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Abstract

Background: In 2021, several professional organizations declared a national state of emergency 

in child and adolescent mental health. Rising volume and acuity of pediatric mental health 

emergencies, coupled with reduced access to inpatient psychiatric care, has caused tremendous 

downstream pressures on EDs resulting in long lengths of stay, or “boarding”, for youth awaiting 

psychiatric admission. Nationally, boarding times are highly heterogeneous, with medical/surgical 

patients experiencing much shorter boarding times compared to patients with primary mental 

health needs. There is little guidance on best practices in the care of the pediatric patient with 

significant mental health need “boarding” in the hospital setting.

Objective: There is a significant increase in the practice of “boarding” pediatric patients within 

emergency departments and inpatient medical floors while awaiting psychiatric admission. This 

study aims to provide consensus guidelines for the clinical care of this population.
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Methods: Twenty-three panel participants of fifty-five initial participants (response rate 41.8%) 

committed to completing four successive rounds of questioning using Delphi consensus gathering 

methodology. Most (70%) were child psychiatrists and represented 17 health systems.

Results: Thirteen participants (56%) recommended maintaining boarded patients in the 

emergency department, while 78% indicated a temporal limit on boarding in the emergency 

department should prompt transfer to an inpatient pediatric floor. Of this group, 65% 

recommended a 24-hour threshold. Most participants (87%) recommended not caring for pediatric 

patients in the same space as adults. There was unanimous agreement that emergency medicine 

or hospitalists maintain primary ownership of patient care, while 91% agreed that child psychiatry 

should maintain a consultative role. Access to social work was deemed most important for 

staffing, followed by behavioral health nursing, psychiatrists, child life, rehabilitative services, and 

lastly, learning specialists. There was unanimous consensus that daily evaluation is necessary with 

79% indicating vitals should be obtained every 12 hours. All agreed that if a child psychiatric 

provider is not available on-site, a virtual consultation is sufficient to provide mental health 

assessment.

Conclusions: This study highlights findings of the first national consensus panel regarding 

the care of youth boarding in hospital-based settings and provides promising beginnings to 

standardizing clinical practice while informing future research efforts.
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In 2021, American Academy of Child and Adolescent Psychiatry, American Academy of 

Pediatrics, and Children’s Hospital Association declared a national state of emergency 

in child and adolescent mental health.1 The rate of emergency department (ED) visits 

for medical conditions increased 11.7% from 2006–2014, while the rate of mental health/

substance use-related ED visits increased 44.1% during the same period.2 Visits due to 

suicidal ideation increased by an alarming 414.6%.2 At the same time, there has also been a 

major decrease in the number of national inpatient psychiatric beds available.3,4 In a study 

from 2007–2016, pediatric emergency visits for a primary mental health concern rose by 

60% with a 300% increase in youth presenting for suicide or self-inflicted injury.5 During 

the pandemic, the proportion of pediatric patients presenting to the ED with a primary 

mental health concern, compared to other medical concerns, rose by 20–30% compared 

to the same period in 2019.6 Among pediatric patients, there has been a statistically 

significant rise in hospital presentations of suicidal ideation, suicide attempts, depression, 

anxiety, eating disorders, and substance use in the year following the pandemic compared 

to the prepandemic period.7 Furthermore, in one study, there was a doubling in psychiatric 

boarding times for youth with 50% of youth experiencing boarding periods of greater than 2 

days following the pandemic.7

Rising volume and acuity of pediatric mental health emergencies, coupled with reduced 

access to inpatient psychiatric care, have caused tremendous downstream pressures on EDs, 
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resulting in long lengths of stay, or “boarding”, for youth awaiting psychiatric admission.8,9 

