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Abstract
Objective: The objective was to identify a prioritized list of research themes and key 
data points (baseline data and research outcomes) for future studies regarding child 
and adolescent emergency department (ED) mental health presentations.
Methods: A prospective survey-based Delphi process was undertaken in Australia 
within the Pediatric Research in Emergency Departments International Collaborative 
(PREDICT) network. Hospital-based and community-based clinicians, researchers, 
police, ambulance paramedics, pediatric patients, and their carers were recruited to 
generate research themes and key data points for future pediatric ED mental health 
research. Responses were collated and analyzed by a steering group consisting of 
pediatric mental health, medical, and research/academic experts. Participants then 
prioritized the items through three survey rounds using a 9-point Likert-type scale to 
generate a final prioritized list.
Results: 184 participants (36 patients/carers and 148 clinicians/researchers) were 
recruited and generated 267 items for initial prioritization; 23 completed all survey 
rounds. The surveys identified a consensus of 71 items: 35 research themes and 
36 key data points (11 baseline data points and 25 research outcomes) for future 
research. The top-rated research themes included patient/staff safety within the 
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INTRODUC TION

Over the past 10–15 years, there has been a progressive increase 
in child and adolescent emergency department (ED) mental health 
presentations, including for self-harm, depression, and behavioral 
disorders1,2 in Australia. Between 2010 and 2014, there was a mean 
increase of 27% in adolescents presenting with self-harm and/or sui-
cidal ideation to New South Wales EDs.3 In the state of Victoria, 
there was a year-on-year increase of 3.5% in pediatric mental health 
presentations, with an even greater increase amongst those aged 
10–14 years, between 2008–2009 and 2014–2015.4

The COVID-19 pandemic has exacerbated this progressive in-
crease, with significant growth in ED presentations for eating dis-
orders, self-harm, and anxiety-related disorders in the pediatric 
population5 since 2020. This has been a global phenomenon and 
persisted after the first years of the pandemic, with similar findings 
reported in other countries.6,7

Research prioritization is critical to effectively assign limited 
acute care resources. Multiple pediatric emergency medicine (PEM) 
research networks worldwide have published consensus research 
priorities to guide future multicentre projects.8–14 However, the 
growing challenge of mental health presentations has rarely been 
addressed.8–14 In view of the recent increase in child and adolescent 
mental health presentations, we believed it necessary to determine 
research priorities for this population.

With the input of young people and their parents/carers, hospi-
tal- and community-based clinicians, police officers, and research-
ers, our aims were to:

1.	 Identify the highest priority research themes relating to emer-
gency care for children and adolescents with mental health 
presentations and

2.	 Generate a list of key data points (addressing both baseline data 
and important research outcomes data) that should be collected 
to guide future research.

METHODS

Study design

We conducted a four-stage Delphi survey in Australia to gather 
and prioritize items for Aims 1 and 2. The Delphi process is a well-
validated method involving repeated surveys.15 This removes the 
inherent group-conformity bias prevalent in face-to-face meetings 
by maintaining anonymity of respondents.15 Participants (clinicians, 
researchers, patients, and families as outlined below) were initially 
invited to provide free-text research themes/questions and key data 
points via a semistructured survey. These responses were then col-
lated and refined by an expert steering group with input from an 
advisory body.

The expert steering group consisted of pediatric emergency 
physicians, pediatricians, child psychologists and psychiatrists, a 
biostatistician, a knowledge translation researcher, and a research 
coordinator. The advisory body included consumers with lived ex-
perience of pediatric ED mental health presentations, members of 
police and ambulance, a psychologist, and an Indigenous Australian 
representative. The advisory body provided input into study de-
sign, participant recruitment, language used in the surveys, and data 
interpretation.

The surveys were designed and administered using the se-
cure, web-based software platform REDCap,16,17 hosted and man-
aged by Monash University Helix. The study was approved by the 
Monash Health Research Ethics Committee (HREC/58487/MonH-
2020-200419) prior to the commencement of the surveys.

