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ABSTRACT 
 
 

Access to Pediatric Inpatient Psychiatric Care: A Scoping 
Review of Capacity, Utilization, and System-Level Drivers 
Ashley Parks¹*, Keysha Workman², Matthew Lazari3, Julie Sakowski² 

Background: Access to inpatient psychiatric care for children and adolescents has become an increasingly urgent 
health services concern in the United States. Rising rates of pediatric mental health crises, suicidality, and emergency 
department utilization have intensified pressure on pediatric behavioral health systems, contributing to prolonged 
psychiatric boarding, delayed transfers, and concerns regarding inpatient psychiatric capacity. This scoping review 
synthesized contemporary literature addressing pediatric inpatient psychiatric access from a systems-level 
perspective, including psychiatric boarding, inpatient capacity limitations, utilization pressures, workforce constraints, 
reimbursement environments, policy conditions, and related drivers of access to care. 
 

Methods: A scoping review was conducted in accordance with PRISMA-ScR and Joanna Briggs Institute guidance. 
Searches of PubMed and Scopus identified studies published between 2010 and 2025 addressing pediatric inpatient 
psychiatric access, psychiatric boarding, capacity, utilization, workforce limitations, reimbursement factors, policy 
conditions, and related systems-level issues. Following deduplication and screening in Covidence, 48 U.S.-based 
studies met inclusion criteria. Data were extracted using a standardized charting framework and synthesized using 
descriptive and thematic approaches. 
 

Results: Across eight thematic domains identified during synthesis, psychiatric boarding and emergency department 
strain emerged as the dominant themes in the literature. Studies consistently identified inadequate pediatric inpatient 
psychiatric capacity as a major contributor to prolonged emergency department stays, transfer delays, and medical 
unit boarding. The COVID-19 pandemic appeared to intensify existing pediatric psychiatric access challenges through 
increasing psychiatric utilization, acuity, and boarding duration. Multiple studies additionally identified disparities 
affecting publicly insured youth, transgender and gender-diverse adolescents, justice-involved youth, and children 
with developmental disabilities. Systems-level interventions, including psychiatric liaison services, crisis stabilization 
models, discharge coordination programs, and telepsychiatry, demonstrated potential to improve psychiatric 
throughput and reduce boarding pressures in selected settings. 
 

Conclusions: Pediatric psychiatric boarding and inpatient psychiatric access strain appear to reflect interconnected 
structural, operational, workforce, financial, and policy-related limitations within pediatric behavioral health systems. 
Existing literature suggests that emergency departments and medical units increasingly function as de facto psychiatric 
care environments because of insufficient psychiatric infrastructure. Addressing pediatric psychiatric access strain will 
likely require coordinated investment in psychiatric capacity, workforce development, behavioral health infrastructure, 
standardized reporting systems, and operational redesign strategies to improve timely and equitable access to care. 
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Introduction 
Access to inpatient psychiatric care for children and adolescents has become an increasingly urgent health 
services concern in the United States. Rising rates of pediatric mental health conditions, suicidality, behavioral 
health crises, and emergency department (ED) utilization have placed growing strain on systems of acute 
psychiatric care. Recent studies have documented substantial increases in pediatric mental health-related 
ED visits, psychiatric hospitalizations, and prolonged psychiatric boarding, particularly during and following 
the COVID-19 pandemic1–4. These trends have intensified concerns regarding the capacity of pediatric psychiatric 
systems to provide timely and appropriate access to inpatient care. Inpatient psychiatric hospitalization 
remains an essential component of the pediatric behavioral health continuum, particularly for children and 
adolescents experiencing severe psychiatric symptoms, suicidality, safety concerns, or crises requiring intensive 
stabilization5. However, access to this level of care is frequently constrained by limited inpatient psychiatric 
bed capacity, workforce shortages, reimbursement challenges, and uneven geographic distribution of services6–8. 
 

Pediatric inpatient psychiatric access is shaped by multiple interacting system-level factors. Although 
psychiatric bed availability represents one visible component of access, capacity alone does not fully explain 
whether children and adolescents receive timely and appropriate psychiatric care. Utilization patterns, 
including psychiatric admissions, emergency department boarding, wait times, transfer delays, and 
prolonged lengths of stay, reflect broader pressures affecting pediatric psychiatric systems9–11. Increasingly, 
EDs and inpatient medical units have functioned as de facto psychiatric holding environments for youth 
awaiting inpatient psychiatric placement because of insufficient psychiatric bed availability and fragmented 
behavioral health infrastructure12–14. In addition, workforce availability, payer mix, hospital financing, 
insurance instability, regional behavioral health infrastructure, and policy environments may substantially 
influence whether pediatric psychiatric services are available, accessible, and equitably distributed15–17. 
 

Existing literature has documented increasing pressure on pediatric psychiatric systems, including worsening 
shortages in inpatient psychiatric bed availability, prolonged ED boarding, delayed psychiatric transfers, and 
disparities in access to care among vulnerable populations8,11,18. Several studies have demonstrated that 
pediatric psychiatric boarding has increased substantially over the past decade, with some youth remaining 
in EDs or medical units for multiple days while awaiting psychiatric placement9,19,20. Other studies have 
identified disparities affecting publicly insured youth, transgender and gender-diverse adolescents, justice-
involved youth, and children with developmental disabilities11,21,22. At the same time, emerging evidence 
suggests that systems-level interventions, including psychiatric liaison services, crisis stabilization models, 
discharge coordination programs, telepsychiatry, and operational redesign initiatives, may improve 
psychiatric throughput and access in some settings23–27. 
 

