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Objective: Relatively little is known about children who present to emergency departments (EDs) to stabilize acute
emergencies related to behavioural disorders. This study describes patient and treatment characteristics of such children/
youth. Methods: We conducted a retrospective medical record review of consecutive ED presentations made by children/
youth (10 to 17 years) between January 2009 and December 2011 for visits with a main discharge diagnosis of hyperkinetic
disorder, mixed disorder of conduct and emotions, or conduct disorder. Socio-demographic and ED visit data were
analyzed descriptively. Results: During the study period, 365 consecutive presentations made by 325 children/youth.

The most common presenting complaints were related to depression/self-harm (45.8%) and violent behaviours (28.8%).
Many children/youth had a previously diagnosed psychiatric disorder (59.4%) and identified being under the care of a child
psychiatrist (42.2%). The majority of ED visits were triaged as urgent or emergent (51.5% and 41.1%, respectively) and
included mood and suicidality assessments (84.7% and 80.8%, respectively). Follow-up with various services was made
for all visits. Conclusion: Children and youth presented to the ED for a behavioural disorder had urgent needs related to
self-harm, depression and violent behaviours. These findings draw attention to the important role of the ED in managing
physical safety and well-being concerns for families and recommending follow-up in the post-crisis period.
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Objectif: Nous en savons relativement peu sur les enfants qui se présentent au département d’urgence (DU) pour
stabiliser des crises aigués liées aux troubles de comportement. Cette étude décrit les caractéristiques des patients et des
traitements de ces enfants/adolescents. Méthodes: Nous avons mené une revue rétrospective des dossiers médicaux
des présentations consécutives au DU faites par des enfants/adolescents (de 10 a 17 ans) de janvier 2009 a décembre
2011, pour des consultations dont le diagnostic posé au congé était principalement de trouble hyperkinétique, de trouble
mixte des conduites et des émotions, ou de trouble des conduites. Les données sociodémographiques et des visites au
DU ont été analysées de maniére descriptive. Résultats: Durant la période de I'étude, 365 présentations consécutives
ont été faites par 325 enfants/adolescents. Les plaintes de présentation les plus fréquentes étaient liées a la dépression/
automutilation (45,8%) et aux comportements violents (28,8%). Nombre d’enfants/adolescents souffraient d’'un trouble
psychiatrique précédemment diagnostiqué (59,4%) et étaient confirmés étre sous les soins d’'un pédopsychiatre (42,2%).
La majorité des visites au DU ont été triées comme étant urgentes ou trés urgentes (51,5% et 41,1%, respectivement) et
incluaient des évaluations de 'humeur et de la suicidabilité (84,7% et 80,8%, respectivement). Le suivi avec divers services
a été fait pour toutes les visites. Conclusion: Les enfants et les adolescents qui se sont présentés au DU pour un trouble
de comportement avaient des besoins urgents liés a 'automutilation, a la dépression et aux comportements violents. Ces
résultats attirent I'attention sur le réle important du DU dans la prise en charge de la sécurité physique et des menaces au
bien-étre des familles, et la recommandation d’un suivi dans la période suivant la crise.
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Introduction

he prevalence and diagnosis of, and prescriptive practic-

es for, behavioural disorders (namely attention-deficit/
hyperactivity disorder (ADHD) and conduct disorder) have
received much attention over the years (Culpepper & Fried,
2013; Stephen & Bailey, 2013; Frick & Dickens, 2006;
Monuteaux, Faraone, Gross, & Biederman, 2007; Searight,
Rottnek, & Abby, 2001). Less discussed, however, are the
psychosocial struggles individuals with these disorders ex-
perience and what results when emotional and behavioural
needs are unmet. There are common issues that children and
youth with behavioural disorders struggle with that make
them a vulnerable population. Socially, these children are
less popular amongst peers and have fewer positive friend-
ships (Elkins, Malone, Keyes, Iacono, & McGue, 2011;
Mannuzza et al., 2000). Higher rates of depression, suicide
attempts, and anxiety are reported among youth with be-
havioural disorders (Zahn-Waxler et al., 2008), and these
youth are more likely to engage in risky behaviours such
as substance abuse (Farone, Wilens, & Petty, 2007; Torok,
Darke, & Kaye, 2012; Elkins et al., 2011) and have more
involvement with the law (Pardini & Fite, 2010).

