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Abstract
Background  The prevalence of mental and behavioral health (MBH) conditions in children has been increasing in 
the past two decades. Emergency departments (EDs) are also experiencing a significant rise in MBH-related visits, 
leading to challenges in providing care. Gaining insight into the underlying characteristics of pediatric patients at 
higher risk of MBH conditions is crucial for understanding this population in the ED and addressing their complex 
care needs. This study aims to examine the characteristics of children reported to be at risk and not at risk of MBH 
conditions to identify the population characteristics associated with ED visits. The objective was to analyze data from 
the 2019 National Health Interview Survey (NHIS) to evaluate the odds of ED visits among children and to identify 
patterns among those at higher risk of MBH conditions.

Methods  The study utilized data from the 2019 NHIS Sample Child Survey, focusing on children aged 6–17. 
Following established guidelines, children with a Strengths and Difficulties Questionnaire total score of 16 or higher 
were classified as having higher risk of MBH conditions. Binary logistic regression and ordinal logistic regression 
analyses were conducted in R. Three models were created; the first two examined factors among the general pediatric 
population associated with one ED visit or multiple ED visits within a year. The last model examined only children at 
higher risk of MBH conditions and the factors associated with ED visits in this sub-population.

Results  The weighted sample size of the survey consisted of 49,330,998 children. Approximately 15.8% of children 
had been to the ED at least once in the past year and 6.6% of children were at risk of MBH conditions. The regression 
analyses revealed children reported at higher risk of MBH conditions were significantly more likely to visit the ED. 
Other factors associated with ED visits included preexisting health conditions such as asthma, suboptimal health 
status, and financial strain. Among children at higher risk of MBH conditions, having a consistent primary care setting 
(e.g., doctor’s office or health center) was associated with significantly lower odds of visiting the ED.

Conclusions  The study provides insights into the characteristics of children with and without risk of MBH conditions, 
as well as their associated odds of ED visits. Understanding these factors can contribute to interventions and 
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Introduction
In 2021, the American Academy of Pediatrics, the Ameri-
can Academy of Child and Adolescent Psychiatry, and 
the Children’s Hospital Association collectively declared 
a national emergency in children’s mental health in the 
United States [3]. The prevalence of mental and behav-
ioral health (MBH) challenges in children and young 
adults has increased in recent years [32]. In the U.S., 
data from 2022 revealed that 15% of youth experienced 
a major depressive episode [32], and of the youth with 
major depression, over 60% did not receive mental health 
treatment [32]. Along with the rise of MBH conditions 
in the youth population, emergency departments (EDs) 
have experienced a profound increase in MBH-related 
visits in the past two decades [10, 21, 23, 26, 34, 38], with 
visits doubling from 2011 to 2020 [9].

In light of the rising number of MBH‐related visits, 
it is critical to recognize how these presentations differ 
from medical or trauma‐related visits. EDs serve as a 
crucial safety net for children at risk for MBH challenges 
[9] and encounter patients with a broad range of diagno-
ses–including depression, anxiety, agitation and aggres-
sion, self-harm behavior, suicidal ideation, and substance 
use and abuse [27]. There is a particularly notable rise 
observed among youth with autism spectrum disorder 
(ASD), who access ED services four times more often 
than youth without ASD and require additional care 
needs [15, 25, 44]. Multiple factors may contribute to 
increased ED utilization, including psychiatric inpatient 
bed shortages, private and public insurance changes, and 
a shortage of pediatric-trained mental health specialists 
in the community [14]. MBH-related visits often require 
different resources from those provided for medical or 
trauma patients [14], and EDs may lack the necessary 
support to effectively address these unique needs [27]. 
Consequently, this often results in extended wait times 
that can be distressing to children with certain MBH 
needs and increase the risk that the pediatric patient and 
their family would abandon seeking care at all [13, 18, 
37]. Understanding these unique demands underscores 
the urgency of addressing MBH‐related challenges in ED 
settings and offers insight into the broader factors influ-
encing pediatric ED utilization.

Research has shown that both patients with MBH 
conditions and the clinicians who care for them often 
report negative experiences, likely stemming from inad-
equate resources, limited training, and insufficient sup-
port within the emergency department setting [31, 45]. 

This suggests the ED system may need additional support 
for clinicians and other health professionals in manag-
ing pediatric patients with MBH conditions. One way to 
support this effort is to understand more about the chil-
dren who receive care in the ED – an approach that is 
well framed by the Andersen and Aday Behavioral Model 
of Health Services Use. A comprehensive examination 
of demographic, socioeconomic, and health-related 
characteristics can guide the development of targeted, 
data-driven interventions to optimize care and resource 
allocation [1, 4–6].

Past research—whether explicitly or implicitly guided 
by the Andersen and Aday Behavioral Model—has lev-
eraged statistical models to deepen our understand-
ing of patient populations across diverse healthcare 
settings [2]. For specific MBH-related purposes, studies 
have used electronic health record (EHR) data to iden-
tify early warning signs and risk factors for depression 
in young adults [30] and have analyzed national survey 
data to identify factors associated with ED visits among 
adults with MBH indicators [8]. However, most existing 
research has centered on the pediatric population who 
has presented to the ED with MBH-related concerns, 
highlighting rising visit rates, prolonged lengths of stay, 
and persistent disparities in care [19, 27]. In contrast, 
less is known about pediatric populations at higher risk 
of MBH conditions who may present to the ED for chief 
complaints that are not related to mental or behavioral 
health.

Our study addresses this gap by utilizing the National 
Health Interview Survey (NHIS) data [29] to examine the 
underlying characteristics of general pediatric ED utili-
zation—with a particular focus on youth identified as at 
higher risk of MBH conditions compared to those who 
are not. In our analysis, “children at higher risk of MBH 
conditions” is defined using the Strengths and Difficulties 
Questionnaire (SDQ), a validated screening tool that the 
NHIS uniquely implemented in 2019 to gather compre-
hensive national mental health data among children. This 
approach enables us to identify children at higher MBH 
risk and to explore how a range of demographic, socio-
economic, and health-related factors influence overall ED 
use—even when individual visits are not explicitly clas-
sified as MBH-related. In this study, we have two main 
objectives: (1) to identify determinants associated with 
ED utilization among all children, and (2) to examine 
how these factors may differ among children at higher 
risk of MBH conditions.

improvements within the ED for children presenting for MBH-related conditions. Further research is needed to 
improve care for this patient population in the ED.

Keywords  Pediatric, Mental health, Survey data, Emergency departments, Strengths and Difficulties Questionnaire 
(SDQ)
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Methods
Data source: National Health Interview survey
The National Health Interview Survey (NHIS), admin-
istered by the National Center for Health Statistics, 
is designed to collect information on a wide range of 
health-related topics, such as health status, healthcare 
access and utilization, health behaviors, and health con-
ditions [29]. To ensure representativeness of the popula-
tion of the United States, the collected data is weighted 
[29]. The survey’s topics and inquiries have evolved over 
time, therefore the data collected each year is subject to 
annual variation. The NHIS survey includes questions 
for both adults and children within a household. The 
Sample Child component of the NHIS focuses on chil-
dren under 18 years old with detailed questions about the 
child’s health, development, and well-being. Parents or 
guardians complete the questionnaire on behalf of their 
children,youth and adolescents do not self-complete the 
survey. For this study we only used the data from 2019 
Sample Child Survey because it included the Strengths 
and Difficulties Questionnaire (SDQ components. We 
included children in the developmental periods of middle 
childhood (ages 6 to 9  years, preadolescent phase (ages 
10 to 13 years, and adolescence (ages 14 to 17 years old 
similar to previous work investigating this pediatric pop-
ulation [43]. For each variable we have noted the specific 
survey question identifiers parenthetically in the follow-
ing sections.

