents were antipsy-
chotics and mood stabilizers. Regarding clinical evolution in the first year post-discharge, 47% were evaluated as positive, 27%
regular, and 26% unsatisfactory. The factor associated with an unsatisfactory clinical course was having had in-patient antidepres-
sants. Re-admission during the first-year post-discharge was associated with comorbid substance use disorder. Treatment noncom-
pliance was associated with a history of behavioral disorder at hospital discharge and having parents with a history of suicide or

consummated suicide.
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Conclusions

The patient profile is one of low socioeconomic status, severe psychopathology, maladaptive behavior, family dysfunction, and
patental psychopathology. Substance use disorder is also associated with readmission.

Main messages

e  Research on child and adolescent psychiatric hospitalization is scarce internationally, and a majority of existing work
is not recent. In Chile there are only three publications, only one of which represents the public health system that

covers 74% of the population.

e  Short-stay Child and Adolescent Unit of the Del Salvador Psychiatric Hospital (Valparaiso, Chile) functions by inte-
grating biomedical, psychodynamic, and ecological care models.

e Limitations of the present work include potential biases due to heterogeneity in diagnoses given tetrospective data
collection; unavailability of follow-up data for patients receiving outpatient care at other centers post-discharge; and
small sample sizes for association analyses that may have resulted in inadequate power to detect plausible associations.

Introduction

In-hospital treatment is an important aspect in the care and manage-
ment of children with severe psychiatric disorders, as evidenced by
the recent increase in the annual rate of psychiatric hospitalizations
in children and adolescents in developed countries!. This process is
costly and not without complications??. In any hospitalization,
whether for psychiatric reasons or otherwise, up to 37% of youth
may display some psychological sequelae, given the highly stressful
situation for the child and family*. Further, hospitalization may even
have traumatic consequences>®.

During their time in hospital, children often suffer feelings of aban-
donment, and experience loneliness and guilt®. Regarding hospitali-
zation for psychosocial reasons, such as suspected maltreatment
and/or sexual abuse, the child's understanding of the problem is
even more complex’. Admission to these units is therefore reserved
for patients with severe psychiatric symptoms and are associated
with complex psychosocial contexts (precarious support network,
unprotected environments and/or severe maltreatment)®®. Thus,
hospitalization should only occur where there is capacity to provide
clinical stabilization and rapidly achieve a reduction in symptoms and
risks!0.

Although there has been a significant increase in the availability of
hospital beds for child psychiatry in Chile since the Ministry of
Health implemented its Mental Health Plan in 200011, there is a sig-
nificant lack of in-hospital resources for children, and the appropri-
ate care model is currently under discussion!?. Until 2007, there were
seven beds exclusively destined for the hospitalization of children
and adolescents in psychiatric care in Chile!3. In 2014, ten short-stay
units provided 125 beds, but there was an estimated shortage of at
least 20 units!!. Currently, there are 185 beds for children and ado-
lescents requiring psychiatric care, 42% of which are in the Metro-
politan Region and 21% in psychiatric hospitals!.

Child and adolescent psychiatric hospitalization units and their ther-
apeutic effectiveness have been described in many international
studies?. However, results are limited primarily by the lack of stand-
ardized measures and difficulties inherent in performing randomized
clinical trials in vulnerable populations'. In Latin America, studies
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on the subject are scarce. In Chile, characteristics of hospitalized
populations and models of functioning have been described mainly
for units that are not part of the public health network, which serves
74% of the population'¢. Internationally, research in this area is like-
wise scarce, and existing work is not recent. Adult psychiatric hospi-
talization in Chile has been extensively reported on, but to our
knowledge, there are just three reports involving children and ado-
lescents®!7.18 two of which at the same unit!”!8, It therefore seems
relevant to address this gap, especially in a public health and regional
context.

The Short-stay Child and Adolescent Unit of the Del Salvador Psy-
chiatric Hospital, Valparaiso, Chile, designed for children and ado-
lescents under 15 years of age, commenced operations in 2014 and
has eight beds!. This article presents the sociodemographic, family,
and clinical profile of patients at the Unit. Factors associated with
clinical evolution are also analyzed.

Methods

Design and participants

A cross-sectional study was conducted to describe patients hospital-
ized at the Short-stay Child and Adolescent Unit of the Del Salvador
Psychiatric Hospital, from December 2014 to December 2017. Sam-
pling was thus non-probabilistic. For patients who were hospitalized
on more than one occasion, the first hospitalization was considered.