Deficits in the children’s mental health care system in
Canada have been magnified in recent years with ongoing
discussions on how to address long wait lists for care, the
lack of treatment services and options for children and their
families, stigma associated with mental illnesses, and en-
suring best available (i.e., evidence-based) treatments are
employed (Kirby & Keon, 2004; Canadian Association of
Paediatric Health Centres, The National Infant, Child and
Youth Mental Health Consortium Advisory, The Provincial
Centre of Excellence for Child and Youth Mental Health at
CHEQO, 2010; Waddell, McEwan, Peters, Hua, & Garland,
2007; Reid & Brown, 2008; Eggerston, 2005). For children
and youth with behavioural disorders, such conditions cre-
ate a fertile ground for parental frustration, maladaptive
family dynamics, poor behavioural management, and ill-
ness deterioration. Families may find themselves in need of
crisis intervention to stabilize their child’s behaviours and
emotions and improve family functioning. Families not ex-
periencing these health care deficits may also experience
a need for crisis intervention during management of their
child’s disorder potentially making the backgrounds and
needs of the families seeking crisis care quite diverse.

An increasing trend in emergency department (ED) visits
for children’s mental health crises has been reported in Can-
ada. More and more parents are seeking care for their chil-
dren in EDs to stabilize acute mental health emergencies
(Newton et al., 2009; Reder & Quan, 2004; Grupp-Phelan,
Mahajan, & Foltin, 2009; Kennedy, Cloutier, Glennie, &
Gray, 2009), request guidance for at-home child manage-
ment (Cloutier et al., 2010), and gain access to health care
resources (Cloutier et al., 2010). In the largest Canadian
study to date, Newton et al. (2009) found that the number
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of ED visits for all types of pediatric mental health emer-
gencies, including behavioural disorders, across Alberta in-
creased 15% from 2002 to 2006. Trends specific to behav-
ioural disorders, however, were not addressed specifically
in this study.

Children and youth with behavioural disorders can be agi-
tated, aggressive, and experience severe emotional distress
with co-morbid health conditions, making treatment diffi-
cult (Guevara et al., 2007). In a crisis situation, behaviours
and distress can be heightened. Unfortunately, the ED can
be a fast-paced and busy setting, which does not necessarily
promote an environment for de-stimulation or ample time to
address the constellation of behavioural, emotional, social,
and family needs that may underpin the crisis. Crises for
children and youth with behavioural disorders may include
self-harm as a concern. A recent study in Israel reported that
adjustment disorder, ADHD, and conduct disorder were the
three most common diagnoses given to children (<12 years)
attending a psychiatric ED with suicidal ideation or attempt
(Ben-Yehuda et al., 2012). In the same study, the most com-
mon diagnoses given to youth (>12 years) presenting for
the same reasons were depression, adjustment disorder, and
conduct disorder. A question not fully addressed in the liter-
ature is why children and youth with behavioural disorders
visit the ED and what type of care they receive.

The objectives of this pilot study were to describe patient
and treatment characteristics of children and youth who
visit the ED for an emergency related to a hyperkinetic dis-
order, conduct disorder, or mixed disorder of conduct and
emotions. In terms of treatment, we hypothesized that: (a)
the most common event leading up to the ED visits would
be violence/aggression related; (b) the majority of ED visits
would be defined as semi-urgent to non-urgent in nature;
(¢) the majority of children and youth would receive mental
health assessments, but would not receive brief counseling
during their ED visit; and, (d) the majority of children and
youth would be discharged from the ED with follow-up
care recommended.

