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Abstract

Background: The rate of adolescent acute behavioral emergencies has increased dramatically and poses a
major burden to psychiatric services and emergency departments. Acute behavioral emergencies include suicidal
ideation, violent behaviors, acute psychosis or agitation, which are often compounded by the psychological
impacts of the COVID-19 pandemic, environmental stressors, and systemic barriers to accessing mental health
care.
Aim: This scoping review aims to provide a summary of the current evidence from research regarding the
assessment and management of acute behavioral emergencies in adolescents, which includes both short-term
stabilization and long-term recovery strategies.
Methods: A systematic search of PubMed, PsycINFO, and Embase was conducted from January 1985 to July 2020
and included descriptive summaries and assessments of interventions for acute behavioral emergencies for
adolescents aged 12 - 20 years. Systematic reviews, randomized controlled trials, observational studies, and clinical
guidelines were its focus.
Results: The review identifies a multimodal strategy: expedited assessment using standardized instruments (for
example, C-SSRS, BARS), evidence-based de-escalation strategies, and careful pharmacological management
(specifically second-generation antipsychotics and benzodiazepines) when non-pharmacological strategies may not
be effective. Effective de-escalation includes addressing environmental factors and the involvement of a support
network, such as family members. For long-term mental health, follow-up and continuity of care are necessary to
mitigate recurrence.
Conclusion: To adequately treat adolescent behavioral emergencies requires a prompt, multidisciplinary
engagement of clinical assessment, de-escalation of agitation, pharmacological and non-pharmacological
intervention, and aggressive follow-up care to mitigate the undisputed high-risk factors in this population. It is
imperative to alleviate systemic barriers and leverage support systems to optimize the desired results within the
high-risk populations.

Keywords: adolescents, behavioral emergencies, de-escalation, emergency department, pharmacological
interventions.

Introduction acute psychotic decompensation, and substance-induced
The escalating rate of acute behavior emergencies agitation, all with unique clinical and safety considerations
in teenagers is a critical public health concern, with (2,3). The rise in such crises has been driven by a
psychiatric and emergency services noting an acute multifaceted interplay of factors, most notably the mental
increase in such presentations in the past decade (1). The health effects of the COVID-19 pandemic, which
phenomenon includes a broad array of conditions from interrupted social bonding, exacerbated social isolation, and
suicidal ideation and attempts, violence or aggression, decreased availability to mental health care (4). Social
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stressors, including intense academic stresses, widespread
impact of social media, and family disruption, also
contribute to the risk of acute behavioral disturbance in this
vulnerable group (5,6). Systemic factors, such as decreased
access to outpatient mental health treatment and
discontinuities in the care of vulnerable groups, have also
added to the burden in emergency departments, where
teenagers typically present with acute distress (7).

The complexity of adolescent behavioral
emergencies requires a rapid, complete, and multi-
disciplinary evaluation and management to secure the safety
of the patient, healthcare providers, and others in the clinical
environment (8). Effective management requires clinicians
to weigh short-term stabilization and longer-term treatment
of underlying mental illness and recurrence prevention (9).
This involves the use of evidence-based de-escalation
techniques in managing acute agitation, judicious
pharmacological treatment when non-pharmacological
management is not enough, and non-pharmacological
therapies such as cognitive behavior therapy (CBT),
motivational interviewing (MI), and family-based treatment
to promote recovery and resilience (10,11). Continuity
follow-up treatment must also be provided to bridge the gap
between acute and continuity of mental healthcare,
particularly in adolescents at high risk of recurrent crisis
(12). The review synthesizes the evidence currently
available for the management of acute behavioral
emergencies in adolescents, highlighting clinical evaluation
protocols, de-escalation techniques, pharmacological and
non-pharmacological treatment, and continuity of care.
Methodology:

This review synthesizes literature retrieved from
PubMed, PsycINFO, Embase, and other academic
databases, focusing on studies published between January
1985 and July 2025. Search terms included ‘“adolescent
behavioral emergencies,” “acute agitation in adolescents,”
“suicidal behavior,” “psychiatric emergencies,” ‘“de-
escalation techniques,” and related phrases to capture
relevant studies (6). Inclusion criteria were studies that
focused specifically on adolescents aged 12-20 years,
discussed interventions for acute behavioral emergencies
and were published in the English language. Systematic
reviews, randomized controlled trials (RCTs), observational
studies and (where necessary) clinical practice guidelines
were prioritized, as these have higher levels of evidence and
aided clinical decision-making to the most competent able
with any review process undertaken by the authors (7).
Exclusion criteria included studies that focused solely on
adults, intervention studies where clinical practices had a
predetermined pharmacological treatment and included no
behavioral component; non-peer-reviewed publications.
Data extraction focused on intervention types, outcomes,
and limitations to ensure a comprehensive synthesis of the
evidence.

