ED Screening and Treatment Options
for Pediatric (ED STOP) Suicide

ED Based Intervention

This guide was designed exclusively for sites participating in the ED STOP Suicide QI Collaborative and has
not been validated. The clinical care team should use independent judgment in the management of any
specific patient and is responsible, in consultation with the patient and/or the patient’s family, to make the
ultimate decisions regarding care. This intervention bundle may conflict with “existing” local quality
improvement efforts. Participants are encouraged to seek support from your ED and hospital leadership
regarding the adoption of the proposed change strategies as standard practice for your ED.

Introduction

ED-Based Interventions focuses on supporting ED professionals to create or enhance processes and clinical
pathways to standardize care for pediatric patients who have screened high-risk for suicide. ED-Based
Interventions includes processes and procedures for managing patients who screened high-risk for suicide,
including: decision-making support for diagnostic testing, de-escalation procedures, use of chemical/physical
restraints, as well as implementation of a checklist or best practices policy that ensures proper care and safety
of pediatric mental health patients, particularly those who may be boarding in the ED.

It is anticipated that an individual ED site team will choose one or more measures to work on. The following
measures have been suggested by the ED STOP Advisory Committee.

(Structural) Measure 1 - Presence of a clinical pathway for pediatric patients determined to be at high-risk for
suicide that includes recommendations for diagnostic testing, de-escalation, chemical/physical restraint, and
patient/family considerations when/if boarding.

(Structural) Measure 2 - Presence of a standardized order set for clinical management of children who
screen high-risk for suicide.

Standardization of care for all pediatric patients with mental or behavioral health considerations and integration
into clinical care/electronic medical record platform is important and can improve outcomes.

(Structural) Measure 3 (stretch goal if feasible in your facility) - Presence of a quality review process to
evaluate order-set utilization among children who screen high-risk for suicide.

Please note that the presence of standardized care guidance does not necessarily equal “utilization”.
Standardized guidance is needed to assess for variation in care (variation = varied quality).

(Process) Measure 4 (stretch goal if feasible in your facility) - Percentage of pediatric patients at high-risk for
suicide with order-set compliance.

Data Collection

OPERATIONAL DEFINITION

Order Set Use: Using one or more orders from the standardized order set during care of a high-risk pediatric
mental health patient. A standardized order set is not intended to be prescriptive or to encourage excessive
diagnostic testing, yet it is a mechanism to offer few critical items/suggestions to help standardize care. This
might include testing; specific diet; physical activity while in the ED waiting for care or services; an automatic



consultation with a licensed mental health professional, counselor, or social worker; suggested medications
as needed for agitation; or perhaps a patient- and family-centered support resource. The idea is that this type
of order set prompts the physician to ensure certain necessary sets are considered and taken on a consistent
basis.

Example Interventions

KEY DRIVER 1: WRITTEN CLINICAL PATHWAY/ORDER SET

Decision support tools to ensure appropriate management of pediatric patients with mental health
symptoms or considerations provide standardized guidance for multidisciplinary care teams based on
available site-specific resources.

Change Strategies

o Develop or update a written clinical pathway and/or order set to guide the care of pediatric patients
at high-risk for suicide. This should include, but is not limited to:
o Intake process: monitoring (i.e., direct observation by a sitter), personal belongings, room
safety

o Pediatric diet

o Physical activity, etc.

o Automatic consultation with licensed mental health professional or social worker

= Diagnostic testing recommendations (tailor for specific situations to minimize unneeded

testing): e.g., EKG, COVID testing, pregnancy testing, drug testing, etc., de-escalation
strategies (identifying when needed as well as specific options), chemical/physical
restraint options or an agitation pathway, as well as patient/family considerations
tailored to the length of estimated stay in the ED when/if boarding.

KEY DRIVER 2: EDUCATION

Change Strategies

e Develop a training or education program that includes:
o Learning Objectives: Components and importance of clinical pathway/order set for
pediatric patients determined to be at high-risk for suicide.
o Identification of a training modality (i.e., presentation with PowerPoint slides during a staff
meeting, just-in-time education, peer to peer discussions).

