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Emergency department (ED) health care professionals often care for
patients with previously diagnosed psychiatric illnesses who are ill,
injured, or having a behavioral crisis. In addition, ED personnel encounter children with psychiatric illnesses who may not present to the ED
with overt mental health symptoms. Staff education and training regarding identiﬁcation and management of pediatric mental health illness can help EDs overcome the perceived limitations of the setting
that inﬂuence timely and comprehensive evaluation. In addition, ED
physicians can inform and advocate for policy changes at local, state,
and national levels that are needed to ensure comprehensive care of
children with mental health illnesses. This report addresses the roles
that the ED and ED health care professionals play in emergency mental
health care of children and adolescents in the United States, which
includes the stabilization and management of patients in mental health
crisis, the discovery of mental illnesses and suicidal ideation in ED
patients, and approaches to advocating for improved recognition and
treatment of mental illnesses in children. The report also addresses
special issues related to mental illness in the ED, such as minority
populations, children with special health care needs, and children’s
mental health during and after disasters and trauma. Pediatrics 2011;
127:e1356–e1366
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BACKGROUND
Emergency department (ED) health care professionals often care for
patients with previously diagnosed psychiatric illnesses who are ill,
injured, or having a behavioral crisis. ED health care professionals also
need to identify and manage patients with previously undiagnosed
and/or undetected conditions such as suicidal ideation, depression,
anxiety, psychosis, substance use and abuse, and posttraumatic stress
disorder (PTSD). This report will address the roles that the ED and ED
health care professionals play in emergency mental health care of
children and adolescents in the United States. This technical report
supports the 2006 joint statement from the American Academy of Pediatrics (AAP) and American College of Emergency Physicians (ACEP)
titled “Pediatric Mental Health Emergencies in the Emergency Medical
Services System.”1,2 Previous policy statements, clinical reports, and
technical reports by the AAP that have addressed speciﬁc pediatric
emergency mental health issues and formulated guidelines for model
programs include, but are not limited to, “Adolescent Assault Victim
e1356
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Needs: A Review of Issues and a Model
Protocol” (1996),3 “Access to Pediatric
Emergency Medical Care” (2000),4
“Child Life Services” (2006),5 “Care of
the Adolescent Sexual Assault Victim”
(2008),6 “Achieving Quality Health Services for Adolescents” (2008),7 “Suicide and Suicide Attempts in Adolescents” (2007),8“Underinsurance of
Adolescents” (2008),9 “Death of a Child
in the Emergency Department” (joint
statement from the AAP and ACEP in
200210 and a supporting technical report by the same title (2005),11
“Patient- and Family-Centered Care
and the Role of the Emergency Physician Providing Care to a Child in the
Emergency Department” (2006),12 and
“Family-Centered Care and the Pediatrician’s Role” (2003).13

PSYCHIATRIC ILLNESS AND THE ED
The current and increasing concerns
regarding pediatric mental health
emergencies occur within the context
of the overall crisis in pediatric ED
care. First, there has been an increase
in the prevalence of ED visits for psychiatric illness.14–18 This situation is
complicated by a shortage of inpatient
and outpatient services available for
patients who need mental health care
and an unfunded mandate to care for
these patients in an ED setting. The
1999 Surgeon General’s report on
mental health19 indicated that 21% of
US children 9 to 17 years of age have a
diagnosable mental or addictive disorder. The National Institute of Mental
Health has reported that 10% of children in the United States currently suffer from mental illness, and more than
13 million children require mental
health or substance abuse services.20,21 The World Health Organization has estimated that by the year
2020, neuropsychiatric disorders will
become 1 of the 5 most common
causes of morbidity, mortality, and disability for children.22 A study at the University of Pittsburgh found that from

