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Objectives 
Prehospital Behavioral Health 
Emergency Management
• Review the state of pediatric 

behavioral health emergency 
care

• Understand the safety outcomes 
of pediatric behavioral health 
emergencies managed with an 
EMS driven diversion protocol

• Learn about the impact of first 
impressions during mental health 
encounters 

• Learn about future steps to 
improve pediatric behavioral 
health emergency care

Ways to "COPE" at the Scene of a Child's 
Death
• Understand the challenges faced by 

EMS professionals when encountering 
an out-of-hospital arrest or death of a 
child

• Increase confidence in providing 
compassionate death notification for 
families

• Comprehend parental grief response
• Recognize and mitigate secondary 

trauma in the EMS professional



Safety of Prehospital 
Medical Clearance for 

Pediatric Behavioral Health 
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Objectives
• Review of pediatric behavioral health emergency (BHE) care
• Describe demographic characteristics and EMS usage in Alameda 

County, CA
• Examine the safety outcomes of pediatric patients directly 

transported to pediatric psychiatric emergency services (PES) 
using an EMS pediatric BHE protocol

• Discuss future steps to improve pediatric BHE care



Background
• 30% of all pediatric Behavioral Health Emergency (BHE) related 

Emergency Department (ED) visits in the United States arrive by 
Emergency Medical Services (EMS) 

• 15% of EMS transports in US are mental health related 
• United States is experiencing an increase in pediatric BHEs 

outpacing the rate of growth of adult visits for BHEs by 30%
• Majority of ED visits for BHEs are unnecessary since most patients 

do not receive any medical or psychiatric treatment in ED



Setting
• Alameda County- population of 1.6 million  

• Alameda County EMS responds to 125,000 
calls and transports ~90,000 patients each 
year 

• Maintains a database (ESO Solutions) of all 
EMS encounters 

• Benioff Children’s Hospital- Oakland is the 
designated Level 1 Trauma Center for 
Alameda County



Setting
• In Alameda County, CA, patients found to be a danger to self or 

others are placed on an involuntary hold (IVH)
• Alameda County has the highest rate of IVH detentions in CA
• Alameda EMS uses a field-screening protocol to identify low-risk 

children with BHE who can be medically cleared in the field and 
transported directly to a regional pediatric psychiatric emergency 
services (PES) facility, bypassing ED



Alameda EMS Field Screening 
Protocol
Required transport to an emergency department if:

• < 12 years old 
• Patients with any medical complaint

• Ingestions
• Vomiting or report of no food or fluid intake for > 16 h
• Known chronic medical conditions

• Depressed level of consciousness
• HR > 120
• BP > 190/110
• Outside of adult supervision for > 24 hours



Study Objectives

• Examine the safety outcomes of prehospital medical clearance of 
pediatric BHE patients and directly transporting to pediatric PES 
using an EMS BHE field-screening protocol

• Describe the mortality of patients being transported directly to PES



Methodology
• Retrospective review for pediatric (age<18 years) EMS encounters 

between 2011 to 2016, using Alameda County’s EMS data set 

• Unique patient identification using a 7-cycle Matching strategy using the 
MATCHIT tool in Stata 

• Data linkage to mortality data from Alameda County Vital Statistics

• Identified the proportion of patients who were found to have a medical 
issue requiring re-transport to an ED after arriving at PES



Results



Results



Results



Limitations
• Regional differences in the severity and types of pediatric BHEs, which could 

influence the safety of field medical clearance

• Underreporting in the identification of re-transports (failures in field medical 
clearance)

• Protocol only allowed for diversion for children ≥ 12 years old leaving 10.7% of 
all pediatric patients placed on an IVH ineligible for transport to the pediatric PES

• No data on other outcomes after admission or discharge from PES

• Limitations in understanding the cause of death for the 17 pediatric BHE patients 
who died during the study period due to the inability to obtain the cause of death 
from Alameda County Vital Statistics



Conclusions
• EMS BHE protocol was safe as measured by low rates of re-transport and 

death

• Patients who had at least one involuntary hold disproportionately used 
EMS

• Utilizing the protocols established by Alameda County EMS, 41% pediatric 
patients with BHEs were directly transported to the regional pediatric PES, 
bypassing medical clearance in the ED

• Failed diversion, as measured by EMS re-transport to the ED within 24 
hours was extremely rare, occurring in 0.5% encounters taken directly to 
the PES



Next Steps
• This and similar protocols can significantly decrease the burden on 

local EDs and allow for more timely mental health evaluation

• Need for multi-center study and need to prospectively study EMS 
field-screening protocol

• Development of Community Assessment Teams might improve 
field medical clearance rate

• Drive policy and legislature to increase funding for PES for 
children



Thank you!
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Ways to “COPE” at the scene of a 
child’s death
Learning gap: 
• The topic will briefly cover issues including giving “the worst” 

news, initiating compassionate care for families after sudden 
death of a child, and prevention of secondary trauma for 
providers.