Methods

This pilot study was a retrospective medical record review;
its descriptive driven nature was intended to inform subse-
quent, and more focused, studies. Records from January 1,
2009 to December 31, 2011 for consecutive pediatric be-
havioural mental health presentations to an urban, tertiary
care ED were reviewed. Study inclusion criteria were chil-
dren and youth aged 10 to 17 years who were assigned a
main ambulatory care (discharge) diagnosis for the follow-
ing behavioural disorders: hyperkinetic disorder (F90.x),
conduct disorder (F91.x), and mixed disorder of conduct
and emotions (F92.x) using the International Statistical
Classification of Diseases and Related Health Problems Ca-
nadian version (ICD 10, CA). This diagnosis reflects the
main reason for the provision of emergency services, and in
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this study, the diagnosis was made by a general emergency
medicine-trained physician in consultation with a child psy-
chiatrist if a consultation occurred during the visit.

The ED where visits occurred was located in a psychiatry-
resourced, general hospital. ED care was provided to chil-
dren and youth by general emergency medicine-trained
physicians and the hospital included on-site, inpatient beds
and psychiatric consultation in the ED. Consultation, if
requested, is provided health professionals during the ED
visit who have training in social work or psychiatric nurs-
ing. These individuals function as a ‘crisis team’ in concert
with assessment and consultation with staff and resident
child psychiatrists as needed. During the three-year study
period, the ED had an annual average of 4,842 pediatric
patients, 18.6% of whom had mental health complaints. Pa-
tients in this study with behavioural disorder complaints are
included in this 18.6% annual visit average. This study was
approved by the University of Alberta’s Health Research
Ethics Board.

The study’s protocol was based on published methodologi-
cal guidelines (Gearing, Mian, Barber, & Ickowicz, 2006;
Gilbert, Lowenstein, Koziol-McLain, Barta, & Steiner,
1996). Data were abstracted by a sole abstractor (SL) and
a random check of data (10%) was performed three to four
weeks following initial abstraction to reduce recall bias,
but to ensure data were correctly abstracted from the medi-
cal record. This random check yielded no errors in initial
abstraction (100% inter-rater reliability). Data were then
transferred into a password secured excel spreadsheet for
storage. Data were later imported into a statistical software
program for analysis. Questions regarding data abstraction
were reviewed on a regular basis by the abstractor and an
experienced trainer (ASN).

Abstracted data reflected socio-demographic and health
care Vvisit characteristics. Socio-demographic data standard
for each medical record — birth date, age at ED visit, sex,
and postal code — as well as health care provider documen-
tation of current medications, medical co-morbidities, med-
ical resources, and social services resources. Postal codes
were used to determine dissemination area to estimate me-
dian annual household income using Statistics Canada data
(Statistics Canada, 2006). Health care visit characteristics
included the following data standard for each medical re-
cord: dates of presentation and discharge, time registered
in the ED, triage level per the Canadian Triage and Acu-
ity Scale (CTAS; Howlett & Atkinson, 2012; Gravel et al.,
2012), main ambulatory diagnosis, triage time, time seen
by health care professional (physician, nurse, and/or mental
health crisis team), and presenting complaint. We also ab-
stracted health professional documentation of any consul-
tative services, clinical assessments, clinical interventions
(including crisis intervention and brief counseling), and
recommended follow-up plan. In terms of clinical interven-
tions, crisis intervention was determined by documentation
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of physical and/or chemical restraint use and brief counsel-
ing was determined based on documentation by any health
care professional of any of the following key phrases/words
in the medical record: “discussed setting clear boundaries,”
“crisis planning reviewed,” “provided psycho-education,”
and “reinforced importance of...”. Missing data or data
that could not be determined from the medical record were
broadly classified as ‘Unable to determine/Missing.’

Data were analyzed using Statistical Product and Service
Solutions (SPSS) software, Version 19. Frequency distribu-
tions were presented for categorical variables, and continu-
ous variables were presented using univariable summaries
(means, medians, interquartile ranges).

Results

In total, 365 medical records for ED visits made by 325
children and youth were reviewed. Of the records reviewed,
there were 76 multiple visits; 291 children made one ED
visit, 28 children made two ED visits, and six children
made three visits during the study period. The most com-
mon diagnosis for children and youth at their first ED visit
was conduct disorder (n=209, 64.3%), followed by mixed
disorder of conduct and emotions (n=61, 18.8%) and hy-
perkinetic disorder (n=55, 16.9%). As seen in Table 1, over
half (n=193, 59.4%) of the children and youth had a previ-
ously diagnosed psychiatric disorder, and 42.2% children
and youth (n=137) were under the care of a psychiatrist at
the time of the ED visit.

