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The Magnitude of the Problem 
of Psychiatric Illness Presenting 
in the Emergency Department

Gregory Luke Larkin and Alifiya Tahir

 Introduction

Mental illness is ubiquitous and increasingly rec-
ognized as a growing problem throughout the 
world [1]. The purpose of this chapter is to 
describe the magnitude of the problem of mental 
illness, both globally and in terms of specific 
mental-health-related visits encountered in emer-
gency department (ED) settings.

While emergency departments may not be the 
optimal location to manage the growing burden 
of mental illness, they generally constitute the 
only 24/7 access for the preponderance of patients 
in crisis.

 Global Burden

The global burden of mental illness supersedes 
that of all other diseases. Recent estimates place 
mental illness first in the proportion of both 
global years of life lost due to disability (YLDs; 
32.4%) and in terms of disability-adjusted life 
years lost (DALYs; 13%) [2]. More conservative 
and somewhat incomplete metrics from WHO in 
2013 suggested mental illness constituted only 
21.2% and 7.1% of all global YLDs and DALYs, 

respectively [3]. The following two graphics 
from Vigo et al. [2] highlight two different ways 
mental health burden may be estimated, giving 
significantly different results (Figs. 1.1 and 1.2).

Regardless of the yardstick, the burden of 
mental illness is increasing. Escalation of mental 
illness is attributed to an increase in psychosocial 
and environmental stressors in many parts of the 
world, combined with the epiphenomenon of 
mental illnesses becoming less stigmatized in 
many advancing societies and patriarchal cul-
tures. Indeed, a substantial increase in measured 
prevalence comes less from new biological chal-
lenges and much more from an increase in diag-
noses; the latter diagnostic contagion has been 
generated in part by improved training and recog-
nition, the proliferation of clinical psychologists, 
the widespread availability of structured diagnos-
tic tools, and a penchant to pathologize symp-
toms formerly regarded as nonpsychiatric.

 Prevalence

Diagnostic trends notwithstanding, the world-
wide prevalence of mental illness remains pro-
found. The growing extent of the problem has 
been well described in the psychiatric epidemio-
logic studies of the World Health Organization’s 
(WHO) World Mental Health Surveys conducted 

G. L. Larkin (*) 
Department of Emergency Medicine and Psychiatry, 
Northeast Ohio Medical University, Akron, OH, USA 

A. Tahir 
Tisch MS Research Center, New York, NY, USA
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Fig. 1.1 Comparison of global burden of disease 2013: years lived with disability (YLDs) with the authors’ estimates. 
Analysis based on data from Global Burden of Disease Study 2013 Collaborators [3]

Fig. 1.2 Comparison of global burden of disease 2013: 
disability-adjusted life years (DALYs) with the authors’ 
estimates of years lived with disability (YLDs); analysis 

based on data from GBD 2013 DALYs and HALE 
Collaborators [3, 4]
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in 28 countries [1]. The WHO’s cross-national 
comparisons show a globally high prevalence of 
major mental disorders (defined by Diagnostic 
and Statistical Manual of Mental Disorders, 
Fourth Edition (DSM-IV): anxiety disorders, 
mood disorders, impulse-control disorders, and 
substance-use disorders). Combined, one or more 
of these disorders impacts one in four persons; 
the 25th–75th interquartile prevalence range 
(IQR) is 18.1–36.1% of the total population. 
These WHO-sponsored data also reveal cross- 
nationally consistent findings of early ages at 
onset, high comorbidity, significant chronicity, 
widespread unmet treatment needs, significant 
delays between illness onset and treatment, and 
inadequate frequency and quality of mental 
health care [1].

In the United States, the National Survey on 
Drug Use and Health (NSDUH) estimates 43.4 
million adults, or 18% of the US adult popula-
tion, has had a mental illness in the past year 

[5] (Fig. 1.3). The World Mental Health Survey 
(WMHS) found that lifetime prevalence of 
major DSM-IV mental disorders was highest in 
the United States, with almost half (47.4%) the 
population having a lifetime risk of at least one 
mental illness [6]. The 12-month WMHS-
based prevalence estimate for any disorder var-
ied widely and was also highest in the United 
States at 24.6% (6% higher than US estimates 
from NSDUH), but lowest in Shanghai, China 
(4.3%) [7].

All four major classes of DSM-IV disorders 
are important components of overall prevalence. 
Anxiety disorders (IQR, 9.9–16.7%) and mood 
disorders (IQR, 9.8–15.8%) are the most preva-
lent lifetime illnesses. Impulse-control disorders 
(IQR, 3.1–5.7%) and substance-use disorders 
(IQR, 4.8–9.6%) are generally less prevalent in 
global samples, despite their relatively high fre-
quency among emergency department patients in 
the English-speaking world [6].
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 Extent of Mental Illness Across 
the Life Cycle

Most mental disorders begin early in life and often 
have a chronic, fulminating course. They have 
much earlier ages of onset than most chronic non-
psychiatric disorders. In the US sample of the 
World Mental Health Survey, approximately 50% 
of psychiatric disorders existed by age 14 and 75% 
by age 24 [8]. Very early age of onset occurs for 
some anxiety disorders, notably phobias and sepa-
ration anxiety disorder (SAD), with a median age 
of onset in the range of 7–14  years [6]. Early 
onsets are also typical for the externalizing disor-
ders, with 80% of all lifetime attention- deficit/
hyperactivity disorder beginning in the age range 
of 4–11, and the clear majority of oppositional-
defiant disorder and conduct disorder beginning 
between ages 5 and 15 [6]. Serious mental ill-
nesses such as schizophrenia typically first mani-
fest in the late teenage years or early adulthood, 
typically in the range of 15–35 years of age [9].

Adult onsets are seen for the other common 
anxiety disorders (panic disorder, generalized 
anxiety disorder, and post-traumatic stress disor-
der), with median onset in the age range of 
25–50 years old. Mood disorders have a similar 
age of onset to the later-onset anxiety disorders, 
increasing linearly from the early teens until late 
middle age, and then declining. The median age 
of onset for mood disorders ranges from 25 to 45. 
Substance-use disorders also begin in young 
adulthood, with a median age of onset ranging 
from 20 to 35 years [6]. The age of onset for the 
dementias is generally late in older adulthood. 
Alzheimer’s disease is typically first seen in those 
over 65 years of age [10].

 Social and Physical Health Impacts

WHO data from both the World Mental Health 
Survey and the Global Burden of Disease Study 
show that mental disorders impose enormous 
personal and economic costs. These enduring 
costs arise in part from the combination of early 
onset, high prevalence, high disability, and chro-
nicity of mental health disorders [11]. Early- 
onset mental disorders are associated with a wide 

array of adverse outcomes over the life course, 
including lowered educational attainment, early 
marriage, marital instability, and low occupa-
tional and financial status [11]. In addition, and 
particularly relevant to emergency medicine, 
early-onset mental disorders increase the risk of 
onset and persistence of a wide range of physical 
disorders, including heart disease, asthma, diabe-
tes mellitus, arthritis, chronic back pain, and 
chronic headache [12, 13]. Adult-onset mood, 
substance, and anxiety disorders are also associ-
ated with significant role impairment and are 
often comorbid with physical illnesses.

 Economic Burden: United States

In any given year, an estimated one in four 
(26.2%) of the United States population has a 
diagnosable mental or substance-use disorder 
[14]. Of those with a disorder, 22% are classified 
as serious, 37% as moderate, and 40% as mild. 
To address this burden, the total US national 
health expenditures for mental health services 
has increased exponentially during the last three 
decades, from $33 million in 1986 to $147.4 bil-
lion in 2009 [5, 15]. Projections based on the 
SAMHSA findings estimate an increase in expen-
ditures to $238 billion by 2020 (Fig. 1.4) [5, 16].

Most of the World Mental Health Survey 
research undertaken to calculate the magnitude 
of the short-term societal burden of mental disor-
ders has been done in the United States [17, 18]. 
These studies count costs in terms of health care 
expenditures, impaired functioning, and prema-
ture mortality, and reveal an overwhelming 
 financial burden. The economic cost of depres-
sion in 2010, for example, was estimated at 
$210.5 billion [19].

Industrial analyses suggest that one-third of 
all health-related days lost from work or home 
responsibilities in the United States (totaling in 
the billions) are due to mental disorders [20]. 
Major depressive disorder alone impacts 6.4% of 
US workers annually and results in an average of 
>5 weeks of absenteeism and lost work produc-
tivity, costing employers around $51 billion. The 
burden of depression-associated presenteeism—
when workers are present at the workplace in 
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body but not in mind—is even more costly, esti-
mated at more than $84 billion annually in the 
United States [21].

 Changes in Mental Health Care 
Infrastructure

Globally, the burden of escalating numbers of 
mental health patients has been exacerbated by 
negative changes in mental health infrastructure 
that have resulted in reduced resources and 
restricted access for patients. In the United States, 

psychiatric inpatient facilities have been closed, 
numbers of psychiatrists have declined, and num-
bers of psychiatric beds have decreased, both in 
state hospitals and in general. For example, from 
1986 to 2004, the number of mental health orga-
nizations in the United States has contracted, 
from 3512 to 891; the total number of psychiatric 
beds has fallen by 20%, from 267,613 to 212,231; 
the number of psychiatric beds in state and 
county mental hospitals has halved, from 119,033 
to 57,034; and the number of beds per 100,000 
civilian population decreased from 111.7 in 1986 
to 71.2 in 2004 [21].
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Of the 12,826 mental health treatment facili-
ties in the United States in 2015, the vast majority 
(9640, or 75.2%) are less than 24-hour outpatient 
facilities. Only 2115 (or 16.5%) are associated 
with 24-hour hospital facilities [22].

These striking reductions in psychiatric 
resources have not been reversed in more recent 
years. In fact, the problems are worse, accompa-
nied by reduced lengths of stay, moves to treat 
people in the community, increased out-of-pocket 
consumer costs, and unfavorable mental-health- 
provider reimbursement. Having no place else to 
go, the preponderance of patients in crisis, as 
well as those with severe and chronic psychiatric 
illnesses, have been forced en masse to seek care 
at emergency departments (EDs)—the only 24/7 
health care facilities that cannot legally turn them 
away [26].

Large differences exist in the mental health 
workforce between countries with more than four 
times as many psychiatrists per capita in devel-
oped countries such as the Netherlands compared 
to developing countries such as China and India 
[23] (Fig. 1.5). Within country differences in the 
distribution of mental health care, workers are 

also significant [24] (Fig.  1.6). In the United 
States, for example, the highest density of psy-
chiatrists is located in small New England states 
such as Vermont, Connecticut, and Rhode Island. 
Southern and Great Plains states have signifi-
cantly fewer psychiatrists per capita. Similar dis-
tribution variances are observed for other types of 
mental health care providers as well [25] 
(Fig. 1.7). Naturally, access to local mental health 
resources greatly impacts the disposition (admis-
sion, transfer, referral, and discharge home) and 
treatment (ED, inpatient, and/or outpatient) of 
many psychiatric patients presenting to emer-
gency departments.

 Overall Emergency Department 
Visits

In 2014, there were almost 141 million visits to 
US EDs, 44.4 visits for every 100 persons in the 
United States [26]. From 1994 to 2014, the 
annual number of ED visits increased 52%, from 
93 to 141 million, representing an average 
increase of approximately 2.4 million (2.6%) vis-
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Fig. 1.5 Psychiatrists per 10,000 population (Data source: Mental Health Atlas 2014 [23]). (*Number of psychiatrists 
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its every year [26, 27]. However, as the number 
of visits has increased, the number of hospital- 
based EDs has decreased, from 4960 in 1994 to 
4408  in 2014, and this trend shows no sign of 
reversal [28] (Fig. 1.8). The net effect of increas-
ing visit rates and a reciprocal decline in the 
number of EDs is a 20% increase in ED volume 
and concomitant overcrowding. Mental health 
patients have played an increasing role in ED 
oversubscription, and we describe this below.

 Increased Mental Health Visits 
to Emergency Departments

An increasing fraction of annual ED visits are for 
mental health presentations [29]. Indeed, while 
overall use of US ED services increased by 52% 

from 1994 to 2014, the number of documented 
mental-health-related visits increased at an even 
faster rate—100% over the same 20 years [27, 
29]. For the past two decades, mental disorders 
have been the fastest growing component of 
emergency medical practice, while psychiatric 
services have diminished.

Nearly one in three adults in the noninstitu-
tionalized community has a diagnosable mental 
or addictive disorder; in the ED, this figure climbs 
to at least 40%. In 2006, the National Center for 
Health Statistics (NCHS) reported that 4.7 mil-
lion patients presented to American Eds with a 
primary psychiatric diagnosis. However, this 
number does not include codes for psychiatric 
reasons for the visit, comorbid mental health 
issues, substance-related visits, and the many 
patients in whom psychiatric reasons for the visit 

Fig. 1.6 (Source: US Bureau of Labor Statistics [24]). 
(*The location quotient is the ratio of the area concentra-
tion of occupational employment to the national average 
concentration. A location quotient greater than one indi-

cates the occupation has a higher share of employment 
than average, and a location quotient less than one indi-
cates the occupation is less prevalent in the area than 
average)
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Distribution of Licensed Psychologists, Hot Spot Analysis
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Not Significant
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Fig. 1.7 Hot-spot analysis on the number of licensed 
psychologists, 2012–2015. (Source: American 
Psychological Association [25]). (Note: This map was 
based on the Getis-Ord statistic generated from the hot- 
spot analysis. The number of licensed psychologists was 

statistically compared to the national mean. Counties in 
Hawaii, Oklahoma, and Utah were included in the analy-
sis based on state means of licensed psychologists per 
county)
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are secondary; hence, NCHS numbers are a gross 
underestimate.

The Emergency Medical Treatment and Active 
Labor Act (EMTALA) legislation and mental 
health insurance exclusions, as well as changes in 
the mental health infrastructure, mean that Eds 
have become the default option for urgent and 
acute contact for many psychiatric patients, 
including high severity patients and those who 
are suicidal. For some, the ED is their sole source 
of health care [26]. While many of those who 
present to Eds with mental health problems are 
uninsured, underinsured, homeless, and of racial 
and ethnic minorities who have no easy access to 
health care, the largest increase in mental health 
visits in the past decade comes from those who 
are insured [30]. As states reduce mental health 
care expenditure and the US health care system 
becomes inaccessible to an increasing fraction of 
the American population, the 100% increase in 
ED psychiatric visits observed between 1994 and 
2014 is likely to continue.

As a result of these trends, emergency medi-
cine is being forced to assume a growing respon-
sibility for providing both primary and acute 
mental health care. Paradoxically, however, while 
ED visits increase every year, both the number of 
general and psychiatric EDs are declining. Only 
approximately 146 EDs with specialized psychi-
atric emergency units remain (American 
Association for Emergency Psychiatry, 2009, 
“personal communication”).

 The Epidemiology of Mental Health 
Visits to Emergency Departments

Emergency department use for psychiatric rea-
sons has expanded over the past two decades and 
now accounts for 3.5% of all US emergency 
department visits by adults [27, 29]. Despite 
these recent trends, which have resulted in 
record-breaking numbers of patients seeking 
emergency services nationwide, there have been 
few methodologically and epidemiologically 
sound studies of mental-health-related emer-
gency visits in the United States.

The most comprehensive study used 
National Hospital Ambulatory Medical Care 
Survey (NHAMCS) data relevant diagnostic 
fields, including psychiatric reason-for-visit 
codes, DSM-based ICD diagnoses, 
Supplementary Classification of Factors 
Influencing Health Status and Contact with 
Health Services (V codes), and external cause-
of-injury codes (E codes) for all appropriate 
mental-health-related disorders [30]. This 
study found that from 1992 to 2001, a total of 
53 million visits to US EDs were made primar-
ily for mental-health-related reasons. Of these, 
an estimated 17 million visits were for a men-
tal-health-related primary complaint (i.e., as 
conveyed to the clinician by the patient), but 
many more involved a psychiatric diagnosis 
(i.e., the assessment of the patient’s condition 
by the clinician). Among the estimated 53 mil-
lion mental-health-related visits overall, the 
most common diagnoses were substance- 
related disorders (30%), mood disorders 
(23%), and anxiety disorders (21%). Psychoses 
constituted 10%, and suicide attempts 7%, of 
all documented mental-health-related visits. 
These five major subgroups accounted for 79% 
of all mental- health-related visits [30].

The remaining visits included all other 
Diagnostic and Statistical Manual of Mental 
Disorders (DSM) diagnostic codes and reason- 
for- visit codes referable to other psychological 
and mental disorders. Rates of these miscella-
neous mental-health-related visits increased sig-
nificantly over the decade. Rates of presentation 
to EDs for the most serious mental health 
 problem (suicidal behavior) increased by almost 
50% from 1992 to 2001. As well as suicidal 
behavior, increased rates of visits were signifi-
cant for all of the most prevalent disorders 
(mood, substance use, and anxiety disorders). 
According to the Nationwide Emergency 
Department sample, mental health ED visits 
increased from 2006 to 2014 by 44.1% [32]. 
However, rates of psychoses- related visits 
remained stable over this period from 0.6% in 
2009 to 0.7% in 2014 in the adult male popula-
tion [27, 33].

1 The Magnitude of the Problem of Psychiatric Illness Presenting in the Emergency Department
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 Specific Mental Disorders

The goal of the following section is to describe 
the magnitude of the problem of ED presenta-
tions for specific mental disorders. The most 
prevalent conditions are highlighted. While the 
prevalence and illness burden of each condition 
are worthy of discussion, prevalence data are not 
available for all mental illnesses, particularly 
those that are less common. While some disor-
ders are increasingly recognized (ADHD, e.g., 
2.8% prevalence), their relative lack of ED 
treatment- seeking often keeps them out of the 
discussion of emergency mental health [34].

 Anxiety Disorders

Anxiety disorders are the most common psychi-
atric disorders in the general population. Studies 
suggest that as many as one in four ED patients 
screen positive for anxiety disorders [35]. Many 
patients with anxiety disorders visit emergency 
departments, either to seek help for the anxiety 
symptoms explicitly or because they have physi-
cal symptoms related to anxiety. While anxiety 
symptoms rarely constitute a life-threatening 
emergency, severe anxiety is a common present-
ing problem in emergency department patients, 
consuming many resources. Specific anxiety dis-
orders include (based on DSM-5):

• Anxiety disorders
 – Separation anxiety disorder
 – Selective mutism
 – Specific phobia
 – Social anxiety disorder
 – Panic disorder
 – Panic attack specifier
 – Agoraphobia
 – Generalized anxiety disorder
 – Anxiety disorder due to another medical 

condition
 – Other specified anxiety disorder
 – Unspecified anxiety disorder

• Obsessive-compulsive disorders
 – Obsessive-compulsive disorder
 – Body dysmorphic disorder

 – Hoarding disorder
 – Trichotillomania
 – Excoriation disorder
 – Substance/medication-induced obsessive- 

compulsive and related disorder
 – Obsessive-compulsive and related disorder 

due to another medical condition
 – Other specified obsessive-compulsive and 

related disorder
 – Unspecified obsessive-compulsive and 

related disorder
• Trauma and stressor-related disorders

 – Reactive attachment disorder
 – Disinhibited social engagement disorder
 – PTSD
 – Acute stress disorder
 – Adjustment disorders
 – Other specified trauma-and-stressor-related 

disorder
 – Unspecified trauma-and-stressor-related 

disorder

In any given year, anxiety disorders affect 
25% of the US adult population, making them the 
most prevalent type of mental disorders [36]. Of 
these cases, 22.8% (4.2% of the total adult popu-
lation) are classified as “severe” [8]. The mean 
age of onset of anxiety disorders is 11 years, and 
these disorders are more common in females than 
males and less common in non-Hispanic Blacks 
and in Hispanics than in non-Hispanic Whites.

Despite the high prevalence rates of anxiety 
disorders, they are often underrecognized and 
undertreated clinical problems in the general 
population and in primary care. Of all cases each 
year, only one-third (36.9%) receive treatment, 
and for only one-third of those (12.7% of those 
with the disorder) is the treatment effective or 
adequate [37]. Anxiety disorders have a strong 
comorbidity with depression and substance-use 
disorders; the risk of suicidal behavior in anxiety- 
disordered patients is often underestimated [38].

Anxiety-related presentations accounted for 
16% of emergency department mental health vis-
its from 1992 to 2001, increasing from 4.9% to 
6.3% of all emergency department visits across 
the decade [38]. While not always used for anxi-
ety, the anxiolytics/sedatives/hypnotics prescrip-
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tions escalated from 9.6M in 2006 to 13.5M in 
2014 [27, 33]. This growth may reflect a rise in 
anxiety-related emergency department care- 
seeking, an increase in anxiety awareness among 
patients and practitioners, or both. Of all mental 
health visits to the ED, anxiety disorders are the 
least likely to result in admission, with an overall 
hospitalization rate of 20% [38].

The European Study of the Epidemiology of 
Mental Disorders (ESEMeD) based on more 
than 21,000 adults across Belgium, France, 
Germany, Italy, Netherlands, and Spain esti-
mated that only one-fifth of anxiety patients 
seek help. Of those that reach out for health ser-
vices, 23% receive no treatment, 31% receive 
only drugs, 20% receive only psychotherapy, 
and 27% are treated with both pharmacotherapy 
and psychotherapy [39].

 Panic Disorder

The estimated lifetime prevalence of panic dis-
order in the US adult population is 4.7% [40, 
41]. Twelve-month prevalence is estimated at 
2.7%. The lifetime prevalence of panic disorder 
is twice as high among females (6.2%) than 
males (3.1%). Twelve-month prevalence is 3.8% 
for females and 1.6% for males. The age of 
onset for panic disorder is typically is early to 
mid-20s, and panic disorder is seen most com-
monly in people aged 15–24  years [42]. 
However, these population estimates may not 
reflect the characteristics of panic disorder 
patients seen in emergency department settings. 
For example, it has been found that panic 
patients in an ED were older and more likely to 
be male than patients seen in psychiatric clinics. 
One study found ED panic patients were also 
significantly more likely to be on Medicare and 
less likely to be uninsured [43].

Patients with panic disorder have high rates of 
use of both ED services and 911 emergency ser-
vices, as well as high rates of ED recidivism. 
Panic patients seek emergency care not only 
because of the sudden, severe, and frightening 
onset of symptoms but also because anxiety dis-
orders often occur in association with somatic 

complaints. The direction of association is 
unclear but is likely to be bidirectional.

A series of ED studies have focused on 
patients who present with chest pain [43]. Chest 
pain is the most common reason for ED presenta-
tion for those over 65 and the second most com-
mon reason for those aged 15–64  years, 
accounting in 2008 for 4.7 million ED visits [15]. 
Studies of ED chest pain patients consistently 
report that panic disorder can be diagnosed in 
two-thirds of all patients presenting to an ED 
with medically unexplained chest pain. In several 
studies, the vast majority (98%) of ED patients 
with panic disorder were undiagnosed. These 
patients often receive costly cardiac workups to 
exclude coronary artery disease, yet they are sel-
dom, if ever, screened for panic disorder [44].

Underdiagnosis of panic disorder is unfortu-
nate, not only because identification of these 
patients might reduce their economic burden in 
the ED by avoiding unnecessary and expensive 
investigative tests, and minimizing rates of medi-
cal care usage, use of 911 services, and overall 
ED use, but also because effective pharmacologi-
cal and psychotherapeutic treatments are avail-
able. Untreated, panic patients tend to develop 
depression, agoraphobia, alcohol and substance 
abuse problems, and impaired social and occupa-
tional functioning. Panic disorder is also associ-
ated with an elevated risk of suicidal behavior. 
Although only 60% of people with panic disorder 
seek care, 32% of these patients present to EDs, 
rendering EDs an appropriate site for detection 
and possibly early treatment and referral of panic 
disorder patients [44].

 Posttraumatic Stress Disorder (PTSD)

While the nosology of posttraumatic stress disor-
der is still being debated, the estimated lifetime 
prevalence of PTSD among adult Americans is 
6.8% [14]. The 12-month PTSD prevalence esti-
mate is 3.5%. PTSD is significantly more com-
mon in women than men; the lifetime prevalence 
of PTSD among men is 3.6%, and among women, 
9.7%. The 12-month prevalence is 1.8% among 
men and 5.2% among women.
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PTSD is often unrecognized in the general 
population, as well as in emergency departments, 
which are routine reception zones for trauma and 
disaster victims. Emergency departments receive 
many patients who have experienced mass- 
casualty events, natural disasters, serious acci-
dents, assault or abuse, sudden and major deaths, 
as well as deep emotional losses that put them at 
risk of PTSD.  The ED as an ideal setting for 
PTSD prevention is being increasingly 
recognized.

 Generalized Anxiety Disorder

The lifetime prevalence of generalized anxiety 
disorder (GAD) is estimated at 5.7% in the 
United States, which is higher than the estimated 
3.7% lifetime prevalence globally [14, 40, 45]. 
The 12-month US prevalence is 2.7%. The life-
time prevalence of generalized anxiety disorder 
is estimated to be 7.1% in females and 4.2% 
among males. Past-year prevalence is 3.4% 
among females and 1.9% in males. Generalized 
anxiety disorder rarely occurs in isolation from 
other psychiatric disorders, with an estimated 
90% of people with GAD meeting criteria for 
another psychiatric disorder over the course of 
their lifetime. The most common comorbid ill-
nesses are depression, alcohol abuse, and other 
anxiety disorders [46]. In the emergency depart-
ment, GAD is likely to be a secondary diagnosis 
both to these comorbid mental disorders as well 
as to physical illnesses.

 Phobic Disorders

The global estimates for phobia report a 3.6% 
lifetime prevalence [47]. The estimates for the 
adult US population are much higher, at 12.5% 
[14]. In any year, one in every ten adults reports 
having a specific phobia. The lifetime prevalence 
is estimated at 15.8% in females and 8.9% in 
males. While phobias are the most prevalent anx-
iety disorders, they are much less likely than 
panic disorder, PTSD, and GAD to be the pri-
mary reason for ED presentation.

 Mood Disorders

After anxiety disorders, mood disorders are the 
second most common psychiatric disorder in the 
general population, occurring in 10% of the US 
adult population each year [14, 48]. Of these 
cases, 45% (4.3% of the total population) are 
classified as severe. The mean age of onset is 30 
years, and women are 50% more likely than men 
to suffer a mood disorder during their lifetime. 
Non-Hispanic Blacks and Hispanics are less 
likely than non-Hispanic Whites to experience a 
mood disorder during their lifetime.

Mood disorders are the most expensive mental 
illness in the general population because they are 
frequently undiagnosed, underdiagnosed, or mis-
diagnosed, and, even if detected, often inade-
quately treated. Each year, half of those in the 
general population with a mood disorder receive 
treatment, and for 40% (20% of those with any 
mood disorder), this treatment is minimally ade-
quate [42].

The economic burden of depression in the 
general population is derived not only from the 
health care costs of inadequate diagnosis and 
treatment but also from workplace absenteeism 
and loss of productivity, lost earnings due to pre-
mature death, and the costs incurred by social 
agencies (including law enforcement, the justice 
system, and shelters), as well as personal costs in 
terms of reduced quality of life.

After substance-use disorders, mood disorders 
(including major depressive disorder, bipolar dis-
order, and dysthymia) are the most common 
mental illnesses seen in the emergency depart-
ment, accounting for 17% of US ED visits for 
mental-health-related reasons from 1992 to 2001 
[31]. More recent data reveal a 34% increase in 
the rate of mood disorder presentations to the ED 
as a first-listed diagnosis, from 1.1M in 2006 to 
1.5M in 2014 [32].

 Major Depression

Major depression was estimated to affect 322 
million, or 4.4% of the world’s population, in the 
year 2015 [49]. Currently, 16.1 million adults in 
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the United States are considered to suffer from 
MDD [5]. Each year, 6.7% of US adults suffer a 
major depressive episode (MDE) [14, 50] 
(Fig. 1.9). The prevalence of MDE among young 
adults aged 18–25  in the United States has 
increased significantly in recent years, and over-
all, this prevalence is higher than all other age 
groups [5] (Fig.  1.10). Of all major depressive 
episodes, one-third (2% of all the US adult popu-
lation) are classified as severe. The mean age of 
onset is 32 years. Women are 70% more likely 
than males to have a major depressive episode 
during their lifetime, and MDD is 40% less com-
mon in non-Hispanic Blacks than non-Hispanic 
Whites. Of all those with MDD each year, only 
half receive treatment, and of those receiving 
treatment, 38% (20% of those with the disorder) 
are receiving minimally adequate treatment.

The use of antidepressants for treating depres-
sion has risen sharply in the years 2001–2011, 
showing an increase of 98% [51]. This increase is 
much higher than the 6% increase over the previ-

ous decade, which ended in 2001 [30]. The rise in 
antidepressant prescriptions accompanies a gen-
eral awareness of treatment for depression, with a 
220% increase since the 1980s [52]. Although 
more individuals are seeking treatment, a gradual 
decline in the use of psychotherapy can be appre-
ciated in the 2000s compared to the 1980s (54–
43%) [52].

Untreated depression imposes a severe eco-
nomic burden, resulting largely from inadequate 
diagnosis and treatment. In the majority (50–
60%) of those with depression, the disorder is not 
accurately diagnosed [53]. Wells and colleagues 
found that depressed medically ill patients have 
significantly more pain and functional impair-
ment than matched patients having chronic medi-
cal conditions alone [54]. Only advanced 
coronary artery disease accounts for more bed 
disability days (defined as days during which a 
person stayed in bed for more than half a day 
because of illness or injury) than depression, and 
only arthritis causes more pain. In terms of 
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impaired physical functioning and ability to 
work, to function socially, and to care for home 
and family, depression is more disabling than 
hypertension, diabetes, arthritis, gastrointestinal 
disorders, or back pain problems. Depressed 
patients have high rates of medical usage for a 
range of somatic complaints, including head-
aches, backaches, gastrointestinal disorders, 
weakness, lethargy, fatigue, and insomnia. They 
are frequent users of emergency departments, 
using such services three to five times more than 
nondepressed patients [55].

However, depression is often neither detected 
nor even inquired about in emergency depart-
ment settings [56]. A study of 476 ED patients in 
four US hospitals found that, when screened for 
symptoms of depression, one-third were positive 
[57]. While symptoms of depression do not nec-
essarily equate with standardized DSM-based 
diagnoses of depression, these results suggest 
that depression in ED patients may be approxi-
mately six times higher than in general popula-
tion samples.

Depression is often comorbid with anxiety 
disorders, substance dependence, and other men-

tal disorders, as well as a range of somatic com-
plaints. It may be obscured in ED presentations 
by these other concerns unless explicit screening 
for depression is undertaken. However, if ED 
screening for depression is implemented, then 
there is a need to develop a range of ED-based 
interventions to either provide ED-delivered 
interventions or to link all those who screen 
 positive for depression to appropriate services 
external to the ED and, furthermore, to ensure 
that no one falls through gaps between ED and 
outpatient services.

 Bipolar Disorder

Bipolar disorder is a chronic mood disorder that 
causes significant economic burden to patients, 
families, and society [14, 58]. The 12-month 
prevalence of bipolar disorder in the US adult 
population is 2.6%. Prevalence estimates may 
vary from 2.4% to 15.1%, depending upon how 
inclusive the diagnostic categories employed. For 
example, the highest prevalence of 15.1% would 
comprise manic episode, hypomanic episode, 
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and soft hypomanic episode [59–65]. The major-
ity of these cases (83%) are classified as severe. 
Half of those with the disorder receive treatment 
each year, and of those, 40% receive minimally 
adequate treatment.

Bipolar disorder is characterized by recur-
rent manic (or hypomanic) and depressive epi-
sodes that cause functional impairment and 
reduce the quality of life [66]. At least 25–50% 
of patients with bipolar disorder also attempt 
suicide [67]. People with bipolar disorders are 
20–30 times more likely to commit suicide 
than the general population [69, 70]. Bipolar 
patients may present to the ED in either 
depressed or manic states; some will have 
attempted suicide. There are few studies of the 
epidemiology of bipolar disorder visits to the 
ED, but one small study found that almost 7% 
of ED patients screened positive for bipolar 
disorder, considerably higher than population 
estimates of 1.3% [68]. As with anxiety disor-
ders, bipolar disorders carry significant comor-
bidity with substance-use disorders [69].

 Dysthymic Disorder

The DSM-5 characterizes dysthymia as a 
“Persistent Depressive Disorder.” This category 
is a consolidation of the DSM-IV defined chronic 
major depression and dysthymia. Persistent 
Depressive Disorder is characterized by a 
depressed mood for most of the day for at least 2 
years. If individuals meet the MDD criteria for 2 
years, they are classified as having both MDD 
and Persistent Depressive Disorder. People with 
dysthymia may also experience one or more epi-
sodes of major depression during their lifetime 
[14]. The lifetime prevalence of dysthymic disor-
der is estimated to be 2.5% [14]. The 12-month 
prevalence is 1.5%. Lifetime estimates are 3.1% 
among females and 1.8% in males. Twelve- 
month estimates are 1.9% among females and 
1.0% in males. Dysthymia may underlie many 
ED visits, but it is frequently undetected, and 
many outpatients with dysthymia may be receiv-
ing inadequate treatment.

 Suicidal Behavior

Suicidal behavior is a proposed DSM-5 disor-
der assigned to those who have attempted sui-
cide in the past 2 years. Suicidal behavior is 
closely associated with most mental disorders 
and is one of the most common and arguably 
the most serious psychiatric emergency pre-
sentation to the ED. Suicide ideation and sui-
cide attempts are strongly linked to death by 
suicide and predict further suicidal behavior 
[71]. The lifetime prevalence of suicide ide-
ation is 9%, and the lifetime prevalence of sui-
cide attempts is 3%. Twelve- month prevalence 
rates of suicide ideation, plans, and attempts 
are, respectively, 2%, 0.6%, and 0.3% for 
developed countries [72].

Recently, suicide has surpassed transport- 
related crashes as the most common cause of 
injury-related deaths in the United States. In 
2004, suicide was responsible for approximately 
32,000 deaths, and motor vehicles for 47,000 
deaths. By 2014, the numbers reversed: Suicide 
became responsible for 43,000 deaths compared 
to 38,000 deaths due to motor vehicle crashes 
[73].

Suicide attempts accounted for approximately 
2.5 million (5.9%) injury-related US ED visits in 
2012 [30]. The rate of presentation for suicide- 
related visits to US EDs increased by 73%, from 
0.3M in 1994 to 0.5M in 2014 [27, 29]. Yet these 
figures underestimate the prevalence of 
 suicide- related visits to the ED. A study by 
Claassen and Larkin (2005), for example, found 
that a significant fraction of those who present to 
EDs for non-mental-health reasons often have 
occult or silent suicide ideation (estimated at 
8–12%) [74].

Three clusters of ED patients can be identified 
as being at risk of suicide ideation and behavior: 
(i) those who present to ED with suicide ideation 
or threats, or following suicide attempts; (ii) 
those who present with the mental health prob-
lems with which suicide is associated; and (iii) 
those who present with specific physical prob-
lems but who have occult or silent suicide risk 
[75–77].
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Almost all mental disorders have an increased 
risk of suicide apart from mental retardation and 
dementia [77]. Outside of China, psychological 
autopsies reveal that approximately 90% of indi-
viduals who attempt or commit suicide meet 
diagnostic criteria for a mental disorder, most 
commonly mood disorders, substance-use disor-
ders, psychoses, and personality disorders. 
However, both the mental disorders with which 
suicide is associated and the subtle levels of sui-
cide ideation are frequently underrecognized and 
undertreated in ED settings.

Those who make suicide attempts also pres-
ent to ED services for a range of medical prob-
lems and have increased risks of homicide, 
accidents, disease, and premature death in gen-
eral [79]. Patients who present to the ED with 
suicide ideation (without attempt) also have 
risks of returning to the ED with further ide-
ation or with suicide attempts; in fact, those 
with SI have as much risk as those who present 
with attempts [74].

EDs have an unmatched burden of responsi-
bility for suicidal patients. EDs are thorough-
fares for a range of endophenotypes at high risk 
of suicidal behavior, including not only those 
with frank or occult suicidal behavior but also 
young people; males; prisoners; gun owners; the 
homeless; the psychiatrically ill; binge drinkers, 
illicit drug users, and substance abusers; older 
adults; victims of abuse, trauma, and assault; 
perpetrators of crime, assault, and violence; 
substance- abusing youth; violent youth; youth 
with conduct disorder and those in foster and 
welfare care; patients with severe, chronic men-
tal disorders, including those with depression, 
psychosis, and personality disorders; older 
adults with physical health problems, persistent 
pain, disability, and/or depression; and adults 
and young adults with degenerative illnesses. 
Given that emergency departments are in fre-
quent contact with suicidal patients, EDs repre-
sent underutilized sites for suicide prevention 
[74]. Potentially, EDs are sites that could iden-
tify and engage at-risk patients into accessible 
outpatient care management and suicide preven-
tion programs.

 Substance-Use Disorders

One person in three in the US population has a 
lifetime substance-use disorder, and the lifetime 
risk is higher among males (41.8%) than females 
(29.6%) [14]. The 12-month prevalence is 
13.4%—again, higher in males (15.4%) than 
females (11.6%).

Substance abuse is the most common mental 
health reason for ED presentations. The primary 
diagnosis of substance abuse was responsible for 
30% of psychiatric-related ED visits in the United 
States from 1992 to 2001 [30]. In 2015, substance 
abuse constituted 7% of all ED visits 
(NHAMCS-ED 2015). Substance abuse is often 
comorbid with other mental disorders, including 
mood and anxiety disorders in particular. Patients 
with comorbid major psychiatric diagnoses and 
substance-abuse diagnoses are overrepresented 
in those who are frequent recidivists to EDs.

Substance abuse is also commonly involved in 
injury-related ED presentations, including vio-
lence, falls, drownings, motor vehicle crashes, 
and suicide attempts. Substance misuse is also 
associated with hazardous and costly social con-
sequences, including driving under the influence 
of alcohol or drugs, arrest, and violent behavior.

 Alcohol Abuse or Dependence
In 2000, 16.2% of deaths and 13.2% of disability- 
adjusted life years (DALYs) from injuries glob-
ally were estimated to be attributed to alcohol. 
The lifetime prevalence of alcohol abuse or 
dependence in the US population is estimated to 
be 13.2% [14]. The 12-month estimate is 3.1%. 
Lifetime prevalence is estimated at 19.6% among 
males and 7.5% among females. The 12-month 
estimates are 4.5% among males and 1.8% 
among females. The apparent prevalence of 
alcohol- use disorder in the United States has 
decreased significantly in recent years, especially 
among those aged 18–25 [5] (Fig. 1.11).

Alcohol-related disorders presenting to EDs 
as first-listed diagnoses increased by 76%, from 
0.8M to 1.5M in the years 2006 to 2014 [32]. 
This inflation, however, represents only the tip of 
an iceberg. An important caveat to these numbers 
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is a systematic underestimation due in part to 
patient and provider denial. Trauma patients who 
are intoxicated are often underdiagnosed with 
substance abuse in order to maximize the likeli-
hood that a claim will not be denied. Frequent 
alcohol recidivists rarely have their alcohol levels 
checked, in order to expedite their disposition. 
Numerous patient, provider, and systemic issues 
conspire, leading to an underdiagnosis of alcohol 
abuse and dependence.

Alcohol-related visits impose a significant 
burden on emergency departments. As men-
tioned, patients often withhold information 
about their drinking habits and drinking his-
tory; hence, the role of alcohol in many ED 
visits is likely underestimated. Nevertheless, 
alcohol abuse is often implicated in ED visits 
for violence and injury. Half of all drug abuse/
misuse visits made to EDs by individuals under 
20 years old involve alcohol [80]. Indeed, there 
is a significant overlap among persons with 
illicit drug-use disorders and alcohol-use dis-
orders [5] (Fig. 1.12).

 Drug Abuse or Dependence
An estimated 8% of the US adult population has 
a lifetime drug abuse or dependence disorder 
[14]. The 12-month estimate is 1.4%. Lifetime 
estimates are 11.6% among males and 4.8% 
among females. The 12-month estimates are 
2.2% for males and 0.7% for females. Drug- 
related ED visits include those made for drug 
abuse and misuse, suicide attempts, adverse reac-
tions, and accidental ingestions. Adverse effects 
from drug abuse represent almost half of all drug- 
related ED visits [81] (Fig.  1.13). Drug abuse 
also spawned increased violence during the 
crack-cocaine epidemic of the 1990s, followed in 
the United States by prescription opiate abuse 
(e.g., oxycodone) and ultimately in the last 
decade by a resurgence in heroin and related sub-
stance abuse.

The number of drug abuse-related ED visits 
have skyrocketed by 161% in 7 years, from 
1,545,136 in 2004 to 4,032,571 in 2011 [80]. A 
resurgence of methamphetamine abuse has led to 
an increase in methamphetamine-related ED vis-
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its by 61%, from 64,117  in 2009 to 102,961  in 
2011. Substance abuse and dependence remains a 
central reason for visiting the ED for many 
patients in the United States. However, opiate 

abuse has tremendous regional variation both 
within and between countries. Opiate abuse, for 
example, is much less of an ED issue in more 
socialized systems like New Zealand.
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Fig. 1.12 Alcohol-use disorder and illicit-drug-use dis-
order in the past year among people aged 12 or older, with 
a past-year substance-use disorder (SUD): United States 

(2015). (Source: Center for Behavioral Health Statistics 
and Quality [5])
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 Schizophrenia and Other Psychotic 
Disorders

Schizophrenia-spectrum diagnoses account for 
approximately two-thirds of all psychotic disor-
ders. The estimated lifetime prevalence of schizo-
phrenia in the US adult population is 1.1% [14]. 
Twelve-month healthcare use is estimated at 
60%.

Schizophrenia is a serious mental illness with 
high economic and social costs for families and 
for society. The overall US 2013 cost of schizo-
phrenia was estimated to be $155.7 billion, of 
which the largest components were excess costs 
associated with unemployment (38%), produc-
tivity loss due to caregiving (34%), and direct 
health care costs (24%) [82].

A population-based study of ED mental health 
visits, using NHAMCS data, found that 
psychosis- related ED visits accounted for 
approximately 10% of all mental health ED visits 
during the decade from 1992 to 2001 [83]. 
Notably, while overall mental-health-related ED 
visits increased by more than a third over this 
time, and rates of ED visits for other major men-
tal health problems (including suicidal behavior, 
substance-use disorders, mood disorders, and 
anxiety disorders) all increased, the rate of 
psychosis- related ED visits per capita did not 
change. Psychoses-related ED visits formed 
0.4% of all ED visits in 2004 and remained at 
0.3% in 2014 [84]. This stability may reflect the 
results of recent substantial investment in early 
intervention and intensive case management for 
the seriously mentally ill.

Some patients with schizophrenia may present 
to EDs in a psychotic crisis that requires immedi-
ate management and may not have been diag-
nosed with psychiatric illness previously. They 
often present diagnostic dilemmas involving 
organic versus psychiatric etiology and primary 
psychotic versus affective disorder diagnosis. 
Treatment may be complicated further by the 
presence of alcohol or drug intoxication. 
Previously diagnosed patients with serious men-
tal illness may also present to the ED with a com-

plication of treatment (e.g., adverse effects of 
medication) or a psychotic crisis that may arise 
from gaps in treatment or socioeconomic chal-
lenges engendered by serious mental illness (e.g., 
poverty, homelessness, social isolation, failure of 
support systems).

 Eating Disorders

Both obesity and the fear of obesity are on the 
rise. The lifetime prevalence of anorexia nervosa 
is 0.6% of the US adult population; only one- 
third of anorexia nervosa patients receive treat-
ment [14]. Similarly, the lifetime prevalence of 
bulimia nervosa is 0.6%; 43.2% receive treat-
ment. The 12-month prevalence is bulimia is 
0.3%, and only 15.6% receive treatment over that 
year.

Binge eating is much more common, with a 
lifetime prevalence of 28%, of whom 43.6% 
receive treatment. The 12-month prevalence of 
binge eating is 1.2% of US adults, of whom 28% 
receive treatment [85]. As many as 5% of young 
women exhibit symptoms of anorexia but do not 
meet full diagnostic criteria, and some studies 
show disordered eating behavior in 13% of ado-
lescent girls in the United States.

Patients with anorexia nervosa may present to 
the ED with extreme weight loss, food refusal, 
dehydration, electrolyte abnormalities, weak-
ness, acute abdominal pain, or shock. They are 
frequent users of the emergency department; they 
may often present at the urging of family mem-
bers or friends and may often deny their disorder 
and their malnutrition. Major depression and dys-
thymic disorder have been reported in up to 50% 
of patients with anorexia nervosa, and these 
patients have an elevated risk of suicide.

 Impulse Control Disorders

An estimated one in four of the US adult popula-
tion has one of the impulse control disorders 
(oppositional defiant disorder, conduct disorder, 
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attention-deficit/hyperactivity disorder, or inter-
mittent explosive disorder) [14]. The 12-month 
estimate is 10.5%. Lifetime estimates are higher 
for males (28.6%) than females (21.6%). Twelve- 
month estimates are 11.7% for males and 9.3% 
for females. These disorders are likely associated 
with ED presentations for violence and injury, 
and with high rates of medical usage, but are 
rarely assessed in the ED setting.

 Personality (Axis II) Disorders

Almost one in ten of the adult US population is 
estimated to have an Axis II personality disorder 
in any year [14]. People with personality disor-
ders have high rates of comorbid mental disor-
ders, including anxiety disorders, mood disorders, 
impulse control disorders, and substance abuse or 
dependence, and may present to the ED with 
these mental illnesses. Although DSM-IV defines 
ten categories of personality disorder, population 
prevalence, and ED visit data are lacking for 
most classifications, they are available for the 
most common disorders: borderline personality 
disorder and antisocial personality disorder.

Borderline personality disorder (BPD) is a 
personality disorder seen frequently in EDs, and 
BPD patients are high users of ED services and 
psychiatric services. The 12-month prevalence of 
borderline personality disorder is estimated to be 
1.6%, of whom 42.4% receive treatment. From 
10% to 20% of all psychiatric patients are diag-
nosed with this disorder, which is approximately 
three times more common in women than men.

The major feature of BPD patients is that they 
are emotionally unstable and chaotic. They are 
often also impulsive and frequently self-harming. 
They tend to present to the ED in emotional crisis 
and/or having made a suicide attempt or gesture 
by overdose or cutting their wrists in response to 
some emotional stressor. The majority (approxi-
mately 75%) of BPD patients attempt suicide or 
display self-mutilating behaviors like cutting or 
burning. The risk of suicide is approximately 
10%.

Antisocial personality disorder (ASPD) is a 
condition in which an individual chronically 

manipulates others and violates their rights, dis-
regarding their feelings without remorse. ASPD 
is more common in males than females, and 
ASPD is often comorbid with substance-abuse 
disorders, depression, anxiety disorders, 
attention- deficit/hyperactivity disorder, and legal 
problems. Patients with ASPD may be high users 
of ED services and may present to the ED with 
comorbid psychiatric conditions, but also with 
substance-abuse-, injury-, or violence-related 
problems. While the 12-month prevalence of 
ASPD in the general population is only 1%, it is 
likely to be much higher in the ED population.

 Miscellaneous/Occult Mental Health 
Disorders

The prevalence and ED burden of many less 
common mental disorders remain unknown. 
Studies conducted by our laboratory and by oth-
ers on the prevalence of occult, unmeasured, and 
often unrecognized mental disorders suggest that 
large segments of the ED patient population have 
relatively severe comorbid mental health prob-
lems, in addition to other somatic maladies. 
These relatively undercounted mental health con-
ditions include delirium; dementia and amnestic 
and other cognitive disorders; somatoform disor-
ders; dissociative disorders; conversion disor-
ders; and factitious disorders. While many of 
these disorders, such as the somatoform and fac-
titious disorders, are counted among the so-called 
ER frequent flyers, they are also seen in patients 
with asthma, diabetes, malignancies, and other 
nonpsychiatric health conditions. A significant 
proportion of ED patients with abdominal pain, 
chest pain, back pain, and headache are not ulti-
mately diagnosed with somatic diseases that 
account for their typical symptoms. However, 
taking a better accounting of patients with 
somatoform and factitious disorders would be a 
first step toward targeting those who frequently 
use and sometimes misuse or abuse ED services.

Most mental health patients do not abuse ED 
services, however, and many ED patients suffer 
silently from occult and comorbid mental ill-
nesses, resulting in significant diagnostic and 
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treatment delays at the local level, as well as a 
systematic epidemiologic undercounting of 
mental- health-related ED visits on the global 
level. Efforts to screen more aggressively for 
mental illness would certainly improve psycho-
epidemiologic estimates of the prevalence and 
true magnitude of the mental health problem. 
Uncovering more comorbid psychopathology 
may also benefit patients. However, many emer-
gency departments and psychiatric services are 
currently too oversubscribed and underresourced 
to adequately manage those currently suffering in 
silence.

 Conclusion

This chapter outlined the psychoepidemiology of 
mental illness, both in global terms and in terms 
of the reigning acute care system in most devel-
oped countries: emergency departments. 
Decreased stigmatization, enhanced legitimiza-
tion, and increased public and clinical recogni-
tion of mental illness have led to significant, 
record-breaking, global increases in the point 
prevalence, and incidence of mental illness in the 
general population. These population increases 
in mental illnesses have, in turn, increased the 
census of mentally unwell emergency depart-
ment patients in need of care at the local level.

Paradoxically, psychiatric patient population 
expansion has developed during a time of ED 
overcrowding and sharp reductions in both the 
total number of EDs and psychiatric beds in 
many communities. In addition, the willingness 
of mental health providers to make new DSM 
diagnoses appears to be out of step with either a 
systemic unwillingness or a provider inability to 
provide acute psychiatric and crisis care. Gaps in 
crisis care and the overall lack of affordable, 24/7 
access to cost-effective mental health care ser-
vices have fostered continued and increasing reli-
ance on ED services. Unchecked, the growing 
tidal wave of mental health patients in need of 
care can be expected to rise significantly, flood-
ing EDs throughout the world for the foreseeable 
future.
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 Introduction

Mental-health-related visits to emergency 
departments are common and steadily increas-
ing [1–3]. More than ever, emergency depart-
ments (EDs) have become burdened with longer 
wait times, overcrowding, and complex patient 
safety issues. Patients with primary psychiatric 
complaints, numbering approximately 53 mil-
lion from 1992 to 2001  in the United States, 
now constitute 12.5% of all adult ED visits [1, 
4]. This rise in mental health visits corresponds 
to a 38% increase [5]. At the same time, there 
has been an increasing shortage of inpatient 
psychiatric beds nationally, with a decline in a 
number of inpatient beds per capita of 62% from 
1970 to 2003 [6]. Frequently, there is an inher-
ent challenge or even fear in dealing with these 
patients and their behavioral symptoms due to 
discomfort in diagnosing and managing psychi-
atric conditions, such that the medical aspects of 
psychiatric care are overshadowed in order to 

arrange a rapid disposition. Sigmund Freud 
once famously noted, “When I treat a psycho-
neurotic, for instance, hysterical patient … I am 
compelled to find explanations for the first 
symptoms of the malady, which have long since 
disappeared, as well as for those existing symp-
toms which have brought the patient to me; and 
I find a former problem easier to solve than the 
more exigent one of today” [7].

Although Freud’s words are by now a century 
old, the search for the medical causes of existing 
psychiatric problems is still common. This 
screening, usually performed by emergency phy-
sicians, has become known as “medical clear-
ance.” The clearance process is enigmatic and, at 
best, an imperfect science. The discrimination 
and depth of this screening, such as which 
patients require extensive workup and which lab-
oratory tests are most useful, is controversial 
without much high-quality evidence to support 
various practices [8–10]. Even the goals of 
screening, such as whether to identify all possible 
medical causes of psychiatric illness or simply to 
identify medical conditions that either contribute 
to or supersede the psychiatric emergency, are 
often disagreed upon by specialists in psychiatry 
and emergency medicine.

Furthermore, the term “medical clearance” 
itself is controversial and often misinterpreted 
[11]. In general, emergency department screen-
ing is not designed to evaluate all possible coex-
isting illnesses. Thus, some authors have argued 
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that there is no such entity as being completely 
“medically clear” from the emergency depart-
ment, preferring instead to use the terms “focused 
medical assessment” or “medically stable,” or 
simply listing the screening procedures per-
formed in a discharge summary [11–13].

 Areas of Consensus

Despite the controversy surrounding this process, 
both research and expert consensus agree upon 
important principles of the medical screening 
process. First, regardless of the details of the 
screening, the millions of emergency department 
patients who make a mental-health-related visit 
deserve at a minimum an adequate history, an 
adequate physical exam, and a measurement of 
vital signs. Second, emergency physicians are 
obligated to discover medical etiologies that may 
be the cause for new psychiatric symptoms or 
exacerbate psychiatric conditions. These signs 
and symptoms—often referred to as “medical 
mimics” but more appropriately characterized as 
a delirium state—may be missed by initial evalu-
ators, particularly in the elderly [14]. Third, 
emergency physicians should seek to identify and 
treat life-threatening medical conditions that 
supersede the psychiatric emergency. Even medi-
cal urgencies are best identified prior to psychiat-
ric admission, as most psychiatric facilities are 
neither equipped with the resources nor do they 
have appropriately trained staff to treat these con-
ditions [15]. Failure to identify these conditions 
can lead to dangerously bad outcomes for the 
patient [13]. Fourth, guidelines and protocols 
may help streamline the medical screening pro-
cess in the emergency department [16–18].

This chapter serves to introduce and describe 
the process of medical evaluation, also termed 
“medical screening,” of the psychiatric patient in 
a typical United States emergency department. 
The term “screening” is deliberate, as “medically 
clear” is often too ambiguous. In addition, “med-
ical clearance” implies a detailed history, a thor-
ough physical exam, laboratory testing, and 
observation beyond the timeframe of a typical 
ED visit. The diagnosis of medical mimics is dis-

cussed first, along with the utility of both the 
patient history and physical exam and laboratory 
evaluations. The second half of the chapter dis-
cusses the use of standardized screening algo-
rithms, which have been shown in several studies 
to decrease testing costs for emergency depart-
ment patients undergoing medical screening. 
Though there are no uniform guidelines for this 
process, attention to detail while minimizing 
resource overutilization, all while providing the 
best care for the individual patient, will likely 
yield the best outcome for both the patient and 
the institution.

 Medical Mimics

Ralph Waldo Emerson once said, “Every man is a 
borrower and a mimic, life is theatrical, and lit-
erature a quotation” [19]. Although Emerson was 
not referring to the medical mimicry of psychiat-
ric conditions, he might as well have been. The 
evaluation that an emergency physician conducts 
is an extremely important and albeit limited 
chance for the patient to be treated for a medical 
condition that may be causing their symptoms.

 The Role of the History and Physical 
in Recognizing Medical Mimics

Although the often-taught truism is that a thor-
ough history and physical exam (H&P) is the key 
to making a diagnosis, the ability of the H&P to 
discover all disease during medical screening is 
controversial. In part, this is because the impor-
tant elements of the H&P have not yet been fully 
quantified [20]. In a 1994 study, for instance, 
Henneman and colleagues analyzed the standard 
medical evaluation of 100 consecutive adult 
emergency department patients with new psychi-
atric symptoms [21]. Although 63 of these 100 
patients were eventually noted to have a medical 
etiology for their symptoms, the H&P was only 
significant in 33/63 patients. The authors, there-
fore, recommended performing additional labo-
ratory evaluations along with the 
H&P.  Unfortunately, neither the quality of the 
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H&P performed nor the most revealing portions 
of the H&P for these patients were analyzed.

Other authors have noted that mental status 
changes (i.e., disorientation) are often associated 
with medical causes of psychiatric illness. 
Counterintuitively, mental status changes are 
sometimes surprisingly difficult to discover on 
physical exam, and cases of delirium are missed 
by emergency providers 12.5–75% of the time 
[14, 22]. As a result, many authors have also 
advised formal mental status screenings as part 
of the standard H&P [9]. Although a prospective 
randomized trial of the additional benefit of men-
tal status screenings over and above a standard 
H&P has never been performed, the performance 
of mental status screenings may nonetheless be 
reasonable in the assessment of psychiatric 
patients, particularly for patients at higher risk of 
delirium, such as the elderly. One study by 
Kaufman and Zun found that a six-item question-
naire had a 72% sensitivity and a 95% specificity 
in identifying impaired mental status [23]. This 
test was noted to take only a few minutes and 
rated useful by the clinicians using it. Expert 
guidelines, such as those by the American College 
of Emergency Physicians, also recommend an 
assessment of mentation as part of medical 
screening in emergency departments [24]. By 
definition, symptoms of delirium wax and wane, 
necessitating frequent patient reevaluation and 
observation by experienced providers for maxi-
mum diagnostic sensitivity.

 The Role of Laboratory Testing 
in Recognizing Medical Mimics

There has been considerable disagreement 
between emergency physicians and psychiatrists 
on the necessity for laboratory screening, with 
conflicting evidence about its utility [25]. In a 
study by Hall and colleagues, for instance, the 
authors performed blood work, an ECG, an EEG, 
and detailed medical and neurologic exams on 
100 consecutive patients admitted to an inpatient 
psychiatric unit [26]. The authors found that 46% 
of these patients had an unrecognized medical ill-
ness that caused or exacerbated their symptoms, 

with an additional 34% of patients having an 
unrelated physical illness. After medical treat-
ment, 28 of the 46 patients had rapid clearing of 
their psychiatric symptoms. The authors con-
cluded that patients should have laboratory evalu-
ations and detailed physical exams. A 1994 study 
by Henneman and colleagues reached similar 
conclusions [21]. Finally, Schillerstrom and col-
leagues noted that patients who were emergently 
medicated for agitation were more likely to have 
abnormal laboratory values and suggested that 
these patients were medically different from 
unagitated patients [27].

Other authors, however, have found that rou-
tine laboratory evaluations are of low yield. In a 
1997 study, for instance, Olshaker and colleagues 
retrospectively investigated 345 patients with 
psychiatric symptoms [28]. The sensitivity of the 
history, physical exam, vital signs, and laboratory 
testing for indicating disease were calculated as 
94%, 51%, 17%, and 20%, respectively. The 
authors concluded that the vast majority of medi-
cal problems of psychiatric patients in the emer-
gency department could be identified by routine 
H&P and vital-sign measurement. In a 2000 
study, Korn, Currier, and Henderson retrospec-
tively investigated 212 patients with psychiatric 
complaints in the emergency department [29]. In 
this study, patients presenting with psychiatric 
complaints underwent routine testing, including 
electrolytes, blood urea nitrogen/creatinine, com-
plete blood count (CBC), urine and blood toxi-
cology screens, chest x-ray, and a pregnancy test. 
Patients with a psychiatric history, normal physi-
cal findings, stable vital signs, and no current 
medical problems did not have abnormal labora-
tory findings. The authors concluded that routine 
laboratory testing was of low yield. Janiak and 
Atteberry also retrospectively reviewed 502 
charts of psychiatric patients who received rou-
tine laboratory testing by the psychiatric service 
and found, with only one exception, no labs 
ordered routinely would have changed emer-
gency department management [30]. A similar 
conclusion was reached in a prospective study of 
375 patients by Amin and Wang [31].

Nonetheless, routine testing is often required 
for patients in the emergency department with 

2 The Medical Screening Process for Psychiatric Patients Presenting Acutely to Emergency Departments



32

mental-health complaints. In a 2002 survey of 
emergency physicians by Broderick and col-
leagues, for instance, 35% of respondents indi-
cated that they were required by consultants to 
obtain routine tests [32]. Many respondents 
believed that at least some of these tests were 
unnecessary, with urine toxicology screening and 
serum alcohol testing felt to be more necessary 
than blood work or an EKG.

Unfortunately, it is difficult to draw firm con-
clusions from existing studies such as these, since 
none of the above studies documented the com-
prehensiveness of their history, physical, or men-
tal status examinations. In addition, none of these 
studies investigated whether the testing of high- 
risk groups increases the number of positive lab-
oratory investigations or whether inpatient 
treatment by the psychiatry service (as opposed 
to emergency department management and dis-
position) would have changed as a result of 
obtaining labs. However, based on evidence of 
this type, the American College of Emergency 
Physicians recently stated in a clinical guideline 
on the evaluation of adult psychiatric patients 
that routine laboratory testing for asymptomatic, 
alert, cooperative patients was unnecessary [24]. 
However, it remains unknown whether the identi-
fication of chronic comorbidities, such as diabe-
tes, HIV, or chronic kidney disease, impacts the 
patient after ED discharge [9].

 The Role of Urine Drug Screens 
in Recognizing Medical Mimics

As with laboratory values, the utility of routine 
urine drug screens has also been questioned, 
since many psychoactive substances are not 
tested for in the “drugs of abuse” urine assays. 
Some studies, such as those by Schuckman and 
colleagues, have indicated self-reporting of illicit 
drug use is unreliable in the emergency depart-
ment [33]. However, several emergency depart-
ment studies have indicated that urine drug 
screens, even when positive, do not often change 
emergency department management or disposi-
tion of psychiatric patients [34–37]. Schiller and 
colleagues, for instance, prospectively investi-

gated 392 patients presenting to a psychiatric 
emergency service [34]. The researchers found 
20.8% of patients who denied substance use actu-
ally had positive screens, but dispositions did not 
change between patients in whom a routine urine 
drug screen was ordered and patients in whom it 
was not. Similar results have been found by both 
Fortu and colleagues in a retrospective review of 
652 charts [35] and Eisen and colleagues in a 
prospective study of 133 patients [36].

Concerns have also been raised about the 
accuracy of urine drug screens. In a 2009 study, 
Bagoien and colleagues compared a commer-
cially available urine drug screen against liquid 
chromatography/mass spectrometry analysis of 
the same urine samples [38]. The standard urine 
drug screen was correct for all five drugs of abuse 
included on the panel only in 75.2% of cases, 
with sensitivities of 43–90% depending on the 
drug of interest.

Based primarily on evidence of this type, the 
American College of Emergency Physicians 
stated in a recent clinical policy that routine urine 
drug testing is unnecessary in the emergency 
department [24]. However, these types of studies 
have not investigated whether or not the require-
ment for urine drug screen testing is influenced 
by the type of patient, the facility to which the 
patient is being transferred, or by demand for 
payment from insurers [37].

 Tips to Improve the Accuracy 
of Medical Screening Exams

 Examine Thoroughly, Test Selectively

Despite the conflicting evidence about routine 
laboratory testing, most experts agree that emer-
gency physicians can improve their diagnostic 
accuracy both by selective testing of certain 
patient groups and by increasing their knowledge 
of medical mimics of psychiatric disease. 
Obtaining an adequate history is often the first 
and most important step. Although most astute 
clinicians rely primarily on the history as the 
most useful information when formulating a 
diagnosis and care plan, missing pieces of vital 
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information regarding the history, as well as 
inadequate physical examinations, are far too 
common in the evaluation of the psychiatric 
patient. In a study in 2000, for instance, Reeves 
et  al. found inadequate history, physical exam, 
and the almost universal failure of obtaining a 
mental status exam in those patients in whom a 
medical diagnosis was missed [22]. Inadequate 
H&P were also cited by Koranyi and Potoczny as 
the leading contributor to missed diagnoses [39].

 Search for Collateral Information

Incomplete history and physicals are not always 
the fault of the clinician; it is not uncommon for 
psychiatric patients to be unable to provide a 
clear detailed history [13]. Both delirium and 
underlying psychosis can make it difficult for the 
provider to obtain accurate information, and 
there may be an additional degree of fear or 
shame that prevents some patients from being 
fully forthcoming regarding their symptoms [40]. 
Obtaining a collateral history from family, 
friends, other providers, and prehospital person-
nel is important. In addition, previous or outside 
medical records should be carefully reviewed. 
Review of the patient’s medication list is also 
important, as this can be a significant contributor 
to the patient’s symptoms [41, 42].

 Stratify Risk with H&P, Including 
Mental Status Exam

In order to best identify patients with a medical 
cause for their psychiatric symptoms, it is impor-
tant to recognize patients at the highest risk of 
illness. In general, existing studies have noted 
that patients with a new onset of psychiatric 
symptoms have a high rate of medical illness [12, 
16, 17, 21]. However, it is reasonable to suspect a 
high rate of medical illness in other groups, as 
well, such as patients with preexisting comorbid 
medical conditions, especially immunosuppres-
sive disease and active substance abuse, and 
those without regular access to health care (i.e., 
those from lower socioeconomic situations) or 

the elderly [15]. Given the difficulty of obtaining 
a history from agitated patients and the numerous 
causes of agitation, these patients may form an 
additional high-risk group [43].

Along with obtaining a thorough medical his-
tory, a focused yet appropriately detailed physi-
cal examination can be informative. The physical 
exam should always begin with an assessment of 
vital signs, as these are more likely to be abnor-
mal with an underlying medical cause, but should 
also include an assessment of general appear-
ance, affect, a mental status examination, and a 
thorough neurologic examination. The physical 
examination should also note evidence of enceph-
alitis, thyroid disease, signs of liver disease, sei-
zures, trauma, toxidromes, or withdrawal 
syndromes, as each can present with psychiatric 
symptoms [44–47].

 Specifically Exclude Delirium 
and Treat Its Causes

The goal of the mental status exam is to exclude 
delirium, which is defined as an acute medical 
condition resulting in a state of confusion or dis-
turbance of consciousness [47, 48]. Delirium, 
which often presents with a short period of symp-
tom onset and fluctuating mental status, is not a 
diagnosis in itself. Rather, it is a common symp-
tom of impaired brain functioning. As such, it is 
often accompanied by disorientation or memory 
deficit. This is in contrast to patients with demen-
tia, who often have a gradual onset of symptoms 
without changes in consciousness. A good delir-
ium assessment is important, particularly in 
senior patients [49].

Delirium has numerous causes, which are 
listed in Table 2.1 [50, 51]. Several of these con-
ditions require prompt recognition and treatment, 
and so delirium is regarded as a potential medical 
emergency. Despite this, emergency physicians 
often overlook the recognition of delirium. In a 
2010 study, Reeves et  al. found that elderly 
patients with delirium are more likely to be 
admitted to psychiatric units and less likely to 
complete a medical assessment than patients 
admitted to the inpatient service [51].
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 Assume a Medical Cause 
in the Absence of Previous Psychiatric 
History

Given the number of potentially life-threatening 
causes of infection and studies such as those by 
Henneman and colleagues in which a high per-
centage of patients with new psychiatric symp-
toms were found to have medical illness [21], a 
thorough workup is generally advisable for any 
patient with first-time onset of psychiatric symp-
toms [9]. In addition, medical screening should 
include an assessment for delirium. Both the 
brief mental status exam and the quick confusion 
scale (see Tables 2.2 and 2.3) have been shown to 
be useful in the emergency department setting 
[23, 52]. Although each asks similar questions, 
scoring is different for each test. The Brief Mental 
Status Exam has been shown to have a sensitivity 
of 72% when compared against emergency phy-

sician judgment. The Quick Confusion Scale has 
been shown to have a sensitivity of 64% for 
detecting cognitive impairment when compared 
against the Mini-Mental Status Exam [23]. The 
3D CAM is another brief screening tool with a 
sensitivity in one study of 95% [53].

In summary, there are a number of ways that 
clinicians can improve their diagnostic accuracy 
when medically screening patients with psychiat-
ric complaints. All physicians should be aware of 
the numerous medical causes of psychiatric ill-
ness and should seek to exclude these illnesses in 
their history and physical examination. 
Laboratory testing should be based on the results 
of an adequate history and physical exam [54]. 
Clinicians should have a low threshold for a 
broader workup in patients in whom an adequate 
history and physical cannot be obtained; in 
patients with no prior psychiatric history; or in 

Table 2.1 Medical conditions: delirium

Causes of delirium due to underlying medical conditions
Intoxication with drugs—Many drugs implicated 
especially anticholinergic agents, anticonvulsants, 
anti-parkinsonism agents, steroids, cimetidine, opiates, 
sedative hypnotics. Don’t forget alcohol and illicit 
drugs
Withdrawal syndromes—Alcohol, sedative hypnotics, 
barbiturates
Metabolic causes
  Hypoxia, hypoglycemia, hepatic, renal or 

pulmonary insufficiency
  Endocrinopathies (such as hypothyroidism, 

hyperthyroidism, hypopituitarism, 
hypoparathyroidism, or hyperparathyroidism)

  Disorders of fluid and electrolyte balance
  Rare causes (such as porphyria, carcinoid 

syndrome)
Infections
Head trauma
Epilepsy—Ictal, interictal, or postictal
Neoplastic disease
Vascular disorders
  Cerebrovascular (such as transient ischemic attacks, 

thrombosis, embolism, migraine)
  Cardiovascular (such as myocardial infarction, 

cardiac failure)

Reproduced from Brown and Boyle [47]. Used with per-
mission from BMJ Publishing Group Ltd

Table 2.2 The brief mental status exam

Questions

Score number 
of errors × 
weight

What year is it now? (0 or 1) × 4
What month is it? (0 or 1) × 3
Repeat this phrase after me and 
remember it: “John Brown, 42 
Market Street, New York”
About what time is it? (Correct if 
within 1 hour)

(0 or 1) × 3

Count backwards from 20 to 1 (0, 1, or 2) × 2
Say the months in reverse (0, 1, or 2) × 2
Repeat the memory phrase (each 
underlined portion is 1 point)

(0, 1, 2, 3, 4, 
or 5) × 2

Final score is the sum of total errors in each box. 0–8 nor-
mal; 9–19 mildly impaired; 20–28 severely impaired

Table 2.3 The quick confusion scale

Quick confusion scale Scoring
What year is it now? 2 points
What month is it? 2 points
Repeat this phrase: “John Brown, 42 
Market Street, New York”
About what time is it? 2 points
Count backwards from 20 to 1 2 points
Say the months in reverse 2 points
Repeat the memory phrase 5 points

Final score is the sum of the total in each box. Impaired is 
<11
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patients at higher risk of medical illness. As part 
of the physical exam, emergency physicians 
should obtain both an assessment of mental sta-
tus and a neurologic examination; validated 
assessment tools can be useful. Universal routine 
laboratory testing is not supported, especially in 
patients with a known psychiatric history, a pre-
sentation consistent with that psychiatric history, 
normal vitals, and a normal history and physical 
examination [20, 24, 54].

 The Utility of Guidelines 
and Protocols

Given the frequent disagreement between emer-
gency medicine and psychiatry over the scope of 
the medical workup, many authors have argued 
for the use of standard protocols that have been 
agreed upon in advance by all specialties 
involved. One algorithm was created by Zun and 
colleagues in their work with the Illinois Mental 
Health Task Force [16]. This protocol is imple-
mented by asking five binary questions:

 1. Does the patient have any new psychiatric 
condition?

 2. Does the patient have any history of active ill-
ness needing evaluation?

 3. Does the patient have any abnormal vital 
signs?

 4. Does the patient have an abnormal physical 
exam (unclothed)?

 5. Does the patient have any abnormal mental 
status?

If the answer to all five questions was no, the 
patient could be safely transferred without fur-
ther evaluation. Zun and Downey then performed 
a retrospective chart review of all emergency 
department patients with psychiatric complaints 
who were transferred to a psychiatric facility 
both before and after the adoption of this proto-
col. The total cost was $269 per patient after the 
adoption of the protocol but $352 before [16]. 
The return rate of patients to the emergency 
department for further evaluation after the proto-
col, however, was similar.

Another screening algorithm was recently 
proposed by Shah and colleagues [18]. In this 
study, the authors retrospectively reviewed the 
charts of 485 patients who had been screened in 
the emergency department with a five-item ques-
tionnaire (stable vital signs, no prior psychiatric 
history, alert/oriented × 4, no evidence of acute 
medical problem, no visual hallucinations). Only 
six patients (1.2%) with a “yes” to all five ques-
tions were transferred back to the emergency 
department for further medical workup, and none 
of these patients required medical or surgical 
admission.

A quick glance at these two screening tools 
finds them remarkably similar, yet the reported 
effectiveness differed. Local processes, such as 
coordination of care, trust between providers, 
wait times for subsequent psychiatric admission, 
facility overcrowding, and subgroup demograph-
ics, may play a strong role in acceptance and 
accuracy of the emergency medicine evaluation 
process. Perhaps for these reasons, a simple med-
ical screening algorithm has not yet been widely 
accepted. This is unfortunate, as medical proto-
cols have the potential to resolve many conflicts 
between psychiatric receiving facilities and 
emergency departments. Agreed-upon protocols 
also maintain a high standard of care for patients, 
reduce the cost of testing, and provide a struc-
tured format for quality improvement activities 
and clinical research.

 Conclusions

Emergency physicians are commonly expected to 
evaluate patients presenting with psychiatric 
symptoms. Medical screening of these patients, 
to stabilize medical conditions, to facilitate psy-
chiatric evaluation, and to safely transfer them to 
an appropriate treatment facility, is indicated. 
Evidence-based limitations of these assessments 
should be recognized.

 1. Emergency physicians should not use the 
phrase “medical clearance,” as this implies 
that the patient is medically free from all dis-
ease. Instead, this phrase should be replaced 
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by “medical stability” or by a concise dis-
charge note listing the screening procedures 
performed.

 2. Emergency physicians should be aware of the 
medical mimics of psychiatric disease. All 
patients with psychiatric complaints should 
receive an adequate history and physical 
exam, including both a neurologic exam and 
an assessment of mental status.

 3. Emergency physicians should have a low 
threshold to obtain laboratory testing on high- 
risk patients. Commonly encountered high- 
risk patients in the emergency department 
include those with a new onset of psychiatric 
symptoms; those with preexisting comorbid 
medical conditions (especially immunosup-
pressive disease); the elderly; patients with 
active substance abuse; and patients without 
access to health care (i.e., those from lower 
socioeconomic situations). Agitated patients 
may also be an additional underrecognized 
high-risk group.

 4. Psychiatry services should recognize the indi-
cations and limits of routine testing. In par-
ticular, laboratory testing does not reveal 
significant disease in young patients with 
known psychiatric disease who have normal 
vitals, a normal H&P, and a presentation con-
sistent with their psychiatric illness.

 5. Prospectively developed protocols that are 
collaboratively derived by emergency medi-
cine and psychiatry specialists can decrease 
the amount of testing while preserving a high 
level of care.

As the number of visits to emergency depart-
ments increases, the number of screenings of 
psychiatric patients by emergency physicians 
will also continue to increase. A systematic 
approach, focused medical assessment, and 
appropriate laboratory testing guided by the his-
tory and physical examination and followed by 
clear communication between providers will 
achieve a high quality of care, control costs, and 
guide improvement activities. Further research 
may help refine the medical screening process 
even further, by identifying the most sensitive 
and specific parts of the history and physical 

exam, by determining the groups at highest risk 
for medical disease, and by validating the most 
efficient medical screening protocols.
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The Modern Emergency Psychiatry 
Interview

Jon S. Berlin

 Introduction

Varied and complex, the clinical interview is the 
most important technical procedure in emergency 
psychiatry. It is also one that benefits only mod-
estly from didactic instruction.

The prospective interviewer is well advised to 
consider ahead of time what his or her goals for 
the interview are and what the approach will be. 
Cognitive rehearsing and anticipatory mastery 
can be helpful. But interviews take place in real 
time, with an unpredictable partner, and if they 
are to be any good, they are semi-structured and 
semi-improvised, responsive to the unknown 
other, containing an element of suspense [1], and 
not perfunctory or formulaic.

Reading on this subject is as useful as it is 
with other fast-paced, kinetic activities requiring 
skill, such as downhill skiing or playing a form of 
music that requires improvisation, which is to say 
it is helpful up to a point: in getting started, avoid-
ing major mistakes, and gradually achieving pro-
ficiency. With these other nonclinical endeavors, 
however, one has the ability to select the condi-
tions or material depending on the particular 
skills one wishes to practice, and the level of dif-
ficulty, whereas with emergency psychiatry we 

control neither, and the stakes in terms of profes-
sional responsibility are very different. The best 
teacher is clinical experience combined with 
direct clinical supervision [2].

 Review of Literature

There is a vast literature on the initial psychiatric 
interview in general practice, including some 
classics [2–5]. There are also excellent descrip-
tions of the necessary modifications of the stan-
dard interview to fit the modern emergency 
setting, such as brevity and focus [6], stabiliza-
tion [7], and sensitivity to anxiety in the patient 
and oneself [8]. There are useful writings on top-
ics particularly relevant to the emergency inter-
view. To name a few: suicidality [9], resistant and 
difficult patients [10], therapeutics [11, 12], and 
engaging the underlying real self [9, 13, 14]. As a 
rule, these authors articulate the need for the 
practitioner to have goals but emphasize or 
assume that the first goal is finding out what the 
patient is like and what he thinks and wants, 
which usually requires leading off with active lis-
tening and an unstructured approach. Yet one 
must also speak up early on if dangerousness or 
patient nonengagement demands.

One can also learn from the work of inter-
viewers in other fields, such as Terry Gross, 
whose naturalness and instinct for candor and 
authenticity are exemplary [15].
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 Ten Interview Goals

Table 3.1 lists goals for the emergency psychiatry 
interviewer to consider. It is a personal distilla-
tion of useful concepts accumulated over time. 
Experienced practitioners often remember the 
first case that taught each of them. Repetition of 
similar cases makes the inclusion of these goals 
in one’s performance second nature, yet one also 
learns from novel experiences and inevitable 

mistakes. Experienced readers will have their 
own ways of thinking about this material and not 
hesitate to refashion this list to suit their style and 
purpose.

The discussion in this chapter will touch 
briefly on each of the ten goals. Other sections of 
this textbook address one or more of them in 
greater detail. The reader is referred to the perti-
nent chapters.

 Medical Status

The interview can be a critical first step in deter-
mining medical status.

 Case Example 1

A 45-year-old man came to a busy psychiatric 
emergency service (PES) with a friend for moral 
support. The gentleman reported decreased mood 
secondary to trouble thinking clearly and remem-
bering things. He was worried and discouraged 
about early-onset dementia. Vital signs were sta-
ble, and history and exam were otherwise unre-
markable except for a below-average performance 
on short-term memory testing. Following a for-
mal mental status exam, the psychiatrist re- 
reviewed the patient’s history and learned of a 
blow to the head 1 month earlier. He referred the 
patient to the emergency department (ED), where 
a head CT scan revealed a large subdural 
hematoma.

 Case Example 2

A 56-year-old African American gentleman 
with schizophrenia was brought into PES by 
his case manager for recent onset of 
decreased interest in things and daytime 
sleepiness. His vital signs were stable, and 
he had no known medical problems. UDS 
was negative. He was affable and cooperative 
with the interview. Auditory hallucinations 
were constant but stable. The only out-of- 
the-ordinary mental status finding was his 

Table 3.1 Ten goals of the emergency interview

1.  From the beginning, set the overarching goal of the 
interview or interviews as eventually turning an 
acute patient into an outpatient [16].

2. Ensure one’s own personal safety.
3.  Ensure the person’s comfort and safety, both 

medical and psychiatric. aStabilize before probing; 
emergency practice is very much an iterative 
process. Be “trauma-informed.”

4.  Ascertain what the consumer wants and needs, and 
find something to agree with.

5.  Attempt to engage the individual in a working 
doctor-patient (practitioner-consumer) relationship. 
(In disaster work, start with Psychological First Aid 
and avoid pathologizing extreme but normal, 
transitory reactions.)

6.  Prevent iatrogenic deterioration and make even brief 
encounters a good experience. Psychiatric 
conditions are very dynamic and sensitive to 
here-and-now interactions, power dynamics, and 
latent cultural influences. Recover from mistakes.

7.  Be aware of, tolerate, and put into perspective one’s 
own intense feelings that a patient can engender 
[17].

8.  Gather enough information to determine why the 
individual is here now and to form one’s own 
opinion about what the real problem is, including 
the amount of risk for harming self or others. 
Making a diagnosis is only one part of the 
assessment.

9.  Search for a patient narrative that is coherent and 
authentic, while appreciating the ever-present 
tension between resistance and the human need to 
be understood. This may require having to intuit 
people’s underlying concerns and drawing them out.

10.  Triage as service conditions demand but always 
attempt to begin treatment and to collaborate on 
disposition. (Remember goal #1: In a well-run 
psychiatric emergency service with active 
treatment orientation, as many as 70% of patients 
can go home in 24 hours or less [18].)

aPsychiatric conditions are medical. We use the term 
“medical” here to refer to “nonpsychiatric medical”.
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tendency to look sleepy on and off as they 
spoke. He reported sleeping well at night and 
believably denied overdosing or taking his 
medication, some of which could be sedat-
ing, any other way except as prescribed. The 
psychiatrist referred him to a busy ED for 
medical evaluation.

An hour later, the ED physician called to 
send him back, saying the patient had been 
alert and oriented the whole time, and the med-
ical evaluation was negative. The psychiatrist 
reiterated the abnormal finding of excessive 
sleepiness. The EM physician admitted his 
evaluation had consisted only of a history and 
physical, and offered to check a few blood 
tests. He called back a few minutes later. The 
serum hemoglobin was 4, and stool guaiac was 
positive. The patient was admitted for a GI 
bleed.

In both of these cases, the interview was cru-
cial, and the interviewers did not allow the low 
psychiatric acuity to lull them into a false sense 
of security. In the second case, the psychiatrist 
had to trust his own mental status findings and 
assert his belief that the presenting symptom was 
likely to be nonpsychiatric in origin. (He had not 
noticed an ashen-gray tinge to the dark skin, sug-
gesting anemia.)

 Challenge of Engagement
The remainder of this chapter takes up two of the 
greatest clinical challenges facing the inter-
viewer, neither of which is unusual in the emer-
gency setting: (1) a demand for a level of care 
opposite the one recommended and (2) the indi-
vidual who refuses to talk. These interviews are 
fraught from the start, and many practitioners ter-
minate them prematurely.

Our final case example involves both of these 
contentious elements. The dialogue is nearly a 
verbatim recreation, with some identifiers 
altered, and minimal poetic license taken. It 
highlights how a spontaneous yet purposeful 
approach can help an interviewer avoid becom-
ing discouraged or derailed and salvage a seem-
ingly hopeless interaction with a very difficult 
person.

 Case Example 3

Mr. E. was a 45-year-old, one-legged man on 
crutches who called 911 on himself one night and 
was taken to the ED for an acetaminophen over-
dose. He admitted to an ingestion of somewhere 
between 12 and 15  grams. Serial acetaminophen 
levels decreased and were just below the toxic level 
on the nomogram. His only other medical problem 
was chronic pancreatitis that was subacute. He 
denied suicidality but was intoxicated and irritable, 
and his old chart was positive for multiple suicide 
attempts by acetaminophen overdoses in the past, 
as well as chronic, episodic alcohol abuse.

Mr. E. was medically cleared and slated for 
acute psychiatric hospitalization, but there were no 
open beds in the community. He would have gone 
along with a prompt transfer, but he refused to wait 
for one and tried to walk out of the ED against 
medical advice. When the staff blocked his exit, he 
swung his crutches at them, and they ended up 
restraining him. Police were called and filed a 
mental health hold. Mr. E. spent the night strapped 
to a hospital gurney. He was treated for mild alco-
hol withdrawal that resolved by midafternoon.

That evening, he was still waiting for a bed 
when the emergency psychiatrist from the night 
before was back on duty and showed up to see 
him. He found Mr. E. leaning back in a wheel-
chair, a glum look on his face, with a one-to-one 
sitter.

The following is their 10-minute 
conversation:
MD Hello. How are you?
Mr. E. F___ off.
MD Remember me? We met last night. How 

are you?
Mr. E. [Looks away and closes his eyes.]
MD Need anything?
Mr. E. [Silence.]
MD Anything?
Mr. E. [Turns and glares.] Man, I said f___ the 

f___ off!
MD I’m serious. You okay? How was your 

night? Didn’t have to sleep in that 
wheelchair, I hope.

Mr. E. I got nothin’ to say to you.

3 The Modern Emergency Psychiatry Interview
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MD Mm-hmm. I heard that from day shift 
too. You wouldn’t talk to them either.

Mr. E. F____n’ idiots. Real gems you got 
working here.

MD What can we do for you?
Mr. E. You can’t do sh__.
MD What do you want?
Mr. E. [Silence.]
MD What do you need?
Mr. E. F___ outta my face, m____f____. 

[Makes a half fist with one hand, but 
doesn’t attempt to get up.]

MD [Backing up slightly] That’s what I’m 
trying to do. I’m trying to get me out of 
your face, and everyone like me. I take 
it you still want to go. Fine. Let’s start 
getting you out of here.

Mr. E. Start? Quit dicking around. Please, I 
ain’t got the time.

MD Unfortunately, you have plenty of 
time—too much, in fact. Sorry about 
the wait. Plus, you looked bored. I’m 
trying to make things a little more 
interesting.

Mr. E. [Looks away.]
MD Look, I’m treating you with respect and 

trying to be useful. What’s wrong with 
that? I’m trying.

Mr. E. Yeah, very trying.
MD If you’re thinking about last night, I’m 

sorry about that, too, but we can’t just 
let you go and kill yourself.

Mr. E. [Closes his eyes and pretends to sleep.]
MD Please, if I say or do anything you think 

is wrong or disrespectful, let me know.
Mr. E. [Silence.]
MD [Pause.] Well, we’re making progress. 

You’re ticked off and you’re expressing 
yourself without getting physical. The 
threatening glares could ease up a little, 
but the nonviolence is good. I can work 
with that.

Mr. E. [Opens his eyes.] You’re pissin’ in my 
ear. Where do you even come up with 
this sh__? You sound like a f______ 
textbook.

MD Clear up just one thing for me.
Mr. E. Gimme my crutches back.

MD I’d like to.
Mr. E. [Silence.]
MD One thing I really don’t understand.
Mr. E. [Silence.]
MD One thing I really don’t understand.
Mr. E. Oh, really? Just one? F____ genius.
MD You said last night you’re not suicidal. 

“Never have been,” I think I heard you 
say. Yet you keep coming in with 
Tylenol overdoses. I don’t get it.

Mr. E. [Silence.]
MD I don’t get it.
Mr. E. Not my problem.
MD Might be able to help you better if I did.
Mr. E. Sure.
MD I’m serious.
Mr. E. Nobody believes me.
MD Try me.
Mr. E. You wouldn’t understand.
MD Try me.
Mr. E. [Silence.]
MD Come on. Try me. I’m not as dumb as 

you think [19].
Mr. E. You couldn’t be [19].
MD [Laughs.] Look. You don’t particularly 

look suicidal to me, either. I’d like to let 
you go.

Mr. E. So what’s stopping you? Oh, wait. No, 
that would mean you’d have to make a 
decision, take a chance. But, nooo, you 
chickenshit c___ s____r, I’m on a hold. 
You’re looking for a bed. Go. F____’ 
find your f____’ bed. Take the easy way 
out. Man, you’re a lazy m____f____. 
Thought I was lazy. You’re lazier than I 
am. Leave me the f___ alone.

MD Man, you got a temper. Look, I’ll make 
this real simple: I take it you’re saying 
you’re not suicidal. Great. You don’t 
look suicidal. You don’t act suicidal, at 
least not right now. You’re having a 
great time putting me down, enjoying 
life, at least this part of it, and you have 
skills. Beautiful. You have some self- 
control, at least when you’re sober. All 
that on one side. But then there’s the 
other side: the Tylenol overdoses. Not 
just one but several. It doesn’t make 
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sense. I’m trying to reconcile these two 
totally different things. It would be lazy 
for me not to. We can banter all day if 
you want to. It’s kind of fun. You’re 
good at it. But it won’t get you outta 
here. If that is what you want. Unless 
maybe you really do like it here and you 
don’t want to leave—is that it? I don’t 
know. So, you tell me, what’s the deal? 
What have you got to lose?

Mr. E. I’ve told people before, and they didn’t 
believe me.

MD And you’re sick of it. Pisses you off. 
Why take a chance with me, right?

Mr. E. Right.
MD Okay, I get it. [Thinking.] Though, you 

know, you just told me not to be afraid 
to take chance. Why don’t you take a 
chance?

Mr. E. F___ you. [Long pause.] Okay, profes-
sor. You want it? Here it is. I’ll make 
this real simple: I love to drink. Love. I 
live to drink, and I drink to live. But I 
have this f____ chronic pancreatitis that 
makes my pancreas hurt like crap when-
ever I drink. So I take Tylenol ahead of 
time. High doses. Doctors tell me it 
shouldn’t work, but it does. I take high 
doses, and then I drink, and then I come 
into hellholes like this to get that Mucus 
sh__ to save my f____n’ liver. That’s 
my sorry-ass life.”

MD So that’s it?
Mr. E. That’s it.
MD Never tried to kill yourself.
Mr. E. Never.
MD You just drink to make life tolerable.
Mr. E. Einstein.
MD Interesting. [Pause.] You care about 

your liver? Ever consider that alcohol—
Mr. E. Save it. Heard that speech before. 

Nothing’s perfect.
MD Okay. I think I believe you. You can 

probably go, but I do have to corrobo-
rate your story with someone that 
knows you. Who can I call?

Mr. E. My mother.
MD She’ll confirm it?

Mr. E. She’ll confirm.
MD All right. Pending that, you can go. 

Want any counseling or alcohol 
treatment?

Mr. E. Seriously?
MD Have to ask.
Mr. E. [Shakes his head.]
MD Need anything?
Mr. E. Yeah. I need a tall, cold one. After sit-

ting in this sh__hole all night.”
MD Naturally.
Mr. E. Couple four-packs.
MD Forty-ouncers, huh? That’s a case. Malt 

liquor, too, I suppose.
Mr. E. Not as dumb as I thought. And some 

shots. Half pint. Maybe more.
MD F___, you’ll be right back here with 

another Tylenol overdose! Some 
gratitude.

Mr. E. So?
MD Come on.
Mr. E. I’ll go to another ER.
MD If you’re in a mood to return the favor, 

how about drinking a little less?
Mr. E. No way.
MD You’re really pushing your luck. There 

has to be another way. Plan B.
Mr. E. You could give me some Xanax or some 

oxy’s.
MD Seriously?
Mr. E. Okay, then, Plan A.
MD What’s the Xanax for?
Mr. E. Anxiety, of course. Then I wouldn’t 

have to drink as much.
MD Maybe there’s a Plan C.
Mr. E. What would that be?
MD I don’t know. We should talk about it 

sometime. Next time you come—
Mr. E. There won’t be a next—
MD Yes, there will.
Mr. E. Heh. Just forget it. I’m good.
MD All right. At least let me give you the 

number for AA.
Mr. E. AA?! Then I really would have to kill 

myself. Take a f____g header into the 
Grand Canyon.

MD Okay, then, good luck.
Mr. E. Whatever.

3 The Modern Emergency Psychiatry Interview
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 Discussion

The lessons of this interview may be self-evident, 
but consider how interview goals informed the 
approach (Table 3.1):

 1. Turn an Acute Patient into an Outpatient

This goal was partially achieved. It was pos-
sible to release Mr. E. back home, and he showed 
a hint of interest in therapy when he asked what 
Plan C would be. High utilizers are sometimes 
just slow to engage in the idea of treatment, and 
this is what the first inklings of engagement look 
like. (See #5 below.)

Readers who deal regularly with the frustra-
tions of boarding in the ED will appreciate that, 
regardless of whether community linkage was 
achieved, a good 10-minute interview resulted in 
a reasonable discharge. This is a major accom-
plishment for any ED. Mr. E.’s desire to get out of 
the wheelchair is a good sign too.

 2. Ensure Personal Safety

The doctor took a risk trying so hard to start a 
conversation, but he did keep his distance, and he 
did take a step back when Mr. E. started to clench 
his fist. Mr. E. was not very mobile, and the doc-
tor knew he could push him back down in his 
chair if he had to. He also knew the sitter could 
quickly summon help if the situation escalated. 
He liked the idea of giving back the crutches, but 
not until he was more certain he would not get 
hit.

 3. Ensure the Patient’s Comfort and Safety; 
Stabilize Before Probing; Be 
Trauma-Informed

The doctor’s first question addressed any 
needs that Mr. E. might have, including physical 
comfort. The sitter was there to address immedi-
ate physical safety from suicide. Emergency 
practice is an iterative process, and the first round 
of evaluation and treatment the night before had 
stabilized Mr. E. to permit the possibility of a 
more definitive examination the next day. The 
gently probing interview should not be attempted 

when an individual is unstable or disinhibited. If 
a person needs to be on an antipsychotic medica-
tion, give that first. Remember the prevalence of 
trauma. Mr. E. has lost a leg. He probably feels 
vulnerable.

 4. Find out What the Patient Wants and Needs

Mr. E. emphatically said he wanted to be left 
alone. The doctor interpreted this in a broader 
sense, that Mr. E. wanted freedom from people 
meddling in his life, and he wanted all authority 
figures to get away. This became the basis of a 
goal they could both work toward. “Let me go” is 
the usual request of involuntary patients, and it is 
a perfect place to start—with the proviso “as long 
as it’s safe to go.” (Note that the focus on what 
Mr. E. wants invokes an approach at the founda-
tion of both Solution-Focused Brief Therapy and 
Motivational Interviewing.)

 5. Attempt to Establish a Working Alliance

A frequent obstacle to real engagement is a 
disagreement about the level of care. There are 
patients who want to go but need to stay, and 
patients who want to stay but need to go. An 
interview of the type described here can some-
times resolve such impasses. The case at hand is 
a little atypical in that the doctor initially believed 
that, with regard to the most appropriate level of 
care, the doctors were right, but discovered that 
actually, the patient was probably right.

In trying to establish a rapport, the doctor did 
not rule out that, along with the desire to be left 
alone, Mr. E. also had an underlying desire for 
professional help. The doctor remained deter-
mined to engage, especially now that Mr. E. was 
sober. This was a potential opening. Patients with 
trust issues only consider trusting a physician or 
therapist when the person seems trustworthy and 
can be helpful in some way. It may take more 
than one conversation. But it can happen.

Here, as the doctor persisted despite the 
attacks, Mr. E.’s remarks became less caustic and 
more playful. An unacknowledged early connec-
tion occurred when he called out the doctor on 
sounding stilted like a textbook. The turning 
point, though, may have been his great zinger, 
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“You couldn’t be.” This momentarily gave him 
the upper hand, and he must have appreciated 
that the doctor could laugh at himself. The doctor 
took it as a sign of a good mind at work and a 
protective factor against imminent suicide. It 
broke the tension and was a bonding moment. 
Toward the end, their comments start to mirror 
each other’s, an indication that they are starting to 
speak the same language.

In future episodes, this doctor can indeed be 
very useful to Mr. E. by reassuring ED personnel 
that, despite how it may look, he is probably not 
suicidal. Long-term, this will earn him points. In 
fact, following this interview, Mr. E. did tell peo-
ple, “If you don’t believe me, call up Dr. 
So-and-so and ask him.”

 6. Prevent Iatrogenic Deterioration; Recover 
from Mistakes

The situation had quickly deteriorated the 
night before, with Mr. E. ending up in restraints. 
Sometimes, such events are iatrogenic—for 
example, when a person on the brink of full-scale 
agitation is left sitting in the waiting room for a 
long time without treatment or updates, or when 
staff self-restraint succumbs to a smart remark. 
Patients can be very provocative, but still, these 
are mistakes that we need to learn from.

However, decompensation is also very difficult 
to avoid when a person is intoxicated and furious 
at an adverse disposition decision. Depending on 
how that was presented to him, and depending on 
the skill of verbal de- escalation, this episode of 
out-of-control behavior may or may not have been 
preventable. Nonetheless, later, when people do 
not have any acute or chronic brain impairment, 
approaching them respectfully, with appropriate 
caution but also determination, does tend to miti-
gate their unraveling.

 7. Be Aware of, Tolerate, and Put into Perspective 
One’s Own Intense Feelings

Going back for a moment to the very start of 
this interview, it would have been totally normal 
for the doctor to feel anger at being verbally 
assaulted. Considering that Mr. E. was on a men-
tal health hold, it would have been easy to respond 

coolly and cut it short. Mr. E. is not a nice person, 
and perhaps he deserves just to sit and wait.

Here, though, the doctor was able to recognize 
and process his own anger, reminding himself 
that Mr. E. had been in crisis the night before, 
possibly to the point of wanting to end his life. 
Mr. E. also had some valid reasons to be mad. 
Regardless, there was still more to the story, and 
responding in kind to Mr. E. would not help to 
discover it. Perhaps Mr. E. was using anger to 
avoid dealing with more hopeless and helpless 
sorts of feelings. Perhaps he had an undisclosed 
history of present illness, or life history, worth 
taking into account—not that it excused his nasti-
ness, but it did put it into a different perspective.

The end of the interview again challenged the 
doctor’s equanimity, when Mr. E. announced his 
intention to go out and drink and, presumably, 
overdose again. The doctor had the option of 
changing his mind and waiting for the psychiatric 
hospital bed after all. He did allow himself an 
expression of honest exasperation, but ultimately 
calculated that he should reward Mr. E.’s pivotal 
self-disclosure with freedom and that pressing 
forward with involuntary hospitalization at this 
point would accomplish little except to undo their 
good work. Giving Mr. E. a break this time also 
strengthened the doctor’s argument should he 
choose not to give Mr. E. a break the next time. 
The doctor is building a therapeutic relationship.

 8. Determine Why the Patient Is Here Now and 
What the Real Problem Is

The doctor never found out why Mr. E.’s 
drinking was worse yesterday than another day. It 
could have been a psychosocial stressor, a wors-
ening of a biological mental illness, a payday that 
put spending money in his pocket, or just thirst. 
But he did gain a much better understanding of 
the acetaminophen ingestion, and the new infor-
mation revised the risk assessment, aligning it 
more closely with Mr. E.’s own self-assessment, 
and changing the disposition.

 9. Search for a Patient Narrative That Is 
Coherent and Authentic, While Appreciating 
the Ever-Present Tension Between Resistance 
and the Need to be Understood
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Mr. E.’s first narrative was neither coherent 
nor authentic-sounding. This motivated the inter-
viewer to point out how incomplete the story was 
and use his leverage with the mental health hold 
to keep at it. He sensed that Mr. E. both needed to 
be understood and needed to defend himself 
against it. Asking Mr. E. what he had to lose is 
known as analyzing the resistance. Mr. E. did not 
like being poked and prodded. He was also 
defending against being judged, ridiculed, lec-
tured, disbelieved, and made to take a painful 
look in the mirror. The doctor’s sensitivity eased 
these fears, and Mr. E. revealed something new 
about himself that sounded like the truth. His 
denial of suicidal risk became believable, and the 
mental status exam became a more reliable part 
of the risk assessment. The doctor’s own realness 
seems to increase in the course of the interview 
too.

 10. Triage as Needed, but Always Attempt to 
Begin Treatment

Historically, patients like Mr. E. were always 
triaged and transferred to an inpatient setting. 
The modern approach is to treat and try for dis-
charge. In Mr. E.’s case, he did not appear to need 
much more stabilization the day after admission, 
but he did need a more definitive evaluation to be 
released, which required a good interview. The 
doctor also attempted to make the interview ther-
apeutic, in order to lay the foundation for future 
engagement. Admittedly, 10 minutes feels like an 
eternity to fast-paced, nonpsychiatric practitio-
ners, but the dialogue presented here demon-
strates that these situations can be interesting 
puzzles to solve and, in their own way, quite 
satisfying.

 Conclusion

The goal of this chapter is to give the reader a 
new idea or two on what the emergency interview 
should consist of and generate interest in practic-
ing or teaching emergency psychiatry interview 
technique. We do see cases where the interview 
seems wholly unproductive, but one should 

assume that on some level, it is always appreci-
ated, and it remains a sine qua non of our work. 
Emergency medicine practitioners are beginning 
to realize that it belongs in their armamentarium 
too. It is the key to working more efficiently over-
all and to helping even the most difficult individ-
uals make the transition to a nonacute level of 
care.
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General Management 
of the Poisoned Patient

Bryan Corbett

 Introduction

Accidental death was the fourth leading cause of 
mortality in the United States in 2014. Within 
causes of accidental deaths, unintentional poi-
soning has been at the top since 2011 [1]. This 
does not include deaths from intentional self- 
poisoning and thus underestimates the total num-
ber of deaths related to poisoning. This 
information underscores the importance of devel-
oping adequate treatment strategies for the poi-
soned patient.

A systematic approach to the management of 
various medical situations is now commonplace. 
One such example is that of Advanced Trauma 
Life Support (ATLS). Studies of ATLS have 
shown an improvement in knowledge, clinical 
skills, and decision-making among participants 
compared to non-ATLS trained individuals [2]. 
While reviews on the benefit of ATLS on mortal-
ity are mixed, we believe that an organized 
approach to the management of various medical 
conditions is, nonetheless, of great benefit [2]. 
Such a systematic approach can readily be 
applied to the poisoned patient. Like other sys-
tematic approaches, management of the poisoned 

patient can be guided by the ABCs: airway, 
breathing, and circulation. Toxicologists fre-
quently include D and E in this mnemonic, which 
stands for decontamination and elimination, 
respectively. This chapter will cover the initial 
management of the suspected poisoned patient, 
followed by workup and diagnosis, and finally, 
definitive treatment and antidote administration 
where appropriate.

 Initial Management of the Poisoned 
Patient: The ABCs

As mentioned above, a conventional mantra in 
the initial management of acutely ill patients is 
the ABCs. This means assessing and intervening 
where necessary to stabilize the airway, breath-
ing, and circulation. Not only is the assessment of 
the ABCs critical in the initial stabilization of 
patients, but it can also provide clues as to the 
specific poison involved. Intravenous access 
(IV), supplemental oxygen, cardiac monitoring, 
and blood sugar assessment are often piggy-
backed onto the ABCs, making the full mantra 
ABCs, IV, O2, monitor, and “fingerstick” to mea-
sure the blood glucose. These interventions will 
be mentioned peripherally in the discussion of 
the ABCs below, but their importance in assess-
ment and stabilization of the patient cannot be 
overstated.
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Initially, the airway should be assessed for 
patency. Local trauma and thermal or caustic 
injury may lead to edema and loss of the airway. 
Cholinergic toxicity, as occurs with organophos-
phate poisoning, causes significant oropharyn-
geal secretions which may compromise the 
airway. Patients with severe central nervous sys-
tem (CNS) depression may be unable to maintain 
their airway, and a decreased or absent gag reflex 
increases the risk for aspiration. Jaw thrust, suc-
tion, and nasopharyngeal and oropharyngeal air-
ways can be used to improve airway patency 
temporarily. These interventions may not be pos-
sible in the setting of trauma, do not address 
lower airway edema from thermal or caustic 
injury, and do not protect against aspiration. In 
these settings, the establishment of a secure air-
way (i.e., intubation) should be considered and 
performed as the clinical context dictates.

Once a stable airway has been identified or 
secured, attention should be moved to the 
patient’s breathing. First, is the patient breathing 
at all? If not, this necessitates immediate inter-
vention, at least initially, with bag valve mask 
(BVM) ventilation if not already addressed dur-
ing the assessment of the airway. If the patient is 
breathing, is he or she hypoxic and in need of 
supplemental oxygen? Does the hypoxia improve 
with supplemental oxygen? A persistently low 
oxygen saturation despite intervention might be a 
clue that the patient is suffering from methemo-
globinemia. In addition to the above, assessment 
of the quality of breathing is essential as well. Is 
the patient’s breathing fast or slow, deep or shal-
low? Slow and shallow respirations may be a clue 
that the patient has ingested an opioid or other 
sedative-hypnotic drug. Rapid breathing may be 
compensatory in the setting of metabolic acidosis 
or the result of direct respiratory stimulation in 
the brainstem, as occurs with salicylates. Real- 
time end-tidal carbon dioxide monitoring is par-
ticularly helpful in determining the adequacy of 
rate and depth of breathing and thus, ventilation.

Finally, circulation should be assessed. Of 
note, some now advocate for the assessment of 
circulation before airway or breathing (a CAB 
approach). Regardless of the order, the following 
holds true. Assessment of a pulse is the priority, 
as its absence necessitates chest compressions 

and initiation of cardiopulmonary resuscitation. 
If a pulse is present, a blood pressure reading 
should be obtained and hypotension addressed 
(usually initially with IV fluids). The patient 
should also be placed on a cardiac monitor, as 
this will aid in the assessment of rate and rhythm. 
Significant rate disturbances (bradycardia and 
tachycardia) can be a cause of hypotension and 
should be addressed. Also, these rate disturbances 
can give clues as to the etiology of the poisoning, 
such as with opioids and other sedative-hypnotics 
causing bradycardia, and sympathomimetics and 
anti-muscarinic drugs causing tachycardia. 
Rhythm is also essential, as it can give clues to 
the etiology of rate disturbances (examples being 
heart block in bradycardia or atrial fibrillation 
with a rapid ventricular response in tachycardia). 
Any significant rate or rhythm disturbances 
should be addressed as per advanced cardiovas-
cular life support (ACLS) guidelines.

 Diagnosis and Workup

After the initial stabilization of the patient, the 
focus should be turned to workup and diagnosis. 
As with much of medicine, a thorough history 
and physical exam are essential for accurate diag-
nosis. Unfortunately, the specific substance 
ingested is often unknown, or the patient may be 
unwilling or unable to give history. In these cases, 
assessment for the presence of a toxidrome may 
help at least identify an etiologic class of drug or 
toxin. A toxidrome is a specific grouping of signs 
and symptoms that indicate a type of or a particu-
lar poison [3–7]. Please see Table 4.1 for a list of 
particular toxidromes and their findings. Not all 
signs or symptoms delineated in the table are 
necessarily present at any one time. This is par-
ticularly true when the patient has ingested mul-
tiple drugs or toxins, which may make it difficult 
to identify a particular toxidrome.

Laboratory testing, imaging, and other ancil-
lary testing are also helpful in the management 
and diagnosis of the poisoned patient. A com-
plete metabolic panel (CMP) is useful in assess-
ing electrolytes, the presence of an acidosis (gap 
or otherwise), kidney function, and transaminase 
levels. Many toxins cause acidosis, and arterial 
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blood gas (ABG) or venous blood gas (VBG) can 
quantitate this derangement. An ABG or VBG 
can also identify the primary acid/base disorder, 
as well as the presence of mixed disorders. A lac-
tate level should be considered, as many toxins 
cause lactic acidosis. Other toxins may cause 
renal injury (ethylene glycol, NSAIDs, metho-
trexate) or are primarily renally excreted (digoxin, 
lithium), and reduced kidney function may alter 
management. Electrolyte derangements may be a 
direct result of a toxin (hypokalemia and theoph-
ylline) or secondary to vomiting and diarrhea, 
caused by a toxin (iron and lithium). Finally, 
elevated transaminases may be a clue to a late- 
presenting acetaminophen overdose or represent 
toxicity from any number of other hepatotoxins. 
While likely not as critical as a CMP, a complete 
blood count (CBC) can provide useful informa-
tion. Hemoglobin is helpful in caustic or iron 
ingestions, which can cause gastrointestinal hem-
orrhage and blood loss. In some cases, leukocyto-
sis or leukopenia may be encountered and give 
clues to the etiologic agent, such as with iron and 
colchicine, respectively (although colchicine 
may cause an early leukocytosis). The impor-

tance of a blood glucose level has been discussed 
and will not be examined further. Obtaining a 
measured osmolality and comparing this to the 
calculated value for an osmolality gap may indi-
cate a toxic alcohol exposure [3, 4, 6, 8]. There 
are many ways to calculate an osmolality gap, as 
well as many pitfalls, and the reader should have 
experience with this laboratory analysis or seek 
guidance from a medical toxicologist or poison 
center. Many poisonings result in rhabdomyoly-
sis, and a creatine phosphokinase should be 
obtained in these cases [9]. Urine drug screens 
(UDS) are often ordered in the workup of sus-
pected poisoned patients. UDS should be inter-
preted with caution for the following reasons. 
Positive results are often based on drug metabo-
lites, which may remain after clinical effects of 
the drug have subsided, and thus a positive UDS 
does not necessarily indicate intoxication; also, 
the UDS is plagued by many false positives and 
negatives, and the findings infrequently change 
management [3, 4, 6, 8].

Some specific drug and other laboratory levels 
can be obtained in real time to aid in diagnosis 
and management. Examples include acetamino-
phen, salicylates, iron, lithium, theophylline, car-
boxyhemoglobin, methemoglobin, valproic acid, 
digoxin, and phenobarbital [5, 10]. This is not a 
comprehensive list. These should not be sent on 
every undifferentiated patient but should be 
ordered based on the patient’s medication list, 
history of ingestion, or within the clinical context 
of the toxidrome or physical exam findings. One 
possible exception to this rule is acetaminophen 
levels. Data show a small number of potentially 
toxic acetaminophen ingestions are found with a 
routine screening of patients presenting with 
intentional ingestions [11–13]. Initial acetamino-
phen poisoning may be asymptomatic or only 
present with nonspecific findings, making clini-
cal diagnosis difficult, if not impossible. Also, 
N-acetylcysteine is a highly effective antidote, 
but its efficacy decreases if the administration is 
greater than 8 hours out from ingestion [5]. For 
these reasons, some advocate universal testing of 
acetaminophen concentrations in all intentional 
ingestions. The small number of significant 
ingestions found, however, leads others to argue 
against routine screening.

Table 4.1 Toxidromes

Toxidrome 
(associated drug 
class) Signs and Symptoms
Anti-muscarinic 
(antihistamines, 
tricyclic 
antidepressants, 
atropine)

Tachycardia, dry mucous 
membranes, decreased 
sweating, delirium, mydriasis, 
hyperthermia, urinary 
retention, decreased bowel 
sounds

Cholinergic 
(organophosphate 
insecticides, nerve 
agents)

Miosis, bronchorrhea, 
bronchospasm, urination, 
defecation, diaphoresis, emesis, 
lacrimation, bradycardia 
(theoretically, in practice often 
tachycardic)

Opioid Miosis, sedation, bradypnea, 
decreased bowel sounds, 
bradycardia/hypotension/
hypothermia (severe)

Sedative-hypnotic Sedation, bradypnea, 
bradycardia/hypotension/
hypothermia (severe)

Sympathomimetic Mydriasis, agitation, 
tachycardia, hypertension, 
diaphoresis, hyperthermia

References: [5–8]
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Radiographic imaging, although less fre-
quently than laboratory evaluation, can be useful 
in the poisoned patient as well. A chest X-ray can 
identify aspiration pneumonitis, a common com-
plication of poisoning [4, 5, 9]. Certain sub-
stances (iron, halogenated hydrocarbons, lead, 
mercury, salicylates) are radiopaque and can be 
identified on routine abdominal radiographs to 
help confirm or quantitate exposure [4, 5]. 
Computed tomography (CT) of the head is help-
ful in undifferentiated patients with alterations in 
mental status.

Many toxins cause bradycardia, tachycardia, 
and various dysrhythmias, as well as changes in 
intervals such as the QTc, QRS, and variable 
degrees of heart block [3, 5, 6]. An electrocardio-
gram is invaluable in identifying life-threatening 
cardiovascular effects, as well as aiding diagnosis 
of certain classes of drugs such as beta-blockers, 
calcium channel blockers, sodium channel block-
ers, cardiac glycosides, and other cardioactive 
drugs.

 Decontamination

Decontamination is a core tenant of toxicology. 
The primary route of most toxic exposures is via 
ingestion [14]. Consequently, techniques for GI 
decontamination are discussed below. Dermal 
and ocular exposures do occur, and remediation 
is still crucial in these cases. Generally, irrigation 
of skin with saline or slightly soapy water (if the 
substance is hydrophobic) is adequate. Dry or 
powdered substances should be brushed off the 
patient, as dissolution in water may cause burns if 
the substance is caustic. Ocular exposures should 
be aggressively irrigated with saline until pH is 
within the normal range or symptoms improve/
resolve.

 Activated Charcoal

Activated charcoal (AC) is formed by the burning 
of variable plant matter to form charcoal. This 
charcoal is subsequently processed to increase its 
surface area, forming “activated” charcoal [15]. 

It is by far the most commonly used method for 
decontamination of those discussed below [14]. 
AC is known to adsorb many compounds and 
decrease the percent systemically absorbed in a 
time-dependent fashion [16]. It is not recom-
mended for use with ingestion of metals, ions, 
toxic alcohols, or corrosives secondary to poor 
binding or increased risk of aspiration [3, 9, 17].

Of the randomized trials comparing AC versus 
none, which examined clinically meaningful 
endpoints, none demonstrated a benefit [18, 19]. 
In one study by Merigian et al. among a subgroup 
analysis of self-poisoned patients who were ulti-
mately discharged from the emergency depart-
ment, those who received AC had a shorter length 
of stay (about 3 hours) versus those who did not 
[20]. There was no statistically significant differ-
ence between AC versus none among all admit-
ted patients, however [20]. Numerous other 
studies and reports of AC use in poisoning exist. 
These have been well reviewed by Chyka et al. 
and will not be discussed here.

There are many potential reasons (small sam-
ple size, exclusion of significantly ill patients, the 
inclusion of patients with delayed presentation) 
why these studies did not show any benefit for 
AC. Despite this, AC is still recommended, owing 
to its ability to reduce absorption, its relative 
safety, and theoretical benefit. AC is recom-
mended when potentially toxic substances have 
been ingested within the last hour [15]. Some sub-
stances may have delayed absorption in overdose 
(salicylates or anti-muscarinic compounds). 
These and sustained- or extended-release prepara-
tions of drugs may benefit from more delayed 
administration of AC [21]. Optimal dosing is 
dependent on the specific substance, but adults are 
typically administered 50–100  g of 
AC.  Classically, the major concern with the 
administration of AC is aspiration leading to a 
pneumonitis. As such, AC is contraindicated in 
those without an intact airway (seizing or patients 
with CNS depression) or who are expected to 
vomit from their specific ingestion. Forced admin-
istration to an awake but noncompliant patient is 
likely to have an unfavorable risk/benefit ratio. 
Patients with gastrointestinal perforation or hem-
orrhage should also not receive AC [15].
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 Whole-Bowel Irrigation (WBI)

Administration of large amounts of polyethylene 
glycol electrolyte solution (PEG-ES) can be used 
to clear the gastrointestinal (GI) tract of ingested 
substances. This clearance ultimately can reduce 
drug absorption and at least theoretically be of 
benefit in the poisoned patient [22]. PEG-ES is 
used, as it does not cause clinically significant 
fluid or electrolyte shifts [23]. A single study has 
shown the benefit of WBI on clinically relevant 
endpoints. Patients receiving WBI had a 
decreased odds ratio (OR) for developing sei-
zures (all from venlafaxine overdose) versus 
those without any decontamination, although the 
OR did cross one. WBI and AC combined were 
superior to either alone, also suggesting a benefit 
to WBI [24]. Multiple, randomized volunteer 
studies have been performed, looking at pharma-
cokinetic data. Interpretation of this data is diffi-
cult. Some studies showed statistically significant 
decreased absorption [25–27], whereas others 
did not [28, 29], and another did not compare 
WBI to a control [21]. Another study of WBI in 
venlafaxine overdose showed a benefit of AC and 
WBI compared to AC alone. WBI used alone did 
not result in a reduction of absorbed dose, how-
ever [30]. Multiple case reports of WBI with 
PEG-ES have been published; many of these are 
reviewed in a position statement on WBI by the 
American Academy of Clinical Toxicology and 
European Association of Poison Centres. 
Conclusions are difficult to draw, owing to the 
nature of case reports. The reader is referred to 
the position statement for a synopsis of these 
reports and their citations [22].

Indications for WBI include ingestions of 
sustained- release preparations, large ingestions 
of substances not adsorbed to charcoal, iron, and 
for body stuffers/packers [22].

In adults, the goal is to administer 1–2 liters of 
PEG-ES an hour until the patient passes clear 
rectal effluent. In children, 500–1000 milliliters 
an hour is recommended [22]. In compliant 
patients, this may be from typical oral ingestion 
(although the total amount ingested is often 
below the goal) or via a nasogastric (NG) tube in 
intubated patients. An NG tube can undoubtedly 

be forcefully inserted into a noncompliant patient 
for WBI. However, the risk–benefit ratio may not 
be in favor of this and should be assessed on a 
case-by- case basis within the clinical context. 
Contraindications include bowel obstruction/per-
foration/hemorrhage, ileus, or an unprotected air-
way [22].

 Gastric Lavage and Syrup of Ipecac

Neither gastric lavage nor induced emesis with 
syrup of ipecac is routinely recommended, and 
they will not be reviewed further here [31, 32].

 Elimination

Even after a substance has been absorbed into the 
systemic circulation, techniques exist to increase 
its rate of elimination, depending on the specific 
agent involved. Increasing the rate of elimination 
of toxic compounds can reduce the time of expo-
sure and total body burden of a toxic substance. 
Whether to institute enhanced elimination tech-
niques depends on the inherent toxicity of the 
specific drug or chemical involved, dose ingested 
(or however otherwise exposed), existence and 
efficacy of specific antidotes, and endogenous 
methods of elimination and their integrity. 
Common methods to increase elimination are 
discussed below.

 Extracorporeal Elimination

Multiple methods for the extracorporeal elimina-
tion of foreign and endogenous substances exist. 
These include but are not limited to intermittent 
hemodialysis (HD), hemoperfusion (HP), and 
various methods of continuous renal replacement 
therapy (CRRT). Hemodialysis is by far the most 
frequently employed technique [14, 33]. Other 
techniques include exchange transfusion, liver 
dialysis, and plasmapheresis, but these are rare 
and will not be reviewed here [14, 34]. In general, 
substances that are amenable to extracorporeal 
removal are of small size, have low protein bind-
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ing, and a small volume of distribution (Vd) [34–
36]. In HD, solutes are eliminated through a 
semipermeable membrane from the blood. These 
membranes have certain size pores through 
which the solute must be eliminated. This limits 
which solutes, or toxins, can be effectively 
removed in this manner [34]. The specifics of the 
size have changed as technology advances [33, 
37]. The pore size of filters used in CRRT is 
larger than in HD, and to some extent, larger mol-
ecules may be removed via this methodology 
[34, 35, 38]. Another benefit is its use in hemody-
namically unstable patients. These benefits are 
tempered by its slower clearance of drugs [35]. In 
HP, blood is forced through a column (charcoal 
or resin), which adsorbs drugs and toxins. This 
technique allows for the elimination of larger 
compounds, as well, but is limited by availability 
and an increased rate of complications [34, 35, 
39, 40]. In addition, as alluded to above, advance-
ments in HD have negated some of the benefits of 
HP versus HD [33, 37].

Protein-bound substances are often too large 
for effective extracorporeal removal [37]. In 
some cases (Valproic acid), protein binding 
becomes saturated at high doses and the amount 
of free drug becomes large enough to make extra-
corporeal removal beneficial [34].

The Vd describes the relative partitioning of 
various compounds into water and fat. As the vas-
culature (a major water compartment) is the loca-
tion of extracorporeal removal, substances that 
distribute more to the water compartment are 
more amenable to extracorporeal removal [37]. 
Compounds with a Vd less than 1 liter per kilo-
gram are considered amenable to extracorporeal 
removal [35]. Substances with a higher Vd have 
greater distribution into fat and are not available 
for extracorporeal removal.

Other pros and cons of these methods exist but 
will not be reviewed here. The decision of when 
and which technique to use should be made in 
conjunction with a nephrologist.

Examples of more commonly dialyzed sub-
stances include lithium, metformin, salicylates, 
toxic alcohols, and valproic acid [33, 35]. This is 
not a comprehensive list. Determination of the 
utility of extracorporeal techniques for other spe-

cific substances should be made with the aid of 
toxicologists, the local poison center, and 
nephrologists.

 Multidose Activated Charcoal

Rather than limiting absorption, as with single- 
dose activated charcoal (SDAC), multidose acti-
vated charcoal (MDAC) is used to increase the 
elimination of certain substances. It entails the 
administration of at least two doses of AC (in 
practice, often many more). A study by Mckinnon 
et  al. helps to explain how MDAC works. 
Mckinnon et al. showed that AC could increase 
the clearance and decrease the half-life of intra-
venously (IV) administered theophylline. As the 
theophylline was given IV, there is obviously no 
drug in the GI tract for the AC to bind. As theoph-
ylline has some biliary excretion, there is the pos-
sibility that AC may bind some theophylline 
excreted in the bile, preventing its reabsorption 
and accounting for the above findings. Mckinnon 
addressed this in his study via biliary drainage (in 
human and animal subjects), which interrupted 
the enterohepatic recirculation of theophylline. 
Thus, any increase in theophylline clearance 
would be from some other route. Mckinnon 
found only very small amounts of the adminis-
tered dose of theophylline (less than 2%) in the 
bile. This is too small of an amount to explain the 
increased clearance and decreased half-life of 
theophylline with AC. Rather, the thought is that 
the AC interrupts what is called the enteroenteric 
recirculation of drugs. In the same study, 
McKinnon demonstrated that theophylline given 
IV resulted in the presence of theophylline in 
jejunal aspirate. The thought is that drugs will 
diffuse down their concentration gradient out of 
the circulation into the GI tract. In the presence of 
AC, this diffused drug is bound, preventing later 
reabsorption but also maintaining a favorable 
gradient for continued diffusion of a toxin into 
the GI tract for more binding to AC [41]. Other 
studies have shown similar results [42, 43].

Unlike with SDAC, there are some random-
ized studies showing benefit in clinically mean-
ingful endpoints in patients treated with MDAC 
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versus not. One study by Brahmi et al. found a 
statistically significant decrease, with respect to 
MDAC vs. SDAC, in length of coma, mechanical 
ventilation, and stay for patients presenting with 
carbamazepine poisoning [44]. Another study 
analyzed the benefit of MDAC in yellow olean-
der poisoning. The control population received 
sterile water, rather than MDAC, and both groups 
received SDAC and gastric lavage. Statistically 
significant decreases in mortality, intensive-care- 
unit admissions, need for digoxin-specific anti-
bodies, cardiac pacing, presence of 
life-threatening arrhythmias, and mean dose of 
atropine given were found [35]. In contrast, a 
study by Eddleston et  al. found no benefit to 
MDAC vs. SDAC vs. no decontamination with 
respect to mortality [19].

Current guidelines recommend the use of 
MDAC for life-threatening ingestions of carbam-
azepine, dapsone, phenobarbital, quinine, and 
theophylline. These recommendations were 
based on the review of multiple animal, volun-
teer, and case reports/series. MDAC can increase 
the clearance of digoxin, but given its large Vd 
and other effective treatment modalities (mainly 
digoxin-specific antibodies), it is not currently 
recommended [45]. Contraindications are the 
same as those for SDAC.

 Urinary Alkalinization

Urinary alkalinization is the administration of IV 
sodium bicarbonate to alkalinize the urine and 
thereby increase the excretion of certain sub-
stances. An alkaline, or high pH, environment 
will favor the charged form of acidic substances. 
This charged state reduces passive reabsorption 
through the hydrophobic cell membrane of kid-
ney tubule endothelial cells. This is sometimes 
referred to as ion trapping. The substance in 
question must have some significant renal elimi-
nation for this treatment to work. Increasing renal 
elimination for a drug with minimal-to-small 
renal elimination is unlikely to offer any clinical 
or even theoretical benefit.

Urinary alkalinization has been examined 
with respect to various compounds, as reviewed 

by Proudfoot et al. [10]. Of these compounds, the 
more commonly encountered include phenobar-
bital, methotrexate, and salicylates. Current 
guidelines recommend the use of urinary alka-
linization as first-line therapy for salicylate toxic-
ity in those not meeting indications for 
extracorporeal elimination. Although urinary 
alkalinization does significantly increase the 
elimination of phenobarbital, it is not recom-
mended as first-line due to the superior effective-
ness of MDAC [10, 46]. Similarly, urinary 
alkalinization has been shown to increase the 
clearance of methotrexate, but these studies were 
case reports, series, or had no controls, making it 
difficult to draw concrete conclusions [47–51]. 
As such, urinary alkalinization cannot be recom-
mended as first-line treatment for methotrexate 
poisoning [10].

 Definitive Management

Supportive care, much of which will have been 
addressed in the initial stabilization of the ABCs, 
is often adequate to support patients through their 
poisoning. Certain drugs and toxins, however, 
have specific antidotes which should be adminis-
tered with the guidance of a medical toxicologist 
or local poison center. Please see Table 4.2 for a 

Table 4.2 Antidotes

Toxin Antidote
Acetaminophen N-acetylcysteine
Anti-muscarinic compounds Physostigmine
Benzodiazepines Flumazenil
Beta blockers Glucagon
Cardiac glycosides Digoxin Specific 

Antibodies
Cyanide Hydroxocobalamin
Isoniazid Pyridoxine
Methemoglobinemia Methylene blue
Opioids Naloxone
Organophosphates Atropine, 

pralidoxime
Sulfonylureas Octreotide
Toxic alcohols (ethylene 
glycol, methanol, propylene 
glycol)

Fomepizole

References: [5, 6, 9]
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list of the more commonly used antidotes. Some 
patients may be assessed, treated, and ultimately 
cleared from a medical perspective, but it is 
important to involve psychiatry in the care of 
patients presenting with intentional ingestions or 
exposures.

 Conclusion

• Poisoning is a significant cause of mortality in 
the United States.

