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Objective: This study examined connections to outpatient mental health
care before and between an initial and subsequent pediatric psychiatric
emergency department visit. Methods: Data for an eight-year period
were obtained from the Pediatric Psychiatry Emergency Evaluation
Form (PPEEF), which is completed by a child psychiatrist. A total of 338
youths were identified who returned to the emergency department of an
urban general hospital within six months of an index visit. Logistic re-
gression models were used to examine the association between having a
connection to outpatient mental health care and repeated use of the
emergency department. Resulis: Behavior problems were the presenting
complaint for more than 50% of youths at both the index and second vis-
its. Sixty-five percent of youths reported a connection to an outpatient
mental health provider at both visits; 9% did not identify a provider at
either visit. Eight percent of the youths who reported a connection to
community care at their first visit reported no such connection at their
second visit. At the second visit, the likelihood of reporting a connection
with outpatient care was nearly five times higher among youths who re-
ported such a connection at the index visit. Conclusions: Continued use
of the emergency department despite a connection with outpatient men-
tal health care raises questions about the views of families and providers
about the need for emergency services. More research is needed to bet-
ter understand patterns of care seeking in order to fully inform policy
and program development. (Psychiatric Services 62:646-649, 2011)

he past decade has seen a
marked increase in the num-

ber of youths seeking care for

emergency departments provide
acute and problem-focused care and
rarely have on-site pediatric mental

emotional and behavioral problems
in emergency settings across the
country. Emergency department vis-
its for nonurgent psychiatric issues
are common and among the largest
contributors to the increase in emer-
gency visits by youths (1-3). Because

health specialists, they are usually
considered suboptimal settings for
nonsuicidal youths without psychotic
symptoms (4). In response to this
concern, the American College of
Emergency Physicians has called for
research on pediatric mental health
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emergencies to enhance primary
care and community resources and to
minimize the use of acute crisis man-
agement settings (5). Systems-based
approaches have focused on access to
and sustained use of community
mental health care, including imple-
mentation of mobile crisis services to
divert youths from the emergency
department. Such approaches have
not led to a decrease in the number
of nonsuicidal, nonpsychotic youths
seeking emergency care (1-3).

Many youths who visit an emer-
gency department are already known
to the mental health system, particu-
larly if they have behavior problems
(6-8). However, research has not ex-
amined the relationship between use
of the emergency department and
use of outpatient care before and af-
ter an emergency department visit.
Youths who have a repeat emergency
visit within six months of a prior visit
may be at the highest emotional-be-
havioral risk, those who incur the
highest mental health care costs, and
those for whom effective services are
most limited. Understanding patterns
of outpatient care among these
youths is a crucial first step in ad-
dressing the costs associated with
their care and in determining wheth-
er factors related to the quality of care
or their satisfaction with care in the
emergency department underlie this
resource use pattern. The objectives
of this study were to identify for
which patients and for what types of
problems the emergency care setting
was repeatedly used and how the use
of emergency care by youths was re-
lated to their use of outpatient mental
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health treatment. The preliminary
findings are intended to support fu-
ture research that could inform sys-
tems-based approaches to patient-
centered care.

Methods

Data for this study were collected
from the Johns Hopkins Hospital Pe-
diatric Emergency Department
(JHH-PED), which is situated in a
large general hospital. The clinical
staff includes pediatric attending
physicians, residents, nurses, and so-
cial workers. Each year approximate-
ly 23,000 youths from Baltimore and
the Baltimore metropolitan region
are seen in the JHH-PED. Most of
the youths are African American
(75%), and just over half are male
(52%). One-third are under the age of
three, and two-thirds range in age
from three to 17. The Johns Hopkins
Division of Child and Adolescent Psy-
chiatry provides subspecialty consul-
tation when requested for youths in
psychiatric crisis. There were 4,092
psychiatric consultations for 2,903
youths in the eight-year period from
2002 to 2009.

The sample included youths who
had an initial emergency department
visit before December 31, 2008, and
a second such visit within six months.
The database included all consulta-
tions through June 30, 2009; there-
fore, the index visit cutoff date en-
sured that all youths had a six-month
window in which a second visit could
be documented. The six-month win-
dow was used to identify a high-risk
sample with two visits in close prox-
imity. The short period between visits
increased the likelihood that the
events underlying the visits were clin-
ically related, because this relation
has greater implications for the con-
nection to outpatient care before and
between visits.

