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COVID-19 and Pediatric Mental Health
Hospitalizations

shidur Rahman Knan, PhD.** Nan Hu, PhD®* Ping Lin, Ph0%* Vlsamma Eapen, PhD“? Natasha Nassar, Ph0
James John,PRO* Jackie Curtis, MBBS Maugan Rimimer, MBGrB” Fenton OLeary, MBBS." Barb Vernon, PHD)
Raghu Lingam, Pho*

ossEcrves: To analyze Australian national data to examine the impact of the coronavirus
disease 2019 (COVID-19) pandemic on mental health-related hospit

children and adolescents during the pandemic period with restrictions, and the period after

the restrictions eased.

Weioos: We analyzed the monthly mental health-related inpatient admissions and emergency
department (ED) attendances data from 6 large pediatric hospitals across Australia, using the
Bayesian structural time series models. The COVID-1 restriction period was from March 2020
to December 2021 and the COVID-19 restriction-eased period from January to June 2022,

Resuurs: A total of 130801 mental health-related hospital admissions (54907) and ED
attendances (75 894) were analyzed. During the COVID-19 restriction period, there was a
significant increase in inpatient admissions related to deliberate self-harm behaviors (82,
959 credible interval [Crl], 79%-160%) and ED attendances related to overall mental health
disorders (15%, 95% Crl, 1.1%-30%) and eating disorders (76%, 95% Ctl, 36%-115%). The
increase was higher among females and those living in the least socioeconomically
disadvantaged areas, suggesting a widening gap between mental health-related presentations
by sex and socioeconomic status. After the restrictions eased, there were slight declines in
‘mental health-related hospital presentations; however, the numbers remained higher than the
pre-COVID-19 levels.
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Observed and Predicted Hospital Admissions

Observed and Predicted ED Visits
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CONCLUSIONS

¢ During the COVID-19 pandemic period with restrictions, there was
significant increase in pediatric hospital presentations related to
eating disorders and deliberate self-harm behaviors

* Highest increase among female adolescents and those living in the
less disadvantaged areas. Additional support should be provided to
these populations.

* As restrictions started to ease, slight decrease in mental health-
related hospital presentations, but the #’s remained at high levels.
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ACEP NOW
May 2023

Thoughts from ACEP President
Christopher S. Kang, MD, FACEP

The COVID-19 pandemic has indelibly disrupted our individual lives, local and national
i - ; ] ooy

However, emergency

‘most of the health as various i ies persist and
‘grow. Mental health patients have increasingly complex needs, fewer places for support,
and board longer in the ED than medical patients. Left unaddressed, mental health care
e . : :

ACEP Update on Behavioral Health:
President Christopher Kang; email May 30, 2023

1. EPs can and should do more than simple medical screening/clearance;
* Educational content is being curated by ACEP staff: ? available Fall 2023.
* Scientific Assembly 2023: 4-5 presentations on behavioral health
« If attendance & feedback is (+) , a dedicated course tract at SA24 possible

2. Behavioral health should encompass a wide range of patients - from
depressed to personality disorders to substance use to
pediatric/adolescent to geriatric.

3. Collaboration is being fostered - with CPE, AAEP, APA, and others.

4. LAC highlighted several legislative priorities - ED boarding (including
psych) and funding for social work services in addition to 988 Crisis Line.
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ACEP Award Honors Innovations in Suicide Prevention
May 2023

* Every year, ACEP partners with the American Foundation for
Suicide Prevention to bestow the Innovation in Suicide
Prevention Award.

* This honor recognizes promising and innovative acute care
activities in the area of suicide prevention, that improve
patient outcomes and lives of patients and/or clinicians.

Winners of ACEP Suicide Prevention Award 2022

* Michael P. Wilson, MD, PhD, Angie Waliski, PhD, and
Ronald G. Thompson, Jr., PhD, LCSW

* led the first pilot of a peer-delivered suicide safety
planning program in the ED.

* EDs are many patients’ 1%t access point to care

* 31 % of people who die by suicide visit an ED in the year
prior to their death.

« A safety plan empowers the patient to design and utilize a
personalized list of coping skills, activities and supports for
patients to cope with suicidal thoughts.




Tested the feasibility of safety planning initiated
in the ED:

* Led by peers, people in the community who provide
support through compassion, empathy, and lived
experience with suicidal thoughts or behaviors, but lack
formal medical training.