Why does the gap exist:
• Providers of any type are reluctant to stop resuscitation in a 

child and are generally not well informed about giving bad news 
to families, especially when it comes to death notification.



Originated as a 
transportation service 
and it has been more 
difficult to transition 
them to a profession

Essential curriculum 
but not an advanced 

degree

Often not defined as an 
“essential service”

Professional role is 
threaded with hazards 

and risk of 
occupational injuries

Many volunteer 
services and per diem 

jobs still exist that 
don’t qualify for 

benefits

EMS is UNDERVALUED 
AND OVERWORKED



• National average annual wage of 
paramedics is $38,830, according to 
the Bureau of Labor Statistics, over $10,000 
less than average annual salary for all 
occupations, $51,960. 

• Disappointingly low number for the heavy 
responsibility and demands of working as a 
paramedic. 

• Even in the top-paying state for 
paramedics, their average annual wage is 
only a little more than the average annual 
salary for all occupations.

EMS is UNDERVALUED 
AND OVERWORKED



The suicide rate of EMS personnel 
is 5 times greater than the general 
population, according to research 
from Eastern Kentucky University

It’s never been an easy job: The EMT profession is threaded with 
hazards that range from injury to infectious disease to a host of mental 

health issues



Survey Reveals Alarming Rates of EMS Provider 
Stress and Thoughts of Suicide 
Sept 28, 2015 JEMS Newland et al

Comparison of suicide contemplation and attempt rates: survey respondents 
vs. national average (n = 4,022)



Death by 
Suicide

Arizona Vital Statistics Information 
Management System Electronic Death 
Registry of all adult (≥18) deaths Jan 
1, 2009-Dec 21, 2015
• 350,998 deaths during the study period 

with 7,838 categorized as suicide
• Proportion of deaths attributed to 

suicide among EMTs was 5.2% (63 of 
1,205 total deaths) while the percentage 
among non-EMTs was 2.2% 
(7,775/349,793) (p < 0.0001)

Prehosp Emerg Care. 2019 May-Jun;23(3):340-345. doi: 
10.1080/10903127.2018.1514090. Epub 2018 Sep 14. PMID: 30136908.

The EMS 
Profession 
Compared to 
the General 
Public
Vigil, et al



First 
responder 
oriented 
mental health 
advocacy and 
education 
organization 

The Code Green Campaign calls a 'code 
alert' on the mental health of EMTs, 
paramedics, firefighters and cops by 
breaking the silence about mental illness 
in EMS and public safety by sharing the 
stories of those who have been there.



DELIVERY OF THE WORST NEWS

• CUSTOMARILY DELEGATED TO A PHYSICIAN
• PHYSICIANS/EMS PROFESSIONALS RECEIVE LITTLE 

FORMAL EDUCATION IN COMPASSIONATE CARE
• WILL HAVE A LASTING EFFECT ON FAMILY AND 

FRIENDS
• THE FIRST THING EVERY MORNING AND LAST 

THING AT NIGHT…THE FAMILY WILL REMEMBER 
YOU AND HOW YOU TOLD THEM THE BAD NEWS 



HRSA FUNDING 
2013-2016







Pediatric death resources



What you 
can do now







Other resources

First 
responder 
resource 

list

Books

Resources 
for 

families

Reference 
list



Benjamin Lang MD
benjamin.lang@ascension.org
Rickard Forest
richard.forest@nortonhealthcare.org
Mary Fallat, MD
mary.fallat@louisville.edu

mailto:benjamin.lang@ascension.org
mailto:richard.forest@nortonhealthcare.org
mailto:mary.fallat@louisville.edu










PLEASE THANK EMS FOR 
WHAT THEY DO !!

Ways to “COPE” at the 
scene of a child’s death

Benjamin Lang MD
benjamin.lang@ascension.org
Rickard Forest
richard.forest@nortonhealthcare.org
Mary Fallat, MD
mary.fallat@louisville.edu

mailto:benjamin.lang@ascension.org
mailto:richard.forest@nortonhealthcare.org
mailto:mary.fallat@louisville.edu


Continuing Education Credits

https://www.research.net/r/DTSTFF3



Thank you!!!












