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ABSTRACT

Young children in psychiatric crisis present complex challenges to their families and service pro-
viders. This article presents a qualitative study of families’ perspectives on the crisis that led to
their child’s hospitalization, as well as their experience and satisfaction with prior community-
based services including crisis services. Results of the study support the usefulness of an ecolog-
ical view on child mental health emergencies, and specify the need for the development of a more
family-centered, community-based crisis response system that includes secure transportation
and access to “warm-line” services. To prevent or curtail hospitalization of children, families
require assistance in outpatient medication management, especially timely access to psychiatric

medication consults and clear information from professionals about benefits and side effects.

of children in psychiatric crisis to inpatient facili-

ties, community-based mental health services today
are expected to provide an array of crisis services for chil-
dren and families (U.S. Department of Health and Human
Services, 1999). Effective crisis services for young people
must be able to meet the needs of children who are affected
by a single traumatic event or repeated trauma, as well as
those with long-term chronic emotional and behavioral
problems who experience periodic episodes of acute crisis
(Burns, Hoagwood, & Mrazek, 1999). Because many youth
enter mental health services at a point of crisis, the purpose
of quality crisis services includes the provision of immedi-
ate evaluation and assessment, sufficient care to stabilize
the crisis situation, as well as opening the door for longer-
term services within the mental health system to prevent
further crises (Burns et al, 1999). Types of services can
include telephone hotlines, crisis group homes, walk-in

B s part of a continued effort to reduce the admission

services, runaway shelters, mobile crisis teams, and thera-
peutic foster homes, if used for short-term crisis place-
ments, as well as crisis stabilization units, hospital
emergency rooms, and inpatient services (Burns et al.,
1999; Kutash & Rivera, 1995; Stroul & Goldman, 1990).
While this entire array of services is usually not available
in all communities, a survey of 32 home-based programs
by Stroul and Goldman (1990) found that community-
based crisis services shared common characteristics such
as: the availability to provide screening, evaluation, inter-
vention, and support 24 hours per day, 7 days per week; a
purpose to avert hospitalization if appropriate and stabilize
the situation in the least-restrictive appropriate setting; a
short-term focus (4-6 weeks) using the time limitations
and the increased willingness of clients to initiate change;
integration of crisis services with other longer-term treat-
ment options; a dual focus on identifying and prioritizing
precipitating factors, as well as mobilizing youth and fam-
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ilies to develop new ways of coping; and an intent to max-
imize involvement of immediate and extended families in
all phases of treatment.

Taking a multi-dimensional approach to understanding
“best practices” (Petr & Walter, 2005), this article specifi-
cally honors the perspectives and experiences of families
with children in psychiatric crisis. Results of a multiple-case
study that involved qualitative interviews with 12 families,
whose children ages 12 years old or younger were admitted
to a state hospital in Kansas, highlight the circumstances of
families’ crises, and families’ experience and satisfaction
with community-based services including crisis services.
Results lend credence to an ecological framework for
understanding psychiatric crises in children cogently out-
lined by Pumariega and Winters (2003). The framework is
briefly summarized in the following paragraphs.

Best Practices for Children in Psychiatric
Crises: Current Knowledge

Empirical Studies of Programs

To date, the empirical base for understanding how com-
munity-based crisis services can be most effective for chil-
dren and youth with serious psychiatric symptoms is still
very limited. Even more sparse are studies inquiring
directly into the experiences and needs of families with
children in psychiatric crises. With the exception of exper-
imental studies about multisystemic therapy (Henggeler et
al., 1999; Schoenwald, Ward, Henggeler, & Rowland, 2000;
Henggeler, Schoenwald, Rowland, & Cunningham, 2002,
Henggeler et al., 2003), and a comparative study about
three intensive in-home programs in the Bronx, New York
(Evans et al., 1997, 2001, 2003), the current evidence base
for the effectiveness of crisis programs for children and
adolescents consists largely of uncontrolled studies or pro-
gram descriptions (Blumberg, 2002; Gutstein, Rudd,
Graham, & Rayha, 1988; Sawicki, 1988; Stelzer & Elliott,
1990; Silver & Goldstein, 1992).

