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Mental and behavioral health (MBH) visits of children and youth to
emergency departments are increasing in the United States. Reasons for
these visits range from suicidal ideation, self-harm, and eating and
substance use disorders to behavioral outbursts, aggression, and
psychosis. Despite the increase in prevalence of these conditions, the
capacity of the health care system to screen, diagnose, and manage
these patients continues to decline. Several social determinants also
contribute to great disparities in child and adolescent (youth) health,
which affect MBH outcomes. In addition, resources and space for
emergency physicians, physician assistants, nurse practitioners, and
prehospital practitioners to manage these patients remain limited and
inconsistent throughout the United States, as is financial compensation
and payment for such services. This technical report discusses the role
of physicians, physician assistants, and nurse practitioners, and
provides guidance for the management of acute MBH emergencies in
children and youth. Unintentional ingestions and substance use
disorder are not within the scope of this report and are not specifically
discussed.

INTRODUCTION

Mental health disorders are broadly defined by the Diagnostic and Statisti-
cal Manual of Mental Disorders, Fifth Edition as a “syndrome characterized
by clinically significant disturbance in an individual’'s cognition, emotion
regulation, or behavior that reflects a dysfunction in the psychological, bio-
logical, or developmental processes underlying mental functioning.”"?
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A mental health disorder is a psychological syndrome or
pattern reflecting underlying dysfunction, causing clinically
significant distress or functional impairment, and is not an
expected response to a common stressor or event.” Behav-
ioral health abnormality may be described as disruptive be-
haviors lasting at least 6 months, causing problems at
school, at home, or in social situations.! Mental and behav-
ioral health (MBH) conditions affect as many as 1 in 5 chil-
dren younger than 18 years in the United States each year.?

MBH services provided in the emergency department
(ED) are considered within the context of larger systems
of care. Because of critical shortages of pediatric mental
health specialists, long wait times for outpatient mental
health care are common. The average wait time to a first
appointment with a child psychiatrist in 5 US cities has
been estimated at 42.9 days.*® Subsequently, EDs serve
as a critical access point and safety net,® providing a vital
role for acute and subacute MBH problems.” Increasingly,
children and youth are using EDs as the initial access site
for MBH crises and lower-acuity conditions,®*® with
high rates of revisits.” Underserved urban and rural fami-
lies are more likely to seek mental and behavioral health
services in the ED.**'* It is also important to note that
the stigma related to MBH and its treatment is an impor-
tant barrier for patients and families to seek this type of
care. Factors such as bias and discrimination based on
race, gender, immigration status, and socioeconomic sta-
tus further complicate adequate and equitable access to
MBH services."> Overall, the larger health care system
has failed to adequately address system-level barriers to
care, including increasing the pediatric mental health
specialist workforce, providing education for general pe-
diatricians, and ensuring appropriate payment for mental
health services provided by these physicians. Finally, bar-
riers to appropriate payment for emergency MBH services
continues to disincentivize the development of a suitable
structure and contributes to disparities in access to MBH
services.'® To bring national attention to this worsening
mental health crisis among US children and youth, the
AAP, along with the American Academy of Child and Ado-
lescent Psychiatry and the Children’s Hospital Association,
declared a national emergency in children’s mental health
in October of 2021.%7

Children and youth use the ED for a variety of MBH con-
ditions, ranging from suicidal ideation, self-harm, and eat-
ing and substance use disorders to behavioral outbursts,
aggression, adjustment disorder, and psychosis.'® Pediat-
ric patients with MBH crises are a heterogeneous group,
often with complex medical and social problems, and ED
personnel may not have the needed resources to meet
their needs. To benefit all patients, ED personnel need
dedicated suitable space and additional personnel resour-
ces to properly care for children with intellectual disabilities,
autism spectrum disorders, and those who have lesbian, gay,
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bisexual, transgender, and questioning or queer (LGBTQ+)
identities.'>?° In addition, children of various cultural, lan-
guage, and social backgrounds may require unique and spe-
cific skill sets and knowledge that may limit the ability of
physicians, physician assistants (PAs), and nurse practition-
ers (NPs) to effectively manage their health care needs.?! >3
The National Institutes of Health Office of Equity, Diversity,
and Inclusion defines LGBTQ+ as lesbian, gay, bisexual,
transgender, queer, intersex, and other populations whose
sexual orientation and/or gender identity and reproductive
development is considered outside cultural, societal, or phys-
iologic norms.?*

To address the diverse MBH needs of children and youth,
EDs need to adopt a systematic approach to care. This sys-
tematic approach involves understanding the potential under-
lying medical causes or other contributors to the acute MBH
emergencies, determining the need for ongoing services, coor-
dinating care with the child’s medical home, and referral to a
higher level of psychiatric care when needed.”> Emergency
physicians, PAs, nurse practitioners, and prehospital practi-
tioners should also consider providing developmentally ap-
propriate, culturally responsive, trauma-informed, and safe
care for acute MBH emergencies in children.?® This technical
report summarizes the current landscape of pediatric MBH
care and evidence-based, culturally responsive, trauma-informed
care and patient-centered best practices for evaluation and man-
agement of children and youth with these conditions in the
ED.? Substance use disorders are an important problem for
youth and can intersect with MBH disorders. As substance use
disorders are addressed in several other American Academy of
Pediatrics (AAP) technical reports and policy statements,?>°
the specific emergency management of youth presenting with
unintentional overdoses and for substance use disorder treat-
ment will not be covered.

SPECTRUM OF MBH EMERGENCIES

A psychiatric emergency is defined by the Diagnostic and
Statistical Manual of Mental Disorders, Fifth Edition® as an
acute life-threatening disturbance of behavior, thought,
or mood, which, if untreated, may lead to harm to self,
others, or the environment. Every year in the United States,
approximately half a million children with MBH conditions
are evaluated in EDs* for urgent psychiatric emergencies.'®

When comparing by ED volume between 2007 and 2016,
although MBH visits increased by 120% in children’s hospital
EDs (P = .08), the absolute rate change among nonchildren’s
hospital EDs was even higher during the same time, increas-
ing from 14.6 per 1000 to 22.7 per 1000, a difference of 55%
(P <.001).1°

The prevalence of depression and suicide among US
youth have been increasing,>"*? with a concomitant in-
crease in ED visits for suicidality and self-injury from
2012 to 2016 of 50.7% versus 12.7% cumulative increase
(P < .001).33 In the pediatric population (<18 years old),
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MBH emergencies have a higher prevalence in teenagers,
English-speaking, non-Hispanic white populations, and publicly
insured patients.?***> ED pediatric emergency MBH visits are
also increasing in complexity, with significantly longer length
of stays compared with all ED visits (17.0 [6.0-26.0] hours vs
5.3 [3.2-15.4] hours; median interquartile range, P < .0001),
including for patients who were admitted (27.0 [21.0-36.0]
hours vs 17.8 [7.4-24.6] hours, P < .0001) and for those
who were discharged (8 [5-20] hours vs 4.5 [2.8-7.7] hours,
P <.0001).%¢

Although inpatient psychiatric bed capacity has de-
creased over time because of the downsizing of state- and
county-run mental hospitals,>738 pediatric ED resource
utilization for mental health conditions has significantly
increased over the last decade.'®**3° Despite these in-
creases, admissions to inpatient psychiatric facilities have
remained stable. This suggests a possible increase in mild
to moderate behavioral health emergencies that could
have outpatient management.*® ED length of stay is signif-
icantly higher in children with psychiatric diagnoses com-
pared with other medical and surgical conditions.>**!
Prolonged ED length of stay for patients with MBH condi-
tions waiting for placement (psychiatric boarding) may re-
flect the lack of available facilities to provide a higher level
of care for pediatric mental health illnesses.**

MBH EMERGENCIES IN THE PREHOSPITAL SYSTEM

Many children with MBH emergencies are transported to the
ED by emergency medical services (EMS).** Some regions
have systems where prehospital personnel can screen and
transport patients directly to specialized centers, such as
community mental health and substance use treatment facili-
ties. Adult studies of EMS prehospital mental health screening
have found this is a safe and effective means of diverting pa-
tients from the ED to appropriate alternate destinations.***°
In the “Alameda Model,” the use of a regional psychiatric
emergency service in 5 hospitals reduced the length of ED
boarding times for MBH patients by more than 80% com-
pared with state averages, from 10 hours and 3 minutes to
1 hour and 48 minutes.*®

Another prehospital option is the use of trained mobile
crisis rapid response teams (MCRRTSs) for on-scene crisis in-
tervention (eg, New York City Behavioral Health Response
Team).*” If an MCRRT is not available to respond to a psychi-
atric crisis, having a structured intervention approach for
trained prehospital personnel to manage aggressive or agi-
tated patients is essential. As the focus is on care for the psy-
chiatric emergency, the use of law enforcement should be
avoided when possible."’8 In addition to MCRRTs, telehealth
is an increasing option for prehospital MBH emergencies. In
the postcoronavirus disease 2019 (COVID-19) era, some bar-
riers to adopting telehealth, including institutional resistance
and lack of payment structures for these services, have been
substantially reduced.**~>? Other barriers to telehealth use
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include narrow insurance plan networks, limiting patients’
ability to access in-network mental health specialists, and
lack of (consistent) broadband internet and equipment nec-
essary for clinic-based telehealth services, especially in rural
areas. Several states also have incorporated or implemented
child psychiatrist access lines as another mode of telehealth
resources.”® Access to telehealth services may be limited or
restricted by the insurance plan (payor),>* whereas out-of-
network use of telehealth services (often without payment)
may be sought in the case of more restricted plans.>

ROLE OF THE ED IN MBH EMERGENCIES

Screening

The ED plays a critical role in the identification of pa-
tients at immediate risk for suicidality,”® as the number
of youth suicides, many without previous MBH history,
continues to increase.”” The ED presents a great oppor-
tunity to provide meaningful and sometimes life-saving
interventions by suicide screening and prevention.’® Up
to 25% of patients who visit the ED after a suicide at-
tempt will make additional attempts; between 5% and
10% of these patients die by a later suicide, and a large
proportion of patients who die by suicide have had an
ED visit during the year before death.>®~¢!

More EDs are beginning to integrate some form of sui-
cide screening into pediatric and adolescent care.®*%*
However, broader ED suicide screening is still limited be-
cause of time and resources needed, as well as lack of a
universally recommended single best practice screening
tool.®® The National Action Alliance for Suicide Preven-
tion, charged with implementing the National Suicide
Prevention Strategy, and the Joint Commission recom-
mend screening for suicide risk in EDs as critical patient
safety and preventive initiatives.°® The AAP also recom-
mends using suicide screening tools to guide physicians,
PAs, and NPs in suicide risk assessment among children
and adolescents in medical settings, particularly among
vulnerable populations, such as immigrants and refugees,
incarcerated adolescents, LGBTQ+, and those living in
underserved and resource-limited areas.®’” Computerized
screening tools with adaptive modeling design for suici-
dality are increasingly being used.®® It is important that
this type of MBH screening be performed in a confidential
manner and potentially not in a public or open area of the
ED. Understanding trauma-informed care, a recognition that
patients with early childhood traumatic experiences are par-
ticularly vulnerable to retraumatization and subsequent
manifestation as MBH conditions, is important when screen-
ing prioritization is considered.®® Depending on the ED set-
up, screening may be performed by the nurse, physician, PA,
or NP, and no specific evidence points to improved effective-
ness of physician-administered screening compared with
nurse-administered.
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Studies of ED suicide screening reveal that 5% to 12%
of adolescents, including those with only somatic medical
conditions, may still be at risk for self-harm,212270-72
The ED can provide initial suicide screening and is most
effective when combined with the ability to refer to inpa-
tient or outpatient mental health services. Because uni-
versal screening for BMH conditions (eg, suicidality) may
not always be practical in the ED, physicians, PAs, and
NPs should consider, at a minimum, suicide screening for
higher-risk situations or patients. For example, patients
with prior suicidal ideation or family history may benefit
from suicide screening. Also, MBH concerns may increase
during specific times of crisis’> (eg, after natural disas-
ters, pandemics, or other events affecting population-
level stress). One higher-risk population for screening
also includes LGBTQ+ children and adolescents because
they are at increased risk for higher anxiety, depression,
suicidality, and substance use.”*”> Emergency physicians,
PAs, NPs, and nurses each may screen for bullying and
abuse in pediatric patients’® as these can be a significant
predictor of suicidal ideation.””

Because patients living in poverty are also at greater
risk for MBH,”® screening for social needs, including for
poverty, housing, and food insecurity, should also be con-
sidered. A positive suicide screen can be followed by a
more in-depth risk assessment, often in collaboration with
experienced pediatric mental health professionals.®%7°8!
Incorporation or implementation for child psychiatrist
access lines, which are in the majority of states, will be an
additional resource to consider.

