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Background: Studies investigating reasons for the admission and the associated lengths of stay
(LOSs) among cerebral palsy (CP) patients are limited. This study determined common reasons
for acute hospitalizations and the LOSs among children, adolescents, and young adults with CP.
Methods: We performed a secondary analysis of data. CP patients aged 4e32.9 years were
identified by CP registry in the catastrophic illness patient registry of the 2010 Taiwan National
Health Insurance Research Database. Data of admission claims from 2010 to 2011 were
analyzed. Reasons for admissions were identified according to International Classification of
Diseases codes. Common reasons, frequencies of admissions for each reason, and LOSs were
reported.
Results: Pneumonia, other respiratory problems, and epilepsy were the top three reasons for
admissions in all groups. Other common reasons in all groups were sepsis, other respiratory in-
fections, and gastrointestinal problems. The reasons specific to children included orthopedic
issues; ear, nose, and throat problems; and urinary tract infections (UTIs). In youths, scoliosis,
and contractures, were unique reasons. In young adults, UTIs, blood problems, and mental
illness, were special reasons. Most admission reasons appeared to prolong LOS, and the LOS ex-
hibited an increasing trend as age increased.
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Conclusion: The results implied that patients with CP are more susceptible to most disease in-
vasions. Our results also suggest that the current care system in Taiwan is unsuitable for pa-
tients with CP. These results can be used as guidance for planning effective
multidisciplinary assessments in the future.
Copyright ª 2018, Taiwan Pediatric Association. Published by Elsevier Taiwan LLC. This is an
open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/
by-nc-nd/4.0/).
1. Introduction

Cerebral palsy (CP) is a heterogeneous group of permanent,
nonprogressive neurological disorders of movement devel-
opment and muscle tone of posture, causing activity limi-
tations.1 The prevalence of CP is 1.5e4 per 1000 live births
or children of a defined age range.2e4 In Taiwan, the esti-
mated prevalence of CP varies from 1.3 to 4.1 per 1000
depending on different case definitions.5 Using a minimum
age of 4 years at diagnosis and a diagnosis made by spe-
cialists, the mean estimated prevalence of CP is 3.2 per
1000. During growth, children with CP exhibit gradually
increasing levels of handicaps; therefore, meeting their
physical and mental demands becomes a complex medical
concern. Therefore, they need long-term care, and the
quality and quantity of care must be guaranteed in
advance. In fact, CP causes significant burdens to families
and societies, and healthcare expenditures necessitated by
CP impose a notable financial burden on a country.6e8

Over the last three decades, the life expectancy of most
individuals with CP has been extended beyond youth into
adulthood, even for children with severe disabilities and
tube-fed adults.9,10 Currently, over 90% of individuals with
CP live past adolescence and 80% live to be over young
adulthoods.11,12 Some problems experienced by children
with CP are specific to childhood. In adulthood, their
ongoing health problems from childhood tend to become
more troublesome, and they develop new health problems.
The increasing medical complexity of CP necessitates
extensive health care support, particularly in patients with
severe disability.

Previous studies have reported that patients with CP had
more hospital admissions, more recurrent readmissions,
longer lengths of stay (LOSs), and more same-day admis-
sions than patients without CP, and patients with CP are
more likely to expire during an admission.13e16 Respiratory
and nervous systemic disorders have been reported to be
the major problems of hospital admissions in this group,
followed by musculoskeletal and gastrointestinal systemic
disorders.15,17 These results raise serious concerns about
the health of patients with CP and necessitate examination
of how these comorbidities respond to strategies employed
for alleviating them. Information about CP can guide the
development of services for patients with CP and can
educate clinicians regarding what to expect when a person
with CP presents to their practice; however, such infor-
mation is still sparse. The majority of studies in the liter-
ature have focused on individual clinical diagnoses and
have not provided sufficient information on the frequency
and reasons for acute admissions associated with these key
issues. Studies investigating reasons for the admission of CP
populations are limited because such studies only include
particular age groups14,15,17; studies on adults with CP
remain insufficient.

Taiwan adopted a national health insurance (NHI) system
in 1995. The strengths of the NHI system include good
accessibility; short waiting times; relatively low costs;
universal health care coverage of more than 98% of the
residents of Taiwan; and a national health insurance data-
bank for planning, monitoring, and evaluating health ser-
vices.18,19 Thus, the NHI program offers a unique
environment conducive to studying the impact of the
transition from child-oriented to adult-oriented health
services.