* The results revealed that participants were equally likely
to embrace peer-delivered safety plans

* More likely to complete the programs led by peers, than
those led by professionals.
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ACEP NOW May 2023

Emergency Departments and
the Growing Mental Health Crisis

MAY IS MENTAL HEALTH AWARENESS MONTH, A RECOGNITION THAT SHINES A MUCH-NEEDED
SPOTLIGHT ON AN ISSUE CONFRONTED IN EMERGENCY DEPARTMENTS EVERY DAY OF THE YEAR.

by GREGG MILLER, MD, FACER, AND.
ENRIGUE £ i

Community information exchanges
FindHelp & UniteUs

* Provide lists of available community resources such as:
* homeless shelters, behavioral health treatment centers,
sobering centers and substance use disorder organizations
¢ Access to relevant information on these platforms
« free of any charge
« easily available to the general public
« targeted by zip codes,
« wealth of information on available resources such as hours of
operation, contact information, and resource website access.
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‘and Margaret Thompson fo ther exper-
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Part 1: Ethical Considerations
in Treating Adolescent
Psychiatric Emergencies

by EILEEN F: BAKER, MD, PHD; V. RAMA-
EESER LiP, MD:

housed I recent years, black children aged
likel to die by

JOEL M. GEIDERMAN,

AMARCO, MD

CasePresentation

‘onomically disadvantaged children and ado-
lescents,those growing upin poverty are two
10 three times more kel to develop mental

He had

ey threatened another student witha knife
and was brought in by aw enforcement. He
hasa historyofoppositional efiant dsorder.

Assessment
A citcal part of mental health emergency

”aphrase indicat

oes not want anyone to contact his grand-

requitements for outine testing...be aban
doned”

Overview of Adolescent Mental
Health Emergencies

Peditric mental health emergencis (MIE)
consitute a large and growing segment of

unless clnicaly indicated. Prompt recogni-
tion, treatment, and referra of adolescent
‘mental health problems can significantly
affect emergency outcomes and contrbute
1o these patients'long-em prognosis.» Tar

this column. ©
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Psychiatric assessment, treatment and healing (PATH) model

* Ligature-free rooms and common hallway spaces
* Lockers to store patient belongings safely and privately
* Medication-reconciliation specialist in ED
* Security stationed in unit
* Duress buttons provided for every staff member

* Careteam: EDregisterednurse, BH intervention team (BHIT)
member, psychiatry consults when applicable

* Laundry area in unit, overflow rooms with garage doors




Clinical Policy: Critical Issues in the ion and of Adult P ital or E:
epartment Patients Presenting With Severe Agitation
This DRAFT is EMBARGOED - Not for Distribution
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« Level A recommendations. Generally accepted principles for patient care that
reflect a high degree of scientific certainty (eg, based on evidence from one or
more Class of Evidence I, or multiple Class of Evidence Il studies that demonstrate
consistent effects or estimates).

* Level B recommendations. Recommendations for patient care that may identify a
particular strategy or range of strategies that reflect moderate scientific certainty
(eg, based on evidence from one or more Class of Evidence Il studies, or multiple
Class of Evidence Il

* Level C recommendations. Recommendations for patient care that are based on
evidence from Class of Evidence Il studies or, in the absence of adequate
published literature, based on expert consensus. In instances where consensus
recommendations are made, “consensus”

5 1. Is there a superior medication or combination of medications for
the acute management of adult prehospital or ED patients with
severe agitation?

* Patient Management Recommendations

* Level A recommendations. None specified.

* Level B recommendations.: combination of droperidol and
midazolam; or an atypical antipsychotic in combination with
midazolam.

« Single: use droperidol or an atypical antipsychotic, due to the adverse
effect profile of midazolam alone.

« Severe agitation, use the above agents as described or haloperidol,
alone or in combination with lorazepam.




« Level C recommendations. In situations where safety of the patient,
bystanders, or staff is a concern, consider ketamine (IV or IM) to
rapidly treat severe agitation in the emergency department
(Consensus recommendation).

* No recommendations for or against the use of specific agents in the
prehospital setting can be made at this time (Consensus
recommendation).

* No recommendation for or against the use of specific agents in
patients over the age of 65 can be made at this time (Consensus
recommendation).
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Ketamine

* Ketamine was thought to be an ideal agent for this purpose given a
rapid time to effective sedation: <2 minutes following IV
administration and 2 to 10 minutes following IM administration

» Compared to antipsychotic or benzodiazepine-based regimens,
ketamine appears to provide faster and more reliable management of
agitation following a single dose of medication, particularly in cases of
IM administration.

* However, as use increased, safety concerns became more
widespread. Ketamine itself is a respiratory depressant in a dose
dependent fashion and is employed as a general anesthetic in
operating room settings.

Ketamine Class Il

* Unfortunately, the body of literature informing the use of ketamine to
treat severe agitation is uniformly flawed.

* No studies of sufficient quality were identified to inform a
recommendation for or against the use of ketamine for this purpose
in the prehospital or emergency department setting.
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Ketamine Class Ill

* Rapid time to effective treatment and reliable degree of sedation
following IM administration

* Ketamine remains an option in situations where the safety of the
patient, bystanders, and staff necessitate a more rapid and reliable
treatment of agitation than provided by other therapeutic options.

Potential Benefit of Implementing the Recommendations:

« Safe, adequate sedation facilitates medical evaluation of the
acutely agitated patient.

* Adequate sedation allows avoidance of prolonged physical
restraint and/or isolation, both of which are associated with
increased morbidity and mortality.