1979 to 1996, the rate of psychosocial
problems identiﬁed in primary care
visits of 4- to 15-year-olds increased
from 7% to 18%.23 Suicide in the United
States currently ranks as the fourth
leading cause of death for 10- to 14year-olds and the third leading cause
of death for 15- to 19-year-olds, accounting for 11.3% of all deaths in the
latter age group in 2006. More than
half of adolescents 13 to 19 years of
age have suicidal thoughts, nearly
250 000 adolescents attempt suicide
each year, and up to 10% of children
attempt suicide sometime during their
lives.24–26 Of great concern is the fact
that, despite its increasing prevalence,
the risk of suicidal behavior in many
children and adolescents is often undetected. One study found that 83% of
adolescent patients who had attempted suicide were not recognized
as suicidal by their primary care physicians.27 Rotheram-Borus et al28 reported that fewer than 50% of adolescents seen for suicidal behavior in the
ED were ever referred for treatment,
and, even when they were referred,
compliance with treatment was low.
Another study revealed that only oneﬁfth of these children receive necessary treatment.21
Patients who need mental health care
can be disturbing to the routine and
ﬂow of the ED and require more resources than many medical or trauma
patients. In a 2006 study, Santiago et
al29 reported that 210 patients with a
median age of 14 years and requiring
psychiatric evaluation spent a median
of 5.7 hours in the ED. Hospital police
monitored 51.9% of these patients, and
45 patients exhibited dangerous behaviors. Among children who frequently used mental health services in
the ED, approximately 50% of them
were seen again within 2 months of
their initial visit, which suggests that
patterns of recidivism are high for psychiatric patients. Repeat patients are

more likely to threaten to harm others;
to have a diagnosis of adjustment, conduct, or oppositional disorder; and to
be under the care of a child welfare
agency. Repeat users were also significantly more likely than one-time patients to be less compliant with outpatient follow-up, be admitted to the
hospital, and require more social support. These youth also have increased
risk of involvement with juvenile justice; a large proportion of them have
related behavioral, emotional, and
cognitive disabilities and have greater
difﬁculty remaining in residential
treatment. The total proportion of children admitted to general inpatient services from the ED for mental health
problems is also increasing. In Washington State, psychiatric disorders
were the leading cause of adolescent
hospitalization and accounted for onethird of hospital days for 5- to 19-yearolds over a 10-year period from 1994 to
2003.30
According to a 2004 AAP policy statement, ED overcrowding threatens access to emergency services for those
who need them the most and further
complicates the ability of EDs to serve
the needs of patients who need mental
health care and their families.31 A 2008
report from the Centers for Disease
Control and Prevention noted that ED
visits increased 32% from 1996 to
2006, whereas the number of EDs decreased by 5%. Approximately onethird of EDs reported having to divert
incoming patients to another ED in the
previous year.32 Boarding of patients
with mental illness in the ED has many
deleterious effects on the health care
of those patients and others.33 The ED
is often a high-stimulation environment that is not conducive to calming
agitated patients. In addition, privacy
is not as easy to arrange, which leads
to distraction and disruption of care
for these patients and their families as
well as the other ED patients.
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The pediatrics section of the 2007 Institute of Medicine report on emergency
services described the burgeoning
problem of pediatric mental health
problems in the saturated emergency
medical services (EMS) system.34 The
report cited studies that have demonstrated inadequate or nonexistent
screening and evaluation for children
with mental health complaints, inadequate training and comfort levels for
ED physicians and nurses in caring for
pediatric patients with mental health
complaints, suboptimal ED environment for mental health patients in crisis, and extended ED wait times for patients who need mental health care
and require admission because of lack
of psychiatric inpatient resources. According to the Institute of Medicine report, not only is ED use increasing, but
younger patients are being seen, and
depression, bipolar disorder, and anxiety are now being identiﬁed in children of elementary school age. EDs are
increasingly used as the safety net for
diagnosing and managing psychiatric
illness in these children. The pediatric
ED at Yale noted an increase of 59% in
psychiatric illness-related visits between 1995 and 1999; the most common complaints were behavioral
changes, ingestions, suicide attempts,
and violence.35 The Cincinnati Children’s Hospital ED reported an annual
increase in visits by psychiatric patients from 800 in 1995 to more than
2000 in 2004.36 In their 1999 study of
pediatric EMS usage, Sapien et al37
found that 15% of pediatric EMS responses were for suicide, assault, or
alcohol and drug intoxication, which
emphasizes the need for ﬁrst responders to have an informed approach to
these problems. The actual number of
psychiatric emergencies may be underestimated, because many children
and adolescents who present with
trauma may have made a suicide attempt, and vague somatic complaints
e1358