Outcome measures
This study focused on the factors associated with at least 
one ED visit within the prior 12 months preceding the 
survey (EMERG12MTC_C). From this variable, two out-
come variables were derived: one binary measure and 
one ordinal measure. The binary variable was coded as (1, 
child visited an ED at least one time in the previous 12 
months; 0; they had not). The ordinal variable was coded 
as (1, child visited the ED one time in the previous 12 
months; 2, child visited the ED two times in the previ-
ous 12 months; 3, child visited the ED three times in the 
previous 12 months; 4, child visited the ED four or more 
times in the previous 12 months; and 0, they had not vis-
ited the ED).

Explanatory measures
Theoretical justification for variable selection
Our choice of explanatory measures was guided by the 
Andersen and Aday Behavioral Model of Health Services 
Use, which posits that health service utilization is influ-
enced by a combination of predisposing, enabling, and 
need factors [1, 4–6]. In line with this framework, we 
selected variables that capture a range of demographic, 
socioeconomic, and health-related characteristics. 

Specifically, we included measures reflecting children’s 
age, sex, insurance status, family economic context, as 
well as indicators of ASD diagnosis and risk of MBH 
conditions, as these factors are consistently recognized 
in health services research as key determinants of care-
seeking behavior.

Classification of children at higher risk of MBH conditions
To define children at higher risk of MBH conditions in 
our study population, we employed the SDQ compo-
nent of the NHIS – recognizing the SDQ’s established 
reliability and utility for large scale epidemiological 
studies [29]. Additionally, its inclusion in the 2019 
NHIS was unique, as the SDQ is part of this national 
survey on a rotating basis. In the NHIS dataset, the 
SDQ total score (SDQTOT_C) is a continuous vari-
able ranging from 0 to 40, derived from four subscales: 
emotional symptoms, conduct problems, hyperac-
tivity/inattention, and peer relationship problems. 
While the SDQ also assesses a fifth subscale, prosocial 
behavior, it is scored separately, as it measures positive 
social behaviors rather than difficulties [29]. For this 
study, we identified children at higher risk of MBH 
conditions if their score was 16 or higher on the SDQ, 
a cutoff informed by its validated categories to include 
those in both the upper threshold of the borderline 
and in the abnormal ranges. As noted by Vugteveen 
et al. [42], the SDQ is not a diagnostic instrument but 
rather provides a preliminary indication of potential 
MBH concerns. Thus, by adopting a sensitive thresh-
old, our approach ensures that we capture children 
who fall within the upper borderline range as well as 
those scoring in the abnormal range, aligning with 
our study’s goal of using the SDQ to identify children 
at higher risk of MBH conditions and its associations 
with emergency department utilization.

Coding methodology
After identifying the relevant factors, we recoded each 
variable as binary indicators to facilitate clear interpreta-
tion in our multivariable models. Demographic variables 
such as sex (SEX_C) and age (AGEP_C) were binarily 
categorized to align with research conventions and to 
capture potentially distinct usage patterns among sub-
groups (e.g., younger children versus older adolescents, 
male versus female). In addition to standard demographic 
measures, we included variables reflecting clinical need. 
Children diagnosed with ASD (ASDEV_C), which 
includes clinical diagnoses of ASD or pervasive develop-
mental disorder, were incorporated into our model. The 
presence of this diagnosis was recoded as (1, reported 
with ASD diagnosis), while the absence of these condi-
tions were recoded as (0, not reported with ASD diag-
nosis). Children at higher risk of MBH conditions were 



Page 4 of 11Koscelny et al. BMC Health Services Research          (2025) 25:636 

recoded as (1, child is at higher risk of MBH conditions; 
0, child is not at higher risk of MBH conditions).

Health-related characteristics were also systemati-
cally coded. The child’s overall health (PHSTAT_C) was 
recoded to distinguish between those reporting “good, 
“fair”, or “poor” health (coded as 1) and those reporting 
“very good” or “excellent” health (coded as 0), including 
“preferred not to answer” and nonresponses in the lat-
ter category. We defined our cutoff to include all chil-
dren with suboptimal perceived health—those reporting 
“good,” “fair,” or “poor” health—in contrast to children 
with optimal health (“very good” or “excellent”), ensur-
ing a clear distinction between these groups. We also 
included preexisting health conditions such as if a child 
was reported as having diabetes (1, child has diabetes; 0, 
child does not have diabetes; DIBEV_C) and if the child 
was reported as having asthma (1, child has asthma; 0, 
does not have asthma; ASEV_C).

Socioeconomic factors were represented by several 
measures. Food security (FDSCAT4_C) was recoded 
as (1, low food security; 0, not low food security). We 
dichotomized the child’s usual care setting by (1, child’s 
usual care setting is a doctor’s office or health center; 0, 
child’s usual care setting is not a doctor’s office or health 
center; USPLKIND_C). Additional factors such as the 
child’s family reported difficulty paying bills (1, child’s 
family reported difficulty paying bills; 0, family did not 
report difficulty paying bills; PAYBLL12M_C) and if the 
child’s family had private health insurance (1, family had 
private health insurance; 0, family did not have private 
health insurance; COVER_C) were recoded and included 
in the analysis.

Taken together, these variables reflect the Andersen 
and Aday model’s tripartite structure—predisposing (e.g., 
age, sex), enabling (e.g., insurance status, family eco-
nomic factors), and need (e.g., poor, fair, or good health, 
risk of MBH conditions, chronic conditions)—allowing 
us to assess their combined impact on pediatric ED utili-
zation in a comprehensive, theory-driven manner.

Statistical analysis
The data was analyzed in R (version 4.2.2) and the Sur-
vey package (version 4.1–1) was utilized to account for 
the weights within the data. To understand the underly-
ing characteristics associated with ED visits within the 
prior year, we created three models. The first model we 
constructed was a binary logistic regression model to 
determine significant characteristics of children visiting 
the ED at least once, incorporating data for both children 
with and without higher risk of MBH conditions. Follow-
ing this, we created an ordinal logistic regression model 
to examine the factors associated with the varying num-
ber of visits to the ED among all the children in the data-
set. To focus on the unique characteristics of children at 

higher risk of MBH conditions, we developed a second 
binary logistic regression model using data exclusively 
from this subgroup. This focused approach allowed for 
a more granular epidemiological insight into the distinct 
factors driving ED utilization among children at higher 
risk of MBH conditions.

For both our general and MBH-specific binary logistic 
regression models, the outcome variable was defined as 
whether a child visited the ED at least once in the past 
12 months. In these analyses, we employed the svyglm 
function from the Survey package. Using the svyolr func-
tion for the ordinal logistic regression model, we recoded 
the dependent variable as an ordinal measure to repre-
sent the different frequencies of a child’s ED visits in the 
past year. As the weighted sample size was large and rep-
resented a population of nearly fifty-million children in 
the first two models, α = 0.001 was used for our popula-
tion level models to assess significance. In the model that 
included only children at higher risk of MBH conditions, 
a significant level of α = 0.05 was used because of the 
smaller sample size.

Results
Descriptive statistics
The NHIS dataset included 6,301 children aged 6–17 
years before applying survey weights. After applying the 
survey weights, the sample size of children in the data-
set was 49,330,998, reflecting the estimated population 
in the United States in 2019. The survey data indicated 
that approximately 24,186,840 (49.0%) children were 
identified as female. The average age of the children of 
respondents was 11.95 years old (SD = 3.47) and 34.1% of 
the reported family income was over $50,000. Nearly 27.5 
million children (57.7%) were reported to have private 
health insurance. Most of the children (92.0%, approxi-
mately 45.4 million), were reported to have a primary 
care setting at a doctor’s office, while about 4 million 
(8.0%) did not. An estimate of 7,800,955 (15.8%) children 
were reported to have been to the emergency department 
at least once in the last twelve months. Out of the total 
number of children in the survey, 1,475,257 (3.0%) were 
reported as having ASD, while 3,252,731 (6.6%) were 
reported to have higher risk of MBH conditions. These 
descriptive statistics can be seen in Table 1. Table 5 in 
the Appendix presents the distribution of ED visit fre-
quencies (0, 1, 2, 3, and 4 + visits) across all explanatory 
variables included in the statistical models, with row per-
centages for each variable category.