In the current study, we investigated the common rea-
sons for acute hospitalizations among patients with CP and
examined the admission rates for each age subgroup. In
addition, we hypothesized on why patients with CP in the
older age group had longer hospitalizations compared with
patients in the younger age group.
2. Methods and materials

We analyzed the primary and secondary reasons for ad-
missions based on International Classification of Diseases,
Ninth Revision, Clinical Modification (ICD-9 CM) codes in the
National Health Insurance Research Database (NHIRD). The
most common reasons for hospital admission, relative fre-
quencies of admissions for each reason, mean LOS, and
period admission rates of each age group were recorded.
Our study was approved by the Institutional Review Board
of Kuang-Tien General Hospital. A flowchart of the current
study protocol is presented in Fig. 1.

2.1. Data source

We performed a secondary analysis of data from the Taiwan
NHIRD to determine the most common reasons for admis-
sions and the associated LOSs. Each year, the National
Health Insurance Administration (NHIA) collects data from
the NHI program and sorts them into data files, including
registration and original claims data, for reimbursement.
These data files are deidentified by scrambling the identi-
fication codes of both patients and medical facilities and
sent to the National Health Research Institutes to form the
original files of NHIRD.

In the current study, we used two specific patient data
sets of NHIRD, namely the registry for beneficiaries (ID) and
inpatient expenditures by admissions (DD). The “ID” data
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Figure 1 Flowchart of current study protocol. First, we sorted the most common acute hospitalizations reasons for patients with
CP in each age group. Second, we examined the admission rates, proportion, and LOS for common major admission reasons in each
age group and compared the results with the non-CP population cohort.
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set included identification number (scrambled), insurance
type, date of birth, sex, and coverage period. The “DD”
data set contained the complete original claims data of
inpatients by admissions. We also used the data of registry
for catastrophic illness patients, which is a data subset of
registration data sets.

2.2. Definitions of CP and non-CP general
population cohorts

CP is one of the most common causes of childhood physical
disability, and it imposes a heavy cost over the lifetime of
the patient. In Taiwan, CP is a category encompassing
several conditions labeled in the registry of catastrophic
disorders; subsidies are paid to defray the medical ex-
penses of severe cases. Thus, in the current study, we
defined severe CP as all registered CP cases in the registry
for catastrophic illness patients.

Patients with CP aged 4e32.9 years were identified by
the CP registry in the catastrophic illness patient registry of
2010 NHIRD. The non-CP general population cohort was
defined as NHI beneficiaries of the same age in the 2010
complete ID data set excluding those in the CP registry. A
total of 9,429,262 inhabitants, including 9284 patients with
CP, from the catastrophic registry data were included in our
analysis, of which 41.8% (n Z 3885) were women and 58.2%
(n Z 5399) were men. (See the upper part of the flowchart
in Fig. 1).
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2.3. Admission rate

The 2010e2011 complete original claims data were ob-
tained in the current study. The CP and non-CP population
cohort hospitalization rates were estimated using each age
and gender group. Individuals aged 4e12.9 years were
defined as children, those aged 13e17.9 years were defined
as youths, and those aged 18e32.9 years were defined as
young adults. CP admission patients were defined as any CP
registry patient with an admission claims record from
January 1, 2010 to October 31, 2011 in each age group.
Admission patients of the non-CP population cohort were
defined as beneficiaries who met all admission criteria,
excluding CP admission patients. We calculated the
admission rates of each gendereage group of the CP and
non-CP population cohorts. The odds ratio (OR) was calcu-
lated, and an independent paired t test was performed.

2.4. Admission reasons

Patients with a start date of hospitalization episodes before
January 1, 2010, as indicated by the claims data, and their
associated admission episodes, were excluded from the
admission analysis. We excluded 56 patients according to
this criterion. The health records of children (n Z 1200),
youths (n Z 555), and young adults with CP (n Z 713) were
analyzed in this study.

