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Background

Brief intervention services provide rapid, mobile and flexible
short-term delivery of interventions to resolve mental health
crises. These interventions may provide an alternative pathway
to the emergency department or in-patient psychiatric services
for children and young people (CYP), presenting with an acute
mental health condition.

Aims
To synthesise evidence on the effectiveness of brief interven-

tions in improving mental health outcomes for CYP (0-17 years)
presenting with an acute mental health condition.

Method

A systematic literature search was conducted, and the studies’
methodological quality was assessed. Five databases were
searched for peer-reviewed articles between January 2000 and
September 2022.

Results

We synthesised 30 articles on the effectiveness of brief inter-
ventions in the form of (a) crisis intervention, (b) integrated ser-
vices, () group therapies, (d) individualised therapy, (e) parent—
child dyadic therapy, (f) general services, (g) pharmacotherapy,
(h) assessment services, (i) safety and risk planning and (j) in-
hospital treatment, to improve outcomes for CYP with an acute
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mental health condition. Among included studies, one study was
rated as providing a high level of evidence based on the National
Health and Medical Research Council levels of evidence hier-
archy scale, which was a crisis intervention showing a reduction
in length of stay and return emergency department visits. Other
studies, of moderate-quality evidence, described multimodal
brief interventions that suggested beneficial effects.

Conclusions

This review provides evidence to substantiate the benefits of
brief interventions, in different settings, to reduce the burden of
in-patient hospital and readmission rates to the emergency
department.
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Mental health conditions refer to a wide range of disorders that
affect mood, thinking and behaviour in children and young
people (CYP), including acute disorders that require immediate
attention and intervention. These conditions can have an adverse
effect on a child’s emotional, social and environmental develop-
ment, and can lead to long-term adverse effects on their overall
health and well-being. Mental health conditions are experienced
by approximately 14% of CYP internationally,’ which have
increased exponentially, particularly in light of the COVID-19 pan-
demic. According to recent reports, the prevalence of mental health
disorders among CYP has increased exponentially, with up to 19%
reported for suicidal presentations in Australia.” Suicide is the
leading cause of death among young people, with the global
suicide rate of 10.5 per 100000 individuals.>* According to a
2020 report by United Nations International Children’s
Emergency Fund (UNICEF), mental health issues among CYP are
a growing concern globally. Suicide is the second leading cause of
death among young people aged 15-19 years.” The suicide rate
has been reported to be 12.0 per 100 000 in the African region,
12.9 per 100 000 in the European region, 13.4 per 100000 in the
South-East Asia region, 11.8 per 100000 in the USA® and 10.4
per 100000 in Canada.” The lowest reported suicide rate is 4.3
per 100 000 individuals in the Eastern Mediterranean region.*

A mental health crisis in CYP can arise when they encounter an
experience or event that exceeds their and/or their family’s capacity

to manage their mental health distress, resulting in a significant
impairment of their ability to function and requiring urgent
medical attention.*’ Validated screening tools are available to iden-
tify CYP who require brief interventions to address acute mental
health crises. These measurement tools, rigorously validated
through scientific scrutiny and empirical evidence, are designed to
adhere to stringent psychometric standards. By applying established
criteria, these screening tools systematically evaluate the mental
health status of CYP, enabling healthcare professionals to discern
the severity and urgency of intervention required. The use of vali-
dated screening tools ensures the precision and reliability of the
assessment process, facilitating the timely and targeted implementa-
tion of brief interventions for CYP experiencing acute mental health
crises.'”

In situations where risks are higher and the criterion is met, in-
patient treatment may be necessary, and many CYP who meet the
threshold could benefit from brief interventions.*’ However, in-
patient hospital admissions can place a significant burden on both
CYP and their caregivers because of dislocation from family,
friends and support networks, with readmission occurrences heigh-
tening this situation. Our recent work in Australia has found a sub-
stantial increase in CYP presenting to the emergency department®
and suicide-related ambulance calls” during the COVID-19 pan-
demic, indicating the need to efficiently respond to an acute
mental health condition/presentation/crisis and fill service gaps."'
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Therefore, safe and effective brief interventions have been proposed
to improve the efficiency and effectiveness of crisis care in a timely,
safe and sensitive manner, accounting for the complex, multifaceted
needs of consumers.

Aim of the review

The findings of our systematic review are timely and build upon
previous reviews reporting outcomes on brief interventions by
Otis et al,"* Clisu et al'® and Newton et al."* These studies collect-
ively suggest that brief interventions have a beneficial impact on
reducing readmission rates to the emergency department, which
can reduce the burden on emergency departments and improve out-
comes for CYP with mental health concerns. In alignment with
these previous studies, which highlight the positive impact of brief
interventions on reducing readmission rates to emergency depart-
ments and enhancing outcomes, our study hypothesises that stra-
tegically tailored brief interventions for mental health crises,
incorporating established screening procedures and administered
in out-patient settings (excluding emergency departments),
possess the potential to significantly reduce reliance on emergency
department assessments, re-evaluations or in-patient admissions
among CYP aged 0-17 years. This hypothesis serves to guide this
review, aligning with our aim to contribute essential insights that
advance crisis care strategies in the realm of CYP mental health.

Method

For this review, we followed the guidelines outlined in the
Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) statement."” The protocol was registered with
the International Prospective Register of Systematic Reviews
(PROSPERO; registration number CRD42022323324). Ethical
approval was not required as this is a systematic review of published
data.

Search strategy and study selection

This systematic literature review utilised five electronic databases
(PubMed, PsycINFO via ProQuest, Web of Science via Clarivate,
EMBASE and Cochrane Library) to extract studies reporting on
the effectiveness of interventions for acute mental health presenta-
tions of CYP aged 0-17 years. We also searched cross-references for
further articles. Peer-reviewed studies published in the English lan-
guage were searched over the past 22 years (1 January 2000 to 30
March 2022). We included primary literature evaluating the effect-
iveness of brief interventions for CYP aged 0-17 years who pre-
sented with an acute mental health concern. The full search
strategy is included in Supplementary Table 1 available at https:/
doi.org/10.1192/bjo.2024.25. Search results were de-duplicated in
Endnote X9 for Windows (Clarivate Analytics, Berkeley,
California, USA; see https://endnote.com/) and again in Rayyan
software for Windows for systematic reviews (Rayyan Systems,
Cambridge, Massachusetts, USA; see www.rayyan.ai).'® A data col-
lection tool was used to screen each paper for inclusion and exclu-
sion eligibility for the review.

Data extraction and screening

Four reviewers (F.B., B.G., P.H., J.R.J.) performed the initial title and
abstract screening with the data collection tool. Two reviewers (E.B.,
P.H.) independently conducted full-text screening and compared
results. At each stage of the selection process, a fifth reviewer
(T.W.) was available to resolve or moderate any disagreements on
the included articles. Four reviewers (F.B., B.G., P.H., B.O.A.)

performed data extraction for the included articles. In parallel,
these reviewers extracted data from the full-text reports with
Rayyan software, a web-based systematic review application.'®
This was used to extract study designs, country, the size of the
sample, different characteristics of the study population (including
age, ethnicity, gender and diagnoses), type of intervention, charac-
teristics of the control group and the outcomes of interest.