Factors associated with at least 1 ED visit within the prior 
year among all children
A binary logistic regression model was used to exam-
ine the factors associated with whether children had at 
least one ED visit (Table 2). Among pediatric patients, 
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those diagnosed with asthma (adjusted odds ratio (AOR) 
= 1.67, 99% CI 1.26 to 2.21) had higher odds of visiting 
the ED. Children from families that reported difficulty 
paying bills in the past 12 months (AOR = 1.45, 99% CI 
1.10 to 1.92) or had low food security (AOR = 1.51, 99% 
CI 1.14 to 1.99) also had significantly increased odds of 
an ED visit. By contrast, children with private insurance 
coverage had lower odds of ED utilization (AOR = 0.67, 
99% CI 0.53 to 0.86). Furthermore, children whose over-
all health was classified as poor, fair, or good had higher 
odds to visit the ED (AOR = 1.66, 99% CI 1.20 to 2.29). 
Children at higher risk of MBH conditions had 1.66 times 
higher odds to visit the ED (99% CI 1.12 to 2.46).

Factors associated with multiple ED visits within the prior 
year among all children
An ordinal logistic regression model was employed to 
assess factors associated with multiple ED visits during 
the past year (Table 3). The intercept terms (e.g., “Inter-
cept: no visit | 1 visit”) mark the cutoff points between 
categories of ED visit frequency and are not inter-
preted as predictors. Children whose overall health sta-
tus was reported as poor, fair, or good were more likely 
to have multiple ED visits (AOR = 1.70, 99% CI 1.23 to 
2.36). Children with private insurance had a lower odds 
of multiple ED visits (AOR = 0.67, 99% CI 0.53 to 0.85). 
In contrast, children from families experiencing finan-
cial difficulties (AOR = 1.43, 99% CI 1.08 to 1.90) or low 
food security (AOR = 1.51, 99% CI 1.15 to 1.99), as well as 
those with asthma (AOR = 1.69, 99% CI 1.28 to 2.24), had 
increased odds of visiting the ED multiple times. Further-
more, children identified as being at higher risk of MBH 
conditions had 1.72 times higher odds to have repeated 
ED visits (99% CI 1.15 to 2.58).

Table 1  Characteristics of children between 6 years and 17 years 
old; N, weighted = 49,330,998
Characteristic Participants, 

weighted, n (%)
Age Mean=11.95, 

SD=3.47
Sex
  Male 25,144,158 (51.0)
  Female 24,186,840 (49.0)
Financial Difficulties
  Family reported difficulty paying bills 7,090,402 (14.4)
  Family did not report difficulty paying bills 42,240,596 (85.6)
Health status
  Reported as either poor, fair, or good 6,642,385 (13.5)
  Not reported as either poor, fair, or good 42,688,613 (86.5)
Asthma status
  Child has asthma 6,595,082 (13.4)
  Child does not have asthma 42,735,916 (86.6)
Insurance status
  Child covered by private health insurance 27,472,949 (57.7)
  Child not covered by private health insurance 20,159,299 (42.3)
Primary care setting
  Doctor’s office or health center 45,360,457 (92.0)
  Not a doctor’s office or health center 3,970,541 (8.0)
Emergency Department (ED) Visits
  Been to the ED at least once in last year 7,800,955 (15.8)
  Has not been to the ED in last year 41,530,043 (84.2)
ASD status
  Child has ASD diagnosis 1,475,257 (3.0)
  Child does not have ASD diagnosis 47,855,741 (97.0)
Mental and behavioral health status
  Child is at higher risk of MBH conditions 3,252,731 (6.6)
  Child is not at higher risk of MBH conditions 46,078,267 (93.4)

Table 2  Logistic regression model to predict factors associated with at least 1 ED visit within the prior year among all children
Factor Estimate SE t-value P value Odds ratio (99% CI)
(Intercept) −1.82 0.21 −8.76 < 0.001 0.16 (0.10, 0.28)
Child age is younger than 12 years old <.01 0.10 0.00 0.999 1.00 (0.78, 1.28)
Sex is male −0.10 0.09 −1.03 0.30 0.91 (0.72, 1.15)
Health is classified as poor, fair, or good 0.51 0.13 4.04 < 0.001 1.66 (1.20, 2.29)
Covered by private insurance −0.40 0.09 −4.23 < 0.001 0.67 (0.53, 0.86)
Family reported difficulty paying bills in last 12 months 0.37 0.11 3.46 < 0.001 1.45 (1.10, 1.92)
Child has asthma 0.51 0.11 4.68 < 0.001 1.67 (1.26, 2.21)
Child has diabetes 1.41 0.44 3.23 0.001 4.10 (1.33, 12.64)
Child has ASD diagnosis 0.03 0.24 0.14 0.892 1.03 (0.55, 1.94)
Child lived with an individual with substance use disorder 0.23 0.13 1.79 0.07 1.26 (0.90, 1.76)
Child has low food security 0.41 0.11 3.83 < 0.001 1.51 (1.14, 1.99)
Child’s primary care setting is doctor’s office/health center <.01 0.21 0.00 0.999 1.00 (0.59, 1.71)
Child is at higher risk of MBH conditions 0.51 0.15 3.31 < 0.001 1.66 (1.12, 2.46)
Model statistics parameters
  AIC 5096.5
  Dispersion parameter 1.00
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Factors associated with at least 1 ED visit among children 
at higher risks of MBH conditions within the prior year
For children at higher risk of MBH conditions, a binary 
logistic regression model was developed to predict the 
factors associated with having at least one ED visit in the 
past 12 months (Table 4). Given the smaller population 
sample of children at higher risk of MBH conditions or 
being identified with ASD, we used α = 0.05 to assess 
significance in this model. Results indicate that children 
with asthma had higher odds of visiting the ED (AOR 
= 2.23, 95% CI 1.05 to 4.74). Children experiencing low 
food security were also at increased odds (AOR = 2.21, 
95% CI 1.05 to 4.63), while male children had lower odds 
to visit the ED (AOR = 0.43, 95% CI 0.19 to 0.98). Addi-
tionally, having a usual place for care was associated with 

lower odds of an ED visit (AOR = 0.22, 95% CI 0.05 to 
0.90).

Discussion
This study identifies factors associated with ED utiliza-
tion among all children and provides unique insight into 
the subpopulation of children at higher risk of MBH 
conditions, illustrating how their ED utilization patterns 
compare to the broader pediatric population. Although 
our study focuses on children at higher risk of MBH con-
ditions rather than exclusively on specific MBH‐related 
ED visits, the widespread increase in MBH-related vis-
its to EDs [32] underscores the importance of leveraging 
national data to identify population characteristics and 
understand ED utilization patterns of children at higher 

Table 3  Ordinal logistic regression model to predict factors associated with multiple ED visits within the prior year among all children
Factor Estimate S.E. t-test P-value Odds ratio (99% CI)
Intercept: no visit | 1 visit 1.82 0.2 8.88 < 0.001 6.14 (3.63, 10.40)
Intercept: 1 visit | 2 visits 2.99 0.21 14.06 < 0.001 19.82 (11.46, 34.25)
Intercept: 2 visits | 3 visits 4.38 0.23 18.93 < 0.001 79.93 (44.04, 145.08)
Intercept: 3 visits | 4 visits 5.04 0.27 18.66 < 0.001 154.98 (77.27, 310.86)
Child age is younger than 12 years old 0.01 0.1 0.15 0.88 1.01 (0.79, 1.30)
Sex is male −0.08 0.09 −0.91 0.36 0.92 (0.72, 1.17)
Health is classified as poor, fair, or good 0.53 0.13 4.17 < 0.001 1.70 (1.23, 2.36)
Covered by private insurance −0.4 0.09 −4.36 < 0.001 0.67 (0.53, 0.85)
Family reported difficulty paying bills in last 12 months 0.36 0.11 3.32 < 0.001 1.43 (1.08, 1.90)
Child has asthma 0.52 0.11 4.81 < 0.001 1.69 (1.28, 2.24)
Child has diabetes 1.14 0.37 3.09 0.002 3.12 (1.21, 8.02)
Child has ASD diagnosis <.01 0.25 0 1 1.00 (0.53, 1.88)
Child lived with an individual with substance use disorder 0.23 0.13 1.73 0.08 1.26 (0.89, 1.77)
Child has low food security 0.41 0.11 3.88 < 0.001 1.51 (1.15, 1.99)
Child’s primary care setting is doctor’s office/health center −0.01 0.21 −0.06 0.95 0.99 (0.58, 1.69)
Child is at higher risk of MBH conditions 0.54 0.16 3.48 < 0.001 1.72 (1.15, 2.58)
Model statistics parameters
  Deviance 6879.81