Overall, most of these studies demonstrate some poten-
tial of crisis intervention programs to divert youth from
institutional placements but also indicate the need for fur-
ther research to explore differences between crisis-ori-
ented, home-based services, and other types of
community-based crisis services, and their respective out-
comes and cost effectiveness (Burns et al., 1999; Kutash &
Rivera, 1995; Pumariega & Winters, 2003). At least for a
short-term period, crisis programs can bring about
improvements in behavior, diminished suicidal tendencies,
and increases in self-concept for some children or height-
ened parental self-efficacy. However, it appears that the
gains children with serious emotional disorders (SED) ini-
tially make on behavioral scores, self-concept, or other
measures will dissipate after the intervention ends and pre-
existing chronic difficulties will continue (Evans et al.,
2003; Henggeler et al., 2003). Therefore, crisis programs

alone seem insufficient to maintain gains beyond the end
of intervention unless “booster” services or ongoing sup-
ports are employed, or crisis services are fully integrated
into a continuum of care ensuring the continuity of ser-
vices with an appropriate intensity.

An Ecological Framework for Child
Mental Health Emergencies

Pumariega and Winters (2003) suggest that child psychi-
atric emergencies are best understood in their ecological
context. The authors point out that the occurrence of a cri-
sis for a child is determined by the timing of a child’s
behaviors and the resources available to adults.

Generally, a child’s parents or other responsible adults
decide when the child’s emotional or behavioral prob-
lems are beyond their control and require emergency
services. The timing of the acute presentation is as likely
to result from impairment in the adult’s functioning

(or capacity to contain the child’s behavior) as from a
worsening of the child’s psychopathology. (p. 779)

The authors distinguish six types of child mental health
crises that may occur concurrently: (1) danger to self or
others; (2) danger to the child from others; (3) the child is
unable to maintain his or her own safety and use environ-
mental supports; (4) the child engages in serious drug or
alcohol use or abuse that endangers his or her own life or
that of others; (5) severe environmental stressors adversely
impact the family system and render the child vulnerable
to heightened stress; (6) environmental supports (i.e., fam-
ily, community, services) break down and are unable to
provide critical safety or support for the child.
Contributing contextual factors include the child’s innate
vulnerability; the child’s degree of exposure to drugs and
alcohol; the family’s psychosocial functioning; adequacy of
physical, educational, and financial resources; resources of
the extended family, kinship, network, or community; and
the adequacy of formal community-based services to ame-
liorate previous factors.

In the absence of an organized family-oriented system
of care, hospitalization and adult-style crisis services
focused on screening for hospitalization become the
default mode, even though there is “little evidence that
hospitalization lowers the risk for subsequent crises, per-
haps related to its emphasis on the child’s psychopathol-
ogy rather than the family and systemic contextual factors
implicated in the crisis” (Pumariega & Winters, 2003, p.
780). Common barriers and challenges to successful
implementation of community-based crisis services for
children include practitioners’ lack of crisis intervention
skills and a preference for the comfort and safety of their
offices, a lack of adequate resources for emergency medical
evaluations or available psychiatric hospital beds, and the
need to integrate medical and developmental perspectives
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into community-based crisis intervention approaches. In
addition, the implementation of managed care principles,
typically designed for adult needs, and regulations about
medical necessity do not easily fit strength-based, family-
centered, and ecological models.

Research on Family Perspectives and Experiences
With Crises

An ecological view of contributing and protective factors
for crises is supported by two qualitative studies about the
experiences and perspectives of parents with children in
psychiatric crises (Petr, 1994; Sharer, 2002). A focus group
study by Petr (1994) explored the perspectives and experi-
ences of families trying to cope with crisis situations that
threatened out-of-home placement for children. Multiple
interviews in 6-month intervals were conducted with 10
families whose children were diagnosed with emotional
and behavioral disorders. All families had experienced at
least one major crisis threatening out-of-home placement,
and four children were placed out of the home.