« Safe, adequate sedation improves the safety of staff caring
for the patient.

* A combination of droperidol and midazolam maximizes the
balance of adequate sedation while minimizing side effects.

Potential Harm of Implementing the Recommendations:

* Use of anti-psychotics always carries the inherent risk of
extrapyramidal side effects such as a dystonic reaction.

* Use of anti-psychotics carries the risk of QTc prolongation
and torsades de pointes.

* Use of benzodiazepines carries the risk of over-sedation.




Name Class Dosing Mean Time | Median Time | Proportion of
to Sedation | toSedation | Patients Sedated at
(Minutes) | _(Minutes) a Time Interval
Droperidol | Antipsychotic | 5 mg IM 16
(Cole 2021) (Cole 2021)"
10mgIV 1 27% (5 minutes)
(Taylor*)” (Taylor*’ | 55% (10 minutes)
(Taylor*)?
10 mg IM 20
(Isbister)* (Isbister)”®
SmglV 8 16.5% (5 minutes)
(Knot)® (Knott)' (10 minutes not
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(Knott)'
SmgIM 64% (15 minutes)
(Martel 2021)"* (Martel 2021)"*
Haloperidol | Antipsychotic | 5 mg IM 23
(Chan 2021)"" (Chan 2021)""
SmgIM 283
(Nobay)"* (Nobay)"”
Table 1. Summary of (Continued).*
Class Dosing Mean Time | Median Time | Proportion of
toSedation | to Sedation | Patients Sedated at
(Minutes) | _(Minutes) a Time Interval
Single Agents
Olanzapine | Atypical Smg
Antipsychotic | (Chan 2021)"° (Chan 2021)"*
10 mg IV 11 35% (5 minutes)
(Taylor*)” (Taylor*)” 59% (10 minutes)
(Taylor*)’
10 mg IM 17.5
(Cole 2021)"” (Cole 2021)"7
Ziprasidone | Atypical 10mg IM
Antipsychotic (Martel 2021)" el 2021)"*
20 mg IM 35%
(Martel 2021)"% (Martel 2021)'
Lorazepam | Benzodiazepine | 2 mg IM 29%
(Martel 2021)'% (Martel 2021)'
2 mgIM 322
(Nobay*)"* (Nobay*)"”

Table 1. Summary of

(Continued).*

Name Dosing Mean Time | Median Time | Proportion of
to Sedation | to Sedation nts Sedated at
(Minutes) | (Minutes) ime Interval
Midazolam | Benzodiazepine | 2.5t0SmgIV | 67.8 10
(Chan2013#)® | (Chan 2013)* | (Chan 2013)*
5 mgIM 85
(Chan 2021)'° (Chan 2021)"°
10 mg IM 24
(Isbister)”® (Isbister)”®
smgIV 6.5 44.6% (5
(Knott)'s (Knott)'S (Knott)'*
5 mgIM 183
(Nobay)"” (Nobay)"”
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Table 1. Summary of Medications (Continued).*
Name Class Dosing Mean Time | Median Time | Proportion of
toSedation | to Sedation | Patients Sedated at
(Minutes) | (Minutes) | a Time Interval
Combinat
Droperidol + | Antipsychotic + | 5 mg IV 213 3
Midazolam | Benzodiazepine | droperidol +2.5 | (Chan 2013)° | (Chan 2013)*
105 mg IV
midazolam
boluses
(Chan 2013)°
Smglv 5 6% (5 minutes)
droperidol +5 (Taylor)’ 6 (10 m
mg IV
‘midazolam
(Taylory’
5 mgIM 25
droperidol +5 (Isbister)™
‘midazolam
(isbister)*
Olanzapine | Alypical Smglv 13 5
Midazolam | Antipsychotic + | olanzapine +25 | (Chan2013)" | (Chan 2013)*
Benzodizepine | 105 mg
‘midazolam
boluses.
(Chan 2013°
“Ketamine dosing is not icluded in this able, & none of the Ketamine papers asscssed for this poicy met the quality

* For patients with acute agitation in the ED, a combination of
droperidol and midazolam is preferred given the improved time to
sedation and side effect profile.

« If a single agent must be given, droperidol is preferred.

« If droperidol is not available, use an atypical antipsychotic.

* In cases where safety calls for the use of ketamine, it must be done

in a setting where staff can institute immediate hemodynamic
monitoring and advanced airway management when needed.

High quality research should focus on

* Examining the effectiveness of non-pharmaceutical interventions.

 Determining the efficacy, safety, ideal dosing regimen, and most
appropriate situations for the use of ketamine to treat severe
agitation.

 Directly comparing the efficacy and safety of leading options for
treatment of severe agitation such as droperidol (particularly
compared directly to haloperidol), atypical antipsychotics, midazolam,
and ketamine (and combinations thereof).

* Identifying prehospital treatments for severe agitation.

* Identifying the safest and most efficacious treatment for acute
agitation in older patients.