Table 4  Logistic regression model to predict factors associated with at least one ED visit among children at higher risks of MBH 
conditions within the prior year
Factor Estimate SE t-value P value Odds ratio (95% CI)
(Intercept) 0.39 0.60 0.65 0.52 1.48 (0.31, 7.02)
Child age is younger than 12 years old −0.12 0.28 −0.44 0.66 0.89 (0.43, 1.81)
Sex is male −0.83 0.31 −2.65 0.01 0.43 (0.19, 0.98)
Health is classified as poor, fair, or good 0.12 0.28 0.43 0.67 1.13 (0.55, 2.33)
Covered by private insurance −0.17 0.33 −0.52 0.60 0.84 (0.36, 1.96)
Family reported difficulty paying bills in last 12 months 0.40 0.26 1.52 0.13 1.49 (0.76, 2.93)
Child has asthma 0.80 0.29 2.74 0.01 2.23 (1.05, 4.74)
Child has diabetes 1.54 1.42 1.08 0.28 4.66 (0.12, 181.86)
Child has ASD diagnosis −0.06 0.35 −0.16 0.87 0.94 (0.39, 2.31)
Child lived with an individual with substance use disorder 0.24 0.28 0.87 0.39 1.27 (0.62, 2.58)
Child has low food security 0.79 0.29 2.75 0.01 2.21 (1.05, 4.63)
Child’s primary care setting is doctor’s office/health center −1.51 0.54 −2.77 0.01 0.22 (0.05, 0.90)
Model statistics parameters
  AIC 480.91
  Dispersion parameter 1.05
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risks for MBH conditions. Our models showed that chil-
dren at higher risk of MBH conditions were significantly 
more likely to present to the ED. Additional factors, 
including insurance status, preexisting health conditions, 
and financial difficulties, were also significantly associ-
ated with ED utilization among all U.S. children.

In our analysis, we included covariates that may impact 
a child’s odds of presenting to the ED, aligning with the 
Andersen and Aday framework. This approach considers 
how healthcare utilization is influenced by predisposing 
factors (e.g., demographic characteristics), enabling fac-
tors (e.g., access to care), and need factors (e.g., health 
status). Through this lens, our study examines how these 
covariates interact to shape patterns of ED use among 
pediatric populations. For example, while prior research 
demonstrates that conditions such as asthma and diabe-
tes are prevalent among pediatric populations [11, 28], 
with some studies highlighting mental health comor-
bidities in children with diabetes [36], the relationship 
between these conditions and ED utilization among 
youth at higher risk of MBH conditions remains an area 
requiring further exploration. Although diabetes did not 
reach statistical significance in our models, it was very 
close, suggesting that future studies might explore poten-
tial confounders or use alternative modeling strategies to 
better understand this association. Our findings indicate 
pediatric patients with other comorbidities have higher 
odds of ED visits. Specifically, in the overall U.S. popula-
tion, we found that children with reported poor, fair, or 
good health had increased odds of at least one ED visit 
and multiple ED visits–a pattern not observed among 
children at higher risk of MBH conditions. Similarly, chil-
dren with asthma had higher odds of at least one ED visit 
in both the overall U.S. sample and the MBH subgroup, 
and asthma was also linked to higher odds of multiple ED 
visits within the overall population.

Furthermore, insurance status also played a role, as 
privately insured children displayed lower odds of visit-
ing the ED at least once or multiple times compared to 
uninsured or publicly insured children, echoing prior 
studies showing that the lack of private insurance is cor-
related with increased ED utilization [16, 40]. Hoge et al. 
[22] and Bommersbach et al. [9] also found that health 
insurance coverage among children with MBH condi-
tions, in particular, those with public health insurance, 
may be associated with higher odds of presenting to 
the ED. Our models indicate that financial difficulties 
and food insecurity–which are forms of material hard-
ship [33]–were significantly associated with increased 
odds of ED visits among all children. Prior research has 
demonstrated material hardship’s role as a critical mea-
sure for economic vulnerability [35] and is significantly 
correlated with higher ED visit probabilities [17]. How-
ever, in the model focusing on children at higher risk of 

MBH conditions, only food insecurity remained a signifi-
cant predictor. Given that past research which has found 
material hardship to be a precise predictor of adverse 
mental health outcomes [7, 39], future studies should 
further explore the mechanisms linking financial insta-
bility to ED utilization and assess targeted interventions 
to mitigate these risks. Overall, our results are consistent 
with the findings of previous literature regarding the link 
between a child’s health condition, insurance status, and 
financial challenges and ED utilization patterns.

In the models representing all children, our findings 
indicate that children at higher risk of MBH conditions 
exhibit significantly higher odds for at least one ED visit 
and for multiple visits. This aligns with prior literature 
showing children with MBH conditions are outpacing 
those without MBH conditions in ED utilization [9, 21, 
23]. It is important to note that our models did not dif-
ferentiate between ED visits specifically related to MBH 
concerns (e.g., depression, suicidal ideation, aggressive 
behavior) and visits for other medical conditions (e.g., 
asthma, infections). Children at higher risk of MBH con-
ditions may utilize the ED for a wide range of reasons, 
many of which may be unrelated to their MBH status. 
However, all children at higher risk of MBH conditions 
may benefit from tailored support services, such as men-
tal health specialists, to address their unique needs dur-
ing a healthcare encounter. Notably, while our overall 
models of the U.S. pediatric population (Tables 2 and 3) 
found that having a doctor’s office or health center as the 
usual place of care was not significantly associated with 
the odds of any ED visit or multiple ED visits, our sub-
population analysis of children at higher risk of MBH 
conditions (Table 4) revealed this factor to be signifi-
cantly associated with lower odds of ED use. This finding 
is consistent with prior research showing that children 
who lack regular, continuous care—often due to not 
consistently seeing the same primary care provider—are 
more likely to rely on the ED than those with established, 
ongoing care relationships [12, 20, 22]. Future research 
should explore utilization patterns among children at 
higher risk of MBH conditions—specifically examining 
whether subsets of this population predominantly seek 
care for MBH concerns, while others use the ED for non-
MBH medical needs. Such research could elucidate the 
role that consistent, continuous care plays in improving 
care for this pediatric subpopulation.

Taken together, these findings illustrate the link 
between low continuity of care and higher overall ED 
utilization, as children at higher risk of MBH conditions 
are more likely to have multiple ED visits (Table 3). While 
previous research underscores the value of equipping 
EDs with dedicated resources and trained healthcare spe-
cialists to effectively address pediatric MBH needs [9, 41], 
our results also reinforce the theoretical value of early 
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detection and proactive intervention–a position similarly 
supported by Koning et al. [24]. Within the ED context 
itself, the Andersen and Aday model [1, 4–6] offers a 
framework for improving care experiences for children 
with or at higher risk of MBH conditions. Such strategies 
could include sensory accommodations for children with 
ASD and structured protocols tailored to pediatric MBH 
patients or those at higher risks. In this way, early iden-
tification complements enhanced in-ED support: while 
emergency departments must be equipped to address 
the immediate needs of children at elevated risk for MBH 
conditions, appropriate outpatient follow-up and access 
to community-based resources are essential to sup-
port the ongoing needs of these children—whether their 
emergency visit was due to MBH concerns or other med-
ical issues. Collectively, these strategies may enhance the 
quality of care for youth with higher risk of MBH condi-
tions across healthcare settings.

