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Clinical Vignette

A 14-year-old male patient with history of atten-
tion-deficit/hyperactivity disorder (ADHD), disruptive 
mood dysregulation disorder (DMDD), and autism 
spectrum disorder (ASD) was brought to the emergency 
department (ED) when he was found to be aggressive 
towards family members. He has history of multiple 
psychiatric hospitalizations relating to aggression and 
was taking a complex regimen of psychotropic medica-
tions. ED staff recommended inpatient psychiatric care. 
After waiting for hours in the ED, a decision was made 
to transfer him to a pediatric medical floor, and he was 
put on waitlist without immediate bed availability in any 
of the inpatient units in the area. Due to lack of child 
psychiatry consultation liaison services at our institu-
tion, an outpatient child and adolescent psychiatrist was 
called by pediatric hospitalists for “curbside consulta-
tion” to provide input on treatment for this patient while 
he waited placement at an inpatient psychiatric facility.

Lack of Resources

Most of us are very familiar with this presentation. 
While child psychiatrists are experienced and comfort-
able treating similar patients, pediatricians and general 
psychiatrists may find these clinical situations more chal-
lenging in their day. Mansbach et al.1 found that approx-
imately one-third of psychiatric boarders from the ED 
were transferred to inpatient pediatric units to continue 
boarding. Due to rapid rise in patients with mental health 
problems in the ED and insufficient pediatric psychiatric 
beds in the community,2 this is happening more and 
more frequently.

Over the past decade, mental health systems have 
been progressively starved of the resources they need 
to provide the care to patients. Systematic defunding 
has led to hospitals closing inpatient psychiatric units, 

outpatient services are being downsized and agencies 
merged or closed, such that in many areas it is diffi-
cult to find care anywhere but in an emergency room.3 

This has led to an influx of psychiatric patients in the 
ED with fewer community psychiatric inpatient beds 
available for treatment. More than 3,000 general inpa-
tient psychiatric beds were lost between 2009 and 2012. 
The average wait time for an appointment with a child 
and adolescent psychiatrist is estimated to be nearly 8 
weeks.4 The practice of holding patients in the ED after 
their provider has decided the patient requires inpatient 
placement for which a bed is not available is defined 
as creating a “boarder” by The Joint Commission,5 who 
also recommend that boarding should not exceed 4 
hours. Once these patients are transferred from the ED 
to the medical floor, we open the gate for another set 
of problems.

Characteristics of Psychiatric Boarders

McEnany et al.6 reported average ED boarding times 
ranged from 5 to 41 hours whereas median inpa-
tient boarding ranged from 48 to 72 hours. Factors 
that increase the likelihood of becoming boarded are 
younger age, payer type, female gender, and being 
of African American origin.1 Suicidal and homicidal 
ideations were the most common presentations 
among boarders in addition to behavioral disorders 
(eg, disruptive behavior disorder).1,7 Mansbach et al. 
also reported increased likelihood of boarding among 
patients presenting on a weekend and during school 
(non-summer) months.1 Another study found boarding 
associated with seasonality with highest instances in 
February, March, April, May, and October.8

Challenges of Boarding

Psychiatric units are specifically designed to meet the 
needs of psychiatric patients regarding therapeutic 
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milieu and safety unlike their pediatric inpatient counter-
parts. Many pediatric units have accessibility to sharp 
objects and tangling cords, which pose the highest risk 
to suicidal and impulsive children. Suicide risk peaks 
in periods immediately after admission and discharge, 
and the risk is particularly high in patients with affective 
disorders and in those with short hospital stay.9

Claudius et al. reported that only 6.1% of youth admitted 
to medical floors for isolated psychiatric reasons had 
documented individual or family counselling; 20.1% 
received psychiatric medications.10 The same group also 
reported the cost associated with boarding as $4,269 
per patient over their 18-month period of measurement. 
Additionally, most staff members on pediatric floors are 
not comfortable taking care of mental health patients, 
which can lead to more apprehension, anxiety, and 
resentment. Constant observation or a “one to one” 
sitter is utilized to reduce risk of elopement and ensure 
safety of the patient; however, this intervention is costly 
and largely ineffective leading to more financial burden 
on the institutions.11

It is challenging to manage agitation on the floors with 
inadequate resources. About 65% of pediatricians 
surveyed by the American Academy of Pediatrics indi-
cated that they lacked specialized training in recog-
nizing and treating mental health problems.12 At times, 
treatment decisions may be reactive and predicated 
more on provider comfort rather than an etiologically 
focused approach to pediatric agitation management.13

Strategies to Address Psychiatric Boarding

Child and adolescent psychiatrists are well trained 
to take care of these children but are limited in their 
resources. Several strategies have been described 
to improve the quality of behavioral health care in the 
acute medical setting such as staff education, utiliza-
tion of various de-escalation techniques, ensuring avail-
ability of behavioral response teams that respond to 
acute behavioral emergencies, security team initiatives 

and dialectical behavioral therapy (DBT) skills teaching 
for ancillary staff.14 Some institutions have integrated 
Child Life specialists who work in close collaboration 
with behavioral health providers. Provision of such 
services facilitate smoother transition to medical floors 
in addition to reducing the stress and anxiety of patients 
and parents.14

Gallagher et al. studied the impact of providing daily 
psychiatry and psychology services to psychiatric 
boarders during their admission which showed reduced 
use (only 6.4%) of physical restraints or use of intramus-
cular psychotropic medications during admission with 
33% improvement in Clinical Global Impression scale on 
discharge.8 At the organizational level, child and adoles-
cent psychiatrists can take a lead to provide education, 
support, and guidance to floor staff in effective and safe 
management of agitation, using both non-pharmaco-
logic and pharmacological strategies.

A study by Zeller et al., demonstrated the Alameda 
Model with a “regional dedicated emergency psychi-
atric facility” to significantly reduce the average length 
of stay (LOS) in emergency facility with only 24.8% 
requiring inpatient psychiatric admission.15 Hasken 
and colleagues described the impact of building a new 
on-site 10 bed inpatient pediatric psychiatric unit in a 
pediatric emergency department (PED) which eventu-
ally led to overall reduced behavioral health patients in 
inpatient medical floors (22.2% before vs 8.5%).16

Access to child and adolescent psychiatrists through 
telepsychiatry has also gained momentum as it provides 
more access for primary care providers to collaborate.17 
In a study evaluating videoconference-based psychi-
atric emergency consultation program (telepsychiatry) 
at geographically dispersed ED sites, as compared to 
children who received usual care, children who received 
telepsychiatry consultations had significantly shorter 
median ED lengths of stay (5.5 hours and 8.3 hours, 
respectively, p<.001) and lower total patient charges 
($3,493 and $8,611, p<.001).18
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Take Home Summary

Due to limited number of child and adolescent 
inpatient psychiatric units across the country, 
psychiatric boarding has become very common 
among many hospitals in the United States. 
Boarding leads to multiple challenges including 
patients not getting appropriate quality psychi-
atric care, providers on the medical floor not being 
appropriately trained to manage these patients, 
and added financial burden on institutions. Child 
and adolescent psychiatrists play a very important 
role in not only advocacy to help increase inpa-
tient psychiatric beds but also in educating their 
pediatric counterparts and becoming part of 
behavioral response teams in hospitals. Child and 
adolescent psychiatrists, through their knowl-
edge and expertise, can have a significant impact 
in bringing about these changes in the American 
health care system.
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