• Initial stabilization focuses on the ABCs.
• Toxidromes can help identify an etiologic 

poison.
• Decontamination and elimination techniques 

should be considered.
• Supportive care is often adequate, but various 

antidotes exist for select poisonings.
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 Introduction

Substance use is highly prevalent among patients 
presenting to emergency departments (EDs). 
According to the Substance Abuse and Mental 
Health Services Administration (SAMHSA) 
Drug Abuse Warning Network report, in 2011, 
there were approximately 2.5 million drug-abuse- 
related ED visits nationwide [1]. Twenty-five 
percent of the total drug-related ED visits 
involved illicit drugs, and 28% involved pharma-
ceuticals. The most common illegal drugs of 
abuse were cocaine, marijuana, and heroin. 
Between 2004 and 2011, the most massive phar-
maceutical increase was recorded for oxycodone 
(220%) [1] (Fig. 5.1).

Approximately one in eight visits to EDs in 
the United States involves mental and substance- 
use disorders [2]. Between 2007 and 2011, the 
rate of ED visits related to mental and substance- 
use disorders increased by over 15% [3]. The 
majority of drug-related ED visits were made by 

patients 21 years and older (81%). The rates for 
cocaine use are the highest among individuals 
aged 45–54 and for heroin in the age group 
35–44. Race/ethnic differences in substance use 
are described best as in the DAWN 2011 report: 
White individuals preferentially used heroin and 
methamphetamine, compared with Black indi-
viduals (4.6 times and 8.5 times, respectively), 
while Black individuals preferentially used 
cocaine, compared with White individuals (1.2 
times) [4].

Existing studies typically address substance 
use in global terms and rarely elaborate on 
whether a patient presented to an ED in a state of 
intoxication or withdrawal. According to one 
study, 32% of patients came into the psychiatric 
emergency service (PES) in a state of acute alco-
hol or drug intoxication, and 17% had a primary 
diagnosis of substance abuse or dependence [5]. 
This study also reported that these patients con-
sumed considerable time and resources, as 64% 
of the patients were suicidal and 26% were 
hospitalized.

 Psychiatric Comorbidity

Substance use complicates the differential diag-
nosis of the ED patient, as the effects of drugs can 
mimic a variety of psychiatric syndromes. For 
example, in a patient who presents with psychotic 
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symptoms and who recently has used an illicit 
drug, often it is unclear whether the psychosis is 
a direct consequence of a substance or whether 
the patient has a primary psychotic disorder that 
coincides with drug use. One study that addressed 
this issue reported that in as many as 25% of 
patients who presented with psychotic symp-
toms, the PES clinicians attributed psychotic 
symptoms to a primary psychotic disorder that 
later was determined to be a substance-induced 
psychosis. The potential consequences of misdi-
agnosing psychosis in ED or PES are several- 
fold: unnecessary hospitalization, inappropriate 
use of antipsychotics, lack of appropriate follow-
 up, and inattention to substance-use treatment 
[6]. The literature on first-episode psychosis indi-
cates a high association with substance-use disor-
ders (SUDs). Approximately one-half of 
first-episode patients have a history of cannabis 
abuse or dependence, and one-third have a cur-
rent cannabis-use disorder [7].

Substance use is highly prevalent among 
patients with psychiatric disorders, and drug or 
alcohol use often contributes to frequent ED 
visits. Patients with comorbid psychiatric and 
SUD have up to 5.6 times greater use of ED ser-
vices [8].

Alcohol and substance-use disorders are asso-
ciated with suicide risk [9]. Individuals with a 
SUD are about six times more likely to report a 
lifetime suicide attempt than those without a 
substance- use disorder. One study found particu-
larly high suicidality among cocaine users who 

presented to an urban PES [10]. Another study 
evaluated the relationship of alcohol and drug use 
and severity of suicidality in patients who were 
admitted through an urban PES to an acute psy-
chiatric inpatient unit. In the most severely sui-
cidal group, 56% had substance use or dependence 
[11]. Particularly vulnerable groups for the 
effects of alcohol and substances include youth 
(ages 12–17), and veterans. A recent study 
showed that veterans with a substance-use disor-
der are approximately 2.3 times more likely to 
die by suicide than those who are not substance 
users. Concerning specific SUDs, the suicide rate 
associated with sedative use was the highest (4.7 
times greater), followed by amphetamine (2.6×) 
and opioid (2.4×) use [12]. The astounding find-
ing in this study is that women had 11 times 
higher likelihood of dying from suicide associ-
ated with sedative-hypnotics than men (hazard 
ratio 11.4 vs. 4.7).

There is an active link between depression and 
suicidality in individuals with comorbid mood 
and substance-use disorders [13]. The National 
Epidemiologic Survey on Alcohol and Related 
Conditions (NESARC), an extensive national 
study conducted among adults in the US, found 
that among individuals with an anxiety disorder, 
almost 15% had SUD. Similarly, among individ-
uals with an SUD, nearly 18% had alcohol use 
disorder [14]. The effects of comorbid alcohol 
and SUD on premature death were found to be 
the highest among individuals with bipolar disor-
der [15].
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The current conventions in diagnosing a 
comorbid psychiatric disorder and a substance- 
use disorder are as follows:

 1. Do not list “substance-induced psychosis” or 
“substance-induced mood disorder” as addi-
tional diagnoses when the substance use exac-
erbates the symptoms of an already established 
psychiatric disorder. Only list the substance- 
use disorder and the psychiatric disorder that 
was worsened.

 2. Examine and contrast the onset of psychiatric 
symptoms with the beginning of substance 
use, as well as examining whether symptoms 
seem to persist to a robust degree even when 
the patient is abstinent from the substance, in 
determining whether to attribute a psychiatric 
syndrome to the substance use.

 3. Most substances of abuse are associated with 
syndromes that persist even with prolonged 
abstinence.

 Medical Comorbidity

Chronic drug and alcohol use significantly 
increases the likelihood that a person will use an 
ED for medical treatment [16]. Chronic sub-
stance use has deleterious effects on the general 
health of drug users. For example, injection her-
oin users are more vulnerable to HIV, hepatitis B 
and C, abscess formation at injection sites, avas-
cular necrosis of the bone, endocarditis, and renal 
insufficiency. Cocaine use is associated with 
stroke, acute myocardial infarction, dysrhyth-
mias, aortic dissection, seizures, and respiratory 
problems. Methamphetamine use is associated 
with acute renal failure due to rhabdomyolysis.

 Service Utilization

Substance-use disorders are highly prevalent 
among patients presenting in the ED. The 2007 
Nationwide Emergency Department Sample 
(NEDS) shows that 12.5% of all ED visits 
involved diagnoses related to mental health and 
substance-use disorders. Of all mental health and 
substance-use disorders (SUDs), 64% were for 

mental health disorders alone, 24% were for 
substance- use disorders alone, and 12% were for 
co-occurring disorders [2]. Between 2006 and 
2013, the population rate of ED visits involving 
SUDs increased by 37% [17].

Unintentional poisoning from opiate prescrip-
tion drugs is a rising problem. According to the 
CDC, opioid overdose deaths in the US have qua-
drupled from 8050  in 1999 to 33,091  in 2015. 
The deaths were initially driven by prescription 
opioid misuse and more recently by heroin and 
other illicit opioid use. In the period from 2010 to 
2015, heroin overdose deaths also quadrupled 
from 3036 to 12,989. A sharp increase in the sup-
ply of heroin and illicitly manufactured fentanyl 
is considered to be contributing to increased 
deaths [18] (see more in ref. [28, 29, 30]).

 Brief Interventions

The ED provides a unique opportunity to engage 
patients about their drug use. Clinical reports for 
screening, brief intervention, and referral to treat-
ment (SBIRT) instituted by SAMHSA in the EDs 
across the US initially reported a reduction in 
illicit drug and alcohol abuse 12 months after the 
screening [19]. However, a recently published 
benefit–cost analysis indicates that this interven-
tion did not result in any significant impact on 
total economic benefit from SBIRT [20].

 Drugs of Abuse and Intoxication

 Alcohol Prevalence and Community 
Impact

Alcohol intoxication is the most prevalent of the 
substance intoxications encountered in the 
ED.  The estimated total number of ED visits 
attributable to alcohol from 1992 through 2000 
was 68.6 million (65.6–71.7 million), which 
averages to 7.6 million alcohol-related ED visits 
per year. Alcohol-related visits accounted for 8% 
of the total 866.5 million ED visits from 1992 
through 2000 [21].

According to the CDC’s Alcohol-Related 
Disease Impact (ARDI) tool for 2006–2010, 

5 Drug Intoxication in the Emergency Department



62

excessive drinking led annually to 88,000 deaths 
and 2.5 million years of life lost [22]. Excessive 
alcohol use is accounted for 1 in 10 deaths among 
working-age adults in the United States [23].

Alcohol is highly prevalent among individuals 
with mood and anxiety disorders. According to 
the results from the National Epidemiological 
Survey on Alcohol and Related Disorders, of 
individuals who presented to treatment for alco-
hol use disorder, 41% had independent (comor-
bid) mood disorder, and 33% had an independent 
anxiety disorder. The authors of this study argue 
that treatment for a mood or anxiety disorder 
should not be withheld from those with alcohol 
or drug use in stable remission on the assumption 
that most of these disorders are due to intoxica-
tion or withdrawal [24].

Binge drinking (defined as intake of at least 
five drinks on one occasion for men and at least 
four drinks on one occasion for women) and 
heavy drinking (defined as daily intake of more 
than two drinks for men and more than one drink 
for women) are considered excessive drinking 
[23]. Binge drinking, the most common form of 
excessive alcohol consumption, usually results in 
acute intoxication and is responsible for over half 
of the deaths and three-quarters of the economic 
costs of excessive drinking. Binge drinking can 
be harmful without the drinker being alcohol- 
dependent. In fact, the majority of binge drinkers 
are not alcohol-dependent.

Compared with patients presenting to primary 
care settings, ED patients are more likely to be 
drinking alcohol to an excessive and harmful 
level [25]. Underage drinking (ages 12–20) is a 
significant factor in ED visits: Between 2010 and 
2013, an estimated 656,827 alcohol-misuse- 
related ED visits were made by patients aged 
12–20. Alcohol-only visits accounted for 80% of 
all underage alcohol-misuse-related visits [26].

 Management

When a patient presents with suspected alcohol 
intoxication as part of the clinical presentation, it 
makes sense to check the BAL (blood alcohol 
level) early in the evaluation process. If the 

patient refuses a blood draw, a urine alcohol level 
is a less accurate but modestly useful method of 
estimating blood alcohol. The breath alcohol 
level appears to be less reliable as serum blood 
alcohol increases, so it is probably unsuitable for 
ED use [27]. It is essential to ask the patient when 
he or she last drank. A person who drank a sig-
nificant amount just before entering the ED may 
have sequestered alcohol in the stomach, and the 
BAL will continue to rise as he or she absorbs the 
bolus. It is also important to ask the patient about 
any illicit drug use and how recently the sub-
stance was used. Note that a highly tolerant indi-
vidual can appear only modestly impaired at a 
BAL that would render an alcohol-naïve individ-
ual unconscious.

Blood alcohol levels will decline at a rate 
determined by such factors as liver volume, liver 
health, ethnicity, gender, and patient tolerance to 
alcohol. Nontolerant individuals metabolize 
more slowly than alcohol-tolerant individuals, 
and women metabolize more slowly than men if 
their level of tolerance is equal. Individuals with 
the impaired hepatic function will metabolize 
more slowly. A rate of 0.015–0.02 g/dL per hour 
is a fair estimate overall of nontolerant individu-
als’ capacity for metabolizing alcohol. A tolerant 
individual may metabolize at a rate closer to 
0.04 g/dL per hour. Knowing the likely rate, one 
can estimate how long it will take before the 
patient is ready to be seen for a mental health 
interview. Emergency physicians and psychia-
trists take varying approaches to the timing of a 
mental health interview for the patient intoxi-
cated with alcohol. No single standard exists, but 
the patient should, at a minimum, be clinically 
assessable. Some follow more objective BAL 
cutoffs that correlate with established legal limits 
for driving, which vary by state. In some instances 
(e.g., for legal purposes), a BAL of 0 may be 
needed before the interview is completed.

Intoxicated patients may be brought to the ED 
for assessment after expressing suicidal or homi-
cidal impulses and intent, causing a disturbance 
in the community, or having been found in a state 
of unconsciousness. The mental health exam 
should be completed once the patient is deci-
sional. Suicidal or homicidal ideation may be dis-
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avowed once the patient is sober. If the patient 
continues to endorse suicidal or homicidal ide-
ation after sobering, the patient should be 
assessed and managed accordingly.

Physical findings in the chronically overdrink-
ing individual include conjunctival injection, 
abnormal skin vascularization evident on face 
and neck, tongue tremor, hand tremor, and hepa-
tomegaly. Laboratory findings may consist of 
high mean red cell volume (MCV) on the com-
plete blood count, elevated serum aspartate ami-
notransferase (AST), and elevated serum 
gamma-glutamyl transferase (GGT). The serum 
carbohydrate-deficient transferrin (CDT) assay is 
also sensitive to heavy drinking and is not affected 
by the comorbid liver disease.

If the patient shows up-gaze paresis, along 
with confusion, one should be concerned mainly 
with acute thiamine-deficiency-associated 
Wernicke’s encephalopathy. In such a situation, 
thiamine should be administered immediately 
(100 mg IV or IM) and supplemented daily with 
oral 100-mg doses for at least 3 days. One needs 
to keep in mind that high utilizers of the ED ser-
vices due to alcohol intoxication may end up 
receiving multiple doses of thiamine and exhibit 
signs of thiamine intoxication, such as dysrhyth-
mia, hypotension, headache, weakness, and 
seizures.

One should also keep in mind the possibility 
for an alcohol-intoxicated patient to have suf-
fered a traumatic brain injury, typically from fall-
ing, before arriving at the ED.  The resulting 
confusion could be mistaken for simple intoxica-
tion. Alcoholic psychosis may recur during sub-
sequent episodes of alcohol intoxication. If the 
patient experiences a subacute or chronic psy-
chosis, management with antipsychotic medica-
tion is indicated. The assessment and management 
of alcohol withdrawal state in the ED are covered 
elsewhere in this text.

The ED is a critical platform for engaging 
alcohol-affected patients. Patients should be 
offered follow-up in the community, including 
non-hospital-based detoxification, though in 
most states these resources are limited. As noted 
above, the SBIRT program has shown limited 
cost impact.

 Opioids

Unless opioid intoxication occurs in the context 
of accidental or intentional overdose, patients 
rarely come to the ED in a state of opioid intoxi-
cation per se. Opioid abusers, however, are more 
likely to seek ED services in the state of opioid 
withdrawal. Individuals who abuse opioids 
receive medical attention because of medical 
complications of drug use, withdrawal, or over-
dose. Opioid intoxication is suspected when a 
patient has pupillary constriction and symptoms 
of slurred speech, drowsiness, and impaired 
attention and memory. Opioid overdose is a med-
ical emergency, and patients with the triad of 
classic symptoms (pinpoint pupils, respiratory 
depression, and altered sensorium/coma) warrant 
emergency administration of naloxone, which 
can be administered intravenously, intramuscu-
larly, or subcutaneously. The usual initial dose is 
0.4–2 mg. If the desired degree of counteraction 
and improvement in respiratory function is not 
obtained, it may be repeated at 2–3-minute inter-
vals. One should be cautioned that abrupt rever-
sal can result in elevated blood pressure, 
tachycardia, tremulousness, seizure, and, in rare 
events, cardiac arrest. Opioid withdrawal, in con-
trast, is rarely fatal, but the comfort of the patient 
may be helped by the appropriate use of an opiate 
withdrawal regimen.

Prescription opiate use has become increas-
ingly prevalent among patients presenting in 
EDs, and the most commonly abused drugs 
include hydromorphone (Dilaudid), hydrocodone 
(in Vicodin/Norco), oxycodone (Oxycontin and 
in Percocet), and oxymorphone (Opana), though 
methadone also is commonly abused. In recent 
years, two opioid trends have emerged that are 
particularly menacing: (1) increasingly prevalent 
fentanyl and fentanyl analogs flooding the drug 
market from illicit sources and leading to what is 
termed an epidemic of opioid-related overdose 
deaths [28, 29] and (2) the appearance of an array 
of synthetic opioids, such as U-47700, nick-
named “Pink” [30]. Additionally, a potent opioid, 
carfentanil, is appearing in some street mixtures 
with heroin and other drugs. This is a drug used 
for sedation or general anesthesia in large ani-
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mals, such as elephants, and is not meant for 
human use [31]. In the last several years, espe-
cially after the FDA approval of naloxone intra-
nasal spray for reversal of heroin overdose in 
2015, EDs across the country have been distribut-
ing naloxone to patients identified at risk for opi-
oid overdose [32]. There is an increasing 
awareness that the distribution of naloxone kits to 
laypersons who might witness an opioid over-
dose can help reduce opioid overdose mortality 
[33]. This action undoubtedly is a complex mat-
ter raising some controversies, including a con-
cern that readily available naltrexone for 
laypersons may increase opiate addiction [34]. 
Additionally, ED-initiated buprenorphine for 
opioid dependence with continuation in primary 
care was found to increase engagement in addic-
tion treatment and reduce illicit opioid use at 30 
days, compared to referral only or a brief inter-
vention with referral [35]. A subsequent study 
replicated the short-term benefit of ED-initiated 
buprenorphine at 2 months but showed no differ-
ence in addiction treatment engagement at 6 and 
12 months [36].

 Sedative-Hypnotics

 Benzodiazepines

Benzodiazepines are sedative, hypnotic, and anx-
iolytic agents that are typically referred to by 
drug uses as “downers.” According to the Drug 
Abuse Warning Network (DAWN) report, drug- 
related ED visits involving benzodiazepines 
increased by 124% from 2004 to 2011, and alpra-
zolam (Xanax) and clonazepam (Klonopin) were 
the most frequently reported as the drugs of abuse 
[1]. While opioids are most often associated with 
accidental overdose, benzodiazepines are the 
most commonly ingested prescription medica-
tions in suicide attempts. The symptoms of ben-
zodiazepine intoxication are similar to alcohol 
intoxication, and they include an altered level of 
consciousness, drowsiness, confusion, impaired 
judgment, slow and slurred speech, incoordina-
tion, and ataxia. Severe intoxication/overdose 
can lead to coma, respiratory depression, and 

death. Benzodiazepine overdose patients are typ-
ically managed in EDs with supportive care such 
as maintenance of adequate ventilation and 
hydration. In contrast to the role in iatrogenic 
oversedation, caution is advised regarding the 
utility of flumazenil, the benzodiazepine  antidote, 
in a chronic user, as it may precipitate severe 
withdrawal symptoms, including seizures.

Of particular concern is when benzodiaze-
pines are used in combination with substances 
like opioid pain relievers or alcohol. According to 
the DAWN report, over a 7-year period (2005–
2011), 32% of hospital emergency department 
visits involving benzodiazepines resulted in 
severe medical outcomes such as hospitalization 
(or in rare cases, death). The risk of a severe out-
come was 44% for the visits involving the use of 
benzodiazepines in combination with opioid pain 
relievers. Similarly, 44% of ED visits associated 
with the combined use of benzodiazepines and 
alcohol resulted in serious adverse medical out-
comes [37]. Benzodiazepine withdrawal is a seri-
ous medical emergency due to the risk of seizures, 
peripheral nervous system and electrolyte insta-
bility (due to profuse diaphoresis), and acute 
anxiety syndrome with restlessness and insom-
nia. Patients with acute anxiety due to benzodiaz-
epine withdrawal are often seen and managed in 
the psychiatric emergency service.

 Barbiturates

Barbiturates are used to treat various seizure dis-
orders. They are classified based on their dura-
tion of action: ultra-short-acting, short-acting, 
intermediate-acting, and long-acting. Barbiturate 
intoxication causes central nervous system (CNS) 
depression symptoms that are similar to alcohol 
and benzodiazepine intoxication, including nys-
tagmus, vertigo, slurred speech, lethargy, confu-
sion, ataxia, and respiratory depression. Severe 
overdose may result in coma, shock, apnea, and 
hypothermia. In combination with alcohol or 
other CNS depressants, barbiturates have addi-
tive CNS and respiratory depression effects.

Barbiturate withdrawal is life-threatening, 
with signs and symptoms developing within 
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24  hours. Patients may present to the ED with 
insomnia, restlessness, and severe anxiety.

 Gamma-Hydroxybutyrate (GHB)

GHB is known as a dietary supplement that 
gained popularity as a club drug in the late 1990s 
and early 2000s. Sporadically, GHB is a drug of 
abuse leading to an ED visit. GHB, also referred 
to as “liquid ecstasy,” is a potent CNS depressant, 
and the effects of intoxication are a profound 
alteration of mental status and respiratory depres-
sion, with periods of apnea. Deaths have been 
reported with severe GHB intoxication [38]. 
GHB discontinuation can lead to a significant 
withdrawal syndrome that is similar to sedative- 
hypnotic and alcohol withdrawal. With appropri-
ate management, most patients fully recover 
within 6 hours. Nevertheless, the challenge lies in 
the recognition and detection of GHB, because 
routine toxicology screening does not detect this 
substance [39].

 Stimulants

 Cocaine

As noted above, cocaine is the most common ille-
gal substance that leads to ED visits, which in 
2011 accounted for 162 visits per 100,000 [1]. 
Cocaine is a stimulant with powerful effects on 
the central and peripheral nervous system that 
acts by blocking the reuptake of dopamine, nor-
epinephrine, and serotonin. It also modulates the 
endogenous opiate system. Cocaine intoxication 
leads to some physical signs and symptoms, such 
as hypertension, tachycardia, chest pain, myocar-
dial infarction (MI), mydriasis, diaphoresis, 
delirium, stroke, and seizures. Acute cocaine 
intoxication may present with anxiety; agitation; 
paranoia; hallucinations; feelings of increased 
energy, alertness, and intense euphoria; and 
decreased tiredness, appetite, and sleep.

Cocaine may be smoked (crack-cocaine), 
insufflated (snorted), injected, and orally ingested 
(cocaine salt). The onset, peak, and duration of 

cocaine’s effects vary depending on the route of 
administration. The fastest absorption and the 
peak effect are after inhalation. Repeated cocaine 
users may use it as frequently as every 10  minutes, 
may binge with it for as long as 7 days, and may 
use as much as 10 grams per day.

Chest pain due to cardiac ischemia is the most 
frequent cocaine-related medical event for which 
patients seek treatment in inner-city EDs [40]. 
The most frequently occurring cardiac complica-
tions of cocaine are syncope, angina pectoris, and 
MI. In some instances, the outcome is acute car-
diac death. The typical patient with cardiac- 
related MI is a young man without cardiovascular 
risk factors other than smoking. The relative risk 
of MI is elevated 24 times within 60 minutes after 
cocaine use, and the incidence of MI is about 6% 
[41]. There have been recent reports of fever and 
severe agranulocytosis associated with cocaine 
that had been adulterated with levamisole [42].

Psychiatric symptoms are prominent in 
cocaine intoxication and account for about 30% 
of cocaine-related presentations, compared to 
16% and 17% for cardiopulmonary and neuro-
logic symptoms, respectively. Suicidal intent was 
the most common psychiatric reason for presen-
tation [43]. Psychiatric manifestations of cocaine 
intoxication include anxiety, agitation, euphoria, 
and intense paranoia. Because of overlapping 
psychiatric manifestations of cocaine intoxica-
tion and bipolar mania, differentiation between 
the two can be challenging in the ED. One should 
keep in mind the following: SUD are commonly 
comorbid in patients with bipolar affective disor-
der, and substance abuse often is a manifestation 
of the core criteria of mania, specifically exces-
sive involvement in activities with a high poten-
tial for painful consequences. Manic episodes 
can frequently be triggered by insomnia due to 
stimulant abuse. These factors are often exacer-
bated by the elevated rates of noncompliance 
with medication in patients abusing substances, 
which in turn render patients vulnerable to 
decompensation [44].

Depression and suicidal thoughts often 
accompany acute cocaine withdrawal. Excessive 
tearfulness has been described as a distinct sign 
of cocaine-induced depression in patients pre-
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senting in a busy urban PES [45]. A typical 
patient with cocaine-related psychiatric symp-
toms presents to the ED in the early morning 
hours after a binge in a state of high adrenergic 
dysregulation, dysphoric and suicidal, with 
injected conjunctiva, asking for food and 
promptly falling asleep. Disposition of such 
patients may be a challenge due to their suicidal-
ity [44]. The treatment of cocaine intoxication is 
determined by the presenting symptoms. Chest 
pain warrants a medical workup for cardiovascu-
lar complications. Such patients often receive 
hydration and benzodiazepine or other sedating 
agents to reduce anxiety and blunt surges in 
blood pressure and heart rate. It is worth noting 
that beta-blockers should be avoided in cocaine- 
associated MI because of theoretical concerns of 
unopposed alpha-adrenergic stimulation. In 
patients who are severely agitated or intensely 
paranoid, treatment with oral or intramuscular 
antipsychotic medication may be indicated.

 Methamphetamine

In the early 2000s, there was a nationwide meth-
amphetamine epidemic. In some localities, ED 
visits involving methamphetamine declined by 
2006. However, since 2007 the rates of metham-
phetamine have increased again. According to 
DAWN 2011 report, ED visits involving meth-
amphetamine accounted for 4% of all drug- 
related ED visits [46]. The majority (62%) of 
these ED visits involved other drugs. Injecting 
methamphetamine along with heroin (“meth-
ball”) has risen rapidly in some localities, as 
noted in Denver in a recent epidemiological 
study [47].

Like cocaine, methamphetamine exerts pow-
erful stimulant effects on the brain, but the results 

last longer than after cocaine use, giving rise to 
more noticeable medical and psychiatric symp-
toms. Methamphetamine intoxication can lead to 
serious medical consequences, including hyper-
tension, arrhythmias, MI, stroke, acute renal fail-
ure due to rhabdomyolysis, seizure, delirium, and 
death. People who inject methamphetamine are 
at increased risk of contracting infectious dis-
eases such as HIV and hepatitis B and 
C. Methamphetamine use can also alter judgment 
and decision-making, leading to risky behaviors 
such as unprotected sex, which also increases the 
risk for sexually transmitted infection. Psychiatric 
consequences include psychosis, mania-like 
symptoms, severe agitation, and violence. 
Psychosis is the most common presenting symp-
tom (80%) in methamphetamine-intoxicated 
patients who are seen in PES.  These patients 
were most often Caucasians (75%) referred by 
police with an extended duration of stay in the 
ED [48]. By clinical observation, patients most 
often present in a state that has been described by 
the term “tweaking,” which involves a state of 
high arousal, agitation, and uncontrollable move-
ments, with prominent dysphoria, hallucinations, 
and paranoia (Table 5.1).

Due to their extreme agitation, patients with 
methamphetamine intoxication are often treated 
with sedating agents (benzodiazepines), alone or 
in combination with antipsychotic agents. There 
are regional differences that dictate the utilization 
of physical restraints and involuntary administra-
tion of medications in methamphetamine- 
intoxicated patients. However, it is essential to 
keep in mind that such patients are highly dis-
tressed and are likely to accept medications vol-
untarily, mainly if the medication is offered in a 
rapidly dissolvable form [48]. As in treating 
cocaine-intoxicated patients in the ED, 
methamphetamine- intoxicated patients may need 

Table 5.1 Methamphetamine: effects and duration of euphoria by route of administration

Route Onset Peak effect (min) Duration (hrs)
Smoking Within seconds 1–5 20
Snorting Within seconds 3–5 12
Intravenous Within seconds 1–3 12
Oral 10 min 15–20 12
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intravenous rehydration to correct electrolyte 
imbalance and acute renal insufficiency.

 MDMA (3,4- Methylenedioxymetham
phetamine)

MDMA—also known as “Ecstasy” or, more 
recently, “Molly”—is similar to both the stimu-
lant amphetamine and the hallucinogen mesca-
line. Ecstasy is known as a club drug, and 
typically, it is used by young individuals in par-
ties, raves, and clubs. Ecstasy/Molly is a power-
ful indirect releaser of serotonin and a moderate 
releaser of dopamine. Regarded by most users as 
a harmless substance, the acute effects of MDMA 
intoxication are an increase in energy and a sense 
of empathy. Its psychiatric effects include blunt-
ing of the senses, confusion, lack of judgment, 
depression, anxiety, anger, paranoia, hallucina-
tions, and aggression.

Ecstasy intoxication can lead to serious medi-
cal complications such as hypertension, tachy-
cardia, rhabdomyolysis with acute renal failure, 
and hyperthermia. One should keep in mind that 
some MDMA users believe that they can avoid 
hyperthermia by drinking large amounts of water, 
which puts them at risk of hyponatremia from 
diuresis and marked increase in free water intake.

Ecstasy users may present in a hyperactive 
delirious state. Molly—slang for “molecu-
lar”—refers to the pure crystal powder form of 
MDMA. Usually purchased in capsules, Molly 
has become more popular in the past few years. 
Users may be seeking out Molly to avoid the 
additives, such as caffeine, methamphetamine, 
and other harmful substances that are com-
monly found in in Ecstasy pills. News stories 
have reported Molly capsules containing harm-
ful substances that include synthetic cathi-
nones. The effects of Molly can last from 3 to 
6 hours [49]. ED staff must be alert to address-
ing serotonin syndrome, which can be precipi-
tated by the patient’s concurrent use of 
stimulant drugs. Most standard urine drug 
screen tests have low sensitivity for MDMA, 
so the Ecstasy level needs to be quite high to 
show a positive test.

 “Bath Salts”

Recently, there has been increased attention to a 
new generation of designer drugs, the so-called 
“bath salts.” The Drug Abuse Warning Network 
(DAWN) first detected a measurable number of 
emergency department (ED) visits involving bath 
salts in 2011 [50]. Bath salts were named in 
22,904 visits, or about 1% of all drug-related ED 
visits. One-third of these visits involved bath 
salts only, and two-thirds involved other drugs.

Bath salt products were sold legally online as 
“legal highs” under a variety of names such as 
“Ivory Wave,” “White Lightning,” and “Vanilla 
Sky,” but in 2011, the Drug Enforcement Agency 
(DEA) declared bath salts to be a controlled sub-
stance. The use of such products has led to an 
increasing number of ED visits and overdoses 
throughout the country. These products contain 
amphetamine-like substances such as methylene-
dioxypyrovalerone, mephedrone, and methylone 
[51]. However, to keep ahead of the game with 
the law, bath salt developers are persistently com-
ing up with new substitute compounds [52]. 
These drugs are chemically similar to amphet-
amines, cocaine, and MDMA, and the effects are 
more potent to the brain. Ingesting or snorting 
bath salts can cause arrhythmias, chest pain, MI, 
hypertension, hyperthermia, seizure, stroke, 
aggressive and violent behavior, hallucinations, 
paranoia and delusions, excited delirium, and, in 
extreme cases, death. Bath salts are rapidly 
absorbed after oral ingestion, with intoxication 
peaking at 1.5 hours and lasting for 3–4 hours. 
Patients who are intoxicated on bath salts may 
require physical restraints and high doses of sed-
atives because of the risk of harming themselves 
or others. Treatment includes hydration to address 
emerging rhabdomyolysis and benzodiazepines 
to control seizures [53].

 ADHD Stimulant Medications

Several CNS stimulants are used for the treat-
ment of the attention-deficit/hyperactivity 
 disorder (ADHD), including methylphenidate 
(e.g., Ritalin, Concerta), amphetamine- 
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dextroamphetamine (e.g., Adderall), dexmethyl-
phenidate (e.g., Focalin), and dextroamphetamine 
(e.g., Dexedrine). ADHD stimulant medications 
can also be misused to suppress appetite, enhance 
alertness, or cause feelings of euphoria. The pri-
mary abusers are young individuals (<25 years 
of age) who obtain the drug from a friend or a 
classmate. Other abusers may purchase it from a 
fraudulent prescription or by doctor shopping. 
According to DAWN, the number of ED visits 
involving ADHD stimulant medications 
increased between 2005 and 2010 from 13,379 
to 31,244 visits [54]. The number of ED visits 
involving ADHD stimulant medications 
increased significantly for adults aged 18 or 
older. Acute intoxication with a substance such 
as methylphenidate results in symptoms similar 
to those seen with cocaine, including euphoria, 
delirium, confusion, paranoia, and hallucina-
tions. Additional symptoms may include extreme 
anger, threats, or aggressive behavior.

 Hallucinogens and Dissociative 
Agents

 Phencyclidine (PCP)

Since phencyclidine entered the market in 1957 
as a dissociative anesthetic, it has become a sig-
nificant drug of abuse, due to its psychotropic 
effects. The estimated number of PCP-related ED 
visits increased more than 400% between 2005 
and 2011 (from 14,825 to 75,538 visits). The 
most substantial increase in PCP-related ED vis-
its was seen among patients aged 25–34. It is 
smoked (usually in a mix with marijuana) or, less 
often, ingested orally. Low doses cause an acute 
confusional state with excited delirium lasting 
several hours; stimulant effects predominate. 
More massive doses cause nystagmus, muscle 
rigidity, ataxia, stereotyped movements, hyper-
tension, hypersalivation, sweating, amnesia, and 
an agitated psychosis. The psychotic state 
induced by phencyclidine is so similar to that of 
schizophrenia that intermittent administration of 
phencyclidine has become a standard pharmaco-
logical model for schizophrenia in the laboratory. 

The increase in ED visits involving PCP is of par-
ticular concern because it is reputed to be the 
most dangerous among hallucinogens for causing 
violent behavior [55].

Unfortunately, PCP is relatively easy and 
inexpensive to manufacture illicitly. Marijuana 
has replaced alcohol as the most common sec-
ondary substance of abuse in phencyclidine abus-
ers who present for medical attention.

The PCP user is managed conservatively in 
the ED by keeping the patient physically safe and 
providing reduced stimulation. An early check 
for emerging rhabdomyolysis is advisable, and 
hydration should be maintained.

 Ketamine

Ketamine—or the street-named “K,” “Special 
K,” “KitKat,” or “Vitamin K”—is a powerful dis-
sociative anesthetic that produces similar effects 
to phencyclidine but with a shorter duration. The 
common presenting complaints include promi-
nent anxiety, chest pain, and palpitations, and 
typical findings include confusion, amnesia, 
mydriasis, bidirectional nystagmus, tachycardia, 
rigidity, seizures, and usually short-lived halluci-
nations. The most common complication of ket-
amine intoxication is severe agitation and 
rhabdomyolysis. Symptoms are typically short- 
lived, and patients most often are discharged 
within 5  hours of presentation [56]. Ketamine 
intoxication is managed with benzodiazepines to 
mitigate the anxiety and agitation. Lorazepam, 
1–2 mg orally or IV, is the mainstay of treatment. 
Of note, in recent years, ketamine IM has been 
used by emergency medical response teams 
across the country for prehospital sedation of 
violent and agitated patients and excited delirium 
[57].

 Lysergic Acid (LSD)

LSD is not a standard drug of abuse. However, its 
damage is prevalent among high school students. 
According to the DAWN 2011 report, there were 
4819 LSD-related visits. These visits were pri-
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marily made by young individuals, aged 18–24 
[1].

Typically, it is ingested in pill form or dis-
solved on a piece of paper. The signs and symp-
toms of intoxication develop within an hour after 
ingestion and include tachycardia, hypertension, 
hyperthermia, dilated pupils, distorted perception 
of time, and depersonalization. LSD is associated 
with the unique sensory misperception called 
“synesthesia,” whereby colors are heard and 
noises are seen. These symptoms usually clear 
8–12  hours after ingestion, though feelings of 
numbness may last for several days [58].

ED presentations typically include manifesta-
tions of intense anxiety, such as a panic attack 
(“bad trip”), and can be managed with reassur-
ance and, in some instances, lorazepam or diaze-
pam. Other presenting symptoms include 
delirium with hallucinations, delusions, and para-
noia. Occasionally, a patient may present to the 
ED with ongoing psychotic symptoms, long after 
the drug was eliminated from the system, or with 
the spontaneous recurrence of drug effects, 
known as “flashbacks.” While death from an 
overdose of LSD is rare, ingestion of high doses 
carries a significantly higher risk of death due to 
convulsions, hyperthermia, and cardiovascular 
collapse.

Phenethylamines (such as mescaline from the 
peyote cactus, 2C synthetic products (2C-I 
(“Smiles”), 2C-B (“Nexus”), 2C-E, and 2C-T-7 
(“7-up,” “Blue Mystic”)), psilocybin/psilocin 
(the psychoactive ingredient in psilocybin mush-
rooms), and Salvia divinorum) are also halluci-
nogens. The frequency of use is not well known, 
since ED visits for intoxication are uncommon. 
The effects of intoxication are similar to LSD 
[59].

 Dextromethorphan

Dextromethorphan (DXM) is a cough suppres-
sant that is found in many over-the-counter cough 
and cold preparations, such as Coricidin, Nyquil, 
and Robitussin. Some popular street names for 
DXM include “Tripple C,” “Candy,” “Dex,” 
“Robo,” “Rojo,” and “Tussin.” According to 

DAWN reports, DXM accounts for about 1% of 
all drug-related ED visits. However, the signifi-
cance of DXM misuse is that 50% of such ED 
visits are made by youth, aged 12–20  years. 
Structurally related to the opiate receptor antago-
nist codeine, its metabolite dextrorphan exhibits 
serotonergic activity and inhibits NMDA recep-
tors. Its unique mechanism of action results in 
psychotropic effects that are similar to ketamine 
and phencyclidine. Neurobehavioral effects of 
DXM typically begin from 30 to 60 minutes after 
the ingestion and may persist for up to 6 hours. 
DXM intoxication leads to a combination of 
euphoric, stimulant dissociative, and sedative 
effects, and neurological signs such as ataxia, 
dystonia mydriasis, nystagmus, and coma. It also 
causes nausea and vomiting, diaphoresis, hyper-
tension, tachycardia, and respiratory depression. 
In rare instances, DXM has been associated with 
the development of serotonin syndrome. To 
address these dangers, the American Association 
of Poison Control Centers has developed practice 
guidelines for the management of DXM poison-
ing/intoxication [60].

 Inhalants

Inhalants and inhalant use disorders recently 
were the subject of a comprehensive review by 
Howard et  al. [61]. Inhalants are substances 
that produce a psychoactive effect when their 
vapors are inhaled, and are rarely abused by 
any other means. These substances include 
aerosols (containing propellants and solvents), 
gases (e.g., nitrous oxide), volatile solvents 
(liquids that vaporize at room temperatures, 
such as correction fluid, paint thinner, dry-
cleaning fluids, and glues), and nitrites. 
Everyday household products often are a 
source for the first three types of inhalants. 
This makes the inhalants a particular problem 
among early- to mid-adolescents, who may not 
have easy access to other substances of abuse 
[62]. The first three types of inhalants act 
directly on the central nervous system.

The fourth type of inhalant, the nitrites (e.g., 
amyl nitrite, isobutyl nitrite), are abused by adults 
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and older teens, for the most part, with a goal of 
enhancing the sexual experience. Unlike the first 
three types of inhalant, nitrites relax the muscle 
and dilate blood vessels. Known as “poppers” or 
“snappers,” abuse of nitrites is linked to unsafe 
sexual practices, increasing the risk of contract-
ing and spreading hepatitis and HIV.

Inhalants enter the bloodstream rapidly and 
produce intoxication effects within seconds of 
inhalation. The short-term effects may include 
initial euphoria, dizziness, impaired coordina-
tion, slurred speech, loss of inhibition, hallucina-
tions, and delusions. Users often deal with the 
short duration of intoxication by repeatedly 
inhaling, which can lead to a decreased level of 
consciousness and death. After repetitive use 
within the span of a few minutes, an inhalant user 
may be drowsy for several hours. A headache 
often accompanies repetitive inhalation. Many 
common inhalants (butane, propane, Freon, tri-
chloroethylene, amyl nitrite, butyl nitrite) are 
linked to “sudden sniffing death syndrome.” 
Chronic abuse of volatile solvents can lead to 
demyelination and clinical syndromes resem-
bling multiple sclerosis. Such neurologic func-
tions as movement, vision, hearing, and cognition 
can be affected. In the worst cases, dementia is 
the result. Hepatotoxicity, cardiomyopathy, 
impaired immune function, and lung and kidney 
damage all can result from inhalant abuse. In ear-
lier stages, such a loss may be partially or even 
wholly reversible. There are concerns about pre-
natal exposure to inhalants as well [63].

 Cannabinoids

The increasing medicalization of marijuana has 
thrown a new wrinkle into our understanding of 
the costs and benefits of marijuana use. It has 
been described that medicalization typically for 
severe pain or severe nausea and vomiting associ-
ated with chemotherapy often encourages regular 
use [64]. Such steady use can tip the balance so 
that what might have been a relatively minor con-
tributor to psychiatric problems becomes more 

substantial. In some patients, for example, 
increased marijuana use can be associated with 
increased impulsivity and suicidality, with or 
without a preexisting depression [65].

The acute effects of marijuana intoxication, 
such as sedation, failure to consolidate short-term 
memory, altered sense of time, perceptual 
changes, decreased coordination, and impaired 
executive functioning, are commonly seen. There 
is substantial evidence that patients with schizo-
phrenia who use cannabis experience a more 
severe course of illness [66]. Patients with recent- 
onset psychosis who use cannabis regularly have 
more severe psychotic symptoms and more cog-
nitive disorganization than comparable patients 
who do not use cannabis [67].

Cannabis dependence is associated with physi-
ological tolerance and a physiological withdrawal 
syndrome. Symptoms may appear as early as a day 
after discontinuation and last 1–3  weeks. 
Withdrawal symptoms include craving, irritability, 
anger, dysphoric mood, restlessness, insomnia, 
and diminished appetite. Treatment relies on psy-
chosocial therapies such as motivational inter-
viewing, specific cognitive- behavioral therapy, 
and contingency management.

 Synthetic Cannabinoids

Further complicating our understanding of can-
nabinoids in the ED, synthetic cannabinoids (e.g., 
“Spice” products or “K2”) are a rapidly emerging 
class of drugs of abuse [66]. They are chemically 
similar to marijuana and sometimes are mislead-
ingly called “synthetic marijuana” (or “fake 
weed”). They are often marketed as safe and 
legal. Because they act as a full agonist to the 
THC receptors, they may affect the brain much 
more powerfully than marijuana.

It was estimated that in 2011 there were 
28,531 ED visits related to synthetic cannabi-
noids [69]. The harmful effects of these products 
were first reported in the US in 2009. Since then, 
the drugs have spread throughout the country. 
Poison centers received 2668 calls about expo-
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sures to these drugs in 2013; 3682 exposures in 
2014; and 7794 exposures in 2015 [70]. Adverse 
effects reported with these synthetic cannabi-
noids are listed in Table 5.2. To date, at least 10 
different plant species are being used in the man-
ufacture of these substances, and the potency, 
duration of action, and potential for unexpected 
toxicity are variable as well. These products will 
not show up on current urine toxicological 
screens.

 Conclusion

Drug intoxication is commonly involved in ED 
visits, and patients may present with a variety of 
medical and psychiatric complaints. Drug intoxi-
cation complicates clinical presentation and can 
lead to prolonged ED length-of-stay and deploy-
ment of resources (including the use of restraints 
in severe intoxication syndromes), and creates a 
challenge for disposition and treatment. 
Clinicians who work in the ED setting, including 
nursing staff, social workers, emergency medi-
cine physicians, and psychiatrists, should be 
familiar with the toxidromes of the conventional 
drugs of abuse in order to: (1) make an appropri-

ate diagnosis, (2) provide emergency manage-
ment, including proper psychiatric and 
substance-use assessment and administration of 
medications, (3) refer to a short-term treatment 
that may include detoxification or admission into 
the hospital, or (4) relate to a longer term treat-
ment in the community.
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Co-occurring Substance-Use 
Disorder in the Emergency 
Department

Scott A. Simpson and Julie Taub

 Introduction

All healthcare professionals working in emer-
gency settings will encounter patients with 
substance- use disorders. Sixty-four percent of 
emergency department (ED) patients have prob-
lematic substance use, and more than 10% have a 
significant use disorder [1, 2]. Over the last 
decade, the number of ED visits involving sub-
stance use has increased by 37% [3]. Half of the 
trauma visits are associated with alcohol use, and 
generally the presence of a substance-use disor-
der is associated with higher ED utilization [4, 5].

In this chapter, we review an approach to the 
ED patient with a substance-use disorder:

 1. Treat and stabilize the acute presentation
 2. Assess for the presence of substance use
 3. Manage the substance-use disorder as 

appropriate
 4. Arrange appropriate disposition

Figure 6.1 summarizes this approach and the 
involved clinical steps. Throughout the chapter, 

we emphasize issues in the treatment of a patient 
with an alcohol-use disorder, as this presentation 
is common, and the involved complications are 
complex and life-threatening.

 The Diagnosis of Substance-Use 
Disorders

Substance-use disorders comprise a group of 
problematic symptoms and behaviors resulting 
from drug or alcohol use that result in func-
tional impairment. The Diagnostic and 
Statistical Manual, Fifth Edition (DSM-5) 
describes syndromes for specific substances, 
although the symptoms are similar regardless 
of substance used [6]. In general, the more 
symptoms that are present, the greater the 
severity of illness:

• Greater use of a substance than intended
• Unsuccessful efforts to control substance use
• Spending time obtaining or using substances, 

or recovering from their use
• Continued use despite recurrent social prob-

lems related to use
• Continued use in hazardous situations
• Reducing important occupational or recre-

ational activities because of use
• Tolerance to the effects of a substance
• Characteristic withdrawal symptoms
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Not all patients who use substances fulfill the 
criteria for a formal use disorder. Although more 
than half of Americans are using alcohol in a 
given month, only about 10% of those have an 
alcohol-use disorder. About 19% of cannabis 
users have a cannabis-use disorder, and about 
60% of cocaine users have a cocaine-use disor-
der. Patients may still exhibit risky substance use 
in the absence of a formal use disorder. For 
example, almost 40% of young adults have 
binged on alcohol (had ≥ 5 drinks on the same 
occasion) in the last month, although most would 
not fulfill criteria for a DSM-5 use disorder [7].

 Treat and Stabilize the Acute 
Presentation

Substance-use disorders often present in two 
ways. First, patients present primarily because of 
the complications related to substance use. For 
example, a patient intoxicated on alcohol is vio-
lent and brought to the ED by the police. 
Alternatively, patients present for other reasons, 
and their treatment is complicated by substance 

use. For example, a patient with pneumonia is at 
increased risk for mortality because of concur-
rent alcohol use [8].

 Maintain Safety, Stability, 
and a Broad Differential Diagnosis

As with any medical or behavioral emergency, 
initial treatment must start with ensuring hemo-
dynamic stability and physical safety. Intravenous 
(IV) fluids and cardiac monitoring should be ini-
tiated as indicated, and the possibility of acute 
medical illness excluded [9]. Abnormal vital 
signs may represent the sequelae of substance 
use, but they may also indicate alternative or con-
current illnesses such as infection. Substance use 
may be associated with a number of life- 
threatening presentations:

• Behavioral illness, including agitation, vio-
lence, and suicidality.

• Cardiovascular illness, including myocardial 
infarction or arrhythmias, may occur in the 
setting of stimulant intoxication and, rarely, 

Treat & stabilize the acute 
presentation

Assess for the presence of 
substance use

Manage the substance use 
disorder

Arrange disposition

General approach Clinical steps

Vital signs and cardiopulmonary assessment

Include substance use in a broad differential

Ensure safety, avoiding restraints if possible

Manage ongoing intoxication & withdrawal

Screen for substance use

Reduce iatrogenic risk of substance use

Consider issues for medical and psychiatric 
co-management

Begin long-term treatment

Consider specialty consultation

Identify appropriate next level of care

Treat emergent intoxication and withdrawal

Develop a discharge plan

Fig. 6.1 Clinical 
approach to the ED 
patient with a substance 
use disorder
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cannabis intoxication. Alcohol withdrawal 
frequently causes arrhythmias.

• Neurological complications such as intracere-
bral hemorrhage can occur due to stimulant 
intoxication. Seizures may occur in the setting 
of alcohol or benzodiazepine withdrawal. 
Individuals who smoke are at risk for embolic 
events. Overdoses may result in a coma.

• Rhabdomyolysis may occur with patients who 
have been unconscious for prolonged periods 
or as a result of excited delirium due to stimu-
lant use.

• Dangerous metabolic complications include 
hyponatremia, hepatic encephalopathy, or thi-
amine deficiency.

One particularly concerning metabolic com-
plication in patients with severe alcohol-use dis-
order and malnutrition is beer potomania, in 
which a hypo-osmolar hyponatremia develops 
when the kidneys lack sufficient solute to excrete 
water. In the ED, a patient given just 1  l of IV 
normal saline may receive sufficient solute (in 
the form of sodium and chloride) to urinate sev-
eral liters of fluid and reverse a severe hyponatre-
mia over the course of only a few hours. This 
rapid reversal puts the patient at risk for central 
pontine myelinolysis. Thus, IV fluids should be 
given judiciously and only after evaluating for 
hyponatremia. A serum osmolality, urine osmo-
lality, and urine sodium should be obtained. If 

beer potomania is suspected, renal consultation 
should be considered before administering IV 
fluids.

Providers must also ensure the safety of the 
patient and staff. Patients with alcohol and/or stim-
ulant intoxication often arrive at the ED with 
intense agitation. Emergency medication treatment 
or physical restraints may be necessary, as described 
in the related Chap. 24. Also, consider that patients 
may have received treatment from paramedics 
prior to ED arrival (see the related Chap. 27).

 Treat Emergent Intoxication

The medical implications of intoxication depend 
on the primary substance involved. Stimulant 
intoxication induces tachycardia, hyperthermia, 
and hypertension via its sympathomimetic effects; 
patients are at risk of myocardial infarction, 
arrhythmias including QT prolongation, intrace-
rebral hemorrhage, and rhabdomyolysis [10, 11]. 
Cannabis toxidromes may be of greater intensity 
and length after the consumption of edible can-
nabis products [12]. These hyper- adrenergic states 
contrast with the profile of opioid intoxication, in 
which patients exhibit bradypnea and hypoactiv-
ity. Table  6.1 summarizes several intoxication 
syndromes and their treatment. See related Chap. 
5 on drug intoxication for more guidance on man-
agement strategies.

Table 6.1 Clinical features and ED treatment of drug intoxication and withdrawal syndromes

Drug class Features of intoxication
Treatment of 
intoxicationa Features of withdrawal

Treatment of 
withdrawala

Alcohol Belligerence, 
dysarthria, unsteady 
gait, smells of alcohol, 
variable vital signs

Typical 
antipsychotics, 
avoid 
benzodiazepines, 
may require 
restraint

Tachycardia, 
hypertension, 
diaphoresis, nausea, 
anxiety, tremor, 
seizures, psychosis

Benzodiazepines, 
barbiturates, 
anticonvulsants

Barbiturates Bradycardia, 
hypotension, variable 
pupillary constriction, 
comatose

Respiratory 
support as 
indicated

Tachycardia, 
hypertension, 
diaphoresis, nausea, 
anxiety, tremor, 
seizures, psychosis

Benzodiazepines, 
barbiturates

Benzodiazepines Vitals often normal, 
somnolent, comatose

Respiratory 
support as 
indicated, 
generally avoid 
flumazenil

Tachycardia, 
hypertension, 
diaphoresis, nausea, 
anxiety, tremor, 
seizures, psychosis

Benzodiazepines, 
barbiturates

(continued)
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 Treat Emergent Withdrawal

Withdrawal syndromes may also require immedi-
ate treatment. As with toxidromes, the particular 
withdrawal syndrome reflects the substance of 
choice and may be indistinguishable from other 

psychiatric or medical illnesses. Table 6.1 sum-
marizes some withdrawal syndromes and their 
treatment.

It is most important to recognize alcohol, ben-
zodiazepine, or barbiturate withdrawal, as these 
syndromes may rapidly progress to life- 

Table 6.1 (continued)

Drug class Features of intoxication
Treatment of 
intoxicationa Features of withdrawal

Treatment of 
withdrawala

Cannabis Tachycardia, slowed 
speech lethargy, 
injected sclera, 
psychosis, smells of 
cannabis

Low-dose 
benzodiazepine or 
atypical 
antipsychotic

Irritability, anxiety, 
insomnia, decreased 
sleep, restlessness

Symptomatic 
treatment

Cocaine Tachycardia, 
hypertension, dilated 
pupils, impulsive, 
agitation, perspiration, 
psychosis

Benzodiazepine Fatigue, unpleasant 
dreams, irritability, 
somnolence, increased 
appetite

Symptomatic 
treatment

Dissociatives 
(ketamine, 
dextromethorphan)

Tachycardia and 
hypertension, 
psychomotor 
retardation

Benzodiazepine Insomnia Symptomatic 
treatment

Hallucinogens Tachycardia, 
hypertension, dilated 
pupils, diaphoresis, 
impoverished thought 
process, psychosis, 
hyponatremia

Benzodiazepine, 
low stimulation 
environment

Clinically insignificant, 
may include fatigue, 
irritability, anhedonia

Symptomatic 
treatment

Inhalants Nystagmus, 
incoordination, 
dysarthria, depressed 
reflexes, tremor, coma

Respiratory 
support as 
indicated

Tachycardia, 
diaphoresis

Symptomatic 
treatment

Opioids Bradypnea, poor 
oxygen saturation, 
constricted pupils, 
dysarthria, lethargic

Respiratory 
support and 
oxygen as 
indicated; 
naloxone

Fever, dilated pupils, 
piloerection, 
dysphoria, nausea, 
muscle aches, diarrhea, 
fever, yawning

Opioid substitution 
(methadone or 
buprenorphine), 
clonidine, 
symptomatic 
treatment

MDMA Tachycardia and 
hypertension, dilated 
pupils, awake, 
hypersexual

Benzodiazepine, 
low stimulation 
environment

Clinically insignificant, 
may include muscle 
pain

Symptomatic 
treatment

Methamphetamine Tachycardia, 
hypertension, dilated 
pupils, agitation, 
psychosis, affective 
instability, leukocytosis

Benzodiazepine, 
atypical 
antipsychotic, 
may require 
restraint

Fatigue, unpleasant 
dreams, irritability, 
somnolence, increased 
appetite, diarrhea

Symptomatic 
treatment

PCP Tachycardia, 
hypertension, dilated 
pupils, vertical 
nystagmus, 
hyperacusis, agitation, 
psychosis, belligerence

Benzodiazepine, 
antipsychotics, 
may require 
restraint

Somnolence, anxiety, 
diaphoresis

Symptomatic 
treatment

aAll patients should receive supportive treatment including intravenous fluids, oxygen, and possible cardiac 
monitoring
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threatening agitation, seizures, and delirium tre-
mens. Moreover, early recognition and treatment 
of alcohol withdrawal in the ED improve mortal-
ity [13]. Risk factors for alcohol withdrawal 
include a history of withdrawal symptoms, con-
current misuse of benzodiazepines, increased 
autonomic activity, or a blood alcohol level 
(BAL) of 200 or greater on presentation [14]. 
Acute medical or traumatic comorbidities 
increase the risk of severe withdrawal [15].

ED patients with an alcohol-use disorder often 
require treatment for withdrawal before their 
BAL decreases to zero, especially if the patient 
maintains a BAL above 300. Serious withdrawal 
can occur before the BAL is zero. Seizures may 
be the first sign of withdrawal and typically occur 
within the first few hours—and almost always 
within 48 hours—of the patient’s last drink [16]. 
For example, a patient who typically maintains a 
BAL near 400 may seize with an elevated 
BAL. One-third of patients who experience a sei-
zure will develop delirium tremens [16, 17].

There are three main pharmacologic 
approaches to treating alcohol withdrawal: front- 
loading, symptom-triggered, and a standing fixed 
taper method. Benzodiazepines are the mainstay 
of alcohol withdrawal treatment [18].

Front-loading involves administering high 
medication doses early in the course of with-
drawal—for example, diazepam 20 mg IV every 
5 minutes until the patient is sedated. 
Benzodiazepines with a quick onset of action and 
long half-life are ideal for front-loading, as they 
rapidly control symptoms and can self-taper over 
time [19]. Patients can be dosed in the presence 
of symptoms or the level of sedation (e.g., until 
their Richmond Agitation-Sedation Scale score is 
−1 or −2) [20]. Front-loading phenobarbitol 
decreases the risk of an intensive care unit admis-
sion and, later, more aggressive medication treat-
ment [21]. Lorazepam drips—which are 
sometimes confused with front-loading, but 
rather are given over longer periods of time—
should be avoided due to the risk of excessive 
sedation and prolonged lengths of stay.

Symptom-triggered benzodiazepine regimens 
provide safe, comfortable withdrawal, although 
they have limitations. Symptom scales must be 
administered by an experienced nurse or clinician, 

and patients must be able to appropriately answer 
questions. Some patients might score points for 
reasons other than alcohol withdrawal (e.g., due to 
anxiety from a primary psychiatric disorder) and 
thereby receive excessive medication. Patients 
who cannot be reliably assessed with a symptom-
triggered scale should be treated with the fixed 
tapering regimen or front-loading approach.

 Assess for the Presence 
of Substance Use

The assessment of substance use often begins 
with the provider’s initial approach to the patient, 
when acute intoxication or withdrawal is part of a 
broad differential diagnosis. Less commonly 
considered are the implications of comorbid sub-
stance when treating other illnesses. Yet, the most 
common reason for patients with substance use 
to present to the ED is common illness [22]. 
Nonintoxicated ED trauma patients screen posi-
tive for substance-use disorders up to 46% of the 
time [23]. Providers should have little to no 
threshold to screen patients for substance-use 
disorders. Patients with frequent ED utilization, 
accidents or traumas, and substance-related pre-
sentations may particularly benefit from 
 screening, as these conditions correlate with 
problematic substance use.

All patients with psychiatric symptoms should 
be screened for substance-use disorders. Many 
toxidromes induce psychiatric symptoms, includ-
ing hallucinations, delusions, disorientation, and 
impaired consciousness. Acute psychiatric symp-
toms alone are insufficient to differentiate among 
etiologies, due to primary mental illness, delir-
ium, or substance-induced conditions [24]. 
Additional history, laboratory testing, collateral 
information, or prolonged observation may be 
necessary for an accurate diagnosis.

Screening for substance use can begin with 
only a single question. The National Institute on 
Drug Abuse (NIDA) Quick Screen begins with an 
initial inquiry as to whether the patient has used 
illegal drugs, prescription drugs for nonmedical 
reasons, tobacco, or alcohol excessively (≥5 
drinks/day for men or 4 for women) in the past 
year [25]. A response of “yes” merits further 
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evaluation, perhaps using the Alcohol, Smoking, 
and Substance Involvement Screening Test 
(ASSIST) or Alcohol Use Disorders Identification 
Test (AUDIT) [26]. Another screening approach 
is the Drug Abuse Screening Test Modified for 
ED (DAST-ED), which incorporates brief ques-
tions for all substances [9]. In general, screening 
for greater frequency of use is more likely to 
identify patients with significant substance-use 
disorders (greater specificity) at the cost of miss-
ing some patients who may benefit from treat-
ment (less sensitivity) [27].

Toxicology testing offers minimal diagnostic 
value when evaluating substance-use disorders 
and is unlikely to alter disposition decisions from 
the ED [28, 29]. Instead, the use of screeners and a 
clinical history are more valuable for diagnosis. 
Acute clinical signs, including vitals and physical 
examination findings, help identify acute intoxica-
tion or withdrawal. Toxicology testing in the ED is 
most helpful when the patient’s mental status pre-
cludes a reliable history or the diagnosis is unclear.

 Manage the Substance-Use 
Disorder

Once the patient has sobered and the presence of 
a substance-use disorder ascertained, providers 
will need to manage the use disorder in the set-
ting of ongoing medical illness and provide 
appropriate treatment for the use disorder.

 Manage Ongoing Withdrawal

Most withdrawal syndromes are not life- 
threatening, but they do complicate treatment and 
disposition from the ED.  For example, patients 
with methamphetamine withdrawal experience 
intense dysphoria and psychomotor retardation 
such that they may be unable to provide a history, 
participate in treatment decisions, or discharge 
safely.

Opioid withdrawal is uncomfortable—so 
much so that these patients are more likely to 
leave the hospital prior to the completion of treat-
ment [30]. Patients may benefit from the admin-
istration of methadone or buprenorphine to 

prevent detoxification while hospitalized. 
Patients who withdraw will be at increased risk 
for overdosing after hospital discharge, due to 
their decreased tolerance; maintaining tolerance 
with opioid substitution reduces this risk.

 Consider Issues for Medical 
Management

Emergency providers must consider the impact 
of substance-use disorders on treatment plans for 
other medical conditions. For example, patients 
with opioid-use disorders and significant toler-
ance will require higher opioid doses for pain 
control; patients with sedative–hypnotic use are 
at risk for respiratory depression when adminis-
tered opioids. The presence of an alcohol-use dis-
order may increase the risk of in-hospital 
mortality for conditions commonly seen in the 
ED, including pneumonia and orthopedic injuries 
[8, 31]. Substance use is a risk factor for early 
hospital discharge [30, 32, 33], and early dis-
charge correlates with a greater 30-day mortality 
risk [34].

Pathology related to substance use must be 
considered when delivering treatment. For exam-
ple, patients with an alcohol-use disorder are 
often deficient in thiamine and may develop an 
iatrogenic Wernicke’s encephalopathy if given IV 
glucose prior to thiamine replenishment. Beer 
potomania should be considered in patients with 
hyponatremia who have an alcohol-use disorder. 
And alcohol use incurs significant liver toxicity 
that alters drug metabolism.

 Consider Issues for Psychiatric 
Management

Substance-use disorders and other psychiatric ill-
nesses are syndemic—co-occurring and exacer-
bating one another. The presence of a psychiatric 
disorder is a risk factor for the development of a 
substance-use disorder, and around half of illicit 
drug users have a psychiatric diagnosis besides 
their use disorder [2]. Among patients with severe 
mental illness, more than 20% have a substance- 
use disorder, which is associated with higher rates 
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of hospitalization, suicide, and violence [35]. 
Some substance-use disorders are primarily 
restricted to the mentally ill, as with anticholiner-
gic drugs among patients with schizophrenia [36].

In the ED, the presence of the comorbid sub-
stance and other psychiatric illness makes diag-
nosis challenging. In general, the quality of 
presenting symptoms is insufficient to discern 
whether psychiatric symptoms are substance- 
induced. Comorbid diagnosis also makes dispo-
sition difficult, as many substance treatment 
facilities cannot manage other psychiatric ill-
nesses. Patients with behavioral dyscontrol or 
other psychiatric illness may require a higher 
level of care for detoxification. (See section 
“Arrange Appropriate Disposition.”)

 Reduce Iatrogenic Risk 
of Substance Use

The rise of opioid-related deaths has brought 
scrutiny to prescription practices in the ED. More 
than 40% of opioid prescriptions from the ED are 
likely to be misused [37]. Patients receiving 
larger opioid prescriptions from ED providers are 
more likely to transition to long-term opioid use 
than similar patients receiving lower doses [38]. 
Particular patterns of drug-seeking behavior—for 
example, requests for early refills or demanding 
behaviors—have not proven to be reliable in 
identifying the risk of misuse [39]. Risk factors 
for aberrant opioid use include a history of use 
disorders, a history of sexual abuse, and certain 
psychiatric illnesses including schizophrenia, 
attention-deficit/hyperactivity disorder, depres-
sion, and obsessive-compulsive disorder [40].

Benzodiazepine prescriptions should be 
avoided on ED discharge. Benzodiazepine mis-
use is frequently associated with emergency 
department visits [41]. Although providers often 
feel the urge to prescribe these medications for 
anxious patients, benzodiazepines are contraindi-
cated for many types of anxiety, including post- 
traumatic stress—a condition for which these 
medications are not only unhelpful but also 
increase the risk of substance use [42]. 
Benzodiazepine prescriptions are also associated 

with self-harm after ED discharge [43]. ED pro-
viders should only consider bridging prescrip-
tions after discussion with the patient’s primary 
provider. Patients with risk of mild or moderate 
alcohol withdrawal syndromes on discharge may 
benefit from a prescription for carbamazepine, 
gabapentin, or another nonbenzodiazepine regi-
men [44].

All clinicians should review a patient’s history 
in a prescription-monitoring database before pre-
scribing opioids or benzodiazepines. Clinicians 
should be aware of local rules governing opioid 
prescribing. Many states and health systems have 
implemented policies governing ED prescrip-
tions [45, 46].

 Begin Long-Term Treatment

Effective interventions for substance-use disor-
der in the ED help patients achieve sobriety and 
reduce ED recidivism. Although many ED pro-
viders will deliver these interventions on their 
own, a dedicated consultant or substance-use 
specialist may provide additional support for the 
identification and treatment of use disorders. One 
model for providing this care is screening, brief 
intervention, and referral for treatment (SBIRT), 
described in the inset.

Motivational interviewing (MI) is a brief coun-
seling method designed to explore a patient’s 
ambivalence about behavior change and empha-
size the patient’s motivation for positive change 
[47]. MI interventions no longer than 10–15 min-
utes can reduce substance use, and MI appears 
even more effective when reiterated [48, 49]. MI 
may be combined with other treatment modalities, 
including problem-solving therapy and directed 
feedback to enhance treatment efficacy [50, 51].

Growing evidence speaks to the efficacy of 
initiating pharmacotherapy for relapse preven-
tion in the ED. For example, a randomized trial 
demonstrated that initiating buprenorphine in the 
ED for opioid-dependent patients improved rates 
of treatment adherence after 30 days to 78%, 
compared to 37–45% for patients in non- 
medication control groups [52]. In another trial, a 
multimodal pharmacotherapy and MI interven-
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tion for smoking cessation delivered in the ED 
achieved abstinence rates of 12%, compared to 
5% of controls [53]. Gabapentin and opioid 
antagonists reduce heavy alcohol consumption 
[54, 55].

 Screening, Brief Intervention, 
and Referral for Treatment (SBIRT)

SBIRT is a public health approach designed to 
identify and treat patients with substance-use dis-
orders in clinical settings [56]. SBIRT has been 
widely adopted in EDs and recommended by the 
American College of Surgeons for Level I 
Trauma Centers. The SBIRT model typically 
starts with a standardized screening program 
comprised of a patient’s self-report or a clini-
cian’s referral. A trained SBIRT counselor then 
conducts a brief intervention most often com-
prised of motivational interviewing. Finally, 
appropriate treatment referrals are provided.

SBIRT programs have demonstrated the 
prominence of substance-use disorders in the ED 
and how the ED visit is a teachable moment to 
engage patients in treatment. The expertise pro-
vided by embedded SBIRT teams increases the 
capacity of trauma centers to address substance- 
use disorders, and SBIRT provides a platform to 
initiate novel treatments for relapse prevention 
[57]. Published data suggest that for every $1 
spent on SBIRT in the ED, $3.81 is saved—a sav-
ings of several hundred dollars per patient per 
month—although other analyses are less conclu-
sive [23, 58, 59].

There are several challenges to implementing 
SBIRT. Reimbursement rates have traditionally 
been poor [56]. Although SBIRT appears helpful 
for patients with mild or even moderate use disor-
ders, there is less evidence of efficacy in severe 
use disorders [59, 60]. It remains unclear what 
populations are most likely to benefit [27].

 Arrange Appropriate Disposition

After a substance-use disorder has been diag-
nosed and treatment initiated, the ED clinician 

must arrange a suitable disposition. Successfully 
connecting patients to outpatient care after their 
ED visit reduces future substance use, hospital-
izations, and ED recidivism [61].

Patients with substance-use disorders often 
have multiple medical, psychiatric, and social 
needs complicating disposition. The American 
Society of Addiction Medicine (ASAM) place-
ment criteria help guide disposition for patients 
with substance-use disorders [62]. Considerations 
for disposition include the risk of withdrawal, the 
existence of medical or psychiatric conditions, 
the patient’s readiness to change, the potential for 
relapse, and psychosocial needs. For example, a 
patient at low risk of withdrawal, with stable 
chronic medical illness and a supportive social 
network, is often appropriate for outpatient refer-
ral and a 12-step program (e.g., Alcoholics 
Anonymous). On the other hand, hospitalization 
is typically indicated for alcohol and benzodiaz-
epine withdrawal syndromes occurring in the 
presence of comorbid medical illness [63]. 
Between those levels of care exist intensive out-
patient programs, “social detoxification” pro-
grams, sober living environments, and other 
recovery programs, depending on locale. An ED 
clinician should be familiar with local treatment 
resources.

 Consult Mental Health in the ED if 
Necessary

Suicide and violence risk should be assessed in 
all patients with substance-use disorders. 
Particularly when co-occurring with mental ill-
ness, substance use confers considerable risk for 
self-harm and suicide [54, 64]. Patients consid-
ered to be at elevated risk for self-harm or vio-
lence merit mental health consultation, if 
available.

Other indications for mental health consulta-
tion depend on local resources and the ED clini-
cian’s facility with psychiatric care. In general, 
patients with co-occurring substance use and men-
tal illness may benefit from diagnostic clarification 
by a psychiatrist or mental health specialist. These 
patients are often challenging to treat. For exam-
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ple, a patient with intense anxiety and a history of 
substance misuse who is requesting benzodiaze-
pines is more likely to benefit from alternative 
pharmacotherapy or brief psychotherapy in the 
ED. Or a patient with a severe substance-use disor-
der who is not interested in stopping may benefit 
from an SBIRT consult for motivational interview-
ing and disposition recommendations according to 
the ASAM placement criteria.

 Develop a Discharge Plan

Most patients with substance-use disorders in the 
ED will be discharged home. The risk of iatro-
genic harm from prescription medication should 
be managed using the strategies described in this 
chapter. ED clinicians should also screen for sui-
cide and violence risk; patients and family should 
be advised to remove firearms from the home and 
secure dangerous medications [65]. Arranging an 
appointment for the patient prior to discharge—
rather than providing only a phone number—
improves the probability of successful follow-up 
[66, 67].

For patients who are not yet ready to quit 
using substances, clinicians should consider 
offering a peer-based recovery resource, such as 
the local hotline or website for Alcoholics 
Anonymous (www.aa.org) or SMART Recovery 
(www.smartrecovery.org). In the United States, 
the Suicide Prevention Lifeline number 
(800- 273-8255(TALK)) can be provided to 
patients and families not only for emergencies 
but also as a resource for identifying substance 
treatment in the future.

 Conclusion

Many ED clinicians feel frustrated treating 
patients with substance-use disorders, particularly 
when patients present repeatedly to the ED. These 
patients share their providers’ frustration: 
Substance-use disorders are deadly diseases that 
bring patients to the ED and complicate the treat-
ment of other conditions. Good treatment is diffi-
cult to access and sometimes of limited efficacy.

Fortunately, ED providers can help patients 
achieve sobriety, avoid relapse, and live longer. 
Emergency providers are in a unique position to 
ascertain substance use among patients who 
infrequently encounter other healthcare providers 
and, in a moment, when they may be particularly 
open to change [2]. An awareness of the risks of 
substance use helps clinicians practice more 
safely and effectively. As the science of addiction 
medicine grows, health care professionals in the 
ED will play an increasingly vital role in treating 
substance-use disorders.
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Depression in the Emergency 
Department

David Hoyer

 Introduction

Depression is an increasingly common disease 
worldwide. Depressive disorders were the larg-
est contributor to nonfatal health loss globally 
in 2015 [1]. In that year, over 16 million adults 
suffered from the disease in the United States 
[2]. Depression is even more common in emer-
gency department (ED) patients: 22–42% of 
patients fulfill criteria for major depression 
[3–5].

The American Board of Emergency Medicine 
identifies depression as “Emergent” in impor-
tance for clinicians to identify in patients, given 
its implications for treatment and prognosis [6]. 
The United States Preventive Services Task Force 
recommends routine screening for depression in 
adults, and the American Heart Association has 
recommended routine screening for depression in 
patients with heart disease [7, 8]. Depression is 
associated with worse physical health outcomes, 
ED recidivism, and poor patient satisfaction [9–
14]. The treatment of depression results in fewer 
ED visits, provides greater patient satisfaction, 
and alleviates somatic manifestations that may 
otherwise result in further workup and testing 
[15]. Moreover, the ED clinician who detects 

depression “can prevent patients from decom-
pensation into an acute psychiatric emergency” 
[15].

Although the stigma of mental illness has 
been lessening in recent years, both patients and 
clinicians often remain reticent to discuss depres-
sion—resulting in underdiagnosis, undertreat-
ment [3], and increased health care costs [16, 17]. 
In this environment, the ED visit provides an 
excellent opportunity to diagnose and treat 
patients with undiagnosed mental illness [18]. 
This chapter describes the identification and 
treatment of patients with depression in the emer-
gency department through a typical case 
example.

 Case Example

Mrs. Smith is a 52-year-old female brought to the 
ED by her daughter for chest pain that lasted 4 
hours after awakening the patient at midnight, 
and went away en route to the hospital. Her vital 
signs are unremarkable on arrival. Dr. Jones, the 
emergency physician, receives the report from 
the nurse and pushes the portable electronic med-
ical record station in to see the patient, who 
appears to be in no apparent distress. Mrs. Smith 
is a pleasant patient who relates that her pain was 
substernal but otherwise cannot provide a detailed 
description of her pain. She does share that her 
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pain was not worsened by anything and was not 
alleviated by an antacid pill. “Maybe,” Mrs. 
Smith says, she felt “a little” short of breath.

At this point, Mrs. Smith’s daughter interjects 
that her mother has been visiting for the past 
week and hasn’t been “her usual self,” and that 
she brought the patient in to make sure she “is not 
having a heart attack.” Dr. Jones records a past 
history notable only for hypertension treated with 
hydrochlorothiazide “for years.” The personal/
social history reveals occasional alcohol (“a glass 
of wine with dinner”), no smoking or drug use, 
and “a lot of stress” in the past 3 months since her 
husband told her that he wanted a divorce. Mrs. 
Smith went to see her primary care physician 
(PCP) a month ago about difficulty sleeping and 
was given “some pills” that “knocked me out,” 
and she thus stopped taking them. The physical 
exam is unremarkable except for a flat, intermit-
tently tearful, affect.

Concerned for depression in this patient, Dr. 
Jones does a brief mental status exam (MSE), 
which reveals no hallucinations or delusions, but 
does reveal that Mrs. Smith has been feeling 
“down” or depressed nearly every day for at least 
the past couple of months. Dr. Jones wonders 
about a diagnosis of depression and plans to 
revisit this diagnosis. Immediately, he orders an 
electrocardiogram (EKG), chest x-ray, complete 
blood count (CBC), chemistry profile, troponin, 
D-dimer, and bilateral blood pressures to exclude 
life-threatening cardiopulmonary conditions.

 Identifying Depression 
in Emergency Department Patients

The chief complaint of depressed patients is 
rarely “depression.” As in this case, the depressed 
patient’s ED visit is often prompted by a somatic 
complaint such as chest pain, epigastric pain, 
neck pain/headache, or panic that may or may not 
be related to underlying depression [19]. The 
astute clinician can recognize clues in the history 
and physical exam, identifying a patient who is 
possibly suffering from depression—for exam-
ple, somatic complaints that are often multiple 
and without medical etiology; vague reasons for 

coming to the ED; a past or family history of 
depression or bipolar disorder; and a personal/
social history of having been under “stress” 
recently. A good history should also detect recent 
medication changes that might explain the 
patient’s presenting symptoms. Signs in the phys-
ical exam include a flat, anxious, or tearful affect. 
The presence of these clues should prompt a brief 
MSE to be performed. At a minimum, the MSE 
should include asking about the symptoms of 
psychosis (such as delusions and hallucinations) 
and a brief assessment of mood, which can be 
completed at the end of the patient evaluation, as 
depression is a diagnosis of exclusion [20].

The diagnosis of major depression is defined 
by the American Psychiatric Association’s 
Diagnostic and Statistical Manual of Mental 
Disorders (DSM) [21]. The DSM-V requires that 
a majority of the nine criteria described in 
Table 7.1 be present nearly every day for at least 
2 weeks and include either loss of interest in 
activities or depressed mood. For a loss of inter-
est in activities, patients often admit they no lon-
ger enjoy doing things that used to interest them. 
Sleep disturbance is common in depression and 
can involve difficulty falling asleep, frequent 
awakening, or hypersomnia. Appetite change 
may be either an increase or a decrease from 
baseline. Depressed mood can be subjectively 
reported by the patient or an observation by oth-

Table 7.1 DSM-V criteria for major depressive episode 
[21]

Major depression requires that five (or more) of the 
following nine symptoms be present nearly every day 
for 2 weeks and significantly impairing. One symptom 
must be either depressed mood or loss of interest in 
activities:
   1. Depressed mood
   2. Loss of interest in activities
   3. Appetite change
   4. Insomnia or hypersomnia
   5. Psychomotor agitation or slowing
   6. Decreased energy
   7. Sense of worthlessness or guilt
   8. Concentration difficulties
   9. Thoughts of death or suicidal ideation
These symptoms may be reported by the patient or by 
others
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ers, such as family members [22]. Difficulty 
 concentrating can manifest as mental fatigability 
or as indecisiveness noted by others. Decreased 
activity and loss of energy usually accompany a 
loss of interest in activities. Guilt may be promi-
nent in patients who become depressed following 
a life change such as divorce or death of a loved 
one. It is vital to identify the presence of recur-
rent suicidal thoughts, a suicide plan, or a recent 
suicide attempt; for an approach to the evalua-
tion  of suicidality, see the related chapter on 
Chap. 8.

To ease remembering the DSM-V criteria in a 
busy ED, clinicians may use the mnemonic “In 
SAD CAGES,” which is described in Table 7.2 
[5]. “In SAD CAGES” not only encompasses the 
nine DSM-V criteria but also describes the dis-
ease in question and takes at most 2 minutes at 
the bedside with the patient. 

The optimal time to screen for depression is 
after the initial ED workup based on the chief 
complaint. Especially after a negative workup, 
patients are often receptive to considering depres-
sion as an explanation for their symptoms. This 
discussion may easily be started with a straight-
forward question: “Do you think you might be 
depressed?” Patients find this question nonthreat-
ening and nonjudgmental; the patient’s answer 
will help the clinician understand the patient’s 
openness to a psychiatric diagnosis. Most patients 
are grateful to have a diagnosis that explains 
symptoms they have been having for weeks, 

months, or even years. When the patient admits 
to a full spectrum of depressive symptoms, the 
diagnosis is usually easy to make and does not 
require further laboratory evaluation [24].

 Case, Continued

An hour later, Dr. Jones reviews the patient’s 
laboratory results, which are all unremarkable. A 
quick calculation reveals Mrs. Smith’s HEART 
score to be 2, or “low probability” of a major car-
diac event. Dr. Jones then discusses the results 
with the patient and daughter, who decline fur-
ther observation and testing. The final emergent 
condition on Dr. Jones’s differential is major 
depression. Dr. Jones asks if Mrs. Smith thinks 
she might be depressed. Mrs. Smith tears up and 
says, “I’ve been wondering about that myself.” 
Dr. Jones spends a minute to complete “In SAD 
CAGES,” to which the patient and daughter 
answer “yes” to all criteria except being suicidal, 
which Mrs. Smith confides is “against my 
religion.”

 Treating Depression in Emergency 
Department Patients

Once depression has been identified, a discussion 
of treatment options can begin. Exercise and rou-
tine physical activity are an effective treatment, 
particularly for milder cases of depression (five 
or six positive “In SAD CAGES” symptoms) 
[25]. One recommended regimen is 1 hour of 
structured exercise, three times per week for at 
least 10–14 weeks [26].

ED clinicians should consider initiating phar-
macotherapy for patients who have moderate 
depression (seven or eight positive “In SAD 
CAGES” symptoms) or prefer medications to 
nonpharmacologic treatments like exercise [20, 
22, 27]. A large body of literature supports the 
superiority of selective serotonin reuptake inhibi-
tors (SSRIs) compared with placebo in the 
 treatment of depression [28]. Sertraline, starting 
at 50 mg orally per day, or citalopram, starting at 
20 mg orally per day, are safe, effective, and have 

Table 7.2 “In SAD CAGES,” a screening tool for 
depression in the ED [23]

In SAD CAGES
In – Loss of interest in activities
S – Sleep disturbance
A – Appetite change
D – Depressed mood
C – Concentration impairment
A – Activity level change
G – Guilt
E – Energy decrease
S – Suicidal ideation

Instructions: Score 1 point for each symptom present. 5–6 
points suggest mild depression; 7–8 points suggest mod-
erate depression; 9 points suggest severe depression and 
should prompt an in-depth suicide risk assessment

7 Depression in the Emergency Department
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favorable side effect profiles [29, 30]. No dosage 
adjustment is typically necessary for older adults 
[31]. Patients may see symptomatic improvement 
in the first week on medication [32], but it may 
take weeks for the complete resolution of depres-
sion [20].

Follow up should occur in 1–2 weeks after ED 
discharge [20]. At that point, patients with persis-
tent symptoms may also consider adding psycho-
therapy [28]. Psychotherapy—in particular, 
evidence-based, time-limited therapies like cog-
nitive behavioral therapy—helps patients recog-
nize and reframe negative thinking. Other 
treatments may be considered for subtypes of 
depression, such as light therapy for seasonal 
depression [28]. Patients who are discharged 
should receive educational instructions about 
their disease, their medications, and return pre-
cautions that include mention of suicidal 
thinking.

Indications for a psychiatric consult and con-
sideration of hospital admission for a patient 
include suicidality or a history of bipolar disorder 
[20]. Also, consider a consultation for depression 
in adolescents through age 24, as 2% of adoles-
cents experience an increase in suicidal thinking 
after starting treatment [20]. For more informa-
tion on the indications for psychiatric admission, 
see the related Chap. 20 on when to admit psychi-
atric patients.

 Case, Conclusion

Mrs. Smith expressed gratitude for a diagnosis to 
explain her recent suffering. Since she has been 
exercising the past month and has at least moder-
ate depression (eight of nine criteria), a discus-
sion about medication prompts a request for a 
prescription antidepressant from the patient and 
daughter. Dr. Jones discharges Mrs. Smith with a 
prescription for citalopram, 20  mg by mouth 
daily for 30 days with no refills. Dr. Jones tells 
Mrs. Smith that she might need to take citalo-
pram for a few months, but fortunately, it is avail-
able as an inexpensive $4-per-month generic 
medication at stores like Walmart. Mrs. Smith 
also receives teaching about depression and the 

need to follow up with her PCP in 1–2 weeks. 
She is advised to return to the ED if she has medi-
cation side effects or suicidal thoughts; the fam-
ily is also provided the number for the National 
Suicide Prevention Lifeline, 
800-273- 8255(TALK). Mrs. Smith and her 
daughter leave the ED with new optimism, and 
they promise to recommend Dr. Jones and this 
ED to others.

 Conclusion

Depression is a common reason for presentations 
to emergency departments. Depression should be 
identified by the ED clinician, who is in a posi-
tion to initiate treatment and refer the patient for 
definitive care. With astute identification and 
evidence-based treatment of depression, ED cli-
nicians can reduce physical and emotional suffer-
ing, ED recidivism, and health care costs, while 
improving patients’ satisfaction with care.
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Discharge of the Emergency 
Patient with Risk Factors 
for Suicide: Psychiatric and Legal 
Perspectives

Jon S. Berlin and Susan Stefan

 Introduction: Emergency Psychiatry

Over the last 30 years, the psychiatric approach 
to individuals in the emergency setting with sui-
cidal ideation and risk factors for suicide has 
undergone a paradigm shift, from one favoring 
triage and hospitalization to one favoring treat-
ment and hospital diversion. In the best hands, 
the goal has always been to collaborate with the 
patient in resolving the crisis and selecting the 
most appropriate level of care. But this new 
emphasis has taken over, evolving from a best 
practice into the standard of care.

In part, this evolution has been facilitated by a 
growing range of nonhospital disposition options, 
including those listed in Table 8.1.

At the same time, the availability and per-
ceived desirability of hospitalization have 
decreased. Far from always being the gold stan-
dard for the psychiatric crisis, hospitalization 
sometimes exacerbates a crisis by confirming an 
individual’s perceptions of helplessness and 
inability to cope. Regional differences in criteria 
for acute hospitalization continue to exist, and 

out of financial necessity, public-sector mental 
health has embraced hospital diversion more 
aggressively than either private or Veterans 
Affairs systems. But if a general psychiatrist of 
the 1980s were transported to the present, today’s 
practice landscape would be almost 
unrecognizable.

It is a striking about-face, driven by a mixture 
of science, patient empowerment, economic pol-
icy, and social change. Elements of this mixture 
include improved differentiation between acute 
and subacute risk; innovations in crisis and out-
patient treatment technique; a stronger emphasis 
on patient-centered care, with an overall healthier 
acceptance of risk; less irrational fear about med-
icolegal liability; managed care’s redefinition of 
medical necessity; severe cuts in hospital beds; 
surging numbers of mental health referrals to 
emergency departments (EDs); patient reports of 
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Table 8.1 Nonhospital options for psychiatric care

Psychiatric emergency service (PES)
Community-based crisis house or center
In-home crisis services with a case manager, family, 
peers, or others
Partial hospitalization
Intensive outpatient (IOP)
Assertive community treatment teams (ACT or PACT)
Peer-run alternative crisis setting
Strategic acceptance of treatment refusal or no 
treatment (cf. the case of Mr. E. in Chap. 3) [1]
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disappointing experiences with inpatient psychi-
atric treatment [2]; and an increased appreciation 
of the potential negative effects of involuntary 
hospitalization, such as increased stigma, exacer-
bated patient helplessness, and damaged thera-
peutic alliance [3].

Many psychiatric emergency service (PES) 
units combine these contemporary thoughts and 
practices in offering interventions, lasting from a 
few hours to a day or two. The PES model 
achieves hospital diversion rates around 70% [4, 
5]. Such a safety net for temporary psychiatric 
regression enables outpatient and subacute care 
practitioners to manage sicker patients in the out-
patient setting. Unfortunately, a PES is rarely 
available to emergency medicine (EM) practitio-
ners. This chapter applies clinical principles from 
that setting to the general medical ED.

 The Challenge for Emergency 
Medicine

EM practitioners must often manage psychiatric 
emergencies with limited training and access to 
consulting services. A recent report on ED pre-
sentations from 2006 to 2014 indicates a four-
fold increase in patients with suicidal ideation 
and a 44% increase in psychiatric cases [6]. EM 
staff has had increased external demands placed 
on their performance as well. In response to 
reports of suicides during hospitalization [7] 
and soon after an ED visit [8], the Joint 
Commission has set new standards for hospitals 
to identify and care for the suicidal patient [7]. 
This expectation is giving rise to routine screen-
ing of all psychiatric patients for suicidal risk in 
the ED and the hospital and, therefore, potential 
identification of even more patients with sui-
cidal risk factors in need of evaluation and 
referral.

EM physicians, in particular, want an effi-
cient, empirically validated tool or scale for sui-
cide screening and suicide evaluation. The need 
is for a screening tool with very high sensitivity 
and specificity that would facilitate rapid disposi-
tion without causing the admission of false posi-
tives or the discharge of false negatives. 

Boudreaux et al. report some success [9], but suc-
cessful screening remains very much a work in 
progress. The Suicide Prevention and Resource 
Center has created a screening tool that tries to 
distinguish when an individual needs a psychiat-
ric evaluation before being discharged [10]. 
However, screening tools rely on patients’ self- 
reports of suicidal ideation, and self-reports may 
be unreliable [11] unless elicited by a skilled 
evaluator [12]. In fact, people both underreport 
and overreport suicidal thoughts for a variety of 
complex reasons [13, 14].

Standardized instruments for in-depth suicide 
assessment do not fare much better than screen-
ing tools. A recent comprehensive literature 
review concluded that while these instruments 
may contribute something to the overall clinical 
picture, none have enough scientific validity to 
give them independent value [15].

Despite the seriousness of suicide from a pub-
lic health perspective, the incidence of suicide is 
very low. Statistics from the Centers for Disease 
Control and Prevention indicate that 99.5% of 
people with suicidal ideation do not kill them-
selves [16]. From a practical standpoint, picking 
out the truly high-risk person can be like finding 
a needle in a haystack.

 Suicide Risk Assessment 
and Management

Risk assessment is a key component of the over-
all psychiatric assessment. It is a repeating, four- 
part process that involves: (1) gathering data 
relevant to risk (mental status, risk factors, and 
protective factors); (2) synthesizing and inter-
preting the data; (3) intervening therapeutically; 
and (4) documenting the process, including one’s 
clinical decision-making. Screening can be 
thought of as a first, brief cycle of these compo-
nents. Further, all evaluation schemes, such as the 
popular Suicide Assessment Five-Step Evaluation 
and Triage (SAFE-T) [17], follow this conceptual 
outline. The Collaborative Assessment and 
Management of Suicidality (CAMS) model also 
uses this framework and has been adapted to the 
emergency department setting [18].
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The four component activities may and should 
occur simultaneously. For example, evaluations 
are most productive when patients collaborate, 
and cooperation is usually best obtained when 
patients are approached as an equal possibly 
needing some help, rather than as a “specimen of 
pathology being examined” [19]. There are also 
times that suicidal behavior is so emergent that 
immediate intervention is called for. In both sce-
narios, risk assessment and risk management are 
inseparable; thus, these terms are merely short-
hand for a hybrid process.

Risk assessment in the emergency setting is 
often brief. Emergency practitioners typically 
truncate the psychiatric examination to focus on 
its most salient elements. These will vary depend-
ing on the case but must include the interview, the 
mental status exam, history of present illness, 
collateral history, past history of dangerousness, 
and an attempt to answer the question, Why now? 
Instruments that help to gather and synthesize 
data (e.g., empirically validated risk factors and 
protective factors) may be useful adjuncts to clin-
ical judgment. The analogous field of violence 
risk assessment has termed the combination of 
the two approaches “Structured Professional 
Judgment” and now considers it to be best 
practice.

A consensus of opinion does not exist as to 
whether to conclude the assessment with an esti-
mate of the level of risk. SAFE-T suggests decid-
ing among three levels of risk: high, moderate, or 
low. The American Psychiatric Association 
Practice Guideline for Patients with Suicidal 
Behaviors describes four degrees of suicide risk 
[20]. One of us (JB) working in an established 
PES found that experienced emergency psychia-
trists achieved more than a modicum of interrater 
reliability stratifying risk into five degrees: 
minimal- to-none, low, moderate, high, and immi-
nent. When patients living with elevated risk are 
asked to rate their own risk, they often spontane-
ously use a scale of 1–10. Although some practi-
tioners avoid documenting an explicit risk 
summary, it seems to us that a conclusion about 
risk is nevertheless being made and determining 
disposition. And if such an important opinion is 
being rendered, it should be stated.

 Concepts and Guidelines

Suicide assessment remains both an art and a sci-
ence. But emergency psychiatric practice has 
coalesced around a set of concepts and guidelines 
that is medicolegally safe and clinically sound.

 1. Collaborate with Patient
Collaborate with the patient and trustwor-

thy significant others in selecting the most 
appropriate level of care. Consider all outpa-
tient and subacute options. Little else but a 
note is needed when the parties involved reli-
ably engage with one another and reach a 
shared, logical conclusion.

 2. Assess and Stratify Risk
 (a) Perform the risk assessment and stratify 

short-term risk at a minimum into low, 
moderate, or high (cf. Kemp, SAFE-T). 
Key domains of information to review are 
support system, dangerous ideas and 
behaviors, engagement in treatment, clin-
ical risk factors, and life stressors.

 (b) Consider use of rating scales and screen-
ing and assessment tools as adjuncts to 
clinical assessment, while acknowledging 
their limitations (cf. Crisis Triage Rating 
Scale, Bengelsdorf et al. [21]).

 3. Treat
 (a) Triage as necessary, but also treat [22]. 

The goal of emergency psychiatric care is 
to turn an acute patient into an outpatient 
(adapted from Sederer) [23]. Initiate or 
carry out this process to its conclusion. 
Include targeted treatments aimed at sui-
cidality (cf. CAMS [18]).

 (b) Repeat cycles of intervention and reas-
sessment for suicide risk. Emergency 
work is an iterative process, and suicidal 
states are dynamic: They may improve or 
worsen in a short period of time. Do not 
assume that a risk assessment performed 
8 hours ago is still valid.

 (c) For discharges, facilitate a good transition 
to, and ongoing partnership with, appro-
priately intensive and timely outpatient 
services. The higher risk the discharge, 
the better the aftercare needs to be. 
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Attempt to restrict or limit access to lethal 
means until the crisis has passed.

 4. Set a High Bar for Hospitalization
 (a) Set a high bar for hospitalization and a 

higher bar for involuntary hospitalization. 
Inpatient treatment is not for most patients 
with risk factors, but for some it remains a 
crucial endpoint on the care continuum. 
Consider admission for: (i) high, short- 
term risk for serious harm [20]; (ii) failure 
or inadequacy of the most intensive 
community- based crisis services; and (iii) 
new onset of severe mental illness, when 
risk potential, underlying diagnosis, and 
receptivity/responsiveness to treatment 
are largely unknown. (For more thoughts 
on when to hospitalize, see Chap. 20).

 (b) Develop an appropriately high degree of 
risk tolerance for low, moderate, and 
chronically high risk. Understanding the 
difference between ongoing chronic risk 
and acute risk is crucial. “Sometimes the 
acceptance of a chronic risk of suicide is 
the price of outpatient treatment …” [24].

 5. Medicolegal Risk Management
Documentation and consultation are the 

two pillars of medicolegal risk management 
[25].
 (a) When in doubt, obtain a consultation. 

Sometimes, a curbside consult may be 
sufficient.

 (b) Document one’s attention to protective 
factors, risk factors, risk mitigation, con-
sults, and clinical decision-making (see 
the Columbia-Suicide Severity Rating 
Scale (C-SSRC)/SAFE-T combination 
form [26] or Appendix 1: Berlin-Stefan 
form—Brief Documentation of Release).

 (c) Foster a good doctor–patient relationship 
with patient and family.

 6. Avoid Excessive Risk Tolerance
Be on guard for excessive risk tolerance and 

nonadmission driven by bed shortages, cost 
capitation, or other factors, an overcorrection 
more likely to occur at present in PESs than 
EDs. Hospitalization should never be the 
default, but is sometimes the most appropri-
ate choice.

 Clinical Correlations

The greatest pitfall seen in ED practice today is 
excessive fear of considering discharge for a 
patient with suicide risk factors, even when the 
risk is remote and mitigating measures are read-
ily available.

 Case Example 1: Low Risk

Mr. A. was a schoolteacher brought into the ED 
by his wife for a citalopram refill. She was con-
cerned about his being low-key at a party that 
evening. He confessed to making the mistake of 
going off his antidepressant. Neither of them 
regarded the situation as an emergency, but his 
psychiatrist was on vacation, and they decided to 
visit a local ED for a refill.

On exam, Mr. A. presented as likable and 
relaxed. He acknowledged some down moods 
recently and admitted to a remote history of non-
dangerous, fleeting suicidal thoughts, but he 
believably denied any suicidal ideation in the past 
3 years or any hospitalization. He was committed 
to his family and work. He had no problems with 
sleep, high anxiety, or emotional turmoil. He had 
no family history of suicide. Wife corroborated 
his history. The physician promised discharge 
and left to retrieve his prescription pad. Instead, 
he called the police to have Mr. A. forcibly taken 
to the local PES without explanation.

 Discussion
The ED physician’s information gathering was 
excellent, but his medical decision-making was 
outdated. At a minimum, he should have told Mr. 
A. that he needed a psychiatric consult and regret-
ted that there was only one way to obtain it. 
However, when used unnecessarily, coercive 
intervention is humiliating, stigmatizing, and 
wasteful of resources. It may also prevent future 
help-seeking. Much better would have been to 
call the PES psychiatrist for a telephone consult. 
He would have been told something like this:

This is a very low-risk case. I’m hearing two risk 
factors—remote history of suicidal ideation and 
possible early recurrence of a clinical  depression—
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and an abundance of protective factors: good sup-
port system, absence of serious suicidal thoughts 
or behavior past or present, willingness to accept 
professional help, a history of good response to 
treatment, an absence of acute clinical risk factors 
such as severe anxiety, insomnia, or despair, and a 
coherent story, which the wife corroborates. Just to 
be on the safe side, you ought to ask about sub-
stance abuse, firearms, and major life stressors. I’ll 
see him if you really want me to, but bottom line: 
If you think he and his wife are telling the truth, I 
don’t need to—you can let him go. Just document 
this consultation and use my name. (The consul-
tant might also have asked what was making the 
doctor uneasy about discharge.)

In the absence of specialty consultation, the 
EM physician’s use of risk or depression screening 
tools would have corroborated Mr. A.’s low suicide 
risk. By any measure, he would have scored as 
safe to discharge. His Crisis Triage Rating Scale 
score would have been a perfect 15, his Patient 
Health Questionnaire-9 (PHQ-9) would have put 
him in the minimal depression group, his Columbia 
Suicide Severity Rating Scale would have been 0 
out of 6 positive responses indicating suicide con-
cern [26], and his believable absence of suicidal 
ideation would not even warrant use of the Suicide 
Prevention Resource Center’s second-step screen-
ing tool [10]. Under the American Psychiatric 
Association’s guidelines for selecting a treatment 
setting for patients at risk for suicide, this man’s 
risk is too low even to make the low end of the 
chart [20].

What about the legal perspective? Haven’t 
individuals judged to be low risk gone on to kill 
themselves?

Yes, but … No one believes that clinicians 
can predict or always prevent suicide with any 
degree of certainty. They are held to a standard 
of care that expects them to assess and manage 
risk as well as possible under real-world condi-
tions [14, 25, 27].

Liability is based on whether or not the practi-
tioner conducts an appropriate and careful assess-
ment of risk, which he clearly did in this case. 
Suicide cases are disfavored and rarely taken by 
malpractice lawyers [14, 27]. Lawyers require 
more than a bad outcome to take a case. They 
look for a gasp-worthy narrative of neglect or 
indifference to the patient’s circumstances.

Examples of malpractice-worthy cases include 
patients held involuntarily with literally no face- 
to- face evaluation at all [28–30]; individuals with 
extremely recent and lethal suicide attempts who 
wanted to be hospitalized being turned away 
[31]; strip-searching a woman in the presence of 
male security guards with no cause to believe she 
had contraband [30, 32]; soliciting psychiatric 
specialists’ advice and then ignoring it; failing to 
take into account the detailed information of 
credible family members; failing to read avail-
able records or to consult with readily available 
community treaters; and basing clinical decisions 
on nonclinical factors, such as insurance status.

A carefully done evaluation and thoughtful 
weighing of risk factors rarely bring litigation, 
even when the outcome is tragic. Many states 
have immunized the decisions of ED profession-
als to admit or discharge from liability if the eval-
uation is done professionally and according to 
the applicable commitment statute [30, 31, 33].

Documentation is essential in obviating medi-
colegal risk, but is also time-consuming. The 
authors developed a checklist called the Brief 
Documentation of Release and Mitigation of 
Risk (BDR) to supplement the charting on an 
elevated-risk patient deemed appropriate for 
release (or nondetention). It is a public domain 
tool regularly requested at conference presenta-
tions and published here for the first time.

ED clinicians can also take steps interperson-
ally to reduce their legal risk. In the remote likeli-
hood of a bad outcome, patients and families can 
always retaliate, but fostering and maintaining a 
good working relationship with them reduces the 
risk of retaliatory malpractice lawsuits [25]. One 
of us (SS) has successfully represented a number 
of individuals who were initially only looking for 
an acknowledgment of error and an apology from 
a hospital, but who decided to sue because their 
complaints were met with defensive hostility. 
Doctors who are perceived as distant, cold, and 
uncaring are sued more often than those who are 
perceived as genuinely caring, regardless of the 
nature of the medical error involved [14]. One 
study showed a higher rate of being sued when 
the physician’s voice tone scores high for per-
ceived dominance [34].
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 Case 2: Moderate and Chronic Risk

Ms. B. was a 45-year-old woman with a schizoaf-
fective disorder and posttraumatic stress who 
presented to the ED requesting hospitalization 
for overwhelming thoughts of taking an over-
dose. She had also forgotten to take her psycho-
tropic medication, which resulted in an increase 
in her self-denigrating auditory hallucinations. 
She had a history of suicide attempts and helpful 
psychiatric hospitalizations. The physician 
agreed with her self-assessment and wrote the 
order to proceed with admission.

Unfortunately, there were no open psychiatric 
beds anywhere in the city. Ms. B. agreed to wait 
in the ED overnight and take her usual medicines. 
However, when there were no beds available the 
next day, either, she requested to be released. 
This placed her EM physician in a quandary. 
There was no mental health consultation avail-
able, and he wondered if Ms. B. should be placed 
on a mental health hold and detained until a bed 
opened up, or would this only make her worse? 
Luckily, he decided to reevaluate the patient and 
obtain a collateral history.

Ms. B. readily engaged in conversation and 
smiled. Her mood was somewhat depressed but 
not hopeless. She believed that restarting her 
medication and staying in a safe place overnight 
had helped. On a scale of 1–10, the usual degree 
of suicidal ideation that she lived with on an 
outpatient basis was in the 3–7 range. It had 
increased to a 9 when she sought admission yes-
terday and was now back down to a 5. When 
asked, Ms. B. also disclosed the acute precipi-
tant for her current trouble: Her stepfather who 
had molested her as a child had just been 
released from prison, triggering flashbacks and 
dissociation.

The doctor still wondered whether she might 
be downplaying her suicidal thinking in order to 
be released. She gladly gave him her case man-
ager’s cell phone number. The case manager cor-
roborated all of Ms. B.’s history, noting that she 
was a reliable historian and rarely minimized 
symptoms. If anything, Ms. B. was too quick to 
retreat to the safety of the hospital. She lived in 
supported housing for people with mental illness. 

She had a psychiatrist, nurse, case manager, ther-
apist, and peer support specialist.

The doctor’s reevaluation was that an acute 
exacerbation of an ongoing illness and increased 
risk had subsided. Ms. B. was now subacute and 
no longer a high, short-term risk for serious harm 
to self or others. She had a good support system, 
no imminent suicidal thoughts or behaviors, 
engagement in treatment, partial relief of her 
most acute symptoms, and the ability to talk 
about her life stressors. Her deciding against hos-
pitalization was positive, and involuntary treat-
ment was contraindicated. She was discharged 
back to her group home and the care of her asser-
tive community treatment (ACT) team.

 Discussion
Discharging a chronically suicidal patient with 
moderate risk to return to treatment in the com-
munity was a new concept to the EM physician in 
Case 2, but there are classic writings on the sub-
ject [3, 35]. In his own mind, this doctor com-
pared it to releasing patients with hard-to-control 
diabetes or hypertension, and high but nonemer-
gent blood sugars or blood pressures.

A number of articles from different disciplines 
are suggesting that treatment in the ED is a cru-
cial component of ED response to individuals 
with suicidality [36], and recent developments 
suggest that it may be legally required under the 
Emergency Medical Treatment and Labor Act 
(EMTALA) for psychiatric patients who are seri-
ously suicidal [37].

Most of the concepts and guidelines above 
informed Ms. B.’s clinical management. There is 
one additional practice tip from a legal standpoint: 
Documentation should not only attempt to justify 
the discharge, it should also clearly delineate the 
risk factors—the triggering release of the stepfather, 
the suicidal ideation, and past hospitalizations—
and the ways Ms. B’s wraparound supports would 
mitigate those risks. Documentation of the decision-
making process, based on the knowledge reason-
ably available to the ED professional at the time, 
including consultation with the case manager who 
knew Ms. B well, serves as a protection from liabil-
ity in the event that, unbeknownst to the ED staff, 
those community supports somehow fail the patient.
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 Exaggerated or Feigned Risk

There are other clinical scenarios of suicide risk 
that can safely proceed from an ED or PES to 
nonhospital management. For example, EM 
practitioners and psychiatric trainees are often 
challenged by the individual who exaggerates or 
feigns suicidal risk in order to obtain hospitaliza-
tion [13, 38]. (See Chap. 14, “Malingering and 
Factitious Disorders in the Emergency 
Department.”) Briefly, we note that for patients 
not well known to the emergency service, an 
extended stay in the emergency setting may per-
mit a more definitive assessment. Given time, 
patients may confide in a staff member and 
become less contentious when approached in a 
consistent, nonpunitive, therapeutic manner. In 
addition to attempts at engagement and identify-
ing something to treat, consultation, referrals, 
risk tolerance, and documentation of clinical 
decision-making are all key. In the final analysis, 
it is perfectly acceptable to discharge a person 
threatening suicide if one’s careful assessment is 
that, based on all available information, the threat 
is not credible. However, practitioners should be 
prepared to contain explosive reactions in the 
malingering patient and negative feelings in 
themselves (e.g., indignation, fear, and self- 
doubt) at the point that the patient’s request for 
admission is denied.

 Conclusion

At present, the Joint Commission goal of prevent-
ing suicides through better screening in the emer-
gency setting [7] may be more aspirational than 
realistic. Moreover, without adequate preparation, 
this goal might inadvertently encourage reflexive, 
counterproductive treatments such as unwar-
ranted involuntary hospitalization. However, there 
are multiple more realistic opportunities for 
improving care. Current trends in psychiatry and 
jurisprudence are guiding us toward positive, 
effective, less restrictive approaches for patients 
with suicide risk. In situations when patients can-
not believably describe their own risk—unlike 
Mr. A. and Ms. B. who could—this chapter hope-

fully provides a framework for nuanced, evidence- 
based management of suicide risk in contemporary 
emergency settings.

 Appendix 1: Brief Documentation 
of Release and Mitigation of Risk

It is usually appropriate to treat individuals out-
side the hospital who are not acutely dangerous, 
but who do have some risk factors for harm to 
self or others [1–12]. This form is a synopsis of 
key protective and risk factors, mitigation of risk, 
and clinical decision-making. It is designed to 
augment individualized documentation and be a 
reminder of steps to decrease risk. It is not an 
interview or assessment tool. (Note: Collaterals, 
consults, referrals, and warnings are particu-
larly important to document.)

I. Protective Factors
Mental Status and Response to Intervention
☐ Believably reports no overpowering urge to 

hurt self or others
☐ Not feeling like such a burden to others that 

death would be a relief to them
☐ Can maintain or regain composure while 

talking about the acute precipitants
☐ Acknowledges and is motivated to cope 

with life stressors
☐ Engages constructively with treatment staff
☐ Convincingly states reasons for living:  

☐ Responsibility to children ☐ Belief 
 system ☐ Looking forward to: Click here to 
enter text. ☐ Other: Click here to enter text.
☐ Would not want one’s dangerous behavior 

to hurt others
☐ Shows interest in treatment outside of the 

hospital
☐ Symptoms known to be risk factors dimin-

ish during intervention (e.g., anxiety, agitation, 
insomnia, despair, rage, unbearable psychosis, 
intoxication, suicidal/homicidal ideation)
☐ Makes progress resolving the crisis
☐ Can look back on successfully handling a 

similar crisis in the past
Dangerousness
☐ Aborted attempt to hurt self or others on 

own/called for help
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☐ Suicide attempt or assault did not seriously 
endanger health
☐ Suicide attempt involved significant avail-

ability of rescue
☐ Did not rehearse attempt or make prepara-

tion for death
☐ Dangerous action was designed to achieve 

something other than serious injury or death
☐ Contingent suicidality: Appears to be 

exaggerating suicidal thoughts for secondary 
gain [9]
☐ Collateral history corroborates impres-

sion of safety OR: Collateral is: ☐ 
Unavailable ☐ Inessential in this case  ☐ 
Unreliable
☐ Limited past history of serious harm to self 

or others
Support Network
☐ Has a good alliance with outpatient clini-

cian ☐ Values current job or school
☐ Has interested and available family and/or 

friends ☐ Observed to respond positively to 
them

Other: Click here to enter text.
II. Risk Factors
Mental Status and Response to Intervention
☐ Express some thoughts of hurting self or 

others but with ambivalence
☐ Despair, rage, psychosis, insomnia, or emo-

tional turmoil: treated enough for release, but 
recurrence always possible
☐ Minimizes problems in life and with one-

self ☐ Unable to identify or talk about the acute 
precipitants

Dangerousness [5]
☐ Harm to self or others required medical 

treatment in ER or hospital
☐ Past history of doing harm to self or oth-

ers ☐ Recently/Being discharged from psychi-
atric hospital or observation unit
☐ Family history of or recent exposure to sui-

cide ☐ Problem with substance abuse
☐ Access to weapons
☐ Presence of chronic, disabling medical ill-

ness, especially with poor prognosis
☐ CNS trauma, signs, symptoms such as cog-

nitive loss of executive function
Support Network

☐ Limited availability of interested family, 
friends, or other supports
☐ Shows little or no interest in professional 

help (not due to anger at involuntary detention)
Other: Click here to enter text.
III. Mitigation of Risk and Aftercare Plan
☐ Weapons or other means of harm (e.g., 

medications) ☐ Recommended securing ☐ 
Secured
☐ Cautioned individual to avoid alcohol or 

illicit drugs until crisis is resolved
☐ Discussed risk factors and explained the 

importance of continuing treatment
☐ Referred for appropriate, nonhospital 

level of care: ☐ Partial hospitalization ☐ 
Community-based crisis facility ☐ Staying 
with supportive friends or family ☐ Scheduled 
follow- up phone call, mobile team visit, or other 
correspondence ☐ Other: Click here to enter 
text.
☐ Discussed exactly what actions to take if 

symptoms and risk occur
 Safety plan includes: ☐ Using personal cri-

sis plan ☐ Call crisis line, warm line, or other 
emergency support ☐ Return to this facil-
ity ☐ Go to psychiatric hospital ☐ Other: 
Click here to enter text.
☐ Consulted with: ☐ Colleague ☐ 

Supervisor ☐ Attending ☐ Psychiatrist ☐ 
Medical Director ☐ Patient’s own treatment 
professional  ☐ Patient’s future treatment 
professional
☐ Treated acute symptoms to the point where 

they are not high-risk factors
☐ Arranged for safe amount of appropriate 

medication ☐ Helped individual begin to miti-
gate conflict or crisis in his/her life ☐ Educated 
significant others and enlisted their understand-
ing and support ☐ Inessential in this case

Other: Click here to enter text.
IV. Clinical Decision-Making
☐ Protective factors are more compelling 

than risk factors
☐ Patient judged not to be a high short-

term risk for causing serious harm or death to 
self or others
☐ Patient collaborated in disposition planning 

and prefers nonhospital treatment
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☐ Patient declines hospitalization, and the 
risks of coercive care (damaged therapeutic alli-
ance, interference with work and relationships, 
increased stigma) outweigh the benefits 
(increased immediate safety, more concentrated 
evaluation and treatment, more data to support 
decision to release)
☐ Abuse history: a risk factor, but weighed 

carefully … also associated with minor self-harm 
[13] and a tendency to experience involuntary 
interventions as traumatic.
☐ Chronic self-destructive potential is not 

responding to hospitalization; acceptance of 
chronic risk is the price of outpatient treatment 
[8, 10]
☐ Hospitalization might worsen a problem 

with dependency
☐ Contingent suicidality: Patients who 

threaten suicide if discharged are typically not 
high risk [9]
☐ In unguarded moments, patient does not 

appear to be in as much crisis as he or she 
reports
☐ Patient self-assessment is out of proportion 

to observations for ____ hours by multiple, 
trained observers

____________________________
Evaluator—Print Name         
____________________________
Signature         
____________________________
Date & Time
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Somatic Symptom and Related 
Disorders in the Emergency 
Department

Divy Ravindranath

 Introduction

Somatic symptom and related disorders exist at 
the intersection between psychiatric disease and 
medical disease. Patients with these conditions 
present with bodily symptoms or concerns about 
having a disease. As such, they are more com-
monly encountered in general medical settings 
like the emergency department (ED) than in psy-
chiatric environments like the acute mental health 
ward. Indeed, patients with somatization disor-
ders use more primary care, emergency, and hos-
pital resources even when controlling for other 
medical and psychiatric comorbidities [1]. 
However, psychiatric pathology drives their 
healthcare utilization.

The Diagnostic and Statistical Manual (Fifth 
Edition) (DSM-V) chapter on somatic symptom 
and related disorders represents a major update to 
the DSM-IV-TR chapter on somatoform disor-
ders. This diagnosis group includes somatic 
symptom disorder, illness anxiety disorder, con-
version disorder, and psychological factors 
affecting medical illness. The diagnostic criteria 
are described in Table 9.1 and discussed in this 
chapter. Factitious disorder is also included in 

this group and reviewed separately in Chap. 14, 
“Malingering and Factitious Disorder in the 
Emergency Department.”

 Differential Diagnosis

 Case Example 1

Mr. Y. is a 68-year-old man with a history of gen-
eralized anxiety disorder and panic disorder who 
presents to the ED with chest pain. The pain is 
present at low intensity nearly all of the time but 
does worsen from time to time. There has been 
no pattern to the exacerbations. There are no 
associated symptoms, like nausea, diaphoresis, 
or radiation of the pain to the neck or left arm. He 
is worried that the pain is coming from his heart.

He suffered a heart attack a few years ago and 
had an automatic implantable cardioverter- 
defibrillator (AICD) placed. About 6 months 
after the heart attack, the AICD fired due to a run 
of ventricular fibrillation, saving Mr. Y.’s life. 
Since that time, however, Mr. Y. has had chest 
pain and a mental preoccupation with having 
another AICD firing. Reassurance that the pain is 
not cardiac in origin does not diminish the pain or 
worry that the chest pain may represent another 
cardiac event. The initial event happened when 
Mr. Y. was eating dinner—spaghetti with meat 
sauce and a diet soda. He has avoided these foods 
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ever since. He also avoids physical activity 
around the house and hobbies he used to enjoy, 
like golf, worrying that these will induce an 
attack.

 Case Example 2

P. is a 12-year-old boy with a history of epilepsy 
that has been well managed with two antiepilep-
tic drugs. He is brought to the emergency depart-
ment by his parents for further evaluation and 
management after an attack that lasted 12 min-
utes. The patient has not had a seizure for almost 
2 years, but his seizures have returned in the con-
text of his parents’ divorce. Now, the seizures are 
of a slightly different semiology than those before 
he was stabilized on medications. Instead of fall-
ing to the floor, he now seems to lower himself to 
the floor. His eyes are clenched closed during the 
attacks. He has had no urinary incontinence nor 
tongue biting. He also remembers some of what 
is said during the attacks.

These presentations will be familiar to ED cli-
nicians. In these cases, the patient presents to the 
ED with symptoms of concern, though with 

peculiar features inconsistent with somatic 
pathology. Regardless, the first step in working 
through the differential diagnosis is to assess for 
somatic pathology that could produce the symp-
toms of concern.

Once somatic pathology has been considered 
and the need for medical hospitalization excluded, 
it is important to note that somatic symptoms and 
worries about the presence of physical illness are 
found in a variety of psychiatric conditions. For 
example, a patient with panic disorder can expe-
rience panic attacks that include chest pain, pal-
pitations, shortness of breath, dizziness, diplopia, 
auditory distortions, and so on. A patient with 
major depression may experience fatigue, sleep 
disturbance, poor appetite, and problems with 
concentration and memory. A patient with a psy-
chotic disorder may experience somatic halluci-
nations or carry a delusion that their organs are 
diseased. As such, clinicians should consider 
common psychiatric illnesses like depression, 
generalized anxiety disorder, posttraumatic stress 
disorder, or schizophrenia. In the ED, the clini-
cian should also consider the presence of suicidal 
or violent ideation or an inability to care for one-
self that may require psychiatric hospitalization. 

Table 9.1 Diagnostic criteria [2]

Diagnosis Criteria
Somatic symptom disorder Patient has somatic symptoms of clinical significance

Patient has excessive thoughts, feelings, or behaviors related to the somatic 
symptoms, with disproportionate thoughts about the seriousness of the 
symptoms, high levels of anxiety about health, and/or excess time/energy 
devoted to these symptoms
Symptoms persist for more than 6 months

Illness anxiety disorder Patient has worry about having a serious illness
Somatic symptoms are absent or mild, such that preoccupation with the illness is 
excessive or disproportionate
Patient has high levels of health anxiety
Patient either performs excess health-related behaviors or avoids health-related 
behaviors
Condition lasts at least 6 months

Conversion disorder
(functional neurologic 
symptom disorder)

Patient has alteration in motor or sensory function
Clinical findings are incompatible with recognized neurologic or medical 
conditions
The symptom or functional deficit causes significant impairment or distress

Psychological factors affecting 
other medical conditions

The patient has a medical condition
Psychological or behavioral factors adversely affect the medical condition via 
exacerbation of the medical condition, interfere with treatment of the medical 
condition, serve as a health risk for the individual, and/or influence the 
underlying pathophysiology of the medical condition
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(See Chap. 20, “When to Admit the Psychiatric 
Patient.”)

Somatic symptom and related disorders are 
considered last among this psychiatric differen-
tial. Somatic symptom, illness anxiety disorders, 
and psychological factors affecting other medical 
conditions are considered if the symptoms or 
worries present are neither fully explained by a 
medical condition nor by another psychiatric 
condition. Conversion disorder can exist in the 
presence of another psychiatric illness.

 Somatic Symptom and Related 
Disorders Diagnostic Group

 Somatic Symptom Disorder

Somatic symptom disorder represents an exces-
sive concern about the experience of one or more 
somatic symptoms out of proportion to the known 
seriousness of the medical condition underlying 
the symptom. Somatic symptom disorder may 
coexist with a diagnosed medical condition. The 
key is that the worry about the condition is out of 
proportion to the somatic pathology identified. 
Social or functional impairment in somatic symp-
tom disorder arises because of the concern, anxi-
ety, or worry about the symptom(s), leading to 
maladaptive behaviors. Case 1 has features of 
somatic disorder in that Mr. Y. worries about his 
pain and engages in avoidance of foods and activ-
ities that probably are not causes of worsening 
chest pain.

 Illness Anxiety Disorder

Illness anxiety disorder represents mental preoc-
cupation with having a serious medical illness, 
resulting in either excessive health-related behav-
iors (like checking for the disease) or maladap-
tive medical avoidance. Physical symptoms are 
either absent or mild. Social and functional 
impairment arises because of the preoccupation 
with the illness. The patient in Case 1 also has 
features of illness anxiety disorder in that Mr. Y. 
is worried about having a cardiac event (e.g., 

acute coronary syndrome or discharge of his 
AICD) and presents to the ED as part of his 
checking behavior.

 Conversion Disorder

Conversion disorder (also known as functional 
neurologic symptom disorder) involves an altera-
tion of neurologic functioning that is incompati-
ble with known neurologic or medical conditions. 
Patients with conversion disorder tend to have 
dissociative qualities, such that they may present 
without worry about even catastrophic neuro-
logic dysfunction. This feature can help distin-
guish this condition from a somatic symptom 
disorder featuring worries about neurologic 
symptoms or illness anxiety disorder featuring 
worries about a neurologic syndrome. Case 2 
illustrates conversion disorder in a patient who 
presents with symptoms concerning for a seizure, 
though with multiple features that are inconsis-
tent with an epileptic event. Partial dissociation is 
demonstrated by the patient’s partial memory of 
events happening during his spells.

The evaluation of conversion disorder primar-
ily focuses on neurologic conditions that can pro-
duce symptoms similar to those experienced by 
the patient. Thus, a comprehensive neurologic 
assessment is critical when conversion disorder is 
suspected. Table 9.2 lists a number of validated 
neurologic exam findings and studies that are not 
compatible with known neurologic conditions 
and, therefore, suggests the presence of conver-
sion disorder.

Conversion disorder cases in the ED can be 
particularly vexing because the presentation is 
often dramatic and reflective of a serious neuro-
logic condition for which immediate action is 
needed, like a stroke or seizure. For example, 
patients with conversion disorder mimicking sei-
zures, also known as psychogenic nonepileptic 
spells, can present in nonepileptic psychogenic 
status [5]. Of note, one study found that patients 
whose “seizures” are recalcitrant to high-dose 
benzodiazepines and who have a venous port sys-
tem are more likely to present with psychogenic 
status rather than status epilepticus [6].
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 Psychological Factors Affecting 
Other Medical Conditions

This diagnosis reflects the notion that individuals 
may engage in behaviors that are contrary to 
medical treatment goals. The maladaptive behav-
iors can be as broad as treatment nonadherence 
and dietary indiscretion or as narrow as anxiety 
exacerbating shortness of breath. The critical dif-
ference between this diagnosis and others within 
the diagnostic group is that the psychological fac-
tors generate social and functional impairment by 

adversely affecting a medical condition. If the 
psychological factors in question are better 
explained by a psychiatric diagnosis outside of 
this group, like major depressive disorder, then 
the diagnosis of psychological factors affecting 
other medical conditions is excluded.

 Therapeutic Three-Step Approach

Each of these diagnoses shares the characteristic 
that psychological factors interdigitate with and 
sometimes exacerbate physical symptoms. 

Table 9.2 Selected validated exam and study findings to establish conversion disorder [3, 4]

Neurologic 
symptom Exam/study finding suggesting conversion disorder
Motor Hoover sign: paretic leg moves when testing hip flexion for contralateral leg

Abductor sign: leg that is paretic under active hip abduction exerts resistance to examiner forced 
adduction
Abductor finger sign: finger abduction against examiner resistance for 2 minutes in functional hand 
reveals synkinetic abduction finger movement in contralateral/paretic hand
Spinal injury test: with patient supine, leg flexed at knee holds position against gravity despite report 
of paresis
Collapsing/give-away weakness: limb collapses under minimal pressure or normal strength suddenly 
gives way
Co-contraction: contraction agonist and antagonist muscle groups to keep limb in fixed position 
during exam
Motor inconsistency: muscle that has two functions (e.g., hip flexion and knee extension) can perform 
one function but not the other

Sensory Midline splitting: sensation goes from present to absent exactly at midline
Splitting of vibration: sensation is different on left vs. right side of bones that cross midline (e.g., 
sternum or frontal bone)
Nonanatomic sensory loss: sensation does not fit known dermatomes
Inconsistent or changing pattern of sensory loss

Gait Dragging monoplegic gait: leg is dragged instead of performing circumduction
Chair test: patient is able to propel a wheeled chair despite reports of not being able to walk

Seizure Spell semiology
   Long duration
   Gradual onset
   Fluctuating course
   Side-to-side head or body movements
   Eyes closed during episode
   Memory recall
   Absence of postictal confusion
Exam findings/provocative testing
   Low ictal and postictal heart rate
   Resistance to noxious stimuli (e.g., forcing open eyes to test corneal reflex)
   Resolution of spell with noxious stimuli (e.g., foul smell or pressure to nail bed)
   Voluntary saccades followed by deviation away from examiner when head is turned
   Resolution of the spell with instruction/reassurance from examiner
Lab studies
   Normal postictal lactate
   Normal postictal prolactin
   Normal intraictal video EEG (gold standard)
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Patients present to the ED seeking redress for 
what they consider to be a physical (or somatic) 
emergency, whereas psychological factors are at 
the core of their pathology. ED providers, how-
ever, are obligated to ensure that there are no 
emergencies present in every patient who pres-
ents to the ED.  As such, patients with somatic 
symptom and related disorders who present to 
the ED often gain themselves the “million-dollar 
workup,” resulting in expense for the hospital 
system and increased wait times for others in the 
ED, often only to get the answer that there is 
nothing wrong with them.

Here, we present a three-step clinical approach 
to address patients with somatic symptom and 
related disorders [7–9].

The first clinical step to consider is to limit the 
workup to only that which is absolutely needed to 
rule out a somatic emergency. In the prototypic 
cases presented above, psychiatric illness is 
comorbid with physical illness, and the symp-
toms present may merit the use of multiple con-
sultants, extensive serum and radiographic 
testing, and/or admission to the hospital to ensure 
that the presenting concern does not represent a 
somatic emergency. The pursuit of this full 
workup when the likelihood of a positive result 
seems low exposes the patient to iatrogenic risk, 
as well as psychological reinforcement that sig-
nificant somatic pathology exists. The extent of 
necessary workup always entails clinical judg-
ment. However, each clinician should have a 
threshold at which to say that the ED workup car-
ries more risk than benefit and defer further eval-
uation to an outpatient setting. One study in a 
primary care setting found that somatic illness is 
not often missed in patients with medically unex-
plained somatic symptoms [10].

Each of the diagnoses discussed in this chap-
ter has positive diagnostic criteria developed so 
as to exclude the need to exclude all possible 
somatic pathologies that may present with the 
symptoms in question. Even conversion disorder 
can be established prospectively in the ED [11] 
and without the need for an extensive workup. 
Establishing a psychosomatic diagnosis may also 
lead to a reduction in the use of emergency 
resources to address what is not an emergency. In 

one prospective study, diagnosis of psychogenic 
nonepileptic spells led to a 51% reduction in ED 
use for neurologic symptoms [12], and a second 
study found a 91% reduction in ED use among 
patients after a diagnosis of psychogenic nonepi-
leptic spells [13].