may actually represent depression,
PTSD, suicidal ideation, or abuse.

BARRIERS TO MENTAL HEALTH
SERVICES IN THE EMS SYSTEM
Hoyle and White38 outlined the barriers
to adequate pediatric mental health
services in the EMS system. These barriers can be categorized as (1) a lack
of information relating to pediatric
psychiatric illness, (2) limitations of
the ED setting that inﬂuence timely and
comprehensive evaluation, (3) need
for education and training of ED staff
regarding identiﬁcation and management of pediatric psychiatric illness,
and (4) a lack of access to and effectiveness of inpatient and outpatient
mental health services.
Lack of Information Relating to
Pediatric Psychiatric Illness
In a 2002 report, Horwitz et al noted,
“Federal agencies’ planning documents devote considerable attention
to the need to understand the identiﬁcation and treatment of children’s behavioral and emotional issues within
primary medical settings. Nevertheless, a paucity of evidence exists to
demonstrate that such attention has
resulted in aggressive programs of research in this area.”39 They found that
adults received 15 times more research attention than did children and
adolescents. Some epidemiologic data
regarding psychiatric problems are
available from national database
sources including the National Hospital Discharge Survey, the National Hospital Ambulatory Medical Care Survey,
and the National Electronic Injury Surveillance System. However, because
children’s psychiatric issues were
largely unrecognized during the development of these databases, information regarding children and adolescents is obtained most often by
extrapolation or inference. The National Hospital Discharge Survey and
National Hospital Ambulatory Medical

Care Survey use broad age groupings
(younger than 15 and 15 through 44
years) that obfuscate the data pertinent to children and do not always subcategorize psychiatric illness or ED
visits. Olson et al40 used National
Electronic Injury Surveillance System
data from 10 hospitals over a 3-month
period in 2000 to categorize presentations to the ED and found that psychiatric or violence-related complaints
represented a relatively high proportion of pediatric ED visits.
Limitations of the ED Setting That
Inﬂuence Timely and
Comprehensive Evaluation
ED health care professionals recognize
the difﬁculties in providing care to all
children with psychiatric emergencies
and note a lack of psychiatric specialists and inpatient and outpatient facilities and an increase in referrals from
schools, primary care physicians, and
mental health therapists who cannot
admit patients directly from their ofﬁces.34 These limitations, coupled with
a mandate to care for all patients who
present to the ED, create a difﬁcult obligation for ED practitioners to fulﬁll.
The Emergency Medical Treatment and
Active Labor Act (EMTALA), enacted in
1985 with the purpose of protecting
the rights of indigent patients seeking
emergency care, requires Medicareparticipating hospitals to provide a
medical screening examination for all
patients who present for care to the
ED, regardless of the patient’s ability to
pay.41 Subsequent revisions have clariﬁed the responsibility of hospitals,
EDs, and their physicians to act on this
medical screening examination if the
patient is determined to have an acute
medical or psychiatric condition, such
as suicidal ideation, by providing all
ancillary services routinely available
to the ED, such as a physician consultation, inpatient care, and mental
health services, in a nondiscriminatory and consistent manner. This revi-
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sion guarantees that hospital EDs are
essentially the only place in our current health care system in which all
patients with acute psychiatric illness
can be guaranteed thorough evaluation.42–44 A comprehensive emergency
psychiatric examination may take several hours, and often there is no private or quiet area within the ED to facilitate effective consultations. In
addition, the ED is not the optimal setting for assessing and managing patient and family anxiety, because they
are crowded, noisy, and full of distressing sights and sounds that may
even exacerbate some patients’ symptoms or behavior. Given the declining
numbers of available consultants, the
formal psychiatric evaluation often
begins hours after initial medical stabilization. Regulatory agencies have
recognized the importance of standardized approaches toward high-risk
psychiatric patients in the ED. Since
January 1, 2007, the Joint Commission
has required accredited organizations
to conduct suicide risk assessment for
any patient with a primary diagnosis
or primary complaint of an emotional
or behavioral disorder.42
Need for Education and Training of
ED Staff Regarding Identiﬁcation
and Management of Pediatric
Psychiatric Illness
Education about the causes, signs and
symptoms, and optimal management
of pediatric mental illness is essential
for pediatric, family practice, and
emergency medicine practitioners, including residents and pediatric emergency medicine fellows as well as
those who practice in community hospitals. This education includes the use
of appropriate mental health screening tools, appropriate discharge
instructions, and mental health
follow-up for depressed patients and
patients who have considered or attempted suicide. However, residency