Data collection

This study was evaluated and approved by the Research Ethics Com-
mittee of the Valparaiso-San Antonio Health Service (approval num-
ber 051 2017). De-identified clinical and sociodemogtraphic data
wete extracted from an anonymized database recorded by the clinical
team. Informed consent was requested from parents to assess and
extract data from the clinical record over the coutse of care. No in-
terviews or direct assessment of the participants were cartied out for
the purpose of the present study.

Eligibility criteria correspond to those for admission to the Unit: Pa-
tients aged 15 years or less, with severe psychiatric pathology that,
according to the criteria of the psychiatrist in charge, require hospi-
talization for diagnosis, psychosocial management and/or treatment.
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In addition, it was a requirement that patients exhibited stability
from a medical-organic point of view. Patients that have violated the
law are not admitted to the Unit as they have a separate specialized
network for care.

Clinical features were evaluated according to the diagnostic criteria
of the Diagnostic and Statistical Manual of Mental Disorders in its
Fifth Version (DSM-5)%. The French Classification of Mental Dis-
otders of Children and Adolescents (Item eatly psychosis - invasive
developmental disorders) was used to study psychotic disharmony?!.

Clinical records of patients that received outpatient care at the Del
Salvador Psychiatric Hospital were reviewed to determine progress
at three months, six months, and one year following discharge. Pro-
gress was categorized as "good," "fair," or "unsatisfactory" according
to the criteria used at the Unit. Good clinical evolution exemplified
a response to treatment during hospitalization, and that response is
maintained over the follow-up, exhibiting reduced or ameliorated
symptoms that caused their admission. Fair clinical evolution is char-
acterized by a reduction in some symptoms, which overall still affect
their functionality, but not enough to require a new hospitalization.
Unsatisfactory clinical evolution is exhibited by a relapse of symp-
toms that motivated hospitalization, such as suicidal behavior, drop-
ping out of school, or other symptoms requiring readmission.

Data analysis

For descriptive statistics, proportions were used for qualitative vari-
ables and means with standard deviations for quantitative variables.
Odds ratios with their respective 95% confidence intervals were es-
timated to analyze factors associated with the clinical evolution. Data
were analyzed using the Stata 15 statistical software (StataCorp,
Texas, USA).

Results

The following is a description of the functioning of the Short-stay
Child and Adolescent Unit of the Del Salvador Psychiatric Hospital.
Then, primary findings are reported according to the sociodemo-
graphic, family, and clinical characteristics of the patients, as well as
to factors associated with clinical evolution.

Table 1. Sociodemographic characteristics of the participants.

Short-stay Child and Adolescent Unit of the Del Salvador Psy-
chiatric Hospital

This unit has a multilevel biopsychosocial model composed of:

1. A biomedical model, led by child and adolescent psychiatrists,
occupational therapists and nurses, in charge of diagnosing pa-
thologies and caring for the different needs of patients.

2. A psychodynamic model, led by child psychologists and child
and adolescent psychiatrists, associated with the process of psy-
chodiagnosis through projective techniques as well as individual
and group interventions. The theoretical perspectives used em-
phasize Bowlby's attachment theory?? and Winnicott's theory of
dyadic relationships and psychic development?.

3. An ecological model developed by Utrie Bronfenbrenner?,
which conceptualizes that the subject is a being that influences
and is influenced by his or her environment, which is repre-
sented by a great interest in generating channels of communica-
tion between the different actors involved in the development
of the child or adolescent: Coordination with schools, support
programs, extended family, and outpatient therapists.

The phases of hospitalization include!®:

1. Comprehensive diagnosis.

2. Clinical stabilization.

3. Preparation for hospital discharge (pre-release).
4. Follow-up.

Sociodemographic characteristics

Ninety-eight patients were admitted over the study petiod, 70.4% of
whom were men (n = 69). Ages ranged between 7 and 16 years, as,
exceptionally, a 16-year-old patient with psychological functioning
of a child, admitted to hospitalization in the adult units, was consid-
ered risky. The mean age was 11.5 years (standard deviation of 2.3
years). Children under 10 years of age constituted 23.47% (n = 23),
10-12 years old, 36.73% (n = 306), and over 12 years old, 39.8% (n =
39). A majority (82.6%; n = 81) were of a low socioeconomic level,
corresponding to groups E and D of the Chilean socioeconomic
classification model?!. About a third (35.7%; n = 35) were outside of
the school system; 22 of these cases were schooled again during hos-
pitalization. Sociodemographic characteristics are presented in Table

1.