Epidemiology of Behavioral Emergencies in Adolescents

Adolescent behavioral emergencies represent a
critical public health issue, with emergency department
presentations for mental health problems climbing
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exponentially over the previous decade (9). Suicidal ideation
and attempts and aggressive/agitated behavior are the most
common presentations, followed by acute psychotic breaks
and substance-induced disorders, each presenting unique
challenges to clinicians (10). Suicidal behavior is a top
reason for ED presentation, with reports of a marked
increase in suicide attempts during and following the
COVID-19 pandemic due to social isolation and disrupted
mental health services (11). Spanish research in 2023
showed that 75% of adolescents presenting to psychiatric
EDs during COVID-19 lockdowns required ongoing
treatment, with depression and eating disorders as strong
predictors of suicidal risk (12).

Immediate risks to both patients and staft, due to
disruptive and agitated behaviors, often related to substances
(such as alcohol or cannabis), psychosis, or pre-existing
mental illnesses (such as bipolar disorder) (13). Acute
psychotic breaks requiring stabilization to avoid harm, such
as early-onset schizophrenia or substance-induced psychosis
(14) and substance-induced disorders (primarily alcohol and
cannabis), are the most common precipitants, with a report
in 2015 stating substance-related presentations are the most
common cause of adolescent ED presentations (15). There
are also social determinants of mental illness, such as
socioeconomic disadvantage, family breakdown, or trauma,
which all increase the risk of behavioural crises,
demonstrating that all aspects also need to be considered for
effective management (16).

Evaluating Acute Behavioural Emergencies

Accurate early assessment is the foundation for
managing acute behavioural emergencies in adolescents
because it will direct management and identify underlying
causes (17). Clinicians must not just on past psychiatric
diagnoses because medical illnesses such as infections,
metabolic derangements, or neurological disease can all
present with overriding features that refer to psychiatric
emergencies (18). Assessment is influenced by several
factors that are essential to make an accurate diagnosis and
develop an effective treatment plan. An extended history is
required to put the behavioral emergency into perspective.

The clinician should ask about new stressors (e.g.,
family, school), substance use, medical history (including
drug use), and prior diagnoses of mental illness (19). A full
physical examination is also necessary to exclude organic
causes of agitation or psychosis, which might include head
trauma, intoxication, or metabolic problems (20). As a 2019
review observed, comprehensive medical clearance,
including physical examination and laboratory evaluation,
was required to avoid misdiagnosis of adolescents with acute
behavior changes (21).

Standardized tools are required to quantify the
severity of the crisis and guide intervention. The Columbia-
Suicide Severity Rating Scale (C-SSRS) is a standardized
tool for assessing suicide risk and has a standardized way of
rating ideation, intent, and behavior (22). For assessing
agitation, the Behavioral Activity Rating Scale (BARS) is
also a reliable tool for rating the severity of agitation and
monitoring for changes after an intervention is made (23).
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These tools also help the clinician prioritize the patient's
safety and plan responses based on what the adolescent
needs (24). Involvement of family members, caregivers, or
other reliable adults is necessary to have an overall picture
of the condition of the adolescents themselves might not
provide complete symptoms due to fear, stigma, or impaired
cognition (25). One study in 2020 highlighted the
significance of collateral information in increasing the
accuracy of diagnosis and informing treatment planning in
pediatric ED (26). Family members can articulate changes in
behavior or stressors, or possibly substance use, which may
not be available from the adolescent at the time of
assessment (27).

Laboratory testing will frequently be conducted,
including toxicology screening, blood glucose, and
electrolyte levels, in order to rule out delirium or substance-
induced conditions (28). Neuroimaging, such as CT or MRI,
would be warranted in the case of suspected neurological
disease, such as traumatic brain injury and seizure activity
(29). A 2017 review pointed out the crucial fact that medical
causes should be ruled out so treatable conditions would not
be overlooked in the rush to treat behavioral phenomena
(30).