Despite the growing body of literature addressing pediatric psychiatric access, the evidence base remains 
fragmented across multiple disciplines and study designs, including clinical psychiatry, emergency medicine, 
health services research, healthcare administration, behavioral health policy, and systems-level infrastructure 
analysis. Many studies focus on isolated components of the problem, such as psychiatric boarding, hospitalization 
trends, workforce limitations, psychiatric bed supply, or postdischarge transitions, without integrating these 
findings into a broader understanding of pediatric inpatient psychiatric access as a systems-level healthcare 
issue. Consequently, there remains limited synthesis of how structural, operational, financial, and policy-
related factors collectively shape pediatric psychiatric access across the continuum of acute care. 
 

A comprehensive synthesis of the literature is therefore needed to better understand the multiple factors 
influencing pediatric inpatient psychiatric access and to identify gaps in existing evidence. Scoping review 
methodology is particularly appropriate for this topic because the literature spans diverse methodological 
approaches, populations, healthcare settings, and policy contexts. In addition to identifying patterns in the 
existing evidence, a scoping review may help clarify conceptual relationships among inpatient psychiatric 
capacity, utilization pressures, workforce constraints, reimbursement environments, policy conditions, and 
healthcare access. 
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The purpose of this scoping review is to synthesize the literature addressing pediatric inpatient psychiatric 
access in the United States, with particular attention to inpatient psychiatric capacity, utilization patterns, 
psychiatric boarding, and systems-level drivers of care. Specifically, this review seeks to identify what is 
known about the availability of pediatric inpatient psychiatric services, utilization pressures affecting access, 
barriers to timely and equitable care, and structural factors, including workforce limitations, reimbursement 
environments, insurance-related barriers, and policy conditions, that influence pediatric psychiatric hospitalization 
systems. Given the multifactorial nature of pediatric psychiatric access, this review intentionally adopts a 
systems-level perspective that examines capacity, utilization, boarding, workforce, reimbursement, policy, 
and equity-related factors collectively rather than as isolated phenomena. 
 

Methods 
 

Study Design 
This study was conducted as a scoping review designed to systematically map and synthesize the literature 
addressing access to pediatric inpatient psychiatric care in the United States. A scoping review methodology 
was selected because the topic encompasses multiple overlapping domains, including inpatient psychiatric 
capacity, emergency department utilization, psychiatric boarding, workforce constraints, reimbursement structures, 
policy environments, and healthcare access disparities. The literature also spans multiple disciplines and 
methodological approaches, including clinical psychiatry, emergency medicine, health services research, 
healthcare administration, behavioral health policy, and systems-level infrastructure analysis. 
 

The review was conducted in accordance with the Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) and was informed by Joanna Briggs Institute 
(JBI) guidance for scoping review methodology28,29. The review protocol and eligibility criteria were 
established prior to full-text screening and data extraction. 
 

Review Questions 
This scoping review was guided by the following research questions: 
 

● What is known about the availability and capacity of pediatric inpatient psychiatric services in the United States? 
● What patterns of utilization, including psychiatric admissions, emergency department boarding, wait 
times, transfer delays, and length of stay, are reported in the literature? 
● What system-level factors, including workforce limitations, reimbursement structures, insurance-related 
barriers, and policy conditions, influence access to pediatric inpatient psychiatric care? 
● What barriers to timely and equitable access are identified for pediatric populations? 
● What gaps remain in the existing literature addressing pediatric inpatient psychiatric access? 
 

Eligibility Criteria 
Eligible studies focused on children and adolescents, generally defined as individuals 18 years of age or 
younger, receiving or seeking inpatient psychiatric or behavioral health services. Studies involving mixed adult 
and pediatric populations were included only when pediatric findings were reported separately or when the 
study directly addressed pediatric inpatient psychiatric access. The primary concept of interest was access 
to inpatient psychiatric care. Relevant topics included psychiatric hospitalization, inpatient psychiatric units, 
psychiatric hospitals, psychiatric bed availability, emergency department boarding associated with psychiatric 
placement, admission delays, transfer delays, psychiatric length of stay, readmissions, discharge transitions, and 
systems-level factors affecting access to inpatient psychiatric services. Studies examining workforce limitations, 
reimbursement environments, insurance-related barriers, healthcare policy, regional behavioral health 
infrastructure, and operational interventions were also eligible when directly related to inpatient psychiatric access. 
 

Eligible study types included quantitative, qualitative, and mixed-methods studies, as well as descriptive 
analyses, observational studies, health services research, quality improvement initiatives, and healthcare 
policy analyses. Editorials, commentaries, and opinion papers were generally excluded from the formal 
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evidence synthesis but were reviewed when relevant for contextual or policy framing. To improve healthcare 
systems comparability and maintain focus on the United States pediatric psychiatric infrastructure, studies 
conducted outside the United States were excluded during full-text review. Studies focused exclusively on 
outpatient mental health care, community-based behavioral health services without an inpatient psychiatric 
access component, adult-only populations, or clinical treatment efficacy without a systems-level or access-
related focus were also excluded. 
 

