





= Lower emergency department use for non-urgent
care by young children®

» Fewer non-urgent emergency department visits for
youth®

On the ground the movement toward family engage-
ment in emergency health care continues to grow.
Results are mixed. A small study of family-centered
practice in hospital emergency departments reveals sig-
nificant variation in policies and practices that advance
family inclusion and support.®®

= Significantly, one-third of emergency departments
have a mission statement that reflects a family-
centered care philosophy.

» In emergency health a growing consensus is emerg-
ing to better engage families in the care of children
and youth with mental health needs.*

= More than 66 percent of emergency departments seek
to make the emergency department environment child
and youth friendly, although the methods used vary.

= Only 22 percent of emergency departments permit
the presence of a primary caregiver in all medical
situations.

s Few emergency departments have family advisory
groups to assist in program design. Also, only one
emergency department reported that it consults with
family members with prior emergency department
experience to support program development.

= No emergency department (that participated in the
study) appropriately accommodates siblings who are
not patients in a structured supervised environment;
nor do they regularly provide referrals for respite,
rehabilitation services, early intervention, or related
services to families.”

Developmentally Appropriate Care: Access for
Transition-Age Youth

Some emergency departments reflect several of the same
shortcomings found in community-based mental health
service delivery to transition-aged youth.”!

= Nearly 45 percent of pediatric emergency depart-
ments have age limits on the treatment of youth up
to 18 years old (9 percent had age limits below 18).72

= For 50 percent of all pediatric emergency depart-
ments, the age cut-off is 21 years old.”

= Over 63 percent of pediatric emergency departments
have no pre-existing arrangements for the transfer of
youth and young adults over their age limits to adult
facilities.”*

Cultural and Linguistic Competence

Inadequate culturally and linguistically competent com-
munity-based services contribute to disproportionate

representation of children and youth from diverse racial,
ethnic, and linguistic groups with poor access to appro-
priate levels of interventions and supports. For example:

= Across community-based settings, children and
youth with mental health problems and their fami-
lies are less likely to receive needed mental health
services if they come from a diverse background, are
part of an underrepresented minority group, or come
from a family with limited English proficiency.”

= They are also more likely to access mental health
services through the juvenile justice system.”®

= In emergency department settings, children and
youth of color and those from families with limited
English proficiency are:

« disproportionately under-identified””

« more likely to experience long waiting times and
longer lengths of stays”

 more likely to have a mental health-related visit
that involves law enforcement”

Empirically-Supported Practices

Measures to improve quality in health and mental
health care increasingly focus on adopting evidence-
based practices. Efforts to improve quality in emergency
departments lag behind quality improvement efforts in
the rest of health care.®! For example a recent study®
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found that:

» Slightly more than 50 percent of responding emer-
gency departments are prepared, based upon five

physical health-related conditions.*

= An estimated 52 percent of emergency departments
have quality improvement plans for their pediatric
services.™

Tellingly, these efforts to institute quality measures and
raise the level of preparedness in emergency depart-
ments that serve children and youth do not include
mental health among the list of conditions for which
quality measures were developed.

A recent proposal to develop other quality measures

includes adolescent mental health, but not child mental
health measures.®> Assessments of the emergency health
delivery system using these measures are highly anticipated.

In community-based children’s mental health, uptake of
evidence-based practices has been gradual. Even among
well-resourced initiatives, less than one-third of provid-
ers report that they consistently implement evidence-
based practices.®

In emergency medicine:

»  Less than one-quarter of emergency room nurses
receive training in evidence-based risk-reduction
strategies for suicide prevention.

» Less than one-third of these nurses implement the
practice.®®

» Less than one-fifth of these nurses report the system-
atic use of these strategies in their emergency depart-
ments. ¥

Effective Interventions and Strategies
for Emergency Care are Based on
Specialized Training

Hospital emergency departments can play an integral
role in addressing the mental health of children and
youth and appropriately referring them for follow-up
care in the community.

Emergency departments with pediatric behavioral
health expertise and established crisis teams are more

Legislation Governing Emergency Services

The Emergency Medical Treatment and Labor Act
(EMTALA)! passed in 1986, requires hospital emer-
gency departments to:

= Provide medical screening for any one who presents
in an emergency department requesting treatment

= Provide the necessary treatment to stabilize any indi-
vidual in need of medical attention until an appropri-
ate transfer if necessary can be made

» Screen, stabilize, and/or treat individuals without
regard to the ability to pay

EMTALA establishes:

= Obligation by emergency departments to have on-call
physicians available with expertise needed for evalua-
tion and treatment

= Conditions under which individuals may be transferred
= Civil penalties for the violation of the law

= Requirements for documentation and communication of
the rights of individuals who seek emergency services

= Provisions for minors to consent to care

EMTALA defines “emergency medical condition” as:

= A medical condition manifesting itself by acute
symptoms of sufficient severity (including severe
pain) such that the absence of immediate medical
attention could reasonably be expected to result in:

¢ placing the health of the individual (or, with re-
spect to a pregnant woman, the health of the
woman or her unborn child) in serious jeopardy,

e serious impairment to bodily functions, or
¢ serious dysfunction of any bodily organ or part; or

= With respect to a pregnant woman who is having
contractions:

e there is inadequate time to effect a safe transfer to
another hospital before delivery, or

e that transfer may pose a threat to the health or
safety of the woman or the unborn child

Federal guidelines clarify psychiatric emergencies in
the following manner:

“In the case of psychiatric emergencies, if an individual
expresses suicidal or homicidal thoughts or gestures, if de-
termined dangerous to self or others would be considered
to have an EMC [emergency medical condition, sic]”?

