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Abstract We examined the association of callous-unemotional (C/U) traits with length of

psychiatric hospitalization among two samples each with 50 participants: a group of

7–11 year-olds (39 males and 11 females) receiving services on a children’s unit, and a

group of 12–17 year-olds (27 males and 23 females) receiving services on an adolescent

unit. Our analyses focused on the additionally predictive value of C/U traits above and

beyond the influence of pre-established risk factors for length of stay, including age,

gender, ethnicity, overall levels of functioning and psychopathology, and the diagnosis of a

Conduct Disorder or Oppositional Defiant Disorder. In both samples, hierarchic regression

analyses indicated that C/U traits were associated with longer lengths of stay, whereas none

of the previously identified risk factors were significant. The discussion of these results

focuses on the importance of developing non-coercive and non-confrontational therapeutic

treatment regimens for youth with C/U traits receiving inpatient psychiatric services.
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Introduction

In the United States there has been an recent emphasis on decreasing the lengths of stay of

youth receiving psychiatric services for a variety of reasons that include the financial cost

of such treatment [1–3], overcrowding on inpatient units [4], and the desire to better honor

the legal principle of providing care within the least restrictive environment [5]. Given

these concerns, there is a need to more accurately identify the clinical characteristics of the
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youth who have extended lengths of stay so as to better facilitate the development of

intervention programs that will meet the needs of treatment-refractory inpatients. The

expanding literature on callous-unemotional (C/U) traits in youth [6, 7] suggests a

promising avenue of investigation. Youth with C/U traits typically are described as

aggressive, without conscience and remorse, lacking a fear of punishment, and exhibiting

bravado (e.g., refusing to apologize) when caught in misbehavior. Among youth hospi-

talized at a state psychiatric facility, we hypothesized that C/U traits would be associated

with a chronic failure to adapt to ward behavioral standards and, consequently, with longer

lengths of hospitalization.

A young person’s length of stay in a psychiatric facility is determined by both their

individual clinical characteristics as well as external factors such as the therapeutic phi-

losophy of the treating facility, the stability of the home environment, the availability of

outside placements, and the legal issues and entanglements that often accompany a psy-

chiatric hospitalization. However, external factors are still subject to being mediated by the

internal characteristics of hospitalized youth [8]. So what are the internal characteristics

that are associated with longer length of stays among youth hospitalized at psychiatric

facilities? Unfortunately, the available research on this question is largely contradictory.

For example, male gender [9, 10], younger age [8, 11], overall levels of functioning and

psychopathology [12], ethnic minority status [13], and the diagnosis of a Conduct Disorder

or Oppositional Defiant Disorder [4, 8] all have been associated with length of stay in some

studies, but for each of these factors there are also findings that indicate no significant

association with length of stay [13–17]. Moreover, when significant results are found, the

patterns of association (i.e., longer vs. shorter lengths of stay) often differ from study to

study. One possibility that might help explain these paradoxical findings is that the specific

mission, clinical characteristics, and financial model of a given facility may interact with a

given patient’s characteristics to determine the ultimate outcome. For example, extremely

aggressive and destructive behavior may lead a private facility to transfer a youth to a

public facility that provides acute care; however, the same aggressive behavior that

shortened the length of stay in the private facility is likely to increase the length of stay at

the public placement. In summary, researchers are currently at the beginning stages of

understanding the clinical and demographic characteristics associated with longer lengths

of stay among youth hospitalized at psychiatric facilities, and these characteristics are

likely to depend—at least to a certain extent—upon the ‘‘type’’ of institution providing

treatment (e.g., public vs. private).