Table 2 details the characteristics of the visits. The majority
of ED visits were triaged as urgent (n=188, 51.5%) or emer-
gent (n=150; 41.1%) and had presenting complaints related
to depression/self-harm (n=164, 45.8%) and violent behav-
iours (n=105, 28.8%) documented at triage. Most ED visits
had a documented mood assessment (n=309, 84.7%) and/
or suicidality assessment (n=295, 80.8%). Approximately
one-fifth of ED visits (n=80, 21.9%) involved crisis inter-
vention including medication administration (e.g., physi-
cal and/or chemical restraint use); 34.5% of visits (n=126)
involved brief family/individual counseling. Mental health
consultations, either with a mental health crisis team or
child psychiatrist, were requested for the majority of visits
(73.4% and 60.3%, respectively) while consultation with
social work was requested for 12.5% of visits (n=42). The
majority of follow-up recommendations were to follow up
with a primary health care provider (n=153, 41.9%) who in-
cluded general practitioners, pediatricians, counselors, psy-
chiatrists, or psychologists. Approximately 30% of visits
(n=109) involved a recommendation to follow up with an
outpatient psychiatry program while 13.7% of visits (n=50)
involved a recommendation to follow up with the mental
health crisis team affiliated with the ED. The median length
of ED stay (time from triage to ED discharge) was 5 hours
33 minutes (IQR: 3 hours 41 minutes, 9 hours 15 minutes).
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Table 1. Characteristics of children and youth
at their first ED visit for a behavioural problem

(n=325)

Age group
10-12 years 79 (24.3)
13-17 years 246 (75.7)
Gender
Male 192 (59.1)
Female 133 (40.9)
Household annual income, median
<$30,000 1 (3.4)
$30,000 - $49,999 45 (13.8)
$50,000 - $69,999 167 (51.4)
$70,000 - $89,999 51 (15.7)
>$90,000 31 (9.5)
Unavailable 20 (6.2)
Psychiatric medication use
Yes 157 (48.3)
No 160 (49.2)
Unable to determine/missing 8 (2.5)
Previously diagnosed psychiatric
disorder
Yes 193 (59.4)
No 129 (39.7)
Unable to determine/missing 3 (0.9)
Other diagnosed health conditions?
No past medical history documented 135 (41.5)
Medical co-morbidity 105 (32.3)
Fetal Alcohol Spectrum Disorder 25 (7.7)
Tourette’s Syndrome 20 (6.1)
History of self-harm 63 (19.4)
History of substance abuse 62 (19.1)
Developmental delay 17 (5.2)
Language or speech delay 5 (1.5)
Congenital disorder 5 (1.5)
Other 3 (0.9)
Unable to determine/missing 4 (1.2)

Documented medical resource use

Psychiatrist 137 (42.2)
Psychologist 40 (12.3)
Family physician/pediatrician 30 (9.2)
Other 28 (8.6)
None stated by family 15 (4.6)
Unable to determine/missing 75 (23.1)

2 Total >100%; some children/youth had multiple conditions

Table 2. ED visit characteristics (n=365)

Triage (CTAS) level

Resuscitation (Level 1) 0 (0.0)
Emergent (Level 2) 150 (41.1)
Urgent (Level 3) 188 (51.5)
Semi-Urgent (Level 4) 20 (5.5)
Non-Urgent (Level 5) 1 (0.3)
Missing 6 (1.6)
Presenting complaint

Depression/self-harm 167 (45.8)
Violent behaviour 105 (28.8)
Anxiety/situational crisis 29 (7.9)
Disruptive behaviour 28 (7.7)
Bizarre behaviour 20 (5.5)
Moderate anxiety/agitation with 1 (0.3)
paranoia

Overdose 1 (0.3)
Other 14 (3.8)

Documented assessment?