Limitations and future work
There are several limitations to be considered for the 
generalizability and implications of this study. We identi-
fied children at higher risk of MBH conditions based on 
the SDQ scores, which, as a screening tool, only indicates 
higher risk of underlying mental or behavioral health 
difficulties and may not reflect actual MBH diagnoses 
or conditions. This measure of risk of MBH conditions 
reflects a wide range of psychosocial challenges that may 
overlap with or be distinct from conditions such as ASD. 
Additionally, the NHIS data does not indicate whether an 
ED visit was related to MBH or other non–MBH-related 
concerns. As our results show, children at higher risk of 
MBH conditions are more likely to visit the ED at least 
once and to have multiple visits. It is worth noting that 
our models did not identify a significant association 
between ASD and the odds of ED utilization compared 
to children without ASD–a finding that may be influ-
enced by the broader classification of MBH risk based 
on SDQ scores. In this manner, the ‘higher risk of MBH 
conditions’ variable may encompass a wide spectrum of 
psychosocial difficulties that not only overlap with ASD 
symptoms but also contribute to ED utilization indepen-
dently of an ASD diagnosis. Nonetheless, as past research 
has found significantly higher ED utilization among chil-
dren with ASD [25], future work should investigate the 
overlap of autism and other psychosocial factors con-
tributing to ED utilization. Although race and ethnicity 
indicators are available in the NHIS dataset and may cap-
ture additional unmeasured influences on pediatric care 
pathways, we ultimately excluded these variables from 
the final analysis. In the dataset, the impact of race was 
largely mediated by other variables and other enabling 
characteristics,including race as a predictor risked redun-
dancy and potential confounding.

Furthermore, our results show that children at higher 
risk of MBH conditions–a identified through a validated 
screening tool rather than a formal diagnosis–are more 
likely to visit the ED at least once and are more likely to 
have multiple visits. This brings attention to a key con-
tribution of this work: by analyzing survey data such as 
the NHIS, which can include parent- or self-reported 
mental health indicators (in our study, it was the parent-
reported SDQ), we can identify a broader group of at-risk 
children who may otherwise be unknown to have higher 
risk of MBH conditions and be overlooked in EHR clini-
cal records. Previous studies have often focused on ED 
utilization using EHR data which has classified visits as 
a MBH pediatric visit or not a MBH pediatric visit. This 
has important implications not only for ED clinicians 
and administrators, but also for primary care providers, 
health system and health insurance administrators, and 
public health practitioners. Specifically, early identifica-
tion of children at higher risk of MBH conditions could 
facilitate timely and appropriate referrals to MBH-spe-
cific care. Future work should explore integrated, multi-
sectoral strategies—involving primary care, community 
services, and public health systems—to implement pro-
active interventions that bridge ED care with commu-
nity-based support services. The NHIS data used in this 
analysis was collected before the COVID- 19 pandemic, 
so future analysis should evaluate how ED utilization pat-
terns among children at elevated risk of MBH conditions 
may have changed after the pandemic.

Conclusions
Using the NHIS 2019 data, this study examined factors 
affecting ED utilization, specifically focusing on children 
at higher risk of MBH conditions. Although the increas-
ing prevalence of MBH conditions in children has led to 
a greater demand for ED services related to mental and 
behavioral health [10, 21, 23, 26, 34, 38], our findings indi-
cate that children who are at higher risk of MBH condi-
tions–regardless of formal diagnosis– are also significantly 
more likely to have higher overall ED utilization. While 
this trend poses challenges for the healthcare system, it 
also offers a valuable opportunity to innovate care mod-
els, enhance resource allocation, and ultimately improve 
outcomes for this population. As the results of this study 
show, factors such as preexisting health conditions, insur-
ance status, and financial difficulties are significant factors 
which increase a child’s odds to visit the ED. Developing a 
comprehensive understanding of the characteristics of chil-
dren who frequently use ED services can inform targeted 
interventions and innovative care strategies. In particular, 
leveraging predictors such as elevated SDQ scores can 
help identify children at higher risk of MBH conditions, 
enabling timely outpatient support and preventative care 
that extends beyond the emergency department setting.
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Appendix

Table 5  Distribution of ED visit frequency (row percentages) for each binary coded explanatory variable
Variable 0 Visit (%) 1 Visit (%) 2 Visit (%) 3 Visit (%) +4 Visit (%)
Child age is younger than 12 years old 84.3 9.7 4.6 0.6 0.8
Child age is 12 years old or older 83.8 10.6 3.9 0.9 0.8
Sex is male 84.3 10.0 4.2 0.8 0.7
Sex if female 83.8 10.3 4.3 0.7 0.9
Health is classified as poor, fair, or good 71.7 16.8 6.2 2.5 2.8
Health is not classified as poor, fair, or good 86.0 9.1 4.0 0.4 0.5
Covered by private insurance 87.9 8.0 3.2 0.5 0.4
Not covered by private insurance (including public insurance and no 
insurance)

78.6 13.2 5.7 1.1 1.4

Family reported difficulty paying bills in last 12 months 75.2 16.1 5.3 1.4 2.0
Family did not report difficulty paying bills in last 12 months 85.5 9.2 4.1 0.6 0.6
Child has asthma 74.1 16.0 5.5 1.6 2.8
Child does not have asthma 85.6 9.2 4.1 0.6 0.5
Child has diabetes 46.6 36.3 9.0 3.9 4.2
Child does not have diabetes 84.1 10.1 4.3 0.7 0.8
Child has ASD diagnosis 76.7 15.0 3.8 1.9 2.6
Child does not have ASD diagnosis 84.2 10.0 4.3 0.7 0.8
Child lived with an individual with substance use disorder 76.8 14.3 5.5 0.6 2.8
Child did not live with an individual with substance use disorder 84.9 9.7 4.1 0.7 0.6
Child has low food security 73.9 16.0 6.4 1.9 1.8
Child does not have low food security 86.3 8.8 3.8 0.5 0.6
Child’s primary care setting is doctor’s office/health center 84.1 10.1 4.2 0.8 0.8
Child’s primary care setting is not a doctor’s office/health center 81.8 11.2 5.1 0.2 1.7
Child is at higher risk of MBH conditions 68.6 15.8 8.2 3.2 4.2
Child is not at higher risk of MBH conditions 85.0 9.8 4.0 0.6 0.6

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Department of Industrial Engineering, Clemson University, 100 Freeman 
Hall, Clemson, SC 29631, USA
2Department of Bioengineering, Clemson University, Clemson, SC, USA
3Prisma Health System, Greenville, SC, USA
4School of Nursing, Clemson University, Clemson, SC, USA
5School of Architecture, Clemson University, Clemson, SC, USA

Received: 12 June 2024 / Accepted: 22 April 2025

References
1.	 Aday LA, Andersen RM. A framework for the study of access to medical care. 

Health Serv Res. 1974;9(3):208–20. ​h​t​t​p​​s​:​/​​/​a​p​i​​.​s​​e​m​a​​n​t​i​​c​s​c​h​​o​l​​a​r​.​​o​r​g​​/​C​o​r​​p​u​​s​I​D​:​
3​2​2​7​6​9​4​2.

Abbreviations
MBH	� Mental and behavioral health
ED	� Emergency department
ASD	� Autism spectrum disorder
EHR	� Electronic health record
NHIS	� National Health Interview Survey
SDQ	� Strengths and Difficulties Questionnaire

Acknowledgements
This project was funded under grant number HS29109-01 from the Agency 
for Healthcare Research and Quality (AHRQ), U.S. Department of Health and 
Human Services (HHS). The authors are solely responsible for this document’s 
contents, findings, and conclusions, which do not necessarily represent the 
views of AHRQ. Readers should not interpret any statement in this report as an 
official position of AHRQ or of HHS.

Authors’ contributions
SNK, DMN, AD, DS, VP, and AJ conceptualized the above study. SNK and DMN 
designed, conducted the formal analysis, and interpreted the data. SNK and 
DMN contributed to the first draft. AD, DS, VP, and AJ reviewed and edited the 
manuscript. All authors read and approved the final manuscript.