The current study was designed to examine C/U traits as a predictor of length of stay in

a state psychiatric facility providing crisis stabilization and long-term care. The study of C/

U (or psychopathic) traits has been driven forward by the pioneering formulations of Paul

Frick and his colleagues [6, 7, 18–20], who theorize that low temperamental fearfulness

and/or dysfunctional parenting (e.g., neglect and punitive discipline) can lead to the

development of shallow emotions, low levels of guilt, and a lack of interpersonal empathy

(i.e., C/U traits). According to this model, C/U traits are then linked to chronic and severe

conduct problems by increasing the child’s propensity to ignore potential punishments and

societal prohibitions while pursuing the rewards of antisocial behavior. To our knowledge,

the relationship between C/U traits and length of stay among youth hospitalized in a

psychiatric facility has not yet been empirically examined; however, research findings that

link aggression to long lengths of stay among youth receiving psychiatric care [21, 22]

suggest the possibility of a connection.

Currently in the United States, highly aggressive children are placed in psychiatric care

because the state-based systems of mental health and education have long been under
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intense pressure to cut expenditures to the bare minimum and, therefore, in many localities

community-based interventions for antisocial youth are inadequate or unavailable [23].

Consequently, public psychiatric hospitalization is often the only viable emergency

treatment option for dangerous youth [24]. In fact, in the United States youth receiving

inpatient psychiatric services are typically just as aggressive as children detained in

forensic settings [22] and the reduction of aggression and dangerousness is now the

principal focus of inpatient psychiatric treatment in a majority of institutions nationwide

[25]. Therefore, we believe that the current utilization trends for children’s inpatient care

in the United States suggest that clinical constructs like psychopathic traits that have

previously been used to explain patterns of chronic aggression among adolescent offenders

[26–28] may prove useful for understanding the clinical profiles of aggressive, treatment-

refractory youth receiving public psychiatric services.

In summary, we hypothesized that C/U traits would be associated with longer lengths of

stay because youth with C/U traits display recalcitrant patterns of antisocial behavior [6,

19, 20], and our participants were hospitalized on units that typically require patients to

demonstrate the ability to follow ward rules and demonstrate appropriate social behaviors

before being discharged. A second purpose of this study was to determine whether C/U

traits provided additional predictive value for length of stay above and beyond the influ-

ence of previously identified risk factors. Therefore, our study included child character-

istics that had been found to have an association with length of stay (in at least some of the

literature). More specifically, age, gender, ethnicity, overall levels of functioning and

psychopathology (Children’s Global Assessment Scale) [29], and the diagnosis of a

Conduct Disorder or Oppositional Defiant Disorder [29] were included in our statistical

model.

Method

Participants

The study was conducted utilizing two samples each with 50 participants: a group of

7–11 year-olds (39 males and 11 females) receiving services on a children’s unit, and a

group of 12–17 year-olds (27 males and 23 females) receiving services on an adolescent

unit. Both wards are located at a university-affiliated psychiatric hospital situated in a rural

area of the southeastern United States. The child and adolescent wards of this facility

specialize in the treatment of acutely ill, treatment-refractory youth and a prior study

indicated that approximately 75% of the patients receiving services had been denied

admittance to other facilities due to the severity of their behavior problems [30]. Youth

could be admitted to the facility only after a psychiatric examination indicated that one or

more of the three criteria for involuntary commitment (i.e., danger to self, danger to others,

or grave disability) had been met.

The participating sample was recruited from a larger population of 130 consecutive

admissions. Youth were excluded from the study if they had symptoms of psychosis

(4 excluded), had been diagnosed with a pervasive developmental disorder (3 excluded),

had a documented brain injury (2 excluded), or scored below 75 on a measure of verbal

intelligence (12 excluded). Additionally, 2 youth were excluded because their parent(s) or

legal guardian(s) (hereafter referred to as parents) declined consent, 2 were excluded

because they declined to participate, and 4 were excluded because we were unable to

contact their parents despite repeated attempts. The rationale for excluding psychotic,
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developmentally delayed, and mentally handicapped youth was that these handicapping

conditions are often associated with functional impairments (e.g., delusions, socially

inappropriate behaviors, functional language deficits) that can increase hospitalization

lengths for reasons that are unrelated to the presence of aggressive, antisocial behavior.