Brief validated screening tools can identify children and
adolescents at risk for suicide more reliably than physician
gestalt or questioning about suicidal thoughts using vague
or softened language.”®®?®3 The Joint Commission men-
tions screening for suicidal ideation using validated tools
for all adolescents 12 years and older.2* These tools can be
incorporated into ED nursing practice in addition to nurs-
ing assessments, monitoring, safety, and psychotherapeutic
interventions®®#8>8¢ hut can be administrated by physi-
cians as well. Rapid screening frameworks such as the
Home, Education, Activities and Peers, Drugs and Alcohol,
Sexual Activity and Sexuality, Suicide and Depression,87
HEADS-ED, HEADS, and SSHADESS® allow questions to be
asked in triage or during a patient interview. These resour-
ces can be administered quickly and help physicians, PAs,
and NPs to cover topics omitted in a routine medical inter-
view. It is important to note that maintaining patient confi-
dentiality in such interviews is important. This needs to be
considered in the context of potentially actionable informa-
tion that may require an acute intervention. Thus, in certain
circumstances, the confidentiality may be limited to pro-
vide needed care to the at-risk patient. Such limits should
be discussed a priori when a patient is being consented for
this type of screening.

4

Suicide risk assessment is important both for patients
presenting with suicidal ideation and for those with non-
mental health chief complaints. Suicide risk assessment
also predicts future risk.2? This assessment directly asks
the individual specifically about suicidal ideation, plan, in-
tent, suicidal or self-harm behaviors, risk factors, and pro-
tective factors.®* Screening tools specifically validated in
pediatric populations include the Ask Suicide Screening
Questions (ASQ) (Fig 1)®" and the Columbia Suicide Sever-
ity Rating Scale for pediatrics (C-SSRC).2¢ The ASQ®! is a
4-question screening instrument that can be used in chil-
dren as young as 10 years old. It has good predictive value
for identifying ED patients at risk for suicide and suicide
attempts.”’® The C-SSRC can be used for adults and chil-
dren 12 years and older”°"“? to quantify the severity of
suicidal ideation and behavior. One modified version of
the C-SSRC, with child-friendly questions, was developed
for younger children. In one study, the standard C-SSRC
was given to children as young as 7 years old, and depend-
ing on the child’s cognitive ability, it was found to be used
successfully.”® The C-SSRC was shown to help with sui-
cidal behavior classifications. In one study, participants
with the 2 highest levels of ideation severity (intent or in-
tent with plan) at baseline had higher odds for attempting
suicide.”?

MBH IN THE ED

Triage and Initial Assessment for Patient Presenting
With a Mental or Behavioral Health Gondition

ED triage and initial assessment are critical for identifying
safety issues and acute medical and mental health crises.>®
The assignment of a triage acuity score based on both so-
matic and MBH-specific risk assessments may help antici-
pate resource utilization.”*"*°° ED nurses can complete a
comprehensive, evidence-based triage education and an
ongoing triage competency validation process.101 Stan-
dardized and validated tools, such as the Brief Rating of
Aggression by Children and Adolescents Scale,'* may be
helpful in this assessment. Standardized triage and acuity
assessment may include the following:

e C(Categorizing MBH an emergency severity index 2 as
high risk to harm self or violence toward others and
the environment.'®® In addition to this, considering
substance use, as well as intentional or unintentional
ingestions as high-risk behavior.

e When available, 1:1 monitoring for mental and behav-
ioral health patients for those at immediate risk of
elopement, self-harm, or violence toward others as rec-
ommended by Centers for Medicare and Medicaid
Services.'%*

e Safety check for weapons or ligature marks on the pa-
tient or in his or her environment.%>1%°
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ASQ Screening Tool

Ask the patient

(Yes/No)

a. If yes, how?
b. When?

i.  Ifyes, please describe:

1. In the past few weeks, have you wished you were dead? (Yes/No)
2. In the past few weeks, have you felt that you or your family would be better off if you were dead?

3. In the past week, have you been having thoughts about killing yourself? (Yes/No)

4. Have you ever tried to kill yourself? (Yes/No)

5. If the patient answers yes to any of the above, ask the following question:
a. Are you having thoughts of killing yourself right now? (Yes/No)

Next steps

negative screen).

until evaluated for safety.

for patient’s care.

e Ifthe patient answers “No” to all questions 1 through 4, screening is complete (not necessary to ask
question #5). No intervention is necessary (¥*Note: Clinical judgment can always override a

e Ifa patient answers “Yes” to any of questions 1 through 4, or refuses to answer, they are
considered a positive screen. Ask question #5 to assess acuity:
o “Yes” to question #5 = acute positive screen (imminent risk identified)
m  Patient requires a STAT safety/full mental health evaluation. Patient cannot leave

m  Keep patient in sight. Remove all dangerous objects from room. Alert physician,
physician assistant, or nurse practitioner responsible for patient’s care.
o “No” to question #5 = non-acute positive screen (potential risk identified)
m  Patient requires a brief suicide safety assessment to determine if a full mental health
evaluation is needed. Patient cannot leave until evaluated for safety.
m  Alert physician or physicians, physician assistants, or nurse practitioners responsible

Provide resources to all patients

e 24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espaiiol: 1-888-628-9454
e 24/7 Crisis Text Line: Text “HOME” to 741-741

FIGURE 1

ASQ screening tool. Ask Suicide-Screening Questions (ASQ) Toolkit (Available at: https://www.nimh.nih.gov/research/research-conducted-at-nimh/

asq-toolkit-materials/index.shtml).

e Use of a dedicated ED space for psychiatric screening,
evaluation, and management,lo7 whenever possible.

e Assess parents for communication barriers and honor
language and communication preferences when avail-
able, particularly when parents prefer a different lan-
guage or communication method (eg, American Sign
Language) than the child.

e Make ED spaces safer for patients with acute suicidal-
ity or those who otherwise are a safety risk to self or
others beyond 1:1 monitoring for at risk patients. Ex-
amples include removal of sharps, as well as any
equipment that is not secured to the floor or walls,
avoiding placement of plastic bags in trash bins, and
creating a safety proofing checklist before placement
of patient in the room.

The ED triage team is responsible for determining and

instituting the necessary level of developmentally appro-
priate observation,*® which is assessed and modified as
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needed throughout the ED stay. Parents and caregivers
are an integral part of mental health care and encourag-
ing them to remain with their child can be very valuable
in helping the child and adolescent feel safe, unless there
is concern their presence is disruptive or may be poten-
tially harmful to the patient.

Diagnostic Considerations

To provide optimal care, emergency physicians, PAs, and NPs
benefit from becoming familiar with the presentations and
differential diagnoses of the major psychiatric conditions as
well as possible concurrent somatic medical conditions in
children and adolescents.”*®° A thorough history (including a
detailed review of systems) and physical examination is
therefore essential, with attention to developmental and so-
cial history. It is beneficial for children and adolescents and
their caregivers to be interviewed together and then sepa-
rately (confidentially) during mental health assessments. A
general physical examination with particular attention to the
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skin to assess for visible self-inflicted injuries (eg, forearms,
inner thighs, feet, lower abdomen), as well as a neurologic
and cardiac examination,'®®'% can be useful in identifying a
patient at risk. Because physicians, PAs, and NPs are not ex-
pected to declare patients “clear” of all somatic medical issues,
the term “medical optimization” may be a more accurate
term than “medical clearance.” In cases in which the patient
has an outpatient psychiatrist or therapist, contacting and no-
tifying this mental health professional may also provide addi-
tional diagnostic assistance.

Medical screening evaluation has 3 objectives: (1) to
assess for somatic medical processes causing psychiatric
symptoms (eg, endocrine disorders, central nervous sys-
tem infections); (2) to treat any illness or injury directly
related to the behavioral health emergency (eg, self-
inflicted wounds, intentional and unintentional drug over-
dose); and (3) to adequately stabilize chronic somatic
medical conditions (eg, asthma, diabetes) before a psychi-
atric evaluation. One model for children or adolescents
with MBH emergencies who have been medically screened
and cleared by physicians, PAs, or NPs (eg, primary care
clinic, urgent care center) to have no active somatic med-
ical issues is to bypass the ED and potentially be referred
directly to an available psychiatric treatment facility as
long as they do not have acute altered mental status,
history of ingestion, suicide attempt or hanging, trau-
matic injury, sexual assault, or any other specific somatic
conditions or any concerns that require acute medical
intervention.'°

Laboratory and Diagnostic Testing

Routine “screening” laboratory tests or imaging proce-
dures are rarely indicated as a component of the medical
screening and evaluation of children presenting to the ED
with MBH emergencies.”! Only 5% to 6% of pediatric pa-
tients presenting to the ED with these emergencies re-
quire a change in management based on tests obtained
during that visit, with less than 1% undergoing a change
in disposition based on test results.'*! Thus, routine test-
ing has limited utility, unless it is being performed to eval-
uate for possible organic causes based on the history and
physical examination.”’*?%*'! The American College of
Emergency Physicians and the American Psychiatric Asso-
ciation have published clinical policies strongly recom-
mending against routine laboratory testing in adult ED
patients with behavioral health emergencies,’**!'3 and
these are supported by the AAP.”" For pediatric patients,
it is reasonable to obtain a urine pregnancy test in puber-
tal adolescents capable of becoming pregnant. Although a
urine toxicology test is unlikely to change disposition,***
knowledge of possible substance use may be useful in bet-
ter contextualizing the child’s presentation. Therefore,
emergency physicians, PAs, and NPs are encouraged to
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discuss the utility of obtaining urine toxicology tests with
mental health specialists in their community.

Consultation and Management

An ED psychiatric consultation is often necessary for pa-
tients with MBH emergencies, especially given the short-
age of available resources for timely outpatient evaluation
and follow-up in many areas.’® Awareness of the level of
pediatric expertise of the psychiatric consultants is impor-
tant for the emergency physicians, PAs, and NPs, because
the levels of pediatric specialization and experience of the
consultants may vary (ie, social workers, psychologists,
psychiatrists)."*® If in-person psychiatric consultation is
not available, telehealth resources for mental health can
be explored as an alternative.”®

Brief ED interventions can take advantage of the high-risk
event leading to an ED visit to promote behavioral change.
Models of therapeutic ED interventions for adolescents with
suicidality are typically focused on safety planning interven-
tions for them and their families.”®'*¢'” These interventions
include lethal means restriction counseling to the patient and
family (eg, medications, firearms) with the goal of mitigating
risk after discharge. Frameworks include Counseling on Ac-
cess to Lethal Means and Means Matter."'®'? Leveraging
technology, including electronic apps and social media, for
safety planning may help improve follow-up and contact (eg,
Emergency Department Safety Assessment and Follow up,
Tennessee program for treatment and supplement treatment
interventions, for accessioning help; Colorado Suicide app for
teens),120-125

For patients boarding while awaiting transfer to a higher
level of care, providing ongoing least restrictive care in a
safe, calm environment while minimizing disruption to the
ED is a critical challenge (Table 1).°*'%® Other elements of
ED safety include eliminating sharps from the patient room
and paper bags in trash cans, instead of plastic bags. During
prolonged ED stays, practices for optimizing continuity of
care in the ED include providing face-to-face handoffs during
shift transition, ongoing medical care (eg, provision of daily
medications), and facilitating reassessments for potential
changing needs for higher level of psychiatric care can help
optimize care.

Consultation Special Consideration: Telepsychiatry

Telehealth is gaining more traction in its use for screen-
ing and consultation. Telehealth can be a valuable mecha-
nism for increasing access and decreasing time to mental
health specialists in rural and underserved EDs with
poor access to a live MBH specialist. Telepsychiatry can
provide an effective method to conduct screening, pro-
vide risk assessment, initiate treatment, and determine
need for interfacility transfer. Telepsychiatry can be par-
ticularly important in certain situations, including after a
disaster and during a pandemic like COVID-19,'?” during
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TABLE 1 Strategies for Care of the ED Mental Health Patient with Prolonged Length of Stay*’

Strategies

1. Provide a safe ED environment in the patient’s room and bathroom, including removal of dangerous objects from the patient and the room

2. Provide structure to the patient’s day, including regular meals

ED environment

3. Consider removal of devices (eg, cell phone, laptop computer), which could result disruptive behavior or thoughts with stimulation from outside the

. Provide daily medications as regularly scheduled for the patient

. Provide basic needs for hygiene (eg, shower) and comfort

. Address safety with a 1-to-1 sitter or security personnel, as indicated

. Provide activities for distraction and enrichment

o |N|o|o ]|~

. Consider the use of calming applications (apps) to provide soothing redirection

which access to care can be substantially affected by
stay-at-home orders and advisories and decreased access
to health care.