A total of 338 (12%) of the 2,903
youths met these criteria. Compared
with youths who were included in the
study, those who were excluded did
not differ in age, gender, race-ethnic-
ity, legal guardianship, prior suicide
attempt, presenting complaint, inpa-
tient disposition, or psychiatric diag-
noses except for mood disorders, the
rate of which was higher among the
repeat visitors (p=.001). Youths in-

cluded in the study were significantly
more likely than youths who were ex-
cluded to be enrolled in Medicaid
(82% and 70%, respectively; p<.001)
and to live in Baltimore City (90%
and 80%, respectively; p<.001). The
youths in the study sample were also
more likely to be known to mental
health care systems: 48% had had a
psychiatric hospitalization (compared
with 34% of the excluded youths;
p<.001), 51% had made prior use of
an emergency department for a psy-
chiatric reason (compared with 37%
of the other youths; p<.001), and 71%
identified a current outpatient care
provider at the time of the consulta-
tion (compared with 60% of the other
youths; p<.001).

Data for this study were from the
Pediatric Psychiatry Emergency
Evaluation Form (PPEEF), a one-
page form documenting age, gender,
race-ethnicity, insurance status, psy-
chiatric diagnoses, duration of psychi-
atric symptoms, current mental
health service use at any facility, life-
time use of pediatric services for
mental health concerns, lifetime psy-
chiatric hospitalizations, and current
aftercare plans. The PPEEF is com-
pleted in real time by the child psy-
chiatry resident on the basis of his or
her comprehensive clinical evaluation
of the patient and represents the pa-
tient and family’s best recollection
and willingness to reveal information.
Deidentified PPEEF data were en-
tered into a computer database. The
data could not be linked to the indi-
vidual youths. The study received ex-
emption from informed consent. All
procedures were approved by the
Johns Hopkins Medicine Institutional
Review Board.

Data were analyzed with SAS, ver-
sion 9.2. The McNemar chi square
test was used to assess the signifi-
cance of differences in variables be-
tween the first and second JHH-PED
visits. Bonferroni correction for mul-
tiple comparisons ensured signifi-
cance testing at the 5% level (p<
.004). Logistic regression models
were used to assess associations be-
tween variables documented at the
index visit and self-reported connec-
tion to outpatient care at the second
visit. Variables were added sequen-
tially, and the log likelihood statistic
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was used to assess model fit at each
step. First, the presenting complaint,
prior psychiatric hospitalization, and
prior suicide attempt were added to
the model. Next, inpatient disposition
after the emergency department visit
and connection to outpatient mental
health care at visit 1 were added. Fi-
nally, age, gender, and race-ethnicity
were added.

Results

Most of the 338 youths in the sample
were male (N=190, 56%) and African
American (N=270, 80%). The mean+
SD age of the sample was 12.6+2.9.
Nearly all lived in Baltimore City
(N=305, 90%), had Medicaid (N=
276, 82%), and had a biological par-
ent as their legal guardian (N=243,
72%). Before the index JHH-PED
visit, 277 youths (82%) had had con-
tact with the mental health system in
another emergency care setting (N=
171, 51%), an inpatient setting (N=
163, 48%), or an outpatient setting
(N=281, 83%).

As shown in Table 1, more than half
the youths presented with a behavior
problem at both the index and the re-
peat visit. At both visits less than 10%
presented with a suicide attempt and
3% or less had psychotic symptoms.
At both visits, more than half of the
psychiatric consultations resulted in
an inpatient admission. There were no
significant differences between the
two visits in diagnoses at disposition.

Youths were more likely to identify
a current provider at the second visit
(85%) than at the first visit (71%;
p<.001). Nearly two-thirds (N=220,
65%) identified a current mental
health provider at both visits, whereas
only 30 youths (9%) did not identify
such a provider at either visit. Of the
240 youths who were connected to
outpatient care at the initial visit, 20
(8%) reported no current involvement
with a provider at their second visit.