The Joint Commission recommends boarding time frames not exceeding 4 hours in the 

interest of patient safety and quality of care.10 However, across hospitals, boarding times are 

highly heterogeneous, ranging from less than 2 hours up to several weeks, with medical/

surgical patients experiencing much shorter boarding times compared to patients with 

primary mental health needs.10,11

Boarding misaligns patient need to environment and resource allocation resulting in 

poor outcomes, safety risks, delays in care, workflow inefficiencies, and capacity 

concerns.12,13 This discrepancy is influenced by limited access to preventative and 

ambulatory care services, limited care coordination, increased chronic psychosocial stress, 

lack of intermediate care psychiatric services (such as partial hospitalization and intensive 

outpatient), lack of diversionary services from inpatient and ED settings, and declining 

number of inpatient psychiatric beds.14 This study summarizes the findings of a workgroup 

composed of members from professional organizations in child psychiatry and emergency 

medicine in the development of consensus guideline recommendations for the care of youth 

boarding in ED and inpatient pediatric settings.

METHODS

Study Design

The study aimed to obtain expert consensus regarding the evaluation and management 

of youth through sequential rounds of surveys utilizing the Delphi method for consensus 

building (Figure 1). The Delphi method was selected in order to obtain reliable opinion 

consensus and limit bias by eliciting deidentified input from the participant panel 

equitably across all participants.15,16 This is done by posing a series of questions to all 

panel participants with responses being collected, deidentified, and further exploratory 

questions being asked in follow-up to gather greater nuance, elicit greater reflection, and 

provide further detailed, iterative responses without contamination of responses by other 

participants. As such, this methodology limits individual members of the panel from overly 

influencing the panel’s responses by their expertise, seniority, strength of their opinions, or 

past experiences. Using this consensus gathering methodology, opinions were elicited from 

the panel of experts through a series of emailed survey links to provide structured feedback. 

The study received an institutional review board exemption through the Northwell Health 

System.

Panel Participants

A convenience sample was obtained from members of the American Academy of Pediatrics, 

American College of Emergency Physicians Pediatric Subcommittee, American Academy 

of Child and Adolescent Psychiatry, and American Association of Emergency Psychiatry 

who were invited to participate in a Pediatric Psychiatry Boarding Consensus Panel in 

August 2019, at which time initial surveys were disseminated (all surveys available upon 

request). Participants included pediatric hospitalists, ED physicians, ED psychiatrists, and 

consultation-liaison psychiatrists with two team members serving as cofacilitators (Table 1). 

Expertise for inclusion in the consensus panel was defined as any individual with more than 
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one year of experience in the care of youth with mental health emergencies in the emergency 

department or inpatient medical setting and national experience disseminating research 

or teaching related to this experience through peer-reviewed publication. All responses 

from participants were completed by online survey, and responses were deidentified 

for analysis. No incentivization was utilized to elicit participant engagement. Fifty-five 

clinicians initially indicated interest in participating in the consensus panel, and the initial 

round of surveys were distributed on 5/7/21. We had a 41.8% response rate (23/55), and 

our panel included representation from 17 health systems with 3 adult psychiatrists, 16 child 

and adolescent psychiatrists, 2 pediatricians, and 2 emergency medicine physicians. The 

participant response rate is consistent with other survey-based, nonincentivized studies.17,18 

Panel participation was consistent throughout the successive rounds of consensus building 

(Round 1 N = 23, Round 2 N = 23, Round 3 N = 21, Round 4 N = 23).

Survey Dissemination and Data Analysis

The onset of the COVID-19 pandemic in March 2020 delayed study implementation, with 

resumption of the study in March 2021. The cofacilitators began meeting biweekly in March 

of 2021. Between May and July of 2021, there were four sequential rounds (5/7, 5/21, 

6/4, and 7/21/21) of survey questions using RedCap software 12.2.10 – 2022 Vanderbilt 

