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“...but it all started to get worse during the pandemic.”

s the patient's’ door closed, | (JS) thought about

what his father had shared: his 12-year-old son had

experienced a slow decline in his mental health since

March 2020. There had been a gradual loss of all the
things his son needed for psychological well-being: school went
virtual and extracurricular activities ceased, and with them went
any sense of routine, normalcy, or authentic opportunities to so-
cialize. His feelings of isolation and depression culminated in an
attempt to end his own life. My mind shifted to other patients
under our care: an 8-year-old with behavioral outbursts intensi-
fying after school-based therapy ended, a 13-year-old who be-
came suicidal from isolation and virtual bullying. These children’s
families sought emergent care because they no longer had the
resources to care for their children at home. My team left each
of these rooms heartbroken, unsure of exactly what to say and
aware of the limitations of our current healthcare system.

Before and during the COVID-19 pandemic, many pediatric
providers have had similar experiences caring for countless pa-
tients who are “boarding”—awaiting transfer to a psychiatric
facility for their primary acute psychiatric issue, initially in the
emergency room, often for 5 days or more," then ultimately
admitted to a general medical floor if an appropriate psychi-
atric bed is still not available.? Unfortunately, just as parents
have run out of resources to care for their children’s psychiatric
needs, so too is our medical system lacking in resources to pro-
vide the acute care these children need in general hospitals.

This mental health crisis began before the COVID-19 pan-
demic® but has only worsened in the wake of its resulting social
isolation. During the pandemic, suicide hotlines had a 1000%
increase in call volumes.* COVID-19-induced bed closures
simultaneously worsened an existing critical bed shortage®®
and led to an increase in the average length of stay (LOS)
for patients boarding in the emergency department (ED).” In
the state of Massachusetts, for example, psychiatric patients
awaiting inpatient beds boarded for more than 10,000 hours in
January 2021—more than ever before, and up approximately
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4000 hours since January 2017.¢ For pediatric patients, the av-
erage wait time is now 59 hours.® In the first 6 months of the
pandemic, 39% of children presenting to EDs for mental health
complaints ended up boarding, which is an astounding figure
and is unfortunately 7% higher than in 2019.% Even these stag-
gering numbers do not capture the full range of experiences,
as many statistics do not account for time spent on inpatient
units by patients who do not receive a bed placement after
waiting hours to several days in the ED.

Shortages of space, as well as an underfunded and under-
staffed mental health workforce, lead to these prolonged, often
traumatic boarding periods in hospitals designed to care for
acute medical, rather than acute psychiatric, conditions. Pa-
tients awaiting psychiatric placement are waiting in settings that
are chaotic, inconsistent, and lacking in privacy. A patient in the
throes of psychosis or suicidality needs a therapeutic milieu, not
one that interrupts their daily routine,? disconnects them from
their existing support networks, and is punctuated by the inces-
sant clangs of bedside monitors and the hubbub of code teams.
These environments are not therapeutic® for young infants with
fevers, let alone for teenagers battling suicidality and eating dis-
orders. In fact, for these reasons, we suspect that many of our
patients’ inpatient “behavioral escalations” are in fact triggered
by their hospital environment, which may contribute to the
300% increase in the number of pharmacological restraints used
during mental health visits in the ED over the past 10 years.?

None of us imagined when we chose to pursue pediatrics
a that significant—and at times predominant—portion of our
training would encompass caring for patients with acute men-
tal health concerns. And although we did not anticipate this
crisis, we have now been tasked with managing it. Throughout
the day, when we are called to see our patients with primarily
psychiatric pathology, we are often at war with ourselves. We
weigh forming deeply meaningful relationships with these pa-
tients against the potential of unintentionally retraumatizing
them or forming bonds that will be abruptly severed when pa-
tients are transferred to a psychiatric facility, which often oc-
curs with barely a few hours’ notice. Moreover, many healthcare
workers have training ill-suited to meet the needs of these pa-
tients. Just as emergency physicians can diagnose appendicitis
but rely on surgeons to provide timely surgical treatment, gen-
eral pediatricians identify psychiatric crises but rely on psychia-
trists for ideal treatment plans. And almost daily, we are called
to an “escalating” patient and arrive minutes into a stressful
situation that others expect us to extinguish expeditiously.
Along with nursing colleagues and the behavioral response
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TABLE. Proposed Solutions Organized by Category