Participants

Requests for expressions of interest for emergency health care pro-
viders to participate in the project were distributed to Australian hos-
pitals and emergency service organizations using links and contacts 

ED, the efficacy of dedicated mental health spaces, and the importance of pa-
tient follow-up. Important baseline data points included risk factors for mental 
health presentations and history of child abuse and/or family violence. Top-rated 
research outcomes included the occurrence of severe behavioral disturbance in 
the ED, the use of parenteral sedation, and ED re-presentation and/or suicide at-
tempt postdischarge.
Conclusions: The Delphi process identified a prioritized list of research themes and 
key data points that will inform future research on child and adolescent mental health-
related ED presentations.

K E Y W O R D S
adolescent, emergency, mental health, research prioritization
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of the Pediatric Research in Emergency Departments International 
Collaborative (PREDICT) network.18 A variety of settings were targeted 
(12 participating hospitals across three Australian states: Victoria, 
Queensland, and South Australia), spanning rural/regional centers, 
tertiary pediatric hospitals, and nontertiary metropolitan hospitals. 
Recipients were requested to distribute study information to care pro-
viders, and to recruit patients and parents/carers from their local ED.

Survey respondents were recruited in two streams:

1.	 Care providers and researchers: emergency clinicians (doc-
tors, nurses, psychologists) and community-based emergency 
response personnel (ambulance paramedics, police officers), and

2.	 Care recipients: patients and their parents/carers who have a 
lived experience of receiving ED pediatric mental health care.

Recruitment of care providers

Care providers were included in the study if they had provided care 
for a patient under 18 years of age who had presented to an ED with 
mental health concerns in the previous 6 months. A mental health–
related presentation was defined as any ED visit with a triage pre-
senting complaint or an ED discharge diagnosis relating to mental 
health as well as any visit that required mental health clinician refer-
ral, defined according to the International Statistical Classification of 
Diseases and Related Health Problems, Tenth Revision, Australian 
Modification (ICD-10 AM) codes relating to mental and behavio-
ral disorders (F01-F99), emotional state, appearance and behavior 
(R45.0-R46.8), and/or a diagnosis consistent with intentional self-
harm (X71-X83).

Research leads at each site disseminated a hard copy or email 
invitation to hospital-based care providers. The invitation included a 
link/QR code for care providers to register for the study. Community 
services such as police officers and ambulance paramedics were also 
recruited by advertising within the respective organizations once 
statewide organizational approval was granted for their members to 
participate in the study. The advertisement included a QR code that 
they could scan to register in the study.

Recruitment of care recipients

Participants who had received care (patients aged <18 years, par-
ents/carers) were considered eligible if they or their child had a men-
tal health–related ED presentation during the 2-month recruitment 
period. We did not set a minimum age for participation and did not 
exclude youth with disabilities. We aimed to recruit a minimum of 20 
patients/carers, 20 clinicians, and 20 other community-based care 
providers. However, we did not have a set ratio of health care pro-
viders to patients/carers and aimed to recruit as many as possible 
from the participating health services.

All surveys were conducted in English and included two remind-
ers sent at weekly intervals. Participants who required interpreter 

services in the ED were excluded. Children under 16 years of age 
were required to provide parent/carer consent; as such, those under 
16 years of age who did not wish for their parent/carer to be in-
formed of their ED presentation were also excluded.

Eligible participants were identified by their treating clinician and 
provided with a brief flyer about the study as well as a “permission to 
contact” form and/or a QR code to register their interest. They were 
invited to participate once the form was completed.

We did not seek formal written consent. Consent was implied 
after individual participants registered their interest, provided con-
tact details, and completed at least the first survey.

Data collection

Stage 1A: Item generation

The first survey requested general demographic data from each par-
ticipant and provided targeted, semistructured questions to encour-
age generation of future research questions and key data points. It 
was developed in two sections: the first section invited respondents 
to identify research questions for pediatric ED mental health presen-
tations in general as well as within specific subgroups of ED presen-
tations (suicide attempt and self-harm, acute behavioral disturbance, 
drug and alcohol misuse, eating disorders, neurodevelopmental 
disorders, anxiety and emotional disturbance) and whether there 
were additional specific considerations for Aboriginal, Torres Strait 
Islander, and Māori children. A second section invited participants 
to highlight key data points (baseline data and/or outcomes) they be-
lieved were important to measure. The recruitment of participants 
and completion of survey one occurred concurrently over 2 months, 
from May to July 2022.