University. Survey questions were utilized to clarify group recommendations related to 

the following topics: staffing, supervision of patient care, environmental needs, psychiatric 

services available, the nature of ongoing psychiatric assessment, alternate dispositions, and 

the impact of COVID on the care of this population. The goal of the survey was to 

obtain consensus on a variety of aspects of care for youth boarding in the hospital-based 

setting. No validated survey or tool existed to elicit this information from participants, 

so questions were developed by the cofacilitators, and responses were clarified over the 

course of successive rounds of data gathering. Survey validation was then completed using 

local subject matter experts on the panel to ensure face and content validity and ease of 

administration. Following each survey round, clarifying questions were posed to the panel 

in successive rounds for items that did not reach consensus threshold. Surveys were brief 

(5–10 minutes) with the aim of eliciting recommendations to reach consensus, as opposed 

to reviewing specific data points from the representative health systems. A virtual panel 

meeting for preliminary finding review was completed in June 2021, and consensus panel 

final input was completed in March 2022. Descriptive statistics were utilized to categorize 

the results, and a 70% cutoff (determined by the panel participants) was used to define 

the threshold for consensus, which has been modeled after other studies using the Delphi 

technique.19–22 A 5-point Likert scale was used for questions ranking items by importance 

with a cutoff score of 4 or above (important to very important) was used to identify 

best practice recommendations (Table 1). A series of free-text questions were included 

and analyzed using qualitative analysis for thematic content review, which helped inform 

iterative clarifications and consensus building.

RESULTS

Of the 23 participants, all defined “boarding” as a status when a disposition decision has 

been made to admit a pediatric patient to an inpatient psychiatric unit but an inpatient 
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psychiatric bed is not available. 82.6% agreed this terminology may be applied regardless 

of the patient’s location when boarding, while 78.3% believed it is appropriate to further 

add the Centers for Medicaid & Medicare Services 4-hour time specifier to the boarding 

definition. Regarding the physical site for boarding, 56% maintained all boarding patients in 

the ED, 26% transferred patients to the inpatient floor, and 18% indicated variable practice 

based on bed availability. Of those who initially boarded patients in the ED, 23% identified 

that the patient may be moved to the pediatric floor after waiting 24 hours in the ED. 

Most participants (78%) agreed that a specific amount of time should be used to determine 

transfer to an inpatient pediatric bed. However, there was a split between the temporal 

threshold, where 65% identified a 24-hour limit and 35% identified a 48-hour limit.

Environment

The most important aspects of the environment were ranked by participants in Table 1. Most 

participants (87%) said they would not recommend having pediatric patients in a locked care 

space with adults. For those who found caring for adults and youth in a shared space was 

acceptable (13%), they prefaced that this would only be utilized as a last resort factoring 

patient age and safety of the milieu in this decision. In addition, 95.7% cited access to a 

private interview space as both highly important and necessary for pediatric patient care.

Staffing

Participants unanimously agreed that ED physicians or pediatric hospitalists should maintain 

primary care ownership of patients on boarding status, while 91% believed child psychiatry 

should remain in a consultant role. Elements that weighed heavily into this recommendation 

included available resources on the psychiatry team, inability to provide 24/7 coverage 

among child psychiatrists (41%), and inability to appropriately manage the high volume of 

patients (24%). Consensus was not reached regarding staffing with a split between weekly 

staffing (31.8%) and daily staffing models (22.7%). However, 90.5% identified that the 

staffing model utilized could vary as long as there was a consistent model for handoffs 

to ensure coordination of care. Participants also cited team provider consistency (including 

advanced practice providers and social workers) as another important factor in facilitating 

patient care and disposition planning.

Aspects of staffing were also assessed by level of importance (Table 1). Many participants 

(74%) indicated the location of a patient dictates which (if any) ancillary services are 

available. However, 70% stated that the relative importance of a service should not depend 

on the location of the patient. There was unanimous agreement that patients would benefit 

from child life, occupational therapy, and other milieu therapies made available as a part of 

standard of care regardless of location. Participants unanimously agreed that a team member 

not responsible for direct patient care should be assigned the task of locating an inpatient 

psychiatric bed.