The second clinical step is to attempt to move 
the patient’s focus away from their physical com-
plaints. Patients often think about their body and 
mind as two separate and distinct objects, and 
think that a physical symptom necessarily means 
that the pathology is in the body, rather than the 
mind. Discussion about the neurologic basis for 
mental experiences may help the patient accept 
that the body influences the mind, and vice versa. 
Moving the conversation from a mutually exclu-
sive paradigm of body versus mind invites the 
patient to consider a role for mental health treat-
ment. This conversation needs to happen in a very 
supportive fashion. Patients with chronic somatic 
symptom and related disorders have all too often 
left medical encounters hearing, “There is nothing 
wrong with you,” or, “It is all in your head.” 
However, their suffering is real, and they want a 
plan to resolve the suffering. ED clinicians should 
validate patients’ distress to ensure that the patient 
does not feel rejected by the health system or feel 
their suffering is being minimized.

The third clinical step is to feel confident in 
referring or retreating. If the patient accepts a 
mental health referral, then the clinician should 
facilitate connection with treatment. This would 
be a reasonable time to involve a psychiatrist for 
an independent (psychiatrist and patient) or joint 
(psychiatrist, medical or neurology consultant, 
and patient) consultation. Treatments for somatic 
symptom and related disorders are typically lon-
ger term, so the main goal of the consulting psy-
chiatrist is to build motivation for outpatient 
follow-up. If the patient holds to the notion that 
what they are experiencing is a somatic concern, 
then the ED provider can retreat, knowing that 
serious somatic emergencies have been ruled out 
and the patient can safely leave the ED. A pri-
mary care provider can reattempt this conversa-
tion and referral to mental health at a later time.

Of the four somatic symptom disorders dis-
cussed above, conversion disorder carries the 
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greatest risk of impaired insight into the condi-
tion and, therefore, provides the greatest chal-
lenge in terms of moving the conversation from 
the somatic to the psychosomatic. Patients with 
somatic symptom disorder, illness anxiety disor-
der, and psychological factors affecting other 
medical conditions tend to maintain awareness 
that mental factors may be affecting the course of 
their physical illness and thus may be more will-
ing to accept the involvement of mental health 
professionals, if only as adjuncts to their somatic 
evaluation and treatment. All the same, receiving 
the diagnosis of conversion disorder and treat-
ment early in the illness course correlates with 
improved clinical outcomes [14, 15]. This corre-
lation highlights the importance of moving the 
treatment conversation toward the psychosomatic 
as early as possible, even in the ED.

Patients with conversion disorder may also 
still warrant hospitalization. Even if the patient 
accepts that their condition has roots in mental 
illness, they may not have sufficient recovery in 
function to allow discharge. For example, a 
patient with lower extremity paralysis due to con-
version disorder may be unable to ambulate or 
transfer to a toilet or wheelchair. A patient in this 
category may be considered gravely disabled by 
their psychiatric illness, depending on local laws 
and practice patterns. Whether the patient is 
admitted to the psychiatry hospital or to a general 
medical floor depends on the local availability of 
nursing services and treatment capacity. For 
example, a psychiatric specialty hospital may not 
have access to seizure pads, machines to lift the 
patient in and out of bed, equipment to prevent 
pressure sores, or physical therapy expertise. At 
the same time, the medical hospital may not have 
access to the mental health expertise needed to 
push the patient toward full recovery. Successful 
disposition requires a collaborative decision 
among multiple services with the patient’s best 
interests in mind.

 Longer Term Treatment

Evidence on the definitive treatment of somatic 
symptom and related disorders is thin. However, 
there is literature to support structured treatment 

modalities and medications from a primary care 
or specialty environment. Patients with a somatic 
symptom or illness anxiety disorders benefit 
from frequent structured primary care visits to 
address worries and initiate testing as needed. 
Such patients also benefit from cognitive–behav-
ioral therapy and tricyclic antidepressants or 
selective serotonin reuptake inhibitors [16].

Patients with conversion disorder are often 
diagnosed and treated in a neurology specialty 
environment. Such patients benefit from weaning 
off unnecessary medications, like antiepileptic 
medications, and initiation of cognitive–behav-
ioral therapy and/or selective serotonin reuptake 
inhibitors. Interestingly, patients with motor- 
symptom conversion disorder may benefit from 
referral to physical therapy to help them regain 
function. Other treatment modalities that have 
been studied include transcutaneous electrical 
nerve stimulation (TENS), transcranial magnetic 
stimulation (TMS), biofeedback, and sedation 
[17, 18].

 Conclusions

Somatic symptom and related disorders represent 
a set of conditions where somatic symptoms are 
the focus of concern, whereas the pathology lies 
more in the mind. When patients with these con-
ditions present to the ED, the primary concern is 
to exclude psychiatric or somatic emergencies 
and thereafter defer the remainder of the workup 
to the outpatient setting. ED providers should 
take advantage of the opportunity to help the 
patient to consider the possibility of mental 
pathology and consider consultation with a men-
tal health provider.
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The Patient with Anxiety Disorders 
in the Emergency Department

Naomi A. Schmelzer

 Introduction

Panic. You open your mouth. Open it so wide your 
jaws creak. You order your lungs to draw air, NOW, 
you need air, need it NOW.  But your airways 
ignore you. They collapse, tighten, squeeze, and 
suddenly you’re breathing through a drinking 
straw. Your mouth closes and your lips purse and 
all you can manage is a croak. Your hands wriggle 
and shake. Somewhere a dam has cracked open 
and a flood of cold sweat spills, drenches your 
body. You want to scream. You would if you could. 
But you have to breathe to scream. Panic. (Khaled 
Hosseini, The Kite Runner)

Anxiety is a common presentation in the 
emergency department, as well as across medi-
cal settings. It contributes to the human emo-
tional experience, and its presence is not 
always detrimental or pathological. When 
symptoms of anxiety become overwhelming, 
disruptive, or disabling, they may prompt 
patients (or others on their behalf) to seek 
treatment. Approximately one-fifth of patients 
presenting with mental health concerns to the 
emergency department are given an anxiety 
disorder diagnosis. This is not surprising given 
that anxiety disorders affect up to a quarter of 

the general population during their lifetime 
and are even more prevalent in the medically ill 
[1, 2].

The symptom of anxiety can represent a broad 
range of etiologies, from primary anxiety disor-
ders to a variety of medical conditions. Because 
core features of anxiety disorders are somatic in 
nature, there is much overlap in clinical presenta-
tions between anxiety disorders and other medi-
cal conditions. Patients may come to the ED 
seeking help for a known anxiety disorder, for 
first-time symptoms of anxiety, or for related 
symptoms. Encounters with medical settings, in 
particular the emergency room, may also provoke 
secondary anxiety unrelated to the initial 
complaint.

The first step in providing care is to recog-
nize anxiety in the patient. In one study, a quar-
ter of patients presenting with chest pain met 
criteria for panic disorder, though 98% of these 
identified cases went unrecognized [3], demon-
strating that anxiety can often be a hidden con-
tributor. In the emergency department, the 
clinician must first determine the underlying 
cause of the anxiety, especially ruling out any 
life-threatening causes and considering com-
mon diagnoses such as anxiety disorders. This 
will guide the plan for acute management, pro-
viding treatment, and disposition decisions that 
are comprehensive, safe, and appropriate for the 
condition [4].
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 The Experience of Anxiety

Anxiety is a tense inner state, a feeling of height-
ened emotional arousal that is often accompanied 
by physical symptoms such as palpitations or 
chest discomfort, shortness of breath, muscle ten-
sion, gastrointestinal discomforts such as nausea 
and vomiting or diarrhea, tingling or weakness, 
or tremulousness. As Rickels described it, anxi-
ety is an “experience of intense dread and fore-
boding, conceptualized as internally derived and 
unrelated to an external threat” [5].

Anxiety symptoms can have an impact that 
extends beyond the emergency room visit. They 
can lead to disability, increased use of health-care 
services, diminished quality of life, and impaired 
social and occupational functioning. They can 
also impact how a patient experiences other con-
ditions, such as pain [6], even when anxiety is not 
the major complaint. Addressing secondary anxi-
ety as part of a visit may assist in the treatment of 
comorbid conditions.

Emergency departments can be chaotic envi-
ronments where patients are faced with uncer-
tainty about medical tests and diagnosis, and 
unknown clinicians are providing care. By nature, 
the visit is likely unplanned and represents an 
unanticipated crisis. There may be pain or dis-
tressing physical symptoms. Patients may be 
crowded into small areas, facing tests in enclosed 
or tight spaces (such as an MRI), or separated 
from their loved ones. The patient may have con-
cerns about how the visit will impact finances 
and social or occupational functioning in the 
short or long term. These conditions may precipi-
tate anxiety, especially in individuals already 
vulnerable.

 Differential Diagnosis of Anxiety

The presence of anxiety in the ED may fall into 
one of the following groups [4]:

• The response to a stressful event
• A primary anxiety disorder
• A medical illness or substance use disorder
• An anxiety disorder with other comorbid 

medical or psychiatric disorder

After recognizing that anxiety is present, the 
task is to determine the underlying etiology. 
While anxiety disorders are common in the emer-
gency room, it is important to remember that 
many medical disorders, including life- 
threatening conditions, can mimic anxiety states.

 Primary Anxiety Disorders

While fear or anxiety can occur on a spectrum of 
severity, anxiety disorders are considered when 
the symptoms lead to significant distress or func-
tional impairment. Freud described anxiety in 
terms of apprehension, either a chronic state of 
anxious expectation or coming into conscious-
ness suddenly as anxiety attacks, associated with 
somatic symptoms [5]. These concepts have per-
sisted in psychiatry, with the anxious expectation 
now known as the excessive worry associated 
with generalized anxiety disorder and anxiety 
attacks referred to as “panic attacks.” The struc-
turing of anxiety disorders has gone through 
diagnostic revisions in each subsequent DSM 
version since the first edition. From the Diagnostic 
and Statistical Manual of Mental Disorders, Fifth 
Edition [7], generalized anxiety disorder and 
panic disorder are commonly seen in the emer-
gency room and will be the focus of this chapter.

Generalized anxiety disorder (GAD) is char-
acterized by excessive worry occurring for at 
least 6  months and associated somatic features 
including restlessness, fatigue, difficulty concen-
trating, irritability, muscle tension, and sleep dis-
turbance [7]. It is frequently comorbid with other 
psychiatric or physical conditions such as depres-
sion, substance use disorders, or heart disease 
and has a lifetime prevalence of approximately 
5% [8]. GAD has a chronic course that fluctuates 
over time, typically beginning in adulthood, and 
can lead to significant disability [9].

Panic disorder is characterized by recurrent 
panic attacks, episodes of intense fear and hyper-
arousal associated with palpitations or rapid heart 
rate, sweating, trembling, paresthesia, feeling 
short of breath or the sensation of choking, feel-
ing detached from oneself or the environment, 
and a fear of loss of control or of dying. These 
symptoms typically peak within a few minutes 
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and can come on suddenly or in the setting of 
more persistent worry. Patients may fear or antic-
ipate having another panic attack or be concerned 
about social, employment, or health implications. 
Panic disorder occurs with a lifetime prevalence 
in the US between 1.6% and 3.5% [10–12]. 
Typical onset is the third decade of life, but 
symptoms may begin in childhood. Symptoms 
have a chronic course but can improve with 
treatment.

Studies show that panic disorder has been 
present in two-thirds of patients who present to 
the ED with medically unexplained chest pain 
and that repeated visits to the ED were higher for 
patients who screened positive for panic disorder 
[13]. It is common for patients to revisit the ED 
with recurring panic attacks even after receiving 
a diagnosis; one study demonstrated that up to 
one-third of patients returned within a week after 
their first panic attack episode for the same symp-
toms [14].

While acute stress disorder and adjustment 
disorder with anxiety now fall under the Trauma- 
and Stressor-Related Disorders section of the 
DSM-5 [7], they also should be included in the 
differential diagnosis for anxiety, particularly in 
the ED setting. Adjustment disorder, defined as 
emotional or behavioral symptoms occurring in 
response to an identified stressor, is commonly 
found among those with medical illness. Both 
these conditions can follow an acutely stressful 
or traumatic life event and bring patients to the 
ED, particularly those with limited resources to 
seek care elsewhere.

 Medical Disorders

A variety of medical conditions can produce anx-
ious states, including cardiovascular, respiratory, 
endocrine, metabolic, and neurological diseases. 
Additionally, substance withdrawal or intoxica-
tion states, medication side effects, or toxidromes 
can also mimic anxiety disorders. The presenta-
tion of anxiety in older adults, the absence of a 
psychosocial trigger or event, or other clinically 
concerning or atypical signs may indicate a med-
ical cause. (See Table 10.1)

Despite the interest, research remains mixed 
regarding the differentiation of acute coronary 
syndrome from an anxiety attack based on clini-
cal signs and symptoms alone. There are few dif-
ferences in symptoms, coronary artery disease 
risk factors, or cardiac history, and additional 
screening tools are often needed in this popula-
tion. Symptoms such as palpitations, chest pain, 
and shortness of breath should be considered sig-
nificant for cardiac diseases (including acute 
coronary syndrome (ACS) or dysrhythmias) or 
pulmonary diseases (including pulmonary embo-
lism, asthma, or COPD exacerbation) [4]. In one 
study of patients with panic disorder in the ED, 
44% had a history of CAD, 80% had atypical 
chest pain, and 75% were discharged with non-
cardiac pain diagnosis [3]. For a patient with 
unexplained chest pain, it may be helpful to 

Table 10.1 Differential diagnosis of acute anxiety, med-
ical etiologies

Cardiovascular:
CAD, myocardial 
infarction
CHF
Mitral valve prolapse
Dysrhythmias

Metabolic:
Hypokalemia
Hypophosphatemia
Vitamin B12 deficiency
Acidosis

Respiratory:
Pulmonary embolism
COPD exacerbation
Asthma exacerbation

Hematologic:
Anemia
Porphyria

Endocrine:
Hypoglycemia
Hyperthyroidism
Parathyroid disorders
Pheochromocytoma
Adrenal gland 
dysfunction

Substances:
Stimulant intoxication 
(cocaine, amphetamines)
PCP
LSD
Excessive caffeine
Cannabis, synthetic cannabis
Withdrawal from alcohol or 
benzodiazepines
Dextromethorphan

Neurologic:
Delirium
Parkinson’s disease
Multiple sclerosis
Huntington’s disease
Post-concussive 
syndrome
Migraine
Seizures

Medication side effects:
Anticholinergic medications
Corticosteroids
Neuroleptics (akathisia)
Psychostimulants
Bronchodilators
SSRI—initiation or 
discontinuation
SSRI—serotonin syndrome
OTC cold and cough 
medications
Antivirals

10 The Patient with Anxiety Disorders in the Emergency Department



118

screen for the presence of anxiety disorders and 
the need for an additional mental health 
evaluation.

 Evaluation

For patients presenting with anxiety, the first 
approach to the patient should be to ensure safety, 
including assessment for suicidal thoughts, and 
to consider monitoring for immediate life- 
threatening events. This may include vital sign 
monitoring or other acute interventions such as 
oxygen. As mentioned earlier, the ED is a chaotic 
environment: loud, bright, and unpredictable and 
full of unknown persons and uncertainty. 
Providing a less stimulating environment, such as 
a psychiatric treatment room if available, may 
alleviate this contribution to the patient’s distress. 
The physician should approach the anxious 
patient in a calm, empathic manner while pro-
ceeding with the assessment. For those patients 
who are also agitated, it should be addressed 
promptly when recognized with verbal de- 
escalation as a first-line approach; physical or 
chemical restraints should be avoided, if 
possible.

Once acute needs are addressed, the initial 
evaluation should begin with the presenting com-
plaint, including the course, duration, and sever-
ity of symptoms, as well as their impact on daily 
life. The patient should be asked about recent 
behavioral changes, stressful life events, sub-
stance use (including caffeine), and other associ-
ated symptoms. A history should include medical 
and psychiatric illness, recent medication 
changes, use of over-the-counter medications and 
supplements, a psychiatric and physical review of 
systems, and family history. Some suggested 
questions to ask during the interview have been 
included here (see Table 10.2). Family or friends 
can also provide collateral information that is 
necessary to the evaluation. Following this, a 
thorough physical exam should be done in all 
patients.

The initial evaluation and physical examina-
tion findings should guide the next steps regard-
ing laboratory testing and other studies. After a 
thorough history and physical, a young, healthy 

patient with normal exam findings and few car-
diac risk factors presenting with typical anxiety 
symptoms may not require additional tests. An 
older patient or one with medical comorbidities 
may require additional testing to determine the 
cause of the symptoms.

The specific laboratory tests should be deter-
mined by the presenting complaint and associ-
ated findings, although generally recommended 
tests include the following: complete blood 
count, electrolytes, glucose level, blood urea 
nitrogen/creatinine ratio, toxicology screen, alco-
hol blood level, and thyroid-stimulating hor-
mone. An electrocardiogram (EKG) is also 
recommended for patients with cardiac symp-
toms. Additional testing should be guided by 
symptoms and may include, for example, cardiac 
enzymes for patients with chest pain, an EEG for 
patients with suspected seizures, and a chest 
radiograph for patients with respiratory 
symptoms.

For any organic causes, the underlying medi-
cal disorder should be addressed, and this may 
need to occur prior to completion of the assess-
ment, depending on urgency. Patients with sus-
pected akathisia may be given pharmacologic 
treatment such as beta-blockers or benzodiaze-
pines. Patients may begin to manifest worsening 

Table 10.2 Anxiety: taking a history

Are you frequently tense or irritable, or do you have 
trouble sleeping [9]?
Are you feeling worried, tense, or anxious most of the 
time [9]?
Are you distressed by anxiety or worry? [8]
Does anxiety interfere with your work or ability to 
function at home?
Do you have episodes in which you experience any of 
the following: palpitations, shortness of breath, chest 
pain, dizziness, nausea, tingling? [8]
Do these episodes recur?
Do you experience episodes of anxiety where you feel 
out of control or like you are going to die?
Have you changed your behavior because of these 
episodes? [8]
Do you fear leaving home? Being on a bus? Being in a 
crowd? [8]
Has there been any recent stress or big event taking 
place?
Have you experienced any recent changes in your 
behavior or the way you think, or have there been any 
recent changes in your environment?
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withdrawal states during the course of the ED 
visit and require initiation of pharmacologic regi-
mens before their condition progresses, such as 
administering a longer-acting benzodiazepine to 
those in alcohol withdrawal. When acute medical 
disorders have been excluded and anxiety disor-
der is the differential diagnosis, the emergency 
physician should then focus on establishing a 
treatment plan with the patient.

 Treatment in the Emergency Room

Anxiety disorders may present with a diverse 
range of symptoms, but they all share the com-
mon feature that the patient is coming to the ED 
to relieve the distressing feeling of inner tension 
and seeking out a sense of security or calm. From 
that point, treatment goals for ED care can be 
established. Patients should be told of the diagno-
sis and provided education about the nature of the 
disorder, what can be expected (such as physical 
changes) during a panic attack or disease course, 
and their treatment options.

In the emergency room, benzodiazepines can 
provide immediate symptomatic improvement, 
as they are rapid-acting and well tolerated, and 
can be given in as-needed (PRN) dosing. They 
can also be continued for short periods on an out-
patient basis to address anxiety while other medi-
cations, such as SSRIs, are being titrated or as 
needed for anxiety attacks. The disadvantages to 
benzodiazepine use include concern for sedating 
effects, physiologic dependence, withdrawal 
effects, not being as effective for treatment of 
comorbid disorders such as depression, and abuse 
potential. Additionally, use of benzodiazepines in 
the acute phase may diminish a sense of agency 
over panic symptoms, which may make recovery 
with psychotherapy more challenging in the long 
term. Rarely, upon discharge, a short course of 
benzodiazepines (one to two times a day for up to 
7 days) may be indicated in the case of an acute 
stress reaction.

Antidepressants, such as selective serotonin 
reuptake inhibitors (SSRIs), are the first line and 
generally considered the primary treatment for 
anxiety disorders. SSRIs, in particular, are gener-
ally well tolerated and have been shown to be 

effective, with a favorable safety profile and a 
broad spectrum of efficacy for comorbid condi-
tions [10]. They also have a low potential for 
abuse. The disadvantage is that these are not effi-
cacious for immediate symptom relief, and 
improvement is not generally seen for a few 
weeks after initiation of therapy. There may be 
some therapeutic benefit to initiating an SSRI in 
the ED, though patients should have a follow-up 
with a primary care doctor or psychiatrist upon 
discharge. These should be initiated at a low dose 
and titrated up slowly to avoid exacerbating 
symptoms. Monoamine oxidase inhibitors and 
tricyclic antidepressants have a long history of 
use with anxiety disorders and can be efficacious 
but are less common due to their adverse side 
effect profiles and medication interactions.

There have been some newer studies on the 
use of antipsychotic medications such as quetiap-
ine for anxiety, though this would not be the first 
line and is generally indicated for severe and per-
sistent anxiety or symptoms related to organic ill-
ness, such as anxiety caused by steroids or 
delirium [15]. Some physicians favor the use of 
hydroxyzine, due to its lower abuse potential, 
though there are no controlled studies on its use 
in panic disorder. Other options include beta- 
blockers, which have been found to ease panic 
attack symptoms (including tremulousness and 
palpitations), though these should be used more 
cautiously in patients with COPD. Other anxio-
lytics like buspirone have some efficacy for the 
management of GAD, though less with panic 
 disorder. It has a favorable side effect and depen-
dency profile, though slow onset of action, and is 
tolerated well in the medically ill and elderly. 
This medication has limited use on an as-needed 
basis in ED setting. Gabapentin has been increas-
ingly prescribed for anxiety in the outpatient set-
ting but has little evidence for as-needed use for 
acute anxiety in the ED.

There are several psychotherapeutic interven-
tions that can be initiated in the emergency 
department as an adjunct or alternative to medi-
cation. These approaches include supportive 
therapy, cognitive behavioral therapy, counsel-
ing, and crisis intervention. A physician should 
not underestimate the therapeutic value of an 
empathic encounter in which supportive listen-
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ing, information about treatment choices, and a 
plan for next steps are provided. A patient’s fam-
ily or friends can be included in the educational 
and treatment plan discussion (with the patient’s 
consent). In particular, in the case of an acute 
stress reaction from a traumatic event, reuniting a 
patient with their loved ones during or shortly 
after a crisis may be paramount and the essential 
first step in treatment.

Cognitive behavioral therapy has been shown 
to be efficacious in the treatment of anxiety disor-
ders, and some CBT techniques can be modified 
for use in the ED. One approach is muscle relax-
ation techniques, which involve teaching the 
patient to release tension in muscle groups 
throughout the body until the subjective feeling 
of anxiety is reduced. Breathing retraining is a 
CBT approach for panic attacks, involving a 
focus on deep, slow breathing. Both of these 
exercises can be introduced in the ED, continued 
in the outpatient setting, and practiced at home.

The ED physician, in conjunction with the 
patient, should determine a treatment plan for 
aftercare. Physicians should be familiar with 
referral resources in their area. Rarely do patients 
presenting with anxiety have symptoms to a 
severe degree that require inpatient psychiatric 
treatment, and these patients should meet a 
threshold of grave disability or pose a threat to 
themselves or others. They typically have 
impaired coping mechanisms and poor social 
supports, as well as other comorbid conditions. 
The majority of patients with anxiety disorders 
can be discharged with referral for psychiatric 
outpatient follow-up, such as to a community 
psychiatrist, therapist, or another mental health 
resource. If available, for those with more dis-
tressing symptoms, a partial hospital program 
may be considered.

 Conclusion

Anxiety disorders are prevalent in the population 
and commonly seen in the emergency depart-
ment. Familiarity with recognizing anxiety disor-
ders and their associated physical symptoms will 
help emergency clinicians provide initial evalua-

tion, stabilization, and targeted interventions, 
including medication, psychotherapy, and educa-
tion. Patient anxiety can be alleviated by taking 
steps to reducing environmental stimuli, estab-
lishing a trusting rapport and maintaining a calm 
presence, addressing the underlying etiology of 
the anxiety, and providing initial treatment, as 
well as a plan for outpatient care.
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Post-traumatic Stress Disorder 
in the Emergency Department

Anna K. McDowell and Scott A. Simpson

 Introduction

More than 70% of people experience trauma dur-
ing their lives, and many individuals experience 
multiple traumatic events [1]. Trauma affects an 
individual’s life through altered interpersonal 
relationships, cognitive distortions, and emo-
tional arousal. A significant minority of individu-
als experiencing trauma will develop 
post-traumatic stress disorder (PTSD). 
Emergency department (ED) clinicians must be 
able to identify PTSD and patients at risk for its 
development and initiate treatment when 
appropriate.

 Prevalence

Rates of PTSD are higher in the United States 
and Canada than in other countries. Lifetime 
prevalence of PTSD ranges from 6% to 9% of the 
general adult population in North America [2, 3]. 
Elsewhere, the prevalence is generally around 
1–2% [4, 5]. This difference is likely attributable 

to cultural influences on post-traumatic phenom-
ena, such as how individuals are expected to 
respond to trauma, how symptoms manifest, and 
how communities support trauma survivors [6].

 Screening in the ED

No clinical guidelines recommend routine 
screening for PTSD in the emergency setting, and 
only 7% of level I and II trauma centers conduct 
such screening [7]. Likely, the prevalence of 
PTSD among ED patients is high: In one study of 
trauma patients, 25% screen positive for PTSD 
[8]. Self-report scales such as the PTSD Checklist 
and Screening Tool for Early Predictors of Post- 
traumatic Stress Disorder appear valid and feasi-
ble to administer in the emergency setting [9, 10].

 Etiology

At an individual level, there are pre-, post-, and 
trauma-specific risk factors that affect one’s like-
lihood of developing PTSD. Pre-trauma risk fac-
tors include female gender, younger age at 
trauma, minority status, lower education level, 
prior history of trauma, history of childhood 
adversity, history of psychiatric illness, child-
hood abuse, and history of psychiatric illness in 
the family [11]. Post-trauma risk factors include 
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higher severity of physical problems [12], trau-
matic brain injury [13], perceived fear of death 
during the traumatic event [14], heart rate greater 
than 95 beats per minute at first presentation to 
ED following the traumatic event [15], and a high 
level of pain following the traumatic event [16]. 
The nature of the trauma also increases an indi-
vidual’s risk for PTSD: The highest risk of PTSD 
is incurred by rape, after which 19% of survivors 
report PTSD. This rate is higher than after a car 
accident (2.6%) or physical assault (2.5%) [1]. 
Trauma as the result of medical problems—con-
sider myocardial infarction, stroke [17], intensive 
care unit stay [18], or pain [16]—also poses a risk 
for PTSD.

To make a diagnosis of PTSD, the Diagnostic 
and Statistical Manual, Fifth Edition (DSM-5), 
requires that the patient directly experience or 
witness death, serious injury, or sexual assault 
[19]. Patients may also develop PTSD from 
learning about traumatic events that occurred to 
close family members or friends or from repeated, 
extreme exposures to details of traumatic experi-
ences, such as with first responders repeatedly 
encountering life-threatening situations.

 Prevention

ED clinicians who encounter patients after a trau-
matic event should be reassured that even without 
intervention, many patients will recover well 
[20]. In the ED, providers should assure medical 
stability and then proceed to ensure the patient 
that they are in a safe place. Orient the patient to 
members of the team, where they are, and what 
has happened. The ED team should immediately 
help the patient connect with supportive friends 
and family. Providers may also identify and sup-
port the patient’s positive coping skills, for exam-
ple, by calling a chaplain for a religious patient.

Patients who arrive acutely agitated and anx-
ious may benefit from behavioral interventions 
such as sensory tools (e.g., weighted blankets) or 
a supportive presence (e.g., a sitter or family 
member at the bedside). Some patients may be so 
escalated that they benefit from low doses of a 

benzodiazepine or sedating antihistamine, such 
as hydroxyzine. However, early pharmacologic 
interventions will not prevent the development of 
PTSD [21]. Beta-blockers, though initially 
thought to be effective to this end, have insuffi-
cient evidence to be recommended [22]. 
Similarly, benzodiazepines have not been found 
to have a beneficial effect in preventing the devel-
opment of PTSD [23].

Many clinicians and laypersons receive 
Mental Health First Aid (MHFA), a training para-
digm for assisting patients who present in a men-
tal health crisis, including immediately after a 
trauma [24]. MHFA incorporates these psycho-
logical techniques in teaching to assess for imme-
diate suicide or violence risk, listen 
nonjudgmentally, and encourage the patient to 
seek help via personal networks or professional 
mental health care. MHFA helps learners feel 
more comfortable and confident in their approach 
to patients in crisis; however, the benefit for 
recipients of MHFA is less proven [25, 26].

 Diagnosis

A diagnosis of PTSD is predicated on exposure 
to an actual or threatened traumatic event. PTSD 
comprises a constellation of impairing symptoms 
that begin thereafter and persist for longer than 
1 month. The core symptoms of PTSD may be 
categorized as intrusive, avoidant, distortions of 
thought and mood, or hypervigilance [19]. The 
diagnostic criteria and symptoms of PTSD are 
summarized in Table 11.1.

Intrusive symptoms of PTSD are character-
ized by unwanted, recurrent thoughts or reactions 
related to the traumatic event. These might be 
memories or distressing thoughts precipitated by 
exposure to an event or situation reminiscent of 
the trauma. Nightmares of traumatic experiences 
are common, and patients may present with com-
plaints of poor sleep or daytime fatigue. Patients 
may have dissociative reactions during which 
they feel past traumatic events are happening. 
They might also have psychological or physio-
logical reactions when exposed to stimuli that 
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remind them of past events. When patients 
insightfully describe and attribute these intrusive 
thoughts to a prior trauma, the diagnosis of PTSD 
is straightforward. In the absence of a clear 
description of thoughts, intrusive symptoms may 
appear similar to disorders of sleep, anxiety, 
depression, or substance use—either primarily 
psychiatric or secondary to a medical condition.

Avoidant symptoms are actions undertaken by 
the patient to avoid intrusive symptoms. For 
example, some patients may avoid the neighbor-
hood where they were assaulted or change their 
commute to avoid the street scene of a car acci-
dent (if not stop driving altogether). Patients may 
avoid certain persons or situations, including 
medical procedures. When these decisions rise to 
the level of causing impairment in the patient’s 
life, PTSD should be considered. These symp-
toms may also reflect anxiety disorders, includ-
ing obsessive-compulsive disorder or simple 
phobias. Patients who have begun avoiding social 
contact may have schizoid or avoidant personal-
ity disorders, negative symptoms of psychosis, or 
depression. When social avoidance occurs among 
formerly social, older patients, changes in cogni-
tion (e.g., delirium) should be considered.

Patients with PTSD experience negative alter-
ations of cognition or mood. Cognitive distor-
tions include fears about others and the world 
around them—for example, that people are not to 

be trusted and that the world is a dangerous place. 
They may feel continually scared, angry, or 
guilty—including about surviving a terrible 
experience when others did not. Patients may 
have difficulty voicing positive emotions and 
instead continually feel detached from others and 
disinterested in activities. Most of these symp-
toms are similar to those experienced by 
depressed patients, although cognitive distortions 
of PTSD are more likely to relate to external 
threats rather than, as in major depression, per-
sonal inadequacy and a sense of 
burdensomeness.

Hypervigilance is characterized by irritability 
and hyperarousal. Patients may startle easily or 
be continually “scanning” their environment for 
threats. Patients may situate themselves in a way 
so that they cannot be surprised, for example, by 
sitting with their back to the corner of a room, 
facing the door. This edginess may progress to 
reckless behaviors or easy anger. Sleep and con-
centration may be impaired. Once calm, patients 
with PTSD can often verbalize the sequence of 
thoughts, fears, and responses that lead to out-
bursts. Patients who describe premeditated vio-
lence or gross disrespect for others are more 
likely to have an antisocial personality disorder. 
Other diagnoses that cause hypervigilance and 
concentration impairment include attention defi-
cit/hyperactivity disorder, panic disorders, psy-
chosis, or medical causes of hyperarousal, such 
as hyperthyroidism or interictal mood disorders.

A diagnosis of PTSD requires symptoms across 
all these categories, resulting in a tremendous het-
erogeneity of presentations: There are 636,120 
diagnostic symptom combinations based on 
DSM-5 [27], and these combinations do not 
include the more nuanced effects of trauma on sur-
vivors’ interpersonal and emotional functioning 
that may not fulfill diagnostic criteria. Fortunately, 
the diagnosis need not be difficult to make. 
Clinicians can often identify PTSD by maintaining 
a suspicion for the diagnosis, identifying a trau-
matic event, and recognizing the presences of 
symptoms across all symptom clusters. Many 
other diagnoses affect single symptom clusters; 
fewer induce impairment across all areas.

Table 11.1 DSM-5 symptoms of post-traumatic stress 
disorder (PTSD) [19]

Exposure to actual or threatened death, injury, or 
sexual violence
Symptoms persist for >1 month, cause impairment, 
and include examples across symptom cluster:
Symptom cluster Examples
Intrusive symptoms 
(≥1 symptom)

Unwanted thoughts
Nightmares
Flashbacks

Avoidance symptoms 
(≥1)

Avoiding places or situations 
associated with trauma

Negative thoughts 
and mood (≥2)

Overgeneralized fear
Guilt

Hyperarousal (≥2) Exaggerated startle response
Recklessness
Changes in concentration or 
sleep
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 PTSD Complicating Treatment

Preexisting symptoms of PTSD may complicate 
patients’ care and should be considered as a pos-
sible contributor to the ED presentation. For 
example, patients with PTSD have high rates of 
substance use disorders [28]; one study found 
that approximately 20% of persons with PTSD 
had used substances in trying to mitigate PTSD 
symptoms [29]. As discussed, patients with 
PTSD might be extremely anxious or on edge, 
perhaps seeming even paranoid. These patients 
often voice concerns about being harmed or 
treated unfairly by providers. Such maladaptive 
reactions may become more pronounced in 
stressful situations, including re-traumatization 
or being in an emergent medical situation. Other 
patients may appear overly detached or removed 
from the situation; they may express indifference 
to treatment or medical outcomes. When under 
duress, patients may experience dissociative epi-
sodes or flashbacks when they act or feel as 
though they are in a different, unreal situation. 
Regardless of whether the patient presents to be 
extremely reactive or dissociated, providers 
should aim to reorient and de-escalate the patient 
before proceeding to more complex discussions 
of treatment planning and disposition.

Given the variability in how patients with 
PTSD might present to the ED, emergency clini-
cians should strive to incorporate principles of 
trauma-informed care. Briefly, trauma-informed 
care is a model of care that recognizes the impact 
of trauma on a patient’s life. Trauma-informed 
interventions are designed to help patients feel 
connected, informed, and hopeful for recovery, 
acknowledge the connection between previous 
trauma and current symptoms, and empower the 
autonomy of the traumatized individual [30].

 Treatment

The primary role of the ED clinician is to ensure 
immediate medical and psychiatric safety. If the 
diagnosis of PTSD is made, referrals for further 
treatment may be considered. The first-line and 
most effective treatments for PTSD are psycho-

therapies [31]. When available, early trauma- 
focused cognitive behavioral therapy (CBT) 
within vivo and imaginal exposure exercises 
decreases the likelihood that a patient will 
develop PTSD [21, 32]. Features of trauma- 
focused CBT include validating the patient’s 
response to trauma, enhancing the patient’s 
expectation that they will recover, and examining 
the patient’s core beliefs relating to the trauma. 
Briefly, exposure exercises consist of the patient 
gradually becoming desensitized to the traumatic 
event via repeated exposure to their trauma 
narrative.

 Pharmacotherapy

Serotonergic agents, including SSRIs and SNRIs, 
are first-line medications for the treatment of 
PTSD [33]. These agents should generally be 
prescribed concurrently with an evidence-based 
psychotherapy. The ED clinician may consider 
prescribing a serotonergic agent on discharge if 
follow-up is clearly in place and the receiving 
provider is in agreement. Evidence for atypical 
antipsychotics is limited, with quetiapine [32] or 
risperidone [34] suggested primarily. Prazosin is 
helpful for PTSD-related nightmares and sleep 
[35]. Benzodiazepines are contraindicated, given 
their potential for abuse and interference with the 
process of exposure therapies [36]. Under no cir-
cumstances should benzodiazepines be pre-
scribed for PTSD symptoms, including poor 
sleep, upon ED discharge.

 Long-Term Treatment

Individual, manualized trauma-focused psycho-
therapy is the best treatment for PTSD, superior 
even to medications [31]. Although ED clinicians 
do not provide these treatments, understanding 
the therapeutic approach is helpful for briefer 
interactions with patients. Clinicians should rec-
ognize the complications of treatments, which 
may precipitate an ED visit. Moreover, ED clini-
cians should be sufficiently familiar to answer 
basic questions from patients and families. 
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Visiting the ED for PTSD symptoms is correlated 
with a patient’s greater willingness to engage in 
PTSD psychotherapy [37]. Prolonged Exposure, 
Cognitive Processing Therapy, and Eye 
Movement Desensitization and Reprocessing are 
the most widely investigated modalities.

Prolonged Exposure (PE) involves the patient 
reexperiencing the traumatic event via imaginal 
and experiential exercises [38]. In the process of 
doing this, patients experience an acute increase 
in anxiety. Then, and most importantly, anxiety 
decreases as the previous traumatic experience 
does not actually recur. By reexposing patients 
repeatedly in a highly structured manner under 
the guidance of a therapist, patients grow decon-
ditioned to the traumatic stimulus, and PTSD 
symptoms decrease. When patients begin treat-
ment, it is not unusual that they experience a gen-
eralized increase in mood or anxiety symptoms, 
including panic attacks that may prompt an ED 
visit.

In Cognitive Processing Therapy (CPT), the 
patient writes an impact statement that details the 
patient’s beliefs about the traumatic event [39]. 
The therapist and patient work together to iden-
tify connections among the patient’s thoughts, 
feelings, and behaviors. CPT can also include an 
exposure component in which the patient writes a 
detailed narrative of the traumatic experience. 
The patient reads this narrative to the therapist 
with the goal of elucidating and adjusting the 
patient’s maladaptive beliefs about the trauma. 
This process is quite difficult for the patient, and 
some patients may seek alternative referrals to 
treatment via the ED in order to avoid the diffi-
cult, anxiety-provoking work of a trauma narra-
tive. An appropriate response to this avoidance is 
to reinforce the importance of therapy and alert-
ing the mental health provider to the patient’s 
visit.

Eye Movement Desensitization and 
Reprocessing (EMDR) features exposure and 
visual engagement by the therapist [40]. While in 
session, the patient imagines the traumatic expe-
rience and focuses on the cognitive and physio-
logical symptoms experienced. Meanwhile, the 
therapist moves two fingers through the patient’s 
visual field while the patient watches. This rei-

magining in the presence of a distracting stimu-
lus is repeated as the patient’s anxiety decreases. 
Eventually, the patient is able to replace a nega-
tive thought associated with the trauma, such as 
“I’ll never get over this,” with a more plausible 
thought: “I am strong and have made it through.” 
Like other trauma-focused therapies, patients 
often experience increased anxiety when starting 
treatment.

These psychotherapies are manualized, time- 
limited, and administered with a strict therapeutic 
frame. These therapies are generally conducted 
over 12 to 16 weeks; treatment is intense, effi-
cient, and designed to mitigate resistance to dis-
cussing the traumatic episode. Encouraging a 
patient to talk about the trauma without a specific 
therapeutic plan is reckless and detrimental.

 Conclusion

Though unlikely to be the primary complaint 
prompting ED presentation, PTSD may influence 
the patient’s behavior and interactions with the 
ED clinician. The ED diagnosis of PTSD is help-
ful to understanding the patient’s interactions in 
the ED while also excluding alternative diagno-
ses and making the first steps toward definitive 
outpatient psychotherapy and pharmacological 
management.
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Psychosis in the Emergency 
Department

Abigail Dahan

 Introduction

Psychotic symptoms are common. The lifetime 
incidence of psychotic symptoms in the United 
States is as high as 10% [1]. These symptoms 
include hearing voices (auditory hallucinations), 
visual hallucinations, experiencing mind control, 
or paranoia. People with psychosis present to the 
emergency department (ED) for reasons both 
related and unrelated to their psychosis.

In this chapter, I review the elements of the 
ED evaluation of the patient with psychotic 
symptoms:

 1. Evaluating agitation and safety
 2. Identifying and exploring psychotic 

symptoms
 3. Understanding the etiology of psychotic 

symptoms: Are they primary, as in schizo-
phrenia, or secondary, as in medical illnesses 
or intoxication?

 4. Performing a screening medical evaluation 
for patients with known primary psychotic 
illness who may have untreated medical 
problems

 5. Assessing the patient’s acute risk of danger 
to himself or others due to his psychosis

 6. Discharging the patient with psychosis

This evaluation determines the level of medi-
cal or psychiatric treatment warranted. As hospi-
talization is often not indicated, I review 
interventions in the ED to improve the patient’s 
course of illness in the community. This discus-
sion is organized around brief case examples to 
highlight key points in the emergency evaluation 
of the patient with psychosis.

 Evaluating Agitation and Safety

If the patient is agitated, agitation must be 
addressed immediately as it poses a danger to 
the patient, ED staff, and other patients. If the 
patient cannot be verbally de-escalated, medi-
cation administration will be required to 
decrease his level of dangerousness, and 
mechanical restraints may be applied. During 
the first minutes of the evaluation, the presence 
of delirium, intoxication, and medical illnesses 
must be assessed. Patients who received medi-
cations may be too sedated to fully participate 
in the evaluation; however, evaluation of the 
initial cause of agitation should be actively 
pursued.
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 Case Example 1: “He’s a Runner!”

Chief Complaint (CC): Emotionally Disturbed 
Person. An approximately 30-year-old man regis-
tered as “Unknown, Male” is brought to the hospi-
tal by ambulance after he was seen running down 
the center of a highway. When he was approached 
by emergency services, he waved a large Bible at 
them and screamed “Rocks a socks a rocks a socks 
a!” and then began to bark. On arrival, he was not 
responsive to attempts at verbal redirection to stop 
pacing rapidly, barking, and posturing in a fighting 
stance. He received intramuscular (IM) medication 
to decrease his level of agitation and became com-
fortably sedated but unable to engage in a mean-
ingful interview.

It is imperative to remember that psychosis is 
not the only possible cause of acute agitation, 
even in a patient with a known severe mental ill-
ness. Agitation is commonly caused by delirium, 
intoxication, psychosis, mania, severe personal-
ity disorder, or disinhibition related to intellec-
tual disability or brain injury. Patients with 
known psychotic illness may present as agitated 
due to exacerbation of their psychosis or due to 
another cause. (See references [2–5] for further 
discussion of the management of acute agitation, 
verbal de-escalation techniques, and restraint and 
seclusion.)

 Identifying and Exploring Psychotic 
Symptoms

ED clinicians must identify symptoms of psycho-
sis, as well as negative symptoms of schizophre-
nia, which will be notable for either their presence 
or absence during the evaluation of the person 
with psychosis. Key symptoms of psychosis 
include delusions, hallucinations, disorganiza-
tion of thought, and disorganization of motor 
behavior (including catatonia).

 Delusions

Delusions are beliefs that are firmly held despite 
contradicting evidence; if someone is unable to 
entertain the thought that their expressed belief 

could be wrong, it has risen from a firmly held 
belief into a delusion [6]. Delusions may include 
the belief that others are following you and trying 
to harm you (paranoid delusions), belief that 
someone knows your thoughts or is trying to 
extract thoughts from your head, belief that an 
outside force is putting thoughts into your head 
or trying to control your mind, or belief that 
innocuous stimuli in the environment hold spe-
cific personal meaning (delusions of reference). 
Grandiose and erotomanic delusions are more 
commonly seen in the patient with mania with 
psychotic features. The delusional belief that an 
outside force or person can control one’s mind or 
body is often very frightening to the patient as it 
erodes the expectation of personal privacy and 
agency.

It is imperative to both elicit the presence 
or absence of delusions, as well as to explore 
their meaning. Many patients may not sponta-
neously divulge delusional beliefs. The evalu-
ation of delusions should encompass a 
discussion of what this belief means to the 
person because the patient’s response is cen-
tral to risk assessment. For example, when 
assessing paranoid delusions, the examiner 
should ask whether the patient knows who is 
persecuting him and why, how the patient 
could identify the believed persecutor, and 
what the patient would do if he had interaction 
with the believed persecutor. The clinician 
should understand the patient’s behaviors in 
response to the delusion, such as remaining 
inside, leaving the house, leaving curtains 
drawn, changing walking or driving routes, or 
taking precautions regarding what food is 
eaten. In the case of delusions of control, it is 
also important to inquire about the degree to 
which the patient feels that he can resist such 
outside influence/control and whether he has 
ever been in a situation where he was unable to 
resist such control [7–9]. After engaging with 
the patient in a discussion of his beliefs, the 
clinician will have a sufficient understanding 
of the patient’s responses to make an informed 
assessment of his risk for dangerousness to 
himself or others.
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 Hallucinations

Hallucinations are perceptual experiences that 
occur without outside stimuli. The person may 
have such perceptual experiences within any of 
the five senses. Hallucinations are a symptom but 
are not specific to a diagnosis. Auditory halluci-
nations are the most common form of hallucina-
tion in schizophrenia. Common auditory 
hallucinations include hearing people mocking, 
threatening, or egging them onto action [6]. 
Visual hallucinations will be experienced at some 
point by more than 20% of people with schizo-
phrenia [10] and are common symptoms in delir-
ium [11]. Olfactory and gustatory hallucinations 
are seen in patients with seizures, brain tumors, 
or a primary psychotic illness. Tactile hallucina-
tions, especially formication (the sensation of 
bugs crawling on the skin), are commonly associ-
ated with cocaine and amphetamine 
intoxication.

The assessment of hallucinations is not a 
binary assessment, and it is inadequate to indi-
cate only whether or not the person is experienc-
ing hallucinations. It is necessary to explore the 
person’s (1) emotional response to the hallucina-
tions, (2) insight into the experience as hallucina-
tory, and (3) understanding of the content of the 
hallucination. The assessment of hallucinations 
includes both the subjective report and objective 
evidence. For example, the objective evaluation 
may include whether the patient displays affect 
incongruous to his situation or appears to be 
actively responding to internal stimuli [9]. The 
patient’s responses, both emotional and cogni-
tive, to the hallucination are what will inform the 
clinician’s risk assessment.

 Disorganization of Thought

Disorganization of thought is an objective psy-
chotic symptom. It refers not to the content of the 
thoughts but to the way in which a person’s 
thoughts are strung together. Does one thought 
logically lead to the next? Is the next thought 
only obliquely related to the last thought? Are the 

thoughts not connected in any way, and do they 
appear to be unrelated [6]? In the first case exam-
ple, the patient displayed clang associations 
when he said, “Rocks a socks a rocks a socks a”; 
the only relationship between these words is their 
sound. This verbalization is a dramatic example 
of thought disorganization. Less dramatically, 
patients with tangential thought process initially 
appear to have thoughts that are logically con-
nected but then veer off tangentially in a manner 
that ultimately completely obscures meaningful 
communication. For example, when the exam-
iner asks, “What brings you here today?,” the 
patient replies, “I was walking down the street 
when a policeman stopped me, just stopped me 
like you stop a train in its tracks, like a train that 
was traveling from California to New York, and, 
well, it arrived in Penn Station and just stopped.” 
Even an attentive clinician may feel confused by 
the patient’s verbal responses: The clinician’s 
feeling of confusion is an important clue, sug-
gesting the patient’s disorganization of thought.

 Disorganization of Behavior

Disorganization of behavior is another objective 
psychotic symptom. Examples of this symptom 
include odd behavior such as posturing like an 
animal, miming, displaying psychomotor agita-
tion, purposeless movements, or extreme nega-
tivism (including holding a rigid pose or 
remaining mute). Catatonia is a form of behav-
ioral disorganization [6]. The patient discussed in 
the first case example displayed disorganized 
behavior by his purposeless agitation and bizarre 
barking.

 Negative Symptoms 
of Schizophrenia

Negative symptoms are defined by decreased 
expressiveness and amotivation. Expressive defi-
cits include restricted affect and poverty of 
speech. Loss of motivation encompasses 
decreased spontaneous motor activity, poor atten-
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tion to grooming/hygiene, decrease in engage-
ment in work/recreation/leisure, and decreased 
social engagement [12]. Negative symptoms of 
schizophrenia contribute significantly to its over-
all illness burden and morbidity. Recent estimates 
indicate that one or more negative symptoms are 
present in nearly 60% of patients with schizo-
phrenia. Antipsychotic medications have limited 
impact on negative symptoms [13].

Delusions, hallucinations, disorganization of 
thought, and disorganization of behavior are 
terms for psychotic symptoms collectively 
referred to as “positive symptoms.” Positive 
symptoms may be seen in either a primary or sec-
ondary psychosis, which will be discussed later 
in this chapter. Negative symptoms are found pri-
marily in schizophrenia. The presence of promi-
nent negative symptoms can help to narrow the 
differential diagnosis of a patient’s psychosis.

 Case Example 2: “She’s So Lazy.”

“She’s talking to herself.” A 28-year-old woman is 
brought to the ED by her husband because he has 
noticed that she has been talking and laughing to 
herself for the past month and has had a decline in 
functioning over the past year. He reports that she 
stopped going to work months ago for no apparent 
reason other than “laziness,” and he says that she is 
“so lazy that when I leave for work, she is sitting 
on the couch, and when I get home, she’s still sit-
ting there. She’s so lazy that she doesn’t even 
bother to turn on the TV!” The patient is observed 
quietly talking to herself. When spoken to, she has 
a long latency of response, and then shakes her 
head and says, “What?” She then briefly engages 
with you. She denies having hallucinations, says 
that she feels “fine,” and cannot give any explana-
tion for her behavior or recent lack of engagement 
or interest. Suddenly, she interrupts speaking with 
you and turns, whispering under her breath, “Oh, 
hush! I can handle this without your help!” and 
then resumes speaking with you. She has no medi-
cal problems and does not use drugs or alcohol. 
Neither the patient nor her husband has any con-
cerns about her harming herself or anyone else.

This woman has both prominent negative 
symptoms and hallucinations. Psychotic symp-
toms may be seen in a number of illnesses. 
Negative symptoms are specific to schizophrenia. 
This patient’s symptoms are consistent with those 

of schizophrenia, a chronic psychotic illness 
defined as experiencing at least two out of five 
symptom clusters for at least 6  months. The 
major symptom clusters are hallucinations, delu-
sions, disorganization of thought, disorganization 
of behavior, and negative symptoms [6]. This 
patient’s hallucinations may compel the clini-
cian’s attention, but the negative symptoms are 
more diagnostically specific and may have a 
greater impact on her functioning.

 Understanding the Etiology 
of Psychotic Symptoms

In the ED, it is imperative to determine whether 
the patient with psychotic symptoms has psycho-
sis as a result of a primary psychiatric illness or if 
the symptoms are the result of intoxication or 
medical illness. Primary psychotic symptoms are 
due to a mental illness, most likely schizophre-
nia, schizoaffective disorder, delusional disorder, 
mania, depression with psychotic features, or 
schizotypal personality disorder. Secondary psy-
chotic symptoms are due to intoxication or medi-
cal illness [6]. Unfortunately, there is no way to 
distinguish between primary and secondary psy-
chosis on the basis of the presenting psychotic 
symptoms alone. New-onset psychotic symp-
toms presenting after age 45 generally warrant 
evaluation for delirium and a workup for a medi-
cal and/or substance-induced cause [14]; late-life 
onset of primary psychotic illness is rare. For a 
discussion of the many medical etiologies of psy-
chotic symptoms in the ED, see Chap. 15.

The differential diagnosis for secondary psy-
chotic symptoms is broad. Table 12.1 lists some 
of the many medical illnesses associated with 
psychotic symptoms. In the ED, common toxi-
dromes that cause psychosis include:

 1. Stimulant drugs
 (a) Cocaine
 (b) Amphetamine
 (c) Methamphetamines
 (d) 3,4-methylenedioxymethamphetamine 

(MDMA)/ecstasy
 (e) Bath salts
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 2. Hallucinogens
 (a) Phencyclidine (PCP)
 (b) Lysergic acid diethylamide (LSD)

 3. Cannabinoids
 (a) Marijuana
 (b) Synthetic cannabinoids (“K2,” “Spice”)
 (c) High doses of dextromethorphan

Drug-induced psychosis typically resolves with 
the metabolism of acute intoxication but can per-
sist for weeks or months following acute intoxica-
tion. Prescribed medications may also cause 
psychosis. Examples include Parkinson’s disease 
medications (carbidopa-levodopa and amanta-
dine), steroids, anticholinergic medications, stim-
ulants, antihistamines, antibiotics (isoniazid, 
penicillin, macrolides, and fluoroquinolones), 
antivirals (acyclovir, efavirenz, and interferon), 
anticonvulsants, beta- blockers, meperidine, disul-

firam, and benzodiazepines. Also consider with-
drawal syndromes, including alcohol, 
benzodiazepines, or baclofen, as possible cause of 
psychotic symptoms [15].

Toxic exposures are a less common cause of 
psychotic symptoms. The onset of such symp-
toms closely follows the exposure. Chemicals 
that cause psychosis at certain exposure levels 
include many metals (mercury, lead, and manga-
nese), pesticides (organophosphates [16]), and 
industrial solvents (carbon disulfide and toluene). 
Historically, clusters of cases of new-onset psy-
chosis have occurred among rayon industry 
workers exposed to carbon disulfide, miners with 
manganese intoxication, and hatters or felt work-
ers with mercury intoxication [17]. More recently, 
public health measures have been instituted to 
prevent such occupational exposures, but expo-
sure may occur after accidents or natural disas-
ters disrupt normal safety controls.

Delirium is a common etiology of psychosis 
in the ED.  Unlike patients with schizophrenia, 
the patient with delirium will have had an acute 
onset of symptoms, as well as waxing and wan-
ing of symptoms. Delirium always causes inat-
tention and typically causes impairment of 
short-term memory. A patient with delirium may 
or may not be oriented to person, place, and time 
[18]. Immediate recognition and treatment of 
delirium are important as the condition predicts 
poor outcomes, including increased mortality, 
institutionalization, prolonged hospitalization, 
and cognitive impairment [19]. For more on the 
identification and treatment of delirium, see 
Chap. 15.

 Performing a Screening Medical 
Evaluation

As with any ED evaluation, vital signs must be 
evaluated, and the patient examined for acute 
physical illness or injury. Some patients present 
with medical complaints that may at first appear 
to be related to psychosis. Regardless, the 
patient’s medical complaints must be evaluated 
prior to attributing any symptoms to psychosis. 
For example, a patient who presents with weak-

Table 12.1 Medical illnesses that can cause psychotic 
symptoms

Type of illness Examples
Infection Human immunodeficiency virus 

(HIV)
Neurosyphilis
Meningitis
Cerebral malaria

Endocrine 
disorders

Thyroid disorder
Steroid-producing tumors
Pheochromocytoma
Insulinomas

Autoimmune 
disease

Multiple sclerosis
Systemic lupus erythematosus [20]

Dementia Vascular
Alzheimer’s
Lewy body/frontotemporal 
Huntington’s [21]
Parkinson’s [22]

Brain injury Trauma
Stroke
Seizure
Tumor
Abscess

Cancer Paraneoplastic syndrome
Ovarian teratoma

Encephalopathy Limbic [23, 24]
Uremic
Hepatic
Wernicke’s

Other [25] Wilson’s disease
Porphyrias
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ness “because my roommate is blowing toxic 
chemicals into my window” may demonstrate 
objective weakness notwithstanding any delu-
sional symptom attribution. The following case 
example demonstrates the importance of a proper 
medical evaluation.

 Case Example 3: “He’s So Stinky.”

“My shoulder hurts.” A 58-year-old man is brought 
into the ED by ambulance after he walked up to a 
stranger, grabbed him, and screamed, “The mis-
sion has been compromised!” On arrival to the ED, 
he tells the triage nurse that he is here because of 
shoulder pain. He presents as extremely dishev-
eled, malodorous, and wrapped in many layers of 
clothing. When asked by the ED doctor what 
brought him in, he responds with a lengthy and 
illogical diatribe about how “they” nearly got him 
and how, as an undercover CIA agent, he is on a 
secret mission to expose a foreign sleeper cell. He 
grimaces and intermittently moans throughout this 
interaction. Psychiatry is consulted and recom-
mends admission to inpatient psychiatry for stabi-
lization of psychosis. Only when the patient is 
changed into hospital pajamas immediately prior 
to being brought to the psychiatric department is it 
noticed that he is holding his left arm immobile 
and there is tenting and blanching of the skin above 
his left clavicle. This was not observed earlier 
under the patient’s multiple layers of clothes. 
X-ray reveals a grossly displaced left clavicular 
fracture that requires surgical intervention.

People with primary psychotic illnesses 
receive inadequate health care. The socioeco-
nomic disadvantages and decreased ability to 
function caused by primary psychotic illnesses 
lead to premature morbidity and mortality. One 
large study found that people with severe mental 
illness live, on average, 8.2  years less than the 
general population, with 95% of these deaths 
attributable to medical illnesses rather than acci-
dents or injuries [26]. A large meta-analysis 
showed that people with schizophrenia have a 
2.6-fold increase in mortality as compared with 
age-matched peers in the general population [27]. 
In the emergency setting, it is necessary to evalu-
ate for untreated medical conditions, paying par-
ticular attention to wounds (both recent and 
chronic), foot care, bug infestation, respiratory 
illnesses, and untreated (or inadequately treated) 

sexually transmitted illnesses (including syphilis 
and HIV). Lab testing and imaging may be 
needed to clarify the etiology of the patient’s psy-
chosis, evaluate for acute medical problems, and 
obtain baseline levels prior to initiating treat-
ment. Because the psychotic patient may be a 
poor historian, the ED clinician’s close observa-
tions and physical examination will provide the 
clues to understanding the patient’s medical 
stability.

 Assessing the Patient’s Acute Risk 
for Danger to Himself or Others

The psychiatric history of present illness will 
focus primarily on the (1) mode of arrival, (2) 
precipitating events, and (3) risk factors for dan-
gerousness (to both self and others). The ED phy-
sician’s role is not only to examine the patient but 
to evaluate his level of risk. Such evaluation 
extends beyond what the patient tells you and 
will include additional information from family, 
friends, or community treatment providers, as 
well as information found in the medical record. 
The standard of care for the ED evaluation 
includes reaching out to the patient’s contacts in 
the community in order to fully understand the 
patient’s functioning in the community, including 
overt symptoms of illness or worrisome 
behavior.

A suicide risk assessment should be com-
pleted and documented for all patients with psy-
chosis. Suicide is a very real risk for those with 
schizophrenia: In the general US population, 
approximately 13 per 100,000 people complete 
suicide [28], compared to 5 per 100 people with 
schizophrenia. This risk is greatest early in the 
course of the illness [29]. For more information 
on risk assessment, see Chap. 8.

Among psychotic patients, violence toward 
other is less common than suicidal actions but 
nonetheless requires assessment. In the popular 
imagination, people with psychosis are believed 
to be at high risk for violence. However, the vast 
majority of violent acts committed in the United 
States are done by people who have no psychotic 
symptoms, and the majority of those who have 
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psychosis do not engage in violence. It is true that 
the likelihood of committing violence is greater 
for people with major mental illness than for 
those without [30, 31]. Violence may be inten-
tional or unintentional. For example, the highly 
disorganized, agitated patient may accidentally 
cause another injury by his actions, without spe-
cifically intending to harm another. This presen-
tation contrasts with that of a patient who has a 
linear and coherent thought process and deliber-
ately acts violently toward another. For example, 
a person who believes that he is about to be killed 
may harm another in what he perceives to be self- 
defense. Again, understanding the patient’s reac-
tion to delusional thinking is a critical part of the 
clinical assessment.

The third element of risk assessment, in addi-
tion to evaluation for risk for harm to self or oth-
ers, is a person’s ability to care for himself. This 
self-care is not based on functional ability but, 
rather, is a reflection of insight into the need for 
basic hygiene, food, clothing, and shelter. Patients 
with primary psychotic illness may be so dis-
abled by their illness that they are unable to care 
for themselves in the community.

 Case Example 4: “He’s So Dirty.”

“I don’t know why I’m here.” A 45-year-old man 
was brought into the ED by ambulance after home-
less outreach workers called 911. Those workers 
observed him sleeping on the street and barely 
changing position for days. On arrival, the patient 
is calm and generally cooperative with everything 
that is asked of him. He is observed to have lice 
and is showered with a pediculicide body wash and 
shampoo. Afterward, the patient has a paucity of 
spontaneous speech but does not appear to be 
responding to internal stimuli. He denies having 
hallucinations and reports his mood to be “fine.” 
No delusions are elicited on the exam. Lab testing 
reveals an anemia (hemoglobin 7.2  g/dL), most 
likely resulting from severe and chronic lice infes-
tation coupled with dietary malnutrition iron defi-
ciency. Psychiatry advises that the patient requires 
psychiatric hospitalization as he is unable to care 
for himself (as evidenced by his lice infestation 
and nutritional deficiency).

While this patient is similar to the patient in 
case example 2 in that he has prominent negative 

symptoms, unlike that patient, he cannot care for 
himself due to the severity of his illness coupled 
with his lack of social supports. For more on the 
decision to admit, see Chap. 20.

 Discharging the Patient 
with Psychosis

Most patients with psychosis will be found to be 
at no acute risk for dangerousness toward them-
selves or others and will be deemed able to care 
for themselves. In such instances, the ED clini-
cian must facilitate a discharge plan.

Antipsychotic medication may be started in 
the ED if local resources allow for close follow-
 up in the community. Such follow-up can be 
either with a psychiatrist or with a primary care 
provider with psychiatric consultation resources. 
The standard of care for starting antipsychotic 
medications includes obtaining a baseline meta-
bolic screening, including a body mass index, 
waist circumference, blood pressure, blood glu-
cose, and lipid panel [32], which may be easier to 
obtain in the ED than in certain outpatient office 
settings. A complete blood count and liver func-
tion testing may also be helpful. An electrocar-
diogram should be obtained in any patient with 
risk factors for QTc prolongation as antipsychot-
ics may increase the QTc. These risk factors 
include age greater than 65, electrolyte distur-
bance, known cardiac disease, concomitant use 
of other medications that increase the risk for 
prolonged QTc, endocrine or metabolic disor-
ders, or central nervous system injury [33]. Test 
results should be sent to the community provider 
on discharge. Additionally, the patient and his 
family must be educated that psychosocial inter-
ventions—together with medication treatment—
are key components in the treatment of 
schizophrenia.

Psychosocial interventions include providing 
support and education for the patient’s family 
and engaging patient in cognitive-behavioral 
therapy for psychosis [34]. The ED clinician can 
set the tone for ongoing treatment by listening 
to the patient’s and family’s concerns, providing 
realistic yet hopeful education about the 
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patient’s illness and need for treatment, and 
helping the patient and his family find ongoing 
treatment in the community. The patient and his 
family should be given clear guidelines as to 
what symptoms should trigger their return to the 
ED: any acute safety concerns by the patient or 
his family (even if these concerns are not well 
verbalized), verbalization of suicidal thoughts, 
increased agitation, scary displays of inappro-
priate affect, or verbalization of thoughts to 
harm others.

 Conclusion

Many patients present to the ED with psychotic 
symptoms—perhaps these symptoms trigger the 
emergency evaluation or are entirely incidental 
findings. After managing acute agitation and 
medical concerns, the ED clinician should for-
mulate an assessment of the most likely etiology 
of the patient’s psychotic symptoms, as well as 
any other causes that are high in the differential 
diagnosis and require further evaluation. This 
assessment enables treatment, risk assessment, 
and discharge to the least restrictive level of care. 
When discharging patients, the ED clinician 
should educate the patient and his family as to 
symptoms that should trigger return to the ED 
and the need for ongoing treatment, including 
both medications and psychosocial treatments. 
Coordinating with outpatient providers may fur-
ther improve the patient’s prognosis and reduce 
ED recidivism.
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Personality Disorders 
in the Emergency Department

Ashley Curry and Megan Riddle

 Introduction

Patients with personality disorders can be chal-
lenging to care for in emergency settings. Their 
poor coping, unstable affect, impulsivity, and 
interpersonal dysfunction can present unique 
challenges for health-care professionals. Having 
a personality disorder negatively affects medical 
outcomes [1] and increases health-care utiliza-
tion [2]. In most cases, a personality disorder is 
suspected when a patient’s behavior is unusual, 
results in conflict, or elicits a strong emotional 
reaction from providers. Making a formal diag-
nosis of a personality disorder can be compli-
cated and time-consuming and is generally 
beyond the scope of emergency care. However, 
identification of features commonly seen in indi-
viduals with personality disorders is helpful for 
patient care. Even individuals who do not meet 
full diagnostic criteria may have significant 
impairment and can benefit from the interven-
tions described in this chapter [3].

 Key Features of Personality 
Disorders

Personality is the collection of thoughts and 
behaviors that shape how a person views himself 
and how he interacts with the rest of the world. A 
personality disorder is defined as an enduring 
pattern of distorted cognitions, affective dysregu-
lation, and interpersonal conflict that causes sig-
nificant impairment in daily functioning. Since 
any person can exhibit maladaptive traits under 
stress, a personality disorder is only diagnosed in 
cases of pervasive dysfunction over a period of 
many years that cannot be explained by another 
medical or psychiatric condition. Personality dis-
orders can be comorbid with other mental disor-
ders, and multiple observations over time are 
recommended to make a diagnosis [4]. The need 
for serial assessments and an in-depth social his-
tory typically mean that the diagnosis of person-
ality disorder should be deferred to a less acute 
setting.

Salient features of the ten personality disor-
ders defined by the Diagnostic and Statistical 
Manual, Fifth Edition (DSM-5), are described in 
Table  13.1, along with common behaviors that 
can interfere with care. Cluster A disorders (para-
noid, schizoid, and schizotypal) are classified as 
odd or eccentric and may be difficult to engage 
and less likely to voluntarily seek clinical care. 
Cluster B disorders (antisocial, borderline, 
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 histrionic, narcissistic) are typically character-
ized by emotional lability and erratic behavior. 
Of the three clusters, Cluster B traits are most 
commonly associated with difficult or disruptive 
patients in emergency settings. Cluster C disor-
ders (avoidant, dependent, obsessive- compulsive) 
are described as anxious and fearful and may be 
experienced by care team members as needy and 
demanding or obsequious [4].

 Epidemiology of Personality 
Disorders

Prevalence of personality disorder in the general 
population is estimated at 6–15% [6–10]. Risk 
factors for personality disorders include low 
socioeconomic status and being divorced, sepa-
rated, or widowed [7]. Comorbidity with mood, 
anxiety, psychotic, and substance use disorders is 
significant even when controlling for socioeco-
nomic status [7–10]. Personality disorders are 
associated with significant disability, and 
patients’ life expectancy is nearly two decades 
shorter than the general population’s, due in part 
to higher rates of tobacco use, other substance 
use, obesity, metabolic syndrome, cardiovascular 
disease, and sleep problems [1, 7, 11]. Moreover, 
the very structure of these individuals’ personali-

ties makes it difficult for them to engage with 
providers and utilize health care effectively, 
likely contributing to increased morbidity and 
mortality. Patients with personality disorders 
(particularly Cluster B) have higher utilization of 
medical services, including inpatient hospital, 
imaging, and ED services [2, 12].

 Nature and Nurture

Personality disorders arise from an interplay of 
genetic and environmental factors. Personality 
disorders are highly heritable, and genetics play a 
significant role in their development [13–15]. 
Traumatic events during childhood further exac-
erbate this risk, and many individuals with per-
sonality disorders have experienced trauma and 
neglect [16–19]. Such trauma induces chronic 
stress and production of stress hormones that 
alter physiology and neurodevelopment [17]. For 
example, neuroimaging of adults with personal-
ity disorders shows differences in areas of the 
brain involved in processing emotions and inter-
preting social interactions, suggesting that under-
lying neuronal differences may contribute to 
difficulty with interpersonal relationships [20–
23]. Trauma alters neurotransmitter systems key 
to regulating emotions, such as serotonin, dopa-

Table 13.1 DSM-5 personality disorders [4, 5]

Classification Key features Potential challenges
Cluster A Odd, eccentric
Paranoid Suspicious, distrustful Hostility, unfounded accusations, or assumed 

malicious intent
Schizoid Socially distant Difficult to engage, disinterested
Schizotypal Strange behaviors and/or magical 

thinking
Refusing care for bizarre reasons; presentation 
may look like prodromal psychosis

Cluster B Labile, impulsive
Antisocial Disregard/violation of rights of others Experienced as threatening, charming, or 

manipulative
Borderline Interpersonal conflict, unstable 

self-image, impulsivity
Prone to splitting the team, may engage in 
self-harm

Histrionic Dramatic, attention-seeking Act out to gain attention from team members
Narcissistic Grandiose, need for admiration, lack 

of empathy
Belittling team members or questioning status

Cluster C Anxious, neurotic
Avoidant Socially inhibited, feelings of 

inadequacy
Inadequately relay history or avoid asking for 
clarification

Dependent Clinging, need to be cared for Appear to simultaneously seek and reject help
Obsessive- compulsive Rigid and perfectionistic Unreasonable or overly particular about care
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mine, and norepinephrine, and thereby likely 
contributes to pathology found in personality dis-
orders [17, 24–26].

 Differential Diagnosis

Any individual can manifest maladaptive behav-
iors and interpersonal dysfunction when under 
stress, so it is important to exclude other medical 
or psychological problems. Paranoia, neuroti-
cism, psychosis, emotionality, and erratic behav-
ior can be symptoms of a variety of mental and 
medical disorders. Establishing a time course of 
symptoms can aid in narrowing the differential. 
An abrupt or late-life personality change without 
signs of personality pathology earlier in life is not 
consistent with a personality disorder. Other 
causes such as a mood or psychotic disorder, 
post-traumatic stress disorder, substance use, 
delirium, or dementia should be investigated. 
Collateral information from social supports and 
outpatient providers is indispensable in determin-
ing the chronicity of personality changes.

The stressful ED environment can unmask 
maladaptive personality traits in psychologi-
cally tenuous patients. It is not necessary to for-
mally diagnose a personality disorder before 
considering the impact a patient’s personality 
structure might have on their presentation. 
Patients who exhibit just one feature of a per-
sonality disorder are at increased risk for sui-
cide, hospitalization, and social or occupational 
dysfunction [3]. In addition, a patient’s trauma 
history has implications for health-care deliv-
ery. Being aware of how a history of trauma can 
affect the way these individuals experience care 
in the ED can reduce the risk of re-traumatiza-
tion, improve the patient experience, and 
decrease potential conflict [27, 28].

 Management in the ED

Emergency settings demand that providers 
quickly establish rapport with patients to gather 
information and create a treatment plan. Yet rap-
port can be particularly challenging to establish 
with patients with personality disorders who have 

fundamental difficulties with interpersonal rela-
tionships. Clinicians often experience feelings of 
confusion, frustration, or helplessness in reaction 
to patients with personality disorders. These feel-
ings contribute to stigma toward individuals with 
personality disorders [11, 29]. Such stigma can 
negatively impact health-care delivery, even 
when not conscious on the part of the provider. 
Unconscious bias impacts not only patient- 
provider interactions but also diagnosis, treat-
ment decisions, and medical outcomes [30]. 
Acknowledging these feelings early in the patient 
encounter enables clinicians to employ behav-
ioral interventions to strengthen their rapport 
with patients and ultimately improve care [5].

When a patient arrives at the ED with a his-
torical diagnosis of a personality disorder or 
exhibits the symptoms or behaviors outlined in 
Table 13.1, the ED clinician should begin consid-
ering potential pitfalls in treatment and appropri-
ate management strategies. The following cases 
highlight common presentations of patients with 
personality disorders. The cases focus on Cluster 
B pathology as these traits are most commonly 
associated with difficult and disruptive patients in 
the ED.  The interventions described are exam-
ples of the management approach summarized in 
Table 13.2.

 Case Example 1: A Chronically 
Suicidal and Self-Harming Patient

A 27-year-old woman with a history of depres-
sion presents to the ED with superficial lacera-
tions to her upper arms, saying she wants to die. 
She shares tearfully that she has just recently bro-
ken up with her boyfriend, saying, “He was my 
whole world. Now I don’t know what I’m going 
to do.” The nurse spends a significant amount of 
time with her, listening and trying to comfort her. 
When the physician comes to see her, she gushes, 
“These are the best nurses I’ve ever had.” The 
physician initially feels a desire to protect and 
comfort the patient as she is quite distressed. 
However, a review of her medical record then 
reveals that she has been to the ED nearly weekly 
for the past several months with similar 
 complaints; the physician then feels frustrated 
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that she is abusing the ED and quickly loses his 
patience with her. He confronts her, saying, 
“You’ve been here three times this month. What’s 
different this time?” The patient yells at the phy-
sician and refuses to talk with him. The physician 
exits the room and informs the nurse that he was 
unable to perform a safety assessment due to the 
patient’s behavior. The nurse is confused because 
the patient was very pleasant with her.

This patient exhibits emotional dysregulation, 
non-suicidal self-injury, and a tendency to ideal-
ize some persons while devaluing others (split-
ting). She may meet criteria for borderline 
personality disorder (Table 13.1), although mak-
ing a diagnosis requires further history and col-
lateral. Regardless of whether she meets full 
criteria, behavioral interventions are the first line 
for management:

• Offer empathy and validation. While the 
intense emotionality displayed by the 
patient can feel manipulative, keep in mind 
that the patient is experiencing genuine dis-
tress. Empathy and validation should be 
offered through careful, active listening, 
naming emotions, and normalizing feelings. 
It may be valuable to say something like, 
“This is a really difficult situation. I can see 
that you’re upset. Does anything help you 
feel better in these situations?” This 
response acknowledges the patient’s dis-
tress while also encouraging her to use posi-
tive coping skills.

• Keep emotions in check. Here, frustration on 
the part of the physician further escalated the 
situation and interfered with the safety evalua-
tion. Because these patients evoke strong emo-
tional responses, providers need to be aware of 
their own emotions. Ideally, providers should 
maintain a positive regard for the patient, but 
even a neutral stance helps to defuse the situa-
tion. If a provider feels that emotions are run-
ning too high, taking a step back from the 
situation allows all parties to cool off.

The patient is eventually able to engage in 
safety planning and plans for discharge. When 
the physician returns to sign her out, she states 
that the social worker promised her a cab ride to 
her brother’s house 1 hour away. The physician 
angrily confronts the social worker, asking him 
why he did not update the team on this change to 
the plan. The social worker said he only offered a 
bus ticket, is hurt by the accusation, and attempts 
to avoid the physician for the rest of his shift.

• Maintain a consistent message. In this case, 
the patient may have misunderstood the social 
worker or stretched the truth in an attempt to 
meet her needs. Had the physician not already 
been upset by this patient’s previous behavior, 
he might have used a different approach to 
talk with his colleague. This case highlights a 
tendency of these patients to see individuals as 
either all good or all bad. This splitting lead to 
divisions among team members. Lapses in 

Table 13.2 Behavioral management of patients with a personality disorder in the ED

Keep emotions 
in check

Recognize that these patients elicit strong emotions; be aware of the emotional responses of 
various team members (positive and negative). Acknowledging your reaction to the patient can 
help you provide appropriate care. Do not allow your reaction to patient behaviors to overshadow 
legitimate safety or medical concerns.

Set limits Identify what boundaries are important to maintain and where there is flexibility; not all battles 
are worth fighting.

Maintain a 
consistent 
message

Communicate within the team so the patient receives a consistent message.

Offer empathy 
and validation

Acknowledge the real distress these patients experience; listen intently and validate the emotions 
that can be validated.

Reinforce 
appropriate 
behavior

Reinforce collaboration and engagement—this might include talking with the patient or offering 
comfort items. If safe to do so, disengage when the patient is disruptive. Often, patients get most 
attention from acting out, which reinforces these behaviors.
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communication both among team members 
and with the patient can lead to conflict. The 
solution to this pitfall is to maintain consistent 
communication among the ED team. Brief all 
team members on updates to the treatment 
plan. If concerned about miscommunication, 
the team might see the patient together to 
ensure the plan is clearly communicated.

 Case Example 2: A Disruptive 
and Demanding Patient

A 40-year-old male presents to the ED complain-
ing of chest pain. He appears to be in significant 
distress and is initially appreciative to the staff 
for their assistance. He makes frequent requests 
for a private room and a more comfortable bed, 
and when he is told this is not possible, he is 
belittling toward staff. When he is asked to pro-
vide urine for toxicology, he becomes angry and 
accuses the team of not taking his complaints 
seriously and “doing any test they can think of” 
to increase his hospital bill. He adamantly refuses 
to provide a urine sample, swears at the nurse, 
and throws his urinal across the room.

This patient is exhibiting both narcissistic and 
paranoid traits. He has a sense of entitlement 
when it comes to his medical care. He becomes 
angry when he perceives that his concerns are not 
being appropriately addressed. He is suspicious 
of doctors and the hospital system. The following 
interventions are helpful when working with 
angry or disruptive patients:

• Set limits. This patient’s behavior is unsafe, 
disruptive, and unsettling to providers and 
may interfere with the care of other patients. 
Set boundaries and clearly communicate 
expectations for behavior at the first sign of 
problems. It is still reasonable to use valida-
tion to try to de-escalate the situation and find 
common ground. However, contingencies for 
ongoing disruptive behavior should be clearly 
communicated to the patient and other staff 
members.

• Reinforce appropriate behaviors. Providers do 
not need to tolerate abusive language. Request 

that the patient stop swearing, and if that is 
ineffective, offer to return later. The offer to 
return may serve as positive reinforcement: “I 
can’t work with people when they swear at 
me. If you can stop, I’d like to try to help you 
now. Otherwise, I’ll come back in a little bit 
when the situation has cooled down.” Note 
that this remark specifically references that 
“the situation,” rather than “the patient,” needs 
to cool down; depersonalizing the episode 
helps prevent further escalation.

Staff is advocating for the patient’s immediate 
discharge. The physician is considering this until 
his repeat troponin returns as elevated and a 
repeat electrocardiogram is concerning for a 
myocardial infarction.

• Keep emotions in check. The team’s reaction 
to this patient’s disruptive behavior overshad-
owed his initial complaint of chest pain. 
Although difficult to do, it is the responsibility 
of emergency providers to look beyond behav-
iors to provide a thorough medical evaluation. 
Now that this patient is going to be admitted, a 
discussion regarding expectations for behav-
ior on the inpatient unit may help to reduce 
future conflict.

 Care Plans

While behavioral interventions form the bedrock 
of the management and treatment of personality 
disorders [31], it is difficult to maintain consis-
tency across multiple ED encounters. For fre-
quent ED utilizers, a care plan provides greater 
uniformity in care [32]. Care plans should be cre-
ated in collaboration with outpatient providers so 
that the patient’s treatment in the ED is consistent 
with long-term goals [33]. Plans might include 
information about when psychiatric hospitaliza-
tion is beneficial and guidance around disposition 
and safety planning. ED care plans should include 
the components described in Table 13.3 in order 
to decrease disruptive behaviors and reinforce 
adaptive ones. These plans help ensure the ED 
visit itself is not reinforcing by providing clini-
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cians clear, consistent guidelines around specific 
medications (e.g., benzodiazepines, opiates), and 
certain comfort measures (e.g., meals). A care 
plan also creates a reassuring treatment structure 
for providers who feel overwhelmed or frustrated 
by these patients.

 Pharmacologic Intervention

It is natural to want to offer anxiolytic medica-
tion to a patient in distress, out of desire to ease 
suffering and resolve disruptive behaviors. 
While medications may be indicated to treat 
comorbid disorders such as depression, anxi-
ety, and psychosis, there are no FDA-approved 
medications for personality disorders and no 
formal guidelines for treating agitation in 
patients with personality disorders. Patients 
with personality disorders are frequently pre-
scribed medication, especially benzodiaze-
pines, to address personality traits, but benefits 
are generally limited [34–36]. Unless toxicity 
is a concern, outpatient regimens should not be 
changed in the ED as changes may reinforce 
more frequent visits without benefit for the 
patient [35].

In cases of agitation, de-escalation with 
behavioral techniques should be the focus of the 
treatment plan. Medication should be reserved 
for behavior that poses a risk to the patient or 
staff or significantly interferes with care. First- 
line medications are benzodiazepines (loraze-
pam, diazepam) for agitation in the absence of 
psychosis and second-generation antipsychotics 

(olanzapine, risperidone, ziprasidone) or halo-
peridol for agitation associated with psychosis 
[37]. If medication is administered, the rationale 
for using medication should be clearly explained 
to the patient so that the patient does not interpret 
medication as punitive or a substitute for psycho-
social interventions [33].

 Safety Assessment and Suicide Risk

Some estimated 9–28% of individuals who com-
plete suicide and 55% of individuals who attempt 
suicide have a diagnosis of a personality disorder 
[38]. Borderline personality disorder is most 
closely associated with suicide attempts; emo-
tional dysregulation, affect lability, and non- 
suicidal self-injury are all risk factors for suicide 
and key diagnostic features of borderline person-
ality disorder. Approximately 50–90% of indi-
viduals with borderline personality disorder 
report engaging in suicidal behavior, and up to 
10% complete suicide [39]. It is theorized that 
frequent self-injury allows individuals to become 
practiced in suicidal behavior, which decreases 
fear of suicide and increases understanding of 
lethality [38]. While most of this chapter, and the 
literature in general, focuses on suicide risk in 
Cluster B personality disorders, Cluster A and C 
individuals are also at increased risk of suicide. 
The most important factor to consider when 
assessing risk in these individuals is the severity 
of comorbid depression [40].

When assessing safety in an individual with 
a personality disorder, particular attention 

Table 13.3 Components of an ED care plan

Recommended 
behavioral 
interventions

Description of effective ways to interact with the patient. What helps the patient when 
distressed? Does the patient have self-harm history in ED?

Medical treatment 
guidance

Management of chronic medical issues; appropriateness of providing refills from the ED

Medication 
recommendations

Guidelines regarding use of opiates, benzodiazepines, antipsychotics

Disposition 
planning

Appropriateness of hospitalization—specific warning signs that merit hospitalization

Safety plan and 
important contacts

Contact information for outpatient providers
Crisis plan, including ways to manage distress once patients leave the ED and important 
contacts
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should be paid to personality traits that could 
increase the individual’s risk for suicide, 
including emotional dysregulation, interper-
sonal conflict, impulsivity, anger, and social 
isolation [38]. Due to poor coping, individuals 
with personality disorders are at increased risk 
of suicide following certain adverse life events, 
such as breakups, financial problems, loss of 
job, or legal problems [41, 42]. Also consider 
unique traits that might interfere with assess-
ment of suicide risk. Patients might be unaware 
of or unable to articulate feelings of grief, 
shame, or hopelessness. Suicidal ideation may 
be withheld out of fear of appearing vulnera-
ble, being labeled a “bad” patient, or being 
involuntarily committed. Odd beliefs about 
medication or treatment options may lead to 
unintentional self-harm. Furthermore, an indi-
vidual may have developed a pattern of self- 
harming or expressing suicidal ideation to 
avoid abandonment or escape legal, financial, 
or housing problems.

 Violence Risk

The risk of violent behavior is elevated in patients 
with personality disorders, particularly those 
with Cluster B traits [39, 43, 44]. Impulsivity and 
affect dysregulation, paranoia, and narcissistic 
injury are all risk factors for violence. High 
comorbidity of personality disorders with sub-
stance use further compounds risk [43]. Antisocial 
traits are most strongly associated with violence, 
and a diagnosis of antisocial personality disorder 
increases an individual’s risk of violence inde-
pendent of any other signs or symptoms [44]. If a 
patient’s violent or threatening behavior is voli-
tional and does not appear to be the result of an 
underlying mental disorder, staff should consider 
involving law enforcement and filing criminal 
charges. If a patient has a history of violence, all 
providers should be informed of this history prior 
to interacting with the patient so they can take 
appropriate safety precautions. Additionally, pro-
viders should be familiar with the interpretation 
of Tarasoff laws in the state in which they prac-
tice [45].

 Disposition Planning

Developing a treatment plan should include eval-
uating symptoms and safety, gathering collateral, 
and coordinating with outpatient providers. 
Inpatient psychiatric hospitalization is not benefi-
cial to all patients and has not been shown to 
reduce suicide risk in chronically self-harming 
patients with personality disorders [37]. When 
contacted by the ED, outpatient therapists or case 
managers may share a crisis plan that includes 
alternatives to hospitalization.

The helplessness the patient exhibits may 
reinforce the provider’s sense of futility when 
caring for patients who repeatedly self-harm. ED 
clinicians should consider that each visit to the 
ED is an opportunity to build and reinforce the 
patient’s adaptive coping skills. Proven methods 
for risk reduction—including addressing access 
to lethal means, fostering connectedness to the 
community, and writing a safety plan—should be 
employed at every visit. Mobilizing social sup-
ports and providing psychoeducation to family 
and friends on how to reinforce adaptive coping 
skills help to prevent future visits. For patients 
without those supports, involving a crisis team or 
referring the patient to a community clubhouse or 
drop-in center can create connectedness with the 
community.

Return precautions should urge patients to 
seek help again if faced with overwhelming sui-
cidal ideation or aggressive impulses. This advice 
resembles that given to patients with a chronic 
medical illness with frequent exacerbations and 
reduces patients’ sense of alienation and rejec-
tion [45]. Follow-up telephone calls or postcards 
after discharge from the ED further reduce subse-
quent suicidal behavior. If these interventions are 
not available, leaving a caring message for the 
patient on the after-visit summary reduces the 
patient’s sense of isolation.

 Documentation

Providers may be tempted to document their 
strong reactions to these patients in the chart. 
Avoid this error. Pejorative or judgmental rheto-
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ric in the medical chart reflects poorly on the 
writer and increases the potential for litigation 
[45]. Documentation should remain descriptive 
and nonjudgmental; when in doubt, describe 
patient behaviors, rather than interpreting them. 
Additionally, it is important to document a ratio-
nale for discharge of high-risk individuals. This 
documentation may include differentiation of 
acute and chronic risk, the unlikelihood of an 
inpatient admission modifying a patient’s risk, or 
details of consultation with outpatient providers 
[46]. Even if a formal care plan is not developed, 
ED clinicians can aid their colleagues in the 
future by documenting effective behavioral inter-
ventions, the patient’s response to medication, 
details of the safety plan, and important social 
contacts.

 Conclusion

Patients with personality disorders present chal-
lenges to the entire treatment team in the ED and 
require extra time and emotional effort from the 
team. Providers who feel frustrated or manipulated 
should keep in mind that these patients are trying 
their best to feel better in the face of a chronic illness 
that affects their coping skills and interpersonal 
functioning. Clinicians should also keep in mind 
that these patients do get better: over the course of 
10 years, patients with personality disorders remit at 
rates comparable to those with depression [47]. 
Working with these patients, rather than in opposi-
tion to them, helps them obtain the care they need 
while also decreasing behavioral disruptions in the 
ED and reducing staff burnout.
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Malingering and Factitious 
Disorder in the Emergency 
Department

Rachel L. Glick

 Introduction

In malingering and factitious disorders, the 
patient pretends to be ill and intentionally causes 
his or her own symptoms. Physicians, who are 
trained to trust what patients tell them, have dif-
ficulty assessing and treating patients who lie. 
This chapter will review the diagnosis, assess-
ment, and management of these difficult patients 
and provide practical advice to the emergency 
department (ED) clinician.

Somatization is the bodily representation of a 
psychological need [1]. It is a common way for 
children to indicate that they need psychological 
support, such as when a child who is anxious devel-
ops a “tummy ache” to avoid school. In older chil-
dren and adults, somatization is considered a less 
healthy way to satisfy emotional needs. For patients 
with somatic symptom disorders, factitious disor-
ders, or malingering, somatization has become 
dysfunctional, impairing, and pathologic [1].

Malingering and factitious disorder are both 
forms of somatization in which the patient is 
aware of producing or feigning his/her symptoms 
[1]. The patient’s awareness is what distinguishes 
these two disorders from other somatic symptom 
disorders (see Table 14.1).

In malingering, the patient is motivated to 
seek secondary gain by using symptoms to get 
something or get out of something, such as avoid-
ing jail time by claiming to be suicidal [2]. In fac-
titious disorder, however, the motivation is 
unconscious—the patient desires to adopt the 
sick role to fulfill a psychological need, rather 
than other tangible benefits. This fulfillment rep-
resents primary or psychological gain. Primary 
gain is believed to decrease unconscious stress or 
anxiety [2]. Table  14.2 compares and contrasts 
the clinical features of malingering and factitious 
disorder.

The concept of malingering physical or psy-
chological complaints to one’s benefit for tangible 
gains is a relatively straightforward idea. The 
patient’s desire to take on the sick role for psycho-
logical needs is more difficult for many clinicians 
to understand. Regardless, both disorders chal-
lenge ED clinicians, who see their jobs as taking 
care of “real” patients, not those who do things to 
themselves or pretend to have symptoms.
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Table 14.1 Illness production and patient motivation 
among somatic disorders

Disorder
Mechanism of 
illness production

Motivation for 
illness behavior

Somatoform 
disorders

Unconscious Unconscious

Factitious 
disorder

Conscious Unconscious

Malingering Conscious Conscious
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 Malingering

 Case Example

A twenty-two-year-old man comes to the ED 
complaining of severe pain in his leg. He explains 
he was in a motorcycle accident a few days prior 
to this presentation, and although his leg was not 
broken, it was “bruised and banged up.” Nursing 
staff note that he was walking around the waiting 
room without a limp until he was aware of being 
observed, at which time he began limping and 
wincing in pain upon putting weight on this leg. 
Examination of his leg reveals some bruises and 
abrasions on his leg that are healing well. When 
the physician recommends ibuprofen for the 
pain, the patient says he knows he “needs 
Vicodin” because that is all that ever works for 
his pain. A review of his medical records shows 
he often comes to the ED requesting narcotics 
and that he has been given small amounts for 
various injuries in the past. The physician sus-
pects he is exaggerating his pain to obtain narcot-
ics unnecessarily.

According to DSM-5, malingering is given a 
v-code designation, suggesting it is not in and of 
itself a diagnosis. Rather, it is an issue that can be 
the focus of the clinical encounter [3]. 
Malingering is defined as “the intentional pro-
duction of false or grossly exaggerated physical 
or psychological symptoms, motivated by exter-
nal incentives such as avoiding military duty, 
avoiding work, obtaining financial compensa-
tion, evading criminal prosecution, or obtaining 
drugs” [4]. The DSM-5 notes that malingering 
behavior can be adaptive in some instances, for 

example, when a prisoner of war feigns illness to 
avoid torture [4]. Adaptive malingering can be 
seen in the ED when an abused person feigns ill-
ness to get away from their abuser, for example.

There is no gold standard for the diagnosis of 
malingering. The suspicion of malingering is 
based on an informed clinical evaluation. The 
DSM-5 lists some situations in which malinger-
ing should be suspected. The ED clinician might 
consider malingering when there is a discrepancy 
between the patient’s stated level of impairment 
and the objective findings, or if the patient is 
uncooperative with the assessment [4]. It is help-
ful to observe the patient when they do not know 
they are being observed, to see if the purported 
impairment persists [5]. Patients facing arrest or 
being evaluated in forensic settings might use 
medical complaints to avoid legal or other conse-
quences. Patients who are malingering often have 
vague, confusing, and unverifiable stories [6]. 
They often refuse testing.

Other elements of the patient presentation 
might lead the ED clinician to consider malinger-
ing. The physician should pay attention to the 
patient’s affect, as well as his or her degree of 
cooperativeness and guardedness with the exam-
iner. Patients who are malingering may exagger-
ate symptoms or appear to be acting, rather than 
feeling pain or anxiety [7]. Patients might ask 
specifically for controlled medications and can 
quickly be labeled “drug-seeking” by nursing 
staff and physicians. Alternatively, patients might 
demand letters for work, school, attorneys, court, 
or other entities to verify that they are ill. They 
often have comorbid antisocial personality disor-
der and substance-use disorders [5, 8].

To make a final diagnosis, the clinician must 
identify the external incentive that is driving 
malingering behavior and exclude other medical 
and psychiatric diagnoses. Malingering should 
be suspected in patients who have clearly evident 
secondary gain.

The incidence of malingering in the ED set-
ting is unknown, although one small study in an 
urban ED suggests that 13% of patients present-
ing with psychiatric complaints were suspected 
of seeking care for secondary gain [9]. 
Malingering using psychiatric symptoms appears 
to be more common in people dealing with the 

Table 14.2 Clinical features of malingering and factious 
disorder

Malingering Factitious disorder
Men > woman Women > men, except in 

Munchausen’s variant
Substance abuse Employment/training in 

medical field
Vague, unverifiable 
history

Vague, unverifiable history

Refuses tests, 
treatments, AMA

Not bothered by invasive 
procedures

Antisocial personality 
disorder

Borderline personality 
disorder
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legal system, while physical symptoms are more 
often associated with financial gain or disability- 
seeking behavior [3]. The preceding case illus-
trates a case suspicious for malingering.

Patients with malingering can engage in 
behaviors that are potentially harmful and lead to 
true medical emergencies. An example is a home-
less man who takes a friend’s nitroglycerin and 
goes to the ED reporting chest pain (and present-
ing with abnormally low blood pressure) in order 
to stay in the hospital for a few days. Patients 
may also feign overdose, as described in a recent 
report of a patient who claimed to have overdosed 
on enoxaparin [10].

 Factitious Disorder

 Case Example

A thirty-four-year-old medical assistant is 
brought to the ED unconscious and is found to 
have a blood glucose that is dangerously low. She 
is revived with intravenous dextrose in water and 
tells the physician that she has diabetes that has 
never been well controlled. She states that she 
has had many episodes of both hypo- and hyper-
glycemia that have led to hospitalizations. She 
lives in another city and has never been evaluated 
at this hospital. Her mother is at her bedside 
when the physician returns to discuss control of 
her diabetes. Her mother seems surprised and 
says that, as far as she knows, her daughter does 
not have diabetes. The patient then abruptly starts 
to dress and asks for paperwork to sign out 
against medical advice.

Factitious disorder is diagnosed, according to 
DSM-5, when three conditions are met:

• There is intentional production, or feigning, of 
physical or psychological symptoms.

• The motivation for symptom production is to 
take on the sick role.

• No external incentives drive the behavior [4].

Case reports of individuals with factitious dis-
order demonstrate the lengths to which patients 
will go to take on the sick role [5]. For example, 
one patient with factitious disorder injected feces 

under her skin to cause cellulitis, while another 
manipulated his urethra with a pencil to cause 
hematuria. Factitious disorder is more common 
in women than in men, and a preponderance of 
patients have studied or worked in a medical field 
[8, 11].

A subcategory of factitious disorder, 
Munchausen’s syndrome—named after the 
eighteenth- century traveling storyteller, Baron 
von Munchausen—is characterized by patients 
who travel widely and tell elaborate tales about 
their illnesses and treatments. These patients are 
career medical imposters. This term should be 
reserved for those with the most severe form of 
factitious disorder [5], but it is often misused in 
the lay press and even medical settings to describe 
all patients with factitious disorder. Interestingly, 
Munchausen’s syndrome is likely more common 
in men [8].

Finally, emergency providers must be aware 
of Munchausen’s syndrome by proxy. In this rare 
disorder, a parent or guardian causes a factitious 
illness in a child. Munchausen’s syndrome by 
proxy is child abuse, and most clinicians are 
required to report its occurrence to legal 
authorities.

The patient with factitious disorder is rarely 
identified as such in the ED setting. Persons with 
factitious disorder want to be a patient: They are 
more or less compliant in the ED setting, although 
their histories may be vague and inconsistent. 
Patients often produce findings on examination, 
falsify lab results, or tell stories that lead to 
appropriate treatment for the illness they are fab-
ricating. Sometimes, they present with complica-
tions from treatment of the feigned illness [7]. 
Case reports describe numerous examples of fac-
titious disorder, ranging from hypoglycemia 
caused by use of insulin to sepsis due to multiple 
traumas [12–14].

Some clues help the clinician consider the 
presence of factitious disorder. Factors sugges-
tive of factitious disorder include multiple hospi-
tal admissions, lack of verifiable history, social 
isolation and few interpersonal connections, 
early history of serious or chronic illness, multi-
ple scars, failure to respond to typical treatments, 
and comorbid personality disorder, particularly 
borderline personality disorder [8].
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During the assessment, a patient with facti-
tious disorder might lack concern for his or her 
serious clinical situation or appear unbothered by 
the prospect of invasive or painful procedures. 
Patients might also describe resistance to typical 
treatments. For example, a young woman 
reported to have Bartter’s syndrome is admitted 
for bradycardia because of low potassium levels. 
Yet her potassium levels do not increase with 
supplementation. The team grows suspicious and 
orders a furosemide level from a research lab. 
The results show that the patient is taking a 
diuretic to lower her potassium, despite the risk 
of arrhythmia. Again, these presentations are dif-
ficult to recognize in the ED, since the patient has 
become legitimately ill as a result of what he/she 
has done to him/herself and may well require 
ongoing hospital care. Typically, extended obser-
vation and repeated clinical encounters are 
required to definitively make the diagnosis.

 Management

Patients with malingering and factitious disorder 
can present with almost any symptom or com-
plaint. The ED physician must first focus on rul-
ing out medical illness and treating any true 
pathology that is found. Both malingering and 
factitious disorder are diagnoses of exclusion: 
The patient must be evaluated for emergent phys-
ical or psychological illness before a diagnosis of 
malingering or factitious disorder is made.

If either malingering or factitious disorder is 
suspected, attempts should be made to obtain old 
records and collateral information to inform the 
diagnosis. Often, patients with these disorders 
will present at off hours, when they suspect less- 
seasoned providers will be on duty [5]. They also 
may travel from ED to ED, such that recording a 
full history of contacts with the healthcare sys-
tem is difficult.

Once deception is suspected, the ED clinician 
can manage these disorders with several tenets in 
mind: avoid invasive procedures, extensive evalu-
ations, and unnecessary hospital admissions. 
Appropriate limits must be set around further 
tests and medications. For example, in the first 
case example, the patient requests opioids for 

severe pain but does not have objective findings 
and appears well when he thinks he is unob-
served; he should not be provided opioids. 
However, patients who have already harmed 
themselves, such as the patient who has manipu-
lated her skin so that she now has cellulitis, need 
medical care regardless of the initial cause.

Healthcare professionals must also be aware 
of their own reactions toward these patients. 
Common reactions to malingering or factitious 
patients include anger, frustration, injustice, and 
a need for vengeance [15]. Clinicians must keep 
in mind that these patients have psychological 
needs and simply do not know how to deal with 
their pain and/or satisfy their needs in more 
appropriate ways.

In the ED, clinicians may find it more produc-
tive to focus on the patient’s most pressing needs. 
When the patient reports a long history of symp-
toms, why is he or she in the ED now? What does 
the patient need that has led him/her to seek your 
help at this particular time? Asking this question 
allows the provider to ascertain the “real” reason 
the patient is presenting now, while reducing the 
strong reactions provoked by the patient’s decep-
tive behaviors. The clinical interaction may then 
focus on what the patient is requesting and 
whether you can help with that request. For 
example, a patient presents to the ED complain-
ing of pain that started with a car accident 2 years 
ago. He wears a neck brace and insists that he 
needs X-rays today. There are no objective find-
ings on exam, and X-rays are normal. When the 
physician questions why he is in the ED now, he 
explains he needs a doctor to fill out disability 
forms to take to his new lawyer.

Long-term psychiatric treatment options for 
both conditions are limited [8]. Nevertheless, 
psychiatric consultants may assist in the evalua-
tion and management of these patients. The con-
sultant will often help identify risk factors for 
deceptive disorders in ambiguous cases. Often, 
the consultant’s greatest help is less for the 
patient directly and more for staff, who are strug-
gling with negative feelings toward the patient.

There is debate in the literature about the wis-
dom of confronting deceptive patients. Patients 
who are confronted rarely admit the deception 
[5]. Patients with both malingering and factitious 
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disorder will often leave the hospital if con-
fronted with medical staff suspicion of their 
story, as illustrated in the second case example. A 
better (and more difficult) approach is to give 
them a face-saving way out of the situation.

ED clinicians should document suspected 
malingering or factious disorder, albeit carefully. 
Documentation should honestly summarize find-
ings and reasons for your suspicions. Some legal 
experts suggest describing the patient’s behavior, 
rather than using the words “malingering” or 
“manipulative,” since both can be seen as pejora-
tive. For example, in the first case example, one 
might document, “The patient reported severe pain 
and inability to walk but was observed walking 
with no limp or apparent discomfort in the waiting 
area. No opioids were prescribed.” Table  14.3 
summarizes recommendations for the manage-
ment of malingering and factitious disorders.

 Conclusion

Patients with malingering and factitious disorders 
present unique challenges to the emergency clini-
cian. In the busy setting of an ED, where patients 
face life-and-death situations, the presentation of 
a person who is making him or herself sick or pre-
tending to be sick is extremely frustrating. The 
clinician should try to put aside any negative feel-
ings toward these patients and remember that 
these presentations are maladaptive behaviors to 
meet certain needs. These patients must be evalu-
ated for true medical needs, while providers set 
appropriate limits and carefully document objec-
tive findings and medical decision-making.
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Table 14.3 Suggested management of factitious disor-
der and malingering in the ED

Rule out serious medical illness
Treat injuries or conditions produced by the patient
Review records/get collateral history if possible
Avoid iatrogenic injuries
Set limits
Manage negative feelings toward the patient
Document management and medical decision-making
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The Patient with Delirium 
and Dementia in the Emergency 
Department

Samidha Tripathi, Kristen Baker, and Carly Eastin

 Introduction

You are working in the emergency department 
one night when a young male brings in his agi-
tated brother with a history of schizophrenia, 
stating, “His schizophrenia is acting up again.” 
You watch as the patient is brought back to a 
room, intermittently thrashing about the stretcher. 
You are able to calm him long enough to obtain 
vital signs and check his glucose, which is shock-
ingly low. The nurse swiftly obtains IV access 
and gives him dextrose-containing fluids. To the 
brother’s astonishment, the patient’s status imme-
diately reverts back to normal. You realize this 
change in mental status was secondary to delir-
ium caused by hypoglycemia. The patient reports 
he forgot to eat after taking insulin, causing this 
predicament. As further diagnostic studies are 
underway, you learn of an impending case of 
Alzheimer’s dementia found wandering outside 
the nursing home …

According to DSM-5, dementia and delirium 
are considered neurocognitive disorders, which 

represent cognitive decline from a previously 
attained level of functioning [1]. Since symptoms 
of delirium, dementia, and primary psychiatric 
disorders often overlap, this chapter will focus on 
how to differentiate those with medical illnesses 
so appropriate treatment is provided.

 Delirium

The DSM-V criteria for the diagnosis of delirium 
consist of a disturbance in attention (ability to 
focus and sustain attention) and awareness 
(reduced orientation to the environment) that 
develops over a short period of time. Delirium 
tends to fluctuate in severity throughout the day 
and is associated with an additional cognitive 
deficit (memory, disorientation, language, or per-
ception) attributable to a medical condition, sub-
stance intoxication, or withdrawal. Delirium may 
be considered hyper- or hypoactive, and the 
patient may switch between the two states [1].

Patients with hyperactive delirium may pres-
ent as hypervigilant, restless or agitated, para-
noid, and can report perceptual disturbances. The 
hypoactive form will present as increased leth-
argy, somnolence, psychomotor retardation, and 
might often be overlooked by physicians or be 
mistaken for depression [2–3]. Approximately 
10% of older patients in the emergency depart-
ment present with delirium, which was only 
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acknowledged by healthcare providers in 25% of 
cases [4]. Of those patients admitted to the hospi-
tal with known dementia, 46% had superimposed 
delirium, wherein the recognition of such cause 
is unknown [5].

 Causes of Delirium

The three most prevalent causes of delirium are 
toxic ingestions or withdrawal, infection, and 
fluid/electrolyte imbalance, but these are often 
overlooked in the acute setting [6]. A study in 
Mississippi found 64 cases of patients admitted to 
psychiatric facilities who were found to actually 
have unrecognized medical emergencies. In this 
case series, the diagnoses most often missed were 
severe intoxication, drug/alcohol withdrawal/
delirium tremens, and prescription drug overdose 
[6]. An expanded but not all-inclusive list of delir-
ium etiologies can be seen in Table 15.1.

 Intoxications

A significant number of the undiagnosed emer-
gencies in the aforementioned study were sec-
ondary to drug and alcohol intoxication. In 
ethanol intoxication (such as beer, wine, or 
liquor), patients may present with euphoria, emo-
tional lability, and disinhibition. They may appear 
flushed and diaphoretic, with slurred speech and 
incoordination. Patients who have consumed 
toxic alcohol (such as methanol, ethylene glycol, 
or isopropyl alcohol) may also present with the 
same symptoms as in ethanol ingestion, bolster-
ing the importance of adequate history. Opiate 
intoxication presents with pinpoint pupils, nau-
sea, vomiting, decreased respiratory drive, 
decreased blood pressure associated with leth-
argy, and, at times, agitation. Benzodiazepine 
intoxication often results in drowsiness with 
slurred speech. However, some cases of paradox-
ical excitation might exhibit hallucinations, hos-
tility, psychosis, delirium, and seizures. Users of 
synthetic cannabinoids (such as “K2” or “Spice”) 
may present with nausea, burning sensation in 
their eyes, dilated pupils, hot flushes, diaphore-
sis, and agitation. Stimulant use like cocaine and 
methamphetamines can lead to a sympathomi-
metic response, which is characterized by 
increased heart rate, blood pressure, and temper-
ature; dilated pupils; psychosis; agitation; and 
extreme, possibly violent, muscular activity. 
Similarly, phencyclidine (PCP) intoxication may 
present with euphoria, auditory hallucinations, 
and visual distortions, nystagmus, disconnection 
from reality, and aggression, which may be 
severe, with “superhuman strength” [7].

 Withdrawal

In a similar context, those in withdrawal may also 
suffer behavioral disturbances. Patients with opi-
ate withdrawal may have dilated pupils, nausea, 
vomiting, diarrhea, abdominal pain, runny nose, 
excessive tearing, and insomnia. Opiate 
 withdrawal is unpleasant but not life-threatening. 
Benzodiazepine withdrawal, however, may be 
life-threatening. Benzodiazepine withdrawal is 
characterized by agitation, hallucinations, confu-

Table 15.1 Causes of delirium

Category Cause
Emergency Shock

Hypoxia
Hypoglycemia
Electrolyte/acid–base disturbance
Thyroid storm
Hyperthermia/hypothermia
Delirium tremens
Toxic alcohol ingestion
Wernicke’s encephalopathy
Intracranial disturbance (trauma, 
abscess, etc.)

Medications/
drugs

Illicit drugs/alcohol

Drug and alcohol withdrawal
Anticholinergic medications/drugs
Medications in overdose

Neurologic Seizure/post-ictal state
Hypertensive encephalopathy

Endocrine Hyperthyroidism/hypothyroidism
Diabetes mellitus and DKA/HHS

Metabolic Hepatic encephalopathy
Renal failure

Infectious Encephalitis/meningitis
Neurosyphilis
Urinary tract infection
Pneumonia
Sepsis
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sion, tremors, restlessness, and seizures. 
Likewise, alcohol withdrawal can also be life- 
threatening. Alcohol withdrawal is characterized 
by four stages, all of which do not necessarily 
occur in a single individual. The first stage con-
sists of tremulousness, which begins 6–24 hours 
after cessation of alcohol and is characterized by 
high blood pressure, high heart rate, tremor, and 
a normal mental status. The second stage, or 
alcoholic hallucinosis, consists of visual halluci-
nations and formication (tactile hallucinations) 
with preserved sensorium. The third stage, which 
typically peaks at 24–48 hours, can present with 
seizures. The fourth and potentially lethal stage is 
delirium tremens [7], which occurs after between 
24 and 96 hours of abstinence and consists of 
elevated heart rate, elevated blood pressure, 
hyperthermia, confusion, hallucinations, agita-
tion, and disorientation. The mortality for delir-
ium tremens may be up to 20%. Ethanol level can 
still be elevated (greater than 0) during with-
drawal [8].

 Overdose

Prescription medication overdose can also pres-
ent as behavioral disturbances. MAOI (mono- 
amine oxidase inhibitor)-related hypertensive 
crisis can occur as a result of a “cheese reac-
tion” due to consumption of tyramine-rich food. 
This reaction is characterized by sympathomi-
metic symptoms, which begin within 30–90 
minutes from ingestion. A typical presentation 
includes headache, elevated blood pressure, ele-
vated heart rate, diaphoresis, and agitation, 
which may lead to seizures and coma. 
Carbamazepine in overdose can lead to dizzi-
ness, heart conductance disturbances, restless-
ness, confusion, aggression, drowsiness, and, 
eventually, coma. Lithium toxicity can lead to 
potentially lethal outcomes. Acute manifesta-
tion includes nausea, vomiting, tremor, agita-
tion, and weakness. Progression of acute toxicity 
can manifest as confusion, slurred speech, 
decreased blood pressure, neuromuscular 
involvement leading to ataxia, renal failure, con-
vulsions, and coma. Anticholinergic toxicity is 
associated with a wide variety of medications, 

ranging from tricyclic antidepressants to diphen-
hydramine use. A mnemonic used to remember 
the symptoms of anticholinergic toxicity is “Hot 
as a hare, dry as a bone, blind as a bat, and mad 
as a hatter,” which note the cardinal symptoms 
of fever, dry skin, dry mucous membranes, 
dilated pupils, and agitation with altered mental 
status [7]. Medication overdose and toxicity 
occur in patients of all ages, and prudent care 
must be taken to appropriately care for these 
patients.

 Other Important Considerations

Hypoxia or anoxia, temperature fluctuations, 
electrolyte imbalances such as glycemic shifts, 
abnormal acid–base status, and hypo or hyperna-
tremia may also contribute to altered mental sta-
tus and should be investigated further [7].

Infection is another common cause of delir-
ium, particularly in the elderly. Young patients 
with delirium secondary to infection are more 
likely to be suffering from meningitis or enceph-
alitis, while elderly patients are more likely to 
have pneumonia or a urinary tract infection.

 Identification and Workup 
of Delirium

In patients with altered mental status or acute 
behavioral disturbances, a thorough history and 
physical examination is the first step in achieving 
an accurate diagnosis. This examination should 
place emphasis on identifying underlying medi-
cal conditions, like urinary tract infections or 
recent falls, toxidromes, or medication interac-
tions. There are several key characteristics to fur-
ther assist in differentiating between a primary 
psychiatric illness and delirium. Primary psychi-
atric illness does not cause decreased level of 
consciousness, abnormal vital signs, or focal 
neurologic deficits. In other words, unless there is 
an underlying medical condition or intoxication, 
the patient should be alert and neurologically 
intact. And while psychiatric disorders may also 
include perceptual disturbance like auditory and 
visual hallucinations, visual or tactile should 
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raise suspicion for a medical etiology [6]. 
Additionally, new onset of psychosis in older 
adults should also prompt further workup [7]. 
Tests to consider in a delirious patient include, 
but are not limited to, complete blood count, glu-
cose, basic metabolic panel, liver function tests 
with ammonia level, urinalysis, chest X-ray, lum-
bar puncture, electrocardiogram, and/or a head 
CT [7].

 Assessment of Delirium

Several instruments for diagnosing and assessing 
the severity of delirium have been created. The 
Confusion Assessment Method (CAM) and the 
Delirium Rating Scale-Revised Edition (DRS-
R- 98) are both based on DSM criteria and are 
considered reliable and valid. The CAM is con-
sidered to be relatively easy to use and under-
stand. DRS- R-98 is relatively comprehensive and 
sensitive to change, and so may be useful for 
monitoring patients over time [9].

 Management of Delirium

The management of delirium includes identify-
ing and managing the underlying cause. 
Measures must be taken to monitor and ensure 
safety of an agitated patient and staff. 
Environmental interventions like minimizing 
noise, fall prevention, proper illumination, lim-
iting use of restraints, cueing, and redirection 
are an integral part of treatment [10]. 
Pharmacological intervention may be required 
in cases of severe agitation to ensure safety of 
patient and staff. Both typical (haloperidol) and 
atypical antipsychotics (olanzapine, risperi-
done, quetiapine, and aripiprazole) have been 
shown to be equally effective in the treatment of 
delirium. Atypical antipsychotic use is often 
preferred, due to lower risk of extra- pyramidal 
side effects and better tolerability. These are 
typically offered in oral formulations, with 
olanzapine being the only parenteral option 

available in intramuscular form. Finally, acutely 
delirious patients should be admitted for stabili-
zation until the delirium resolves [11–12].

 Dementia

The DSM-5 defines dementia, now known as 
major neurocognitive disorder, as cognitive 
decline with impairment in cognitive perfor-
mance that may affect independence [1]. Several 
subtypes of dementia can lead to alterations in a 
patient’s personality and emotional control caus-
ing irritability and disinhibition.

As compared to delirium, dementia is insidi-
ous in onset, with a clear sensorium and no alter-
ations in attention. Each type varies in age of 
onset, progression, and features, and can mani-
fest behavioral disturbances [13–14]. Table 15.2 
below summarizes several subtypes of dementia 
with their age of onset, progression, and 
features.

Several studies have shown that patients with 
previously diagnosed psychiatric disorders are 
at increased risk of developing dementia. 
Delirium also accelerates cognitive decline in 
dementia [15–16]. In 2015, investigators in 
Denmark revealed that patients with schizo-
phrenia had an almost two-fold increased risk of 
dementia, particularly in patients less than 65 
years old [17]. Another Denmark study showed 
that the risk of dementia increases with the 
number of episodes of depression and bipolar 
disorder that lead to admission. The study calcu-
lated that the rate of dementia increased 13% 
with every depressive episode requiring admis-
sion, and 6% with every bipolar episode leading 
to admission [18]. Furthermore, in patients 
diagnosed with depressive “pseudo-dementia,” 
when cognition and function could be entirely 
restored to normal if depression was adequately 
treated, approximately 40% ultimately devel-
oped dementia. With the above in mind, it is 
prudent to monitor the cognition of patients 
with psychiatric disorders, as dysfunction may 
not be minor or temporary [19].
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 Workup of Dementia

An accurate and detailed history is essential to 
diagnosis of dementia. Onset of symptoms, pro-
gression, and level of functional impairment are 
important considerations during assessments. 
Evaluation to identify potentially reversible 
causes like vitamin deficiency can proceed simul-
taneously [20].

Evaluating cognitive dysfunction requires 
involvement of family or other independent 
observers (not just the patient). Cognitive abili-
ties should be screened and documented using 
the Folstein Mini-Mental State Examination 
(MMSE). A maximum of 30 points can be 
awarded based on responses that evaluate orien-
tation, registration, attention, calculation, and 
visuospatial domains [21]. Typically, a score of 
24 or less is considered suggestive of dementia, 

with a sensitivity and specificity of 87% and 
82%, respectively. Limitations of the MMSE 
include few pure recall items and a relatively low 
sensitivity to early or mild cognitive impairment 
(MCI), particularly in highly educated individu-
als. It is also not sensitive to frontal lobe dysfunc-
tion. The Mini-Cog is a time-efficient and 
clinically efficient bedside measure with similar 
sensitivity and specificity for dementia. The test 
includes three-word recall and clock drawing test 
[22].

The Montreal Cognitive Assessment Battery 
(MoCA) was developed for the assessment of 
MCI and includes expanded assessments of 
visuospatial and executive function. It has excel-
lent sensitivity for MCI (90%) compared to a 
clinical evaluation in a memory clinic [23]. It is 
now gaining popularity, as it is freely available 
and can be administered easily at the bedside. It 
is available in multiple languages, including both 

Table 15.2 Types of dementia

Type of dementia Age of onset
Onset and 
progression Cognitive features Behavioral features

Alzheimer’s Early: 
40s–50s; 
late: 
70s–80s

Insidious and 
gradual

Decline in memory Depression, apathy, irritability, 
agitation, combativeness, wandering

Frontotemporal 20s–80s; 
50s most 
often

Insidious and 
gradual

Decline in executive 
function; spares 
learning/memory and 
motor function

Disinhibition, apathy, loss of inertia, 
compulsive, hyperorality

Lewy body 50s–80s Insidious and 
gradual

Fluctuating decline in 
executive function

Visual hallucinations, delusions, 
Parkinson’s, and REM sleep behavior 
disorder features

Vascular Variable Variable Decline in executive 
function

Variable

Traumatic brain 
injury

Variable Presents 
immediately

Variable Loss of emotional control, 
personality changes, suspicion, 
irritability, aggression

HIV Variable Variable with 
fluctuant course

Variable Loss of emotional control, irritability

Prion Variable Insidious and 
rapid

Variable Problems with appetite, anxiety and 
sleeping

Parkinson’s 50s–80s Insidious and 
gradual

Variable Apathy, depression, anxiety, 
hallucinations, delusions, personality 
changes, REM disorder

Huntington’s 30s–40s Insidious and 
gradual

Variable Depression, apathy, irritability, OCD 
symptoms, disinhibition, impulsivity, 
impaired insight
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a version for the visually impaired and a tele-
phone version.

A complete physical and neurological exami-
nation is necessary to identify comorbid medical 
illnesses that maybe affecting cognition. Apraxia, 
focal deficits, gait abnormality, and pyramidal or 
extrapyramidal motor deficits can suggest neuro-
logical etiology. Laboratory testing should be 
considered to identify potentially reversible con-
ditions that may mimic dementia. Common tests 
include complete blood counts (CBC), chemistry 
panels, erythrocyte sedimentation rate, thyroid 
function tests (thyroid-stimulating hormone, or 
TSH, and free thyroxine, or FT4), a vitamin B12 
level, a thiamine level, and a syphilis screening 
[20].

Brain imaging (magnetic resonance imaging 
(MRI) or computed tomography (CT)) is recom-
mended for all patients to identify structural, 
demyelinating, inflammatory, or vascular etiolo-
gies. There is no consensus guideline recom-
mending one imaging modality over the other 
[24].

 Management of Dementia

The best way to manage behavioral disturbances 
in dementia depends on the severity of the symp-
toms. Reversible causes like delirium, pain, 
comorbid medical illness, medications, and envi-
ronmental factors must be addressed. In patients 
with mild–moderate disturbances, non- 
pharmacological approaches like cognitive train-
ing, exercise, family training, or environmental 
training should be the primary intervention [25].

Cholinergic deficiency contributes to the 
neuropsychiatric symptoms of Alzheimer’s dis-
ease, and cholinomimetic therapies such as 
cholinesterase inhibitors (donepezil, rivastig-
mine, galantamine) are being utilized for treat-
ment as well [26]. Low-dose atypical 
antipsychotics can be considered for manage-
ment of agitation and behavioral disturbances, 
though literature supporting its use is limited. 
Antidepressants and anxiolytics can help with 
depression and anxiety. Lastly, in those with 
mania-like symptoms and aggression, mood 

stabilizers and/or atypical antipsychotics 
should be used. Prior to initiating medications, 
environmental factors should be adjusted when-
ever possible. Loneliness may be treated by 
interaction with those with positive relation-
ships with the patient, videotapes of family 
members, and contact with animals. Boredom 
is best alleviated with both structured and 
unstructured stimulation, including but not lim-
ited to music and items with which to play, such 
as aprons with buttons. Patients with a need to 
wander should be encouraged to walk in shel-
tered gardens. Those who need to hoard should 
be provided bags and safe areas where they 
may “shop” for their treasures, after which they 
may be restored to their rightful owners [27].

As the population continues to age, there are 
increasing numbers of elderly patients with psy-
chiatric disorders and dementia, leading to the 
formation of a geriatric psychiatry unit. These 
have become a key part of treatment, as patients 
with dementia are particularly vulnerable in acute 
hospitals to environmental change and communi-
cation difficulties. Some of the key characteris-
tics of joint geriatric/psychiatric wards are joint 
medical care by geriatricians and psychiatrists, 
securing the home environment to facilitate reha-
bilitation and maintain independence, patient- 
centered care, dedicated multidisciplinary team 
and continuity of care, good community links to 
facilitate safe discharge, and specialized training 
of staff to manage behavioral problems without 
recourse to physical or pharmacological restraint. 
These wards have many potential advantages in 
hospital care of the frail and elderly, and are 
being evaluated for clinical and cost- effectiveness 
worldwide [28].

Patients presenting with behavioral distur-
bances may have these changes secondary to 
delirium and dementia. As discussed above, 
delirium is acute in onset and is characterized by 
a disturbance in consciousness with a change in 
cognition, while dementia is more gradual in 
onset and is characterized by intellectual impair-
ment that may interfere with functioning. Care 
must be taken to ensure patients with neurocogni-
tive disorders are accurately diagnosed and cared 
for to ensure the best outcomes.
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Excited Delirium Syndrome: 
Diagnosis and Treatment

Michael P. Wilson and Gary M. Vilke

 Introduction

Excited delirium syndrome (ExDS) is a specific 
type of agitation in which individuals typically 
present in an extremely violent and uncontrolla-
ble manner. The actual existence of ExDS, which 
is not currently listed in the APA Diagnostic and 
Statistical Manual (DSM), has been criticized by 
some as having been “invented” to classify and 
ultimately justify deaths that occur in highly agi-
tated individuals during police arrest and 
restraint. Many researchers, however, believe that 
ExDS has a long history and has been described 
using various terms over the past two centuries. 
Although ExDS does not always result in death, 
it does carry relatively high mortality compared 
to other acute behavioral emergencies. Similar to 
delirium generally, ExDS is a behavioral mani-
festation of a medical emergency. Knowledge of 
this condition is therefore significant for individ-
uals who take care of patients in the acute setting, 
both in and out of the hospital. This includes law 

enforcement officers, emergency medical system 
(EMS) providers, critical care psychiatrists, and 
emergency physicians.

Forensic pathologists and medical examiners 
have generally applied the term “Excited 
Delirium” retrospectively to describe findings in 
a subgroup of patients with delirium who died 
suddenly while in police custody [1]. Patients 
with ExDS, due to their extreme aggressiveness, 
bizarre behaviors, and violent tendencies, have 
therefore traditionally first been encountered by 
law enforcement and prehospital personnel. As 
these patients are often transported to an emer-
gency department (ED), they are also cared for 
by emergency medicine clinicians.

Excited delirium syndrome, also previously 
called agitated delirium, has defied a natural uni-
fying definition. There are no specific biologic 
tests or imaging studies that can be used to make 
the diagnosis, but like other medical syndromes, 
ExDS is a specific clinical presentation with a 
host of common features. The more features 
present, the more likely the diagnosis [2]. ExDS 
is generally defined as altered mental status due 
to delirium, combined with severe excitement or 
aggressiveness, in which other medical etiologies 
have been excluded. This severe agitation often 
attracts the attention of law enforcement, due to 
the sometimes bizarre and aggressive public pre-
sentations of individuals with ExDS.  Although 
other signs and symptoms are variable, most 
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experts agree that ExDS patients typically dis-
play several of the following [1, 2]:

• Imperviousness to significant pain
• Rapid breathing
• Sweating
• Extreme agitation
• Constant or near constant physical activity
• Elevated temperature/hot to the touch
• Lack of response to verbal commands by 

police
• Lack of fatiguing
• Unusual or superhuman strength
• Inappropriate clothing for the environment 

and/or
• Keening (unintelligible animal-like noises)

Tolerance to pain is an almost universal fea-
ture, displayed by nearly every patient with 
ExDS.  As is implied in the syndrome’s name, 
these patients also generally have an acute cogni-
tive impairment, with a waxing and waning 
course. Thus, they have a true delirium. This 
combination of the above-noted signs and symp-
toms is particularly lethal, with a mortality rate as 
high as 11% based on limited epidemiologic data 
[3].

 History

ExDS is felt by most experts to be related to 
Bell’s mania, a clinical presentation that was first 
described in the medical literature in the mid- 
1800s. In 1849, Dr. Luther Bell, the superinten-
dent of the McLean Asylum of the Insane in 
Somerville, Massachusetts, described 40 cases of 
a unique clinical condition that seemed “scarcely 
suited for the cares of an institution for the 
insane” [4]. Instead, continued Bell, “his physi-
ognomy and articulation are rather those of fever 
and delirium.” This syndrome had a high mortal-
ity rate, with nearly 75% of cases ending in death. 
Bell’s initial report was followed by several sub-
sequent similar reports. A 1934 review by Kraines 
noted several patients who had a “syndrome of 
sudden onset, with over-activity, great excite-
ment, sleeplessness, apparent delirium, and dis-

torted ideas; without any clear evidence of a 
definite toxic infectious factor” [5]. Kraines also 
noted that a standardized nomenclature for this 
syndrome did not yet exist, and at that time, simi-
lar cases were described in the medical literature 
from across the country, as well as in Europe, 
variously referred to as Bell’s mania, acute deliri-
ous mania, delirium grave, acute delirium, spe-
cific febrile delirium, acute psychotic furors, or 
collapse delirium.

The descriptions of ExDS-like presentations by 
Bell and Kraines in the late 1800s and early 1900s 
were noted in the medical literature mainly as case 
reports, until the 1950s when the introduction and 
increased utilization of antipsychotics like chlor-
promazine became more common in psychiatric 
facilities for the treatment of acutely agitated 
patients. As agitated psychotic individuals were 
more aggressively treated with pharmacologic 
therapy, the reporting of the ExDS-like deaths 
essentially disappeared from the medical literature. 
With effective treatment to interrupt the progres-
sively worsening delirium and excitation, mortality 
from this condition, which was nearly 75% when 
first described, was reduced dramatically.