Reasons for admissions were identified according to ICD-
9 codes from the admission claims. Common reasons, fre-
quencies of admissions for each reason, and mean LOS were
reported. Median LOS with an interquartile range (IQR) was
also estimated. Therapeutic treatment codes of each
admission claim were also considered as references for
examining the diagnosis accuracy. The ICD-9 codes were
grouped into categories that were considered clinically
meaningful in the context of CP by two clinical experts.
Thus, a list of 50 potential reasons for admissions was
generated, which was used to summarize the proportion of
admissions attributed to each reason, subdivided by age
group (child, youth, and young adult). Any clinically
important differences between age groups were noted. The
LOS for each reason category was also computed. More
detailed rates, such as those for specific diagnostic codes,
could not be reported by age group without compromising
the anonymity of the patients (raw frequencies < 5).

KruskaleWallis tests of analysis of variance and post hoc
analysis with the ManneWhitney test were performed for
comparing the LOSs for each reason category among the
three age groups. P Z 0.05 was considered statistically
significant. Finally, we used the most common 15 admission
reasons of inpatients with CP to examine the proportional
differences in the numbers of admissions between the CP
and non-CP cohorts.

3. Results

Our hospital admission data were based on the analysis of
9284 patients with CP. Among them, 2524 (27.2%) patients
were admitted. The mean age �SD in the child group was
8.8 � 2.6 years, and 42.2% were girls. The mean age �SD in
the youth group was 15.2 � 1.3 years, and 40.0% were girls.
The mean age �SD in the adult group was 24.0 � 4.4 years,
and 39.5% were women. During the 2-year study period,
37.4% of children, 24.6% of youths, and 19.8% of young
adults were admitted to an acute care hospital at least
once. The admission rates were significantly higher in the
CP population than in the non-CP population.

A total of 9,419,978 patients were included in the non-
CP population control group. Among them, 814,810 (8.6%)
were admitted. Table 1 presents a comparison of the
admission rates between the CP and non-CP population
cohorts. The OR for CP admission was 3.96 (3.78e4.14), and
the ORs for the child, youth, and adult CP groups were 4.66
(4.35e5.00), 8.21 (7.47e9.03), and 2.39 (2.20e2.59),
respectively.

For the analysis of admission reasons, we enrolled 2468
patients with CP, which included 1200 children, 555 youths,
and 713 young adults. The total number of admissions was
5752, of which children accounted for 3081, youths
accounted for 1145, and young adults accounted for 1526.
The mean LOS was 9.8 days among children, 10.4 days
among youths, and 12.8 days among young adults. The main
reasons for admissions among the child, youth, and young
adult groups with CP are presented in Table 2. We grouped
similar reasons together within the table. A total of 24
major reason categories were identified in the current
study. We identified pneumonia, epilepsy, and other res-
piratory conditions as the top three reasons for admissions
in all age groups. These conditions accounted for 62.0% of
child admissions, 58.3% of youth admissions, and 54.3% of
young adult admissions.

The other common admission reasons for all groups were
sepsis or bacteremia; upper gastrointestinal (GI), lower GI,
and other GI problems; other respiratory infections
excluding pneumonia; and urinary tract infections (UTIs).
The reasons that were specific to children included ear nose
throat (ENT) problems, contractures and spasms, congen-
ital orthopedic issues (especially congenital hip dislocation,
1.1%), and blood disorders. In youth, musculoskeletal issues
were relative common admission reasons, including con-
tractures and spasms, other orthopedic conditions,
congenital orthopedic conditions, and fracture. In young
adults, mental disorders constituted the unique admission
reason, and other reasons included blood disorders, other
orthopedic conditions, and fracture. In addition, UTI was
among the top five admission reasons in young adults with
CP. Other respiratory conditions caused the longest mean
LOS � SD among all age groups with CP (25.8 � 68.1 in
children, 27.3 � 54.2 in youths, and 29.5 � 68.7 in young
adults) (Table 2).

A comparison of the statistic results of LOS of the com-
mon major reasons between the three age groups revealed
that the results in the following reason categories were
significant: pneumonia, other respiratory conditions, epi-
lepsy, UTI, mental problems, lower GI problems, other GI
problems, nutritional problems, other orthopedic condi-
tions, and hydrocephalus. Mostly, the LOSs of the afore-
mentioned reasons exhibited a trend of the adult CP group
being hospitalized longer than the youth CP group and the
youth CP group being hospitalized longer than the child CP
group.

Table 3 presents the most common reasons for hospital
admissions observed in the current study. Other respiratory
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conditions had the longest mean LOS �SD among all sub-
groups with CP; a detailed analysis of the compositions
revealed that the longest LOS in the diagnosis subgroup
was for respiratory failure or respiratory insufficiency with
ventilator use. The LOS þ SD was 56.9 � 109.2 in children,
44.4 � 71.0 in youth, and 52.7 � 102.7 in young adults for
other respiratory conditions.