Service Delivery

Participants unanimously identified that daily evaluations should be conducted on the 

boarding patient, regardless of location. However, the tasks to be completed as part of 

daily evaluation varied, where 56% believed physical exams should be completed daily, and 
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44% believed only one initial physical exam was needed at the beginning of the stay. Group 

discussion was facilitated to clarify the frequency of obtaining vital signs due to lack of 

consensus between every 8 and every 12 hours. Consensus was reached and that obtaining 

vital signs every 12-hour was sufficient (79%). Consensus was reached internally among 

nonpsychiatry providers (n = 4) for once daily physical exams, 12-hour vital signs, and 

requesting transfer to an inpatient pediatric bed for boarding after 24 hours in the ED. Table 

1 summarizes participant importance rankings of child psychiatric service delivery to the 

boarding patient.

Access to Telepsychiatry

Physician availability on-site, as opposed to remote coverage, was highly variable among 

participants at their current site of practice. In the context of the COVID-19 pandemic, 

5% reported access to telepsychiatry prior to the pandemic, 52% identified new access 

during the pandemic with 14% reporting expansion of those services over the course of 

the pandemic, and 28% report still not having access to telepsychiatry. Telephonic access 

to the child psychiatry team was identified by 65% of participants as being insufficient 

to meet a minimum standard of psychiatric care for boarding patients, and 76% believed 

phone backup should not replace daily face-to-face assessment by the child psychiatry team. 

However, participants all agreed that if a psychiatrist is not available on-site, then formal 

telepsychiatry consultation is sufficient. Consensus was not fully reached (66.7%) that in-

person evaluations should be considered equivalent to telepsychiatry. Among nonpsychiatry 

participants (n = 4), unanimous consensus was reached that telepsychiatry consultation was 

equivalent to in-person psychiatry evaluation.

Further clarifying questions were asked to identify when an in-person child psychiatric 

evaluation should be completed. Consensus was reached in three patient populations, 

including those with delirium (96%), catatonia (96%), and psychosis (74%). Consensus was 

not reached for younger children (65%), disruptive parents (61%), as well as patients with 

autism (65%), hyperactivity impairing assessment (61%), or exhibiting severe aggression 

(61%). For youth requiring physical restraint, 52% reported that in-person psychiatry 

assessment was superior to telepsychiatry in this population.

COVID Impact

The COVID-19 pandemic has greatly influenced national mental health care delivery23–26 

which was affirmed by panel participants. Pandemic-related changes reported by panel 

participants included increased volume and duration of pediatric boarding (87%), and 

higher acuity of patient needs (35%). Panelists noted increased utilization of ED and 

hospital resources by youth with subspecialty psychiatric needs, such as youth with autism 

spectrum disorder and eating disorders (22%). Uniformly, participants reported challenges 

finding inpatient psychiatric beds for youth who were COVID-positive. Some participants 

(35%) reported a significant change in workflow secondary to the pandemic including 

the requirement to wear full personal protective equipment during behavioral code events 

with resulting challenges to de-escalate patients with comorbid autism spectrum disorder, 

intellectual disability, or psychosis and impact on response times.
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Data Gathering and Monitoring

Lastly, participants were asked about several data items to measure and monitor for pediatric 

patients boarding in hospital settings (Figure 2). These items were ranked in terms of 

importance and feasibility of obtaining the data longitudinally. The two items of data that 

met consensus threshold for importance and feasibility were patient age and volumes.

We explored the feasibility of collecting data specific to patients on boarding status, and 21 

participants indicated that they were actively collecting some data on boarding patients. 

Fifty-two percent of respondents were unsure what data was being collected by their 

respective health systems. Forty-three percent (43%) reported a willingness to collect data 

that may be considered both important and feasible.

In summary, consensus was reached on several items to include 1) the definition of boarding, 

2) recommendations for the treatment environment, and 3) staffing and service delivery 

recommendations for the care of pediatric patients with mental health emergencies boarding 

in hospital-based settings (Table 2).