Total sample Under 10 years Between 10 and 12 years Over 12 years
(n =98) (n = 23) (n = 36) n=39)
Age (years) 11.5 (+ 2.33) 8.4 (£ 0.606) 10.9 (= 1.04) 13.9 (£ 0.82)

Male

Low socioeconomic level
Not in school at admission
Falling behind at school

69 (70.4%)
81 (82.6%)
35 (35.7%)
44 (44.8%)

22 (95.6%)
19 (82.6%)
7 (30.4%)
9 (39.1%)

30 (83.3%)
30 (83.3%)
16 (44.4%)
20 (55.5%)

17 (43.5%)
31 (79.4%)
12 (30.7%)
15 (38.4%)

Values expressed as mean and absolute numbers (standard deviation or proportion).

Source: prepared by the authors from the study data.

Family characteristics

Almost all cases (n = 97) were classified as belonging to families with
dysfunctional environments. The average age of the primary care-
giver was 40.1 years (standard deviation of 9.88 years); 28.5% (n =
28) of children were institutionalized upon admission and, of these,
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46.4% (n = 13) did not have a significant caregiver visiting them
during hospitalization. 80.6% had a history of some type of setious
negligence. 91.8% of patents presented a history of psychiatric pa-
thology, where the most frequent was one of the personality disor-
ders. Family characteristics are summarized in Table 2.
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Table 2. Family characteristics of participants.

Total sample Under 10 years Between 10 and 12 years ~ Over 12 years
(n =98) (n=23) (n = 36) (=39
Age of ptimary caregiver 40.1 (£ 9.88) 37.7 (£ 8.56) 38.5 (£ 10.85) 43 (£ 9.05)
Institutionalization of the participant 28 (28.5%) 8 (34.7%) 14 (38.8%) 6 (15.3%)
Lives with biological patents 67 (68.3%) 14 (60.8%) 22 (61.1%) 30 (76.9%)
Family dysfunction 97 (98.9%) 23 (100%) 36 (100%) 39 (100%)
At least one parent 74 (75.5%) 17 (73.9%) 27 (75%) 30 (76.9%)
. . Without a primary 0 o 0 o
Primary caregiver caregiver 13 (13.2%) 4 (17.3%) 5 (13.8%) 4 (10.2%)
A family member 11 (11.2%) 2 (8.6%) 4 (11.1%) 5 (12.8%)
Parent with psychopathology 90 (91.8%) 20 (86.9%) 34 (94.4%) 36 (92.3%)
Pz:gi‘;;“ 60 (61.2%) 17 (73.9%) 19 (52.7%) 24 (61.5%)
Su‘z‘fig;z‘;‘“e 43 (43.8%) 9 (39.1%) 22 (61.1%) 12 (30.7%)
Type of patental Major deptessive 29 (29.5%) 7 (30.4%) 9 (25%) 13 (33.3%)
psychopathology disorder
Suicidal behaviors 6 (6.12%) 0 (0%) 3 (8.3%) 3 (7.6%)
Bipolar affective 3 (3.06%) 0 (0%) 1(2.7%) 2(5.1%)
disorder
Schizophrenia 2 (2.04%) 0 (0%) 1 (2.7%) 1 (2.5%)
Caregiver unemployed 16 (16.3%) 5 (21.7%) 6 (16.6%) 5 (12.8%)
Presence of gross negligence 79 (80.6%) 20 (86.9%) 30 (83.3%) 29 (74.3%)
Domestic violence 62 (63.2%) 14 (60.8%) 25 (69.4%) 22 (56.4%)
Type of gross Case involving 62 (63.2%) 14 (60.8%) 28 (77.7%) 20 (51.2%)
negligence prosecution
Child sexual abuse 19 (19.3%) 6 (26%) 4 (11.1%) 9 (23%)

Values expressed as mean and absolute numbers (standard deviation or proportion).

Source: prepared by the authors from the study data.