Eligibility criteria
Studies were included if (a) the study reported on the effectiveness
of a brief intervention (defined below) targeted at improving mental
health outcomes for CYP presenting with an acute mental health
condition/presentation/crisis; (b) participants’ age ranged from 0
to 17 years, or where the age range was not reported, the mean
age of the participant was <18 years; (c) participants presented
with an acute mental health condition/presentation/crisis and (d)
studies were published in a peer-reviewed journal in English.
Studies were excluded if (a) participant age criteria were not met
(participants >18 years of age), (b) participants were not presenting/
attending the intervention for the treatment of an acute mental
health condition, (c) the study was a quantitative meta-analysis of
published literature and (d) the study was not published in a
peer-reviewed journal in English.

Brief intervention services

We defined the term ‘acute mental health crisis’ as a situation in
which CYP experience a sudden and severe deterioration in their
mental health. This deterioration is often accompanied by signifi-
cant distress and impairment in their ability to function. In contrast,
we will use the term ‘psychiatric emergency’ to refer to situations
where there is an immediate risk to the safety or well-being of the
CYP or others because of their mental health condition. In this
review, we defined ‘brief interventions’ as an intervention that con-
sisted of three or fewer visits to a service or <8 weeks of intervention
programme duration. The narrative synthesis followed guidance for
systematic reviews to assist with evaluating the evidence-based
effectiveness of each intervention, such as what interventions
(mechanisms) were effective (outcomes) and the type of setting
and location (context) where the intervention took place.”

Details describing quality assessment, data extraction and risk of
bias can be found in Supplementary Appendices 1 and 2.

Statistical analysis

Previously reported data from various studies were synthesised.
Given the narrative synthesis nature of our work, we focused on
the qualitative integration of findings rather than employing quan-
titative statistical methods. Our approach involved an examination
of the reported outcomes, utilising frequencies and percentages
where appropriate, to convey the distribution of data. This facili-
tated a nuanced exploration of the collective evidence, aligning
with the synthesis objectives of this review.

Results

Our initial search yielded 4892 results, of which 3242 were dupli-
cates, resulting in 1650 articles that were eligible for screening.
After title and abstract screening, 436 potentially eligible studies
were assessed for eligibility, and 30 studies met the eligibility criteria.
Figure 1 illustrates the study selection process, using the PRISMA
flow diagram.

Table 1 summarises characteristics of the included studies.
Studies were conducted in different geographical regions; 19 studies
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Reports excluded:

¢ Not within the age cohort
(n=46)

¢ Does not meet study criteria
(Nn=128)

e Participants did not have a
mental health diagnosis
(n=50)

o Study did not mention an
intervention (n=120)

e Participants were not
seeking treatment for a
mental health condition
(n=33)

¢ Data were not available
(n=06)

Did not report on the study
outcomes of objectives
(n=83)

Fig. 1 Preferred Reporting Iltems for Systematic Reviews and Meta-Analyses (PRISMA) flow diagram of study selection process chart.

Table 1 Characteristics of participants who received brief

interventions

Number of studies
Participants
Gender
Female
Male
Age
Mean age (years) (s.d.)
Age group (years)
0-2
3-5
611
12-17
Ethnicity
White
Black
Latino/Hispanic
Asian
First Nations/ATSI
Mixed/other

Intervention, n (%)

30
20395 (70)

9267 (49)
9673 (51)

13.9 (2.4)

Not available
17)
Not available
29 (93)

4662 (59.5)

2045 (26.1)

945 (11.9)
13(0.2)

Not available
178 (2.3)

control, n (%)

6
8570 (30)

1983 (53)
1791 (47)

13.4 (3.0)

Not available

Not available
1017)
5(83)

1006 (66.0)
320 (21.0)
143 (9.4)

4(0.3)

Not available

52 (3.4)

Brief intervention was defined as three or fewer visits to a service or <8 weeks of
intervention programme duration. ATSI, Aboriginal and Torres-Strait Islander.

were from the USA (n =19),'®°7 and the rest were from Canada (n
=7),*** England (n=2)">"® and Australia (n=1)."” Most of the
studies were cohort studies (n = 19),'82125:2728:31,39:424448 £41]53ved
by pre and post studies (n = 10) and one non-randomised controlled
trial (n=1).

Methodological quality of the studies

Table 2 provides a comprehensive overview of each of the included
studies, with detailed descriptions of the studies, National Health
and Medical Research Council (NHMRC) levels of evidence and
risk of bias, interventions examined and the results reported.
Among the included studies, there was one study that was rated as
high quality or provided a high level of evidence based on the
NHMRC levels of evidence hierarchy scale (level of evidence I or
11),"° 10 studies were rated as providing moderate evidence (level of
evidence III-2: comparative studies with controls such as cohort
studies)®!'%?127233437424 4 d 19 studies were of lower-quality evi-
dence (level of evidence III-3: cohort studies without a comparison
group; or level of evidence IV: pre and post studies).'®*>>**~
3235,3638,39,414547 There was considerable variability between study
methodologies and 30% (1 = 9/30 studies) of studies compared out-
comes with a comparison group'®?*7?%33374244 (see Table 2).



Table 2 Characteristics of brief intervention studies (N = 30 studies)

Adrian and 2015 England Evidence: low (level: IV) Pre- and post-study INT
Smith? Risk of bias: moderate n=287
(Group 1:
HS0)*
Adrian and 2015 England Evidence: low (level: IV) Pre- and post-study INT
Smith? Risk of bias: moderate n=211
(Group 2:
ARC)*

Aupontetal™® 2013 USA Evidence: low (level: IV) Cohort study INT

Risk of bias: moderate n=329

INT INT
16.3 years Male: 179/287
Female: 108/287

INT INT
16.5 years Male: 45/211
Female: 166/211

INT INT
Male: 188/329
Female: 141/329

12.3 years

Emergency symptoms (not
specified) (n = 184/287)
Psychosis disorders
(n=33/287)

Autism spectrum

disorder (n = 6/287)
Depression and

mood disorders (n=61/287)
Suicidal - behaviours (1 =20/
287)

Eating disorders (n = 5/287)

Emergency symptoms  (not
specified) (n = 105/211)
Psychosis disorders (n=27/
21)

Autism spectrum disorders (n
=1/211)

Depression and mood
disorders (n=33/211)

Anxiety (n =24/

211)

Self-harm/suicidal ideation (n
=14/211)

Eating disorder (n=2/211)

ADHD (n =128/329)
Conduct disorder or
oppositional defiant disorders
(n=23/329)

Depression and mood
disorders (102/329)
Anxiety (n=43/329)
Developmental disorder
(n=13/329)

Emergency symptoms (not
specified) (n=20/329)

CBT AAQT is an out-patient community-based ~ Decrease in mean HONOSCA scores post-
General services service that provides intensive treatment (intensive home support
Group therapy community treatment only treatment) (23.72 v. 14.95).
Family therapy Improvement in mean CGAS scores post-
Pharmacotherapy treatment (45.58 v. 62.40)

or medication

management

Integrated services

CBT AAOT is an out-patient community-based  Decrease in mean HONOSCA scores post-
General services service providing intensive community treatment (adolescent assertive
Family therapy treatment outreach team support as well as in-

Pharmacotherapy
or medication

patient care) (22.45 v. 14.40)
Improvement in mean CGAS scores post-
management treatment (46.22 v. 62.00)
Integrated services

In-hospital treatment

General services Primary care setting, specifically in primary ~ CYP with major depression or anxiety

Pharmacotherapy care practices that provided paediatric disorders were less likely to return to
or medication care primary care paediatricians compared
management with CYP with ADHD following the

intervention (Targeted Child
Psychiatric Services programme).
Families widely accepted
paediatricians’ recommendations for
referral to child psychiatrists.