In the 1980s, reports of an ExDS-like syn-
drome started to reappear in the medical litera-
ture. Unlike previous reports, which concerned 
patients in psychiatric facilities, these new cases 
were being reported by medical examiners from 
autopsy findings. Also novel was the fact that 
these cases appeared to be in young men without 
a previous psychiatric illness, in association with 
recreational cocaine use. The first use of the term 
“Excited Delirium” was in a 1985 report by Wetli 
and Fishbain, who described seven cases of an 
agitated delirium in association with illicit drug 
use [6]. While all cases in this series were eventu-
ally fatal, deaths in these individuals differed 
from a typical cocaine overdose in two signifi-
cant ways. First, extreme agitation and aggres-
sive behavior preceded the deaths, even though 
postmortem levels of cocaine were more typical 
of recreational use than overdose. Second, unlike 
death from a typical cocaine overdose, none of 
these seven patients had preterminal seizures. 
Wetli and Fishbain warned of the potential for 
sudden death in conjunction with this “Excited 
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Delirium” syndrome, and this term is now pre-
ferred in the medical literature.

Despite the many descriptions of ExDS since 
the time of Bell, some civil rights advocates have 
claimed that the syndrome was invented by police 
and lawyers to absolve them of guilt for sudden 
deaths that occurred while placing and maintain-
ing individuals in police custody. However, in 
2004, the National Association of Medical 
Examiners published a position paper that recog-
nized the existence of an excited delirium syn-
drome as a medical diagnosis for the first time 
and rejected the idea that deaths were caused by 
restraint or TASER use [7–10]. In 2009, the 
American College of Emergency Physicians pub-
lished a white paper report, also recognizing the 
existence of the syndrome [1], and some review 
papers and a textbook have since been written on 
the topic to improve the understanding of and 
provide education about this syndrome [11–19]. 
With the additional research in the field, there is 
currently a greater awareness and knowledge that 
ExDS is a distinct type of medical emergency 
with potentially lethal consequences.

 Diagnosis and Etiology

Diagnosis of ExDS is often challenging, as many 
causes and clinical features of ExDS overlap with 
other disease states. Stimulant intoxication, 
hypoglycemia, thyroid storm, seizures, or head 
injury, for instance, can cause agitation and 
aggression similar to ExDS [20]. If there is a 
medical condition or diagnosis that is responsible 
for the symptoms consistent with ExDS, then the 
patient does not have ExDS. ExDS is, therefore, 
a diagnosis of exclusion.

The exact etiology of ExDS is unknown. 
Some basic science and epidemiologic investiga-
tions have implicated sympathomimetic agents 
like cocaine, methamphetamine, or phencycli-
dine (PCP), as well as untreated or undertreated 
mental illness, especially schizophrenia and 
bipolar disorder [14–17, 21]. Currently, the 
majority of reported cases of ExDS are associ-
ated with stimulant drug use, although cases of 
ExDS still occur in psychiatric patients who are 

untreated or have abruptly discontinued their 
medications [1, 21–33].

In cases in which illicit stimulants are 
involved, the presentation is often abrupt and 
does not involve increased or elevated levels of 
the drug. Reports demonstrate typical recre-
ational patterns of use. However, postmortem 
examinations of the brain of chronic cocaine 
patients have demonstrated a characteristic 
down-regulation of dopamine transporters in the 
ventral striatum, which is normally strongly 
innervated by dopaminergic neurons [34, 35]. 
This allows dopamine to persist in the synapses 
and suggests that excessive dopamine transmis-
sion, particularly in the striatum, may play a role 
in the clinical presentation of ExDS. Associated 
and novel alternative mechanisms and pathways 
are also being explored as potential contributing 
features of the clinical presentation [36–39].

Regardless of the exact pathophysiologic 
cause, ExDS is a true medical emergency. All 
ExDS patients will require emergency medical 
care for stabilization and treatment. Many current 
efforts have focused on training prehospital per-
sonnel and police to recognize the signs and 
symptoms of this syndrome. The rest of this 
chapter will focus on evaluation and treatment 
considerations.

 Initial Approach and Workup

As noted above, many different medical condi-
tions can cause a clinical presentation that is sim-
ilar to ExDS.  Stimulant intoxication, 
hypoglycemia, thyroid storm, seizures, head 
injury, serotonin syndrome, heatstroke, pheo-
chromocytoma, and neuroleptic malignant syn-
drome all may present similarly, and several 
psychiatric conditions may also overlap with 
ExDS, including substance intoxication, 
paranoid- type schizophrenia, severe mania, or 
any of the anger disorders. Recognition of a 
severely agitated patient is typically not difficult. 
Rather, the main challenge revolves around initi-
ating management and protecting the safety of 
providers. Patients with ExDS should be 
approached the same way that all patients with 
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agitation are approached: cautiously. Whether in 
the prehospital environment or the hospital, pro-
viders must keep their safety in mind.

Current expert guidelines on the management 
of agitated patients recommend verbal de- 
escalation as the first step when possible [39, 40]. 
By definition, ExDS patients respond poorly to 
verbal cues, including police redirection. 
Consequently, by the time most of these patients 
are encountered by medical providers, this initial 
preferred approach has already failed. Though 
the verbal de-escalation will typically have mini-
mal to no effect on the ExDS patient, the contin-
ued verbal communication may be calming to 
other nearby patients and staff during the use of 
restraint. This should ideally be performed by a 
single individual, who communicates expecta-
tions and give commands in a firm but calming 
tone. If possible, an effort should be made to 
reduce excessive environmental stimuli. In the 
prehospital environment, this is challenging, 
given the inherent chaos in an uncontrolled set-
ting and myriad environmental stimuli from 
bystanders, family, police dogs, lights, sirens, 
and additional responding officers. Environmental 
stimuli can be problematic for physically gaining 
control of the patient. Although there is little for-
mal scientific evidence on this point, a patient 
who is experiencing a catecholamine surge from 
ExDS typically does not respond to pain- 
compliance techniques. Thus, the amount of 
force needed will correspondingly be greater; use 
of greater force increases the possibility of injury 
to both patients and providers.

Related chapters on de-escalation, restraint, 
and seclusion, and rapid treatment for agitated 
patients elsewhere in this text merit review. In the 
prehospital setting, the basic principles used by 
law enforcement to control a patient in ExDS 
revolve around rapid physical restraint, minimi-
zation of the patient’s exertional activity, and 
safety for all. The use of a TASER electronic con-
trol device (ECD) is felt by many experts to be 
preferable to the more traditional physical wres-
tling and grappling for control, since fighting and 
heavy physical exertion with repeated flexion and 
extension of the large muscle groups have a more 
deleterious effect on a patient’s acid-base status 
by way of increased lactic acid production  

[40–43]. Incapacitating an individual first with a 
TASER ECD, then rapidly gaining physical con-
trol of the arms and legs will reduce the muscle 
activity of the large muscle groups, thus reducing 
the amount of lactic acid that is being produced, 
as well as the amount of oxygen being consumed. 
Throughout, the patient’s airway should be care-
fully protected during any forceful maneuver, 
and respiratory status carefully monitored both 
during and after restraint. The purpose of this 
chapter is not to define police practices, but rather 
to bring attention to the fact that patients with 
ExDS are violent and dangerous, and will need 
physical control before medical assessment and 
therapy can safely begin.

 Treatment Options for ExDS

Once the patient is restrained, rapid medical 
assessment can begin [44]. Law enforcement 
officers and prehospital medical providers are 
typically not expected to diagnose the cause of an 
acute behavioral disturbance. Instead, prehospital 
personnel should recognize the clinical syndrome 
of ExDS as a medical emergency and rapidly ini-
tiate therapeutic interventions within their scope 
of practice. Medical conditions and psychiatric 
diagnoses are entertained by the emergency phy-
sicians and consultants, usually with the help of 
laboratory and radiographic imaging, before 
making the final concluding diagnosis of ExDS.

Though not mandatory, certain tests are more 
frequently ordered on patients presenting with 
signs and symptoms consistent with ExDS. These 
include diagnostic EKG, electrolytes and renal 
function, creatinine kinase levels, cardiac mark-
ers, and TSH. Lactate levels are almost uniformly 
elevated and typically do not affect the need for 
treatment and resuscitation. If history indicates 
recent drug use, a drug “binge,” or significant 
struggle, the laboratory studies above may be 
more prudent.

In choosing treatment options, providers 
should focus on identifying the most likely cause 
of the agitation [45]. Expert consensus guidelines 
for treatment of agitation generally recognize 
three classes of medications for the initial calm-
ing of agitated patients: benzodiazepines, first- 
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generation antipsychotics (FGA), and 
second-generation antipsychotics (SGA). Experts 
in the field of ExDS often include dissociative 
agents such as ketamine as the fourth class of 
medication, particularly in the extreme agitation 
seen in ExDS.  Extremely agitated trauma 
patients, especially those who have suffered blunt 
trauma or in whom there is a high suspicion of 
head injury, should be sedated, paralyzed, and 
intubated to protect the airway while additional 
diagnostic workup proceeds. Once the patient is 
calmed, other treatment modalities are generally 
used for supportive care.

The decision of when initially to use each of 
the classes of antipsychotic medication is not 
always clear. In general, expert consensus guide-
lines recommend that providers treat the underly-
ing cause of the agitation, if it is known [45]. In 
many cases, the cause of agitated delirium may 
not be known before the need for pharmacologi-
cal intervention, and so benzodiazepines are typi-
cally recommended as a first-line treatment. This 
may be especially useful in ExDS, as the major-
ity of cases are associated with sympathomimetic 
illicit drug use [1]. If the patient is known to have 
a behavioral disorder and the likely ExDS symp-
tomatology is due to medication noncompliance, 
antipsychotic medications can be used primarily 
or as adjunctive therapy with benzodiazepines.

 Benzodiazepines

Benzodiazepines as a class bind to inhibitory 
γ-aminobutyric acid (GABA) receptors in the 
human brain. Drugs in this class include loraze-
pam, diazepam, and midazolam, which are inject-
able benzodiazepines widely available to 
prehospital and hospital personnel. As these med-
ications cause sedation, they are accommodating 
in the management of ExDS patients. This is 
especially true if the source of the agitation is 
thought to be secondary to stimulant drug use, in 
which case benzodiazepines are the drug of 
choice.

Benzodiazepines are most often administered 
parenterally by intramuscular (IM), intravenous 
(IV), or intraosseous (IO) routes, although intra-
nasal (IN) formulations also exist for midazolam. 

Serial doses may be required for sedation, and 
the doses of benzodiazepines typically are much 
higher in ExDS patients than those needed for 
anxious or mildly agitated persons. On the con-
trary, benzodiazepines may work relatively 
slowly if given IM (for instance, an onset of 1–5 
minutes for midazolam). Also, potential side 
effects include oversedation, respiratory depres-
sion, and hypotension. Although the ExDS 
patient population is typically hyperstimulated, 
the clinical course can fluctuate, and the potential 
for sedative side effects exists. Ongoing cardio-
pulmonary monitoring may be indicated, and 
supportive care is easily managed in the ED set-
ting, if needed.

 First-Generation Antipsychotics

Conventional, or first-generation antipsychotics 
(FGA), are an older class of medications often 
used for calming. The butyrophenone class, 
which includes both haloperidol and droperidol, 
is the most widely used in US emergency depart-
ments [20]. These agents are thought to produce 
calming by inhibiting dopamine transmission in 
the brain. As butyrophenones are structurally 
similar to GABA, they may additionally interact 
with GABA receptors at higher doses [46].

Haloperidol and droperidol generally bind 
tightly to dopamine receptors, which is associ-
ated with significant side effects [20]. Both halo-
peridol and droperidol can lengthen the QT 
portion of the cardiac cycle and have been associ-
ated with sudden death. Since sudden death is a 
feature of ExDS and some ExDS deaths have 
been associated with ventricular dysrhythmias, it 
is wise to be cautious when administering these 
medications, especially repeated doses. In par-
ticular, if long QT syndrome is suspected based 
either on history or concomitant medications, 
these medications should be avoided, if possible. 
Of further note, when haloperidol or droperidol 
are administered, injections are generally given 
IM for both safety and efficacy in the physically 
agitated patient. The Food and Drug 
Administration (FDA) has required warnings for 
both of these medications when administered 
intravenously. Cardiac arrhythmias can result 
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from the higher doses that are typically required 
in ExDS patients. Lower doses may be most 
effective when given as part of a combination 
therapy, such as a benzodiazepine. If given intra-
venously, cardiac monitoring should be per-
formed when possible, but can be challenging in 
patients who are sweaty and combative, as car-
diac monitoring in this population usually results 
in an artifact on the monitor.

A final additional reason for caution with the 
use of FGAs is hyperthermia. ExDS patients 
often have elevated temperatures, and there is 
some theoretical concern that this condition may 
result from dopamine disorders similar to those 
with the neuroleptic malignant syndrome. If so, 
dopamine antagonists like the FGAs may better 
be avoided if possible. In practice, however, this 
is rarely seen and may be more of a theoretical 
concern.

 Second-Generation Antipsychotics

Second-generation antipsychotics available in an 
injectable form include both olanzapine and 
ziprasidone. Both of these agents bind more 
tightly to receptor types other than dopamine and 
so have fewer cardiac and movement-related side 
effects than FGAs. Both ziprasidone and olan-
zapine are equally as effective as haloperidol 
alone for calming [47, 48]. Unlike FGAs, how-
ever, there is limited evidence about the use of 
SGAs in combination with benzodiazepines. 
Several retrospective reviews have not noted any 
significant vital sign abnormalities with the com-
bination of SGAs with benzodiazepines, unless 
the patient is significantly intoxicated with alco-
hol [49–52]. In these cases, haloperidol or halo-
peridol with benzodiazepines may be a safer 
choice.

 Ketamine

Ketamine is an older medication that is structur-
ally related to PCP. It is a dissociative anesthetic 
that binds N-methyl-D-aspartate (NMDA) 
receptor and may be given IM or IV. Ketamine 
rapidly causes a dissociative state, with preser-

vation of airway reflexes [53]. Given its rapid 
onset of action, preservation of airway reflexes, 
and wide therapeutic range of dosing, ketamine 
is an attractive agent for use in ExDS. However, 
there have been some concerns raised about its 
use. First, there was initial theoretical concern 
about ketamine’s ability to worsen preexisting 
hypertension and tachycardia. Second, ketamine 
has been associated with side effects such as 
increased oral secretions and laryngospasm. 
Finally, ketamine use prehospital has been asso-
ciated with increased intubation. Regarding the 
first two concerns, growing clinical evidence, 
which includes several case reports and case 
series, have not demonstrated evidence of harm 
with the use of ketamine [54–59]. Increased 
rates of intubation may be partly explainable by 
the fact that patients typically present with low 
Glasgow Coma Scale (GCS) scores, combined 
with a history of aggressive behavior and alter-
cation. These patients may, therefore, be intu-
bated for low GCS until a trauma workup is 
complete. When a similar population of patients 
was treated with ketamine in an ED by physi-
cians, the intubation rate was zero [60].

 Initial Combination Therapy

To increase calming, many clinicians commonly 
pair benzodiazepines with antipsychotics, espe-
cially FGAs. In a 1997 study, Battaglia and col-
leagues published the largest emergency 
department investigation of haloperidol and 
lorazepam [61]. This study compared three dif-
ferent medications: haloperidol alone, lorazepam 
alone, and haloperidol combined with lorazepam. 
The researchers noted that side effects from halo-
peridol were reduced when this medication was 
combined with a benzodiazepine like lorazepam. 
Despite this study, two separate Cochrane reviews 
have found no evidence for the combination of 
haloperidol and benzodiazepines [62, 63]. Other 
randomized studies, however, had noted the 
reduction in side effects when haloperidol was 
combined with an anticholinergic such as pro-
methazine [20]. Consequently, the use of pro-
methazine may be reasonable if the QT is not 
prolonged.
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Other reports have described using ketamine 
for initial therapy, followed by benzodiazepines 
once the patient was calm enough for IV access 
[60]. These agents are felt to have synergistic 
effects, and the use of benzodiazepines may help 
prevent emergence phenomena.

 Other Treatment Modalities

The goal of calming with any class of medica-
tion, whether antipsychotics, benzodiazepines, 
ketamine, or a combination, is to prevent harm to 
the patient or staff, and to facilitate an examina-
tion, assessment, and emergency treatment of the 
patient [44]. This therapeutic approach should 
occur with all patients exhibiting signs and symp-
toms of ExDS, even if the final diagnosis changes 
after the ensuing workup. As with all ED patients 
with delirium, the underlying medical explana-
tion is investigated, usually including reexamina-
tion, review of medical records, laboratory 
studies, and neuroimaging. Hypoglycemia can 
present as an agitated adrenergic state and is 
immediately reversible when recognized with a 
bedside blood-glucose-level check. Other identi-
fied medical conditions are treated as indicated. 
When a medical or psychiatric disorder is thought 
to be the etiology of the delirium and agitation, 
then the diagnosis of ExDS is no longer applica-
ble. When no correctable etiology is identified, 
the diagnosis of ExDS is presumed. After ade-
quate sedation, appropriate therapeutic measures 
include intravenous fluids, consideration for 
sodium bicarbonate, and cooling when 
necessary.

 Intravenous Fluids

Patients with ExDS are commonly hyperthermic. 
When coupled with agitated and aggressive 
behavior, patients generally have a significant 
amount of insensible water loss. As such, most 
have some degree of dehydration. Also, aggres-
sive behavior and typically violent struggles pre-
dispose patients to the development of 
rhabdomyolysis. Once safely permitted, intrave-
nous fluid administration proceeds, unless other-

wise contraindicated by underlying medical 
conditions. If vascular access is needed urgently, 
interosseous (IO) access is an option. IO access 
may also be safer, since it is often easier to 
restrain a limb for this procedure, which does not 
require precise vein cannulation.

 Sodium Bicarbonate

As with most other treatments, routine use of 
intravenous sodium bicarbonate has not been 
evaluated for the treatment of metabolic acidosis 
in ExDS. Violent struggles cause a lactic acidosis 
that is associated with electrolyte abnormalities, 
which subsequently predispose the patient to the 
development of ventricular arrhythmias. Use of 
sodium bicarbonate in other conditions with lac-
tic acidosis, however, has not shown benefit and 
may counterintuitively worsen the clinical pic-
ture by causing intracellular acidification [64].

 Cooling

Hyperthermia is present in many patients with 
ExDS and can often be assessed clinically with a 
tactile temperature instead of a core temperature 
measurement, if this is not available. Profuse 
sweating may be evident. Patients who are suffer-
ing significant or presumed hyperthermia should 
be cooled aggressively as soon as is practical. 
Some experts have noted that substantial hyper-
thermia in the face of ExDS is a predictor of 
increased mortality, though definitive epidemio-
logic data is currently lacking [1].

Although often difficult to cool a patient in the 
prehospital arena, both cooled intravenous fluids 
and ice packs to the neck, groin, or axillae may be 
used to initiate the temperature-lowering process. 
If not already undressed, all ExDS patients 
should be disrobed. In the emergency depart-
ment, other techniques such as evaporative cool-
ing with misting across bare skin or utilizing 
fans, commercial cooling blankets, and ice water 
immersion are effective. Patients with significant 
temperature elevations should be cooled by more 
than one method. When feasible, continuous core 
temperature measurements are ideal so as not to 
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overshoot normothermia. Although some 
researchers have likened the dopamine dysfunc-
tion in ExDS to the neuroleptic malignant syn-
drome, there has been no work evaluating the use 
of dantrolene in these patients. Typical manage-
ment of hyperthermia is, therefore, more similar 
to heatstroke or heat-illness protocols.

 Conclusions

Although once controversial, ExDS is now 
accepted as a unique clinical syndrome with a 
long history, albeit by various names, in the med-
ical literature. Although ExDS is not universally 
fatal as was initially thought, about one in 10 
patients will nonetheless progress to sudden car-
diac death. Mechanisms responsible for this mor-
tality are not fully understood, and although some 
associations have been made, the risk factors for 
sudden death in ExDS have not been identified.

Although there is much to be learned about the 
pathophysiology of ExDS, most experts agree that 
early interventions by police, EMS, and emer-
gency department personnel are essential and can 
impact survival in many patients. In a patient with 
ExDS, timely treatment is needed to save lives 
from this disease. Treatment includes both provid-
ing physical restraint and chemical sedation as 
quickly and safely as possible, and in initiating 
medical stabilization and evaluation to exclude 
underlying causes. In the event of sudden death, 
careful observations by law enforcement and 
health care providers will assist medical examiners 
in making accurate determinations of ExDS.
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Medical Illness in Psychiatric 
Disease

Victor G. Stiebel and Barbara Nightingale

 Introduction: Comorbidity 
Incidence/Prevalence

Comorbidity is a noun that describes the simulta-
neous presence of two chronic diseases or condi-
tions in a patient. It is a given that medical illness 
is common in psychiatric patients and that psy-
chiatric pathology is common in medical condi-
tions. In the following pages, we will attempt to 
provide a clinical approach to concomitant con-
ditions, rather than a laundry list of diagnoses.

The National Survey on Drug Use and Health 
estimates that in 2015, 18% of the adult popula-
tion of the United States suffered from a mental 
health disorder within the past year [1]. Those 
diagnosed with any medical condition constitute 
58%. In this area of overlap, 68% of adults with 
mental disorders have some medical condition, 
and 29% of those with medical conditions have a 
mental disorder.

The number of physical symptoms reported 
during a primary care office visit has been shown 
to strongly correlate with the likelihood of a psy-
chiatric disorder, ranging from 2% to almost 60% 
[2]. Lipowski [3] was one of the first to identify 
that between 30% and 60% of medical inpatients 
will suffer from some psychiatric condition. 
Within the emergency department, mental health 
and substance problems account for one in eight 
visits, and patients with these problems are more 
than twice as likely to be hospitalized [4, 5]. 
Unfortunately, these diagnoses are frequently 
missed by the emergency department (ED) physi-
cian for a variety of reasons, including time con-
straints, lack of training, limited resources, and 
overall acuity level of other patients [6].

Emergency physicians are experts at evaluation 
based on complex thought processes, including 
pattern recognition, laboratory testing, and heuris-
tic strategies to rule out worst-case scenarios. 
However, these methods, which are inherently 
imperfect, allow bias to enter our thought pro-
cesses. In the setting of a patient with both medical 
and psychiatric diagnoses, this can have cata-
strophic results. Medical diagnoses and psychiat-
ric conditions do not occur in a vacuum and are 
often interrelated, and one will frequently impact 
adversely on the other. Additionally, psychosocial 
factors can add an exponential degree of complex-
ity to a clinical situation. An open mind and avoid-
ance of early diagnostic closure are vital.
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 Duality of Approach

The initial evaluation of the medically ill patient 
with an unexplained symptom in a medical set-
ting tends to focus on medical diagnoses. The 
initial evaluation of a mentally ill patient with 
unexplained symptoms in a mental health setting 
will tend to focus on psychopathology. When this 
same medical patient is seen in a psychiatric 
clinic, or vice versa, there can be a tendency to 
early diagnostic closure, eliminating potential 
alternative diagnoses, again with potentially cata-
strophic results. This artificial dichotomy of 
“either medical or psychiatric” can result in an 
evaluation that will be heavily influenced by 
which part of the clinical picture is being brought 
into focus first.

The basic problem is that patients and clinical 
conditions do not exist independently. We noted 
earlier that between 30% and 60% of medical 
patients seen in a primary care setting would have 
a psychosocial diagnosis [3]. It is also known that 
patients with psychiatric diagnoses have an over-
all morbidity and mortality rate significantly 
higher than that of matched controls [7, 8]. The 
SADHART [9] studies looked at antidepressant 
use following myocardial infarction and found 
that mortality doubled over 6.7 years, compared 
with controls in patients who had not been treated 
with antidepressants, regardless of whether the 
patient had depression or not. A recent review in 
JAMA noted that depression was associated with 
a significantly increased risk of stroke [10]. 
Takutsubo cardiomyopathy, or “broken heart 
syndrome,” has been described as acute ventricu-
lar dysfunction following acute emotional dis-
tress [11]. Finally, a 2017 study of 24,000 patients 
found that a depression diagnosis at any time fol-
lowing a coronary artery disease diagnosis was 
associated with a twofold higher risk of death 
[12].

A dualistic approach would conceptualize 
comorbid medical and psychiatric conditions as a 
diagnostic continuum that must be approached 
from multiple views with both a very high degree 
of suspicion and a holistic approach to the patient. 
“Primary” disorders typically refer to classical 
psychiatric disorders such as mania and schizo-

phrenia. “Secondary” usually refers to conditions 
due to other medical conditions, drugs/alcohol, 
or medications. Evaluation of preexisting and 
comorbid psychiatric conditions and their treat-
ments, which can have a profound impact on the 
patient’s medical evaluation, differential diagno-
sis, and treatment plan, should quickly follow 
stabilization of the emergency condition. During 
the next tier of the investigation, one can begin to 
evaluate potential comorbidities in developing 
the differential diagnosis and management plan. 
In almost all cases, a new psychiatric diagnosis is 
one of exclusion in the emergency setting.

With this approach in mind, cause-and-effect 
consideration must be given to a mental health 
patient with worsening physical symptoms being 
the result of deterioration in their underlying psy-
chiatric condition. One example would be the 
anxious or somatic patient presenting with chest 
pain. A very slow, subdued depressed patient 
may have a fever. Another example might be a 
chronic schizophrenic who presents with muscle 
stiffness and a low blood count. However, these 
same clinical scenarios could represent a case of 
angina, sepsis, or neuroleptic malignant syn-
drome. Since patients may not know the specifics 
of their condition, and medication lists may be 
unavailable or incorrect, one is reminded of the 
need to collaborate with mental health providers, 
just as one would with a primary care physician.

 Risk Factor Assessment

Assessing risk factors for medical illness in 
patients with psychiatric disorders is essential but 
often overlooked. There is increased use of harm-
ful substances, exposure to unhealthy environ-
ments, side effects from medications used to treat 
psychiatric disorders, and a lack of resources, 
which all contribute to higher risk of medical 
comorbidities. A “supervised” living situation 
may translate to a guard at the front door or 
trained staff that monitor medications and 
hygiene. Meals can range from well-balanced 
and nutritious to high carbohydrate and fatty. 
Screening for abuse and dependence of common 
substances is essential; however, routine drug 
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screens do not typically screen for synthetic opi-
oids. Although there has been much discussion 
about obtaining “routine” psychiatric laboratory 
studies, the current emergency visit may be the 
only time that the psychiatric patient is seen by a 
non-mental-health medical provider. Ordering a 
chest x-ray or EKG may not even be possible on 
some mental health units. A brief questioning of 
financial resources can help guide medication 
usage to lower cost options.

 Clinical Syndromes: Depression

Depressed patients tend to be quiet and with-
drawn, and can easily be forgotten in the back 
areas of a busy emergency department. Major 
depressive disorder is estimated to have a lifetime 
prevalence of 28% [13], but is as high as 30% in 
the ED [14]. Virtually all medical conditions are 
associated with some depressive complaints, 
with diabetes, heart and lung disease, and arthri-
tis being most common. Not all these patients are 
suffering from a major depressive disorder, how-
ever. Patients are often being faced with cata-
strophic life changes, including physical 
appearance, pain, isolation, financial uncertainty, 
and changed relationships. Being sad and demor-
alized can be a normal and expectable conse-
quence of medical illness in these situations. 
Detection and management of suicidality are 
paramount in the emergency department. Given 
that the incidence of suicide is rising and that the 
majority of individuals who die by suicide see a 
health-care provider within the year before death, 
the Joint Commission’s National Patient Safety 
Goal of suicide prevention includes screening for 
suicide, conducting a suicide risk assessment, 
and providing suicide prevention treatment for all 
patients presenting to the emergency department 
with a psychiatric symptom [15].

One of the difficulties in making a diagnosis 
of depression in the medically ill is that there is 
an exceptional amount of symptom overlap, that 
is, the duality that recurs during this discussion. 
Schwab [16] in 1965 suggested that psychologi-
cal symptoms of depression are often experi-
enced by medically ill patients, even though they 

may not be suffering from the clinical entity that 
is called depression. The DSM-V criteria for 
major depression include at least 2 weeks of low 
mood or loss of interest in activities, in addition 
to other somatic symptoms including a change in 
appetite, sleep, energy, or psychomotor distur-
bances, and feelings of worthlessness [17]. A 
patient, boarded in the emergency department for 
18 hours, not eating, sleep deprived, and scared, 
will likely positively endorse symptoms about 
energy, appetite, worry, and fear. This will only 
be magnified after time in an ICU setting. If a 
proper history is not sought, an incorrect diagno-
sis could result. To assist in the appropriate detec-
tion of depressive symptoms, proper screening 
tools, diagnostic aids, and appropriate workup 
for depression can be found elsewhere in this 
book.

 Clinical Syndrome: Chronic 
Obstructive Lung Disease

Chronic obstructive pulmonary disease (COPD), 
usually as an end result of smoking, is a frequent 
finding in psychiatric patients. COPD can also be 
a primary cause of anxiety and depression. Major 
depression and anxiety may be as high as 44% in 
patients with COPD [18], and COPD now affects 
some 24 million Americans [19]. Common treat-
ments for asthma and COPD include steroids and 
beta-agonists, both of which can worsen depres-
sion and anxiety. Mortality is also significantly 
higher in these comorbidly ill patients [20]. 
COPD patients by definition suffer from respira-
tory difficulties that increase the work of breath-
ing. The essential feature of generalized anxiety 
disorder is “excessive worry,” but trouble concen-
trating, fatigue, and trouble sleeping are symp-
toms common to depression as well. In the 
emergency setting with an anxious dyspneic 
patient, making a determination of excessive 
worry is problematic, and establishing that 
depressive symptoms are not related to the medi-
cal illness is challenging. These patients do in 
fact suffer from fatigue that comes from the phys-
ical effort of breathing, anxiety from the fear of 
suffocation, and they often have difficulty with 
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sleep due to positioning, continuous positive air-
way pressure (CPAP) machines, and medica-
tions. Social factors such as not being able to 
leave the house, loneliness, concern over self- 
image, and being dependent on oxygen also con-
tribute to the overall disease picture. Treatment 
for these patients should focus first on optimizing 
their respiratory status. Continuous oxygen ther-
apy, even at baseline levels of only 90%, can be 
beneficial. Occasional use of benzodiazepines, 
even on a long-term basis, can be very useful for 
the emergent control of breakthrough anxiety, 
and their use should not be avoided. Routine use, 
however, can pose challenges due to sedation and 
tolerance. Use of low-dose tricyclic antidepres-
sants such as nortriptyline (10 mg three times a 
day) can be very effective. The use of low-dose 
antipsychotic medication has a place in the treat-
ment armamentarium, but their potential side 
effect profile should be considered in the risk–
benefit analysis. COPD patients suffering from 
anxiety-spectrum disorders may benefit from 
psychological interventions such as cognitive 
behavior therapy, group support, and relaxation 
training. However, a recent Cochrane review did 
not find significant long-term improvement [21].

 Clinical Syndrome: Cardiovascular 
Disease

Cardiovascular disease remains one of the lead-
ing causes of death and overall morbidity in the 
United States. It has long been known that there 
was a strong relationship between depression and 
heart disease. Stress, “Type A” personality types, 
and unhealthy lifestyle choices have been the car-
diac risk factors identified. Acute cardiac events 
can trigger stress reactions, fear, sleep–wake- 
cycle interruptions, loss of previous social status, 
pain, and disability. Very quickly, this complex 
duality can result in isolation, sedentary life-
styles, dependency, obesity, worsening depres-
sion, and deterioration in cardiac status. 
Depression has consistently been found in almost 
20% of patients with cardiovascular disease [22]. 
Fleet [23] found, however, that 25% of their sam-
ple of chest pain patients had an undiagnosed 

panic disorder. Frasure-Smith [24] in 1993 first 
confirmed that depression increased mortality 
following acute myocardial infarction (MI) by a 
factor of three. A 2003 study found that heart 
patients coincidentally treated with selective 
serotonin reuptake inhibitors (SSRI) had fewer 
deaths or recurrent MI [25]. This was later shown 
to be due to their effect on platelet aggregation 
[26]. The SADHART studies noted earlier pro-
vide further justification for the prudent clinician 
maintaining an open mind toward the duality of 
comorbid illnesses.

The evaluation of these patients should begin 
with a thorough medical evaluation. A standard 
evaluation, including EKG and cardiac enzymes, 
is an important starting point if the pain is 
thought to be cardiac in origin. While carefully 
ruling out organic pathology, it may not be 
unreasonable to consult with psychiatry early in 
the course of admission. Aggressive treatment 
of anxiety and despondency, even if only with 
short-acting benzodiazepines, could bring sig-
nificant relief to this population. If a patient in 
this cohort became a frequent visitor to the 
emergency department, obtaining cardiac cath-
eterization may ultimately be the best option to 
clarify their medical status.

 Clinical Syndrome: Gastrointestinal 
Disorders

Since before the time of Freud, there has been a 
known relationship between the gastrointestinal 
(GI) system and psychiatric disorders. Peptic 
ulcer disease, inflammatory bowel (including 
ulcerative colitis), and Crohn’s disease were the 
classically described illnesses. Psychiatric comor-
bidity included anxiety, depression, and somatiza-
tion. Often, this balance tended toward psychiatric, 
or so-called “functional,” illnesses. As our under-
standing broadened, this was found to not always 
be correct, as when bacteria or anti- inflammatory 
drugs were found to be associated with peptic 
ulcer disease. Still, it is estimated that as many as 
20% of peptic ulcer disease patients and up to 
30% of those suffering from inflammatory bowel 
disease will be diagnosed with depression [27].
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Perhaps, the biggest mental health factor asso-
ciated with these disorders is the overall quality 
of life. Guthrie [28] demonstrated that physical 
function, role limitation, pain, and overall health 
perception were significantly worse in this 
comorbid cohort. However, this is a complex 
association. A patient suffering from depression 
could have worsened bowel symptoms, but the 
patient with severe bowel disease is likely to 
depress. Many of the medications used to treat 
either symptom cluster can have side effects on 
the other. Social stress can become profound. It 
becomes increasingly more difficult for patients 
to leave home, go to work, or meet friends, and a 
vicious cycle ensues.

A detailed history can sometimes tease apart 
the two clinical presentations. It is vital to note 
the time of symptoms onset. Depression is 
marked by depressed mood, decreased interest, 
poor concentration, and feelings of worthless-
ness, to name a few. The Rome criteria for irrita-
ble bowel disease focus on pain, features of the 
bowel symptoms, and time course aimed to elim-
inate some of the diagnostic uncertainty inherent 
in this disease. There can be an overlap of symp-
tom clusters. These patients can be referred early 
to mental health, with subsequent untreated phys-
ical suffering. More often, the diagnosis and 
treatment focus on the physical, with mental 
anguish being treated symptomatically, if at all. 
This then becomes a dilemma for the busy emer-
gency department, with a frequent visitor refus-
ing to consider the possibility of a comorbid 
situation. Sometimes, great progress will be 
made with a patient by simply listening and let-
ting them know you are trying to understand their 
situation.

Definitive pharmacologic interventions will 
rarely be started in the emergency department. A 
focus on the acute presentation is probably the 
best starting point, and short-acting benzodiaze-
pines are certainly reasonable to consider if sig-
nificant anxiety exists. Pain also needs to be 
addressed. Traditional tricyclic antidepressants 
have been shown to be effective over placebo 
[29]. The benefit of these medications is likely 
due to a combination of anticholinergic proper-
ties, as well as some analgesic effect. Duloxetine, 

a serotonin-norepinephrine reuptake inhibitor 
was marketed with a specific indication as an 
analgesic, though most of the SSRIs likely share 
some of this benefit. It is important to identify 
whether these medications are being started for 
their antidepressant or analgesic properties. In 
conjunction with the primary care provider, an 
emergency physician may have a window of 
opportunity, when a patient is in crisis, to initiate 
this type of medication.

 Clinical Syndrome: Pain

Pain is an extremely common presenting com-
plaint in the ED, with patients citing the inability 
to cope with pain as the most frequent reason for 
the ED visit [30]. It is imperative to be aware of 
the high rates of comorbidity of chronic pain with 
depression, anxiety, and post-traumatic stress 
disorder. Chronic pain and depression exacerbate 
one another; in fact, rates of major depressive 
disorder increase in proportion to greater pain 
severity [31]. Also, sometimes patients present-
ing with pain will even be labeled as having 
somatization or somatic symptom disorder. These 
are very difficult terms with multiple meanings 
ranging from any patient with physical com-
plaints to a DSM-V psychiatric diagnosis for a 
patient with distressing somatic symptoms plus 
related abnormal distress and dysfunction. The 
label can be descriptive or pejorative. As always, 
a good history is vital, and diagnostic accuracy is 
very important.

Pain, however, can cause a range of psychoso-
cial distress short of a major depression. These 
patients are inwardly focused and acutely aware 
of every bodily sensation, resulting in objectively 
minor complaints presenting as an impending 
catastrophe. This can quickly lead to isolation 
due to fears of leaving home, overuse of medica-
tions, frequent calls to the doctor, or visits to the 
ED, and burnout of friends and caregivers. Self- 
reported depression, feelings of worthlessness, 
and anhedonia (a pervasive inability to experi-
ence pleasure) are more likely to reflect a primary 
psychiatric disorder. A patient in severe pain may 
report feelings of being better off dead as a way 
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to end the suffering, but not be interested in tak-
ing their own life. Anxiety complaints can be 
directly related to the pain, or fear of the pain, 
even if not currently present. Anger at the doc-
tor’s inability to find a resolution to their condi-
tion can quickly lead to an impasse, limiting 
proper evaluation and effective treatment.

Until proven otherwise, a complaint of pain 
should be taken at face value. Physicians tend to 
undermedicate pain with inadequate dosing and 
improper frequency. Many reasons are given for 
this, including overcrowding, fears of causing 
addiction, over medication causing complica-
tions, and poor understanding of basic pharmaco-
kinetics. Also, psychiatric medications are often 
unfamiliar, comorbid psychopathology is fright-
ening, and fears of making the mental health 
patient worse can be added obstacles. Opioids 
may not be the “gold standard” of years past for 
control of acute pain control, but they have the 
added benefit of being effective anxiolytics and 
are rarely contraindicated due to drug–drug 
interactions.

Treating pain in the ED creates a dilemma. 
Prior emphasis on improving patient analgesia 
likely has contributed to a rapidly growing epi-
demic of opioid use problems [32]. Ideally, pain 
management is tailored to specific cause and type 
of pain; however, the ED is rarely the optimal set-
ting for addressing pain, particularly if it is 
chronic. Compared to other specialties, emer-
gency medicine ranks as one of the highest for 
prescribing opioids [33]. However, prescriptions 
tend to be appropriate doses for very short peri-
ods of time. Patients with chronic noncancer pain 
who persistently use opioids have increased the 
risk of adverse effects, including side effects, the 
potential for misuse, and mortality. The American 
College of Emergency Physicians developed an 
Opioid Guideline Writing Panel guiding for man-
agement of opioids in the ED [34]. Utilizing a 
statewide prescription drug monitoring program 
when available can help reduce risk of doctor 
shopping, diversion of opioids, and opioid mis-
use [35]. Honoring pain medication contracts 
with other physicians is important and can reduce 
pressure to prescribe opioids for chronic pain. If 
opioids are prescribed, writing for the lowest rea-

sonable dose and limited duration can mitigate 
some risk. Utilizing alternative medications such 
as nonsteroidal anti-inflammatory agents and 
muscle relaxants can have additive benefits. 
Psychiatric patients are often taking adjunctive 
medications such as tricyclic antidepressants, 
SSRIs, anticonvulsants, and benzodiazepines that 
can be adjusted to serve a dual therapeutic 
purpose.

 Conclusion

Bias is an inherent part of the human psyche but 
is not inherently detrimental to patient care. Not 
being aware of bias, however, can be catastrophic. 
Medical and psychiatric illnesses often represent 
an overlapping and complex spectrum of symp-
toms and diagnoses. Both emergency physicians 
and psychiatrists must avoid early diagnostic clo-
sure and look at the whole patient. A duality of 
approach will almost always result in improved 
overall care.
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 Introduction

Acute psychosis can manifest in a variety of 
medical settings, from outpatient primary care 
clinics to emergency departments, urgent care, or 
even inpatient medical or surgical units. The 
presence of psychosis can create a diagnostic 
challenge for any physician, especially for 
patients who present with an apparent psychiatric 
symptom that might be masking an acute medical 
condition.

This chapter will discuss five life-threatening 
medical mimics of psychosis that may prove 
diagnostically challenging for physicians: catato-
nia, serotonin syndrome, neuroleptic malignant 
syndrome, psychiatric manifestations of seizure 
disorder, and anti-NMDA-receptor encephalitis.

 Case Example

A 50-year-old male presented to the ER with 
acute mania. In the exam room, he was constantly 
moving in circles with a plastic spoon in hand 
and scraping the walls. He spoke rapidly and 
shuffled back and forth as he spoke. When 
greeted by his last name, Mr. Smith, he responded 
rather emphatically, “My name is Mr. Smith, Mr. 
Smith, Mr. Smith.” His mood was elevated, and 
he had bizarre delusions about an alien invasion. 
Haloperidol was administered for agitation, but it 
did not yield much benefit. He consequently 
became tachycardic and hypertensive. Admission 
to medicine was sought, given an incidental find-
ing of an acute kidney injury. A psychiatric con-
sultant recommended lorazepam, and his 
excitement and autonomic instability resolved.

 Catatonia

 What Is It?

The concept of catatonia was formulated by Karl 
Ludwig Kahlbaum (1874). Although commonly 
thought to mean absence of movement, it is more 
precisely defined as a syndrome of motor dys-
regulation associated with disturbances in mood, 
cognition, affect, and thought [1]. As catatonic 
signs in other medical and psychiatric disorders 
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were discovered, the specificity of Kraepelin and 
Bleuler’s perception of catatonia as a subtype of 
schizophrenia was challenged [2, 3].

As a result, catatonia is no longer linked under 
schizophrenia in the DSM-5, and can be invoked 
as a specifier in both major psychiatric and medi-
cal conditions. In addition, an “unspecified” cat-
egory is also included until an underlying 
condition can be identified [4].

Deficits in the gamma-aminobutyric acid (or 
GABAergic) system in the dorsolateral prefrontal 
cortex, ventromedial prefrontal cortex, orbito-
frontal cortex, and parietal lobe, in addition to 
dopamine hypoactivity and glutamate (NMDA) 
hyperactivity, are thought to play a role in the 
pathophysiology of catatonia. This results in a 
dysregulation in the motor loop or the cortico- 
subcortical circuits between the motor/premotor 
cortex and basal ganglia, leading to its variable 
features described below [5–8]. This concept 
helps clarify the benefits of lorazepam, ECT, 
amantadine, and memantine, and the deleterious 
effects of neuroleptics in the treatment of cata-
tonic syndrome.

Surveys using standardized rating scales sug-
gest that 7–15% of patients in an acute psychiat-
ric hospital or psychiatric emergency room have 
signs consistent with catatonia. Unfortunately, 
catatonia is often underreported and underrecog-
nized in a general hospital setting [9–11].

 Are There Different Types?

Primary catatonia, or catatonia secondary to 
primary psychiatric or mood disorders, has a 
prevalence rate of 13–30% and appears com-
monly in bipolar disorder [12, 13]. Acute psy-
chosis comprises 7–17% [13–15]. Medical or 
“organic” causes of catatonia make up 4–46% 
of cases, which are referred to as secondary 
catatonia (please see Table  18.1) [13–18]. 
Catatonic state has been recognized in limbic 
encephalitis, and the etiology for this is exten-
sive [19–20]. Most notable is anti-NMDAR 
encephalitis, which is discussed in more detail 
later in this chapter.

 Subtypes

There are four main subtypes of catatonia. 
Retarded catatonia, also known as Kahlbaum’s 
syndrome, is the most widely recognized form of 
catatonia. It is marked by motoric immobility or 
psychomotor retardation, withdrawal features, 
rigidity, posturing, failure to respond to painful 
stimuli, mutism, and stupor in severe cases. 
Another variant is excited catatonia, which can 
mimic akathisia or mania. This is marked by 
excitement, increased motor activity, repetitious 
behavior, and frenzy [21–22]. Delirious mania, or 
Bell’s mania, is closely related to catatonia and is 
characterized by rapid onset of delirium, mania, 
and psychosis that is not associated with prior 
psychiatric or systemic illness. Autonomic and 
catatonic signs are commonly present [23–24]. 
Proponents of excited delirium syndrome (please 
see chapter elsewhere in this book) have argued 
that this is the current manifestation of Bell’s 
mania.

Lethal, pernicious, or malignant catatonia is a 
true medical emergency and is accompanied by 
increased morbidity and mortality. Hallmarks are 
fever, autonomic instability, and rigidity, which 
occur in conjunction with other catatonic signs 
[14, 25]. Neuroleptic malignant syndrome (NMS) 
and serotonin syndrome (SS) are considered 
forms of secondary malignant catatonia with 
high mortality and are discussed later in this 
chapter [26–30].

 How Is It Recognized?

The core features of malignant catatonia include 
stupor, mutism, negativism, rigidity, posturing, 
catalepsy (a medical condition that is marked by 
seizure), waxy flexibility, withdrawal (refusal to 
eat or drink), repetitive movements or speech 
(stereotypy, mannerisms, and verbigeration), and 
echo-like behavior (echolalia and echopraxia) 
(Please see Table 18.2).

The Bush–Francis Catatonia Rating Scale 
(BFCRS) is a 23-item standardized rating scale 
that is widely used both clinically and in research 
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[31]. The first 14 items of this scale form the 
Bush–Francis Catatonia Screening Instrument 
(BFCSI). Item definitions of both scales are the 
same, and two or more signs identify catatonia.

Alternatively, the DSM-V requires three or 
more features from a similar list of 12 signs [4]. 
A series of changes have been made in the DSM-5 
formulation of catatonia [32] and are discussed 
elsewhere in this book. Despite its broader defini-
tion, limitations of DSM-5 criteria include lim-
ited ability to recognize various subtypes and an 
inability to distinguish between benign and 
malignant forms of catatonia.

Immediate relief, or a positive response, char-
acterized by at least 50% reduction in catatonic 

signs and symptoms measured by a standardized 
rating scale following administration of loraze-
pam 1–2  mg (also known as the “Lorazepam 
Challenge Test”) is considered a verification of 
the diagnosis of catatonia [9–10].

 Workup and Treatment

The differential diagnosis in catatonia is chal-
lenging, as the history and physical examination 
might be limited, due to mental status. Certain 
conditions may be comorbid with catatonia of 
any etiology. Elective mutism, stiff-person syn-
drome, akinetic mutism of Parkinson’s disease, 

Table 18.1 Etiologies of catatonia by category

Category Causes
Psychiatric Mood disorders, acute psychosis and schizophrenia, conversion disorders, obsessive-

compulsive disorders, postpartum/puerperal catatonia, post-traumatic stress disorder, pervasive 
developmental disorder (autistic spectrum)

Neurological Brain stem, diencephalic and basal ganglia disorders, limbic and temporal lobe disorders, 
bilateral parietal infarcts, frontal lobe disorders, injuries, atrophy, tumors, generalized CNS 
disorders: Atrophy, Multiple Sclerosis; epilepsy, cortical venous thrombosis, subarachnoid 
hemorrhage, subdural hematoma, arteriovenous malformations, degenerative lesions: 
cerebellar and cerebromacular, paraneoplastic encephalopathy, hydrocephalus, tuberous 
sclerosis, systemic lupus erythematosus

Infectious Acute and postencephalitic states, viral encephalitis: Herpes, Chicken Pox, tick-borne, rabies, 
acquired immunodeficiency syndrome, hydatid disease, postimmunization encephalopathy, 
subacute sclerosing panencephalitis, neurosyphilis, tuberculosis, progressive multifocal 
leukoencephalopathy

Metabolic and 
hereditary and 
endocrine

Tay-Sach’s disease, Wilson’s disease, Prader-Willie syndrome, hypercalcemia from parathyroid 
adenoma, homocystinuria, acute intermittent porphyria, hereditary coproporphyria, hepatic and 
renal failure, hyponatremia, membranous glomerulonephritis, hypo and hyperthyroidism, 
hyperparathyroidism, adrenal carcinoma

Nutritional 
deficiency

Pellagra, nicotinic acid deficiency, Wernicke’s encephalopathy, vitamin B12 deficiency

Drug and Toxic 
agents

Drug intoxication and withdrawal syndromes:
Alcohol, benzodiazepines, opiates, stimulants, hallucinogens
Neuroleptic agents including atypical agents (clozapine, risperidone)
Disulfiram
Intoxication with:
Aspirin, Lithium, NMDA antagonists, baclofen, steroids
Anticonvulsants and gabapentin withdrawal
Dopamine withdrawal (Levodopa)
Antibiotics: ciprofloxacin
Fluorinated hydrocarbons
Coal gas
CO poisoning

Miscellaneous 
disorders

Electrocution, burns, toxic epidermal necrolysis, thrombotic thrombocytopenic purpura, 
uremia, peripeural, autoimmune disorders

Adapted from Refs. [13, 15–18]
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locked-in-syndrome, noncatatonic stupor, 
encephalopathy, stroke, metabolic-induced stu-
por, severe obsessive-compulsive disorder, and 
malignant hyperthermia have remarkable simi-
larity to catatonic syndromes [14, 33–34].

Once catatonia is recognized, a medical and 
toxicological workup should be performed to 
avoid the misattribution of psychosis to a psychi-
atric illness. In addition to routine studies, urine 
toxicology, creatine phosphokinase (CPK), 
workup for infectious disease, encephalitis, auto-
immune screening, and neuroimaging should 
also be considered. Supportive measures such as 
frequent vital signs, intravenous hydration, 
enteral feeds, anticoagulant therapies, mobiliza-
tion, and high level of nursing care can help 
reduce the risk of morbidity and mortality [34]. If 
the patient is in an outpatient setting, transfer to 
an emergency department or other emergent set-
ting is appropriate.

Antipsychotics have been known to worsen 
symptoms and precipitate NMS, and antipsy-
chotics are generally discouraged in patients 
presenting with catatonia [9, 35–36]. 
Benzodiazepines are considered first-line for 
management of primary and secondary catato-
nia [37–38]. Lorazepam 1–2 mg (with a lower 
dose for children and the elderly) is given 
every 3–8 hours, usually 30–60 minutes before 
meals. Dosages from 8 mg to 24 mg daily have 
been shown to be effective and well tolerated 
without sedation. If lorazepam is not available, 
diazepam and zolpidem have been reported as 
acceptable alternatives [39–43]. NMDA antag-
onists such as amantadine and memantine have 
also shown efficacy in the treatment of cata-
tonic syndromes [44–49]. In treatment-refrac-
tory cases or cases of malignant catatonia, 
emergent treatment with ECT is indicated  
[38, 50].

Table 18.2 Features of catatonia

Symptoms Description of pathology
Excitement Hyperactivity, motor unrest which is nonpurposeful, cannot be attributed to akathisia or goal 

directed agitation
Mutism Verbally unresponsive or minimally responsive, refusal to speak
Immobility/
stupor

Decreased responsive to external stimuli, hypoactive behavior, immobile

Staring Eyes fixed and open for long periods of time, decreased blinking, limited scanning of 
environment

Posturing Purposely maintaining a posture for long periods of time
Catalepsy Passive adoption of a posture
Grimacing Maintenance of odd facial expressions
Echo 
phenomenon

Echolalia: senseless repetition of the words of other
Echopraxia: mimicking the movements of other

Stereotypy Repetitive, nongoal-directed motor activity (e.g., tapping finger), abnormality not inherent in act 
but in frequency

Mannerisms Odd, purposeful movements (e.g., walking on tiptoes, etc.), abnormality inherent in the act itself
Verbigeration Repetition of phrases or sentences (like a scratched record)
Rigidity Maintenance of a rigid posture despite efforts to be moved
Negativism Motiveless resistance to attempts to examine or commands, at times doing the exact opposite, 

e.g., gegenhalten, mitgehen
Waxy flexibility Initial slight resistance to being moved before allowing self to be repositioned
Withdrawal Refusal to eat, drink, or interact
Automatic 
obedience

Exaggerated cooperation with examiner’s request or spontaneous continuation of movement 
requested

Ambitendency Patient appears “stuck”, indecisive, hesitant movement
Autonomic 
abnormalities

Temperature, blood pressure, pulse, respiratory rate, diaphoresis

Miscellaneous Grasp reflex, perseveration (returning to same topic or movement), combativeness

Adapted from Refs. [4, 31]
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 Disposition

Catatonia can lead to complications involving 
virtually every organ system (please see 
Table 18.3). If untreated, morbidity and mortality 
rates are extremely high, and admission for stabi-
lization is therefore recommended [13, 15, 51–
58]. The remission rate is considered to be high, 
approaching 70–80% [10, 59].

 Serotonin Syndrome (SS)

 What Is It?

Serotonin syndrome  was formally described 
in 1982, is a condition that results from excess 
of serotonin in the central nervous system [29, 
60]. Excessive serotonergic activity is most 
often medication-induced, either intentionally 
or unintentionally. Usually, SS involves com-
bination treatments or interactions due to inhi-
bition of cytochrome P450 enzymes, altering 
the hepatic breakdown of serotonergic agents 
[61].

There are countless central nervous system 
(CNS) serotonergic agents, including:

• Selective serotonin reuptake inhibitors (SSRIs)
• Serotonin-norepinephrine reuptake inhibitors 

(SNRIs)
• Monoamine oxidase inhibitors (MAOIs)

• Serotonin receptor (5-HT) agonists
• Antiparkinsonian agents
• Cough suppressants (dextromethorphan)
• Herbs (St. John’s Wort)
• Narcotics (meperidine, tramadol, methadone)
• Triptans and ergotamine compounds
• Lithium
• Weight-loss agents (fenfluramine, 

sibutramine)
• Antiemetics
• Anticonvulsants
• Antibiotics (linezolid)
• Illicit substances like cocaine [62]

 How Is It Recognized?

Clinical symptoms of SS exist on a spectrum and 
range from mild and self-limited to severe and 
potentially life-threatening. Symptoms can be 
arranged in four categories, as listed below 
[63–65].

 1. Gastrointestinal (GI) symptoms: nausea, vom-
iting, diarrhea, incontinence, hyperactive 
bowel sounds

 2. Autonomic instability: diaphoresis, shivering, 
sialorrhea, mydriasis, fever, tachycardia, 
tachypnea, and blood pressure lability

 3. Neuromuscular symptoms: ataxia or incoordi-
nation, rigidity, myoclonus, ankle clonus, 
ocular clonus, and hyperreflexia, which is 

Table 18.3 Complications of catatonia by organ system

Organ system Complications
General Dehydration and malnutrition due to poor oral intake, sepsis, disseminated intravascular 

coagulation
Dermatological Skin breakdown and decubitus ulcers from immobility
Ophthalmological Ocular surface irritation and pain, along with visual impairment as complication of 

prolonged staring and diminished blinking (xerophthalmia)
Musculoskeletal Contractures due to catalepsy and posturing
Cardiovascular Increased risk of deep vein thrombosis (DVT) and pulmonary embolism (PE) due to 

prolonged immobility, cardiac arrest
Respiratory Respiratory failure, aspiration pneumonitis, laryngospasm
Gastrointestinal Hypoglycemia, gastrointestinal bleeding, constipation, ileus
Renal Acute renal failure and complications of rhabdomyolysis
Genitourinary Urinary retention or incontinence, infections

Adapted from Refs. [13, 15, 51–58]
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usually most pronounced in the lower 
extremities

 4. Mental status changes: range from mild dis-
orientation, anxiety, and restlessness to confu-
sion, agitation, and even coma.

 Workup and Treatment

Diagnosis of serotonin syndrome is difficult, 
owing to the wide range and severity of  symptoms. 
Several diagnostic criteria have been developed 
in order to assist clinicians. Sternbach described 
the first in 1991 [30]. Since that time, several 
studies have attempted to improve upon 
Sternbach’s criteria, further characterizing sero-
tonin syndrome on a scale of severity [62, 66–
67]. The Hunter criteria, described in 2003, have 
been found to be simpler, more sensitive, and 
more specific than Sternbach’s criteria [64]. 
According to these criteria, a patient can be diag-
nosed with SS if exposed to a serotonergic drug 
within the past 5 weeks and:

 1. Spontaneous clonus or,
 2. There is inducible clonus or ocular clonus 

with agitation or diaphoresis; or,
 3. Presence of tremor and hyperreflexia; or,
 4. Presence of hypertonicity, temperature greater 

than 38°C (100.4°F), and either ocular or 
inducible clonus.

Once identified, management of serotonin 
syndrome should begin with cessation of any 
inciting medications. Supportive therapy com-
prises the basis of treatment, with goals to address 
abnormal vital signs and control agitation and 
autonomic symptoms. Mild symptoms (tremor, 
hyperreflexia) typically resolve in 24 hours with 
observation and conservative management. More 
severe symptoms, including agitation and altered 
mental status, should be addressed with benzodi-
azepines, which can help reduce autonomic tone 
and hyperthermia. Severe hyperthermia should 
be managed with sedation, orotracheal intuba-
tion, and muscle paralysis, as significant eleva-
tions in temperature are largely attributed to 
increased muscle tone [29, 68].

Targeted pharmacotherapy with serotonin 
receptor antagonists remains a controversial 
option in serotonin syndrome management. 
Cyproheptadine (4–24  mg/day), a nonspecific 
antihistamine, has been effective at controlling 
symptoms in some cases, though improvement in 
patient outcomes has not been proven [69–70]. It 
is available in an oral preparation, which may be 
crushed and administered via nasogastric tube to 
intubated and sedated patients.

 Neuroleptic Malignant Syndrome 
(NMS)

 What Is It?

NMS was first named and described by Delay 
and Deniker in 1968 as a type of drug-induced 
extrapyramidal syndrome [115]. With an increas-
ing understanding of its pathophysiology and 
recognized overlap with catatonia, it is now con-
sidered an iatrogenic form of malignant catato-
nia, mostly associated with use of neuroleptic 
agents [6, 71–74]. Dopamine depletion or block-
ade in the central nervous system appears to drive 
its characteristic manifestation [75–76].

 How Is It Recognized?

Risk factors for development of NMS include the 
following:

 1. Exposure to high-potency neuroleptics but 
atypical antipsychotics can also lead to NMS 
but with significantly less rigidity and eleva-
tion in CPK [77–80].

 2. History of catatonia [81–83].
 3. Abrupt cessation of dopaminergic agents [84].
 4. Low levels of serum iron [85–87].
 5. Basal ganglia disorders.
 6. Nonneuroleptic agents with anti- dopaminergic 

activity like lithium, metoclopramide, phenel-
zine, clomipramine, tetrabenazine [88–92].

Signs and symptoms include autonomic insta-
bility (tachycardia, hypertension or hypotension, 
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tachypnea, diaphoresis), thermodysregulation 
(hyperthermia ≥38°C), rigidity (usually “lead-
pipe”), stupor, and altered mental status.

 Workup and Treatment

NMS features can overlap at times with many 
other medical emergencies. Conditions in which 
hyperthermia and/or rigidity are prominent must 
be considered as a differential diagnosis for NMS 
and SS [93–99].

 1. CNS infections and anatomic lesions affecting 
midbrain and brainstem: Presence of prodro-
mal illness, localizing neurological signs, 
abnormal CSF, and neuroimaging.

 2. Heatstroke: History of exposure to sun and 
high temperature, dry skin, muscle flaccidity.

 3. Malignant hyperthermia: History of exposure 
to inhaled anesthetics or depolarizing muscle 
relaxants.

 4. Central anticholinergic syndromes: History of 
exposure to anticholinergic agents, no rigidity, 
CPK levels normal, flushed dry skin and 
mucous membranes, mydriasis, and urinary 
retention.

 5. Intoxication syndromes from cocaine, 
amphetamine (Ecstasy), and phencyclidine, 
along with withdrawal from alcohol, sedative 
hypnotics, and baclofen can also produce 
hyperthermia, autonomic instability, and 
altered mental status.

 6. Considerable overlap between the NMS and 
SS, given fever and rigidity. Distinguishing 
findings in SS include tremor, ataxia, mydria-
sis, clonus (ocular, myoclonus), hyperreflexia, 
hyperactive bowel sounds, and diarrhea. 
Elevated CPK, leukocytosis, and myoglobin-
uria are uncommon in SS.

The workup should begin with a broad evalu-
ation of electrolytes, urinalysis, creatine phos-
phokinase (CPK), an electrocardiogram, and 
initiation of IV hydration. Laboratory findings 
that may be characteristic for NMS include leu-
kocytosis, elevated creatine phosphokinase 
(CPK) or myoglobinuria, and occasionally meta-

bolic acidosis, but these are not specific [13, 27, 
94].

Once NMS is identified, patients are generally 
admitted to the ICU, given the high lethality of 
this disease [100]. In addition to supportive mea-
sures, cessation of the offending agent is essen-
tial for recovery. Lorazepam is considered a 
first-line treatment, starting with 1–2 mg paren-
terally every 2–6 hours. If this fails, ECT has 
been known to be highly effective and improves 
recovery [38, 101–103]. Additionally, dopamine 
agonists, such as bromocriptine, amantadine, and 
levodopa, have shown to be effective by counter-
acting the neuroleptic dopaminergic inhibition. 
The recommended dose for bromocriptine is to 
start with 2.5 mg TID and increase to 2.5–7.5 mg 
per day, up to a maximum of 45  mg daily. 
Bromocriptine in high doses can exacerbate psy-
chosis, lower blood pressure, and induce vomit-
ing, leading to risk of aspiration pneumonitis. 
Amantadine is generally initiated at 200–400 mg/
day in divided doses administered orally or 
through a nasogastric tube [104–107].

Dantrolene, a postsynaptic muscle relaxant that 
acts by inhibiting the release of calcium from the 
sarcoplasmic reticulum, helps control both muscle 
rigidity and hyperthermia. It is administered intra-
venously at a dose of 1–2.5 mg/kg body weight. If 
benefit is not apparent in 48 hours, an alternate 
treatment is warranted. Dantrolene is hepatotoxic 
in high doses and should be avoided in patients 
with liver disease [108–114].

 Anti-NMDA Receptor Encephalitis

 What Is It?

Encephalitis, or an inflammatory process involv-
ing the brain, is most commonly attributed to a 
viral infection. As many as 60% of cases have no 
identified source. Although no precise number 
exists, anti-N-methyl-D-aspartate receptor 
(NMDA-R) encephalitis, a recently characterized 
autoimmune cause, may be responsible for more 
cases of encephalitis than common viral agents, 
particularly in patients less than 30 years of age 
[115, 116].

18 Medical Mimics of Psychiatric Illnesses
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First identified in 2005, anti-NMDA-R 
encephalitis was predominantly considered a 
paraneoplastic syndrome, found in previously 
healthy young females with an associated ovarian 
teratoma. Since the first report, however, the dis-
ease has since been observed in both males and 
females of varying ages without associated neo-
plasm. The disease process involves autoantibod-
ies that bind to the NMDA receptor in the brain. 
Internalization of the complex ensues, leading to 
decreased expression of the receptor. Decreased 
NMDA receptor function has been attributed to 
some of the physical manifestations of the dis-
ease [117–119].

 How Is It Recognized?

The clinical presentation of NMDA-R encepha-
litis is highly variable. Classically, patients 
experience a pattern involving two stages of ill-
ness, often preceded by a nonspecific viral syn-
drome that may last around 5 days, but no more 
than 2 weeks, prior to the start of behavioral 
symptoms. Viral prodrome symptoms typically 
include lethargy, headache, upper respiratory 
symptoms, nausea, diarrhea, myalgias, and 
fever. The first stage of behavioral symptoms 
consists of primarily psychiatric, including 
paranoia, hallucinations, and agitation. Isolated 
psychosis is rare, but, if present, may be falsely 
attributed to a primary psychiatric disorder. The 
disease then typically progresses to a second 
stage that includes catatonia, unresponsiveness, 
and autonomic instability. Seizures may occur 
and are more closely associated with anti-
NMDA-R encephalitis than other causes. 
Hypoventilation is not uncommon and may 
require intubation and assisted ventilation 
[120–123].

 Workup and Treatment

Initial evaluation is often limited by the patient’s 
presentation, making definitive diagnosis diffi-
cult. Workup should include ruling out infectious 
or drug-induced causes of psychosis. Imaging 

studies, including CT and MRI, are of limited 
utility, as a majority will be normal. When pres-
ent, significant MRI findings include T2 hyperin-
tensity in the cerebral and cerebellar cortex, 
hippocampus, frontobasal, or insular regions. 
MRI findings are often transient in nature. 
Electroencephalography is often abnormal but 
usually reveals nonspecific, generalized slowing. 
Definitive diagnosis requires cerebrospinal fluid 
analysis with an immunoassay, as antibodies to 
the NMDA-R are present in most patients. A 
lymphocytic pleocytosis in the CSF is more com-
mon early in the disease course, but may normal-
ize over time [118, 124–125].

Management of anti-NMDA-R encephalitis 
generally involves treatment with steroids, along 
with IVIG or plasma exchange. Resection of an 
associated tumor has been associated with 
improved outcome when combined with immune 
therapy. Second-line agents include rituximab 
and cyclophosphamide, and are typically reserved 
for patients with insufficient response, worsening 
of condition, or subsequent episodes. There is 
little evidence regarding the effective treatment 
of psychiatric symptoms. Both first-generation 
and second-generation antipsychotics have been 
utilized for agitation and aggression, but they 
pose a theoretical risk of worsening dystonia and 
movement disorders. Benzodiazepines, cloni-
dine, and trazodone have been shown to improve 
abnormalities in sleep–wake cycle. Catatonia 
may be treated with scheduled benzodiazepines, 
while electroconvulsive therapy is reserved for 
resistant cases [125–127].

 Epilepsy

 What Is It?

Epilepsy is a chronic condition characterized by 
the recurrence of seizures that are typically 
unprovoked and unpredictable [128]. An epilep-
tic seizure is due to an abnormal paroxysmal dis-
charge of cerebral neurons, causing clinically 
detectable (via EEG) and observable events. 
Seizures may be partial (electrical activity abnor-
mality in one area of the brain) or generalized 
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(abnormal electrical activity occurring through-
out the cortex) [129].

Some estimated 20–30% of patients with epi-
lepsy also have psychiatric disorders, but these 
are often underrecognized or untreated [130, 
131]. Depression is the most common psychiatric 
comorbidity associated with epilepsy [132]. 
Patients with depression are at higher risk of 
developing epilepsy than the general population, 
possibly due to abnormal CNS activity of multi-
ple neurotransmitters, structural changes, and/or 
functional abnormalities [133]. Along with 
depression, suicide has a known increased risk 
with epilepsy. In fact, the average risk of suicide 
in epileptic patients is about 13% (vs. 1.4% for 
the general population) [131]. This is especially 
of concern with temporal lobe epilepsy, described 
below, where risk of suicide can be as high as 25 
times greater than the general population [134]. 
Bipolar disorder, schizophrenia, ADHD, and per-
sonality disorders also have higher incidence in 
the epileptic population compared to the general 
population.

 What Are the Types and Features?

There are several classifications of seizures, as 
well as types of psychoses thought to be second-
ary to seizure activity. A breakdown of the main 
seizure types is summarized in Table 18.4 [128, 
129, 135].

Status epilepticus is described as a single sei-
zure lasting at least 5 minutes, or two or more 
seizures without return to baseline consciousness 
between seizures. As the seizure passes 5 minutes 
of duration, the seizure threshold is lowered, neu-
ronal damage occurs, and patients are less likely 
to be controlled with antiepileptic drugs. In non-
convulsive status epilepticus, no obvious seizure 
activity is present, but the patient is generally 
altered or comatose, and may have subtle motor 
symptoms such as twitching, blinking, and eye 
deviation [135].

It can be difficult to distinguish seizure behav-
ior from acute psychosis. Typically, complex par-
tial seizures (CPS) are associated with sudden 
onset and offset symptoms that typically last less 
than 3 minutes and have olfactory, gustatory, and 
tactile hallucinations that generally occur with 
automatisms. Alternatively, psychosis is gradual 
in onset, has longer length of symptoms (from 20 
minutes up to weeks), and is more commonly 
associated with auditory hallucinations occurring 
without automatisms. Consciousness and recall 
are commonly altered in CPS; they are generally 
intact with psychosis [129]. Of patients with 
intractable CPS, 70% may have one or more con-
current psychiatric diagnoses—about 58% with 
depression, 32% with agoraphobia without panic 
or other anxiety disorder, and 13% with psycho-
ses [134].

Ictal psychosis refers to psychosis that occurs 
in association with ictal discharges on EEG and 

Table 18.4 Main categories of epileptic seizures

Type Seizure activity
Generalized seizures
Tonic clonic (grand 
mal)

Unconscious, rigid trunk and extremities, rhythmic jerking generally lasting 
60–90 seconds; postictal period of confusion and fatigue may last several hours or longer

Absence (petit mal) Staring spell with lapse in awareness, maintains posture
Myoclonic Brief, sudden muscle contractions; unilateral or bilateral; occurring singly or repeatedly
Atonic Sudden loss of muscle tone; localized or generalized
Partial seizures
Simple Consciousness not affected; sometimes considered “auras,” progressing to generalized 

seizure
Complex Focal, affect mentation; commonly “temporal lobe seizures”; can involve lip smacking, 

picking, repeating short phrases, hallucinations, déjà vu, fear, anxiety, paranoia, and 
depression

Intractable seizures
Status epilepticus
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is described as psychosis caused by combination 
of cognitive, affective, and hallucinatory symp-
toms of partial epilepsy. Prolonged ictal psycho-
sis is rare and may occur as a nonconvulsive 
status epilepticus with simple or complex partial 
or absence seizures [135].

Postictal psychosis (PIP) occurs in up to 7.8% 
of epileptics and is characterized by hallucina-
tions, delusions, and/or gross behavior or affect 
abnormalities occurring up to 7 days after a sei-
zure. Diagnostic criteria include episode of psy-
chosis within 1 week after seizure; psychosis 
lasting greater than 15 hours but less than 3 
months; delusions, hallucinations in clear con-
sciousness, bizarre or disorganized behavior, for-
mal thought disorder, or affective changes; and 
no evidence of AED toxicity, nonconvulsive sta-
tus epilepticus, recent head trauma, alcohol or 
drug intoxication or withdrawal, or prior chronic 
psychotic disorder. Mood abnormalities predom-
inate and include depressed affect, manic symp-
toms, irritable and aggressive behavior, and 
hallucinations. Voice commenting, thought inser-
tion, and negative symptoms are not common in 
PIP. One unique characteristic of PIP is the lucid 
interval that commonly occurs 2.5–48 hours fol-
lowing return to baseline from last seizure and 
the onset of psychosis [135].

Interictal psychosis (or chronic inter-ictal psy-
chosis (CIP)) is often caused by a long history of 
uncontrolled seizures that, in more than 5% of 
patients, can lead to a chronic psychotic state. It 
is characterized by insidious onset of paranoid 
delusions and hallucinations. Persecutory audi-
tory hallucinations are common, and religiosity 
can occur. Thought disorder is uncommon. While 
positive symptoms such as delusions and halluci-
nations predominate, negative symptoms (such 
as isolation, decreased socialization, and affec-
tive blunting) also seem to have higher incidence 
in patients with temporal lobe epilepsy [135].

 Workup and Treatment

Diagnosing seizures relies heavily on the history 
obtained. Abrupt onset, lack of recall, and a post-
ictal phase are important features in determining 

seizure vs. nonseizure attack [135]. If seizures 
are suspected, first-line treatment with a benzodi-
azepine such as lorazepam is appropriate. 
Treatment of psychosis in epilepsy generally 
requires multidisciplinary treatment, including 
separate treatment of both epilepsy with AEDs 
and psychosis with antipsychotics [135]. Early 
recognition and initiation of therapy are impera-
tive, as these can affect long-term quality of life 
and treatment compliance [131].

 Conclusion

Medical mimics of psychiatric disorders form a 
fascinating mix of disorders spreading from 
behavioral-motoric syndrome to autoimmune 
disorders. Maintaining a broad differential out-
side of primary psychiatric diagnoses is essential 
to identify these potentially life-threatening ill-
nesses. Physicians in all settings are encountering 
these cases and should be trained to identify and 
appropriately treat or refer these syndromes.
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Acute Care of Eating Disorders

Suzanne Dooley-Hash

 Introduction

Eating disorders (EDs) are serious mental ill-
nesses that are often associated with potentially 
life-threatening psychiatric comorbidities and 
medical complications. Eating disorders have 
one of the highest mortality rate of any mental 
illness [1]. About one-half to two-thirds of all 
deaths seen in individuals with EDs are due to 
suicide or cardiac causes, both of which are likely 
to initially present to an emergency department 
or other acute- care settings. Given that the major-
ity of individuals with EDs do not readily self-
disclose their illness to health-care providers, it is 
imperative that all providers be able to recognize 
the signs and symptoms of EDs and maintain a 
high index of suspicion for associated complica-
tions. The purpose of this chapter is to (1) give a 
brief overview of the EDs, (2) discuss recogni-
tion of EDs and commonly associated complica-
tions, (3) describe the management of EDs and 
their complications in the acute setting, and (4) 
provide suggestions for appropriate disposition 
and referral decisions.

 Impact of Eating Disorders

Eating disorders are among the most prevalent 
psychiatric conditions in adolescents and young 
adults, and are third only to obesity and asthma as 
the most common chronic illnesses in these age 
groups [2]. Experts estimate that as many as 14% 
of adolescents have some form of clinically sig-
nificant ED [2, 3]. Increasing numbers of adults 
have been found to struggle with an ED, as well. 
Rates as high as 7–21% of EDs are found in 
screening studies in the general population, pri-
mary care settings, and emergency departments 
[1, 2, 4–7].

Individuals with EDs have also been found to 
have overall increased utilization of all health- 
care services, including emergency departments 
[8–10]. At least one study has shown that the 
average number of emergency department visits 
is increased in ED patients who eventually died 
from their illness when compared to controls 
[11]. This finding raises concerns that those who 
present to the emergency department for care 
may have increased severity of disease and 
increased risk of mortality.

Individuals with EDs are also at significantly 
increased risk of death when compared to their 
peers. Anorexia nervosa has an estimated lifetime 
mortality rate of 5–10%, making it the among the 
deadliest mental illnesses [1, 12–15]. As many as 
an estimated one-third to one-half of ED-related 

S. Dooley-Hash (*) 
Department of Emergency Medicine, University of 
Michigan, Ann Arbor, MI, USA
e-mail: sldh@umich.edu

19

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-52520-0_19&domain=pdf
https://doi.org/10.1007/978-3-030-52520-0_19#DOI
mailto:sldh@umich.edu


200

deaths are attributable to suicide [13, 14]. The 
standardized mortality rate (SMR) for suicide in 
a patient with anorexia nervosa (AN) is 32.4 vs. 
27.8 for a major depressive disorder, 18.2 for 
alcohol abuse, and 8.0 for schizophrenia [1]. 
Eating disorders other than AN have similar over-
all mortality rates for all EDs [15–17], with sui-
cide rates also increased in those with bulimia 
nervosa (BN) and possibly binge eating disorder 
(BED) [18]. Individuals with EDs also have 
increased rates of psychiatric comorbidities com-
pared to the general population, which contrib-
utes to increased health-care utilization and risk 
of serious complications or death. The emergency 
department and other acute-care settings repre-
sent critical points of entry into the health-care 
system for many people and may be the only 
available access for some. Any health-related 
visit may also serve as an ideal “teachable 
moment,” during which an individual is more 
receptive to information and intervention. The 
same visit may be the only opportunity for any 
health-care provider to recognize the ED and 
intervene on behalf of the patient. Therefore, it is 
imperative that all health- care providers be aware 
of the signs and symptoms that are consistent 
with EDs and be prepared to treat them 
appropriately.

 Prevalence and Types of Eating 
Disorders

Although AN is often the first eating disorder 
many may think of, it is the least common ED 
diagnosis. Traditional estimates for lifetime prev-
alence of AN have consistently been around 0.5–
1%, but recent studies suggest prevalence as high 
as 2.2% [19, 20]. Recent changes in diagnostic 
criteria found in the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-V) that 
loosen the requirements for a diagnosis of AN 
may increase the number of people diagnosed 
with it. AN is characterized by restriction of 
energy intake, resulting in significantly low body 
weight, an intense fear of gaining weight or 
becoming fat, and undue influence of body 
weight or shape on self-evaluation. AN can be 

either of a purely restrictive type or a binge/purge 
type [21]. Amenorrhea was removed from the 
diagnostic criteria in the DSM-V.  Patients with 
AN often deny the seriousness of their illness 
despite very low body weights [22].

Bulimia nervosa (BN) also involves self- 
evaluation that is unduly influenced by body 
shape and weight. BN is, however, characterized 
by recurrent episodes of binge eating that are 
accompanied by a sense of lack of control over 
eating during the episode, as well as repetitive 
inappropriate compensatory behavior (purging) 
to prevent weight gain. Compensatory methods 
include self-induced vomiting; misuse of laxa-
tives, diuretics, enemas, or other medications; 
fasting; and excessive exercise. These behaviors 
occur, on average, at least once per week for 
3  months [21]. Bodyweight in individuals with 
BN is usually average or even above normal. 
Lifetime prevalence estimates for BN are gener-
ally around 1–3% but may be as high as 4.6% 
[19, 23], also perhaps related to the reduction of 
the frequency of episodes needed to meet diag-
nostic criteria for BN in the DSM-V.

Binge eating disorder (BED), which was for-
merly not considered a distinct disorder, was 
defined in DSM-V.  It is the most common ED 
[24]. A BED is characterized by recurrent epi-
sodes of binge eating without any compensatory 
behaviors. Feelings of loss of control when eat-
ing, shame or guilt about eating, and eating in 
secret are some of the other characteristics of the 
disorder [21]. Binge eating disorder is unique 
among EDs, in that approximately 40% of cases 
occur in males. It has a total lifetime prevalence of 
0.5–5.5% [24, 25]. Much less research has been 
done on the complications of BED, due to its 
recent definition and the lack of studies focused 
directly on BED. Many believe that the complica-
tions of a BED are simply those presumed to be 
caused by obesity, but studies have shown that 
BED may be a risk factor for metabolic complica-
tions independent of weight [25]. It should not be 
assumed that all BED patients are obese, as 
30–40% are normal weight. Conversely, not all 
higher weight individuals have BED.

The final diagnostic categories for eating dis-
orders include those that describe EDs that meet 
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some, but not all, of the diagnostic criteria for the 
other EDs:

• Other specified feeding and eating disorder 
(OSFED)

• Unspecified feeding and eating disorder 
(UFED)

as well as disorders that are exceedingly rare and/
or are primarily seen in children:

• Pica
• Rumination disorder
• Avoidant restrictive intake disorder [21]

It is important to note that individuals with 
these disorders can also be very ill and have many 
of the same risks and complications as those who 
meet full criteria for AN, BN, or BED.

Although EDs can occur in anyone, they most 
often have their onset during adolescence and 
young adulthood (older for BED), and are more 
common in females than males. Recent studies 
have seen much higher rates of EDs in males, and 
it is likely this gender gap is closing [26]. Eating 
disorders are found in nearly every developed 
country, and minorities have rates equivalent to 
those of Caucasian populations [27]. Eating dis-
orders also affect people of all weights. Patients 
with abnormally low body weight are easier to 
identify but represent the minority of individuals 
with EDs, and those in individuals of normal or 
higher weight are often overlooked [22]. Family 
history, personality type, dieting, sports that 
emphasize weight or extreme fitness, adolescent 
females with Type I diabetes mellitus, and post- 
bariatric surgery patients are other high-risk 
groups [28, 29].

Time constraints in the emergency depart-
ments limit the utility of widespread screening 
for EDs. Instead, health-care providers must 
maintain a high index of suspicion for these 
potentially fatal illnesses. Targeted screening for 
EDs based on risk factors and presenting com-
plaints can lead to early identification and vastly 
improved outcomes for these patients. While 
there are many screening tools for EDs available, 
the majority are too lengthy or complicated to 

administer in the emergency department. The 
SCOFF questionnaire (Table  19.1) is a brief 
screening tool that is easy to remember and man-
age, and that has been shown to have good sensi-
tivity and specificity for identification of potential 
EDs [30].

 Medical Complications of Eating 
Disorders

There are a multitude of medical complications 
associated with EDs described below. These 
complications can be directly related to the 
effects of starvation and malnutrition, as well as 
to the frequency and type of binge eating and 
purging behaviors used. These complications 
range in severity from mild to potentially life- 
threatening. Individuals with EDs are often quite 
reluctant to disclose their illness and may present 
for care with vague, nonspecific symptoms, 
rather than complaints that are more easily 
directly attributable to their ED.  Identification 
and proper management of these patients require 
the health-care provider to maintain a high index 
of suspicion and to readily recognize signs and 
symptoms consistent with ED pathology.

 Cardiovascular Complications

Cardiovascular (CV) complications can be seen 
in up to 80% [20] of individuals with EDs. 
Patients may present with complaints of chest 
pain, shortness of breath, edema, palpitations, 
lightheadedness, or syncope, or they may be 

Table 19.1 The SCOFF questionnaire [30]

Do you make yourself sick because you feel 
uncomfortably full?
Do you worry you have lost control over how much 
you eat?
Have you recently lost over 14 poundsa in a three- 
month period?
Do you believe yourself to be fat when others say you 
are too thin?
Would you say that food dominates your life?

aChanged from 1 stone in the original version of SCOFF 
from the United Kingdom. 1 stone = 14 pounds
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asymptomatic. A thorough evaluation, including 
a complete blood count (CBC), comprehensive 
metabolic panel (CMP), magnesium (Mg), phos-
phorus (P), and an ECG, should be initiated for 
any concerns for CV disease. Arrhythmias, nota-
bly sinus bradycardia, and ECG changes are the 
most frequent abnormalities seen [20, 31]. Sinus 
bradycardia (HR < 60) is an adaptive physiologic 
response to starvation thought to be at least par-
tially mediated by increased vagal tone to car-
diac muscle [20, 32]. The degree of bradycardia 
correlates with the severity of the illness, as 
measured by BMI.  Almost all significantly 
undernourished patients will be bradycardic 
[33]. A “normal” heart rate (60–90  bpm) is a 
cause for concern in these patients and should 
trigger a further evaluation for the etiology of 
this relative tachycardia (fever, dehydration, 
medications) [34].

Multiple other ECG changes can be seen in 
individuals with EDs. Prolonged QTc interval is 
mostly related to secondary causes such as elec-
trolyte abnormalities, dehydration, and medica-
tions, and not due to the ED itself [20, 31, 35]. 
Given the association of prolonged QTc with 
malignant arrhythmias such as torsades de 
pointes, this finding should always prompt admis-
sion for monitoring and further evaluation. 
Administration of medications that could further 
prolong QTc (antiemetics, psychotropics, and 
cardiac medications) should be avoided [31]. 
Electrolyte abnormalities such as hypokalemia, 
hypocalcemia, and others may also contribute to 
the development of other arrhythmias and ECG 
changes.

Hypotension is also frequently seen in indi-
viduals with EDs and is likely multifactorial. 
Volume depletion from fluid restriction and purg-
ing, structural changes in the heart, and increased 
vagal tone can contribute to a significant decrease 
in blood pressure (BP). Cardiac muscle atrophy 
can result in decreased left ventricular wall and 
septal muscle mass, weakened myocardium, 
diminished strength of contraction, papillary 
muscle dysfunction, and possibly reduced car-
diac output [20, 36]. Autonomic dysfunction can 
also lead to a decreased cardiovascular response 
to exercise and decreased heart rate variability, as 

well as a decreased peripheral vascular tone with 
resultant orthostasis [20, 36]. These changes are 
seen in low-weight patients but can also be seen 
in normal- or higher weight patients with signifi-
cant malnutrition due to purging and other behav-
iors. Postural orthostatic tachycardia syndrome 
has also been described in individuals with AN 
[20]. Most of these changes are reversible with 
adequate nutrition and weight restoration, but 
fibrosis and scarring due to myocardial remodel-
ing can occur with chronic severe illness and may 
contribute to permanent cardiac dysfunction [36].

A word of caution regarding treatment of 
these patients in the acute setting: Avoid aggres-
sive IV fluid resuscitation in the ED patient who 
is hypotensive but asymptomatic and otherwise 
stable. It is important to recognize that a low BP 
such as 78/50 may be the baseline for an indi-
vidual with a significantly low weight. Rapid 
infusion of fluids may quickly lead to volume 
overload and resultant congestive heart failure 
(CHF) in a patient whose heart has been weak-
ened by starvation [19, 35]. Slow, continuous 
infusions of 50–75 cc/hour are recommended in 
patients with EDs—even those who experience 
tachycardia and are hypotensive but alert, men-
tating appropriately, and otherwise at baseline 
[34].

Cardiomyopathy in individuals with EDs may 
be related to complications of refeeding, electro-
lyte abnormalities, and myocardial atrophy [36]. 
Patients may present with mild symptoms or in 
extremis with respiratory distress due to weak-
ened respiratory muscles, pulmonary edema, 
increased jugular venous distension, and other 
signs of florid heart failure. Syrup of ipecac, a 
cardiotoxic emetic agent, has been removed from 
US markets, reducing the incidence of this par-
ticular cause of cardiomyopathy. Treatment of 
cardiomyopathy in patients with EDs is the same 
as for other causes of CHF (diuresis, preload 
reduction, etc.), although the clinician must pro-
ceed carefully with diuresis in hypotensive 
patients and those who are likely to be total body 
hypovolemic. Vasopressors may be needed to 
accomplish preload reduction safely [34, 37].

Other cardiac complications seen in ED 
patients are of unclear clinical significance. 
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Mitral valve prolapse (MVP) has an increased 
incidence in ED patients. MVP has been reported 
in as many as 33–66% of individuals with AN 
and is thought to be related to the relatively large 
size of the mitral valve relative to the atrophied 
left ventricular wall that results from starvation 
[20, 34, 36]. MVP is associated with an increased 
risk of arrhythmias and, questionably, sudden 
death, but is sometimes a benign condition. 
Pericardial effusion is also seen in 22–35% of 
individuals with AN, but is typically small and 
does not cause significant compromise. Both of 
these findings resolve with weight restoration 
[20, 23].

 Pulmonary Complications

Although less common than some other 
ED-related problems, pulmonary complications 
are seen and can be life-threatening. Self-induced 
vomiting can lead to aspiration pneumonitis, 
pneumothorax, pneumomediastinum, and subcu-
taneous emphysema [19]. Spontaneous pneumo-
thorax has been seen in individuals with AN who 
may also develop early COPD, possibly related 
to decreased surfactant levels [34, 35]. Also, 
weakened respiratory muscles can lead to the 
development of respiratory insufficiency with 
hypoxia and hypercarbia. Appropriate laboratory 
studies (CBC, CMP, +/− blood cultures), chest 
X-ray, and ECG should be obtained for patients 
presenting with complaints of dyspnea, decreased 
exercise tolerance, cough, and chest pain. 
Treatment of respiratory failure and other pulmo-
nary symptoms is the same as that of anyone with 
similar complaints.

 Gastrointestinal Complications

Gastrointestinal (GI) complaints such as abdomi-
nal pain, bloating, and constipation are among 
the most common symptoms for which ED 
patients seek medical care [10, 25]. These symp-
toms may reflect relatively mild disease or may 
indicate a life-threatening condition. Indigestion 
or heartburn caused by repeated exposure of the 

esophagus to gastric acids with repeated self- 
induced vomiting may lead to gastroesophageal 
reflux (GERD), esophagitis, and esophageal 
spasm. Hematemesis can result from small lac-
erations of the esophageal mucosa, known as 
Mallory-Weiss tears, or may indicate more severe 
pathology such as esophageal rupture due to 
forceful vomiting (Boerhaave’s syndrome) [38]. 
Complaint of severe chest pain with excessive 
yawning (due to diaphragmatic irritation) is con-
sistent with Boerhaave’s. Concerns for this syn-
drome necessitate a thorough evaluation of 
esophageal rupture: chest X-ray, direct visualiza-
tion of the esophagus (endoscopy), and CT scan 
of the chest. Mediastinitis with sepsis due to 
esophageal rupture can develop rapidly, and car-
ries a high mortality rate [39].

Prolonged starvation, chronic vomiting, and 
laxative abuse can all contribute to the significant 
slowing of the entire GI tract. Gastroparesis, or 
delayed gastric emptying, is common and results 
in nausea and vomiting, abdominal bloating, and 
discomfort, all increased with food intake [40]. 
Treatment is mostly supportive, using IV fluids, 
antiemetics, and promotility agents such as eryth-
romycin, bethanechol, or metoclopramide. 
Abdominal X-rays may be necessary to differen-
tiate gastroparesis from small bowel obstruction 
or other conditions. Although relatively rare, 
acute gastric dilatation has been reported in indi-
viduals with EDs as the result of massive binging 
or secondary to gastric outlet obstruction during 
refeeding. Gastric dilatation can lead to gastric 
perforation or rupture, which carries an 80% 
mortality rate [25, 41]. Constipation is almost 
universal in malnourished patients. It is often the 
result of slowed colonic motility, a consequence 
of chronic laxative abuse, electrolyte abnormali-
ties, hypovolemia, and dehydration [25]. Long- 
term use of stimulant laxatives may directly 
damage colonic nerves and result in cathartic 
colon syndrome, the lack of colonic motility [41].

Less common GI complications reported in 
individuals with EDs include acute hepatitis, ful-
minant hepatic failure, pancreatitis, and superior 
mesenteric artery (SMA) syndrome [25, 32, 41]. 
Biliary colic and cholecystitis are seen in indi-
viduals who have had rapid weight loss or 
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repeated cycles of weight gain and loss. In addi-
tion to a CMP, lipase should also be assessed in 
individuals with EDs who present with com-
plaints of epigastric or right-upper-quadrant 
abdominal pain.

 Metabolic and Electrolyte 
Abnormalities

Multiple electrolyte disturbances are found in 
patients with EDs. Abnormalities are more com-
mon in patients who purge and are largely related 
to the method(s) of purging. Restriction of fluid 
intake and starvation can also result in significant 
abnormalities. Electrolyte abnormalities affect 
nearly every organ system, and their conse-
quences can be fatal. However, many individuals 
with EDs, particularly those with purely restric-
tive disorders, will have normal laboratory stud-
ies despite even severe malnourishment. 
Therefore, the lack of electrolyte abnormalities 
does not necessarily exclude severe malnourish-
ment or other ED complications.

Hypokalemia is the most frequent electrolyte 
abnormality. Very low serum potassium (< 
2.5  mEq/L), as well as elevated bicarbonate 
(<38  mEq/L) without another known cause, is 
almost exclusively seen in individuals who purge 
by vomiting and abuse laxatives/diuretics. In the 
absence of a clear cause, significant hypokalemia 
is found in <1% of healthy people with normal 
kidneys. These findings are suggestive of purging 
by vomiting and should prompt further investiga-
tion [42]. Treatment of hypokalemia is with oral 
and IV potassium supplementation. Moderate-to- 
severe hypokalemia increases the risk of poten-
tially fatal cardiac arrhythmias and should be 
treated aggressively [19, 42]. Severe 
(<2.5  mEq/L) or moderate hypokalemia (2.5–
3.0 mEq/L) in the setting of metabolic alkalosis 
should prompt admission for cardiac monitoring 
and treatment. Alkalosis must be corrected along 
with potassium to prevent ongoing renal losses of 
potassium due to increased aldosterone produc-
tion in chronic dehydration.

Hyponatremia due to dehydration or excess 
free-water intake (or “water-loading”) is another 
common electrolyte deficiency seen in EDs. 

Diuretics and selective serotonin reuptake inhibi-
tors may exacerbate hyponatremia in these 
patients [19, 42]. Serum sodium levels below 
120  mEq/L can result in seizures and death. 
Treatment includes IV normal saline (NS) with a 
goal of increasing the serum sodium by 
4–6  mEq/L in the first 1–2  hours and no more 
than 8–10  mEq/L in the first 24  hours. Even 
slower rates may be appropriate in those with 
chronic hyponatremia [42]. Rapid increases in 
serum sodium should be avoided due to the risk 
of central pontine myelinolysis, and the use of 
hypertonic (3%) saline should be reserved for 
symptomatic (seizing or comatose) patients. 
Other electrolyte abnormalities, such as hypo-
chloremia, hypomagnesium, and hypocalcemia, 
as well as micronutrient deficiencies, can also be 
seen in individuals with EDs. Hypomagnesium 
can cause muscle cramping, weakness, paresthe-
sias, and arrhythmias. Low magnesium must be 
corrected to prevent further renal losses of potas-
sium. Consider admission for significant electro-
lyte abnormalities, metabolic acidosis, or signs of 
chronic dehydration in any patient with inade-
quate resources, lack of follow-up, or those who 
are unlikely to correct the purging behaviors.

Metabolic alkalosis is the most common acid- 
base disturbance seen in individuals who purge, 
and serum bicarbonate of >35–38  mEq/L is 
highly suggestive of self-induced vomiting [33, 
42]. Severe diarrhea secondary to laxative abuse 
may result in a non-ion gap metabolic acidosis 
acutely, but with chronic use, most patients 
develop hypokalemia and a mild metabolic alka-
losis due to chronic dehydration with respiratory 
compensation. Renal dysfunction in individuals 
with EDs may also contribute to acid-base distur-
bances. Most renal abnormalities are pre-renal 
secondary to purging or decreased fluid intake; 
however, chronic AN patients are also at risk for 
renal salt wasting, intrinsic renal disease, and 
renal failure [34, 38].

Patients with very low body weights may also 
be hypothermic [35]. Low body temperature is a 
reflection of reduced basal metabolic rate result-
ing from chronic starvation. The inability to 
maintain body temperature usually indicates 
severe malnutrition. A core body temperature of 
<95 °F in the absence of other causes is an indi-
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cation of severe compromise and warrants imme-
diate hospitalization.

 Endocrine Complications

Long-term complications of EDs including infer-
tility, pregnancy complications, fetal abnormali-
ties, amenorrhea or oligomenorrhea, osteoporosis, 
increased risk of fractures, overuse injuries, 
arrested growth, hypercortisolemia, and thyroid 
irregularities can occur and are beyond the scope 
of this text [34, 35, 42, 43]. Acute endocrine 
abnormalities such as significant hypo- or hyper-
glycemia in individuals with EDs can be life- 
threatening. Hypoglycemia is usually mild 
(≥70  mg/dL). When severe (<50  mg/dL), it is 
concerning for advanced hepatic dysfunction or 
depletion of glycogen stores and may result in 
death [35, 44, 45].

Young females with Type I diabetes mellitus 
(DM) are at increased risk for the development of 
an ED.  Intentional manipulation of insulin in 
conjunction with other ED behaviors to achieve 
weight loss contributes to serious medical com-
plications that can arise quickly. Poor glucose 
control leads to recurrent diabetic ketoacidosis 
(DKA), as well as a much higher incidence and 
younger onset of many long-term complications 
of diabetes [45]. These patients are also at risk of 
suicide by insulin overdose. Treatment of DKA 
includes IV fluids, electrolyte replacement, and 
insulin in an intensive-care setting, and is similar 
to that of other patients. The risks of cardiomy-
opathy and potential fluid overload are high and 
transfer to a facility with expertise in treating this 
dangerous combination should be considered 
[34, 45].

 Neurologic Complications

Brain imaging has shown significant cerebral 
atrophy and ventricular enlargement similar to 
that seen in Alzheimer’s disease in malnourished 
individuals with EDs. This atrophy may manifest 
in cognitive impairment such as decreased con-
centration and memory loss [35, 46]. Peripheral 
neuropathies are also seen and may be related to 

vitamin B or other micronutrient deficiencies 
[31]. These changes are usually reversible with 
weight restoration, but some patients may experi-
ence permanent cognitive deficits. Seizures have 
also been reported and may be related to electro-
lyte abnormalities, medications, or hypoglyce-
mia [35].

 Other Complications

Although not acutely life-threatening, some of 
the classic signs and symptoms of EDs may be 
helpful in identifying an occult ED. Parents may 
bring their child or adolescent in for concerns of 
weight loss or failure to grow. Older patients 
might complain of generalized fatigue or weak-
ness, cold intolerance, or dizziness, none of 
which are diagnostic in and of themselves, but 
when taken into consideration with other clinical 
and diagnostic findings, should heighten suspi-
cion for an ED.

Other commonly described findings include 
the development of lanugo hair (fine hair growth), 
hair loss, carotenoderma (yellowish skin discol-
oration due to high levels of carotene), brittle 
nails, dry skin, poor wound healing, and acrocya-
nosis due to peripheral vasoconstriction [34–36]. 
Russell’s sign (callus on the dorsum of hand) is 
considered a classic sign of BN but is not a com-
mon finding [36]. Oral trauma, dental erosion, 
perimolysis (increased erosion on the lingular 
surface of maxillary teeth), cheilosis (cracking 
and erythema at the corners of the mouth), and 
parotid and other salivary gland enlargements 
can also be seen both during active illness and in 
the recovery period [19, 34–36]. Significant 
hematologic abnormalities are not common in 
individuals with EDs but may be present. Mild 
abnormalities such as iron-deficiency anemia are 
relatively common in low-weight patients due to 
inadequate dietary iron intake but may be masked 
by volume contraction. Starvation is one of the 
few causes of decreased sedimentation rate but is 
nonspecific. Bone-marrow hypoplasia and failure 
in severe malnutrition can result in reductions in 
any blood cell line or pancytopenia. Interestingly, 
individuals with severe AN do not show signs of 
immunosuppression and do not have increased 
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rates of infection even in the setting of mild-to- 
moderate leukopenia [36]. Hematologic abnor-
malities are generally rapidly reversible with 
adequate nutrition [19].

 Substances and Eating Disorders

Individuals with EDs are at increased risk for 
substance-use disorders (SUD), including misuse 
of prescribed medications, and may also be on 
psychotropic medications. These medications 
can have side effects that contribute to symptoms 
and are frequently used in suicide attempts [31, 
46–48]. The availability of stimulant medications 
and the misuse/abuse of these medications on 
high school and college campuses have increased 
dramatically over the past two decades. The use 
of these medications, as well as illicit drugs such 
as amphetamines and cocaine for appetite sup-
pression, is seen [47–49]. Overuse of stimulants 
in individuals with EDs puts them at greatly 
increased risk of cardiac sequelae, including 
heart failure. Treatment of stimulant toxicity is 
primarily supportive with cardiac monitoring, 
IVF, and benzodiazepines.

Abuse of other substances, including alcohol, 
is also increased in ED patients. Some studies 
have found that as many as 41% of patients with 
EDs will be affected by a SUD at some point in 
their illness [47, 48]. On the other hand, 
substance- abuse treatment centers report as many 
as one-third of their patients having comorbid 
EDs. The use of alcohol and other substances 
increases the risk of many complications of both 
disorders, including the risk of death by suicide 
and other causes. Providers should consider 
comorbid substance use when making treatment 
and disposition decisions for their patients with 
EDs [35].

 Complications of Recovery

Complications seen during recovery from an ED 
range from benign and self-resolving to poten-
tially fatal. While the most severely malnourished 
patients are usually initially stabilized in an inpa-

tient setting, a significant number never seek 
treatment or are treated on an outpatient basis and 
may present to an acute-care facility due to com-
plications of refeeding.

Sialadenosis, caused by hypertrophy of the 
parotid and other salivary glands due to chronic 
vomiting, can be seen during BN or three to 
4 days after the cessation of vomiting. This is a 
benign, self-limiting condition, and reassurance 
is the only treatment necessary [34, 50].

Other problems in the recovery period are 
much more serious and can lead to fatal compli-
cations. Purging and diuretic use can lead to 
chronic dehydration, which stimulates renal 
aldosterone production. During the first two to 
three weeks after these patients stop purging, 
they are at risk of developing severe edema, along 
with worsening metabolic alkalosis and electro-
lyte abnormalities. This condition, Pseudo- 
Bartter’s syndrome, is due to hyperaldosteronism 
caused by renal adaptations to chronic dehydra-
tion [34, 35, 51]. Slow fluid replacement (50–
75  cc/hr. NS), along with potassium and 
magnesium supplementation, is the key to treat-
ment. Rapid boluses of large volumes of IV fluid 
should be avoided [34, 35].

Refeeding syndrome may develop during the 
initial recovery period [19, 31, 34]. This syn-
drome is caused by rapid fluid and electrolyte 
shifts that occur with refeeding. During pro-
longed starvation, the body maintains homeosta-
sis by shifting intracellular electrolytes to the 
extracellular space such that measured serum lev-
els of electrolytes may appear relatively normal 
despite severe total body depletion. In early 
stages of refeeding, increased insulin released in 
response to the sudden presence of nutrition leads 
to increased cellular uptake of glucose, along 
with phosphorus and other electrolytes. Levels 
can drop rapidly, resulting in multiple symptoms 
primarily related to hypophosphatemia such as 
neurologic (confusion, seizures, coma), cardiac 
(arrhythmias, heart failure), hematologic (hemo-
lysis), and muscular (weakness, rhabdomyolysis, 
diaphragm weakness leading to respiratory fail-
ure) complications [31, 34]. Regardless of 
weight, individuals are at risk of refeeding syn-
drome if they have had little or no nutritional 
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intake for >5 days, a history of alcohol abuse, and 
the use of medications including insulin, chemo-
therapy, antacids, or diuretics [22, 34]. Emergency 
department treatment of patients with suspected 
refeeding syndrome includes slow administration 
of IV fluids (50–70 cc/hr. of NS) to avoid volume 
overload, aggressive replacement of electrolytes, 
and admission to a monitored bed or intensive- 
care unit. Cardiac monitoring and ongoing sup-
plementation are indicated for any suspicion of 
refeeding syndrome.

 Management of Eating Disorder 
Patients in the Acute Care Setting

It is imperative that all health-care providers 
maintain a supportive, nonjudgmental stance 
toward individuals with EDs. Equally important 
is the recognition that the vast majority of indi-
viduals with eating disorders are normal weight 
or higher. EDs can also occur in people of all 
races, genders, socioeconomic statuses, and ages. 
Providers must maintain a high index of suspi-
cion for signs and symptoms concerning for an 
ED, regardless of the outward appearance of the 
individual. Whenever possible, involve family, 
friends, and significant others. It is also impera-
tive that the EM physician recognizes and treats 
all potentially life-threatening abnormalities. 
With a few exceptions (see Table 19.2), manage-
ment of acute symptoms in individuals with EDs 
is a quite similar treatment of any other patient.

 Disposition

Generally accepted indications for hospital 
admission apply. Also, there are indications for 
admission specific to EDs. Many of the most 
egregious errors made by acute-care providers 
during the care of individuals with EDs are 
related to disposition. Table 19.2 contains guide-
lines for hospitalization (adult or adolescent) 
recently published by the Academy for Eating 
Disorders [22].

Older similar guidelines for children and ado-
lescents are available from the Society for 

Adolescent Health [52] and for adults from the 
American Psychiatric Association and the UK’s 
National Institute for Health and Care Excellence. 
It is strongly recommended that the acute-care 
provider consult one of these guidelines or, if 
available, a provider with expertise in the treat-
ment of EDs when determining the disposition of 
these patients. A commonly made error is the dis-
charge of a patient who is deemed “stable,” based 
on normal vital signs and normal or only slightly 
abnormal laboratory studies without due consid-
eration of weight and/or complicating factors 
such as comorbid medical or psychiatric condi-
tions, lack of access to follow-up care, or severity 
of current ED behaviors. Given the high risk of 
complications and increased mortality seen in 
individuals with EDs, it is better to err on the side 
of caution by admitting or transferring to an 

Table 19.2 The academy for eating disorders criteria for 
acute medical or psychiatric stabilization [22]

Presence of one or more of 
the following:
≤ 75% median BMI for age, 
sex, and height
Hypoglycemia
Electrolyte disturbance 
(hypokalemia, hyponatremia, 
hypophosphatemia, and/or 
metabolic acidosis or 
alkalosis)
ECG abnormalities (e.g., 
prolonged QTc > 450, 
bradycardia, other 
arrhythmias)
Hemodynamic instability
  Bradycardia
  Hypotension
  Hypothermia
Orthostasis
Acute medical complications 
of malnutrition (e.g., 
syncope, seizures, cardiac 
failure, pancreatitis, etc.)
Comorbid psychiatric or 
medical condition that 
prohibits or limits appropriate 
outpatient treatment (e.g., 
severe depression, suicidal 
ideation, obsessive- 
compulsive disorder, Type 1 
diabetes mellitus)
Uncertainty of the diagnosis 
of an ED

Or one or more of the 
following:
Acute food refusal
Suicidal thoughts or 
behaviors
Other significant 
psychiatric 
comorbidity that 
interferes with ED 
treatment (anxiety, 
depression, obsessive- 
compulsive disorder)
Other considerations 
regarding 
hospitalization:
Failure of outpatient 
treatment
Uncontrollable 
bingeing and/or 
purging by any means
Inadequate social 
support and/or 
follow-up medical or 
psychiatric care
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appropriate facility, rather than discharging a 
potentially very ill individual.

The majority of patients with EDs recover 
fully; however, the prognosis is much improved 
by early diagnosis and effective early treatment. 
The risk of developing a chronic, treatment- 
resistant ED increases with every year that the 
patient goes untreated or inadequately treated [2, 
53]. Successful, definitive treatment is most often 
quite lengthy (3–5 years) and will obviously not 
be accomplished in the acute-care setting. It is 
imperative, however, that any health-care pro-
vider in an acute-care setting who has identified a 
patient suspected to suffer from an ED refer this 
patient to appropriate specialty care. For individ-
uals who do not require hospitalization, ensure 
adequate follow-up care with the patient’s pri-
mary care provider (PCP) and ED specialist if 
available, and provide ED-related resources to 
the patient and family members. Ideally, the pro-
vider who has concerns for an occult ED will 
relate these concerns to the individual’s 
PCP.  Know the resources in your local area. If 
you are unsure, or there aren’t any, consult repu-
table online sources of information on EDs and 
treatment specialists, including the Academy for 
Eating Disorders (www.aedweb.org), the Binge 
Eating Disorder Association (bedaonline.com), 
and the National Eating Disorders Association 
(www.neda.com).

 Conclusions

Eating disorders are serious mental illnesses that 
have multiple psychiatric and medical comorbid-
ities, as well as one of the highest mortality rates 
of any psychiatric condition. Contrary to popular 
opinion, they are not rare (more than 10% of the 
general population will develop a clinically sig-
nificant ED at some point in their life) and can be 
seen in individuals of any race, size, gender, level 
of education, and socioeconomic status [22]. 
Effective interventions do exist, and most patients 
recover fully with good treatment. Emergency 
department and other health-care visits represent 
an opportunity for early recognition and inter-
vention in patients who are often otherwise reluc-

tant to disclose their illness. It is important that 
providers be able to identify and manage the 
signs and symptoms of eating disorders, espe-
cially in high-risk populations. If you suspect an 
eating disorder in one of your patients, say some-
thing! A visit to the emergency department is a 
frightening experience for many individuals with 
EDs. It may also represent an excellent “teach-
able moment” and an opportunity to provide life- 
saving intervention and referral. Saying nothing 
may be interpreted by the individual as tacit 
approval of the illness or “evidence” that there is 
nothing seriously wrong, and a key opportunity 
for early identification and referral will have been 
missed.
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When to Admit the Psychiatric 
Patient

Carmen R. Serpa

 Introduction

The emergency department (ED) is an intense, 
stressful work environment that plays a unique 
and critical role in the modern-day health-care 
system. The ability to evaluate and initiate treat-
ment for unplanned medical emergencies 
24 hours a day, 7 days a week, sets the ED apart 
from other medical facilities. The unplanned 
nature of patient attendance and challenges 
involving access to health care have led to emer-
gency departments becoming a primary source of 
treatment for those with mental illnesses. A short-
age of psychiatrists and inpatient psychiatric 
facilities often leave ED staff members ill- 
equipped to manage increasingly frequent behav-
ioral emergencies.

As emergency providers are faced with per-
forming a rapid evaluation of symptoms, identi-
fying patients at high risk for self-harm or injury 
to others is critical. Providing initial psychiatric 
treatment and creating a safe disposition to an 
appropriate level of care help to ensure high-risk 
cases are managed effectively.

The purpose of this chapter is to provide an 
overview of what aspects to consider when deter-
mining whether to admit an individual to a psy-
chiatric unit. We will also discuss in detail how to 
conduct a comprehensive risk assessment when 
evaluating various populations with psychiatric 
pathologies. (Please also see Chap. 8, “Discharge 
of the Emergency Patient with Risk Factors for 
Suicide: Psychiatric and Legal Perspectives.”)

 Case Example

Ms. M. is a thirty-six-year-old woman with a his-
tory of bipolar disorder brought to the emergency 
department by the police after being involved in 
an altercation at home with her brother. Her 
brother tried to stop her from cutting her wrist in 
a suicide attempt following a break-up with her 
boyfriend. It appears that her brother found out 
that Ms. M. had been Googling ways of “how to 
die quickly.” Upon arrival at the ED, during her 
triage, Ms. M. reported to the nurse that she 
wanted to die but later denied it to the psychiatrist 
and social worker who had consulted with the 
patient while in the ED.  The patient was dis-
charged. The next evening, Ms. M. texted a friend 
“I just want to end it all.” She had been drinking, 
and her friend didn’t take her text seriously and 
advised her to go to sleep. The next morning, her 
friend decided to check on her and found Ms. M. 
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hanging off a tree branch in her back yard. On the 
day of her funeral, Ms. M.’s mother was crying 
and shared with relatives that 2  weeks prior, 
Ms.  M. had been talking about wanting “to 
disappear.”

 Risk Assessment

It is important to be skillful and precise when 
determining the risk individuals pose to them-
selves or others. Given the nature of what is dis-
cussed during the assessment, establishing a 
good rapport, and demonstrating empathy to the 
patient are two important aspects to keep in 
mind. Documentation showing that the clinician 
a) performed a reasonable assessment of risk 
and b) provided a rationale for implementing a 
reasonable management plan will be likely to 
meet the standard of care [1]. The assessment 
should also focus on factors that elevate the 
patient’s risk of intentional or unintentional 
danger [2]. This implies that aside from explor-
ing any suicidal and homicidal ideations, immi-
nent vulnerability to danger also includes 
evidence of intoxication, debilitating drug use, 
unexpected life crisis, expressions of hopeless-
ness, irritable mood, global insomnia, impulsiv-
ity, chronic debilitating physical conditions, 
thought disorganization, disheveled appearance, 
and agitation [1, 2].

 Criteria for Psychiatric 
Hospitalization

Involuntary commitment, also known as civil 
commitment, is the legal process of hospitalizing 
a person against his or her stated wishes. The cri-
teria for involuntary admission to a psychiatric 
unit are met when a patient is deemed to be at 
danger to themselves or others, or is unable to 
provide for himself or herself because of mental 
illness [2]. In the United States, forcing someone 
to enter a facility to undergo treatment is consid-
ered a significant curtailment of his or her rights. 
Two major legal principles have been used by 
lawmakers to protect individuals who are invol-
untarily admitted. The first is to protect the citi-

zenry from harm, via “police powers.” The 
second is to protect the individual from harming 
themselves, via parens patriae. Parens patriae is 
Latin for “parent of the nation” and has its great-
est application via the treatment of children, 
mentally ill persons, and other individuals who 
are legally incompetent to manage their affairs 
[3]. When the state invokes its police powers, it 
usually results in someone being arrested for 
breaking the law. In psychiatry, this power is, 
therefore, invoked if someone’s actions threaten 
the safety or welfare of others [4]. Parens patriae 
powers are also used to help those who can’t help 
themselves, as its key principle is to protect the 
individual. Individuals have a right to the least 
restrictive treatment. However, when their actions 
are believed to represent an imminent danger to 
themselves or others as the result of a psychiatric 
etiology, admission to a psychiatric facility is 
granted. Physicians should be aware of the laws 
that govern involuntary hospitalization in their 
state, as the criteria may vary. These can easily be 
found by an internet search for involuntary com-
mitment laws or by directly speaking with legal 
representatives [5].

 Suicidality

Suicide has become a major public health issue 
worldwide and accounts for an estimated 2% of 
all emergency room visits [6]. There were 
approximately 34,000 suicides in the United 
States in 2007, accounting for roughly 100 sui-
cides per day. Per the American Foundation for 
Suicide Prevention, in 2016, the numbers 
increased to 123 suicides per day. In 2016, fire-
arms were the most common method of death by 
suicide, accounting for a little more than half 
(51.01%) of all suicide deaths [7]. Suicide ranks 
tenth among causes of death nationwide and is 
the third leading cause of death in youths between 
the ages of 15–24 years [6, 7].

An estimated 8–25 suicide attempts occur for 
every suicide among children and adolescents. 
This ratio is much lower among individuals aged 
65 and older, with approximately four attempts 
for every completed suicide [6]. A study in the 
1970s reported that 82% of patients who commit-
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ted suicide visited a physician within 6 months of 
their death; retrospectively, 51% of these patients 
had evidence of depression, but only 38% of 
those who committed suicide were diagnosed 
with depression [8].

Competent clinical care for suicidal patients 
requires that medical staff recognize and deter-
mine the patient's suicidal risk by conducting a 
thorough interview to identify current suicidal 
desire, ideations, plans, means, intent, past 
attempts, and protective factors. Once the level of 
risk is determined, a collaborative intervention 
plan appropriate for the situation should be devel-
oped and documented [9]. (Please see Chap. 8, 
“Discharge of the Emergency Patient with Risk 
Factors for Suicide: Psychiatric and Legal 
Perspectives”) Patients in acute crisis with a mod-
erate-to-high suicide risk should be admitted. In 
such cases, voluntary hospitalization is preferable 
when possible to provide a more collaborative, 
patient-centered care plan [10]. Otherwise, invol-
untary commitment is necessary.

The use of standardized rating scales in the 
emergency department as part of the assessment 
process has provided evidence that their use can 
help to improve the identification of additional 
patients with recent suicide attempts. A study by 
Gregory Brown et al. identified that 18% of the 
patients who were classified as making a recent 
attempt by using a standardized assessment such 
as the Columbia Suicide Severity Rating Scale 
were not identified as such by the clinical assess-
ment upon review of the medical records [11]. 
The same study concluded that the sensitivity and 
accuracy of identifying suicidal behavior and 
non-suicidal self-injury behavior using standard-
ized scales resulted in a valuable asset to a com-
prehensive clinical assessment.

 Homicidality

Homicidal ideation, intent, attempts, and plans 
can be difficult to assess. As with suicide, no cli-
nician can confidently predict what is going to 
happen. As in the assessment of suicide, rating 
scales may be helpful in making a thorough 
assessment of homicidal risk. The Danger 

Assessment (DA) is a twenty-question assess-
ment tool designed to assess the likelihood of 
lethality or near-lethality occurring in a case of 
intimate partner violence. It can accurately iden-
tify the vast majority of abused women who are 
at increased risk of femicide or attempted femi-
cide [12].

A logical assessment of the prevailing risk of 
violence can help develop and justify a reason-
able treatment plan for these patients. Studies 
have shown that the only factor clearly associated 
with future violent behavior is a history of vio-
lence [13]. A comprehensive violence assessment 
should also include exploring historical and clini-
cal factors. Table 20.1 depicts various factors to 
consider that can assist the clinician in carrying 
out a structured assessment [1].

The Modified Overt Aggression Scale 
(MOAS) is a four-part behavior rating scale 
designed to measure four types of aggressive 
behaviors as witnessed in the past week. See 

Table 20.1 Historical and clinical factors associated 
with violence risk [1]

Historical factors Clinical factors
Past violence 
(affective, 
predatory)

Homicidal/violent thoughts

Frequency of 
recurrence of 
violent acts

Substance abuse

Use of weapons 
during the act

Impulsivity

Age (esp. late 
teens, early 
twenties)

Poor insight into mental illness 
or to past violent acts

Male gender Psychosis (command-type 
hallucinations)

Low IQ Delusions (persecutory, history 
of acting on the delusions)

Major mental 
illness

Depression

Criminal record/
juvenile 
delinquency

Acutely manic

Combat training Organic brain dysfunction (TBI, 
frontal lobe syndrome, 
intermittent explosive ds)

Animal cruelty/
antisocial traits

Acute symptoms of PTSD

Childhood abuse
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Table 20.2 [14]. Aggression is divided into four 
categories: verbal, physical against objects, phys-
ical against self, and physical against others. 
Each category is rated from 0 to 4, depending on 
the level of severity. Total scores on the MOAS 
range from 0 to 40, with a higher score indicating 
more aggressive behavior. The scores of the scale 
have shown good reliability in helping to predict 
future aggressive behaviors [15].

Another helpful tool is the Brøset Violence 
Checklist (BVC) developed by Linaker and 
Bush-Iversen. The BVC is an easy-to-use instru-
ment that can help predict the risk of violence 
and is based on the presence or absence of six 
characteristics: confusion, irritability, boisterous-
ness, verbally threatening, physically threaten-
ing, and attacks on objects [15]. Research 
performed on the BVC has shown that it has a 
moderate sensitivity and high specificity with an 
adequate inter-rater reliability in its ability to pre-
dict violence within the next 24-hour period [16].

While tools such as DAT, MOAS, and BVC 
are a useful resource, clinicians must be aware 
that the use of rating scales does not replace the 
need for clinical judgment about a patient’s cur-
rent risk of violence. A thorough assessment of 
the patient’s homicidal risk must include a 
detailed interview in efforts to identify current 
homicidal or suicidal desires, ideations, plans, 
means, intent, history of violence, and protective 
factors. The disclosure of intent to the authorities 
or parties involved does not represent a violation 
of HIPAA laws. A clinician’s duty to protect 
overrides the confidentiality of the therapist–
patient relationship. The professional may dis-
charge this duty in several ways, including 
notifying police, warning the intended victim, or 
taking other reasonable steps to protect the threat-
ened individual [9].

 The Elderly

Psychiatric emergencies are common among the 
elderly and carry significant morbidity and mor-
tality rates. The most common psychiatric emer-
gencies among the elderly population are 
delirium, depression with suicidality, substance 
abuse, and dementia accompanied by aggression 
[17]. Early identification of delirium and appro-
priate management of the underlying medical 
precipitants will reduce its severity and lead to 
improved outcomes for the patient [18]. Delirium 
is missed anywhere from 12.5% to 75% of the 
time in the emergency room [19]. An appropriate 
assessment of cognitive function was the clinical 
element most often neglected both in 69.1% 
patients admitted to psychiatric units and in 
38.2% of those admitted to medical units [9]. It 
has been found that key assessments to rule out 
organicity are less likely to be performed in 
patients with mental status changes who are 
admitted to psychiatric units than in those admit-
ted to medical units [20]. The Confusion 
Assessment Method (CAM) is a standarized and 
validated algorithm that is helpful in the assess-
ment of delirium and to help non-psychiatrically 
trained clinicans to identify delirium in a quick 
and accurate way. The CAM focuses on rating 
confusion by understanding acute onset vs fluctu-
ating and inattention; and either, disorganized 
thinking or level of altered consciousness [21]. It 
should be considered as part of a comprehensive 
evaluaiton of these patients.

Elderly patients are more likely to experience 
feelings of worthlessness and guilt [16]. When 
compared to other segments of the population with 
depression, elderly patients have the highest rate of 
suicide [19]. The rate of deaths by suicide is the 
highest in this age group, with an estimated 14.3 
per 100,000 [17]. The reasons for increased lethal-
ity include the use of more violent means, decreased 
physical resilience, and increased isolation [22].

The presence of depressive symptoms should 
prompt emergency staff to introduce questions 
about death, thoughts of suicide, intent to harm 
self, and access to means [23]. However, an 
appropriate ED assessment of depression in the 
elderly should also include strong consideration 

Table 20.2 Modified overt aggression scale calculation 
score [15]

Behavior score Score Weights Total sum
Verbally aggressive x1
Destruction of property x2
Self-injurious acts x3
Physically aggressive x4
Total score
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for medical illness as an etiology of the patient’s 
signs and symptoms. There are many depression 
scales in existence that are specific to the elderly, 
including the Geriatric Depression Scale (GDS) 
and the Center for Epidemiological Studies 
Depression (CES-D) Scale. Many will consider 
that spending 15  minutes performing this exer-
cise might be impractical, given the busy pace of 
the ED. However, when in doubt of the diagnosis, 
this could be 15 minutes well spent and help in 
the decision of when to admit.

Up to 50% of elderly patients with dementia 
may develop depression. Depression with psy-
chotic features is the most common variant of 
depression among this segment of the population. 
Around 23% of the elderly will experience psy-
chotic symptoms that may be associated with 
aggressive or disruptive behavior [19]. Dementia 
is the most common cause of psychosis in the 
elderly. Approximately 50% of Alzheimer’s 
dementia patients experience delusions or halluci-
nations within the first 3  years of clinical onset 
[19]. Primary psychiatric disorders make up a sig-
nificant but less common cause of psychosis in the 
elderly. The assessment of psychosis in the ED for 
elderly patients should include a thorough medical 
screening with special attention to a neurologic 
evaluation, including consideration of head 
trauma, malignancy, infection, and seizures.

Furthermore, psychotic symptoms may also be 
present in substance intoxication and withdrawal. 
Physicians should have a lower threshold for labo-
ratory testing in elderly patients. Approximately 
14% of elderly patients in the emergency depart-
ment and more than 20% of those psychiatrically 
hospitalized meet the criteria for alcohol abuse or 
dependence [24]. The UDIT-C (Adult Use 
Disorder Identification Test) questionnaire and the 
Michigan Alcoholism Screening Test-Geriatric 
Version (MAST-G) are the most commonly used 
tools to facilitate detection of alcohol use [25]. A 
history of detoxifications, seizures, delirium tre-
mens, or unstable medical comorbidities may war-
rant inpatient detoxification. In addition, many of 
the commonly used medications among the 
elderly, such as corticosteroids, anti-inflammato-
ries, antihistamines, or antidepressants, may pre-
cipitate psychosis.

 Children and Adolescents

There has been an increase in the number of chil-
dren and adolescents seeking psychiatric care in 
the ED.  Approximately 10% of children in the 
USA have been diagnosed with mental illness. It is 
estimated that roughly 13 million of the children in 
the USA are in need of mental health or substance-
abuse services [26]. It has been found that emer-
gency room staff commonly struggle with how to 
handle these cases. According to the Institute of 
Medicine, ED evaluation of such cases tends to be 
inadequate. Child and adolescents who use the ED 
repeatedly represent 18.6% of youth psychiatric 
emergencies [27]. When determining the need for 
admission to a psychiatric unit, the criteria used 
for children and adolescents are similar to the cri-
teria used for adults. However, assessing factors 
such as parental/guardian involvement, home 
environment, and the ability of the caretakers to 
provide a safe environment are paramount.

 Individuals with Personality 
Disorders

Assessing the risk of harm in individuals with a 
personality disorder is complicated. A period of 
observation is advisable, and it is recommended 
that the ED staff is extremely diligent when docu-
menting observations and behaviors. Research 
suggests that having borderline personality disor-
der increases the odds that a person may be mis-
diagnosed with bipolar disorder [28]. This will be 
helpful in highlighting discrepancies between 
claims voiced by the patient and overall immi-
nent risk. When evaluating patients with a per-
sonality disorder, it is important to consider the 
following warning signs [29]:

• History of recent suicide attempt that was 
unreported or only accidentally survived

• Occurrence of a violent episode immediately 
prior to presentation in the ED

• Severe life stressors or interpersonal conflicts
• Suicidal and or homicidal intent with a well- 

thought- out plan
• Carried out actions to implement the plan
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• Intense rage against an identified person
• Intense guilt, self-hatred, or shame
• Extreme psychomotor agitation or anxiety
• Episode of physically or verbally threatening 

behaviors while in the ED

 Patients with Substance-Use 
Disorder

When assessing risk in individuals with an ongo-
ing substance use, the mental health provider 
should take into consideration how impairing 
use of the substance(s) may affect the individu-
al’s physical and psychological well-being. A 
period of observation is also helpful in these 
cases. In many instances, erratic behaviors and/
or suicidal ideations will resolve once the patient 
is able to regain sobriety or as the effects of the 
drugs wear off. It is important to determine that 
a patient is medically and cognitively able to 
participate in the psychiatric interview, as intoxi-
cation often confounds the patient’s behavioral 
reactions [30]. Extensive questioning about how 
the patient sees his/her use affecting their life 
and obtaining collateral information from rela-
tives or other close contacts are critical factors in 
determining the level of lethality. In many cases, 
those who have lost control have already endan-
gered themselves by getting involved in previous 
accidents while under the influence. A history of 
multiple unintended overdoses, visits to the 
emergency department, or aggression while 
intoxicated may indicate an increased level of 
risk. Patients who fail to comprehend the extent 
of their uncontrolled use and continue engaging 
in the behavior should be considered for inpa-
tient commitment.