Funding
Open access funding provided by the Carolinas Consortium.
This project was funded under grant number HS29109-01 from the Agency 
for Healthcare Research and Quality (AHRQ), U.S. Department of Health and 
Human Services (HHS).

Data availability
The datasets generated and/or analyzed during the current study are available in 
the 2019 NHIS data repository at ​h​t​t​p​​s​:​/​​/​w​w​w​​.​c​​d​c​.​​g​o​v​​/​n​c​h​​s​/​​n​h​i​s​/​i​n​d​e​x​.​h​t​m.

https://api.semanticscholar.org/CorpusID:32276942
https://api.semanticscholar.org/CorpusID:32276942
https://www.cdc.gov/nchs/nhis/index.htm


Page 10 of 11Koscelny et al. BMC Health Services Research          (2025) 25:636 

2.	 Alkhawaldeh A, ALBashtawy M, Rayan A, Abdalrahim A, Abdalrahim A, Musa 
A, Eshah N, Khait AA, Qaddumi J, Khraisat O, ALBashtawy S. Application and 
Use of Andersen’s Behavioral Model as Theoretical Framework: A Systematic 
Literature Review from 2012–2021. Iran J Public Health. 2023;52(7):1346–54. ​h​
t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​8​5​0​​2​/​​i​j​p​h​.​v​5​2​i​7​.​1​3​2​3​6.

3.	 American Academy of Pediatrics. AAP-AACAP-CHA Declaration of a National 
Emergency in Child and Adolescent Mental Health. 2021. ​h​t​t​p​​s​:​/​​/​w​w​w​​.​a​​a​p​.​​o​r​
g​​/​e​n​/​​a​d​​v​o​c​​a​c​y​​/​c​h​i​​l​d​​-​a​n​​d​-​a​​d​o​l​e​​s​c​​e​n​t​​-​h​e​​a​l​t​h​​y​-​​m​e​n​​t​a​l​​-​d​e​v​​e​l​​o​p​m​​e​n​t​​/​a​a​p​​-​a​​a​c​
a​​p​-​c​​h​a​-​d​​e​c​​l​a​r​​a​t​i​​o​n​-​o​​f​-​​a​-​n​​a​t​i​​o​n​a​l​​-​e​​m​e​r​​g​e​n​​c​y​-​i​​n​-​​c​h​i​l​d​-​a​n​d​-​a​d​o​l​e​s​c​e​n​t​-​m​e​n​t​a​
l​-​h​e​a​l​t​h​/.

4.	 Andersen RM. Revisiting the Behavioral Model and Access to Medical Care: 
Does it Matter? J Health Soc Behav. 1995;36(1):1–10. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​2​3​0​7​​/​
2​​1​3​7​2​8​4.

5.	 Andersen RM. National Health Surveys and the Behavioral Model of Health 
Services Use. Med Care. 2008;46(7):647–53. ​h​t​t​p​​:​/​/​​w​w​w​.​​j​s​​t​o​r​​.​o​r​​g​/​s​t​​a​b​​l​e​/​4​0​2​2​
1​7​1​8.

6.	 Andersen RM, Newman JF. Societal and individual determinants of medical 
care utilization in the United States. The Milbank Memorial Fund Quarterly. 
Health Soc. 1973;51(1):95–124. ​h​t​t​p​​s​:​/​​/​a​p​i​​.​s​​e​m​a​​n​t​i​​c​s​c​h​​o​l​​a​r​.​​o​r​g​​/​C​o​r​​p​u​​s​I​D​:​2​9​4​
2​7​1​0​2.

7.	 Bill McCarthy B, Carter A, Davis U, Jansson M, Benoit C. Material Hardship 
shows a clearer picture of mental health among low-wage workers. 2016.

8.	 Bobashev G, Warren L, Wu L-T. Predictive model of multiple emergency 
department visits among adults: analysis of the data from the National Sur-
vey of Drug Use and Health (NSDUH). BMC Health Serv Res. 2021;21(1):280. ​h​t​
t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​8​6​​/​s​​1​2​9​1​3​-​0​2​1​-​0​6​2​2​1​-​w.

9.	 Bommersbach TJ, McKean AJ, Olfson M, Rhee TG. National Trends in Mental 
Health-Related Emergency Department Visits Among Youth, 2011–2020. 
JAMA. 2023;329(17):1469. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​0​1​​/​j​​a​m​a​.​2​0​2​3​.​4​8​0​9.

10.	 Burstein B, Agostino H, Greenfield B. Suicidal Attempts and Ideation Among 
Children and Adolescents in US Emergency Departments, 2007–2015. JAMA 
Pediatr. 2019;173(6):598. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​0​1​​/​j​​a​m​a​​p​e​d​​i​a​t​r​​i​c​​s​.​2​0​1​9​.​0​4​6​4.

11.	 Cerrone C, Stoner MJ, Shi J, Leonard JC. Emergency Department Trends 
for Pediatric Diabetic Ketoacidosis Visits. Pediatrics. 2021;147(3_Meeting 
Abstract):479–83. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​5​4​2​​/​p​​e​d​s​.​1​4​7​.​3​M​A​5​.​4​7​9​b.

12.	 Christakis DA, Mell L, Koepsell TD, Zimmerman FJ, Connell FA. Association of 
Lower Continuity of Care With Greater Risk of Emergency Department Use 
and Hospitalization in Children. Pediatrics. 2001;107(3):524–9. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​
1​0​.​​1​5​4​2​​/​p​​e​d​s​.​1​0​7​.​3​.​5​2​4.

13.	 Clarke DE, Dusome D, Hughes L. Emergency department from the mental 
health client’ s perspective. Int J Ment Health Nurs. 2007;16(2):126–31. ​h​t​t​p​​s​:​/​​
/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​1​​/​j​​.​1​4​​4​7​-​​0​3​4​9​​.​2​​0​0​7​.​0​0​4​5​5​.​x.

14.	 Dolan MA, Fein JA, Shaw KN, Ackerman AD, Chun TH, Conners GP, Dudley NC, 
Fuchs SM, Moore BR, Selbst SM, Wright JL. Technical report - Pediatric and 
adolescent mental health emergencies in the emergency medical services 
system. Pediatrics. 2011;127(Issue 5):e1356-66. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​5​4​2​​/​p​​e​d​s​.​2​
0​1​1​-​0​5​2​2.

15.	 Dwyer P. The Neurodiversity Approach(es): What Are They and What Do They 
Mean for Researchers? Hum Dev. 2022;66(2):73–92. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​5​9​​/​0​​
0​0​5​2​3​7​2​3.

16.	 Fuda KK, Immekus R. Frequent users of Massachusetts emergency depart-
ments: a statewide analysis. Ann Emerg Med. 2006;48(1):9–16. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​
/​​1​0​.​​1​0​1​6​​/​j​​.​a​n​​n​e​m​​e​r​g​m​​e​d​​.​2​0​0​6​.​0​3​.​0​0​1.

17.	 Fuller AE, Garg A, Brown NM, Tripodis Y, Oyeku SO, Gross RS. Relationships 
Between Material Hardship, Resilience, and Health Care Use. Pediatrics. 
2020;145(2):e20191975. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​5​4​2​​/​p​​e​d​s​.​2​0​1​9​-​1​9​7​5.

18.	 Harris B, Beurmann R, Fagien S, Shattell MM. Patients’ experiences of psychi-
atric care in emergency departments: A secondary analysis. Int Emerg Nurs. 
2016;26:14–9. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​1​6​​/​j​​.​i​e​n​j​.​2​0​1​5​.​0​9​.​0​0​4.

19.	 Hoffmann JA, Alegría M, Alvarez K, Anosike A, Shah PP, Simon KM, Lee LK. 
Disparities in Pediatric Mental and Behavioral Health Conditions. Pediatrics. 
2022;150(4):e2022058227. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​5​4​2​​/​p​​e​d​s​.​2​0​2​2​-​0​5​8​2​2​7.