The numbers of hospitalizations due to common
admission reasons between the CP and non-CP population
cohorts were compared. The non-CP inpatient control
group comprised 807,676 patients, and the total number
of admissions was 1,137,546. A significant difference in
the number of hospital admissions between the two groups
was observed (Fig. 2). Patients with CP had an evidently
higher number of hospitalizations due to pneumonia, ep-
ilepsy, gastrointestinal problems, UTI, and bacteremia.
4. Discussion

In this study, we analyzed the common admission reasons
among patients with CP. Pneumonia, other respiratory
problems, and epilepsy were the top three reasons for CP
admissions. Other common reasons for admission in all age
groups were other infections (UTI, sepsis, and other res-
piratory infections) and GI problems. ENT was a unique
admission reason for children with CP, UTI accounted for a
large proportion of young adult admissions, and mental
illness was unique for young adults with CP. Musculoskel-
etal problems were also important factors among all age
groups. In addition, the LOS exhibited a trend of increase
as age increased in several admission reason categories.

Studies have reported that children with chronic med-
ical complexity or neurological impairment account for a
substantial proportion of inpatient resource utiliza-
tion,20,21 and the proportion of inpatient pediatric ad-
missions, days, and costs has increased over the past few
decades. In addition, they experienced longer hospitali-
zations, higher recurrent readmissions, and more di-
agnoses. A retrospective cohort study reported that
children and youth with CP are likely to have a higher
frequency of admissions and same-day admissions; in
particular, those with a moderate-to-severe motor
impairment.14 The aforementioned cohort study inspired
the present study to investigate the relationship between
age and length of hospitalization in patients with CP. In
the present study, all included patients were defined as
having a disability (at least to a moderate level) and were
identified by the CP registry in the catastrophic-illness
patient registry. Our results are comparable with those
reported previously.

Studies that investigated reasons for admission in
children with CP are limited. Murphy et al.15 reported that
the main reasons for admission among children with CP
were disorders of the respiratory system, nervous system,
musculoskeletal/connective tissue systems, digestive sys-
tem, and nutrition/endocrine/metabolic systems. Our
study had some differences regarding the reasons for ad-
missions of children with CP. Our child CP cohort was more
commonly admitted for other infections other than
pneumonia and relatively less frequently hospitalized for
nutrition/endocrine/metabolic problems. Moreover, most



Table 2 Proportion and LOS for common major admission reasons in each age group based on NHIRD.

Children (C) (Age 4e12.9) Youth (Y) (Age 13e17.9) Young adults (A) (Age 18e32.9) P

Percent of
admission

LOS Median
(IQR)

Percent of
admission

LOS Median
(IQR)

Percent of
admission

LOS Median
(IQR)

Pneumonia 34.8 10.7 � 24.9 6 (4e10) 35.0 12.0 � 20.7 7 (4e13) 27.4 13.2 � 20.5 8 (5e15) **0.000 C < Y < A
Other respiratory infection excluded

pneumonia
7.1 4.7 � 2.7 4 (3e6) 4.9 4.2 � 2.9 4 (2.3e6) 2.4 4.3 � 2.4 4 (3e5) 0.172

Other respiratory conditions (eg,
asthma, lung disease, pleural
effusion, respiratory failure)

11.0 25.8 � 68.1 8 (4e17) 10.7 27.3 � 54.2 13.5 (5.8
e25)

15.2 29.5 � 68.7 13 (6
e26.8)

**0.000 C < Y,A

Epilepsy 16.1 7.6 � 15.7 5 (3e8) 12.5 7.3 � 19.6 3 (2e7) 11.4 7.3 � 7.1 5 (3e9) **0.000 Y < C,A
UTI 2.4 10.5 � 13.9 7 (4e11) 2.8 6.8 � 5.0 6 (4e7.5) 5.8 9.2 � 6.9 7.5 (5

e11.3)
*0.044 Y < A

Mental disorders 1.1 5.8 � 8.5 2 (2
e5.3)

1.1 6.5 � 6.9 4 (3e5.5) 2.2 17.5 � 24.6 8.5 (3
e21.3)

**0.001 C < A

Upper GI (eg, acute gastritis, chronic
stomach ulcers, esophagitis)