Stage 1B: Collation and refinement of initial results

Once free-text results were available from the first survey, research 
themes were collated, and duplicate entries were removed by two 
steering group members (MRJW and SSC) independently. Any medi-
cal terminology was simplified into lay language at this point. We 
did not perform a literature review to determine whether or not 
research questions had already been answered and did not restrict 
any topics as being “out of scope.” Key data points were divided into 
outcome measures and baseline characteristics and grouped into 
specific topic areas.

Survey Round 2: Prioritization

Once results had been collated, Survey Round 2 (circulated in 
September–October 2022) presented participants with a com-
prehensive list of research themes/questions and key data points, 
grouped by topic (e.g., eating disorders, suicidality). We did not 
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provide additional explanatory text for any research theme/key data 
point. Participants were asked to rate the importance of each item 
(research themes/question or key data point) on a 9-point Likert-
type scale. Each end of the scale was labeled (1 = not important 
and 9 = extremely important); there were no labels for other points. 
There was also opportunity for participants to provide free-text 
comments under each choice to explain their reasoning, although 
this was rarely utilized. Participants were offered a $50AUD voucher 
on completion of the second round survey.

At the conclusion of the survey, there was a free-text box that 
allowed participants to add any topics (research themes/questions 
and/or key data points) that had not been mentioned in the survey. 
The responses were again collated by the steering group members 
with input from the advisory group and included in the next round 
of the survey.

Items ranked in Survey Round 2 were eligible for inclusion in 
the following surveys if they met both the following criteria, de-
fined a priori before data were collected and based on previous 
guidelines for the generation of core outcome measures19:

1.	 Rated 7–9 by >50% of participants from both care provider 
and those receiving care and

2.	 Rated 1–3 by no more than 15% of participants from both groups.

If responses did not meet the above criteria, they were excluded 
from future surveys.

Survey Round 3: Reprioritization

Items satisfying the inclusion criteria at the end of Survey Round 2 
were included in Survey Round 3 and sent to respondents for repeat 
prioritization (November–December 2022), using the same 9-point 
Likert-type scale. Each item was presented to respondents alongside 
the mean score from both participant groups in Survey Round 2. This 
survey round also included new free-text suggestions from Survey 
Round 2 if they were different to the questions and/or outcomes 
presented in earlier survey rounds.

Survey Round 3 aimed to develop a finalized list of research 
questions/themes and key data points, with items selected if they 
met consensus criteria based on the results from Survey Round 3. 
We defined, through investigator consensus and based on previ-
ous recommendations, consensus agreement as: (1) 70% or more 
of participants scored the Item 7–9 and 15% or less of participants 
scored the Item 1–3 in both the care provider and care receiver 
groups or (2) 90% or more participants scored the Item 7–9 from 
either stakeholder group.19 We defined consensus disagreement as 
70% or more of participants scored the Item 1–3 and 15% or less of 
participants scored the Item 7–9 in both the care provider and care 
receiver groups or (2) 90% or more participants scored the Item 1–3 
from either stakeholder group.19 Those who did not meet either of 
these criteria were deemed inconclusive results.

Stage 4: Analysis of inconclusive results

After two stages of prioritization, a fourth survey was required to 
rescore nine items (six research questions/themes and three key 
data points) that had received inconclusive results from Stage 3.

Data are presented using percentage of respondents. Outcomes 
are separated into those that occur during an ED visit and those that 
occur after discharge from the ED.