28.7% CYP returned to their referring
paediatricians for follow-up
management of their mental disorder
following the intervention. Most CYP
(n=52) returned to their referring
paediatrician after a single evaluation
visit. For ADHD (1 = 129), anxiety (n=
43) and major depressive disorder (n
=102), the return rates were 48.8, 27.9
and 5.9%, respectively.

(Continued)
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Table 2

Carlisle et al**

(Continued)

2012

Canada

Evidence: moderate (level:
111-2)
Risk of bias: moderate

Cohort

INT
CYP with aftercare:
n=1502/3004
CNT
CYP without aftercare:
n=1502/3004

INT

Mean age: 16.9 years
CNT

Mean age:16.9 years

INT

Males: 872/1502
Females: 630/1502
CNT

Males: 602/1502
Females: 900/1502

INT

Adjustment disorder: 174/1502
Anxiety: 92/1502

Behavioural disorders: 51/1502
Eating disorders: 60/1502
Depression and mood
disorder: 575/1502

Bipolar disorder: 57/1502
Psychosis: 141/1502
Self-harm/suicidal
218/1502

Substance misuse: 91/1502
Emergency symptoms (ot
specified): 63/1502CNT
Adjustment:  disorder: 199/
1502

Anxiety: 97/1502

Behavioural disorders: 40/1502
Eating disorders: 49/1502
Depression and mood
disorder: 590/1502

Bipolar disorder: 38/1502
Psychosis: 123/1502
Self-harm/suicidal
230/1502
Substance misuse: 69/1502
Emergency symptoms  (not
specified): 66/1502

ideation:

ideation:

In-hospital
Integrated services

Mental health services for CYP provided in a

variety of settings, including hospitals
and clinics staffed by psychiatrists,
general practitioners, paediatricians,
nurses, social workers and counsellors

Adolescents with aftercare (primary care

For CYP with developmental delay,
conduct, eating and other disorders,
return rates to primary care were, on
average, 20.0%, with a range from
8.3% (conduct disorders) to 36.8%
(eating disorders)

physician or psychiatrist as referral
from in-patient setting: 30-day follow-
up or out-patient clinic) had more
readmissions at 1 year follow-up
(18.8% V. 14.8%), had shorter mean
time to first readmission (347.68 days
v. 357.37 days) and were 38% more
likely to have readmission

(Continued)
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Table 2

Casher et al"”

Grimes et al*®

Cheng et al*?

2022

2018

2017

(Continued)

USA

USA

Canada

Evidence: moderate (level:
111-2)
Risk of bias: moderate

Evidence: moderate (level:
111-2)
Risk of bias: moderate

Evidence: moderate (level:
11I-2)
Risk of bias: moderate

Cohort

Cohort

Cohort

INT
n=71
CNT
n=7

INT: n=29
CNT: n=157

INT

Nn=6558

CYP with aftercare:
n=4577/6558

CNT

CYP without aftercare:
n="1981/6558

INT

mean age not
reported (age range:
3-19 years)

CNT

mean age not
reported (age range:
3-19 years)

INT

12.5 years (age range:
4-19 years)

CNT

8.9 years (age range:
4-19 years)

INT

No mean age reported
(age range: 5-24
years)

CNT

No mean age reported
(age range: 5-24
years)

INT

Male: 32/71
Female: 39/71
CNT:

Male: 32/71
Female:39/71

INT

Male: 20/29
Female: 9/29
CNT:

Male: 95/157
Female: 62/157

INT

Males: 2307/4577
Females: 2270/
4577

CNT

Males: 1038/1981
Females: 943/1981

INT

INT

Emergency symptoms  (not
specified) (n=71/71)CNT
Emergency symptoms  (not
specified) (n=71/71)

Emergency symptoms  (not
specified) (n =29/29)CNT
Emergency symptoms  (not
specified) (n = 157/157)

Substance use disorder: 949/
4577

Psychosis: 1297/4577
Depression or mood disorder:
2648/4577

Anxiety disorder: 808/4577
Bipolar disorder: 233/4577
Emergency symptoms (ot
specified): 3305/4577CNT
Substance use disorder: 947/
1981

Psychosis: 325/1981
Depression or mood disorder:
911/1981

Anxiety disorder: 305/1981
Bipolar disorder 73/1981
Emergency symptoms (ot
specified): 1645/1981

¢ Behavioural health

¢ Integrated services

e Wellness therapy

¢ Assessment services

e General services

s Safety planning

e Substance/drug/alcohol
counselling

¢ Integrated services

e Individualised treatment
or therapy

¢ General services

e In-hospital
e Assessment
e Occupational therapy

The intervention was delivered in a paediatric  There was no significant difference among

emergency department

Mental health service use outcomes for

children referred by paediatricians for
out-patient child psychiatry evaluation
within an urban safety-net hospital
system

In-hospital setting

groups in return rates within 90 days
among intervention versus nurse
assessment or psychiatric emergency
service patients (25% V. 23% v. 13%)

The intervention group (an integrated
collaborative-practice model that
combined clinical care within
paediatrics and community-based
parent support from family support
specialists of CYP were significantly
more likely to engage in treatment
than control CYP (79% v. 48%)
Intervention group were four times
more likely to access treatment than
the control group (control group
received treatment as usual) (92% v.
75%).

