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In recent years, there has been a significant increase in applications 
to pediatric emergency services. Psychiatric emergencies are one 
of the frequent applications made to pediatric emergency services. 
Psychiatric emergencies are the first places that children and families 
will go to, as a situation that applications urgent intervention. 
However, in cases that do not require emergency intervention, 
children and families should apply to psychiatry services, while 
most of the applications are made to emergency services. 
Psychiatric emergencies constitute 3-12% of the applications 
made to emergency services. Therefore, in this review, psychiatric 
emergencies, risk factors, incidence, identification and evaluation 
of psychiatric emergencies, specific psychiatric emergencies and 
nursing approach are discussed in this review.
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Son yıllarda çocuk acil servislerine başvurularda belirgin bir artış 
görülmektedir. Çocuk acil servislerine yapılan sık başvurulardan biri de 
psikiyatrik acillerdir. Psikiyatrik aciller, acil müdahale edilmesi gereken 
bir durum olması sebebiyle çocuk ve ailelerin ilk başvuracakları 
yerlerdir. Ancak acil müdahale gerektirmeyen durumlarda çocuk 
ve ailelerin psikiyatri servislerine başvuru yapması gerekirken 
başvuruların çoğunluğunun acil servislere yapılmaktadır. Psikiyatrik 
aciller, acil servislere yapılan başvuruların %3-12’sini oluşturmaktadır. 
Bu nedenle bu derlemede çocukluk çağındaki psikiyatrik aciller, risk 
faktörleri, insidansı, saptanması, değerlendirilmesi ve hemşirelik 
yaklaşımı ele alınmıştır.

Anahtar Kelimeler: Acil hemşireliği, çocuk, psikiyatrik acil hizmetleri

A Dimension of Child Emergency: Psychiatric Emergency and 
Nursing Approach
Çocuk Acilin Bir Boyutu: Psikiyatrik Aciller ve Hemşirelik Yaklaşımı

  Abstract Öz

 Bahar Aksoy1,  İlknur Kahriman2

1Gümüşhane University Faculty of Health Sciences, Department of Child Health and Disease Nursing, Gümüşhane, Turkey
2Karadeniz Technical University Faculty of Health Sciences, Department of Child Health and Disease Nursing, Trabzon, Turkey

Review / Derleme

Introduction 

Psychiatric emergencies are a medical condition occurring 

suddenly in one or more of the individual’s behaviors, thoughts 

and emotion areas, and requiring immediate intervention.1,2 

Psychiatric emergencies that require urgent intervention may 

develop due to substance use, drug interaction, poisoning, 

medical conditions and drug side effects as well as due 

to stress, chronic mental illnesses and negative situations 

resulting from psychosocial factors (peer quarrels, loss-grief 

process).3 Psychiatric emergencies constitute 3-12% of the 

applications to the emergency services.4,5 Since psychiatric 

emergencies are a situation that requires urgent intervention, 

patients and their relatives first apply to emergency services.6,7 

Intervention and quality care services have a very important 
place in these applications.7-9 The patient and his/her family, 
who apply to the psychiatric emergency, should be guided 
early and appropriately, the correct diagnosis should be 
established on time, and the treatment should be planned 
and implemented urgently.10,11 Comprehensive evaluation 
of the patient when he/she comes to the emergency 
department will facilitate the emergency that may develop in 
the next period and his/her compliance with the treatment 
in the following processes.12 First of all, the patient and his/
her family should be calmed before starting treatment in 
psychiatric emergencies. Afterwards, the patient should be 
treated and psychiatric symptoms should be reduced.13 In 
addition, healthcare professionals need to have knowledge 
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and skills in many aspects when intervening in psychiatric 
emergencies.8,14 Psychiatric emergencies are classified under 3 
separate headings. This classification is as follows: Psychiatric 
emergencies that threaten the life of the individual, including 
“major depression, suicide attempt, conflict, acute paranoia, 
alcohol and substance intoxication”, psychiatric emergencies 
that threaten the life of others, including “aggressive, impulsive 
and homicidal behaviors”, and psychiatric emergencies 
that threaten the flow of life, including “rape, psychosis, 
grief process, panic attacks, abuse, conversion, anxiety, 
psychosomatic symptoms, physical or sexual traumas”.13