Reasons for admission, diagnosis at admission and discharge

14.2% (n = 14) of patients were admitted involuntarily. The most
frequent reason for hospitalization was risk of harm to others
(61.2%). The distribution changed when stratified by age and/or sex.
Regarding the diagnoses at admission, the three most frequent were
conduct disorders (56.1%), intellectual disability (27.5%), and major

Table 3. Reasons for hospital admission of participants.

depressive disorder (24.4%). The presence of symptoms from the
suicide spectrum was observed in 41.8% (n = 41). Psychotic symp-
toms (either in isolation or in the context of a psychotic syndrome)
were observed in 28.5% (n = 28) of cases, while antisocial behaviors
were observed in 62.2% (n = 61). The reasons for admission are
summarized in Table 3.

Reason for admission Total sample Under 10 years  Between 10 and 12 years ~ Over 12 years
(n =98) (n = 23) (n = 36) (n=39)
Risk of harm to another 60 (61.2%) 19 (82.6%) 26 (72.2%) 15 (38.4%)
Risk of self-harm 36 (36.7%) 3(13.0%) 8 (22.2%) 25 (64.1%)
Psychomotor agitation 33 (33.6%) 9 (39.1%) 16 (44.4%) 8 (20.5%)
Impossibility of outpatient 9 (9.1%) 2 (8.6%) 4 (11.1%) 3 (7.6%)

study and treatment

Values expressed in absolute numbers (proportions).
Source: prepared by the authors from the study data.

Following diagnostic study of each case, the most frequent discharge
diagnoses in axis I were conduct disorders (43.8%) and major de-
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pressive disorder (33.6%), while in axis II the majority was person-
ality development disorder of bordetline structure (45.9%). Table 4
shows discharge diagnoses according to axis I and II.
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Table 4. Participants' diagnosis at discharge.

Diagnosis Total sample  Under 10 years  Between 10 and 12 years ~ Over 12 years
(n=98) (n=23) (n = 36) (n=39)
Axis I  Conduct disorder 43 (43.8%) 15 (65.2%) 18 (50%) 10 (25.6%)
Major depressive disorder 33 (33.6%) 5 (21.7%) 14 (38.8%) 14 (35.8%)
Attention-deficit/hyperactivity disor- 26 (26.5%) 6 (26%) 17 (47.2%) 3 (7.6%)
der
Attachment disorder 21 (21.4%) 7 (30.4%) 10 (27.7%) 4 (10.2%)
Psychosis 17 (17.3%) 5 (21.7%) 8 (22.2%) 4 (10.2%)
Psychotic episode 14 (14.2%) 5 (21.7%) 6 (16.6%) 3 (7.6%)
Psychotic disharmony 11 (11.2%) 4 (17.3%) 4 (11.1%) 3 (7.6%)
Neurodevelopmental 9 (9.1%) 3 (13%) 3 (8.3%) 3 (7.6%)
disorder (non-autistic spectrum)
Substance use disorder 9 (9.1%) 2 (8.6%) 5 (13.8%) 2 (5.1%)
Impulse control disorders 5 (5.1%) 0 (0%) 5 (13.8%) 0 (0%)
Autism spectrum 5 (5.1%) 0 (0%) 2 (5.5%) 3 (7.6%)
disorder
Bipolar affective disorder 2 (2%) 2 (8.6%) 0 (0%) 0 (0%)
Axis IT  Personality development disorder 66 (67.3%) 14 (60.8%) 25 (69.4%) 27 (69.2%)
Intellectual disability 50 (51%) 11 (47.8%) 21 (58.3%) 18 (46.1%)
Borderline personality development 45 (45.9%) 7 (30.4%) 16 (44.4%) 22 (56.4%)
disorder

Values expressed in absolute numbers (proportion).
Source: prepared by the authors from the study data.

Hospitalization process

The multidisciplinary team consists of child and adolescent psychia-
trists, child and adolescent psychologists, social workers, occupa-
tional therapists, nurses, paramedical technicians, and assistants. In
addition, there is a hospital school. The average length of hospital
stay was 41.8 days (standard deviation of 31.1 days), ranging from 4
to 212 days and mode of 28 days. The management of each patient
incorporated individual and family assessments, together with a
complete social diagnosis. In most cases psychodiagnoses were pet-
formed with projective tests and psychometry, in addition to clinical
interviews, according to clinical need (54% of cases). It should be
noted that, during the hospitalization process, the average number
of physical restraints was two times (standard deviation of 3.1 times)
for the entire sample. T'welve patients (12.2%) received no visits dur-
ing hospitalization.

Figure 1. Proportion of patients by type of psychopharmacological agent.