 Exploring disparities related to race, ethnicity, and language that
impact the treatment of severe agitation.
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Article

Articles B No Access
Updates in the Assessment and Management of Agitation
Ashley Curry, M.D., Nasuh Malas, M.D., M.P.H., Megan Mroczkowski, M.D., Victor Hong, M.D., Kimberly Nordstrom =, M.D., J.D., Christina Terrell, M.D.

Published Online: 16 Jan 2023 | https://doi.org/10.1176/appi.focus.20220064
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PSYCHIATRIC

WHEN PROVIDER BIAS BECOMES
LETHAL, HIGH UTILIZERS IN THE
HEALTHCARE SYSTEM

Kelley-Anne Klein, MD

Raunak Khisty, MD, MPH, FAPA
Sahil Munjal, MD

James Kimball, MD

AMERICAN
LOOKING IN THE MIRROR PSYCHIATRIC @

ASSOCIATION

Recurrent
Presentations

arpEdy Provider bias

Fatigue

Q Q -_ o o
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AMERICAN
INSTANT COUNTER-TRANSFERENCE PSYCHIATRIC @
ASSOCIATION 4

“...instant, spontaneous set of feelings that form towards patients, even in the
shortest of interactions” (Moukaddam et al, 2019)

6/15/2023

AMERICAN
WHO IS AT RISK FOR INSTANT COUNTER-TRANSFERENCE? PSYCHIATRIC @
ASSOCIATION 4
* Those at highest risk:
— Personality disordered patients
— High level of suicidality
— Repetitive self-harm
— Violent, hostile, demeaning, or threatening behavior
AMERICAN
GENERAL AND PSYCHIATRIC RISK FACTORS FOR PROVIDER BIAS PSYCHIATRIC @
ASSOCIATION
) Homelessness I ) Chronic Psychotic lliness |
) Poor Social Support I ) Impulse Control Disorders |
) Finances l
) Borderline Personality Disorder |
) Legal involvement I
) Anti-Social Personality I
)Multiple Medical Comorbidities I
)Race/Gender I )Self-lnjuryorviolence I

13
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RISKS TO THE PATIENT ASSOCIATED WITH PROVIDER BIAS psv’?ﬁi‘%@ @
ASSOCIATION
— Minimizing patient risk level
— Premature discharge
— Inappropriate level of care recommendations
— Lack of linkage to outpatient care/resources
— Serious self harm or violence-> outcomes can be lethal
AMERICAN
LEGAL CONSIDERATIONS PSYCHIATRIC @
ASSOCIATION 4
* “Reasonable physician”— malpractice exists is another reasonable physician in the same
situation would handle the situation differently
* EMTALA-
— Who needs to evaluate the patient before they are discharged?
 If there is a specialist available and a consult is placed they must provide the
consultation
— What kind of dispositions are considered to meet EMTALA requirements?
* They must be able to be discharged with reasonable certainty that their condition
will not deteriorate
AMERICAN
LEGAL CONSIDERATIONS IN DOCUMENTATION PSYCHIATRIC @
ASSOCIATION

Assess and document CURRENT suicide risk
Document protective factors

Document reasons that treatment in an acute care setting is not indicated

— Specifically note presence or absence of acute processes that could cloud patient’s
judgement (psychosis, intoxication, etc)
Document all conversations around discharge

— Did the patient participate in a meaningful way?
— What are the options for disposition?
— Was a safety plan attempted/completed?
* Consult with another physician
— Document consultation

14



AMERICAN
HOW TO AVOID THE ICT TRAP PSYCHIATRIC
ASSOCIATION

- The one where you walk away: recognize feelings of anger, frustration and remove
yourself from the situation for a breather

- The one where you follow standard of care: remove the patient’s name from your
plan, determine what you would do for a patient who walked through the door with
the same issue—> make that the plan for this patient

- The one where you realize you don’t care: feelings of apathy are more difficult to face
and more difficult to admit to ourselves. First step—> get a second opinion. Second
step—> talk to a mentor, start asking the difficult question of why.

é
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2021, VOL. 33, NO. 7, 607-61

INTERNATIONAL REVIEW OF PSYCHIATRY e
6
hitpsy/doi.org/10.1080/09540261 2021.1947784

REVIEW ARTICLE 3 OPEN ACCESS | Sheckiorupases
Evaluating threats of mass shootings in the psychiatric setting

Amy Barnhorst® and John S. Rozel®

*Vice Chair for Community and Hospital-based Services, University of California Firearm Violence Research Center, Department of
Psychiatry and Behavioral Sciences, Department of Emergency Medicine, University of California, Davis, CA, USA; *Resolve Crisis
Services of UPMC Western Psychiatric Hospital, Psychiatrist, UPMC Systemwide Threat Assessment and Response Team, Associate
Professor of Psychiatry and Adjunct Professor of Law, University of Pittsburgh, Pittsburgh, PA, USA

ABSTRACT ARTICLE HISTORY
Psychiatrists may encounter patients at risk of perpetrating mass shootings or other mass vio-  Received 24 March 2021
lence in various settings. Most people who threaten or perpetrate mass violence are not driven  Accepted 22 June 2021
by psychiatric symptoms; however, psychiatrists may be called upon to evaluate the role of
mental illness plays in the risk or threat, and to treat psychiatric symptoms when present.
Regardless of whether psychiatric treatment is likely to reduce symptoms or the potential for
mental illness; re

violence, the psychiatist should collaborate closely with law enforcement, potential targets, and  [ec%ojence forensie
other agencies involved to mitigate risk. Such communications are governed by various privacy  psychiaty: gun violence
laws and duties to third parties. Additional measures, like protective orders, may be a means of

restricting the subject’s access to firearms.