Psychiatric Emergencies in Children

Child psychiatric emergencies are those that are perceived as 
a potential threat to the safety or well-being of the child and 
his/her family. In these cases, in the event of danger, intense 
symptoms may occur in the presence of an urgent and 
sudden negative event.9,12,13 Children’s psychological health 
and well-being largely depend on their families, schools and 
the society in which they live. Child psychiatric emergencies 
mostly arise as a result of a long history of emotional and 
behavioral difficulties as well as sudden situations.9,12,13,15

In many developing regions of the world, children live in 
extremely difficult social conditions. As a result of disease 
epidemics, wars, disasters, long-term hospital stays due to 
diseases and other cultural practices, children have to be 
separated from their families. Today, children cannot go to 
school due to extreme poverty, violence and social events (war, 
battle, migration). All these factors increase the vulnerability 
of children to psychiatric emergencies. Therefore, a psychiatric 
condition in the child reflects the family and society system. 
This situation of the child is defined as an emergency by the 
parents or other people around their.15-19

Considering today’s malnutrition and high rates of infectious 
diseases, pathological conditions are the underlying cause 
of many psychiatric emergencies in children. For example, 
acute organic brain syndromes can cause varying degrees of 
behavioral disorders in children, often requiring immediate 
psychiatric intervention. In addition, self-harming behavior 
among adolescents sometimes leads to negative psychosocial 
events in the person or family.3,15-19 Parents often accept a 
child’s behavioral problems as an emergency when they can 
no longer cope with the behavior.

Psychiatric emergencies in children include suicide, depression, 
psychosomatic disorders, sudden psychotic symptoms, anxiety 
disorder, severe eating disorders, panic, conversion disorders, 
non-organic pain, running away from home, sleep disorders, 
behavioral disorders, dissociative children, substance abuse, 
thought disorders, abuses, phobias, negligence, hallucinations, 

substance addiction, acute stress reactions, self-harming and 
mood disorders.3,13,18-21

Risk Factors for Psychiatric Emergencies in Children

Psychiatric emergencies in children are affected by individual, 
familial, social and school-related factors. Individual factors 
include “physical and mental disability, chronic physical illness, 
isolation, impulsive behaviors, poor social skills and separation”; 
familial factors include “poor parent-child communication, 
exposure to abuse by caregivers, parental separation, divorce, 
parental abandonment, and occurrence of illness or death in 
the family”; school-related factors include “academic failure, 
problems with peers, peer bullying, failing the class and being 
expelled from school” and social factors include “low socio-
economic level, social discrimination, isolation, bullying and 
religious beliefs”.3,15-19 In general, a psychiatric disorder that 
exists in a child occurs as an acute traumatic experience, a 
medical condition, or a complication of treatment.16-19 

Incidence of Psychiatric Emergencies in Children

In the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-IV) guideline prepared by the American Psychiatric 
Association (APA), it is stated that psychiatric disorders are 
seen at a rate of 10-15% in childhood and adolescence, 
and anxiety disorders are the most frequently diagnosed 
psychiatric disorders.22-24 According to the national survey data 
of hospital outpatient medical care, the rate of admissions 
to the emergency department due to psychiatric conditions 
increased from 4.4% in 2001 to 7.2% in 2011. In addition, 
it was reported in this study that psychiatric cases admitted 
to the emergency department were between the ages of 12 
and 17 years.25

In developed countries, the rate of children applying to 
psychiatric emergencies is higher than that in developing 
countries.25,26 Zachary and Mannix27 stated in their study that 
applications to psychiatric emergencies increased in children. 
The incidence of psychiatric emergencies in children varies 
depending on the school calendar. According to the studies, 
the use of emergency services by children is less in the summer 
months and generally in the evening hours.28,29