In the logistic regression models,
the addition of the independent vari-
ables at each stage significantly im-
proved the model fit. As shown in
Table 2, the likelihood of being con-
nected to outpatient care at the sec-
ond emergency department visit was
nearly five times greater (odds ra-
tio=4.59) among youths who reported
a connection to care at the index visit
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Table 1

Characteristics of 338 youths with two visits for psychiatric reasons to a pediatric
emergency department in six months, by initial and second visit

Initial visit Second visit
Characteristic N % N %
Presenting complaint“‘
Suicide attempt 26 8 31 9
Suicidal ideation 106 31 7 23
Behavior problem 176 52 202 60
Other, lower-risk problem 30 9 28 8
Visit disposition
Inpatient admission 187 55 181 54
Outpatient or other referral 151 45 157 46
Diagnosis at dispositionb
Mood disorder 232 69 222 66
Disruptive behavior disorder 118 35 127 38
Attention-deficit hyperactivity disorder 110 33 113 33
Parent-child relationship problem 61 18 100 30
Anxiety disorder 33 10 39 12
Adjustment disorder 24 7 10 3
Substance use disorder 32 9 34 10
Developmental disorder 28 8 26 8
Psychosis disorder 11 3 8 2
Reported a current outpatient provider® 240 71 288 85

 Youths with a behavior problem did not report a suicide attempt or suicidal ideation. Youths in the

“other” category did not have a behavior problem.

b Patients could receive more than one disposition diagnosis.

¢ p<.001, for the difference between visits

than among those who were not con-
nected to care at the index visit. The
greater likelihood remained after
analyses adjusted for presenting com-
plaint, inpatient disposition, prior psy-
chiatric hospitalization, prior suicide
attempt, and demographic factors.

Discussion

In this study of 338 youths who pre-
sented to an emergency department
in a psychiatric crisis, 12% had a re-

peat visit within six months, even
though 71% reported at the initial vis-
it that they had a connection to an
outpatient clinician. In addition, most
of the repeat users presented with
nonsuicidal, nonpsychotic behavior
problems at both visits, in line with
previous research showing that such
youths account for a large proportion
(>85%) of psychiatric visits to emer-
gency departments by children and
adolescents (1). The findings raise

Table 2

Regression analysis of predictors of connection with an outpatient mental health
provider at visit 2 among 338 youths with two visits to an emergency department

in six months

Independent variable OR 95% CI
Visit 1 characteristic (reference: absence of indicated
characteristic)
Presenting complaint of a behavior problem 1.25 .62-2.50
Inpatient disposition after visit 3.24* 1.60-6.56
Connection with an outpatient provider 4.59* 2.27-9.28
Past psychiatric hospitalization 1.00 49-2.04
Past suicide attempt 1.40 55-3.58
Age 43 18-1.03
Male (reference: female) 1.29 .64-2.61
African American (reference: white) 49 .18-1.35

*p<.001
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questions about the relationship be-
tween use of the emergency depart-
ment and having a connection to out-
patient mental health services.

The emergency department serves
various roles in the continuum of
child mental health services. Emer-
gency settings are commonly thought
to be “front doors to care,” that is,
points of access to mental health care.
For the 65% of youths who reported
a connection to a community mental
health provider at both visits, the
emergency department may instead
be one element in a continuum of
mental health services.

Given the disconnection of the
emergency department from other
services, the large proportion of
youths in this study who were already
connected to outpatient care and
who used the emergency setting for
nonsuicidal, nonpsychotic problems
raises questions about why they
needed to do so. Perhaps their cur-
rent connection to treatment in-
creased the likelihood of direct refer-
ral by the outpatient provider to
emergency settings for crisis man-
agement. In addition, some families
may have found emergency care set-
tings to be responsive to their acute
needs and thus may have sought out
such support repeatedly. Alternative-
ly, the families in the study may have
sought emergency care because of ei-
ther tangible barriers to care (for ex-
ample, limited office hours and ac-
cessibility of outpatient providers) or
intangible barriers (for example, stig-
ma and misperceptions about treat-
ment). Views of families and outpa-
tient providers about use of the
emergency department for nonsuici-
dal, nonpsychotic problems may have
an impact on the effectiveness of di-
version programs. To fully under-
stand the role of emergency care set-
tings in the treatment of children
with mental health problems, the
temporal relationship between use of
outpatient mental health services and
visits to the emergency department
must be examined.