program education may be insufﬁcient
in many of these areas.45,46
Lack of Access to Inpatient and
Outpatient Mental Health Services
Nationally, the number of adult and pediatric beds in state mental health facilities plummeted 32% between 1992
and 1998 and has since dropped significantly below 60 000, and fewer than
half are allocated for acute care.47 Media reports have highlighted the fact
that these inpatient cost reductions
have not been offset by outpatient expenditures, and as a consequence, the
ED has more frequently become a location for nonurgent mental health complaints.48–50 They cite the combination
of fewer inpatient psychiatric beds
and insufﬁcient outpatient services,
which leaves EDs to hold pediatric psychiatric patients or admit them to a medical unit with little hope of being reimbursed for that admission. This process
can be resource-intensive, because
these patients sometimes must be restrained and/or constantly monitored.

POTENTIAL SOLUTIONS TO THE
CRISIS IN MENTAL HEALTH CARE
Solutions to the mental health care crisis are not easily found within other,
nonmedical systems, which are
equally unprepared to handle children
with acute psychiatric illness. A nationwide survey of juvenile detention centers, the results of which were presented at a Senate hearing in July
2004, revealed that 15 000 children
with psychiatric disorders were improperly incarcerated the previous
year because no mental health services were available.48 Many community health centers that traditionally
provide mental health care have lost
their state funding and often turn away
patients or place them on long waiting
lists. Schools, therefore, frequently
function as the de facto mental health
system for children and adolescents;
70% to 80% of schoolchildren who