Informed consent of legal guardians and assent of participating youth were obtained prior

to patients’ involvement in the study and the protocol was approved by the IRBs of John

Umstead State Psychiatric Hospital and the University of North Carolina at Chapel Hill.

All information obtained for this study was kept strictly confidential (e.g., not shared with

hospital treatment team staff nor included in patient records).

Demographic and Diagnostic Information

Demographic information and descriptive statistics for the variables assessed are presented

in Table 1. In both samples, the majority of the participants were European American

(60% in the children’s sample and 68% in the adolescent sample) with African American

youth comprising the next largest ethnic group (34% of the children’s sample and 26% of

the adolescent sample). Because only a small number of ethnic minority participants fell

outside the African-American category, all non-Caucasian participants were categorized as

‘‘ethnic minority.’’ DSM-IV diagnoses [29] were assigned to participating youth by their

attending psychiatrist. More than half of the participants in both groups received a diag-

nosis of Conduct Disorder or Oppositional Defiant Disorder (68% in the children’s sample

and 52% in the adolescent). Other common Axis I disorders included Attention-deficit

Hyperactivity Disorder (60% in the children’s sample and 42% in the adolescent), unipolar

mood disorders (20% in the children’s sample and 42% in the adolescent), and posttrau-

matic disorders (50% in the children’s sample and 36% in the adolescent). As an index of

comorbidity, we calculated the mean number of diagnoses participating youth had

received. Participants generally carried more than two diagnoses (for children, M = 2.94,

SD = 1.16, Range = 1–5; for adolescents, M = 2.69, SD = 1.18, Range = 1–5).

Table 1 Demographic information

Variable Children Adolescents

Mean (SD) Range Mean (SD) Range

Age 9.43 (1.62) 7.1–11.9 14.41 (1.85) 12.0–17.8

Length of hospital
stay (in days)

62.10 (43.91) 12–219 90.60 (77.84) 11–332

Children’s global
assessment scale

37.50 (12.35) 15–70 45.10 (13.65) 15–70

C/U traits 5.15 (2.01) 1–9 5.70 (1.98) 2–10

Percentage

Ethnicity

European American 60 68

African American 34 26

Hispanic 2 4

Multiracial 4 2

CD or ODD 68 52

Note: CD or ODD A diagnosis of conduct disorder or oppositional defiant disorder
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Reflecting the common practice in the United States of placing an emphasis on comor-

bidity when diagnosing psychiatric patients [31], ‘‘primary’’ (i.e., superseding) diagnoses

were not assigned.

Measures

Children’s Global Assessment Scale

Participating youth were rated by their psychiatrists on the Children’s Global Assessment
Scale (C-GAS) [29]. The C-GAS is a numerical scale (0–100) that is used by mental health

professionals to rate the psychological and adaptive functioning of children and adoles-

cents below the age of 18. In general, scores between 0 and 40 connote major impairments

in functioning; scores between 41 and 60 connote moderate or intermittent impairments;

and scores above 60 connote mild impairments.

Antisocial Process Screening Device

Each youth’s psychiatrist rated the presence of C/U traits on the six-item Callous-

unemotional dimension of the Antisocial Process Screening Device (APSD) [32]. Indi-

vidual items on the APSD (e.g., ‘‘Does not show emotions’’) are scored on a three-point

scale with 0 indicating not at all true, 1 indicating sometimes true, and 2 indicating

definitely true. In the APSD’s normative sample the internal consistency (Cronbach’s alpha

coefficient) of the C/U dimension was .79; in the present sample the internal consistency of

the C/U dimension was .68. The gathering of APSD scores occurred specifically for this

study and was not associated with admission or discharge decisions on either unit.

Length of Stay

Each youth’s length of stay was determined from a review of their hospital records.

Post-hoc Question

Given the unusually high prevalence of posttraumatic disorders among the study partici-

pants, we examined the association of trauma with C/U traits in our samples to account for

the possibility that traumatized youth were ‘‘switching off’’ their emotions as a coping

mechanism [33]. More specifically, Porter has suggested that some severely traumatized

individuals may present with a form of ‘‘secondary psychopathy’’ that develops when

emotional functioning and conscience are deactivated as part of a distress reduction pro-

cess (that is, for traumatized individuals ‘‘not feeling’’ can reduce pain).