The incidence of psychiatric emergencies in children increases 
with age. Psychiatric problems are seen in 10.2% of pre-
school children, 13.2% of pre-adolescent children and 16.5% 
of adolescents.30 In addition, it was reported in another study 
that the majority of psychiatric emergencies occur during 
adolescence.26 In the study conducted by Tokgöz et al.,31 
the incidence of psychiatric diseases was reported as 0.7% 
in children and 4.2% in adolescents. In a study conducted 
in Turkey, it was reported that 3.3% of the applications 
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made to the pediatric emergency service were psychiatric 
emergencies.32 In the international literature, there are studies 
evaluating the incidence of children admitted to the pediatric 
emergency department due to psychiatric emergencies.26,28-30 
However, there are limited studies to determine this incidence 
in Turkey, and such studies are needed to be conducted.31,32

Detection and Evaluation of Psychiatric Emergencies 
in Children

Psychiatric emergencies in children are determined by 
parents, school teachers, counselling service, nurses caring 
for hospitalized children, family physicians, pediatricians, 
psychologists, other family members, friends and social 
environment.33-35

The clinical presentation of psychiatric problems in children and 
adolescents is different from adults. While most adults seek 
help on their own behalf, children rarely do so. In addition, 
depending on age and development, some children are unable 
to provide historically and clinically relevant information. 
Therefore, parents or caregivers are often the primary source 
of information about the child’s condition. However, this does 
not mean that children should be excluded from the process 
of obtaining information. In order to make the right decision 
about the child’s behavior, the developmental appropriateness 
of the behavior should be determined. Moreover, it requires 
clinical assessment, a detailed history, mental state examination, 
combining all available data on biological, psychological, and 
social aspects, diagnosis, and differential diagnosis. In order 
to transfer this information to the patient and their family, a 
treatment plan should be created.33-41

Assessment 

Evaluation of psychiatric emergencies admitted to the 
pediatric emergency should be done as follows:

• The attribution and causes of the emergency should be 
recorded from the information source.

• His or her past feelings, thoughts and mood about the 
child’s family, school and living conditions as well as current 
difficulties should be collected.

•  The factors that have caused or may cause the onset and 
emergence of these problems (genetic, developmental, 
familial, social, medical) should be determined.

• Existing problems should be identified for the treatment of 
the child.

• The presence of one or more psychiatric disorders in the 
child should be determined.

• It should be tried to form an idea about the factor that 
causes the emergency situation in the child.

• Possible risk situations for the safety of the child and his/
her family should be determined.

• The extent to which the disease affects the child’s daily life 
should be evaluated.

• It should be determined whether the child is at risk of 
harming himself/herself or others.

• Interventions that include situations that create difficulties 
for the child and that can improve them should be 
identified.

• The child and his/her family should be evaluated as a 
whole.

• Strength areas, sources of support and social environment 
within the family should be defined.

• A safe environment should be created regarding how and 
where the child’s treatment will be carried out.

• It should be determined whether admission to the 
psychiatry service is necessary.33-41

Psychiatric Interview

The specialist who will evaluate the child’s mental health should 
use interview and observation skills to encourage the child to talk. 
During the interview, this specialist should pay attention to the 
child’s both verbal and non-verbal cues. He/she should attempt 
to meet with adolescent children privately in a separate room 
and encourage them to talk freely about their concerns.1,2,6,33-36 
The points that the specialist who communicates with the child 
should pay attention are as follows;

•  The specialist should introduce himself/herself to the child 
with a short greeting.

•  The specialist should explain to the child who he/she is 
and what he/she wants to do in clear and understandable 
language.

•  The specialist should take into account the age and 
developmental level of the child when meeting with the 
child.

•  The situation of the child may create a crisis effect. The 
child may want to talk about the situation, be quiet or 
withdrawn. Persistent behavior while talking to the child 
may cause a feeling of being forced into treatment.

•  The child may be overwhelmed and frightened by the 
reaction to his/her actions. Because of this, the child may 
try to hide the problem. Therefore, specialists should be 
careful in this regard.

•  No matter how bad the behavior is, one should not be 
accusatory against the child.

•  Questions about behavior or feelings when interviewing 
the child should be simple.
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•  The child’s relationship with family members and 
participation in solving problems should be observed.

•  When meeting with the child, it should be learned how the 
child feels, thinks or behaves.