need mental health services receive
that care in the school setting.51–53
School counselors are primarily
funded by state and local funds, but
school districts also use funds from
federal programs such as the Safe and
Drug-Free Schools grants that are authorized by the Elementary and Secondary Education Act, otherwise
known as the No Child Left Behind Act
(Pub L No. 107-110 [2002]). However, it
is important to remember that this
program, like other legislative mandates, depends on the vagaries of federal funding and budget cuts. Primary
care physician ofﬁces are another
point of contact for children and youth
at which there is high potential for
identifying and managing mental illness, but even when children are seen
in the general medical setting, identiﬁcation and management of mental illness are still challenging.54–57 To address these issues, the AAP Task Force
on Mental Health has developed algorithms to help pediatricians identify,
manage, and develop safety plans for
children and adolescents and offers
strategies for diverting patients from
the ED and referring more directly to
mental health resources when available.51 However, primary care physicians cannot do this alone. For this approach to be successful there needs to
be an increase in the ﬂow of pediatric
trainees into child psychiatry training
programs and a concomitant increase
in payments for child psychiatric services to these program graduates. Telepsychiatry, ﬁrst piloted in Britain,
also offers a potential solution to the
lack of mental health care providers in
rural and remote areas.58,59
Stabilization and Management of
Patients in Psychiatric Crisis
Patients who arrive with a psychiatric
emergency require a rapid, thoughtful
response by the ED team to assess the
degree of stress and safety of the patient, provide medical stabilization,
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and use speciﬁc interventions to alleviate symptoms and increase safety for
the patient and ED staff and other patients. During these evaluations, ED
health care professionals maintain a
delicate balance between maintaining
patient conﬁdentiality and engaging
the external support systems that already exist for these patients. In many
states, adolescents can seek and receive care for mental health issues
and drug/alcohol use without parental
involvement, and EDs must maintain
conﬁdentiality except if the child is at
risk of harming himself or herself or
others. However, the ED must also recognize the primary support role of the
family and caregivers, as well as the
child’s primary care providers, in all
phases of pediatric mental illness. In
this light, ED health care professionals
must encourage, but not coerce, the
adolescent to allow family involvement
whenever possible.
Of paramount importance is for EDs to
have the capacity to provide such care
within an overall system of mental
health care. The most important element is establishing an effective relationship with a specialized mental
health team. Team composition and
availability may vary but should be predeﬁned. When consultations are requested, the degree of urgency and the
expected response time should be
communicated clearly. Additional dialogue should take place after consultation to ensure that there is agreement
with a treatment plan and to facilitate
expeditious and appropriate disposition. Acute drug ingestions present a
speciﬁc challenge in this regard and
require ED health care professionals
to blend the usual resuscitation protocols with psychosocial management
by medical staff, social workers, psychiatrists, and security personnel. Preexisting relationships with psychiatric
inpatient facilities promote efﬁcient
disposition. It is also helpful to have
e1360

familiarity with child protection laws
and to establish relationships with local law enforcement and child welfare
and social service agencies. School
nurses, often the liaisons among family, health care professionals, and
school personnel, can also be included, with appropriate consent, to
help inform as well as facilitate management plans after the ED visit.60 Adequate and appropriate physical space
should be available for children and
families in crisis; a private room with
monitoring equipment that is out of
the patient’s reach is considered optimal. Patients should be within the
sight of ED staff; screening for suicide
risk or potential self-harm should occur, and one-to-one supervision should
be provided as needed. If a patient requires medical admission or must
wait in the ED for transfer to another
facility, guidelines should be available
for staff and faculty members in handling inpatient psychiatric patients
and their family members.
On occasion, children and adolescents
with psychiatric illness will require
physical or chemical restraint to protect them or others from harm. The
AAP and ACEP offer guidelines or policies related to patient restraint and reafﬁrm the need for frequent safety
checks, vital-sign monitoring, evaluation of limb neurovascular status, and
assistance with nutritional and bathroom needs.61,62 It is more common for
EDs to use anxiolysis and mild sedation
to avoid the need for physical restraint. The decision to use physical restraints should be made by an attending physician but may be initiated by
nursing staff in extenuating circumstances. Even with proper restraint,
mental or cardiopulmonary status
may deteriorate unexpectedly; therefore, patients in restraints should be
monitored continuously with timelimited orders. The Joint Commission
carefully monitors the institutional