4.1 7.6 � 11.1 4 (3e8) 4.5 5.8 � 5.6 4 (2e6.3) 5.5 6.6 � 4.6 5 (3e9) 0.062

Lower GI/constipation 4.6 6.2 � 7.2 4 (3e6) 4.0 8.5 � 14.5 4 (3e9) 8.7 9.1 � 17.6 5 (3e9) **0.001 C < A
Other GI (eg, abdominal pain,

appendicitis, GI hemorrhage,
malabsorption, nausea and vomiting,
ascites)

1.8 13.4 � 21.3 7 (4e15) 5.1 6.4 � 8.5 4 (2e7) 4.7 9.4 � 9.5 7 (4e11) **0.000 Y < A,C

Nutritional, Metabolic and Endocrocrine
Problems

1.2 4.7 � 5.7 3 (2e5) 1.2 5.9 � 3.6 6 (3e8) 0.4 7.7 � 5.1 4 (3.5
e12.5)

*0.027 C < Y,A

Contractures and spasms 2.1 3.9 � 2.8 3 (2e4) 3.2 3.4 � 1.5 3 (3e4) 0.4 3.4 � 2.2 3 (2e3) 0.609
Congenital orthopedic conditions (eg,

dislocation, deformities,
arthropathy)

1.8 4.8 � 2.2 5 (3e6) 1.9 8.7 � 16.0 5 (4e6) 0.3 5.7 � 4.8 4.5 (3.3
e5)

0.411

Scoliosis or other spinal deformity 0.3 5.9 � 4.8 3.5 (2
e8.8)

0.8 10.2 � 6.5 9 (6.5
e12.5)

0.5 7.5 � 4.2 6 (4.5
e11.8)

0.266

Fractures 0.6 5.0 � 5.0 4 (2e5) 1.4 4.7 � 3.8 4 (2.8e6) 1.3 9.2 � 6.8 6 (5e12) **0.002 C,Y < A
Others orthopedic conditions 1.5 4.6 � 5.7 3 (2e4) 2.7 7.9 � 14.9 4 (3e5.8) 2.0 10.5 � 12.0 6 (3.5e13) **0.000 C < Y < A
Hydrocephalus and shunt related

procedures
0.8 14.7 � 16.5 6 (4

e21.5)
0.8 13.9 � 15.6 8 (4.5

e13.5)
0.4 5.7 � 5.7 2 (1.5

e8.5)
0.237

ENT 2.2 5.5 � 6.9 4 (3e6) 1.0 4.4 � 2.5 4 (2e6) 1.1 7.9 � 10.2 5 (3e7.8) 0.737
Heart diseases 0.6 3.2 � 2.1 3 (2e4) 0.9 12.0 � 17.2 3 (1e12) 0.7 11.7 � 16.6 4 (1e11) 0.463
Malignant (eg, solid, hematologic) 0.4 8.9 � 10.5 3 (1.5

e11)
/ / / /

Eyes problems 1.0 3.7 � 6.9 2 (1e3) 0.6 2.4 � 0.9 2 (2e3) 0.3 7.3 � 7.8 5 (2.3e7) 0.210
Blood disorders (eg, anemia,

thrombocytopenia, coagulopathy)
1.6 6.0 � 5.6 4 (3e7) 1.1 4.5 � 5.4 2.5 (2e5) 2.2 5.7 � 4.5 5 (3e7) 0.112

(continued on next page)
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Table 3 Most common reasons for hospital admissions
(guided by the current study).

All age group CP
� Pneumonia
� Epilepsy

� Respiratory problems other than pneumonia and other
infection

Children (4e12.9) Youth (13e17.9) Adults (18e32.9)

� Other respiratory
infections
excluded
pneumonia

� Other GI � Lower GI/
constipation

� Lower GI/
Constipation

� Other respiratory
infections excluded
pneumonia

� Sepsis or
bacteremia

� Upper GI � Upper GI � UTI
� Sepsis or

bacteremia
� Lower GI/
constipation

� Upper GI

� UTI � Sepsis or
bacteremia

� Other GI

� ENT � Contractures and
spasms

� Other respiratory
infection excluded
pneumonia

� Contractures and
spasms

� UTI � Blood disorders

� Other GI � Others
orthopedic
conditions

� Mental disorders

� Congenital
orthopedic
conditions (eg,
dislocation,
deformities,
arthropathy)

� Congenital
orthopedic
conditions (eg,
dislocation,
deformities,
arthropathy)

� Others
orthopedic
conditions

� Blood disorders � Fractures � Fractures

Bold text denotes conditions unique to one age group; italic text
denotes conditions unique to two age groups.
CVA Z cerebrovascular accidents; ENT Z diseases of the ear,
nose, and throat; GIZ gastrointestinal problems; UTIZ urinary
tract infection.
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admission reasons caused a longer LOS than those reported
in previous studies.