 Conclusion

Predicting risk and determining who needs to be 
admitted to inpatient services is not easy, nor is 
there a magical formula that can be applied to 
guarantee safe outcomes. Mental health and 
emergency providers must justify, through com-
prehensive documentation, that the medical deci-

sions were reasonable and professional. The 
increased pace of the ED environment should 
never become an excuse to derail us from a thor-
ough consideration of all clinical data and 
resources. Facts should be documented in an 
objective tone and comprehensive manner, espe-
cially when considering disposition. As provid-
ers, we should maintain objectivity and avoid 
letting countertransference come between us and 
the impartiality of our clinical judgment.
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De-escalation in the Emergency 
Department

Janet S. Richmond

 Introduction

Agitation is a state of hyperarousal that can occur 
on a continuum ranging from anxiety to outright 
violence. Patients in emergency departments who 
present in an agitated state require immediate 
relief from their mounting tension [1–6]. 
Involuntary medication and restraint have been 
traditionally considered standard treatments for 
agitation. However, both are time-consuming and 
require many resources and much planning. 
Involuntary medication and restraint are consid-
ered coercive treatments and put the patient into a 
submissive position. When restraints are used, 
the main message is that physical force is the 
only method to resolve conflict, which is some-
thing that the agitated patient already believes to 
be true. These methods also reinforce that the 
patient cannot control his own behavior and that 
others are responsible for doing so. These meth-
ods can be dehumanizing, humiliating, and trau-
matizing [5, 7] or may have the unintended 
consequence of increasing agitation and thus 
lengthening the hospital stay [8, 9].

For the patient who is agitated but still in con-
trol, verbal de-escalation is an effective, easily 
learned, and quickly implemented intervention 
that can often obviate the need for restraint or 
forced medication. While the need for these latter 
interventions is necessary for patients who have 
moved beyond the point of reason and contain-
ment, verbal de-escalation can still be utilized at 
some point in the management of even the most 
agitated patients. When verbal de-escalation is 
used, staff morale is enhanced because “manag-
ing a behavioral emergency competently can be 
very rewarding” [7].

This chapter discusses techniques based on 
this author’s experience and an expert consensus 
of The American Association for Emergency 
Psychiatry (AAEP) [1].

 Case Example

A twenty-two-year-old man was brought to the 
emergency department (ED) after police received 
several calls by his neighbors complaining that 
he had been up for several nights screaming, 
slamming doors, and appeared “out of it.” He had 
just moved into the rooming house and was not 
known to the community.

The patient was agitated, attempted to leave 
the ED, and repeatedly yelled about needing to 
get to “Randy.” This was interspersed with 
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 statements that he was a psychiatrist and needed 
to speak with the director of the hospital to be 
deemed “sane.” Staff began the process of getting 
physical restraints and drawing up IM haloperi-
dol and lorazepam. The clinician, however, on a 
hunch, sat in front of the patient, made eye con-
tact, and asked, “Who’s Randy?”

The patient stopped all his movement, stared 
at the clinician, and began to cry. Randy was his 
dog who had just died. This had prompted him to 
move from his home in another state and rent his 
current room. He had been off his medication for 
several weeks, had not been sleeping, and had 
decompensated into a psychotic state. The clini-
cian and he talked about his deep loss. Then he 
requested to resume his usual medication. The 
clinician was able to reach the man’s clinicians in 
the other state and arrange hospitalization.

 Signs of Escalating Agitation

Signs and symptoms of agitation include exces-
sive, repetitive, and purposeless motor or verbal 
activity [1]. Examples are pacing, fidgeting, 
clenching fists or teeth, a prolonged stare, pick-
ing at clothing or skin, threatening to or throwing 
objects, or responding to internal stimuli (usually 
auditory or visual hallucinations). Psychotic 
patients often look around the room, trying to 
“track” or locate the source of their voices. The 
goal is to keep agitation from escalating.

Increased pacing, irritability, impatience, frus-
tration, verbal outbursts, slamming or banging 
objects, an exaggerated startle response, 
increased sweating or hyperventilation, labile 
affect, paranoia, defiance; demanding or threat-
ening behaviors are signs that the agitation is 
escalating. The clinician needs to monitor even 
small changes in behavior and respond quickly to 
avoid further escalation [1, 5, 7].

 Safety: The Environment, Physical 
Space, and Staffing

Verbal de-escalation also involves nonverbal and 
environmental components. [4, 5]. If the clinician or 
other staff do not feel safe, then no treatment can 

occur. Since existing emergency departments have 
different physical layouts, each facility must deal 
with their specific space issues. The ideal location 
would be a quiet area away from the more active ED 
but with accessibility to emergency restraints, ade-
quate space, and additional staffing should the 
patient escalate to violent behavior. Since furniture 
and equipment may be a distraction or used as a 
weapon by the patient, these objects should be kept 
to a minimum. Video cameras can be helpful so that 
patients can be monitored from the nursing station. 
However, patients who are truly at risk for harmful 
activity to themselves or others require continuous 
in- person observation. Before placement into a 
room, a “health and safety” search is recommended 
to look for items that could be used as weapons. 
Patients may be instructed to change into a hospital 
gown to ensure that there are no concealed weapons 
and to allow for a complete physical examination 
[2, 5]. These patients are also less likely to leave 
before evaluation is complete.

 Staffing

When working with an agitated patient, staff 
must always be prepared for the worst-case sce-
nario, which generally involves physical restraint. 
Thus, working with an agitated patient is a team 
effort, and there must be an adequate number of 
people to fill each role on the team. Ideally, the 
de-escalation team should consist of four to six 
team members made up of nurses, clinicians, 
technicians, and police and security officers, if 
available [1]. A mechanism such as a centrally 
located panic button or overhead intercom should 
exist to call upon additional help as needed. Staff 
members and police should be at the bedside of 
any patient who is or has the potential to be mod-
erately or severely agitated.

 General Approaches to Verbal 
De-escalation

The goals of verbal de-escalation are to contain the 
patient’s emotional turmoil, define the problem, and 
elicit the patient’s “request” [1, 10]. Asking the 
patient what outcome he or she would like from his 
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ED visit builds rapport and a therapeutic alliance. 
There is evidence that the better the relationship, the 
less likelihood of further escalation [11, 12]. In 
building this relationship, caution should be given 
to presuming a working alliance prematurely or try-
ing to establish one when one is already present. 
Younger clinicians can especially err in this area, 
not recognizing that an adequate alliance has been 
made. The clinician should be aware that some 
patients are defensive because they have had past 
traumatic experiences such as difficult medical 
treatments or procedures, or problematic interac-
tions with physicians. A trauma-informed approach 
is recommended. In other words, the clinician 
should be aware that any patient could have a trau-
matic past that can arouse feelings of vulnerability 
and loss of control. Patients with a history of sexual 
or physical abuse may be hypervigilant around 
being disrobed or touched. If the patient refuses to 
speak or disrobe, ask the patient to write or draw 
what is on their mind. Finally, some patients per-
ceive the need to seek help as shameful and humili-
ating. This may cause some patients to become 
anxious or defensive, which then can escalate to 
agitation. If the clinician is not sensitive to this pos-
sibility, power struggles can occur when both 
patient and provider feel disempowered and feel (or 
fear being) humiliated [13].

Verbal de-escalation requires staff attitudes 
to change from power and control to engage-
ment and cooperation, without sacrificing one’s 
authority and the safety of the patient and those 
involved in his care [4]. De-escalation is a team 
effort, and any member of the staff can inter-
vene. As in cardiac arrest, one staff person 
(preferably someone skilled and comfortable 
with de-escalation and who knows the patient) 
should be in charge of the de-escalation. If that 
person is not comfortable, then another staff 
member should take over. Hospital security and 
experienced nursing staff can be extremely 
helpful, as they often have years of experience 
in the management of agitated patients and are 
skillful at defusing tense situations. Unlike a 
traditional code, the person leading it does not 
have to be the physician. The ability to connect 
with the patient is key.

Like any other emergency, agitation must be 
addressed directly and swiftly, even when the eti-

ology is unclear. The objective of any encounter 
with an agitated patient is to help him or her 
become cooperative, stay in control, and prevent 
further escalation [4]. This means that the clini-
cian needs to stabilize the patient’s level of agita-
tion before attempting to further evaluate the 
patient. Obtaining vital signs, doing a physical 
examination, performing diagnostic studies, or 
attempting to explore the nature of the patient’s 
distress may all result in escalation of the patient’s 
agitation and even violence unless the patient is 
stabilized first. An initial attempt at de-escalation 
and measures to ensure the safety of all involved, 
including the patient, should take precedence.

 The Clinician’s Demeanor: Body 
Language, Speech, and Attitude

The clinician must demonstrate by body lan-
guage that he will not harm the patient, that he or 
she wants to listen and would like everyone to be 
safe. Normal, friendly eye contact should be 
used, but excessive eye contact can be interpreted 
as an aggressive act. Even normal eye contact 
may be difficult for the paranoid patient who can-
not tolerate that level of intimacy. If the patient is 
pacing, one recommendation is to walk with the 
patient, but at a slower pace. Stooping so as to 
make oneself appear smaller is also a consider-
ation [1, 6].

Both the patient and clinician should have 
equal access to the exit—neither should feel 
trapped. The clinician should not crowd the 
patient and should stand or sit at least a leg’s 
length from the patient so that the clinician will 
not be injured by kicking. If a patient tells you to 
get out of the room, do so [1, 5, 14]. This is not 
the time to set limits or assert one’s authority. 
Understanding the meaning of the patient’s order 
can come later. Speaking to a patient from the 
doorway is also a safety measure.

If the clinician becomes anxious while in the 
examination room, one option is to leave the 
room quickly and call for help [1, 5, 15]. Taking 
a break is often useful. If the patient is starting to 
get under the clinician’s skin, state, “Okay, let’s 
take a few minutes … Things seem to be getting 
too hot in here … Let’s both calm down, and I’ll 
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be back in ten minutes.” It is essential to then be 
back as stated in 10  minutes. Sometimes, this 
process needs to be repeated several times until 
the patient and clinician can have a reasonable 
conversation.

Hands should be visible and not clenched. 
Concealed hands, either behind one’s back or in 
one’s pockets, can raise the patient’s suspicion 
that the clinician may have a concealed weapon 
[1, 6]. Closed body language, such as arm folding 
or turning away, can communicate lack of inter-
est. The message, verbal and otherwise, is that “I 
want to help. I’m here to listen. Let’s talk about 
this.”

Slow, repetitive, soft speech is best with the 
escalating patient to help him regain control [1]. 
Agitated patients can be provocative and may 
challenge the authority, competence, or creden-
tials of the clinician. Some patients deflect their 
own vulnerability by detecting the clinician’s 
vulnerability and focusing on that. In these 
instances, the clinician should understand his 
own tendencies to retaliate, argue, or otherwise 
become defensive [1, 4, 5, 7, 16]. Such behaviors 
on the part of the clinician only serve to worsen 
the situation and create iatrogenic escalation.

If the clinician can remind himself that the 
patient’s behavior is not willful, but part of his 
psychopathology, this can help diminish some of 
the frustration. For example, the delirious, psy-
chotic, intoxicated, or intellectually disabled 
patient is impaired in his or her ability to cooper-
ate. Others with dysfunctional personality traits 
are demonstrating ingrained, automatic behavior 
that are the only strategies these patients know 
that will get their needs met [1]. Patients do not 
come to the ED purposely to frustrate or get into 
arguments with the providers, but it may seem 
that way in a busy ED with a boisterous and agi-
tated patient. Finally, flexibility, spontaneity, and 
authenticity are very useful character traits for 
working with the agitated patient.

 Eliciting the Patient’s “Request”

Determine what the patient wants to have happen 
and allow the patient the opportunity to state it, 
even if the request cannot be granted. Be patient 

and provide the patient with ample time to speak, 
Statements like “I really need to know what you 
expected when you came here” are as essential as 
is the caveat “Even if I can’t provide it, I would 
like to know, so we can work on it.” For an esca-
lating patient, offering food, water, a blanket, or 
allowing the patient to make a telephone call 
might well decrease the degree of agitation. If an 
agitated patient comes to the ED demanding 
medication, it may be best to give him or her the 
desired medication if appropriate, even if the way 
it was requested was not appropriate [14, 15]. 
Given the need for quick symptom reduction, 
honoring the patient’s request may prove useful, 
as the patient likely knows what works best. By 
not attending to the request, the patient may feel 
dismissed, misunderstood, or unheard. At the 
very least, a discussion about the medication 
should ensue. Sometimes, the answer to the 
request is “Yes, but not yet.” Consider the follow-
ing interchange:

Patient: “I want to get the f____ out of here!”
Staff: “Great. That’s my job, to start the pro-

cess of your getting out. (the “yes”). The bottom 
line is that people will need to see that it’s safe for 
you to go. (the “not yet”). Maybe I can help with 
that. Perhaps some medication might help with 
that.”

Finally, as with the case example above, attend 
to any real-life problems that need to be dealt 
with as urgently as the psychiatric condition 
because these may be part of the reason for the 
agitation.

 Cultural, Ethnic, Age, and Gender 
Issues

Attention to the patient’s gender, age, ethnicity, and 
cultural background is important. For example, 
direct eye contact and handshaking in some cultures 
are unacceptable. Some cultures require a same-
sexed clinician to examine the patient. However, if 
this is not possible, the patient needs to know. “I 
regret that I cannot do as you ask. I understand that 
it would be more comfortable/acceptable for you to 
be examined by a female clinician, but I am the only 
clinician covering the emergency room this eve-
ning. I will certainly ask [a female staff person] to 
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be in the room when I perform my examination.” If 
the patient’s cultural needs are unfamiliar to the cli-
nician, asking the patient to educate him can also 
build an alliance by empowering the patient to teach 
the clinician about a subject in which he is an expert. 
Another consideration is whether the patient needs 
or wants an interpreter. Ideally, interpreters should 
be professionals.

 Recommended Communication 
Techniques

Table 21.1 provides a summary of de-escalation 
techniques. Table 21.2 provides strategies when 
approaching the agitated patient, based on 
Fishkind’s “10 domains of de-escalation” (see 
Table 21.3) [1, 14, 15].

Observation Observing the patient is a good 
way to determine the level of agitation and deter-
mine if extra staff are needed.

Sympathy If the physician can sympathize with 
the patient and his situation, the patient will sense 
this. For example, one can readily sympathize 
with someone who is frightened or who has 
waited a long time to be seen. However, some 
patients misinterpret signs of sympathy with 
being pitied, so one must observe the patient’s 
behavior and affect closely.

Empathy, Honesty, and Prudent Self- 
Disclosure Some measured self-disclosure may 
be helpful: “I can’t concentrate on your needs if 
I’m worried about my own safety.” Or ask the 
patient quite upfront, “Do I need to worry about 
my safety in here?” Or say, “I’m not feeling com-
fortable in here. Are you having the same feel-
ing?” A general rule is that this type of 
self-disclosure can have a salutary effect on the 
patient, without violating boundaries or under-
mining the physician’s role [1, 7].

Dilute the Intensity of the Interaction Bring in 
another staff member. Ideally, this would be 
someone who has established some rapport with 
the patient or who is neutral. Nursing staff are 
particularly helpful in these situations, as are peer 
specialists. Appealing to the patient’s rational 

Table 21.1 Summary of de-escalation strategies

Observation
Sympathy
Empathy, honesty, and prudent self-disclosure
Dilute the intensity of the interaction; bring in another 
staff member
Appeal to the patient’s rationale
Bargaining
Offer choices
Limit-setting/informing patient about consequences
Giving instructions

Table 21.2 Avoiding interview mistakes 

Arguing with the patient
Being judgmental
Being or being perceived as punitive or threatening
Failing to recognize when a therapeutic alliance has 
been achieved
Making assumptions/empathic failures
Being overly empathic
Inadvertently provoking the patient
Inadvertently humiliating the patient
Trying to dissuade a fixed belief or delusion
Failing to take a trauma-informed approach

Table 21.3 10 domains of de-escalation

Respect personal space
Monitor one’s own emotional reactions
Do not be provocative
Establish verbal contact; identify wants and feelings
Use simple, concise language
Listen closely to what the patient is saying
Agree or agree to disagree
Set clear limits in a non-punitive manner
Offer choices and optimism
Debrief the patient and staff

Adapted from: Fishkind [15]
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side [4, 7] partners the patient with the clinician 
in attempting to keep the peace. For example, 
statements such as “You know, there are some 
very ill and distressed people here who need 
things to be quiet” can distract the patient from 
his own agitation.

Bargaining Consider using bargaining to get 
the patient to take a medication that may reduce 
his level of agitation. “I’ll give you a sandwich, 
but I would like you to also take this pill, which 
will make you feel better” [1, 5]. If the patient is 
experiencing pain, addressing their discomfort 
may result in a more cooperative patient.

Offer Choices For example, stating, “You can 
take the medication by mouth, or we can give you 
an injection [‘shot’]—which would you prefer?” 
This gives the patient control over one part of the 
decision, even though the overall decision is not 
his to make [1, 5, 14, 15].

Limit-Setting Less experienced clinicians may 
be at greater risk of being assaulted because they 
may be more hesitant to set limits and therefore 
are more likely to allow threatening behavior to 
escalate [7]. Limit-setting needs to be stated in a 
neutral, non-emotional manner and not when the 
clinician is feeling perturbed. If the clinician 
finds himself becoming annoyed with the patient, 
it is easy to inadvertently lapse into irrational 
thinking and maladaptive behaviors that can 
escalate the situation because the patient feels 
judged, humiliated, or provoked. Take a break 
and calm down either by speaking to another col-
league or distracting yourself with another task 
until calmer. When calm, the clinician needs to 
apologize for his behavior. A heartfelt apology is 
an indicator of the clinician’s ability to self- 
reflect, admit his errors, and role-model proper 
behavior for the patient [13]. The clinician needs 
to be keenly attuned to his own biases, tempera-
ment, and countertransference.

If the patient appears able to listen, initiate a 
discussion: “When you do/say that, I feel irri-
tated, and if that happens, I can’t be attentive to 
your needs” [1, 4, 14, 15].

Giving Instructions Use clear, specific state-
ments such as “I want you to put down the chair” 
or state that violence will not be tolerated [1]. 
“You need to demonstrate to me that you can stay 
in control so that I can be of help to you.” The 
patient may be able to turn his attention away 
long enough to distract himself from his own dis-
tress. However, telling a patient to “calm down” 
may not be useful [3] because the patient doesn’t 
know how to calm down. He needs instruction 
and help doing so. “What do you do to help your-
self calm down? How can I help you calm down?”

Confrontation This technique can quickly lead 
to further escalation and needs to be used very 
judiciously. If properly timed, however, confron-
tation can be very useful. An example might be 
an observation followed by exploration: “You 
appear to want to pick a fight. Please help me 
understand why you want to do this.”

State Consequences of the Behavior [1, 3, 6, 
15] Consequences of disruptive behavior must 
be stated in a matter-of-fact manner, giving the 
patient the facts without inadvertently humiliat-
ing or coming across as punitive. For example, 
stating clearly and calmly to the patient that “We 
need the blood drawn; you can either do this will-
ingly, or we will have to restrain you to do this.” 
Caution is that such statements should not be said 
until ample staff and equipment are available to 
act on the consequence should the patient not be 
able to engage. Threatening to call security is 
generally not helpful, interferes with any trust the 
patient may be developing, and can lead to more 
agitation [2]. If police are needed, then call them 
without announcement.

Agree with the Patient as Much as You Can; 
Don’t Argue with a Delusion If a patient chal-
lenges the physician because he believes he has 
waited too long to be seen (“How would you feel 
if you had to wait this long?”), the physician can 
agree that “Waiting is difficult” or “No, I don’t 
like to wait either.” If the patient insults the clini-
cian— “I don’t want to see a rotten doctor!”—the 
response might be, “How do you know? You just 
met me. Can you give me a chance?”
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If a delusional patient challenges you by stat-
ing, “You don’t believe me, do you?” then the 
response could be “I have never personally had 
that experience, but I can agree that I wouldn’t 
like that either.” Or, “I can see how angry that 
would make anyone, but I don’t agree that retali-
ation is the solution.”

 Avoiding Interview Mistakes

Failing to recognize when an adequate alliance is 
present, making assumptions, verbalizing obser-
vations prematurely, making too empathic a 
statement to paranoid patients, and failing to be 
sensitive to the possibility of a past traumatic 
experience are errors easily made. If made, do 
apologize. Arguing with the patient, appearing 
punitive, threatening, or judgmental can provoke 
a patient into (further) agitation [1, 4, 14, 15]. In 
addition, empathic failures can lead to iatrogenic 
escalation.

An example of an empathic failure is assum-
ing you know how the patient feels. For example, 
“You must feel scared” might provoke the fol-
lowing response: “No! I’m furious! You’re not 
listening to me!”

Another example of an empathic failure is 
failing to address the patient’s request once it is 
elicited. “You’ve told me very clearly that you 
want to go home tonight, but that’s not going to 
be possible, because things have reached such a 
crisis point that I believe you need to come into 
the hospital.” (Once again, as a safety precaution, 
this should be conveyed when there are enough 
staff with the clinician to respond if the patient 
becomes more agitated or attempts to leave the 
ED).

As noted earlier, if not addressed, the patient 
may feel dismissed, misunderstood, or humili-
ated, and these feelings can lead to agitation.

Trying to Dissuade a Fixed Belief or Delusion 
can escalate a patient [1, 5, 7]. If he states that 
he is being followed by aliens, the clinician may 
gently challenge this to determine the degree of 
the delusion. However, it is of no use to suggest 
that it is impossible. The clinician can ask, 
“How do you know that your neighbor is bug-

ging your apartment?” The more elaborate the 
explanation, the more delusional. If the patient 
states, “Well, I think he has some microphones, 
but I can’t know for sure,” then the delusion is 
less fixed.

 Special Patient Situations

The anxious patient can become irritable and 
even hostile and aggressive when anxious 
enough. Reassurance and frequent checks by 
staff are helpful if there is a long wait to be seen. 
Leaving the examination room door open so that 
the patient does not feel isolated and alone can be 
helpful, even when intuitively and for confidenti-
ality’s sake it would seem that a closed door 
would be more appropriate.
The delirious patient is typically disoriented, 
usually paranoid, and may be experiencing hal-
lucinations, including visual and tactile. There 
are multiple causes for delirium, some of which 
are life-threatening, and these need to be promptly 
investigated and treated by the provider. Most 
medical causes of delirium fall into four general 
categories: (1) toxicologic (including with-
drawal); (2) metabolic (e.g., endocrine, fluid, and 
electrolytes); (3) infection; or (4) intracranial 
pathology. Reassurance, cold compresses, 
 blankets, food, or water may help the agitated 
patient calm down. Repeated low-toned remind-
ers as to where the patient is, why they are in the 
ED, and the roles of staff are key. If possible, one 
staff person can be assigned to the patient to 
repeatedly explain, orient, and speak calmly to 
the patient. This may also be necessary for safety 
concerns. Family members can also serve this 
function.

The Paranoid Patient By acknowledging the 
patient’s difficulty with trust, the interviewer may 
be able to establish enough rapport so that the 
patient can participate in the evaluation [2, 5, 7]. 
For example: “I can understand your reluctance 
to believe that I want to help; could we sit down 
and talk? Perhaps I’ll be able to demonstrate to 
you through my attitude and speech that what I 
say is trustworthy.”
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The Disorganized/Psychotic Patient The psy-
chotic patient’s thinking can become quite loose 
and tangential. When interviewing acutely psy-
chotic patients, the clinician should assess symp-
toms without attempting to use logic or to 
convince the patient that his perceptions are 
wrong [1, 4, 5]. Short, simple statements and 
instructions should be utilized.

The acutely traumatized patient fears being (re) 
traumatized or humiliated, and can become defen-
sive quite quickly. He or she may appear fright-
ened, even paranoid, and defend himself or herself 
through anger and other distancing behaviors. 
Make no sudden movements so as not to startle 
them, explain what you are going to do and why 
you are doing it. For example, explain each step of 
the rape kit protocol. This may need to be stated 
repeatedly. State that you want to help the patient 
feel safe and in control. However, overly empathic 
statements can be misperceived as being seduc-
tive. Since a history of trauma is frequently 
unknown, it is best for the clinician to approach all 
patients in a trauma-informed manner.

The personality disordered patient often 
assumes that he or she won’t get needs met in the 
ED and is often dissatisfied with care. He or she 
may try to wear the clinician down, hoping that he 
will “give in” to his demands. These patients are 
anxious, easily misinterpret interactions, project 
their feelings onto others, and blame others for 
their distress. They may have labile moods and 
move from restlessness to agitation to argumenta-
tiveness quickly. Dealing with them can be chal-
lenging and irritating [16]. Monitoring one’s own 
minute-by-minute emotional reactions is key, and 
prudent self- disclosure is effective. Techniques 
include setting limits, appealing to the patient’s 
rational side, and maintaining an attitude of genu-
ine curiosity and honesty. Give consequences and 
instructions. Be empathic, but not overly so, 
because such statements can be perceived as pity-
ing or infantilizing. Borghesani et al. [17] recom-
mend motivational interviewing techniques and 
“problem solving therapy” to help contain the 
personality- disordered patient’s agitation.

 Approaching the Patient about 
Psychiatric Medication

Offering medication can help the patient feel 
cared for. Like food or water, giving medication 
can be soothing. Zeller offers a stepwise method 
of introducing the topic of medication [1, 4, 15].

Ask the patient “What has worked for you in 
the past?” If the patient refuses medication, an 
educational role is best: “It is important for you 
to calm down, and medication can help do that.” 
If the patient still refuses, an authoritative (not 
authoritarian) technique is implemented: “It is 
my opinion that medication is necessary,” and 
then give a choice—“Would you prefer drug X 
or drug Y?”—and explain some of the benefits 
and side effects if the patient is unfamiliar with 
them.

Another approach is to provide the patient 
with some “incentive,” such as telling them you 
are going to give them a sandwich and some 
medication, or that you are going to give them a 
sandwich if they take a medication to help them 
feel better. Oral medication may be an easier 
alternative for medication administration (please 
see Chap. 23, “Agitation in the Emergency 
Department”). For example, olanzapine has 
both antipsychotic and sedative properties, and 
comes in the ODT formulation. This can easily 
be administered to most mildly agitated patients 
in the ED and can be combined with verbal de- 
escalation techniques to prevent these patients 
from escalating to a more severely agitated 
state.

Finally, stating, “This is an emergency, and I 
am going to give you [medication X].” Then, 
continue to offer choices: “Would you prefer a 
shot or a pill?” Fishkind [15] recommends using 
vernacular instead of clinical terms; hence, the 
word “shot” for “injection.” In these situations, 
be prepared to have both oral and injectable 
forms of the medication on hand and ample num-
ber of staff to implement the plan if forceful 
administration is required due to safety con-
cerns—and after all other attempts to de-escalate 
the patient have failed [1].

J. S. Richmond



229

 Debriefing

An often-neglected part of de-escalation is 
debriefing of both staff and patient [4]. The 
patient needs to be empowered to state what 
would be helpful in the future, should such an 
occurrence repeat. A patient might say, “If I’m 
upset, please don’t give me haloperidal; give me 
risperidone.” A flag can then be placed on the 
patient’s chart for future reference.

 Conclusion

Agitation is a common presentation in the 
emergency department. This chapter has 
addressed techniques of verbal de-escalation 
that the emergency clinician can quickly learn 
and implement as an alternative to seclusion 
and restraint. Ultimately, verbal de-escalation 
improves staff morale and patient adherence, 
because it utilizes a noncoercive, patient-cen-
tered approach. Verbal de-escalation takes no 
more than 5–10  minutes and enhances the 
doctor–patient relationship, while seclusion 
and restraint require more staff and ultimately 
take more time and resources to implement. 
The offering of medication can be considered 
part of verbal de-escalation, and methods of 
introducing the subject of taking medication 
can be done in increments as outlined in this 
chapter.
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 Introduction

Near the end of that bleak November, I sat drinking 
in my kitchen. With a certain satisfaction, I 
reflected there was enough gin concealed about the 
house to carry me through that night and the next 
day. My wife was at work. I wondered whether I 
dared hide a full bottle of gin near the head of our 
bed. I would need it before daylight.

My musing was interrupted by the telephone. The 
cheery voice of an old school friend asked if he 
might come over. He was sober. It was years since 
I could remember his coming to New York in that 
condition. I was amazed. Rumor had it that he had 
been committed for alcoholic insanity. I wondered 
how he had escaped. Of course, he would have din-
ner, and then I could drink openly with him. 
Unmindful of his welfare, I thought only of recap-
turing the spirit of other days. There was that time 
we had chartered an airplane to complete a jag! His 
coming was an oasis in this dreary desert of futil-
ity. The very thing—an oasis! Drinkers are like 
that.

The door opened and he stood there, fresh-skinned 
and glowing. There was something about his eyes. 
He was inexplicably different. What had 
happened?

I pushed a drink across the table. He refused it. 
Disappointed but curious, I wondered what had got 
into the fellow. He wasn’t himself [1].

These paragraphs begin an account of what 
would arguably prove the most impactful peer- 
mentoring intervention of the twentieth century: 
Alcoholics Anonymous (AA). Bill Wilson, the 
narrator of the story above, is recounting a meet-
ing he had with his friend Ebby Thacher. Wilson 
had endured numerous unsuccessful hospitaliza-
tions for alcoholism and had nearly given up 
hope that his condition could ever be treated 
when Thacher visited with the news that he had 
managed to remain abstinent from alcohol for a 
sustained period of time:

He had come to pass his experience along to me—
if I cared to have it. I was shocked but interested. 
Certainly, I was interested. I had to be, for I was 
hopeless [1].

The following month, Wilson was hospital-
ized for alcohol dependence for the last time; he 
attributed his willingness to seek a final round of 
treatment, as well as his motivation to maintain 
lifelong sobriety, to the conversation he had at his 
kitchen table:

While I lay in the hospital the thought came that 
there were thousands of hopeless alcoholics who 
might be glad to have what had been so freely 
given me. Perhaps I could help some of them. 
They, in turn, might work with others [1].
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Alcoholics Anonymous would later go on to 
become a worldwide organization, with a mem-
bership estimated at over two million as of 2016 
[2].

Much like Alcoholics Anonymous, evidence 
for the efficacy of other peer support interven-
tions is mixed [3–5]. However, the premise of 
peer support is simple, yet appealing: Patients 
suffering from emergent psychiatric symptoms 
may be less inclined to engage in substance abuse 
or violence if they are given the opportunity to 
talk with a peer mentor who has experience with 
overcoming similar issues.

 Definition of Peer Support

Peer mentoring (or peer support) is defined by 
Bouchard et al. as “a relationship in which per-
sons voluntarily and spontaneously interact to 
give and receive help, addressing individual 
issues or shared concerns” [6]. Peer mentors may 
be effective because they serve as role models 
who display behaviors that their peers wish to 
emulate [7, 8]. Such an individual might be per-
ceived as more approachable and less intimidat-
ing than other healthcare professionals, both 
because they do not exist within a traditional 
institutional hierarchy and because it is easier for 
them to empathize with the patient. While they 
may be seen as less authoritarian, peer mentors 
might still be regarded by patients as credible, 
compelling, and inspirational role models, due to 
their reliance upon their own firsthand empirical 
experience when making suggestions [9]. 
Furthermore, as Bill Wilson intuited, peer men-
tors (known as “sponsors” in AA) may simulta-
neously reinforce their own recovery from 
psychiatric illness through the provision of such 
support and increased identification with their 
role as a caregiver [6, 10].

Many studies have provided evidence suggest-
ing that maintaining social connectedness is 
important for suicide prevention [11–15]. The 
interpersonal theory of suicide suggests that psy-
chological constructs such as thwarted belong-
ingness and perceived burdensomeness make an 
individual more likely to attempt suicide [16]. 

Given that the majority of suicides occur within 
30 days after discharge from the hospital or emer-
gency department [17, 18], peer mentors may 
provide a sense of social connectedness and self- 
acceptance during this critical period, thereby 
preventing suicide by modifying the interper-
sonal constructs of thwarted belongingness and 
perceived burdensomeness.

While Alcoholics Anonymous is perhaps the 
most recognizable peer mentoring organization, 
as a mutual support group, it represents only one 
specific type of peer support. At least three differ-
ent models of peer support have been described 
in the literature: mutual support groups, auxiliary 
peer support services, and peer mental health ser-
vice providers (please see Table 22.1).

The limited evidence available regarding the 
use of peer mentors in acute settings suggests that 
peer support services and peer mental health ser-
vice providers are more likely than mutual sup-
port groups such as Alcoholics Anonymous to be 
integrated into acute settings such as emergency 
departments (EDs).

As defined in a recent systematic review, peer 
support service providers are peer mentors who 
provide supplemental assistance that comple-
ments the standard psychiatric care provided by 
medical staff [19]. An example of this model has 
been implemented in the ED at Maine Medical 

Table 22.1 Models of peer support [19]

Mutual 
support 
groups

Peers who have varying degrees of 
lived experience dealing with a mental 
illness but who typically lack medical 
training mentor one another with 
recovery, usually outside of a medical 
setting

Peer support 
services

Peer mentors who have substantial 
lived experience dealing with mental 
illness patients and typically lack 
medical training provide additional 
therapeutic support to patients already 
receiving treatment in a medical 
setting

Peer mental 
health 
service 
providers

Peer mentors who have substantial 
lived experience dealing with mental 
illness patients and have also received 
medical training provide direct 
treatment to patients in a medical 
setting
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Center by Amistad Peer Support and Recovery. 
According to their website:

Peer Supporters will make sure that you get a meal 
or drink if that would be helpful. They make sure 
that you understand what is happening. They can 
share their experience with you, or just sit with 
you. They will help you pass the time, play cards 
with you, or offer you reading or writing material. 
They can share resources with you, or skills that 
they have found useful once you are out of the 
emergency room [20].

Similarly, Anchor Recovery Community 
Center in Rhode Island dispatches trained peer 
recovery coaches to local EDs as part of a pro-
gram called AnchorED. Recovery coaches assist 
opioid overdose patients with discharge plan-
ning, harm reduction, and follow-up treatment 
[21].

Hypothetically, allowing patients to feel heard 
and receive emotional support from a nonmedical 
individual with lived experience, both in the ED 
and after discharge, could reduce ED resource 
utilization both at the intervention visit and in the 
future. However, there are no studies of this in the 
ED literature.

Peer mental health service providers are paid 
ED staff who have previous experience as con-
sumers of psychiatric services. They deliver the 
standard ED psychiatric care traditionally pro-
vided by ED staff, as most medical staff presum-
ably have less lived experience with mental 
illness [19].

 Evidence for Peer Support

In a 2003 survey conducted by Allen et  al., 
patients who had previously experienced behav-
ioral emergencies expressed a preference for 
increased use of peer support services throughout 
the course of their psychiatric treatment [22]. 
Despite the enthusiasm from patients, peer sup-
port has had sometimes disappointing results in 
randomized trials. Much of the existing research 
on peer support is unfortunately limited by 
unstandardized interventions, variable settings, 
and a lack of large, randomized, controlled trials 
[23]. The literature has also largely focused on 

outpatient support groups or peer-delivered infor-
mation, which is primarily unidirectional [19].

In other populations, such as those in pediatric 
emergency departments, however, the provision 
of emotional support by specially trained non-
medical personnel has had more success. Use of 
peer support in pediatric emergency departments 
has been shown to result in less distress, reduce 
anxiety, and promote coping [24, 25].

While further studies are needed to support 
the use of peer mentors in the treatment of behav-
ioral emergencies, particularly in emergency 
department settings, at least one large, random-
ized, controlled trial found that a peer-led inter-
vention decreased psychiatric symptoms and 
increased hopefulness, as well as quality of life 
among a population of severely mentally ill out-
patients [26]. Another randomized, controlled 
trial showed a reduction in psychiatric hospital-
izations for patients assigned a peer mentor [27]. 
Systematic reviews by Davidson et al. [28] and 
Chinman et  al. [29] suggest that peer mentors 
may be equally as effective as conventional pro-
viders, but that more rigorous methodologies will 
be required in future studies to tease out the 
active ingredients of the intervention.

Mental health peer mentor training and certifi-
cation programs already have wide popular sup-
port; such programs either currently exist or are 
under development in 43 states. While further 
study of its efficacy is needed, peer mentoring 
represents a promising and cost-effective inter-
vention for behavioral emergencies that could 
benefit both patients and their peer mentors. 
Although increasingly popular in the outpatient 
setting, there are as of yet no randomized trials to 
support the use of peer mentors instead of tradi-
tional emergency department staff. Intuitively, 
however, peer supporters may have more insight 
into the nature of mental illness. In addition, if 
peer support was shown to significantly reduce 
symptoms of suicidal ideation, agitation, or sub-
stance abuse among psychiatric consumers in the 
ED, it might be a cheaper way of improving 
patient-centered care while freeing up more 
expensive staff and resources for those with acute 
medical illnesses or more severe psychiatric 
symptoms. Such conversations might also be 
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 followed by caring contacts such as phone calls, 
text messages, or postcards from their peer men-
tor. Another unanswered question is whether 
allowing those with emergent psychiatric condi-
tions to speak with peer mentors in the ED might 
have the unintended consequence of actually 
increasing ED utilization by patients hoping to 
see their new friend.

 Conclusion

Peer mentoring is a promising intervention for 
psychiatric emergencies because it has the poten-
tial to conserve behavioral healthcare resources 
while satisfying the stated desire of patients to 
speak with someone like themselves. 
Theoretically, recovery communities may repre-
sent an attractive alternative to overburdened 
local mental health services. In such a model, 
patients with emergent symptoms could utilize 
professional medical treatment while their peers 
freely support one another in daily maintenance 
to prevent such episodes from occurring. In an 
emergent setting, peer support may theoretically 
provide information and reassurance for patients 
who are in a busy, chaotic emergency depart-
ment. Thus, use of peer mentors intuitively seems 
as though it would have obvious benefits for 
patients. However, this concept needs further 
study with more rigorous methodology in order 
to fully assess potential benefits.

References

 1. Anonymous. Alcoholics anonymous: the story of how 
many thousands of men and women have recovered 
from alcoholism. Alcoholics anonymous world ser-
vices. 2001.

 2. Estimated worldwide A.A. individual and group mem-
bership. Alcoholics Anonymous, General Service 
Office. Available at http://www.aa.org/assets/en_US/
smf-132_en.pdf.

 3. Ferri M, Amato L, Davoli M. Alcoholics anonymous 
and other 12-step programmes for alcohol depen-
dence. Cochrane Libr. 2006;

 4. Kaskutas LA.  Alcoholics anonymous effectiveness: 
faith meets science. J Addict Dis. 2009;28(2):145–57.

 5. Humphreys K, Blodgett JC, Wagner TH. Estimating 
the efficacy of alcoholics anonymous without self- 
selection bias: an instrumental variables re-analysis 
of randomized clinical trials. Alcohol Clin Exp Res. 
2014;38(11):2688–94.

 6. Bouchard L, Montreuil M, Gros C.  Peer support 
among inpatients in an adult mental health setting. 
Issues Ment Health Nurs. 2010;31(9):589–98.

 7. Bandura A. Social learning theory Englewood cliffs. 
New Jersey: Prentice-Hall; 1977.

 8. Kelly JA.  Popular opinion leaders and HIV preven-
tion peer education: resolving discrepant findings, and 
implications for the development of effective commu-
nity programmes. AIDS Care. 2004;16(2):139–50.

 9. Davidson L, Bellamy C, Guy K, Miller R. Peer sup-
port among persons with severe mental illnesses: 
a review of evidence and experience. World Psy. 
2012;11(2):123–8.

 10. Sarbin TR, Allen VL, Lindzey G, Aronson 
E. Handbook of social psychology. 1968.

 11. Duberstein PR, Conwell Y, Conner KR, Eberly S, 
Evinger J, Caine ED. Poor social integration and sui-
cide: fact or artifact? A case-control study. Psychol 
Med. 2004;34(7):1331–7.

 12. Darke S, Williamson A, Ross J, Teesson M. Attempted 
suicide among heroin users: 12-month outcomes from 
the Australian treatment outcome study (ATOS). Drug 
Alcohol Depend. 2005;78(2):177–86.

 13. Conner KR, Britton PC, Sworts LM, Joiner 
TE. Suicide attempts among individuals with opiate 
dependence: the critical role of belonging. Addict 
Behav. 2007;32(7):1395–404.

 14. You S, Van Orden KA, Conner KR.  Social connec-
tions and suicidal thoughts and behavior. Psychol 
Addict Behav. 2011;25(1):180.

 15. Ling WS, Yaacob SN. Peer relationship satisfaction, 
self-efficacy, and adolescents’ suicidal ideation in 
Selangor, Malaysia. J Manag Res. 2015;7(2):286.

 16. Van Orden KA, Witte TK, Cukrowicz KC, Braithwaite 
SR, Selby EA, Joiner TE Jr. The interpersonal theory 
of suicide. Psychol Rev. 2010;117(2):575.

 17. Geddes JR, Juszczak E, O'Brien F, Kendrick 
S. Suicide in the 12 months after discharge from psy-
chiatric inpatient care, Scotland 1968–92. J Epidemiol 
Community Health. 1997;51(4):430–4.

 18. Appleby L, Shaw J, Amos T, McDonnell R, Harris C, 
McCann K, et al. Suicide within 12 months of contact 
with mental health services: national clinical survey. 
BMJ. 1999;318(7193):1235–9.

 19. Lloyd-Evans B, Mayo-Wilson E, Harrison B, Istead 
H, Brown E, Pilling S, et al. A systematic review and 
meta-analysis of randomised controlled trials of peer 
support for people with severe mental illness. BMC 
Psy. 2014;14(1):39.

 20. Peer Support at the Maine Med Emergency 
Room: Amistad Peer Support and Recovery. 
Available at http://amistadinc.com/
emergency-room-at-maine-medical-center/.

S. Mullinax and M. P. Wilson

http://www.aa.org/assets/en_US/smf-132_en.pdf
http://www.aa.org/assets/en_US/smf-132_en.pdf
http://amistadinc.com/emergency-room-at-maine-medical-center/
http://amistadinc.com/emergency-room-at-maine-medical-center/


235

 21. Anchor ED: The Providence Center. Available 
at https://providencecenter.org/services/crisis- 
emergency-care/anchored.

 22. Allen MH, Carpenter D, Sheets JL, Miccio S, Ross 
R. What do consumers say they want and need dur-
ing a psychiatric emergency? J of Psy Practice. 
2003;9(1):39–58.

 23. Cabassa LJ, Camacho D, Vélez-Grau CM, Stefancic 
A.  Peer-based health interventions for people with 
serious mental illness: a systematic literature review. J 
Psychiatr Res. 2017;84:80–9.

 24. Li HCW, Lopez V, Lee TLI.  Psychoeducational 
preparation of children for surgery: the impor-
tance of parental involvement. Patient Educ Couns. 
2007;65(1):34–41.

 25. Perry JN, Hooper VD, Masiongale J.  Reduction of 
preoperative anxiety in pediatric surgery patients 
using age-appropriate teaching interventions. J 
Perianesth Nurs. 2012;27(2):69–81.

 26. Cook JA, Copeland ME, Jonikas JA, Hamilton MM, 
Razzano LA, Grey DD, et al. Results of a randomized 
controlled trial of mental illness self-management 
using wellness recovery action planning. Schizophr 
Bull. 2011;38(4):881–91.

 27. Sledge WH, Lawless M, Sells D, Wieland M, 
O’Connell MJ, Davidson L.  Effectiveness of peer 
support in reducing readmissions of persons with 
multiple psychiatric hospitalizations. Psychiatr Serv. 
2011;62(5):541–4.

 28. Davidson L, Chinman M, Sells D, Rowe M. Peer sup-
port among adults with serious mental illness: a report 
from the field. Schizophr Bull. 2006;32(3):443–50.

 29. Chinman M, George P, Dougherty RH, Daniels AS, 
Ghose SS, Swift A, et  al. Peer support services for 
individuals with serious mental illnesses: assessing 
the evidence. Psychiatr Serv. 2014;65(4):429–41.

22 Peer Mentors in the Emergency Department

https://providencecenter.org/services/crisis-emergency-care/anchored
https://providencecenter.org/services/crisis-emergency-care/anchored


237© The Editor(s) (if applicable) and The Author(s), under exclusive license to Springer Nature 
Switzerland AG 2021 
L. S. Zun et al. (eds.), Behavioral Emergencies for Healthcare Providers, 
https://doi.org/10.1007/978-3-030-52520-0_23

Agitation in the Emergency 
Department

Lauren R. Klein and Marc L. Martel

 Introduction

The management of acute agitation is a com-
plex medical issue. In acute settings, clinicians 
are frequently required to care for patients with 
acute undifferentiated agitation. The health 
care team must be able to ensure the safety of 
the patient, and be positioned to consider the 
safety of caregivers, as well as other patients 
and visitors. In these circumstances, the etiol-
ogy of the patient’s agitation must be rapidly 
determined, as several life-threatening causes 
need to be considered in the differential 
diagnosis.

Agitation is defined by one or more of the fol-
lowing: motor restlessness, heightened respon-
sivity to stimuli, irritability, inappropriate or 
purposeless verbal or motor activity, decreased 
sleep, and fluctuation of symptoms over time [1]. 
Although most commonly associated with psy-
chiatric disorders (such as bipolar disorder or 
schizophrenia) or alcohol and illicit substance 
abuse, agitation can also be associated with other 
diagnoses, such as major depression, generalized 

anxiety disorder, panic disorder, personality dis-
orders, and Parkinson’s and Alzheimer’s dis-
eases. Agitation has also been linked to 
life-threatening medical etiologies such as hypo-
glycemia, toxins, head injury, infection, encepha-
lopathy, and endocrine and metabolic 
abnormalities.

The degree of agitation manifesting in an indi-
vidual patient can be highly variable [2]. 
Considered a life-threatening condition, excited 
delirium is a term commonly used to describe an 
extreme of this spectrum. Excited delirium is 
characterized by confusion, anxiety, disorienta-
tion, psychomotor agitation, violent behavior, 
and hyperthermia. This severe form of agitation 
is believed to cause significant metabolic acidosis 
and is closely linked to sudden unexpected death 
[3–6]. This syndrome highlights the importance 
of early and aggressive treatment of agitation by 
frontline practitioners. Emergency physicians, in 
particular, need to have a clear algorithm for 
management of these patients.

Agitation, regardless of the etiology, is a 
behavioral emergency. It requires immediate 
attention in order to treat the patient’s symptoms, 
prevent injury, and facilitate a medical and psy-
chiatric evaluation [7, 8]. This should be 
approached in a respectful, nonpunitive manner 
to safely evaluate a patient or as part of a coordi-
nated treatment plan.
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 A General Approach

Emergency providers can use their clinical 
gestalt, as well as assistance from agitation 
assessment instruments such as the Behavioral 
Activity Rating Scale (BARS) [2] or Altered 
Mental Status Scale (AMSS) [9] to characterize 
the severity of the agitation. To anticipate violent 
behaviors, they may also consider using predic-
tion tools such as the Brøset Violence Checklist, 
the Classification of Violence Risk tool, or the 
McNeil-Binder Violence Screening Checklist 
[10, 11].

Treatment of agitation in many scenarios can 
be accomplished using well-executed verbal de- 
escalation techniques. Experts suggest that this 
may include a variety of behaviors such as 
respecting the patient’s personal space, avoiding 
provocative language, identifying patient needs, 
and offering choices to the patient [12]. (See 
Chap. 21, “Verbal De-escalation in the 
Emergency Department,” for more information 
on this topic.)

In certain cases, verbal de-escalation tech-
niques alone may be sufficient. However, in 
some instances, particularly in moderate to 
severe agitation, or when verbal de-escalation 
techniques are not successful, pharmacologic 
treatment may be indicated if patient and pro-
vider safety is compromised. Of note, the phrase 
“chemical restraint” should be avoided when 
referring to this pharmacological treatment of 
acute agitation. The terminology chemical 
restraint implies that the medication is being 
“used as a restriction to manage the patient’s 
freedom of movement” [13]. In contrast, the 
pharmacologic options discussed below are part 
of a thoughtful treatment plan to safely evaluate 
a medical patient.

 Medications

 Antipsychotics

Typical (conventional or first-generation) and 
second-generation antipsychotics are frequently 

used in the management of agitation. The spe-
cific mechanism of action is not known, but 
these drugs have varying effects on dopamine, 
serotonin, and other neurotransmitter function 
[14].

First-generation antipsychotics are generally 
classified into low-, medium-, and high-potency 
classes. The reference to “potency” is related to 
the degree of affinity for the dopamine receptors 
and relative dosing of the drugs, rather than effi-
cacy. Low-potency antipsychotics are generally 
more sedating and often cause orthostatic hypo-
tension, dizziness, and anticholinergic symp-
toms. High-potency antipsychotics are considered 
less sedating but are more often associated with 
extrapyramidal side effects. These effects most 
commonly manifest as tremors, rigidity, acute 
dystonia, and akathisia. Medium-potency anti-
psychotics have mixed effects between high- and 
low-potency medications.

The atypical antipsychotics are a newer gen-
eration of drugs, developed primarily to treat 
schizophrenia. The medications tend to more 
selectively block central dopaminergic receptors 
or inhibit serotonin reuptake. Whereas first- 
generation antipsychotics generally impact the 
positive effects of schizophrenia, second- 
generation antipsychotics are effective in the 
management of negative symptoms, as well. It is 
believed that this improved receptor specificity 
is responsible for less sedation, fewer 
 extrapyramidal effects, and less effect on QT 
prolongation [15].

It is important to note that both classes of 
antipsychotic medications have been associated 
with significant adverse events. As a result, the 
US Food and Drug Administration (FDA) has 
placed several warnings, including the more 
serious “black box” warning, on both classes of 
drugs. The two that apply to acute management 
of agitation are discussed below; further details 
on the specific medications are listed in 
Table 23.1.

The FDA has issued a black box warning 
“that both conventional and atypical antipsy-
chotics are associated with an increased risk of 
mortality in elderly patients treated for demen-
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tia-related psychosis” [16]. A meta-analysis con-
ducted by the FDA in 2005 found a 1.6–1.7 times 
increase in the risk of death in patients treated 
with second- generation antipsychotics versus 
placebo when used for dementia-related behav-
ioral disorders [17]. In 2008, this black box 
warning was added to the first-generation anti-
psychotics, as well. The causes of death varied, 
but cardiovascular and infectious etiologies were 
the most common [16].

The other black box warning on several anti-
psychotics warns against QT prolongation and 
torsade de pointes [18, 19]. Thioridazine is the 
conventional antipsychotic agent that is most 
associated with QTc prolongation; intravenous 
haloperidol also carries an increased risk. Of the 
second-generation antipsychotics, ziprasidone 
appears most likely to prolong the QTc interval 
[19]. Prolongation of the QTc interval raises con-
cern for abnormal cardiac conduction and possi-

Table 23.1 Common antipsychotics used in the treatment of acute agitation

Drug (brand name) FDA-approved indications Warnings and select side effects
First-generation antipsychotics
Chlorpromazine 
(Thorazine)

Psychotic disorders, schizophrenia, 
nausea/vomiting

QTc prolongation, EPS (specifically akathisia, 
dystonia)

Thioridazine 
(Mellaril)

Schizophrenia QTc prolongation, hypotension, retinopathies, 
EPS

Perphenazine 
(Trilafon)

Schizophrenia, nausea/vomiting EPS (specifically tardive dyskinesia)

Trifluoperazine 
(Stelazine)

Schizophrenia, nonpsychotic anxiety EPS (severe), somnolence, xerostomia

Fluphenazine 
(Prolixin)

Psychotic disorders EPS, somnolence, weight gain

Loxapine (Loxitane) Schizophrenia, agitation due to 
schizophrenia/bipolar disorder

Bronchospasm, EPS, somnolence, taste 
alterations

Thiothixene (Navane) Dementia related psychosis/agitation EPS, somnolence, weight gain
Haloperidol (Haldol) Schizophrenia, behavioral disorders, 

Tourette disorders
QTc prolongation, TdP, EPS (frequent), 
hypotension, weight gain

Droperidol (Inapsine) Postoperative nausea/vomiting QTc prolongation, TdP, EPS, sedation, 
hypotension

Second-generation antipsychotics
Clozapine (Clozaril) Treatment-resistant schizophrenia, 

reduction of suicidal behaviors in 
schizophrenia

Agranulocytosis, seizures, myocarditis, 
hypotension, sedation, dizziness, hyperthermia

Olanzapine (Zyprexa) Schizophrenia, bipolar disorder, acute 
agitation in schizophrenia/bipolar 
mania

Postinjection delirium/sedation syndrome, 
CVAE, hypotension, hyperglycemia, weight 
gain, sedation

Quetiapine (Seroquel) Schizophrenia, bipolar disorder, major 
depressive disorder

Suicidal thoughts, cataracts, hyperglycemia, 
sedation, hypotension

Risperidone 
(Risperdal)

Schizophrenia, bipolar disorder EPS, hyperglycemia, hypotension, weight gain, 
hyperprolactinemia

Ziprasidone 
(Geodon)

Schizophrenia, bipolar mania, acute 
agitation in schizophrenia

QTc prolongation, sedation, rash, hypotension, 
hyperglycemia, EPS

Aripiprazole 
(Abilify)

Schizophrenia, bipolar disorder, acute 
agitation in schizophrenia or bipolar

Suicidal thoughts, CVAE, EPS, hyperglycemia, 
seizure, hypotension

Notes: EPS extrapyramidal side effects, CVAE cardiovascular side efects, TdP Torsades de pointes
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bly the risk for fatal arrhythmias like torsade de 
pointes (TdP) [19]. If electrocardiographic data 
are available prior to administration, the QTc 
interval should be assessed and considered by the 
treating clinician. Cardiac monitoring may not be 
possible prior to initiating control of a patient’s 
agitated state. If aggressive behavior is exhibited, 
the unlikely potential for medication-induced 
cardiac arrhythmias must be weighed against the 
real risk of violence. Other adverse effects of 
antipsychotic use in the treatment of acute agita-
tion are discussed below.

 Seizures
Although there is little literature on the effects 
of antipsychotics on lowering the seizure 
threshold when used in single-dose therapy for 
acute agitation, both the first- and second-gen-
eration antipsychotics can lower the seizure 
threshold when used chronically (range of 0.1–
1.5% incidence rate in patients with therapeu-
tic doses) and can significantly increase the 
risk of seizure in overdose. Chlorpromazine 
and clozapine are associated with the highest 
known risk [20].

 Anticholinergic Effects
Certain antipsychotics have particularly high 
anticholinergic receptor affinity, such as olan-
zapine, clozapine, and quetiapine. As such, with 
these medications, sedation (an anticholinergic 
side effect) may be more notable. Along these 
lines and when considering this side effect, 
there are limited data that suggest any added 
benefit from the use of diphenhydramine in 
combination with haloperidol and lorazepam 
(the “B-52”) [7].

Other anticholinergic effects are common and 
variable, and include dry mouth, blurred vision, 
constipation, urinary retention, and adynamic 
ileus. Dysarthria, mydriasis, and delirium can be 
seen as a result of the central effects of these 
medications [21]. Anticholinergic-related cardio-
vascular effects are also often clinically evident. 
Orthostatic hypotension and tachycardia may be 
compounded by the medications’ adrenergic 
effects, but this hypotension is typically respon-
sive to intravenous fluids.

 Movement Disorders
Acute antipsychotic-induced movement disor-
ders include akathisia and acute dystonia. Both 
are likely caused by alterations in the dopaminer-
gic pathways of the basal ganglia, specifically the 
D2 receptors of the nigrostriatum [22]. These 
reactions are unfortunately common, with one 
study reporting more than 60% of chronic use 
associated with at least one form of antipsychotic- 
induced movement disorder [23].

Akathisia is an uncomfortable sense of motor 
restlessness manifested by an intense desire to 
move, usually the legs. This side effect can occur 
with acute or chronic use, and is worsened if mis-
diagnosed or inappropriately treated as progres-
sive agitation. Propranolol (30–60  mg po), 
anticholinergics including benzatropine (1–2 mg 
IM or po) or diphenhydramine (25–50 mg IM/IV/
po), and benzodiazepines (lorazepam 1–2  mg 
IM/IV) are generally effective treatment strate-
gies. Patients may benefit from ongoing treat-
ment to prevent recurrence [24].

Acute dystonia is typically an idiosyncratic 
reaction to antipsychotic medications. Dystonic 
reactions are characterized by intermittent spas-
modic or sustained involuntary contractions of the 
face, neck, trunk, or extremities. More serious 
forms of dystonia manifest clinically as oculogy-
ric crisis and laryngospasm. Anticholinergics 
including benzatropine (1–2  mg IM or po) or 
diphenhydramine (25–50 mg IM/IV/po) are indi-
cated to treat dystonia and can be combined if 
symptoms are resistant to either independently. 
Benzodiazepines may be added, if necessary. 
Patients should be also continued on this treat-
ment regimen for 3–5 days to prevent recurrence.

 Neuroleptic Malignant Syndrome
Neuroleptic malignant syndrome (NMS) is a rare, 
idiosyncratic reaction to the antipsychotics [25]. 
The high-potency agents are more frequently asso-
ciated with the syndrome, but both first-generation 
and second-generation have been implicated. NMS 
is life-threatening disorder characterized by fever, 
muscular rigidity, autonomic instability (tachycar-
dia, blood pressure instability, and diaphoresis), 
and altered mental status. A medical emergency, 
mortality in NMS has been reported as high as 
20%. Mortality has been related to respiratory fail-
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ure, cardiovascular collapse, acute renal failure, 
arrhythmias, and disseminated intravascular coag-
ulation. Management is predominantly supportive 
in an intensive-care setting and includes discontin-
uation of antipsychotics, hydration, temperature 
regulation (cooling), and possibly dantrolene or 
bromocriptine to reduce rigidity [25, 26].

 Benzodiazepines

Benzodiazepines are commonly used in the acute 
management of agitation and may be particularly 
useful when treating agitation due to sympatho-
mimetic use or withdrawal syndromes. They may 
be administered independently or combined with 
an antipsychotic for agitation control [8, 27–29]. 
There are several approved medications available 
for use in the United States. Table 23.2 outlines 
several of the available agents.

The main distinguishing features among the 
benzodiazepine class of medications are route of 
administration and duration of action. In the man-
agement of acute agitation, the shorter-acting par-
enteral medications are preferred. Both midazolam 
(short-acting) and lorazepam (intermediate- acting) 
are used extensively in the United States. In one 
study of severely agitated patients, the onset of 
action of intramuscular midazolam was found to 
be 13 minutes shorter than lorazepam [30].

Benzodiazepines, particularly the oral formu-
lations, have a wide therapeutic window. Aside 
from the intended sedation, which can be exces-
sive, adverse effects include respiratory suppres-

sion, hypoventilation, apnea, hypotension, 
amnesia, dizziness, and ataxia. Midazolam carries 
a black box warning issued by the FDA related to 
the risk of respiratory suppression [31]. The rec-
ommendations encourage the use of midazolam 
solely in settings where continuous respiratory 
and cardiac monitoring, airway management 
equipment, resuscitative drugs, and providers 
skilled in airway are available.

Similarly, the combination of benzodiazepines 
with olanzapine has been reported to possibly 
potentiate the sedating effects of both medications 
and result in excessive sedation. The package inserts 
states, “Careful evaluation of clinical status for 
excessive sedation and cardiorespiratory depression 
is recommended” [32]. The clinical effect has been 
refuted in recent studies [28, 33, 34].

 Ketamine

Ketamine is a dissociative anesthetic with clinical 
indications for anesthesia induction and anesthesia 
maintenance. The rapid sedative effects are particu-
larly useful in the ED management of acute agita-
tion, and ketamine is already commonly used in the 
ED for procedural sedation [35, 36]. Reports of 
ketamine use in the ED have been limited to several 
small cohorts [37], although nationally, emergency 
medical services appear to be adding ketamine to 
their formularies with success [38–42].

In addition to rapid sedation, ketamine’s short 
duration of action, parenteral route of administra-
tion, and preservation of protective airway reflexes 

Table 23.2 Common benzodiazepines available for use in control of acute agitation

Name Route of administration Dosing (mg)
Duration (half-life  
in hours)

Relative dosing  
potency (mg)

Alprazolam Oral 0.5–1 mg 9–20 0.5–1
Chlordiazepoxide Parenteral and oral 10–25 mg 24–48 10–25
Clonazepam Oral 1–2 mg 30–40 0.25–0.5
Clorazepate Oral 15–30 mg 48 7.5–15
Diazepam Parenteral, oral, rectal 5–10 mg 35 5–10
Lorazepam Parenteral and oral 1–2 mg 10–20 1–2
Midazolam Parenteral and oral 5–10 mg 1.8–6.4 Intravenous: 1.3–2.7

Oral: 3.3–7
Oxazepam Oral 20–30 mg 4–15 15–30
Triazolam Oral 0.25–0.5 mg 1.5–5 0.25–0.5
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in particular are attractive properties in the man-
agement of patients with acute agitation. When 
given intramuscularly, sedation occurs within 
3–4 minutes and lasts for up to 30 minutes [43]. 
The sedative effects of ketamine are profound, 
and in conjunction with its onset of action, agita-
tion control can occur quickly and allows rapid 
stabilization of potentially dangerous situations  
[38, 40, 43].

After ketamine administration, antipsychotics 
should typically be used to extend sedation because 
of ketamine’s short, clinical duration of action. It is 
unlikely that the treatment of severe agitation with 
ketamine alone will result in an adequate clinical 
response. Providers should select an appropriate 
additional sedative with a longer duration of action, 
such as intramuscular haloperidol or olanzapine, to 
avoid a rapid “down-up” effect of sedation. 
Providers should also be aware of numerous side 
effects of ketamine, including nausea, vomiting, 
hypersalivation, laryngospasm, and apnea. 
Therefore, close monitoring (end-tidal CO2, pulse 
oximetry) post- ketamine administration is indi-
cated. Emergence reactions, which are episodes of 
agitation, nightmares, or hallucinations following 
ketamine administration that are felt not to be a 
recurrence of previous agitation, may also occur 
[35]. These reactions require prompt attention and 
treatment, including the administration of benzodi-
azepines; midazolam 2–5 mg IV is preferred due to 
its rapid onset of action.

Similarly, early reports of the use of subanes-
thetic doses of ketamine in patients with schizo-
phrenia were thought to worsen positive 
symptoms of the disease. Given this, schizophre-
nia was thought to be a contraindication to the 
use of ketamine [44, 45]. Several reports have 
refuted these initial concerns, and currently, it is 
felt to be safe. From the most conservative per-
spective, this may be considered a relative con-
traindication [46–50].

 Routes of Administration

As outlined above, several treatment modalities 
exist for the management of acute agitation. 
Many of the medications are available in both 
oral and parenteral (intramuscular or intrave-

nous) formulations. A systematic review of pub-
lished articles on pharmacologic treatments for 
agitation by Zeller and Rhoades in 2010 sug-
gested that oral, intramuscular, and intravenous 
administration modalities may all be effective, 
but noted that the onset of action varied accord-
ing to the route of administration [51].

The American College of Emergency 
Physicians (ACEP) recommends oral medica-
tions in “agitated but cooperative patients” [52], 
as do other expert guidelines [7]. One published 
study remarked that non-parenteral methods also 
provide the potential benefit of an improved phy-
sician–patient relationship if injections can be 
avoided, and patient preference is considered 
when possible [53]. Options for oral medications 
include 5–10 mg of olanzapine oral disintegrat-
ing tablets (ODTs) or 1–4 mg tablets of loraze-
pam, to be used only in a subset of cooperative 
patients.

Though there are certain benefits to oral 
administration of agitation treatments, the nature 
of the patient’s presentation frequently precludes 
oral administration [51], as patient cooperation is 
necessary to successfully and safely administer 
the medication in this manner. Oral formulations 
may also encourage “cheeking” behaviors (or not 
swallowing medications). Patient cooperation (or 
lack thereof) may also preclude the use of inhaled 
delivery systems (such as inhaled loxapine, 
which was recently shown to significantly reduce 
agitation in consenting patients who were able to 
follow study protocol) [54]. Intravenous routes of 
administration also depend on patient coopera-
tion and the ability to obtain intravenous access. 
As such, intramuscular injections are often used, 
as they can be rapidly administered regardless of 
the patient’s behavior [55]. These methods do 
carry the risk of placing providers at an increased 
risk of bloodborne pathogen exposure through 
needle-stick injuries.

 Length of Stay

Safe medical and acute psychiatric evaluation is 
required after management of acute agitation. In 
patients who are being admitted for an acute 
medical issue, ED lengths of stay are less critical. 
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However, a significant issue in the management 
of acute agitation is the time after sedation is 
administered until the patient may be transferred 
to definitive care either for psychiatric consulta-
tion or inpatient mental health services. The 
duration of action and depth of sedation must be 
sufficient to safely allow evaluation and trans-
port, but not excessively long or deep to delay 
these components of care. Emergency depart-
ment evaluations may also be complicated by 
close observation, end-tidal CO2, pulse oximetry, 
and cardiac monitoring.

As implied by the delay in onset of action for 
the oral formulations, lengths of stay may be 
affected by route of administration, as well as 
medication choice, dosing, and patient response. 
Although comparing agents based on half-lives 

may imply superiority with respect to times in 
the ED, no clinical trials to date have specifi-
cally addressed this issue. Short-acting agents 
may encourage more rapid recovery, or second- 
generation antipsychotics may provide less 
sedation.

 Comparative Efficacy

Given the ongoing importance of this subject in 
clinical practice, a number of studies have 
emerged investigating comparative efficacy of 
different agents in treating acute agitation in the 
emergency department. Table  23.3 outlines the 
currently published randomized control trials on 
the subject [27–30, 56–59].

Table 23.3 Emergency department studies on agitation including patients with both psychiatric and nonpsychiatric 
diagnoses

Study Arms Outcome(s) Results/conclusions
Battaglia 
(1997) [29]

Haloperidol (5 mg), 
lorazepam (2 mg), 
haloperidol+lorazepam 
(5 mg + 2 mg)

Agitated behavior 
scale (sedation 
scale)

Symptom reduction was achieved in each 
treatment group, but occurred most rapidly for 
the combination group

Richards 
(1998) [56]

Lorazepam (2–4 mg), 
droperidol (2.5–5 mg)

Sedation scores, 
repeat doses

Droperidol led to significantly lower sedation 
scores than lorazepam, and lorazepam required 
more repeat doses

Nobay 
(2004) [30]

Midazolam (5 mg), 
haloperidol (5 mg), 
lorazepam (2 mg)

Time to adequate 
sedation

Midazolam had a significantly shorter time to 
adequate sedation compared to haloperidol and 
lorazepam, but had a shorter time until arousal

Martel 
(2005) [57]

Droperidol (5 mg), 
midazolam (5 mg), 
ziprasidone (20 mg)

Change in altered 
mental status 
score (sedation 
scale)

Adequate sedation (AMS score < 1) was 
achieved at 15 minutes in patients receiving 
midazolam and at 30 minutes for patients 
receiving droperidol or ziprasidone. Droperidol 
or ziprasidone required rescue medications less 
frequently than midazolam

Knott 
(2006) [58]

Midazolam (5 mg), 
droperidol (5 mg)

Time to sedation, 
proportion 
sedated at 
5–10 minutes

There were no differences in time to sedation; 
more patients were adequately sedated at 
5 minutes in the midazolam group, but no 
differences at 10 minutes

Isbister 
(2010) [59]

Droperidol (10 mg), 
midazolam (10 mg), 
droperidol+midazolam 
(5 mg + 5 mg)

Duration of acute 
behavioral 
disturbance

There were no differences in the duration of the 
acute behavioral disturbance; more rescue 
sedation was required for midazolam

Chan 
(2013) [27]

Midazolam+placebo, 
midazolam+olanzapine, 
midazolam+droperidol

Time to adequate 
sedation

Droperidol or olanzapine + midazolam 
decreases the time to adequate sedation versus 
midazolam alone

Taylor 
(2017) [28]

Midazolam+droperidol 
(5 mg + 5 mg), droperidol 
(10 mg), olanzapine (10 mg)

Proportion of 
patients sedated 
at 10 minutes

The midazolam+droperidol group had the 
highest proportion of sedated patients at 
10 minutes
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 Special Populations

 Elderly Patients

For elderly patients who appear to be medically 
compromised, pharmacological treatments for 
agitation should be used cautiously and judi-
ciously. Verbal de-escalation should be empha-
sized [12]. Elderly patients may also be more 
likely to have an organic or medical underlying 
etiology of their agitation, so the focus should be 
on identifying and treating these potentially 
reversible causes [60].

If medications are deemed clinically neces-
sary, small doses of a single class of medication 
are recommended. There are several other unique 
considerations in the elderly, including particular 
attention to avoiding medications known to pro-
long the QTc interval (as they may already be on 
other QTc-prolonging medications at baseline), 
and avoiding antipsychotics if concomitant 
dementia is known or suspected (per the FDA 
black box warning). This presents a challenging 
situation in agitated elderly patients with demen-
tia. The risk of serious complications is more 
associated with long-term use [17, 60, 61]. As 
such, reasonable options in this population 
include haloperidol (concentrate or tablets 
0.5–1  mg every 6  hours), risperidone (0.25–
0.5  mg solution or dissolving tablet every 
6 hours), or, if necessary, lorazepam (1 mg IM or 
1 mg solution). Antipsychotics with strong anti-
cholinergic properties and benzodiazepines 
should be avoided if possible, as they may exac-
erbate any associated delirium.

 Pregnant Women

There are no outcome studies for treating the 
agitated pregnant patient [62, 63]. The fetal risk 
of using several doses of psychotropic medica-

tion to treat agitated pregnant women remains 
unknown. In the absence of safety data, clini-
cians should use the minimal amount of medica-
tion necessary to safely reduce agitation and 
aggression in these patients. All efforts should 
be made to avoid physical restraints, especially 
in the second or third trimesters, as restraints 
may pose significant risks to the pregnant patient 
[63].

 Children and Adolescents

There is a paucity of data regarding the treat-
ment of adolescents and children who are 
severely agitated, though this subject is gaining 
popularity in recent years [64–66]. As children 
and adolescents are more vulnerable to side 
effects from first- generation antipsychotics, 
second-generation antipsychotics or lorazepam 
are considered preferable alternatives. Dosing 
of lorazepam is 0.5–2  mg orally or IM every 
hour as needed to achieve sedation. Some 
authors have also recommended antihistamines 
such as diphenhydramine or hydroxyzine for 
children and adolescents with less severe symp-
toms [67].

 Conclusion and Recommendations

The real-world management of patients with 
acute agitation is exceedingly complex. As 
described, a variety of options for type and route 
of medical therapy exist. A simple algorithm is 
suggested in Fig. 23.1. In addition to the options 
outlined in Fig. 23.1, combination therapies are 
also possible, based on findings from various 
recent prospective trials; these combinations 
include haloperidol plus lorazepam, droperidol 
plus midazolam, and olanzapine plus mid-
azolam [27–29].
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 Introduction

Restraints and seclusion once seemed to be the 
only option in our arsenal of defense against the 
agitated and combative patient. We now know 
that these aggressive measures must be used as a 
last resort due to the many concerning conse-
quences associated with their use, including 
physical injury, psychological stress, and the 
medicolegal concerns associated with their appli-
cation. These techniques should be utilized only 
when other safer measures have failed, and only 
in a final attempt to prevent injury to patients and 
others. In the event that physical restraints or 
seclusion are implemented, several general prin-
ciples should be considered to optimize the out-
come of patients and to mitigate any adverse 
consequences. This chapter will review the use of 
restraints and seclusion for patients with behav-
ioral emergencies and will provide recommenda-
tions according to the best available evidence and 
practice guidelines.

 Definitions

Restraints: Any manual method, physical or 
mechanical device, material, or equipment that 
immobilizes or reduces the ability of a patient to 
move his or her arms, legs, body, or head freely 
[1]. When referring to restraints in this chapter, 
physical restraints are implied, as the term 
“chemical restraint” has been used to describe 
medications that are administered only to restrict 
movement. As medication is typically intended 
as therapy, the term “chemical restraint” is not 
recommended. Instead, providers should pre-
scribe appropriate medications indicated in spe-
cific clinical conditions such as agitation, 
anxiolysis, or psychosis. The goal of medication 
in these situations is to calm the patient so that 
they can be more appropriately assessed and 
treated by clinicians.

Seclusion: The involuntary confinement of a 
patient alone in a room or area from which the 
patient is physically prevented from leaving. 
Seclusion may only be used for the management 
of violent or self-destructive behavior [1].

 Case Example

A 39-year-old man with a history of unspecified 
psychiatric illness was brought to the emergency 
department via emergency medical services 
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(EMS) for agitated behavior. The patient became 
violent in the ambulance bay and was restrained 
by several hospital security guards. He was 
placed prone, with his arms behind him. The fol-
lowing medications were administered intramus-
cularly (IM) by nursing staff, as ordered by the 
attending emergency physician: 5  mg haloperi-
dol, 50 mg diphenhydramine, and 2 mg loraze-
pam. During the restraint process, the patient 
became apneic and pulseless. He was moved 
across the hallway to the resuscitation room in 
the emergency department (ED) and immediately 
intubated. He was initially in a nonperfusing bra-
dycardia, which deteriorated into ventricular 
fibrillation, and then asystole. Epinephrine, atro-
pine, and bicarbonate were given, and return of 
spontaneous circulation was observed shortly 
after. An arterial blood gas was obtained and 
showed severe metabolic and respiratory acido-
sis. His hemodynamic status stabilized, and the 
acidosis reversed within 12  hours. Life support 
was subsequently withdrawn 2 days later, due to 
a persistent vegetative state. Urine toxicology 
was positive for cocaine; serum levels were not 
available.

 Restraints

Although the case presented above sounds dras-
tic, this is an unfortunate real-life example of the 
inappropriate use of physical restraint and phar-
macotherapy in the ED. Despite the prevalent use 
of restraints and seclusion in the acute-care set-
ting, there are no controlled studies evaluating 
their efficacy [2]. Many of the studies performed 
suffer from selection bias, lack of blinding, and 
weak data collection methods [3]. The goal of 
applying restraints is to keep a patient from mov-
ing in order to administer necessary treatments 
and to prevent harm if other measures to calm the 
patient, such as de-escalation and pharmacother-
apy, have failed. Physical restraints should never 
be used to punish [4]. The Joint Commission’s 
standards on physical restraint (and seclusion) 
are summarized in Table 24.1 [5].

Physical restraint of an agitated patient is not 
without complications. One prospective study 

reported a low rate of complications, with the 
most common being getting out of the restraints, 
vomiting, injury to self or others, and spitting [6]. 
A more recent study from the United Kingdom 
reported a more substantial amount of physical 
injuries to staff and patients during the restraint 
process [7]. Resisting against restraints should be 
considered a medical emergency [8]. 
Rhabdomyolysis can occur from severe agitation 
and become even more pronounced from pro-
longed resisting against restraints, which may 
lead to acute kidney damage or life-threatening 
hyperkalemia. Some patients may develop a pro-
found acidosis as the result of lactic acid accumu-
lation, co-ingestion stimulant medications such 
as cocaine, and restrictive movements during the 
restraint process, which may impede the appro-
priate respiratory compensation [6]. Cardiac 
arrest was reported in several unmedicated 
patients who had resisted against restraints. 
Although the cause of death was unknown, sym-
pathetic overflow, severe lactic acidosis, or elec-
trolyte disorders such as hyperkalemia may have 
been contributory [8]. In order to prevent such 
complications, medications for agitation must be 
given in a timely manner. Medications are often 
administered to agitated patients as isolated ther-
apy or in combination with physical restraints in 
an effort to reduce escalation to violent behavior, 

Table 24.1 Joint Commission Standards on Physical 
Restraint and Seclusion

The hospital uses restraint or seclusion only to protect 
the immediate physical safety of the patient, staff, or 
others.
The hospital does not use restraint or seclusion as a 
means of coercion, discipline, convenience, or staff 
retaliation.
The hospital uses restraint or seclusion only when less 
restrictive interventions are ineffective.
The hospital uses the least restrictive form of restraint 
or seclusion that protects the physical safety of the 
patient, staff, or others.
The hospital discontinues restraint or seclusion at the 
earliest possible time, regardless of the scheduled 
expiration of the order.

Adapted from: Joint Commission Standards on Restraint 
and Seclusion/Non-violent Crisis Intervention Training 
Program. Available at: https://www.crisisprevention.com/
CPI/media/Media/Resources/a l ignments /Joint-
Commission-Restraint-Seclusion-Alignment-2011.pdf [5]
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but patients must be closely monitored with con-
tinuous pulse oximetry, cardiac monitoring, and 
waveform capnometry to avert complications 
associated with these medications.

A graded approach should be utilized in the 
implementation of physical restraints, as 
described in Fig.  24.1. Verbal de-escalation 
should be included in the initial approach to an 
agitated patient, although this may be used in 
combination with pharmacologic measures. 
Physical restraint, if the patient is not at an imme-
diate risk of harming self or others, is a measure 
of last resort, which will be discussed later [3, 9]. 
Moreover, the least restrictive intervention should 
be used and only as long as necessary [1, 10]. 
Therefore, physical restraints are indicated if the 
patient is actively violent [10]. If the restrained 
patient is then able to be engaged and communi-
cate, additional efforts should be made in verbal 
de-escalation during the restraining processes 
and thereafter. Medications should be given to 
calm patients in restraints. Which medications 
are given will depend on the patient’s level of agi-
tation, the amount of anxiety, and the degree of 
psychosis. If possible, patient cooperation with 
medication administration should be solicited 
and may influence the route that these medica-
tions are given; pills or oral dissolving tablets are 
ideal if the patient is alert and cooperative, while 
IM injections are often needed if the patient is 
severely agitated or exhibiting violent behaviors.

There are two general types of physical 
restraints used for agitated patients in the hospital 
setting. The first is manually restraining a patient 
who is an imminent threat to self or others, which 
is discussed in more detail below. The second are 
limb restraints that are applied to the extremities 
to limit movement. Soft wrist restraints are com-
monly used in the hospital setting and are made 
of comfortable foam material and secured with 
hook-and-loop fasteners. This form of physical 
restraint is typically used for mildly agitated or 
confused patients to prevent them from getting 
out of bed or pulling on essential tubes and cath-
eters. Four-point limb restraints are required for 
severely agitated and combative patients. These 
restraints are typically wrapped around all four 
distal extremities at the wrist and ankles to pre-

vent movement. In some institutions, these four- 
point restraints are composed of a much stronger 
material such as leather. However, other institu-
tions have stopped using leather restraints due to 
concerns for adverse events and instead use 
locked limb-holders made of less abrasive mate-
rial. Despite these differences in limb restraints, 
some generalities in their application exist. 
Providers must be familiar with proper restraint 
application prior to first-time use, including 
appropriate sizing based on the patient’s weight 
and height. When applying restraints to the upper 
extremities or lower extremities, ensure two fin-
gerbreadths of space to prevent neurovascular 
compromise and injury. Secure restraints to the 
bedsprings or frame of the bed. Never apply 
restraints to the side rails of a bed or mattress. 
Doing so would allow excessive movement that 
would place the providers and patient at risk. 
Lastly, avoid tying knots; most knots can be 
released easily and quickly or alternatively, may 
be difficult to remove.

To re-emphasize, the underlying goal of phys-
ical restraints is to prevent harm to self and others 
and should only be applied if all other methods 
have failed. Restraints should also be considered 
if there is a life-threatening injury that results in 
agitated behavior or prevents healthcare provid-
ers from delivering life-saving interventions. 
Some examples include hypoxia, hypoglycemia, 
overdose with stimulants, and traumatic injuries. 
Patients should be closely monitored for compli-
cations of restraint use and reassessed for the 
continued need for them, as patients may become 
cooperative as their condition is treated and may 
no longer need them.

 Method of Application

Assuming the decision has been made that a 
patient requires restraints, certain prerequisites 
must be met. First and foremost, provider safety is 
the number one priority. Call for help and do not 
attempt to restrain the patient alone. Studies have 
indicated that safe application of restraints requires 
at least five to six individuals: one  person to take 
control of the head (ensuring to avoid covering the 
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Presentation of
Agitated Patient

Attempt verbal de-escalation 
and consider offering

medications to calm patient

Is the patient 
calm?
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NO

NO
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YES

Fig. 24.1 Flowchart for use of restraints and seclusion on agitated patients

mouth and nose), one person for each extremity, 
and one person as the leader [11]. Prior to restraint 
application, the leader should attempt verbal de-
escalation and tell the patient that if their behavior 
persists, they will need to be put into restraints. It 
is essential to verbalize the reason for placing the 
patient in restraints. Explain to the patient what 
you are doing, why you are doing it, and what the 
patient needs to do to prevent it from happening 
[11–13], and give the patient time to comprehend. 
This serves to give the patient options, a form of 
empowerment, and also provides them the oppor-
tunity (if able) to de-escalate.

If the patient does not show signs of de- 
escalation, action must be taken in a confident 
and swift manner. The leader provides a signal, at 
which time each team member holds their respec-
tive body part (arm, leg, head). If no bed is avail-
able, the patient is brought to the floor. Nearly all 
patients should be restrained in the supine posi-
tion. Placing a patient in the “hog-tie” position 
usually involves applying pressure with unsafe 
holds onto the back, neck, or head. Many deaths 
have been associated with this position [14]. 
Although one study found that this position is not 
associated with hypoxia, the prone position 
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should be avoided because patients who require 
medication (most restrained patients) cannot pro-
tect their airway [15]. Specific populations such 
as the elderly, acutely ill, or anyone at risk for 
aspiration may require being rolled onto their 
side. Once the patient is in restraints, release any 
harmful holds, such as pressure on the patient’s 
face, neck, or chest.

If the agitated patient attempts to spit at pro-
viders, apply a spit mask to the patient’s face. 
Never insert anything into the patient’s mouth. 
Manufacturers have created spit masks for this 
purpose. It is very important to note the differ-
ence between each state’s regulations regarding 
spit masks, since some states forbid application 
of such masks to agitated patients. Providers 
should, therefore, become familiar with the laws 
of their state. Regardless, providers should take 
the necessary precautions to protect themselves 
from body fluid exposure.

After the patient has been physically 
restrained, all attempts must be made to assess 
airway, breathing, and circulation (ABCs). To 
assess the patient’s airway, ensure that they are 
able to speak. To assess breathing, look to ensure 
adequate chest rise and release any restraints that 
may compromise the patient’s respiration. 
Patients should be placed on a continuous car-
diopulmonary monitor, if possible. If medica-
tions are given for sedation, or if the patient 
becomes obtunded, place the patient on continu-
ous waveform capnography to ensure adequate 
ventilation. The patient must be monitored 
closely and reassessed at 15-minute intervals. 
After the patient has met the goals for release 
from restraints, the provider should debrief the 
patient. Additionally, staff should undergo 
debriefing to help participants involved in the 
care of the patient cope and conceptualize what 
took place. This is also a good time to discuss 
what staff thought went well or could be done 
better next time.

Finally, given that there are several adverse 
consequences associated with the application of 
restraints, the American College of Emergency 
Physicians (ACEP) has outlined several princi-
ples regarding their application (see Table 24.2).

 Seclusion

Seclusion is defined as the involuntary confine-
ment of a patient in a room or area from which 
the patient is physically prevented from leaving. 
Seclusion may only be used to prevent harm to 
the patient or others, or destruction of the physi-
cal environment, or if the patient is not redirect-
able [1]. Indications are outlined in Table 24.3. 
The treatment involves removing the patient from 
contact with staff, other patients, and external 
stimuli. The goal of this process is to give the 
patient space, free of harmful objects and exter-
nal stimuli, to de-escalate alone or with the help 
of a healthcare provider. Like patients who 
require physical restraints, patients who are 
placed into seclusion must be closely monitored. 
Some patients may view seclusion as a form of 
punishment.

Table 24.2 ACEP endorses the following principles 
regarding patient restraints [16]

Restraints should be instituted only after verbal 
de-escalation has been attempted.
Restraint of patients should be individualized and 
employed in a manner that makes all reasonable 
attempts to maintain the patients’ privacy and dignity.
The method of restraint should be the least restrictive 
necessary for the protection of the patient and others.
Staff should be properly trained in the appropriate use 
and application of restraints and in the monitoring of 
patients in restraint and seclusion.
Protocols to ensure patient safety should be developed 
to address observation and treatment during the period 
of restraint and periodic assessment as to the need and 
means of continuing or discontinuing restraint.
The use of restraints should be carefully documented, 
including the reasons for and means of restraint, 
alternatives to restraint, and the periodic assessment of 
the restrained patient.
ACEP opposes any requirement by hospital 
representatives or medical staff that emergency 
physicians provide inpatient restraint or seclusion 
orders. Patient restraint or seclusion requires 
comprehensive patient assessment, and the emergency 
physician’s principal legal and ethical responsibility is 
to patients who present to be seen and treated in the 
emergency department.
The use of restraints should conform to applicable 
laws, rules, regulations, and accreditation standards 
[16].
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Like physical restraints, seclusion should be 
short-term and used only to protect and ensure 
the safety of both the patient and staff. 
Additionally, seclusion should take place in a 
room designed specifically for that purpose [17]. 
Providers should be mindful of using seclusion in 
patients with a known history of claustrophobia 
or in whom seclusion was used as a form of 
abuse. For example, seclusion should be avoided 
if a patient has been forcibly locked in a closet in 
the past, as the present seclusion may be a trigger 
and result in psychological trauma. As with 
restraints, there are no randomized or controlled 
trials exist supporting this practice [18].

 Method of Application

The patient is placed in a room designed specifi-
cally for seclusion. This room must be devoid of 
physical objects that the patient may be able to use 
to harm him or herself. When placed in seclusion, 
at least one staff member must be within sight and 
sound of the patient [17, 19]. Goals for the patient 
to be out of seclusion must be communicated to 
the patient throughout the seclusion process. 
Maintaining close communication between staff 
and patient throughout the encounter is of the 
utmost importance. Redirection alone has been 
shown to decrease the negative experience of 
seclusion. For example, showing interest and talk-
ing with the patient has been shown to reduce 
stress and may promote a sense of calm [12, 13].

For patients who may be severely agitated and 
not redirectable, it is still very important to 
explain what is happening and provide frequent 
redirection [20]. While in seclusion, patients 
must have free access to a restroom, water, and 
food. In the United States, a physician must 
assess a patient placed in seclusion within 1 hour 
of the intervention [21].

Once the patient is a candidate for release from 
seclusion, debriefing should occur. In debriefing 
the patient, recap what happened and what may 
have led to seclusion, especially since seclusion is 
a form of failed prevention. This is often helpful 
for patients to prevent future use of seclusion and 
to minimize or reverse any negative effects [22]. 
Additionally, staff members can comment on 
what went well or poorly during the intervention.

 Documentation and Medicolegal 
Issues

Regulations by the Department of Health and 
Human Services (DHHS) and the Center for 
Medicare and Medicaid Services (CMS) state 
that restraint or seclusion may only be imposed to 
ensure the immediate physical safety of the 
patient, staff members, or others, and that these 
measures must be discontinued at the earliest 
possible time [1]. Healthcare personnel have the 
responsibility to determine if a patient lacks the 
capacity to refuse treatment. If a patient requires 
restraints, proper documentation is a necessity 
and the need to keep the patient safe is of highest 
priority. Restraining a patient who has the capac-
ity to refuse treatment puts providers at risk for 
battery and false imprisonment [23]. If the patient 
has the capacity, the patient must give expressed 
consent before proceeding with treatment. 
Alternatively, if deemed to not have the capacity, 
documentation of the factors that led to treatment 
without consent is imperative. If unable to deter-
mine capacity, then it is more appropriate to treat 
the patient than put them at risk by not treating. 
Moreover, it is easier to defend against battery 
and false imprisonment than it is to defend 
against negligence in the court of law for patients 
who are clearly a danger to themselves or others. 
The law tends to support health care provider’s 
decisions in times of emergency regarding actions 
to preserve the patient’s life or health. However, 
documentation is key and must include the three 
following components: (1) an emergency exists, 
(2) the reason consent could not be obtained, and 
(3) treatment provided was in the best interest of 
the patient. For example, “The patient is a threat 

Table 24.3 Seclusion indications

Prevent imminent harm to the patient, other persons 
when other means of control are ineffective
Prevent significant damage to the physical 
environment
Unable to redirect
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to himself and others. He is unable to answer 
questions and provide insight into his illness. 
Medication and restraints were required to pro-
vide life-saving treatment and prevent harm to 
himself and others.” Documentation of the behav-
iors and decisions of the patient that led to the 
assessment of the patient’s lack of capacity is 
very important. If the patient’s family or friends 
are present, it is essential to explain to them the 
need for action, and one should document their 
support [23]. Assessing capacity is discussed 
more thoroughly in Chap. 43.

When restraint or seclusion is used for the man-
agement of violent or self-destructive behavior 
that jeopardizes the immediate physical safety of 
the patient, a staff member, or others, the patient 
must be seen face-to-face within 1 hour after the 
initiation of the intervention. The patient may be 
assessed by a physician, other licensed indepen-
dent practitioner (LIP), registered nurse, or physi-
cian assistant who has been trained in the CMS 
restraint-and-seclusion training requirements [24]. 
If the face-to-face evaluation is conducted by a 
trained registered nurse or physician assistant, that 
individual must consult the attending physician or 
other LIP who is responsible for the patient’s care 
as soon as possible. Simultaneous restraint-and-
seclusion use is permitted only if the patient is 
continually monitored face to face by an assigned, 
trained staff member or by trained staff using both 
video and audio equipment [1]. Patients requiring 
restraint or seclusion should be assessed every 
15 minutes thereafter. See Table 24.4 for assess-
ments that should be made by healthcare providers 
for patients in restraints or seclusion.

 Conclusion

Using restraints and seclusion is considered a 
last-ditch effort in treating the agitated patient. 
As illustrated in the initial case example, physical 
restraints and seclusion carry high risks for 
patients and providers. All attempts must be 
made to avoid these techniques. Early implemen-
tation of verbal de-escalation and medication 
administration is essential. Applying restraints or 
seclusion is a high-risk procedure that must be 
performed with care. Ensure not to restrain 
patients in the prone position, and release danger-
ous holds on the back, neck, chest, or face imme-
diately. Once restrained or in seclusion, these 
patients require frequent monitoring and release 
as soon as possible. Lastly, proper documentation 
is important to minimize any medicolegal issues 
that may come up from appropriately restraining 
a patient against their will.
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 Introduction

Since the peak of state-run mental health hospi-
tals in 1955, which reached 344 beds per 100,000 
population, there has been a steady decline. In 
2014, the number was 11.7, with 5.4 beds filled 
with forensic patients [1]. As these public hospi-
tals have declined in beds, patients have moved 
into the community. At first, this deinstitutional-
ization was thought to be preferable, but this 
change brought with it a rise in the mentally ill 
found in jails, prisons, or warehoused in emer-
gency departments (ED) awaiting psychiatric 
hospitalization.

While immediate admission to a psychiatric 
facility is often the goal, it is not always an 
option. In many states, the number of people 
requiring admission far exceeds the number of 
available inpatient psychiatric beds. Patients who 
have been assessed, stabilized, and deemed 
appropriate for inpatient care by emergency phy-
sicians and psychiatrists must remain in the ED 
for hours to days, awaiting an appropriate inpa-
tient bed. Termed “boarding,” this queuing of 
inpatients in the ED is all too common. This phe-
nomenon has become so widespread that the 
American Psychiatric Association has created a 

position statement [2] and resource document on 
the issue [3].

This chapter will serve to discuss longer-term 
treatment options for patient boarders. Acute 
treatment, which usually focuses on agitation sta-
bilization, is detailed throughout the rest of the 
book and will only be briefly addressed in this 
chapter. Intermediate, or longer-term, care 
approaches the disease process in a more com-
prehensive way.

 Definition of “Boarding”

Hospitals and accrediting agencies tend to define 
the word differently, based on time after the 
admission order is placed. Some hospitals con-
sider boarding to begin at the time of the admis-
sion order, while others create an arbitrary clock 
to signify an extended stay. The Joint Commission 
settled on 4 hours as the standard, citing field and 
literature reviews for this determination [4]. The 
actual amount of time necessary for a patient to 
be called a boarder is somewhat controversial but 
in various facilities may start an administrative 
clock that changes clinical behaviors. Some EDs 
have created patient-care areas specific for board-
ers, as funding sources, including the Centers for 
Medicare and Medicaid Services, tend to require 
specific behaviors and documentation to accept 
charges for extended-stay care.
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 Treatment Team Members

As in other areas of specialty care, it is often 
helpful to augment the treatment team for spe-
cific functions. When it comes to treating the 
long-stay or boarding psychiatric patient, adding 
a psychiatrist or clinician with specialty training 
in psychiatry can be very helpful. Another highly 
important team member is the social worker.

For facilities with a large psychiatric presence, 
the consult-liaison or inpatient psychiatrist can 
sometimes be called to take a direct role in patient 
care. Staff psychiatrists may provide useful 
phone consultation, even if unable to initiate 
direct care for the patient. Many hospitals do not 
have the luxury of calling on psychiatry staff and 
are forced to be more creative. With the advent of 
telepsychiatry, even rural hospitals may be 
afforded the opportunity to have a psychiatrist 
consultant. For the established patient, contacting 
the patient’s outpatient psychiatrist or primary 
care physician may aid in understanding medica-
tion issues for the patient and help define treat-
ment goals for the stay.

Social workers are invaluable to the treatment 
team. Roles may be dependent on the setting but 
could include obtaining collateral information from 
outside treaters and family, short-term therapy and 
family meetings, and disposition planning. Each of 
these will be described below in more detail.

 Treatment Goals

The transition from acute to long-stay, as noted 
previously, may be an arbitrary point on the 
clock, but this point changes the care paradigm. 
The goals change from triage, identification of 
illness (especially ruling out delirium and other 
medical causes of psychiatric symptoms), treat-
ment of agitation, and disposition, to a new focus 
on the underlying disorder.

The focus turns to stabilization of the psychi-
atric illness. Treatment is largely determined by 
past history:

• Is this disorder new-onset for the patient or 
long-standing?

• Is there a history of noncompliance with 
medication?

• Is there a history of responding negatively or 
favorably to specific medications?

• Are there psychosocial pieces that need to be 
considered?

 New-Onset Disease

 Psychosis

Psychosis in a patient with no history of mental 
illness should be evaluated medically. This point 
cannot be overstated. The differential diagnosis is 
long, and some medical causes of psychosis are 
associated with high mortality [5–9]. After a 
thorough workup, including information from 
collateral sources, treatment can begin.

For the initial treatment of the psychotic, 
unagitated patient, consideration should be given 
to patient preference. A psychotic patient is pre-
sumed to have decision-making capacity unless, 
on exam, the patient is found not to have the 
capacity for treatment decisions. This is an 
important concept, as psychotic patients should 
be afforded autonomy and allowed to participate 
in treatment decisions. There are various treat-
ment strategies for psychosis, and the decision is 
based on several factors, such as patient prefer-
ence, cost, and access to care. In the ED, an anti-
psychotic may be initiated, but follow-up care is 
typically necessary, as some psychotic disorders 
may be chronic in nature, such as schizophrenia 
or persistent substance-induced psychosis.

The other major consideration is side-effect 
profile. The first-generation antipsychotics have 
a greater rate of extrapyramidal effects, whereas 
second-generation antipsychotics have a higher 
propensity toward metabolic effects. Within the 
second-generation class, some medications are 
linked more to weight gain, diabetes, and choles-
terol elevation with long-term use than others, 
though all of the medications in the class have 
risk. Similarly, some first-generation (chlor-
promazine) and second-generation (quetiapine, 
 olanzapine) antipsychotics have a higher pro-
pensity for sedation, which, unless once-a-night 
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dosing is sufficient, tends to be considered a 
negative experience by patients. Also, patients 
tend to prefer one medication over polyphar-
macy. This may come into play if considering a 
high-potency first-generation antipsychotic, 
such as haloperidol.

The decision of initial medication may also be 
determined by the level of cooperation and the 
level of agitation of the patient. There are now 
antipsychotics available for a variety of routes of 
administration, including tablet/capsules, rapid- 
dissolving tablets, inhalation, intramuscular (IM) 
injection, and intravenous (IV) injection. A coop-
erative patient who is in distress may agree to 
oral medications, but as cooperation decreases, 
consideration must be given to both possible 
diversion (“cheeking”) and safety of the patient 
and team while administering the medication. 
When diversion is suspected, a rapidly dissolving 
tablet, such as rapidly dissolving olanzapine or 
risperidone, might prove most useful. There is 
also increasing evidence to support the use of 
inhaled loxapine, as it can be quickly determined 
if the patient does not take a sufficient breath. 
When a patient is highly agitated, a tablet or 
inhaler may not be feasible, and an IM or IV for-
mulation may be preferred, though restraints are 
often necessary at this point.

 Bipolar Mania

Before considering treatment for new-onset 
mania, all other causes should be ruled out. For 
treatment, second-generation antipsychotics or 
mood stabilizers may be considered. Most of the 
second-generation antipsychotics have been 
approved for treatment in acute mania as mono-
therapy or as an adjunct with lithium or divalpro-
ate. Initiating a mood stabilizer, such as valproic 
acid/divalproate, carbamazepine, or lithium, may 
take a little more thought because of titration 
needs but may be more cost-effective. Valproic 
acid can be oral-loaded in the ED at 20–30 mg/
kg/day in a healthy person with normal liver 
function [10]. Carbamazepine needs titration and 
has multiple drug–drug interactions, making it 
less attractive in the ED setting. Lithium, while 

also requiring titration, can be initiated in the 
ED. The advantages of the mood stabilizers are 
that there is extensive history with these medica-
tions and the therapeutic target dosing is known. 
The rule of 8s is a helpful mnemonic for target 
therapeutic levels for maintenance treatment: 0.8 
for lithium; 8 for carbamazepine; and 80 for val-
proic acid. The major disadvantage of the mood 
stabilizers, especially lithium, is that they can be 
fatal in overdose. In the case of lithium, the thera-
peutic window is narrow, with toxicity beginning 
at blood levels just outside of this window. A 
meta-analysis of all of the second-generation 
antipsychotics used in the treatment of acute 
mania, except for asenapine, as well as lithium, 
carbamazepine, oxcarbazepine, divalproex, and 
haloperidol found that patients had an increased 
chance of response and remission (except for 
oxcarbazepine) than placebo, but also had a 
higher risk of discontinuation due to adverse 
events [11].

 Depression

The long-stay patient suffering from depression 
may be admitted to the hospital for one of two 
reasons. The first reason is that the person is at 
high risk for suicide; the second has to do with 
the inability to care for self. Treatment for new- 
onset depression would be the same as long- 
standing depression, except that long-standing 
depression may be refractory.

The primary antidepressant selection deter-
minants are cost, side effect profiles, and com-
pliance likelihood. Most of the selective 
serotonin reuptake inhibitors (SSRIs) are now 
generic and readily available. If the patient has 
never had an adequate trial (defined by most as 
at least 6–8 weeks) on an SSRI, this is a good 
choice. Since there are serotonin receptors in 
the GI system, any SSRI can cause nausea. 
SSRIs are known to have a myriad of side 
effects that lead many to premature treatment 
discontinuation [12]. They can be initially acti-
vating, even increasing anxiety. For the anxious 
patient,  initiating an SSRI at one-half the nor-
mal starting dose (with a plan for this to con-
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tinue for 1–2  weeks) may mitigate this 
activation. On the spectrum of activation, fluox-
etine tends to be the most activating, with par-
oxetine the least activating. Side effects are 
largely the same for serotonin and norepineph-
rine reuptake inhibitors (SNRIs).

The acute treatment of bipolar depression also 
requires caution. At best, typical antidepressants 
have been found to lack efficacy [13]. Of more 
concern is their potential role in manic relapse 
[14]. In the meta-analysis mentioned above, 
lamotrigine, aripiprazole, olanzapine, and que-
tiapine were included to determine efficacy as 
monotherapy. Only quetiapine—and, to a lesser 
degree, olanzapine—showed efficacy as mono-
therapy for acute bipolar depression [11].

 Treatment of Patient with Chronic 
Mental Illness

This is where collateral information is highly 
helpful. As noted earlier, specific questions need 
to be answered that will aid in guiding treatment. 
Is there a history of noncompliance? If the answer 
is yes, clinicians tend to become judgmental, 
rather than ask the following question: “Why?” 
Noncompliance may be caused by a number of 
reasons: lack of insight into the disease, side 
effects, allergy, cost, or difficulty filling medica-
tions (transport), to name a few. When helping a 
patient choose a medication, past difficulties 
should be discussed.

In many cases, the treatment may simply be 
restarting the medication. For most patients, 
restarting and/or retitrating home medications, 
while covering for breakthrough symptoms, 
should be considered. Familiarity with side-effect 
profiles of psychotropics, as well as titration 
nuances of clozapine and lithium, are important. 
For example, retitrating lithium while also using 
an atypical antipsychotic and benzodiazepine is 
an effective bridge between acute stabilization 
and intermediate care. Akathisia and orthostatic 
hypotension are anticipated with some antipsy-
chotics, particularly when restarting the home 
dose. Both can be managed easily in the ED. The 
use of fall precautions and urinals might be help-

ful for orthostasis. If the patient has been off 
medication for a long period, consider retitrating 
the medication, rather than restarting the previ-
ous dose.

 Nonpharmacological Treatment

For the psychotic or manic patient, managing 
agitation levels while treating the source is key. A 
simple step can include destimulating the envi-
ronment. This is accomplished through dimming 
lights, decreasing the number of hospital staff 
who interact with the patient, and moving the 
patient to an observation area that may be quieter 
than the main ED. Meeting basic needs such as 
providing food and a blanket can also go a long 
way. Verbal de-escalation can be a key ingredient 
to engagement with the patient [15]. This is 
largely covered elsewhere (see Chap. 23).

For the depressed patient, quick therapies 
have been found to be helpful in the emergency 
environment. Some of these therapies include 
supportive therapy, solution-focused therapy, 
motivational interviewing, and family meetings. 
Most social workers are adept at these therapies. 
In its simplest form, supportive therapy is listen-
ing and encouraging the patient. This can be very 
helpful in calming the patient who is over-
whelmed. Solution-focused therapy basically 
helps the patient to problem-solve. This is par-
ticularly helpful for the depressed or anxious 
patient. The idea is not to problem solve but 
rather to create an environment and gently ques-
tion the patient in order to help the patient become 
more goal directed.

In the ED, short-term therapy largely focuses 
on safety planning. A tool has been created for 
emergency physicians to use for patients when 
there is concern for suicide risk and may be a 
good place to start [16]. Safety planning begins 
with a safety risk assessment. An important piece 
in the assessment is determining modifiable risk 
factors for suicide. If modifiable risk factors are 
elucidated, they can become the focus of the ther-
apy. An example of this is a recent argument with 
family. The individual therapy can focus on the 
patient’s perspective as to the causes and out-
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comes. This can possibly evolve into a family 
session where the issues can be examined, with 
the end result of having a safety plan in place that 
the patient and family can support. Safety risk 
assessments are covered fully elsewhere.

 Reevaluation

For the long-stay patient, reevaluation of the psy-
chiatric condition is often overlooked. Many 
times, when a patient is placed on admission sta-
tus, this is left unchallenged. If the patient is 
receiving active treatment while awaiting inpa-
tient care, the severity of the condition may 
lessen, allowing for a diversion from inpatient 
hospitalization. In many communities, there are 
lower levels of short-term residential placement; 
acute treatment units and crisis stabilization units 
should be considered. For the depressed suicidal 
patient, psychosocial stressors may have lessened 
to the point that a patient can be safely discharged 
back into the community, especially if family is 
involved.

Reevaluation is also helpful in cases of drug- 
induced psychosis. Typically, patients will clear 
within 24–48 hours and be able to be discharged 
or transferred to a substance treatment facility.

 Disposition

If the patient continues to require an inpatient 
level of care, a comprehensive handoff should 
occur, especially if treatment for the psychiatric 
disorder has been provided. This allows the next 
team to utilize the head start in treatment, rather 
than start over in care. Any problematic side 
effects or possible allergies should be part of this 
communication.

In some cases, as noted above, treatment of 
patients while boarding can end in discharge to a 
lower level of care. If the patient is discharged 
back to the community, a referral to a primary 
care physician, psychiatrist, or mental health 
clinic is helpful but not sufficient. If medication 
is initiated, an actual follow-up appointment, 
within 1–2  weeks, should be secured for the 

patient, with patient education around needing to 
return if symptoms worsen or suicidal thoughts 
return.

After starting an antidepressant in the ED, an 
increase in suicidal behavior is a concern. The 
depressed patient is classically thought to be 
more likely to attempt suicide after the initiation 
of treatment, when energy and motivation are 
stronger. A 27-year longitudinal, observational 
study has refuted this belief [17]. Despite noting 
that antidepressants were more likely to be used 
in participants with greater symptom severity or 
symptom worsening, an overall reduction in the 
risk of suicidal behavior after antidepressant ini-
tiation was observed [17]. Nonetheless, quick 
follow-up is necessary after the initiation of a 
psychiatric medication at discharge.

 Conclusion

With inpatient psychiatric beds less available in 
the community, EDs have had to shoulder the 
burden of holding patients awaiting these beds, 
sometimes for days or weeks. New thoughts on 
the boarding of patients have created a paradigm 
shift from housing to treating the primary psychi-
atric disorder. This can best be done through a 
team approach, with psychiatric consultation and 
social work team members. Treatment can begin 
in the form of medication and short-term thera-
pies. Reevaluation should occur at least daily to 
determine if the patient continues to require the 
highest level of care. Care alternatives should be 
understood by team members and used, if able to 
do so safely.
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Rapidly Acting Treatment 
in the ED for Psychiatric Patients

Michael P. Wilson and Ross Heller

 Introduction

Psychiatric patients in the emergency department 
(ED) present unique and difficult challenges for 
the emergency medicine physician. Ostensibly, 
the primary role of the ED physician with regard 
to the psychiatric patient is to “medically clear” 
the patient prior to psychiatric evaluation. By 
“clear,” standard practice is to reasonably ensure 
that the patient has no medical cause for their psy-
chiatric symptoms. Yet, the evaluation and treat-
ment of the psychiatric patient are often not done 
in a linear fashion. The initial management of any 
psychiatric patient is to assure their safety and 
health, as well as the safety of others in the ED. A 
calm, quiet patient with a history of depression 
who presents to the ED with complaints of their 
typical depression and feeling of hopelessness 
may be fairly uncomplicated to evaluate. However, 
patients who are acutely agitated, hostile, aggres-
sive, psychotic, altered in sensorium, or aggres-
sively homicidal or suicidal present an entirely 

different challenge. Given the danger to the physi-
cian, the staff, and the patient, it is often  necessary 
to rapidly treat a patient’s psychiatric symptoms 
with medications even before a full workup is 
completed. This chapter will review current thera-
pies, as well as newer and investigational treat-
ment options that are useful in the treatment of 
acute psychiatric symptoms.

 Treatment of the Acute Psychotic, 
Aggressive, and Violent Patient

DSM-5 describes a brief psychotic episode as hav-
ing one or more of the following: delusions, hal-
lucinations, disorganized speech, or grossly 
disorganized behavior. These patients may also 
have a rapidly changing mood, disorientation, and 
impaired attention, and can have emotional vola-
tility, outlandish behavior, and rampant screaming. 
A careful mental status examination is required to 
distinguish this from delirium, dementia, organic 
brain syndrome, or another medical condition.

 Immediate Medical Assessment 
and Intervention

While it is incumbent on the ED physician to 
ensure that a patient exhibiting psychiatric symp-
toms is medically assessed, often the patient must 
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be treated acutely with medications to prevent 
aggressive and agitated symptoms from progress-
ing and to allow for an effective medical exami-
nation process. This may require a flexible and 
simultaneous combination of pertinent medical 
assessment and stabilization, along with the use 
of restraints. Particular attention to abnormal 
vital signs, including blood pressure, pulse, respi-
ratory rate, pulse oximetry, temperature, and the 
bedside glucose measurement are important for 
any patient with an altered sensorium. Appropriate 
interventions are made as abnormalities are 
identified.

 Restraint

During early stabilization and evaluation, and 
prior to an understanding of the underlying cause 
of the altered sensorium, restraint of the patient 
may be necessary. (Please see Chap. 24.) All ED 
staff involved in the use of restraints must be 
familiar with the use of restraints and their proper 
and appropriate application [1, 2]. Studies have 
found that the application of restraints in and of 
themselves can increase agitation. Techniques for 
de-escalation should also be applied when time 
permits to avoid the use of restraints, as there are 
well-recognized risks involving restraints includ-
ing serious injury and death to the patient [3]. 
The use of restraints must be minimal in duration 
and appropriate in the application, but may be 
necessary so that the staff can safely administer 
medications to extremely agitated patients. Early 
initiation of medications for agitation can assist 
in reducing seclusion and physical restraint use 
and improve the safety of patients and staff [4].

 Psychopharmacological Treatments

Rapid treatment to stop acute psychotic symp-
toms should be initiated whenever the patient is 
out of control or escalating in such a manner as to 
put them or staff at risk of injury (please see also 
Chap. 23). Traditionally, the acute psychotic state 
was treated with first-generation antipsychotics 
[4–8]. These agents have been used for many 

decades, have a well-known therapeutic range, 
and may have known risks. In the past decade, a 
group of drugs known as second-generation anti-
psychotics have shown increasing use in the man-
agement of the psychotic patient. There has been 
extensive evaluation in the management of the 
acutely psychotic patient’s symptoms in the 
emergency department setting utilizing these 
agents [9–22]. The key for the emergency physi-
cian is to be knowledgeable about the risks and 
benefits, as well as know which drugs to use in 
specific subsets of patients.

 First-Generation Antipsychotics 
(FGAs)

This class of antipsychotics has been shown to 
provide rapid, predictable, and effective sedation 
in the management of patients who are acutely 
psychotic [6, 23]. The most often used antipsy-
chotics in this class have been haloperidol 
(Haldol) and droperidol (Inapsine) [23]. 
Intramuscular (IM) Haldol in typical doses of 
5–10 mg is traditionally used to treat thought dis-
orders, hallucinations, and delusional activity but 
is contraindicated as a single agent [24]. 
Haloperidol can be given both orally and IM in 
the emergency department setting at 2–5  mg 
doses, utilizing multiple doses of haloperidol 
intramuscularly over a 3-hour period [7]. The 
dose range over the 3 hours was a low of 13 mg 
IM up to a high of 33  mg IM.  Approximately 
35% of the patients suffered the major side effect 
of acute dystonia and extra-pyramidal symptoms 
(EPS), which are known to be dose-dependent, 
thus limiting the use of high-dose haloperidol.

EPS side effects and the association of halo-
peridol with the neuroleptic malignant syndrome 
(NMS) has prompted a search for other treat-
ments. Although an early study showed a decrease 
in side effects with the combination of haloperi-
dol and lorazepam, meta-analyses have shown no 
benefit [7, 24].

Droperidol is another first-generation antipsy-
chotic that has been long used to treat acutely 
psychotic patients [4]. However, in 2001, this 
drug received a black-box warning from the 
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FDA, given in the association of QT interval pro-
longation and sudden death [25]. As a result, the 
use of droperidol for antipsychotic treatment in 
the emergency department setting drastically 
declined. However, some studies have disputed 
the clinical significance of QT interval prolonga-
tion, stating a lack of a convincing causal rela-
tionship between droperidol and life-threatening 
cardiac events [8].

 Benzodiazepines and Combination 
Therapy

Benzodiazepines—such as lorazepam (Ativan) at 
1–2 mg IM or orally, or clonazepam (Klonopin) 
at 1–2  mg IM—may be given as single agents 
[26, 27]. Although there is only low-quality evi-
dence, benzodiazepines may be a reasonable 
alternative or adjunct to antipsychotics in order to 

avoid antipsychotic toxicity. It has been found 
that given by itself, lorazepam may be as effec-
tive as haloperidol in sedation but has fewer 
extrapyramidal side effects. Although there are 
fewer EPS side effects, the use of lorazepam can 
lead to serious complications, including exces-
sive sedation, confusion, disinhibition, ataxia, 
and respiratory depression, and patients should, 
therefore, be monitored continuously [27].

 Second-Generation Antipsychotics 
(SGAs)

The advent of the second-generation antipsychot-
ics was promising, with the suggestion that 
patients would be treated for their symptoms with 
much less concern for the EPS and other side 
effects than FGAs. The SGAs (see Table  26.1) 
most commonly used in the ED include risperi-

Table 26.1 Medications useful for the “lysis” of acute psychiatric symptoms in the ED

Drug Indication Dosage
Primary side 
effects

Secondary 
side effects Warnings

Haloperidola 
(Haldol)

Acute psychosis and 
agitation

2–5 mg IM 
may repeat

EPS, other 
movement 
disorders

NMS Prolongs QT

Droperidola Acute psychosis/
agitation

2.5–5 mg 
IM

Sedation EPS Not safe in patients with 
prolonged QT or 
arrhythmias

Ziprasidone 
(Geodon)b

Acute psychosis/
agitation

10–20 mg 
IM up to 
40 mg

Sedation, EPS, 
orthostatic 
hypotension

NMS Can cause increased 
QT—do not use in 
patients with known QT 
prolongation

Olanzapine 
(Zyprexa)b

Acute psychosis/
agitation

10 mg IM 
or oral 
tablet

Sedation, EPS, 
orthostatic 
hypotension

NMS Do not use with other 
CNS depressants; caution 
in patients with dementia

Quetiapine 
(Seroquel)b

Acute psychosis/
agitation but primarily 
shown in bipolar/
schizophrenia and 
ICU delirium

25–50 mg 
PO starting 
dose BID

Sedation, EPS, 
orthostatic 
hypotension

NMS Can cause increased 
QT—do not use in 
patients with known QT 
prolongation; caution in 
patients with dementia

Risperidone 
(Risperdal)b

Acute psychosis/
agitation but primarily 
shown in bipolar/
schizophrenia

1–2 mg PO 
or ODT

Sedation, EPS, 
orthostatic 
hypotension

NMS Caution if using in 
dementia patients

Lorazepam 
(Ativan)

Rapid tranquilization 
of the agitated patient

1–2 mg IM 
or PO; may 
repeat

Sedation and 
respiratory 
depression

CNS 
depression

Can cause respiratory 
arrest; must monitor

aFGA
bSGA
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done, quetiapine, olanzapine, and ziprasidone, 
which effectively control a broad range of symp-
toms associated with psychosis, including agita-
tion and aggression with a much-reduced 
side-effect profile [4]. These agents are believed 
to work through the D2 (dopamine) receptors, as 
well as inhibiting serotonin reuptake. These dif-
fering receptors may contribute to the more 
favorable side-effect profile, although SGAs are 
still associated, albeit to a lesser extent, with the 
development of neuroleptic malignant syndrome 
[28]. Although the combination of SGAs and 
benzodiazepines is not as well studied as the 
combination of FGAs and benzodiazepines, 
some studies have claimed that this combination 
is safe in acute use, although have recommended 
against the use of injectable SGAs in alcohol 
intoxication [29–32].

 Rapid Treatment of Acute 
Depression and Suicidal Ideation

The acute management of the depressed or sui-
cidal patient requires a comprehensive approach. 
Disposition of these patients can be difficult, 
lengthy, and fraught with potential hazards [33]. 
While impractical to admit all patients with sui-
cidal ideation or attempts, the use of a high-risk 
screen is not a panacea. Such techniques as a no- 
harm contract are of little benefit and are not rec-
ommended in the ED [34, 35]. However, joint 
safety planning is recommended and may reduce 
the risk of a future suicide attempt. Collaboration 
with a mental health clinician is necessary to 
develop a treatment plan, especially if the patient 
is to be discharged from the ED. The prescribing 
of antidepressant medications is typically not 
performed in the ED and is not yet considered 
standard care. Most of these medications do not 
have a clinical effect for at least 2 weeks after ini-
tiation of treatment. In addition, some antidepres-
sants have been associated with an initial 
increased risk for suicidal behavior, particularly 
the SSRI class.

An agent that would alleviate thoughts of self- 
harm while providing for a “cooling-off period” 
for patients while they achieve therapeutic bene-

fit from antidepressant therapy would be quite 
useful in an ED setting. Ketamine, a well-known 
agent used as an anesthetic and for pain manage-
ment, has been recently studied for this purpose. 
Its use in treating acute depression with relief of 
symptoms such as depression, anxiety, and hope-
lessness is relatively new, and the use of ketamine 
is not yet considered standard care [36]. However, 
some early studies of ketamine have shown 
promise for stopping the suicidal thoughts in 
patients for up to 7–10 days [37, 38]. If proven 
effective, ketamine therapy may allow discharge 
and follow-up with some patients, without the 
need for emergency psychiatric hospitalization.

In conclusion, acute psychiatric conditions 
that present to the ED often require a multifac-
eted approach. Underlying medical conditions 
must be evaluated, treated, or excluded. To assist 
in the process, rapid treatment of psychotic 
symptoms is useful. Understanding the available 
medication armamentarium for rapid control of 
the acutely agitated, psychotic, or depressed 
patient is mandatory for the safety evaluation, 
treatment, and disposition. These medications 
not only stabilize the patient but may also prevent 
immediate harm to self or others. In addition, 
these medications may facilitate further psychiat-
ric intervention when needed and may potentially 
reduce the patient’s symptoms enough to allow 
for safe discharge from the ED.  The future of 
mental health care, especially in an era of dwin-
dling resources, will require additional research 
to identify safe treatment alternatives for the 
appropriate disposition of patients.
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Prehospital Behavioral 
Emergencies

Thom Dunn

 Introduction

Prehospital providers, specifically those working 
in the emergency medical services (EMS), play a 
unique role in the healthcare system. Unlike their 
counterparts working in hospitals and clinics, 
EMS providers typically encounter their patients 
in the patient’s environment. These providers are 
equipped to cope with the widest possible range of 
patient types and presentations, including the 
capacity to care for all ages of patients, from geri-
atrics to neonates. Similarly, patient presentations 
can be quite varied, including all acute and sub-
acute medical conditions, those intoxicated on 
drugs or alcohol, polytrauma, and those with neu-
rological or psychiatric conditions. While not only 
contending with a wide range of patient types and 
presentations, EMS providers also expertly handle 
these patients expediently and without the benefit 
of specialty resources such as radiography, labora-
tory studies, or expert consultation.

The manner in which emergency medical 
services are provided varies in the United States 

[1]. Some municipalities have emergency medi-
cal technicians (EMTs) who are trained in basic 
life support and whose practice does not include 
medications. These first responders, often fire-
fighters, will reach the patient and provide basic 
life support (BLS) until paramedics arrive. 
Paramedics provide advanced life support 
(ALS) and have access to a limited formulary of 
medications, typically advanced cardiovascular 
life-support medicines, antiemetic drugs, sedat-
ing agents, and narcotic analgesics. Some 
regions may have only EMTs who transport the 
patient, while some larger municipalities may 
have paramedic first responders, as well as ALS 
transport capabilities. EMS is delivered not only 
by ambulances, but also by helicopter, bicycles, 
motorcycles, and by providers who ski to their 
patient.

Paramedics and EMTs frequently come into 
contact with those suffering from mental illness. 
Larkin and others found that nearly 33% of psy-
chiatric patients in the emergency department are 
brought in by ambulance, compared to only 14% 
of other patient types [2]. Due to fewer and fewer 
inpatient psychiatric beds, EMS is also frequently 
called upon to perform interfacility transports to 
move behavioral health patients from one facility 
to another [3]. This chapter outlines the impor-
tant roles paramedics and EMTs play in a broader 
system of care for patients having a behavioral 
health emergency.
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 Case Example 1

A 16-year-old girl working at an ice cream parlor 
experiences an episode of syncope; 911 is called. 
An ALS ambulance and BLS fire engine are sent 
to the scene. The patient spontaneously recovers 
consciousness and there is no evidence of a post-
ictal state. The attending paramedic appreciates 
no trauma after syncope and the physical exami-
nation is significant only for skin abrasions on the 
dorsum of the patient’s right hand. Vital signs are 
measured to be a blood pressure of 90/68, a heart 
rate of 112, and a respiratory rate of 22. The elec-
trocardiogram reveals sinus tachycardia with ST 
depression, inverted T waves, the presence of a U 
wave, and a corrected QT value of 520. The para-
medic recognizes that these findings are consis-
tent with hypokalemia and elects to transport the 
patient to a nearby hospital. While en route, the 
paramedic asks whether the patient is vomiting to 
manage her diet, and the girl confides she is. The 
patient is later found to have a serum potassium 
level of 2.5  mmol/l (normal 3.6–5.2  mmol/l) 
from repeated vomiting. She responds well to 
oral potassium. Her parents, previously believing 
her purging was a “phase,” make arrangements 
for her to be admitted to an eating disorder 
center.

It can be difficult to determine when a per-
son’s behavior becomes pathological, particu-
larly in milder forms of many psychiatric 
conditions [4]. The involvement of community 
resources, such as EMS, can be an indicator of 
pathology. In the case above, a teenage girl who 
faints and then recovers quickly may be falsely 
considered a low-acuity event. However, a thor-
ough evaluation by a skilled prehospital provider 
who is knowledgeable about a wide range of 
patient types is in the position both to detect a 
potentially significant medical problem and to 
elicit a history to derive its psychiatric etiology. 
In this case, transport of the patient to the hospital 
by ambulance can serve as an indicator to parents 
in denial that there is a serious problem.

While there are opportunities for EMS provid-
ers to intervene in more subtle presentations of 
psychiatric illness, such as one that has triggered 
a medical emergency, it is more likely that EMS 

is activated for more frank presentations of 
decompensated mental illness. Erratic behavior 
is often first observed by friends, family, or 
bystanders who call 911. Traditionally, erratic 
behavior in the field setting has often been 
addressed by law enforcement [5]. Such an 
approach, however, can have poor outcomes, as 
studies have found that persons with mental ill-
ness have higher rates of violence by resisting 
police contact [6], as well as a greater likelihood 
of requiring use of force by law enforcement [7].

Additionally, agitation is a common presenta-
tion of a number of life-threatening conditions, 
including hypoxia, alcohol withdrawal, intoxica-
tion, infection, neurological insult, and metabolic 
derangement. Coupled with the growing aware-
ness about the deleterious health effects of erratic 
behavior, particularly excited delirium, agitation 
is increasingly being viewed as an acute medical 
emergency [8–11]. This is an important distinc-
tion, as it may help prevent injuries and deaths of 
agitated individuals who are taken into police 
custody [12]. Therefore, it is essential not only 
that EMS providers respond alongside law 
enforcement to reports of an agitated individual 
but also that the paramedic or EMT leads the 
interaction with the patient. This creates the 
dynamic of coping with erratic behavior, includ-
ing agitation, as a symptom of underlying pathol-
ogy, rather than a law enforcement problem of 
managing a troublesome person [13].

 Case Example 2

A city’s 911 call center receives the report of a 
man acting strangely. He is reported to be walking 
down the center of a busy street. He is not wearing 
clothes and is breaking windows. While most 
callers are asking for the police to respond, dis-
patchers also assign a BLS fire engine crew, along 
with an ALS ambulance. Several police officers, 
paramedics in an ambulance, and four firefighters 
arrive to find a man in his thirties frantically mov-
ing around cars in a parking lot. He makes non-
verbal vocalizations and does not engage with any 
of the first responders around him. He is clearly 
diaphoretic, tachypneic, and agitated.
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Certainly, there are concerns about risks of 
violence toward prehospital providers [14]. 
Paramedics and EMTs report high rates of being 
verbally abused, spat upon, and physically 
assaulted [15]. One mechanism to cope with such 
violence is to require responding units to “stage,” 
or wait nearby before responding to the patient 
once law enforcement has declared the scene safe 
[16]. This approach may cause unnecessary 
delays and may defeat the purpose of having EMS 
respond alongside law enforcement. Thoughtfully 
coordinating an approach to the patient between 
EMS and law enforcement can safely mitigate 
many of the risks of violence against prehospital 
providers and reduce law enforcement contact 
with individuals who are not suspected of having 
committed a crime. This coordination should 
entail an assessment of whether the individual 
being contacted is having an acute medical prob-
lem (including a psychiatric decompensation) or 
whether the behavior is criminal in nature.

If it is believed that the person is having a medi-
cal emergency, then the paramedic or EMT should 
lead the encounter between patient and the respond-
ers, including police. This shifts law enforcement 
officers into a support position, where their role is 
to protect the safety of the EMS providers. 
However, if the individual is thought to be acting 
erratically or is agitated, and a medical problem is 
not suspected, then law enforcement leads the 
encounter. EMS is then available to provide postar-
rest medical evaluation. Obviously, in instances 
where the EMT or paramedic feels like their safety 
may be in jeopardy, EMS should defer to law 
enforcement. There may also be instances when it 
is impractical to coordinate a response between 
EMS and law enforcement. In these instances, law 
enforcement should lead the interaction, as the 
safety for all those involved is of utmost impor-
tance. As agitation may have an organic etiology, 
even if police officers lead the interaction, many of 
these individuals still require assessment by 
EMS.  If indicated, the person being detained by 
law enforcement should be transported to an emer-
gency department for further evaluation and 
treatment.