Management of the Acutely Agitated or Aggressive ED
Patient

Although expert consensus guidelines are available
(Fig 2),°%128-130 well-controlled studies of ED management
of acute agitation and behavioral dysregulation in children
are limited. Behavioral de-escalation techniques (including
verbal de-escalation and environmental modification) are the
first line of management.”*?>'31132 When verbal de-escala-
tion techniques are not sufficiently effective, condition-
and symptom-directed medications may be used with
appropriate weight-based dosing, with considerations
for special populations, such as children and adoles-
cents with autism.”* If pharmacologic management fails
to adequately protect the patient and staff, physical re-
straints or seclusion rooms (if available) may be neces-
sary.'?812% For physical restraint, best practices exist
that can guide physicians, PAs, and NPs. These include
minimizing time in physical restraints, continuous moni-
toring, and ongoing de-escalation attempts using behav-
joral and pharmacologic measures.”*

Disposition Planning and Handoffs

Warm handoffs (transfer of care between 2 members of
a health care team in which the handoff includes the pa-
tient and family)*®® can be extremely valuable when a
patient remains in the ED during care transitions. The
safe and effective disposition of children and adolescents
with MBH emergencies requires collaboration between
the emergency physicians, PAs, NPs, psychiatric special-
ists (if available), patients and their families, and the pri-
mary care medical home.>®

Discharge From ED

Many children and adolescents are discharged from the hos-
pital with outpatient mental health follow-up or to partial or
day programs.®® However, system- and patient-level barriers
contribute to weak and frequently incomplete rates of
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psychiatric follow-up after ED discharge, including a paucity
of available outpatient resources and emergency physicians,
PAs, and NPs’ unfamiliarity with the network of mental
health services in their communities."** Timely access to ur-
gent outpatient care may be difficult to obtain in under-
resourced communities.*® The primary care medical home,
often the most accessible and familiar resource for families,
may be underutilized.”* Clear transitions back to the medical
home are important, although infrastructure is not suffi-
ciently resourced for primary care providers to universally
provide mental health care. Increasing the supply of pediatric-
trained MBH providers, as well as empowering the primary
care providers, may help improve this issue. Ideally, families
are provided with appointments, contact information, and
community resources. Potential barriers to follow-up should
also be identified and mitigated to improve engagement
after discharge. An increasing number of medical homes
have incorporated mental health specialists directly into
their practices or may provide a bridge for mental health
care for patients awaiting follow-up.>¢7134

ED visits are opportunities for multidisciplinary teams
to provide crisis interventions, safety planning, anger and
aggression interventions, suicide prevention, and follow-
up contact.®®136137 Familiarization with the process and
components of developing safety plans for at-risk patients
is important for emergency physicians, PAs, and NPs.”%138
Important elements of a safety plan include: (1) under-
standing warning signs and potential triggers for suicidal
ideation; (2) coping strategies if suicidal ideation recurs;
(3) healthy activities to distract from or suppress suicidal
thoughts; (4) identification of responsible social supports
for the patient if suicidal urges occur; (5) information on
how to access professional supports or EMS if needed;
(6) plan for means restriction (eg, of firearms, medications,
sharp objects)”?; (7) identification of exposure to racially
targeted violence or being a victim or witness to hate crime;
and (8) review of the safety plan with families at discharge.
If the patient already has an outpatient psychiatrist or ther-
apist, including this mental health professional in the dis-
charge discussion helps connect the patient to the resources
that have already been established.
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Tips for Providing

Safe Structure

fr Pediatric Behavioral
Health Patients

Itis well documented that many behavioral health patients in the emergency
department (ED) waiting to be admitted have extended lengths of stay, sometimes
days or even weeks due to a lack of available beds either within the facility orat an
external facility. In such cases, emergency nurses can ensure safety and structure for
this patient population by providing these patients with a daily routine. These
infographics have been developed to promote conversation between emergency
nurses and the ED team as a starting point to help the ED team create and provide a
daily routine for ED behavioral health patients that is safe, structured, and adheres to

Discuss with parents/quardians who
will stay with child.

Inform that person of what will take
place while in the emergency
department.

Provide 1:1 observation if the child is at
risk for suicide (The Joint Commission,
2016).

individual institutional policies.

Suggested daily routine:
MORNING

82
IIO A .
Hygiene

Breakfast

Hand-off Reading

AFTERNOON

RN assessment /
Structured activity interaction

‘o 7

Hand-off Bed time/quiet

FIGURE 2

@ RN assessment;/vitals

o]
Lok v ; w
o

ol
Hygiene W

Dinner RN assessment /

@\ OB i

Search the child's clothing and
belongings and remove anything that
is potentially harmful.

Monitor visitors as needed.
Ensure the child's ommunication
with visitors is therapeutic.

Monitor the use of personal
electronic devices and be prepared to
take them away if necessary.

Check the child's room periodically.
Remove dangerous items such as cans,
glass, sharp objects, plastic bags, harmful
liquids, metal/sharp hair accessories,
belts, string/ribbon/cords, knives/scissors,
lighters/matches, medicines, etc.

@

A bk s e

Emergency Nurses Association (ENA) infographic (used with permission from ENA).

Transfer for Higher Level of Psychiatric Care

Some children and adolescents evaluated in the ED will
require a higher level of psychiatric care.*®”* These options
include inpatient psychiatric admission or community-based
acute treatment units.'®° Patients transferred to psychiatric
facilities typically require medical and behavioral optimiza-
tion before transfer.”

8

Special Considerations: Behavioral Health Emergencies

Behavioral health emergencies can be particularly disrup-
tive and stressful to children and their families. These can
be a result of: (1) acute presentation of a new condition;
(2) acute exacerbation of a chronic condition; or (3) sub-
acute progression of a previously diagnosed condition.
Many of these factors that affect behavior are extrinsic to
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the child, including family (child abuse and neglect, intimate
partner and other domestic violence, or traumatic events),
school (academic challenges, social issues, or bullying), and
societal (upheaval and unrest, community violence, disaster
and mass casualty, or pandemics such as COVID-19). Because
children cannot easily remove themselves from these tumul-
tuous situations, they are more likely than adult patients to
suffer from uncontrolled anxiety, sadness, and anger as a re-
sult of these experiences.139'140 Therefore, addressing the
context for these behavioral outbursts in addition to focusing
on the primary behavioral health diagnoses and encouraging
the child (and family) to participate in providing care is im-
portant for inclusion as part of the health care.

Developmental Delay, Intellectual Disability, and Autism
Spectrum Disorder

Patients with intellectual disability (ID), autism spectrum
disorder (ASD), and other chronic neurodevelopmental
disabilities present unique challenges to emergency physi-
cians, PAs, and NPs.'*! These individuals may have com-
munication disorders, sensory processing disorders, or
behavioral disturbances. ASD, a neurodevelopmental con-
dition characterized by impairments in social interaction
and restricted interests and/or repetitive behaviors, pre-
sents challenges, particularly in stressful situations, mani-
festing as difficulty accurately communicating needs or
appearing distant, disengaged, or inappropriate. This can
render evaluation and management challenging, regard-
less of whether the primary concern is medical or behav-
ioral in nature.

In some instances, children and adolescents with ASD and
ID present to the ED primarily with behavioral concerns. More
severe behavioral outbursts can overwhelm parents because
of the underlying severity of the condition, exacerbations from
external stressors, or co-occurring medical issues causing pain
(eg, ear infections, abdominal pain), particularly in nonverbal
children. An ED visit is often a stressful experience for any
patient, and this may be exacerbated for ASD patients. These
patients often benefit from clear, concrete statements that are
shorter in length, with multiple check-ins for understanding.'’

Patients with ASD may experience sensory overload in the
highly stimulating, noisy ED environment. Families may offer
insight into calming behavioral strategies. Using light or
sound devices that blend into ambient noise, placing the pa-
tient in rooms with dimmable lights and decreasing the
number of people in the room are nonpharmacologic strate-
gies for addressing agitation or worsening of self-stimulatory
behaviors.!*! In addition, generalized anxiety is a com-
mon comorbidity for youth with ASD, which can result in
emotional outbursts, signifying significant distress. Using
a lower-volume, nonthreatening tone of voice and refraining
from physical contact when addressing a stressed patient
with ASD can help calm these patients.'*!
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It is important to evaluate potential organic causes for a
patient’s presentation. If none are identified, calming and
quieting measures can be attempted. This includes ob-
serving the patient in a quiet area (if available) for a few
hours for improvement in the behavior. If severe behav-
iors do not improve with ED intervention, pharmacologic
intervention, or involvement of a psychiatrist, consulta-
tion with a behavioral and developmental pediatrician
may be necessary for safety.’>°

Behavioral health emergencies in children with ID and
ASD in the ED include®*?:

e Increasing injurious and aggressive behavior toward
self or family members

e Insomnia

e Refusal to eat or drink (if no underlying medical etiol-
ogy can be identified)

e Refusal to take medications (psychiatric or somatic)

e Emotional lability (often without the verbal skills nec-
essary to communicate emotions)

Sexual Orientation and Gender Considerations

LGBTQ+ youth are disproportionally affected by mental
and behavioral health problems, including suicidality.!*?
Between 2009 and 2017, the proportion of youth identi-
fying themselves as LGBTQ+ increased from 7.3% to
14.3%."** The prevalence of mental health-related condi-
tions among youth who identify themselves as LGBTQ+
has also been increasing and may be related to the inter-
nalization of negative societal perceptions, the influence
of school environments and supports, and the impact of
stigmatizing policies.'**'** Inquiring about and using the
pronouns the patient uses to provide patient-centered
and equitable care can also help the patient feel more at
ease. This includes using gender-inclusive language for those
who identify themselves as nonbinary, refraining from ster-
eotyping sexual activity issues, and engaging in more affirm-
ing practices such as asking rather than assuming.'*®**”

Marginalized Racial and Ethnic Groups

Youth in racial and ethnic minority groups, especially Black'*®

and American Indian and Alaska Native youth,39 also demon-
strate inequities in mental and behavioral health conditions
and outcomes. Suicide rates are higher in Black than they are
in white children 5 to 11 years old (incidence rate ratio, 2.65,
95% confidence interval, 1.77-3.96; 2008—2012).149 Black
high school students have also demonstrated increased rates
for suicide attempts (odds ratio, 1.02; 95% confidence inter-
val, 1.01-1.04).°° Since 2012 the rates of suicide-related ED
visits by Black and Hispanic children and youth 6 to 24 years
old have been increasing.® Overall, the highest rates of sui-
cidal ideation are in American Indian and Alaska Native high
school students.’*® Risk factors for mental and behavioral
health disorders occurring disproportionately among children
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and vulnerable youth from marginalized racial and ethnic
groups include, but are not limited to, decreased access to
and utilization of mental health services,!°">? exposure to
adverse childhood experiences, poverty,'>? chronic exposure
to racism, experiences of discrimination, food insecurity,
stigma related to mental and behavioral health disorders par-
ticularly in these groups,'®*'*® and compounded community
trauma as victims of*® and witnesses to violence in both their
homes and neighborhoods.****?*>3 For the optimal and equi-
table care for children and youth from marginalized racial
and ethnic groups, emergency physicians, PAs, and NPs
should provide culturally sensitive care with a trauma-in-
formed approach to these patients and their families.'®

Immigrant and Refugee Families

Children of immigrants, particularly in families who have lim-
ited English proficiency, face unique challenges related to MBH
emergencies. To provide optimal care for these children and
families, considerations related to cultural humility,154 implicit
bias,'*> and providing trauma-informed care is important.'*®
Having available interpreter services, either in-person, over the
phone, or virtually, is essential for communicating with the pa-
tient and family.

Incarcerated Youth

Youth imprisoned and residing in juvenile detention cen-
ters are also disproportionately affected by MBH con-
cerns. Two-thirds of male juvenile offenders in the United
States meet criteria for at least 1 psychiatric condition.'®”
The juvenile justice system is challenged with having to
establish a balance between the welfare needs of a child
and punishment, while optimizing the opportunity for re-
habilitation. It has inadequate resources to screen for sub-
stance use, suicidality, or mental health or to provide
acute psychiatric care for this group of high-risk youth.
Providing culturally sensitive, trauma-informed care is im-
portant when caring for these youth.

CHALLENGES WITH THE CURRENT SYSTEM OF CARE FOR MBH
EMERGENCIES

ED Preparedness

No comprehensive national assessments of ED prepared-
ness for pediatric mental health emergencies are currently
available. The Emergency Medical Services for Children
(EMSC) National Pediatric Readiness Project assessed EDs
in the United States for pediatric readiness.'>®>° It found
presence of a pediatric emergency care coordinator in the
ED was linked to the presence of policies and procedures
for pediatric mental health.'®® The Province of Ontario,
Canada, in 2016 piloted an assessment of ED readiness to
care for children’s mental health emergencies into its
National Pediatric Readiness Project survey. %162

10

ED Environment

Providing an optimal care environment for children and
adolescents with MBH emergencies is also challenging in
the fast-paced ED milieu. ED teams are accustomed to fo-
cusing on acute medical issues, and the time-pressured
environment is not conducive to lengthy and intensive
mental health interviews. Spaces for quiet and confiden-
tial conversations with patients and their families are
limited. Most EDs lack specialized resources to create a
therapeutic environment for children in crisis. The long
waits for mental health evaluations with multiple care
transitions and the intensive resources needed to care
for these patients compound the burden on busy EDs. In
addition, children and adolescents who need more inten-
sive mental health care may board in the ED for a pro-
longed time while awaiting placement for inpatient or
community-based acute treatment level of care.3*

ED Management

Given the limited space and resources, emergency physi-
cians, PAs, and NPs face challenges in adequately ad-
dressing the needs of children presenting with MBH
disorders. This is particularly a concern in caring for chil-
dren with developmental disabilities, those who are vic-
tims of or are witnesses to violence, children living in
foster care or group homes, incarcerated youth, immi-
grant children, and LGBTQ+ youth.'*®

Outpatient Follow-up Care

Outpatient pediatric mental health resources are limited
in many areas of the country,'®*'®* even for high-risk
patients.’®® After an ED visit, linkage to outpatient men-
tal health care is low in some EDs.>®1%¢"18 The barriers
to outpatient care for ED teams and families contribute
to increased admissions, high return rates, and the fail-
ure of patients to engage in treatment. Lack of quality indi-
cators guiding ED mental health evaluations, discharge
planning, or follow-up ultimately contributes to disparities
in care.'®®

STRATEGIES TO ADDRESS CHALLENGES AFFECTING THE ED
CARE OF PATIENTS WITH MBH CONDITIONS

In 2019, in response to the recognition of the need for im-
provements in ED preparedness and mental health care
guidelines, the US Department of Health and Human Serv-
ices, Health Services and Resource Administration con-
vened an expert panel to produce “Critical Crossroads:
Improving Emergency Care for Children in Mental Health
Crisis.” This toolkit includes instruments designed for use
by hospitals to support the creation of clinical care path-
ways to improve the identification and management of
children and adolescents presenting to EDs in mental
health crises.”® In addition, the AAP and the American
Foundation for Suicide Prevention created “Suicide:
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Blueprint for Youth Suicide Prevention” to be an educa-
tional resource for health care professionals caring for
children and youth at risk for suicide. This blueprint in-
cludes resources and guidance for screening, safety as-
sessment, and care for suicide in different clinical settings,
including the ED.'”° Strategies to address the challenges
in caring for pediatric MBH patients in ED settings include,
but are not limited to, the following:

Prehospital

e Engagement with the community for appropriate ED
facility transfer strategies by EMS personnel has been

emphasized.'”?
e Provision of telehealth emergency psychiatric medical

control to EMS and schools can expand mental health

guidance.*’
e Mental health mobile crisis teams can be used to

divert low-acuity patients to facilities equipped to man-
age pediatric mental and behavioral health emergencies.