policies around implementation and
documentation of patient restraint
and emphasizes that it must be used
as a last resort and that the treatment
is for the patient’s beneﬁt.63,64
The Role of the ED in Discovering
Mental Illness in Children
As mentioned above, in 2007, the Joint
Commission recommended a suicide
risk assessment for any patient with a
primary diagnosis or primary complaint of an emotional or behavioral
disorder.42 Some suicide-assessment
instruments, such as the Suicidal Behavior Interview and the Suicide Intent
Scale, are not options for EDs, because
they are designed to be administered
by trained mental health specialists or
require complicated computations by
clinicians.65,66 Although there is no
standard or optimal instrument that
screens for suicidality, high sensitivity
and rapid administration are 2 highly
valued characteristics. One tool with
such characteristics is the Suicidal
Ideation Questionnaire (SIQ), a 30-item
instrument originally designed for
10th- through 12th-grade students.67 A
15-item instrument (SIQ-JR) is also
available for students in grades 7
through 9 and has been standardized
for older students as well.68 These
tools may take longer than desired in
an ED setting but have strong psychometric validity and reliability. Shorter
tools that are more appropriate for the
ED setting have also been developed.
Horowitz et al69 demonstrated good
content validity of the Risk of Suicide
Questionnaire (RSQ), a brief screening
tool for screening for suicidal ideation
in the ED that assesses major facets
for suicide risk, present and past
suicidal ideation, previous selfdestructive behavior, and current
stressors. Folse et al70 piloted a
2-question version of this screening
tool in the pediatric emergency setting, and almost 30% of the adolescents screened positive for suicidal
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ideation within the previous week. The
authors recommended that clinicians
ask the questions: “Are you here because you tried to hurt yourself,” and
“In the past week have you thought
about killing yourself” as an initial assessment for adolescents coming to
the ED for medical care, regardless of
the presenting symptoms.
Patients may exhibit “externalizing”
symptoms that initially have been identiﬁed by a caregiver, teacher, health
care professional, or even criminal
justice personnel. However, many children with psychiatric illness do not
present to the ED with overt psychiatric symptoms. It is also clear that many
patients with psychiatric disorders exhibit somatic symptoms, such as headache and abdominal pain; some
chronic medical illnesses, such as
asthma and diabetes, can be exacerbated by stress and anxiety.71,72 Scott et
al73 found a 30% rate of moderate or
severe depression in 13- to 19-yearolds in the pediatric ED. Similarly, Rutman et al74 found that 37% of the adolescents in a pediatric ED research
study were above the threshold for depression on the Center for Epidemiologic Studies Depression Scale.
The US Preventive Services Task Force
recommends screening of adolescents 12 to 18 years of age for major
depressive disorder when systems are
in place to ensure accurate diagnosis,
psychotherapy, and follow-up.75 Because the ED may be the only point of
contact for children with undiagnosed
psychiatric illness, it is imperative to
have adequate resources in this setting to link patients who “screen positive” with inpatient or outpatient services. In addition, it is necessary to
have efﬁcient, culturally sensitive, and
developmentally appropriate screening tools that promote the accurate detection of suicidal ideation, depression, and other psychiatric illnesses.
Some investigators have adapted full-

length, adult scales for use with
younger populations, but they require
20 to 40 minutes to administer.76 Some
EDs have developed their own mental
health screening tools to help in the
evaluation of child and adolescent patients. Adolescents at the Children’s
Hospital of Philadelphia use computers to complete the self-administered
Behavioral Health Screen for Emergency Departments, which provides
their physicians and nurses with information about their risk for depression,
suicidal ideation, PTSD symptoms, and
substance abuse.77,78
Similar developments have occurred
in the real-time assessment of traumatic stress in pediatric ED patients.
Just like adults, children’s previous
adverse experiences can inﬂuence
their response to acute illness and
their ED visit. When children experience sustained stress attributable to
traumatic experiences, neurohormones, such as cortisol, are increased. These elevated neurohormones can lead to permanent changes
in their developing brain structures,
such as the amygdala and hypothalamus.79 Unrecognized and untreated,
acute stress symptoms can cause lifelong behavioral and mental health
problems attributable to changes in
neurodevelopment and function.80–86
Children with a history of a traumatic
experience, be it from unintentional injury, violence, or sexual or physical
abuse, can be expected to have more
acute stress symptoms in the immediate aftermath of a speciﬁc event.87 Shemesh et al88 identiﬁed PTSD in 29% of
the patients in a small convenience
sample of pediatric patients who presented to a pediatric ED. All patients
but 6 identiﬁed at least 1 previous salient traumatic event; most of the
events were not immediately related to
the reason for the ED presentation.
Knowledge of trauma symptoms significantly altered the ED clinical manage-