80% of CYP in intervention who had
completed psychiatric evaluation
would be expected to engage in
further care compared with 49% of
CYP receiving treatment as usual.
74% of CYP in the intervention group
receiving a referral for a psychiatric
evaluation completed the referral and
engaged in recommended follow-up
treatment compared with about 37%
of youths receiving a referral under
usual care conditions

Aftercare was associated with a 32%
reduction in readmission

(Continued)
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Table 2

Ccummings 2020
etal®
Gillig et al* 2004

Greenham and 2008
Bisnaire™

(Continued)

USA Evidence: low (level: ll-3)
Risk of bias: high

USA Evidence: low (level: llI-3)
Risk of bias: high

Canada Evidence: low (level: Il-3)
Risk of bias: moderate

Cohort INT
n=a

Cohort INT
n=48

Cohort INT
n=21

INT INT

15.1 years (range:5-24 Male: 34/41
years) Female: 7/41

INT INT

16.5 years (age range:  Male: 22/48
12-18 years) Female: 26/48

INT INT
14.9 years (age range:  Male: 67/211
10-17 years) Female: 144/211

INT

INT

Autism (1 =41/41)

Depression and mood disorder
(n =32/48)

Conduct disorder (1 =8/48)
Psychosis (n=7/48)

Anxiety (n=3/48)

Eating disorders (n = 2/48)
Alcohol and drug misuse (1/48)

Depression and mood disorder
(n=97/211)

Adjustment disorder (n=19/
21

Psychosis (n=19/211)
Behaviour disorders (n=15/
211)

Emergency symptoms  (not
specified) (n=11/211)
Self-harm/suicidal ideation (n
=186/211)

Anxiety (n=44/211)

Eating disorders (n=17/211)

Integrated services

Psychiatric emergency department and

Pharmacotherapy — and services provided in the community
medication

management

Crisis intervention  Emergency department and in-hospital
(emergency evaluation setting

plus review)

Individual therapy

Integrated services

In-hospital treatment

Crisis intervention
Assessment
Transitional
services

In-patient psychiatric and mental health
services

care

Clinical and Family Distress Scale scores
indicated significant improvements
for CYP and caretakers. There was a
33% reduction in time spent in the
emergency department, and LOS
decreased up to 77% from pre- to
postintervention.
There was a 6% reduction in visits to
the emergency department
postintervention

10% of CYP seen in the emergency
department were admitted to hospital
after the evaluation was received, no
patients were admitted to hospital in
the month following the evaluation
and 4.2% patients were admitted to
hospital 6 months later

LOS was consistent with the model of care
and differed for youth receiving only
crisis (4 days) versus crisis plus
assessment services (13 days). Youth
referred for in-patient transitional care
had longer LOS for crisis/assessment
services (19 days).

Crisis and assessment CYP were
more likely than CYP transferred for
transitional care to be admitted as an
in-patient.

The assessment group reported higher
levels of emotional and behavioural
concerns on the YSR than other
groups; significant only for
internalising problems, and anxiety/
depression assessment youth had
significantly higher scores than crisis
youth. All groups had clinically
elevated scores on the internalising
problems and anxiety/depression
scales.

Parent/guardian reports of youth's
emotional and behavioural
functioning on the CBCL were higher
for the assessment group compared
with other groups.

80% of CYP in each group showed reliable
improvement in total acuity level.
Most of the youth in each group
improved on the four CAPI subscales.

(Continued)
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Table 2 (Continued)

Systems support: less than 50% of CYP in
the crisis and assessment groups
showed improvement. Compared
with other groups, more transition
youth showed a reliable increase in
total acuity level at the time of transfer
(15% v. 9 and 6%)

Gusellaetal” 2017  Canada Evidence: moderate Cohort INT INT Non-specific e Eating disorders (n=46) e Outreach In-patient hospital stay and out-patient care  Reduced readmissions following family
(level: -2) n=4a6 Non-specific therapy therapy s Group therapy provided by a tertiary healthcare centre therapy (34.4% v. 71.4%) and
Risk of bias: moderate non-specific therapy group: group: e Pharmacotherapy and reduction in LOS (50 v. 19.1 days)
group: n = 14/36; mean age: 13.07 years  Male: 0/14 medication following family therapy.
family therapy group: (range: 9-15 Female: 14/14 management
n=32/46 years) Family therapy e General services
Family therapy group: group: e In-hospital
mean age: 14.36 years  Male: 3/32
(range: 9-15 Female: 29/32
years)
Hasken etal®® 2022 USA Evidence: low (level: IV) Pre- and post-study INT INT INT e Emergency symptoms (not e  General services Urban tertiary care paediatric emergency Emergency department admissions
Risk of bias: high n=317 (before Mean age was 12.9 Before specified) (n=317/317) *  Assessment services department at a large tertiary care reduced 22.2-8.5% following the
psychiatric unit years (age range:  Male: 41/91 ¢ In-hospital centre intervention with an admission to the
opened: 91/317; after 2-22 years) Female: 50/91 psychiatric crisis unit in the
psychiatric unit After emergency department (staffed by
opened: 226/317) Male: 101/226 psychiatry team with psychological
Female: 126/226 therapies). LOS increased from 363 to

418 min with an admission to in-
patient medical ward or transferred to
a psychiatric unit

Holder etal® 2017  USA Evidence: moderate Cohort INT INT INT INT ¢ Integrated services Paediatric emergency department LOS in emergency department was
(level: llI-2) n=1983 14.3 years (age range:  Male: 1045/1983 e Emergency symptoms (not reduced from 14.7 to 12.1 h following
Risk of bias: high CNT 5-18 years) Female: 938/1983 specified) (1 = 1983/1983)CNT the intervention (8 h daily psychiatrist,
n=1237 CNT CNT: e Emergency symptoms (not and a referral to the psychiatric unit).
14.9 years (age range:  Male: 665/1237 specified) (n = 1237/1237) Admissions decreased following the
5-18 years) Female: 572/1237 intervention (from 17 to 1%)
Huryk et al** 2021 USA Evidence: moderate Cohort INT Mean age in-patient - e Eating disorders: (n1=326/326) «  Wellness therapy Partial hospital stay programme Rates of readmission were significantly
(level: -2) n=326 hospital group: 16 s Group therapy lower for those who received care
Risk of bias: moderate years ¢ In-hospital during the implementation of FBT
Mean age family e Individual sessions intervention compared with
therapy: 15.7 treatment as usual (3.6% V. 12.2%)
years (age range:
8-21 years)
Ishikawa et al’® 2021  Canada Evidence: high (level: lIl-1)  Non-randomised INT INT - INT e Integrated services Emergency department managing paediatric A reduction in 30-day readmission LOS
Risk of bias: moderate controlled trial  n=3467/6576 13.1 years (age range: e Emergency symptoms (not e  Crisis intervention mental health presentations reduced by 85.3 min and a 15.2%
CNT 0-17 years) specified) (n = 3220) reduction in 30-day return visits by
N=3109/6576 CNT CYP presenting to emergency
13.9 years (age range: department
0-17 years)
Kells et al*® 2017 USA Evidence: moderate Cohort INT INT - «  Eating disorders (n=108) ¢ In-hospital Medical hospital admission for restrictive LOS was 3 days shorter for the intervention
(level: llI-2) n=56 Mean age was 17.4 e General service eating disorders group (psychological support: 3 x 30-
Risk of bias: moderate CNT years min meal supervision per day per
n=>52 CNT person) compared with the control
Mean age was 14.8 group (20 days v. 23 days)
years

(Continued)
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Table 2

Knapp et al*®

Mahajan et al?’