Search Strategy 
A structured search strategy was developed to identify literature addressing pediatric inpatient psychiatric 
access, capacity, utilization, and system-level drivers of care. The search strategy was organized around four 
conceptual domains: 
 

● inpatient psychiatric services; 
● pediatric populations; 
● mental or behavioral health; and 
● access, capacity, or utilization-related constraints. 
 

To improve comprehensiveness and align with recommended scoping review methodology, searches were 
conducted in both PubMed and Scopus. PubMed was selected to capture biomedical and clinical literature, 
while Scopus was included to identify additional interdisciplinary studies related to healthcare administration, 
health services research, behavioral health policy, and systems-level healthcare access. 
 

The PubMed search strategy included combinations of the following terms: 
 

("psychiatric inpatient" OR "psychiatric hospitalization" OR "inpatient psychiatric") 
AND (child OR adolescent OR pediatric) 
AND ("mental health" OR psychiatric) 
AND (access OR shortage OR capacity OR "wait time" OR boarding) 
 

The Scopus search strategy used equivalent concepts adapted to Scopus indexing syntax: 
 

TITLE-ABS-KEY(("psychiatric inpatient" OR "psychiatric hospitalization" OR "inpatient psychiatric") AND (child 
OR adolescent OR pediatric) AND ("mental health" OR psychiatric) AND (access OR shortage OR capacity 
OR "wait time" OR boarding)) AND PUBYEAR > 2009 AND PUBYEAR < 2026 AND LANGUAGE(english) 
 

Searches were limited to English-language publications published between 2010 and 2025. The PubMed 
search yielded 170 records, while the Scopus search yielded 130 records prior to deduplication. All records 
were imported into Covidence systematic review software for deduplication and screening. 
 

Study Selection 
Following database searches, all identified records were imported into Covidence for screening and 
duplicate removal. A total of 77 duplicate records were removed, including 76 duplicates automatically 
identified by Covidence and one manually identified duplicate. Following deduplication, 223 studies 
underwent title and abstract screening. Screening occurred in two sequential phases: title and abstract 
screening followed by full-text review. Two reviewers independently screened studies against the 
predefined eligibility criteria. Disagreements were resolved through discussion and consensus. 
 

Ninety-one studies underwent full-text review, of which 43 were excluded. Common reasons for exclusion 
included non-U.S. healthcare settings, adult-only populations, studies lacking an inpatient psychiatric access 
component, editorials or opinion papers, and studies focused on unrelated outcomes. Ultimately, 48 studies 
met inclusion criteria and were included in the final synthesis. The study selection process was summarized 
using a PRISMA flow diagram. 
 

Data Extraction 
Data were extracted using a standardized charting framework developed within Covidence. Extracted study 
characteristics included author, publication year, study design, study population, age group, geographic 
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setting, and healthcare setting. Additional extracted variables included measures related to inpatient 
psychiatric capacity, utilization, and access. Capacity-related variables included psychiatric bed availability, 
occupancy measures, transfer burden, and facility characteristics. Utilization variables included psychiatric 
admissions, emergency department boarding, wait times, transfer delays, inpatient psychiatric length of 
stay, and readmissions. System-level variables included workforce constraints, reimbursement and payment 
factors, insurance-related barriers, policy environments, discharge coordination processes, and healthcare 
infrastructure characteristics.  
 

Studies were additionally categorized according to primary thematic domains identified during synthesis. 
Major thematic domains included: 
 

● psychiatric boarding and emergency department strain; 
● inpatient psychiatric capacity and infrastructure; 
● COVID-19-related utilization pressures; 
● equity and disparities in psychiatric access; 
● transitions of care and readmissions; and 
● operational and systems-level interventions. 
 

Key study findings, methodological limitations, and implications for pediatric psychiatric access were also extracted. 
 

Data Synthesis 
Data synthesis was conducted using descriptive and thematic approaches. Included studies were first 
summarized according to publication year, study design, healthcare setting, population, and primary access 
domain. Findings were then organized into major thematic categories addressing pediatric psychiatric 
boarding, inpatient psychiatric capacity constraints, workforce limitations, reimbursement and policy factors, 
transitions of care, disparities in access, and operational interventions designed to improve psychiatric 
access and throughput. To improve consistency and interpretive rigor during thematic synthesis, thematic 
assignments and systems-level domains were additionally reviewed collaboratively by the study team using 
structured consensus discussions and rapid polling procedures. This process was used to validate thematic 
groupings, refine systems-level categories, and resolve ambiguities in study classification. 
 

Narrative synthesis was used to summarize patterns across studies, identify recurring systems-level themes, 
and highlight areas of convergence and divergence within the literature. Particular attention was given to 
conceptual relationships among inpatient psychiatric capacity, utilization pressures, psychiatric boarding, 
workforce constraints, reimbursement environments, and healthcare access disparities. Summary tables and 
thematic figures were developed to characterize the breadth of evidence and support interpretation of 
major findings related to pediatric inpatient psychiatric access. Consistent with scoping review 
methodology, formal risk-of-bias assessment was not performed. However, study designs, methodological 
limitations, and evidence gaps were documented descriptively to contextualize the strength and scope of 
the existing literature. 
 