Mood 309 (84.7)
Suicidality 295 (80.8)
Physical examination 196 (53.7)
Homicidality 144 (39.5)
None 1 (0.3)
Unable to determine/missing 15 (4.1)

Documented intervention?

None 116 (31.8)
Brief counseling 126 (34.5)
Crisis intervention 80 (21.9)
Other 1 (0.3)
Unable to determine/missing 69 (18.9)
Documented consultation?
Crisis team 268 (73.4)
Child psychiatry 220 (60.3)
Social work 46 (12.6)
Other 6 (1.6)
Documented follow-up
recommendation?
Health care professional 153 (41.9)
Outpatient psychiatry program 109 (29.9)
Crisis team 50 (13.7)
Child and family services 47 (12.9)
Other 16 (4.4)

5h33m
(IQR® 3 h 41 m, 9 h15 m)

Duration of ED visit
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2 Total >100%; some children/youth had multiple
documentations
b Interquartile Range
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Discussion

In this study, medical records indicated that the majority of
parents were looking for support in the ED during a crisis.
Contrary to our hypothesis, more than 90% of the ED vis-
its were triaged as clinically urgent or emergent indicating
the seriousness of presenting complaints. While we antici-
pated that the most common event leading up to an ED visit
would be violence/aggression related, key findings from
this study that warrant more intensive exploration in the
future are that self-harm and depressed mood precipitated
almost half of ED visits.

Several studies report behavioural disorders as a risk factor
for suicide-related behaviours and support the connection
between aggression and impulsivity and suicide-related be-
haviours (Manor et al., 2010; Sourander et al., 2009; Impey
& Heun, 2012; Horesh, Gothelf, Ofek, Weizman, & Apter,
1999; Kerr et al., 2007; Kasen, Cohen, & Chen, 2011). Im-
pey and Huen (2012) raised a concern that it may be harder
to detect suicide-related behaviours in children with ADHD
and high impulsivity as such children may be less likely to
regard self-injuries as suicide attempts. In 2010, Manor and
colleagues found that while the majority of the youth who
visited the ED for a suicide attempt were diagnosed with
ADHD, only one third of these youth had been diagnosed
as such, prior to the suicide attempt (Manor et al., 2010).

The connection between ADHD and suicide-related behav-
iours in the literature reflects recommendations for screen-
ing for ADHD symptoms in children and youth expressing
suicidal thoughts and exhibiting related behaviours (Manor
et al., 2010). In the ED, psychiatric consultation to assess
children and youth with presenting complaints related to
self-harm may yield a new diagnosis and begin service re-
ferral for families. In this study, 60% of children/youth re-
ceived a child psychiatry consultation and 40% of children/
youth had no previous psychiatric diagnosis. The number
of consultations that resulted in new diagnoses could not be
determined, but warrants prospective study to document the
course of crisis and post-crisis care and related outcomes.
Based on our study findings, it is also worthwhile to con-
sider whether screening for suicidal thoughts and behav-
iours should be incorporated into routine, outpatient mental
health and medical care for children and youth with behav-
ioural disorders. Care that addresses the link between be-
havioural disorder symptoms (i.e., impulsivity, aggression,
and lack of risk awareness) and self-harm can be tailored
for those children and youth who need it and may poten-
tially reduce crises that need to be addressed in the ED.

Our study’s findings also point to the important role of the
ED in managing physical safety and well-being concerns
for families and recommending follow-up in the post-crisis
period. We based our hypothesis that the majority of chil-
dren and youth would receive mental health assessments,
but would not receive brief counseling during their ED visit
on a recent Canadian study that indicated an absence of
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clinical practice guidelines for pediatric emergency mental
health care in Canada (Leon et al., 2012). While this study
confirmed this hypothesis, we could not determine assess-
ments/interventions for 69 visits and 116 visits did not have
a documented intervention. These findings draw attention
to variation in documentation and clinical care and the need
for standardized approaches. ED clinical pathways related
to assessing and managing violent behaviours/self-harm for
behavioural disorders in a milieu known to be fast-paced
and busy would ensure that care is provided in a consis-
tent, safe (both to the patient and family and health care
provider), and de-stimulating manner. Clinical pathways
could also indicate when psychiatric consultation is needed
(e.g., when self-harm with intent is part of the presentation)
and how to address the constellation of behavioural, emo-
tional, social, and family needs that may underpin the crisis.
Given the retrospective nature of this study, we could not
determine how decisions were made by emergency physi-
cians regarding child psychiatry consultation requests and
crisis team involvement which occurred in 60% and 73%
of visits, respectively. For example, decisions influenced by
discomfort in addressing safety concerns in children/youth
or concerns about disposition decision-making could be
addressed through professional training and clinical path-
ways. Future exploration of the decision-making process by
emergency physicians could help tailor the development of
training and pathway content.