Table 1: Summary of Key Studies on Management of Acute
Behavioral Emergencies in Adolescents

Year Intervention Key Strength
Findings of
Evidence
Chunetal. 2016 De-escalation, Reduced Moderate
environmental restraint
changes use in
EDs
Gerson et 2019 Comprehensive Importanc = High
assessment, e of
antipsychotics medical
clearance
emphasize
d
Steele et al. = 2020 Motivational MI Moderate
interviewing, reduced
CBT alcohol
use;
limited
effect on
cannabis
Cozzietal. @ 2023 Psychiatric ED Increased = High
management suicide
risk in
depression
Weiland et = 2017 Environmental Improved = Moderate
modifications patient
outcomes
in EDs

De-escalation Techniques

De-escalation is a first-line intervention in acute
agitation and aggression treatment in adolescents with
behavioral emergencies, the overall goal of which is to avoid
harm to the patient, staff, and others, and to prevent the use
of physical restraints or coercive measures (1). De-escalation
aims to calm the adolescent, reduce the intensity of his or her
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emotional or behavioral state, and establish a safe context in
which assessment and treatment may take place (2).
Successful de-escalation takes the form of verbal,
environmental, and interpersonal interventions, each tailored
to the adolescent’s presenting behavior and underlying
precipitants (3). These interventions are particularly
applicable in the environment of the ED, where their early
application can prevent violence or the use of restrictive
interventions (4).
Verbal De-escalation

Verbal de-escalation is the method of applying
calm, empathetic, and non-threatening communication to
diffuse agitation and build rapport with the adolescent (5).
Clinicians master the art of taking a neutral tone, adopting
simple and clear language, and avoiding confrontational or
authoritarian stance that complicates the situation (6). Open
body posture and physical distance also serve to reduce
perceived threats, creating a sense of safety for the
adolescent (7). A 2024 study, published in a peer-reviewed
journal, which evaluated a standardized training module in
pediatric residents, demonstrated that formal verbal de-
escalation training resulted in significantly lower use of
physical restraints in pediatric EDs, with restraint events
decreasing by 30% after implementation (8). This research
indicates the importance of providing healthcare
professionals with verbal de-escalation skills to maximize
patient outcomes and safety (9).
Environmental Changes

Environmental modification is one of the key
components of de-escalation because sensory overload can
further enhance agitation in adolescents presenting with
behavioral emergencies (10). Reducing the adolescent's
stimulation through being seated in a quiet room with low
light, quiet, and comfortable chairs, for example, may reduce
anxiety and agitation (11). Sensory rooms or specialized
calm rooms are being used more and more in emergency
departments as a treatment for acute behavioral crisis,
particularly in adolescents with neurodevelopmental
disorders or sensory sensitivities (12). A 2017 systematic
review found that ED environmental modifications, such as
reduced crowding and private space, improved patient
outcomes, including reduced agitation and length of stay
(13). These findings highlight the importance of
environmental design in promoting de-escalation strategies
and a therapeutic environment (14).
Engaging Support Systems

Involvement of family members, caregivers, or
supportive others may provide emotional comfort and
facilitate de-escalation through the use of an existing
relationship (15). Adolescent crises can be responsive to the
availability of a supportive other who can acknowledge their
feelings and place their behavior in context (16). A 2019
systematic review of school-based mental health
interventions noted the family engagement component in
reducing agitation and improving treatment engagement in
adolescents with a trauma or family adversity history (17).
Clinicians should achieve assent from the adolescent where
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possible and involve support networks in a way that
facilitates patient autonomy while maximizing the
effectiveness of de-escalation interventions (18).
Pharmacological Treatment

Pharmacological treatment may be used if de-
escalation strategies are not working for a highly agitated,
acutely ill adolescent, or if the adolescent's behavior is
compromising immediate safety (19). If more than de-
escalation is needed, medication will be prescribed based
upon the etiology of behavioral emergency, the adolescent's
pharmacological history, and the need for rapid control of a
range of symptoms (20). Pharmacological treatment can be
modestly helpful and should be approached carefully to
avoid side effects, especially in adolescents, who might be
particularly vulnerable to side effects due to development
issues (21).
Antipsychotics

