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Abstract

Objectives: The majority of US children do not have access to an emergency department (ED) 

with a pediatric mental health care policy in place. Our objective was to understand factors 

associated with whether US EDs have a pediatric mental health care policy.

Methods: We analyzed data from the National Pediatric Readiness Project, a nationally 

representative cross-sectional survey of US EDs. Nurse managers reported whether their hospitals 

had a policy to care for children with social/mental health concerns (n = 3612). We calculated 

prevalence estimates, prevalence ratios (PRs), and confidence intervals (CIs) for regional and ED 

characteristics (eg, rurality and types of personnel) by whether EDs had a pediatric mental health 

care policy.

Results: Overall, 46.2% (n = 1668/3612) of EDs had a pediatric mental health care policy. 

Emergency departments located in remote areas were 60% less likely to have such a policy 

compared with EDs in urban areas (PR, 0.4; CI, 0.3–0.5). Emergency department characteristics 

associated with having a pediatric mental health care policy included having a policy to transfer 

children with social/mental health concerns (PR, 5.4; CI, 4.7–6.2), having a policy to address 
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maltreatment (PR, 3.4; CI, 2.6–4.4), and having nurse and physician pediatric emergency care 

coordinators (PR, 1.6; CI, 1.5–1.8).

Conclusions: Lower prevalence of pediatric mental health policies in rural EDs is concerning 

considering EDs are often the first point of contact for pediatric patients. This work highlights the 

importance of pediatric emergency care coordinators in fostering ED capacity to meet children’s 

mental health needs.
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Emergency departments are often the first point of care for pediatric patients experiencing 

mental health emergencies.1 The number of pediatric emergency department (ED) visits 

involving mental health concerns has been increasing more rapidly over the past several 

decades compared with general ED visits,2–5 whereas the number of psychiatric care 

facilities has been decreasing nationwide.6 Emergency departments often have few mental 

health care providers, insufficient service hours with available mental health care providers, 

and long wait times.7 Mental health care professionals typically are not immediately 

available to evaluate children when they arrive at the ED, often resulting in inadequate 

mental health evaluations and a deficiency in referrals to inpatient or outpatient mental 

health services.8–10 Further, multiple studies have observed both significantly longer lengths 

of stay and higher rates of readmission for pediatric patients with mental health concerns 

presenting for care to the ED compared with pediatric patients presenting with other 

concerns,9–12 suggesting that evaluation and treatment of mental health conditions are 

complex and may require longer time frames.

Given the already constrained capacity of EDs to assess and provide early intervention 

services for pediatric mental health concerns, caring for children’s increased mental health 

care needs during and after public health emergencies is essential,13 particularly given 

widespread impact14 and increasing frequency and intensity15 of weather-related disasters. 

Emergency departments continue to play a critical role in the delivery of immediate 

medical and mental health services to address symptoms of psychological distress following 

a disaster (eg, posttraumatic stress or depression), regardless of whether hospitalization 

or outpatient care follows any interventional services provided in the ED.16 Emergency 

departments that meet established guidelines for pediatric readiness are necessary, as 

children represent approximately one-quarter of the US population and often experience 

disproportionate morbidity and mortality during and after public health emergencies.17

In 2009, the Health Resources and Services Administration’s Emergency Medical Services 

for Children program joined with the American Academy of Pediatrics, the American 

College of Emergency Physicians, and the Emergency Nurses Association to update 

pediatric readiness guidelines and establish the National Pediatric Readiness Project 

(NPRP), an ED quality improvement initiative.18 To meet pediatric readiness guidelines, 

EDs must “develop and implement policies, procedures, and protocols for the emergency 

care of children with social and mental health concerns” and “when appropriate, provide 

timely transfer to a facility with specialized pediatric services.” The NPRP assessment, 
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conducted in 2013, was a cross-sectional investigation to gather baseline data, using a 

nationally representative sample of EDs to examine the extent to which EDs met the 

pediatric readiness guidelines. Prior analyses of NPRP data demonstrated the importance 

of pediatric emergency care coordinators (PECCs) on overall pediatric readiness, as well 

as regional differences in pediatric readiness.19–22 However, demographic andhospital 

characteristics of EDs with pediatric mental health care policies, as well as exploration 

of related policies, have not yet been described using these data.