Table 27.1 outlines indications and contraindi-
cations for when prehospital providers should 

lead the interaction during a field contact with an 
agitated person or when an individual is other-
wise acting erratically. It is important to note that 
in these situations, individuals with agitation may 
have diminished medical decision-making capac-
ity. Since patients who are unable to make 
informed medical-decisions are unable to refuse 
care in the field, EMS providers should evaluate 
decision-making capacity for those who do not 
wish to be transported. Those found to lack the 
capacity to refuse care can be treated and trans-
ported under implied consent [17].

 Case Example 2, Continued

The attending paramedic and senior police offi-
cer briefly confer. Other than being naked in pub-
lic, the individual is not believed to have 
committed a serious crime. Unless the patient is 
later found to have warrants for his arrest, it is 
unlikely that he will be arrested. The consensus is 

Table 27.1 Indications and contraindications of EMS 
provider leading the field intervention of an individual 
who is acting erratically or is agitated

Indications Contraindications
Prominent feature of 
patient presentation is 
altered mental status.

Any suggestion that the 
person is armed or may 
have access to weapons.

There are physical 
indicators of an acute 
medical compromise, 
such as tachypnea, 
diaphoresis, or ataxia.

Law enforcement backup 
is delayed or unavailable.

Information from 
bystanders or family 
members that the patient 
suffers from mental 
illness, is on the autism 
spectrum, has dementia, 
or is intellectually 
disabled.

The individual is 
suspected to have 
committed a crime or 
otherwise will be placed 
into police custody at the 
end of the interaction.

Patient known to the 
EMS providers or law 
enforcement and is not 
known to be violent.

Patient is known to EMS 
providers or law 
enforcement and known 
to be violent.

The individual is a child. The patient has 
barricaded themselves.

The patient is being 
evaluated in a healthcare 
facility.

Insufficient number of 
providers to safely 
manage the patient.
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that the individual is having a medical emergency 
and that EMS will lead contact with the patient 
and intervene in his behavior.

Figure 27.1 provides a framework for the EMS 
provider to contact, assess, and treat the agitated 
patient. Part of this framework is recognition that 
there are some patient presentations that may be 
life-threatening and that safely restraining the 
patient early in the prehospital course may be 

indicated. Central to this framework is Table 27.2, 
which shows the “ERASER” mnemonic, an 
approach to verbal de-escalation techniques based 
on the Project BETA De-escalation Workgroup 
[18]. Obviously, this approach works best when 
EMS agencies are trained using the framework 
and mnemonic, when they have protocols that 
support their use, and when law enforcement and 
prehospital providers train together. It should also 

Consider the patient from
a sensible distance. Are
there weapons or other

features making the scene
unsage?

Is it possible that the patient
is presenting with an

imminently life threatening
condition?

Safely restrain patient.
Consider reversible

causes for agitation and
treat appropriately. Does

agitation continue?

Frequently
reevaluate agitation.
Monitor vital signs.

Does agitation recur?

Sedation is indicated.
ALS provider required

Follow local protocol. Is
sedation achieved?

Retreat and wait for law enforcement.
(Note: At any point the provider feels they are
in physical danger, this step should be taken.)

NO

NO

NO

NO

NO

NO

NO

NO

NO

YES

YES

YES

YES

Continue to
monitor and
transport.

Revise treatment
plan. Is sedation

achieved?

Attempt verbal de-escalation
using the ERASER mnemonic

for five minutes (some
patients may benefit from a

longer course). Is it
effective?

Frequently reevaluate
agitation. Monitor vital signs.

Does agitation recur?

YES

YES

YES

Fig. 27.1 Flowchart of managing agitation in the field. (Adapted from Dunn and Dempsey [5]. Reprinted with 
permission)
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be employed only after it is believed that risk of 
intervening with the patient through de-escalation 
is much less than the benefits that may be 
achieved. Unfortunately, there is no standardized 
method of assessing agitation in field settings, 
although the Behavioral Agitation Rating Scale 
(BARS) shows promise, as it has only seven items 
and is not cumbersome to use [19]. (Please see 
Chap. 23, for more information on agitation 
assessment.)

 Case Example 2, Continued

The lead paramedic believes that her patient is 
unarmed, as he is not holding a weapon, nor is he 
wearing clothes that might conceal one. Other 
features to the scene that might make it unsafe 
(such as intoxicated bystanders, the patient being 
close to the edge of a bridge, or the possibility 

that the patient could lunge for a weapon) are 
also not noted. The paramedic is quite concerned 
that the patient is having an acute medical condi-
tion and needs immediate care. Knowing that 
prolonged restraint of such patients can lead to 
cardiovascular collapse, the paramedic opts to 
aggressively sedate the patient after attempts to 
de-escalate do not appear to be working. His agi-
tation is clearly dangerous, and without a careful 
approach, it is possible that someone will be 
assaulted. The paramedic coordiantes her plan 
with the police officers. Once roles are assigned 
and the medication is ready, the firefighters and 
police officers safely take the patient to the 
ground. The paramedic administers 5  mg/kg of 
ketamine (400  mg) intramuscularly. Less than 
2  minutes later, the patient’s agitation has 
resolved.

Key to the safe management of the patient is a 
coordinated approach to physical restraint that is 

Table 27.2 ERASER mnemonic for verbal de- escalation, based on the project BETA De-escalation Workgroup [18]

Step Action
E: EYEBALL the 
patient

Evaluate the patient from a safe distance. Are there weapons or other features that make the 
scene unsafe? Retreat and wait for law enforcement. Are there signs that the patient will not 
respond to verbal de-escalation or may be suffering from an imminent life-threatening 
condition? It may be prudent to safely and rapidly restrain the patient for further evaluation 
and treatment.

R: RESPECT 
patient’s space

Patients may escalate when there is intrusion into the personal space. The provider should 
maintain a respectful distance while being aware of escape routes should the patient become 
violent.

A: A single 
provider does the 
talking and builds 
rapport

With multiple providers on a scene, a single individual should be charged with talking with 
the patient. The provider charged with this task must not become “emotionally involved” in 
the patient (such as becoming angry or frightened of the patient).

S: SENSIBLE 
listening

Often, agitated patients want to be heard. The provider making contact with the patient needs 
to calmly listen to the patient without being drawn into a prolonged conversation or reacting 
to demands. This step is likely when iatrogenic escalation may occur. Another provider may 
need to step in and continue if this happens.

E: ESTABLISH 
expectations and 
set boundaries

Boundaries should be set with the patient about behavior that will not be tolerated, 
consequences of actions, and what the patient is likely to expect, such as, “You may not 
threaten people,” “We need to make sure you are alright, so we are going to take some vital 
signs and ask you some questions,” or “Unfortunately, we are worried you cannot make 
informed medical-decisions because you are intoxicated, so we are going to take you to the 
hospital so you can be treated for your injuries.”

R: 
REASONABLE 
choices are given 
to the patient

By retaining some degree of control, many patients will comply with direction if given 
reasonable choices. For example, a provider could say, “Would you like to walk over to the 
ambulance and sit on the bed inside, or do you prefer we bring the bed over here for you to sit 
on?”

The ERASER mnemonic first appeared in Dunn and Dempsey [5]. The table is reprinted with permission
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systematic and designed to keep both the patient 
and first responders safe. Some hospital-based 
providers might find quickly moving to restraint 
as missing an opportunity to offer sedating medi-
cines by mouth, as this approach is common [20, 
21]. In the field, however, securing the patient 
takes a greater priority. This permits the patient to 
be quickly evaluated for reversible causes of agi-
tation, keeps the patient safe by not permitting 
them to engage in harmful behavior like running 
or acting violently, and keeps EMS providers 
safe. Recall that unlike hospital settings, EMTs 
or paramedics are typically one-on-one with their 
patients and without the ancillary personnel 
found in a hospital, such as additional providers 
and security.

 Case Example 2, Continued

The patient is placed in the ambulance and evalu-
ated. He is atraumatic. He is found to be tachy-
cardic at 140, his blood pressure is elevated at 
190/90, and his breathing is tachypneic at 38. 
Hypoglycemia is ruled out with a finger-stick 
blood-glucose check. Hypoxia is ruled out with 
pulse oximetry. The paramedic does not appreci-
ate some signs of a cerebral vascular accident, 
such as hemiparesis or facial droop. She also 
does not appreciate oral trauma or incontinence 
that may suggest a generalized tonic–clonic sei-
zure. Intravenous access is secured in the patient’s 
antecubital fossa, and his oxygen saturation, end- 
tidal carbon dioxide level, and electrocardiogram 
are monitored as he is transported to the 
hospital.

Pharmacological management of behavioral 
emergencies in the field can be challenging.

Some systems do not have paramedics, and 
without these ALS providers, administration of 
medication is not possible. In some EMS sys-
tems, ALS providers may not have calming medi-
cations in their formulary. Still, in other systems, 
medicine-managed agitation is at the discretion 
of a base physician providing medical control, 
who may not permit the paramedic to administer 
certain medications. Best practice for pharmaco-
logical management of agitation in the field is 

when the paramedic is able to choose an agent 
from a number of different drug classes in order 
to properly treat the patient without first contact-
ing a base physician. Early management of agita-
tion is critical in the field. In this example, the 
paramedic elects to use ketamine, as some advo-
cate its utility in quickly managing agitated 
patients when there is no IV access without 
hemodynamic and respiratory side effects [22]. 
However, Cole and others warn that while ket-
amine is superior to haloperidol for managing 
prehospital agitation, it does have other compli-
cations, such as hypersalivation, emergence reac-
tions, and higher rates of requiring intubation 
[23].

Typically, the sedating agents in the para-
medic formulary are limited to first-generation 
antipsychotics, most often haloperidol. 
Benzodiazepines are also common, such as mid-
azolam or diazepam, as these medicines can also 
be used for presentations other than agitation. 
Noticeably absent is lorazepam, commonly used 
to treat in-hospital agitation. Given that this agent 
is intolerant of wide variations in temperature, it 
is impractical for use in many EMS systems. 
Finally, even in more progressive systems where 
ALS providers have broad discretion when medi-
cating an agitated patient, it should be noted that 
the treating paramedic has other challenges. For 
example, the paramedic is often solely responsi-
ble for retrieving the medication (typically a 
scheduled drug that is kept in a double-locked 
cabinet), drawing it into a syringe, and adminis-
tering it while also monitoring the patient.

 Case Example 2, Continued

The patient is safely transported to a community 
hospital and has no hypersalivation or other com-
plications from receiving ketamine. He is recog-
nized by hospital staff. “Oh, it’s ML. He’s off his 
meds again,” says a nurse. ML is known to suffer 
from schizoaffective disorder and often uses 
stimulants. He is admitted, and once he sobers 
from methamphetamine intoxication, he is found 
to be psychiatrically decompensated and requires 
admission to a psychiatric unit. A bed is found on 
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a unit in a nearby city. ML is placed on an invol-
untary psychiatric hold and his parents are 
notified.

One of the effects of the decreasing capacity 
of inpatient psychiatric care [24] is that patients 
having a behavioral emergency often do not reach 
definitive care once they are transported to the 
hospital. It is not unusual that patients with an 
emergent psychiatric condition (agitation, mania, 
psychosis, acute suicidality, etc.) must be trans-
ported a second time to definitive care. This again 
requires EMS providers to care for a patient with 
a behavioral emergency during transport. In rural 
systems, it may be the municipal ambulance 
pulled from its 911 response duties to complete 
the patient transfer. In suburban and urban areas, 
a private ambulance company may be responsible 
for interfacility transfers. In both systems, con-
tacts with psychiatric patients are often seen as 
unglamorous and beneath providers, who are 
trained to act quickly and skillfully to save lives 
[25]. Transporting behavioral emergencies from 
one facility to another is often left to the least 
trained and most junior of EMS providers [25].

 Case Example 2, Continued

A private ambulance company is contacted, an 
ambulance staffed by EMTs and dedicated to the 
interfacility transfer of patients is dispatched to 
pick up ML and transport him to the psychiatric 
unit. “Oh, great,” says one of the EMTs. “Psych 
transfer. Dispatch hates us.” The EMTs find ML 
sleeping in his bed. A nurse hands one of the 
EMS providers a packet of paperwork and says, 
“He is in room 16.” The EMTs grumble that their 
patient cannot simply walk to the ambulance and 
they go about moving him to their stretcher for 
transport. As he is placed into the ambulance, the 
senior EMT says to his partner, “You are attend-
ing on this patient, I’ve been here long enough 
that I don’t have to ride with psych patients any 
longer.” The senior EMT closes the doors and 
climbs into the driver’s seat.

There are challenges to managing a patient 
with a behavioral emergency when being trans-
ported from one hospital to another. EMS provid-

ers who would normally be quite aware of their 
safety and surroundings may have a sense of 
complacency during a transfer. There are also 
complicated decisions that have to be made by an 
EMT who may not have the training or experi-
ence to make them. Should the patient be permit-
ted to walk to and from the ambulance? Once in 
the ambulance, should the patient be restrained, 
or are seat belts sufficient? Where should the 
patient sit? During transport, if the patient 
announces that he changed his mind and no lon-
ger wants care, can he simply be released on the 
street? What if the patient starts getting agitated? 
Should sedation be offered? Can the ambulance 
return to the sending facility?

It is imperative that clinicians who are 
involved in the transfer of a psychiatric patient 
provide guidance to the transport team regarding 
the patient’s capacity to refuse care after leaving 
the hospital, whether restraints should be used, 
and advice for managing agitation. If there is a 
concern for agitation or elopement, an ALS trans-
port team should be requested, as a BLS ambu-
lance without a paramedic provider is poorly 
equipped to deal with agitation during transport. 
Similarly, protocols to simply restrain all patients 
during transport are often too broad, and such 
direction may be clinically contraindicated. 
Table 27.3 shows how one EMS system makes 
transport decisions based on patient presentation 
and history. This protocol is followed when 
deciding what crew configuration should be used 
when transferring a psychiatric patient. This 
saves ALS resources for the 911 system when not 
indicated for the transfer, as well as assigning 
specialized resources for higher acuity psychiat-
ric patient transfers.

EMS agencies also have a responsibility for 
training their crews to safely transport patients 
having a behavioral emergency. As there are reg-
ular reports of patients dying by suicide during 
interfacility transfer by leaping from a moving 
ambulance [26], safe management of these 
patients is crucial. While there are several differ-
ent places for people to sit in the back of an 
ambulance, patients suffering from a behavioral 
emergency should always be placed on the 
stretcher of the ambulance, as this is where the 
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patient’s center of gravity is at its lowest. This 
permits the attending provider to sit beside the 
patient and remain vigilant for escalating agita-
tion. The patient’s hands should always be in 
view (never under a blanket, for example). The 
provider should explain that seat belts are to be 
worn for the entire transfer and at no point is the 
patient permitted to touch the buckles. The buck-
les should be reversed so their release button is 
facedown and against the patient. A patient 
attempting to take off the seat belts may need 
restraint or sedation. Once the ambulance has 
reached its destination, thought should be given 
to carefully consider whether the patient should 
be permitted to walk. Patients who may be an 
elopement risk or have otherwise become agi-
tated likely need to be brought in on the stretcher.

 Case Example 2, Continued

ML is safely admitted to an inpatient psychiatric 
unit and responds well to pharmacotherapy con-
sisting of risperidone and valproic acid. The 
patient agrees to a long-acting injectable antipsy-
chotic medication, as he has a tendency to stop 

taking his medication. Being off medication often 
leads to a psychosis developing and paranoia that 
medicine is poison. ML’s parents agree to come 
and pick him up, but do not believe that he will 
stay at their house for long. He has a tendency to 
prefer being homeless and stays along the bank 
of a river in town. There is concern that the 
patient will not follow-up with office visits to 
assure that the patient’s valproic acid blood level 
is in the therapeutic range. It is also not clear 
whether the patient will come into the office for a 
repeat injection of Risperdal Consta in 14 days. 
The social worker responsible for discharge 
arranges for a community paramedic referral.

Recently, there has been a proliferation of pro-
grams that are designed to train paramedics to 
perform duties more akin to primary care than 
emergency care [27]. These providers, known as 
“community paramedics,” working in “mobile 
integrated health care” have an expanded scope 
of practice and protocols that permit them to visit 
patients in their homes and address wellness, 
postdischarge care, and additional surveillance of 
the chronically ill [28]. However, use of commu-
nity paramedics with psychiatric populations is 
not common [29]. This is unfortunate, as com-

Table 27.3 Eagle County Paramedic Services (Vail, CO) risk stratification for interfacility transport of the psychiatric 
patient

Risk Presentation and crew configuration
Very high risk: Patient has a 
history of violence

Any patient who has been violent or threatening toward staff. Any patient 
thought to be at high risk for harming themselves or the transfer crew. Strongly 
consider a paramedic attendant, sedation, and early restraint.

Very high risk: Patient has a 
history of elopement

Exiting a moving ambulance is often fatal. Strongly consider a paramedic 
attendant, sedation, and early restraint.

High risk: Patient who is, or has 
been, restrained during their 
hospital course

If the patient required physical restraint or sedation during their course, these 
are red flags. Consider paramedic attendant and prepare for restraint.

High risk: Patient who is manic 
or actively psychotic

Verbal de-escalation techniques may not be successful if transport lasts more 
than an hour. Consider paramedic attendant and prepare for restraint.

At risk: History of actual suicide 
attempt

This is a step above ideation or gesturing; the patient who made a true attempt 
to end their life is at risk. Consider paramedic as part of crew configuration.

At risk: History of needing to be 
redirected; anyone staff wants 
out of the hospital

This is a patient who hasn’t followed the rules and had to be “redirected.” This 
patient is showing a tendency to misbehave. Consider paramedic as part of 
crew configuration.

Low risk: None of the above The patient is either not on a hold or likely on an involuntary hold for only 
suicidal ideation or gesture. They have not displayed any of the higher risk 
features above. Consider BLS crew configuration.

Note: From the field medical protocols of Eagle County Paramedic services. These protocols were developed by the 
author and clinical manager of this EMS agency, Will Dunn.

T. Dunn



277

munity paramedics are ideal providers to interact 
with those living with severe mental illness. 
Community paramedics:

• Can meet those living with mental illness in 
the patient’s environment

• Are capable of performing important postdis-
charge follow-up tasks, such as drawing blood 
for therapeutic blood monitoring, evaluating 
for side effects of medicine, and assessing for 
worsening of psychiatric symptoms

• Integrate well with other field providers, such 
as law enforcement

• Can be paired with a mental health provider 
and make treatment decisions (reducing trans-
port to emergency departments) and, in some 
cases, arrange admission directly to a psychi-
atric facility [30]

Community paramedics who are integrated 
with local mental health centers or other behav-
ioral health providers have the potential to inter-
vene earlier in the course of those experiencing 
psychiatric decompensation. Early and effective 
interventions by community paramedics could 
have a dramatic decrease in the number of per-
sons who have a behavioral emergency in a com-
munity. Realizing this benefit can have 
far-reaching effects: The patient can be kept out 
of the hospital and emergency departments will 
have fewer psychiatric patients to place. As a 
result, fewer community resources, like law 
enforcement and EMS, will have to be spent on 
these emergencies. The burden on inpatient psy-
chiatric beds can be reduced. It may be that the 
best response to a behavioral emergency is find-
ing ways to prevent it from happening in the first 
place.

Understanding the role of EMS providers in 
behavioral emergencies is critical. As compli-
cated as such emergencies are in the hospital, 
intervening with these patients in the field can be 
exceptionally difficult. It behooves both emer-
gency psychiatry providers and EMS systems to 
partner in training, protocol development, and 
collaboration for safe patient treatment and trans-
port. Even if EMS is not directly involved in the 
initial contact of a patient in the field (e.g., the 

patient is brought in by police), many patients 
may ultimately require ambulance transport to 
definitive care. Finally, as community paramedic 
programs are developed, these providers are ideal 
for collaborating with mental health systems in 
patient follow-up. Patient care can be improved 
with increased involvement between psychiatry 
and the emergency medical services.
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Mental Health Issues 
in Adolescents

Vint Blackburn and John S. Rozel

 Introduction

Psychiatric emergencies in the pediatric and 
adolescent population are often as intimidating 
for the caregivers as for the patient. Many prac-
titioners are less accustomed to working with 
adolescents; their perceived unpredictability 
and intense emotional responses can often make 
clinicians second-guess themselves. Challenges 
in differentiating normal teenage behavior from 
bona fide pathology, for instance, can lead to 
any number of misperceptions. Like most emer-
gency settings, normal behavior is seldom a rea-
son for a referral, although it does occur and 
needs to be considered. Compounding all of this 
is the fact that we have not just the child to deal 
with but their family, as well, who can often be 
just as overwrought as the patient. A calm, edu-
cated demeanor and effective communication 
skills often are as important—if not more so—
than diagnostic acumen or familiarity with 
pharmacology.

 Case Example 1

A 16-year-old male comes into the emergency 
room, terrified that he is losing his mind, con-
vinced that he has developed a severe mental ill-
ness such as schizophrenia. He reports that he is 
hearing and seeing things, his thoughts are rac-
ing, and the world simply seems “unreal … evil 
and wrong.” Initial considerations may include 
primary psychotic disorders or a psychotic mood 
disorder. Further questioning, along with reassur-
ance, reveals that the patient has been smoking 
marijuana.

Psychiatric emergencies, while sometimes 
requiring pharmacological or medical interven-
tion, are best first approached and treated with 
understanding and reassurance. In the case above, 
once the treating clinician fully understands the 
situation, they can reassure the patient that he is 
likely suffering the effects of a substance that will 
soon wear off. Also, reminding the patient he is 
safe and not being judged aids the patient in de- 
escalating himself.

Child and adolescent behavioral emergencies 
can be a major operational challenge for emer-
gency departments. They are increasingly fre-
quent, often occur in people with limited 
insurance or other resources, have limited refer-
ral resources, and often extend boarding times 
[1–3]. And while child emergency psychiatry is a 
growing field, the science remains young, 

V. Blackburn (*) 
Department of Psychiatry, University of Pittsburgh 
Medical Center, Pittsburgh, PA, USA
e-mail: blackburnvr@upmc.edu 

J. S. Rozel 
Department of Psychiatry, UPMC Western 
Psychiatric Hospital, Pittsburgh, PA, USA

28

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-52520-0_28&domain=pdf
https://doi.org/10.1007/978-3-030-52520-0_28#DOI
mailto:blackburnvr@upmc.edu


282

 compared to pediatric emergency medicine and 
adult emergency psychiatry [4–7]. For a genera-
tion, the field has lacked anything like a manual 
or textbook; thankfully, that has recently changed 
with two valuable books [8, 9]. Finally, it is 
increasingly well established that like adults, 
children and adolescents neither need nor benefit 
from excessive laboratory or imaging, except as 
specifically indicated by a history and screening 
physical [10–12].

Thus, the provider is left with limited techni-
cal resources but a firm reminder that, regardless 
of etiology, the first goal of the assessment is a 
compassionate, objective evaluation where the 
clinician will have to rely on their humanity, 
knowledge, and curiosity.

 Evaluation Settings

It should be noted that there are several settings 
in which these psychiatric emergencies are seen. 
Arguably, direct evaluation by a child and adoles-
cent emergency psychiatrist in a specialized set-
ting is optimal; such programs are uncommon but 
do exist [11]. Telepsychiatric evaluation has also 
been shown to be helpful for child and adolescent 
psychiatric emergencies and may be an option in 
some settings as well [12, 13].

Often, however, children and adolescents may 
present to ersatz settings: adult psychiatric emer-
gency services, adult medical emergency depart-
ments, or pediatric emergency departments. 
Evaluation of children and adolescents with psy-
chiatric emergencies in these settings may be 
clinically appropriate depending on several fac-
tors, including the expertise of available clini-
cians, available consultation, and the dynamic 
variable of ease of access to more specialized 
assessment settings. An adolescent with benign 
anxiety may not need to be transferred to a dedi-
cated child emergency psychiatric program even 
if it is across the street; however, a team may wish 
to expend considerable resources to get a com-
plex, high-risk patient across the state for evalua-
tion. It will all depend on the known and knowable 
facts of the case, the resources of the emergency 
department, and the judgment of the clinician.

 The Family System

Unlike working with an adult patient, the adoles-
cent generally comes with a group of other con-
cerned individuals. Usually parents, family 
members, or a legal guardian, these people may 
be as uncertain of facts and dysregulated in emo-
tions as the patient. Often, the patient will be 
returning to this household at the end of the eval-
uation or the admission; engaging the family is 
vital.

Early intervention has long been recognized 
as a critical tool for working with higher risk 
children and adolescents [13, 14]. Many of the 
stressors and etiologies of our adolescent’s 
pathologies can be either exacerbated or miti-
gated by how their family interacts with them at 
home [15, 16]. Family interventions can be espe-
cially important and useful in the context of 
emergency care [17].

At the same time, the family can also be an 
impediment or even the cause of a psychiatric 
emergency. Sexual or physical abuse, neglect, 
parental pathology, or even intrafamilial conflict 
can play a major role in driving psychiatric emer-
gency presentations. Collateral information is 
essential in any adolescent psychiatric emer-
gency assessment; direct observation of parent–
child interactions can be invaluable.

 Who to Interview First

Ideally, in every assessment, adolescents should 
be interviewed on their own at some point. This 
allows for more detailed or personal assessment 
of routine aspects of assessment and also improved 
quality of assessment on sensitive topics (e.g., 
substance use, abuse, and sexuality). Younger 
children may become too anxious on separation 
from their parent or caregiver to provide useful 
information; a judgment call must be made. 
Adolescents need to be given an opportunity to 
speak alone, without fear of immediate repercus-
sions or judgments from family members.

The same opportunity should be offered to 
the parents or family members. Often, the care-
givers will be uncomfortable expressing their 
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concerns—or sensitive aspects of the family his-
tory—in front of the patient. Conflicting infor-
mation and views from the patient and the family 
often are noted and should be reflected upon 
thoughtfully and without judgment. The truth 
often lies somewhere in between the offered nar-
ratives. Most parents or family members who 
have brought a child to the emergency depart-
ment or a clinic are interested in the child’s well- 
being, even if they don’t know how to achieve it. 
There is no quicker way to undermine a clinical 
assessment than to make the family feel margin-
alized or judged when it comes to the care of 
their child.

 Self-Injury, Suicidal Ideation, 
Contingent Suicide, or Homicidal 
Threats

Suicidal threat or gesture and a family’s discov-
ery of self-injury are often reasons for presenta-
tion to the psychiatric emergency service. 
Clinicians should remember that many nonpro-
fessionals may not understand that nonsuicidal 
self-injury (NSSI) and suicidality are often two 
distinct clinical issues and require different clini-
cal interventions. As with adults, adolescents 
should be asked directly about suicidal thoughts 
and similar issues [18]. This is a question best 
asked of the patient privately but with the caveat 
that a caregiver may need to be informed if there 
are acute safety concerns.

 Nonsuicidal Self-Injury

While it is true that individuals who intentionally 
self-injure are at higher risk for suicidality, it 
must be understood that NSSI is not the same as 
suicidal ideation or intent [19]. An important 
question to ask any patient who shows up in the 
emergency department for assessment of self- 
injury is “Were you trying to end your life?” With 
NSSI, the answer will usually be “I was just try-
ing to feel something,” or similarly, “I felt like I 
needed some relief.” NSSI can be viewed as a 
coping skill and often reflects a paucity of other, 

more effective coping strategies. NSSI often 
begins in adolescence. The most common areas 
for cutting include the arms, thighs, shoulders, 
and abdomen. Exploration of NSSI should be a 
common element of the exam of adolescents in 
the psychiatric emergency service. Adolescents 
may use long sleeves (even during warm weather) 
or bracelets and bangles to cover the wrist. NSSI 
is an important warning sign for pathology and 
should be referred to therapy and psychiatry for 
follow-up treatment; however, NSSI does not 
itself warrant an inpatient hospitalization. NSSI 
should prompt careful exploration of suicidality 
and related risk factors.

 Suicidal Threats or Gestures

Suicidal threats or gestures can be one of the 
most frightening psychiatric emergencies faced 
by clinicians (and parents). Inpatient referral or 
further specialized evaluation should be consid-
ered for any patient who has made an act or 
attempt or expresses specific intent to kill them-
selves. Often, however, the reason an adolescent 
is present is for evaluation of ideation or a passive 
death wish, either reported directly by the patient 
or expressed to a parent, friend, or other inter-
ested party.

 Passive Death Wish

The patient themselves may have some uncer-
tainty about whether they are considering suicide 
or are merely expressing a passive death wish. 
Clarifying questions with the patient or parent 
can be essential. Passive death wish is far less 
likely to result in immediate lethality and is gen-
erally an expression of significant depression. 
Nonetheless, the presence of passive death wish 
in a child can be extremely distressing to other 
professionals, as well as the parents. Outpatient 
therapy referral is often appropriate for patients 
with passive death wish. Safety planning—
important in all psychiatric emergency care—is 
essential in a person with any degree of suicidal-
ity, including passive death wish.
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 Suicidal Ideation

Suicidal ideation involves the thought or desire to 
kill themselves. It can be with or without method, 
such as “I want to kill myself. I haven’t thought 
about how yet.” It can be with a clear method, 
such as jumping off a high building or bridge. 
The next question that we tend to follow up with 
is “Do you intend to do this?” Any active suicid-
ality, with or without intent or method, should 
lead to further and careful assessment.

 Contingent Suicidal or Homicidal 
Threats

Often in the psychiatric emergency room, we are 
presented with young patients who have made 
contingent threats to kill themselves to parents 
along the lines of “If you don’t let me go out with 
my friends, I will kill myself.” This is a simplistic 
example, but any time a threat of suicidality 
accompanies a request, it is contingent and is 
often the sign of significant affect intolerance and 
emotion dysregulation. Great care needs to be 
taken with these patients, as it is easy to reinforce 
this behavior—something that has often already 
taken place in the patient’s life.

Parents of these patients often report that they 
feel that they are being held hostage by the behav-
iors. Patients of this sort often have low short- 
term risk but do require appropriate clinical 
intervention. This intervention may not be what 
the patient or family wants or expects; interven-
tions grounded in dialectical behavior therapy 
(DBT) may be preferred both in the emergency 
setting and for a longer term outpatient care [20, 
21].

Reacting calmly and appropriately to these 
patients and their threats is important. 
Overreacting or emoting can reinforce the 
unwanted behavior. However, ignoring it com-
pletely can also escalate the behavior. This is 
another case in which an assessment by a skilled 
clinician can be very helpful before making a dis-
position decision. Validating the feelings of a 
patient making contingent threats—while not 
validating or reinforcing the behaviors—is an 

excellent way to establish rapport and de-escalate 
these individuals, and it is a primary tenant of 
DBT [21].

 Post Visit Safety

If a patient is going to go home, safety in the 
home must be discussed. If the patient engages in 
NSSI, removal of sharp objects should be consid-
ered and may include somebody going through 
the patient’s room to look for possible imple-
ments and removing objects such as knives from 
the kitchen or other areas. Also, locking up all 
medications, including nonprescription medica-
tions, and making sure that the patient is provided 
only their daily doses and watched as they take 
them is good practice.

Discussing a safety plan, such as who the 
patient will reach out to (parent, relative, adult 
friend, teacher), effective coping skills, and pre-
ferred interventions or responses by the parents, 
and providing a crisis phone number are also 
important. Safety plans should be developmen-
tally appropriate and reflect the input of the 
patient and family members.

Discussing firearm access should be consid-
ered during any evaluation of suicidal or aggres-
sive children and adolescents. Counseling safer 
storage is an important part of any safety plan 
(see the related chapter on firearm safety). 
Adolescents with significant mental health issues, 
including suicidality, are as likely to have access 
to firearms in the home as those without mental 
health issues [22, 23]. Children and adolescents 
will often report that they know where and how 
to access firearms, even when the parents believe 
otherwise [24, 25]. Parents are often open to 
appropriate education about firearm safety [26].

 Homicidal Threats

Homicidal threats, especially in school settings, 
can be a common and concerning issue [27]. 
While threats are common and may be immature 
pranks or impulsive exclamations, careful evalu-
ation is always essential; prior threats or leakage 
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(indirect statements about intent to harm made to 
nontargets) are common in school violence and 
violence in general [28, 29]. Careful evaluation 
by an appropriate clinician should be routine in 
all such situations. Critical risk factors to con-
sider in any threat of violence include prior acts 
of violence, explicit threats, hostile attributional 
style, access to/carrying of weapons, substance 
use, impulsivity, and reasons for acting or not 
acting on the aggressive urges.

If at any time the clinician feels uncomfort-
able or concerned about the safety of the patient, 
it is reasonable to ask for a psychiatric consulta-
tion. Also, regardless of the clinical decisions 
made, thorough documentation, including safety 
plans, protective factors, and risk factors, is 
always good practice.

 The “Freak Out”

Often, patients will be brought to the emergency 
department because they are experiencing an 
intense emotional crisis. The reasons for a child 
or adolescent meltdown vary widely and may 
require a variety of approaches for stabilization 
and evaluation [30]. Evaluating and managing 
pediatric agitation is a complex process but may 
be quite common in acute settings and pediatric 
hospitals; well-considered guidelines and tools 
for clinicians may be useful [31]. For pharmaco-
logic management of acute agitation, see related 
chapter.

 Case Example 2

A 9-year-old boy was brought to the emergency 
room after he threw a pencil at a peer in school 
while they were getting ready to go to a surprise 
assembly. His mother described him as a very 
intelligent and sensitive child, who was well 
above average when it came to his speech and 
reading and writing skills, but who had struggled 
with peers most of his life. In the emergency 
department, he was curled up under a chair and 
would bark like a dog at anyone who approached 
him. This is not the first time that he had suffered 

from such an extreme emotional reaction. He had 
always been subject to “tantrums.” Grandparents, 
who accompanied the child and his mother to the 
emergency department, said, “He just needs a lot 
more discipline. He gets away with too much as 
it is.” On further examination and discussion, 
most obtained by history, a strong suspicion for 
high-functioning autism became apparent. This 
recent meltdown was triggered by a change in his 
normal schedule at school. On further question-
ing, it was clear that he did very poorly with any 
variation from a schedule and that many of his 
emotional meltdowns would be triggered by sur-
prises or unexpected occurrences.

While it is beyond the scope of this chapter to 
teach the diagnostic criteria for autism spectrum 
disorder, the example above does reflect one 
important fact: Most emotional meltdowns are 
triggered by something, and the triggers can vary 
for each—and even for each episode (Table 28.1).

Remember to ask the question “Do I need to 
physically or medically intervene at this 
moment?” If the answer is no, allowing the 
behavior to burn out or dissipate is not an unrea-
sonable approach. Use of PRN medications for 
child and adolescent agitation can be precarious, 
with limited research to guide selection and 
dosage.

 Differential for the Meltdown

The differential for the emotional breakdown can 
be quite broad, including psychosis, anxiety or 
fear, oppositionality, trauma, or substance use. 
Agitation as an adverse effect of a medication, 

Table 28.1 General guidance on the patient who is 
“freaking out”

1. Assess the safety of the patient and those around 
them before anything else.
2. Do not overreact if immediate safety is not an issue.
3. Get as much collateral as you can, especially 
regarding the trigger of this incident.
4. Reassure the patient, if possible (do not argue with 
psychosis).
5. Use PRNs judiciously, but as needed, with the goal 
of relieving the stress on the patient but not subduing 
them.
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psychiatric or somatic, can also be an option—
including paradoxical agitation from medications 
usually considered sedating (e.g., antihistamines 
or benzodiazepines) or akathisia due to antipsy-
chotic medications. Intervention, as always, 
should be tailored to etiology and concern.

Psychosis is most likely going to respond to a 
combination of medication and maintaining a 
calm environment. If the crisis is so acute that 
they are not able to keep themselves safe or are 
risking others, admission may be warranted. 
Psychosis with agitation or new-onset psychosis 
may also warrant an inpatient psychiatric admis-
sion. In young patients with a known history of 
psychosis and treatment, nonadherence with pre-
scribed medications can be surprisingly common 
and easily missed in the assessment.

Anxiety or fear, whether due to an anxiety dis-
order, severe obsessive–compulsive disorder, or 
an intellectual disability, often responds well to 
reassurance, a clear explanation of what is going 
on and what will happen next, maintaining a safe 
space, a nonthreatening approach, and, if neces-
sary, medication. Arguably, this type of approach 
is prudent in most psychiatric evaluations but can 
be critical in working with severely anxious chil-
dren and adolescents. Response to these treat-
ments will further determine disposition.

Oppositional defiant adolescents and children 
can often be extremely difficult to work with, 
especially if one approaches them authoritatively. 
They often feel unheard or that their lives are 
unfair. These are patients who are going to need 
more extensive therapy and should be referred for 
treatment. In the short term, confrontation, argu-
ments, and unnecessary power struggles can be 
exceedingly unhelpful [32]. Patients with an 
acute risk of danger to themselves or others may 
warrant brief inpatient treatment.

Posttraumatic stress can be a very difficult 
situation to handle in the emergency department, 
but significant reassurance and selective use of 
medication are often good approaches. Childhood 
trauma and its associated symptoms can have a 
broad spectrum of presenting features, including 
oppositional resistance (freezing), agitation or 
aggression (activation or recapitulation), or 
avoidance and withdrawal [33]. Early childhood 

or repeated traumas can be especially challeng-
ing to evaluate and understand. Referral to spe-
cialized, trauma-focused treatment is often 
optimal, and brief inpatient stabilization may be 
helpful. Reporting to child protective services 
may be legally required, depending on the con-
text and facts of the case.

Substance use is a common reason for emer-
gency department visits. They may result from 
recreational drug use or adverse reactions to ther-
apeutically prescribed medications. Emergency 
presentations are broad and varied. As empha-
sized throughout much of this chapter, collateral 
is extremely helpful. Intoxication may warrant a 
brief medical admission; ongoing substance use 
in and of itself is seldom appropriate for inpatient 
psychiatric admission but may warrant linkage to 
definitive substance-use treatment providers. 
Medically complicated withdrawal from alcohol, 
benzodiazepines, or opioids is rare in this age 
group but may require admission for detoxifica-
tion when present.

Review of prescription drug monitoring data-
bases is often appropriate; note that the stimu-
lants commonly used for ADHD are controlled 
substances and should be trackable through such 
databases.

Keep in mind that addiction is a pernicious 
problem, often with onset in adolescence, and 
may not be spontaneously disclosed by or easily 
recognized in an adolescent. Involuntary rehabil-
itation and inpatient hospitalizations for 
substance- use disorders are controversial and 
without meaningful evidence to support their use. 
However, brief motivational interviewing has 
been shown to be quite effective in the emergency 
room setting [34]. These are often patients who 
are primed for change. Take advantage of this 
when you can.

 Legal Considerations for Emergency 
Psychiatric Care of Minors

By its very definition, the term “minor” connotes 
that a person has diminished legal rights by their 
age [35]. Legal minority often impacts a person’s 
rights relating to some healthcare issues regard-
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ing a person’s legal ability to maintain confiden-
tiality and to consent to medical treatment. Most 
relevant are the domains of mental health and 
substance use; additional categories include 
reproductive health (including prenatal care) and 
general medical issues. For each of these 
domains, providers need to navigate complex and 
sometimes conflicting standards from state and 
federal sources. Legal consultation is often advis-
able; well-written hospital policies and guide-
lines prepared in advance to guide clinicians 
through such scenarios are ideal. Some important 
legal questions to consider are listed in Table 28.2.

Again, as the theme often is in child psychiat-
ric emergencies, effective communication with 
the child and the parent can forestall many risks. 
This certainly extends to clear communication, 
when possible, about the relative risks and bene-
fits of various interventions such as admission, 
discharge, and medications. Providers should be 
mindful of black box warnings on medications, 
as well as labeling-related age limits. Off-label 
prescribing is common—arguably essential—in 
child and adolescent psychiatry but should not be 
done without informing the patient and parent, as 
appropriate.

Many states, especially heavily populated 
ones, may have resources (including manuals, 
fact sheets, or training) to provide answers to 

these questions from interested nonprofit organi-
zations such as juvenile law centers or the state 
chapter of the American Civil Liberties Union. A 
cursory exploration with a search engine for key-
words such as “minors’ healthcare legal rights” 
and your state may be fruitful.

As with adults, minors involved in the crimi-
nal justice system may present for emergency 
care. Clinically, juvenile offenders have elevated 
rates of an array of psychiatric morbidity and 
high rates of psychosocial complexity, and may 
be managed (as with behavioral emergencies) in 
settings intended for adult offenders [36]. Legal 
rights of minors involved in the criminal justice 
system can be especially complex to understand. 
Legal consultation is often advisable, and board-
ing these patients in the emergency department 
pending clear advice may be necessary. While 
boarding is never desirable, it may provide inter-
mediate options for careful decision-making: 
Law enforcement may push for quick decisions 
before all the facts or legal rules are understood, 
and a “soft admission” may become a “disposi-
tion nightmare” for the inpatient team because of 
the clinical complexity of these cases.

Finally, providers should note that medical 
malpractice liability for psychiatric treatment of 
minors may be unusually complex and enduring. 
An adult who believes that they were the victim of 
malpractice must sue within a specified number of 
years, as dictated by the relevant jurisdiction’s 
statute of limitations. In many states, the statute of 
limitations does not begin to toll until the person 
reaches the age of 18, potentially extending the 
window of liability exposure (and having a corre-
lating impact on malpractice insurance policy 
considerations such as tail coverage).

 Conclusion

Child psychiatric emergencies can be especially 
challenging due to some factors, both clinical and 
systematic. While these presentations can be 
stressful for all involved, careful attention to the 
fundamentals of good behavioral emergency 
management—good communication, gathering 
collateral, and reflecting before responding or 

Table 28.2 Important legal questions for your 
jurisdiction

What is the age at which a patient can consent to 
medical or reproductive healthcare treatment? Are 
there exceptions for pregnancy-related issues, 
including abortion?
What is the age at which a patient can consent to 
psychiatric treatment?
Are their different standards for inpatient or outpatient 
treatment? Are there different standards for medication 
treatment versus psychotherapy only?
What are the legal standards for resolving conflicts 
about treatment decisions between minors and 
parents? Between parents who disagree?
What is the age at which a patient can consent to 
substance-use disorder treatment?
What are the standards for the reporting of child 
abuse?
What is the legal age of consent for sexual activity?
What is the standard for records retention for minors?

28 Mental Health Issues in Adolescents
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acting—can continue to provide the resources 
needed to navigate many of these presentations. 
Dedicated child and adolescent emergency psy-
chiatric services may be unavailable. Consultation 
with a child psychiatrist experienced in emer-
gency evaluation should be sought whenever 
appropriate by clinicians and should be fought 
for as a priority resource by administrators and 
leaders. No matter what the decision may be, 
careful documentation of the assessment, 
decision- making, safety plans, and protective and 
risk factors is always prudent.
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Mental Health Considerations 
After Sexual Assault

Lauren R. Klein and Jeffrey D. Ho

 Introduction

The Centers for Disease Control and Prevention 
estimates that one in five women in the United 
States will be sexually assaulted at some point dur-
ing their lifetime, creating a greater burden on the 
health care system than any other type of crime [1, 
2]. However, understanding the scope of the sex-
ual assault problem in the United States may be 
limited due to inherent underreporting. 
Approximately 60–70% of sexual assaults are not 
disclosed to the police, according to the Department 
of Justice [3–5], and only half of those who report 
to the police receive any medical treatment.

When the sexual assault victim arrives at the 
emergency department (ED), a unique set of cir-
cumstances arise. The provider needs to under-
stand that this patient population is indeed a 
group of victims that requires a careful balance of 
advocacy, flexibility, and neutrality on the part of 
the examiner. In a typical provider–patient rela-
tionship, patients generally present by their own 
volition. Even in circumstances when a patient is 
unresponsive, the provider approaches care from 
the standpoint of implied consent, meaning that 
the provider proceeds with care decisions under 
the assumption that the incapacitated patient 

would want aggressive interventions made on 
their behalf. In the case of the sexual assault vic-
tim, that is not necessarily the case, and there 
may be victims who present with ambivalence 
(or even resistance) toward issues related to their 
care and the documentation of evidence in their 
case. It is therefore important to remember that 
the examiner must approach these cases advocat-
ing for the interests of the victim, while remain-
ing neutral with regard to gathering evidence and 
documenting the details and allowing flexibility 
for the victim to maintain decision authority over 
their care, even if their decisions change long 
after the assault. For instance, an alleged victim 
may be identified by a family member and 
brought in for evaluation but is reluctant to report 
this to law enforcement. This requires that the 
examiner respect the victim’s wishes and not 
report this, while maintaining the evidence in an 
acceptable way that it is not tainted should the 
victim wish to report this several weeks later.

Few other types of emergency presentations 
involve such an in-depth consideration of the poten-
tial for physical injury, potential infectious disease, 
serious legal consequences, and devastating mental 
health sequelae, making this a particularly challeng-
ing scenario for emergency providers. The focus of 
this chapter will be those mental health issues, 
including considerations for the initial victim’s 
assessment, as well as  considerations regarding the 
long-term care of this complex population.
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 The Initial ED Presentation

There is no “classic” initial presentation for the 
sexual assault victim; this is true when it comes 
to their physical manifestations as well as their 
mental health issues [6–8]. The initial presenta-
tion is also likely to be unpredictable, regardless 
of whether they present hours, days, or weeks 
after their assault. For these reasons, there are 
very limited data available characterizing what 
providers may come to expect regarding their 
victim’s initial mental health assessment, and the 
literature that does exist is largely expert consen-
sus or based on surveying victims and the provid-
ers who care for them.

The victim’s post-assault behavior can be 
highly variable and can be influenced by both 
personal attributes and external factors. 
Therefore, a wide variety of emotional reactions 
can be expected by emergency providers [6, 7]. 
This may include feelings of guilt, shame, anxi-
ety, depression, hypervigilance, or denial, to 
name just a few. Other important contributing 
factors may include pre-existing social support 
networks, the relationship of the victim to the 
assailant, previous assault/life experiences, spiri-
tual beliefs, and the severity of the assault [9]. 
There are also extremes of a sexual assault pre-
sentation, which may include acute agitation 
requiring immediate medical attention. Also 
complicating the presentation is the fact that it 
can be common for sexual assault victims to 
present with some form of intoxication. Any type 
of trauma, whether it is sexual assault or other-
wise, can cause significant psychomotor agita-
tion, and providers should consider the use of 
chemical sedation if the victim’s or provider’s 
immediate physical safety is at risk [10].

In addition to variability in the victim’s 
responses, the history and account of the assault 
provided by the victim can change drastically 
during this initial evaluation. Experts recognize 
that trauma can lead to “extremes of (memory) 
retention and forgetfulness” [11], where trau-
matic memories can be recalled with great preci-
sion or may not be consolidated at all. This is 
referred to in the psychological literature as 
memory fragmentation and has been noted for 

decades, as it pertains to many different traumatic 
presentations [11–13]. This traumatic amnesia 
can last for minutes or years, and may not return 
without cognitive therapy or, in unfortunate cir-
cumstances, a recurrence of the scenario or envi-
ronment surrounding the initial traumatic event. 
Traumatic dissociation is another important pro-
cess, similar to memory fragmentation, where 
memories are recalled in pieces, but the unified 
narrative cannot be recollected in its entirety 
[11]. This dissociative memory may be what 
most emergency providers are familiar with, 
regarding seeing victims attempting to account 
for their assaults in the acute setting.

The scant primary literature on this subject, 
though largely in the psychiatric and law enforce-
ment literature, is still quite informative for emer-
gency providers. One study performed by 
psychiatrists interviewed 46 assault victims (30 
of which were sexual assault victims) and noted 
marked variability in victim memory processing, 
as well as a high prevalence of traumatic memory 
recollection in the form of initial dissociated ele-
ments of the assault [11]. They noted that over 
time a narrative often developed, but concluded 
that, “[I]t is the very nature of traumatic memory 
to be dissociated, stored as sensory fragments 
without a coherent semantic component.” 
Another study from the law enforcement litera-
ture came to similar conclusions; investigators 
used questionnaires among recent sexual assault 
victims and found that among their participants, 
there were high rates of traumatic dissociation, 
memory fragmentation, and incoherence of the 
account. A notable finding in this study was that 
dissociation/fragmentation scores were nega-
tively associated with the likelihood to proceed 
with their legal case [14].

 Presentation Variability, Memory 
Dissociation, and Emergency 
Providers

The manner in which the victim presents can 
have a strong impact on the provider’s perception 
of the victim, and the provider’s perception of the 
victim can have a strong impact on their treat-
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ment of the victim. This initial exposure to the 
medical system and the relationship established 
by providers can play an enormous role in the 
sexual assault victim’s subsequent mental health 
and psychological well-being; this concept is 
illustrated by the notion of secondary victimiza-
tion, which we will now discuss.

Secondary victimization is defined as the 
“attitudes, beliefs, and behaviors of social sys-
tem personnel that victims experience as vic-
tim blaming and insensitive” [15]. It has also 
been referred to as “secondary rape” or “sec-
ondary assault.” One expert explains that sec-
ondary victimization is a process that 
“exacerbates (the victim’s) trauma, and makes 
them feel like what they are experiencing is a 
second rape” [15]. Secondary victimization 
has been described regarding all aspects of the 
sexual assault victim’s interaction with the sys-
tem, including interactions with their medical 
providers, social services providers, and men-
tal health providers as well as law 
enforcement.

Early work on the subject of secondary vic-
timization studied the opinions of mental health 
professionals, and the results identified that there 
was a negative impact on the victims from con-
tact with social system personnel [16]. Overall, 
86% of participants agreed that the behavior of 
professionals further traumatizes the assault vic-
tim; 84% of those surveyed felt the interaction 
led to victims feeling guilty, and 89% believed it 
led to victim’s distrust. Regarding system- 
specific interactions, 81% thought that reporting 
to the criminal justice system was psychologi-
cally detrimental, and 58% felt that mental health 
professionals contributed to further traumatiza-
tion. These findings only begin to highlight the 
scope of this problem [16].

A more recent work examined the perspective 
of the sexual assault victims themselves. In one 
study, investigators found that among 112 vic-
tims, nearly one-third of participants felt contact 
with the medical system was hurtful from a men-
tal health standpoint [17]. Subjects who identi-
fied a contact with the medical system as hurtful 
highlighted that a lack of communication regard-
ing important medical needs was a source of their 

dissatisfaction. Those victims who felt the medi-
cal system was hurtful were less likely to have 
received information about emergency contra-
ception or emergency sexually transmitted dis-
ease treatment [17].

Another study interviewed victims specifi-
cally regarding their emergency department care 
as they were waiting for discharge paperwork 
after their initial post-assault assessment [18]. 
This study found that secondary victimization 
behaviors were extremely common; over 90% of 
women experienced at least one secondary vic-
timization behavior, and this included doctors 
questioning their behavior/choices (33%), ques-
tioning their relationship with the perpetrator 
(52%), questioning their resistance to the assault 
(100%), and questioning what clothing they wore 
(33%). These behaviors made the victims feel 
depressed (88%), anxious (91%), guilty (74%), 
violated (94%), and distrusting of others (74%). 
Interestingly, this study also went on to ask the 
medical team (doctors and nurses) their percep-
tion of these same behaviors and found notable 
discrepancies between their responses and the 
responses of the victims. The inter-rater agree-
ment among victims and medical personnel was 
only 58% (which the authors point out is just 
slightly better than chance), where the medical 
providers were consistently under-reporting vic-
timization behaviors, as well as demonstrating a 
lack of appreciation of the victim’s acute mental 
health concerns (e.g., depression, anxiousness, 
and guilt) [18].

The findings of this study and the others 
described suggest that emergency providers 
should consider their interactions with the sexual 
assault victim with great care. While the trauma 
itself is probably still the most important con-
tributor to the future mental health of the sexual 
assault victim, the initial experience with the 
medical system can have profound effects on an 
already vulnerable individual. This interaction 
may be one of the only modifiable factors regard-
ing the victim’s long-term prognosis that the 
emergency providers can meaningfully influ-
ence. Figure 29.1 provides some specific recom-
mendations for the interview with the sexual 
assault victim.

29 Mental Health Considerations After Sexual Assault
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 Long-Term Mental Health 
Considerations

Long-term mental health consequences for victims 
of sexual assault have been described in the litera-
ture for decades. Dating back to the 1970s, Burgess 
et al. described a rape trauma syndrome as “a syn-
drome of behavioral, somatic, and psychological 
reactions (to) a life-threatening situation” [19]. In a 
series of 146 women, they described a constellation 
of symptoms that develop over time, including 
nightmares, phobias, fear, and anxiety, as well as 
physical/somatic manifestations such as muscle 
tension and gynecological symptoms.

Many other studies have since cited this associa-
tion between sexual assault and the long-term 
development of multiple mental health sequelae, 
including depression, anxiety, post-traumatic stress 
disorder (PTSD), sleep disorders, eating disorders, 
personality disorders, chronic pain disorders, and 
suicide [20]. We will now provide an overview of 
some of these important mental health processes.

 Depression and Anxiety

Depression and anxiety can manifest soon after 
the assault occurs, but has been investigated 
most comprehensively as a long-term conse-

quence of sexual assault. A recent meta-analysis 
evaluated 30 years of research on this topic and 
looked specifically at the development of anxi-
ety disorders and depression among sexual 
assault victims. They reported that the odds 
ratio for developing depression post-assault was 
3.1 (95% confidence interval, 2.4–3.9), and 
developing anxiety disorders was 2.7 (95% con-
fidence interval, 2.1–3.3). They also investi-
gated to see if the severity of the assault played 
a role; they found that rape specifically was 
more likely to be associated with a lifetime 
diagnosis of depression (odds ratio = 6.3; 95% 
confidence interval, 1.9–20.1). This severity–
response relationship has been identified in 
other work, as well, suggesting that the details 
and circumstances of the assault may be impor-
tant for the victim’s risk for developing these 
mental health sequelae [21].

Despite much evidence describing the rela-
tionship between sexual assault and the develop-
ment of anxiety and depression, the mechanism 
of this association is not fully understood. Many, 
however, have proposed a possible role of a 
genetic predisposition. One of the early publica-
tions describing this concept was a longitudinal 
study investigating a functional polymorphism in 
a serotonin transporter gene. Individuals with the 
short allele of this gene were more likely to 

Consider:

Attempt to Avoid:

Expressing appreciation that the patient came to the ED

Using open-ended questions

Carefully articulating the medical needs of the encounter, such as
emergency contraception and sexually transmitted disease testing

Encouraging the use of ancillary support staff, such as social workers or
sexual assault nurse examiners

Language that can be interpreted as blaming

Questioning the patient’s behavior during the assault (ie., substance use,
resistance during the assault)

Questioning the patient’s relationship with the perpetrator

Questioning the patient’s account of events (with respect to memory
fragmentation)

Criticizing when the patient presented to the ED (if they do not present
immediately after the assault)

Using language that allows for a comfortable dialogue with the patient

Fig. 29.1 Recommendations for emergency providers during the patient interview
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develop clinical depression in response to a 
stressful life event [22]. Though many studies 
replicated these findings in subsequent work, a 
recent meta-analysis did not find any association, 
highlighting some of the complexities in this line 
of research [23].

Considerations for the emergency department 
provider regarding treatments and therapies for 
depression and anxiety in the sexual assault vic-
tim will be similar to other encounters where 
patients report such symptoms. One of the most 
useful interventions the emergency provider can 
provide for this population is timely and appro-
priate recognition of the diagnosis and proper 
referral for outpatient programs (if appropriate) 
or emergent escalation of care if these symptoms 
are severe. Emergency providers may be inter-
ested in referring the victim to resources that are 
specifically designed for sexual abuse victims, 
such as the National Sexual Assault Telephone 
Hotline offered by the Rape, Abuse & Incest 
National Network (RAINN) [24].

 Post-Traumatic Stress Disorder

Post-traumatic stress disorder (PTSD) occurs 
very commonly among sexual assault victims, 
and the prevalence of symptoms may be as high 
as 80% according to national-level data [1, 25]. 
One prospective study following 94 women 
found the prevalence of PTSD symptoms among 
their cohort to be even as high as 94% in the 
weeks after the assault [26]. The previously dis-
cussed meta-analysis also noted a lifetime odds 
ratio for the development of PTSD of 2.3 (95% 
confidence interval, 1.6–3.4) [20].

A variety of characteristics regarding the vic-
tim and the assault may all be correlated with the 
development and the severity of PTSD [27, 28]. 
Features such as the degree of the violence dur-
ing the assault, number of lifetime sexual assaults, 
childhood sexual abuse history, and the victim–
offender relationship have all been shown to be 
associated with long-term PTSD symptoms. 
There are other features associated with PTSD 
development—such as delay in the disclosure, 
self-blaming behaviors, social support, and cop-
ing mechanisms—that are considered to be mod-

ifiable factors. These modifiable factors are 
particularly important for emergency providers to 
take note of, as this may be an opportunity for the 
encounter with emergency services to have a pos-
itive impact on future mental health prognosis 
[27, 28].

Another area in which emergency providers 
could potentially make a positive impact on the 
victims is in the detection of this mental health 
condition. Symptoms of PTSD in the sexual 
assault victim may include nightmares, anxiety, 
avoidance, and feelings of detachment, among 
many others [25]. Challenging its diagnoses is 
the fact that each victim will present with a dif-
ferent constellation of these symptoms, making it 
potentially difficult for the emergency provider to 
identify, especially if the encounter is not neces-
sarily focused on mental health. However, given 
such a high prevalence among assault victims, it 
is reasonable for emergency providers to have a 
very low threshold to screen if there is a known 
history of sexual assault. A number of validated 
screening tools exist, several of which are brief 
and can be easily adopted for use in the emer-
gency department setting [29].

Currently, there is a multi-center study under-
way to gather victim DNA samples while inter-
viewing the victims over time to determine if 
there is a genetic component that predisposes 
some victims toward developing PTSD. This rep-
resents a developing network contributing to a 
novel way of possibly identifying those at risk. 
Similar to how cancer registry network 
 development improved survival outcomes for 
cancer patients by allowing for sharing of infor-
mation between numerous centers, prospectively 
identifying those at risk and sharing this informa-
tion is an emerging concept that may help to pro-
vide better PTSD outcomes through early 
identification of risk and targeted intervention.

 Suicide Ideation and Suicide 
Attempt

Two of the most serious potential mental health 
consequences of sexual assault are suicide and 
suicide attempts [30–33]. Because of their devas-
tating nature, suicide among sexual assault vic-
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tims has been the subject of much research. The 
statistics on suicide are quite staggering; one 
study estimated that sexual assault victims are 
four times more likely to experience suicidal ide-
ation and 13 times more likely to have attempted 
suicide [33]. Another group found a lifetime 
increased odds of suicide attempts of 4.1 (95% 
confidence interval 2.9–5.8) [20].

The National Comorbidity Survey is a large- 
scale representative survey conducted to examine 
mental health issues and has provided much 
insight regarding the prevalence of various men-
tal health conditions in the United States. Ullman 
and colleagues [31] performed a subgroup analy-
sis, specifically looking at 627 women who stated 
they had experienced sexual assault (either in 
childhood or in adulthood). Their findings consti-
tute much of what we know about the demo-
graphic and psychosocial factors associated with 
suicidal ideation and suicide attempts in this 
population. In their cohort, 35% of women who 
had experienced a sexual assault had at some 
point had suicidal thoughts, and 17% had 
attempted suicide in their lifetime. Several vari-
ables were found to be associated with suicidal 
ideation; the authors identified demographic 
associations such as younger age, being unem-
ployed, being unmarried, and experiencing a 
number of traumatic events over the course of 
one’s lifetime. Other associated psychosocial 
variables included less social support, but the 
most significant relationship was noted for con-
comitant PTSD, concomitant depression, and 
alcohol dependence symptoms. The authors com-
ment that these findings were similar for both sui-
cidal ideations, as well as a history of a suicide 
attempt [31].

To this point, we have focused mostly on men-
tal health considerations for female sexual assault 
victims; the topic of suicide, however, demon-
strates some important gender discrepancies. 
Though there are fewer male victims of sexual 
assault, they may be more likely to contemplate 
and attempt suicide. One cross-sectional study by 
Martin and colleagues looked specifically at gen-
der differences in this relationship between sex-
ual abuse and suicidality [34]. They found in 
their study that 55% of the male sexual assault 

victims attempted suicide, compared to 29% of 
females. Interestingly, they also found that among 
males, suicidal ideation (including plans, threats, 
and history of self-injury) did not necessarily 
correlate with depression or other psychosocial 
factors. However, suicidal ideation among female 
sexual assault victims was found to be “fully 
mediated by depression, hopelessness, and fam-
ily dysfunction.” This highlights some potentially 
important considerations when considering the 
suicidal ideation among male versus female vic-
tims in the emergency setting.

 Sexual Assault Nurse Examiners

Sexual assault nurse examiner (SANE) programs 
specialized training programs for nurse examin-
ers who have completed a focused education in 
forensic nursing related to the examination of 
sexual assault victims and suspects. This path-
way provides eligibility for SANE-A (adult and 
adolescent) and SANE-P (pediatric) certification 
through the International Association of Forensic 
Nursing. SANE programs are increasing in popu-
larity around the country and worldwide; cur-
rently, there are nearly 800 programs in the 
United States and almost 900 internationally.

Achievement of a SANE certification requires 
education in many areas related to the care and 
counseling of sexual assault victims, including 
crisis intervention, referral for follow-up 
 counseling, and support services. They also 
receive specialized training on mental health 
issues, including victim responses and advocacy. 
As such, SANE providers can be an invaluable 
resource for the mental health needs of the sexual 
assault victim and should be utilized by emer-
gency providers when appropriate.

 Conclusion

The evaluation of the sexual assault victim in the 
emergency department can be a complex process, 
given the spectrum of physical, emotional, legal, 
and mental health considerations. There are many 
competing factors that may be present when deal-
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ing with a sexual assault victim that can compli-
cate their evaluation and create in them an 
immediate fragile state of mental health. These 
factors can include the presence of intoxicating 
substances, concomitant physical illness or 
trauma, shame or embarrassment, fear of a known 
assailant or fear of the unknown, and apprehen-
sion related to the exposure that may occur if the 
assault is reported to authorities. Sexual assault 
victims are also at high risk for developing 
delayed mental health issues related to post- 
traumatic stress, depression, and even suicidality. 
Present-day research is focusing on identifying 
victims most at risk for this, with the hope of pos-
sible early intervention. Current best practices in 
managing these victims will include the use of 
specially trained forensic nurse examiner teams 
when feasible.
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Mental Health Issues in Veterans

Janet S. Richmond

 Introduction

This chapter focuses on the unique issues of mili-
tary veterans and how these factors can impact 
their medical encounters. Military culture and 
specific medical conditions unique to veterans 
are described as are special considerations 
regarding the behavioral challenges to the doc-
tor–patient relationship that can occur in the 
emergency setting.

 Medical Illnesses in Veterans

Veterans have a higher unadjusted prevalence of 
health conditions than the general population [1]. 
Veterans with post-traumatic stress disorder 
(PTSD) have a higher prevalence of diabetes and 
gastroesophageal reflux disease (GERD), hyper-
tension, metabolic syndrome, and hyperglycemia 
than nonveterans. They are more likely to be 
diagnosed with cancer, hearing loss, and post- 
traumatic stress disorder (PTSD) than civilians 

[2, 3]. Veterans are considered “less healthy” 
than the general population and have an increased 
proportion of “poor” health habits such as smok-
ing and substance abuse than the general popula-
tion. Veterans report feeling older than their 
peers, and there is speculation that PTSD may be 
associated with premature aging [4] and prema-
ture death. It is not unusual to see a patient with 
the following comorbidities: diabetes mellitus, 
hypertension, chronic renal failure, chronic 
obstructive pulmonary disease (COPD), alcohol-
ism, depression, and chronic pain from military 
injuries. Table  30.1 shows medical conditions 
common to veterans in each era.

Veterans also have a higher incidence of 
socioeconomic issues, including homelessness. 
However, since 2010, the rate of homelessness 
among veterans has declined, and projections are 
that it will continue to decline [5].

Veterans have specific (“signature”) medical 
conditions as a result of combat such as hearing 
loss, Da Costa’s Syndrome (“soldier’s heart”), 
Gulf-War syndrome, traumatic brain syndrome, 
and toxic states (Agent Orange). One signature 
injury of the Iraq and Afghanistan wars is trau-
matic brain injury (TBI), which has a myriad of 
signs and symptoms that can make communica-
tion difficult in the doctor–patient relationship: 
personality changes; cognitive impairments in 
memory, attention, and concentration; and poor 
judgment.
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Amputation and limb salvage are now another 
issue that veterans face. In recent conflicts, sol-
diers who in past wars would have died on the 
battlefield, are living, often from attempts at limb 
salvage or amputation [6].

 Post-Traumatic Stress Disorder

Not all veterans have PTSD. Being in combat or 
having multiple deployments are stressors, but 
soldiers are warriors who are trained to tolerate 
much. The usual horrific encounters that would 
qualify as traumatic events in civilian life are 
sometimes just part of routine combat. Yet, there 
are events that happen that are outside the bounds 
of the usual combatant’s experience. Therefore, 
PTSD in military personnel may look quite dif-
ferent from what we usually think of as 
PTSD. There is literature on “combat stress reac-
tion,” where symptoms can be delayed in onset, 
often years after military service [7–10]. These 
characteristics are reminiscent of traumatic war 
neurosis first described by Kardiner [11] and 
Grinker and Spiegel [12], which eventually led to 
the modern diagnosis of PTSD in 1987 [13, 14].

For others, subclinical symptoms of PTSD 
can go on for decades. Symptoms may include 
sleep disturbances, decreased concentration, 
anger, hypervigilance, avoidance, psychic numb-
ing, irritability, depression, and substance abuse. 
These subclinical features can become full-blown 
and usually develop after life-cycle events such 
as the birth of a child, retirement, or physical ill-
ness [8, 9].

An example of war-related PTSD was reported 
in 1918 by Rivers, who described as follows:

a case … “of a young officer who was flung down 
by the explosion of a shell so that his face struck 
the distended abdomen of a German [soldier] sev-
eral days dead, the impact of his fall rupturing the 
swollen corpse. Before he lost consciousness, the 
patient had clearly realized his situation and knew 
that the substance which filled his mouth and pro-
duced the most horrible sensations of taste and 
smell were derived from the decomposed entrails 
of an enemy. When he came to himself he vomited 
profusely and was much shaken, but “carried on” 
for several days, vomiting frequently, and haunted 
by persistent images of taste and smell” [15].

Table 30.1 Signature illnesses by era

Civil war
  Da Costa’s syndrome (“Soldier’s heart”)
World war II
  Cold injury
  Chemical warfare agent experiments
  Exposure to nuclear weapons (including testing or 

clean-up)
Korea
  Agent Orange exposure
  Cold injury (frostbite)
  Chemical warfare agent experiments
  Exposure to nuclear weapons (including testing or 

clean-up)
Vietnam
  Agent Orange/pesticide exposure (soft tissue sarcoma, 

non-Hodgkin’s lymphoma, Hodgkin’s disease, chloracne, 
porphyria cutanea tarda, respiratory cancers, multiple 
myeloma, prostate cancer, acute peripheral neuropathy, 
and spina bifida in offspring)

  Hepatitis C
  Malaria
  Embedded shrapnel
  Traumatic war neurosis
  Substance abuse
  Bacterial and fungal infections (“jungle rot”)
Gulf wars
  Chemical or biological agents (e.g., mustard/nerve gas, 

oil-well fires, radiation)
  Depleted uranium (DU)
  Spinal cord injuries
  Animal bites
  Burns
  Exposures to smoke
  Embedded fragments
  Infectious diseases (i.e., leishmaniasis)
  Reproductive health issues
Cold war
  Radiation-related disorders, including leukemia, 

various cancers, and cataracts
Operation Iraqi Freedom/Operation Enduring Freedom/
Operation New Dawn (OIF/OEF/OND):
  Combined penetrating, blunt trauma, and burn injuries 

(blast injuries)
  Embedded fragments (shrapnel)
  Leishmaniasis
  PTS (post-traumatic stress)
  Multidrug-resistant Acinetobacter
  Reproductive health issues
  Traumatic amputation
  Traumatic brain or spinal cord injury
  Vision loss

Adapted from the US Department of Veterans Affairs Military 
Health History Pocket Card. Available at https://www.va.gov/
oaa/pocketcard/m-index.asp
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When that veteran comes to see the doctor 
often years after his military experience, he may 
complain of unrelenting nausea, vomiting, 
anorexia, diarrhea, or constipation. Thus, the mili-
tary history is vital to the clinician. However, for a 
myriad of reasons, veterans frequently do not vol-
unteer this history, and taking a military history is 
often overlooked in the medical encounter. 
Multiple workups with no clear remedy and a 
sense of intense urgency and frustration often lead 
the desperate veteran to the ED in search of imme-
diate relief. Veterans often have “entrenched” dis-
tress marked by “failure, betrayal, alienation, and 
estrangement” [16]. Veterans often live in a state 
of hyperarousal, can be mistrustful of others’ 
motives, and can be easily provoked. Given these 
factors, the doctor–patient relationship is fraught 
with potential conflict. Thus, the ED clinician 
steps into this situation with very high stakes: 
Relief must come quickly, or disappointment, fur-
ther frustration, and agitation can erupt into 
demanding and even aggressive outbursts, seem-
ingly without warning.

Veterans may withhold their military history 
because of a sense of isolation and shame. For 
example, the soldier above might be thoroughly 
ashamed that he ended up in the stench of the 
enemy’s abdomen. It does not matter that it was 
not his fault; in his mind, he has disgraced him-
self and his unit. He hides what happened from 
everyone, including doctors. When he goes to the 
doctor, he is on the defensive against feeling 
humiliated. Doctors also have a sensitivity to 
humiliation [17], and issues of control can 
quickly become the main focus, especially when 
the veteran has a lot of anger and irritability, and 
the clinician is attempting to assert his own 
authority to deal with his own anxiety. Lack of 
trust, anger, irritability, sensitivity to humiliation, 
and decreased physical ability can all be reen-
acted in the medical encounter.

 Military Culture

Learning about military culture can assist the 
clinician in understanding his or her own 
counter- transference and biases, as well as help 

give care in a way that preserves the veteran’s 
dignity, honor, and respect. There are different 
cultural issues for each war. For example, the 
longest running wars have been Iraq and 
Afghanistan, while perhaps the most controver-
sial war was Vietnam. World War II veterans 
were traditionally considered immune to PTSD 
[10].

There have been more female soldiers in the 
Iraq and Afghanistan wars than in any other the-
atre. Some wars consist of enlisted soldiers, while 
others have a predominance of draftees. 
Conscription and voluntary enlistment each have 
their own cultural meanings. In addition, the 
branch that one goes into may have great symbol-
ism, often reflecting family values and 
traditions.

More recent wars required multiple deploy-
ments, with both enlisted service members and 
reservists called up for active duty. Reservists 
tend to be older, are often forced to suddenly 
uproot from family and work, and can experi-
ence both the stress of coming home while 
simultaneously anticipating future deployments 
at a moment’s notice. Culturally, there may be 
internal conflicts between the desire to be with 
family and the sense of loyalty and allegiance to 
one’s unit. In Vietnam, for instance, single entry 
and exit from theatre often contributed to isola-
tion and estrangement. Each of these factors may 
have an impact on the soldier’s adjustment to 
both military and civilian life. Veterans typically 
say that they come back from military “changed,” 
and this may be true for both them and their fam-
ilies. Such an intense experience frequently 
changes people, but that change does not neces-
sarily have to be devastating. Perhaps no family 
can stay static while their loved one is away, but 
each change in their own way at their own rate. 
When these changes are nonsynchronous, con-
flict may arise.

Compounding these changes, military boot 
camp purposely dismantles the individual’s iden-
tity and replaces it with the identity of the unit. 
Personalization is stripped: Hair is cut and there 
is uniformity in dress, living arrangements, 
meals, and hygiene. One individual is often indis-
tinguishable from the other. Yet, many soldiers, 
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particularly those from troubled homes, find 
comfort and meaning in the military, which 
becomes a new and sometimes better family.

The military’s central purpose is to train and 
deploy warriors. To that end, military service is 
composed of ingrained skills that may not be eas-
ily unlearned once the soldier comes home. 
Soldiers learn to behave “on automatic” in their 
reactions and to do so with precision and accu-
racy. There are no second chances in combat, and 
failing to be perfect puts oneself and others in 
jeopardy. Soldiers learn that the unit and the mis-
sion are what matters beyond all else. 
Responsibility, respect, fidelity, and commitment 
are all values instilled in the military. One’s unit 
and one’s men are more important than the self, 
and self-sacrifice to serve and protect is the high-
est value. Carefully honed skills of precision, 
intense observation, decisive actions requiring 
hypervigilance, and rapid response to even subtle 
changes in one’s environment (which might indi-
cate danger) become exaggerated and inappropri-
ate in civilian life. One’s fellow soldiers 
(“buddies”) become brethren, with bonds even 
more profound than civilian loved ones. These 
intimate bonds are imprinted on the soldier’s 
psyche for life.

 Branches

Each branch of the military distinguishes their 
members differently: airman (Air Force), soldier 
(Army), sailor (Navy), guardian (National 
Guard), and marine. A marine, for instance, typi-
cally wishes to be referred to as marine even 
years after discharge. Infantry are “grunts,” and 
noninfantry are “pouges.” Pouges may feel (and 
may be made to feel) inferior to their brethren 
who are combatants. Rank and title indicate a 
hierarchy in the level of responsibility, experi-
ence, and skill, all of which may cause conflict 
during interactions with the medical profession, 
which has its own levels of experience and 
authority.

Differences exist between noncommissioned 
and commissioned officers. In Vietnam, noncom-
missioned officers were highly respected because 

they demonstrated their competence by coming 
up “through the ranks,” while commissioned offi-
cers were considered “green” and often put their 
men at risk because of naiveté or inexperience. In 
Vietnam, the stakes became so high that some-
times these officers were “fragged” (literally 
blown into fragments by a detonating device such 
as a grenade) by their own men because they 
were considered gravely dangerous to the unit. In 
such extreme cases, authority figures may be dis-
dained, and such interactions can spill over into 
the medical encounter, where the authority of the 
physician is resented.

 Military Ethos

Yet, despite the horror of war, the sense of honor, 
autonomy, importance, mission, and fidelity are 
so strong that even some of the most traumatized 
of veterans would “go back in a heartbeat” to 
rejoin their units. Veterans are passionately patri-
otic and want to serve and protect. During the 
height of our recent wars, many Vietnam veterans 
yearned to sign up again; Iraq and Afghanistan 
veterans ached to return to duty. This is the rea-
son that many veterans say that the military was 
“the best years of my life” and why veterans seek 
out missions to assist in natural disasters, become 
missionaries, go into the medical field, or become 
police officers and firefighters. Many veterans 
feel that civilian life pales in comparison to the 
stimulation and purpose of the military and this 
can lead to feelings of being insignificant and 
useless.

Intense grief over what one has lost by leaving 
the military can lead to an inability to make the 
mundane meaningful, and these factors can fur-
ther lead to an edgy, irritable, and demoralized 
state with interpersonal, career, or social 
consequences.

In terms of healthcare, veterans have a diffi-
cult time caring for themselves because of their 
strong service ethic. They may pride themselves 
in self-sufficiency, not unlike many healthcare 
professionals. In this regard, there may be simi-
larities between soldiers and healthcare profes-
sionals that can interfere with the doctor–patient 
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relationship. These similarities will be discussed 
later in this chapter but may involve perceptions 
of both illness and emotional strength. Illness, for 
instance, may be perceived as a sign of “weak-
ness,” which signifies that their role as a protector 
has forever ended. Emotional strength on the 
other hand is often viewed as being inured to 
strong emotions with the ability to “take it.”

 Veterans and Guns

Veterans tend to value firearms, perceiving them 
as a part of who they are. Beliefs such as “firearm 
ownership is a right” and “guns make you safer” 
are common. As stated by a veteran, “[B]eing a 
good soldier means having confidence in your-
self and in your weapon.” When a health profes-
sional believes that a patient should not possess a 
firearm, this can lead to severe conflict in the doc-
tor–patient relationship. An example of a difficult 
yet typical case is that of an elderly veteran with 
mild cognitive impairment whose wife reports on 
his recent suicidal thinking. Even if the patient 
has never made a suicide attempt and does not 
have a clear plan, his ownership of a gun is none-
theless worrisome. In such a situation, it is impor-
tant for the clinician to understand what gun 
ownership means to the patient. While gaining 
this understanding, as well as communicating the 
fears of the family, the clinician can better negoti-
ate a safety plan that involves restricting access to 
lethal means. Often, clinicians may be able to 
arrange for a trusted friend to safeguard the 
weapon, which allows the patient both to save 
face and have some control. Thus, when 
approaching the subject of guns with a veteran, 
clinicians should avoid asking, “Do you have 
guns at home?” This can put the patient on the 
defensive. Instead, clinicians should consider 
using the following phrasing: “Lots of veterans 
have firearms at home. What some people in your 
situation do is store their firearms away from 
home until they’re feeling better. … If you have 
firearms at home, have you thought of any strate-
gies like that?” [18].

Soldiers protect and serve others. If the vet-
eran can understand that keeping his gun safe is 

also a way of protecting others, he is more likely 
to agree to give up the gun, at least temporarily.

 Injury in Combat

Injury in combat can be perceived as having 
deserted one’s buddies and having failed the mis-
sion. There may be guilt if others died. The 
injured person may not feel like a hero, and medal 
recipients often soften the sense of shame and 
loss by accepting their honors “for my buddies.”

The clinician needs to be mindful to approach 
the veteran in a manner that preserves the veter-
an’s dignity and honor. Veterans want to be 
remembered for “who they were” [19]. Consider, 
for example, a recent case of a demanding 
65-year-old patient who was dressed in a T-shirt 
and hat labeled “Vietnam Veteran.” This patient 
was particularly upset about an encounter with a 
physician and struggled to get up from his chair, 
finally standing as tall as he could on the walking 
sticks that he used as canes. Although once burly, 
the now physically weak patient waved one cane 
in the air and then threw it to the floor, exclaim-
ing, “I’m a Vietnam veteran!” Such behavior is 
typical when veterans feel disrespected, often 
manifesting as defensive and paradoxically 
undignified attempts to assert their honor. Such 
behavior may be mitigated by the presence of 
healthcare team members with military experi-
ence. For example, consider another case of a 
female veteran who was both disruptive and 
unable to cooperate with the exam. However, she 
immediately took her position on the stretcher 
when a former career Army nurse commanded, 
“Soldier! Attention!”

 Military Sexual Trauma

When the very people who are supposed to care 
cause harm, there are two traumas: the physical 
act and the permanent mark of betrayal. Such 
traumas may be experienced when a higher- 
ranking soldier abuses another soldier or when a 
commander tacitly condones this behavior among 
the ranks.
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According to the Department of Defense 
(DOD), 4.3% of active-duty female and 0.9% of 
active-duty male members report having experi-
enced some form of unwanted sexual contact 
[19]. However, there is likely under-reporting 
because of fears of retaliation. The vast majority 
of perpetrators are male, older, and generally 
higher ranking, while the majority of victims 
tend to be women.

 Moral Injury

Moral injury occurs when the methods of engage-
ment or service raise moral and ethical concerns 
[20]. Examples of moral injury come from 
Vietnam and Iraq where soldiers who were forced 
to fight a war that many considered to be morally 
wrong. Symptoms of moral injury can present 
similarly to PTSD, with intrusive thoughts, 
avoidance, and numbing, but unlike PTSD, addi-
tional symptoms such as guilt, shame, demoral-
ization, self-sabotage (e.g., of relationships), and 
self-injurious behavior are also present.

 Coming Home

Even though veterans are geographically back 
home, the veteran’s body may still be “on auto-
matic” and in theatre. Soldiers are typically not 
trained in how to reverse their now-ingrained war-
rior skills. They no longer have the familiar rituals 
and customs of “military strong,” and no longer feel 
a sense of mission or purpose. Although they may 
still feel like a warrior, this identity has been sud-
denly and completely stripped from them. Many 
feel that they have lost their identity and have to find 
for themselves a new one. Civilians, even families, 
do not understand this, because they have not had 
the same experience of being a warrior. The result-
ing isolation is in sharp contrast with military life. 
As one veteran noted, “I wish they would just send 
me back [to combat]. I’m useless here—I’m useless 
as a father, I’m useless as a worker, as a man.”

Many veterans talk about being “broken” and 
damaged—that “a piece of my soul is gone.” 
Risk-taking activities such as driving recklessly, 
getting into fights, or sky-diving help discharge 

their physiologic hyperarousal. Danger is fasci-
nating and seductive. Veterans need to integrate 
who they were with a new identity as a civilian. 
Medical providers may need to respond to these 
emotions and needs, as well as help reintegrate 
the veteran into civilian life.

 The Veteran as Patient

As noted previously, there can be much shame in 
being injured, and this is challenging during a 
medical encounter. Chronically frustrated veter-
ans may have high expectations and a low toler-
ance for further frustration, and an uncaring 
bureaucratic process may cause troubling 
encounters. According to a recent congressional 
report, 40% of veterans do not trust health care 
professionals and have only “marginal confi-
dence” in their abilities. Veterans may believe 
that they “can tell” in the first meeting whether or 
not the doctor will help, and will not return if 
they do not feel that it is worth their time [16].

If a physician is rushed and has many acute 
patients, negative counter-transference can lead to 
empathic failures. Examples of empathic failures 
include misstatements during attempts to be 
empathic, such as “I understand what you went 
through,” which can demean the unique individual-
ity and experience of the person. Even subtle mes-
sages that it is more important to take care of oneself 
than it is to serve others can be infuriating. Other 
common examples of empathic failures include not 
reading records beforehand, long wait times, inflex-
ibility with treatment plans, not being punctual or 
organized, acting like an “expert” without relating 
specifically and uniquely to the patient, appearing 
indifferent, conveying biases about combat or kill-
ing, or discomfort while hearing veterans’ stories. 
Responses to such empathic failures may be aggres-
sion, hostility, mistrust, or what appears to be enti-
tlement or otherwise inappropriate behavior.

 Veterans and Suicide

Male veterans are twice as likely as their civilian 
peers to die by suicide and are 58% more likely to 
use a firearm to end their lives [21]. Female 
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 veterans also have a higher rate of suicide than the 
civilian population and die more frequently from 
firearms, most likely because they are trained to 
use them [22]. Risk factors for suicide in veterans 
include race (Caucasian); age (younger and older 
vets have a higher rate than middle-aged); being 
single, divorced, or widowed; having had an inpa-
tient psychiatric hospitalization in the previous 
year; having a diagnosis of depression with 
comorbid substance use; living in the southern or 
western United States; and being without service- 
connected disabilities (the latter may indicate not 
only a financial burden but also a lack of recogni-
tion by the Veterans Affairs [VA] and society of 
the veteran’s sacrifice) [22, 23].

It is estimated that 20 veterans die by suicide 
each day. Fourteen of those twenty are veterans 
who do not utilize the VA for their care [21]. 
These veterans may be using private hospitals 
and clinics, necessitating a thorough military his-
tory in the medical interview.

 Conclusion: Approaching Veterans

The first way to approach those thought to be vet-
erans is to determine if they are, in fact, veterans. 
If yes, find out where they served, when they 
served, and whether any injuries, illnesses, or 
other unusual events occurred, even if the veteran 
did not serve in combat (see Table  30.2). 
Respectfully, ask questions and explain that 
while you do not know about military life, you 
would like to learn. Self-reflection on one’s feel-
ings about war and killing is crucial. Asking 
questions about how others are adapting to the 

situation (e.g., “How has your family adjusted to 
your being home?”) is a way for the veteran to 
focus the conversation on others who they want 
to protect and care for.

 A Message from the Author

The views and opinions expressed are those of 
the author and do not necessarily reflect the offi-
cial policy or position of Veterans Health 
Administration.

This work is based on my 30+ years of experi-
ence working as a civilian in the Veterans Affairs 
(VA) health care system. In writing this chapter, I 
am aware that any attempt to overgeneralize the 
veteran population is fraught with bias and the 
potential to offend. Neither is my intent. Treating 
veterans is an honor. Veterans have an integrity, 
immediacy, and presence that I find particularly 
compelling. There is no pretense when interacting 
with veterans; they are and expect their clinicians 
to be “real.” My only goal is to educate colleagues 
about veterans and share what I have learned that 
makes my work with veterans meaningful.
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Mental Health Issues in Children

Margaret A. Cashman and Jagoda Pasic

 Introduction

Children and adolescents who come to the emer-
gency department (ED) with a psychiatric crisis 
are a concern for all ED professionals. Their vis-
its tend to absorb more prehospital and ED 
resources than other classes of a pediatric patient, 
as well as leading to higher rates of admission 
from the ED [1, 2]. Some studies suggest their 
numbers may be growing [3, 4].

Children and adolescents present to the ED 
with certain predictable crises involving mental 
health problems. One set of concerns arises 
from deliberate self-injury or the imminent 
threat of such injury. Another set of concerns 
arises from the acute emergency of psychosis. 
Children and adolescents may have become out 
of control, directing hostility and aggression at 
the people in their lives. Some youth may be 
brought in with “internalizing” conditions such 
as depression or anxiety, in which the young-
ster’s distress is turned inward, rather than being 
expressed through acting out on the child’s envi-

ronment or family. Substance abuse creates a 
number of scenarios that may bring a teen or a 
child into the ED.

Some conditions are beyond the scope of this 
chapter. For example, eating disorders can cause 
a medical crisis leading to an adolescent or child 
being brought to the ED. (See related chapter on 
eating disorders.) Some children and teens come 
to the ED because they have been the victims of 
abuse or neglect. Most emergency departments 
have established protocols for identifying and 
managing these children. Additionally, some 
children and adolescents arrive at the ED with 
acute and serious physical injury or illness but 
are at high risk to develop a secondary acute 
stress disorder from their experience. These 
youngsters, too, may require emergency psychi-
atric assessment. Finally, children and adoles-
cents with developmental disorders that impact 
their coping capacity to tolerate distress can 
arrive in crisis at the ED, not uncommonly 
accompanied by their distressed caregiver. For 
example, ED staff recognize that adolescents 
with autism spectrum disorder are coming to the 
ED in greater numbers with mental health crises 
[5] (Table 31.1).

Psychiatric evaluation of the child or adoles-
cent patient requires particular emphasis on gath-
ering information from multiple sources. 
Collection and integration of these collateral 
sources of information frequently lead to longer 
lengths of stay in the ED for pediatric behavioral 
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health visits, compared with adult psychiatric ED 
visits.

The emergency department setting available 
to children and adolescents varies substantially 
from facility to facility. Children’s hospitals may 
or may not have a specific section dedicated to 
mental health emergencies with environmental 
adaptations appropriate for this purpose. General 
hospital emergency departments similarly may or 
may not have a dedicated psychiatric emergency 
service section, let alone a dedicated pediatric 
psychiatric emergency service section. As much 
as possible, try to limit the young patient’s expo-
sure to the overwhelming sights, sounds, and 
odors of the busy adult ED, as these stimuli can 
become associated with a stressful and poten-
tially traumatizing ED experience.

The sequence in which interviewing is con-
ducted is arbitrary. Some experts suggest speaking 
prior to the child interview with parents or guard-
ians in the case of the prepubertal child, while 
speaking initially to adolescents prior to talking 
with their parents, guardians, or accompanying 
staff. However, in some circumstances, you may 
choose to conduct an initial interview with both 
patient and adults present. Bear in mind the impor-
tance of interviewing the young patient individu-
ally at some point, in case sensitive information 
needs to be shared that the adults’ presence might 
squelch.

Hospitals typically will have protocols in 
place determining the management of pediatric 
psychiatric patients in EDs. We are at a transition 

between reliance upon ED staff to recognize 
pediatric mental health problems using the cur-
rent informal array of assessment approaches and 
implementation of screening instruments as a 
standard of care [4, 6–14]. States vary in their 
regulations pertaining to such issues as age of 
consent, privacy of clinical information from par-
ents or guardians, and involuntary treatment 
practices. Fortunati and Zonana [15] have pro-
vided a helpful discussion of the legal concepts 
pertinent to address this population’s needs in the 
ED.  The availability of specialty care, such as 
inpatient child psychiatric units, also varies from 
one locality to another. Some counties provide a 
backup level of crisis-based resources that either 
can or must be utilized before considering psy-
chiatric hospitalization. Telepsychiatry consulta-
tion is being explored to strengthen the capacity 
of more rural EDs to assess and manage children 
and adolescents with psychiatric problems, and 
this trend is likely to grow with acceptance of that 
model of care integration [16].

 The Wild Child: Out-of-Control 
Children and Adolescents

The child or teen who is aggressive, hostile, and 
disruptive may be brought to the ED at any hour 
of the day or night. Establish how the current 
offending behavior fits into the young patient’s 
typical behavior patterns. Collateral information 
is essential in such a case. The more convergence 
there is in information from different sources, the 
more confident you can be in the current assess-
ment. Try to obtain an immediate history from 
the child or teen individually, and observe how 
reactive the young patient is to the people who 
brought the child or teen in. Most often, the wild 
teen will be a male [17].

The raging child may arrive in an uncoopera-
tive state of mind, but collateral information can 
be sought during this stage of the visit. Children’s 
aggression can be characterized as proactive or 
reactive, with differing trajectories for subse-
quent behavior [18, 19]. The proactively aggres-
sive child deliberately engages in aggression for 

Table 31.1 Common presentations of the child or ado-
lescent in the psychiatric ED

Self-injury or threat of self-injury (suicidal or 
non-suicidal)
Psychosis
Out of control (the “wild child”)
Internalizing disorders (depression, anxiety, OCD)
Substance abuse
Eating disorders
Catastrophic distress in the developmentally 
disordered child or teen (i.e., innate coping capacities 
overwhelmed)
Traumatization by abuse, accident, or medical/surgical 
interventions
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identifiable external goals. Youngsters with con-
duct disorders typically utilize proactive aggres-
sion on a frequent basis [20].

In contrast, youngsters with reactive aggres-
sion have difficulties with emotional dysregula-
tion, peer rejection, and peer victimization [21]. 
Reactively aggressive girls, in particular, are at 
heightened risk for suicidal behavior, especially 
if they also are depressed. Reactive aggression 
can erupt when a developmentally disabled 
youth, who already has increased vulnerability 
toward becoming overwhelmed, faces changing 
environmental demands. Children and adoles-
cents with bipolar disorder display elevated lev-
els of reactive aggression and verbal aggression 
[22]. Delaney [23] suggests reducing the youth’s 
reactive aggression in the hospital by addressing 
the emotional dysregulation from which this 
aggression stems: (1) provide structure; (2) buf-
fer unexpected changes to reduce frustration; (3) 
maintain a positive tone to interactions; (4) 
reduce perceived threat by establishing ground 
rules that elicit cooperation and encourage 
choice; and (5) set expectations appropriate to the 
youngster’s information-processing capacities.

The ED tasks with such children include the 
following.

 1. Establish current safety for the youngster and 
those around the youngster. If the child or 
teen is agitated or menacing in the ED setting, 
first utilize verbal and behavioral interven-
tions to reassure the youngster. For example, 
establish basic expectations and reduce aver-
sive or excessive environmental stimuli. 
Orient the youngster to the ED environment 
and make it clear that you will obtain the 
youngster’s side of the story as part of the 
evaluation.
 a. If the young patient continues to be out of 

control, some degree of seclusion, physical 
restraint, or chemical restraint may be nec-
essary. Numerous practice guidelines, as 
well as institutional guidelines, are avail-
able to guide (and restrict) the use of seclu-
sion and restraint in children and 
adolescents [24–27].

 b. As with much of child psychiatric practice, 
medication use in such circumstances is 
largely off-label [28–30]. See Table  31.2 
for a list of commonly employed medica-
tions for the child and adolescent emer-
gency patient. Marzullo [29] has reviewed 
the use of pharmacotherapy for managing 
agitated children and adolescents.

 2. Establish the narrative of what led to the out- 
of- control behaviors that precipitated a trip to 
the ED, using multiple sources of information. 
What has happened in the past when similar 
behaviors erupted? What made today’s events 
different from past events that did not lead to 
an ED visit?

 3. Establish whether important comorbid condi-
tions are present (and if they are, address 
accordingly):
 a. Drug or alcohol intoxication
 b. Psychosis
 c. Mood disorder or anxiety disorder
 d. Established pattern of oppositional-defiant 

behavior or conduct  disorder
 e. Significant level of intellectual disability 

and a recent overwhelming  c h a l l e n g e 
the youngster cannot master

 f. Acute traumatization (e.g., sexual assault)
 4. Determine if there is a significant acute risk 

for this youngster to harm self or others. This 
will influence the type of disposition plan that 
is appropriate (i.e., whether hospitalization is 
indicated).

 5. If available, consider enlisting a child crisis 
intervention response team at this point. Such 
teams can provide options for emergency 
 temporary placement or rapid intensive out-
reach to the home. When out-of-control chil-
dren go home, the family will need assistance 
with how to manage future behavior 
problems.

Use of restraints (physical, pharmacologic, or 
both) with children and adolescents undergoing a 
psychiatric evaluation in the ED is associated 
with the symptoms of visual hallucinations, out- 
of- control behavior, and hyperactivity, and with 
the outcome of hospitalization [27].

31 Mental Health Issues in Children
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 Self-Injury and Suicidality

Interestingly, patients aged 9–17 years at pediat-
ric EDs are least likely to be engaged in current 
mental health treatment if their current problem 
is a suicide attempt, compared with young 
patients who present with behavior problems. 
Children and teens who present with both exist-
ing behavior problems and a suicide attempt fall 
into an intermediate group in terms of their likeli-
hood already to be engaged in care [31]. The 
squeaky wheel of the out-of-control child tends 
to demand attention more compellingly.

 Always Ask

Self-injury in the young patient can arise out of a 
spectrum of intention, ranging from a pure accident 
with no intent to kill oneself at one extreme, to 
clear and planned intent to kill oneself at the other 
extreme. Ask the child or teen with self- injury 
whether the injury represents the result of an effort 
to harm or kill himself or herself. Inquire about the 
degree of suicidality without the parent or guardian 
is present at some point in the evaluation. Ask the 
young patient if he/she has made a suicide attempt 
in the past or has contemplated suicide. Positive 
responses should be explored further. To date, there 
is no evidence that asking a young person about 
suicide heightens the subsequent risk of a suicide 
attempt, “putting it into the mind” of the patient. 
The only way to discover which children or teens 
are at heightened present risk for suicide is to ask 
directly. One can start with a lead-in query such as 
“Sometimes, kids just don’t want to be alive any-
more. Do you feel that way sometimes?” Then 
move into greater specificity from there. 
Wintersteen and colleagues [32] suggest a two-
question algorithm to identify adolescents with 
imminent risk for a suicide attempt: (1) “In the past 
week, including today, have you felt like life is not 
worth living?” and (2) “In the past week, including 
today, have you wanted to kill yourself?”

Follow-up screening questions for youngsters 
endorsing recent suicidal ideation include “Have 
you ever tried to kill yourself?” and “In the past 
week, including today, have you made plans to 
kill yourself?”

Much is made of risk factors for suicidality. 
For example, the presence of psychotic symp-
toms places the patient in a higher risk category. 
These evidence-based risk factors aid in knowing 
when to suspect heightened suicide risk. 
However, only a direct inquiry will tell you if the 
teen or child you are dealing with in the ED is 
imminently suicidal.

 Establish the Behavioral Chain

As with the adult patient, one can learn much by 
inquiring into the concrete events, thoughts, and 
feelings that immediately preceded the injurious act 
(“And what was happening just before that?”). Take 
the events back in time stepwise and then forward 
from the self-injury’s occurrence, until a clear pic-
ture emerges of (1) the context for the self-injury, 
(2) the degree of planning (and intent) involved, and 
(3) the young patient’s expectations for what would 
happen next. Decide where to place the current sui-
cidal act along the continuum from ambivalent 
rolling-of-the-dice to clearly lethal intent.

 Focus on Means Restriction as Part 
of Making a Safety Plan, and Use This 
as an Opportunity to Educate 
the Family

Presence of firearms in the home clearly repre-
sents a risk for subsequent completion of a suicide 
attempt, and one must inquire about the presence 
of firearms in the homes that the patient will fre-
quent after discharge from the ED [33, 34]. The 
guns used in four-fifths of adolescent suicides by 
firearm were found in the victims’ homes, and 
most of these were owned by their parent [35]. If 
weapons are present, a plan for their safe removal 
should be explored. Decreasing access to firearms 
clearly decreases rates of suicide among adoles-
cents [36, 37]. Similarly, review the degree to 
which family members’ medications are secure 
and address this accordingly. Explore with the 
patient and adults how to make the suicide meth-
od’s paraphernalia unavailable. Means restriction 
does not prevent a subsequent attempt, but it 
affords the patient an opportunity to revisit the 
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question of suicidal intent (whether the suicide act 
really is what the patient wants to enact): Barriers 
provide thinking time.

The disposition plan for the suicidal child or teen 
should include mental healthcare referral. Often, 
this may mean psychiatric hospitalization. If an out-
patient treatment disposition was made, the risk of 
subsequent suicidal behavior may be reduced by 
such measures as a follow-up call to verify that the 
youngster has connected with care [38].

 Non-suicidal Self-Injury

It has become clear that, by adolescence, a num-
ber of young people engage in a non-suicidal 
self-injuring behavior. This usually represents a 
maladaptive effort to modulate internal emo-
tional states, rather than being an interpersonal 
message aimed at coercing desired responses 
from the people around them. A typical non- 
suicidal, self-injuring behavior is superficial self- 
cutting, initiated to shift from one emotional state 
to another. There is a self-reinforcing aspect to 
such behavior that makes it habit-forming. 
Specific types of psychotherapy, including spe-
cialized cognitive-behavioral therapy (CBT) and 
dialectic behavioral therapy (DBT), appear to be 
effective in treating repetitive non-suicidal self- 
injury. A challenge for the ED clinician is to 
avoid indulging in undue frustration toward the 
young patient who comes in with the results of 
non-suicidal self-injury. It is helpful to address 
the injury and its commission with a matter-of- 
fact approach, steering the patient toward appro-
priate treatment.

Management of the non-suicidal self-injuring 
patient is complicated by the fact that this group 
of patients does overlap the group of young 
patients who harbor suicidal ideation and engage 
in suicidal action, as well; these are not mutually 
exclusive groups [39].

 Substance Use

By adolescence, drug and alcohol use is common, 
although there has been a modest decline in drug 
use in adolescence in recent years [40, 41]. Recent 

trends (years 2013–2016) among youth in grades 
8, 10, and 12 for substance use prevalence suggest 
a high prevalence for alcohol and marijuana use, 
and the appearance of e-cigarettes and “vaping” 
of tobacco, cannabis, and other substances. 
Diversion of prescription drugs, such as oral opi-
oids, also is of concern [42]. Recurrent substance 
use often is a comorbid condition with other 
behaviors of concern, such as conduct problems 
and risky sexual behavior [43, 44]. As such, it can 
serve as a flag, indicating a young patient who 
may be more likely to have been exposed to trau-
matic experiences. The substance use may repre-
sent an incidental finding in the ED, or the 
substance use can directly cause a youth’s presen-
tation in the ED, due to symptoms of intoxication. 
The substance use also can be a secondary part of 
the clinical picture when, for example, an intoxi-
cated teen has a motor vehicle accident and the 
resulting injuries lead to ED presentation.

Boys are more likely to engage in illicit sub-
stance use, with the exception of Ecstasy 
(MDMA), which girls more frequently use, par-
ticularly the younger adolescent age group [45]. 
It may be that girls are also more vulnerable to 
hallucinations while intoxicated with Ecstasy, 
compared with boys [46].

Some experts note that youths with substance 
use who have dropped out of school before 
 graduation are particularly prone to risky sexual 
behavior, so that both the substance use and the 
risky sexual behavior should be addressed [47].

Some clinicians argue against the clinical util-
ity of routinely using an emergency qualitative 
urine drug screen in pediatric ED patients who 
have a psychiatric presentation. The drug screen 
rarely appears to impact ED management of the 
patient [48, 49]. A drug screen may be useful in 
the initial presentation of a psychiatric disorder 
or for legal purposes such as documentation for 
commitment or in medical child abuse. Note that 
the vast majority of novel psychoactive sub-
stances, including novel opioids (e.g., many fen-
tanyl analogues, U-47700), synthetic 
cannabinoids (e.g., “K2” and “Spice”), and hal-
lucinogenic amphetamines (e.g., 2C compounds, 
25i-NBOMe) are not detectable on the vast 
majority of urine drug screens, further limiting 
the utility of drug screens.
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Refer to the chapter on substance abuse emer-
gencies for a broader discussion of assessment 
and emergency treatment of the substance- 
abusing patient.

 Psychosis

Schizophrenia and bipolar disorder, two common 
and severe psychiatric disorders arising in young 
adulthood, can occur with an earlier onset if there 
is strong familial genetic loading for the condi-
tion. Presence of psychotic features in a clinical 
picture of depression in adolescence appears to 
be a marker for more likely evolution into bipolar 
disorder over time, compared with depression 
without psychotic features [50].

The psychotic child or adolescent may or may 
not show paranoia. The degree of disorganization in 
thinking may be subtle, so that the child simply has 
not been able to process information as effectively 
in school and the child’s grades have dropped. The 
degree of thought disorganization may also be so 
florid that the child cannot express ideas clearly in 
the ED. Inquire about the child’s baseline level of 
function and note the degree of current deviation 
from that baseline. If the child suddenly stops in 
midsentence and appears blank, inquire about the 
child’s thoughts: Is this an ictal event or an instance 
of thought “blocking” (where the mind was blank), 
or was the child’s train of thought derailed by the 
intrusion of bizarre or irrelevant other thoughts?

Hallucinations in the prepubertal child may 
represent normative experiences (including the 
familiar “imaginary friend”) [51]. Visual halluci-
nations are often present in youngsters with 
childhood-onset schizophrenia [52]. Just as with 
adult ED patients, hallucinations can arise from 
an array of toxidromes, as well as from primary 
psychiatric disorders. Edelsohn provides a practi-
cal discussion of evaluating hallucinations in 
children and adolescents [53].

Always explore the presence of suicidal and 
homicidal ideation in the psychotic child or teen.

 Bipolar Disorder

A definitive diagnosis of pediatric bipolar disor-
der may occur after initial contact in the ED so 
as to allow for additional examination of the 
pattern of symptoms over months and across 
various settings. Most children and adolescents 
with rapidly shifting moods and high energy 
turn out to have conditions other than bipolar 
disorder [54]. Complicating diagnosis further, 
attention-deficit/hyperactivity disorder (ADHD) 
can be a comorbid condition with bipolar disor-
der, and it can be challenging to distinguish 
symptoms generated by the one from the other. 
Doerfler and colleagues note that manic chil-
dren and adolescents without ADHD are more 
verbally aggressive and argumentative, and 
more prone to reactive aggression (angry 
responses when frustrated), compared with 
ADHD children and adolescents without bipolar 
disorder [55].

Children and teens with bipolar disorder 
appear to be more responsive to atypical anti-
psychotic medications than to lithium and 
other mood-stabilizing agents, compared with 
bipolar adults [56, 57]. The choice and titration 
of a mood stabilizer may be deferred until the 
patient is in an appropriate inpatient psychiat-
ric treatment setting. Therefore, ED manage-
ment of the acutely psychotic or bipolar manic 
child or teen should consist of the following 
tasks:

• Assure the immediate safety of the patient
• Reduce environmental stimulation
• Evaluate for other conditions (substance abuse 

mimicking psychosis; metabolic 
abnormalities)

• Initiate an atypical antipsychotic, which can 
be augmented by a benzodiazepine (see 
Table 31.2) and

• Establish a disposition plan (either hospital-
ization or discharge home with timely and 
intensive outpatient support)
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 Internalizing Disorders in the ED

 Anxiety Disorders

Anxiety-related visits to the ED by children 
younger than fifteen years have increased in 
recent years [58]. Youngsters with early-onset 
anxiety and mood disorders suffer a significant 
disability, as well as psychological distress [59]. 
The child with severe separation anxiety may 
manifest impressive rages when forced to experi-
ence the separation (e.g., leaving home for 
school), which the child is dreading and wishing 
to avoid. Such children should be directed rapidly 
into outpatient treatment, which includes inten-
sive behavioral or cognitive-behavioral treat-
ment. Similarly, the child or adolescent who is 
paralyzed functionally by severe obsessive- 
compulsive disorder should receive appropriately 
intensive and specific cognitive-behavioral treat-
ment as soon as possible. In both conditions, anti-
depressants (rather than anxiolytic medications) 
play an adjunctive role in treatment, but medica-
tions alone do not treat the conditions 
adequately.

Simple phobias are fairly common during 
childhood, yet rarely do these precipitate emer-
gency room visits. Panic attacks can begin dur-
ing childhood, and youngsters suffering from 
these may arrive in the ED. Just as with adults, 
one often can provide some immediate relief 
with behavioral interventions in the ED visit. 
This can provide an empowering sense that 
there are tools the child (and supportive caregiv-
ers, as coaches) can utilize. The youngster with 
panic disorder should be referred to outpatient 
treatment, which includes a cognitive-behav-
ioral intervention. The role of medication in the 
ED should be secondary, but in severe cases, a 
modest oral lorazepam dose (e.g., 0.5 mg with a 
repeat if needed, once, after a few minutes, or 
1  mg straight off) can be of help so that the 
young patient can focus on the behavioral 
intervention.

 Depression

Children with depression may go substantially 
longer than adult-onset depressed people between 
the onset of major depressive disorder and entry 
into treatment [59]. Compared with the adult- 
onset form of major depression, children have 
longer episodes, higher rates of comorbid psychi-
atric disorders, and increased suicidality [60]. 
Case finding for these young depressed patients 
must be a priority in the ED, so that appropriate 
referral into treatment can commence and the 
protracted morbidity associated with this condi-
tion can be reduced. Rutman and colleagues [61] 
suggest using a two-question screening for 
depression in the busy ED to identify youth who 
merit further evaluation and referral for care, for 
positive responses to one or both of the following 
questions: (1) (pervasive mood) “During the past 
month, have you often been bothered by feeling 
down, depressed, or hopeless?” and (2) (anhedo-
nia, amotivation) “During the past month, have 
you often been bothered by little interest or plea-
sure in doing things?”

It rarely is appropriate to initiate antidepres-
sant medication treatment in the ED. Most chil-
dren and adolescents with depression should 
receive a trial of appropriately specific and inten-
sive psychotherapy for depression (cognitive- 
behavioral or interpersonal therapy for 
depression) if they have no prior history of treat-
ment. Children and adolescents who do go on 
antidepressant treatment must be monitored fre-
quently (e.g., weekly) in the first month of treat-
ment in order to monitor for signs of untoward 
activation or suicidality. Therefore, decisions 
regarding medication choice usually are deferred 
to the outpatient prescriber who will monitor the 
patient.

As mentioned above, the presence of psy-
chotic symptoms in a depressed child or adoles-
cent is suggestive, though not diagnostic, of the 
possibility that the depression is part of an emerg-
ing bipolar disorder. Presence of bipolar disorder 
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in family members also raises concern for this 
evolution over time. Particular care should be 
taken in exposing such patients to antidepres-
sants without first prescribing an atypical anti-
psychotic or a mood stabilizer.

 Trauma

Post-traumatic stress may emerge in children and 
teens who are exposed to overwhelming experi-
ences: accidental trauma; physical or sexual 
abuse; repeated or prolonged medical or surgical 
hospitalizations with difficult procedures to 
endure; and/or trafficking. At ED presentation, 
the young person who just experienced such 
trauma will not have developed post-traumatic 
stress disorder (PTSD) but may be manifesting 
acute stress. The National Child Traumatic Stress 
Network (http://www.nctsn.org/) and the 
National Center for PTSD have developed a use-
ful resource that is available online: Psychological 
First Aid: Field Operations Guide (Second 
Edition) (http://www.ptsd.va.gov/professional/
manuals/psych-first-aid.asp). Although the guide 
is directed toward helping people in the immedi-
ate aftermath of disaster or terrorism, many of its 
principles apply to more individually experi-
enced traumas as well. The chief intervention for 
post-traumatic stress disorder is a specialized 
form of cognitive-behavioral therapy for trauma. 
Typically, there will be a family component, as 
well as a child-specific component to the 
treatment.

EDs often must provide the initial screening 
and evaluation of young people whose trauma 
will require forensic investigation. The US 
Department of Justice’s Office for Victims of 
Crime website provides helpful resources (http://
www.ojp.usdoj.gov/ovc/publications/infores/
sane/saneguide.pdf) for the sexual assault nurse 
examiner (SANE) and the sexual assault response 
team (SART) models, which have become prom-
inent over the past 40 years. The ChildAbuseMD.
com website (http://childabusemd.com/index.
shtml) provides an efficient resource for review-
ing the evaluation and management of child and 
adolescent abuse. One must remember that, along 

with providing an assessment in the ED, report-
ing the suspected abuse to the state child abuse 
hotline or to the police is mandatory.

 Conclusion

Youngsters in the ED with psychiatric difficulties 
can be managed safely, with attention to reducing 
ED environmental demands which challenge 
their capacity for emotional regulation. The 
assessing clinician must obtain collateral infor-
mation beyond what is available from the young 
patient directly—a suggestion which could ben-
efit the evaluation of patients of any age. A sys-
tematic approach to conceptualizing the youth’s 
presenting problems, considering the eight cate-
gories listed in Table 31.1, enables the ED clini-
cian to focus more efficiently on the essential 
concerns demanding attention during the current 
ED visit.
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Mental Health Issues in Geriatrics

Michael Ward, Brian Strickland, and James Ahn

 Introduction

The recent induction of the baby boomer genera-
tion into the geriatric population will greatly 
expand the number of geriatrics with psychiatric 
conditions. Psychiatric workers are ill prepared to 
manage this demand for mental health services, 
with only 0.9 geriatric psychiatrists per 10,000 
Americans over the age of 75 [1]. Primary care pro-
viders, advanced practice providers, and others will 
need to bridge the gap in mental health resources 
for our increasingly senescent population.

While geriatric patients represent a small por-
tion of emergency psychiatric patients, they are 
more likely to require admission [2]. Mental sta-
tus in the elderly is affected by many factors, 
(organic illness, polypharmacy, cognitive disor-
ders, substance abuse, and elder abuse), which 
makes distinguishing between these etiologies 
difficult. Also, providers may interpret them as 
normal responses to natural stressors of aging, 

instead of recognizing them as abnormal and ini-
tiating an intervention.

Elderly psychiatric emergencies carry signifi-
cant morbidity and mortality, and are rarely iso-
lated to a specific psychiatric condition. They are 
often influenced by an interplay of psychiatric, 
medical, and social factors, which complicates 
their care. This chapter will cover key emergent 
geriatric psychiatric conditions, including depres-
sion, suicide, psychosis, agitation, and substance 
abuse.

 Depression

 Case Example 1

An 80-year-old female is brought in by her 
daughter because she has not been herself lately. 
She recovered from a viral illness 4 weeks ago 
but continues to have decreased energy and 
misses her weekly card games with friends.

Geriatric depression is associated with dis-
ability, hastened functional decline, increased 
risk of hospitalization, diminished quality of life, 
and risk of suicide [3–7]. Elderly patients also 
present to emergency departments (EDs) more 
frequently and have longer lengths of hospitaliza-
tion [8, 9]. Providers must be prepared for geriat-
ric depression, as greater than one in three 
geriatric patients will screen positive for this 
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 disease [10]. Disability, poor social support, new 
medical illness, poor health status, sleep distur-
bances, prior depression, bereavement, and cog-
nitive impairment are all risk factors for geriatric 
depression and may aid in its recognition and 
treatment [11].

Psychiatric and medical illnesses often share 
clinical features, including fatigue, insomnia, 
appetite changes, and alterations in mental status. 
Depressed geriatric patients more frequently 
experience somatic and cognitive symptoms than 
affective ones, described as “depression without 
sadness,” which makes the diagnosis more diffi-
cult [6]. Therefore, the majority of geriatric 
depression diagnoses are missed, as are physician 
referrals or interventions specific to depression 
[6, 12, 13].

The Diagnostic Manual of Mental Disorders- 
V- TR (DSM-V) provides criteria to make a clini-
cal diagnosis of major depression, irrespective of 
age [14]. A quick tool, the emergency department 
depression screening instrument (ED-DSI), may 
screen elderly patients for depression in an emer-
gent setting (Table 32.1) [15]. However, the pro-
vider must realize that this tool has 79% 
sensitivity and excludes patients who have altered 
mental status or dementia. Other tools, such as 
the Patient Health Questionnaire (PHQ-9), the 
Geriatric Depression Scale (GDS), and the Center 
for Epidemiological Studies Depression–Revised 
(CESD-R), are more sensitive and specific to the 
elderly population but may take up to 15 minutes 
to perform [17–20].

Signs and symptoms of depression in the 
elderly may not fall under the formal diagnosis 
of major depressive disorder (MDD); thus, 
minor depression, medical illness, and cognitive 

disorders must be considered (Table  32.2). 
Minor depression occurs in patients with signifi-
cant depressive symptoms without fulfilling all 
criteria for MDD.  While not described in the 
DSM-V, this is the most common form of 
depressive disorder in the elderly [14, 21]. 
Minor depression affects patients similarly to 
MDD, and 25% of cases will progress to MDD 
within 2 years.

There are several medical disorders and medi-
cations with causal and reversible links to depres-
sion. However, many providers misattribute signs 
and symptoms of depression to medical etiologies 
and miss the diagnosis of depression. Best prac-
tices suggest an inclusive approach to these situa-
tions: assuming that all depressive symptoms 
contribute to the depression syndrome, regardless 
of the underlying medical illness [12]. As depres-
sion can be frequently missed, this approach to 
assess for depression can improve the detection 
rate of depression in the elderly [12].

Depression is common in individuals with 
cognitive disorders like Alzheimer’s disease 
(AD) and presents more typically with motiva-
tional symptoms and delusions, and less com-
monly with core symptoms of depression such as 
sadness, sleep disturbances, and appetite loss. 
The Provisional Diagnostic Criteria for 
Depression in Alzheimer’s Disease (PDC-dAD) 
is similar to the DSM-V criteria for major depres-
sion but provides a less restrictive set of criteria 
while being more sensitive and specific for detec-
tion of depression with AD.  This substitutes 
affective symptoms for verbally expressive 
symptoms, decreased positive affect for loss of 
pleasure, and tearfulness for depressed mood. 
Social isolation and irritability are included as 
novel criteria [16].

As noted above, the diagnosis of depression in 
the geriatric patient may present significant chal-
lenges. A reasonable approach is to apply the 
ED-DSI for relatively healthy, non-demented 
geriatric patients and strongly consider other fac-
tors related to depression, as summarized in 
Table 32.2 Further, the provider should maintain 
a high index of suspicion and an inclusive 
approach to not misattribute symptoms to medi-
cal illness in all types of geriatric patients.

Table 32.1 Emergency department depression screening 
instrument (ED-DSI) [15]

1. Do you often feel sad or depressed? Yes No
2. Do you often feel helpless? Yes No
3. Do you often feel downhearted or blue? Yes No

A “Yes” response to any of the three questions is consid-
ered a positive screen.* Table 32.2 should be referenced 
for all negative screens
aThis scale should be limited to elderly patients without 
acute medical illness, dementia, or acute changes in men-
tal status
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Proper disposition is paramount for the 
depressed elderly patient and may be the most 
important intervention offered. Most providers will 
not have the required specialized training to pro-
vide definitive treatment and will have to determine 
whether the patient is appropriate for inpatient or 
outpatient management. A set of developed criteria 
is generally accepted for admission of the depressed 
elderly (Table 32.3). All other patients should be 
referred to their primary doctor, psychiatric profes-
sionals, or partial hospitalization programs.

 Case Example 1, Continued

The patient’s medical evaluation does not show 
any abnormalities, and the ED-DSI screen is pos-
itive, answering “Yes” to two out of three ques-
tions. She denies suicidal ideation. She is started 
on a selective serotonin reuptake inhibitor (SSRI) 
and referred to a geriatric psychiatrist for follow-
 up. Her daughter is given instructions to closely 
monitor her behavior.

 Suicide

 Case Example 2

An 87-year-old male presents to the emergency 
department with a gunshot wound to the left 
shoulder. He states he was trying to clean his rifle 
when it accidentally discharged. When his family 
arrives, they report that he has talked about join-
ing his deceased wife and was started on escitalo-
pram for depression two weeks ago.

Compared to other age groups, elderly patients 
are at the greatest risk for suicide, with white 
males over 85 being the highest risk [5]. Elderly 

Table 32.2 Special considerations in assessing geriatric patients for depression: minor depression, medical illness, 
dementia

Comparison to major depressiona Special considerations
Minor depression Increased somatic complaints: Fatigue, sleep 

issues, vague pain, psychomotor retardation, 
weight loss
Irritability, social withdrawal, apathy, and 
diminished self-care are increased

Often without affective symptoms
Many progress to major depression 
and should be treated similarly

Medical illness Similar to minor depression: Increased 
somatic complaints, etc.
Symptoms common to medical illness are 
very similar to that of depression
Medical illness worsens depression, and 
depression worsens illness

Medical symptoms overlapping with 
depressive symptoms should be 
considered at least partially secondary 
to depression
Vitamin deficiency, thyroid 
dysfunction, corticosteroid use are 
known to be associated with depression

Dementia PDC-dAD more sensitive and specific for 
depression in demented patients; accounts for 
decreased communication ability and includes 
social isolation and irritability [16]
Motivational symptoms and delusions more 
prevalent than core symptoms

Flat affect, tearfulness, social isolation, 
and delusions are hallmark signs of 
depression in the demented patient
Up to 50% of patients with cognitive 
disorders will develop depression
Caretakers of demented patients have 
an increased risk of depression

aDifferences are compared to DSM-V criteria for major depression [14]
PDC-dAD Provisional Diagnostic Criteria for Depression in Alzheimer’s Disease, DSM-V Diagnostic Manual of Mental 
Disorders-V-TR

Table 32.3 Indications for inpatient admission for 
depression in elderly patients [22]a

1. Attempted suicide or expressed suicidal ideations 
with intent
2. Compliance issues, leading to insufficient 
management and decompensation of depression
3. Depression with new-onset psychotic features
4. Self-neglect to the degree that patient is 
inadequately cared for
5. Need for removal from hostile environment
6. Medical illness that would complicate the outpatient 
treatment of depression
7. Distress or agitation that requires skilled nursing

aThis table was developed based on recommendations 
listed by MacDonald with several modifications
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patients’ attempts are also more likely to suc-
ceed, with a 4:1 attempts-to-suicide ratio versus 
8–40:1 in the general population. This increased 
lethality is thought to be due to frailty of patients, 
increased chance of living alone, and more lethal 
means of attempting suicide. Geriatric patients 
are also more reluctant to talk about emotional 
problems and, therefore, less likely to report sui-
cidal ideation [23, 24].

Suicide risk factors are common among the 
elderly; advanced age is a strong predictor of sui-
cide and increases risk beyond these individual 
risk factors alone [24]. Between 71 and 95% of 
elderly suicide victims have a diagnosable Axis 1 
condition, MDD being the most common, with 
psychotic or medical illness playing a smaller 
role. HIV/AIDS, multiple sclerosis, renal dis-
ease, spinal cord injury, and malignant neoplasms 
have been shown to increase suicide risk. Pain, 
fear of illness progression, and familial depen-
dence are the main contributors, and a single epi-
sode of depression can precede suicide in these 
patients. Substance abuse, when coupled with 
depression, also increases risk [24]. Elderly 
patients’ life stressors, such as bereavement, 
retirement, family discord, and financial strain, 
increase risk for suicide as well. These individu-
als are more apt to visit a physician prior to death, 
emphasizing a high priority for recognition and 
an opportunity for intervention [25].

Because of significant financial barriers, older 
patients tend to rely on primary care during times 
of great psychiatric need [26]. Retrospective 
studies indicate that 43–70% of elderly suicide 
victims visit primary physicians 1 month prior to 
their deaths, so prevention may be possible in the 
time preceding the development of the suicidal 
state [23]. While elderly patients often present 
with atypical psychiatric symptoms, they will 
often admit to suicidal ideation when the topic is 
broached by physicians [27]. Providers should 
have a low threshold to assess for suicidal 
thoughts, intentional self-harm, and access to 
weapons or potentially harmful medications [28].

With rare exception, elderly patients admitting 
to suicidal ideation require inpatient evaluation 
and treatment (Table 32.3). Prior to death, suicide 
victims often share their ideations with a signifi-

cant other, despite occasionally denying this to 
their physician [27]. Therefore, discussion with 
caretakers may uncover suicidal ideation that a 
patient denied. During evaluation of the suicidal 
patient, evidence of intentional overdose, toxic 
ingestion, or self-inflicted wounds should be 
viewed as potential suicide attempts.

 Case Example 2, Continued

The patient recovers well without operative inter-
vention. He screens positive for depression and is 
transferred to an inpatient psychiatric facility, 
given his elevated repeat suicide risk.

 Psychosis

 Case Example 3

An 82-year-old female with a history of 
Parkinson’s disease presents from a nursing 
home due to altered mental status. Staff states 
that her confusion has worsened recently, and she 
has been heard talking aloud in her room at night, 
though she has no phone or roommate. She had 
one episode of urinary incontinence today …

Psychosis is defined as the disorganization of 
mental capacity, characterized by defective con-
tact with reality, as evidenced by delusions, hal-
lucinations, or disorganized speech or behavior. 
While this may be due to primary psychiatric 
conditions, psychosis is more often secondary to 
a medical illness, cognitive disorders, iatrogenic 
causes, and substance abuse. Approximately, 
23% of the elderly will experience psychotic 
symptoms associated with aggressive or disrup-
tive behavior, which increases the risk of care-
taker abuse or institutionalization. While 
psychotic disorders are reported in less than 5% 
of elderly patients, psychotic symptoms are 
 present in 10–63% of nursing home residents 
[29]. Psychosis can be organized into three cate-
gories: (1) with dementia; (2) without dementia; 
(3) secondary to medical and social factors.

Dementia is the most common cause of psy-
chosis in the elderly. Psychosis is pathognomonic 
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in some forms of dementia (e.g., Lewy body 
dementia) but can be present in all forms of 
dementia. In particular, vascular dementia patients 
are at high risk for psychosis. Nearly half of 
Alzheimer’s disease (AD) patients experience 
delusions or hallucinations within 3 years of clini-
cal onset, and greater than 50% of demented 
patients develop paranoia or hallucinations [28, 
30]. The AD with psychosis is associated with 
more rapid cognitive decline and is often compli-
cated by aggression and danger to self and others.

Primary psychiatric disorders are a less com-
mon cause of psychosis in the elderly. 
Schizophrenia typically develops in early adult-
hood, but occasionally occurs as a late-onset vari-
ant, in which the patient possesses mostly positive 
symptoms (delusions, hallucinations, and disorga-
nized speech). Symptoms of brief psychotic epi-
sodes and schizophreniform disorder are similar to 
schizophrenia, but often the onset is more acute 
and occurs with shorter disease time courses. 
Depression with psychotic features is most com-
mon in patients who develop depression late in 
life. These patients often demonstrate somatic 
delusions, such as the belief they have incurable or 
mistreated diseases, and a higher suicide risk than 
those without psychotic features [30].

Psychosis may also develop in the elderly sec-
ondary to a medical illness, substance use, medica-
tions, or stressful situations. The brain deteriorates 
with age, causing individuals to possess less “cogni-
tive reserve,” referring to the ability of the brain to 
function appropriately while compensating for neu-
ropathic insults. This can explain the increased onset 
or exacerbation of dementia, risk for schizophrenia 
and depression, and susceptibility to delirium with 
age [31]. Even with mild stressors, such as a UTI or 
medication change, the maladaptive brain may allow 
for confusion or psychosis. However, the provider 
should be vigilant of other potential stressors, as 
asymptomatic bacteriuria increase dramatically with 
age. Delirium, an acute decline in cognition, is asso-
ciated with altered consciousness, sleep- wake- cycle 
disturbance, confusion, and psychosis [30]. Delirium 
is common among the elderly, as 56% of the elderly 
develop delirium during hospital admission. 
Additionally, delirium is associated with functional 
decline, nursing home placement, and death, with a 

33% in-hospital mortality rate [31, 32]. Psychotic 
symptoms may also occur in substance intoxication 
and withdrawal [33]. Corticosteroids, anti- 
inflammatories, angiotensin-converting enzyme 
(ACE) inhibitors, opioids, dopamine agonists, and 
drugs with anticholinergic properties such as antihis-
tamines and some antidepressants (such as cyclic 
antidepressants) contribute to delirium [32]. Further, 
psychosocial stressors in the elderly increase the risk 
of psychotic symptoms [34].

The provider’s role includes the stabilization 
of the patient’s behavior, delineation of psychotic 
etiology, initiation of treatment when appropriate, 
and disposition [28]. Delirium is often confused 
with primary psychiatric disease or dementia, due 
to their similarities. However, they have distinct 
features, as highlighted in Table 32.4. Temporal 
traits differentiating dementia from delirium may 
be difficult, and given elderly patient’s multiple 
comorbidities, they may exhibit traits from more 
than one category. Providers must use information 
regarding psychiatric illness, substance abuse, 
elder abuse, medication changes, and psychoso-
cial conditions to consider diagnoses of delirium, 
dementia, and psychosis.