KEY DRIVER 3: ELECTRONIC MEDICAL RECORD (EMR) OPTIMIZATION

Change Strategies

e Integrate order set components into the electronic medical record
¢ Implement standing physician orders
o Develop alert to remind care team to use or link to the order set when a patient screens high risk
for suicide
KEY DRIVER 4: UTILIZATION REINFORCEMENT

Change Strategies

e Signage reminding care team to use standardized care process and order set
o Direct feedback to care team following chart audit

KEY DRIVER 5: PROCESS TO EVALUATE ORDER SET USE

Change Strategies




e Develop a process to determine if the order set is used in pediatric patients who screen high-risk
for suicide:
o Audit charts to determine order set use in a sample population of patients
o Ifincorporated into EMR, create data collection system to determine order set use

Resources and Tools

Pediatric Education and Advocacy Kits (PEAK)
https://emscimprovement.center/education-and-resources/peak/

PEAK: Agitation
https://emscimprovement.center/education-and-resources/peak/pediatric-aqgitation/

ElIC Care of the Agitated Patient Guide
https://media.emscimprovement.center/documents/EMS220128 Agitation.pdf

ElIC Medication Dosing Recommendations for Agitation
https://media.emscimprovement.center/documents/EMS220824 AgitationMedChart 220830. pdf

New England Regional Behavioral Health Toolkit
https://emscimprovement.center/state-organizations/new-england/new-england-behavioral-health-toolkit/

ElIC Comprehensive Care Bundle, Which Includes Example Room Safety Checklist
https://emscimprovement.center/state-organizations/new-england/new-england-behavioral-health-
toolkit/comprehensive-care-bundle/




Room Safety Checklist
Room #:

Patient in safe room? YES NO

If “NO™ please proceed:

Items for removal

+ Trash Can: Date/time completed Initials of who completed
* Oxygen tank: Date/time complete Initials of who completed
+ Chairs: Date/time completed Initials of who completed
*  Supply cart: Date/time completed Initials of who completed
«  Computer: Pate/time completed Initials of who completed

+ All removable cords:
Date/time completed Initials of who completed

Items to be secured in patient room with zip ties (if unable to be removed)

+  Any non-removable cords
Date/time completed Initials of who completed

+ Suction Date/time completed Initials of who completed

+  Ophthalmoscope/Otoscope
Date/time completed Initials of who completed

Special Considerations:
Please list any items specific to patient that may need to be left in room (e.g. suction for autistic
patients)

Adapted from work by Kathleen Kiley and Denise Downey

Room Safety Checklist
https://emscimprovement.center/state-organizations/new-england/new-england-behavioral-health-
toolkit/comprehensive-care-bundle/



https://emscimprovement.center/state-organizations/new-england/new-england-behavioral-health-toolkit/comprehensive-care-bundle/
https://emscimprovement.center/state-organizations/new-england/new-england-behavioral-health-toolkit/comprehensive-care-bundle/

What to ax t during your Emergency D riment [ED) stay for a Behavioral
Health condition

The goal of this shest is to explain what to expect during your ED stay.
What happens when we arrive to the ED?

& Afler you airive bo the ED, you will meat with an ED staff memiser in tiags who will sk you
questions about you and your chikd.

® I your child takes medications, pleasa make sure to lat the nurss know.

= ‘Whan a room is available, you will be taken back into the main ED and assigned a nursa and a
doctor,

* Please undersiand that the evaluation process can take some tima. We know that you are
dealing with a difficull situation that can be scary and overwhelming

* four child's safety i our fop concem

After you arrive in the ED room

= Affer you arriva bo your ED room, the nuree and physician will meed with you o understand
what brought you to the ED icday. They will likely ask you similar queslions to the iriage siaff
but in greater datail so they can also undarstand what brought wou to the ED today.
# Inorder to keap your child safe, there are several staps that we take o keep your child safe
o Salaty wabtch-An ED staff membar or securily parsonnal will be actively monitoring your
child during iheir ED slay. In order 1o monilor your child, the door ko your roam will need
o gither sty open during their stay o will eed be locked with a vides manitor o
ensure heir safaty while they are swalting a mental health evaluation.
n Balongings-Your child will be asked 1o change inlo hospilsl pajamas and thee
belangings will be sacuresd and saanched.
o Bafhroosr- When your child needs to use the bathroom, they will nesd o be
socompanied by staff o ensure thair sefaty and the door mey nsed o be kept slighthy
oo,
= 'Whal does the mental health clinkcan do?
o ED staff will lkely contact a mental health clinician who will meat with you and your
child Thay wal gathar in-dapth information about your child's mantal haalth history,
They may also contact your child's ofher providers or school staff,
o The main goal of thair assessment is o dacide what leval of care would be bast for your
child's ngads,
#  Tha differant levals can include continued cutpatisnt managameant with your
current oulpaient leam, a padial hospitalizalion program, Communily Based
Aoube Treatment (CBAT) and inpatient admission.

What to Expect in the ED Handout for Parents (From the New England Behavioral Health Tool Kit)
https://emscimprovement.center/state-organizations/new-england/new-england-behavioral-health-
toolkit/comprehensive-care-bundle/
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