ment in 16% of the cases.88 Winston
and colleagues89 have developed brief
screening tools for acutely injured
children and their families and have
achieved some success in providing
these families with practical print and
Web-based management tools. Although these data suggest that early
identiﬁcation and management of psychological trauma and its consequences are feasible in the pediatric
ED, further efforts are required to incorporate these techniques into the
routine systems and processes in the
ED.90 Parents and caregivers also need
education from appropriate personnel
on what to expect, how to parent a
traumatized child, how to know when additional help is needed, and where to ﬁnd
it. Information such as this can be found
at sites for the National Child Traumatic Stress Network (www.nctsnet.
org) and the Center for Pediatric Traumatic Stress at the Children’s Hospital
of Philadelphia (www.healthcaretoolbox.
org).

SPECIAL ISSUES RELATED TO
MENTAL ILLNESS IN THE ED
Minority Populations
Children from minority populations
have less access to mental health services and are less likely to receive
needed care.91 Likely because of the
complexity and cultural interpretation
of psychiatric illness, the lack of
proper translation when needed, even
by trained interpreters, may contribute to difﬁculty in receiving information and following through with mental
health referrals.92 According to Rand’s
2001 Mental Health Care for Youth,93
31% of white children who needed
mental health services received them,
compared with 22% of black and 14%
of Hispanic children. In addition, the
same study found that people from minority populations in treatment often
receive a poorer quality of mental
health care and are underrepresented
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in mental health research. After adjusting for other demographic factors
and parent characteristics, Hispanic
children with mental health problems
had greater odds of having no care or
unmet need compared with white children. This ﬁnding is particularly concerning given the increased suicidal
ideation, depression, anxiety symptoms, and school dropout rates among
Hispanic compared with white adolescents. Cultural factors, particularly
around the stigma of mental illness,
were noted to be important for Hispanic people. Financial factors also
play a role in these disparities; although they differ according to state,
these differences are more likely the
result of varied state policies and
health care market characteristics
rather than differences in racial or
ethnic makeup.94
Children With Special Health Care
Needs
It is well known that children with special health care needs frequently have
coexisting psychiatric morbidity.95–97
For example, children with asthma and
allergies are especially prone to having anxiety disorders.98 Obesity is also
associated with problems such as depression, especially in Hispanic and
black children.99 The Emergency Information Form (EIF), developed jointly
by the AAP and ACEP (www.aap.org/
advocacy/blankform.pdf), allows providers to include psychiatric and behavioral diagnoses for children with special health care needs and also
includes information about their
health care professionals, medications, and signiﬁcant medical history.
Children’s Mental Health During
and After Disasters and Trauma
The ED is the initial source of physical
care for child victims of disasters (natural or man-made) or trauma (unintentional or intentional). Many studies
have demonstrated the development
e1362

of depression and PTSD in child survivors of trauma and disaster.100–104 Unrecognized and untreated, acute and
posttraumatic stress symptoms can
cause lifelong behavioral and mental
health problems as a result of changes
in brain neurodevelopment and function. These alterations in function create a lifetime risk of subsequent poor
school performance, depression, suicidal ideation or attempts, aggression,
and risk-taking behaviors. Current research is ongoing to identify these atrisk children as early as possible and
to develop validated interventions to
cope with the stress and avoid later
psychiatric morbidity. An AAP-funded
Agency for Healthcare Research and
Quality resource, “Pediatric Terrorism
and Disaster Preparedness: A Resource for Pediatricians,” includes information on children’s mental health
in disasters (www.ahrq.gov/research/
pedprep/resource.htm).