KEYWORDS
Mass shootings; firearms;
9

610 (&) A.BARNHORST AND J. . ROZEL

Table 1. Investigate all THREATS®.

il Threats, leakage, or other statements of intent
to harm made currently or recently
H History of violence, especially with

the identified target or in an escalating pattern
Recent stressors (relationships, finances,
housing, employment, health, victimization)
Ethanol / other drug intoxication, current or frequently present
Agitated / annoyed easily (Hostile Attributional Style)
Takes no responsibility (External Attributional Style)
Suicidality, increasing hopelessness
Symptomatic psychiatric illness currently or frequently present
Specific target / access / means identified

]

LWL m
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Table 2. Threat assessment professional organisations.

Association of Threat Assessment https://www.atapworldwide.org
Professionals (USA)

Canadian association of threat https://catap.ca/
assessment professionals

Asia Pacific Association of https://www.apatap.org/
Threat Assessment Professionals

African Association of Threat https://afatap.africa/
Assessment Professionals

Association of European https://www.aetap.eu/

Threat Assessment Professionals

6/15/2023

PSYCHIATRY  psMLibrary v Books ~ Journals - News Education & CME  More v & signin

Articles ar
Safe Spaces: Mitigating Potential Aggression in Acute Care Psychiatry
Layla Soliman =, M.D., Abhishek Jain, M.D., John Rozel, M.D., James Rachal, M.D.

Published Online: 16 Jan 2023 | https://doi.org/10.1176/appi.focus. 20220069

Awareness of potential aggression and violence is crucial when treating
patients experiencing mental health crises in psychiatric emergency
and inpatient settings.

Clinical contexts of violence in these settings, possible impact on
patients and staff, and approaches to mitigating risk are reviewed.
Considerations for early identification of at-risk patients and situations,
and nonpharmacological and pharmacological interventions, are
highlighted.
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Every day in America...
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“I'm having “I'm
chest pain.” suicidal.”

© Connections Heslth Solutions
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911: What happens after the call?

Police-Involved Deaths Jails: The New Asylums ED Boarding
* One Quarter of police involved

shooting deaths involve mental illness

+ Half occur in the person's home

+ Black Americans with Mental lliness have
the highest rates of death

+ ..and are less likely to call 911 for help

+ The “Divert to What?” Question * 62% of EDs report they have no psychiatric

« Prevalence of mental illness in our jails &
prisons is 3-4x that of the US population
* Inmates with mental iliness
— Often do not get needed treatment
~ Incarcerated 2xas long at 2 the cost

services available

Without treatment, inpatient is the default
disposition, and people wait for hours for
transfer to a psych hospital

Increased risk:

sslen 2, Appclbaum o T

e i = 3xmore likely to be sexually assaulted I Jal  ascaulrs, injuries,
— More likely to be homeless, unemployed, wolf harm
US Death Rate by Police per million St ot — Increased cost:
= WithOUT Mental lliness = WITH Mental liness. $2300/day
~ Poor patient
white experience:

Hispanic
Other

Nontherapeutic
environment with
untrained staff

Be—

Black —
Ee—
e—

5 10 15 20 2%

Nordstrom Kt a. Wt} Emergency Med. 2013l 2220(5]630.695
ow

© Connections Health Solutions
about shrng o e s

The Sequential Intercept Model

Intercepts 0 and 1 focus on preventing police interactions & arrest

COMMUNITY

Intercept 0 Intercept 1 Intercept 2 Intercept 3 Intercept 4 Intercept 5
Community Services | Law Enforcement it Detention/ Jais/Courts Reentry Community Corrections
Inital Court Hearings

Crisis Care
Continuum

ALINNWWOD

© 2016 Pobcy Research Associates, Inc

e
© Connections Heslth Soluions.
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o WHAT'S YQ SAMHSA's Vision
°EWERGENCY -

“I'm having “I'm
chest pain.” suicidal.”