This study confirmed our hypothesis that the majority of
children and youth would be discharged from the ED with
follow-up care recommended. However, a better under-
standing of health care utilization both before and after the
ED visit is still needed. This includes exploring return ED
visits and post-ED community-based health care utilization
(e.g., physician visits, specialized mental health services).
New knowledge of health care utilization and post-crisis
service gaps can help identify factors related to health care
accessibility and utilization (particularly in the context of
having a discharge recommendation from the ED), and
may point to areas of health policy (e.g., government as-
sistance) and/or service delivery (e.g., telehealth or web-
based resources to address transportability issues, resources
to improve parental knowledge) that are needed to support
parents of children and youth with a behavioural disorder.

This study has several limitations. As a medical record
review, the data were not originally collected for research
purposes. We accounted for missing data in our results,
but we may have underestimated certain child and treat-
ment characteristics based on data unavailability. The ED
was also a psychiatric-resourced ED and not part of a pe-
diatric hospital; there may also be a natural selection bias
in which children/youth attend such an ED, and our study
sample may not be representative of the general population
of children and youth with behavioural disorders who visit
an ED in crisis. The main ambulatory diagnosis was used
as an inclusion criterion for our study. It is standard that a
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main ambulatory diagnosis reflects the primary ED treat-
ment/care provided for a particular condition (in the case of
suicide-related behaviours it would be physical or medical
care). We chose the main ambulatory diagnosis as a crite-
rion to determine our study sample because we wanted to
include children and youth who visited the ED primarily
for their behavioural disorder and not other reasons (e.g.,
pneumonia in a child with ADHD) to more accurately de-
scribe care for the behavioural disorder. Lastly, we chose
to include the diagnosis of mixed disorders of conduct and
emotions in this study as a means to include children and
youth who presented to the ED with a nebulous constella-
tion of emotional and behavioural concerns during the crisis
that did not yield a more definitive behavioural diagnosis.
We recognize that this diagnosis is vulnerable to confound-
ing diagnoses (e.g., parent-child relational problems) and
recommend that results from this pilot study be used to de-
velop more focused ED studies for hyperkinetic and con-
duct disorders.

Conclusion

This study’s findings add an important perspective of the
reasons why parents bring their children to the ED and the
type of emergency care received for a behavioural disorder.
A key finding from the study was that children and youth
presented to the ED for a behavioural disorder had urgent
needs related to self-harm, depression and violent behav-
iours. These findings draw attention to the important role
of the ED in managing physical safety and well-being con-
cerns for families and recommending follow-up in the post-
crisis period.

Acknowledgements/Conflict of Interest
The authors have no conflict of interest to declare. Dr. Rosychuk
is salary supported as Health Scholar by Alberta Innovates-
Health Solutions. Dr. Newton holds a Canadian Institutes of
Health Research (CIHR) New Investigator Award.

References

Ben-Yehuda, A., Aviram, S., Govezensky, J., Nitzan, U., Levkovitz, Y., &
Bloch, Y. (2012). Suicidal behavior in minors — Diagnostic differences
between children and adolescents. Journal of Developmental &
Behavioral Pediatrics, 33(7), 542-547.

Canadian Association of Paediatric Health Centres, The National Infant,
C., Youth Mental Health Consortium Advisory, The Provincial Centre
of Excellence for Child, & Youth Mental Health at CHEO. (2010).
Access & wait times in child and youth mental health: A background
paper. Ottawa, ON: Authors.