Sources:

1. LexisNexis Code of Federal Regulations. (June 7, 2007). Title 42—Public
Health, Chapter IV—Centers for Medicare and Medicaid Services, Department of
Health and Human Services, Subchapter G—Standards and Certification, Part
489—Provider Agreements and Supplier Approval, Subpart B—Essentials of
Provider Agreement, http://web.lexis-nexis.com (accessed June 10, 2007).

2. State Operations Manual: Appendix V—Interpretive Guidelines—Responsibilities
of Medicare Participating Hospitals in Emergency Cases (Rev. 1, 05-21-04).
(2004). Baltimore, MD: Centers for Medicare and Medicaid Services.
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likely to routinely screen for mental health problems,

to be knowledgeable about appropriate referral sources,
and to have relationships with community-based mental
health providers than emergency departments without
such expertise.”

Well-trained emergency department providers can ad-
dress the mental health problems of children and youth
who they see. One study reports that adolescent female
suicide attempters and their mothers treated in the
emergency department using a specialized intervention
program are more likely to participate in and complete
community-based treatment and to report fewer mental
health symptoms than those who received standard
emergency department care.”!

Pediatric emergency departments were more likely to:
» Identify and report child abuse.”

» Treat children and youth with medical problems in
comparison to injuries.”

»  Serve children and youth with more intensive
needs.”

Strategies that Work—An Example from
Community Practice

Boston Medical Center, Boston, Massachusetts

Boston Medical Center has developed a set of priori-
ties to appropriately address the needs of children and
youth with mental health problems in their emergency
department.” These priorities include:

» Maintain a safe environment using patient room
safety procedures and a checklist.

»  Set up a triage system that assesses safety risk.

= Establish patient safety advocate positions that
support and reinforce a climate of safety.

»  Create a child psychiatric urgent care team with
appropriate specialists.

= Develop and maintain a mental health patient flow
sheet.

s Consistently train staff.

= Continually focus on clear communication between
children, youth, families, and providers.

= Develop a child and youth/family guide that lays out
what can be expected in the emergency department.

Strategies that Work—Examples from Research

Research suggests that parental control and depressive
symptoms predict poor outcomes in suicide prevention
programs.”® Emergency department strategies that seck
to identify depression and appropriately refer affected
individuals to community mental health providers and
help engage families in follow-up can contribute to ef-
fective interventions for children and youth. There are
brief screening tools that can accurately detect depres-

sive symptoms in the emergency department.”

In other research, the use of trained psychiatric in-
terpreters has led to improving the quality of care for
children and youth from families with limited English
language proficiency.”®

Ten Recommended Policy Actions

Improvements in emergency department experiences
and outcomes rest fundamentally with increased com-
munity-based mental health resources. Also necessary
are community members pressing to facilitate change.
The following policy steps will result in better emergen-
cy room outcomes for children and youth with mental
health and substance use conditions seeking care.

Federal and state policymakers should:

1) Support initiatives to train the nation’s emergency
department workforce to appropriately screen, inter-
vene, and refer children and youth with mental health
and substance use disorders who make emergency
department visits to community-based resources.

2) Require universal implementation and requisite
third-party insurance coverage of screening (using
standardized tools) to accurately detect suicidal risks
in children and adolescents who visit emergency
departments.”

3) Develop short and long-term mechanisms for emer-
gency departments to deal with the unique needs of
children and youth with mental health and sub-
stance use disorders and their families. In particular:

e create opportunities to increase pediatric psychi-
atric/behavioral health expertise in emergency
departments;

« require linkages to community mental health and
substance use disorder treatment.
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Federal and state policymakers and their counterparts in
tribal communities and local jurisdictions should:

4) Provide more mental health and substance use dis-
order treatment in the community for children and

youth. This will help:

* prevent some mental health problems from reach-
ing the point where emergency intervention is
necessary, and

* decrease the use of emergency departments for
non-emergency mental health care.

Federal and state policymakers, leaders of higher educa-
tion and professional associations should:

5) Adopt standardized emergency pediatric psychiatric/
behavioral health training in programs that prepare
emergency room clinicians and staff.

Federal and state policymakers, leaders of health care
systems and professional organizations have an obliga-
tion to:

6) Create a standard of care consensus document that
addresses the problems associated with children
and youth with mental health and substance abuse
conditions during emergency department visits and
develop action steps to resolve these problems. In
particular:

e develop standards that regulate the practice of
boarding;

« establish guidelines for the treatment of transition-

aged youth;

o establish quality measures for emergency mental/
behavioral health care for children and youth.

Federal and state policymakers and health care systems
leaders must:

7) Address the need for culturally- and linguistically-
competent services to reduce the racial/ethnic and
English-language proficiency disparities associated
with emergency room care for children, youth, and
their families.

8) Track and publicly report outcomes for children and
youth who access emergency departments for mental
health services.

9) Promote and adopt family engagement strategies in
emergency departments including the use of trained

family members to assist in service planning and
delivery.

10) Adopt proven effective strategies for emergency care
for children, youth, and their families with mental
health and substance use disorders.
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