Regarding psychopharmacological treatment, antipsychotics, antide-
pressants, mood stabilizers, and psychostimulants were used primat-
ily. Antipsychotics were the most widely used drugs, with 98.9% of
patients using at least one antipsychotic as a basic pharmacological
treatment and 24.4% using two or more. Second-generation antipsy-
chotics were mainly used. Chlorpromazine was the only first-gener-
ation antipsychotic used, being indicated as use "when required" for
containment or as a booster to a second-generation antipsychotic.
The most commonly prescribed antipsychotic was quetiapine (n =
45), followed by risperidone (n = 31). Antidepressants were used in
59 patients, most of which were selective serotonin reuptake inhibi-
tors. The most frequently used antidepressant was fluoxetine (n =
30), followed by sertraline (n = 11). Figure 1 summarizes the use of
psychotropic drugs in the group studied.
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m Total (n =98) 98.90% 24.40% 60.20% 21.40% 27.50% 35.70%
® Under 10yearsold (n=23) 100% 26% 47.80% 21.70% 43.40% 39.10%
» Between 10 and 12 yearsold (n = 36) 100% 25.60% 58.90% 20.50% 30.70% 35.80%
Over 12 years old (n = 39) 97.40% 20.50% 64.10% 20.50% 12.80% 30.70%
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Clinical evolution

Ninety-two patients continued outpatient treatment at the Del Sal-
vador Psychiatric Hospital following discharge; 47% (n = 43) met
the criteria of a good evolution, 27% (n = 25) were classified as fair
and 26% (n = 24) as unsatisfactory. Twenty-one patients (21.4%)
wete readmitted, some of whom were hospitalized at the adult’s unit
as they were over 15 years old. Seven patients were readmitted dur-
ing the first three months following dischatge, all with a history of
suicidal ideation and/or suicide attempt. In this group, one death by
suicide occutred, six months after the initial hospitalization. Seven
patients were readmitted between three months and one year of hos-
pitalization; all were male and six presented antisocial behavior
and/or were out of school.

The only factor significantly associated with an unsatisfactory clinical
course was indication for an antidepressant duting hospitalization
(odds ratio: 4.72; 95% confidence interval: 1.3 to 16.1). Patients evi-
dencing poor adherence to treatment, exhibited an odds ratio of 2.2
of having presented depressive symptoms (95% confidence interval:
1.2 to 3.5).

Patients who were readmitted less than three months post-discharge
wete at increased odds to have exhibited self-harm (odds ratio: 12;
95% confidence interval: 1.2 to 115.4) or substance use disorder on
admission (odds ratio: 12; 95% confidence interval: 3.3 to 44.7).

Patients readmitted between three and six months after discharge
wete at increased odds ratio of having presented suicide on admis-
sion (odds ratio: 5.6; 95% confidence intetval: 1.05 to 30.8) ot a sub-
stance use disorder on admission (odds ratio 6.3; 95% confidence
interval: 2 to 20). The only variable significantly associated with re-
admission six months to one year after discharge was substance use
disorder on admission (odds ratio: 4.1; 95% confidence interval: 1.5
to 11).

Treatment withdrawal during outpatient follow-up associated with
behavioral disorder at discharge (odds ratio 5.2; 95% confidence in-
terval: 1.2 to 21.8) and parental history of attempted or committed
suicide (odds ratio 7.4; 95% confidence interval: 1.2 to 2.45).

Discussion

In the present study we describe characteristics of the patients hos-
pitalized in the Short-stay Child and Adolescent Unit of the Del Sal-
vador Psychiatric Hospital over a three-year period, analyzing factors
associated with clinical evolution. The unit is organized according to
a biopsychosocial approach that follows three models'®?2-24, an ec-
lectic and innovative perspective for this type of unit, observed in
other centers in Latin America®>. Most patients come from multi-
problem families, of a low socioeconomic level, with a history of
having suffered mistreatment and/or gross negligence and with pat-
ents that present some psychiatric pathology. Primary diagnoses
wete conduct disorder, major depressive disorder and development
personality disorders, while substance use disorder was a factor con-
sistently and significantly associated with hospital readmission.
About half of the patients met criteria of good clinical evolution,
while in one third the evolution was considered fair, and in one quat-
ter unsatisfactory.