Reporting 
Results were reported in accordance with PRISMA-ScR guidelines (Tricco et al., 2018). A PRISMA flow diagram 
summarizes study identification, screening, eligibility assessment, and inclusion. The final review includes 
descriptive summary tables and thematic synthesis of findings related to pediatric inpatient psychiatric 
capacity, utilization pressures, psychiatric boarding, access barriers, disparities, and systems-level drivers of care. 
 

Results 
The 48 included studies reflected a broad and multidisciplinary literature addressing pediatric psychiatric 
access. Consistent with the systems-level focus of this review, findings were synthesized into eight thematic 
domains representing key components of pediatric psychiatric access systems: psychiatric boarding and 
emergency department strain; transitions of care and readmissions; operational interventions; general 
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pediatric psychiatric access; policy and reimbursement factors; inpatient psychiatric capacity and 
infrastructure; alternative models of care; and COVID-19-related demand surges. 
 

Literature Search and Screening Results 
The literature search identified a total of 300 records across the two databases searched, including 170 
records from PubMed and 130 records from Scopus. Following importation into Covidence systematic 
review software, 77 duplicate records were removed, including 76 duplicates identified automatically and 
one duplicate identified manually. A total of 223 studies underwent title and abstract screening. Following 
title and abstract review, 91 studies were retained for full-text assessment. During full-text review, 43 studies 
were excluded for reasons including non-U.S. healthcare settings, adult-only populations, studies lacking a 
direct inpatient psychiatric access component, editorials or opinion papers, and studies focused on 
unrelated outcomes. Ultimately, 48 studies met inclusion criteria and were included in the final synthesis1,2,5–

27,30–52. The study selection process is summarized in Figure 1 below. 
 

 
 

Figure 1. PRISMA Flow Diagram for Study Selection 
 
Characteristics of Included Studies 
The 48 included studies were published between 2010 and 2025, with most studies published after 2020, 
reflecting increasing scholarly attention to pediatric psychiatric access, psychiatric boarding, and systems-
level behavioral health strain during and following the COVID-19 pandemic. Publication trends across the 
included studies are shown in Figure 2. 
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Figure 2. Publication Trends Among Included Studies (2011–2025) 
 
Included studies represented a broad range of methodological approaches. Quantitative observational 
studies represented the largest category of included literature, followed by mixed-methods studies, quality 
improvement initiatives, healthcare policy analyses, reviews, and qualitative investigations. Most studies 
were conducted in pediatric emergency department or hospital-based settings, although several studies 
evaluated statewide or national systems-level trends in psychiatric utilization, psychiatric bed availability, 
and healthcare infrastructure. 
 

Psychiatric boarding and emergency department strain represented the most frequently examined thematic 
domain across the included literature, accounting for more than half of all included studies. Additional 
studies examined inpatient psychiatric capacity limitations, systems-level infrastructure challenges, 
transitions of care, psychiatric readmissions, healthcare disparities, and operational interventions intended 
to improve psychiatric access and throughput. The distribution of included studies according to primary 
thematic domain is illustrated in Figure 3. 
 

 
 

Figure 3. Distribution of Included Studies by Primary Thematic Domain 
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Several studies specifically examined vulnerable pediatric populations disproportionately affected by 
psychiatric access limitations, including publicly insured youth, transgender and gender-diverse adolescents, 
justice-involved youth, and children with developmental or behavioral disabilities. Across the included 
literature, psychiatric boarding, prolonged wait times, transfer delays, and limited inpatient psychiatric bed 
availability emerged as recurring systems-level challenges affecting timely access to pediatric psychiatric 
care. Representative characteristics and systems-level focus areas of included studies are summarized in 
Table 1. Complete study characteristics for all included studies are provided in Supplementary Table S1. 
 

Table 1. Representative Studies and Systems-Level Themes Addressing Pediatric Inpatient Psychiatric Access 
in the United States 
 

Study Primary Theme Systems-Level Focus Key Contribution 

Wharff 2011 
Psychiatric boarding and 
ED strain 

Psychiatric bed shortages; 
boarding risk factors 

Foundational pediatric psychiatric boarding 
study identifying predictors of prolonged 
boarding and systems-level psychiatric 
capacity limitations. 

Cushing 2024 Capacity and infrastructure 
National pediatric psychiatric 
bed availability 

Documented limited pediatric inpatient 
psychiatric capacity across the United 
States. 

Overhage 2024 Equity and disparities 
Boarding disparities among 
transgender youth 

Identified prolonged psychiatric boarding 
disparities among transgender and 
gender-diverse youth. 

Sowa 2023 
COVID-19 and escalating 
demand 

Medical unit boarding; increased 
psychiatric utilization 

Demonstrated increased psychiatric 
demand and increased placement of 
psychiatric patients on medical units 
during COVID-19. 

Slade 2014 
Transitions and continuity 
of care 

Medicaid instability; outpatient 
follow-up 

Demonstrated associations between 
Medicaid lapses and reduced outpatient 
psychiatric engagement after 
hospitalization. 

Sheridan 2016 Operational interventions Psychiatric liaison services 
Demonstrated reduced ED length of 
stay following implementation of a 
pediatric psychiatric liaison team. 

Rylander 2021 Operational interventions 
Workflow redesign; psychiatric 
throughput 

Reported improved patient flow and 
reduced inpatient psychiatric LOS 
through systems redesign initiatives. 

Worsley 2019 Patient experience 
Communication; therapeutic 
environment 

Described adolescent experiences during 
psychiatric boarding and identified patient-
centered improvement opportunities. 