The author distinguished four types of crisis precipitat-
ing events: (1) system-induced; (2) child condition or
behavior, (3) parent incapacity, and (4) general stress.
Results indicated that informal supports and support
groups were vitally important for families to cope success-
fully. Spouses, friends, and extended family were the first
support systems sought out by families; respite care and
parent support groups were viewed as useful concrete sup-
ports. Families also benefited from services focusing on the
prevention of crises rather than mere crisis intervention.
Conventional family preservation or short-term crisis
intervention models did not seem successful for these fam-
ilies of children with serious emotional and behavioral dif-
ficulties. Families and children needed more sustained
supports including medical insurance, counseling, respite
care, special education, and vocational training, all of
which could help prevent crises situations. In turn, the
absence or discontinuance of such ongoing services can
precipitate crises. The author also found that attitudes and
values of professionals made a difference in that compe-
tent, non-blaming, strengths-focused service providers
who formed long-term alliances were treasured by fami-
lies. Labeling families as dysfunctional and other disre-
spectful attitudes led families to experience professionals
as adding to the stress rather than relieving it. Although
psychotropic medication for children remained a contro-
versial issue, for many families, properly prescribed,
administered, and monitored medications were critical in
keeping the child at home (Petr, 1994).

A qualitative study by Sharer (2002) elicited parents’
descriptions of what they wanted and needed from men-
tal health professionals prior, during, and after hospital-
ization. The study involved 38 parents of 29 hospitalized
children between the ages of 5 and 12 years old and
found three main categories of families’ needs and
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wants: (1) accurate, honest, and timely information; (2)
instrumental support; and (3) emotional support. Parents
requested accurate, timely, and honest information about
the child’s diagnosis, problems, and prognoses; the work-
ings of the hospital unit; and how to identify and access
available community services. Because their ability to
remember and process information was limited during
times of crises, parents preferred that information be given
both verbally and in written form. Desires for more instru-
mental support included having easier access to the child
in the hospital, which was particularly difficult for families
in rural areas who were required to trave] long distances;
more opportunities for rooming-in arrangements; and
flexible visiting hours. Various parents found that adequate
and available outpatient services were lacking or they felt
dismissed by mental health center staff who appeared to
regard parents’ view of the crisis as inflated. Many parents
reported being isolated in their communities due to their
child’s difficulties and looked to unit staff and other par-
ents for emotional support (Sharer, 2002).

The Study

The following study was part of a larger evaluation of the
appropriateness of young children’s admissions to state
hospitals in Kansas (Walter, Davis & Petr, 2005). Results of
this multiple-case study lend insights into the perspectives
of families with children in severe and chronic mental
health crises. In order to gain a rich understanding of the
circumstances surrounding the admission of children to
hospitals, qualitative interviews elicited parents’ experi-
ences of the crisis and community-based services preced-
ing their child’s admission. As part of community-based
services, community mental health centers in the state
under study are required to offer crisis services and
mandatory screenings through crisis team staff to deter-
mine the need for hospitalization prior to admission.

Data Collection and Analysis

Participants were recruited from a convenience sample of
families with children age 12 years old and under who were
admitted to or residing at state mental hospitals in Kansas
during the months of November 2004 through January
2005. Twelve families agreed to participate. Their children
ranged in age from 6 to 12 years old; boys were the major-
ity (66.6%), and all but one were Caucasian.

All of the children had a significant history of chronic
and severe psychiatric difficulties. Primary diagnoses of
the sample included mood disorder, bipolar disorder, post-
traumatic stress disorder (PTSD), reactive attachment dis-
order (RAD), oppositional defiant disorder (ODD),
attention deficit disorder (ADD/ADHD), psychotic disor-
der, obsessive compulsive disorder (OCD), and
autism/pervasive developmental disorder (PDD). All of
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the children in the sample carried multiple psychiatric
diagnoses at the time of admission to the hospital.

Feedback elicited from staff at the state psychiatric hos-
pitals and family advocates in the state confirmed that chil-
dren in the sample were indeed similar to the larger
population of children admitted to state hospitals in terms
of demographic data and diagnostic information. A com-
parison of the sample to data available for the population
of children admitted to the same hospitals in the preceding
fiscal year allowed for the same conclusion.