20.	 Hoffmann JA, Krass P, Rodean J, Bardach NS, Cafferty R, Coker TR, Cutler GJ, 
Hall M, Morse RB, Nash KA, Parikh K, Zima BT. Follow-up After Pediatric Mental 
Health Emergency Visits. Pediatrics. 2023;151(3):e2022057383. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​
/​​1​0​.​​1​5​4​2​​/​p​​e​d​s​.​2​0​2​2​-​0​5​7​3​8​3.

21.	 Hoffmann JA, Stack AM, Samnaliev M, Monuteaux MC, Lee LK. Trends in Visits 
and Costs for Mental Health Emergencies in a Pediatric Emergency Depart-
ment, 2010–2016. Acad Pediatr. 2019;19(4):386–93. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​1​6​​/​j​​.​
a​c​a​p​.​2​0​1​9​.​0​2​.​0​0​6.

22.	 Hoge MA, Vanderploeg J, Paris M, Lang JM, Olezeski C. Emergency Depart-
ment Use by Children and Youth with Mental Health Conditions: A Health 

Equity Agenda. Community Ment Health J. 2022;58(7):1225–39. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​
g​/​​1​0​.​​1​0​0​7​​/​s​​1​0​5​9​7​-​0​2​2​-​0​0​9​3​7​-​7.

23.	 Kalb LG, Stapp EK, Ballard ED, Holingue C, Keefer A, Riley A. Trends in psychi-
atric emergency department visits among youth and young adults in the us. 
Pediatrics. 2019;143(4):e2018219. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​5​4​2​​/​p​​e​d​s​.​2​0​1​8​-​2​1​9​2.

24.	 Koning NR, Büchner FL, Vermeiren RRJM, Crone MR, Numans ME. Identifica-
tion of children at risk for mental health problems in primary care—Develop-
ment of a prediction model with routine health care data. EClinicalMedicine. 
2019;15:89–97. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​1​6​​/​j​​.​e​c​​l​i​n​​m​.​2​0​​1​9​​.​0​9​.​0​0​7.

25.	 Liu G, Pearl AM, Kong L, Leslie DL, Murray MJ. A Profile on Emergency Depart-
ment Utilization in Adolescents and Young Adults with Autism Spectrum 
Disorders. J Autism Dev Disord. 2017;47(2):347–58. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​0​7​​/​s​​1​
0​8​0​3​-​0​1​6​-​2​9​5​3​-​8.

26.	 Mahajan P, Alpern ER, Grupp-Phelan J, Chamberlain J, Dong L, Holubkov R, 
Jacobs E, Stanley R, Tunik M, Sonnett M, Miller S, Foltin GL. Epidemiology of 
Psychiatric-Related Visits to Emergency Departments in a Multicenter Collab-
orative Research Pediatric Network. Pediatr Emerg Care. 2009;25(11):715–20. ​
h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​9​7​​/​P​​E​C​.​​0​b​0​​1​3​e​3​​1​8​​1​b​e​c​8​2​f.

27.	 Manuel MM, Yen K, Feng SY, Patel F. The burden of mental and behavioral 
health visits to the pediatric ED: A 3-year tertiary care center experience. 
Child Adolesc Mental Health. 2023;28(4):488–96. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​1​​/​c​​a​m​
h​.​1​2​6​3​8.

28.	 Miller GF, Coffield E, Leroy Z, Wallin R. Prevalence and Costs of Five Chronic 
Conditions in Children. J Sch Nurs. 2016;32(5):357–64. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​7​7​​
/​1​​0​5​9​8​4​0​5​1​6​6​4​1​1​9​0.

29.	 National Center for Health Statistics. (2019). Survey Description, National 
Health Interview Survey. ​h​t​t​p​​s​:​/​​/​w​w​w​​.​c​​d​c​.​​g​o​v​​/​n​c​h​​s​/​​n​h​i​​s​/​d​​a​t​a​-​​q​u​​e​s​t​​i​o​n​​n​a​i​r​​e​
s​​-​d​o​c​u​m​e​n​t​a​t​i​o​n​.​h​t​m.

30.	 Nichols L, Ryan R, Connor C, Birchwood M, Marshall T. Derivation of a predic-
tion model for a diagnosis of depression in young adults: a matched case–
control study using electronic primary care records. Early Interv Psychiatry. 
2018;12(3):444–55. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​1​​/​e​​i​p​.​1​2​3​3​2.

31.	 Plant LD, White JH. Emergency Room Psychiatric Services: A Qualitative Study 
of Nurses’ Experiences. Issues Ment Health Nurs. 2013;34(4):240–8. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​
o​​r​g​/​​1​0​.​​3​1​0​9​​/​0​​1​6​1​​2​8​4​​0​.​2​0​​1​2​​.​7​1​8​0​4​5.

32.	 Reinert M, Fritze D, Nguyen T. The State of Mental Health in America 2022. 
2021.

33.	 Rodems R, Shaefer HL. Many of the kids are not alright: Material hardship 
among children in the United States. Child Youth Serv Rev. 2020;112: 104767. ​
h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​1​6​​/​j​​.​c​h​​i​l​d​​y​o​u​t​​h​.​​2​0​2​0​.​1​0​4​7​6​7.

34.	 Santillanes G, Axeen S, Lam CN, Menchine M. National trends in men-
tal health-related emergency department visits by children and adults, 
2009–2015. Am J Emerg Med. 2020;38(12):2536–44. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​1​6​​/​j​​.​
a​j​e​m​.​2​0​1​9​.​1​2​.​0​3​5.

35.	 Schenck-Fontaine A, Ryan RM. Poverty, Material Hardship, and Children’s 
Outcomes: A Nuanced Understanding of Material Hardship in Childhood. 
Children. 2022;9(7):981. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​3​3​9​0​​/​c​​h​i​l​d​r​e​n​9​0​7​0​9​8​1.

36.	 Sellers EAC, McLeod L, Prior HJ, Dragan R, Wicklow BA, Ruth C. Mental Health 
Comorbidity is Common in Children with Type 2 Diabetes. Pediatr Diabetes. 
2022;23(7):991–8. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​1​​/​p​​e​d​i​.​1​3​3​8​9.

37.	 Shaikh S, Jerrard D, Witting M, Winters M, Brodeur M. How Long Are Patients 
Willing to Wait in the Emergency Department Before Leaving Without Being 
Seen. West J Emerg Med. 2012;13(6):463–7. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​5​8​1​1​​/​w​​e​s​t​​j​e​m​​.​
2​0​1​​2​.​​3​.​6​8​9​5.

38.	 Sills MR, Bland SD. Summary Statistics for Pediatric Psychiatric Visits to US 
Emergency Departments, 1993–1999. Pediatrics. 2002;110(4):e40–e40. ​h​t​t​p​​s​:​/​​
/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​5​4​2​​/​p​​e​d​s​.​1​1​0​.​4​.​e​4​0.

39.	 Sullivan JX, Turner L, Danziger S. The relationship between income and mate-
rial hardship. J Policy Anal Manage. 2008;27(1):63–81. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​0​2​​
/​p​​a​m​.​2​0​3​0​7.

40.	 Taubman SL, Allen HL, Wright BJ, Baicker K, Finkelstein AN. Medicaid increases 
emergency-department use: evidence from Oregon’s Health Insurance 
Experiment. Sci (New York, NY). 2014;343(6168):263–8. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​2​
6​​/​s​​c​i​e​n​c​e​.​1​2​4​6​1​8​3.

41.	 True G, Pollock M, Bowden CF, Cullen SW, Ross AM, Doupnik SK, Caterino 
JM, Olfson M, Marcus SC. Strategies to Care for Patients Being Treated in the 
Emergency Department After Self-harm: Perspectives of Frontline Staff. J 
Emerg Nurs. 2021;47(3):426-436.e5. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​1​6​​/​j​​.​j​e​n​.​2​0​2​0​.​1​2​.​0​1​6.