 

Note. Representative studies were selected to illustrate major thematic domains identified during synthesis. Complete characteristics 
of all included studies are provided in Supplementary Table S1. 
 

Psychiatric Boarding and Emergency Department Strain 
Psychiatric boarding and emergency department strain emerged as the dominant theme across the included 
literature. Multiple studies documented increasing numbers of pediatric psychiatric presentations to 
emergency departments, prolonged wait times for psychiatric placement, and growing reliance on 
emergency departments and inpatient medical units as temporary holding environments for youth awaiting 
psychiatric hospitalization2,9,10,12,13,20. Several studies identified prolonged boarding as a direct consequence 
of insufficient pediatric inpatient psychiatric bed availability. Wharff et al. reported that more than one-third 
of pediatric emergency department encounters requiring psychiatric hospitalization resulted in boarding, 
with median boarding durations exceeding 21 hours9. Similarly, Hoffmann et al. demonstrated that 
psychiatric boarding and emergency department length of stay were associated with inpatient psychiatric 
bed shortages, suicidality, and increasing psychiatric acuity among pediatric patients10. Statewide analyses 
further demonstrated substantial increases in psychiatric boarding over time, particularly during periods of 
increased psychiatric demand1,8,19,20,47. 
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Multiple investigations described the operational consequences of psychiatric boarding on healthcare 
systems. Studies reported that emergency departments and medical units increasingly functioned as de 
facto psychiatric treatment settings despite lacking appropriate psychiatric staffing, therapeutic 
programming, or behavioral health infrastructure. Wolff et al. and Worsley et al. described provider and 
patient experiences during psychiatric boarding, highlighting concerns related to inadequate therapeutic 
environments, fragmented communication, staff distress, patient boredom, and uncertainty regarding 
treatment plans13,14. Several studies additionally identified prolonged psychiatric boarding among 
particularly vulnerable populations. Overhage et al. demonstrated disparities in psychiatric boarding among 
transgender and gender-diverse youth, while Wood et al. documented substantial operational and financial 
burdens associated with psychiatric boarding among justice-involved adolescents11,22. Collectively, the 
literature suggests that psychiatric boarding reflects not only emergency department operational strain, but 
also broader structural limitations within pediatric psychiatric systems, including inadequate inpatient 
psychiatric capacity, workforce shortages, and fragmented behavioral health infrastructure. 
 

Inpatient Psychiatric Capacity and Systems Infrastructure 
Inpatient psychiatric capacity limitations emerged as a major systems-level driver of pediatric psychiatric 
access challenges. Multiple studies identified inadequate pediatric psychiatric bed availability as a central 
contributor to psychiatric boarding, prolonged emergency department stays, delayed psychiatric transfers, 
and restricted access to inpatient psychiatric stabilization services6–9,18. Several statewide and national 
analyses documented persistent shortages in pediatric inpatient psychiatric infrastructure. Cushing et al. 
reported limited pediatric inpatient psychiatric capacity across the United States between 2017 and 2020, 
while Ghose et al. identified concerning national trends in youth inpatient and residential psychiatric bed 
availability between 2010 and 20226,7. Cosgrove et al. similarly demonstrated substantial state-level variation 
in youth inpatient psychiatric services, suggesting marked geographic disparities in psychiatric access37. 
Regional transfer burden also emerged as a recurring systems-level issue. O’Neil et al. reported substantial 
travel distances and transfer delays associated with psychiatric bed shortages, while Stone et al. 
documented prolonged delays in psychiatric evaluation and inpatient placement among pediatric 
psychiatric patients in California emergency departments8,18. These studies collectively highlighted the 
fragmented nature of pediatric psychiatric infrastructure and the difficulty many healthcare systems 
experience in securing timely psychiatric placement for youth in crisis. Several studies additionally described 
the consequences of inadequate psychiatric infrastructure on nonpsychiatric hospital services. Sowa and 
Zeng reported increasing placement of psychiatric patients on medical units because of insufficient 
psychiatric bed availability during the COVID-19 pandemic, while Penwill et al. and Wolff et al. described 
workforce strain and moral distress among providers caring for psychiatric boarding patients in settings not 
designed for prolonged psychiatric treatment2,13,17. Across studies, inpatient psychiatric capacity limitations 
were consistently linked to broader structural issues, including psychiatric workforce shortages, regional 
maldistribution of services, limited pediatric psychiatric specialization, reimbursement challenges, and 
underinvestment in pediatric behavioral health infrastructure. 
 

COVID-19 and Escalating Psychiatric Demand 
A substantial portion of the included literature focused on the effects of the COVID-19 pandemic on 
pediatric psychiatric utilization and access. Multiple studies reported marked increases in pediatric mental 
health-related emergency department visits, psychiatric admissions, psychiatric acuity, and boarding 
duration during and following the pandemic. Overhage et al., Sowa and Zeng, Bowden et al., and Park et 
al. documented substantial increases in pediatric behavioral health service demand during the pandemic 
period, particularly among adolescents and female youth populations1–4,20,47. Several studies additionally 
identified increasing rates of suicidality, self-harm, and psychiatric crisis presentations during this period. 
 