Cloutier, P., Kennedy, A., Maysenhoelder, H., Glennie, E. J., Cappelli,
M., & Gray, C. (2010). Pediatric mental health concerns in the
emergency department. Pediatric Emergency Care, 26(2), 99-106.

Culpepper, L., & Fried, R. (2013). Attention-deficit/hyperactivity disorder
in a chronic care paradigm. Postgraduate Medicine, 125(4), 78-86.

Eggerston, L. (2005). Children’s mental health services neglected: Kirby.
Canadian Medical Association Journal, 173(5), 471.

Elkins, I. J., Malone, S., Keyes, M., lacono, W. G., & McGue, M. (2011).
The impact of attention-deficit hyperactivity disorder on preadolescent

116

adjustment may be greater girls than for boys. Journal of Clinical
Child & Adolescent Psychology, 40(4), 532-545.

Farone, S. V., Wilens, T. E., & Petty, C. (2007). Substance use among
ADHD adults: Implications of late onset and sub threshold diagnoses.
The American Journal on Addictions, 16(1), 24-34.

Frick, P. J., & Dickens, C. (2006). Current perspectives on conduct
disorder. Current Psychiatry Reports, 8(1), 59-72.

Gearing, R. E., Mian, 1. A., Barber, J., & Ickowicz, A. (2006). A
methodology for conducting retrospective chart review research in
child and adolescent psychiatry. Journal of the Canadian Academy of
Child and Adolescent Psychiatry, 15(3), 126-134.

Gilbert, E. H., Lowenstein, S. R., Koziol-McLain, J., Barta, D. C., &
Steiner, J. (1996). Chart reviews in emergency medicine research:
Where are the methods? Annals of Emergency Medicine, 27(3),
305-308.

Gravel, J., Gouin, S., Goldman, R. D., Osmond, M. H., Fitzpatrick,

E., Boutis, K.,...Amre, D. (2012). The Canadian Triage and Acuity
Scale for children: A prospective multicenter evaluation. Annals of
Emergency Medicine, 60(1), 71-77.

Grupp-Phelan, J., Mahajan, P., & Foltin, G. L. (2009). Referral and
resource use patterns for psychiatric-related visits to pediatric
emergency departments. Pediatric Emergency Care, 29(4), 217-220.

Guevara, J. P., Rothbard, A., Shera, D., Zhoa, H., Forrest, C. B., Kelleher,
K., & Schwarz, D. (2007). Correlates of behavioral care management
strategies used by primary care pediatric providers. Ambulatory
Pediatrics, 7(2), 160-166.

Horesh, N., Gothelf, D., Ofek, H., Weizman, T., & Apter, A. (1999).
Impulsivity as a correlate of suicidal behavior in adolescent psychiatric
inpatients. Crisis, 20(1), 8-14.

Howlett, M. K., & Atkinson, P. R. (2012). A method for reviewing the
accuracy and reliability of a five-level triage process (Canadian Triage
and Acuity Scale) in a community emergency department setting:
Building the crowding measurement infrastructure. Emergency
Medicine International, 2012, 1-5. doi: 10.1155/2012/636045

Impey, M., & Heun, R. (2012). Completed suicide, ideation and
attempt in attention deficit hyperactive disorder. Acta Psychiatrica
Scandinavica, 125(2), 93-102.

Kasen, S., Cohen, P., & Chen, H. (2011). Developmental course of
impulsivity and capability from age 10 to age 25 as related to
trajectory of suicide attempt in a community cohort. Suicide and Life-
Threatening Behavior, 41(2), 180-192.

Kennedy, A., Cloutier, P., Glennie, E. J., & Gray, C. (2009). Establishing
best practice in pediatric emergency mental health: A prospective
study examining clinical characteristics. Pediatric Emergency Care,
25(6), 380-386.

Kerr, D. C. R., Washburn, J. J., Feingold, A., Kramer, A. C., Ivey, A.

Z., & King, C. A. (2007). Sequelae of aggression in acutely suicidal
adolescents. Journal of Abnormal Child Psychology, 35(5), 817-830.