172,173

e Adoption of a systematic method for patient assess-
ment and care integrating patient-centered, trauma-
informed ED policies and protocols for triage, safety
assessment, monitoring, mental health and medical
evaluation, and management of behavioral crisis to
improve and ensure equitable and quality care has
been successful in providing timely assessment and

decrease time to definitive care.!>®17*
e Embedding pediatric-trained mental health professio-

nals into ED teams when possible can improve pediat-

ric specific care.'””
e Redesigning the physical space of EDs to create low-

stimulation and safe areas for patients with primary
mental health presentations and development of a struc-
ture for day-to-day activities, addressing self-hygiene,
and inclusion of age-appropriate distraction tools has

been shown to positively affect the care of ED patients.
e Providing resources for counseling on lethal means

restriction, using developmentally appropriate verbal
de-escalation techniques,’’®'”7 and strategies for im-
proving patient-centered care of vulnerable populations,
including patients with developmental delay or ASD, chil-
dren who are victims of or witnesses to violence, children
living in foster care or group homes, incarcerated youth,

immigrant children, and LGBTQ+ youth.
e Utilization of parents and/or guardians as resources and

development of integrated, multidisciplinary behavioral
care plans for those with recurrent visits'’® is an impor-

tant element of patient- and family-centered care.
e Development of standards and systems to establish

consultation and acute referral networks within hospi-
tals and communities, including electronic referrals'”?
and telehealth consultations, particularly in resource-
limited areas and for patients with prolonged stays
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who are boarding in the ED while awaiting a higher
level of care,*? allows for more rapid access to the net-

work of mental health care.
e Integration of physical and behavioral health and pro-

vision of payment for consultants for observation-
level stays in the ED; this shift in payment for ED ob-
servation versus hospital admissions has had a signifi-

cant financial impact on hospitals.*®°
e Recognizing the importance of providing culturally

appropriate and trauma-informed care, especially as

related to systemic racism and implicit bias.'®?
e Agreements by community hospitals with MBH serv-

ices within the larger academic hospitals have proven
to be useful in overcoming the challenges of timely
and effective MBH care.'®?

Areas for Future Research

The gap between community mental health needs and
available resources continues to widen, providing a wide
array of opportunities for future research from prehospi-
tal, interfacility transport and destination decision to ED
triage, assessment, management, best practices for re-
straint and de-escalation, and ED aftercare for pediatric
MBH patients.®® Some areas for research include:

e Screening tools (including for risks of suicide, bullying, de-
pression, substance use disorder, violence, physical and sex-
ual abuse, social needs, etc) for ED and prehospital settings.

e Use of telehealth for psychiatric consultations for rural,
tribal, and critical access EDs.

Optimization of resources for EDs.

Effectiveness of brief interventions in the ED setting.
Cost-effectiveness of integrated care models and cost
of MBH emergency management.

e Examination of models for improved outpatient follow-
up care after ED discharge.

CONCLUSIONS

Pediatric MBH emergencies continue to present to the ED at
high rates and with increasing frequency and acuity. Emer-
gency physicians, PAs, and NPs need improved staffing, and
resources to better meet the needs of these patients. An
evidence-based management strategy throughout the spec-
trum of care, from prehospital destination decision; to ED
triage, evaluation, and management; to resource allocation
and transition of care to inpatient, community-based, and
outpatient settings, is critical. Further research, such as ex-
ploration of regionalization of care, telehealth best practices,
standardized screening, and optimal utilization of scarce re-
sources, is needed to continue to improve care for these pa-
tients. Understanding and integrating these best-practice
principles are essential to provide patient-centered, trauma-
informed care for children and adolescents presenting to
the ED with a broad spectrum of MBH emergencies.

Downloaded from http://publications.aap.org/pediatrics/article-pdf/doi/10.1542/peds.2023-063256/1519738/peds.2023-063256.pdf



LEAD AUTHORS

Mohsen Saidinejad, MD, MS, MBA, FAAP, FACEP
Susan Duffy, MD, MPH, FAAP

Dina Wallin, MD

Jennifer A. Hoffmann, MD, FAAP

Madeline Joseph, MD, FAAP, FACEP

Jennifer Schieferle Uhlenbrock, DNP, MBA, RN, TCRN
Kathleen Brown, MD, FAAP

Muhammad Waseem, MD, MS, FAAP, FACEP, CHSE-A
Sally Snow, BSN, RN, CPEN, FAEN

Madeline Andrew, MD

Alice A. Kuo, MD, PhD, MBA, FAAP

Carmen Sulton, MD, FAAP

Thomas Chun, MD, MPH, FAAP

Lois K. Lee, MD, MPH, FAAP, FACEP

AMERICAN ACADEMY OF PEDIATRICS, COMMITTEE ON
PEDIATRIC EMERGENCY MEDICINE, 2020-2021
Gregory P. Conners, MD, MPH, MBA, FAAP, FACEP, Chairperson
James Callahan, MD, FAAP

Toni Gross, MD, MPH, FAAP

Madeline M. Joseph, MD, FAAP, FACEP

Lois K. Lee, MD, MPH, FAAP, FACEP

Elizabeth Mack, MD, MS, FAAP

Jennifer Marin, MD, MSc, FAAP

Suzan Mazor, MD, FAAP

Ronald Paul, MD, FAAP

Nathan Timm, MD, FAAP

LIAISONS

Mark Cicero, MD, FAAP - National Association of EMS
Physicians

Ann Dietrich, MD, FACEP - American College of Emer-
gency Physicians

Andrew Eisenberg, MD, MHA - American Academy of
Family Physicians

Mary Fallat, MD, FAAP - AAP Section on Surgery/American
College of Surgeons

STAFF

Sue Tellez

AMERICAN COLLEGE OF EMERGENCY PHYSICIANS, PEDIATRIC
EMERGENCY MEDICINE COMMITTEE, 2020-2021

Ann M. Dietrich, MD, Chairperson
Kiyetta H. Alade, MD

Christopher S. Amato, MD

Zaza Atanelov, MD

Marc Auerbach, MD

Isabel A. Barata, MD, FACEP

Lee S. Benjamin, MD, FACEP
Kathleen T. Berg, MD

Kathleen Brown, MD, FACEP

12

Cindy Chang, MD

Jessica Chow, MD

Corrie E. Chumpitazi, MD, MS, FACEP
Ilene A. Claudius, MD, FACEP

Joshua Easter, MD

Ashley Foster, MD

Sean M. Fox, MD, FACEP

Marianne Gausche-Hill, MD, FACEP
Michael J. Gerardi, MD, FACEP
Jeffrey M. Goodloe, MD, FACEP (board liaison)
Melanie Heniff, MD, JD, FAAP, FACEP
James (Jim) L. Homme, MD, FACEP
Paul T. Ishimine, MD, FACEP

Susan D. John, MD

Madeline M. Joseph, MD, FACEP
Samuel Hiu-Fung Lam, MD, MPH, RDMS, FACEP
Simone L. Lawson, MD

Moon O. Lee, MD, FACEP

Joyce Li, MD

Sophia D. Lin, MD

Dyllon Ivy Martini, MD

Larry Bruce Mellick, MD, FACEP
Donna Mendez, MD

Emory M. Petrack, MD, FACEP
Lauren Rice, MD

Emily A. Rose, MD, FACEP

Timothy Ruttan, MD, FACEP

Mohsen Saidinejad, MD, MBA, FACEP
Genevieve Santillanes, MD, FACEP
Joelle N. Simpson, MD, MPH, FACEP
Shyam M. Sivasankar, MD

Daniel Slubowski, MD

Annalise Sorrentino, MD, FACEP
Michael ]. Stoner, MD, FACEP
Carmen D. Sulton, MD, FACEP
Jonathan H. Valente, MD, FACEP
Samreen Vora, MD, FACEP

Jessica J. Wall, MD

Dina Wallin, MD, FACEP

Theresa A. Walls, MD, MPH
Muhammad Waseem, MD, MS

Dale P. Woolridge, MD, PhD, FACEP

STAFF
Sam Shahid, MBBS, MPH

EMERGENCY NURSES ASSOCIATION, PEDIATRIC COMMITTEE,
2023

Roberta Miller, RN, CPEN, TCRN, Chairperson

Elyssa Wood, PhD, MPH, RN, FAEN

Tasha Lowery, RN, APRN, CEN, CPEN, ENP-C, FNP-C
Julie Cohen, MSN, RN, CPEN, CEN

Rebecca VanStanton, MSN, RN, CEN, CPEN, TCRN

FROM THE AMERICAN ACADEMY OF PEDIATRICS

Downloaded from http://publications.aap.org/pediatrics/article-pdf/doi/10.1542/peds.2023-063256/1519738/peds.2023-063256.pdf

bv auest



Lisa Hill, DNP, RN, TCRN
Elizabeth Stone, PhD, RN, CPEN, CHSE, FAEN

STAFF
Domenique Johnson, MSN, RN

ACKNOWLEDGMENTS

We thank Lorah Ludwig, Health Resources and Services
Administration, Emergency Medical Services for Children,
for her advice and feedback on this paper. We also thank
Sam Shahid of American College of Emergency Physicians
for all her assistance in the organization of this manuscript.

ABBREVIATIONS

AAP: American Academy of Pediatrics

ASQ: Ask Suicide Screening Questions

C-SSRC: Columbia Suicide Severity Rating Scale for
pediatrics

ED: emergency department

EMS: emergency medical services

MBH: mental and behavioral health

MCRRT: mobile crisis rapid response team

LGBTQ+ youth: lesbian, gay, bisexual, transgender and

questioning or queer

and Pediatrics, Hasbro Children’s Hospital, Warren Alpert Medical School of Medicine at Brown University, Providence, Rhode Island; and "Division of Emergency Medicine, Boston
Children’s Hospital, Department of Pediatrics and Emergency Medicine, Harvard Medical School, Boston, Massachusetts

This document is copyrighted and is property of the American Academy of Pediatrics and its Board of Directors. All authors have filed conflict of interest
statements with the American Academy of Pediatrics. Any conflicts have been resolved through a process approved by the Board of Directors. The American
Academy of Pediatrics has neither solicited nor accepted any commercial involvement in the development of the content of this publication.

Technical reports from the American Academy of Pediatrics benefit from expertise and resources of liaisons and internal (AAP) and external reviewers.
However, technical reports from the American Academy of Pediatrics may not reflect the views of the liaisons or the organizations or government agencies

that they represent.

The guidance in this report does not indicate an exclusive course of treatment or serve as a standard of medical care. Variations, taking into account

individual circumstances, may be appropriate.

All technical reports from the American Academy of Pediatrics automatically expire 5 years after publication unless reaffirmed, revised, or retired at or

before that time.

DOI: https://doi.org/10.1542/peds.2023-063256

Address correspondence to Mohsen Saidinejad, MD, MS, MBA. E-mail: moh@emedharbor.edu

PEDIATRICS (ISSN Numbers: Print, 0031-4005; Online, 1098-4275).
Copyright © 2023 by the American Academy of Pediatrics

COMPANION PAPER: A companion to this article can be found online at www.pediatrics.org/cgi/doi/10.1542/peds.2023-063255.