After families consented to participate in the study, two
researchers met with family participants to conduct a face-
to-face interview. A total of 13 family interviews were con-
ducted reflecting the responses of 10 biological, adoptive,
or foster mothers; 2 fathers; and 2 aunts who functioned as
main caretakers at the time of the crisis. All interviews were
audio-taped, transcribed for analysis, and entered into a
qualitative data base (Atlas.ti) for coding and data man-
agement. While family interviews were conducted jointly,
each researcher took primary responsibility for six cases.
To enhance trustworthiness of the findings (Lincoln &
Guba, 1985) the study elicited “thick descriptions” (Geertz,
1973) of the phenomena, and each researcher indepen-
dently coded and analyzed one pilot case for which she had
taken primary responsibility. After subsequently develop-
ing a joint coding guide, researchers also served as second
raters on each others’ interviews, checking, clarifying, and
adding to the first rater’s coding to ensure dependability
and confirmability of results.

Results: The Crisis in Context

The Crisis Leading to Hospitalization

At the point of crises that led to hospitalization, all of the
children in the study showed some kind of violent behav-
ior directed at self or others, or made threats to harm
themselves and/or others, including stabbing themselves
with sharp objects, threatening to kill teachers or family
members, running in front of moving cars, destroying
property, punching and kicking adults or peers, trying to
suffocate self, running away from home or school, and so
on. Variations of these dangerous behaviors typically
occurred both at home and at school, and in 7 of the 12
cases families indicated that difficulties at school were
directly related to the most recent hospitalization. The fol-
lowing sections discuss the main themes that emerged
from the interviews.

Adjusting or Monitoring Medication

Difficulties adjusting or monitoring medications appeared
to contribute significantly to the crisis situations, and
were cited as a main reason for hospitalization in nine
cases. Families specifically identified a need to have their
children’s behaviors and medication side effects moni-
tored by professionals in the wake of medication changes

or adjustments or wanting to take a child temporarily off
all medications (“med wash out”). All children in the study
received prescribed psychotropic medications before
admission to the hospital, making medications the only
form of mental health treatment that was received by all
children in the sample. Medications were typically pre-
scribed by psychiatrists in the community, but a lack of
timely access to psychiatric consults interfered with suc-
cessfully monitoring effects on an outpatient basis.

History of Psychiatric Difficulties

Children’s acutely dangerous or threatening behaviors
occurred in the context of already existing emotional and
behavioral difficulties for the child and/or for the family
resulting in frequent if not chronic crises. Ten of the chil-
dren had been hospitalized before, most of them multiple
times. In all cases, children had some contact with local
community mental health centers prior to admission.
Eight of the children in the sample had an Individualized
Education Plan (IEP), and three were in structured special
education programs with mental health supports for part
or all of the school day. Three children were actively served
by the child welfare system at the time of admission.

Life Changes or Transitions

In all cases, participants reported that the child and/or
family had undergone significant life changes or transi-
tions in the months prior to hospitalization. In seven
cases, the child had recently changed schools, seven chil-
dren had moved, and three had changed main caregivers.
Other losses or changes included loss of family members
to death, separation or divorce, or final termination of
parental rights, changes in schedule and availability of
key caregivers (such as a parent entering school, new
stepparent, new siblings, foster sibling leaving home,
illness in the family, etc.).

Crisis Response

Overall, families were not pleased with the quality and
quantity of crisis services they received prior to hospital
admission. Faced with children’s violent or otherwise dan-
gerous behaviors at the time of the crisis, families most
often contacted, or attempted to contact, a specific mental
health provider with whom they had an existing relation-
ship, usually a case manager or therapist. Other contacts
were initiated through hotlines, walk-ins at crisis clinics, or
in the context of already scheduled meetings. In one case,
school personnel initiated the crisis call. Ten families
reported they had used a crisis hotline number and found
that hotline services worked well in situations with behav-
iors in which parents could transport the children to the
mental health center or to other locations for a screening
but were not helpful in resolving an immediate crisis with
a child’s violent or dangerous behaviors. Some families
reported that hotline responders told them to “call back
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during business hours,” or felt dismissed by hotline
responders because the child was not deemed homicidal or
suicidal. It appeared that the families’ definition of a crisis
did not match the definition held by responders.

