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In his recent paper, Zun (2016) has outlined some critical issues 
in the management of psychiatric patients in Emergency Departments 
(ED). He underlines disparities in the care of medical vs. psychiatric 
patients, as well as negative attitudes of emergency physicians towards 
psychiatric patients. Consistently, Appelbaum (2015) has recently 
reported on the growing frequency of the “boarding” phenomenon 
(Stefan, 2006; Bender, Pande & Ludwig, 2008), consisting in the 
prolonged stay of psychiatric patients in an unsuited environment 
such as ED, which could lead to serious consequences, for psychiatric 
patients and ED staff, as well as for other patients (Bender, Pande & 
Ludwig, 2008). Although these papers have focused on adult patients, 
most considerations can be translated to pediatric ED as well. 

Carubia et al. (2016) have reviewed practical challenges in the 
care of child psychiatric emergencies. They focused on two main 
themes: agitation and suicidality, both strongly threatening patient’s 
own as well as other’s safety. Despite the increasing number of 
children and adolescents referred to ED for psychiatric crises, there 
is an astonishing lack of research aimed at systematically assess best 
strategies of management, as most of the evidences are translated 
from outpatients or planned inpatients. Moreover, according to Zun 
(2016), at educational level, there are few intensive, specific and 
continuous training programmes in psychiatric emergency (even less 
in psychiatric paediatric emergency). The need for a specific model 
of intervention for youth in ED due to psychiatric crisis is clearly 
warranted. 

The length of stay in a paediatric ED should be kept at minimum. 
Possibly, a timely consultation with a child psychiatrist should be 
provided, whilst emergency paediatrician could perform all the 
assessments aimed to exclude non-psychiatric causes of the crisis. 
All efforts, pharmacological and non-pharmacological, to stabilize 
the patient should be performed at this stage. The most frequent 
and troublesome clinical condition is agitation. It may arise from 
different psychiatric disorders, including, among others, the massive 
deficit of information processing and/or frustration/limits intolerance 
in the context of Conduct Disorders, the temper outburst or acute 
emotional dysregulation within acute Mood Disorders, or the severe, 
massive, intrusion of paranoid thoughts or hallucinations in Psychotic 
Disorders. The timely identification of the specific psychiatric 
disorder can help to correctly manage the crisis (Master et al., 2002), 
but it usually needs a consultation by a trained child psychiatrist. 
While the least restrictive measures should be initially taken (e.g. 
behavioural de-escalation), when they fail, a more restrictive 
intervention becomes imminently necessary (Carubia, Becker & 
Lewine, 2016). Although pharmacological interventions should 
be preferred on physical restraints, very scarce data and approved 
compounds are available for paediatric populations. Risperidone is 
usually the most used and studied (at least for impulsive aggression 
(Gurnani, Ivanov & Newcorn, 2016), but further evidences for other 
second generation antipsychotics, benzodiazepines, mood stabilizers 
and first generation antipsychotics are warranted, to amplify the 
spectrum of possible effective drugs (Carubia, Becker & Lewine, 

2016). Once achieved a first stabilization, clinicians may erroneously 
consider the patient ready for discharge. We here advocate the need 