RESEARCH AND ADVOCACY AGENDA
FOR MENTAL HEALTH
EMERGENCIES IN THE ED
The President’s New Freedom Commission on Mental Health was convened in
2002 to study the mental health service
delivery system and make recommendations to enable adults and children
with emotional disturbance “live,
work, and learn and participate fully in
their communities.” The 2003 report of
the commission addressed awareness, disparities, early screening, the
use of technology, and the need for research in this area. Speciﬁcally, research that focuses on the identiﬁcation and management of pediatric
mental health emergencies is critical
for establishing best practices for
screening of undiagnosed psychiatric
illness, formal psychiatric evaluation
in the ED setting, and engagement into
community care. The development of a
mental health interest group in the Pediatric Emergency Care Applied Research Network provides an ideal vehi-

cle through which to conduct muchneeded large-scale studies that
elucidate and evaluate identiﬁcation,
identiﬁcation, engagement, and treatment methodologies for the emergency setting.105 Support of funding for
local and regional fatality-review
teams can also promote surveillance
and understanding of factors related
to suicide in children and adolescents.106 Pediatricians can also petition legislators and policy makers to
increase reimbursement for mental
health services for children and adolescents at all levels, including funding
for Medicaid, school-based and
community-center services, inpatient
services, and mental health providers
who provide Medicaid services. This
petitioning includes encouraging private insurers to promote need-based
coverage rather than ﬁxed limits for
mental health and to increase reimbursements to hospitals and consultants who provide pediatric mental
health services. A recent joint statement from the American Academy of
Pediatrics and the American Academy
of Child and Adolescent Psychiatry outlined recommendations to insurers
that could decrease the impediments
to providing mental health care in the
primary care setting.107 In October
2008, Congress passed the Paul Wellstone and Pete Domenici Mental Health
Parity and Addiction Equity Act of 2008
(Pub L No. 110-343).108 The new law,
which went into effect January 1, 2010,
requires equity between mental health
and substance abuse beneﬁts and
medical and surgical beneﬁts in
employer-sponsored group health insurance plans for companies with
more than 50 employees. The law also
requires equity in all ﬁnancial requirements, including deductibles, copayments, coinsurance, out-of-pocket expenses, and all treatment limitations,
including frequency of treatment,
number of visits, days of coverage, or
other similar limits. The federal legis-
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lation will not override state laws that
require additional coverage and subjects the deﬁnition of mental health
conditions to state law.

SUMMARY
Pediatric psychiatric emergencies
constitute a large and growing segment of pediatric emergency medical
care, and EDs play a critical role in the
evaluation and management of these
child and adolescent patients. The ED
has increasingly become the safety net
for a fragmented mental health infrastructure in which the needs of children and adolescents, among the most
vulnerable populations, have been insufﬁciently addressed. Inpatient bed
shortages, private and public insurance changes, and shortages of
pediatric-trained mental health specialists create particular challenges in
this effort. Ideally, these challenges
can be addressed through a reinvigorated outpatient infrastructure that
supports pediatric mental health care,
advance planning for crises on a local
level using community resources, and
the establishment of a stronger mental health support and education network for primary care physicians. Using a skilled, culturally sensitive,
multidisciplinary approach, EDs can
safely and effectively manage child
and adolescent patients. In addition,
EDs can play a signiﬁcant role in identifying and referring patients with previously undiagnosed and undetected
conditions such as suicidal ideation,
depression, substance abuse, and
PTSD.
The 3-pronged approach of education,
research, and advocacy are crucial for

improving the accurate and timely ED
management of childhood psychiatric
illness. Education of medical students,
residents, fellows, faculty members,
and nurses can focus on not only rapid
diagnosis and medical management
but also the internal social supports
and available external resources for
their local service area. Researchers
need to develop easy and rapid pediatric screening tools and test strategies
that enlist the family and primary care
physicians as partners in the effort to
provide basic psychiatric care and appropriately access the mental health
system. Finally, because this issue permeates almost all aspects of pediatric
medicine, it is clear that pediatricians
need to advocate for fairness and parity with respect to the provision and
reimbursement for mental health care
for children.
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