In line with previous findings showing that rural areas had lower levels of pediatric readiness 

compared with urban areas,19 we hypothesized that rural counties would have fewer EDs 

with a pediatric mental health care policy in place. We also hypothesized that among EDs 

having PECCs and additional policies in place aimed at addressing children’s mental health 

care needs, including reporting and treating suspected child abuse and neglect, policies for 

promoting family-centered care, and written guidelines for transfer of children with mental 

health concerns, would be associated with having a mental health care policy. Understanding 

factors associated with the existence of these policies could guide allocation of resources to 

ensure hospitals throughout the US are adequately equipped to meet children’s mental health 

care needs, including those that arise following a human-induced or natural disaster.

METHODS

We used data from the 2013 NPRP national assessment, for which detailed implementation 

methods have been previously described.19 Briefly, the NPRP assessment is a 55-question 

web-based questionnaire based on the 2009 joint consensus-based Guidelines for the 

Care of Children in the ED,18 defined as providing emergency care 24 hours a day, 

7 days a week. The assessment, based on 6 domains included in the guidelines, is as 

follows: coordination of pediatric patient care, physician/nurse staffing and training, quality 

improvement activities, policies and procedures, patient safety initiatives, and availability of 

pediatric equipment. Nurse managers from 5017 US facilities were invited through email, 

postal service, or telephone to complete the assessment online via a web link. Managers 

from 4146 hospital-based EDs responded, resulting in an 83% response rate. The survey was 

approved by the University of Utah Institutional Review Board.

Nurse managers were asked whether their hospital has a policy on how to care for 

children with social and mental health issues (yes/no). Managers were also asked about 

ED characteristics, including whether their hospitals or EDs had maltreatment policies, 

family-centered care policies, guidelines for transfer of children with social or mental health 

needs, or nurse or physician PECCs. Emergency department-specific characteristics included 

pediatric volume, which ranged from low (<5 pediatric patients per day) to high (≥27 

pediatric patients per day), and hospital configuration, categorized as standby (physician on 

call to the ED), basic (physician present 24 hours but with no pediatric inpatient services), 

general (physician was present 24 hours, and an inpatient pediatric ward, with or without a 

neonatal intensive care unit, was available), or comprehensive (a physician was present 24 

hours, and an inpatient pediatric ward and a pediatric intensive care unit, with or without 

a neonatal intensive care unit, were available). Regional characteristics included number 

and percentage of children aged 0 to 17 years in the county living below the federal 
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poverty level (FPL) in 2013 obtained from the US Census Bureau Small Area Income 

and Poverty Estimates,23 rurality (urban, suburban, rural, and remote designated using the 

US Department of Agriculture’s 2013 12-part county urban influence codes classification 

scheme),24 and census division (eg, New England, Pacific).25

Statistical Analysis

We restricted analyses to hospitals that were asked whether the hospital has a policy in 

place to care for children with social and mental health concerns (n = 3612; 87.1% of the 

total sample). A subsample of hospitals was excluded; none of the 300 EDs located in 

California were asked the mental health policy question, and 234 EDs answered a previous 

version of this question that did not include the mental health policy question. We used 

log-binomial regression models26,27 to calculate unadjusted prevalence estimates, prevalence 

ratios (PRs), and 95% confidence intervals (CIs) for regional and ED-specific characteristics 

by whether EDs had a policy in place for children with social and mental health issues. We 

calculated adjusted PRs and 95% CIs for each ED characteristic individually, controlling for 

annual pediatric volume, hospital configuration, and rurality, consistent with prior work.19 

We completed the analyses using SAS 9.4 software (SAS Institute, Cary, NC).

RESULTS

Overall, 46.2% (n = 1668/3612) of EDs had a policy in place for children with social and 

mental health concerns (Table 1). Remote (PR, 0.4; CI, 0.3–0.5), rural (PR, 0.7; CI, 0.6–0.7), 

and suburban (PR, 0.7; CI, 0.6–0.8) areas less often had a pediatric mental health care policy 

compared with urban areas. Compared with the Pacific division, West North Central was 

less likely to have a policy (PR, 0.6; CI, 0.5–0.8), whereas the Islands (PR, 1.4; CI, 1.1–1.8) 

and the Middle Atlantic (PR, 1.2; CI, 1.0–1.5) were more likely to have a policy. There 

were no other differences by Census division. Comprehensive (PR, 4.7; CI, 3.2–6.9), general 

(PR, 3.2; CI, 2.2–4.6), basic (PR, 2.5; CI, 1.7–3.7), and other (PR, 3.0; CI, 1.8–5.1) hospital 

configurations more often had a pediatric mental health care policy compared with standby 

configurations. Hospitals with higher pediatric patient volume more often had a pediatric 

mental health care policy compared with those with low pediatric volume (PR, 2.3; CI, 

2.1–2.5). Areas with a greater number of children living at or below the FPL more often had 

an ED with a pediatric mental health care policy compared with areas with fewer numbers 

of children living at or below the FPL. For example, 59.1% of EDs located in counties with 

the highest quartile of children living at or below the FPL had a pediatric mental health care 

policy, compared with 25.8% of EDs located in counties in the lowest quartile of children 

living at or below the FPL (PR, 2.3; CI, 2.0–2.6). There were no differences in whether an 

ED had a pediatric mental health care policy by the percentage of children living in poverty 

in the surrounding county.

