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The approach to best practices in child and adolescent

psychiatry is now widely developed, and evidence-based

guidelines have been established in many European coun-

tries [12]. In France, scientifically-based intervention

research, highly supported by an increasing number of

informed clinicians, continues, nevertheless, to raise con-

cern and controversy [8]. Meanwhile, in developing

countries dissemination of manual-based practices and

training of professionals and parents are in progress [7].

Light shed by the various articles in this issue of the

journal spurs us to incorporate gold standards and national

and international guidelines into our medical clinical

training [2], daily practice, and the development of effec-

tive services [1]. However, average references established

by studies conducted on large or small groups do not

exclude, in practice, taking into account the complexity of

disorders. It is indeed important to identify past or current

factors influencing pathophysiology or psychopathology

that need to be considered in comprehensive multidimen-

sional therapeutic interventions, as in interpretation of their

results [11].

From this viewpoint, very pertinent data are presented in

the field of early intervention in autism spectrum disorders

(ASD) [6]. They highlight the necessity of identifying co-

existing medical and/or genetic conditions including epi-

lepsy in ASD that affect outcome. Likewise, it is true for

disorders of basic day-to-day functions such as sleep for

which a specific pharmacological approach is needed [4,

9]. The need of individualized and tailored intervention fits

in with this wide range of clinical and neurobiological

situations.

Another factor hindering patient’s improvement is non-

response to recommended evidence-based treatments such

as psychological/behavioral interventions, medical therapy,

and pharmacotherapy. In such treatment refractory clinical

situations, alternative strategies must to be defined and

tested. Using electro-convulsive therapy may be consid-

ered, for example in cases of severe self-injurious behavior

and aggression [3].

Lastly, according to the biopsychosocial model of child

and adolescent psychological disorders, environmental

factors linked to current and past experiences should be

considered when implementing comprehensive and global

psychiatric treatment strategies. Observations of bidirec-

tional relationships between adolescent and parental mental

health may have implications for clinical and therapeutic

practice [14]. The impact of adverse childhood experiences

on psychopathology later in life is also under study,

opening perspectives in risk identification, prevention, and

research on protecting factors [10].

Unfortunately, to this day valid pathophysiological,

psychopathological, and aetiological models do not reliably

support our therapeutic practice in child and adolescent

psychiatry. Research offers immense perspectives in this

field. New hypotheses rise from studies of very early events

characterizing the dynamics of child development on

somatic and psychological levels. In the case of ASD, the

perinatal period and the first 2 years of life constitute target

windows for studying growth [13] and acquisitions [5].

In the near future, the move should be from ‘‘stan-

dardized’’ to ‘‘hand tailored’’. All of us will be striving to

make intervention, based on the most recent findings in

neuroscience, as effective as possible, and according to

each patient’s and each family’s needs and individuality.

C. Barthélémy (&)
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