42.	 Vugteveen J, de Bildt A, Timmerman ME. Normative data for the self-reported 
and parent-reported Strengths and Difficulties Questionnaire (SDQ) for ages 
12–17. Child Adolesc Psychiatry Ment Health. 2022;16(1):5. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​
1​1​8​6​​/​s​​1​3​0​3​4​-​0​2​1​-​0​0​4​3​7​-​8.

https://doi.org/10.18502/ijph.v52i7.13236
https://doi.org/10.18502/ijph.v52i7.13236
https://www.aap.org/en/advocacy/child-and-adolescent-healthy-mental-development/aap-aacap-cha-declaration-of-a-national-emergency-in-child-and-adolescent-mental-health/
https://www.aap.org/en/advocacy/child-and-adolescent-healthy-mental-development/aap-aacap-cha-declaration-of-a-national-emergency-in-child-and-adolescent-mental-health/
https://www.aap.org/en/advocacy/child-and-adolescent-healthy-mental-development/aap-aacap-cha-declaration-of-a-national-emergency-in-child-and-adolescent-mental-health/
https://www.aap.org/en/advocacy/child-and-adolescent-healthy-mental-development/aap-aacap-cha-declaration-of-a-national-emergency-in-child-and-adolescent-mental-health/
https://doi.org/10.2307/2137284
https://doi.org/10.2307/2137284
http://www.jstor.org/stable/40221718
http://www.jstor.org/stable/40221718
https://api.semanticscholar.org/CorpusID:29427102
https://api.semanticscholar.org/CorpusID:29427102
https://doi.org/10.1186/s12913-021-06221-w
https://doi.org/10.1186/s12913-021-06221-w
https://doi.org/10.1001/jama.2023.4809
https://doi.org/10.1001/jamapediatrics.2019.0464
https://doi.org/10.1542/peds.147.3MA5.479b
https://doi.org/10.1542/peds.107.3.524
https://doi.org/10.1542/peds.107.3.524
https://doi.org/10.1111/j.1447-0349.2007.00455.x
https://doi.org/10.1111/j.1447-0349.2007.00455.x
https://doi.org/10.1542/peds.2011-0522
https://doi.org/10.1542/peds.2011-0522
https://doi.org/10.1159/000523723
https://doi.org/10.1159/000523723
https://doi.org/10.1016/j.annemergmed.2006.03.001
https://doi.org/10.1016/j.annemergmed.2006.03.001
https://doi.org/10.1542/peds.2019-1975
https://doi.org/10.1016/j.ienj.2015.09.004
https://doi.org/10.1542/peds.2022-058227
https://doi.org/10.1542/peds.2022-057383
https://doi.org/10.1542/peds.2022-057383
https://doi.org/10.1016/j.acap.2019.02.006
https://doi.org/10.1016/j.acap.2019.02.006
https://doi.org/10.1007/s10597-022-00937-7
https://doi.org/10.1007/s10597-022-00937-7
https://doi.org/10.1542/peds.2018-2192
https://doi.org/10.1016/j.eclinm.2019.09.007
https://doi.org/10.1007/s10803-016-2953-8
https://doi.org/10.1007/s10803-016-2953-8
https://doi.org/10.1097/PEC.0b013e3181bec82f
https://doi.org/10.1097/PEC.0b013e3181bec82f
https://doi.org/10.1111/camh.12638
https://doi.org/10.1111/camh.12638
https://doi.org/10.1177/1059840516641190
https://doi.org/10.1177/1059840516641190
https://www.cdc.gov/nchs/nhis/data-questionnaires-documentation.htm
https://www.cdc.gov/nchs/nhis/data-questionnaires-documentation.htm
https://doi.org/10.1111/eip.12332
https://doi.org/10.3109/01612840.2012.718045
https://doi.org/10.3109/01612840.2012.718045
https://doi.org/10.1016/j.childyouth.2020.104767
https://doi.org/10.1016/j.childyouth.2020.104767
https://doi.org/10.1016/j.ajem.2019.12.035
https://doi.org/10.1016/j.ajem.2019.12.035
https://doi.org/10.3390/children9070981
https://doi.org/10.1111/pedi.13389
https://doi.org/10.5811/westjem.2012.3.6895
https://doi.org/10.5811/westjem.2012.3.6895
https://doi.org/10.1542/peds.110.4.e40
https://doi.org/10.1542/peds.110.4.e40
https://doi.org/10.1002/pam.20307
https://doi.org/10.1002/pam.20307
https://doi.org/10.1126/science.1246183
https://doi.org/10.1126/science.1246183
https://doi.org/10.1016/j.jen.2020.12.016
https://doi.org/10.1186/s13034-021-00437-8
https://doi.org/10.1186/s13034-021-00437-8


Page 11 of 11Koscelny et al. BMC Health Services Research          (2025) 25:636 

43.	 Weems CF, Costa NM. Developmental Differences in the Expression of Child-
hood Anxiety Symptoms and Fears. J Am Acad Child Adolesc Psychiatry. 
2005;44(7):656–63. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​9​7​​/​0​​1​.​c​​h​i​.​​0​0​0​0​​1​6​​2​5​8​3​.​2​5​8​2​9​.​4​b.

44.	 Wiltjer R, Wilkerson RG, Winograd SM, Leetch AN. Autism Spectrum Disorder 
in the Emergency Department. Emerg Med Rep. 2021;42(15). ​h​t​t​p​​:​/​/​​l​i​b​p​​r​o​​x​y​
.​​c​l​e​​m​s​o​n​​.​e​​d​u​/​​l​o​g​​i​n​?​u​​r​l​​=​h​t​​t​p​s​​:​/​/​w​​w​w​​.​p​r​​o​q​u​​e​s​t​.​​c​o​​m​/​s​​c​h​o​​l​a​r​l​​y​-​​j​o​u​​r​n​a​​l​s​/​a​​u​t​​i​s​
m​​-​s​p​​e​c​t​r​​u​m​​-​d​i​​s​o​r​​d​e​r​-​​e​m​​e​r​g​​e​n​c​​y​-​d​e​​p​a​​r​t​m​​e​n​t​​/​d​o​c​​v​i​​e​w​/​2​5​5​4​2​6​9​0​6​9​/​s​e​-​2​?​a​
c​c​o​u​n​t​i​d​=​6​1​6​7.

45.	 Zun LS. Pitfalls in the Care of the Psychiatric Patient in the Emergency Depart-
ment. J Emerg Med. 2012;43(5):829–35. ​h​t​t​p​s​:​​​/​​/​d​o​​i​.​​o​r​​g​​/​​1​0​​.​1​0​​​1​​​6​/​j​​.​j​e​m​​e​r​​m​​e​d​​.​​2​
0​1​​2​.​0​1​.​0​6​4.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.1097/01.chi.0000162583.25829.4b
http://libproxy.clemson.edu/login?url=https://www.proquest.com/scholarly-journals/autism-spectrum-disorder-emergency-department/docview/2554269069/se-2?accountid=6167
http://libproxy.clemson.edu/login?url=https://www.proquest.com/scholarly-journals/autism-spectrum-disorder-emergency-department/docview/2554269069/se-2?accountid=6167
http://libproxy.clemson.edu/login?url=https://www.proquest.com/scholarly-journals/autism-spectrum-disorder-emergency-department/docview/2554269069/se-2?accountid=6167
http://libproxy.clemson.edu/login?url=https://www.proquest.com/scholarly-journals/autism-spectrum-disorder-emergency-department/docview/2554269069/se-2?accountid=6167
https://doi.org/10.1016/j.jemermed.2012.01.064
https://doi.org/10.1016/j.jemermed.2012.01.064

	﻿Emergency department visits for children identified as at risk of mental and behavioral conditions in the United States: an analysis of the 2019 NHIS data
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Data source: National Health Interview survey
	﻿Outcome measures
	﻿Explanatory measures
	﻿Theoretical justification for variable selection
	﻿Classification of children at higher risk of MBH conditions
	﻿Coding methodology


	﻿Statistical analysis
	﻿Results
	﻿Descriptive statistics
	﻿Factors associated with at least 1 ED visit within the prior year among all children
	﻿Factors associated with multiple ED visits within the prior year among all children
	﻿Factors associated with at least 1 ED visit among children at higher risks of MBH conditions within the prior year

	﻿Discussion
	﻿Limitations and future work

	﻿Conclusions
	﻿﻿Appendix
	﻿References