Second-generation  antipsychotics such  as
risperidone and olanzapine are used regularly to manage
acute psychosis and severe agitation for adolescents (22).
These medications act on dopamine and serotonin pathways
to reduce both hallucinations and symptoms of aggression
with a relatively quick onset (23). A 2015 review of the
psychopharmacological treatment of adolescents concluded
that second-generation antipsychotics are more effective,
with the additional benefit of fewer extrapyramidal eftects,
compared to first-generation medications; however, sedation
and weight gain are still concerns (24). Practitioners must
closely monitor for these side effects and titrate to effect as
long as the adolescent shows tolerance (25).
Benzodiazepines

Benzodiazepines, such as lorazepam, are also
commonly used for treating acute agitation, particularly in
alcohol or drug-induced states or anxiety-related behaviors
(26). Lorazepam has a rapid onset of action and a short
duration of action, allowing it to be a useful medication in
the ED setting in which de-escalation is required quickly
(27). Care should be exercised, however, regarding the
potential for respiratory depression, specifically in
adolescents who also use drugs or alcohol (28). In 2019, a
study recommended close monitoring when giving
benzodiazepines to adolescents, with low initial dosing and
close monitoring against potential oversedation (29).
Mood Stabilizers

Mood stabilizers such as valproate or lithium may
be employed in agitation within bipolar disorder, but are less
commonly employed in acute presentations due to delayed
action and fewer data in adolescents (30). These are usually
reserved for when the diagnosis of bipolar disorder is clear,
and other treatments have been unsuccessful (31). One 2020
review said mood stabilizers can be considered in
adolescents with a history of mania in the past, but treatment
use is poorly described in acute behavioral emergencies (32).
Considerations

To minimize side effects, clinicians must also
eschew polypharmacy and tailor drug choice according to
the diagnosis, history, and presenting clinical picture of the
adolescent (33). For example, antipsychotics would be
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preferred in agitation related to psychosis, and
benzodiazepines would be preferred in agitation related to
anxiety (34). A systematic review conducted in 2020 found
that the incorporation of motivational interviewing with
pharmacotherapy was effective for substance-related
agitation but in cannabis-related emergencies, the findings
were less robust, and more research is needed (35).
Non-Pharmacological Interventions

Non-pharmacological interventions play an
important role in both acute and long-term treatment,
limiting the amount of medication used, and addressing the
underlying psychological and social factors of behavioral
emergencies (36). Non-pharmacological interventions are
especially important in adolescents because they promote
resilience, coping skills, activate social support networks,
and the prevention of crises (37). The most effective non-
pharmacological interventions are cognitive behavior
therapy (CBT), family interventions, motivational
interviewing (MI), and psychoeducation, which are tailored
to the adolescent's social domain and need (38).

Cognitive Behavioral Therapy (CBT)

CBT is an empirically researched treatment for
depression, anxiety, and suicidal ideation for adolescents,
and the evidence base outlines reduced symptomology and
suicide ideation in both acute and long-term applications
(39). The process of CBT alters maladaptive reasoning and
teaches coping skills to assist adolescents in navigating
distress and safeguarding them against similar and again
emotional crises (40). A recent 2024 review reiterated the
efficacy of CBT in reducing suicidal ideation in adolescents
presenting to an emergency department (ED) - especially
when follow-up is maintained for 6 months after the initial
intervention (41). The research has demonstrated that when
CBT is combined with motivational interviewing, it is
effective in reducing illicit drug use, specifically among
adolescents presenting to hospital facilities with substance
use problems or other behavioral emergencies (42).
Family-Based Interventions

Family therapy (Fam) engages caregivers to
improve communication, resolve conflict, and facilitate
recovery of the adolescent (43). The intervention is
particularly useful for adolescents with trauma or family
disturbances, as it strengthens the family as a support system
(44). School-based mental health treatment, which was
studied in 2019, highlighted the critical importance of family
engagement in reducing aggression and improving treatment
plan adherence, with family therapy sessions reducing
behavioral episodes by 25% over three months (45).
Families must engage early in treatment by clinicians, with
the interventions being family-specific and culturally
specific (46).