Facilities with policies addressing maltreatment, promoting family-centered care, and 

written guidelines for the transfer of children with social and mental health issues more 

often had a pediatric mental health care policy, compared with those without (50.1% vs 

12.7%, 60.6% vs 25.1%, and 72.9% vs 12.5%, respectively; Table 2). Among facilities 

with both a nurse and physician care coordinator, 60.6% had a mental health care policy, 
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compared with those with either a nurse or a physician (39.4%) or none (33.1%). Adjusting 

for annual pediatric volume, hospital configuration, and rurality, having policies to address 

maltreatment (PR, 3.4; CI, 2.6–4.4), promote family-centered care (PR, 2.1; CI, 1.9–2.3), 

and transfer children with social and mental health issues (PR, 5.4; CI, 4.7–6.2) were 

associated with having a mental health care policy compared with those without these 

policies. Emergency departments with both a nurse and physician PECC and those with a 

single nurse or physician PECC were 1.8 (CI, 1.7–2.0) and 1.2 (CI, 1. 1–1.3) times as likely, 

respectively, to have a pediatric mental health care policy, compared with EDs without nurse 

and physician PECCs.

DISCUSSION

Fewer than half of US ED nurse managers reported their facility had a policy to care for 

children with social and mental health concerns, which could indicate a lack of pediatric 

mental health care capacity for triage and crisis intervention in US EDs. It is possible that 

children living in remote, rural, and suburban areas may be more vulnerable to experiencing 

unmet needs during mental health emergencies compared with those living in urban areas, 

which more often had a mental health care policy in place. Having both a nurse and 

physician PECC was associated with having a pediatric mental health policy, compared 

with having either or none, regardless of ED pediatric volume, hospital configuration, 

and rurality. This work highlights the importance of having nurse and physician PECCs 

embedded within the hospital ED structure.

PECCs and Having a Pediatric Mental Health Care Policy

Consistent with national pediatric readiness guidelines,28 the presence of PECCs within 

EDs was associated with having a pediatric mental health care policy in place, regardless 

of hospital volume, configuration, and rurality. Having PECCs could be a feasible solution 

to pediatric mental health care readiness regardless of other, potentially less modifiable 

hospital characteristics such as volume of pediatric patients or geographic location.22 This 

work complements previous analyses using NPRP data showing PECCs are associated with 

increased overall pediatric readiness19,29 and adds further justification for PECC inclusion 

recommendations put forth by the Institute of Medicine.30 An additional study found that 

transfer agreements and guidelines are more common in EDs when a PECC is in place.21 

Although ED nurse managers may hire PECCs to comply with guidelines, these findings 

suggest that PECCs help increase the number of children who receive necessary follow-up 

treatment for symptoms of psychological distress, provided sufficient treatment resources 

are available. The potential for PECCs is especially significant given that fewer than half 

of pediatric patients receive care coordination for follow-up mental health services within 7 

days following admission to the ED with a psychiatric diagnosis.31 Having both a nurse and 

physician PECC could increase the likelihood of an ED having a mental health care policy in 

place, potentially leading to increased pediatric mental health care readiness.32

Regional Differences in Having a Pediatric Mental Health Care Policy

Most US children live farther than 30 miles from a facility that meets the essential guidelines 

for pediatric readiness, suggesting the presence of geographic disparities in access to high-
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quality emergency care.20 In light of this geographic discrepancy, our finding that remote 

and rural areas were less likely to have a pediatric mental health care policy compared 

with urban areas is concerning, particularly considering that children in rural areas are 

more likely to have mental, behavioral, and developmental disorders,33 experience shortages 

of mental health care professionals compared with urban areas,34 and use EDs as a first 

point of contact for mental health treatment.35,36 Further, rural communities are often less 

resilient to emergencies, such as natural disasters, which can have serious implications for 

the mental health of children and families.37 Examining gaps in pediatric readiness and 

service provision in rural (eg, within rural health clinics/urgent care centers) compared with 

urban areas to identify factors associated with disparities in disaster-related mental health 

conditions among vulnerable populations would be beneficial.