DISCUSSION

According to the American Academy of Child and Adolescent Psychiatry, in the current care 

environment for youth experiencing mental health emergencies, there is a significant lack 

of access to child psychiatric providers and staff,27 with increasing demand for pediatric 

mental health services. The result is a significant growth in boarding of youth in medical 

emergency rooms and inpatient settings. As noted above, this mismatch between access 

and need has been exacerbated by the COVID-19 pandemic. Many panel participants were 

initially concerned that developing best practice recommendations for boarding patients may 

unintentionally perpetuate this practice and allow it to be normalized or accepted. However, 

given the current crisis in pediatric mental health, the practice of boarding is unlikely to 

disappear soon, and consensus guidelines on the care of this population are desperately 

needed (Table 2).

By exploring the areas of unanimous consensus, the guidelines provide a minimum standard 

for safe, equitable care while providing significant leverage to the end user to provide 

plasticity in the application of these recommendations. There were several unanimous 

recommendations from the consensus panel. Access to confidential interview rooms and 

avoiding scenarios where youth are cohorted in locked adult spaces for care highlight 

the emphasis panel participants placed on safety and confidentiality in the care of this 

vulnerable population, two factors that are critical in how clinical operations and space 

design are dictated. This was further affirmed by full consensus being reached on the need 

for daily patient evaluations, staffing models that support consistent and safe handoffs, and 

the importance of having access to a member of the psychiatric care team, whether in person 

or via telepsychiatry. Other recommendations include ensuring that youth have access to 

the full spectrum of services available in the pediatric medical setting (such as child life, 

occupation therapy, physical therapy, etc.) and that a team member not responsible for 

direct patient care is assigned to complete the psychiatric bed search. Unanimous consensus 

was also reached regarding the recommendation to identify the emergency department 

Feuer et al. Page 7

J Acad Consult Liaison Psychiatry. Author manuscript; available in PMC 2024 February 16.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



or pediatric hospitalist team as the primary provider for ongoing care in the medical 

setting rather than adopting a model where the psychiatrist becomes the primary provider. 

Panel participants cited the nature of the medical care setting and the staff limitations 

inherent to providing 24/7 on-site psychiatric staffing as the primary reasons that the 

emergency department or general pediatric team should maintain responsibility for patient 

care. Furthermore, support for the ongoing role of the child psychiatrist as a consultant 

also received near unanimous consensus, which highlights the panel’s belief that ongoing 

psychiatric care is needed even when the emergency department or general pediatric team 

is managing patients on boarding status. Thus, the combination of psychiatric consultation 

with ongoing medical oversight in a collaborative model was the predominant agreed-upon 

model of care delivery for this population in the medical setting.

There were also several items where consensus could not be reached, highlighting the 

heterogeneity in view-points, local resources, and practice in these areas. Although there 

was consensus on the need for a time threshold to consider transferring patients from the 

emergency department to the inpatient medical unit, there was variability as to the number 

of hours suggested. There was a lack of consensus as to what staffing model was best; 

however, the need for consistent and clear handoffs was identified as the most important 

variable for safe care. This same theme was seen with the consensus recommendation that 

daily assessments should be conducted on all boarding patients, with a lack of consensus 

on the frequency and what elements of exam should be conducted daily. These consensus 

recommendations provide flexibility to customize one’s approach based on local resources. 

However, consensus was reached on the specific aspects of what was more essential for 

safety, such as which populations required an in-person assessment and the frequency of 

obtaining vital signs.