•  With young children, it may be helpful to first talk about 
neutral topics to reassure the child. With this approach, 
the child’s speech, emotion and thought patterns are 
evaluated.

•  Adolescents value their privacy and independence and are 
more likely to share information if they know it will be kept 
confidential. In line with this information, the child should 
be contacted.

•  Interview time with the child should not be 
prolonged.1,2,6,13,33-41

Evaluation of Mental State

It is important to take the history of psychiatric illness in the 
evaluation of the child’s mental health. The most distinctive 
point here is to know that acute psychiatric disorders and 
mental health problems have different treatments. Psychiatric 
emergencies in children include delirium, aggression, violence, 
psychosis, depression, conversion, schizophrenia, phobia, 
bipolar disorder, somatic symptom disorder, eating disorders, 
anxiety disorders, post-traumatic stress disorder, dissociative 
disorders, panic disorder, behavioral disorder, intentional self-
harm, suicide attempt, child abuse and neglect.1,2,13,15,33,36,37,40,41 
The following should be considered during the mental state 
examination of children;

•  Impairment in consciousness, attention, memory, and 
orientation

•  Neurological and physical diseases

•  Neurological symptoms such as slurred speech, ataxia and 
apraxia

•  Crisis assessment

•  Inconsistency of thought and speech

•  Weak memory

•  Thoughts of suicide or murder

•  Psychomotor agitation or retardation, restlessness

•  Aggressive threats or thoughts

•  Perceptual disturbances

•  Impulsivity

•  Poor judgment and insight

•  Limited intelligence

•  Withdrawal syndrome

•  Hallucinations, delusions

•  Drug-substance poisoning

•  Depressive or aggressive mood, mood changes13-15,33-41

Co-occurring Disorders

In emergency situations, the most prominent acute disorder 
should be addressed first. For example, the mania state of 
an adolescent who presents to the emergency room with 
the diagnoses of mania and attention deficit hyperactivity 
disorder is first intervened. Primary psychiatric disorders that 
are not life-threatening should be intervened at a different 
time in the outpatient setting.1,2,37,39,41

Evaluation of Family 

An immediate evaluation should focus on high-risk family 
mental health problems such as suicide, substance abuse, 
mood disorders, and psychosis. Children with a family history 
of psychiatric illness are at higher risk.2,6,31,33,36

Treatment History

Inventory and evaluation of previous treatments, including 
pharmacotherapy and psychotherapy, are essential in the 
treatment of child psychiatric emergencies. Information 
regarding the child’s previous treatment, duration, drug 
doses, side effects, hypersensitivity, and adherence to 
treatment should be reviewed in detail.1,2,12-15,33-40

Nursing Approach to Pediatric Patients in Psychiatric 
Emergencies

Nursing interventions in psychiatric emergencies in children 
are mostly made for the acute stages of the disease or the 
first periods of the onset of the disease. After the evaluation 
of the child patient is completed, the nurse should cooperate 
with the patient and his/her family to make appropriate 
nursing interventions.1,2,5,18,41 Nursing approach towards the 
child admitted to the psychiatric emergency is as follows;

•  The nurse should himself/herself to the child and express 
that he/she is here to help.

•  While communicating with the child, the nurse should 
adjust the tone of voice and make him/her feel that they 
are there to help.

•  When the communication between the nurse and the 
child begins, the child should be listened and given the 
opportunity to express his/her feelings as he/she wishes.

•  Open-ended questions should be asked during 
communication with the child.

•  When the communication between the nurse and the 
child begins, the child should be listened and the nurse 
should make confirmative sentences indicating that he/
she is listening. If the child thinks that he/she is not taken 
into consideration while he/she is trying to explain the 
events or answering the questions the nurse asks, he/she 
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may suddenly cut-off communication, show agitation and 
aggression.

•  The nurse should ensure personal safety while 
communicating with the child.

•  Aggression status should be examined in restless and 
agitated children, and in case of aggression, the child 
should be kept at a distance.

•  After creating a safe environment between the child and 
the nurse, the patient’s vital signs should be evaluated and 
recorded.