RESULTS

A total of 184 participants—36 care recipients (patient/carer, seven 
identified as young people, 19 as parent/carers, and 10 did not pro-
vide information) and 148 care providers (Table  1)—responded to 
the first round of the survey and produced 989 free-text comments. 
The most common reasons for patients/carers to have presented to 
the ED at the time of study recruitment were suicidal ideation/self-
harm as reported by 10 participants and/or “mental health concerns” 
as reported by eight participants. Three participants presented for 
eating disorders and two for overdose, and two other presentations 
were for vomiting and acute onset of obsessions and compulsions. 
Of the 23 patient/carer respondents who provided information on 
their ED presentations for mental health concerns in the preceding 
12 months, 11 had presented to ED with mental health concerns 
once or twice, eight had presented three to five times, three had 
presented six to 10 times, and two more than 10 times. These 989 
individual free-text responses were then collated into 267 items 
(187 research questions/themes, 21 baseline variables, and 59 out-
comes). Of the 267 items in survey round two, 127 items met criteria 
for reprioritization in Survey Round 3 (see Figure  1), and six new 
questions were added from free-text responses.

Survey Round 3 identified 64 items priority items, with an ad-
ditional nine items considered inconclusive and required rescoring 
in survey four; seven of these items were included in the finalized 
consensus list giving a total of 71 items (Figure 1). These included 
35 research questions/themes and 36 key data points (11 baseline data 
items and 25 outcomes).

The top-rated research questions/themes related to safety (for 
both staff and patients), the efficacy of dedicated mental health 
treatment spaces, and the effectiveness of adequate follow-up to 
prevent re-presentation (Table  2). The top four listed questions/
themes were: (1) What is required for an ED to be considered a 
safe and nurturing environment? (2) How useful are risk stratifica-
tion tools in predicting poor outcomes? (3) Does a dedicated mental 
health ED improve the response to treatment for a young person 
with mental health concerns? (4) What is the effect of follow-up ser-
vices on the likelihood of returning to the ED with mental health 
concerns?

The most important baseline data points included risk factors 
for mental health (Table 3). The top three listed baseline data points 
were family violence, child abuse, and childhood trauma.



546  |    PEDIATRIC EMERGENCY MENTAL HEALTH DELPHI STUDY

The highest priority outcomes (Table 3) included the use of phar-
macological restraint, behavioral disturbance during the ED visit, 
and likelihood of re-presentation and/or suicide attempt following 
ED discharge. The top three listed outcomes occurring within an 
ED visit were (1) “Use of pharmacological restraint”; (2) “Was there 
behavioural disturbance/security response called?”; and (3) “How 

severe is the young person's risk of self-harm and/or suicide?” The 
top three listed outcomes occurring after an ED visit were (1) “Did 
the young person return to the ED with the same problem?”; (2) 
“How many times did the young person return to the ED with the 
same problem?” and (3) “Suicide attempt.”

DISCUSSION

Despite the rapid increase in child and adolescent mental health 
presentations in recent years, existing PEM network research pri-
oritization exercises have rarely addressed this population.9,10,12,14 
Our study has, for the first time internationally, generated and pri-
oritized a consensus list of future research questions/themes and 
key data points (baseline data and outcomes) related to pediatric 
emergency mental health presentations. Our findings will inform 
future prospective observational studies and randomized con-
trolled trials in this population, and provide a clear direction for the 
development of specific, psychometrically sound patient-reported 
outcome measures.20

Importantly, the prioritization process involved patients and par-
ents/carers, those involved in prehospital care (police officers and 
ambulance paramedics), and emergency and mental health clinicians 
working in the ED. Notably, of the six global PEM research prioritiza-
tion exercises in the past 8 years, to our knowledge, this is only the 
second study to involve families and the first PEM study to do so in 
Australia.8–14

One of the primary themes of the research questions concerned 
the suitability and safety of the ED environment for pediatric pa-
tients presenting with a mental health crisis. Despite encourage-
ment to use specialized mental health services, deficits in mental 
health funding have left these services difficult to access for mental 
health patients.21 As a consequence, the ED has had to carry an 
increased burden as the primary point of access to health care for 
this vulnerable group, despite being somewhat ill-equipped to do 
so.21,22 The emphasis on “safety” and multiple references to “dedi-
cated mental health EDs” in the consensus list of research questions 
highlights our participants' perception that the current ED model in 
Australia is not the ideal place to treat these patients and appears 
to reflect a desire for greater accessibility to specialized emergency 
pediatric mental health services and a greater focus on prevention 
to reduce the need for acute ED attendance.