There was some variation by census division in whether a hospital had a pediatric mental 

health care policy across the United States, consistent with overall pediatric readiness 

examined among the NPRP sample.20 Island areas and the Middle Atlantic regions were 

more likely to have a mental health policy in place than other regions. It could be that 

increased need for pediatric mental health services and increased likelihood of experiencing 

extreme weather events and natural disasters such as hurricanes could lead to higher levels 

of mental health policies in these regions. Public health emergencies are not exclusive to 

these regions of the United States; therefore, pediatric mental health care capacity and 

preparedness are important for all EDs. In addition, the West North Central region reported 

lower likelihood of mental health policies than other regions. This region is relatively rural 

compared with other areas of the United States, aligning with our finding that rural areas 

were less likely to have a pediatric mental health care policy compared with urban areas. 

Further, the West North Central Region has a relatively lower prevalence of mental disorders 

and higher rates of access to health care among youth, and collectively, this region also has 

relatively lower mental health care provider shortage areas than other rural regions of the 

United States.38,39 Reduced prevalence of mental disorders and increased access to health 

care could impact mental health–related ED service utilization, impacting likelihood of EDs 

having a mental health care policy in place within this region.

Poverty and Having a Pediatric Mental Health Care Policy

Our finding that counties with a greater number of children living in poverty have an ED 

with a pediatric mental health care policy in place is likely a reflection of population size, 

considering that urban areas and EDs with high pediatric volume more often had policies 

compared with rural communities and EDs with low pediatric volume. However, areas 

with larger percentages of children living in poverty were not significantly different from 

those with lower percentages, potentially suggesting that likelihood of having a mental 

health care policy is consistent regardless of the surrounding county’s socioeconomic status. 

Nonetheless, children living in poverty are more likely to have mental, behavioral, or 

developmental disorders, as well as several risk factors related to these disorders compared 

with children living in higher-income households.40 Therefore, children in lower-income 

families could benefit from additional access to screening and treatment both within and 

outside the ED.
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Limitations

These analyses have several limitations. First, the presence of a mental health care policy 

does not capture mental health care capacity within the ED. The question asked on the 

NPRP survey was broad and did not probe for detail on the scope, implementation, or 

degree of overlap with other existing policies. However, this question provides the best 

available insight into ED consideration of pediatric mental health care needs within a 

nationally representative sample. Future studies assessing finer-grain details or quality of 

pediatric ED mental health care policies including implementation are warranted. Second, 

ED policies may have changed since responses were collected in 2013; however, to our 

knowledge, this is the most recent nationally representative data available. Third, this 

study’s cross-sectional design limits our understanding of causality or directionality. The 

associations we documented could be further explored in future investigations, such as how 

having PECCs contributes to the development of pediatric mental health care guidelines. 

Fourth, although we documented correlations between having a pediatric mental health care 

policy and regional characteristics, it is unclear if these units of geography are meaningful 

in representing the availability of mental health services for children in EDs. Further, EDs 

located in California were not asked about mental health policies and were excluded from 

our analyses, potentially biasing our results. Although prior work has documented limited 

mental health care resources in California EDs,41,42 the state ranks similarly compared 

with other states in the Pacific Census division with a moderately high prevalence of 

mental disorders and low rate of access to care among youth.39 Taking into account spatial 

relationships as well as other dimensions of access (eg, affordability) could help us better 

understand families’ access to triage and crisis care within the ED even where policies 

exist.20 Fifth, ED managers could have misreported the presence or absence of policies. 

Without on-site verification, it is not possible to know whether presence of policies was 

underreported or overreported.43

CONCLUSIONS

Our findings elucidate hospital and regional characteristics related to presence of pediatric 

mental health care policies in US hospital EDs. Findings could inform strategies to ensure 

EDs are adequately equipped to meet children’s behavioral health needs when a crisis 

emerges. The presence of a pediatric mental health care policy alone is likely insufficient 

for creating routine practice change among health care teams.44 A tailored approach 

that supports implementation of policies at multiple levels, including individual providers 

and the practice environment, could complement the efforts of EDs to improve pediatric 

readiness.45 Our results underscore the importance of efforts to address pediatric health 

care needs in EDs and support inclusion of children’s mental health policies in future ED 

quality improvement efforts. Emergency department mental health care capacity is not only 

important to meet children’s mental health needs on a daily basis; but also it is essential for 

EDs to be prepared for likely dramatic increases in children and families requiring mental 

health care during and following disasters.
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