Motivational Interviewing (MI)

Motivational interviewing (MI) is a short, brief,
patient centered intervention to enhance motivation to
reduce other behavioral problems, such as alcohol use, drug
use, or adherence to treatment (47). For adolescent alcohol
use, MI demonstrated an average reduction of 1.2
days/month, but when it comes to cannabis use, MI is less
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effective (48) because cannabis dependence and use are
chronic in nature (48). Brief MI interventions are optimally
suited to the ED setting, where longer-term therapies are less
practical because of time limitations (49). In 2020, it was
determined that MI delivered in the ED reduced substance-
induced agitation and improved follow-up care utilization,
making it an effective treatment to manage acute behavioral
emergencies (50).

Psychoeducation

Psychoeducation involves educating teenagers
and their families regarding mental illness, treatment, and
coping strategies to increase knowledge and adherence to
care (51). With this practice, families become aware of early
warning signs of a crisis and gain access to early intervention
(52). In 2018, research indicated that psychoeducation in
EDs increased follow-up appointment compliance by 40%
in suicidal adolescents (53). Psychoeducation is most
effective as an adjunct to other treatment, such as CBT or
family therapy, to provide a multi-faceted treatment plan for
recovery (54).

Post-Emergency Care and Follow-Up

Continuity of care after acute behavioral
emergencies is critical to managing go-forward and
recurrent crises, as well as continuity of mental health
supports and treatment in adolescents (1). Post-acute care
transition from the emergency department (ED) is a
susceptible phase, with most adolescents requiring
continued treatment of the underlying mental health
disorders, such as depression, anxiety, or substance use
disorders, that underlie their crises (2). Efficient post-
emergency care involves coordinating care via referrals to
outpatient treatment, cooperation with school-based support
services, and participation in community-based programs to
address the comprehensive recovery of the adolescent (3).
These comprehensive interventions must consider the
various factors that affect a particular adolescent, such as
social, cultural, and environmental context, to maximize
adherence and outcomes (4).

A 2020 review of telehealth interventions
demonstrated that virtual psychiatric follow-up significantly
increased treatment access in rural adolescents, with a 35%
decrease in missed appointments compared with routine in-
person referrals (8). Telehealth systems, as flexible and
convenient, are particularly useful in under-resourced
populations, enabling adolescents to see mental health
professionals without the logistic barriers of travel (9). In
addition, care coordination models integrating social
workers or case managers with the ED can enhance referral
success by addressing social determinants of health such as
housing instability or family dysfunction (10).
School-Based Support

Schools are a key part of post-emergency care in
adolescents, as they are frequently the first setting in which
behavioral difficulties emerge or are identified (11). School
nurses alone are key frontline providers in the treatment of
behavioral emergencies, such as suicidal thoughts and
aggression, but many have minimal specialized training in
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mental health emergency treatment (12). A 2024 state school
nurse survey reported that 60% responded to handling
suicidal or aggressive behavior at least monthly, highlighting
the need for additional training programs to better equip
them with risk assessment and de-escalation skills (13).
School-based mental health programs, such as counselor or
social worker involvement in programs, can provide
monitoring and intervention for adolescents after a crisis,
with risk factors being picked up and escalation short-
circuited (14). A 2019 study showed the effectiveness of
school-based intervention with family incorporation, with
documentation of a 20% reduction in depressive symptoms
in adolescents being provided formal school support services
(15). School, mental health professionals, and families need
to work together to provide a supportive network conducive
to recovery and resilience (16).

Community Interventions

Addressing the social and environmental factors
of adolescent behavioral emergencies requires community-
based programs that have supportive relationships and
culturally responsive interventions (17). Community-based,
such as peer support groups, community mental health
clinics or culturally specific counseling is effective at
reducing depression and aggression through social
connectedness and by improving resilience (18). A
systematic review from 2019 showed that culturally
responsive interventions, particularly for adolescents from
marginalized groups (e.g. racial minority, immigrant
populations) with systemic barriers to access mental health
care (19).

Community interventions with the utilization of
cultural traditions or bilingual providers increase
engagement and reduce stigma, leading to a 25%
improvement in treatment adherence among diverse
populations (20). Additionally, community-based crisis
intervention teams, providing mobile mental health care,
have been identified to reduce ED visits through the
resolution of crisis within the community setting (21). The
programs are particularly valuable for adolescents with
restricted contact with mainstream mental health services,
introducing a proactive post-emergency intervention
strategy (22).