The pandemic also appeared to exacerbate existing infrastructure limitations within pediatric psychiatric 
systems. Studies consistently reported prolonged psychiatric boarding durations, reduced psychiatric bed 
availability, staffing shortages, and increasing utilization of medical units for psychiatric patients because of 
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insufficient inpatient psychiatric capacity. Herrera et al. demonstrated worsening psychiatric boarding 
patterns among publicly insured youth during the pandemic, while Dalton et al. reported increasing 
hospitalization of psychiatric boarding patients on medical units within children’s hospitals20,47. Collectively, 
the literature suggests that the COVID-19 pandemic intensified preexisting pediatric psychiatric access 
challenges and further exposed structural weaknesses within inpatient psychiatric systems. 
 

Equity and Vulnerable Populations 
Disparities in pediatric psychiatric access emerged as a major cross-cutting theme across the included 
literature. Multiple studies identified inequities affecting publicly insured youth, transgender and gender-
diverse adolescents, justice-involved youth, and children with developmental or behavioral 
disabilities9,11,16,21,22. Overhage et al. demonstrated that transgender and gender-diverse youth experienced 
significantly longer psychiatric boarding durations and lower inpatient psychiatric admission rates compared 
with cisgender youth11. Publicly insured youth were also disproportionately represented among prolonged 
psychiatric boarding episodes11,15,16,47. Butler et al. similarly described psychiatric boarding challenges 
specifically affecting transgender and gender-diverse adolescents awaiting psychiatric placement21. 
 

Several studies additionally identified disparities associated with insurance instability and continuity of care. 
Slade et al. and Davis et al. demonstrated that Medicaid enrollment lapses among young adults discharged 
from inpatient psychiatric care were associated with reduced outpatient psychiatric engagement and 
increased vulnerability during transitions of care15,16. Wood et al. documented extensive psychiatric boarding 
and systems-level burden among justice-involved youth requiring psychiatric evaluation and hospitalization, 
while Wharff et al. identified increased boarding risk among youth with autism spectrum disorder and 
developmental disabilities9,13. The literature suggests that pediatric psychiatric access limitations disproportionately 
affect already vulnerable populations, potentially exacerbating existing behavioral health inequities. 
 

Transitions of Care and Readmissions 
Several studies focused on transitions of care, psychiatric readmissions, and continuity of outpatient 
behavioral health services following psychiatric hospitalization. These studies consistently highlighted 
discharge vulnerability and fragmented outpatient follow-up systems as important contributors to ongoing 
psychiatric utilization and rehospitalization15,16,27,35,44,49. Trask et al. demonstrated that greater engagement 
in outpatient aftercare services following psychiatric hospitalization was associated with reduced risk of 
psychiatric rehospitalization among youth populations 44. Gay et al. similarly identified substantial variability 
in outpatient mental health follow-up after pediatric psychiatric hospitalization49. Other studies examined 
systems-level interventions designed to improve continuity of care following discharge. Soutullo et al. 
described the implementation of a Transitional Care Coordination Program intended to improve outpatient 
psychiatric linkage and family support following psychiatric hospitalization, while Blizzard et al. examined 
caregiver experiences during postinpatient transitions27,35. Across studies, fragmented discharge planning, 
inadequate outpatient psychiatric resources, insurance instability, and limited continuity of care were 
repeatedly identified as contributors to readmissions and ongoing psychiatric system strain. 
 

Systems-Level Interventions and Operational Solutions 
Multiple studies evaluated operational and systems-level interventions intended to improve pediatric 
psychiatric access, reduce psychiatric boarding, and improve inpatient psychiatric throughput23–27,43,48 . 
Several investigations demonstrated benefits associated with psychiatric liaison and crisis stabilization 
models. Sheridan et al. reported reduced emergency department length of stay and decreased psychiatric 
admissions following implementation of a dedicated pediatric psychiatric liaison team, while Otterson et al. 
described shorter lengths of stay associated with youth crisis stabilization programs compared with traditional 
inpatient psychiatric hospitalization23,24. Other studies examined operational redesign initiatives intended to 
improve psychiatric throughput and reduce inpatient psychiatric strain. Rylander et al. and Schmutte et al. 
reported improvements in psychiatric length of stay and patient flow following workflow redesign and pay-
for-performance initiatives25,26. Afzal et al. and Ibeziako et al. additionally described quality improvement 
interventions designed to reduce pediatric psychiatric boarding and improve acute psychiatric access43,48. 
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Alternative models of care also emerged within the literature. Butterfield described telepsychiatry as a 
potential strategy for improving psychiatric evaluation capacity and reducing unnecessary psychiatric 
admissions, while several studies highlighted the potential role of discharge coordination, care navigation, 
and outpatient stabilization programs in reducing inpatient psychiatric demand24,25,27,33,44. The literature 
suggests that although substantial structural limitations remain within pediatric psychiatric systems, 
operational redesign, psychiatric workforce integration, crisis stabilization programs, and transition-focused 
interventions may improve psychiatric access and reduce boarding pressures in some healthcare settings. 
 
Collectively, the included literature suggests that pediatric psychiatric boarding and inpatient psychiatric 
access limitations reflect interconnected structural, operational, workforce, financial, and policy-related 
pressures affecting pediatric behavioral health systems. Figure 4 presents a conceptual framework 
synthesizing the major systems-level drivers, downstream consequences, and intervention targets identified 
across the included studies. 
 