Topic

Upstream prevention

Prevention of child behavioral health disorders related to trauma

Disrupting school to prison pipeline

Outpatient and community resources
Mobile crisis intervention
School-based behavioral health

Behavioral health urgent care

Strengthen primary care resources

Workforce development and training

Financial incentivization

Specialized training

Equitable workforce

Residency education

Core competency

Recommendation

Identify and support children and families experiencing trauma by funding projects addressing community trauma
Provide grants to public health departments to address childhood trauma

Reduce funding for school resource officers and transfer funds to behavioral health counselors to reduce criminalization of behavioral
escalations, particularly for children of color or with disabilities

Utilize mobile crisis teams to deliver short-term care and to help some children avoid ED visits
Enhance school-based behavioral health capacity to include ongoing school-based therapy and de-escalation training for school staff

Strengthen the behavioral health urgent care system so that children are evaluated and connected to services expeditiously to reduce
ED visits

Support and develop programs that allow primary care pediatricians to consult psychiatrists, allowing them to start care and medications
while patients are awaiting a psychiatry appointment

Create a loan-repayment program for mental health professionals, including social workers, psychiatric nurses, mental health counselors,
psychiatrists, and psychologists

Implement specialized training for care of children with higher risk of long boarding times (younger children, children with comorbid
medical issues or eating disorders, children with neurodevelopmental disabilities [particularly autism])

Provide loan forgiveness and grants to those entering child psychiatry and related fields, with preference to those who speak languages
other than English or who plan to work in lower-resource settings

Incorporate didactics in fundamental child psychiatry and de-escalation training utilizing simulated patient encounters

Standardize mental health rotations within core pediatric residency training to ensure trainees and graduates feel comfortable with the

initial diagnosis and management of common acute and chronic psychiatric presentations

Institutional development and clinical practices

Therapeutic environment
services)

Care environment while boarding

Encourage routines and daily schedules for patients and incorporate adjunctive therapies (eg, pet, music, and art therapy, child life

Provide patients with group therapy or virtual outpatient therapy while boarding in the ED or general medical unit

Inclusivity Develop mental health resources in languages other than English and ensure team members communicate with patients and families in

preferred language

De-escalation team

Develop a Behavioral Response Team with specific expertise in nonpharmacologic de-escalation techniques and utilize the team for

behavioral “codes” to reduce the need for chemical or physical restraints

Health systems reform and advocacy
Insurer transparency

Payment parity

Simplify access to outpatient services

Coalition building
behavioral healthcare®

Abbreviation: ED, emergency department.

team, we enact the treatment plan laid out by our psychiatry
colleagues and wonder whether there is a better way.

We propose the following changes to create a more ideal
health system (Table). We acknowledge that each health sys-
tem has unique resources, challenges, and patient popula-
tions. Thus, our recommendations are not comprehensive and
are largely based on experiences within our own institutions
and state, but they encompass many domains that impact and
are affected by child and adolescent mental healthcare in the
United States, ranging from program- and hospital-level inno-
vation to community and legislative action.
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Require insurers to update their behavioral health provider lists to ensure they are current and accurate
Require insurers to cover behavioral healthcare to the same extent that physical healthcare is covered
Develop a single entry point for patients and families to access resources and better navigate the complex behavioral health system

Develop a coalition of hospitals, community organizations, and parent groups to collectively advocate for improvements in pediatric