•  In many psychiatric conditions, the negative experiences 
and events experienced by the child can create agitation 
at a level that “does not even allow you to touch and 
examine him/her”. The nurse should approach the child in 
a very calm and quiet manner. In such cases, one should 
not be overly insistent and try to calm the child.

•  “Standard first and second examinations” should be done 
after the child accepts the examination and assistance. 
While the standard first examination includes the patient’s 
“detailed history, mental state, physical and neurological 
examination, laboratory and imaging tests”, the second 
examination includes a detailed approach to “an underlying 
medical illness, acute psychiatric disorder and mental 
health”.

•  Among the most overlooked events in psychiatric 
emergencies, there are physical illnesses that may alter 
the child’s mental state, head trauma, substance abuse, 
metabolic diseases, cerebrovascular diseases and drug 
use. For this reason, the necessary medical examinations 
and procedures should be performed in addition to the 
psychiatric evaluation of the child.

•  The nurse should distinguish between acute psychiatric 
disorder and acute mental health while evaluating the 
child. With the knowledge of psychiatric emergencies, 
pediatric patients can be detected in the early period, their 
risks can be reduced and treatment can be started in the 
early period. Late detection of psychiatric emergencies 
may cause both the disease to be chronic and negative 
consequences such as suicide. 

•  During the examination, the nurse should evaluate alcohol 
use (alcohol smell in the breath), trauma (head and 
chest trauma), drug use (injection scars), and possible 
penetrating stab wound (scars on the body). After a short 
and rapid neurological examination of the child, a physical 
examination should be performed.1,2,5,7,11-14,18,41

Physical Examination 

It is stated that the physical examination of the child will be 
carried out by a physician or a healthcare professional under 

the supervision of a physician, according to the regulation 
on “Physical Examination, Genetic Examinations and 
Determination of Physical Identity in Criminal Procedure”.42 
One of the data collection methods regarding the child’s 
condition within the scope of the nursing diagnosis process 
is physical examination.43 While performing the physical 
examination of the child, first “inspection” and then 
“palpation method” should be used. During the physical 
examination, the room lighting should be sufficient and the 
necessary medical supplies should be available. The nurse 
should inform the child about the physical examination in a 
language that he/she can understand, and then obtain the 
child’s verbal consent, and both verbal and written consent 
from the parents. Relatives of the child should not be present 
in the room during the physical examination. Depending on 
the child’s wishes, another nurse may also attend the physical 
examination. The nurse should reassure and calm the child 
during the physical examination. If there is a “suspect for 
forensic case”, the forensic law enforcement officers should 
be notified regardless of the nature of the case while medical 
treatment is being administered.43,44 The child, who is thought 
to be a forensic case, should be prevented from “taking a bath 
and changing the clothes on before the examination”.43-45

In this process, the nurse is the first person to see the child, 
to communicate with his/her family, and to deal with the 
laboratory samples.46 While examining and treating pediatric 
cases, deficiencies and mistakes may occur from time to time 
in the detection, collection, documentation, protection and 
storage of all evidence that can constitute forensic evidence. 
Particularly documentation of information and evidence that 
can be considered as evidence is very important in terms of 
preventing the loss of evidence, the judicial process to hinder 
and unfair victimization.47,48

Physicians and nurses should wear gloves while collecting 
forensic evidence so that the collected evidence is not 
contaminated, and they should change their gloves while 
collecting each different evidence. When collecting evidence, 
attention should be paid to the child’s clothing and traces. 
In case of penetrating stab wounds, the holes should not be 
damaged when removing the child’s clothes, and if there are 
suspicious stains, they should be circled and documented 
with a photograph.49-51 In order not to lose the evidence in 
the clothes, the child is provided to undress standing on a 
wide and white sheet. In cases where the clothes cannot 
be removed, the clothes should be cut as far as possible 
from the area of the wound and the procedure should be 
noted as “clothing was cut”.52,53 All lesions on the skin such 
as wounds, burns, abrasions, ecchymosis (bruises) and scars 
should be determined. If there are traces of substance use 
in the child’s body, a blood sample should be taken within 
the first 48 hours and a urine sample within 120 hours for 
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the detection of the drug substance. Samples taken should 
be placed in two sterile containers.54 The entire lesioned 
area is measured and camera recording should be made 
simultaneously. The “color, shape, appearance, location and 
measurement results” of the lesion on the skin should be 
recorded.49,55,56 All evidence obtained should be placed in 
separate paper bags in a dry condition. If the evidence is 
wet or damp, it should be left to air dry and delivered to 
the laboratory where the drying process will be carried out 
as soon as possible.55 The person collecting the evidence 
enumerates each of the paper bags and writes “the name of 
the accused/victim, the protocol number, gender, date/time 
of arrival, date of birth, complaints, findings, examinations, 
wounds, the examination performed, the name of the 
examining doctor and the name of the nurse who collected 
it” for recording.49-51,53,55 