Results

As shown in Table 1, the mean scores for C/U traits were 5.15 for the children’s sample

and 5.70 for the adolescent sample. A t-test indicated that these mean differences were

statistically insignificant (t = 1.43). Both of these mean scores were substantially higher

than the normative ratings of C/U traits (a mean of 3.27) found in the norming sample

reported by the measure’s developers [32]. In fact, the mean scores for both children and
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adolescents were higher than the score (5.00) that roughly corresponded to the 75th per-

centile of the norming sample.

The mean C-GAS scores were 37.50 for the children’s sample and 45.10 for the ado-

lescent sample (Table 1), indicating sample populations that (predominately) demonstrated

moderate to severe impairments in psychological and adaptive functioning. These levels of

functioning are consistent with the general mission of both treatment units: to provide

acute and long-term psychiatric services to children and adolescents that have failed to

improve in less intensive treatment settings. A t-test indicted that the mean adaptive

functioning level for the adolescent participants was significantly higher than the mean

level for children (t = 3.06; p \ . 01).

The mean lengths of stay were 62.10 for children and 90.60 for adolescents (Table 1). A

t-test indicted that the mean length of stay for the adolescents was significantly longer than

the corresponding length for children (t = 2.28; p \ .05).

A multivariate analysis of variance (MANOVA) conducted with the child group indi-

cated that there were no significant main effects for gender (Wilks’ Lambda = .99), eth-

nicity (Wilks’ Lambda = .97), or the presence of a Conduct Disorder or Oppositional

Defiant Disorder (Wilks’ Lambda = .99). Similarly, a MANOVA conducted with the

adolescents showed no significant main effects for gender (Wilks’ Lambda = .92), eth-

nicity (Wilks’ Lambda = .93), or the diagnosis of a Conduct Disorder or Oppositional

Defiant Disorder (Wilks’ Lambda = .92).

Table 2 presents the intercorrelations among the study variables for children and ado-

lescents. As expected, C/U traits and length of stay were positively correlated in both

samples; no other significant correlations were found in either group.

Table 3 presents the results of the regression analyses predicting length of stay among

children and adolescents. For both groups, none of the child characteristics (age, gender,

ethnicity, level of functioning, and the presence of Conduct Disorder or Oppositional

Defiant Disorder) were significant at the first step, while C/U traits emerged as a significant

predictor of length of stay on the second step.

To investigate the relationship between trauma and C/U traits, t-tests were conducted

comparing the levels of C/U traits found among youth with, and without, diagnosed

posttraumatic disorders. Results were not supportive of a relationship between the presence

of a posttraumatic disorder and elevated C/U traits (Children’s t = .16, NS; Adolescent

t = .09, NS).

Table 2 Intercorrelation
matrixes

* p \ .05; ** p \ .01

2 3 4

Children

1. Length of stay .31* -.00 .03

2. C/U Traits – -.19 .12

3. Children’s global assessment – .12

4. Age –

Adolescents

1. Length of stay .36** .11 .05

2. C/U Traits – -.08 -.12

3. Children’s global assessment – .14

4. Age –
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Discussion

In the present study, the mean lengths of stay on both the children’s ward (62.10 days) and

the adolescent ward (90.60 days) were remarkably high for a children’s psychiatric facility

in the United States. For example, Heflinger et al. [2] reported that acute psychiatric care

for children in the United States typically occurs during one-week hospitalizations, and