Martin et a*®

McBee-Strayer
eta®

2007

2007

2013

2019

(Continued)

USA

USA

USA

USA

Evidence: low (level: lIl-3)

Evidence: moderate (level:

111-2)
Risk of bias: high

Evidence: low (level: IV)
Risk of bias: moderate

Evidence: low (level: IV)
Risk of bias: moderate

Pre- and posttest  INT
n=388

Cohort INT
n=531
CNT
n=500

Pre- and post-study INT
n=110

Pre- and post-study INT
n=50

INT

mean age not

INT/CNT
mean age was 12.5

INT

4.2 years (age range:

INT

INT
Male: 238/388
reported (age Female: 150/388

range: 0-5 years)

INT/CNT

Male: 603/1031
years (age range:  Female: 428/1031
0-19 years)

INT

Male: 77/110

2-5 years) Female: 33/110

INT

15.1 years (age range: Male: 7/50

12-17 years) Female: 43/50

*  Anxiety (n=62/388)

e Behaviour disorders (n=89/
388)

e Adjustment disorder (n=289/
388)

* Affect or reactive attachment
disorder (n=70/388)

e Emergency symptoms (not
specified) (1 = 66/388)

e Emergency symptoms (not
specified) (n =3220)

INT
*  Behavioural disorders (1 =110/
110)

INT
Self-harm/suicidal ideation (n =50/
50)

CBT

Family therapy
Parent-child
therapy

Crisis intervention

Safety planning
Family therapy
Pharmacotherapy
medication
management
Outreach

Family therapy
Integrated services

dyad

or

Eight California county mental health

systems, where mental health providers
were trained to provide mental health
screening and relationship-based
intervention to expand services for
children

Inner-city paediatric emergency department  LOS reduced (259.49 min v. 216.39 min)

Specialised, family focused psychiatric partial

hospital stay programme or preschool-
aged children with severe
psychopathology

Intensive crisis stabilisation unit that provides  Follow-up data at 3 months showed that

intervention (ICl), a cognitive—
behavioural family-centred treatment
for adolescents with suicidal ideation
and/or attempts

After intervention, Mental Health
Screening and Risk Assessment
scores were significantly lower.

GAF scores and Parent-Infant
Relationship Global Assessment Scale
scores increased significantly

after initiation of the programme
(intervention)

CBCL revealed that CYP symptoms had
significantly decreased from the time
of admission for externalising
problems and total problem.

Mean scores on the CBCL for both
severity on externalising and
internalising problems also decreased
from admission to discharge.

The normative comparisons and the
Reliable Change Index showed that
41% of CYP were functioning in the
normative (nonclinical) range on
discharge for externalising behaviour
problems and 29% were in the
nonclinical range for internalising
problems at discharge.

56 and 32% of children demonstrated
clinically meaningful change relative
to externalising and internalising
behaviour problems, respectively, at
discharge

the mean Suicidal Ideation
Questionnaire- Junior score improved
by 34.2 points compared with
baseline following the intervention
(Intensive Crisis Intervention).
Significant improvements in
functioning, high rates of consumer
satisfaction and readiness for care
transition upon discharge were also
reported

(Continued)
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(Continued)

McDowell 2020 USA
etal®

Morris etal® 2009  Canada

Parastetal”® 2018  USA

Parker etal*’ 2003

Canada

Reliford and 2019 USA
Adebanjo””

Rogers etal®® 2015  USA

Evidence: low (level: lll-3)
Risk of bias: high

Evidence: low (level: IV)
Risk of bias: high

Evidence: low (level: lll-3)
Risk of bias: moderate

Evidence: low (level: IV)
Risk of bias: high

Evidence: low (level: IV)
Risk of bias: high

Evidence: low (level: II-3)
Risk of bias: high

Cohort

Cohort

Cohort

Pre- and post-study

Pre- and post-study

Cohort

INT
n==81

INT
n=>56

INT
Total =378 (emergency
department:
n=19; in-
patient n=184)
INT
n=340

n=35

INT

n=3582 (Pre-
intervention: 1719
Post-intervention:
1863)

No mean age reported  INT
(age range: 9-17 Male: 17/81
years) Female: 64/81

INT INT
14.3 years (age range: Male: 36/56
9-17 years) Female: 20/56

INT INT
Male: 132/378
Female: 246/378

mean age not
reported (age
range: 5-17
years)

INT INT

mean age was 132 Male: 167/340
years (age range:  Female: 173/340
0-19 years)

INT -
mean age not

reported (age

range: 3-18

years)

INT INT
Pre-intervention mean  Pre-intervention
age: 12.9 years Male: 877/1719
Post-intervention Female: 842/1719
mean age: 13.2 Post-intervention
years Male: 913/1863
Female: 950/1863

Anxiety (n=281/81)

INT
.

INT

INT

INT

Psychosis (1 = 56/56)
Behaviour disorders
(n =10/56)

Self-harm/suicidal ideation
(n=378)

Emergency symptoms

(not specified) (n =340/340)

Emergency symptoms
(not specified) (n =35/35)

Depression and mood disorder

(data not specified)
Bipolar (data not specified)

¢ Wellness therapy

¢ Integrated services
«  Crisis intervention
o Family therapy

e Group therapy

CBT

e General services

¢ Pharmacotherapy
medication
management

e Assessment services
e  Group therapy

e Occupational therapy
e In-hospital treatment

e General services

*  Crisis intervention

e Assessment services

*  Crisis intervention

Behavioural healthcare system that provides
crisis management services for acutely
anxious adolescents who require higher
intensity services

Out-patient Early Psychosis Intervention
service
or

Hospital-based care for suicidal youth

Accident and emergency department or
urgent consultation clinic of the Child
and Adolescent Psychiatry Division

Paediatric emergency room where child
psychiatry patients were evaluated and
followed up with telepsychiatry

Paediatric emergency department

30-day (9.5%) and 90-day readmissions
(15.6%) reduced following the
intervention of psychoeducation (6 x
1h per week, inclusive of
mindfulness) delivered by two mental
health clinicians and a yoga teacher

Readmission and hospital admission rates
following the Early
Psychosis Intervention (including
psychoeducation) service decreased.
Among discharged patients with
psychosis, the mean CGAS scores
improved from initial psychiatric
assessment to discharge (53.7 to
56.3). The mean CGAS at admission
for patients who dropped out also
improved from a mean score of 51.7
at last visit to 52.5 at a subsequent
visit

Admissions reduced following the
intervention of psychoeducation (risk
prevention delivered in emergency
department and in-patient setting by
emergency care team) (32.8-24.5%)

Admissions to emergency department
reduced following psychiatric triage
and crisis support team (emergency
department assessment and urgent
care referrals) from 6.3 t0 2.3%

Three months LOS in emergency
department reduced for non-
hospitalised patients following a
telepsychiatry intervention
(alternative to face-to-face
consultation) (285 v. 193 h)

Emergency department LOS decreased
(from 14.7 to 12.1 h) following the
intervention, which consisted of a
psychiatric crisis unit (six-bed unit,
MDT assessment, intensive care and
stabilisation, psychiatric nursing
team)

(Continued)
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Table 2 (Continued)