The assessment of psychosis in elderly patients 
should include medical clearance and neurologic 
evaluation, including consideration of head trauma, 
malignancy, infection, and seizures [30]. A medical 
psychosis screen may include a complete blood 
count, comprehensive medical panel, vitamin B12 
and folate levels, thyroid function tests, urinalysis, 
and electrocardiogram, but testing should remain 
judicious [28, 32]. Lumbar puncture, HIV, and 
rapid plasma reagin (RPR) testing should be con-
sidered, given the high mortality of CNS infections 
[35]. Medication levels (e.g., antiepileptics and 
digoxin) and drug screens may help differentiate a 
toxicologic cause of psychosis [30, 32].

Disposition of the psychotic elderly patient 
depends on the specific etiology. The high mor-
tality risk associated with delirium should lower 
the threshold for medical admission. For the 
elderly with dementia or primary psychiatric ill-
ness, medical providers should use criteria in 
Table 32.3, as well as assess the patient for homi-
cidal ideation, when considering admission to a 
psychiatric facility [22].
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Table 32.4 Presenting characteristics in the psychotic elderly patient to help differentiate underlying illness such as 
delirium, dementia, and/or primary psychiatric illnessa [30]

Characteristics Delirium Dementia Psychiatric illness
General traits Acute onset of confusion 

with signs and symptoms 
of medical illness

History of dementia; 
commonly short-term 
memory deficit, but also 
may include CVA and PD 
traits

Psychiatric history; 
commonly on 
psychotropic medications

Onset Sudden Insidious Variable
Alertness Fluctuating Normal, except in late or 

severe disease
Normal

Duration Hours to weeks Typically lifetime deficits Variable, depending on 
response to treatment

Orientation Disoriented Increasingly disoriented 
with worsening disease

Normal

Hallucinations At onset Usually only with late or 
severe disease or comorbid 
illness

Dependent on psychiatric 
illness and compliance 
with medications

“Sundowning” Present Present Absent
Course Usually reversible Irreversible Usually partially to fully 

reversible
Special considerations Initiate workup and 

treatment; strongly 
consider encephalitis

Consider medical illness 
as precipitant for acute 
decompensation

Critical to assess for 
suicidal ideation; consider 
medical illness as 
exacerbating factor

aThis table is adapted and modified in reference to the original table by Khouzam and Emes [30]
CVA cerebrovascular accident, PD Parkinson’s disease

 Case Example 3, Continued

The patient was noted to have a UTI that was 
complicated by an excited delirium. Given the 
high risk associated with the patient’s symptoms, 
she was started on antibiotics and admitted to the 
hospital with a sitter.

 Agitation

 Case Example 4

A 78-year-old female with a history of AD pres-
ents from an assisted-living facility with confu-
sion. She reportedly has not slept for 3 days since 
starting a prednisone course for an asthma exac-
erbation and assaulted a staff member today …

Agitation is a common manifestation of geri-
atric psychosis and includes hyperactivity, 
assaultiveness, verbal abuse, physical destruc-
tiveness, and excessive verbalizations of distress 
[28]. There are three main reasons to initiate 

treatment of the elderly patient suffering from 
psychiatric illness: (1) improve patient coopera-
tion; (2) reduce the risk of injury to the patient 
and the staff; (3) begin the therapeutic process 
[36]. The management of agitation, especially in 
severe cases, will be essential to move forward 
with any disposition in the elderly psychiatric 
patient.

Noninvasive strategies greatly improve agita-
tion of elderly patients and may reduce the need 
for chemical or physical restraints. In addition to 
correcting reversible medical factors, providers 
can consider environmental modifications: (1) 
family member involvement; (2) movement of 
patients to a location of best observation; (3) pre-
vent access to means that may harm patients, 
including windows, balconies, cords, and coat 
hangers; (4) employ fall prevention strategies; (5) 
place devices and catheters in inaccessible or not 
noticeable areas; and (6) employ one-to-one sit-
ters [37]. Medical staff should communicate with 
elderly patients in a calming voice, redirecting 
them away from agitating topics or factors.
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Chemical restraint is a common approach in 
the management of the agitated patient. Scant 
evidence supports the use of chemical restraint; 
recommendations include the use of high-potency 
antipsychotics, benzodiazepines (especially in 
the setting of alcohol withdrawal), or a combina-
tion of both [36, 38]. Certain pitfalls must be con-
sidered: (1) treating agitation without considering 
the cause; (2) “as needed” (PRN) dosing result-
ing in under- or overdosing; and (3) aggressive 
sedation causing falls, respiratory depression, or 
death. While typical antipsychotics, including 
haloperidol and droperidol, have shown efficacy 
in reducing agitation in the elderly, atypical anti-
psychotics have been recommended in the elderly 
over typical antipsychotics [28, 32, 38]. Atypical 
antipsychotics, such as olanzapine and quetiap-
ine, have lesser anticholinergic properties and 
therefore, fewer complications of dystonia and 
extrapyramidal symptoms; they have also shown 
efficacy equivalent to typical antipsychotics and 
benzodiazepines [36, 39]. While studies have 
shown an increased rate of adverse events and 
mortality with their use in the demented elderly, 
these studies were specific to several weeks to 
months of use [40, 41]. Benzodiazepines are effi-
cacious in decreasing agitation and have increased 
efficacy when used in combination with haloperi-
dol. While not associated with extrapyramidal 
symptoms, benzodiazepines risk respiratory 
depression, excess sedation, and occasionally, a 
paradoxical increase in agitation. Because of 
these adverse effects, recommendations are to 
start cautiously at lower doses [36, 38]. 
Additionally, the duration of therapy should be 
limited as much as possible [39].

Physical restraints should be considered when 
the patient becomes a danger to themselves or to 
the hospital staff after pharmacologic and non- 
pharmacologic methods have failed or are not 
available. Limb, wrist, and vest restraints should 
be available, in addition to mittens and bed rails, 
as methods to restrain the patient [36]. Anecdotal 
evidence has shown that restraints are fraught 
with complications, including aspiration pneu-
monia, circulatory obstruction, cardiac stress 
with cardiovascular collapse, dehydration, and 
skin breakdown. Seclusion, in which a patient is 

typically placed in a locked room, has been used 
in substitution for physical restraints for patients 
who are imminently violent. Complications with 
seclusion include assaultiveness toward staff, 
self-injury, destruction of seclusion room, and 
deterioration of physical and mental status [36].

 Case Example 4, Continued

The patient’s delirium and agitation were attrib-
uted to her prednisone. After a brief inpatient 
admission and discontinuation of prednisone, the 
patient returned to baseline.

 Substance Abuse

 Case Example 5

A 76-year-old male with chronic pain is found 
unconscious in his kitchen. When paramedics 
arrive, he is breathing slowly, groans with a pain-
ful stimulus, and awakens after given intranasal 
naloxone …

Substance abuse within geriatrics has been 
identified as the fastest-growing health problem 
in the United States, and existing diagnostic cri-
teria significantly underestimate the prevalence 
of substance abuse among the elderly [28, 42]. 
Specifically, studies on alcohol misuse show 
rates between 2–4%, and 17% of elderly men and 
7% of elderly women were found to use exces-
sive amounts of alcohol [43]. Illicit drug use is 
relatively rare among elderly patients, with a rate 
of 1–2%, but is expected to rise and is higher in 
psychiatric and urban populations. Additionally, 
one out of every four elderly patients uses pre-
scribed psychoactive medications, and 11% of 
elderly women abuse these medications [44]. The 
misuse of alcohol, illicit drugs, and prescribed 
medications may have deleterious medical 
 consequences and psychiatric effects that should 
be investigated.

Elderly patients are more susceptible to 
adverse effects of substance use secondary to 
decreased lean body mass, cognitive reserve, and 
hepatic and renal function [28, 31, 45]. 

32 Mental Health Issues in Geriatrics



326

Specifically, alcohol use is associated with mood 
disorders, anxiety, cognitive impairment, person-
ality disorders, and schizophrenia, and increases 
the risk of developing a host of medical condi-
tions, predisposing one to psychiatric illness 
[28]. Benzodiazepine and opiate use is prevalent 
and may be associated with increased sedation, 
impairment of motor coordination, depression, 
cognitive impairment, and constipation [44]. The 
adverse effects of cocaine use specific to the 
elderly are not well described, but cardiovascular 
complications, seizures, agitation, anxiety, and 
psychosis have been documented across all age 
groups [46].

Substance abuse is under-detected by medi-
cal personnel [28]. A study employing a mock 
clinical scenario found that only 1% of primary 
physicians correctly identified substance abuse 
as the underlying issue for an elderly patient 
[44]. Diagnosis is obscured by elderly comor-
bidities, such as psychiatric disorder, cognitive 
impairment, chronic pain, and hepatic/renal dis-
orders [44]. The CAGE questionnaire, summa-
rized in Table  32.5, has been adopted as a 
screening tool for both drug and alcohol abuse, 
and has been validated in elderly patients [47]. 
A drug screen may be helpful in management 
and disposition of the undifferentiated patient, 
especially when a reliable history is lacking 
[48]. However, the global use of a drug screen 
should be discouraged, as it is costly and this 

information can typically be obtained via his-
tory [49].

After the determination of abuse has been 
made, the appropriate management and disposi-
tion are vital to the safety of the patient. The type, 
amount, and frequency of the abused substance, 
co-ingestions including current prescriptions, 
and medical and psychiatric comorbidities will 
dictate the management. In the alcoholic patient, 
important historical components include prior 
complicated detoxifications, history of with-
drawal seizures or delirium tremens, or other 
comorbid factors that would require hospital 
admission [28]. Clinicians should be aware of the 
kindling phenomenon, where patients develop 
increasingly severe withdrawal symptoms with 
repeated alcohol detoxification attempts [50]. 
The elderly patient not admitted for further medi-
cal or psychiatric management should receive a 
timely outpatient referral.

 Case Example 5, Continued

The patient is brought to a local ED and moni-
tored for several hours. He admits to buying her-
oin to treat his pain since he cannot afford his 
prescription medications …
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Disaster and Terrorism 
in Emergency Psychiatry

Lynn Barkley Burnett

 Introduction

During morning rush hour, five members of the 
Aum Shinrikyo doomsday cult boarded five cars on 
three lines of the Tokyo subway system. At a prear-
ranged time, they proceeded to puncture 13 bags of 
sarin with the sharpened ends of umbrellas. Over 
the next few days, a total of 5500 people received 
medical attention [1]. Of those, there were 12 deaths 
[2], fewer than 20 patients who required critical care 
in an ICU, and 1046 who required admission to the 
hospital [1]. Most of the patients who sought medi-
cal care were thus psychological casualties.

Oncologists in Goiânia, Brazil, closed their 
medical clinic, abandoning a radiation therapy 
unit. Scavengers removed 20  g of Cesium 137 
from the machine, giving material to friends and 
family in the immediate vicinity because the 
material glowed in the dark. Two hundred forty- 
nine people were contaminated, externally or 
internally, and there were four deaths [3]. A total 
of 125,800 individuals sought screening at the 
local Olympic Stadium in fear they had been con-
taminated with the radioactive material—placing 
an immense strain on the public health system [4].

While the primary focus of most disaster and 
terrorism medical response is on the management 

of physical injury and illness, the emotional and 
psychological effects in the affected population 
are quite often overlooked [5]. The incidents dis-
cussed above are exemplifications of the chal-
lenges that such situations may present to disaster 
and terrorism emergency psychiatry.

 Context

The World Health Organization (WHO) defines a 
disaster as “a severe disruption, ecological and 
psychosocial, which greatly exceeds the coping 
capacity of the affected community” [6]. Disasters 
may be natural (e.g., earthquakes, floods) or tech-
nological (man-made, either the result of human 
error or via intentional action) [5, 6].

Ursano, Fullerton, and Norwood (2007) state 
that terrorism represents a certain type of disas-
ter, employing “a threat or action that creates ter-
ror or horror and is undertaken to achieve a 
political, ideological, or theological goal.” 
Terrorism is psychological warfare [7].

Terrorist incidents and disasters challenge our 
beliefs [8]. Ordinarily, we make three fundamen-
tal assumptions:

• The world is fundamentally a good place.
• Life and events have meaning and purpose.
• One’s self is valuable and worthy.
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How do terrorists go about achieving their 
goals [4]?

 a. Creating mass anxiety, fear, and panic
 b. Creating helplessness, hopelessness, and 

demoralization
 c. Destroying our assumptions about personal 

security
 d. Disruption of the infrastructure of a society, 

culture, or city and
 e. Demonstrating the impotence of authorities to 

protect the ordinary citizen and his/her 
environment

We typically think of agents employed by ter-
rorists as weapons of mass destruction (e.g., chem-
ical, biological, radiological). Since the primary 
goal of terrorism is to create terror [3], however, 
mass casualties are not necessary to fulfill terror-
ists’ objectives; death and physical damage are, 
but as a means to an end, not an end in itself [4].

 Differences in Responses to Natural 
Disasters Versus Terrorism

DiGiovanni (1999) maintains that disasters do not 
usually produce panic, because they involve famil-
iar phenomena that are time-limited and discern-
ible. For example, people in fires generally act 
responsibly, even altruistically, because they know 
about fires and receive sensory cues that enable 
them to assess the threat and to plan their escape.

A chemical, biological, or radiological inci-
dent poses a sudden, unanticipated, and unfamil-
iar threat to health that may lack sensory cues, 
may be prolonged or recurrent, and perhaps is 
contagious. These are factors that historically 
have spawned fear and panic [7].

 The Ratio of Ill or Injured Versus 
Psychological Patients

Following an attack, patients may present with 
symptoms of exposure to the chemical, radio-
logic, or biological agent, even though they have 
not been affected by the same. The Centers for 
Disease Control and Prevention advise that the 

ratio of ill/injured patients compared to those 
with primary psychological etiology will be on 
the order of 6–9:1. In the Goiânia incident, 11% 
of those screened exhibited classic presentation 
of radiation exposure (nausea, reddened skin, 
etc.) before being assessed; after being given a 
clean bill of health, their signs and symptoms dis-
sipated within a few hours [3].

After a terrorist attack or disaster, a clinician 
may see patients with symptoms that are impos-
sible to explain medically [9]. The term MUPS 
(multiple unexplained physical symptoms) is 
seen in the literature [10], as is “medically unex-
plained symptoms,” physical symptoms that have 
no clinically determined pathogenesis [11]. 
Identification of patients with unexplained symp-
toms is important to prevent potentially harmful 
interventions that are inappropriate and that 
would draw limited resources away from patients 
who needed the same [12].

Mass sociogenic illness, also referred to as 
mass psychogenic illness and epidemic hysteria, is 
a social phenomenon in which two or more people 
share beliefs about symptoms for which no identi-
fiable etiology can be found [3]. Such phenomena 
have been termed as OMUS (outbreaks of medi-
cally unexplained symptoms) [10, 11].

Although the term “worried well” is fre-
quently used, such a term is inaccurate and 
unhelpful [4]. A dismissive approach to medi-
cally unexplained physical symptoms may result 
in a debate between patient and medical staff 
over “contested causation,” with patients’ ever- 
increasing efforts to convince physicians of the 
reality of their symptoms [4].

 The Danger of “Complaint” Fatigue

A risk to patient safety well-known in critical 
care units is “alarm fatigue”; repeatedly heard 
monitor and equipment alarms result in reduced 
attention by medical personnel. Clinicians should 
guard against the potential for a similar phenom-
enon of “complaint fatigue” after a terrorist 
attack. During the anthrax letters incident in 
2001, an employee at the Brentwood Post Office 
in Washington, D.C [13, 14]., presented to an 
emergency department with worsening nausea, 
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vomiting, abdominal pain, diaphoresis, and light-
headedness—signs and symptoms of inhalational 
anthrax listed in a warning letter sent by the US 
Postal Service. After symptomatic treatment, he 
was discharged home with a diagnosis of gastro-
enteritis. He died. Did the necessity to assess the 
high volume of patients presenting with concerns 
about anthrax infection and “complaint fatigue” 
associated with the multitude of patients who 
were not infected play a role in the failure to 
diagnose?

 Psychological Triage

Triage means “to sort,” and it is applied classi-
cally to those with physical injuries or illnesses. 
Including behavioral and psychiatric consider-
ations in assessment increases the efficacy of 
overall management [12]. A psychiatric screen-
ing examination [12] may be conducted along 
with a history and physical examination if the 
number of personnel and other exigencies per-
mits the same. Those findings facilitate the dif-
ferential diagnosis of psychiatric symptoms in 

the medical-surgical and trauma settings. Often, 
the presence or absence of fever is the only reli-
able early differentiator between those exposed 
to a biological agent and those not [9].

Assessment of the patient’s mental status 
begins with their level of consciousness, employ-
ing the AVPU approach (alert, responds to voice, 
responds to pain, unresponsive). Following this, 
the classical four legs of orientation are person, 
place, purpose, and time (the latter by asking the 
year and month, or who is the president of the 
United States). Periodically insert nonsense ques-
tions to determine if the patient is confused, such 
as “Do catfish fly?” or “Do beagles yodel?” If the 
patient looks surprised at those questions, confu-
sion is not present [12].

The presence of behavioral signs and signifi-
cant physical findings complicate differential 
diagnosis (as per the below charts). Never lose 
sight that multiple disorders may be present [12].

 Differential Diagnosis 
of Psychological Versus Physical 
Problems

Psychological causes presenting as physical problems
Psychological cause Physical problem impression
Depressed mood or resignation Malaise and lassitude often are seen after employment of 

biochemical terrorism agents [12]
Dissociation Unresponsiveness or diminished neurological 

responsiveness secondary to head injury [12]
Substance withdrawal syndromes Physiologic depression or hyperstimulation may be 

confused with exposure to nerve agents or cyanide
Anxiety or panic attacks Nerve agent or cyanide toxicity [12]
Pharmacological agents (e.g., neuroleptics and 
benzodiazepines) used to manage agitation

Physiologic depression secondary to hypovolemia, 
hypoxia, or head injury

Physical causes presenting as psychological problems
Physical cause Psychological problem impression
Nerve agents Have the highest potential among toxic agents for causing diagnostic confusion. 

May present with impaired concentration, memory deficits, slowing of information 
processing, delayed speech, and word- finding difficulty. Psychological findings may 
be more prevalent than physical results, especially in early stages of exposure [7]. 
Persistent long-term neuropsychiatric effects can be seen, as well, including 
drowsiness, memory impairment, depression, fatigue, and increased irritability [12]
Should not be mistaken for anxiety or panic attacks. Vital in the differential 
diagnosis is the history of nerve agent use and the presence of early cholinergic 
symptoms such as lacrimation, salivation, and rhinorrhea [12]
Poisoning with nerve agents at a sublethal level may cause or mimic psychiatric 
disturbances such as anxiety disorders, mood disorders, and delirium These should 
not be treated with highly anticholinergic antipsychotic agents, as they may worsen 
the syndrome [12]
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Physical causes presenting as psychological problems
Physical cause Psychological problem impression
Cyanide Early symptoms of cyanide exposure are anxiety, confusion, giddiness, and 

hyperventilation. These symptoms are difficult to distinguish from situational 
anxiety [12]

Lacrimating agents (e.g., 
tear gas)

May be confused with lacrimation (tearing) produced by nerve agents and lead to 
inappropriate treatment with anticholinergic medication [7, 12]

Vesicants Blister agents such as mustard gas and lewisite have been reported to produce 
long-term psychological symptoms such as apathy and depression. Acutely, blister 
agents can also cause delirium [12]

Hypovolemia, hypoxemia, 
central nervous system 
mass effect (e.g., 
hemorrhage (brain bleed), 
foreign bodies), infection, 
and adverse effects of 
resuscitative medications 
[12]

Delirium (clouded consciousness, agitation, diminished responsiveness, 
disorientation)
A prodrome of confusion, restlessness, irritability, and insomnia may portend a full 
syndrome, which includes short-term memory deficit, distractibility, difficulty 
abstracting, disorganized thinking, dysarthria, reduced comprehension, illusions, 
visual hallucinations, sleep-wake-cycle disturbance (“sundowning”), and either 
hypoactivity or hyperactivity [12]

Botulism Autonomic complications may include dry mouth, ileus, and urinary retention. 
Patients who fear of being exposed, but have not been, could report similar 
symptoms due to anxiety and worry [12]

Biological agents including 
anthrax, botulinum toxin, 
tularemia, plague, 
brucellosis, Q fever, 
smallpox, the viral 
Encephalitides, and 
staphylococcal B 
enterotoxin

Delirium [7]

Viral Encephalitides (e.g., 
viral hemorrhagic fevers)

Delirium. Long-term cognitive impairment and alterations in mood may also be seen 
[7]

Atropine Has the most potential for serious alterations in mental status. Causes 
neuropsychiatric effects, which may be worse than the nerve agent itself in some 
cases. Doses necessary for treatment may cause significant drowsiness, 
concentration disturbance, hyperactivity, hallucinations, and stupor or coma [12]
Atropine causes significant anxiety, and itself can cause psychosis effects
Increases heart rate

Epinephrine Causes blood pressure and heart rate elevations, and patients to feel anxious or 
panicky [12]

Morphine Causes sedation and impairs orientation and responsiveness [12]

Regardless of etiology, delirium must be 
addressed rapidly, because the mortality rate 
from all underlying causes increases when delir-
ium goes unaddressed. The resolution requires 
treating the underlying metabolic abnormality 
caused by the insult [12].

It is important to find out which medications 
an injured patient has received, in what 
amounts, and over what time period, as well as 
what substances the patient has not been 
exposed to [12].

PsySTART (simple triage and rapid treatment) 
[15] is an approach to rapid mental health triage 
and includes the use of a rapid triage tag that may 
be employed in the field by first responders who 
do not have mental health expertise.

After initial triage and treatment of victims, it 
is important to create a “holding environment” 
where persons developing symptoms can be 
observed and monitored. This area should be suf-
ficiently removed so as not to disrupt the ongoing 
triage and stabilization of life-threatening physi-
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cal injuries, but close enough to allow reevalua-
tion and further medical intervention, should 
symptoms worsen [12].

 Psychological First Aid (PFA)

The essential elements of PFA are as follows:

 a. Providing survivors with physical and psy-
chological comfort

 b. Protecting them from further harm
 c. Providing accurate information
 d. Reestablishing a sense of order and control 

(e.g., by restoring public utilities)
 e. Involving survivors, where necessary, in pur-

poseful activities
 f. Developing or reestablishing, where appropri-

ate, links with family, friends, and other 
survivors

 g. Providing information about helping 
agencies

 h. Conducting triage to identify individuals at 
most risk of adverse psychological reactions

Detailed information may be obtained by 
referring to the text Psychological First Aid: 
Field Operations Guide [16] that is available free 
online via the URL in the references section 
below.

 Reactions to a Disaster or Terrorist 
Incident

Necessary interventions such as barrier environ-
ments, mass immunization, decontamination, the 
destruction of personal clothing and property, and 
disposal of dead bodies may give rise to psycho-
logical problems. Restrictions on travel, quaran-
tine, and isolation of contaminated individuals may 
have adverse effects on family and social networks, 
the first line of support for those affected [4].

The majority of persons experiencing disaster 
or terrorism get better spontaneously [11]. 
Responses such as anger, disbelief, sadness, anx-
iety, fear, and irritability are normal, anticipated, 

and usually transitory [3]. This normal distress 
responds well to meeting basic needs. Resilience 
may be promoted by re-achieving simple struc-
ture and schedule (to the degree possible), time 
spent with family and friends, participating in 
recreational activities, engaging in spiritual/reli-
gious activities, and rebuilding [6].

Adverse consequences of stressors are pro-
nounced when individuals lack: (1) control; (2) 
predictability; (3) direction; and (4) social sup-
port [11]. Patients with preexisting medical or 
psychiatric illnesses are at risk for idiosyncratic 
or unusual presentations. This is especially true 
of the chronically mentally ill with severe psychi-
atric disorders such as schizophrenia and bipolar 
disorder [11]. Of particular importance is the 
potential worsening of symptoms because of an 
inability to obtain medication or the development 
of an abstinence syndrome (withdrawal) [6].

Stress is the combination of an event (stressor) 
plus its meaning, which is affected by an individu-
al’s background, life experiences, coping strategies 
and abilities, culture, and the psychological envi-
ronment before, during, and after the event. The 
development and resolution of a stress reaction is a 
function of meaning to the individual [9]. Of those 
with an acute stress response, some will rapidly 
improve by talking about their experiences, 
whereas others may recover more slowly [6].

Distress may be experienced by direct vic-
tims, witnesses to the event, family members and 
friends of victims, and those who watch the inci-
dent online or TV with repetitive replaying of the 
traumatic episode [4]. Children and those who 
have previously experienced trauma are at 
increased risk [6]. Distress also results from con-
cern about another attack [3].

Panic is an individual’s loss of rational thought 
due to overwhelming terror, paralyzing them by 
fear. The term also applies to contagious fear among 
groups. Group panic is not seen following a disaster 
because of the modifying effect of pro- social behav-
ior. Following a terrorist attack, however, there may 
well be inadequate resources, insufficient person-
nel, and overall poor experience in responding to 
such events. Factors such as these, especially when 
combined, could result in group panic [17].
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 Post-Incident Psychological Problems

Post-disaster psychiatric 
sequelae Comments
Acute stress disorder Interferes with function; presents 1 day to 1 month after the event.

Manifestations include re-experiencing the event (distressing dreams, flashbacks); 
hyperarousal; avoidance of situations that resemble the original trauma, even if only 
symbolically; and dissociative phenomena (e.g., derealization, numbing)

Post-traumatic stress 
disorder (PTSD)

Manifestations similar to those of acute stress disorder; excessive stress lasting 
greater than 1 month; impairs social, occupational, and other critical functions; 
previous trauma increases the risk of a more severe stress response
Physical symptoms may also be seen, including difficulty with sleep and impaired 
concentration [11]

Anxiety disorders Generalized anxiety disorder manifests excessive anxiety plus apprehension about 
events or activities; constant worry, restlessness, irritability, trembling, twitching, and 
sleep disturbance. New disorders may emerge. Preexisting disorders increase the risk 
of a pathological stress response

Panic disorder Recurrent, unexpected panic attacks followed by worry and behavioral changes 
secondary to the attacks

Hypochondriasis Includes somatic symptom disorder (fear or belief that one has a serious illness, 
accompanied by significant symptoms), and illness anxiety disorder (similar fear or 
belief, despite the lack of significant symptoms).
Patients with preexisting hypochondriasis may have problems managing anxiety and 
beliefs. New cases may appear. Sub-syndromal hypochondriacal fears may be 
widespread and amenable to reassurance

Psychotic disorders Brief psychotic reactions may be more common in women, children, and members of 
non-Western cultures

Normal bereavement Present in most disasters. An essential element is an ability to retain a sense of self 
and purpose

Complicated grief Mourning to such an extent that normal life cannot be resumed
Substance abuse High risk of abuse of alcohol and other drugs to cope with stress and loss following a 

disaster; risk shared by those with and without a preexisting history of substance 
abuse. May be a particular problem with first responders and health professionals, 
given their exposure

Dissociative disorders Disruption of integrated functions of consciousness, memory, identity, or perception 
of the environment. Includes amnesia, fugue states, depersonalization, and 
derealization. Situational dissociation does not meet the diagnostic criteria for 
dissociative disorder; it is very prevalent in any traumatic or terrorist incident. 
Dissociation may be an adaptive response that may prevent dangerous behaviors 
(e.g., fleeing a scene and being exposed to further danger)

Adapted from Ritchie et al. [6]; Source: Wynn et al. [12]

Sight should not be lost of the potential positives 
that can develop after a catastrophe, including a 
more united community or country; closer bond-
ing of relationships; identification of new 
strengths within individuals; and reevaluation of 
life’s priorities and values [4]. Such positive 
reframing may promote resiliency [6]—one need 
only look at what happened in the United States 
after the attacks on 9/11.

 Interventions

Injured and frightened survivors should not be 
left alone, and parents should reunite with their 
children. Providing survivors with blankets and 
food helps reassure them that someone is con-
cerned about them. Survivors should be encour-
aged to verbalize their experiences; they may be 
able to do this better in a group setting than one- 
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on- one. Individuals with significant psychiatric 
disorders should get referred for hospitalization. 
As soon as possible, disaster survivors should be 
encouraged to participate in useful but straight-
forward tasks [7].

Critical incident stress debriefing is debated; 
some experts believe it could be detrimental to 
recovery and may cause re-traumatization, 
whereas others disagree. It may still be useful in 
first responders who have an operational debrief-
ing as part of their routine [6].

Cognitive-behavioral therapy may be valu-
able. It involves education about the nature and 
universality of symptoms, examination of the 
precipitants of symptoms (mainly cognitive dis-
tortions), and development of reframing and 
interpretive techniques to minimize further 
symptoms. Even brief interventions may reduce 
immediate symptoms and diminish the develop-
ment of long-term morbidity [17].

If necessary, symptoms of anxiety may be 
treated with the short-term use of long-lasting 
benzodiazepines. If these symptoms are only 
experienced episodically, shorter acting benzodi-
azepines can be used on an as-needed basis. Care 
should be taken to screen for present and past 
substance misuse or abuse; with such a history, 
supervision and close follow-up should be pro-
vided whenever possible [6].

Screening, assessing, and treating alcohol and 
opioid withdrawal is essential [6]. Alcohol with-
drawal can be life-threatening if not adequately 
treated with benzodiazepines, and opioid with-
drawal is extremely uncomfortable if not ade-
quately treated. Benzodiazepines can be 
prescribed on a tapering schedule to manage 
alcohol withdrawal, though laws vary and steps 
should be taken to properly observe local laws for 
the outpatient management of withdrawal from a 
controlled substance. Supportive treatment for 
nausea, vomiting, and muscle cramping resulting 
from opioid withdrawal is helpful.

Antidepressants (e.g., selective serotonin 
reuptake inhibitors (SSRIs)) and serotonin- 
norepinephrine reuptake inhibitors (SNRIs) can 
be used for the treatment of acute stress disorder, 
depression, and generalized anxiety disorder, and 

are commonly used to treat symptoms of post- 
traumatic stress disorder (PTSD) [6]. 
Pharmacotherapy is effective in reducing post- 
traumatic symptoms. While much of the initial 
emotional response may resolve without such 
intervention, it is important to note that delay in 
instituting mental health diagnosis and treatment 
may increase long-term morbidity [17].

For patients with unexplained symptoms, non-
pharmacologic (e.g., cognitive behavioral ther-
apy, aerobic exercise) and pharmacologic 
(non-opioid analgesics and antidepressants, 
including tricyclic drugs) treatments are useful. 
Early (optimally primary care) intervention is 
important, because unexplained symptoms can 
become increasingly refractory to treatment the 
longer they have lasted [11].

Care must be taken to avoid drug/drug interac-
tions between medications that can affect the 
metabolism and subsequent blood levels of the 
therapeutic agents used in the treatment of biologi-
cal or chemical terrorist attack victims [17]. 
Clinical pharmacists or a poison center (1-800- 
222-1222) may aid in minimizing interactions. A 
conservative approach that reduces the initial use 
of psychotropic medications is warranted [12]. 
However, patients with mental illness should be 
maintained on their medication regimen and may 
require higher doses of antipsychotics, anxiolytics, 
and antidepressants, because stress and fear may 
worsen psychosis, anxiety, and depression [6].

 Care of Self and Colleagues

Medical professionals and first responders [6] in 
the US have little experience in managing terror-
ist incidents. They are therefore not exempt from 
the psychological sequelae of disasters; they may 
experience fear, shock, anger, helplessness, and 
worries about their families and friends, and may 
not seek (and even resist) therapeutic interven-
tion [7]. While work, activity, and provision of 
aid are often healthy coping techniques, it is 
essential to watch for symptoms of fatigue, burn-
out, and traumatization, particularly in the inter-
mediate to late phases of a disaster.
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Mental Health Issues 
in the Homeless

Linda Ronquillo

 Introduction

There is limited research on behavioral emergen-
cies in the homeless population. The number of 
individuals who are homeless has become 
increasingly overwhelming and continues to be a 
public concern. Many of the homeless population 
have a mental health or substance use disorder [1, 
2]. As medical and mental health professionals 
working in the field, it is increasingly important 
that steps are taken to improve the care and treat-
ment of this population.

 Case Example 1

Bob was a 45-year-old homeless Caucasian male. 
Bob presented to the local emergency department 
(ED) stating he was actively suicidal. He was dis-
charged after 2 hours in the ED. Upon leaving the 
hospital, Bob walked half a mile from the hospi-
tal and died by suicide by overdosing on his psy-
chiatric medication.

 Case Example 2

Nick is a 39-year-old homeless Caucasian male 
who receives SSI benefits. He has a history of 
significant alcohol use and unstable housing. 
Nick has completed over ten rehabilitation pro-
grams but is unable to stay sober for more than 2 
months due to his chronic homelessness.

 Homelessness in the United States

The number of people in the United States who 
are classified as homeless continues to be signifi-
cant. In 2016, over 549,900 people were home-
less on any given night, with more than 176,357 
of these individuals living on the street, in a car, 
or in an abandoned building [3, 4].

There are associated risks that can impact the 
health of this population, particularly from infec-
tious diseases. Moreover, the homeless popula-
tion is at risk for chronic medical conditions [2, 
5]. For example, San Diego, California, has 
recently experienced a Hepatitis A outbreak that 
has taken the lives of 17 people [6]. This is con-
cerning, as homeless individuals may be less 
likely to seek physical and mental health care on 
a regular basis [2, 7].

It is important to recognize personal bias and 
stigma associated with the homeless population. 
A study found that emergency medicine L. Ronquillo (*) 
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 physicians may be more likely to hold the belief 
that people choose to be homeless [8]. Moreover, 
medical school students may hold more negative 
beliefs toward this population at the end of clini-
cal rotations rather than at the beginning of medi-
cal school [9]. Understanding personal beliefs 
and potential biases can help to ensure that 
patient care is not negatively impacted.

 Homelessness in the Veteran 
Population

In 2016, almost 40,000 veterans were homeless 
on a single night [3]. The majority of these veter-
ans were male [3]. Research has demonstrated 
that being a veteran may be associated with a 
higher risk of homelessness [10]. Similar to the 
general homeless population, substance use and 
mental illness were found to be significant risk 
factors for homeless veterans [11]. There are also 
important safety considerations for this popula-
tion as suicide is a significant cause of premature 
death among veterans [12]. In addition, a study 
found that suicidality was associated with a lon-
ger period of homelessness within this popula-
tion [13].

 Mental Health and Co-occurring 
Disorders

Mental illness continues to be a national public 
health problem. In 2015, over 43 million adults in 
the United States were identified as having men-
tal illnesses [14]. Moreover, 9.8 million adults 
have a serious mental illness [15]. On any given 
night, there are over half a million homeless indi-
viduals. Of that number, over 200,000 have a 
serious mental illness or chronic substance use 
disorder [4]. This is consistent with research that 
indicates people with a substance use disorder 
spend less time in stable housing [16].

While every person’s presentation differs, it is 
not uncommon to see both mental health and sub-
stance use disorders together in the homeless 
population [2, 16]. Depression is a common men-
tal health disorder comorbid with a substance use 

disorder among the homeless population, specifi-
cally with women [17]. Moreover, there may be a 
strong association with psychiatric disorders and 
suicide in homeless individuals [18].

Research has shown that homeless individuals 
with mental health concerns have increased 
emergency department visits [19, 20]. Although 
the homeless population utilizes the ED, there is 
a lack of treatment engagement in follow-up care 
through outpatient providers or alternative com-
munity referrals [19, 21]. Given that many home-
less individuals have limited support and limited 
community engagement, having an interdisci-
plinary team available to meet the needs of this 
population likely maximizes the chance of suc-
cessful therapeutic interventions [7, 21]. Full- 
service partnerships and Housing First programs 
have also been shown to be effective in this popu-
lation in obtaining stable housing [21, 22]. 
Research has shown that suicidality can, in fact, 
be reduced with Housing First programs [23].

 Issues in the Emergency 
Department Presentation

Homeless patients have been shown to have 
increased ED visits [24]. As the number of visits 
increase, homeless patients may initially be mis-
identified as “medication-seeking” or wanting a 
hot meal and/or shelter for the night. It is impor-
tant to conduct thorough risk assessments for all 
patients presenting to the ED and to any crisis 
walk-in centers as a serious mental health prob-
lem or imminent risk may actually be the present-
ing problem. Environmental concerns play a role 
as well; extreme temperatures should factor into 
medical evaluations of homeless patients. Thus 
far, over 400,000 ED visits a year are a result of 
suicidal behavior such as suicide attempts [25].

If a patient is not determined to be at acute risk, 
referrals should always be given to crisis hotlines, 
short-term residential programs, crisis walk-in 
centers, and outpatient treatment for both mental 
health and substance use. Bob’s case illustrates 
the need for complete and thorough risk assess-
ments and appropriate referrals, despite initial 
presentations and possible provider perceptions.

L. Ronquillo
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Many homeless patients often use alcohol and 
other drugs to help them survive life on the street. 
In the case of Nick, he reports that he cannot 
remain sober if he is homeless because he cannot 
handle always being on alert at all hours of the 
night. This case is a reminder of the importance 
of providing referrals in the community that not 
only include mental health follow-up but also 
housing resources. It is important to note that, 
oftentimes, homeless shelters are in neighbor-
hoods surrounded by readily available illicit sub-
stances and paraphernalia. Therefore, including 
multiple shelters and housing resources upon dis-
charge is crucial for individuals who want to 
remain clean and sober.

 Conclusion

Since the rate of homelessness in the United States 
continues to increase, it is important for emer-
gency providers to complete thorough assessments 
and provide appropriate intervention and/or refer-
rals as the ED is often the main point of contact for 
this population. If immediate contact cannot be 
made with members of a multidisciplinary team, a 
warm handoff is recommended. For example, a 
follow-up appointment scheduled or specific treat-
ment provider recommendation could be more 
beneficial than simply handing a patient a list as 
they are walking out of the facility.
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Behavioral and Neurocognitive 
Sequelae of Concussion 
in the Emergency Department

Andy Jagoda, Arjun Prabhu, and Silvana Riggio

 Introduction

A concussion occurs when the brain is subjected 
to an acceleration-deceleration force or, as in the 
case of blast injury, to a pressure wave sufficient 
to disrupt brain function [1]. The 2013 American 
Academy of Neurology (AAN) guidelines on the 
evaluation and management of sports-related 
concussions define concussion as a “pathophysi-
ologic disturbance in neurologic function charac-
terized by clinical symptoms induced by 
biomechanical forces, occurring with or without 
loss of consciousness. Standard structural neuro-
imaging is normal, and symptoms typically 
resolve over time [1].” The terms “concussion” 
and “mild traumatic brain injury” (mTBI) are 
often used interchangeably in much of the litera-
ture and will be used, as well, in this chapter. 
However, an mTBI diagnosed by a Glasgow 
Coma Scale (GCS) score of 13–15 simply reflects 
that the patient at the time of measurement is 
alert; it is well known that patients can have a 
significant intracranial lesion, for example, sub-

dural or traumatic subarachnoid, and yet have a 
GCS of 15. Concussion, on the other hand, 
implies that not only is the patient awake but also 
has normal head computed tomography (CT). 
The International Conference on Concussion in 
Sport 2012 Zurich Consensus Statement, there-
fore, describes a concussion as a distinct subtype 
of mild traumatic brain injury [2]. The decision 
about which patients should obtain emergent 
brain imaging in the emergency department is 
outside the scope of this chapter.

There is considerable controversy surround-
ing the diagnostic criteria needed to validate that 
a brain injury has occurred, and there is no agreed 
marker of injury that provides a gold standard 
[3]. There are a number of neurobehavioral 
sequelae, also referred to as “post-concussive 
symptoms,” that have been associated with a con-
cussion, encompassing a spectrum of somatic 
and neuropsychiatric symptoms (see Table 35.1).

The neuropsychiatric symptoms are subdi-
vided into cognitive and behavioral categories. 
The development, severity, and duration of neu-
robehavioral sequelae vary; the literature is 
unclear on the impact of external stressors and 
conditions on the development and duration of 
these sequelae, but there is no question that the 
expression of these symptoms is multifactorial 
(see Fig. 35.1).

This figure demonstrates the number of fac-
tors that must be assessed and collated in the 
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evaluation of a patient presenting with a neurobe-
havioral complaint after a concussion. For exam-
ple, in a patient who complains of difficulty 
concentrating after a TBI, the clinician must con-
sider the role of a primary injury on cognitive 
function, plus impact of comorbidities, for exam-
ple, change in sleep pattern, new medications, 
and new social stressors since the accident

The DSM-IV-TR, which was released in 2000 
as an update to the DSM-IV, proposed criteria for 
diagnosing “post-concussional disorder,” which 
includes physical fatigue, disordered sleep, head-
aches, or vertigo/dizziness [4]. ICD-10 uses eight 
diagnostic criteria to make the diagnosis of post- 
concussive syndrome: fatigue, dizziness, poor 
concentration, memory problems, headache, 
insomnia, irritability, and reduced tolerance to 
stress, emotional excitement, or alcohol [5]. Few 
of these criteria are unique to brain trauma, thus 
making their diagnostic and prognostic signifi-
cance of questionable value [6]. That said, these 
neurobehavioral sequelae are reported in the lit-
erature, and an awareness of them is important in 
evaluating, treating, and counseling patients who 
have sustained a concussion.

Released in 2013, the DSM-5 attempted to 
clarify diagnostic criteria by defining “major or 
mild neurocognitive disorder due to traumatic 
brain injury” as cognitive deficits following “an 
impact to the head or other mechanisms of rapid 
movement or displacement of the brain within 
the skull” associated with varying degrees of loss 
of consciousness, post-traumatic amnesia, disori-
entation and confusion, and neurological signs. 
By DSM-5 criteria, the severity of a TBI is cate-
gorized as mild, moderate, or severe based on the 
Glasgow Coma Scale and on the length of loss of 

consciousness (LOC) and post-traumatic amne-
sia (PTA) and disorientation/confusion at initial 
assessment. The utility of these classifications is 
limited by the caveat that the severity rating of a 
TBI does not always correspond to the severity of 
the resulting neurocognitive disorder.

The DSM-5’s definition of a neurocognitive 
disorder is equally vague. According to the DSM- 
5, a “neurocognitive disorder” is defined as evi-
dence of cognitive decline not exclusively in the 
context of delirium and not explained by another 
mental disorder. A neurocognitive disorder can 
be the result of vastly different underlying pathol-
ogy such as Alzheimer’s disease, HIV infection, 
and a TBI, among other causes. Thus, while per-
haps more specific than past definitions, the 
DSM-5’s definition of neurocognitive disorder 
from TBI remains ambiguous as a diagnostic tool 
for concussion [7].

Identifying clear criteria that define sequelae 
from a brain injury is encumbered by the lack of a 
standardized definition of what constitutes an 
mTBI/concussion. Much of the literature, includ-
ing the DSM-5, uses the Glasgow Coma Scale 
(GCS) score for identifying the study population. 
The GCS was developed to facilitate communica-
tion between clinicians caring for patients with a 
severe TBI.  It categorizes patients into three 
groups: coma, lethargic, and awake. The scale 
was developed prior to the widespread availability 
of computed tomography, and its use was never 
intended to supplant a careful neurologic and neu-
rocognitive evaluation. The GCS score is limited 
in its ability to provide prognosis related to post-

Table 35.1 Neurobehavioral sequelae from concussion

Neuropsychiatric
Cognitive: Deficits in attention, memory, executive 
function
Somatic: Sleep disturbance, fatigue, dizziness, vertigo, 
headaches, visual disturbances, nausea, sensitivity to 
light and sound, hearing loss, seizures
Behavioral
Primary psychiatric disorder
Mood disorder, anxiety
Personality disorder
Other

Underlying medical
illness/structural

lesions

Social/
environmental

stressors

Medication
interaction/

toxicity

Sleep
disturbance

Preexisting
psychiatric

disorder

Neurobehavioral
Complaint after

Concussion

Cognitive
deficit

Fig. 35.1 Factors that must be assessed and collated in 
the evaluation of a patient presenting with a neurobehav-
ioral complaint after a concussion
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concussive symptoms after an mTBI.  Likewise, 
neither a CT nor an MRI is sufficiently sensitive 
to diagnose the type of injuries that predispose 
patients to neurobehavioral sequelae.

Not all mTBI is the same, and sequelae that 
develop are most likely related to the localization 
and lateralization of the injury, to the medical and 
psychiatric comorbidities, and to the pre- and 
post-psychosocial factors. Neurocognitive test-
ing supports the hypothesis that some types of 
concussion result in impairment in brain connec-
tivity specifically as it relates to attention. It is the 
impairment in attention that can then lead to dif-
ficulty with concentration, visual tracking, and 
task performance—impairment in these activities 
contributes to headaches, difficulty focusing on 
tasks, and difficulty with sleep, all of which are 
common complaints in patients after an mTBI. 
The multiple factors that contribute to behavioral 
complaints after a concussion require that the cli-
nician ascertain premorbid medical, neurologi-
cal, and psychiatric conditions, obtain a history 
of drugs and medications, establish baseline 
occupational and social function, and identify 
psychological and social stressors.

 Pathophysiology and Chronic 
Traumatic Encephalopathy

A sudden deceleration or rotational acceleration 
injury may generate sufficient shearing forces to 
result in axonal injury and edema, which has 
been implicated as a contributing factor to the 
development of some post-concussive symptoms 
[8]. Concussion was once graded according to 
the presence or absence of a PTA and/or an LOC; 
however, studies have failed to demonstrate a 
correlation between an LOC and a PTA on neuro-
cognitive performance testing after injury [9, 10]. 
Thus, a brief LOC and duration of post- traumatic 
amnesia should not be used to predict outcome 
after a concussion, although the 2012 Zurich 
Consensus Statement recommends a cautious 
approach to those with an LOC of greater than 1 
minute [2].

A cortical contusion can result in a loss of 
function served by a given brain area. White mat-

ter lesions can result in interruption of informa-
tion being transmitted between cortical areas 
within the brain. Diffuse axonal injuries can 
result in slowed and inefficient information pro-
cessing. There is also the possibility that head 
trauma causes traumatic tearing of neuronal con-
nections, impairing cortical and thalamic cir-
cuitry, and contributing to cognitive impairment 
[11]. The impact of injury on neurotransmitter 
function is poorly defined but clearly could pro-
vide a biological explanation for some of the 
behavioral changes seen after a TBI. Clinical pre-
sentations after a TBI may correlate with the area 
of the brain most injured; for example, injury to 
the frontal region may result in behavior changes, 
while injury to the temporal region may result in 
memory disturbances.

 Chronic Traumatic Encephalopathy 
(CTE)

CTE is a neurodegenerative condition associated 
with recurrent head injury and is currently diag-
nosed only by postmortem examination of brain 
tissue. Incidence and prevalence remain unknown 
and will likely require in vivo detection and diag-
nosis, but recent postmortem analysis by Bieniek 
et  al. showed that 32% (21 of 66) of brains of 
contact sports athletes (primarily football and 
boxing) with a documented history of repetitive 
brain trauma (RBT) showed CTE pathology. No 
cases of CTE were found in control brains with-
out a history of brain trauma or single traumatic 
brain injury [12]. Prospective clinical trials are 
underway.

CTE has been associated with both repeat 
concussion and a genetic predisposition. In box-
ers, the development of CTE has been associated 
with the number of years of boxing and the pres-
ence of the ApoE4 allele [13]. Male boxers with 
more than 12 professional bouts and the ApoE4 
allele have twice the risk of CTE than matched 
controls without the allele [14].

While it is established that RBT is associated 
with CTE, it remains unclear whether clinically 
significant concussions, repetitive subclinical 
hits, or both lead to neurodegeneration; nor is it 
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clear what the contribution of other factors are 
including alcohol, drug and medication use, and 
genetic predisposition. Regardless, it appears that 
axonal and cytoskeleton alternations from brain 
trauma lead to accumulations of abnormal pro-
tein aggregates expressed in neurofibrillary tan-
gles, termed “tauopathy.” These proteins include 
synuclein, ubiquitin, progranulin, TAR, DNA- 
binding protein 43, amyloid precursor protein, 
and its metabolite Aβ [15].

In 2015, the NINDS/NIBIB published results 
from the first consensus meeting to define neuro-
pathological criteria for the diagnosis of 
CTE. The group of neuropathologists defined the 
pathognomonic lesion of CTE to be an abnormal 
accumulation of tau in neurons and astroglia dis-
tributed around small blood vessels of sulci in the 
cortex in irregular spatial patterns [16]. While 
TDP-43 and Aβ plaques are also seen in CTE, 
these are not unique to the disease, while the 
pathognomonic tau accumulations identified 
were not seen in other tauopathies, such as 
Alzheimer’s disease or progressive supranuclear 
palsy [16]. Interestingly, the dementia of CTE is 
associated with neurofibrillary tangles and neuro-
pil threads that are distributed in patches through-
out the neocortex, but it spares the mesiotemporal 
region, which is generally affected by Alzheimer’s 
disease. In addition, the neuropathology seen in 
CTE tauopathy does not have the amyloid plaques 
seen in Alzheimer’s disease.

While advances have been made in postmor-
tem diagnosis of CTE and RBT has been identi-
fied as the greatest risk factor for CTE’s 
pathological features, more specific risk factors, 
premortem diagnosis, nature of onset, constella-
tion of symptoms, and progression of the disease 
remain unsolved. Research into neuroimaging 
with structural or diffusion MRI and biomarkers 
(including PET signals) aims at elucidating diag-
nosis of CTE in living subjects, but low specific-
ity and need for postmortem validation are 
limitations. Tau-binding radionuclide PET signal 
appears to be the most promising biomarker [17]. 
Diagnosing CTE clinically is equally problem-
atic. Some researchers have attempted to define a 
“CTE clinical syndrome” but include broad, non-
specific impairment in cognitive function, behav-

ior, and mood, with limited supporting data [18]. 
Further research will attempt to clarify these 
important details.

 Epidemiology

The true incidence of concussion is unknown 
since the majority of cases are not recorded in 
any specific database. It is estimated that up to 4 
million Americans sustain a recreational or sport- 
related concussion annually; approximately 1.5 
million Americans have evaluated annually in 
emergency departments for an mTBI [19]. Post- 
deployment studies of soldiers fighting in 
Afghanistan and Iraq report that up to 25% of 
soldiers sustain a TBI, the majority of which are 
classified as “mild [20].” The sports medicine lit-
erature estimates that concussion represents 9% 
of all high school athletic injuries; the sports with 
the highest risk of concussion, in descending 
order of prevalence, are football, girls’ soccer, 
boys’ lacrosse, boys’ soccer, girls’ basketball, 
wrestling, and girls’ lacrosse [21].

Up to 80% of patients with a concussion experi-
ence at least one neurobehavioral symptom for up 
to 3 months after the injury—most commonly, 
headache [22]. Up to 45% of mTBI patients meet 
ICD-10 criteria for the post-concussive syndrome at 
5 days post-injury [6]. Use of different study popu-
lations and varying definitions contribute to the dif-
ference in the reported incidence of symptoms. 
Some of the risk factors that have been identified for 
the development of post-concussive symptoms 
include female gender, advanced age, pain, and 
prior affective or anxiety diagnoses [23, 24].

In approximately 15% of mild TBI patients, 
neurobehavioral sequelae persist beyond 3 
months and may contribute to long-term social 
and occupational difficulties [25–27]. Cognitive 
dysfunction in the form of impaired attention, 
memory, and executive function has a predomi-
nant role in patients who experience persistent 
symptoms [22]. A meta-analysis of neuropsycho-
logic outcomes after an mTBI reported that the 
majority of patients are back to baseline by 3 
months; however, participants in litigation were 
reported to have longer-lasting cognitive 
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sequelae, and litigation was associated with sta-
ble or worsening of cognitive functioning over 
time [28].

The sports literature supports the finding that 
the majority of adult athletes who sustain an 
mTBI return to baseline by 10 days [10, 29]. 
Children appear to return to baseline at a slower 
rate, with 40% in one study not at baseline after 2 
weeks and 10% still not at baseline at 6 weeks 
[9]. Studies have tried to identify risk factors that 
lead to delayed recovery; however, thus far, no 
clinical factors, such as length of loss of con-
sciousness or post-traumatic amnesia, have been 
found to predict which patients will have delayed 
recovery [30].

 Patient Evaluation

Before focusing on the neurobehavioral com-
plaints of the patient who has sustained a concus-
sion, a comprehensive history and physical exam 
are required. The history focuses on the events 
preceding the concussion. Though LOS and PTA 
are important to identify, neither is prognostic in 
isolation. A careful neurologic exam is indicated 
to identify subtle deficits that may put the patient 
at risk for developing post-concussive symptoms 
or for sustaining another injury. In particular, 
subtle cranial nerve IV and VI injuries may cause 
headaches due to the visual disturbances, while 
postural instability identified on balance testing 
may result in falls. Deficits identified on attention 
testing (see neurocognition section below) may 
put the patient at risk for headaches or for acci-
dents while driving. While specific criteria for 
concussion remain elusive, the sports community 
has developed a number of tools that assist in 
acute evaluations, including the Standardized 
Assessment of Concussion (SAC), the Balance 
Error Scoring System (BESS), and the Sports 
Concussion Assessment Tool 3 (SCAT3) [31]. 
However, none of these tools can be considered a 
gold standard for concussion assessment [32]. 
Research is ongoing to validate more specific 
clinical criteria for a diagnosis of concussion. A 
2014 systematic review of the diagnostic criteria 
for concussion by Carney et al. found four prom-

ising indicators: (1) observed or documented dis-
orientation or confusion, (2) impaired balance 
within 1 day after injury, (3) slower reaction time 
within 2 days after injury, and (4) impaired verbal 
learning and memory within 2 days after injury 
[33].

Diagnosis of concussion remains a clinical 
diagnosis at present, but researchers are looking 
into imaging and biomarker testing to aid in diag-
nosis. The American College of Emergency 
Physicians in partnership with the Centers for 
Disease Control developed guidelines identifying 
which patients with a concussion require a head 
CT [34]. Those guidelines do not provide insight 
into which patients are at risk for developing neu-
robehavioral sequelae. Magnetic resonance 
imaging (MRI) is more sensitive than CT for 
identifying contusions, petechial hemorrhage, 
and white matter injury; however, there are no 
clear guidelines on which patients require imag-
ing, its timing, or its prognostic value [35]. 
Functional imaging (e.g., fMRI, PET, SPECT) 
looks at metabolic and blood flow changes in the 
brain, and there is emerging evidence that it may 
assist in documenting brain dysfunction after an 
injury. Research into these modalities suggests a 
complex relationship between cognitive load/
attentional demand and neuronal activation, but 
patient heterogeneity and variations in scan time 
post-injury represent limitations [36]. Thus, at 
this time, functional imaging remains a research 
tool [35].

Diffusion tensor imaging (DTI) is used to 
study the structural images of white matter tracts 
in the brain. Studies show that in mTBI, the struc-
tural integrity of axons within the genu of the 
corpus callosum is affected, resulting in mis-
alignment of fibers, edema, and axonal degenera-
tion; this has been correlated with delays in 
reaction times [37]. At the current time, while 
DTI has been proven to detect axonal damage, 
which leads to an increased risk of developing 
post-concussive syndrome (PCS), there is insuf-
ficient evidence supporting any parameter in a 
specific brain region as a biomarker for 
 diagnosing PCS [38]. Thus, at present, DTI is a 
research tool but holds the potential to be a diag-
nostic tool for concussion in the future.
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Finally, the biomarker hypothesis of brain 
injury proposes that traumatic injury to the brain 
causes cellular damage and disintegration, result-
ing in a release of cell type-specific proteins into 
bio fluids (CSF and blood), and that the biomarker 
levels are associated with pathophysiologic mech-
anisms initiated by the trauma and correlate with 
the magnitude of the injury. Proteins that have 
been studied as potential brain biomarkers include 
those derived from neurons, ubiquitin C-terminal 
hydrolase (UCH-L1) and neuron-specific enolase 
(NSE), and those derived from glial cells, S100B, 
and glial fibrillary astrocytic protein (GFAP) [39]. 
While these biomarkers have shown promise, a 
multi-marker strategy will likely be needed to 
enhance the accuracy of diagnosis and outcome 
prediction, and a rigorous validation of brain 
damage biomarkers in a multicenter clinical trial 
will likely be necessary due to their limited indi-
vidual sensitivities and specificities [39].

 Post-concussive Cognitive 
Disorders and the Role 
of Neuropsychologic Testing

Cognitive dysfunction after a concussion plays a 
role in many of the symptoms expressed after 
injury. Cognitive impairment includes problems 
with information processing, decision-making, 
motor function, reaction time, and memory. As a 
consequence of these deficits, patients may 
become irritable, anxious, apathetic, or depressed. 
A clinical expression may be misinterpreted as 
secondary to a primary affective disorder and lead 
to unnecessary pharmacologic interventions.

The use of neurocognitive testing in athletes 
before and after injury has contributed to our 
understanding of post-concussive cognitive per-
formance. The literature is not conclusive on 
which neurocognitive battery best assesses post- 
concussive performance; Table  35.2 lists the 
domains that are tested.

Limiting much of the literature on cognitive 
testing are the absence of preinjury performance 
and the absence of reliable matched control data.

Historically, cognitive function has been 
assessed using paper and pencil tests such as 

Digit Symbol Substitution Test and Trail Making 
Tests. More recently, computerized test plat-
forms—for example, ImPACT—have gained 
acceptance [31]. ImPACT specifically assesses 
verbal memory, visual memory, processing 
speed, and reaction time. A recent study examin-
ing the construct validity of ImPACT with tradi-
tional neuropsychological measures suggests that 
ImPACT is a good screening tool but one that 
must be used carefully with an understanding of 
its limitations—in particular, it is of more limited 
value if the premorbid baseline is not known 
[40].

An evaluation of the post-TBI cognitive func-
tion is essential with a focus on assessing atten-
tion versus memory. If attention is impaired, 
there will be difficulty in retaining information 
with obvious impact on memory and, thus, per-
formance. If the patient has an underlying affec-
tive disorder, attention can also be impaired due 
to lack of interest and/or distractibility. Therefore, 
the assessment of memory must be placed in a 
context of attention, and a detailed psychiatric 
history is warranted to exclude other disorders 
that may interfere with performance.

Recently, the Department of Defense, Centers 
for Disease Control, and Brain Trauma 
Foundation have developed a multidisciplinary 
task force to assess the use of eye-tracking as a 
surrogate for attention in order to diagnose a 
concussion. Eye-tracking devices involve par-
ticipants tracking a target moved along a circular 
trajectory; early results indicate that there may 
be ranges of stimulus frequencies that differenti-
ate the effects of the concussion from normal 
individuals [41]. However, further research is 
required.

Table 35.2 Domains that can be evaluated in post- 
concussive cognitive testing

Verbal memory
Visual memory
Reaction time
Visual motor speed/processing speed
Impulse control
Fine motor speed
Working memory
Attention
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Cognitive deficits after a sports-related con-
cussion generally resolve within 10 days [42, 43]. 
It is unclear if this pattern of recovery is followed 
in other populations, such as the elderly or 
patients with socioeconomic stressors. Resolving 
this time course is made more difficult since most 
patients do not have an established cognitive 
baseline. Neither an LOC nor a PTA predicts 
which patients are at risk for cognitive deficits 
after an mTBI [2]. Performance on neurocogni-
tive testing compared to preinjury baseline, in 
combination with findings on symptom invento-
ries, has been reported to improve the prognostic 
ability of either alone; however, the sensitivity of 
the combined findings in predicting protracted 
recovery was only 65%, and the specificity, 80% 
[44]. In an emergency department-based study 
using ImPACT, 25 mTBI patients were compared 
to 38 controls [45]. The authors reported a subtle 
deficit in visual motor speed and reaction time; 
the verbal and visual memory score did not reflect 
a deficit. Long-term deficits were not assessed; 
thus, the study is limited in its ability to offer 
prognostic information. However, the study does 
demonstrate that computer-based neurocognitive 
testing can be performed in the ED and may pro-
vide a baseline that is helpful in discharge plan-
ning (i.e., return to work) and follow-up (i.e., the 
need to see a TBI specialist).

 Post-concussive Behavioral 
Disorders

Behavioral manifestations of a concussion may 
be due to the injury, to underlying psychopathol-
ogies, or to medical comorbidities. Symptoms 
may also be due to an emotional response to the 
injury, its physical limitations, or fear of the 
impact on function. Radhakrishnan et  al. con-
cluded, based on a careful review of the available 
literature, that development of post-concussive 
behavioral disorders is likely due to a combina-
tion of factors such as psychological stress, pre-
existing vulnerabilities, and brain dysfunction 
[46]. Interestingly, while concussion can lead to 
these behavioral manifestations, behavior com-
ponents themselves (such as premorbid psychiat-

ric, cognitive, and personality factors) have also 
been found to be associated with a greater sever-
ity of the post-concussive syndrome [47].

 Personality Changes

Affective and behavioral disturbances after a TBI 
may be expressed as personality changes appre-
ciated by the patient or her family/caregiver. 
Personality changes may include aggression, 
impulsivity, irritability, emotional lability, or apa-
thy [48]. Impulsivity and irritability may lead to 
verbal and physical inappropriateness expressed 
as verbal outbursts or combativeness. These per-
sonality changes may be due to impaired judg-
ment secondary to an underlying structural lesion 
or the exacerbation of an underlying psychiatric 
disorder or to an emotional response to trauma. 
Aggression is a commonly reported behavioral 
symptom of a TBI but is reported more frequently 
after a moderate or severe TBI. Risk factors for 
aggression after a TBI include frontal lobe injury, 
premorbid psychiatric disorders, and/or alcohol 
or substance abuse.

 Major Depression

Major depression has been reported as a sequela of 
concussion, both acutely but also long term. The 
actual prevalence is unknown with considerable 
variation in studies. An estimated 12–44% of indi-
viduals experience some degree of depression 
within the first 3 months following an mTBI [49, 
50]. Additionally, the degree to which a premorbid 
psychiatric disorder increases the risk for post-con-
cussive major depression is unclear, but studies 
indicate a positive correlation, especially in the 
more severe category of TBI. Risk factors for devel-
oping major depression after a TBI fall into two cat-
egories: premorbid psychiatric pathology and low 
socioeconomic status. For instance, depression is 43 
times more likely if the patient was previously diag-
nosed with PTSD. The relationship between rates 
of depression and the severity of a TBI is unclear.

Studies have found a link between a TBI and 
suicidality, as well as between psychiatric comor-
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bidity in the setting of a TBI and suicidality [51]. 
In a retrospective study of 5034 patients, Silver 
et  al. reported that a history of TBI with LOC 
posed a four times greater likelihood of attempted 
suicide than in those without a TBI: 8.1% versus 
1.9% [52]. This risk of suicide attempt remained 
even after controlling for demographics, quality- 
of- life variables, alcohol abuse, and any comor-
bid psychiatric disorders. Interestingly, research 
to date has not shown an association between 
CTE and suicidality [53].

 Post-traumatic Stress Disorder 
(PTSD) and Anxiety

Some studies report an increased risk of develop-
ing a new anxiety disorder after an mTBI [54]. 
Other studies have demonstrated a similar inci-
dence of anxiety disorders in mTBI patients and 
non-head-injured trauma patients, suggesting 
that the brain injury per se is not responsible for 
the development of the new behavior disorder [6, 
55]. Increased age, a history of post-traumatic 
stress disorder (PTSD), and an avoidant coping 
style increase the risk of acute stress symptoms 
after a TBI [55]. In turn, a diagnosis of acute 
stress disorder is a risk factor for the development 
of PTSD after a TBI: In a study of 79 patients 
with a mild TBI, Bryant and Harvey diagnosed 
14% of the patients with acute stress disorder at 1 
month, and 24% were diagnosed with PTSD at 6 
months post-injury; 82% of the patients diag-
nosed with acute stress disorder had developed 
PTSD by 6 months [56].

Qureshi et al. performed a systematic review 
of the literature, looking at cognition including 
memory in PTSD patients versus those patients 
exposed to trauma but without PTSD [57]. The 
authors reported that there exists a relationship 
between cognitive impairment in PTSD that is 
not seen in trauma patients who do not have 
PTSD. However, the authors emphasize that pre-
morbid conditions and associated socioeconomic 
factors impact cognitive performance and that 
more study is required.

The relationship between a TBI and PTSD 
remains controversial. There is the possibility 

that the two conditions are not coincidental but 
rather that a TBI may increase the risk of devel-
oping PTSD following a psychological trauma 
[58]. Physical injury of any type, even if not 
involving the brain, has been reported to increase 
the risk of developing PTSD [59]. It remains 
unknown if a neural insult might alter reactions 
to psychological stressors and increase the likeli-
hood that PTSD will develop. Current biological 
models of PTSD postulate that key frontal and 
limbic structures, including the prefrontal cortex, 
amygdala, and hippocampus, are involved in the 
development of PTSD [60].

A growing literature is beginning to address 
the issue of overlap between PTSD and an mTBI, 
and the data also is unclear about whether a rela-
tionship exists. One recently published structured 
interview-based study showed no association 
between an mTBI and PTSD [61], whereas 
another study found that PTSD was more com-
mon in those with an mTBI (46%) compared to 
those without an mTBI (23%) [62]. Hoge et al. 
surveyed over 2700 US Army infantry soldiers 
from two brigades 3–4 months after returning 
from a 1-year deployment in Iraq [63]. Fifteen 
percent of the soldiers reported having sustained 
a TBI; all but four of the 384 TBIs reported were 
mTBIs. In soldiers who reported an mTBI, com-
plaints of a headache, poor memory, and lack of 
concentration were frequent, suggesting that a 
persistent post-concussive syndrome was pres-
ent. Of those reporting a TBI with a LOC, 44% 
met criteria for PTSD, while PTSD was present 
in 27% of those reporting altered mental status 
without an LOC.  In addition, major depression 
was present in 23% and 8%, respectively. This 
high coincidence of PTSD and depression led the 
authors to perform a covariate analysis for the 
two disorders, and interestingly, after adjusting 
for the coexistence of PTSD and depression, an 
mTBI history was no longer significantly associ-
ated with adverse physical health outcomes or 
symptoms, except for a headache. More recent 
data also suggest that PTSD and depression are 
significantly associated with most other mental 
health diagnoses post-concussion, and depres-
sion itself is more likely to occur post-concussion 
in individuals who have PTSD [61].
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 Substance Use Disorders

A review of the literature by van Reekum et al. 
reported a 22% prevalence of substance abuse in 
TBI patients versus a 15% lifetime prevalence in 
the general population [49]. A review of subse-
quent studies by Rogers et al. in 2007 showed a 
prevalence of 12% [64]. Premorbid substance use 
has been found to be strongly associated with 
post-TBI drug use, and multiple studies have 
cited substance abuse as a risk factor for a TBI 
rather than the other way around. A 30-year lon-
gitudinal study by Koponen et  al. showed that 
71% of TBI patients who were using drugs cur-
rently also had done so pre-TBI [65]. Interestingly, 
the co-occurrence of a TBI, substance abuse, and 
other mental health disorders appears to exacer-
bate symptoms of each and may have additive 
effects on self-regulation [66].

 Post-concussive Somatic Symptoms

Prevalence of post-concussive headache varies 
greatly by study, ranging from 25% to 90% of 
patients, making it the most common post- 
concussive symptom [67]. Post-concussive head-
aches are classified as acute or chronic. According 
to the International Headache Society, acute post- 
traumatic headaches begin within 2 weeks of the 
injury and resolve within 2 months; chronic post- 
traumatic headaches begin within 2 weeks and 
persist for more than 8 weeks [68]. A headache 
often presents concomitantly with other post- 
concussive symptoms. Up to one-third of post- 
concussive headache patients may have 
depression, and about one-quarter may have 
insomnia, while anxiety and cognitive issues are 
also common [69]. One study reported that 53% 
of patients with a post-concussive headache had at 
least one other somatic complaint (fatigability, 
sleep disturbance, dizziness, or alcohol intoler-
ance), 49% had at least one cognitive complaint 
(memory dysfunction or impaired concentration/
attention), 26% had at least one psychiatric com-
plaint (irritability, aggressiveness, anxiety, depres-
sion, or emotional labiality), 17% had all three 
types of complaints, and 17% had none [70].

A history of a headache before the TBI 
increases the risk of post-traumatic headaches, 
though in the majority of these cases, the head-
aches resolve within 3–6 months [70]. An age of 
less than 60 is also a risk factor for the develop-
ment of a post-traumatic headache [69]. The 
presence of a post-traumatic headache has not 
been consistently correlated with the severity of 
the injury; in fact, some authors have reported 
that mild TBI patients have higher rates of a 
headache during the initial post-traumatic phase 
than patients with the more severe injury [71].

 Dizziness/Nausea

Dizziness is the second most commonly reported 
somatic symptom after a concussion [72]. Most 
studies do not differentiate post-traumatic dizzi-
ness from vertigo, though the pathophysiology 
may be greatly different. Vertigo, characterized 
by the appearance of movement of the environ-
ment around oneself, may be peripheral or cen-
tral in etiology. Peripheral etiologies include 
cupulolithiasis, perilymphatic fistula, post- 
traumatic Meniere’s disease, damage to the ves-
tibular nerve, and use of ototoxic medications. 
Central etiologies include damage to the brain 
stem involving the vestibular nucleus. Dizziness/
vertigo is reported in 67–77% of mild TBI 
patients acutely—significantly higher than the 
prevalence in non-TBI patients in the community 
[72, 73]. Dizziness following a concussion has 
also been implicated as a risk factor for prolonged 
recovery [73].

 Fatigue

Fatigue is a commonly reported, potentially 
debilitating sequelae after a concussion [74]. The 
presence of fatigue is associated with poorer 
social integration, decreased level of productive 
activities, and decreased overall quality of life 
[48]. In a recent prospective cohort study of 
patients 11–22 years old presenting with an acute 
concussion, 59.8% of patients had persisting 
fatigue after 1 week and 21.6% after 1 month 
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[75]. When fatigue persists, it may present a bar-
rier to recovery [76]. Severity of a TBI and age 
have not been found to be predictors of severity 
of fatigue. Post-TBI fatigue is most likely the 
result of a combination of etiologies. Studies 
have shown that fatigue can be associated with a 
number of other post-concussive symptoms [77]. 
Hypopituitarism, with resultant neuroendocrine 
abnormalities such as growth hormone deficiency 
and cortisol deficiency, may also be associated 
with post-TBI fatigue [78]. Other possible con-
tributing factors to fatigue include vertigo, diplo-
pia, insomnia, and iatrogenic causes, such as 
psychotropic or analgesic medications.

 Sleep Disturbance

Sleep disturbances include difficulties in initiating 
sleep, maintaining sleep, or attaining restful sleep, 
as well as excessive daytime somnolence and, less 
commonly, parasomnias. Sleep disturbances are 
reported in up to 70% of post-TBI patients, which 
is greater than the 32–35% prevalence reported in 
the general population [79, 80]. A retrospective 
cohort study showed that compared to healthy 
controls, 49% of TBI patients had significantly 
poorer sleep quality and 24% had higher levels of 
daytime sleepiness [81, 82]. Additionally, individ-
uals with preexisting sleep problems may have 
more severe cognitive impairment and headaches 
following concussion [83]. Sleep disturbance has 
not been clearly linked to severity of a TBI, with a 
headache, anxiety, and depression being higher 
risk factors for insomnia than the severity of the 
TBI [84, 85]. Abnormalities on polysomnography 
in mild TBI patients with chronic sleep distur-
bance have been shown, and as with all the other 
somatic symptoms, the etiology is complex and 
therefore takes more than a prescription to solve.

 Seizures

A convulsion immediately after a concussion can 
occur, and the best available evidence suggests 
that these convulsions are benign and not associ-
ated with any adverse clinical, cognitive, or neu-

roimaging outcomes [86]. In fact, the 2012 
Zurich Consensus Statement specifically states 
that “impact seizures do not reliably predict out-
come after concussion [2].” Post-traumatic sei-
zures developing in the days to years after a 
concussion are relatively rare but can occur and 
can present as focal or generalized, motor, or 
nonmotor (e.g., complex partial). Complex par-
tial seizures and other nonmotor convulsions 
present with a spectrum of behavioral changes 
ranging from inattention to psychosis; these 
events generally have a sudden onset and rela-
tively sudden change back to baseline behavior, 
with or without a significant postictal period. For 
the clinician, nonconvulsive seizures are in the 
differential of patients with atypical changes in 
behavior that cannot be explained; a past history 
of brain injury, even an mTBI, may be the key to 
pursuing the diagnosis.

 Balance

Of all the physical findings after a concussion, 
balance has emerged as the most sensitive and 
specific in the identification that an injury has 
occurred. The Balance Error Scoring System 
(BESS) is the most frequently used tool in sports. 
It tests a combination of three stances on various 
footing surfaces; each stance is observed with 
eyes closed and hands on hips, and error points 
are given for various responses, for example, 
opening eyes or lifting hands off the hips [37]. 
Studies in college football players report that 
36% of concussed players have an impaired 
BESS score, compared to 5% in controls; 24% of 
those impaired remained impaired at 2 days and 
9% at 7 days. Transient impairments in balance 
have been found to typically last between 3 and 
10 days post-injury [73].

 Post-concussive Symptoms 
in Nonconcussed Patients

In a provocative study, Iverson and McCracken 
studied the prevalence of post-TBI symptoms in 
patients with non-TBI chronic medical condi-
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tions. They reported that 94% of these patients 
met criteria for commonly ascribed post- 
concussive symptoms [87]. They reported dis-
turbed sleep, fatigue, and/or irritability in 81% of 
patients and one or more cognitive problems in 
42% of patients. Other authors have reported 
similar findings [88, 89]. Meares et al. performed 
a prospective study at a Level 1 trauma center. 
Ninety patients with a mild TBI were compared 
to 85 with non-brain injury trauma; both groups 
had the same incidence of symptoms with the 
strongest predictor of symptoms in either group 
being a previous affective disorder [6]. Though 
this study questions the existence of a unique 
neurobehavioral sequelae of an mTBI, a limita-
tion of its design assigned MVA patients with a 
non-LOC or PTA to the control group, while 
indeed by mechanism alone, they would have 
been subject to a cranial acceleration/decelera-
tion injury.

A correlation between pain and post- 
concussive symptoms has been reported, and 
pain has been associated with the persistence of 
symptoms [89]. Hart et al. reported that pain after 
a TBI was associated with cognitive impairment, 
including deficits in attention, memory, process-
ing speed, and reaction time. The occurrence of 
cognitive complaints in non-TBI chronic pain 
patients has been demonstrated, once again ques-
tioning the relationship between a TBI per se and 
NBS [88].

 Discharge Planning and Return 
to Full Activities

The key in the diagnosis and management of 
post-TBI complaints is to avoid premature clo-
sure on a diagnosis, to coordinate care through a 
multidisciplinary team, and to involve the patient 
and her family in decision-making. There is evi-
dence to support the benefit of education and 
reassurance after TBI on an outcome. Ponsford 
et al. studied 202 mTBI patients and reported that 
patients who were given an information booklet 
on mTBI and coping strategies for symptoms 
were significantly less symptomatic at 3 months 
than those who were not provided education [25]. 

An extensive review of articles on early interven-
tion after a mild TBI by Borg et al. showed that 
early educational information reduces long-term 
complaints [90].

Cognitive and physical rest have long been 
thought to be key components of recovery. The 
American Academy of Pediatrics recommends 
that children who have sustained a concussion be 
provided an environment conducive to recovery, 
which may include temporary leave of absence 
from school, shortened school days, a reduction 
in work, and elongated time to complete tasks 
and exams [31]. In general, it is recommended 
that physical exertion is minimized initially and 
then gradually increased as tolerated. A return of 
symptoms with a physician or mental stress is an 
indication that recovery is not complete and that 
more time is needed. The 2012 Zurich Consensus 
Guidelines state that an initial period of rest in 
the acute symptomatic period after injury (24–48 
hours) may be of benefit, with a gradual return to 
low-level exercise, but concede that there is an 
absence of evidence-based recommendations. 
The sports community recommends a strict reso-
lution of symptoms before return to play. The 
2012 Zurich Consensus Guidelines indicate that 
return to play should not occur on the day of con-
cussive injury with a stepwise return to play from 
no activity to light aerobic exercise, sport- specific 
exercise, noncontact training drills, full-contact 
practice, and, finally, return to play. If any post- 
concussive symptoms occur while in the stepwise 
program, the patient should drop back to the 
 previous asymptomatic level and try to progress 
again after a further 24-hour period of rest has 
passed [2]. Alcohol is contraindicated during the 
recovery phase.

Despite being key components of treatment, 
cognitive and physical rest are supported by lim-
ited research. An alternate hypothesis has emerged 
that physical activity can be helpful, particularly in 
patients with symptoms persisting beyond 1 month 
after initial injury. In a 2017 systemic review and 
meta-analysis, Lal et  al. analyzed 14 studies, 
including five randomized control trials, studying 
the effect of physical exercise after a concussion 
and found that physical exercise appears to 
improve the post- concussion symptom scale 
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(PCSS) score and symptoms [91]. Further research 
is required to validate treatment of concussion.

In sports, Randolph et al. have developed the 
“Concussion Symptom Inventory” (CSI), which 
may be useful in monitoring recovery and deter-
mining return to play [92]. This inventory was 
derived from 27 symptom variables, and the final 
12 symptoms that comprise the inventory are 
listed in Table 35.3.

At a minimum, the CSI provides a framework 
for clinicians to use following patients after a 
concussion. The scale is not validated, nor has it 
been correlated with long-term prognosis.

Recognizing the possibility of an mTBI 
patient developing neurobehavioral sequelae, 
education is a key component of the discharge 
process. The CDC has collaborated with the 
American College of Emergency Physicians 
(ACEP) to develop sample discharge instructions 
that inform patients when to return to the ED ver-
sus when to seek follow-up care with a clinician 
experienced in sequelae of TBI [93]. A key com-
ponent of those discharge instructions includes 
information about post-concussive symptoms 
and recommendations on when to return to work/
school/sports.

 Conclusion

Neurobehavioral sequelae after concussion may 
have both somatic and neuropsychiatric compo-
nents. The neuropsychiatric symptoms are 
divided into cognitive and behavioral. Expression 

of the sequelae is multifactorial, and there is evi-
dence of a genetic contribution. The clinical pre-
sentations must be placed in the context of the 
patient’s premorbid state. The evaluation consists 
of a history, physical, neurologic, and psychiatric 
examination. A careful assessment of attention 
and cognition and of cranial nerves and balance 
may identify subtle indicators that an injury has 
occurred. The role of neuroimaging is of limited 
value in the evaluation of a patient who has sus-
tained a concussion; functional imaging and 
serum biomarkers may have a future role. 
Management strategies are based on placing the 
findings on an exam in context of the patient’s 
premorbid state and social context. An education 
intervention is an important part of the patient’s 
care plan, allowing the patient and family to 
understand the course of recovery.

Minimizing physical and mental stress imme-
diately after injury and then allowing for a grad-
ual return to full activity have been thought to 
maximize outcomes, but some recent research 
suggests benefits of physical exercise. Caution 
against driving and using alcohol until symptoms 
resolve is advised; pharmacotherapy, in general, 
is not indicated. Referral to a specialist with 
expertise in traumatic brain injury should be pro-
vided for those cases in which symptoms have 
not resolved within 2 weeks post-injury. Finally, 
CTE is a neurodegenerative disease diagnosed by 
postmortem pathologic analysis associated with 
repetitive brain trauma with genetic factors also 
playing a role. Further research is required to elu-
cidate more specific risk factors, diagnosis in liv-
ing patients, a constellation of symptoms, and 
diagnostic or clinical tools to monitor the pro-
gression of a disease.
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Mental Health in Pregnancy

Eric L. Anderson

 Introduction

For many psychiatric illnesses, the onset of 
symptoms begins during the late teens to the 
early thirties [1]. This is especially concerning in 
women, as it coincides with the childbearing 
years. Pregnancy was once thought to be protec-
tive of psychiatric illness. However, as the recent 
explosion of literature addressing the safety of 
psychotropic agents in pregnancy illustrates, the 
puerperal period is not exempt from mental ill-
ness [2–4]. The presence of mental illness in 
pregnancy is associated with poor compliance 
with prenatal care; increased tobacco, alcohol, 
and illicit substance use; inadequate maternal 
nutrition; poor mother–infant bonding; and dis-
ruption of the home environment [5].

While the diagnostic criteria are the same as in 
nonpregnant patients, many symptoms common 
in mental illness, such as fatigue, low energy, and 
disrupted sleep, are also normal for pregnancy 
[6]. Medication treatment is a controversial issue: 
In the case of the pregnant patient, there are at 
least two (or more!) patients, mother, and unborn 
child, and many of the treatments available to 
address mental illness can potentially harm the 
fetus [3].

This chapter will present the major mental 
health topics of concern in pregnant patients and 
offer guidelines for the management of these 
patients in the emergency setting.

 Self-Injurious Behavior, Suicide, 
and Violence

Perhaps most concerning is the patient with sui-
cidal or violent ideations. These thoughts may 
lead to violent actions against one’s self, unborn 
child, or another. In the emergency setting, it is 
imperative to assess the safety of the pregnant 
patient by inquiring about these thoughts. 
Suicidal, homicidal, and violent ideations are the 
presence of a desire to end one’s life, the life of 
another person, or to do harm to another, respec-
tively. “Passive death wishes” differ from sui-
cidal intent in that the person longs for death but 
not at her own hands. Regardless, they, too, are a 
worrisome symptom.

The risk of suicide during pregnancy is lower 
than in the general US population, with a 2% 
completion rate in pregnant patients versus a 
completion rate of 5% in all females of childbear-
ing age [7, 8]. The rate rises in the postpartum 
period, with up to 20% of female deaths attribut-
able to suicide [9]. Discontinuation of psychotro-
pic medications potentially contributes to this 
increase, as discontinuation prior to or during 
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pregnancy is associated with a high rate of symp-
toms relapse [2, 7, 10]. Unfortunately, the recom-
mendation to discontinue psychotropic 
medication is usually made before an adequate 
risk–benefit analysis has been conducted [9].

Suicidal and violent symptoms should be 
assessed in any patient presenting with emo-
tional, psychological, or social stress. This evalu-
ation is sometimes referred to as the “risk 
assessment.” Direct, nonjudgmental questions 
are advised: “Do you have any thoughts of want-
ing to kill yourself? Do you have any thoughts of 
wanting to hurt someone else, including your 
baby?” Contrary to popular belief, asking about 
these symptoms does not increase the likelihood 
they will occur. On the contrary, the risk often 
decreases [7]. Any affirmative answer necessi-
tates further exploration: Is there a plan? Is there 
intent? Is there access to lethal means? Who is 
the intended target?

If the patient expresses a desire to harm 
another person, the clinician may be required to 
warn the intended victim. The duty to warn 
stems, at least in part, from the now-famous 
Tarasoff case. In the event there is a duty to warn, 
a reasonable effort must be made to contact the 
intended victim. Barring that, law enforcement 
can be contacted.

Safety is paramount, both for the patient and 
for her unborn child. The patient may be initially 
monitored in a safe environment in the emergency 
department, evaluated by a mental health clinician, 
and sometimes admitted to an inpatient psychiatric 
unit, depending on acuity. Further management 
and disposition of these patients do not differ sig-
nificantly from non-pregnant patients.

 Management of the Agitated 
Patient

The management of agitation in pregnant 
patients is similar to nonpregnant patients. Once 
the etiology is found and addressed, agitation 
usually resolves. Possible causes of agitation 
requiring a rule-out include medical problems 
such as thyrotoxicosis, substance intoxication or 
withdrawal, and pain. However, there may be 
instances where either the etiology remains 

unknown or the agitation persists in spite of 
management of the presumed etiology. 
Additional management strategies come in two 
major forms: medication and nonmedication.

Nonmedication strategies include brief, 
focused counseling interventions. Emergency- 
department- based clinicians may be reluctant to 
employ these techniques, believing it will take too 
much time or that they have too limited skills in 
counseling. However, evidence shows that these 
interventions do not require a great deal of time 
and can ultimately save time in the patient’s acute 
management. The ability to establish a trusting 
relationship between clinician and patient matters 
more than the specific technique used in the emer-
gent setting [11]. Another critical step to this strat-
egy involves discovering the patient’s 
motivation(s). Many times, agitation can be 
quelled simply by making the effort to meet a 
patient’s perceived need [7]. Recommended tech-
niques for verbal, nonmedication management of 
agitation include persuasion, coercion, factual 
and simple language, and attempts to understand 
the patient’s views by inviting their ideas [12].

Despite best efforts, clinicians may find more 
intensive management is required to keep the 
patient and her baby safe. Unfortunately, no spe-
cific research-based guidelines exist for the phar-
macologic management of agitation in pregnancy. 
While the lowest possible dose of medication is 
recommended, the American College of 
Obstetricians and Gynecologists (ACOG) recom-
mends that single agents, at higher doses, be used 
over multiple medications [5]. Current guidelines 
recommend the use of oral medications, if possi-
ble, before intramuscular (IM) forms are used 
[13]. The Best Practices in Evaluation and 
Treatment of Agitation project has also presented 
guidelines for the management of acute agitation 
[14]. A collation of these recommendations is 
presented in Table 36.1.

On rare occasions, it may be necessary to 
physically restrain a pregnant patient. Special pre-
cautions are necessary for pregnant patients after 
the first trimester; patients should be placed in the 
left lateral decubitus position to prevent aortoca-
val compression syndrome [15]. Monitoring 
should be frequent and include regular monitoring 
of fetal heart tones and fetal movement [7].
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 Mood Disorders

Unipolar disorders (such as major depression) 
and bipolar disorders comprise the mood disor-
ders. They tend to have an age of onset that coin-
cides with the peak years of childbearing. For 
many women, psychotherapy is insufficient to 
control their symptoms, making medication man-
agement necessary in order to function. The risk 
of suicide (2%) is lower than in nonpregnant 
women in the same age group (5%), but this risk 
rises dramatically in the postpartum period, espe-
cially in patients who have discontinued their 
medications (up to 20%) [7–9]. Infanticide rates 
up to 4% have also been reported in symptomatic 
postpartum patients [15].

 Depressive Disorders

The prevalence of depression varies from 12% to 
25% in women. Depression is as common in 
pregnancy as it is in the nonpregnant state. It is 
estimated that roughly 10–16% of all pregnant 
women suffer from clinical depression [17–19]. 
In a study by Flynn et al. 31% of pregnant women 

screened demonstrated evidence of depressive 
symptoms, but only 22% of them received treat-
ment [20]. One of the reasons cited for low treat-
ment rates is that depressive symptoms are often 
similar to the symptoms of normal pregnancy, 
including sleep problems, appetite changes, low 
energy, and problems with concentration [15].

Risk factors for depression include a personal 
or family history of depression, limited social 
support, history of abuse (especially sexual or 
physical), environmental stressors (financial, 
occupational, relationship, health), living alone, 
and the presence of substance use [17]. The pres-
ence of depression during pregnancy is associ-
ated with poor outcomes such as miscarriage, 
inadequate maternal weight gain, underutilized 
prenatal care, marital discord, inability to care for 
other children in the home, low birthweight, pre-
term delivery, neonates that are small for gesta-
tional age, developmental delay, and suicide [15, 
18, 20, 21].

Screening is similar as in nonpregnant 
patients. Several tools exist, including the three- 
item RAND screening instrument [22], the 
Edinburgh scale [23], and the Beck Depression 
Inventory [17].

The management of depression in pregnancy 
depends upon the severity and course of illness, 
the presence of depression prior to pregnancy, 
treatment prior to or during pregnancy, available 
resources, and the patient’s level of support. 
Treatment options include psychotherapy, medi-
cations, partial or full hospitalization, electrocon-
vulsive therapy (ECT), and repetitive Transcranial 
Magnetic Stimulation (rTMS).

For patients with mild depression, referral for 
psychotherapy such as cognitive-behavioral or 
interpersonal therapy may suffice [1]. A list of 
referral resources should be kept in the emer-
gency department for such purposes. Emergency 
department personnel may find it useful to estab-
lish a working relationship with local mental 
health clinicians to expedite the referral process. 
In moderate to severe depression, medications, 
hospitalization, TMS, or ECT may be required.

The use of medications in pregnancy is a 
source of debate, but there is a high risk of symp-
tom recurrence if antidepressant medications are 
discontinued [1, 2, 6]. Sixty-eight percent of 

Table 36.1 Treatment of agitation [12, 13, 16]

Medical condition (such as delirium)
  Haloperidol 2.5–10 mg (liquid, PO, 

IM) + lorazepam 2 mg (PO, IM)

  Risperidone 2 mg (liquid, PO, ODT) +/− lorazepam 
2 mg (PO, IM)

  Olanzapine 5–10 mg (PO, ODT)a

Intoxication and/or withdrawal
  Lorazepam 1–2 mg (PO, IM, IV)
  Diazepam 5–10 mg (PO)a

Primary psychiatric disturbance (such as psychosis)

  Ziprasidone 10–20 mg (PO, IM) +/− lorazepam 
2 mg (PO, IM)

  Risperidone 2 mg (liquid, PO, ODT) +/− lorazepam 
2 mg (PO, IM)

  Haloperidol 2.5–10 mg (PO, IM) + lorazepam 2 mg 
(PO, IM)

  Olanzapine 5–10 mg (PO, ODT, IM)a

Unknown etiology
  Diphenhydramine 25–50 mg (PO, IM, IV)
  Lorazepam 1–2 mg (PO, IM)

IM Intramuscular, PO By Mouth, IV Intravenously, ODT 
Orally Disintegrating Tablets, aSecond-line options
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patients who discontinue their medications 
relapse. This compares to a relapse rate of 26% in 
those who continued their medications. Half of 
the patients relapsing did so within the first tri-
mester, and over 90% relapsed by the end of the 
second trimester [17].

Despite the potential risk of relapse and sub-
sequent complications of continued depressive 
symptoms for both mother and infant, medica-
tion use is not a straightforward decision. 
Antidepressant medications usually take several 
weeks to become effective. They must be moni-
tored for side effects.

Medication use carries at least four types of 
potential risks that must be addressed when used 
in pregnancy: pregnancy loss, organ malforma-
tion, neonatal adaptability, and long-term neuro-
developmental sequelae.

The evidence regarding antidepressant use and 
spontaneous loss of a pregnancy is conflicting, as 
some recent studies implicate antidepressants as a 
general class [6, 17], while other studies do not 
support such claims [2, 24]. Furthermore, stress 
and depression themselves are risk factors for pre-
mature delivery and spontaneous abortion [21].

The data for organ malformation are also con-
flicting. Overall, there is not a statistically signifi-
cantly increased risk of organ malformation when 
antidepressants as a class are considered [6, 16, 
25]. Specific medications have been implicated in 
increased relative risk. Tricyclic antidepressants 
(TCA) such as amitriptyline, clomipramine, and 
nortriptyline are associated with an increased risk 
of cardiac defects, but no specific pattern has 
emerged [19]. Diav-Citrin et al. found an increased 
rate of cardiovascular abnormalities in selective-
serotonin-reuptake- inhibitor- (SSRI) exposed 
infants, although causation could not be deter-
mined [26]. Louik et al. found no increased risk of 
craniosynostosis, omphalocele, or heart defects 
with SSRI exposure overall. But the authors did 
find an increased relative risk of septal defects in 
neonates exposed to sertraline, with an odds ratio 
(OR) of 2.0 based upon thirteen exposed patients 
[27]. In a retrospective cohort study, Malm et al. 
found that fluoxetine was associated with an iso-
lated relative risk of ventricular septal defects (OR 
2.03), paroxetine was associated with a relative risk 
of right ventricular outflow tract defects (OR 4.68), 

and citalopram was associated with neural tube 
defects (OR 2.46). While the absolute risk of these 
defects was small, the authors recommended 
against paroxetine and fluoxetine as first- line 
options [25]. These studies contrast with other 
authors, who have found paroxetine [19] and fluox-
etine to be relatively safe in pregnancy [1, 6, 15, 
19]. As a class, SSRIs are felt to be safe in preg-
nancy, with neonatal complications and rates of 
congenital anomalies falling within the general 
population rate of 1–3% [19, 21, 28]. Data are lack-
ing for other antidepressants, such as venlafaxine, 
duloxetine, mirtazapine, and trazodone, but no sig-
nificant associations with malformations have been 
reported [2, 3, 19]. Buproprion is not associated 
with an increased risk of fetal malformations. It is 
the only antidepressant to date that has a Pregnancy 
and Lactation Labeling Final Rule (PLLR) rating 
above other antidepressants [2, 29].

Late pregnancy exposure to SSRIs has been 
associated with an increase in premature deliv-
ery, low birth weight, and lower Apgar scores [3]. 
Poor neonatal adaptability (PNA) has been 
reported in up to 30% of newborns exposed to 
SSRIs [30]. PNA symptoms include irritability, 
abnormal crying, tremor, respiratory distress, jit-
teriness, lethargy, poor tone, tachypnea, and, pos-
sibly, persistent pulmonary hypertension of the 
newborn (PPHN) [29, 31]. While paroxetine 
appears to be the SSRI most associated with 
these symptoms [32], a study by Lorenzo et al. 
found the absolute risk of PPHN in SSRI-exposed 
neonates was less than 1%. The major associative 
factor was the mode of delivery [19]. Seizures in 
the newborn have also been noted with exposure 
to TCAs such as clomipramine [6].

Croen et  al. found that prenatal exposure to 
SSRIs was associated with a modest increase in 
autism spectrum disorders (ASD). However, the 
authors concluded that SSRI exposure is very 
unlikely to be a major risk factor for ASD [33]. 
Most studies find no adverse neurodevelopmental 
issues up to the age of two for children exposed 
to SSRIs in utero and no significant cognitive or 
behavioral issues [2, 24]. Remission of a moth-
er’s depression may have a positive impact on 
childhood development and behavior [34].

Inpatient treatment may be required for 
patients with severe depression, especially if psy-
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chotic or suicidal features are present. Psychoses 
and suicidal thoughts are psychiatric emergen-
cies, whether or not a patient is pregnant. 
Inpatient psychiatric treatment seeks to ensure 
the safety of the patient and her unborn child.

In some cases, especially where medications 
may not be desired or appropriate, brain stimula-
tion treatment may be utilized. The two most 
commonly employed forms are electroconvulsive 
therapy (ECT) and repetitive transcranial mag-
netic stimulation (rTMS). rTMS has not been 
systematically studied in pregnancy, but has been 
found to be helpful in the treatment of depression 
[35]. It requires no anesthesia, has no cognitive 
side effects, and can be conducted on an outpa-

tient basis. ECT is an effective treatment for 
severe depressive symptoms, but it requires anes-
thesia and the delivery of a seizure-inducing elec-
tric stimulus. Cognitive impairments are common 
but typically limited to the actual treatment 
course. In a review of the literature, ECT was 
found to be safe and effective for the treatment of 
depression in pregnancy [36].

The choice of antidepressant treatment is 
dependent upon the patient’s symptoms and pref-
erences, a thorough risk–benefit analysis, and the 
ability to monitor and adjust the medications and 
clinical course. An algorithm for decision- making 
is presented in Fig.  36.1 to aid in this decision 
process.

Severe depression (suicidal, homicidal, psychoses)?

No

No

Mild depression (first episode, minimal
impact on psychosocial function)?

Psychotherapy referral
Psychiatry referral?

Alert obstetrician

Positive screen for Bipolar
Disorder?

Yes

Yes

No Yes

Bipolar treatment

Moderate, severe, or
unknown severity

Risk-benefit analysis of medications
Referral to psychiatrist
Referral to psychotherapist
Alert obstetrician
Close observation!

Screen for Bipolar Disorder
Ensure safety
Aggressive treatment
Inpatient treatment?
ECT?

Fig. 36.1 Depression treatment algorithm [18]
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 Bipolar Disorders

The prevalence of bipolar disorders, sometimes 
referred to as bipolar affective disorders (BPADs), 
in the US is 3.9–6.4%. Men and women are 
equally affected [5]. Treatments for BPAD con-
sist of the traditional mood stabilizers such as 
lithium, valproic acid, lamotrigine, carbamaze-
pine, and oxcarbazepine, and the second- 
generation antipsychotic (SGA) medications. 
First-generation antipsychotics (FGA) and ben-
zodiazepines are also used, but usually as an 
adjunct to a traditional mood stabilizer or SGA 
(see Table 36.2). Patients with BPAD run the risk 
of symptom exacerbation in the prepartum and 
postpartum periods [37]. Relapse rates up to 71% 
have been reported if medications have been dis-
continued [38]. Nearly half of all relapses occur 
during the first trimester [39].

Most pregnant patients who present acutely 
manic or hypomanic have a prior history of BPAD. 
In any pregnant patient presenting with depressive 
symptoms, screening for BPAD should be con-
ducted. The diagnosis does not differ from non-
pregnant states. However, pregnant patients in a 
manic, hypomanic, or mixed episode should be 
considered a psychiatric and obstetric emergency 
due to the risk to both mother and child [2, 39]. 
Inpatient hospitalization to stabilize the patient’s 
mood is often required. Symptoms of a manic, 
hypomanic, or mixed episode include poor sleep, 
abnormally increased energy, agitation, irritability, 
euphoria, impulsivity, and flights of ideas.

Any pregnant patient with the diagnosis of 
BPAD should be considered a high-risk preg-
nancy [40]. Treatment depends upon the severity 
of illness but usually consists of a mood stabilizer 
of some kind [40]. Most mood stabilizers carry a 
teratogenic risk, especially if used in the first tri-
mester [37].

Lithium is the mood stabilizer of choice in 
pregnancy [15]. Relative to the other traditional 
mood stabilizers, it is the least problematic. 
However, lithium’s use is associated with 
Ebstein’s anomaly, a downward displacement of 
the tricuspid valve, in 1:2000 live births [2, 5]. 
For patients receiving lithium, a high-resolution 
ultrasound and fetal echocardiogram at 16–18 

weeks are advised to assess for cardiac issues [5, 
37]. During the last month of pregnancy, lithium 
levels should be monitored on a weekly basis [3]. 
Lithium is not associated with intrauterine growth 
retardation (IUGR) or PNA, although it has been 
implicated in neonatal hypothyroidism and goi-
ter, nephrogenic diabetes insipidus, and floppy 
baby syndrome [16]. Floppy baby syndrome is 
self-limited; infants present with cyanosis and 
hypotonia immediately postpartum. Conservative 
management and monitoring are usually all that 
is required [37]. Some authors advocate decreas-
ing the dose of lithium by 25% or stopping it alto-
gether 2–3  days before delivery in order to 
prevent neonatal toxicity [3].

Other traditional mood stabilizers such as val-
proic acid, lamotrigine, carbamazepine, and 
oxcarbazepine are antiepileptic agents. They 
carry significant teratogenic risk. Folate (4–5 mg 
administered daily) is recommended for all preg-
nant patients taking one of these agents [41, 42].

Valproic acid (VPA) is associated with a neural 
tube defect rate of 5–9% (ten to twenty times 
greater than the general population), possible 
IUGR, craniofacial anomalies, limb abnormali-
ties, and withdrawal symptoms consisting of jit-
teriness, irritability, feeding difficulties, and poor 
tone [2, 3, 37]. The risk of teratogenic effects 
increases if VPA is used in combination with 
other medications or is at a dose greater than 
1000 mg daily [43]. Given these risks, ACOG rec-
ommends against VPA use in pregnancy, espe-
cially in the first trimester [5]. If VPA is deemed 
necessary, the first-trimester ultrasound to evalu-
ate for neural tube defects is recommended. Other 
recommendations include serial ultrasounds to 
assess for IUGR, a fetal echocardiogram to assess 
for cardiac anomalies, alpha-fetoprotein at sixteen 
to eighteen weeks, and a late-pregnancy ultra-
sound [42, 43]. Postpartum vitamin K (1 mg IM) 
should be given to the neonate to prevent valproic 
acid-induced coagulopathies [42].

Carbamazepine is associated with craniofacial 
defects, fingernail hypoplasia, developmental 
delay, neural tube defects, cardiovascular abnor-
malities, and vitamin K deficiency [2, 3, 37]. 
Concurrent use of valproic acid increases its tera-
togenic potential. ACOG advises against its use, 
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and it is therefore reserved for use only if other 
options are lacking. Its use should be avoided in 
the first trimester [5, 42].

No clear guidelines exist for lamotrigine and 
oxcarbazepine. Lamotrigine has been associated 
with an increased risk of cleft palate [2, 37] but 
the Lamotrigine Pregnancy Registry reports a 
less than 2% risk of fetal malformations with 
first-trimester exposure [3].

Antipsychotic medications are frequently 
used as solo or adjunct treatments for mood dis-
orders, whether or not psychotic features are 
present. Given the relative safety of these agents, 
they are sometimes preferred over even lithium 
[16]. Unlike many traditional mood stabilizers, 
antipsychotics have a rapid onset of action that 
may begin to work in days or even hours [44]. 
Antipsychotic medications are broadly divided 
into first-generation antipsychotics (FGAs) and 
second-generation antipsychotics (SGAs). The 
FGAs are commonly used for the treatment of 
acute mania and are felt to be relatively safe in 
pregnancy [6, 37]. FGAs are associated with neo-

natal extrapyramidal side effects that can persist 
for several months. High-potency FGAs, such as 
haloperidol, are preferred because low-potency 
FGAs, such as chlorpromazine, have been associ-
ated with nonspecific teratogenic effects when 
used in the first trimester [3].

There are limited data on the safety of SGAs 
in pregnancy [6, 37], but they do not appear to be 
associated with an increased risk of major mal-
formations [3]. The major concern with SGA use 
in pregnancy is the propensity of this class of 
medications to cause maternal hyperglycemia 
and excessive weight gain. These agents are asso-
ciated with gestational diabetes, insulin resis-
tance, and preeclampsia [37].

Benzodiazepines are sometimes used in the 
treatment of acute mania, especially when agitation 
is present. Concerns for midline defects such as 
cleft palate exist, but it is unlikely that limited 
exposure to benzodiazepines carries an appreciable 
risk to the developing child. Neonatal withdrawal 
symptoms are possible, especially if benzodiaze-
pines are administered close to delivery [3, 37].

Table 36.2 Bipolar and anxiety medications [5, 15, 41, 42]

Medication or risk
FDA 
classification*

Select reported adverse events and (time of risk conveyance/
incidence, if known)

Lithium D Floppy baby syndrome (hypotonia, lethargy) [PP], thyroid 
abnormalities, cardiac anomalies (Ebstein’s anomaly) [1]

Valproic acid D NTD (spina bifida) [1], cardiovascular defects [1], IUGR [1–3], 
fetal anticonvulsant syndrome [1], coagulopathy, developmental 
delay [NN], risk for neonatal withdrawal [PP]

Carbamazepine D NTD (spina bifida) [1], fetal anticonvulsant syndrome,
developmental delay [NN], coagulopathy,
craniofacial defects [1], risk for neonatal withdrawal [PP]

Lamotrigene C Nonspecific congenital malformations reported at 1–2.5% [1]
FGA C Nonspecific congenital malformations reported [1], risk for 

neonatal neuroleptic malignant syndrome [PP]
SGA C Nonspecific congenital malformations reported [1], risk for (except 

clozapine) neonatal neuroleptic malignant syndrome [PP]
Clozapine B Nonspecific congenital malformations reported [1], risk for 

neonatal neuroleptic malignant syndrome [PP]
Diphenhydramine B Anticholinergic symptoms
Alprazolam, 
Chlordiazepoxide, 
clonazepam, diazepam, 
Oxazepam, lorazepam

D Cleft/facial defects [1], risk for neonatal withdrawal (hypotonia, 
respiratory problems, seizures) [PP]

*Pre-PLLR
NTD Neural tube defects, IUGR Intra-uterine growth retardation, FGA First-generation antipsychotics, SGA Second-
generation antipsychotics, 1 First trimester, 3 Third trimester, PP Delivery and postpartum period, NN Neonatal period, 
PLLR The Pregnancy and Lactation Labeling Rule
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 Anxiety Disorders

Like the mood disorders, anxiety disorders remain 
problematic during pregnancy; pregnancy is not 
protective against these disorders. The anxiety dis-
orders encompass a broad range of diagnoses such 
as social phobia, generalized anxiety disorder, 
panic disorder (with and without agoraphobia), 
obsessive-compulsive disorder (OCD), post-trau-
matic stress disorder, and simple phobias.

Anxiety disorders are not rare in pregnancy 
and have a prevalence that exceeds the general 
population. Generalized anxiety is present in up 
to 10.5% of pregnant patients. Other disorders 
are also not uncommon, including panic (over 
5%), obsessive-compulsive disorder (over 5%), 
and post-traumatic stress disorder (3%) [45]. 
Some disorders, such as panic disorder, have a 
variable course. Others, such as OCD, may be 
exacerbated by pregnancy [38]. Anxiety disor-
ders appear to have an adverse impact on the 
developing fetus. For example, a panic disorder 
in the mother is associated with lower neonatal 
Apgar scores and increased rates of maternal pre-
term labor and placental abruption [6]. Anxiety, 
in general, is associated with an increased inci-
dence of delivery by forceps, prolonged labor, 
fetal distress, preterm delivery, and decreased 
neonatal adaptability [5].

One of the most effective forms of treatment 
for anxiety is cognitive-behavioral therapy 
(CBT), a structured, duration-limited psycho-
therapy [46]. While this form of therapy may not 
be practical in the emergency setting, aspects of 
CBT may be used effectively to alleviate the 
patient’s suffering. Skills such as deep breathing, 
guided imagery, and progressive muscle relax-
ation can be quickly taught to patients, allowing 
immediate use to combat anxiety symptoms.

Medication management of anxiety symptoms 
in pregnancy is controversial. Traditional antide-
pressants, such as the SSRIs, serotonin- 
norepinephrine reuptake inhibitors (SNRIs), and 
tricyclic antidepressants (TCAs), are also used to 
treat anxiety disorders. However, these medica-
tions have drawbacks, as illustrated earlier.

Benzodiazepines such as lorazepam are the 
medication class of choice for acute anxiety 

symptoms. While some studies demonstrate no 
association between extended benzodiazepine 
use and major malformations, other data suggest 
a small increase in relative risk (0.6%) for mal-
formations such as oral cleft [47]. The use of ben-
zodiazepines near or at delivery may result in 
floppy infant syndrome: hypotonia, apnea, tem-
perature instability, and neonatal withdrawal 
symptoms [5, 6, 15]. If benzodiazepines are cho-
sen, there must be a clear risk–benefit completed 
with the patient and documented in her medical 
record [12].

 Psychotic Disorders

The psychotic disorders include psychotic disor-
der not otherwise specified, schizophrenia, brief 
psychotic disorder, and schizoaffective disorder. 
The general population prevalence of 
Schizophrenia is roughly 1%. Males and females 
are equally affected. Recent evidence indicates a 
prodromal period that may be present as early as 
late childhood, but for most women, the peak 
onset of symptoms occurs between the ages of 
25–35 [48]. Psychotic symptoms may be found in 
the presence of severe mood disorders, such as 
manic episodes in bipolar disorder or severe 
depression. The course of psychotic disorders and 
psychosis in pregnancy is not well understood, 
and the literature is sparse and contradictory [10].

A psychotic, pregnant patient is an obstetric 
and psychiatric emergency. Psychoses during 
pregnancy may interfere with a patient’s ability 
to obtain and participate in appropriate prenatal 
care. The presence of psychotic symptoms may 
lead to a lack of cooperation at delivery [6]. 
Psychotic disorders are associated with a higher 
use of tobacco products and alcohol, lower socio-
economic status, more unplanned pregnancies, 
low birthweight, preterm labor, placental abnor-
malities, and poor neonatal health, including 
postnatal death [5, 10, 48]. As new-onset psycho-
sis in pregnancy is uncommon, a thorough medi-
cal evaluation, including laboratory testing, is 
warranted in such cases [12].

FGAs (such as haloperidol, fluphenazine, 
chlorpromazine, and perphenazine) and SGAs 
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(such as quetiapine, olanzapine, risperidone, 
aripiprazole, ziprasidone, lurasidone, asenapine, 
iloperidone, and paliperidone) are the mainstays of 
treatment in psychotic disorders. High-potency 
FGAs such as haloperidol have a greater risk for 
acute dystonic reactions, akathisia, extrapyramidal 
symptoms (EPS), and tardive dyskinesia (TD) 
than do low-potency FGAs. However, low- potency 
FGAs such as chlorpromazine have a greater risk 
of sedation, weight gain, and seizures. With the 
advent of the SGAs, the risks of EPS and TD are 
lower but still present to a degree. SGAs have the 
potential to cause metabolic disturbances, such as 
weight gain, hyperlipidemia, and hyperglycemia 
[3, 48]. Hyperlipidemia is concerning, as it may 
lead to gestational diabetes [10].

Few data exist to guide the clinician with 
respect to antipsychotic use in pregnancy [49]. 
Some authors advise the use of high-potency 
FGAs over low-potency FGAs and SGAs [1]. 
There appears to be an increased risk of terato-
genic effects, specifically congenital malforma-
tions, with the use of low-potency FGAs [10, 15]. 
SGAs such as quetiapine and olanzapine can lead 
to significant weight gain, but there appears to be 
a minimal risk for major fetal malformations 
[48]. For patients receiving clozapine, white 
blood cell counts (WBC) must be obtained every 
2 weeks. A screening WBC for the neonate is 
also advised [42].

The choice of antipsychotic treatment for the 
long-term is problematic, but in the emergency 
setting, the same guidelines for acute agitation 
may be followed (see Table 36.1). Haloperidol is 
preferred especially during labor, due to its 
potency, low sedative properties, and intravenous 
or intramuscular mode of delivery [6].

 Substance-Use Disorders

Substance-use (formerly known as substance 
abuse or substance dependence disorders) disor-
ders are common in the United States, and unfor-
tunately, pregnancy is no exception. It is estimated 
that 4.5–10.3% of pregnant women drink alcohol 
to excess; 12.6–22.1% smoke nicotine; and 5.1% 
use illicit substances such as cocaine, marijuana, 

or opioids [50]. Substance use is associated with 
preterm delivery, low birthweight, smaller fetal 
head circumference, miscarriage, and fetal cen-
tral nervous system damage [15].

Screening for substance use in the emergency 
setting should be simple, direct, and nonjudgmen-
tal. Some pregnant patients may be hesitant to dis-
close their substance use for fear of judgment or 
losing their baby to state custody. Reassuring 
patients that the focus of the screens is treatment, 
not punishment, may be necessary to obtain hon-
est answers. Several rapid screening tests are 
available to assess for alcohol use. These include 
the T-ACE, CAGE, and TWEAK screens [51].

Management of the intoxicated patient depends 
upon the substance(s) ingested. Alcohol with-
drawal poses a medical and obstetric emergency, 
due to the risk of withdrawal seizures. Prolonged 
seizures, especially status epilepticus, can be fatal 
to the fetus. Benzodiazepines are the preferred 
treatment. Dosing should proceed as with the 
nonpregnant patient. Anti-epileptic agents are fre-
quently used along with benzodiazepines to pre-
vent seizures and stabilize the person’s mood, but 
they are not recommended for use in pregnant 
patients for reasons detailed above [16].

Opioid intoxication and withdrawal may lead 
to fetal demise. While detoxification can be 
attempted, maintenance treatment with either 
methadone or buprenorphine is preferred to pre-
vent withdrawal and relapse of opioid use [14, 
16]. Treatment of withdrawal from other sub-
stances such as cocaine, marijuana, and phency-
clidine tends to be supportive only: it provides a 
calm, quiet setting with frequent monitoring of 
both the patient and her baby.

Some states require reporting of pregnant 
patients with concurrent substance use. State reg-
ulations vary from state to state, so emergency 
clinicians are advised to know the regulations 
and laws of their state.

 Eating Disorders

Eating disorders (EDs), such as anorexia nervosa 
and bulimia nervosa, have a lifetime prevalence rate 
of roughly 1% in women over the age of 18 [52]. 
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EDs usually manifest by the patient’s late teens, 
during the beginning and peak years of a woman’s 
reproductive age. They are associated with a high 
risk of miscarriage, congenital malformations, 
smaller fetal head circumference, premature deliv-
ery, low birthweight, and delivery via cesarean sec-
tion [53]. There is a greater risk of postpartum 
depression in women who have an eating disorder 
during pregnancy [54]. Pregnant patients with a 
concurrent eating disorder are considered high-risk. 
Close observation throughout pregnancy is war-
ranted to ensure proper weight gain.

Screening for eating disorders is reasonable in 
any pregnant patient who appears to be under-
weight. Questions should be direct, simple, and 
nonjudgmental: “Do you have any struggles with 
eating? Are you afraid of getting fat? Do you ever 
force yourself to throw up? Do you exercise sev-
eral hours or more a day?” For patients demon-
strating poor weight gain, admission to an eating 
disorders unit may be necessary. At the very least, 
the patient should be referred to a therapist skilled 
at treating eating disorders. The National Eating 
Disorders Association (www.edap.org) maintains 
a referral hotline: 1-800-931-2237.

 Domestic Violence

In the United States, over two million women are 
assaulted annually, and 50 million over the course 
of their lifetime [55]. Pregnancy fails to protect 
against domestic violence, although evidence 
suggests that pregnancy itself does not increase 
the rate of violence [55]. A male partner usually 
perpetrates the domestic violence. Its most com-
mon forms include physical abuse, sexual abuse, 
verbal threats, isolation, and economic abuse, 
such as withholding of financial resources [56]. 
Data are limited, but prevalence rates of violence 
in pregnancy are estimated at 1 to 20.6% [15, 56]. 
This wide range is likely the result of many fac-
tors, such as the method used to screen, the popu-
lation sampled, and whether or not emotional 
abuse was counted in the data.

Risk factors for pregnancy-related violence 
include low socioeconomic status, low levels of 
social support, no prior parenting experience, 

unwanted or unexpected pregnancy, extremes of 
age, single marital status, higher parity, and sub-
stance use [55, 57]. Consequences of violence 
include late entry into prenatal care, depression, 
anxiety, low maternal weight gain, emotional dis-
tress, infection, anemia, short interpregnancy 
interval, bleeding, low birthweight, uterine rup-
ture, fetal injuries (such as fractures), and mater-
nal or fetal death [55, 56].

Warning signs of domestic violence include 
repeated visits, recurrent headaches, recurrent 
vaginitis, irritable bowel syndrome, substance 
use, a history of depression or anxiety, suicide 
attempts, a personal history of abuse or assault, 
and repeated visits for injuries [57]. The patient 
may demonstrate fright, startle responses, over- 
compliance, excessive distrust, flat affect, anxiety 
or depression symptoms, psychic numbing, and 
dissociation. Warning signs in the partner’s 
behavior may include solicitousness, refusal to 
leave the patient, monitoring of the patient’s 
responses, answering for the patient, hostility, 
and excessive demands [57].

Screening questions should be asked in pri-
vate, away from the patient’s partner, family, and 
friends. Patents should be reminded about confi-
dentiality. The most effective means of screening 
is done personally in a nonjudgmental, brief, 
direct manner. For example, “Many women expe-
rience violence. Because it can have a negative 
impact on health and wellness, I ask all my 
patients about it” [57].

Patients with a positive domestic violence 
screen should be referred for treatment. Treatment 
varies from formal domestic violence consulta-
tions to safe havens. Accurate medical documen-
tation is important for any future legal cases [15]. 
In many states, clinicians are required to report 
acts of domestic violence (whether or not the 
patient is pregnant) [56, 57]. It is important to 
know the state and local (if applicable) mandatory 
reporting regulations. Many clinicians feel power-
less and helpless in these situations because they 
cannot convince the patient to leave her abusive 
situation. While the emergency clinician’s role is 
to keep the patient and her baby safe as mentioned 
above, ultimately the woman must make the deci-
sion to end the relationship for herself [56].
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 Postpartum Mood and Anxiety 
Disorders

The immediate period following labor and deliv-
ery is a time of significant physical adjustment 
for most mothers. Emotional and mental adjust-
ments also occur, and many of these changes are 
well within the spectrum of normal experience. 
Some women experience mood or anxiety symp-
toms in the postpartum period significant enough 
to warrant further management, especially if the 
patient has a history of a psychiatric disorder and 
her medications were discontinued during or 
prior to pregnancy.

Postpartum “blues” (PPB) are common, 
occurring in up to 75–85% of women postpartum 
[58]. Patients with PPB feel irritable and demon-
strate mood lability and emotional sensitivity. 
Symptoms usually begin within 1 week of deliv-
ery and resolve within 1 month. The symptoms 
typically do not impair the patient. Supportive 
care is the most appropriate treatment option [4].

Postpartum depression (PPD) presents in a 
fashion similar to MDD.  The same risk factors 
for MDD also exist for PPD, including younger 
age, lower education level, financial hardships, 
single parenthood, and low socioeconomic/occu-
pational status [59]. The prevalence of PPD is 
10–15%, presenting most frequently within the 
first 2–3 months following delivery [2]. 
Unfortunately, many of the symptoms of PPB 
overlap with PPD, making it difficult to 
 distinguish the two. However, if there is a prior 
history of depression, PPD should be suspected, 
since roughly half of all women who stop their 
antidepressant medications develop recurrence of 
their depressive symptoms within six months of 
delivery [38]. In patients with a prior history of 
MDD or PPD, rates of subsequent PPD are 25% 
and 50–62%, respectively [1, 15].

Screening tools such as the Edinburgh scale 
may help to differentiate PPB from PPD [23]. 
Untreated PPD can have a negative impact on 
child well-being and development, so prompt 
recognition and treatment are both critical [2]. 
For mild-to-moderate PPD, the use of CBT and/
or IPT has been studied and found to be effective 
[2]. In cases of more severe depression, treatment 

with medications, in addition to therapy, may be 
warranted [1].

The SSRIs are considered first-line treatment, 
due to their low side-effect profile and tolerabil-
ity, followed by bupropion and the tricyclic anti-
depressants [2]. Fluoxetine and its active 
metabolite are excreted in breast milk [24]. They 
have a possible association with colic, poor feed-
ing, constant crying, seizure-like episodes, and 
irritability. Paroxetine is excreted in breast milk 
but no adverse impacts have been reported in 
nursing infants [24]. The lowest exposure to 
nursing infants appears to be with sertraline, and 
the highest with citalopram and fluoxetine [23]. 
rTMS is an option for patients wishing to avoid 
medications. In severe cases of depression, espe-
cially if psychotic symptoms are present, inpa-
tient psychiatric treatment with or without ECT 
may be necessary to stabilize the patient’s 
symptoms.

The prevalence of manic symptoms following 
pregnancy is unknown. BPAD has a high rate of 
recurrence if it remains untreated in the early 
postpartum period [4], with rates reported as high 
as 60%. Symptoms often present less than a week 
following delivery [15]. BPAD should be consid-
ered in any new onset PPD.

Symptoms of postpartum mania include pre-
cipitous deterioration, insomnia/poor sleep, 
labile affect, and unhealthy or paranoid preoccu-
pation with the baby’s well-being. There are a 5% 
suicide rate and a 4% infanticide rate for untreated 
patients with BPAD [15]. Rapid stabilization 
includes a mood stabilizer and a timely referral to 
a psychiatrist [15]. There should be a low thresh-
old for inpatient hospitalization.

The choice of a mood stabilizer involves a 
risk–benefit analysis, especially for breastfeeding 
mothers. The American Academy of Pediatrics 
(AAP) advises caution in patients who are breast-
feeding if they are concurrently taking lithium, 
with special attention being paid to potential tox-
icity in the infant [37]. Lithium is readily excreted 
into breast milk. Toxic lithium levels in infants 
manifest as lethargy, cyanosis, hypotonia, and 
hypothermia. If possible, its use should be post-
poned until the infant is 5 months old, when 
infant renal clearance is less of an issue [42]. If 
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its use cannot be avoided, infants should be mon-
itored both clinically and with serum blood 
counts and lithium levels.

The American Academy of Neurology (AAN) 
and AAP both endorse the use of valproic acid 
and carbamazepine in breastfeeding mothers 
[37]. The AAP advises the monitoring of hepatic 
function in breastfeeding infants whose mothers 
take either of these two medications [6, 42]. The 
additional benefit of valproic acid, especially in 
the emergency setting, is that it may be loaded as 
a single dose at 15–25 mg/kg. Subsequent daily 
dosing is adjusted to 10–15 mg/kg/day. A serum 
level should be checked in 4–5 days so further 
adjustments can be made.

Data for lamotrigine are limited. The risk of 
serious side effects such as Stevens–Johnson syn-
drome is present for both mother and breastfeed-
ing infant; close monitoring is warranted [42]. 
Data regarding the use of oxcarbazepine in nurs-
ing infants are lacking.

FGAs and SGAs can be used in the emergent 
treatment of postpartum mania, with the same 
guidelines as in nonpregnant patients. Data are 
limited for breastfeeding patients; to date, no 
serious adverse events have been reported in 
nursing infants [42].

Data on postpartum anxiety disorders are 
sparse. Patients presenting with acute anxiety in 
the postpartum period may be treated using the 
same treatment guidelines as nonpregnant 
patients. In patients who are breastfeeding and 
receiving benzodiazepines, infants should be 
monitored for clinical signs of intoxication or 
toxicity, including hypotonia, poor feeding, ther-
moregulation problems, seizures, lethargy, and 
irritability [3, 5].

 Postpartum Psychotic Disorders

The prevalence of new-onset psychosis in the 
postpartum period is not known, but estimates 
have placed the incidence as high as 1–2 in 1000 
live births [60]. A history of a prior psychotic or 
mood disorder is common [6]. In women with a 
history of postpartum psychosis, the risk of recur-
rent episodes in subsequent postpartum periods is 

very high, estimated up to 70% [58]. Risk factors 
for postpartum psychosis include a history of 
psychotic symptoms (especially in pregnancy), 
multiple hospitalizations for psychosis, a history 
of a mood disorder (especially bipolar disorder), 
and antipsychotic discontinuation or noncompli-
ance [60].

Postpartum psychotic symptoms start rapidly 
after delivery, usually within 3 weeks. Some 
patients may demonstrate signs as early as 72 
hours after giving birth [2]. Symptoms include 
sleep disruption, paranoia, restlessness, agitation, 
disorganized thinking, impulsivity, risky or reck-
less behavior, and labile affect [4]. The workup 
for a woman with postpartum psychosis is as any 
other patient, with special attention paid to thy-
roid studies, since up to 9% of all postpartum 
women experience postpartum thyroiditis [61].

Postpartum psychosis is a psychiatric emer-
gency, due to the risk to both mother and child. 
Emergency department treatment follows the 
same guidelines as for acute agitation (see 
Table 36.1), with the exception of the addition of 
lithium. Lithium monotherapy is argued to be the 
ideal initial medication treatment for patients 
with postpartum psychosis [62]. However, given 
the time it takes to reach a serum-steady state, 
lithium may not be the ideal choice for patients in 
an emergency department setting. Other authors 
argue that ECT ought to be the treatment of 
choice [58] or at least as a useful adjunct to lith-
ium treatment [62]. ECT may be necessary to 
stabilize the patient’s condition [2, 4, 15]. 
Regardless, inpatient psychiatric hospitalization 
is frequently required.

 Conclusion

Pregnancy does not convey protection against 
mental illness. Pregnant patients with comorbid 
psychiatric problems are a special challenge to 
emergency department personnel. From a diag-
nostic standpoint, pregnant patients differ little 
from nonpregnant patients. However, acute man-
agement differs because one must also take the 
developing child’s safety and well-being into 
consideration. The information and guidelines 
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presented in this chapter will aid the emergency 
department clinician in evaluating and treating 
this special population of psychiatric patients.
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Cultural Concerns and Issues 
in Emergency Psychiatry

Suzanne Bruch

 Introduction

The increasing diversification of the population 
in the United States and other countries has 
placed increased demands on health-care sys-
tems to treat patients of different cultural back-
grounds. A person’s ethnic background, race, 
religion, values, beliefs, customs, and language 
can affect not only the symptoms with which a 
psychiatric illness may present but also the 
manner in which that person may seek help. 
Culture in the United States has been heavily 
influenced by Euro- American Protestant val-
ues, including independence, autonomy, and 
self-sufficiency [1]. However, the complexion 
of the population in this country has changed 
dramatically over the past several decades. 
Between 1980 and 2010, the population of 
Asians in the United States increased by 319%, 
Hispanics by 246%, American Indians by 
106%, and African Americans by 47% in com-
parison to a 9% increase in the non-Hispanic 
White population [2].

 Culture, Cultural Competence, 
and Cultural Formulation

The Department of Health and Human Services 
defines culture as a common heritage or set of 
beliefs, norms, and values [3]. Culture encom-
passes race, ethnic background, spirituality, gen-
der, age, sexual orientation, marital status, 
socioeconomic status, and education. Cultural 
competence refers to the set of skills needed to 
provide care that respects the patient’s ethnocul-
tural beliefs, values, attitudes, and conventions 
[4]. Cultural competency aligns with the trend 
toward evidence-based medicine as both repre-
sent a focus on providing effective treatment for 
each individual patient. Currently, scientific evi-
dence to guide treatment of patients belonging to 
a minority culture is limited.