The first Chilean study in this area was published in 2007 by Pacheco
and colleagues!’. It was conducted in the Child Psychiatry Unit of a
university psychiatric clinic, where the prevalent clinical profile was
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an average age of 15 years, the primary reason for hospitalization
was suicide attempt, the predominant diagnosis in axis I was major
depressive disorder, and the average hospital stay was 11 days. Later,
the same research group published a case-control study conducted
in the same unit'8, where it was found that among patients hospital-
ized for attempted suicide, the diagnosis of depression was more fre-
quent.

In 2009, de la Barra and colleagues® described the characteristics of
patients hospitalized in a Children's Psychiatric Hospitalization Set-
vice in a private general hospital, where they highlighted that the
most frequent reason for admission was suicidal behavior, mood dis-
orders as the most frequent pathology of axis I and an average hos-
pitalization of 3.8 days. In the present study, the duration of hospi-
talizations on average was longer than described in national®!” and
international®*-28 literature. The need for longer hospitalizations may
be explained by the high clinical complexity? and the social and fam-
ily context®, but also by administrative needs related to the patient's
continuity outside hospital, e.g., admission to residences of the Na-
tional Service for Minors, waiting for a legal resolution of proceed-
ings in the family court, among others.

In our study, the greater frequency of men differs from that ob-
served in local research®!7 and abroad?831:32) where a greater propot-
tion of women predominates. Our findings are consistent with re-
search in units for children under 12, where a higher proportion of
men is common?. In the current work, clinical characteristics of pa-
tients varied with age, since in children under 12 years a male profile
was observed more frequently, whereby reason for admission was
predominantly tisk of hatm to othets and/ot psychomotor agitation.
In children over 12 years, a predominantly female profile was evi-
dent, where the most common reason for admission was risk of self-
harm and the most frequent diagnosis was major depressive disor-
der. A highly dysfunctional social and family environment was ho-
mogeneous across age groups. In this sense, the patients studied rep-
resent severe cases, both in psychiatric pathology and in psychoso-
cial complexity, as highlighted by, for example, dropout from school.
It is important to beat in mind that this unit is a tertiary referral cen-
ter that attends to patients who are highly selected for their severity,
with a history of multiple treatments and poor results to prior intet-
ventions.

The predominance of a profile of patients with symptomatology of
the externalizing sphere, mainly behavioral, responds to the charac-
teristics of the unit under study, since it is complex that children with
this profile be managed in a pediatric ward of a general hospital.
These patients require a large and safe physical space, and a nursing
team trained in behavioral management, especially when pharmaco-
logical and/or physical containment is part of the picture. In addi-
tion, in patients living with multi-problem families, family and psy-
chosocial interventions are of a primary necessity. Such patients in
the Valparaiso region are therefore referred to this Short-stay Unit.

In this line, it has been stated that children with severe conduct dis-
orders present a distorted and/or deficient personality structure®, a
statement that is consistent with the high proportion of develop-
ment personality disorders found in this sample of patients. There
are authors who assert that this diagnosis could not be made during
adolescence, since the structure of the personality is still unstable and
dynamic, therefore, the concept of "development" emphasizes a
structure not consolidated in traits and permanent functioning and
an identity not fully integrated3*3>. However, there ate several studies
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that conclude that, despite the fact that the personality is developing,
the diagnosis of development personality disorder is stable, even
when made in eatly adolescence, between 12 and 14 years, which
would also allow for the visualization of eatlier and more effective
long-term intervention in hospitalized patients!'’-32. Indeed, some re-
search proposes a systematic assessment of personality structute in
high-risk populations such as hospitalized adolescents, as this would
be useful in case of conceptualization and treatment planning?>.

As for the admission and discharge diagnoses, differences could be
explained by the team that performs them, since the admission diag-
nosis is given by the professionals treating the patient on an outpa-
tient basis, while the discharge diagnosis is performed by the unit's
multidisciplinary team. Likewise, it can be explained by the complex-
ity of the social and family context of each patient, which is associ-
ated with atypical clinical presentations that are difficult to diagnose.
This would explain, for example, the decrease in conduct disorder
between admission and discharge, since sometimes depressive or at-
tachment clinical pictures may initially become present as disruptive
behaviors that may be confused with conduct disorders. In short,
during hospitalization the patient can be observed in depth and con-
tinuously, evaluating biological rhythms, episodes of crisis and agita-
tion, as well as interaction with peers and adults.