“Someone to call”

4

“Someone to respond”
(mobile crisis)

3

“A safe place to go”
(specialized facilities)

6/15/2023

© Connections Health Soluio

Someone to call

e Crisis Contact Centers
* 988
* Phone / text / chat

988

SUICIDE
&CRISIS

LIFELINE

988 is the new
nationwide 3-digit
number for BH
emergencies

Launched July 2022!
Connects to the National Suicide Prevention
Lifeline (formerly 1-800-273-TALK)

Network of nearly 200 call centers with
call-takers trained in suicide/crisis intervention
24/7 call, text, or chat (988lifeline.org)
National standards

— SAMHSA oversight

— single national administrator

Vibrant Emotional Health: www.vibrant.org

More info at samhsa.gov/988

Today, we can’t imagine 911 without thinking of the response
system that goes with it (EMS, fire, ERs, trauma centers, etc.)
988 is the first step towards a comparable emergency
response system for people with MH/SUD
emergencies.

15m
Local, County,
and State
Crisis Lines. million annual calls to 911

(NENA)

40m+ Annual Crisis Calls
Behavioral Health & Suicide

18
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What happens after the 988 call?

> 988 activates 911 in a small number of calls (about 2%)
— The hotline is to help when there is an immediate threat to life.
= = the 5 " K " i
= poa =2 ::::::I;: .::;;‘.: » The more alternatives a community has (like mobile
= they don't talk about crisis), the less need to involve law enforcement.
is what happens e
: H after you call. -
gocial media skl 8%
of peopls whe contact

osts warn ) F
peop\e not to | 988is not friendly.

ety by te i s
m ot e 3 e by e e

gall 988. Here'{ Don'tcallit, ‘ "»--1-127-"“

what you neeq Don't post jt,
to know Don't share jt,
without knowing the risks.

—

oty
[ e—

oV |

e

Source: 988ifeline.ora

911 Integration:
Routing BH calls to a “health-first” response

No One-Size-Fits-All Approach

+ Over 9000 Public Safety Answering Points (PSAPs) across the US

« Local crisis lines & PSAPs are experimenting on ways to identify & re-route BH calls
« Different solutions for different situations (urban vs. rural, availability of crisis services, etc.) Health First
* Best practices are starting to emerge but no standards yet

Response

Crisis line staff are on- is line staff
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EMERGENCY transferring site to provide training are on-site and
appropriate BH and able to take and
calls to an off- 9 c s clear calls within
site crisis 0 s the 911 system
contact-center contact center

] 911 Coordinated Co-Located Integrated
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Mobile Crisis
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What happens after the 988 call? It depends on where you live.

For the ideal outcome, 988 callers need to
* Be routed to a local call center
« Connect to local crisis services (someone to respond, a safe place to go)

988 In-State Answer Rate

Challenges:

Calls are routed based on the area code of the _

caller’s phone, not their geolocation

-
* Variable call center performance across states . ' ﬁ | | :533
* Inconsistent access to crisis services across > 66%

communities ‘ v M <66%

e
April 2023. Source: hitps://988lfeline org/our-networlk

© Connections HealthSolutions
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Someone to respond

* Mobile Crisis Teams
* Co-responders

o * Multi-disciplinary Response Team

© Connections Health Solutions.

6/15/2023

Mobile Crisis Teams (MCTs) come in many combinations

Clinician-only MCTs (most common)
> Licensed BH clinician + unlicensed clinician or pear
il LS

3 3 ] -
Rural areas: 1 person teams

+/-telemed back
Co-Responder Teams remeatee
» Law enforcement + BH clinician or peer

o ge

Job title/classification presence in MCTs (N=402)

‘Nomber of programs.

B Uiconsed BHclinican [ Uniicensed BH clinician » Civilian only: EMT + BH clinician ‘9’
- off ] CAHOOTS (Eugene, OR); STAR (Denver)

5o
I ParamedicEMT I odical director
Psychiatrc prescriber Nurse

Othar

> BH Clinician + Paramedic + Ofﬂcera .
Preliminary results from a survey of over 400 mobil crisis teams in the US. RIGHT Care (Dallas)
1.8

Courtesy Preston Looper & Matt Goldman. http://doi.orq/10.1176/appi.ps.20220449.

The Crisis Response Center

Built with Pima County bond funds in 2011
= County owns the building, services funded by the RBHA
= Alternative to jail, ED, hospitals
- Serving 12,000 adults + 2,400 youth per year
Services include
—  24/7 walk-in urgent care
— 23-hour observation
—  Short-term adult subacute inpatient
Police drop-offs with NO WRONG DOOR that TAKES EVERYONE
Space for co-located community programs
Unique Campus: CRC is adjacent to
— Crisis Line Call Center
— Banner University of Arizona Medical Center
o Emergency Department
o 66-bed inpatient psychiatric unit that performs most of Pima
County’s civil commitment evals
— Mental health court
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A Solution to the “Divert to What?” Question
Connections Culture of Treating LE as a “preferred customer”
4 Waiting hours CIT Recommendations for
siheER Mental Health Receiving Facilities!
By poace o These two are the
1. Single Source of Entry hardest to do well.
2. On Demand Access 24/7 It means
; Wailing 20 | 3. No Clinical Barriers to Care « Be easier to use than jail.
the jail pgpinimalPolceiumsroundilime) « Drop off time less than 10 min
5. Wide Range of Disposition Options .
. 6 C ity G N * Never turn police away.
* Take everyone:
- = High acuity: No such thing as
f Under 10 “too agitated” or violent
= Studies show this model: a q g
minutes to -
drop-off at the —  Critical for pre-arrest diversion? . ICan Ibe rlghly |nt:|)x|ctaled
crisis center ~ Reduces ED boarding®* a7 M= CIATI R
o> RelEs Pt o2 = Without using security guards
s 6
 Semamansie e
3 s o ”
3 i s " Cortoct s st st o s s s