Schley etal” 2012  Australia  Evidence: low (level: IV) Pre- and post-study INT INT INT INT e Integrated services Intensive Mobile Youth Outreach Service Good client engagement was achieved
Risk of bias: high n=4a4 mean age not Male: 9744 e Emergency symptoms after the intervention, which
reported (age Female: 35/44 (not specified) (n = 44/44) comprised an intensive mobile youth
range: 14-25 e Self-harm/suicidal ideation outreach service. Mean engagement
years) (n =44/44) scores improved following the
«  Aggression (n=40/44) outreach intervention at discharge.
e Substance misuse (1= 26/44) Lower risk of CYP hostility to

themselves decreased following the
intervention and the overall level of
functioning and well-being improved

Sclare etal®® 2015  England Evidence: low (level: IV) Pre- and post-study INT INT INT INT CBT Not an acute setting Pre- and post- intervention (the
Risk of bias: moderate n=31 16.7 years age range:  Male: 11/31 e Behaviour disorders intervention included a 1-day CBT
16-18 years) Female: 20/31 (n=31/31) workshop), 64.5% had significant

improvements on all outcome
measures (SCARED, MFQ and RSES).
A decrease in mean anxiety scores on
the SCARED tool post-workshop
(26.85 v. 20.40).

A decrease in the MFQ clinical
outcome scores pre- to post-
workshop (19.85 v. 10.95) and an
increase in the Rosenberg Self-
Esteem Scale RSES scores (18.50 v.

20.20)
Sheridan etal®® 2015 USA Evidence: low (level: IV) Pre- and post-study INT INT INT INT e Crisis intervention Paediatric emergency department LOS in the emergency department
Risk of bias: moderate n=212 (Pre- Pre-intervention mean  Pre-intervention Pre-intervention: decreased by 27% after the

intervention: 83 Post- age: 13.5 years Male: 48/83 e Self-harm/suicidal ideation: intervention (intervention included a
intervention: 129) Post-intervention Female:35/83 41/83 paediatric psychiatric consultation).

mean age: 13.9 Post-intervention: ¢ Depression and mood Admissions reduced by 45% after
years Male: 45/129 disorder: 49/83 implementation of the intervention.
Female: 55/129 e Anxiety:7/83 However, suicidality increase in the

e Conduct disorder:9/83 postintervention period

e Emergency symptoms (not
specified): 19/83Post-
intervention

¢ Self-harm/suicidal ideation: 75/
129

e Depression and mood disorder

e Anxiety: 11/129

e Conduct disorder:11/129

e Emergency symptoms (not
specified): 39/129

(Continued)
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Table 2 (Continued)

Uspal et al®! 2016 USA Evidence: low (level: I-3)  Cohort INT INT INT e Emergency symptoms (not e  Crisis intervention Tertiary care children’s hospital's emergency Mean LOS in emergency department
Risk of bias: high n=1640 (Pre- Pre-intervention mean  Pre-intervention specified): 1640/1640 department reduced from 332 to 244 min
intervention: 738 Post- age: 13.5 years Male: 406/738 following the intervention, which
intervention: 902) Post-intervention Female: 332/738 included a dedicated psychiatric
mean age: 13.8 Post-intervention triage and treatment team (this
years Male: 442/902 included psychiatric nurse or social
Female: 500/902 worker, and a practitioner) and 24/7,

individual and family
psychoeducation, discharge planning.

Wharff et al*” 2012 USA Evidence: medium Cohort INT INT INT INT Group therapy Large, urban paediatric emergency room Significant decrease in emergency
(level: 11l-2) n=100 mean age was 156 Male: 24/100 e Depression or mood department admission rate from pre-
Risk of bias: moderate CNT years (age range: 13-  Female: 76/100 disorder:77/100 FBCI in the emergency room (single
n=150 18 years) CNT e Bipolar disorder: 5/100 session) (55%) to post-FBCI (35%)
CNT Male: 24/150 e  Anxiety: 8/100

No mean age reported  Female: 39/150 e Emergency symptoms (not

specified): 11/100CNT

e Depression or mood
disorder:107/150

e Bipolar disorder: 10/150

e Anxiety: 10/150

e Emergency symptoms (not
specified): 23/150

NHMRC, National Health and Medical Research Council; HSO, patients who were not admitted to hospital; INT, intervention group; CBT, cognitive-behavioural therapy; AAOT, adolescent assertive outreach team; HONOSCA, Health of the Nation Outcome Scales; CGAS,
Children’s Global Assessment Scale; ARC, adolescent resource centre; ADHD, attention-deficit hyperactivity disorder; CYP, children and young people; CNT, control group; LOS, length of stay; YSR, youth self-report; CBCL, Child Behavior Checklist; CAPI, Childhood Acuity of
Psychiatric Illness Scale; FBT, family-based treatment; GAF, Global Assessment of Functioning; ICI, intensive crisis intervention; MDT, multidisciplinary team; SCARED, Screen for Child Anxiety Related Emotional Disorders; MFQ, Mood and Feelings Questionnaire; RSES,
Rosenberg Self-Esteem Scale; FBCI, family-based crisis intervention.

a. Two interventions incorporated into the same study.
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Effect of interventions on mental health symptoms

We narratively synthesised intervention types into the following
categories: crisis intervention, integrated services, group therapies,
individualised therapy, parent-child dyadic therapy, general ser-
vices, pharmacotherapy, assessment services, safety and risk plan-
ning, and in-hospital treatment (see Table 2).

Assessment services

Five studies (17%) evaluated assessment services, including motiv-
ational interviewing, neuropsychology assessment, telepsychiatry
and interdisciplinary assessment, targeting CYP (age range: 3-17
years) with psychosis and behavioural disorders.'®*%*%
Although information about mental health disorders for younger
children accessing assessment services was not specified, Reliford
and Adebanjo’s study*® demonstrated low-level evidence that on-
call telepsychiatry consultations in a non-hospitalised intervention
programme significantly reduced the total monthly length of stay
(LOS) during a 6-month study period (from 285 to 193 h) com-
pared with prior months. Non-hospitalised patients also experi-
enced a significant reduction in monthly LOS, decreasing from
329 h to 193 h during the study period. Additionally, the telepsy-
chiatry intervention reduced the need for face-to-face evaluations
by 75%.

Crisis intervention

Crisis intervention was explored in eight studies (27%) focusing on
diverse mental health conditions in CYP, such as anxiety, depres-
sion and self-harm.””*"?>?7?% The average duration for a crisis
intervention was 4 days. Among the eight studies that reported out-
comes associated with a crisis intervention, there was only one study
that showed a reduction in the LOS and the frequency of emergency
department return visits. One high-quality study reported a 15%
decrease in 30-day emergency department return visits among the
intervention group. Moreover, a moderate-quality cohort study”’
demonstrated significant reductions in emergency department
LOS following the ‘Child Guidance’ intervention, with a mean
decrease of 43.10 min (P<0.001). Additional findings can be
found in Table 2.>%*!