REFERENCES

1. Substance Abuse and Mental Health Services Administration; US
Department of Health and Human Services. What is mental
health?. Available at: https://www.samhsa.gov/mental-health.
Accessed June 1, 2023

2. Stein DJ, Phillips KA, Bolton D, Fulford KW, Sadler JZ, Kendler KS.
What is a mental/psychiatric disorder? From DSM-IV to DSM-V.
Psychol Med. 2010;40(11):1759-1765

3. Perou R, Bitsko RH, Blumberg SJ, et al; Centers for Disease
Control and Prevention. Mental health surveillance among
children—United States, 2005-2011. MMWR Supp!. 2013;62(2):
1-35

4. Cama S, Malowney M, Smith AJB, et al. Availability of out-
patient mental health care by pediatricians and child psy-
chiatrists in five US. cities. Int J Health Serv. 2017;47(4):621-635

9. Carubia B, Becker A, Levine BH. Child psychiatric emergencies:
updates on trends, clinical care, and practice challenges. Curr
Psychiatry Rep. 2016;18(4):41

PEDIATRICS Volume 152, number 3, September 2023

6. Roman SB, Matthews-Wilson A, Dickinson P, Chenard D, Rogers
SC. Current pediatric emergency department innovative pro-
grams to improve the care of psychiatric patients. Child Adolesc
Psychiatr Clin N Am. 2018;27(3):441—454

7. Gill PJ, Saunders N, Gandhi S, et al. Emergency department
as a first contact for mental health problems in children and
youth. J Am Acad Child Adolesc Psychiatry. 2017;56(6):475—-482.e4

8. National Center for Injury Prevention and Control; Centers for
Disease Gontrol and Prevention. 10 leading causes of death by
age group, United States. Available at: https://www.cdc.gov/injury/
images/lc-charts/leading_causes_of_death_by_age_group_
2017_1100w850h.jpg. Accessed June 1, 2021

9. Cloutier P, Kennedy A, Maysenhoelder H, Glennie EJ, Cappelli M,
Gray C. Pediatric mental health concerns in the emergency de-
partment: caregiver and youth perceptions and expectations. Pe-
diatr Emerg Care. 2010;26(2):99—106

10. Lo CB, Bridge JA, Shi J, Ludwig L, Stanley RM. Children’s mental
health emergency department visits: 2007-2016. Pediatrics. 2020;
145(6):20191536

Downloaded from http://publications.aap.org/pediatrics/article-pdf/doi/10.1542/peds.2023-063256/1519738/peds.2023-063256.pdf

bv auest


https://doi.org/10.1542/peds.2023-063256
mailto:moh@emedharbor.edu
https://www.samhsa.gov/mental-health
https://www.cdc.gov/injury/images/lc-charts/leading_causes_of_death_by_age_group_2017_1100w850h.jpg
https://www.cdc.gov/injury/images/lc-charts/leading_causes_of_death_by_age_group_2017_1100w850h.jpg
https://www.cdc.gov/injury/images/lc-charts/leading_causes_of_death_by_age_group_2017_1100w850h.jpg

14

11.

N

[e=]

20.

21.

22.

23.

24.

25.

Thomas KG, Ellis AR, Konrad TR, Holzer CE, Morrissey JP. County-
level estimates of mental health professional shortage in the
United States. Psychiatr Serv. 2009;60(10):1323—1328

. Howell E, McFeeters J. Children’s mental health care: differences

by race/ethnicity in urban/rural areas. J Health Care Poor Un-
derserved. 2008;19(1):237-247

. Janice L, Rachel M. Child and Youth Emergency Mental Health

Care: A National Problem. New York, NY: National Center for
Children in Poverty; 2007

. Snowden LR, Masland MG, Libby AM, Wallace N, Fawley K. Racial/

ethnic minority children’s use of psychiatric emergency care in
California’s public mental health system. Am J Public Health.
2008;98(1):118—124

.Trent M, Dooley DG, Dougé J; Section on Adolescent Health;

Council on Community Pediatrics; Committee on Adolescence.
The impact of racism on child and adolescent health. Pediatrics.
2019;144(2):e20191765

. Badu E, 0’Brien AP, Mitchell R. An integrative review of potential

enablers and barriers to accessing mental health services in
Ghana. Health Res Policy Syst. 2018;16(1):110

. American Academy of Pediatrics. AAP-AACAP-CHA declaration of

a national emergency in child and adolescent mental health
[press releasel. Available at: https://www.aap.org/en/advocacy/
child-and-adolescent-healthy-mental-development/aap-aacap-cha-
declaration-of-a-national-emergency-in-child-and-adolescent-
mental-health/. Accessed June 2, 2022

. National Institute on Drug Abuse. Words matter - terms to use

and avoid when talking about addiction. Available at: https://www.
drugabuse.gov/nidamed-medical-health-professionals/health-
professions-education/words-matter-terms-to-use-avoid-when-
talking-about-addiction. Accessed December 14, 2022

. Becerra-Culqui TA, Liu Y, Nash R, et al. Mental health of trans-

gender and gender nonconforming youth compared with their
peers. Pediatrics. 2018;141(5):620173845

Kalb LG, Stuart EA, Freedman B, Zablotsky B, Vasa R. Psychiatric-
related emergency department visits among children with an autism
spectrum disorder. Pediatr Emerg Care. 2012;28(12):1269—1276

Cleary SD, Snead R, Dietz-Chavez D, Rivera |, Edberg MC. Immi-
grant trauma and mental health outcomes among Latino youth.
J Immigr Minor Health. 2018;20(5):1053—1059

Linton UM, Green A; Council on Community Pediatrics. Providing
care for children in immigrant families. Pediatrics. 2019;144(3):
£20192077

Polevoi SK, Jewel Shim J, McCulloch CE, Grimes B, Govindarajan
P. Marked reduction in length of stay for patients with psychiat-
ric emergencies after implementation of a comanagement model.
Acad Emerg Med. 2013;20(4):338—343

National Institute of Health. Sexual and gender minority. Available
at: https://www.edi.nih.gov/people/sep/Igbti/safezone/terminology.
Accessed December 14, 2022

Chun TH, Katz ER, Duffy SJ, Gerson RS. Challenges of managing
pediatric mental health crises in the emergency department.
Child Adolesc Psychiatr Clin N Am. 2015;24(1):21—40

26.

21.

28.

29.

30.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Rogers SC, Mulvey GCH, Divietro S, Sturm J. Escalating mental
health care in pediatric emergency departments. Clin Pediatr
(Phila). 2017;56(5):488—491

SAMHSA. SAMHSAs Concept of Trauma and Guidance for a
Trauma-Informed Approach. Rockville, MD: Substance Abuse and
Mental Health Services Administration; 2014

Quigley J; Committee on Substance Use and Prevention. Alcohol
use by youth. Pediatrics. 2019;144(1):e20191356

Ryan SA, Kokotailo P; Committee on Substance and Prevention.
Alcohol use by youth. Pediatrics. 2019;144(1):e20191357

Levy SJ, Williams JF, Ryan SA, et al; Committee on Substance
Use and Prevention. Substance use screening, brief intervention,
and referral to treatment. Pediatrics. 2016;138(1):€20161211

.Miron 0, Yu KH, Wilf-Miron R, Kohane IS. Suicide rates among

adolescents and young adults in the United States, 2000—-2017.
JAMA. 2019;321(23):2362—-2364

Mojtabai R, Olfson M, Han B. National trends in the prevalence
and treatment of depression in adolescents and young adults.
Pediatrics. 2016;138(6):20161878

Cutler GJ, Rodean J, Zima BT, et al. Trends in pediatric emergency
department visits for mental health conditions and disposition by
presence of a psychiatric unit. Acad Pediatr 2019;19(8):948-955

Hoffmann JA, Stack AM, Samnaliev M, Monuteaux MG, Lee LK. Trends
in visits and costs for mental health emergencies in a pediatric
emergency department, 2010-2016. Acad Pediatr. 2019;19(4):386—393

Holder SM, Rogers K, Peterson E, Ochonma C. Mental health vis-
its: examining socio-demographic and diagnosis trends in the
emergency department by the pediatric population. Child Psy-
chiatry Hum Dev. 2017;48(6):993—1000

Bastiampillai T, Sharfstein SS, Allison S. Increase in US suicide
rates and the critical decline in psychiatric beds. JAMA. 2016;
316(24):2591-2592

Lutterman T, Shaw R, Fisher W, Mandersheid R. Trend in Psychi-
atric Inpatient Capacity, United States and Each State, 1970 to
2014. Alexandria, VA: Virginia National Association of State Men-
tal Health Program Directors; 2017

Shumway M, Alvidrez J, Leary M, et al. Impact of capacity reduc-
tions in acute public-sector inpatient psychiatric services. Psy-
chiatr Serv. 2012;63(2):135—141

Kalb LG, Stapp EK, Ballard ED, Holingue C, Keefer A, Riley A.
Trends in psychiatric emergency department visits among youth
and young adults in the US. Pediatrics. 2019;143(4):e20182192

Mapelli E, Black T, Doan Q. Trends in pediatric emergency de-
partment utilization for mental health-related visits. J Pediatr.
2015;167(4):905-910

Hoffmann JA, Stack AM, Monuteaux MG, Levin R, Lee LK. Factors asso-
ciated with boarding and length of stay for pediatric mental health
emergency visits. Am J Emerg Med. 2019;37(10):1829—-1835

McEnany FB, Ojugbele 0, Doherty JR, McLaren JL, Leyenaar JK. Pe-
diatric mental health boarding. Pediatrics. 2020;146(4):€20201174

Roggenkamp R, Andrew E, Nehme Z, Cox S, Smith K. Descriptive
analysis of mental health-related presentations to emergency
medical services. Prehosp Emerg Care. 2018;22(4):399—405

FROM THE AMERICAN ACADEMY OF PEDIATRICS

Downloaded from http://publications.aap.org/pediatrics/article-pdf/doi/10.1542/peds.2023-063256/1519738/peds.2023-063256.pdf

bv auest


https://www.aap.org/en/advocacy/child-and-adolescent-healthy-mental-development/aap-aacap-cha-declaration-of-a-national-emergency-in-child-and-adolescent-mental-health/
https://www.aap.org/en/advocacy/child-and-adolescent-healthy-mental-development/aap-aacap-cha-declaration-of-a-national-emergency-in-child-and-adolescent-mental-health/
https://www.aap.org/en/advocacy/child-and-adolescent-healthy-mental-development/aap-aacap-cha-declaration-of-a-national-emergency-in-child-and-adolescent-mental-health/
https://www.aap.org/en/advocacy/child-and-adolescent-healthy-mental-development/aap-aacap-cha-declaration-of-a-national-emergency-in-child-and-adolescent-mental-health/
https://www.drugabuse.gov/nidamed-medical-health-professionals/health-professions-education/words-matter-terms-to-use-avoid-when-talking-about-addiction
https://www.drugabuse.gov/nidamed-medical-health-professionals/health-professions-education/words-matter-terms-to-use-avoid-when-talking-about-addiction
https://www.drugabuse.gov/nidamed-medical-health-professionals/health-professions-education/words-matter-terms-to-use-avoid-when-talking-about-addiction
https://www.drugabuse.gov/nidamed-medical-health-professionals/health-professions-education/words-matter-terms-to-use-avoid-when-talking-about-addiction
https://www.edi.nih.gov/people/sep/lgbti/safezone/terminology

44,

45.

46.

47.

48.

49.

50.

51.

52.

93.

54,

90.

56.

o7.

8.

99.

Creed JO, Cyr JM, Owino H, et al. Acute crisis care for patients
with mental health crises: initial assessment of an innovative
prehospital alternative destination program in North Carolina.
Prehosp Emerg Care. 2018;22(5):555-564

Trivedi TK, Glenn M, Hern G, Schriger DL, Sporer KA. Emergency
medical services use among patients receiving involuntary psy-
chiatric holds and the safety of an out-of-hospital screening pro-
tocol to “medically clear” psychiatric emergencies in the field,
2011 to 2016. Ann Emerg Med. 2019;73(1):42—51

Zeller S, Calma N, Stone A. Effects of a dedicated regional psychi-
atric emergency service on boarding of psychiatric patients in
area emergency departments. West J Emerg Med. 2014;15(1):1—6

Fahim C, Semovski V, Younger J. The Hamilton Mobile Crisis Rapid
Response Team: a first-responder mental health service. Psychiatr
Serv. 2016;67(8):929

Johnson TJ, Wright JL. Executions and police conflicts involving
children, adolescents and young adults. Pediatr Clin North Am.
2021;68(2):465-487

Langabeer JR II, Gonzalez M, Alqusairi D, et al. Telehealth-enabled
emergency medical services program reduces ambulance trans-
port to urban emergency departments. West J Emerg Med.
2016;17(6):713—720

Saeed A. Telepsychiatry: overcoming barriers to implementation.
Gurr Psychiatr. 2012;11(12):10-16

Colle R, Ait Tayeb AEK, de Larminat D, et al. Telepsychiatry in the
post-COVID-19 era: moving backwards or forwards? Psychother
Psychosom. 2021:90(1):69—70

Zhai Y. A call for addressing barriers to telemedicine: health dis-
parities during the GCOVID-19 pandemic. Psychother Psychosom.
2021;90(1):64—66

Johns Hopkins Bloomberg School of Public Health. National Net-
work of Child Psychiatry Access Programs (NNCPAP). Available at:
http://web.jhu.edu/pedmentalhealth/nncpap_members.html.  Ac-
cessed December 14, 2022

Busch SH, Kyanko KA. Incorrect provider directories associated
with out-of-network mental health care and outpatient surprise
bills. Health Aff (Millwood). 2020;39(6):975-983

Kyanko KA, Curry LA, Busch SH. Out-of-network provider use
more likely in mental health than general health care among
privately insured. Med Care. 2013;51(8):699—705

U.S. Department of Health and Human Services; Health Resour-
ces and Services Administration; Maternal and Child Health Bu-
reau. Critical crossroads pediatric mental health care in the
emergency department: a care pathway resource toolkit. Available
at: https://www.hrsa.gov/sites/default/files/hrsa/critical-crossroads/
critical-crossroads-tool.pdf. Accessed January 12, 2022

Wang J, Sumner SA, Simon TR, et al. Trends in the incidence
and lethality of suicidal acts in the United States, 2006 to 2015.
JAMA Psychiatry. 2020;77(7):684—693

Asarnow JR, Babeva K, Horstmann E. The emergency depart-
ment: challenges and opportunities for suicide prevention. Child
Adolesc Psychiatr Clin N Am. 2017;26(4):771-783

Gairin |, House A, Owens D. Attendance at the accident and
emergency department in the year before suicide: retrospective
study. Br J Psychiatry. 2003;183:28—33

PEDIATRICS Volume 152, number 3, September 2023
Downloaded from http://publications.aap.org/pediatrics/article-pdf/doi/10.1542/peds.2023-063256/1519738/peds.2023-063256.pdf

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

7.