Balkin [34] noted that in the current era of managed care 15-day psychiatric hospitaliza-

tions for children are considered lengthy. In our sample, the much longer hospitalization

periods were consistent with the mission of a state facility providing acute, long-term

psychiatric care for youth evidencing dangerous behavior. There was significant variability

in length of stay between the units, however, with the average hospitalization length for

adolescents significantly exceeding that for children, despite the fact that the children

evidenced more severe levels of impairment. Based upon our clinical experience, we

believe that the difference in the mean lengths of stay between the two wards can be at

least partially traced to the general sentiment (shared by both families and clinical staff)

that long lengths of stay in psychiatric facilities are only appropriate for pre-adolescent

children when impairments in functioning are unusually severe. Additionally, our expe-

rience suggests that patients on the hospital’s adolescent ward are more frequently dis-

charged to group homes than patients on the children’s ward, and group homes typically

deny admittance to youth who display severe aggression. Illustrating the same point,

Villani and Sharfsein [24] presented a case study of a dangerous adolescent in the United

States who underwent a lengthy (4 month) psychiatric hospitalization because he was too

old to be safely monitored in his home but too aggressive to be admitted to a group home.

Finally, it should be noted that within each unit in this facility age did not function as a

linear predictor of length of stay, suggesting that the difference in treatment duration

between the two units were firmly linked to corresponding differences in the models

utilized for treating children versus adolescents.

Table 3 Summary of hierarchical regression analysis for length of stay

Variable B SE B b DR2

Children

Step 1 Age .11 .35 .05 .02

Gender -5.95 16.01 -.06

Ethnicity -5.64 13.23 -.06

Assessment of functioning -.06 .54 -.02

CD or ODD -10.80 13.94 -.12

Step 2 C/U Traits 7.57 3.21 .35* .11*

Adolescents

Step 1 Age .41 .55 .11 .06

Gender 24.67 24.93 .16

Ethnicity 12.91 25.25 .08

Assessment of functioning -.08 .97 -.01

CD or ODD 22.20 26.26 .14

Step 2 C/U Traits 18.38 6.72 .41** .14**

Note: CD or ODD A diagnosis of conduct disorder or oppositional defiant disorder

* p \ .05; ** p \ .01
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In this study, both the children’s sample and adolescent sample displayed elevated

levels of C/U traits and these traits predicted longer lengths of stay. In contrast, the

majority of the previously established risk factors for longer lengths of stay (i.e., gender,

ethnicity, overall level of adaptive functioning, and the presence of a Conduct Disorder or

Oppositional Defiant Disorder) did not act as significant predictors. These findings can be

placed within the context of the current trend for public psychiatric hospitalization in the

United States to increasingly be utilized as a ‘‘last resort’’ placement for dangerous,

aggressive children that lack other treatment options [35]. Because children with C/U traits

comprise a distinct and important subgroup of the children who evidence the most dan-

gerous, recalcitrant antisocial behavior [6, 19, 20], it is logical to assume that in children’s

public psychiatric facilities the number of youth with prominent C/U traits is increasing

over time as more highly aggressive patients are admitted.

One particularly important finding was that C/U traits predicted length of stay over and

above the influence of Conduct Disorder and Oppositional Defiant Disorder, suggesting the

need for inpatient intervention programs that specifically target the needs of youth with

elevated levels of C/U traits. Ideally, such treatment should be non-confrontational in

nature, given that current evidence suggests that physiologically underaroused children are

prone to becoming embroiled in escalating patterns of mutual coercion with authority

figures [36]. In essence, this is the intervention approach Wong and Hare [37] propose

using with psychopathic adults, with the goal of helping the psychopathic individual take

personal responsibility for replacing self-defeating antisocial behavior with more effective

prosocial behavior. This strategy is intended to reduce the power struggles that often ensue

when the psychopathic individual (who typically views relationships in terms of power

hierarchies and interpersonal dominance) encounters direct therapeutic confrontation or

direction.

Developing non-confrontational hospital treatment regimens for aggressive youth with

C/U traits may sound daunting, but there is an emerging set of collaborative treatment

philosophies, strategies, and techniques that can be readily adapted for this purpose [38–

40]. For example, conducting a motivational interview at the time of the hospital

admission would immediately establish that clinical staff are empathetic, respect the

patient’s right to autonomy, and expect the patient to take personal responsibility for

behavior change [38]. Ideally, throughout the course of a child’s hospitalization clinicians

and direct care workers will reinforce similar views by deemphasizing their institutional

authority and instead stressing their willingness to help hospitalized youth take control of

their own lives.