General services

General services for CYP mental health included psychiatric evalua-
tions, treatment plan reviews, psychosocial treatments, psychoedu-
cation for families and behavioural health treatments. In the
reviewed studies (23%), these services, examined through cohort
and pre-post intervention studies, benefited CYP aged 3-17 years
with various mental health diagnoses (anxiety, autism spectrum dis-
order, attention-deficit hyperactivity disorder, conduct disorders,
depression, eating disorders, psychotic disorders, self-harm/suicidal
ideation) (Table 2).

One study indicated an 8% reduction in emergency department
presentations (32.8-24.5%) after receiving intervention services.*®
Another study focusing on psychosis intervention found significant
improvements in CYP behaviour disorders and psychosis, evi-
denced by improved Children’s Global Assessment Scale (CGAS)
scores at assessment and discharge.”® Interventions, lasting from
3 h to <3 months, demonstrated overall benefits, improving out-
comes in behaviour disorders and reducing emergency department
presentations, 1$20:2628:3945:47

Group therapy

Group therapy, including family therapy, psychotherapy, wellness
and substance misuse counselling, demonstrated effectiveness,
notably in reducing hospital readmission rates for CYP in family-

Brief interventions for mental health in young people

based interventions.** Older adolescents in these therapies exhibited
diverse mental health symptoms (anxiety, autism spectrum, behav-
ioural disorders, depression, eating disorders, psychosis, self-harm/
suicidal ideation)?>?>3>4%45

Cognitive-behavioural therapy (CBT) was evaluated in four
low-level evidence studies (14%)>****>"*® of CBT programmes for
CYP (age range: 8-16 years).****>*! A group-based CBT pro-
gramme effectively reduced suicidal ideation at 30 days and
3 months post-intervention for adolescents aged 12-17 years.**
Additionally, CBT interventions for older adolescents (mean age
16 years) resulted in significant improvements in anxiety and
mood, without cases of deterioration.*®

In-hospital treatment

In five studies (17%) centred on in-hospital interventions for CYP
aged 8-21 years, two were pre-and post-studies’®** and three
were cohort studies,”**® with risks of bias ranging from moderate
to high. Diagnoses included adjustment disorders, anxiety, autism
spectrum disorder, behavioural disorders, depression, eating disor-
ders, psychosis and self-harm/suicidal ideation. In-hospital stays,
lasting from 1 to 3 months, tailored interventions to mental
health conditions. One study reported multimodal in-hospital inter-
ventions for CYP showed positive outcomes, with emergency evalu-
ation interviews and brief therapeutic interventions effectively
treating CYP within 24 h of their emergency department presenta-
tion. Hospital admission rates decreased significantly after the inter-
vention, and no control group was provided for comparison.*'*®

Individualised therapy

Two studies®”*" with a moderate risk of bias (7%) investigated indi-

vidualised therapy for CYP.>>** In one study, a collaborative prac-
tice model intervention was associated with increased access to
psychiatric evaluations (adjusted odds ratio 4.16, P<0.01) and
greater engagement in follow-up sessions (adjusted odds ratio
7.54, P < 0.01) for CYP with behaviour, anxiety and mood disorders.
The other study found that young people with eating disorders who
received weekly individual therapy in a partial hospital programme
had significantly lower LOS (29.37 days, s.d. =18.85 days) com-
pared with the control group (32.96 days, s.d. = 14.59 days), along
with lower hospital readmission rates (P < 0.04).%*

Integrated services

Integrated services, comprising various components such as inte-
gration with primary care, linkage to specialty and community
mental health services, and paediatric behavioural interventions,
were explored in eight studies.'”*"***®*>*” These services had a
duration of <3 months and were accessed by CYP aged 0-17
years with conditions like adjustment disorder,” aggression and
anxie‘[y,47 autism spectrum disorder,”>*>*2 behaviour disorders,*®
depression and mood disorders,”®** eating disorders,*®** psychotic
disorders,*®* self-harm/suicidal ideation®****>*” and substance
misuse.”” Two Canadian studies provided moderate-level evidence
on out-patient aftercare services, showing mixed results in terms
of emergency department readmissions.*>** Another study high-
lighted the positive impact of a multidisciplinary mobile youth out-
reach service on consumer engagement and hostility risk in CYP
with psychotic disorders.*’

Parent—child dyadic therapy

Parent-child dyadic therapy was the focus of one study with a mod-
erate level of bias and low-quality evidence.”* The study evaluated
an infant preschool family mental health initiative for young chil-
dren (mean age 3 years, range 0-5 years) with anxiety, behavioural
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disorders, adjustment disorder and affective or reactive disorders.
The intervention employed relationship-based dyadic techniques
with parents and their children, resulting in high parental satisfac-
tion and significant improvements in the Mental Health Screening
Tool and Moderate Risk Assessment scores, as well as higher scores
on the Parent-Infant Relationship Global Assessment Scale and
Global Assessment of Functioning Scale at post-test.””

Pharmacotherapy

Five studies (16%) evaluated pharmacotherapy efficacy for CYP
aged 4-16 years.'>*>?*>?>*> Medication, combined with other ther-
apies, showed significant improvements in mental health symp-
toms, particularly for externalising symptoms (Cohen’s d=0.99)
and total problems (Cohen’s d = 0.86).%% Older adolescents received
pharmacotherapy for a range of mental health conditions, such as
attention-deficient hyperactivity disorder, autism and depres-
sion.'®?>*° However, some studies lacked specific medication
details (type and dose) and effects.'®** An early psychosis interven-
tion service employing medication management and multimodal
therapies, including psychiatric evaluations, psychoeducation (i.e.
healthy lifestyle choices, symptom awareness, medication manage-
ment), individual and family therapy sessions showed improved
CGAS scores.” Additional details associated with the outcomes
for each study can be found in Table 1, where a summary of the
results from each research study are provided.

Safety and risk assessment planning

Three studies (10%) examined safety and risk assessment planning
services, all with a moderate risk of bias. Safety and risk assessments
for younger children (age 2-5 years) primarily focused on those
with behavioural disorders,”> whereas for adolescents (age 12-17
years), the services targeted individuals with self-harm/suicidal
ideation** and behavioural disorders.” In a study with moderate
evidence, safety planning was integrated into a care service for
young people with self-harm/suicidal ideation,"” and outcomes
were compared with a control group. Among the participants,
26% received behavioural safety planning as part of the interven-
tion, and the results showed no significant difference in 30- or 90-
day emergency department return rates compared with the
control group.'’

Discussion

The aim of this study was to investigate whether brief interventions,
incorporating established screening procedures and delivered in
out-patient settings (excluding emergency departments), effectively
decreased the reliance on emergency department assessments, re-
evaluations or in-patient admissions among CYP experiencing
mental health crises. This systematic review included studies explor-
ing a wide range of brief interventions in different settings for CYP
presenting with a mental health crisis. To translate these findings
into practical strategies, several key considerations need to be
considered.