Treatment 

After making a rapid evaluation of the child who applied 
to the emergency department with psychiatric complaints, 
the physician should intervene by evaluating the previous 
treatment history for the “child’s mood, thought and 
behavioral disorders”. These interventions aim the psychiatric 
and medical differential diagnosis of the child and includes 
medical and surgical treatment, pharmacotherapy, 
psychotherapy, and social therapy.4

Pharmacotherapy changes depending on the psychiatric 
diagnosis of the child. Among the pharmacotherapies 
recommended in the pediatric emergency department are 
“lorazepam, risperidone, biperiden, sertraline, aripiprazole, 
olanzapine, fluoxetine, hydroxyzine, clonazepam, haloperidol, 
quetiapine, valproic acid, escitalopram, paroxetine, and 
mirtazapine.”3,57 In the management of pharmacotherapy, 
the emergency nurse is responsible for “collecting data on 
drug use, knowing and observing the effects and side effects 
of drugs, administering the drug (by knowing the dose and 
route of administration), evaluating the response to the drug, 
recording it, organizing the treatment program in cooperation 
with the treatment team, and giving education to the 
individual and the family on the continuation of drug use after 
discharge''.58,59 The points that should be paid attention by the 
pediatric emergency nurse while administering medication to 
the child patient are as follows:

•  Before administering the treatment, the child and family 
should be informed about the treatment.

•  The child’s and parents’ questions about treatment should 
be answered clearly.

•  The nurse should have knowledge about the 
“pharmacokinetic and pharmacodynamic effects” of the 

drugs administered to the child and should administer the 
treatment accordingly.

•  The nurse should administer the drug to the child in line 
with the “10 right principles”.

•  The nurse should inform the child and parents about “how 
the drug to be administered is taken, its effect, side effects, 
management of side effects and duration of effect”.

•  Medications in the emergency room should be kept in 
locked cabinets in rooms where patients cannot reach.

•  The child should be observed to ensure that he/she gets 
the drug during the treatment.

•  The nurse should inform the physician if the child vomits 
the drug and should repeat the administration of the drug 
in line with the doctor’s recommendation.

•  The nurse should observe the child’s reaction to the drug 
and inform other members of the team.60,61

If “the child’s affection, thinking, and impulse control is 
impaired to such an extent that it harms him/herself and his/
her surroundings, his/her lifestyle becomes so confused as 
to disintegrate his/her psychic structure, the risk of suicide is 
high and social support is weakened”, the physician should 
contact the child and adolescent psychiatrist after completing 
the examination. If necessary, hospitalization of the child can 
be decided. The child’s hospitalization is carried out after 
getting the informed consent of the parents.57,62,63

Conclusion 

In this review, general information about childhood psychiatric 
emergencies, risk factors, incidence, detection, evaluation 
and nursing approach is given. Pediatric emergency services 
play a vital role in the management of pediatric patients with 
psychiatric emergencies. Psychiatric conditions in children 
and adolescents are predicted to be an increasing risk factor 
globally in the near future. A multidisciplinary approach is very 
important in the management of psychiatric emergencies 
in childhood. In order to display this approach, parents, 
nurses, pediatricians, emergency specialists, psychiatrists 
and psychologists should be included in this team. After 
the evaluation of the child patient is completed, especially 
pediatric, emergency and psychiatry nurses should cooperate 
with the child and their family.
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