Quick and Easy Access for Law Enforcement
so that we're the preferred alternative to jail or the emergency room

{ Studies show this model is critical for pre-arrest diversion,?

reduces ED boarding,** and reduces hospitalization.>*

L DXOGENENT :

“For both officer-initiated events and 911 calls, the odds of
arrest were lower for mental health/medical incidents than for
violent crimes. This finding may be partly due to the role of
Tucson’s Crisis Response Center, which provides an alternative
to arrest and jail booking... the odds of arrest for mental
health/medical versus violent crimes were far lower
concerning officer-initiated events than gi1calls”  Vera

NO WEAPONS ranme—
BENOND —
L THIS POINT | mm":;“""'“"""
|: iy - © Connections Health Slutions.
23-Hour Observation: Open design Interdisciplinary care starting with the

that creates a safe & therapeutic environment  assumption that the crisis CAN BE resolved

Interdisciplinary Teamwork
— 24/7 psychiatric provider coverage (MD, NP, PAs)
— Peers, nurses, techs, case managers
Early Intervention
— Door to doc time 90 min
— Meds, detox/MAT
— Peer support & groups
Proactive discharge planning
Coordination with clinics,
community & family
The open design facilitates: supports
— Safety: Continuous observation
— Therapeutic milieu: Open area for therapeutic : 9
interactions with others e .b‘
~60% discharged to community-based care
~70% converted to voluntary status

— Flexibility: Ability to accommodate surges in volume
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Early Intervention, Deflection, & Diversion
Intercept O (Community Services) &
Intercept 1 (Law Enforcement Collaboration)

Roadmap to the Ideal Crisis System:
Lessons from Arizona

Margie Balfour, MD, PhD
Connections Health Solutions

Chief of Quality & Clinical Innovation
Associate Professor of Psychiatry, University of Arizona

margie.balfour@connectionshs.com

Crisis continuum with services aligned towards a common goal:
care in the least-restrictive setting

{ Easy access for police = Connection to care instead of arrest
] (Sequential Intercept Model 0 and 1)
! i S
] =yhle PHREA
@ |
® = = &
\ !
) SiT e Colbarai Simin oot Decreased Use
) e e i G
(e 1 oo o reairatey ofjail, ER, hospital

d
v

)

~TR D

—)
[ X}
Person  (risis Line Mobile Acute Crisis n
in 988 crisis Facilities |—|

Crisis Post-crisis  Crisis Residential

60-70% wraparound & Crisis Respite
80% resolved | | 70% resolved discharged 85% remain stable

on the phone in the field

to the community in community-based care > 45 days

Services

LEAST Restrictive = LEAST Costly

police or mobile

Model Creates an Open, Accessible Door for Those in Crisis

Connections Health Solutions has operated for 30 years, continuously innovating its services to meet
community needs. Our continuum treats, stabilizes and connects patients of all acuities.

100%
65 —-70%

treated >
Connections’ ¢ patients discharged to
the community

programming is in 24 hours

designed for patients
of all acuities

connections
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2,200 youth visits in 2022

25% arrived via police

* Interdisciplinary team of psychiatric providers, nurses, therapists 5 y
plinary psychiatric providers, nurses, Pt 80% discharged to community-based care

& case joral health technicians, and peers i
« Treatment includes medications, groups, peer & family support (instead of the hospital, ED, or jail)
« Proactive discharge planning and care coordination 1.72% readmission rate
+ Community partnerships including daily calls with DCS, “familiar e
faces” staffings with RBHA and other health plans
* Therapeutic milieu with open design to facilitate social interaction 98% families report they would
and continuous observation recommend the CRC to others

Age Trends SUD Trends
28% have an SUD
diagnosis or positive tox.

Most common:

+ Cannabis (66%)
* Alcohol (12%)
+ Opiates (11%)

connections

Safe and Comfortable Space Designed for Youth and Families
Connections is known for prioritizing the safety of both the individuals served and the staff.
The youth unit was thoughtfully designed to make youth and families feel at ease and supported while ensuring safety.

Youth-Centered Design.

* Dedicated lobby and sally port
waiting areas

+ Superhero-themed urgent care
rooms

* Separate space for vitals and
assessment

+ Bright colors used in urgent care

* Soft, calming colors used in
observation

* Calming activities and outdoor time
used in observation

Youth urgent care:
Family meeting room >

connections

EmPATH

Emergency Psychiatric Assessment Treatment Healing

Research shows that 75% or more of severe psychiatric emergencies can be stabilized within 24 hours

What makes the EmPATH Approach Different?