Another primary research question highlighted by participants 
concerned the usefulness of risk stratification tools in predicting 
poor outcomes in patients with mental health concerns. A key com-
ponent of any clinical encounter is to stratify risk; this information 
then guides further treatment decisions.23 However, there is con-
siderable uncertainty regarding the optimal approach to clinical risk 
stratification. In recent years, there has been an interest in machine 
learning models to predict self-harm24 and a predictive model ap-
plied to electronic medical record data outperformed a clinician-
administered 18-point risk factor checklist for suicide at 180 days 
following discharge.25

TA B L E  1  Demographic characteristics of study participants.

Patient/
carera

Care 
providersa

Participants for each survey round

Round 1 36 (100) 148 (100)

Round 2 5 (14) 57 (39)

Round 3 3 (8) 26 (18)

Round 4 2 (6) 21 (14)

Self-reported ethnicity (for Round 1 participants)

Aboriginal/Torres Strait Islander 3 (8) 2 (1)

Australian 18 (50) 101 (68)

English/Irish/Welsh/Scottish 3 (8) 27 (18)

Chinese 0 5 (3)

Other 4b (11) 10c (7)

Ethnicity not reported 8 (22) 3 (2)

Professional group (Round 1 participants)

Nursing staff 55

Paramedics 35

Emergency clinicians 32

Psychologist or other mental health 
clinician

10

Police/protective services officers 9

Psychiatrist 3

Security staff 1

Other 3d

Median age (years)

Young person (n = 7)e 16

Parent/carer (n = 19)e 44

Number of ED presentations with mental health concerns in the 
past 12 monthsf

1–2 11

3–5 8

6–10 3

>10 2

Note: Data are reported as n (%).
aPercentage refers to the percentage of Round 1 respondents.
bOther ethnicity (patient/carer group): Greek, Samoan, Venezuelan, 
Māori.
cOther ethnicity (care provider group): New Zealand/Indian, Russian, 
African, Indian, Malaysian, Persian, Sri Lankan, Greek, Italian.
dOther professional group: family violence advisor, social worker, 
medical administration.
e10 patient/carers did not indicate whether they were a young person 
or a parent/carer.
fNo response provided by 12 patient/carer respondents.



    | 547JOHN-­WHITE et al.

Other common themes for the top research questions included 
management and prevention of behavioral disturbance within the 
ED, staff confidence and training, and the effects of follow-up 

services on re-presentation—again reflecting perceptions regarding 
the limitations of the current role EDs play for the pediatric mental 
health patient.

F I G U R E  1  Delphi process for generation and prioritization of items, including Stage 4 for analysis of inconclusive items from previous 
surveys.



548  |    PEDIATRIC EMERGENCY MENTAL HEALTH DELPHI STUDY

Despite the initial survey explicitly prompting research ques-
tions on specific mental health diagnoses (such as eating disorders, 
anxiety, and neurodevelopmental disorders) only one of the top 20 
questions refers to a specific mental health presentation (calming a 
child with autism spectrum disorder in a busy ED).

In terms of outcome measures, many of the highly rated items 
related to the ED experience and treatment within the ED. This in-
cluded restrictive interventions (e.g., pharmacological and physical 
restraints and security responses) during ED treatment. Perhaps 
surprisingly, protocol- and system-based outcomes—such as waiting 
time and ED length of stay—were not rated highly, despite making up 
a large proportion of the content of the research questions (Table 2). 
Psychosocial determinants of mental health disorders such as child-
hood trauma, family violence, and a history of child abuse feature 
as the most highly rated items in the Baseline Data section (Table 2). 
Adverse childhood experiences (ACEs), such as childhood trauma, 
abuse, neglect, and community factors including poverty, are known 

to increase the risk of suicide and chronic mental health disorders,26 
and the responses of our participants highlight the growing under-
standing of the contribution of cultural and societal factors to men-
tal health presentations.27 However, detailed exploration of these 
issues may not be possible in a relatively brief routine ED encounter. 
It will be important to determine the optimal ways to ensure these 
issues are explored in a sensitive manner at an appropriate time in 
the ED visit, reliable data collection, and appropriate referral/re-
sponse.28 To further help these patients coordinated support is re-
quired across health, education, and social care sectors.29