UPSTREAM PREVENTION

Like all good health system designs, we recommend prior-
itizing prevention. This would entail funding programs and
legislation such as H.R. 3180, the RISE from Trauma Act,
and H.R. 8544, the STRONG Support for Children Act of
2020 (both currently under consideration in the US House
of Representatives) that support early childhood devel-
opment and prevent adverse childhood experiences and
trauma, averting mental health diagnoses such as depres-
sion and attention-deficit/hyperactivity disorder before
they begin.™
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OUTPATIENT AND COMMUNITY RESOURCES
We recognize that schools and general pediatricians have far
more exposure to children at risk for mental health crises than
do subspecialists. Thus, we urge an equitable increase in ac-
cess to mental healthcare in the community so that patients
needing assistance are screened and diagnosed earlier in their
illness, allowing for secondary prevention of worsening mental
health disorders. We support increased funding for programs
such as the Massachusetts Child Psychiatry Access Program,
which allows primary care doctors to consult psychiatrists in
real time, closing the gap between a primary care visit and spe-
cialty follow-up. Telehealth services will be key to improving
access for patients themselves and to allow pediatricians to
consult with mental health professionals to initiate care prior to
specialist availability. We envision that strengthening school-
based behavioral health resources will also help prevent ED
visits. Behavioral healthcare should be integrated into schools
and community centers while police presence is simultaneous-
ly reduced, as there is evidence of an increased likelihood of
juvenile justice involvement for children with disabilities and
mental health needs.""

WORKFORCE DEVELOPMENT AND TRAINING

Ensuring access necessitates increasing the capacity of our
psychiatric workforce by encouraging graduates to pursue
mental health occupations with concrete financial incentives
such as loan repayment and training grants. We thus support
legislation such as H.R. 6597, the Mental Health Professionals
Workforce Shortage Loan Repayment Act of 2018 (currently
under consideration in the US House of Representatives). This
may also improve recruitment and retention of individuals who
are underrepresented in medicine, one step in helping ensure
children have access to linguistically appropriate and cultur-
ally sensitive care. Residency programs and hospital systems
should expand their training and education to identify and sta-
bilize patients in mental health in extremis through culturally
sensitive curricula focused on behavioral de-escalation tech-
nigues, trauma-informed care, and psychopharmacology. Our
own residency program created a 2-week mental health rota-
tion™ that includes rotating with outpatient mental health pro-
viders and our hospital’s behavioral response team, a group
of trauma-informed responders for behavioral emergencies.
Similar training should be available for nursing and other allied
health professionals, who are often the first responders to be-
havioral escalations.™

INSTITUTIONAL DEVELOPMENT

AND CLINICAL PRACTICES

Ideally, patients requiring higher-intensity psychiatric care
would be referred to specialized pediatric behavioral health
urgent care centers so their conditions can be adequate-
ly evaluated and addressed by staff trained in psychiatric
management and in therapeutic environments. We believe
all providers caring for children with mental health needs
should be trained in basic, but core, behavioral health and
de-escalation competencies, including specialized training
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for children with comorbid medical and neurodevelopmental
diagnoses, such as autism. These centers should have spe-
cific beds for young children and those with developmental
or complex care needs, and services should be available in
numerous languages and levels of health literacy to allow
all families to participate in their child's care. At the same
time, even nonpsychiatric EDs and inpatient units should
commit resources to developing a maximally therapeutic
environment, including allowing adjunctive services such as
child life services, group therapy, and pet and music therapy,
and create environments that support, rather than disrupt,
normal routines.

HEALTH SYSTEMS REFORM AND ADVOCACY

Underpinning all the above innovations are changes to our
healthcare payment system and provider networks, includ-
ing the need for insurance coverage and payment parity for
behavioral health, to ensure care is not only accessible but
affordable. Additionally, for durable change, we need more
than just education—we need coalition building and advo-
cacy. Many organizations, including the American Academy
of Pediatrics and the Children’s Hospital Association, have
begun this work, which we must all continue.’ Bringing in
diverse partners, including health systems, providers, edu-
cators, hospital administrators, payors, elected officials, and
communities, will prioritize children’s needs and create a
more ideal pediatric behavioral healthcare system.'

The COVID-19 pandemic has highlighted the dire need
for comprehensive mental healthcare in the United States,
a need that existed before the pandemic and will persist in
a more fragile state long after it ends. Our hope is that the
pandemic serves as the catalyst necessary to promote the
magnitude of investments and stakeholder buy-in necessary
to improve pediatric mental health and engender a radical
redesign of our behavioral healthcare system. Our patients
are counting on us to act. Together, we can build a system
that ensures that the kids will be alright.

TPatient details have been changed for patient privacy.
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