While enhancing motivation for self-directed change can serve as an overarching goal

in the development of a behavior change program for aggressive inpatients, the provision

of the cognitive-behavioral tools necessary for shaping a repertoire of adaptive coping

skills constitutes the ‘‘nuts and bolts’’ of such a program. Along these lines, Collaborative

Problem Solving (CPS) [39] is an innovative cognitive-behavioral approach that deem-

phasizes the strict imposition of adult will, instead reframing adult/child conflict as an

opportunity to model and shape adaptive conflict resolution skills (e.g., mutual negotiation

and compromise). When specifically applied to a child psychiatric setting [40], CPS

stresses the development of individualized treatment plans (e.g., identifying patient-spe-

cific triggers for aggression) and the modification of unit policies and procedures that are

associated with chronic patient frustration and anger. Perhaps the most novel feature of

CPS is the emphasis on teaching problem solving and negotiation skills at the actual

moment that patient/staff conflict begins to arise rather than isolating instruction within the

confines of a scheduled treatment group. In summary, noncoercive psychological
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treatments appear to provide a more appropriate fit for aggressive children with C/U traits

than standard hospital treatment regimens, because psychopathic traits are associated with

the propensity to become actively embroiled in mutually coercive power struggles and

these programs help ‘‘sidestep’’ such conflict. Indeed, in an inpatient psychiatric ward for

children and adolescents, the implementation of CPS was associated with dramatic

reductions in the utilization of seclusions and restraints [40].

Finally, it is important to note that another important—but frequently neglected—aspect

of providing hospital treatment to antisocial youth is the need for the provision of aftercare

services [41]. Ideally, such services should include a wide array of community-based

family outreach and support. In fact, the provision of such services should occur before an

emergency psychiatric hospitalization is utilized, to help ensure that inpatient services are

reserved for the most severely impaired, treatment-resistant youth. Unfortunately, in the

United States such an array of services is rarely available before or after hospitalization, a

state-of-affairs that is unlikely to change without increased political advocacy for the needs

of at-risk youth [42]. In the meantime, public psychiatric facilities are left with the

important task of finding effective ways to provide services to large numbers of young

patients admitted due to dangerous aggression.

Summary

The results of this study indicated that for both pre-adolescent and adolescent children C/U

traits predicted the overall length of psychiatric hospitalization. Moreover, for both groups

this positive association was significant above and beyond the influence of a number of

previously identified risk factors for longer lengths of stay. To meet the therapeutic needs

of hospitalized youth with prominent C/U traits, we suggest utilizing non-coercive and

non-confrontational treatment programs that encourage patients to take personal respon-

sibility for improving their lives. Presumably, hospitalized youth would be motivated to

modify their behavior in the interest of gaining more privileges and, ultimately, reducing

the length of their hospitalization. Future research that examines the effectiveness of

noncoercive strategies and techniques with psychiatrically hospitalized youth—particularly

youth displaying C/U traits—has the potential to guide the development of new, more

effective inpatient treatment regimens.

References

1. Grazier KL, Eselius LL, Hu T, Shore KK, G’ Sell WA (1999) Effects of a mental health carve-out on
use, costs, and payers: a four-year study. J Behav Health Serv Res 26:381–389

2. Heflinger CA, Simpkins CG, Foster EM (2002) Modeling child and adolescent psychiatric hospital
utilization: a framework for examining predictors of service use. Child Serv Soc Policy Res Pract
5:151–171

3. Pottick KJ, McAlpine DD, Andelman RB (2000) Changing patterns of psychiatric inpatient care for
children and adolescents in general hospitals, 1988–1995. Am J Psychiatry 157:1267–1273