Designated destination for all medically-cleared patients in crisis prior to determination of disposition or
IP admission; not viewed as an alternative destination but THE destination; is outpatient observation

Designed and staffed to treat all emergency psychiatric patients — philosophy of “no exclusion”

Immediate patient evaluation and treatment by a psychiatrist, constant observation and re-evaluation

Provides a calming, healing, comfortable setting completely distinct from the Medical ED

Wellness and Recovery-oriented approach in an open-room milieu, where
patients are free to move about and choose their own recliner

and can sit up for treatment, or fold flat to nap or relax gl

6/15/2023
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A Calming, Comfortable Environment-
Sample EmPATH units from across the USA

Scalable model can fit any size or shape hospital
Urban, Rural, Academic or Community hospital settings

-

T
S U

Patient Benefits

Trauma-informed Unit, a Multi-disciplinary Rapid Evaluation by
home-like care setting different Treatment Team involved Psychiatrists, ensuring prompt
from a chaotic, confined ED from arrival to disposition meds, care integration with

elaxation, movement, recreation encouraged comprehensive treatment plan

q q Constant Observation &
Calming Environment

(i (b e e Re-evaluation leads to much Restraint Elimination
P higher diversion from Typically far less than 1%
needs, can serve themselves T e s .
5 hospitalization, mitigates In same patient population that 20% or
snacks, beverages, linens " P N o
ligature risk issues more would be in restraints in the ED

6/15/2023

Hospital Benefits

EMTALA-Compliant
for both voluntary and involuntary
behavioral health emergencies

ED Capacity Creation
Alleviate volume pressure in the ED and
eliminate boarding, reduce sitter costs

- " Upto
- 80%
"+ Reduction in
 Admission Rates

Reimbursement Options
Among Medicaid, Medicare and private payers

* . Keepsinpatient beds available for
those who truly have no alternative

e 0 " -
While reducing payer denials for inpatient

psychiatric units M A
Cost-Effective Implementation
by remodeling available, underutilized hospital spaces
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M WR Academic Emergency Medicine
AEM bl .

A GLOBAL JOURNAL OF EMERGENCY CARE

+ Reduced ED length of stay from an average of 16.2 hours to just 4.9 hours

(70% reduction!)
Emergency Psychiatric

Assa_ssmenl, Traatma[ll. and + Reduced inpatient psychiatric admissions by 53%!
Healing (EmPATH) Unit (from 57% of patients to just 27% of patients)
Decreases Hospital

Admission

+ Improved the outpatient follow-up of patients from 39.4% to 63.2%
Published: 17 August 2021 (60% improvement!)

* Reduced 30-day psych patient return to ED (recidivism) by 25%

+ Added $861,000 to ED bottom line in first year by moving BH patients out of the ED to
more targeted, timely, better care!

+ Reduced inpatient lengths of stay for patients admitted from EmPATH

6/15/2023

Hey Mike! What about ACEP and that EP
Focused Practice Designation thing?

* Conversation has morphed from FPD to creating
Emergency Psychiatry Subspecialty!

* Who's on Board?
* ACEP
* AAEP
* ABEM
* (?) APA — May 2023 Annual Mtg: no noticeable objections
* ABPN — meeting with us

Coalitionon
Psychiatric
Emergencies
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UNIVERSITY OF

South Carolina
CLEMS®N PRISMA

‘Designing Emergency
for Pediatric Mental and
ho

This workshop is being conducted as part of an AHRQ funded patient safety learning lab, ‘Realizing Improved Patient Care through
Human-centered Design for Pediatric Mental and Behavioral Health in the E Dep (RIPCHD.PED).’
The project is a collaboration between Clemson University, Prisma Health, and the University of South Carolina. You are being invited
because you are a member of the research team or an affiliated faculty/student, technical or clinical advisory committee member or an
external expert

6/15/2023

SHip %

AAEP — NUBE December 6-8, 2023

1T4TH-ANNUAL NATIONAL UPDATE ON
BEHAVIORAL EMERGENCIES CONFERENCE

Paris Las Vegas Hotel & Casino > December 6-8,2023

Hot Off the Presses!

Emergency Psychiatry (PRIMER ON th
SERIES)
e by Tony Thrasher (Editor)
||| ooy L1 New Release QUESTIEEY See all formats and editions
|

Kindle
‘ $78.99

Read with Our Free App on
4 New from $85.95

Psychiatric emergencies are encountered throughout the practice of medicine, in many
clinical settings. They may range from a patient expressing suicidal thoughts in an
outpatient medical visit to an agitated, threatening patient with psychosis who is
acutely intoxicated brought to the Emergency Department by ambulance. Decisions
regarding admission, discharge, treatment, and referral are time-sensitive in the
emergency setting or when acute safety issues are at stake. A broad knowledae of
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Questions?

Comments?
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