Kirby, M. J. L., & Keon, W. J. (2004). Mental health, mental illness and
addiction: Overview of policies and programs in Canada. Ottawa,
Ontario, Canada: The standing senate committee on social affairs,
science and technology.

Leon, S. L., Cappelli, M., Ali, S., Craig, W., Curran, J., Gokiert, R.,...
Newton, A. S., for Pediatric Emergency Research Canada (2013).
The current state of mental health services in Canada’s paediatric
emergency departments. Paediatrics & Child Health, 18(2), 81-85.

Mannuzza, S., & Klein, R. G. (2000). Long-term prognosis in attention-
deficit/hyperactivity disorder. Child and Adolescent Psychiatric
Clinics of North America, 9(8), 711-726.

Manor, 1., Gutnik, I., Ben-Dor, D. H., Apter, A., Sever, J., Tyano, S.,...
Zalsman, G. (2010). Possible association between attention deficit
hyperactivity disorder and attempted suicide in adolescents - A pilot
study. European Psychiatry, 25(3), 146-150.

Monuteaux, M. C., Faraone, S. V., Gross, M. L., & Biederman, J. (2007).
Predictors, clinical characteristics, and outcome of conduct disorder in
girls with attention-deficit/hyperactivity disorder: A longitudinal study.
Psychology Medicine, 37(12), 1731-1741.

J Can Acad Child Adolesc Psychiatry, 23:2, May 2014




Characteristics of Children and Youth Who Visit the Emergency Department for a Behavioural Disorder

Newton, A. S., Ali, S., Johnson, D. W., Haines, C., Rosychuk, R. J.,
Keaschuk, R. A.,...Klassen, T. P. (2009). A 4-year review of pediatric
mental health emergencies in Alberta. Canadian Journal of Emergency
Medical Care, 11(5), 447-454.

Pardini, D. A., & Fite, P. J. (2010). Symptoms of conduct disorder,
oppositional defiant disorder, attention deficit/hyperactivity disorder,
and callous-unemotional traits as unique predictors of psychosocial
maladjustment in boys: Advancing an evidence base for DSM-V.
Journal of the American Academy of Child & Adolescent Psychiatry,
49(11), 1134-1144.

Reder, S., & Quan, L. (2004). Emergency mental health care for youth in
Washington state: Qualitative research addressing hospital emergency
departments; identification and referral of youth facing mental health
issues. Pediatric Emergency Care, 20(11), 742-748.

Reid, G. J., & Brown, J. B. (2008). Money, case complexity, and wait
lists: Perspectives on problems and solutions at children’s mental
health centers in Ontario. Journal of Behavioral Health Services &
Research, 35(3), 334-346.

Searight, H. R., Rottnek, R., & Abby, S. L. (2001). Conduct disorder:
Diagnosis and treatment in primary care. American Family Physician,
63(8), 1579-1588.

Sourander, A., Klomek, A. B., Niemela, S., Haavisto, A., Gyllenberg, D.,
Helenius, H.,...Gould, M.S. (2009). Childhood predictors of completed
and severe suicide attempts: Findings from the Finnish 1981 Birth
Cohort Study. Archives of General Psychiatry, 66(4), 398-406.

Stephen, S., & Bailey, C. (2013). Managing disruptive behaviour
disorders in children. The Practitioner. 257(1761), 19-21.

Torok, M., Darke, S., & Kaye, S. (2012). Predisposed violent drug users
versus drug users who commit violence: Does the order of onset
translate to differences in the severity of violent offending? Drug and
Alcohol Review, 31(4), 558-565.

Waddell, C., McEwan, K., Peters, R. D., Hua, J. M., & Garland, O.
(2007). Preventing mental disorders in children: A public health
priority. Canadian Journal of Public Health, 98(3), 174-178.

Zahn-Waxler, C., Park, J. H., Usher, B., Belouad, F., Cole, P., & Gruber,
R. (2008). Young children’s representations of conflict and distress: A
longitudinal study of boys and girls with disruptive behavior problems.
Development and Psychopathology, 20, 99-119.

CONFERENCE WATCH

ANNUAL CANADIAN PSYCHOLOGICAL ASSOCIATION
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Vancouver, British Columbia
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