Limitations

This study has several limitations worth noting. The consensus guidelines are based on 

expert panel input, and the risk of overrepresentation of certain sub-specialties or certain 

types of health systems is openly acknowledged. To address these biases, we utilized 

blinded responses as outlined in the Delphi methodology. While this survey model reduces 

bias and allows for ease of implementation, it has several limitations, including a lack 

of internal validity and reliability, along with the lack of a single methodology, and its 

inherent outcome of opinion-based information.28 A convenience sample was created using 

professional listservs. It was difficult to ascertain the number of active members surveyed 

through these professional listservs, as the listservs may contain members who are retired 

or not actively practicing in the fields of emergency medicine, emergency psychiatry, 

or consultation-liaison psychiatry. Therefore, determining the number of active members 

with expertise in the psychiatric care of youth in mental health crisis was challenging to 

determine the total number of eligible participants who were initially surveyed. Furthermore, 

only 23 of 55 participants completed the full survey process, with a modest response rate of 

42%. This convenience sampling and limited expert panel size may limit the generalizability 

of the study’s findings.
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Given that the expert panel was a convenience sample elicited from several professional 

listservs, with an oversampling of psychiatry professional listservs, there was a greater 

proportion of child psychiatrists among the panel participants when compared to 

general pediatric or emergency medicine representation. While this may have introduced 

bias, given the topic of pediatric mental health care delivery, it also reflects the 

anticipated input necessary to deliver guidance on this topic. Further follow-up study 

should capture a wider catchment of stakeholders including broader engagement from 

pediatric emergency medicine physicians, pediatric emergency medicine nursing, pediatric 

hospitalists, adult emergency medicine physicians and nurses, social workers, and adult 

emergency psychiatrists. Although we intentionally oversampled emergency psychiatry and 

child and adolescent psychiatry participants in reaching these consensus guidelines, given 

the expertise in the delivery of emergency mental health services to this population, we also 

note the important value of emergency medicine, particularly pediatric emergency medicine, 

in informing guidance, both due to expertise in the delivery of emergency medical services, 

as well as serving as frontline providers in the care of youth boarding in the ED.

The response rate was in keeping with a nonincentivized survey study. The survey used 

in this study only addressed the elements of face validity and content validity. For future 

studies, any similar surveys would need to go through more rigorous reliability testing (e.g., 

internal consistency) and validity testing (e.g., criterion validity, construct validity). There 

are also complex factors that influence boarding including the child’s developmental status, 

history of past physical or sexual trauma, comorbid medical conditions, family capacity to 

manage the patient in the home environment, and access to community-based resources. 

Some of these factors were elicited in the qualitative responses by panel participants but 

were not specifically elicited in the consensus gathering surveys. It will be important in 

future studies to explore these factors further to understand how they may impact boarding 

practices, length of stay, and interventions to address boarding in these unique populations. 

This study also did not review safety measures taken for youth who were boarding, such as 

what ligature risk mitigation practices were undertaken, what clothing the youth could wear 

while boarding, whether youth had access to technology (cell phones, computers, tablets), 

or what sitter or patient attendant practices were utilized. Partly, these items were not 

included as they were not specific to boarding patients but more to patients at risk of harm 

to themselves or others. The study also lacks guidance on what active interventions, both 

non-pharmacologic and pharmacologic, should be taken in youth while boarding, which is 

likely partly influenced by staffing models and access to child and adolescent psychiatry. 

Given the breadth of topics covered in the survey, it was challenge to address all important 

topics, and these specific safety and management measures in the boarding patient should 

be addressed in future studies. Additional areas requiring future exploration are included in 

Table 3.

CONCLUSIONS

This study summarizes the consensus recommendations for the care of youth boarding in 

medical settings while awaiting inpatient psychiatric care. Although the long-term goals 

of improving access to timely mental health care while minimizing the need for boarding 

remain, openly acknowledging that the practice of boarding is a growing and urgent crisis 
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that requires thoughtful guidance to inform standards of care is necessary. This study 

represents the first step in providing national consensus guidelines on the delivery of care 

while youth are boarding and provides valuable input on future areas that require improved 

standardization or further research.
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FIGURE 1. 
Delphi Consensus Gathering Process
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FIGURE 2. 
Summary of Importance and Feasibility Rankings for Pediatric Boarding Data Gathering

* Starred areas met consensus for both importance and and feasibility
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