72.

73.

74.

75.

Larkin GL, Beautrais AL. Emergency departments are underuti-
lized sites for suicide prevention. Crisis. 2010;31(1):1-6

Wilson KM, Klein JD. Adolescents who use the emergency de-
partment as their usual source of care. Arch Pediatr Adolesc
Med. 2000;154(4):361-365

Suicide Prevention Resource Center. Suicide screening and as-
sessment. Available at: www.sprc.org/sites/default/files/migrate/
library/RS_suicide%20screening_91814%20final.pdf. Accessed
March 8, 2022

Brahmbhatt K, Kurtz BP, Afzal KI, et al; PaCC Workgroup. Suicide
risk screening in pediatric hospitals: clinical pathways to address
a global health crisis. Psychosomatics. 2019;60(1):1-9

Fein JA, Pailler ME, Barg FK, et al. Feasibility and effects of a
web-based adolescent psychiatric assessment administered by
clinical staff in the pediatric emergency department. Arch Pe-
diatr Adolesc Med. 2010;164(12):1112—1117

Habis A, Tall L, Smith J, Guenther E. Pediatric emergency medi-
cine physicians’ current practices and beliefs regarding mental
health screening. Pediatr Emerg Care. 2007;23(6):387—393

The Joint Commission. Detecting and treating suicide ideation
in all settings. Available at: https://www.jointcommission.org/
assets/1/18/SEA_56_Suicide.pdf. Accessed October 19, 2022

Dolan MA, Fein JA; Committee on Pediatric Emergency Medicine.
Pediatric and adolescent mental health emergencies in the
emergency medical services system. Pediatrics. 2011;127(5):
e1356—1366

National Institute of Mental Health. Adaptive screener may help
identify youth at risk for suicide. Available at: https://www.nimh.
nih.gov/news/science-news/2021/adaptive-screener-may-help-
identify-youth-at-risk-of-suicide#:~:text=The%20screener%2C%
20called%20the%20computerized,the%20three%20months%
20following%20screening. Accessed March 14, 2022

Purkey E, Patel R, Phillips SP. Trauma-informed care: better care
for everyone. Can Fam Physician. 2018;64(3):170—172

Pineros-Leano M, Liechty JM, Piedra LM. Latino immigrants, de-
pressive symptoms, and cognitive behavioral therapy: a system-
atic review. J Affect Disord. 2017;208:567-576

Chun TH, Mace SE, Katz ER. Evaluation and management of chil-
dren and adolescents with acute mental health or behavioral
problems. Part I: common clinical challenges of patients with
mental health and/or behavioral emergencies. Pediatrics. 2016;
138(3):20161570

Newton AS, Hamm MP, Bethell J, et al. Pediatric suicide-related
presentations: a systematic review of mental health care in the
emergency department. Ann Emerg Med. 2010;56(6):649—659

Banerjee D, Kosagisharaf JR, Sathyanarayana Rao TS. ‘The dual
pandemic’ of suicide and COVID-19: a biopsychosocial narrative
of risks and prevention. Psychiatry Res. 2021;295:113577

Ferlatte 0, Salway T, Rice S, et al. Perceived barriers to mental
health services among Canadian sexual and gender minorities
with depression and at risk of suicide. Community Ment Health
J. 2019;55(8):1313—1321

Hottes TS, Bogaert L, Rhodes AE, Brennan DJ, Gesink D. Lifetime
prevalence of suicide attempts among sexual minority adults by


http://web.jhu.edu/pedmentalhealth/nncpap_members.html
https://www.hrsa.gov/sites/default/files/hrsa/critical-crossroads/critical-crossroads-tool.pdf
https://www.hrsa.gov/sites/default/files/hrsa/critical-crossroads/critical-crossroads-tool.pdf
http://www.sprc.org/sites/default/files/migrate/library/RS_suicide%20screening_91814%20final.pdf
http://www.sprc.org/sites/default/files/migrate/library/RS_suicide%20screening_91814%20final.pdf
https://www.jointcommission.org/assets/1/18/SEA_56_Suicide.pdf
https://www.jointcommission.org/assets/1/18/SEA_56_Suicide.pdf
https://www.nimh.nih.gov/news/science-news/2021/adaptive-screener-may-help-identify-youth-at-risk-of-suicide#:~:text=The%20screener%2C%20called%20the%20computerized,the%20three%20months%20following%20screening
https://www.nimh.nih.gov/news/science-news/2021/adaptive-screener-may-help-identify-youth-at-risk-of-suicide#:~:text=The%20screener%2C%20called%20the%20computerized,the%20three%20months%20following%20screening
https://www.nimh.nih.gov/news/science-news/2021/adaptive-screener-may-help-identify-youth-at-risk-of-suicide#:~:text=The%20screener%2C%20called%20the%20computerized,the%20three%20months%20following%20screening
https://www.nimh.nih.gov/news/science-news/2021/adaptive-screener-may-help-identify-youth-at-risk-of-suicide#:~:text=The%20screener%2C%20called%20the%20computerized,the%20three%20months%20following%20screening
https://www.nimh.nih.gov/news/science-news/2021/adaptive-screener-may-help-identify-youth-at-risk-of-suicide#:~:text=The%20screener%2C%20called%20the%20computerized,the%20three%20months%20following%20screening

16

76.

7

~

7

(=]

79.

80.

(o=}

8

N

8

84.

85.

8

D

8

by

8

[e=]

89.

90.

N

study sampling strategies: a systematic review and meta-analy-
sis. Am J Public Health. 2016;106(5):e1—e12

Waseem M, Paul A, Schwartz G, et al. Role of pediatric emer-
gency physicians in identifying bullying. J Emerg Med. 2017;52(2):
246-252

. Alavi N, Reshetukha T, Prost E, et al. Relationship between bullying

and suicidal behaviour in youth presenting to the emergency de-
partment. J Can Acad Adolesc Psychiatry. 2017;26(2):70—77

. Substance Abuse and Mental Health Services Administration. Be-

havioral health equity. Available at: https://www.samhsa.gov/
behavioral-health-equity. Accessed July 28, 2020

CSSRS. SAFE-T protocol with C-SSRS. Available at: https://cssrs.
columbia.edu/wp-content/uploads/SAFE-T-Protocol-w-C-SSRS-
embedded-recent.docx. Accessed February 22, 2022

Zero Suicide. Providing the least restrictive care. Available at:
http://zerosuicide.sprc.org/toolkit/treat/providing-least-restrictive-
care2016. Accessed April 17, 2022

. Horowitz LM, Bridge JA, Teach SJ, et al. Ask Suicide-Screening

Questions (ASQ): a brief instrument for the pediatric emergency
department. Arch Pediatr Adolesc Med. 2012;166(12):1170-1176

. Boudreaux ED, Miller |, Goldstein AB, et al. The Emergency Depart-

ment Safety Assessment and Follow-up Evaluation (ED-SAFE): method
and design considerations. Contemp Clin Trials. 2013;36(1):14—24

Shaffer D, Scott M, Wilcox H, et al. The Columbia Suicide Screen:
validity and reliability of a screen for youth suicide and depres-
sion. J Am Acad Child Adolesc Psychiatry. 2004;43(1):71-79

The Joint Commission. R3 report, requirement, rationale and ref-
erence. Available at: https://www,jointcommission.org/standards/
r3-report/#sort=%40z95xz95xcontentdate%20descending. Accessed
November 27, 2019

Feuer V, Rocker J, Saggu BM, Andrus JM. Best practices in man-
aging child and adolescent behavioral health emergencies. Pe-
diatr Emerg Med Pract. 2018;15(1):1-28

. Gipson PY, Agarwala P, Opperman KJ, Horwitz A, King CA. Columbia-

suicide severity rating scale: predictive validity with adolescent psy-
chiatric emergency patients. Pediatr Emerg Care. 2015;31(2):88-94

. Goldenring JM, Cohen E. Getting into adolescent heads. Contemp

Pediatr. 1988;(5):75

. Ginsburg KR. The SSHADESS screen. In: Ginsburg KR, Kinsman

SB, eds. Reaching Teens: Strength-Based Communication Strate-
gies to Build Resilience and Support Healthy Adolescent Devel-
opment. Itasca, IL: American Academy of Pediatrics; 2014

Harris IM, Beese S, Moore D. Predicting future self-harm or sui-
cide in adolescents: a systematic review of risk assessment
scales/tools. BMJ Open. 2019;9(9):e029311

Ballard ED, Gwik M, Van Eck K, et al. Identification of at-risk
youth by suicide screening in a pediatric emergency depart-
ment. Prev Sci. 2017;18(2):174—182

. Pestian JP, Grupp-Phelan J, Bretonnel Cohen K, et al. A con-

trolled trial using natural language processing to examine the
language of suicidal adolescents in the emergency department.
Suicide Life Threat Behav. 2016;46(2):154—159

92.

93.

94.

95.

96.

97.

98.

99.

100.

10

=

102.

103.

104.

105.

106.

107.

Posner K, Brown GK, Stanley B, et al. The Columbia-Suicide Se-
verity Rating Scale: initial validity and internal consistency find-
ings from three multisite studies with adolescents and adults.
Am J Psychiatry. 2011;168(12):1266—1277

Prakash A, Lobo E, Kratochvil CJ, et al. An open-label safety and
pharmacokinetics study of duloxetine in pediatric patients with
major depression. J Child Adolesc Psychopharmacol. 2012;22(1):
48-55

Broadbent M, Moxham L, Dwyer T. The development and use of
mental health triage scales in Australia. Int J Ment Health Nurs.
2007;16(6):413—421

Durani Y, Brecher D, Walmsley D, Attia MW, Loiselle JM. The
Emergency Severity Index Version 4: reliability in pediatric pa-
tients. Pediatr Emerg Care. 2009;25(11):751-753

Green NA, Durani Y, Brecher D, DePiero A, Loiselle J, Attia M.
Emergency Severity Index version 4: a valid and reliable tool in
pediatric emergency department triage. Pediatr Emerg Care.
2012;28(8):753-757

Romig LE. Pediatric triage. A system to JumpSTART your triage
of young patients at MCls. JEMS. 2002;27(7):52—58, 60-53

Tanabe P, Gimbel R, Yarnold PR, Adams JG. The Emergency Se-
verity Index (version 3) 5-level triage system scores predict ED
resource consumption. J Emerg Nurs.2004;30(1):22—29

Travers DA, Waller AE, Katznelson J, Agans R. Reliability and va-
lidity of the emergency severity index for pediatric triage. Acad
Emerg Med. 2009;16(9):843—849

Wuerz RG, Milne LW, Eitel DR, Travers D, Gilboy N. Reliability and
validity of a new five-level triage instrument. Acad Emerg Med.
2000;7(3):236—242

. Emergency Nurses Association. Triage qualifications and compe-

tency. Available at: https://media.emscimprovement.center/
documents/triagequalificationscompetency.pdf. Accessed
February 26, 2022

Barzman D, Mossman D, Sonnier L, Sorter M. Brief Rating of Ag-
gression by Children and Adolescents (BRACHA): a reliability
study. J Am Acad Psychiatry Law. 2012;40(3):374—382

Agency for Healthcare Research and Quality. £S/ Level 2, Chapter
3. Rockville, MD: Agency for Healthcare Research and Quality;
2014

Department of Health and Human Services (DHHS), Centers for
Medicare and Medicaid Services. Revisions to State Operations
Manual (SOM) Appendix A — Survey Protocol, Regulations and
Interpretive Guidelines for Hospitals. Washington DC: Centers
for Medicare and Medicaid Services;2017

US Department of Veterans Affairs. Environmental Programs
Service Mental Health Guide. Washington, DG: US Department of
Veterans Affairs; 2014

American Psychiatric Nurses Association. How do you define
the term safety check? Available at: https://www.apna.org/i4a/
pages/index.cfm?pagelD=4364. Accessed July, 2020

Mroczkowski MM, Havens J. The state of emergency child and
adolescent psychiatry: raising the bar. Child Adolesc Psychiatr
Clin N Am. 2018;27(3):357—365

FROM THE AMERICAN ACADEMY OF PEDIATRICS

Downloaded from http://publications.aap.org/pediatrics/article-pdf/doi/10.1542/peds.2023-063256/1519738/peds.2023-063256.pdf

bv auest


https://www.samhsa.gov/behavioral-health-equity
https://www.samhsa.gov/behavioral-health-equity
https://cssrs.columbia.edu/wp-content/uploads/SAFE-T-Protocol-w-C-SSRS-embedded-recent.docx
https://cssrs.columbia.edu/wp-content/uploads/SAFE-T-Protocol-w-C-SSRS-embedded-recent.docx
https://cssrs.columbia.edu/wp-content/uploads/SAFE-T-Protocol-w-C-SSRS-embedded-recent.docx
http://zerosuicide.sprc.org/toolkit/treat/providing-least-restrictive-care2016
http://zerosuicide.sprc.org/toolkit/treat/providing-least-restrictive-care2016
https://www.jointcommission.org/standards/r3-report/#sort=%40z95xz95xcontentdate%20descending
https://www.jointcommission.org/standards/r3-report/#sort=%40z95xz95xcontentdate%20descending
https://media.emscimprovement.center/documents/triagequalificationscompetency.pdf
https://media.emscimprovement.center/documents/triagequalificationscompetency.pdf
https://www.apna.org/i4a/pages/index.cfm?pageID=4364
https://www.apna.org/i4a/pages/index.cfm?pageID=4364

108.