The sample represents multi-problem families with dysfunction, in-
cluding intrafamily conflictive relationships, family breakdown,
mourning, mistreatment, abuse and/or negligence. Howevet, we do
not know the extent to which this dysfunction is a symptomatic ex-
pression of episodic stress for the family due to having a sick mem-
ber, or if it is a structural condition. Either way, it has been recog-
nized that family dysfunction worsens the patient's prognosis®.
More than 90% of cases presented a parent with severe psychiatric
pathology, which does not consider interventions in parental skills
as a therapy. During the hospitalization of their children, parents are
referred for treatment if necessary and coordination is made with the
treatment teams at the primary or secondary level, but there is no a
treatment Unit that integrally addresses the family's psychiatric pa-
thology. It is worth noting that 13.2% did not have a significant pri-
mary caregiver, that is, they were children who had been abandoned
by their direct relatives and who lived in residences of the National
Service for Minors. Dutring the hospitalization process, an affective
adult reference person is always included in the intervention to ac-
company the patient, even if they did not live with him/her.

In terms of pharmacological treatment, the use of antipsychotics and
antidepressants predominated; 98.9% were indicated at least one an-
tipsychotic at discharge and 24.4% received two or more antipsy-
chotics (without considering those indicated in case of emergency).
The high frequency of use may be related to the ubiquitous func-
tions, since they are used for treatment of psychosis, mania and psy-
chomotor agitation, among others. Quetiapine was the most widely
used antipsychotic, possibly because its use in low doses (non-anti-
psychotic) responds to the need for psychopharmacological treat-
ment of some insomnia conditions3s.

A fundamental objective of hospital interventions is improving the
functioning and psychosocial adaptation to daily life. In this sense,
re-schooling is essential. Of 35 patients who were not in school at
the time of admission, 22 were re-schooled during the hospitaliza-
tion episode. However, re-schooling did not associate with good
clinical evolution, as would have been expected.

ME.

About a third (26%) of the patients were classified as having unsat-
isfactory clinical evolution. The only factor significantly associated
with this was indication for an antidepressant (odds ratio: 4.72; 95%
confidence interval: 1.3 to 16.1). However, for those with additional
depressive symptoms, odds of non-adherence to treatment was 2.2
(95% confidence interval: 1.2 to 3.5). This is consistent with existing
literature®.

Psychiatric hospital readmission is a frequent phenomenon in the
child and adolescent population®’, especially if the families of the
patients demonstrate high levels of dysfunction, as is the case here.
We worked on the basis that readmissions prior to the year post-
discharge could represent relapse, while readmissions after a year
might correspond to independent episodes.

Readmissions during the first three months were significantly asso-
ciated with higher odds of having been admitted with risk of self-
harm and substance use disorder on admission. Both factors suggest
patients with higher levels of impulsivity, weaker functioning, poorer
coping strategies, and more risky behaviors. There is a degree of im-
precision as evidenced by large confidence intervals. Readmission at
three to six months associated with presence of suicidality and sub-
stance use disorder, consistent with the findings of other studies*#1.
It would be prudent to consider strict follow-up in patients with su-
icidality, as this appears to be a strong predictor of rehospitaliza-
tion*,

In patients readmitted between 6 months and 1 year, the impulsivity
factor remains an element to be considered, since the only variable
that remained significantly associated was having a substance use dis-
order (odds ratio: 4.1; 95% confidence interval: 1.5 to 11). It should
be noted that the most frequent axis I pathology in parents was also
a substance use disorder.

Within the limitations of this study, heterogeneity in diagnosis and
recording clinical information is likely, and is inherent in retrospec-
tive data collection. This may have biased some results. We unfortu-
nately could not report on the clinical evolution of patients whose
follow-up was carried out in other centers. Due to the sample size,
some associations may not emerge due to lack of power.

Conclusion

Child and adolescent psychiatric hospitalization is justified as an in-
tervention when behavioral expression is maladaptive and psycho-
pathology is severe, especially in highly complex socio-familial envi-
ronments, as it is seen in the present work. Although restrictive, in
these cases it could constitute an appropriate and timely therapeutic
intervention for safe and effective management of acute clinical sit-
uations.

We propose, however, that child and adolescent psychiatric hospi-
talization units should be inserted in general hospitals and part of the
community, as suggested in 2016 by the American Psychiatric Asso-
ciation (APA)* and, in 2019, by the Chilean Society of Child and
Adolescent Psychiatry and Neurology (SOPNIA)!2. Therefore, this
study is not expected to be confused with validation of isolated and
remote community psychiatric practice.
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