In previous PEM Delphi studies, research questions relating to 
mental health have been inconsistently represented in the final-
ized consensus. A similar Delphi process organized by the Pediatric 
Emergency Research Canada (PERC) network identified “mental 
health presentations” as its top priority for future research.8 Notably, 
the PERC study is the only prioritization study that included con-
sumers. A prioritization study from the United States ranked “mental 

TA B L E  2  Key data points identified.

Baseline data
% rated 7 
or more Outcomes—during ED visit

% rated 7 
or more

Outcomes—
postdischarge

% rated 7 
or more

Family violence 96 Use of pharmacological restraint—injectable 
medication

92 Return to ED with the 
same problem

92

Child abuse 96 Behavioral disturbance/security response called 92 Suicide attempt 92

Childhood trauma 93 Severity of risk of self-harm and/or suicide 88 Frequency of ED 
presentations over the 
next 12 months

80

Out-of-home/foster 
care

89 Use of physical restraint (being held by another 
person)

84 Engagement with 
community

80

Drug use 81 Time taken until reviewed by mental health 
professional

84 Death due to suicide 79

Child protection 
involvement

81 Patient feeling safe in ED 83 Attendance 
to follow-up 
appointments

76

Alcohol use 81 Level of distress of patient 83 Providers the patient 
was referred to 
postdischarge

76

Other mental health 
conditions

80 Severity of suicidal thoughts 83 Waiting time until 
appropriate follow-upa

68 (91)

Other 
neurodevelopmental 
condition (autism/
ADHD/intellectual 
disability)

76 Frequency of suicidal thoughts 83

Use of mechanical restraint (shackles) 80

Use of chemical restraint—oral medication 80

Self-harm occurring in ED 80

Time taken to be assessed 80

New referrals made in ED 80

Assessed by mental health professional with 
pediatric experience

79

Length of stay in ED 72

Staff availability 71

Note: The consensus research outcomes and key data points.
Abbreviation: ADHD, attention deficit hyperactivity disorder.
aAlthough this item has a consensus rating of 68 in Stage 3 surveys, it was classified as inconclusive and rescored during Stage 4 where 91 
respondents were allocated a Likert score of 7 or higher.
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health presentations” as seventh on their list of priorities,11 while 
the Australia/New Zealand (PREDICT) Network and the Pediatric 
Emergency Research in the UK and Ireland (PERUKI) Delphi studies 
did not identify any mental health–related research questions as pri-
orities when conducted in 2016 and in 2012, respectively.9,10

STRENGTHS AND LIMITATIONS

This is the first Australian study to systematically prioritize a consen-
sus list of research topics and key data points in children and ado-
lescents presenting to the ED with mental health concerns. It is the 
first pediatric ED study to involve Australian patients and carers to 
set research priorities.

In our study, one-third of patient/carer participants had primary 
presentations of suicidality/self-harm, which is broadly representa-
tive of patterns of ED mental health presentations for children and 
adolescents in Australia.30 Although we recruited from 12 hospitals 
over a 2-month period, it is possible that this relatively brief win-
dow may have impacted the number and type of patients and care 

providers. In the future, purposeful sampling and enrollment of a 
wider variety of mental health and neurodevelopmental disorder 
presentations may be needed to generate research questions for 
specific groups of mental health patients, such as those presenting 
with eating disorders, psychotic illnesses, attention deficit hyperac-
tivity disorder (ADHD) and autism spectrum disorder or substance 
abuse and their psychosocial and cultural context.