The study was conducted at a single
site, and findings may not generalize
to all emergency care settings or pa-
tient populations. Youths with two
psychiatric emergency visits within six
months are likely to be a high-risk
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group, and the sample differed from
youths who were not included in the
analysis. However, the purpose of this
study was to specifically target a high-
risk group with two temporally relat-
ed—and possibly clinically related—
emergency visits. The JHH-PED is
the only emergency department in
Maryland with on-site child psychia-
try subspecialists, which allowed the
collection of more detailed informa-
tion than at other emergency care
sites. The PPEEF data analyzed in
the study were from self-reports of
family members in a crisis; data were
not collected with a standardized
measure. Information about the spe-
cialty of the outpatient providers seen
by the youths was not collected. How-
ever, the intent of this study was to as-
sess correlations that have not been
examined in previous research and to
generate information that could sup-
port future studies in which the de-
mand for emergency services can be
assessed more reliably. In addition,
no information was obtained on the
length of time between the most re-
cent outpatient visit and the emer-
gency department visit or on the fre-
quency and consistency of care ren-
dered by outpatient providers. The
reliability of the results depends on
the quality of evaluations conducted
by residents in the JHH-PED. Al-
though each cohort of residents has
multiple supervisors, training in pa-
tient assessment and completion of
the PPEEF is conducted by the train-
ing director (EF), and this training
did not differ between years.

Conclusions
This study is a first step toward de-
signing longitudinal studies that can

clarify the temporal relationship be-
tween use of emergency care and use
of specific types of outpatient services,
along with associated costs, for youths
with repeat visits to the emergency
department. In addition, it will be im-
portant to understand how family
preferences for use of emergency care
services and variations in service use
patterns are related to frequent use of
emergency care. Research has found
evidence that perceived barriers to
care and parental beliefs about mental
health treatment can affect access to
outpatient mental health services as
well as treatment adherence (9-12).
Moreover, stigma associated with us-
ing outpatient mental health care may
also be a key factor influencing use of
emergency care for psychiatric crises.
Finally, families and outpatient
providers may follow a patient-cen-
tered paradigm that encourages
emergency department use, whereas
the current paradigm driving resource
allocation and policy is a systems-
based care model of diversion from
the emergency department. A better
understanding of the factors that sus-
tain the use of emergency care can in-
form research, practice, and policy
and help to create a system responsive
to youths with psychiatric crises.

Acknowledgments and disclosures

The authors gratefully acknowledge Mark Rid-
dle, M.D., for helpful comments.

The authors report no competing interests.

References
1. Sills MR, Bland SD: Summary statistics for
pediatric psychiatric visits to US emer-

gency departments, 1993-1999. Pediatrics
110(4):e40, 2002

2. Mahajan P, Thomas R, Rosenberg DR, et
al: Evaluation of a child guidance model

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ June 2011 Vol. 62 No. 6

=1

10.

11.

for visits for mental disorders to an inner-
city pediatric emergency departrnent. Pe-
diatric Emergency Care 23:212-217, 2007

. Edelsohn GA: Urgency counts: the why

behind pediatric psychiatric emergency
visits. Clinical Pediatric Emergency Medi-
cine 5:146-153, 2004

. Cooper JL, Masi R: Children and Youth

Emergency Mental Health Care: A Na-
tional Problem. New York, National Cen-
ter for Children in Poverty, Columbia Uni-
versity, 2007

. Dolan MA, Mace SE: Pediatric mental

health emergencies in the emergency
medical services system. American College
of Emergency Physicians. Annals of Emer-
gency Medicine 48:484-486, 2006

. Healy E, Saha S, Subotsky F, et al: Emer-

gency presentations to an inner-city ado-
lescent psychiatric service. Journal of Ado-
lescence 25:397—404, 2002

. Goldstein AB, Frosch E, Davarya S, et al:

Factors associated with a six-month return
to emergency services among child and
adolescent psychiatric patients. Psychiatric
Services 58:1489-1492, 2007

. Frosch E, McCulloch ], Yoon Y, et al: Pe-

diatric emergency consultations: prior
mental health service use in suicide at-
tempters. Journal of Behavioral Health
Services and Research 38:68-79, 2011

. Kazdin AE, Holland L, Crowley M: Fami-

ly experience of barriers to treatment and
premature termination from child therapy.
Journal of Consulting and Clinical Psychol-
ogy 65:453-463, 1997

Zwaanswijk M, Verhaak PF, Bensing JM,
et al: Help seeking for emotional and be-
havioural problems in children and adoles-
cents: a review of recent literature. Euro-
pean Child and Adolescent Psychiatry 12:
153-161, 2003

McKay MM, Pennington |, Lynn CJ, et al:
Understanding urban child mental health
service use: two studies of child, family,
and environmental correlates. Journal of
Behavioral Health Services and Research
28:475-483, 2001

. Harrison M, McKay MM, Bannon WM:

Inner-city child mental health service use:
the real question is why youth and families
do not use services. Community Mental
Health Journal 40:119-131, 2004

649




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (DSC Distiller 7 Basic - Non Ad Managment)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