4. Perry R, Karp JG, Padron-Gayol M, Gulbenkian G (1992) Variables associated with length of psy-
chiatric hospitalization of children during the 1980s. Hosp Community Psychiatry 43:390–391

5. Margolis L, Petti RD (1994) An analysis of the costs and benefits of two strategies to decrease length of
stay in children’s psychiatric hospitals. Health Serv Res 29:155–167

6. Frick PJ, Barry CT, Bodin SD (2000) Applying the concept of psychopathy to children: implications for
the assessment of antisocial youth. In: Gacono CB (ed) The clinical and forensic assessment of psy-
chopathy: a practitioners guide. Erlbaum, Mahwah, pp 3–24

Child Psychiatry Hum Dev (2010) 41:251–261 259

123



7. Frick PJ, Marsee MA (2006) Psychopathy and developmental pathways to antisocial behavior in youth.
In: Patrick CJ (ed) Handbook of psychopathy. Guilford, New York, pp 353–374

8. Livingston R, Taylor JL, Crawford SL (1990) Factors related to length of hospitalization of children
with mental disorders. Hosp Community Psychiatry 41:193–195

9. Christ AE, Tsemberis S, Andrews H (1989) Childhood disorder DRG: consideration for a predictive
model. J Am Acad Child Adolesc Psychiatry 28:47–52

10. Compton MT, Craw J, Rudisch BE (2006) Determinants of inpatient psychiatric length of stay in an
urban county hospital. Psychiatr Q 77:173–188

11. Pottick KJ, Barber CC, Hansell S, Coyne L (2001) Changing patterns of inpatient care for children and
adolescents at the Menninger clinic, 1988–1994. J Consult Clin Psychol 69:573–577

12. Gold J, Shera D, Clarkson B (1993) Private psychiatric hospitalization of children: predictors of length
of stay. J Am Acad Child Adolesc Psychiatry 32:135–143

13. Pottick KJ, Hansell S, Miller JE, Davis DM (1999) Factors associated with inpatient length of stay for
children and adolescents with serious mental illness. Soc Work Res 23:213–225

14. Christ AE, Tsemberis S, Andrews H (1987) Childhood disorder diagnosis-related group: viability in a
prospective payment system. J Am Acad Child Adolesc Psychiatry 26:825–828

15. Hoger C, Zieger H, Presting G, Witte-Lakemann G, Specht F, Rothenberger A (2002) Predictors of
length of stay in inpatient child and adolescent psychiatry: failure to validate an evidence-based model.
Eur Child Adolesc Psychiatry 11:281–288

16. Sourander A, Korkeilia J, Turunen MM (1998) Factors related to length of psychiatric hospital stay of
children and adolescents: a nationwide register study. Nord J Psychiatry 52:373–378

17. Smith SR, Little JA, Baity MR (2005) Exploring psychometric predictors of length of stay for ado-
lescent inpatients. 136th annual meeting of the American Psychological Association, Washington DC

18. Barry CT, Frick PJ, Deshazo TM, McCoy MG, Ellis M, Loney BR (2000) The importance of callous-
unemotional traits for extending the concept of psychopathy to children. J Abnorm Psychol 109:335–
340

19. Frick PJ, Ellis M (1999) Callous-unemotional traits and subtypes of conduct disorder. Clin Child Fam
Psychol Rev 2:149–168

20. Frick PJ, Kimonis ER, Dandreaux DM, Farell JM (2003) The 4 year stability of psychopathic traits in
non-referred youth. Behav Sci Law 21:713–736

21. Dean AJ, Duke SG, Scott J, Bor W, George M, McDermott BM (2008) Physical aggression during
admission to a child and adolescent inpatient unit: predictors and impact on clinical outcomes. Aust N Z
J Psychiatry 42:536–543

22. Ryan EP, Hart VS, Messick DL, Aaron J, Burnette M (2004) A prospective study of assault against staff
by youths in a state psychiatric hospital. Psychiatr Serv 55:665–670

23. Painter K (2009) Multisystemic therapy as community-based treatment for youth with severe emotional
disturbance. Res Soc Work Pract 19:314–324