 
 

Figure 4. Systems-Level Drivers and Consequences of Pediatric Inpatient Psychiatric Access Strain 
 

Discussion 
This scoping review synthesized contemporary literature addressing pediatric inpatient psychiatric access in 
the United States, with particular attention to psychiatric boarding, inpatient psychiatric capacity, utilization 
pressures, transitions of care, disparities, and systems-level drivers influencing access to psychiatric 
hospitalization. The breadth of included themes reflects the inherently interconnected nature of pediatric 
psychiatric access, where capacity, utilization, workforce, financing, policy, and care transitions function as 
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interacting components of a single behavioral health system. Across the included literature, pediatric 
psychiatric boarding emerged as the dominant and recurring systems-level issue, reflecting broader 
structural limitations within pediatric behavioral health infrastructure rather than isolated emergency 
department operational problems. Collectively, the findings suggest that pediatric psychiatric access strain 
represents the downstream manifestation of interacting pressures involving rising psychiatric demand, 
limited inpatient psychiatric capacity, workforce shortages, fragmented behavioral health systems, 
reimbursement barriers, and inadequate continuity of care. Consistent with the broad systems-oriented 
scope of this review, findings were examined across multiple levels of the pediatric behavioral health system, 
including infrastructure, utilization, workforce, financing, policy, and care transitions. 
 

A major finding across the review was the consistent identification of inadequate pediatric inpatient 
psychiatric capacity as a central contributor to psychiatric boarding, prolonged emergency department 
stays, delayed transfers, and restricted access to timely psychiatric stabilization. Multiple studies 
documented shortages in pediatric psychiatric bed availability at regional, statewide, and national levels6–8. 
These infrastructure limitations frequently resulted in prolonged boarding of youth in emergency 
departments and inpatient medical units while awaiting psychiatric placement9,10,20. Several studies 
additionally highlighted the fragmented and geographically uneven nature of pediatric psychiatric systems, 
with substantial transfer burdens and regional disparities in psychiatric service availability18,37. Collectively, 
these findings suggest that psychiatric boarding should be understood not simply as an emergency 
department throughput problem, but as a visible systems-level consequence of inadequate pediatric 
psychiatric infrastructure. 
 

An additional finding emerging from this review was the relative lack of literature directly examining the 
clinical implications of pediatric psychiatric patients receiving prolonged care in nonpsychiatric settings. 
Although psychiatric boarding has been widely described operationally, comparatively fewer studies 
evaluated the consequences of children and adolescents receiving psychiatric crisis care primarily from 
emergency physicians, hospitalists, and medical unit staff rather than psychiatric teams. Multiple studies 
described emergency departments and inpatient medical units functioning as de facto psychiatric treatment 
environments despite lacking dedicated psychiatric staffing, therapeutic programming, or behavioral health 
infrastructure12–14,17. However, substantial gaps remain regarding how these care substitutions affect 
treatment quality, patient outcomes, therapeutic engagement, safety, and long-term continuity of 
psychiatric care. The findings of this review suggest that pediatric psychiatric boarding may represent not 
only an access problem, but also a broader reconfiguration of where and by whom acute pediatric psychiatric 
care is delivered within strained healthcare systems.  
 

The COVID-19 pandemic appeared to substantially intensify existing pediatric psychiatric access challenges. 
Included studies consistently documented increases in pediatric behavioral health emergency department 
utilization, psychiatric acuity, suicidality, and psychiatric boarding during and following the pandemic 
period1–4. Several investigations demonstrated that already strained pediatric psychiatric systems struggled 
to accommodate rising psychiatric demand while simultaneously managing staffing shortages and reduced 
psychiatric bed availability20,47. In many healthcare systems, psychiatric patients were increasingly admitted 
to medical units because psychiatric placement capacity was unavailable2. These findings suggest that the 
pandemic did not create the pediatric psychiatric access crisis, but rather exposed and accelerated 
longstanding structural vulnerabilities within pediatric behavioral health systems. 
 

Disparities and inequities in psychiatric access also emerged as important cross-cutting themes throughout 
the literature. Multiple studies demonstrated disproportionate psychiatric boarding burden and reduced 
access among vulnerable pediatric populations, including transgender and gender-diverse youth, publicly 
insured youth, justice-involved adolescents, and children with developmental disabilities9,11,21,22. Other 
studies identified insurance instability and Medicaid enrollment disruptions as contributors to fragmented 
outpatient psychiatric follow-up and increased vulnerability during transitions of care15,16. These findings 
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suggest that pediatric psychiatric access limitations may compound existing behavioral health inequities, 
particularly among populations already facing structural barriers to healthcare access. 
 

Despite substantial infrastructure limitations, several studies identified promising operational and systems-
level interventions intended to improve psychiatric access, reduce boarding, and optimize inpatient 
psychiatric throughput. Psychiatric liaison services, crisis stabilization programs, discharge coordination 
initiatives, workflow redesign strategies, and telepsychiatry models were all associated with improvements 
in emergency department length of stay, inpatient throughput, or continuity of care in selected settings 23–

27,33. Importantly, many of these interventions focused not only on increasing capacity, but also on improving 
coordination, transitions, operational efficiency, and integration across systems of care. These findings 
suggest that although expanding inpatient psychiatric capacity remains critically important, systems 
redesign and care coordination interventions may also reduce access strain and improve patient flow within 
existing infrastructure. 
 