Challenges and Gaps

Notwithstanding progress with the management of
behavioral emergencies in adolescents, various challenges
and gaps in care continue to affect optimal provision of care
and outcomes (23). The challenges include limited
availability of specialist mental health clinicians, unequal
treatment of marginalized groups, lack of proper training for
frontline clinicians, and lack of strong evidence on specific
interventions (24).

Limited Access to Behavioral Health Professionals

Most EDs lack on-site psychiatric services, which
adds to the length of stay and the delayed treatment of
adolescents in crisis (25). A 2015 survey reported that only
20% of EDs in the United States employ pediatric
psychiatrists, which results in longer waiting times and more
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use of general ED personnel to handle complex cases (26).
This deficit all too often translates into inferior care, such as
inappropriate use of restraints or less-than-ideal medication
choices, and is one of the main reasons for providing
integrated mental health services in emergency departments
27).
Inequities in Care

Disadvantaged youth groups, including racial
minorities, LGBTQ+ youth, and low-income populations,
encounter significant barriers to accessing evidence-based
care (28). In 2014, one study found that transgender youth
reported higher rates of ED avoidance due to fear of
discrimination, resulting in delayed care and compromised
outcomes (29). Racial and ethnic minorities also experience
less prompt mental health referral, resulting in more care
disparities (30). To address disparities such as these,
culturally responsive interventions and policies that
facilitate access to the underserved are indicated (31).
Poor Training

Specialty training in adolescent behavioral
emergency care is not provided to school nurses and
clinicians, risking quality of care (32). Only 30% of school
nurses responding to a 2024 survey reported formal training
in managing mental health emergencies, despite frequently
having to handle suicidal or violent behavior (33). Similarly,
ED staff may not have de-escalation or risk assessment
training and therefore resort to coercive interventions (34).
Standardized training programs are requisite to equip
healthcare workers with the skills to handle such difficult
cases (35).
Research Gaps

While a lot is currently known regarding
pharmacological and de-escalation interventions, RCTs of
non-pharmacological interventions are limited, particularly
for cannabis use behavioral emergencies (36). A systematic
review in 2020 noted that the evidence base for the use of
motivational interviewing for cannabis emergencies is
narrow, with most studies on alcohol or opioid use (37).
More studies are needed to develop and test non-
pharmacological interventions that are specifically tailored
to the unique problems of adolescent drug use (38).
Recommendations

In order to overcome these challenges and
improve outcomes for adolescents with behavioral
emergencies, the review suggests a series of evidence-
informed recommendations to maximize the acute care of
behavioral emergencies in adolescents. These include the
implementation of standardized training programs for
emergency department staff and school nurses, the emphasis
being on de-escalation techniques, risk assessment, and
culturally responsive care. Simulation-based training must
be the basis of such programs as it has been shown to
improve outcomes through the acquisition of practical skills.
Emergency departments should have integrated models of
care in partnership with multidisciplinary teams to provide
multifaceted care, and not rely solely on general staff.
Access to telepsychiatry needs to be expanded to maximize
follow up care, especially for rural and disadvantaged
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regions. Culturally responsive interventions should be
prioritized to meet the linguistic, cultural, and social contexts
of diverse populations and subsequently reduce treatment
disparities in care for marginalized communities. Research
should prioritize completing randomized controlled trials to
determine the role of a combination of cognitive behavior
therapy and motivational interviewing for cannabis related
behavioral emergencies and verify long term treatment
outcomes, sequentially going through the scalable model in
both emergency and community settings.

Conclusion:

The treatment of acute behavioral crises in
adolescents is dependent on the multifocal interaction of
rapid assessment, de-escalation, medication and non-
medication interventions, and comprehensive post-
emergency care. With encouraging steps towards evidence-
based practice (i.e. drugs used in the treatment of ADHD)), it
is not without its challenges, as limited access to psychiatric
specialty services, inequities, limited training, and limited
research have contributed to consistently underwhelming
results. When using uniform training across practice
settings, shared care models, increased telehealth and
culturally appropriate methods, as well as research, health
systems can be better prepared to respond to adolescents in
crisis, prevent reoccurrence, and to promote better mental
health and well-being long-term.
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