24. Villani S, Sharfstein SS (1999) Evaluating and treating violent adolescents in the managed care era. Am
J Psychiatry 156:458–464

25. Sharfstein SS (2008) Reducing restraint and seclusion: a view from the trenches. Psychiatr Serv 59:197
26. Caputo AA, Frick PJ, Brodsky SL (1999) Family violence and juvenile sex offending: the potential

mediating role of psychopathic traits and negative attitudes toward women. Crim Justice Behav 26:338–
356

27. Gretton HM, McBride M, Hare RD, O’Shaughnessy R, Kumka G (2001) Psychopathy and recidivism in
adolescent sex offenders. Crim Justice Behav 28:427–449

28. Caldwell M, Skeem JL, Salekin RT, Van Rybroek G (2006) Treatment response of adolescent offenders
with psychopathy features: a 2-year follow-up. Crim Justice Behav 33:571–596

29. American Psychiatric Association (2000) Diagnostic and statistical manual of mental disorders DSM-
IV-TR. Washington DC

30. Kerig PK (2003) Acuity and refusal rates among CPI child and adolescent admissions: 2002–2003.
Technical report, Research Committee, John Umstead Hospital

31. Cohen Y, Spirito A, Apter A, Saini S (1997) A cross-cultural comparison of behavior disturbance and
suicidal behavior among psychiatrically hospitalized adolescents in Israel and the United States. Child
Psychiatry Hum Dev 28:89–102

32. Frick PJ, Hare RD (2001) The antisocial process screening device. Multi-Health Systems, Toronto
33. Porter S (1996) Without conscience or without active conscience? The etiology of psychopathy

revisited. Aggress Violent Behav 1:179–189
34. Balkin RS (2006) A reexamination of trends in acute care psychiatric hospitalization for adolescents:

ethnicity, payment, and length of stay. J Prof Couns Prac Theory Res 34:49–59

260 Child Psychiatry Hum Dev (2010) 41:251–261

123



35. Larson TC, Sheitman BB, Kraus JE, Mayo J, Leidy L (2008) Managing treatment resistant violent
adolescents: a step forward by substituting seclusion for mechanical restraint? Adm Policy Ment Health
35:198–203

36. Erath SA, El-Sheikh M, Cummings EM (2009) Harsh parenting and child externalizing behavior: skin
conductance level as a moderator. Child Dev 80:578–592

37. Wong S, Hare RD (2003) Program guidelines for the institutional treatment of violent psychopathic
offenders. Multi-Health Systems, Toronto

38. Feldstein SW, Ginsburg JI (2006) Motivational interviewing with dually diagnosed adolescents in
juvenile justice settings. Brief Treat Crisis Interv 6:218–233

39. Greene RW, Ablon JS (2005) Treating explosive kids: the collaborative problem solving approach.
Guilford, New York

40. Greene RW, Ablon JS, Martin AM (2006) Use of collaborative problem solving to reduce seclusion and
restraint in child and adolescent inpatient units. Psychiatr Serv 57:610–612

41. Pumariega AJ, Glover S (1998) New developments in service delivery research for children, adoles-
cents, and their families. In: Ollendick T, Prinz R (eds) Advances in clinical child psychology, vol 20.
Plenum, New York, pp 303–343

42. Pumariega AJ (2007) Residental treatment for children and youth: time for reconsideration and reform.
Am J Orthopsychiatry 77:343–345

Child Psychiatry Hum Dev (2010) 41:251–261 261

123


	Relation of Callous-Unemotional Traits to Length of Stay Among Youth Hospitalized at a State Psychiatric Inpatient Facility
	Abstract
	Introduction
	Method
	Participants
	Demographic and Diagnostic Information
	Measures
	Children’s Global Assessment Scale
	Antisocial Process Screening Device
	Length of Stay

	Post-hoc Question

	Results
	Discussion
	Summary
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /Description <<
    /DEU <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5952.756 8418.897]
>> setpagedevice