The conceptual framework presented in Figure 4 synthesizes the major systems-level drivers, operational 
effects, and downstream consequences identified across the included studies.  The literature consistently 
suggests that rising psychiatric demand, workforce shortages, financial and policy barriers, and limited 
inpatient psychiatric infrastructure interact to produce psychiatric boarding, prolonged lengths of stay, 
delayed transfers, and fragmented care transitions. These operational pressures subsequently generate 
patient-level, provider-level, and health system consequences, including delayed psychiatric treatment, 
nontherapeutic care environments, emergency department congestion, provider burnout, and widening 
inequities in psychiatric access. 
 

This review has several important implications for healthcare systems and policy. The findings suggest that 
pediatric psychiatric boarding should be recognized as a systems-level behavioral health infrastructure issue 
rather than solely an emergency department operations problem. Addressing pediatric psychiatric access 
strain will likely require sustained investment in pediatric psychiatric capacity, workforce development, 
behavioral health integration, and continuity-of-care infrastructure. Furthermore, reimbursement and policy 
structures may substantially influence psychiatric access and throughput, particularly among publicly insured 
youth and vulnerable populations. Any future interventions should prioritize both capacity expansion and 
operational redesign strategies that improve care coordination, discharge planning, and transitions across 
the continuum of pediatric behavioral health services. 
 

The findings of this review additionally highlight the need for improved national infrastructure monitoring 
and accountability related to pediatric inpatient psychiatric access. Unlike many other areas of acute 
healthcare delivery, pediatric psychiatric capacity, boarding duration, transfer delays, and regional access 
disparities are inconsistently measured and poorly standardized across healthcare systems. Development of 
standardized pediatric psychiatric access reporting frameworks, including routine monitoring of psychiatric 
boarding, inpatient psychiatric bed availability, transfer burden, and access inequities, may improve systems-
level planning and resource allocation. Renewed federal and state investment in pediatric psychiatric 
infrastructure, workforce development, and integrated behavioral health systems will likely be necessary to 
address persistent access strain and reduce prolonged psychiatric boarding among youth populations. 
 

Several limitations should be considered when interpreting the findings of this review. First, the review was 
limited to U.S.-based studies to improve healthcare systems comparability, potentially limiting applicability 
to international psychiatric systems. Second, the included literature was methodologically heterogeneous 
and consisted predominantly of observational studies, descriptive analyses, and quality improvement 
initiatives. Because this review adopted a systems-level perspective, it necessarily encompassed multiple 
overlapping domains of pediatric psychiatric access rather than focusing exclusively on a single operational 
outcome such as psychiatric boarding or inpatient capacity.  Consistent with scoping review methodology, 
formal risk-of-bias assessment was not conducted. However, study designs, methodological characteristics, 
thematic relevance, and reported study limitations were documented descriptively during data extraction 
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and synthesis to contextualize the strength and scope of the existing evidence base. Structured extraction 
and quality characterization forms were used within Covidence to document study methodology, thematic 
relevance, and reported limitations across included studies. Additionally, publication bias may have 
influenced the available literature, particularly regarding operational interventions and quality improvement 
outcomes. Finally, although the review focused specifically on inpatient psychiatric access, many included 
studies examined overlapping emergency department, medical inpatient, outpatient, and systems-level 
behavioral health domains because of the interconnected nature of pediatric psychiatric care systems. 
 

The findings of this review suggest that pediatric inpatient psychiatric access strain reflects interconnected 
structural, operational, workforce, financial, and policy-related limitations within pediatric behavioral health 
systems. Psychiatric boarding, prolonged emergency department stays, and delayed psychiatric placement 
appear to represent downstream manifestations of broader infrastructure inadequacies rather than isolated 
operational failures. Although several promising intervention strategies have emerged, substantial gaps in 
pediatric psychiatric capacity, continuity of care, and equitable access remain. Continued systems-level 
investment, policy reform, and operational innovation will likely be necessary to improve timely access to 
pediatric psychiatric care and reduce psychiatric boarding across healthcare settings. 
 

Conclusion 
Access to pediatric inpatient psychiatric care in the United States is increasingly constrained by 
interconnected structural, operational, workforce, financial, and policy-related factors. Across the literature, 
psychiatric boarding, prolonged emergency department stays, delayed psychiatric placement, and 
inadequate inpatient psychiatric capacity emerged as persistent and worsening challenges. These pressures 
were further amplified during and following the COVID-19 pandemic, highlighting longstanding 
vulnerabilities within pediatric behavioral health systems. The evidence suggests that pediatric psychiatric 
access strain should be understood as a systems-level healthcare issue rather than solely an emergency 
department operational problem. Inadequate psychiatric infrastructure, workforce shortages, fragmented 
care transitions, and inequitable access collectively contribute to delays in treatment and prolonged 
boarding experiences for vulnerable youth populations. 
 

Although several promising interventions, including psychiatric liaison services, crisis stabilization programs, 
telepsychiatry, discharge coordination initiatives, and operational redesign strategies, have demonstrated 
potential to improve access and throughput, substantial gaps remain. Continued investment in pediatric 
psychiatric capacity, workforce development, behavioral health integration, standardized reporting systems, 
and equitable access initiatives will likely be necessary to improve timely access to inpatient psychiatric care 
and reduce psychiatric boarding across healthcare settings. 
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