Well, those people say, “Is he homicidal?” “No.” “Is he
suicidal?” “No.”... “We aren’t going to do anything
about that” So I always felt like my hands were tied,
and I felt stupid most of the time. I didn’t know who
to turn to, what to do.

Some parents indicated they wanted coaching about
how to handle a child’s behaviors, and reported being irri-
tated by hotline responders telling them to call the police.

The center has a crisis line that is a joke. You call it,
and you get someone who does not know your child
asking you all these questions that are not relevant. In
addition, you can tell the person on the other end
knows nothing about kids. They tell me to call the
police. I am not going to call the police I need some
coaching. It’s more useful just to call my parents ...
and this is what I do. They come to help when I

need them to.

Say you call and have been with the [children] all
weekend and need help, and they basically relay, “Well,
what do you want us to do? Call the police!” I am
sorry, I don’t want to call the police. They will take a
totally different approach. Besides, we have had the
police out here before and word in town gets around
real fast in this rural community.

In 8 of the 12 cases, police officers were involved as part
of the crisis response to homes or schools. While the use of
law enforcement officers was common practice some fam-
ilies voiced uneasiness with the appropriateness of police
involvement.

I couldn’t get a hold of anybody, and so I called the
police to get him. They tried to talk to him, and he
wouldn’t talk to them, so they had to restrain him and
take him.

What is the purpose of arresting special needs chil-
dren? ...They need to start working with them more
intensively in the schools. The paraeducators don’t
know what to do—they don’t have directions so they
call the police. That is not right.

Participants indicated that crisis plans, a required com-
ponent of community mental health treatment plans, were
most often vague. Rarely could families recall concrete
details of a crisis plan other than to call the case manager,
the hotline, or the police.
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Oh, there was always discussion of crisis plans in
court, in wraparound. Let me just say: I’ve never seen
one.

Only in one case did providers come to the family’s
home to try and assist in the immediate crisis leading to
hospitalization. Mobile crisis teams at the community
mental health center (CMHC) most often only dis-
patched a team member to conduct the required pre-
admission screening.

Screening and Admission

Asked about their experiences of the screening and admis-
sion process, most family respondents indicated that the
process was lengthy, exhausting, and often frustrating.
Screenings to determine the need for inpatient treatment
in a state facility were initiated by case managers, crisis
teams, or other mental health professionals, and typically
took place in an agency setting such as the community
mental health center, juvenile intake at the jail, or hospital
emergency room (ER). Institutional locations for screen-
ings were preferred by agencies because of concerns about
screener safety, the need for access to communication
devices like fax machines and phones to arrange for admis-
sion, and easier access to existing records of the child at
local CMHC if screenings occurred there.

Transportation to the screening location and/or to the
hospital was provided by families themselves, by the
CMHC staff, by child welfare providers, by secure trans-
port companies, or by police. Safely transporting the child
posed a problem when families did not have their own
means of transportation or felt uncomfortable transport-
ing an out-of-control child.

We called them the night before, the crisis team. And
they said, “Well, we could send the police to pick her
up, but you're going to have to find your own way
there.” And this is like 11:30 at night, you know, half
the people in here were already asleep, at least the
ones with cars.

So they gave her a shot. There was more [sedatives].
They promised me that she would be asleep in 20
minutes. Well, she finally went to sleep 40 minutes
later. And every time you would move her or anything
like that, she would wake up and she would fight. So
at that point, I was still unsure if I had a bump in the
road or something, if I wanted to take her in my car.

Several families described lengthy waiting periods and
additional delays because there was miscommunication
between players, the screener on-call was busy with other
screens, or they had to wait for the hospital to confirm an
admission. Using the ER as an entry point tended to lengthen
the process further due to added waiting periods caused by