In the context of the emergency department, the use of measure-
ment-based care (MBC) for screening purposes can help identify
CYP who require brief interventions and improve their treatment
outcomes.”>>* MBC can be used by trained health professionals
to track treatment progress and outcomes, and has been shown to
improve treatment outcomes for CYP with mental health condi-
tions. A study by Parikh et al>® found that the use of standardised
screening tools in the emergency department improved the identi-
fication of mental health disorders and increased the provision of
appropriate referrals and interventions. Another study by Chun

et al>® found that the use of screening tools in the emergency depart-

ment improved the identification of mental health conditions
among CYP. Further, Bickman et al’” found that the use of MBC
led to significant improvements in mental health outcomes for
youths in community mental health clinics, including a reduction
in symptoms and improvement in overall functioning.

Integrated services are core strategies to be employed in brief
interventions in mental health programmes. Drake et al’® found
that the use of a care coordination model was a key component of
successful implementation of evidence-based practices in routine
mental health service settings. The authors emphasised the import-
ance of considering regional disparities between urban and rural
healthcare systems in the implementation of programmes. A
study by Probst et al*® found that rural areas face unique challenges
in implementing integrated service programmes, because of limited
resources and access to care. Hoffman et al*®® examined the associ-
ation between follow-up care visits and return mental health acute
care encounters among CYP who had received mental health emer-
gency care, and showed that CYP who received follow-up care visits
within 7 and 30 days after an initial mental health emergency visit
were less likely to have return mental health acute care encounters.
These findings suggest that follow-up care is crucial in reducing the
risk of subsequent acute care encounters among CYP with mental
health conditions. Further, Lyon and Bruns®' also found that
factors such as a reduction in symptom severity and family engage-
ment were associated with the likelihood of follow-up care after
brief interventions for CYP with behavioural health needs.

Crisis interventions also play key role in emergency department
LOS. For example, the ‘Child Guidance’ intervention contributed to
significant reductions in emergency department LOS. The Child
Guidance intervention is a collaborative model that involves a
full-time psychiatric social worker and a full-time child psych-
iatrist.>* It is specifically designed to provide efficient mental health-
care to children with volatile mood disorders in the emergency
department. This innovative approach ensures that CYP with
acute mental health needs receive timely and specialised care, result-
ing in notable reductions in emergency department LOS. The
success of the Child Guidance intervention highlights its potential
as an effective and efficient strategy for optimising the care and out-
comes of CYP in crisis situations.**

The implementation of brief interventions may require add-
itional funding and resources. Therefore, it is important to consider
the cost-effectiveness surrounding them when developing and
implementing these programmes. For example, a study by Grist
et al®” found that a brief intervention for CYP with anxiety disorders
was cost-effective compared with usual care.®>**

Screening CYP to determine the appropriate intervention can
be challenging. However, validated screening tools are available to
identify CYP who require brief interventions. For example, the
Pediatric Symptom Checklist is a widely used screening tool to iden-
tify CYP with mental health conditions in primary care settings,”*
whereas the ‘Home, Education, Activities/peers, Drugs/alcohol,
Suicidality, Emotions/behavior, Discharge resources’ tool has been
shown to be effective in identifying CYP who require emergency
department-based interventions.®> Moreover, the Suicide
Assessment Five-Step Evaluation and Triage is also a widely used
tool for assessing suicide risk in individuals, including CYP who
present with suicidal ideation.®® Additionally screening tools, such
as the CGAS” and the Screen for Child Anxiety Related
Emotional Disorders,”® may also be useful in identifying CYP
who require brief interventions.*>”°

Addressing the barriers to follow-up care is important for
improving treatment outcomes for CYP who receive brief interven-
tions. Recent studies have highlighted the importance of follow-up
care for CYP with mental health conditions. For example, a study by



Katon et al”' found that regular follow-up care was associated with
improved mental health outcomes for CYP with depression. A study
by Zima et al’* found that many CYP with mental health conditions
face barriers in accessing mental health services, such as a lack of
available services in their area or difficulty accessing care because
of transportation issues. In addition, stigma and shame surrounding
mental health issues can also be a barrier to care for some CYP.”?
Interventions that address these barriers, such as providing cultur-
ally sensitive care and enhancing communication between health-
care providers and families, have been shown to improve follow-
up rates among CYP with mental health conditions.”

Long-term data collection is also an important aspect in evalu-
ating the effectiveness of mental health for CYP, and recent studies
have emphasised the significance of conducting follow-up assess-
ments to assess treatment outcomes over extended periods. Weisz
et al””> observed that CBT demonstrated sustained benefits for
anxiety and depression in CYP, evident even at a 5-year follow-up
assessment. Moreover, a meta-analysis conducted by Bickman
et al’” indicated that mental health treatments for CYP generally
maintained their effects over time, with potential implications
that longer treatment durations could yield more lasting results.
Although our systematic review did not explicitly incorporate
long-term data supporting the findings, we recognise the import-
ance of considering such data to enhance our understanding of
mental health treatment effectiveness. Future research efforts
should identify factors contributing to sustained treatment effects
and develop interventions promoting enduring mental health out-
comes for CYP.

Limitations

Given the escalating number of CYP who present to the emergency
department in crisis, it is plausible that brief interventions may
enhance mental health outcomes for this population.
Consequently, it is imperative to systematically assess the outcomes
of brief interventions against a comparison group (including pre-
intervention controls), utilising consistent measurement tools to
investigate their effectiveness in lowering emergency department
presentations, in-patient admissions, LOS, as well as the psycho-
logical impact on CYP and their families. Further research is
needed to identify impediments to the effective implementation of
these interventions, as well as high-quality studies that can
compare different interventions in terms of consumer outcomes
and perspectives, with appropriate control groups. Moreover, it is
crucial to assess the impact of offering brief interventions on
other parts of the mental health treatment services sector, such as
private services, primary healthcare and community-based public
mental health services.

In conclusion, this systematic review examined the impact of
brief interventions, incorporating established screening procedures
and delivered in out-patient settings, on the utilisation of emergency
department assessments, re-evaluations and in-patient admissions
among CYP experiencing mental health crises. Findings provide
useful insights to guide and support the development of new and
existing brief interventions for consumers with mental health con-
cerns and their families/caregivers. The findings indicate that brief
interventions can be successfully delivered in various out-patient
settings, such as linking clients to community or out-patient services
or in-home care, leading to a reduction in hospital readmission rates
and LOS in hospital. This review provided moderate evidence to
indicate that incorporating family-based therapies into hospital pro-
grammes improves mental health outcomes for CYP in the short
term, whereas other lower-quality evidence supports multimodal
treatments, including parent-child dyadic therapy and CBT.

Brief interventions for mental health in young people

However, the feasibility and acceptability of lower-quality evi-
denced brief interventions for CYP and their families/caregivers
requires further research, with a pre-intervention comparison
group, in assessing their effectiveness in reducing symptoms and
improving mental health function and quality of life across a wide
spectrum of mental health symptoms, severity and age groups. As
a rationale for improving mental health outcomes for CYP, brief
interventions should consider patient safety, care integration and
quality of care, as well as rigorous and consistent evaluation of
new brief interventions and therapies. Finally, given that these inter-
ventions were typically delivered over a short period (often 8 weeks),
long-term follow-up is necessary to determine their sustained effect-
iveness and success.
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