The youth and young adult subgroups with CP were more
commonly admitted for infections other than pneumonia.
These reasons were respiratory infections other than
pneumonia and sepsis or bacteremia in both groups. Pri-
mary care in CP may require a more aggressive manage-
ment strategy to maximize airway clearance and treatment
of pulmonary infections as recommended in neuromuscular
conditions.22,23

A significant difference in the number of hospitalizations
due to common admission reasons was observed between
the CP and non-CP populations. Patients with CP exhibited
an evidently higher number of hospitalizations due to
pneumonia, epilepsy, gastrointestinal problems, UTI, and
bacteremia. We think patients with CP are more suscepti-
ble to most disease invasions than patients without CP,
especially infectious diseases. However, a definitive answer



Figure 2 Numbers of the most common admission reasons of CP patients compared with those of the non-CP population cohort.
ENT Z diseases of the ear, nose, and throat; GI Z gastrointestinal problems; UTI Z urinary tract infection.
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cannot be obtained from this study; further advanced mo-
lecular or genetic studies focusing on immune problems and
other chronic comorbidities in patients with CP are required
to provide detailed data from which to draw conclusions.
The health policymakers and providers should pay attention
to the fact and should increase the relevant health insur-
ance budget for developing associated high-standard dis-
ease prevention measures for patients with CP.

Efficiently coordinated multidisciplinary team with
comprehensive medical resources for CP patients should be
implemented. These programs and teams must adhere to a
high standard of Professionalism, thus these measures
could extend the patients’ lives and improve their quality
of life. In addition, they could reduce the frequency of CP
hospitalization and associated costs. Additionally, practi-
tioners and service providers in adult systems need further
education about CP.25

In the future, a learning diagnosis and health care
assistance system with artificial intelligent should be pur-
sued, possibly could drive simultaneous clinical quality
improvement and reduced health care costs. To reduce the
quality gap in health care, this research should also
encourage further investigation on care providers’ under-
standing of treating patients with CP. A smart health system
can simultaneously drive clinical quality improvement and
reduce health care costs.26 By using artificial intelligence,
personalized advice could be provided for the medical care
of each individual patient with CP.

This study has several limitations. First, because the
diagnoses were analyzed from administrative claims, they
lacked exact clinical information regarding the CP severity
and complexity levels and type. Nevertheless, our selection
of CP patient records was based on the catastrophic illness
registry, which might explain why the admission rates of CP
and the CP admission problems in this study were relatively
close to the real-life situation. Second, the reliability and
validity of the secondary data in the NHIRD could not be
verified. However, the NHIA has a medical review system to
avoid fake diagnoses or coding mistakes. Third, the diag-
nosis and procedure coding data contained potential in-
consistencies. For example, in admissions with a single
discharge diagnosis of CP, the exact reason for admission
was unknown. Finally, the admission diagnosis might be
replaced by other new events (e.g., nosocomial infection)
during the discharge coding because severe comorbidities
have a higher weight in insurance claims.
5. Conclusion

We identify the common reasons and hospitalization quality
of patients with CP. The results provided comprehensive
insights into acute and chronic medical issues of patients
with CP encountered from childhood to adulthood. Our
results will provide important clinical information for phy-
sicians and guidance for planning health services in the
future to prevent and manage CP in the patient lifespans.
Our results also revealed much longer hospital stays than
those reported by previous studies, and the LOS exhibited a
trend of increase with increasing age in several admission
reason categories; this implies that the current care system
in Taiwan is not suitable for patients with CP. The Taiwa-
nese government should develop high standard disease
prevention programs for patients with CP, and establish a
comprehensive care system for patients with cerebral palsy
transitioning from hospital to home and build up associated
chronic care facilities. These measures could reduce the
number of hospitalizations and the LOS, thereby reducing
the medical resource consumption and extending the pa-
tients’ lives.
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