Despite emphasizing the importance of participation in all 
rounds during our recruitment phase and sending out two reminders 
for each stage, there was a high level of attrition in the number of re-
spondents across the study, particularly with patients and parents/
carers. This places our study at risk of bias and the possibility that 
our results are not fully representative of the intended study popula-
tion. In addition to the impact of the COVID-19 pandemic in general, 
a delay in survey collation across all sites led to a prolonged interval 
between the first and second survey rounds, which may have re-
duced the willingness of participants to complete following rounds 
of surveys. The second survey was also lengthy (with over 250 
questions), which again may have influenced attrition. This should 
perhaps be addressed in future studies with greater incentives to 

TA B L E  3  Research questions.

Research question—top 20 highest rated research questions/themes
% rated 7 or 
more

1 What is required for an ED to be considered a safe and nurturing environment?a 100

2 How useful are risk stratification tools in predicting poor outcomes?a 100

3 Does a dedicated mental health ED improve the response to treatment for a young person with mental health concerns? 90

4 What is the effect of follow-up services on the likelihood of returning to the ED with mental health concerns? 90

5 What is the relationship between prolonged waiting times and behavioral disturbance/distress? 86

6 Does a dedicated mental health ED improve the care provided to a young person with mental health concerns? 86

7 Does a dedicated mental health ED improve the patient experience of a young person with mental health concerns? 86

8 Does a purpose-designed “low sensory” waiting room make it easier for young people to wait to see a mental health 
clinician?

86

9 Can patients be managed in their own homes instead of ED? 85

10 Should an Aboriginal liaison officer be involved in Aboriginal and/or Torres Strait Islander people's needs? 83

11 Which coping strategies are effective for young people to manage their own distress/aggression/anxiety? 82

12 What are the most effective ways of calming a young person with autism in the busy, loud setting of an emergency 
department?

82

13 Which nondrug strategies are most effective for the management of acute behavioral disturbance? 82

14 What aspects of the physical environment of the ED contribute (positively or negatively) to the care of a young person 
with mental health concerns?

81

15 What are the predictors of suicide in young people? 81

16 Is there a relationship between repeated ED visits and lack of availability of inpatient beds? 80

17 Which interventions and/or follow-up services are most effective at reducing the likelihood of returning to the ED with 
mental health concerns?

80

18 Can primary and high schools assist with early detection, early intervention, and management of young people with 
underlying mental health issues?

80

19 What additional needs do young people with cultural and linguistic diversity have when they present to the ED with 
mental health concerns?

78

20 Why do people become agitated and/or aggressive while in the ED? 77

Note: The top 20 highest rated research questions based on proportion of respondents rating 7–9 on the Likert scale.
aQuestions were inconclusive in Stage 3 and hence included for prioritization in Stage 4.
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complete each round of surveys and more timely intervals between 
surveys or a more efficient process such as the nominal group tech-
nique, which can be completed in a single day.31 It is possible that the 
disproportionate attrition of patients and parents/carers has biased 
our results toward views of clinicians.

Of the 36 patients/carers enrolled in the study, 50% identified as 
“Australian,” with three (8.3%) of that group identifying as “Australian 
Aboriginal.” As noted above, the Aboriginal and Torres Strait Islander 
populations in Australia are overrepresented in the distribution of 
pediatric mental health presentations,21 and it is unlikely that the re-
sults of this project adequately represents the views and experience 
of Aboriginal and Torres Strait Islander people. Similarly, due to the 
conduct of the surveys in English only, we should not consider our 
findings representative of culturally and linguistically diverse com-
munity members, including refugee populations.

Health care delivery and experiences depend on local resources 
and the organizational context of the broader system. The results 
of our study may not necessarily be generalizable across all EDs 
in Australia (e.g., rural and regional vs. urban settings) and unlikely 
to be directly applicable to other settings, health care systems, or 
countries around the world.

CONCLUSIONS

Through the collaboration of both care providers and care recipients 
(patient/carers), a consensus of prioritized research questions and 
key data points regarding pediatric emergency mental health pres-
entations has been identified. The results should be used to inform 
future pediatric research among Australian emergency centers and 
highlight important priority areas such as efficacy of dedicated men-
tal health EDs and the effect of follow-up services on re-presentation 
rates. We aim to use this list of questions to focus research across 
Australia and Aotearoa New Zealand to improve ED mental health 
care and improve outcomes for this important population.
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