110.

11

—_

112.

113.

114.

116.

Cappelli M, Gray G, Zemek R, et al. The HEADS-ED: a rapid mental
health screening tool for pediatric patients in the emergency
department. Pediatrics. 2012;130(2):e321—e327

. Chun TH, Katz ER, Duffy SJ. Pediatric mental health emergencies

and special health care needs. Pediatr Clin North Am. 2013;
60(5):1185-1201

Santillanes G, Donofrio JJ, Lam CN, Claudius I. Is medical clear-
ance necessary for pediatric psychiatric patients? J Emerg
Med. 2014;46(6):800-807

. Donofrio JJ, Santillanes G, McCammack BD, et al. Clinical utility

of screening laboratory tests in pediatric psychiatric patients
presenting to the emergency department for medical clear-
ance. Ann Emerg Med. 2014;63(6):666—75.63

Lukens TW, Wolf SJ, Edlow JA, et al; American College of Emer-
gency Physicians Clinical Policies Subcommittee (Writing Com-
mittee) on Critical Issues in the Diagnosis and Management of
the Adult Psychiatric Patient in the Emergency Department. Clin-
ical policy: critical issues in the diagnosis and management of
the adult psychiatric patient in the emergency department. Ann
Emerg Med. 2006;47(1):79-99

Vergare MJ, Binder RL, Cook IA, Galanter M, Lu FG. Practice
Guidelines for the Psychiatric Evaluation of Adults. Washington,
DC: American Psychiatric Association; 2005

Shihabuddin BS, Hack CM, Sivitz AB. Role of urine drug screen-

ing in the medical clearance of pediatric psychiatric patients: is
there one? Pediatr Emerg Care. 2013;29(8):903-906

. Caffy K, Jones TL, Gilmore BG. A collaborative behavioral model

for psychiatric visits in a pediatric emergency department. Pe-
diatr Emerg Care. 2019;35(7):461-467

Lewitzka U, Sauer C, Bauer M, Felber W. Are national suicide
prevention programs effective? A comparison of 4 verum and 4
control countries over 30 years. BMC Psychiatry. 2019;19(1):158

. Miller M, Salhi C, Barber G, et al. Changes in firearm and medi-

cation storage practices in homes of youths at risk for suicide:
results of the SAFETY study, a clustered, emergency depart-
ment-based, multisite, stepped-wedge trial. Ann Emerg Med.
2020;76(2):194-205

. Matter M. Harvard school of public health. Available at: https://

www.hsph.harvard.edu/means-matter/. Accessed May 7, 2022

. Wensley G, Botti M, McKillop A, Merry AF. Maximising comfort:

how do patients describe the care that matters? A two-stage
qualitative descriptive study to develop a quality improvement
framework for comfort-related care in inpatient settings. BMJ
Open. 2020;10(5):e033336

. Miller IW, Camargo CA Jr, Arias SA, et al; ED-SAFE Investigators.

Suicide prevention in an emergency department population: the
ED-SAFE study. JAMA Psychiatry. 2017;74(6):563-570

. The Patient Safety Screener. A brief tool to detect suicide risk. Avail-

able at: https://www.sprc.org/micro-learning/patientsafetyscreener.
Accessed August 11, 2022

. Patient Safety Screener 3 (PSS-3). Patient safety screener 3 (PSS-

3). Available at: https://www.emnet-usa.org/wp-content/uploads/
2019/02/K_PtSafetyScreen.pdf. Accessed April 21, 2022

PEDIATRICS Volume 152, number 3, September 2023

123.

124.

125.

126.

127.

128.

129.

130.

131.

132.

133.

134.

135.

136.

Boudreaux ED, Camargo CA Jr, Arias SA, et al. Improving suicide
risk screening and detection in the emergency department. Am
J Prev Med. 2016;50(4):445—-453

Croswaite Counseling. Suicide assessment resources for Denver,
GO, professionals. Available at: https://croswaitecounselingplic.
com/suicideassessment. Accessed April 21, 2022

Tennessee Department of Mental Health and Substance Abuse
Services. Treatment and recovery. Available at: https://www.tn.gov/
behavioral-health/substance-abuse-services/treatment—recovery.
html. Accessed November 3, 2022

Kyriakopoulos M, Ougrin D, Fraser C, Thomas G, McMahon R.
Emergency mental health admissions for children: a naturalistic
study. Clin Child Psychol Psychiatry. 2015;20(1):8—19

Barney A, Buckelew S, Mesheriakova V, Raymond-Flesch M. The
COVID-19 pandemic and rapid implementation of adolescent
and young adult telemedicine: challenges and opportunities for
innovation. J Adolesc Health. 2020;57(2):164—171

Gerson R, Malas N, Feuer V, Silver G, Prasad R, Mroczkowski M.
Best practices for evaluation and treatment of agitated children
and adolescents (BETA) in the emergency department: consen-
sus statement of the American Association for Emergency Psy-
chiatry. West J Emerg Med. 2019;20(2):409—418

Gerson R, Malas N, Mroczkowski MM. Crisis in the emergency
department: the evaluation and management of acute agitation
in children and adolescents. Child Adolesc Psychiatr Clin N Am.
2018;27(3):367—386

Stricker FR, O'Neill KB, Merson J, Feuer V. Maintaining safety
and improving the care of pediatric behavioral health patients
in the emergency department. Child Adolesc Psychiatr Clin N
Am. 2018;27(3):427-439

0BS. Safety-careTm behavioral safety training program. Available
at: https://info.qbs.com/de-escalation-training/?utm_term=qbs%
20training&utm_campaign=LHM_Brand&utm_source=adwords&
utm_medium=ppc&hsa_acc=1543777988&hsa_cam=19644657810&
hsa_grp=148861869354&hsa_ad=647375147975&hsa_src=g&hsa_tgt=
kwd388928049340&hsa_kw=gbs%20training&hsa_mt=p&hsa_
net=adwords&hsa_ver=3&gad=1&gclid=Cj0KCQjwnrmIBh
DHARIsADJ5b_kBXPScLPOX—g-hyvjRHaAUNLIESRFMnRSOGN;TI_d68
mo2CkCK80aAlrzEALw_wcB. Accessed July 12, 2023

Uspal NG, Rutman LE, Kodish I, Moore A, Migita RT. Use of a ded-
icated, non-physician-led mental health team to reduce pediat-
ric emergency department lengths of stay. Acad Emerg Med.
2016;23(4):440-447

Agency for Healthcare Research and Quality. Warm Handoff: In-
tervention. Rockville, MD: Agency for Healthcare Research and
Quality; 2017

Moore B, Sapien R; Committee on Pediatric Emergency Medi-
cine. The role of the pediatrician in rural emergency medical
services for children. Pediatrics. 2012;130(5):978-982

Jabbour M, Reid S, Polihronis C, et al. Improving mental health
care transitions for children and youth: a protocol to imple-
ment and evaluate an emergency department clinical pathway.
Implement Sci. 2016;11(1):90

McManus BL, Kruesi MJP, Dontes AE, Defazio CR, Piotrowski JT,
Woodward PJ. Child and adolescent suicide attempts: an

Downloaded from http://publications.aap.org/pediatrics/article-pdf/doi/10.1542/peds.2023-063256/1519738/peds.2023-063256.pdf

bv auest


https://www.hsph.harvard.edu/means-matter/
https://www.hsph.harvard.edu/means-matter/
https://www.sprc.org/micro-learning/patientsafetyscreener
https://www.emnet-usa.org/wp-content/uploads/2019/02/K_PtSafetyScreen.pdf
https://www.emnet-usa.org/wp-content/uploads/2019/02/K_PtSafetyScreen.pdf
https://croswaitecounselingpllc.com/suicideassessment
https://croswaitecounselingpllc.com/suicideassessment
https://www.tn.gov/behavioral-health/substance-abuse-services/treatment&hx2013;-recovery.html
https://www.tn.gov/behavioral-health/substance-abuse-services/treatment&hx2013;-recovery.html
https://www.tn.gov/behavioral-health/substance-abuse-services/treatment&hx2013;-recovery.html
https://info.qbs.com/de-escalation-training/?utm_term=qbs%20training&utm_campaign=LHM_Brand&utm_source=adwords&utm_medium=ppc&hsa_acc=1543777988&hsa_cam=19644657810&hsa_grp=148861869354&hsa_ad=647375147975&hsa_src=g&hsa_tgt=kwd388928049340&hsa_kw=qbs%20training&hsa_mt=p&hsa_net=adwords&hsa_ver=3&gad=1&gclid=Cj0KCQjwnrmlBhDHARIsADJ5b_kBXPScLP0X--g-hyvjRHaAUNLiESRFMnRSOGNjTl_d68mo2CkCK8QaAlrzEALw_wcB
https://info.qbs.com/de-escalation-training/?utm_term=qbs%20training&utm_campaign=LHM_Brand&utm_source=adwords&utm_medium=ppc&hsa_acc=1543777988&hsa_cam=19644657810&hsa_grp=148861869354&hsa_ad=647375147975&hsa_src=g&hsa_tgt=kwd388928049340&hsa_kw=qbs%20training&hsa_mt=p&hsa_net=adwords&hsa_ver=3&gad=1&gclid=Cj0KCQjwnrmlBhDHARIsADJ5b_kBXPScLP0X--g-hyvjRHaAUNLiESRFMnRSOGNjTl_d68mo2CkCK8QaAlrzEALw_wcB
https://info.qbs.com/de-escalation-training/?utm_term=qbs%20training&utm_campaign=LHM_Brand&utm_source=adwords&utm_medium=ppc&hsa_acc=1543777988&hsa_cam=19644657810&hsa_grp=148861869354&hsa_ad=647375147975&hsa_src=g&hsa_tgt=kwd388928049340&hsa_kw=qbs%20training&hsa_mt=p&hsa_net=adwords&hsa_ver=3&gad=1&gclid=Cj0KCQjwnrmlBhDHARIsADJ5b_kBXPScLP0X--g-hyvjRHaAUNLiESRFMnRSOGNjTl_d68mo2CkCK8QaAlrzEALw_wcB
https://info.qbs.com/de-escalation-training/?utm_term=qbs%20training&utm_campaign=LHM_Brand&utm_source=adwords&utm_medium=ppc&hsa_acc=1543777988&hsa_cam=19644657810&hsa_grp=148861869354&hsa_ad=647375147975&hsa_src=g&hsa_tgt=kwd388928049340&hsa_kw=qbs%20training&hsa_mt=p&hsa_net=adwords&hsa_ver=3&gad=1&gclid=Cj0KCQjwnrmlBhDHARIsADJ5b_kBXPScLP0X--g-hyvjRHaAUNLiESRFMnRSOGNjTl_d68mo2CkCK8QaAlrzEALw_wcB
https://info.qbs.com/de-escalation-training/?utm_term=qbs%20training&utm_campaign=LHM_Brand&utm_source=adwords&utm_medium=ppc&hsa_acc=1543777988&hsa_cam=19644657810&hsa_grp=148861869354&hsa_ad=647375147975&hsa_src=g&hsa_tgt=kwd388928049340&hsa_kw=qbs%20training&hsa_mt=p&hsa_net=adwords&hsa_ver=3&gad=1&gclid=Cj0KCQjwnrmlBhDHARIsADJ5b_kBXPScLP0X--g-hyvjRHaAUNLiESRFMnRSOGNjTl_d68mo2CkCK8QaAlrzEALw_wcB
https://info.qbs.com/de-escalation-training/?utm_term=qbs%20training&utm_campaign=LHM_Brand&utm_source=adwords&utm_medium=ppc&hsa_acc=1543777988&hsa_cam=19644657810&hsa_grp=148861869354&hsa_ad=647375147975&hsa_src=g&hsa_tgt=kwd388928049340&hsa_kw=qbs%20training&hsa_mt=p&hsa_net=adwords&hsa_ver=3&gad=1&gclid=Cj0KCQjwnrmlBhDHARIsADJ5b_kBXPScLP0X--g-hyvjRHaAUNLiESRFMnRSOGNjTl_d68mo2CkCK8QaAlrzEALw_wcB
https://info.qbs.com/de-escalation-training/?utm_term=qbs%20training&utm_campaign=LHM_Brand&utm_source=adwords&utm_medium=ppc&hsa_acc=1543777988&hsa_cam=19644657810&hsa_grp=148861869354&hsa_ad=647375147975&hsa_src=g&hsa_tgt=kwd388928049340&hsa_kw=qbs%20training&hsa_mt=p&hsa_net=adwords&hsa_ver=3&gad=1&gclid=Cj0KCQjwnrmlBhDHARIsADJ5b_kBXPScLP0X--g-hyvjRHaAUNLiESRFMnRSOGNjTl_d68mo2CkCK8QaAlrzEALw_wcB
https://info.qbs.com/de-escalation-training/?utm_term=qbs%20training&utm_campaign=LHM_Brand&utm_source=adwords&utm_medium=ppc&hsa_acc=1543777988&hsa_cam=19644657810&hsa_grp=148861869354&hsa_ad=647375147975&hsa_src=g&hsa_tgt=kwd388928049340&hsa_kw=qbs%20training&hsa_mt=p&hsa_net=adwords&hsa_ver=3&gad=1&gclid=Cj0KCQjwnrmlBhDHARIsADJ5b_kBXPScLP0X--g-hyvjRHaAUNLiESRFMnRSOGNjTl_d68mo2CkCK8QaAlrzEALw_wcB

142.

143.

144.

145.

149.

150.

18

puify

opportunity for emergency departments to provide injury pre-
vention education. Am J Emerg Med. 1997;15(4):357—360

. Sukhodolsky DG, Smith SD, McCauley SA, Ibrahim K, Piasecka

JB. Behavioral interventions for anger, irritability, and aggres-
sion in children and adolescents. J Child Adolesc Psychophar-
macol. 2016;26(1):58—64

. Edwards SJ, Sachmann MD. No-suicide contracts, no-suicide

agreements, and no-suicide assurances: a study of their nature,
utilization, perceived effectiveness, and potential to cause
harm. Crisis. 2010;31(6):290-302

.Pon N, Asan B, Anandan S, Toledo A. Special considerations in

pediatric psychiatric populations. Emerg Med Clin North Am.
2015;33(4):811-824

. Stephens MM, Cook-Fasano HT, Sibbaluca K. Childhood bul-

lying: implications for physicians. Am Fam Physician. 2018,
97(3):187-192

. Chun TH, Mace SE, Katz ER; Committee on Pediatric Emergency

Medicine; Pediatric Emergency Medicine Committee. Evaluation
and management of children with acute mental health or be-
havioral problems. Part II: recognition of clinically challenging
mental health related conditions presenting with medical or
uncertain symptoms. Pediatrics. 2016;138(3):e20161573

Kann L, Olsen EO, McManus T, et al. Sexual identity, sex of sexual
contacts, and health-related behaviors among students in
grades 9-12 - United States and selected sites, 2015. MMWR
Surveill Summ. 2016;65(9):1-202

Raifman J, Charlton BM, Arrington-Sanders R, et al. Sexual ori-
entation and suicide attempt disparities among US adolescents:
2009-2017. Pediatrics. 2020;145(3):e20191658

Hatzenbuehler ML, Jun HJ, Corliss HL, Bryn Austin S. Structural
stigma and sexual orientation disparities in adolescent drug
use. Addict Behav. 2015;46:14—18

Hatzenbuehler ML, Phelan JC, Link BG. Stigma as a fundamental

cause of population health inequalities. Am J Public Health.
2013;103(5):813-821

. Chisolm-Straker M, Jardine L, Bennouna G, et al. Transgender

and gender nonconforming in emergency departments: a
qualitative report of patient experiences. Transgend Health.
2017;2(1):8-16

.James SE, Herman JL, Rankin S, Keisling M, Mottet L, Anaf M.

The Report of the 2015 US. Transgender Survey. Washington,
DC: National Genter for Transgender Equality; 2016

. Clark JS. Ring the alarm: Black girls in the discourse on the

school-to-prison pipeline. Du Bois Rev. 2020;17(1):1—17

Bridge JA, Horowitz LM, Fontanella CA, et al. Age-related racial
disparity in suicide rates among US youths from 2001 through
2015. JAMA Pediatr. 2018;172(7):697-699

Lindsey MA, Sheftall AH, Xiao Y, Joe S. Trends of suicidal behav-
iors among high school students in the United States: 1991-
2017. Pediatrics. 2019;144(5):e20191187

.Assari S, Caldwell CH. Mental health service utilization among

Black youth; psychosocial determinants in a national sample.
Children (Basel). 2017;4(5):40

152.

153.

154.

195.

196.

197.

138.

199.

160.

16

=

162.

163.

164.

165.

166.

Alegria M, Green JG, McLaughlin KA, Loder S. Disparities in Child
and Adolescent Mental Health and Mental Health Services in
the U.S. New York, NY: William T Grant; 2015:1-26

SAMHSAs Office of Behavioral Health Equity. Trauma, racism,
chronic stress and the health of Black Americans. Available at:
https://share.nned.net/2020/06/samhsas-office-of-behavioral-
health-equity-trauma-racism-chronic-stress-and-the-health-of-
black-americans/. Accessed February 18, 2022

Horvat L, Horey D, Romios P, Kis-Rigo J. Cultural competence ed-
ucation for health professionals. Cochrane Database Syst Rev.
2014;(5):CD009405

Gopal DP, Chetty U, O'Donnell P, Gajria G, Blackadder-Weinstein J.
Implicit bias in healthcare: clinical practice, research and deci-
sion making. Future Healthc J. 2021;8(1):40-48

Yim KM, Ko HF, Yang ML, Li TY, Ip S, Tsui J. A paradigm shift in
the provision of improved critical care in the emergency de-
partment. Hong Kong Med J. 2018;24(3):293-297

Underwood LA, Washington A. Mental illness and juvenile of-
fenders. Int J Environ Res Public Health. 2016;13(2):228

Innovation and Improvement Center; Emergency Medical Serv-
ices for Children. Ensuring pediatric readiness for all emergency
departments National Pediatric Readiness Project. Available at:
https://emscimprovement.center/domains/hospital-based-care/
pediatric-readiness-project/. Accessed July 1, 2023

Gausche-Hill M, Ely M, Schmuhl P, et al. A national assessment
of pediatric readiness of emergency departments. JAMA Pe-
diatr. 2015;169(6):527-534

Cree RA, So M, Franks J, et al. Characteristics associated with
presence of pediatric mental health care policies in emergency
departments. Pediatr Emerg Care. 2019;37(12):e1116—e1121

. Provincial Council for Maternal and Child Health. Implementa-

tion toolkit: emergency department clinical pathway for chil-
dren and youth with mental health conditions. Available at:
www.pcmch.on.ca/health-care-providers/paediatric-care/pcmch-
strategies-and-initiatives/ed-clinicalpathways/.2013. Accessed
May 20, 2022

Jabbour M, Hawkins J, Day D, et al. An emergency department
clinical pathway for children and youth with mental health con-
ditions. Child Adolesc Psychiatr Glin N Am. 2018;27(3):413—425

Frosch E, dosReis S, Maloney K. Connections to outpatient men-
tal health care of youths with repeat emergency department
visits for psychiatric crises. Psychiatr Serv. 2011,62(6):646—649

Lynch S, Witt W, Ali MM, et al. Care coordination in emergency
departments for children and adolescents with behavioral
health conditions: assessing the degree of regular follow-up af-
ter psychiatric emergency department visits. Pediatr Emerg
Care. 2021;37(4):e179—-184

Sobolewski B, Richey L, Kowatch RA, Grupp-Phelan J. Mental health
follow-up among adolescents with suicidal behaviors after emer-
gency department discharge. Arch Suicide Res. 2013;17(4):323-334

Hopper SM, Pangestu |, Cations J, Stewart G, Sharwood LN, Babl
FE. Adolescents in mental health crisis: the role of routine fol-
low-up calls after emergency department visits. Emerg Med J.
2011;28(2):159-160

FROM THE AMERICAN ACADEMY OF PEDIATRICS

Downloaded from http://publications.aap.org/pediatrics/article-pdf/doi/10.1542/peds.2023-063256/1519738/peds.2023-063256.pdf

bv auest


https://share.nned.net/2020/06/samhsas-office-of-behavioral-health-equity-trauma-racism-chronic-stress-and-the-health-of-black-americans/
https://share.nned.net/2020/06/samhsas-office-of-behavioral-health-equity-trauma-racism-chronic-stress-and-the-health-of-black-americans/
https://share.nned.net/2020/06/samhsas-office-of-behavioral-health-equity-trauma-racism-chronic-stress-and-the-health-of-black-americans/
https://emscimprovement.center/domains/hospital-based-care/pediatric-readiness-project/
https://emscimprovement.center/domains/hospital-based-care/pediatric-readiness-project/
http://www.pcmch.on.ca/health-care-providers/paediatric-care/pcmch-strategies-and-initiatives/ed-clinicalpathways/.2013
http://www.pcmch.on.ca/health-care-providers/paediatric-care/pcmch-strategies-and-initiatives/ed-clinicalpathways/.2013

167.

168.

169.

170.

17

—_

172.

173.

174.

Newton AS, Hartling L, Soleimani A, Kirkland S, Dyson MP, Cap-
pelli M. A systematic review of management strategies for
children’s mental health care in the emergency department: up-
date on evidence and recommendations for clinical practice
and research. Emerg Med J. 2017;34(6):376—384

Coffman KB, Coffman LC, Ericson KMM. The size of the LGBT pop-
ulation and the magnitude of antigay sentiment are substan-
tially underestimated. Manage Sci. 2017;63(10):3147-3529

Rhodes AE, Bethell J, Newton AS, et al; Pediatric Emergency Re-
search Canada (PERC). Developing measures of quality for the
emergency department management of pediatric suicide-re-
lated behaviors. Pediatr Emerg Care. 2012;28(11):1124—1128

American Academy of Pediatrics, American Foundation for Suicide
Prevention, National Institute of Mental Heatlth. Blueprint for youth sui-
cide prevention. Available at: https://www.aap.org/en/patient-care/
blueprintfor-youth-suicide-prevention/. Accessed June 18, 2022

.Annals of Emergency Medicine. Transfer of patient care be-

tween EMS providers and receiving facilities. Ann Emerg Med.
2014;63(4):503

Gaynor J, Hargreaves WA. “Emergency room” and “mobile re-
sponse” models of emergency psychiatric services. Community
Ment Health J. 1980;16(4):283—292

Substance Abuse and Mental Health Services Administration
(SAMHSA). Crisis Services Meeting Needs, Saving Lives. Rock-
ville, MD: Substance Abuse and Mental Health Services Adminis-
tration (SAMHSA); 2020

Fischer KR, Bakes KM, Corbin TJ, et al. Trauma-informed care
for violently injured patients in the emergency department. Ann
Emerg Med. 2019;73(2):193-202

PEDIATRICS Volume 152, number 3, September 2023

175.

176.

177.

178.

179.

180.

18

=

182.

Mental Health Initiatives. American Academy of Pediatrics.
Available at: https://services.aap.org/en/patient-care/mental-health-
initiatives/. Accessed July 9, 2021

Richmond JS, Berlin JS, Fishkind AB, et al. Verbal de-escalation
of the agitated patient: consensus statement of the American
Association for Emergency Psychiatry Project BETA de-escalation
workgroup. West J Emerg Med. 2012;13(1):17-25

Roppolo LP, Morris DW, Khan F, et al. Improving the manage-
ment of acutely agitated patients in the emergency department
through implementation of Project BETA (Best Practices in the
Evaluation and Treatment of Agitation). J Am Coll Emerg Physi-
cians Open. 2020;1(5):898-907

Haine-Schlagel R, Walsh NE. A review of parent participation en-
gagement in child and family mental health treatment. Clin
Child Fam Psychol Rev. 2015;18(2):133—150

Peters KM, Sadler G, Miller E, Radovic A. An electronic referral
and social work protocol to improve access to mental health
services. Pediatrics. 2018;142(5):e20172417

Appelbaum PS. “Boarding” psychiatric patients in emergency
rooms: one court says “no more”. Psychiatr Serv. 2015;66(7):
668—670

. Williams DR, Cooper LA. Reducing racial inequities in health: us-

ing what we already know to take action. Int J Environ Res Pub-
lic Health. 2019;16(4):606

Marchi M, Magarini FM, Mattei G, et al. Diagnostic agreement
between physicians and a consultation-liaison psychiatry team
at a general hospital: an exploratory study across 20 years of
referrals. Int J Environ Res Public Health. 2021;18(2):749

Downloaded from http://publications.aap.org/pediatrics/article-pdf/doi/10.1542/peds.2023-063256/1519738/peds.2023-063256.pdf

bv auest


https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/
https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/
https://services.aap.org/en/patient-care/mental-health-initiatives/
https://services.aap.org/en/patient-care/mental-health-initiatives/