The charge to provide culturally competent 
care in the United States is rooted in the civil 
rights movement of the 1960s and reflects an 
interpretation of the Declaration of Independence 
to extend basic civil rights to all citizens and to 
outlaw discrimination [5]. Title VI of the 1964 
Civil Rights Act mandated service providers 
receiving federal financial assistance to provide 
meaningful and equal access to services for peo-
ple with limited English proficiency (LEP), 
which has been defined as “limited ability to lis-
ten, speak, read, and write in English, and 
speak[ing] English less than very well” [6]. S. Bruch (*) 
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Transcultural psychiatry was recognized by the 
American Psychiatric Association as a specialty 
in 1969 [7]. In the 1980s, the biopsychosocial 
model of case formulation took hold in psychia-
try. By the 1990s, states including California and 
New York enacted legislation to ensure the provi-
sion of culturally and linguistically appropriate 
health care. At the same time, the American 
Psychiatric Association included an outline for 
cultural formulation in the Diagnostic and 
Statistical Manual of Mental Disorders Fourth 
Edition and reference to cultural factors in its 
published practice guidelines for adults, provid-
ing a framework for culturally competent evalua-
tions of psychiatric patients. In 2000, President 
Bill Clinton signed Executive Order 13166, 
requiring recipients of federal funding to take 
“reasonable steps to ensure meaningful access” 
for LEP persons [8].

Section 1557 of the Affordable Care Act of 
2010 (ACA) extends nondiscrimination protec-
tion to health care and health coverage, including 
the health insurance exchanges [9]. Several sec-
tions of the ACA require that patient communica-
tion be provided in “plain language” [9]. 
Furthermore, providers and health-care entities 
must offer “qualified” interpreters and translators 
at no cost to LEP patients [10]. In Australia, the 
department of social services provides free trans-
lating and interpreting services for medical pro-
viders and pharmacists. Unfortunately, in the 
United States, the cost of interpreter services, 
coupled with the lack of comprehensive reim-
bursement practices, operates as a disincentive 
for clinicians to see LEP patients [11].

Despite the government mandate for equal 
access to health care and the increased focus on 
cultural competency, progress has been slow. The 
United States Surgeon General’s report on Mental 
Health: Culture, Race, and Ethnicity and the 
Institute of Medicine’s Unequal Treatment report 
concluded that ethnic minority patients have less 
access to services, are less likely to receive men-
tal health treatment, receive a lower quality of 
care both in terms of medical and psychiatric 
treatment, and are underrepresented in mental 
health research [3, 5, 7]. Yet migrant populations 
exhibit a higher incidence of mental illness com-

pared with native populations, and ethnic minori-
ties experience a greater disability burden from 
mental illness than do non-Hispanic Whites [12, 
13]. While one in five Americans experiences 
mental illness, the majority of people with diag-
nosable disorders do not receive treatment, 
regardless of race or ethnicity [3]. As a result of 
this report, the US Surgeon General declared that 
cultural competence should be a core component 
of any service [5]. Unfortunately, 80% of psychi-
atric staff feel that their professional training pre-
pares them “very little” or “not at all” for 
cross-cultural clinical work [12].

A culturally competent evaluation of the psy-
chiatric patient includes assessment of the cul-
tural identity of the individual, the role of culture 
in the expression and evaluation of psychiatric 
symptoms, and the effect of cultural differences 
on the relationship between patient and clinician. 
In assessing a patient’s cultural identity, it is 
helpful to assess the degree of involvement with 
both the culture of origin and the host culture, 
identifying areas of cultural conflict pertinent to 
the patient’s presentation. Goals of cultural for-
mulation include increased understanding of 
patients’ perceptions of illness, more accurate 
diagnosis, more appropriate treatment, and 
improved access to care.

 Explanatory Models of Illness

A patient’s explanatory model of illness reflects 
his own cultural background. Each culture regu-
lates its own patterns of emotional expression, 
determining which are socially acceptable and 
which are deviant. Culture influences the sources 
of distress, the illness experience, the symptom-
atology and interpretation of these symptoms, 
coping mechanisms and help-seeking behaviors, 
and family and community support, as well as the 
social response to distress and disability [3, 14]. 
The cultures of the clinician and system of care 
influence diagnosis, treatment, and delivery of 
care. The stigma associated with mental illness 
appears to be universal cross-culturally, and 
alternative conceptualizations of illness may mit-
igate this stigma [15].
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In many cultures, mood and anxiety disorders 
may be viewed as moral or social defects rather 
than illness. The United States is unique in the 
open expression of interpersonal conflict. Many 
other cultures value the suppression of both inter-
nal and interpersonal conflict, prioritizing non-
confrontational interaction and social harmony.

Understanding the patient’s own view of ill-
ness promotes collaboration between clinician 
and patient, enabling the clinician to more suc-
cessfully develop and implement a viable treat-
ment plan and leading to improved outcomes and 
greater patient satisfaction. When the clinician 
shares the patient’s model of understanding dis-
tress and treatment, patient satisfaction is greatest 
[16]. Conflicting explanatory models may result 
in poor rapport, nonadherence to treatment, and 
dropout of treatment. The clinician should 
attempt to implement an evidence-based treat-
ment that does not conflict with the patient’s cul-
tural beliefs. The conflict between patient and 
family explanatory models leads to family dis-
cord, shame, and an impaired support system. 
When the patient’s explanatory model differs 
from that of his community, he may suffer social 
isolation and stigmatization [1].

 Language

According to the American Community Survey 
2011, over 300 languages are spoken in the 
United States [17]. Of the 291.5 million people 
aged 5 and over in this country, more than 60.5 
million (over 20%) speak a language other than 
English at home [17]. Thirty-one million patients 
speak primary languages that differ from those of 
their health-care providers [18]. Communication 
barriers adversely impact access to health-care 
services, health outcomes, and patient satisfac-
tion [19]. The National Healthcare Disparities 
Report found that 47% of LEP patients do not 
have a usual source of care, and 6% have a usual 
source of care that does not provide language 
assistance [20]. LEP patients are less likely to 
have regular health providers or to receive rou-
tine preventive treatment [11, 19, 21–23]. 
Language barriers contribute to the poor under-

standing of a diagnosis and treatment plan, 
including medication instructions and follow-up 
recommendations, increased risk of adverse 
events, and lower patient satisfaction [23]. As a 
result, LEP patients typically experience reduced 
clinical encounter time, increased risk of medica-
tion nonadherence, increased frequency of medi-
cal complications, and increased risk of patient 
safety events, and they are less satisfied with both 
clinician communication and overall health care 
[21, 22]. Language concordance between patient 
and provider promotes increased patient compre-
hension, compliance, and satisfaction [23].

Language barriers prove particularly problem-
atic for patients presenting with psychiatric 
symptoms. Patients experiencing acute psychiat-
ric illness may lose their ability to communicate 
freely in an acquired language. Whether more 
psychopathology is evident when a patient is 
interviewed in his native tongue or a second lan-
guage is debated in the literature [24, 25].

 Interpreters, Translation, 
and Communication

Interpretation is of critical importance in the 
evaluation of behavioral emergencies. As the 
mental status exam is more subjective than the 
physical exam, many symptoms are elicited only 
by self-report, and any distortion may lead to 
misdiagnosis or misunderstanding of treatment. 
Interpreters have reported that differences in ill-
ness perspective between patient and clinician 
are especially common when psychiatric diagno-
ses are involved [26]. Some patients consider 
such diagnoses to be disbelief on the part of the 
clinician—or rejection. Language discordance 
between patient and provider interferes with 
assessing disorders of speech and thought pro-
cesses, in particular. For example, clinicians who 
tend to use closed-ended questions when evaluat-
ing LEP patients may incorrectly conclude that 
the patient is guarded or withdrawn or that his 
thought process is impoverished. LEP patients or 
providers speaking in a second language may 
make tense errors, leading to confusion regarding 
whether the symptoms are current or were 
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 experienced in the past. In emergency situations, 
health-care providers are forced to complete an 
evaluation in a limited period of time. Yet it is 
important that sufficient time is devoted to the 
interview to allow the patient to present his own 
narrative describing symptoms and illness, which 
can be particularly challenging when interpreta-
tion is required.

In addition to the notion of cultural compe-
tence, we must also consider the concept of com-
munication competency in medical interviews 
[27]. A translator provides a more literal inter-
pretation of a patient’s report, while an inter-
preter provides a cultural context. When using 
interpreters, health-care professionals must work 
to maintain basic principles of medical ethics, 
including patient rights, patient autonomy, 
patient confidentiality, and informed consent. 
Upholding these principles can be particularly 
difficult when the health-care provider is depen-
dent on an informal or ad hoc interpreter. 
Utilization of a layperson as interpreter provides 
for potential distortions based on the interpret-
er’s attitudes toward both patient and clinician. 
Untrained interpreters may feel uncomfortable 
with the personal nature of the clinician’s ques-
tions or overwhelmed by the responsibility of the 
task, and they are more likely to make errors and 
violate confidentiality [28]. Family and friends 
interpreting are not desirable due to their lack of 
objectivity and tendency to respond to clini-
cians’ questions without input from the patient. 
Use of professional interpreters appears to facili-
tate increased disclosure of sensitive informa-
tion, including psychological and physical 
symptoms and traumatic events [29]. Errors 
committed by untrained interpreters may criti-
cally compromise patient safety and can even 
prove life-threatening [22]. Patients who depend 
on untrained, ad hoc interpreters report less sat-
isfaction with their patient-provider relationship 
[6]. Language competency, interpretative skills, 
and cultural knowledge are critical components 
in the successful evaluation of a patient present-
ing with a behavioral emergency.

The psychiatric interview is highly dependent 
on the interpreter, who has the power to control 
the information being exchanged. The accuracy 
of meaning may be diminished when an unskilled 

interpreter simply translates. The effectiveness of 
communication essential for an accurate psychi-
atric diagnosis and treatment plan may be altered 
by the dynamic of using an interpreter. In addi-
tion to the clinician-patient relationship, there 
now also exist relationships between patient and 
interpreter and between clinician and interpreter. 
Anxious or paranoid patients may find the pres-
ence of the interpreter problematic.

The following table illustrates common errors 
of interpretation [12]. In addition to those errors 
noted, studies have shown cases of interpreters 
dissuading patients from disclosing information 
deemed stigmatizing in their culture [12]. Errors 
in interpretation are more common when the 
patient is speaking than the clinician and are 
more common when a patient is acutely ill or 
psychotic [29] (Table 37.1).

Table 37.1 Common errors of interpretation

Omission Information is partially or completely 
deleted by the interpreter
More likely when discussing 
sensitive personal issues, such as 
substance use or sex, or when the 
interpreter has a personal conflict of 
interest (e.g., when a family member 
is acting as an informal interpreter)

Addition The interpreter includes information 
not expressed by the patient

Condensation A long or complicated response is 
simplified.
Particularly problematic in the 
psychiatric evaluation of a patient 
with disorganized or incoherent 
responses, or when a response is 
shortened such that critical 
information is deleted

Substitution The interpreter rephrases the question 
in a manner that changes the concept

Role 
exchange

The interpreter takes over the 
interview, replacing the interviewer’s 
questions with his own

Closed/open The interpreter alters the way the 
question was asked. The interpreter 
may elaborate with his own series of 
questions, delivering results of this 
exchange, rather than an accurate 
response to the original question

Normalization The interpreter attempts to make 
sense of the patient’s response
Particularly problematic in evaluating 
a behavioral emergency

Adapted from Farooq and Fear [12]
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Psychiatric evaluation is further hindered by 
interpretation as speech content is temporally 
separated from facial expression and psychomo-
tor activity. The interpreter may focus on what 
the patient is saying, rather than how he is saying 
it, yet meanings of both verbal and nonverbal 
expressions are integral components of the psy-
chiatric exam. During a psychiatric interview, 
many questions could be considered presumptu-
ous and adversely affect rapport if asked without 
appropriately empathic expression. Looking at 
the patient and addressing the patient directly, 
rather than addressing the interpreter, will facili-
tate better rapport. Affect, thought process, and 
ambivalence can be particularly subject to distor-
tion, in part due to difficulty conveying the mean-
ing of paralinguistic cues [30]. To prevent 
misunderstandings and misinterpretation, the cli-
nician is advised to speak in short, clear sen-
tences, avoiding slang and medical jargon, and to 
pause frequently to check on the patient’s level of 
understanding.

While time is limited in the emergency set-
ting, meetings between clinician and interpreter 
both before and after interviewing the patient 
have proven effective in minimizing distortions 
[12, 30]. A preinterview meeting allows the clini-
cian to discuss the goals of the interview, includ-
ing specific areas of focus and any potentially 
sensitive topics, and allows the clinician to assess 
the interpreter’s attitude toward both patient and 
subject matter. Interpreters should be encouraged 
to ask both clinician and patient for clarification 
when needed and should be counseled not to 
attempt to make sense of the patient’s statements. 
The clinician should request a verbatim transla-
tion if the response is still unclear. A post- 
interview meeting provides the opportunity for 
clarification of both interview content and 
dynamics of the interaction, including discussion 
of paralinguistic cues. The interpreter may also 
benefit from the opportunity to discuss and pro-
cess his or her own feelings and reaction to the 
interview.

Interpreter services improve health-care expe-
riences and outcomes [21]. Despite the use of 
interpreters, LEP patients are less likely to 
express concerns or ask questions. High-quality 

health care for LEP patients depends on high- 
quality interpreter services when language- 
concordant clinicians are not available as patients 
who rate their interpreter highly are more apt to 
rate the health care received highly [21]. Patient 
satisfaction depends on the ability of the patient 
to convey information to the health-care provider, 
the expertise of the physician, and the emotional 
tone of the encounter [27]. Enhanced communi-
cation leads to a stronger doctor-patient relation-
ship and increased patient autonomy, allowing 
the patient to better understand his condition, 
more effectively participate in treatment plan-
ning, and make informed decisions. Therapeutic 
alliance is a positive prognostic indicator of treat-
ment [31]. Using professional interpreters, 
whether in person or remotely, increases patient 
satisfaction, strengthens adherence, improves 
outcomes, and lessens adverse events [28].

Despite the benefits of using qualified medical 
interpreters, clinicians tend to underutilize avail-
able interpreter services and to perceive a com-
promised quality of care, even when an interpreter 
is used [22]. There is some concern that clini-
cians may project their discomfort in treating 
LEP patients onto the patients themselves, pre-
venting them from acknowledging the patient’s 
feeling of being helped and desire for continued 
care [29]. Clinicians who have received inter-
preter training are more satisfied with their abil-
ity to communicate with LEP patients [23]. 
Physicians and interpreters have shown a strong 
preference for in-person interpreters, in compari-
son to remote interpreting via telephone or video, 
whereas patients have shown no preference [11, 
22, 32]. Clinicians appear to have a better under-
standing of a patient’s cultural beliefs when an 
in-person professional interpreter is used [11]. In 
the emergency department (ED), using profes-
sional interpreters has been correlated with an 
increased intensity of services, reduced return 
ED visits, and lower cost, while non-interpreted 
non-English-speaking patients had the shortest 
length of ED stay and fewest tests and medica-
tions [33].

Language barriers influence the authenticity 
of the informed consent process. A patient’s 
understanding of both illness and proposed 
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 treatment and their ability to voluntarily make 
treatment decisions form the basis for informed 
consent. The clinician must attend to the patient’s 
perspective, attempt to understand it, avoid dec-
larations, and recognize the social context within 
this exchange [34]. He has the responsibility of 
ensuring that the patient has an accurate under-
standing of the totality of information required to 
make the decision. Recognition of an individual’s 
autonomy, avoidance of coercion, and voluntary 
patient participation are essential elements of the 
informed consent process.

In acknowledging the benefits that profes-
sional medical interpreters provide, it is also 
important to recognize the limitations in com-
parison to language-concordant physician-patient 
encounters. Patients typically feel less under-
stood by their physicians, and they themselves 
have difficulty understanding physicians’ expla-
nations and follow-up instructions when inter-
preters of any kind are used [19].

 Minority Populations

Increasing awareness and understanding of dif-
ferent cultures will aid in more accurate assess-
ment and diagnosis. At present, patients with 
psychiatric illnesses are diagnosed according to 
the Diagnostic and Statistical Manual of Mental 
Disorders, Fifth Edition (DSM-5). However, this 
classification system is based on Western con-
cepts of mental health and illness and can poten-
tially lead to patients from minority populations 
being misunderstood and misdiagnosed. To that 
end, increasing understanding of specific popula-
tions may prove useful for clinicians, particularly 
when evaluating for potential underlying psychi-
atric illness in an emergency setting.

Ethnic and racial minorities in the United 
States experience an environment of social and 
economic inequality plagued by greater exposure 
to racism, discrimination, poverty, and violence. 
People in the lowest socioeconomic strata are 
two to three times more likely to suffer mental 
illness than those in the highest strata [3]. Racism 
and discrimination adversely affect mental health 
and place minorities at increased risk of such ill-

nesses as depression and anxiety. Mistrust of 
mental health services deters minorities from 
seeking treatment and is reinforced by clinician 
bias and stereotyping. Providing evidence-based 
treatment for minority populations is challenged 
by the tendency of conventional psychiatric 
research to reduce the complexity of illness nar-
ratives to a checklist of symptoms [14].

Education about other cultures and belief sys-
tems is an important starting point in the provi-
sion of culturally competent care. Overall, 
Euro-Americans align with professional disease- 
oriented perspectives on mental illness, seeking 
treatment when needed and viewing psychotro-
pic medication as a necessary component of 
treatment [15]. In contrast, psychiatric patients of 
non-Western origin abandon treatment against 
medical advice far more often [35]. While the 
following discussion is neither complete nor 
exhaustive, it does provide a basic framework for 
understanding other cultures. Each patient must 
still be evaluated individually as these general-
izations are not meant to invoke stereotypes or 
dismiss pathology as a cultural phenomenon. 
Even clinicians of the same ethnicity as the 
patient must be careful to consider each patient 
individually in order to avoid overidentification 
and assumptions.

According to federal classification, the four 
most recognized racial and ethnic minority 
groups in the United States are Hispanic 
Americans/Latinos, African Americans/Blacks, 
Asian Americans and Pacific Islanders, and 
American Indians and Alaska Natives.

 Hispanic Americans

Hispanics are the largest ethnic minority popula-
tion in the United States, and this population is 
rapidly growing, with a 43% increase between 
2000 and 2010 [2]. Their ancestry may trace to 
Africa, Asia, Europe, the Middle East, the 
Caribbean, or the Americas [3, 19]. Latino groups 
experience high levels of stress and distress, 
which can exacerbate preexisting conditions or 
increase the risk of developing substance use and 
psychiatric disorders [19]. Their resilience and 

S. Bruch



377

coping skills promote mental health. Hispanic 
American youth experience higher rates of 
depression, anxiety, suicidal ideation, and suicide 
attempts as compared to White youth [3]. 
Interestingly, rates of mental illness are lower for 
Mexican Americans than other Hispanics [13].

Limited availability of ethnically or linguisti-
cally compatible providers and lack of health 
insurance have limited access to psychiatric ser-
vices such that Hispanic Americans are less likely 
than White Americans to receive needed psychi-
atric services [3, 11]. Contributing factors include 
stigma associated with mental health services, 
cultural and linguistic barriers, poverty, discrimi-
nation, and lack of empirically based treatments 
[31]. Lack of culturally appropriate care contrib-
utes to premature dropout from treatment [31]. 
Limited outcome data suggest that Hispanic 
Americans are less likely to receive treatment in 
accordance with evidence-based guidelines [3]. 
For example, Latino and African Americans with 
co-occurring depression and substance abuse 
have less access to treatment with selective sero-
tonin reuptake inhibitors in comparison to 
European Americans with the same co-occurring 
conditions [36].

Cultural factors including language, family, 
and beliefs about health can impact the assess-
ment and treatment of Hispanic patients present-
ing with behavioral emergencies. Latinos tend to 
use non-biomedical interpretations of emotional, 
cognitive, and behavioral problems [15]. They 
tend to downplay their symptoms and normalize 
their illness experience [15]. Hispanics are less 
accepting of mental illness and view depression 
as a sign of weakness or madness. Psychiatric 
labels have the potential to be socially damaging 
in this population [15]. Hispanics may somatize 
their symptoms and may prefer alternative treat-
ment options, such as spiritual healers. Increased 
frequency of somatic complaints has been noted 
in Mexican American and Puerto Rican patients 
[24]. When depressed, Hispanics are more likely 
to endorse appetite or weight disturbances [37]. 
Hispanic patients may present with atypical psy-
chotic symptoms, including auditory and visual 
hallucinations, but have an otherwise unremark-
able mental status exam. Hispanics tend to 

believe in predetermination and that a higher 
power is in control. Typical gender roles dictate 
that men are strong, loving providers for their 
families and that woman are spiritually superior, 
deferring their own needs for children and family. 
Deviation from these roles may lead to depres-
sion [38]. As family provides primary social sup-
port, involving relatives in treatment can be 
beneficial.

Incorporating cultural constructs can increase 
the effectiveness of service delivery to Hispanic 
patients. Familismo (family orientation) empha-
sizes the importance of family, loyalty, and soli-
darity, as well as the focus on the greater good of 
the family over individual needs, and it highlights 
the importance of family involvement in treat-
ment [31]. Personalismo (personal relationship) 
highlights the importance of relating on a per-
sonal level, which helps patients develop rapport 
and establish trust. Otherwise, the clinician may 
be perceived as cold or unpleasant, which can 
adversely affect treatment compliance [31]. 
Respeto (respect, mutual and reciprocal defer-
ence) refers to the adherence to hierarchical 
structure, in which individuals defer to those with 
more seniority or higher status. For example, 
when speaking Spanish, the patient should be 
addressed using the formal pronoun usted in 
place of the informal tu until given permission to 
do otherwise as disrespect or offensive gestures 
could adversely affect treatment outcomes [31]. 
Confianza (trust and intimacy in a relationship) is 
an essential component in establishing a thera-
peutic treatment alliance and typically develops 
in relationships based on personalismo and res-
peto [31]. Fatalismo (fatalism) encompasses the 
belief that outcomes may not be entirely under 
one’s control and that fate, luck, or a higher 
power may play a role [31]. Patients may refer to 
Dios quiere (God’s will) or el destino (destiny). 
Exploring a patient’s contributions to the achieve-
ment of his goals may be an effective means of 
empowering the patient and strengthening the 
therapeutic alliance without questioning the 
patient’s religious or spiritual beliefs. Contralarse 
(self-containment or conscious control of nega-
tive affect) and aguantarse (ability to withstand 
stressful situations, particularly during difficult 
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times) reflect inner strength in times of adversity 
[31]. Sobreponerse (self-suppression) refers to a 
particular mindset needed to overcome chal-
lenges, though the clinician must not appear to be 
minimizing or dismissive of the presenting issues 
[31]. Incorporating these cultural constructs dur-
ing assessment and treatment of Hispanic patients 
may enhance therapeutic alliance and improve 
treatment outcomes.

Latinos are generally amenable to treatment 
with psychotropic medication but tend to utilize 
psychosocial interventions less frequently [15]. 
Latino men tend to view clinicians as a means to 
obtaining medication, whereas women are more 
likely to utilize psychosocial interventions such 
as groups and therapy [15].

 African Americans

While the majority of African Americans trace 
their ancestry to slaves brought from Africa, this 
population is diversifying with the influx of 
immigrants and refugees from African nations 
and the Caribbean. The legacy of slavery, racism, 
and discrimination continues to affect this popu-
lation. Nearly one-quarter of African Americans 
suffers from poverty [3]. Mortality rates are dis-
proportionately high. Resilience is a strength of 
this population. Prevalence rates of mental illness 
for African Americans are similar to those for 
non-Hispanic Whites [3]. Yet African Americans 
are less likely to use and receive mental health 
care, and they are overrepresented in high-need 
populations, including the homeless, the incar-
cerated, and children in foster care [3, 15]. 
Availability of services is limited due to reliance 
on safety net providers and lack of African 
American clinicians specializing in mental 
health. Access to treatment and utilization of ser-
vices are limited by lack of insurance and less 
inclination to take advantage of available ser-
vices. African Americans are more likely to delay 
treatment until their symptoms are severe and to 
receive psychiatric treatment in emergency rooms 
and psychiatric hospitals [3]. Errors in diagnosis 
are more common for African Americans than 
Whites, and African Americans are less likely to 

receive care directed by evidence-based treat-
ment guidelines. When treated appropriately, 
African Americans respond as favorably as 
Whites [3].

African Americans are more likely to use non- 
biomedical interpretations of behavioral, emo-
tional, or cognitive problems [15]. They may 
attribute symptoms to supernatural or demono-
logical forces, or they may formulate character-
ological explanations [15]. African Americans 
with mental illness tend to downplay their symp-
toms and normalize their illness experience [15]. 
Those with depression are more likely to present 
with somatic and neurovegetative symptoms than 
with mood or cognitive disturbances, and they 
are more likely to endorse appetite or weight dis-
turbances [37]. African Americans find mental 
illness stigmatizing and consider it private family 
business. Diagnostic labels may have damaging 
social consequences, including ridicule, dispar-
agement, and retaliation [15]. The perception that 
individuals with mental illness are dangerous 
persists in this population [15].

From a treatment perspective, African 
Americans are more critical of mental health ser-
vices and of psychotropic medication, sensing 
that medication compliance is the clinician’s pri-
mary concern [15]. They may become frustrated 
with dosing changes, feeling that they are being 
experimented on [15]. They tend to feel that 
treatment providers do not listen, care, or help 
solve problems [11]. They may feel treatment 
providers are trying to control them [15]. 
Difficulty communicating with clinicians consti-
tutes a significant barrier to seeking services and 
engaging in treatment [15].

 Asian Americans and Pacific 
Islanders

Over 17 million Asians reside in the United 
States, and this population is rapidly growing, 
with a 43% increase between 2000 and 2010 [2]. 
This minority population is remarkably diverse, 
accounting for 43 ethnic groups speaking over 
100 different languages and dialects and repre-
senting a range of educational and  socioeconomic 
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backgrounds [3]. With this diversity, expectations 
may vary concerning when to seek medical treat-
ment, the role of a physician, the roles of the 
patient and family, and privacy issues, including 
disclosure to patient and family.

Asian Americans use fewer mental health ser-
vices than any other minority group, tending to 
access services only in crisis and to drop out pre-
maturely [39]. Availability of services is limited 
due to the limited English proficiency of nearly 
half this population and lack of providers with 
compatible language skills [3]. Stigma and shame 
associated with mental illness further limit utili-
zation of services. Asians may experience trepi-
dation when navigating an unfamiliar health-care 
system, frustration when unable to effectively 
communicate their symptoms, and anger when 
feeling they are being viewed with mistrust or 
suspicion by hospital staff. Of those who utilize 
available services, the severity of presentation is 
high, suggesting that Asians delay treatment until 
the condition is serious.

In general, strengths of the Asian population 
include family cohesion and motivation for 
upward mobility and educational achievement. In 
contrast to the Western focus on the patient as an 
individual, Asian culture emphasizes family, and 
understanding religious and social support sys-
tems may prove invaluable in formulating a diag-
nosis and treatment plan. Family structure is 
patriarchal and hierarchical. Japanese Americans, 
in general, are highly successful, attaining high 
rates of educational achievement and income and 
low rates of mental illness, alcoholism, and juve-
nile delinquency. One theory is that the highly 
structured role relationships in the family, with 
their stability and predictability, protect family 
members from outside stressors and form the 
basis for an individual’s ability to adapt and 
adjust [13].

In Asian culture, there is a belief that avoiding 
bad thoughts can lead to mental health. Expression 
of feelings, particularly negative ones, and emo-
tional distress are taboo, disgracing individual 
and family. Suppression of negative affect is val-
ued. Mental illness may be indicative of character 
weakness or lack of self-control and can shame 
the family. Family members may fear they are at 

risk for genetic inheritance of these traits. Self-
control, desire to save face, need to protect a fam-
ily, lack of available language to describe 
symptoms, and stigma associated with mental ill-
ness have led to somatization of psychiatric 
symptoms, which is both culturally acceptable 
and less stigmatizing [40]. The Asian conceptual-
ization of mind and body as a whole has also con-
tributed to the somatization of mental illness. In 
fact, somatic presentations of mental illness are 
seen in most patients from non-Western cultures 
[38]. An Asian person with depression may pres-
ent to the emergency department with a chief 
complaint of a headache, a backache, some mus-
cle pain, a stomachache, dizziness, low energy, or 
insomnia. He may be inclined to deny depressed 
mood in order to preserve his own self-image and 
avoid negative reflection on his family. Asian 
patients tend to minimize symptoms and under-
report suicidal ideation and suicide attempts [37, 
38]. Careful history-taking may identify a trauma 
or loss precipitating onset of physical 
symptoms.

Treatment interventions should be problem- 
focused and include psychotropic medication; 
supportive, cognitive, or behavioral therapy; and 
family therapy, particularly with inclusion or 
support of the identified family leader. Instillation 
of hope is important. Patients from Asian cultures 
traditionally show tremendous respect toward cli-
nicians and expect this person to be authoritative 
and directive once rapport has been established. 
Failure to provide instructions to the patient 
could lead the patient to conclude that the clini-
cian is uncaring or incompetent. Traditionally 
recommended treatments for substance use disor-
ders, including group therapeutic interventions 
such as Alcoholics Anonymous, can prove prob-
lematic due to the cultural taboo associated with 
public expression of emotions and group 
confrontation.

Asians with psychotic disorders are more 
likely to experience visual, olfactory, or tactile 
hallucinations than the auditory hallucinations 
typically experienced by Western patients [40]. 
Misdiagnosis of mental illness is common in this 
patient population with atypical nature of pre-
senting symptoms, language barriers, lack of 
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knowledge of Asian cultures, and lack of cultural 
sensitivity contributing [40].

In evaluating patients from southeast Asia, the 
clinician must be cognizant of the following cul-
tural beliefs: preference for group interest over 
individual interest; harmonious family relation-
ships; respect for elders; control of emotions, 
including those which may be undesirable; and 
confrontation avoidance [41]. Relevant history 
may include migration history and refugee status, 
which may provide an opening for discussion of 
possible past trauma. Southeast Asian refugees 
are at increased risk of post-traumatic stress dis-
order related to pre-immigration trauma. 
Southeast Asians may use moral, religious, magi-
cal, or medical models to explain the illness. The 
moral model links the medical or psychiatric 
condition to such negative traits as laziness, self-
ishness, and low morality and posits that correc-
tion of such behaviors is necessary for symptom 
resolution. Supernatural factors underlying men-
tal illness are the central tenet of the religious 
model, and appeasing God or angered spirits is 
an essential treatment component. In the medical 
model, traditional Eastern therapies including 
local healers, acupuncture, meditation, herbs, 
yoga, and dietary modification may be preferred 
to Western medicine. An Asian typically turns to 
family for support before seeking treatment out-
side the home. Families may try to protect those 
with psychotic symptoms to save face and avoid 
stigma and shame [40]. Often, symptoms are 
quite severe by the time a patient presents for 
treatment. Mistrust of the mental health system, 
conflicting Eastern and Western values, discom-
fort with Western treatment methods, and medi-
cation side effects impede engagement in 
psychiatric treatment and lead to early dropout 
[40].

Filipino Americans are the second fastest 
growing Asian immigrant group in the United 
States behind the Chinese [39]. They believe hap-
piness and health result from balance and that 
rapid temperature changes can cause illness [39]. 
They have a fatalistic and passive attitude and 
underutilize existing mental health services, 
which are culturally, socially, and linguistically 
incompatible [38, 39]. Stigma and preference for 

traditional healing methods, such as faith healers, 
inhibit Filipinos from seeking treatment. 
Depression may manifest with classical symp-
toms, somatization, or the incongruous smiling 
depression [39]. Suicide rates are lower, likely 
reflecting the influence of Catholicism, as well as 
extended family and social support systems [39]. 
Some Filipinos believe that persons with mental 
illness are dangerously unpredictable [39]. 
Filipino women are at increased risk of physical 
and mental health problems as they are expected 
to work outside the home while maintaining pri-
mary responsibility for childcare and domestic 
duties [39]. Filipinos will express their feelings 
toward health-care providers who are respectful, 
approachable, and accommodating but will oth-
erwise interact in a formal, superficial, and reti-
cent manner, concealing emotion [39]. Filipino 
patients may look down to convey respect. 
Respect or embarrassment may prevent the ask-
ing of questions due to desire to save face and 
mask any lack of understanding. Filipinos often 
attempt to gain familiarity with the treatment pro-
vider and are often more comfortable in the pres-
ence of family. They typically accept medications 
as a means of treatment.

Japanese refer to doctors using the title sensei, 
which means “master,” “teacher,” or “doctor” and 
which is shared by other professionals deemed to 
be morally and socially responsible public fig-
ures [18]. Doctors with greater expertise and 
those physicians seen as saving lives are held in 
higher regard. Japanese patients typically comply 
with their physicians’ treatment recommenda-
tions. It is important to them that their physicians 
convey respect. Regardless of religious affilia-
tion, there are three types of Japanese religious 
practices which may affect treatment [18]. The 
first emphasizes wish fulfillment through the 
power of prayer and may place greater emphasis 
on religious and magical prayers than on medical 
treatments, potentially leading to treatment 
refusal [18]. The second religious practice is akin 
to determinism and emphasizes self-control [18]. 
Followers seek to live their lives in accordance 
with the will of God, gods, or spiritual principles 
and accept their illnesses as an unavoidable fate, 
living their lives within these constraints [18]. 
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The third religious practice involves the cultiva-
tion of mind through universal truth [18]. For 
example, Buddhism teaches patients to recognize 
the state of their illness in an objective manner as 
part of a natural reality and to seek new paths to 
fulfillment by transcending states of suffering 
[18]. Japanese avoid conversations with direct 
eye contact. Given that suppressing feelings of 
anger and sadness is considered a virtue, Japanese 
patients often do not want to hear the name of 
their illness directly from their doctor, but rather 
they wish to be informed indirectly so that they 
can be prepared [18]. Japanese patients typically 
present for treatment with family members. 
Because of stigma and potential embarrassment, 
Japanese patients have difficulty openly discuss-
ing mental illness. A clinician inquiring directly 
about personal information deemed irrelevant to 
the presenting illness would be considered rude 
and inappropriate. Japanese are frustrated by the 
inability to adequately explain symptoms in 
English, and this tenet holds true even when the 
individual appears to have very good command 
of the English language [18].

Most Koreans will not seek medical treatment 
unless seriously ill, and even then, they are apt to 
first consult with a physician in the family or 
close social circle, or with a pharmacist [18]. 
Koreans view doctors as masters accorded abso-
lute authority, holding specialists in higher regard 
[18]. They feel large hospitals have greater cred-
ibility than individual doctors [18]. Koreans trust 
their doctors regarding treatment choice. When 
illness is severe, family members will accompany 
the patient. Koreans may experience tension 
between respect for modern medicine and funda-
mentalist tendencies to eschew medical treat-
ment. While Korean Protestantism emphasizes 
the healing power of the Holy Spirit, religious 
leaders do typically encourage medical attention 
[18]. Only the most conservative branches preach 
reliance on the healing power of God. Shamanism 
is also practiced in Korea, and shaman-nesses are 
thought to have magical and miraculous healing 
abilities. Koreans tend to view their constitution 
as unique and question whether Western medi-
cine is able to effectively treat their illnesses [18]. 
If conventional medical treatments fail, Koreans 

may devote themselves to prayer [18]. Regardless 
of religion, Koreans believe in destiny according 
to cosmic providence [18].

Indians tend to utilize both traditional and 
Western approaches to medicine. Indians trust 
their primary care physicians and typically con-
sult them first rather than go directly to a hospital 
or specialist [18]. They are accustomed to having 
significant personal interaction with their physi-
cians and expect to be able to spend time with 
them [18]. Indians are highly respectful of physi-
cians, particularly specialists, and tend to comply 
with proposed treatment [18]. Wealthier members 
of Indian society go to the doctor with even minor 
complaints, whereas poorer Indians are more apt 
to attempt a home remedy and go to the doctor 
only if it fails [18]. Ayurvedic practice is also pop-
ular. Ayurvedic medicines called bhasmas are 
composed of heavy metals, such as lead, arsenic, 
mercury, or cadmium, that are mixed with herbs 
or spices. Ingestion of these compounds has the 
potential to cause heavy metal toxicity, which 
may manifest with such symptoms as confusion, 
memory loss, insomnia, and tremor. Indians may 
practice Hinduism, Christianity, Islam, or other 
religions, but religion plays a less prominent role 
in health-care ideology [18]. Family members 
typically accompany patients to medical visits 
and are privy to the patient’s medical information. 
Indians want to feel that clinicians are trying to 
understand them and their culture and that their 
lifestyle choices are respected as this personal 
interest contributes to a sense of belonging [18]. 
Indian women tend to be shy in front of male doc-
tors and may prefer female doctors or the pres-
ence of female nursing staff [18]. Suicide is the 
leading cause of death for Indians aged 
15–24 years old [40].

 American Indian and Alaska Natives

Five hundred and sixty-one tribes are represented 
by the Bureau of Indian Affairs [3]. This minority 
group is the most impoverished, with over one- 
quarter living in poverty [3]. Availability of men-
tal health services is limited by geographic 
location due to the distance from treatment cen-
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ters and lack of available specialists [3]. Lack of 
health insurance limits access [3]. Utilization of 
mental health services, appropriateness of treat-
ment, and outcomes are not well understood due 
to lack of research.

Prevalence rates of mental illness for American 
Indians and Alaska Natives are higher than the 
general population, with individuals reporting 
higher rates of frequent distress [3, 13]. American 
Indians and Alaska Natives are five times more 
likely to die of alcohol-related causes than Whites 
[3, 13]. Both youth and adults experience 
increased mental illness, and the suicide rate is 
50% higher than the national rate [3]. Suicide is 
the second leading cause of death among 
American Indians and Alaska Natives aged 
10–34  years old [42]. Concern about suicide 
clusters necessitates a community-based, cultur-
ally competent response strategy [42].

Establishing trust with patients from American 
Indian and Alaskan Native communities may 
prove difficult as many tribal communities were 
destroyed by the introduction of European infec-
tious diseases, and many treaties established by 
the US government with tribal nations were bro-
ken [42]. Casual conversation may aid the devel-
opment of rapport. Showing respect is important, 
in part by allowing time for patients to express 
their opinions without interruption. Admitting 
limited knowledge of the patient’s culture is 
acceptable, particularly while inviting the patient 
and his family or friends to educate you about 
specific cultural protocols in their community. 
Most American Indians and Alaska Natives have 
learned to “walk in two worlds,” observing the 
cultural practices of the setting they are in at the 
time [42]. Many practice organized religion and 
have strong faith-based communities. They have 
a holistic worldview centered on the balance 
between mind, body, spirit, and environment. 
Social and health problems are often seen as spir-
itually based, and most use traditional and spiri-
tual healing practices to complement Western 
medicine [42]. Recognizing and identifying 
strengths in the patient’s community can provide 
insight for developing culturally appropriate 
treatment interventions. Examples of such 
strengths include extended family, shared sense 
of collective community responsibility, physical 

resources, survival skills and resiliency when 
encountering challenges, and ability to adapt to 
fit in with both one’s traditional culture and the 
dominant culture [42].

American Indians and Alaska Natives com-
municate meaningfully using nonverbal gestures, 
requiring careful observation on the part of the 
clinician to avoid miscommunication [42]. Like 
Asians, they may look down as an act of defer-
ence to show respect. They may ignore someone 
to express disagreement or displeasure [42]. They 
tend to use humor when discussing difficult sub-
jects, and smiles and jokes may mask pain [42]. 
American Indians are likely to endorse somatic 
symptoms when depressed [37]. Consultation 
with local cultural advisers should be considered 
for questions about symptomatology and treat-
ment options.

 Immigration, Acculturation, 
and Mental Illness

Acculturation is a process that reflects a balance 
of stress and resilience, and mental health reflects 
a complex interplay of racism, adaptation strate-
gies, and cultural resources. Learning a new lan-
guage, reconciling cultural conflicts, formation 
of identity, alienation from culture or family, and 
loss of resources are potentially stressful events 
associated with immigration. Overcoming these 
obstacles and adapting require resilience. 
Processes of adaptation, adjustment, and incor-
poration into society are not uniform, and differ-
ent immigrant groups face different challenges in 
negotiating acculturation [43]. Some immigrants 
experience better mental health than individuals 
born in the United States, but as they become 
more integrated with American culture, values, 
and lifestyles, their mental health worsens and 
becomes more comparable to that of those born 
in the United States [43].

Acculturation in Asian Americans is inversely 
related to prevalence rates of mental illness and 
to reporting symptoms, and Asian American 
immigrants who moved to the United States at an 
earlier age experience few difficulties adjusting 
[13]. In contrast, prevalence rates of mental ill-
ness in Mexican Americans are directly related to 

S. Bruch



383

a level of acculturation and increase with length 
of time in the United States [13]. Mexican 
Americans born in the United States experience 
higher rates of mental illness than those born in 
Mexico, and place of birth appears to be a more 
important variable in determining mental illness 
than age, gender, or social class [13, 44]. One 
possible explanation is an erosion of family net-
works, which provide support and resources, 
exerting a protective or preventive effect. 
Alternatively, expectations may differ depending 
on place of birth, such that Mexican Americans 
born in the United States may have higher expec-
tations for educational attainment and wealth, 
and may feel more demoralized when they fail to 
achieve these goals [13].

Association between immigrant status and 
suicidality is unclear. Lack of social integration, 
low assimilation, and the high stress accompany-
ing the immigrant experience may contribute to 
increased suicide risk [45]. Immigrants leave 
behind customs, norms, and relationships in their 
home country, only to experience pressure to 
integrate and assimilate culturally, socially, lin-
guistically, and economically with the dominant 
population, often at a rapid pace and with limited 
emotional and economic support. On the other 
hand, the “healthy immigrant thesis” postulates 
that immigrants have above-average physical and 
mental health and are thus at lower risk for sui-
cide [45].

 Religion

Patients of different spiritual backgrounds may 
have different conceptualizations of their illnesses 
and treatment needs. Clinicians responsible for 
evaluating behavioral emergencies in the United 
States are typically trained to view religion as a 
protective factor in terms of suicide risk; however, 
this is a Western notion rooted in Christianity. It is 
important for the clinician to determine whether a 
patient’s religious beliefs provide for coping skills 
that are positive or negative. For example, a 
patient who attributes his illness to God’s will 
may be less likely to adhere to treatment recom-
mendations. He may not disclose his beliefs to the 
clinician, fearing shame and ridicule.

 Hinduism

According to Ayurvedic beliefs, mental health 
depends on the actions, air, and personal nature 
of the individual. Hindus believe that mental ill-
ness may result from disrespect toward the cre-
ator, the Brahmins, and teachers. They believe 
that neglecting duty to God, cruelty to others, and 
such vices as lust and extortion lead to possession 
by spirits and that such fate can be avoided by 
keeping themselves clean, observing social obli-
gations, and giving to charity [41].

 Buddhism

Buddhism teaches that nothing is permanent and 
that everything is interdependent. Buddhists 
believe that mental health results from knowing 
and following the Four Noble Truths and the 
Eightfold Path while renouncing worldly attach-
ments. Mental illness may be caused by misdeeds 
of the patient or ancestors or may result from 
being overly ambitious or having too much 
desire. Therapeutic healing requires the follow-
ing four components: the physician, the 
attendant(s), the patient, and the drug, which 
must come from local herbs. Kindness and con-
sideration are of particular importance to the 
Buddhist patient. Buddhists believe that pos-
sessed individuals may be aided by worship or 
prayer, burning of a specific incense, and follow-
ing certain rituals and that meditation can lead to 
a tranquil state of mind [41]. Charity work may 
also provide benefit. Jodo Shinshu Buddhists are 
more willing to seek medical treatment as they 
believe that illness comes from causes and condi-
tions and that eradication comes through medica-
tions and treatments [18].

 Chinese Spiritual Beliefs

Chinese beliefs are heterogeneous, often reflect-
ing a mix of principles based on Buddhism, 
Taoism, and ancestor worship. In general, there is 
a holistic view of mind and body as one with 
mental health dependent on physical health. 
Unbalanced, undisciplined, or excessive emo-
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tions form the primary basis for any kind of ill-
ness [41]. Taoists believe that mental illness 
results from an imbalance between yin and yang. 
Chinese patients may believe in deities, devils, 
and spiritual beings and that certain rituals may 
relieve suffering. For example, schizophrenia 
may be explained as possession of one’s spirit by 
angry ancestors, and symptoms may include 
auditory and visual hallucinations of being tor-
mented or raped by ghosts [40]. Animism is the 
belief that humans, animals, and inanimate 
objects have souls or spirits, and followers believe 
that mental illness is caused by the loss of one’s 
soul or possession by evil or vengeful spirits. 
Chinese healing methods include herbal medi-
cine, acupuncture, and qigong, among many 
others.

 Islam

Islamic faith tends to view people as being made 
up of body and soul, and it is this unity that forms 
the psyche and reflects itself in one’s behaviors 
[41]. Mental health is indicative of closeness to 
God and reflects ongoing purification of thought 
and deeds. Neglect of religious duties, failure to 
read the Qur’an, or deviation from inherent good-
ness may allow evil to take hold and may result in 
psychiatric symptoms. The belief in predestina-
tion may prevent patients from seeking medical 
or psychiatric treatment. Muslims may prefer 
folk and traditional practices to alleviate mental 
distress [41].

 Cultural Concepts of Distress

The DSM-5 defines cultural concepts of distress 
as “ways that cultural groups experience, under-
stand, and communicate suffering, behavioral 
problems, or troubling thoughts and emotions” 
[46]. The three central concepts include cultural 
syndromes, cultural idioms of distress, and cul-
tural explanations or perceived causes. Cultural 
syndromes refer to clusters of symptoms that 
reflect the interaction of cognitive schemata and 

bodily processes as interpreted in an ethnophysi-
ologic and ethnopsychological context. They 
may seem bizarre to the clinician from an outside 
culture. Cultural idioms of distress refer to man-
ners of expressing distress, which are relatable to 
others in one’s community without necessarily 
involving specific symptoms. Understanding cul-
tural concepts can help prevent misdiagnosis, 
establish rapport, and improve therapeutic effi-
cacy [46].

Neurasthenia is a Chinese syndrome of physi-
cal and emotional weakness attributed to anxiety 
or neurological weakness or exhaustion and char-
acterized by the physical symptoms of a head-
ache, pain, fatigue, gastrointestinal symptoms, 
and sexual dysfunction and the psychiatric symp-
toms of irritability, excitability, dyssomnia, poor 
concentration, and memory loss.

Cultural concepts of distress in Hispanic pop-
ulations include nervios (nerves), ataque de 
nervios (attack of nerves), and susto (fright or 
soul loss). Nervios is common in Latinos in the 
United States and Latin America and represents 
instability of mood similar to general anxiety dis-
order. The term nervios may refer to a general 
state of vulnerability to stressful life experiences 
or a syndrome brought on by difficult life circum-
stances. Patients may present with physical and 
emotional symptoms, including affective insta-
bility, restlessness, inability to function, and feel-
ing out of control. They may report headaches, 
gastrointestinal distress, dyssomnia, nervous-
ness, or tearfulness. Typically, this condition is 
chronic with a fluctuating degree of disability. 
Ataque de nervios is primarily seen in Latinos 
from the Caribbean but is recognized by many 
people of Latin American and Latin Mediterranean 
descent. Like nervios, this syndrome is character-
ized by a feeling of being out of control but is 
more analogous to a panic attack, only without 
fear. Episodes are often accompanied by violent 
behavior and may include crying, screaming, 
shouting, trembling, palpitations, and seizure- 
like episodes. Typically, they are precipitated by 
a specific event, often involving family. This con-
dition is often associated with other psychiatric 
conditions, including depression and anxiety.
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 Approach to Treatment

Clinicians should adopt open, interested, and 
respectful attitudes toward their patients and 
attempt to understand each individual’s illness 
within a cultural context. Care must be taken to 
investigate unexplained symptoms and to per-
form a complete diagnostic medical workup 
rather than dismiss symptoms as somatization. 
Attention to precipitating, aggravating, and ame-
liorating factors should be paid. Review of sys-
tems will allow the clinician to screen for 
psychiatric symptoms. As the interview pro-
gresses and the patient engages, more sensitive 
topics may be broached, including psychiatric 
symptoms, personal or family problems, and 
trauma history. Clinicians should inquire about 
stressors as patients may not make the connection 
between stressors and physical symptoms. 
Inquiry about herbal medications is merited, 
given that 42% of patients in the United States 
use some type of complementary or alternative 
medical treatment [38]. Common stressors, 
including failure to live up to one’s own and 
familial expectations, threats to competence 
(such as failure at work or school), familial con-
flict, recent immigration, and poor acculturation, 
may result in feelings of guilt or shame, isolation, 
and decreased functioning [38]. The more persis-
tently a patient rejects any link between psycho-
social factors and physical symptoms, the less 
likely the clinician recognizes and treats psychi-
atric illness [14].

Biological, psychological, and social methods 
can be utilized to overcome the stigma associated 
with mental illness and engage patients in treat-
ment. Explaining illness in physiologic terms can 
dispel feelings of guilt and shame. Medication 
education, with a discussion of dosing, duration 
of treatment, and potential side effects, promotes 
compliance. A psychological approach based on 
principles discussed in the DSM-5 cultural for-
mulation incorporates the patient’s traditional 
beliefs and explanation of illness. Using the 
patient’s own explanatory models of illness facil-
itates understanding and engagement. Involving 
family and spiritual or religious leaders in treat-

ment can be beneficial. Family therapy utilizing a 
psychoeducational approach is particularly help-
ful when treating patients from non-Western 
countries. Eliciting the patient’s point of view 
and resistance to proposed treatment allows alter-
native options to be discussed and a viable treat-
ment plan formulated. The clinician must convey 
hope and optimism regarding illness and 
recovery.

Treatment noncompliance rates are much 
higher in intercultural environments, reflecting 
inadequate communication and cultural differ-
ences in expectations [14]. Patients may be reluc-
tant to question or disagree with clinicians due to 
etiquette, deference to authority, or desire to be 
viewed as a good patient [14]. Patients from eth-
nocultural populations dominated or marginal-
ized by European or American powers or affected 
by racism may experience difficulty expressing 
their own concerns due to potential conflict. 
Concern about the strength of prescribed treat-
ment, side effects, and social stigma contributes 
to noncompliance [14].

 Ethnicity and Psychopharmacology

In addition to differences in beliefs and tradi-
tions, there are biological differences in ethnic 
populations. Polymorphic variability among eth-
nic groups may account for different responses to 
drugs. Mutations in cytochrome P450 enzymes 
affect the metabolism of psychotropic medica-
tions, including selective serotonin reuptake 
inhibitors, selective norepinephrine reuptake 
inhibitors, tricyclic antidepressants, and 
 antipsychotics. Alcohol consumption, nicotine 
use, and diet may also affect metabolism.

African Americans are at risk for overtreat-
ment both in terms of the number of medica-
tions used and the doses prescribed, despite 
pharmacokinetic data that indicate that lower 
doses should be used [38]. African Americans 
receive more antipsychotic medications regard-
less of diagnosis, but fewer antidepressant med-
ications, and they are often treated with older 
medications [38].
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In general, Asians have difficulty metaboliz-
ing psychotropic medications [40]. Thus, lower 
doses are required to achieve a therapeutic effect, 
and risk of side effects may be greater. Starting 
with half the recommended dose of an antide-
pressant or neuroleptic medication has been rec-
ommended [38].

If a patient experiences side effects, the medi-
cation dose should be lowered, and the possibil-
ity of using a medication metabolized through an 
alternative pathway should be considered. The 
lack of minority participation in research studies 
has complicated efforts to apply culturally appro-
priate evidence-based treatment algorithms to 
these populations.

 Conclusion

Individualized treatment is essential. The 
LEARN principle can be used as a model when 
training clinicians to perform a culturally appro-
priate assessment [38, 41]. They should:

• Listen to understand the patient’s perception 
of the problem.

• Explain their perception to the patient.
• Acknowledge and discuss similarities and 

differences.
• Recommend and Negotiate an agreed-upon 

treatment plan [38, 41].

Clinicians need to verify that patients under-
stand the information discussed. The National 
Healthcare Disparities Report noted that 26% of 
hospitalized patients reported communication 
problems pertaining to medications and that 
21% experienced problems with discharge infor-
mation [20].

In order to develop evidence-based treatment 
guidelines that are culturally appropriate, 
research must include minority populations. 
Since 1994, the National Institutes of Health have 
required the inclusion of ethnic minorities in all 
research studies that they fund [3]. The develop-
ment of culturally appropriate behavioral health 
interventions has the potential to reduce bias in 
the formulation of diagnosis and treatment plans, 

improve treatment compliance, and increase the 
efficacy of treatment.

Improving geographic availability of mental 
health services, increasing access to mental 
health care and utilization, and decreasing barri-
ers to treatment are essential to prevent behav-
ioral emergencies. Community education to 
increase awareness of psychiatric illness and 
integration of mental health services with pri-
mary care clinics will decrease stigmatization. 
Providing linguistically compatible care will 
ensure the necessary communication for evalua-
tion of a patient presenting with a behavioral 
emergency, accurate diagnosis, and comprehen-
sive discussion of treatment. Promoting an envi-
ronment that appreciates diverse cultures will be 
more attractive to patients seeking treatment. 
People who receive quality health care are more 
likely to stay in treatment and have better out-
comes [3].

Clinicians evaluating patients experiencing 
behavioral emergencies must be trained to per-
form culturally competent interviews, identifying 
the patient’s cultural beliefs, explanatory model 
of illness, and view of potential treatments, so 
that they may tailor treatment to an individual 
patient based on assimilation of this information 
rather than rely solely on assessments standard-
ized to the majority of population. The clinician 
must also be aware of his own cultural identity 
and how these similarities and differences may 
affect communication, rapport, transference, 
countertransference, and the overall therapeutic 
alliance. A primary goal of treatment should be 
symptom relief, not changing core beliefs.
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Emergency Psychiatry in Rural 
Versus Urban Settings

Alicia Romeo

 Introduction

The prevalence of mental illness and what defines 
a psychiatric emergency is similar in rural and 
urban settings [1]. Constraints on mental health 
services in both environments provide unique 
challenges to the delivery of care. The unique 
characteristics of rural and urban mental health 
populations are in the early stages of being 
described in research. The following chapter 
describes the history of mental health treatment 
in emergency departments (EDs), as well high-
lights unique attributes in rural and urban patient 
populations. A greater understanding of care 
needs in a given geographic location may help to 
focus resources in the setting of increasing 
demand.

 Background

Emergency medicine and psychiatry share a long 
relationship. The first emergency psychiatric care 
in the United States dates back to the 1920s. 
Psychiatry residents worked in metropolitan 
medical emergency departments to help evaluate 
challenging psychiatric cases and provide dispo-

sition planning [2]. Usually, treatment planning 
included long-term containment of the most 
severely ill psychiatric patients in free-standing 
private or government hospitals. Two pieces of 
legislation formally established a need for psy-
chiatric emergency management. The Community 
Mental Health Services Act of 1963 sought to 
provide community-based treatment alternatives, 
including short-term hospitalization and outpa-
tient treatment [3]. A decade later, the Emergency 
Medical Services Act provided federal support to 
establish comprehensive delivery of emergency 
care to patients in an appropriate geographical 
area [4].

In the last 50 years, a dwindling number of 
inpatient psychiatric beds and a lack of outpatient 
mental health resources led to a shrinking system 
left to meet the needs of an increasing number of 
patients. The number of community short-term 
hospitals with psychiatric units declined from 
1571  in 1990 to 1149  in 2014 [5]. Although 
health policy experts concluded the minimum 
number of psychiatric beds per 100,000 people is 
50, fifteen states have 10 psychiatric beds per 
100,000 [6]. Meanwhile, approximately 1  in 5 
adults, or 43.8 million people, experiences a 
mental illness in a given year. Only 41% of peo-
ple with a mental health diagnosis receive treat-
ment [1].

Given the discrepancy between services and 
need, the number of patients with mental health 
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diagnoses treated in emergency departments has 
been on the rise. Approximately 140 psychiatric 
emergency departments or psychiatric emer-
gency services operate in the United States. The 
majority of these programs are located in major 
metropolitan areas. Meanwhile, over 5000 emer-
gency medical departments provide a safety net 
of care for patients in all geographic settings [7]. 
In 2013, 14.6% of all emergency department vis-
its were for a primary psychiatric diagnosis [5].

The following case examples taken from 
emergency departments intend to highlight some 
of the unique attributes of rural versus urban 
patients in need of psychiatric care. Figure 38.1 
provides an overview of some of the characteris-
tics specific to each geographic setting.

 Case Example 1: A Rural Emergency 
Department Patient

Mr. A. is a 65-year-old single male residing in an 
assisted-living facility (ALF) in a rural town with 
a population of 1444 residents. He had numerous 
inpatient psychiatric hospitalizations since he 

was diagnosed with schizophrenia in his 20s. The 
patient presented to the emergency department 
brought in by ambulance due to worsening agita-
tion at his ALF.  The closest emergency depart-
ment is in the town serving as the county seat. It 
has a population of 5509.

Mr. A. stated he came to the emergency 
department for medication refills. When 
approached by a female emergency physician, 
the patient reported, “Are you one of my chil-
dren? Are you a composite of my children? Can I 
watch a sitcom?” He refused to speak to the phy-
sician further, stating, “I am already spoken for.”

Staff at his ALF stated the patient runs up and 
down the hallway at night. He spits and cusses at 
other residents. They have heard him talking and 
yelling to himself while he is alone in his room. 
The patient refused all psychotropic medications 
for the past month. His mental health provider 
and the date of his last visit were not known. His 
recent hospitalization was 7 months earlier, after 
presenting to the same emergency department 
with a similar clinical picture. At that time, he 
was hospitalized at a psychiatric facility 68 miles 
from the community ED.
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 Discussion

The discrepancy between rural and urban mental- 
health- provider supply has been well documented. 
In addition, rural communities utilize less emer-
gency department care than urban communities 
for mental health care [1]. Since the illness burden 
is similar in rural and urban populations, an expla-
nation may be that patients do not recognize that 
mental illness can be effectively treated. In this 
case, the distance to both the closest emergency 
department and the closest inpatient psychiatric 
unit may hinder accessibility.

Mr. A.’s severe mental illness would be a treat-
ment challenge in any clinical setting. His presen-
tation to this small community ED illustrates 
several patterns identified among patients who go 
to rural EDs with symptoms of mental illness. First, 
rural patients are more likely to present with pri-
mary psychiatric diagnoses, as opposed to a pri-
mary substance-use complaint. One explanation 
for this finding may be that substance-use treat-
ment admissions in rural areas are more likely to be 
referred through the criminal justice system directly 
to specific treatment programs [8].

In general, patients aged 18–44 make up the 
largest proportion of mental health ED visits in 
all settings. A higher proportion of rural residents 
with mental health symptoms presenting to the 
ED were aged 65 and older [1]. Although not an 
acute symptom in the case described above, pre-
vious research suggested that suicide rates are 
higher in rural areas compared to urban areas [9]. 
Older adults, particularly men, are known to have 
a higher risk for completed suicide [10, 11]. Thus 
far, no known research exists to suggest more 
elderly men present to rural or urban emergency 
departments with intentional self-harm compared 
to the rest of the population. The lack of data may 
be due to high lethality of suicide attempts in this 
group, resulting in death prior to the opportunity 
for a treatment intervention in an emergency 
department.

Rural emergency departments are more likely 
to treat patients publically insured, including by 
Medicaid and Medicare. Medicaid patients have 

increased difficulty accessing primary care, a 
greater frequency of ED visits, and higher read-
mission rates that privately funded peers [1]. 
When it is available, stigma about mental health 
treatment may prevent patients from discussing 
psychiatric symptoms in a primary care setting. 
One care model developed to address these con-
cerns is telemedicine. State Medicaid policies 
and rules continue to evolve. Medicaid in 48 
states currently reimburses some telepsychiatry 
services. Medicare will reimburse for telepsy-
chiatry in rural areas [12].

As in the majority of community hospitals, the 
ED in the case described above did not have a psy-
chiatrist on call. A 2016 poll of emergency physi-
cians found only 17% reported having a psychiatrist 
to respond to psychiatric emergencies [12]. 
However, this emergency department did have 
access to telepsychiatry. Substantial evidence exists 
that telepsychiatry is equivalent to in-person care in 
diagnostic accuracy, treatment accuracy, quality of 
care, patient satisfaction, and privacy [13].

An emergency psychiatry consultant provided 
a virtual examination of Mr. A. over HIPAA- 
compliant video and audio lines. Mr. A. was 
assessed to require inpatient psychiatric hospital-
ization, and medication recommendations were 
made. An inpatient psychiatric bed was not avail-
able for the patient immediately; he was boarded 
in the ED until one became available at the clos-
est appropriate hospital 93 miles away from the 
community hospital ED. In the interim, the tele-
psychiatry consultant was available for recom-
mendations related to medication changes and 
management of agitation.

 Case Example 2: An Urban 
Emergency Department Patient

Mr. B. is a 43-year-old divorced, undomiciled 
male with a history of unspecified psychosis and 
depression, as well as substance use. He went to 
the ED of a tertiary-care academic medical center 
in a city with a population of over 800,000 peo-
ple. Mr. B. told the emergency physician he was 
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hearing voices telling him to kill himself. His 
urine drug screen was positive for cocaine, and 
his blood alcohol level was 37 mg/dL at the time 
of arrival.

Mr. B. had presented to the same ED 10 days 
earlier with similar complaints. The emergency 
psychiatrist had evaluated Mr. B. and recom-
mended psychiatric hospitalization. Mr. B. then 
spent two nights in the hospital’s psychiatric 
observation area, where he was monitored for 
alcohol withdrawal and treated for his mental ill-
ness symptoms. Then he transferred to an inpa-
tient psychiatric facility 45 miles away for an 
additional four nights. Mr. B. reported he was 
offered a referral to a long-term substance treat-
ment program at discharge, but he declined it.

Mr. B. did not continue his psychiatric medi-
cations after discharge, because he could not 
afford them. He did not follow up with referrals 
to outpatient community mental health and 
substance- use treatment centers. One day after 
discharge, he relapsed on cocaine and started 
drinking up to 13 beers daily. During his psychi-
atric exam, he continued to endorse suicidal 
thoughts, stating, “I will drink something I mixed 
up.” Mr. B. reported a previous suicide attempt 
by caustic ingestion, as well as several family 
members who died by suicide.

 Discussion

Mr. B.’s clinical presentation demonstrated char-
acteristics prevalent in the urban ED patient popu-
lation with mental health complaints. In addition 
to treating a higher number of patients overall per 
year due to higher populations, urban EDs also 
treat a higher percentage of patients with mental 
health and substance-use complaints compared to 
rural counterparts [1]. Mr. B.’s age is consistent 
with the most substantial proportion of patients 
treated in EDs for mental health complaints. 
Urban residents like Mr. B. are more likely to 
present with psychiatric complaints related to 
substance use, with cocaine use being the primary 
substance of abuse [8]. However, opioid use, pre-
viously considered a substance of abuse relegated 

to the rural population, has been shown to be of 
similar magnitude across urban and rural settings 
[14]. Future data will be needed to assess the 
impact of the opioid crisis on emergency services. 
Urban substance-use treatment admissions are 
more likely to be self- or individual-referred [8]. 
Self-referrals for substance-use treatment often 
begin with ED visits, where a patient may access 
social services and treatment information. As 
might be expected, the number of public and pri-
vate substance treatment programs within Mr. B.’s 
county of residence exceeds those available in the 
rural county described in the first case example.

Mr. B.’s presentation to the ED resulted in the 
transfer to a psychiatric observation area. In this 
hospital, patients awaiting admission are held in 
a quieter environment separate from the main 
medical and trauma areas. Research has sug-
gested patients have worse outcomes with 
increased boarding times in emergency depart-
ment [6]. Psychiatric observation areas do require 
adequately trained staff and appropriate patient 
supervision to maximize patient safety.

As opposed to patients in rural communities, 
the urban ED mental health patient is more likely 
to be uninsured or privately insured [1], but that 
may not guarantee access to care. While private 
insurance can increase the options for psychiatric 
hospitalization, the number of psychiatrists 
accepting a given private insurance provider for 
outpatient care may vary throughout metropoli-
tan areas across the nation. Mr. B. was both unin-
sured and unemployed, increasing his difficulty 
in accessing outpatient mental health treatment. 
Generally, free or low-cost mental health services 
are available in most urban areas. In Mr. B.’s city, 
two mental health clinics offer free or sliding 
scale services for the uninsured. An additional 
community service provided housing resources 
and vouchers for free medications. While these 
resources would suggest easier access to care, the 
public low-cost/free services in the city were 
overburdened. Intake visits usually required long 
waiting time in walk-in clinics. An appointment 
with a psychiatrist or advanced clinical practitio-
ner (a nurse practitioner or physician assistant) 
may take several months after the initial intake is 
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completed. In the interim, a patient on psychotro-
pic medications may be left with no alternative 
than to seek prescription renewals from an emer-
gency department. These obstacles can contrib-
ute to a patient’s inability to engage in sustained 
outpatient mental health treatment. Patients like 
Mr. B. may be left to conclude that an emergency 
department visit may be the only way to get their 
psychiatric needs met in a comprehensive and 
timely fashion.

 Conclusions

In the most general of terms, a psychiatric emer-
gency may be defined as dangerousness to self, 
dangerousness to others, or grave disability. 
However, given the strain on mental health ser-
vices, the current availability of psychiatric ser-
vices is inadequate to manage the increasing 
number of patients requiring both acute and long- 
term mental health care. As a result, emergency 
departments have served as both the safety net 
and initial point of contact, connecting patients 
requiring specialty care. To most effectively uti-
lize available services, identification of charac-
teristics of rural and urban patients presenting to 
emergency departments with psychiatric needs 
can permit care models to be tailored to geo-
graphic needs. For example, rural communities 
may devise health initiatives intended to screen 
elderly populations in assisted living and skilled 
nursing centers for psychiatric needs. Community 
outreach can reduce the stigma of seeking mental 
health care. In combination with mental health 
workforce initiatives and telepsychiatry services, 
specialty care can be provided promptly. 
Additionally, utilization of telepsychiatry ser-
vices in the urban setting may also decrease the 
wait time required for a patient to be evaluated or 
treated with psychiatric medications in commu-
nity clinics, thus limiting the need to turn to the 
emergency department for primary mental health 
care. Telepsychiatry currently requires a physi-
cian to be licensed in the state where patients will 
be treated. Innovative workforce initiatives and 
telepsychiatry exposure at the training program 

level may provide highly skilled professionals to 
the areas with the greatest need. An urban setting 
may also consider outreach programs to connect 
patients with substance-use treatment programs. 
For the most severely ill, prompt access to an 
emergency psychiatric consultant is needed to 
ensure the safety of the patient and the emer-
gency department staff.

In summary, limitations of mental health care 
access and increasing demands for care require a 
comprehensive understanding of the communi-
ties being served, as well as potential advantages 
and obstacles of novel care delivery in rural and 
urban settings.
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Coordination of Care 
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Benjamin L. Bregman and Seth Powsner

 Introduction

No one can win a relay race alone, but anyone 
can lose it by dropping the baton. Care of chroni-
cally ill patients, medical or psychiatric, fre-
quently involves passing a patient from one 
treatment setting to the next. The complexity of 
caring for psychiatric patients in emergency 
departments (ED) described in previous chapters 
suggests that a closer alignment of psychiatric 
and emergency departments would be beneficial 
to both clinicians and patients. Developing and 
maintaining a means of coordinating care and 
communicating between clinicians may present a 
unique challenge to each practice environment. 
The goal of this chapter is to outline general 
themes that arise in the coordination of care 
between emergency and psychiatry practitioners 
and to articulate the non-patient care- related ben-
efits of having working relationships with liaison 
psychiatrists, including staff well- being, multi-
disciplinary research initiatives, joint training 

opportunities, quality improvement endeavors, 
and patient safety activities.

This chapter will address three themes rele-
vant to the coordination of care between the 
emergency medicine and psychiatry clinicians. 
These include (1) Who is involved in the coordi-
nation of care; (2) Creating a coordination team; 
and (3) The benefits of nonclinical interdisciplin-
ary collaboration. These themes were chosen to 
highlight differences in culture, training, or 
approach, and may provide providers with the 
clarity to decrease interdepartmental frustrations 
and improve patient outcomes.

 Who Is Involved in the Coordination 
of Care

Coordinating care with mental health profession-
als implies the challenge of understanding who is 
who—and who is likely to be doing what. 
Because there are so many kinds of mental health 
professionals, below is a list arranged as an out-
line of organizational services.

 Clinics

Mental health clinics are more likely to be gov-
ernment operated or government funded, as com-
pared with their private or academic medical 
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counterparts. Even though some look and run just 
like any medical clinic, there is less of a tradition 
of around-the-clock care, and there may be no fee 
for service incentive. As such, their patient vol-
ume may not support an answering service out-
side of regular business hours.

 Individual Treaters

Often called “therapists” and “counselors” by 
their patients, they are often generically labeled 
“mental health professionals.” Individual treaters 
may have their own office, may share an office 
complex, and very frequently work in a clinic (if 
only to share clerical and billing overhead).

 Psychiatrists

These are physicians (MD or DO) who have 
completed four or more years of training after 
medical school: training specifically focused on 
mental illness. They would normally be licensed 
by their state government as physicians able to 
prescribe medication and be board-eligible (i.e., 
completed their psychiatric training in good 
standing) or board-certified (i.e., passed exami-
nation by the ABPN, the American Board of 
Psychiatry and Neurology). Though psychiatric 
residency training is broad in scope and nation-
ally regulated, individual practitioners may only 
accept a limited type of patient or only offer lim-
ited types of treatment (e.g., primarily medica-
tion, psychotherapy, addiction treatment, or 
electroconvulsive therapy).

 Nonpsychiatric Physicians

Some internal medicine, family practice, and pedi-
atric physicians will prescribe psychiatric medica-
tions in cooperation with nonphysician mental 
health specialists. They may be affiliated with a 
mental health clinic proper, or they may be helping 
one or two nonphysician mental health profession-
als working in a traditional medical clinic. It is 
common in some communities to find a patient’s 
internist or pediatrician prescribing an antidepres-

sant on the recommendation of the patient’s thera-
pist who is a psychologist or social worker without 
a medical degree. Moreover, internists are able to 
prescribe buprenorphine- naloxone, which offers a 
private practice alternative to methadone mainte-
nance, a clinic treatment.

 APRN, NP, PA Clinicians

There are practitioners who do not have an MD or 
DO but are allowed to prescribe medication, usu-
ally in collaboration with a physician. Advanced 
practice registered nurses, nurse practitioners, and 
physician assistants have various privileges deter-
mined by the regulatory agencies in their locale. 
Patients may refer to them as a “doctor,” if only 
because they write prescriptions. They typically 
graduate with less direct clinical experience than 
a board-eligible psychiatrist. However, they can 
easily become seasoned clinicians, as they are 
often 100% occupied with clinical care.

 Psychologists (PhD, PsyD, MA)

There are many different kinds of psychologists: 
clinical, industrial, research, and others. To fur-
ther complicate matters, a psychologist may or 
may not have doctoral-level training and may or 
may not have a clinical license. If they have been 
licensed after receiving their doctoral degree, 
they have likely received more training in evalua-
tion and psychotherapy than provided for a phy-
sician in a psychiatry residency. Psychologists 
usually do not prescribe medication; psycholo-
gist prescribing is only allowed in five states: 
New Mexico, Louisiana, Illinois, Idaho, and 
Iowa, as well as in the US Public Health Service 
(Indian Health Services and National Health 
Service Corps), US military, and Guam.

 Social Workers (MSW, LCSW)

There are a variety of different kinds of social 
workers. They may or may not be licensed. They 
may or may not be specifically trained to do psy-
chotherapy or treat psychiatric patients. And 
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depending on their clinical environment, they may 
have a variety of different assignments. Some 
function as a patient’s regular treater, meeting with 
their patient every week or so to provide counsel-
ing and psychotherapy. Other social workers may 
be assigned to help patients navigate the social ser-
vices system (e.g., apply for welfare benefits and 
Medicaid). Social workers may be designated case 
managers, implying that they keep tabs on their 
patients, and coordinate their overall care.

 Counselors (Psychological, Substance 
Abuse)

Counselors are a very varied group. To further 
complicate matters, patients are not reliable about 
using the term “licensed professional counselor,” 
which implies advanced training and licensure. 
Some patients use the term generically like a 
therapist. In any case, the demand for lower cost 
mental health and addiction services has to lead 
to a growing number of clinic staff who meet rou-
tinely with patients to provide guidance, support, 
and therapy. It is hard to be specific about an indi-
vidual counselor’s qualifications without asking 
or knowing more about their practice setting.

 Outreach Operations

The motto for outreach programs is “If patients 
won’t come to treatment, then take treatment to 
the patients: That is the motto for outreach pro-
grams.” A simple approach is to provide brief psy-
chiatric sessions and dispense medications from a 
van that operates as a clinic on wheels. 
Unfortunately, paranoid patients may avoid even 
the friendliest clinic staff, and among the severely 
mentally ill patients, even outreach cannot over-
come their medication nonadherence.

 Assertive Community Treatment 
(ACT) Teams

These teams drive out to find patients, encourage 
them to take their medication, and help with 
whatever practical problems may arise (e.g., 

arrange housing, welfare benefits, and medical 
clinic visits). It turns out that a significant num-
ber of patients will accept medication and other 
help when the team’s persistent efforts demon-
strate that someone cares. It is difficult and some-
times thankless working with a collection of 
these patients. Although inefficient by usual 
clinic metrics (visits per hour or visits per day, 
the total number of patients carried by each clini-
cian, etc.), ACT teams can reduce hospital read-
missions and incidents in their community.

 Inpatient Psychiatric Units

Inpatient services tackle the challenge of treating 
patients who are so disturbed that they could hurt 
themselves or someone else. Such cases can pro-
foundly affect the operation and design of a ward: 
There must be staff available at all times to moni-
tor dangerous patients, prevent any violent 
actions, and yet still perform routine functions of 
patient care (e.g., check vital signs, administer 
medications, and conduct therapy sessions). So 
inpatient services are usually staffed by the same 
professionals that staff psychiatric clinics, but 
with additional nurses, aides, and security.

Inpatient services usually have ancillary sup-
port services such as physical therapy, occupa-
tional therapy, phlebotomy, and a chaplain. These 
staff may be shared with other wards. They are 
less likely to be points of contact for emergency 
department collaboration.

Inpatient staff frequently focus their attention 
on protocols, rules, and regulations governing 
patient admission (or discharge). Inpatient psy-
chiatric care is subject to legal constraints and 
regulatory review beyond that of medical- surgical 
units, which generally reflect society’s fears 
about loss of patient autonomy, risk assessments 
within legal protections, and perceived potential 
dangerousness of the mentally ill. Additionally, 
American inpatient psychiatric services have also 
been shaped by pernicious cost-cutting efforts 
since the late 1970s (decades longer than other 
hospital services). This has led to a shortage of 
psychiatric beds, and consequently, it has led to a 
backup of psychiatric patients in general emer-
gency departments. Admitting patients for inpa-
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tient psychiatric care is more complex than 
admitting medical or surgical patients.

 Partial Hospital Programs (PHP)/
Intensive Outpatient Programs (IOP)

These facilities serve as “step-down” settings for 
patients who need additional supervision or sup-
port following inpatient psychiatric hospitaliza-
tion. (They can also serve as a “step-up” setting 
for clinics or emergency department referrals). 
These facilities are typically staffed only during 
work hours and provide patients who aren’t ready 
to return to their daily routine with a structured, 
therapeutic environment where they can access 
psychotherapeutic and medication management 
services. The expectation for one of these pro-
grams would be that patients attend daily for the 
work-week and return home at night and on 
weekends. Patients typically participate in these 
programs for at least 1 week and often longer, 
depending on their individual needs. These facili-
ties are typically for-profit and are often affiliated 
with inpatient facilities where the majority of 
their referrals originate.

 Residential Facilities

When, due to the severity of their symptoms, 
patients are unable to reintegrate into their lives fol-
lowing an inpatient or partial hospital stay, residen-
tial facilities provide a setting where they are able to 
have longer periods of structured and supervised 
care. These facilities offer around- the- clock ser-
vices (though psychiatrists may only be physically 
present during business hours) and provide their 
patients with a variety of services including, but not 
limited to, medication management, individual psy-
chotherapy, group psychotherapy, social skills train-
ing, and vocational training. There are few public 
facilities of this nature still in existence, and those 
that do exist are typically reserved for the most 
recalcitrant cases. There are, however, a growing 
number of privacy settings that provide these ser-
vices to individuals who are able to afford them 
with or without the use of insurance.

 Substance Rehabilitation Facilities

Patients seeking treatment for substance abuse 
have limited options in the outpatient setting. 
Rehabilitation facilities meet this need by provid-
ing inpatient, residential, and intensive outpatient 
services to people who are unable to remain 
abstinent on their own. These facilities are staffed 
by psychiatrists, substance-abuse and mental- 
health counselors, and community support indi-
viduals who may be recent graduates from the 
treatment program and have maintained sobriety 
for an extended period of time). Though not all 
facilities provide “detoxification” services, most 
offer medication management, psychotherapy, 
social skills, and vocational training. These facil-
ities are often privately funded but may also take 
insurance.

 Visiting Nurses

Often called VNA, it is important to know that 
not all visiting nurses are part of a visiting nurse 
association (which may or may not be a member 
of Visiting Nurse Associations of America). In 
some locales, there are many agencies that pro-
vide home services by registered nurses, nurse 
aides, and other related staff. Visiting nursing 
staff can provide very helpful information about 
a patient’s baseline level of function at home and 
can communicate the time course of a recent 
change. Occasionally, they can serve as care 
coordinator because they are in contact with a 
patient’s regular prescriber. Unfortunately, newly 
assigned staff or temporary covering staff may 
send a patient for emergency evaluation simply 
because they are not familiar with poor baseline 
function.

 Housing Supervisors

A number of the seriously, persistently mentally 
ill (SPMI) live in settings that include some sort 
of housing supervisor. In a boarding home that 
accepts the mentally ill, the landlord often pro-
vides supervision. Likewise, homeless shelters 
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may employ or designate a supervisor. There are 
many other arrangements, including rest homes 
and retirement homes. These supervisors can be 
very helpful, but be aware that they are unlikely 
to be clinically trained or selected for their clini-
cal ability.

Low-cost housing meant for the SPMI is now 
more likely to include an on-site supervisor with 
clinical training or experience. Likewise, “crisis 
and respite” facilities will likely have staff on site 
around the clock (temporary halfway house/
group home). Though they may not be licensed 
clinical professionals, these staff members tend 
to be self-selected for this kind of work; they can 
often provide information about a patient’s recent 
behavior, and they can sometimes help assure a 
patient is directed to treatment.

 Case Managers

Outpatient case managers handle challenges 
much like traditional hospital social workers. 
They try to assure that patients are registered for 
care and benefits, and have housing. Unlike a 
medical ward social worker, they are assigned to 
patients for months or years, following them 
through emergency visits, admissions, dis-
charges, clinical changes, and the like. With 
phone calls and outings to transport patients to 
critical appointments, they can become a source 
of valuable patient observations. They may also 
know more than any individual treater about a 
patient’s course. Unlike ACT team members, 
they do not usually pursue patients into the com-
munity or push them into treatment.

 Family and Court-Appointed 
Guardians/Conservators

Family are often overlooked as clinical collabo-
rators. Family can often help ensure that patients 
attend treatment, or they can alert 911 if there are 
signs of violence after skipping medication. They 
can often recount the time course of a patient’s 
behavior, including stressors a patient might not 
report such as drug use or arguments with friends.

Specific information relevant to deterioration 
and safety should be elicited and factored into the 
evaluation. However, it is not useful to ask the 
family if their loved one “needs to be admitted.” 
Moreover, asking “Is Mr. Jones suicidal?” may be 
like asking “Is Mr. Jones having a heart attack?” In 
other words, most family members will translate 
all of these into “Do you want Mr. Jones admitted 
today?” They may answer yes or no based on non-
clinical considerations. Nonprofessionals are more 
reliable in answering simple, open-ended ques-
tions like “What has your family member done 
that worries you the most?”

 Legal Officers

Police and parole officers are not traditionally 
considered collaborators. However, for some 
patients, only law enforcement personnel demon-
strate a long-term interest. For some patients, 
only law enforcement agencies have any way to 
ensure treatment. (There is no outpatient commit-
ment in most locales, aka Kendra’s Law or 
Laura’s Law.)

The challenge in collaborating with law 
enforcement is to reasonably maintain confiden-
tiality. Some clinicians feel this is impossible; 
they refuse to contact police or to even review a 
patient’s legal record (e.g., online police blotter 
or court records). Other clinicians feel it is man-
datory; they often cite Tarasoff and state laws 
requiring physicians to report gunshot wounds, 
child abuse, and such. Consultation with legal 
staff is recommended so that both staff and the 
hospital are in a defensible position.

In summary, the successful coordination of 
the diverse team of caretakers involved in the life 
of one patient could be an overwhelming task. 
Recognizing the training and role of each indi-
vidual contributor and drawing on their strengths 
and abilities can create a collaborative care envi-
ronment that can help patients in the short and 
long term. Conversely, not understanding the role 
of each player could contribute to frustrations 
and problematic communication that could ulti-
mately worsen a patient’s condition and long- 
term prognosis.
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 Creating a Cohesive 
Coordination Team

In the previous section, we described many of 
the players involved in the coordination of care 
for psychiatric patients. Unfortunately, as is 
often the case, simply having such resources 
does not mean that they work together in an effi-
cient way. Creating an effective team requires 
additional steps, including (1) assessing the 
availability of willing resource partners, (2) rec-
ognizing the abilities and liabilities of those 
resource partners, and (3) designing a model for 
coordinating care.

 The Availability of Psychiatric 
Resources

Though it is more than likely that each commu-
nity has many of the players listed above, whether 
or not they are available is a different question. 
The process of identifying participating partners 
may be as easy as transferring a patient in-house 
or as difficult as calling nearby hospitals and out-
patient providers to ask whether they are cur-
rently taking patients. Local “bed-boards” offer 
one solution for this problem, specifically for 
inpatient beds. These (mostly) state- government- 
run services query psychiatric administrators at 
local hospitals daily to identify the number of 
psychiatric beds available and their available ser-
vices (i.e., male/female, voluntary/involuntary, 
substance abuse/detoxification, dual-diagnosis, 
adolescent, child, and full fee/Medicaid). When a 
hospital receives a patient that they are unable to 
treat, they are able to call this service and quickly 
discover whether another regional hospital is able 
to care for their patient and efficiently arrange for 
transfer to that institution. These services offer an 
elegant solution to identifying the availability of 
psychiatric resource partners.

Some states have a similar system to access 
social services. Called by a variety of names 
(e.g., core service agency, community service 
board), these organizations are central clearing-
houses for any of a number of services provided 
by the state, county, or municipality for  individu-

als with public insurance or without insurance. 
Services offered by these organizations include 
case management, psychiatric services, sub-
stance abuse and dependence treatment, free 
medication services, counseling, low-income 
housing, food stamps/food bank/soup kitchens, 
homeless shelters, medical care, dental care, par-
tial hospitals, day programs, halfway homes, and 
ACT teams. In addition, these organizations often 
have access to medical and psychiatric informa-
tion on patients that can be accessed if the patient 
is hospitalized, including diagnosis, recent hospi-
talizations, a recent medication list, and the 
phone numbers of team members associated with 
their care. For areas where many people access 
community services, having easy access to the 
phone number of the agency could reduce confu-
sion over medications and time spent in the ED 
(i.e., the ACT team could pick the patient up), 
among other things.

Unfortunately, a similar system does not exist 
for outpatient resources for those people who do 
not qualify for social services. As a result, finding 
a psychiatrist or a therapist for a patient not 
requiring inpatient admission can be complex 
and cumbersome. This is especially true if the 
person requiring care does not have health insur-
ance, has health insurance without a mental 
health rider, or has a language barrier. Moreover, 
even if a patient is able to access psychiatric care 
or therapy, the professional they find may not 
match their needs. As such, having an updated 
list of local resources could give patients the 
direction they need to access mental-health-care 
choices. Some recommendations for such a list 
include:

• Resident clinics at local psychiatry and psy-
chology programs (low-fee by trainees)

• Psychoanalytic institutes (low-fee by 
trainees)

• Religious organizations (especially helpful for 
non-English-speaking patients)

• Veterans administrations/vet centers
• Low-fee clinics (especially helpful for non- 

English- speaking patients)
• The mental-health-care phone number for 

common local insurances (e.g., BCBS, Aetna)
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If these inpatients, social services, and outpa-
tient options do not exist, it may be valuable to 
reach out to internal and external resources to 
design an ad-hoc system. In such a situation, 
identifying and coordinating with local hospitals 
and mental health professional groups such as 
local clinics may help to start a collaborative 
endeavor that could help both partners involved. 
Moreover, these local mental health resources 
may be more informed of other available mental 
healthcare settings, further increasing potential 
transfer and referral points.

 Recognize Each Party’s Strengths 
and Limitations

Beyond knowing who is available and how to 
access them, being aware of the strengths and 
limitations of each partner is vital. Certain 
requests for collaboration may not succeed, sim-
ply because they are beyond the scope of prac-
tice for one party or the other. It is easy for each 
partner not to recognize critical differences 
between the way they and their counterpart oper-
ate. These differences do not equate to dysfunc-
tion. Indeed, as mentioned above, understanding 
that a family member can recognize and report 
behaviors, though not necessarily symptoms, or 
that one type of treatment facility may be better 
equipped to care for one type of patient over 
another, may save time, frustration, and money, 
and may even prevent negative outcomes. 
Consequently, in order to create an efficient 
coordination effort, identify what each player 
can contribute and how they may be a liability if 
not used appropriately.

 Medical and Psychiatric Clearance

One example of this centers on the expectation of 
the treatment capacities of referring and receiv-
ing facilities. For example, psychiatric inpatient 
facilities are much better equipped to handle 
medical conditions than a rest home and proba-
bly better than a skilled nursing home. However, 
most psychiatric wards will not try to maintain 

IV fluids, oxygen, or tube feedings and may or 
may not have easy access to blood testing or to an 
internist. No one argues that this is a good or nec-
essary state of affairs. Although the American 
Psychiatric Association makes recommendations 
about the level of medical care that a psychiatric 
hospital should be able to provide, implementa-
tion is variable and unreimbursed costs are a 
factor.

This particular limitation is best seen in the 
need for medical clearance. Medical clearance 
was first addressed in Weisberg’s paper [1] where, 
among the articulated concerns, he reviewed the 
use and misuse of extensive preadmission work-
ups, identifying that they are often done for the 
purpose of placating a psychiatrist’s feelings of 
inadequacy when addressing the medical care of 
a psychiatric patient. Since that time, other papers 
[2–5] have addressed the role and validity of 
medical clearance. The American College of 
Emergency Physicians (ACEP) has issued a con-
sensus opinion that emergency physicians need 
not perform a reflexive set of laboratory tests as 
part of the medical clearance of psychiatric 
patients [6], though it is common practice for 
emergency departments to order laboratory and 
imaging studies to rule out potential medical con-
ditions underlying psychiatric presentations. This 
consensus was echoed by an American 
Association for Emergency Psychiatry task force 
[7, 8].

Though not as well characterized, the con-
verse of this limitation is true, as well: medical 
and surgical subspecialists are often uncom-
fortable caring for psychiatrically ill patients 
without psychiatric clearance. This is under-
standable, given the potential complications 
(financial, safety, and otherwise) that accom-
pany psychiatric patients. This limitation can 
be manifested as a reluctance to start a psychi-
atric medication due to lack of familiarity with 
treatment indications or psychiatric medica-
tions themselves, or as an incomplete assess-
ment of patients with substance abuse due to 
negative countertransference.

In both cases, recognizing and playing to the 
strengths of the provider can significantly 
improve patient care, decrease costs to the sys-
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tem, and save providers from unneeded stress in 
providing services they feel ill-equipped to 
render.

 Designing a Coordination of Care 
Model

When a situation arises that necessitates a con-
certed, coordinated effort of the available partner 
resources, just like running a code, having a clear 
protocol for who does what and when before any-
thing happens can be invaluable. Consider the 
unique milieu of each institution (i.e., demo-
graphic, legal, financial, academic affiliation, 
etc.). It also helps to have a clear picture of the 
extramural limitations superimposed upon each 
organization (i.e., state-specific legal restrictions 
pertaining to restraints, involuntary hospitaliza-
tion, isolation, involuntary administration of 
medications, transfer, and boarding). Are there 
laws that block coordinated efforts between two 
institutions? In designing such a model, consid-
erations should include:

• Which institution is responsible for arranging 
transportation? And who maintains the 
patient’s safety during a transfer?

• What are the inter- or intrastate transfer laws 
of the jurisdiction where the patient is seen?

• What care protocols exist for patients who 
must wait before a psychiatric bed becomes 
available (i.e., visitation, in-hospital mobility, 
cell phone access, food)?

• Can the treatment be initiated prior to transfer 
to an accepting facility?

• Can a patient be re-evaluated for admission 
and discharged if deemed safe?

• Is the patient admitted voluntarily or 
involuntary?

• Who arranges for post-discharge follow-up? 
What are the steps that need to be taken to 
ensure that a patient receives the correct 
referral?

• Are the financial burdens disproportionately 
felt by some members of the collaboration 
more than another?

• How does one measure and monitor the effi-
cacy of a coordinated care program?

Asking and attempting to answer these ques-
tions may help improve patient care, in addition to 
reducing financial, temporal, and stress burdens on 
a system.

 Nonclinical Collaboration Between 
the Psychiatry and Emergency 
Departments

In addition to coordinating patient care, collabo-
rations between psychiatry and emergency ser-
vices can be helpful for departments in a number 
of ways, including educational programs, 
research initiatives, and improving well-being 
and morale.

 Education

Though patients with mental illness are common 
visitors to acute care settings, nurses, ED techni-
cians, residents, and attending physicians may 
have limited training or experience in dealing 
with psychiatric emergencies. The reverse is also 
true: Psychiatrists often feel unfamiliar with cur-
rent treatments for common medical illnesses 
encountered in inpatient and outpatient settings. 
Engaging both emergency physicians and psy-
chiatrists to provide frequent lectures/training 
can reframe care for psychiatric patients in acute 
care settings, improve familiarity and comfort in 
dealing with psychiatric patients, and communi-
cate the importance of attending to psychiatric 
issues for the ED staff. In addition, updates on 
nonpsychiatric medications and treatment proto-
cols, refresher courses on medical codes, and 
conversations about treatment protocols for psy-
chiatric patients in the ED can help psychiatrists 
feel more comfortable with patients who might 
have previously been subjected to unnecessary 
testing and consults under the care of the psychi-
atry team.

Educational seminars have been implemented 
at the supporting institution of one of the authors 
(BB). Three separate seminars were provided on a 
weekly-to-monthly basis for ED staff, including 
one for nurses and technicians, one for residents, 
and one for medical students. In addition to going 
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over role-specific information and talking about 
the psychiatric concepts of transference and coun-
tertransference, these seminars provided the 
opportunity for the learners to talk about their 
experiences with psychiatric patients. This aspect 
of the seminar served both to allow the students to 
learn from each other and to provide an informal 
“psychiatric supervision” that has been reported 
to be helpful in mitigating the negative feelings 
elicited by working with psychiatric patients.

Some emergency medicine residency training 
programs include explicit lectures and rotations 
in psychiatry. This is not yet common, but the 
other author’s (SP) department of emergency 
medicine provides lectures on topics in emer-
gency psychiatry for trainees and attending phy-
sicians. For trainees, there is a required two-week 
PGY-3 rotation in a locked psychiatric emer-
gency service. This department also supports 
psychiatric trainees by requiring a full month 
PGY-2 rotation in a locked psychiatric emer-
gency service and then night rotations in their 
PGY-3 year.

 Research

Organizations such as the American Academy 
of Emergency Psychiatry (AAEP) and the 
Society for Academic Emergency Medicine 
(SAEM) have spearheaded efforts to improve 
research in the interdisciplinary intersection 
between emergency medicine and psychiatry; 
however, more research needs to be done. In 
addition to examining psychopharmacological 
interventions, research on ultra- brief psycho-
therapy, psychiatric trauma, first-break psycho-
sis, access to care, somatization, psychiatric and 
medical comorbidities in the ED, and recidivism 
are just a few potential topics in this rich, 
untapped research field.

 Morale and Well-being

Caring for patients can be physically and emo-
tionally taxing. This is especially true for psychi-
atric patients, who often contribute to the overall 

level of tension in the ED. In such settings, psy-
chiatrists can play an additional role in the coordi-
nation of care, specifically that of caring for the 
caretakers.

A psychiatric liaison can help to reframe, 
resolve, and prevent the impact of negative 
patient interactions in several ways. First, through 
interactive educational modules, such as the one 
described above, ED staff can discuss their expe-
riences with psychiatric patients, thereby provid-
ing a forum for peer learning and offering a time 
for psychiatric supervision. In addition to educa-
tion, these classes allow for time to deal with 
potentially harmful negative feelings that arise 
between ED providers and patients with psychi-
atric issues. Second, asking for a psychiatrist to 
be available to participate in the debriefing of dif-
ficult cases can help to resolve frustration with 
other staff members and patients by shedding 
light on intra-psychic conflicts that patients bring 
to and foist upon ED staff. Clarifying these 
patient-system conflicts can be comforting to 
staff members, who may be exhausted from deal-
ing with complicated patients or traumatized by 
poor outcomes. Finally, having a psychiatrist on 
ED committees can provide a different and pos-
sibly beneficial perspective on an administrative 
level. Having a psychological perspective on 
potential staff and patient interpersonal dynamics 
may give committees information that can raise 
awareness of potential flash points before they 
become active problems. Tasks could include the 
creation of interdisciplinary plans for problem 
patients and protocols for safe and effective man-
agement of agitated and aggressive patients. 
Including a psychiatrist in these functions can 
build resilience in the ED staff, as well as improve 
morale and ideally prevent staff burnout.

 The Economics of Coordinated Care

Given the importance of reimbursement on mod-
els of coordinated care, the authors would be 
remiss not to comment on how different economic 
scenarios can strongly affect the ways in which 
healthcare systems organize and prioritize coordi-
nation of care. At the time of the revision of this 
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chapter (Autumn 2020), there appears to be 
uncertainty in the way the American healthcare 
system will be funded moving forward. There 
appear to be three potential outcomes to the cur-
rent debate over how public health care is funded: 
(1) a single-payer system, where healthcare sys-
tems receive the bulk of healthcare dollars from a 
coordinated state–federal partnership in a capi-
tated fashion; (2) a pure fee-for-service, where 
services rendered are the primary source of pay-
ment; and (3) a multi-payer system, where both 
private and public insurance providers are equal 
sources of healthcare revenue through both fee-
for-service and capitated models. As one might 
imagine, these approaches to healthcare econom-
ics incentivize coordination of care differently.

In a single-payer healthcare system that uses a 
capitated model, the overall quality of care is pri-
oritized over the amount of care offered. As the 
total dollar amount offered to care for an individ-
ual is limited and poor outcomes are penalized, 
healthcare systems will likely incentivize robust 
efforts to develop coordinated care models that can 
provide evidence-based services to the majority of 
the lives they cover. In this approach to care, the 
weight of patient care falls on primary care provid-
ers, who will be expected to coordinate basic ser-
vices for their patient panels. As such, systems will 
have an incentive to develop a strong infrastructure 
of ancillary services to take some of the burden off 
physicians and other highly paid professionals. 
Unfortunately, in this model, patients who require 
a higher level of care or have unique needs may 
find that they are unable to access specialty care as 
easily as in the other two models.

In a pure fee-for-service model, the amount of 
care is implicitly prioritized over the (overall) 
quality of care rendered. In this approach, each 
patient encounter is reimbursed based on its com-
plexity, regardless of the outcome. This incentiv-
izes providers to see patients more frequently and 
offer them more complex services. Here, the indi-
vidual is responsible for coordinating their own 
care, accessing services that they believe are 
essential. As such, healthcare systems will likely 
not have a financial inducement to develop ser-
vices that streamline patient care or coordinated 
care. In this scenario, all patients will be able to 

access all levels of care—that is, until they are 
unable to afford it.

In the current mixed system, some care is 
reimbursed on a fee-for-service basis (private 
physicians in private hospitals), some care is sal-
aried (physicians in government hospitals/clin-
ics), and some care is capitated (HMO style). 
And the underlying financing is also mixed: 
Some money comes from out-of-pocket pay-
ments (co-pays, cosmetic surgery, or discretion-
ary vision-correction procedures), some comes 
from private insurance coverage, and some comes 
from governmental insurance coverage 
(Medicaid, Medicare, Veterans Administration). 
In such an environment, efforts at clinical care 
coordination compete with organizational efforts 
at cost reduction and cost shifting. For example, 
clinics directly supported by state funds might 
restrict their services to patients with no benefits 
whatsoever, directing patients with Medicaid or 
Medicare to go to private, low-cost clinics, which 
can “bill” the government for reimbursement. 
This might seem inefficient, but it shifts part of 
the state’s cost to the federal government, which 
provides some money for Medicaid and all the 
money for Medicare. Private clinics might refuse 
to accept Medicaid or Medicare patients to avoid 
low reimbursement rates. Private insurance com-
panies may refuse to cover preexisting conditions 
to avoid covering certain costs. Each organiza-
tion is tempted to pursue maneuvers to “game the 
system,” none of which help coordinate care.

There have been some government efforts that 
encourage some aspects of care coordination. 
HBIPS (hospital-based inpatient psychiatric ser-
vices) from CMS (the Centers for Medicare and 
Medicaid Services) did include:

[t]he transition record measures [that focus] 
on effective and timely communication of speci-
fied elements with patients and between treat-
ment settings, thereby promoting care 
coordination and enhancing continuity of care.

It would include
Contact Information/Plan for Follow-up Care

• 24-hour/7-day contact information, including 
a physician for emergencies related to inpa-
tient stay

B. L. Bregman and S. Powsner
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• Contact information for obtaining results of 
studies pending at discharge

• Plan for follow-up care
• Primary physician, other health care profes-

sional, or site designated for follow-up care 
[9, 10]

However, these measures do not directly apply 
to EDs (patients are considered outpatients, not 
inpatients), and CMS changes its reporting 
requirements over time. Readers can get a sense 
of how coordination of care is abstracted from 
the distant vantage point of national agencies.

In conclusion, as the healthcare economics 
landscape changes in the context of political 
efforts to change the current law, coordination of 
care will be valued differently.

 Conclusion

Given the high volume of psychiatric patients 
seen in acute-care settings, creating and sustain-
ing a relationship between the psychiatry and 
emergency medicine departments can decrease 
patient length of stay, increase safety for patients 
and ED staff, increase awareness of mental ill-
ness in patients and staff, and improve patient 
outcomes. As there are differences in clinical 
training and approaches to patient care, improv-
ing communication and developing an awareness 
of expectations can improve overall interdepart-
mental coordination of patient care.

As the American medical landscape continues to 
adapt to new political and economic pressures, inter-
disciplinary collaborations will be vital to maintain-
ing excellent, safe, and cost-effective health care. In 
addition, having an awareness of the mental health of 
one’s staff and an informed approach to maintaining 
their morale can help maintain patient care excel-
lence in acute-care settings.
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Integration with Community 
Resources

Jennifer M. Peltzer-Jones

 Introduction: Integration 
with Community Resources

In the United States, emergency departments 
(EDs) have become primary sites for emergent 
psychiatric evaluations and crisis intervention. 
These types of ED visits have been steadily 
increasing per year and have been found to have 
significantly longer lengths of stay than for non- 
mental- health-related visits [1–4]. Recent data 
demonstrate a discrepancy in disposition options 
for mental-health-related complaints as compared 
to nonmental illness presentations in the ED, with 
presentations due to mental illness having dispro-
portionately higher rates of hospital admission 
(Figs. 40.1 and 40.2) [1, 2, 5]. ED staff treat acute 
medical emergencies (e.g., cardiac arrest, stroke, 
and pulmonary embolism), diagnose and manage 
new-onset illnesses, and evaluate exacerbations 
for chronic diseases (congestive heart failure, dia-
betes, and chronic obstructive pulmonary disor-
der), understanding that not all sickness requires 
inpatient medical admission. As the number of 
mental health presentations continues to increase, 
ED staff need an understanding of and access to 
alternative community resources to avoid the 
exclusive use of hospitalization as the disposition 

choice for mental health crises. Lack of safe, non-
hospital interventions leaves ED staff to over-rely 
on inpatient levels of care [6]. This, in turn, con-
tributes to the decreased availability of inpatient 
beds for significant crises, subsequently increas-
ing psychiatric boarding [7–10].

 Case Example

Greg, a 20-year-old single African-American 
male, is brought into the emergency department 
(ED) by his parents. His parents have noticed odd 
behaviors, but Greg denies any, as he reports he is 
a god and can push goodness into the world. He 
hears the “whispers of the wind,” urging him to 
“connect with the universe.” Family are con-
cerned because he has left school, spends large 
amounts of time isolated on his computer, and 
has not been eating or caring for himself. Tonight, 
they entered his room, and he was sitting in his 
closet in the dark because he was fearful the devil 
was coming to the house to battle him. He agreed 
to come to the ED to be checked for dehydration. 
Greg denies having thoughts to harm himself or 
others. His family wants to have him drug-tested 
and believes he may just have “dehydration.” 
They don’t think he has any mental illness, and 
they don’t think he needs to go into a hospital. 
They just want to have a doctor see Greg and treat 
him so they can bring him home.
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Improving management of the psychiatric cri-
sis is complicated by several factors. First, the 
United States lacks a standardized delivery model 
of emergency mental health care. Patients who 
present to an ED in crisis may or may not speak 
with a mental health professional. While a mental 
health professional may instruct a patient to “go 

to the nearest ED in the event of a crisis,” there 
may not be a psychiatrically trained professional 
providing consultation to the ED staff. If there is 
a consultant, training backgrounds vary (social 
workers, psychiatric residents, psychiatric nurse 
practitioners, psychologists, psychiatrists), as do 
hours of availability. ED physicians are not uni-
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versally trained during residency to manage psy-
chiatric crises [11, 12]. Thus, variable knowledge 
and limited access to clinical resources contrib-
ute to variance in treatment and disposition rec-
ommendations from one emergency department 
to the next [13–16].

In reading Greg’s case example scenario, it’s 
clear that he will need additional assistance; how-
ever, the reality is the assistance he’s offered will 
rely on the resources his ED can access. Becoming 
familiar with the community resources can 
improve patient care. The second benefit of hav-
ing educated ED staff is to create a space in which 
ED providers can align with mental health pro-
viders in advocacy. This chapter is a brief intro-
duction to various alternative levels of care 
available to treat psychiatric crises.

 Legacy of Deinstitutionalization

To discuss community resources, it is critical for 
ED staff to understand why community-based 
treatment is historically important. 
Deinstitutionalization has often been cited as the 
single most important factor contributing to the 
current mental health system crisis. What is not 
well understood is that it wasn’t the actual drive 
to deinstitutionalize that led to challenges in 
organizing mental health care; it was the lack of 
funding to support deinstitutionalization that has 
led to the continued mental health system crisis. 
In the mid-twentieth century, large numbers of 
patients were in state institutions receiving sub-
par/harmful/no care. There was little thought of 
recovery for the institutionalized; rather, large 
state institutions were warehouses for the men-
tally ill and developmentally disabled. Proponents 
of deinstitutionalization advocated for humane 
treatment for patients instead of locking away 
these people without any hope of achieving some 
type of quality of life. Several legal precedents 
were important in the deinstitutionalization 
process.

The National Mental Health Act of 1946 was 
the first major federal law supporting community- 
based care as the recommended treatment for 
mentally ill patients. Under this act, the National 

Institute for Mental Health was formed to help 
distribute grants to fund outpatient care [17]. As a 
result, by 1955, over 1000 outpatient mental 
health clinics were open and receiving state assis-
tance to care for patients in the community [17]. 
The Joint Commission on Mental Illness was 
formed under the Mental Health Study Act of 
1955 and came to three conclusions: (1) more 
mental illness research was needed, (2) more 
mental health providers were needed (recom-
mendations specifically proposed one mental 
health clinic for every 50,000 people), and (3) 
“spending for public mental health services 
should be greatly expanded—doubled in the next 
5 years, tripled in the next 10 years” [18].

Throughout the 1960s, despite the discovery 
of antipsychotic medication and the increased 
legal pressures for change, there were still 
between 500,000 and 600,000 patients hospital-
ized in state institutions across the country. In 
1963, President Kennedy proposed the 
Community Mental Health Centers Act (CMHC). 
This act called for increase funding for mental 
health care, with a focus on decreasing the num-
ber of institutionalized patients by 50% over the 
next one to two decades [18]. Federal grants and 
research monies would shift from state legisla-
tures to local hospitals and nonprofit care organi-
zations [18–20]. When the CMHC Act was 
passed in 1963, the transition to outpatient com-
munity care was sorely underfunded—the federal 
monies promised in this act were less than 10% 
of existent costs for treating the institutionalized 
patients. Thus, patients were to be moved from 
the most intense level of care to new programs in 
community care, but community care would 
receive only one-tenth of the money needed for 
inpatient care [17]. With the passage of the 
CMHC Act, deinstitutionalization as a national 
agenda was born, but from the beginning, 
community- based care was never funded appro-
priately to take on the demand.

Before deinstitutionalization, psychiatric cri-
ses were sent to state-based settings. As deinstitu-
tionalization occurred, many state facilities 
closed, leaving communities to find their ways to 
develop care. In response, psychiatric units were 
developed within general medical hospitals and 
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free-standing psychiatric facilities. These hospi-
tal settings were meant to assist with the tempo-
rary crisis in the community, as a person’s family/
support system could be more involved in the 
crisis care. Treatment within a person’s commu-
nity continues to be a guiding principle in the 
structure of today’s mental health-care system: 
“The new priorities of psychiatric hospitalization 
focus on ameliorating the risk of danger to self or 
others. Inpatient units are seen as short-term 
intensive settings to contain and resolve crises 
that cannot be resolved in the community” [21]. 
However, the lack of adequate funding in creat-
ing true community resources has led to decreased 
wrap-around resources, leading back to an over-
reliance on inpatient hospital care for the psychi-
atric crisis.

 Community Mental Health 
Organization

The Substance Abuse and Mental Health Services 
Administration (SAMHSA) designates state 
mental health agencies (SMHAs) as responsible 
for “assuring the provision of mental health ser-
vices to persons with mental illnesses and emo-
tional disturbances” within each state. The 
SMHA sets programmatic state goals for care, 
ensures the quality of care, and distributes federal 
monies to state-based programs. In sum, SMHAs 
are the organizers of community mental health 
[22]. The number of people served in these com-
munity mental health programs has steadily 
risen. In 2009, 6,401,613 people received some 
service that was partially or wholly funded by an 
SMHA—an increase from 2007 by 300,000 
patients [23]. Unfortunately, funding to these 
organizations continues to receive cuts, stretch-
ing the capacity of programs and limiting ser-
vices [23].

Since large numbers of patients obtain mental 
health intervention through safety net resources, 
large numbers of patients seen in the ED are 
already connected with local community mental 
health centers (CMHCs). CMHCs can be con-
tacted by each state’s department of mental health 
or department of health and human services, or 

by contacting the SMHA. CMHCs may be orga-
nized under regional authorities or may be 
directly managed by individual counties. Thus, 
given the wide range of services and the increas-
ing population CMHCs serve, EDs must develop 
strong partnerships with their area CMHCs or 
SMHA to understand specific crisis services and 
outpatient programs available for patients.

 Non-hospital-Based Services

As stated above, the goal of the deinstitutional-
ization movement was to help people with mental 
illness try to function within their communities 
actively. As such, a core principle of mental 
health treatment is to treat a patient in the least 
restrictive environment that is recovery oriented 
and in collaboration with the patient and their 
supports. Payment barriers aside, the work of the 
last 50-plus years has driven the advent and man-
agement of various models of care developed to 
meet the needs of patients in the community. The 
following types of program interventions aim to 
provide patient-centered care in the community.

 Mobile Crisis Teams

Mobile crisis teams (MCTs) consist of trained 
mental health and law enforcement personnel 
organized to respond to psychiatric crises in a 
variety of locations. These programs may be 
community-based through local police depart-
ment partnerships with the mental health com-
munity, through community mental health 
centers, or through community mental health 
insurance providers. Dependent upon the team 
structure, a crisis team may be called to meet 
with a patient via accessing a crisis hotline or 
may be called to respond in conjunction with an 
emergency management system (EMS) call 
through local emergency dispatch. Some mobile 
teams are used as screening agents to conduct 
assessment and provide authorizations for the 
level of care requests for county mental health 
organizations or SMHAs [24]. Mobile crisis 
teams may also offer the availability of follow-
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 up, postincident visits by the team. Because many 
mobile crisis teams are linked through local sui-
cide hotlines and “warmlines” (suicide preven-
tion resources staffed explicitly by patients in 
mental health recovery themselves), patients 
form strong connections and relationships with 
their contacts. A CIT, or crisis intervention team, 
is a specific MCT model that spreads mental 
health crisis response expertise to police respond-
ers of psychiatric crises, which are linked with 
the EMS system and therefore often the first 
responders for mental health crises. When a crisis 
occurs, departments with a CIT send out at least 
one trained officer to help problem-solve the situ-
ation. In establishing a CIT response effort, local 
resources establish predetermined access to a 
variety of disposition options, including a desig-
nated single point of entry for emergency care. 
This type of program requires investment from 
both the community (mental health providers and 
hospitals) and police departments [25]. MCT out-
come studies have reviewed outpatient follow-up 
for suicidal patients (no benefit), follow-up atten-
dance at subsequent outpatient treatment 
(improved follow-up), and lower inpatient refer-
rals rates when MCT was utilized [24, 26, 27]. 
CIT program outcomes have included decreases 
in the arrests of mentally ill individuals, reduc-
tion in police officer stigma toward the mentally 
ill, and decreased officer and patient injuries [28–
30]. While further large-scale research is needed 
to address the determination of appropriate mea-
sures of success and funding justification, provid-
ing patients with the information how to access 
local mobile crisis teams can serve as an addi-
tional resource for ED staff.

 Residential Services

Crisis residential services, respite services, and 
transitional housing programs are all community 
levels of care that may be available from an ED at 
time of discharge. Crisis residential services can 
vary from organizing and insurance-reimbursed 
settings to consumer-run levels of care. Crisis 
residential residences are unlocked facilities to 
which patients voluntarily agree to treatment. 

Like mobile crisis teams, there is not a uniform 
definition, criteria for admission, or standard 
admission process. Insurance coverage also var-
ies. This level of care may focus on providing a 
stable place for people whose housing instability 
is affecting their mental health stability, or it may 
target people who have stable housing but need 
temporary respite to focus on stabilizing their 
mental health outside of their home 
environment.

The START model, or short-term acute resi-
dential treatment model, in San Diego has dem-
onstrated improved quality of life, with symptom 
reduction equal to that seen in hospitalized 
patients [31]. In the START model, the average 
length of stay in the program was 9 days. Patients 
lived in a remodeled home that housed 10–12 
patients. The program structure included two 
community meetings, two group sessions, indi-
vidual counseling, medication meetings run by 
psychiatrists, recreational activities, and partici-
pation in chore and meal preparation for partici-
pating patients. There was a low patient-to-staffing 
ratio, and the staff consisted of master’s- and 
doctoral-level clinicians. At the time of discharge 
and 2-month follow-up, there were no significant 
differences on selected symptom measures 
between the groups in START versus hospital-
ized patients, despite an almost equal number of 
days in each program setting. These findings and 
those of similar studies [32, 33] suggest that 
patients in acute crisis can be safely and effec-
tively managed in residential crisis services.

 Day Treatment Programs

Day treatment programs, partial hospital pro-
grams (PHPs), and intensive outpatient (IOP) 
services are full or half multiday (4–9 hours) pro-
grams for patients. These programs provide a 
structure similar to an inpatient milieu, as patients 
have group therapy, meet with psychiatrists, and 
engage in individual therapy, all while also being 
able to return to home at night and continue to 
work during the day. These programs may or may 
not be used in conjunction with a crisis residen-
tial program as a step down from an inpatient 
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psychiatric admission or an alternative for inpa-
tient care [34]. Because patients do not live at the 
site of care and transportation can be a barrier to 
obtaining care, transportation may be offered by 
the program site. These programs may focus on 
primary mental health, substance abuse, or 
comorbid mental health/substance-use disorders. 
Day treatment programs may be based at the site 
of a hospital or outpatient clinic. These programs 
are not restricted to Medicaid patients, as private 
insurance companies and Medicare also typically 
reimburse this level of care. Several agencies set 
minimum standards or provide accreditation for 
day treatment models, including the Association 
for Ambulatory Behavioral Healthcare and 
Commission on Accreditation of Rehabilitation 
Facilities (CARF). Patients who present to the 
ED in crisis may benefit from this intense level of 
care as an alternative to hospitalization, though 
reviews of efficacy are mixed, due in large part to 
methodologic problems in their evaluation [35].

 Case Management

Several agencies define the expectations of effec-
tive case management. The Commission on 
Accreditation of Rehabilitation Facilities (CARF) 
defines case management as a level of care that 
“provide(s) goal-oriented and individualized sup-
port focusing on improved self-sufficiency for 
the persons served through assessment, planning, 
linkage, advocacy, coordination, and monitoring 
activities. Successful service coordination results 
in community opportunities and increased inde-
pendence for the persons served. Programs may 
provide occasional supportive counseling and 
crisis intervention services when allowed by reg-
ulatory or funding authorities” [36]. The National 
Association of State Mental Health Program 
Directors (NASMHPD) further states that case 
management “is a range of services provided to 
assist and support patients in developing their 
skills to gain access to needed medical, behav-
ioral health, housing, employment, social, educa-
tional, and other services essential to meeting 
basic human services; linkages and training for 
patient served in the use of basic community 

resources; and monitoring of overall service 
delivery” [37]. In practice, case management 
typically refers to a level of care in which a men-
tal health professional, usually a clinically trained 
psychiatric social worker, provides individual-
ized assistance and treatment planning for 
patients. Case managers may assist patients with 
clinical care, as well as navigation of the complex 
mental health systems. They may provide crisis 
counseling and access social services such as 
housing, food assistance, or job training/referral 
to supported employment programs. Case man-
agement philosophies focus on meeting patients 
at their current level of function to set goals and 
create plans to achieve these goals within the 
community. This is different from the classic idea 
of psychotherapy, in which patients examine 
intrapersonal barriers to achieving goals.

Intense case management strategies, such as 
the assertive community treatment (ACT) model 
or programs of assertive community treatment 
(PACT), are highly standardized, intense service 
delivery models targeting patients who experi-
ence more crises and need increased support. 
SAMHSA considers ACT programs to be 
evidenced- based, best-practice models of care, as 
the ACT has repeatedly been shown to decrease 
inpatient acute hospitalization and incarceration 
for patients with the severe mental illness. 
Essential features of the ACT model include low 
patient-to-psychiatric-staff ratios; the availability 
of 24-hour crisis coverage; multidisciplinary 
teams; and comprehensive patient-centered plan-
ning (with medication management, supportive 
therapy, and rehabilitative support). Peer support, 
transportation, and community outreach are addi-
tional basic tenets of the model [38]. ACT teams 
have very distinct admission criteria for patients 
but are not time-limited. Despite the many stud-
ies that demonstrate the positive outcomes of an 
ACT model, many insurance companies are 
reluctant to fund this level of care, and the lack of 
an “end” may overshadow the long-term finan-
cial benefits to fund such a plan. Regardless, EDs 
may not be aware that the patients they are evalu-
ating have these services, may not ask patients 
for their ACT team contact information, and may 
not recognize ACT teams will often deploy teams 
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directly to the ED to assist with crises. EDs would 
benefit from reaching out to local ACT programs 
to obtain contact information and engage in joint 
crisis planning for patients who may frequently 
use the ED. Local ACT teams are usually found 
through local CMHCs or can be located through 
the SMHA.

 Family Resources

Recent research indicates that early, multimodal 
interventions such as medication management, 
family psychoeducation, social skills training, 
and supported employment/education programs 
for patients with first episodes of psychosis are 
superior to treatment as usual [39, 40]. It is not 
clear how often ED staff have discussions with 
families of patients who are suffering with first 
episodes of psychosis or with an episode of psy-
chiatric crises regarding available resources. 
Organizations such as the National Alliance on 
Mental Illness (NAMI) can provide educational 
information and support information for families 
who are caring for individuals with mental ill-
ness. As with our case example of Greg, there 
may continue to be a delay in accessing mental 
health resources if his family does not recognize 
the severity of his symptoms, possibly leading to 
dangerous outcomes. NAMI can provide infor-
mation for local families and groups. Additional 
sources of education and support for families 
include Mentalhealth.gov, the American 
Psychiatric Association, and the American 
Psychological Association.

 Nontraditional Community 
Resources

Untreated mental health problems can lead to 
negative consequences in medical health, work, 
or school, in addition to the negative impact on 
patient quality of life. People may not have symp-
toms that warrant immediate safety interventions 
(such as inpatient care) but may have daily stress-
ors negatively affecting life. It is important for 
ED physicians to be aware of additional resources 

in the community that are not found in “tradi-
tional” outpatient clinic settings.

Just as EDs have increasingly become the 
sites of care for psychiatric crises, primary care 
physicians are increasingly treating mental health 
disorders in their clinics. Numerous studies have 
demonstrated that poor mental health manage-
ment contributes to poor medical outcomes with 
chronic medical conditions such as diabetes and 
congestive heart failure. Patients may feel stig-
matized going to primary mental health clinics, 
so alternatively, they meet only with their pri-
mary care physicians. In response, there has been 
an increase in the number of integrated 
behavioral- health/primary-care collaborative 
models, which have demonstrated positive out-
comes for mental health treatment engagement 
and other behavioral outcomes [41, 42]. These 
programs may include colocated mental health 
practitioners, embedded mental health practitio-
ners, or telepsychiatry programs. Common prob-
lems that may be addressed in the integrated 
models may include treatment of depression, 
anxiety, sleep disorders, and substance use, but 
may also include identification and attention to 
low health literacy barriers, subtle cognitive dis-
orders, treatment adherence, weight loss counsel-
ing, smoking cessation, etc. When patients 
present to the ED with medical complaints for 
which the ED staff has determined there may be 
psychological factors impacting medical behav-
ior, it may be beneficial to discuss with the patient 
or directly contact the primary care physician to 
determine what resources may be available at the 
office site.

An employee assistance program, or EAP, is a 
“voluntary, confidential program that helps 
employees work through various life challenges 
that may adversely affect job performance, 
health, and personal well-being to optimize an 
organization’s success” [43]. These programs 
have been in existence since the 1940s, but are 
not always well known as a resource to patients 
[44]. Types of problems EAP counselors often 
treat include marital difficulties, interpersonal 
difficulties in the workplace between coworkers, 
substance use, legal challenges, organizational 
changes, workplace violence events, etc. This 
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assistance is often a service for which the employ-
ees seeking care do not pay. When patients report 
these types of struggles during an ED visit, ED 
physicians may want to encourage the patient to 
check with their human resource department to 
determine what type of program may be offered.

Other nontraditional resources that emergency 
departments may want to reach out to for partner-
ships may include the following:

 – Clubhouse Psychosocial Rehabilitation 
Centers are found in 36 states in the United 
States and are internationally located in 33 
countries. These programs are “non-clinical, 
integrated therapeutic working communities 
open to anyone with a history of mental illness. 
… [Goals include] helping members partici-
pate in mainstream employment, educational 
opportunities, community-based housing, 
wellness or health promotion activities, reduce 
hospitalizations or involvement with the crimi-
nal justice system, and improve social relation-
ships, satisfaction and quality of life” [45]. To 
find out if there is a Clubhouse in the area, 
access the Clubhouse International website.

 – Supported employment or vocational rehabili-
tation programs offer training and work assis-
tance for patients with mental illness. Patients 
can be linked to these programs through local 
community mental health programs.

 – Most local colleges and universities will have 
university-based counseling clinics specifi-
cally for students while enrolled. These clinics 
can offer assistance with common early adult 
struggles, including adjustment to college, 
career counseling, eating disorders, Lesbian, 
Gay, Bisexual, Transgender, and Questioning 
(LGBTQ) issues, etc.

 – Local doctoral training programs for psychol-
ogy and counseling often have training clinics 
to assist students with the psychotherapy skills 
development. These clinics are generally open 
to the public, with sliding-scale pay structures. 
Contact the local psychology/counseling 
departments for referral information.

 – For issues with grieving, funeral homes may 
have grief therapy for family members. In 
addition, for patients who are grieving the loss 

of a loved one from violence, local city/
county/state police departments may offer 
support groups.

 – For patients who are victims of crime, there 
may be free counseling services; every state 
has compensation funds available. For state- 
by- state information, ED physicians can refer 
to the National Association of Crime Victim 
Compensation Boards.

 Conclusion

ED personnel are increasingly treating patients 
with psychiatric disorders. Not all presentations 
require inpatient psychiatric intervention, and 
thus, knowledge of all available referral options 
may decrease unnecessary hospitalization, 
increase patient engagement with care, and 
improve patient quality of life. Reaching out to 
local programs to develop or improve collabora-
tive relationships can affect patient- and system- 
level outcomes.
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The Role of Telepsychiatry

Zakaria Abdulnabi

 Introduction

You are working a busy Friday night in your sub-
urban emergency department (ED), and there has 
been an unusually high volume of patients pre-
senting with psychiatric complaints this evening. 
As they are placed into rooms and medically 
assessed, an increasing number of beds in the 
department are not turning over as these patients 
wait for psychiatric consultations; there is no on- 
call psychiatrist at your hospital. As the night 
progresses, patients in the waiting room become 
upset about the wait time, anxious patients grow 
restless in the noisy environment, and the ED 
staff begins to feel the rising level of stress. 
Fortunately, the charge nurse remembers that the 
ED has recently launched a new telepsychiatry 
program. She retrieves a mobile telehealth unit 
comprised of a monitor and camera, and wheels 
it into a patient’s room. Within 10 minutes, the 
patient is speaking to a board-certified psychia-
trist via a secure two-way video connection. The 
psychiatrist later calls you to discuss the case, 
give medication recommendations, inform you 
that the patient requires inpatient admission, and 
tells you that she will begin the process of finding 
a bed at an appropriate facility. The mobile unit is 

wheeled into the next patient’s room, and the pro-
cess is repeated.

Telepsychiatry is a subset of telemedicine, 
which is the process of providing health care 
from a distance, typically using a telephone, 
internet connection, or videoconferencing tech-
nology. This modality can be used for a wide 
range of psychiatric services including clinical 
assessment, therapy, patient education, and medi-
cation management [1]. In the emergency depart-
ment setting, use of telepsychiatry services is 
primarily aimed at providing access to mental 
health specialists in  locations that would other-
wise not have such access, controlling psychiat-
ric patient boarding times in the ED, and 
controlling costs [2].

 Background

Telepsychiatry is one of the most established 
areas of telemedicine, dating back to 1959 when 
it was utilized at the Nebraska Psychiatric 
Institute. Although telepsychiatry is currently 
widely used in clinics and correctional facilities, 
its use in EDs remains more limited [2]. Much of 
the recent literature into the costs, efficacy, and 
implementation of telepsychiatry programs has 
focused on its use in rural settings, where access 
to trained mental health providers is often lim-
ited. The trend in increased use of telepsychiatry 
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is not, however, limited to rural areas; many 
grade schools and colleges have begun to utilize 
telepsychiatry services, as these programs have 
proven cost-effective by allowing the school to 
pay for psychiatric services on an as-needed 
basis. In emergency departments across the coun-
try, remote access to specialized providers via 
teleconferencing technology allows for more 
rapid evaluation and disposition of patients with 
acute psychiatric illnesses, as well as specialist 
expertise for difficult or rare cases [3].

 How It Is Used

Although telemedicine has proliferated greatly in 
recent decades, use of telepsychiatry in EDs has 
been slow to develop. Especially when compared 
to ED use of telemedicine for other clinical fields 
such as neurology and obstetrics [4]. A review of 
43 national and regional telemedicine programs 
found that only eight (18%) offered ED telepsy-
chiatry services [2]. Like most telemedicine net-
works, telepsychiatry networks typically operate 
a system of “hub” and “spoke” sites that commu-
nicate with one another remotely. The site where 
the specialist or psychiatrist is located is called 
the hub, whereas the site where the patient is 
physically located is a spoke [2]. In this manner, 
multiple emergency departments or clinics can 
maintain as-needed access to specialists at one 
common regional site that operates 24 hours per 
day.

In recent years, videoconferencing has come 
to dominate telepsychiatry, although there are 
still occasional programs that use other mediums 
such as telephone and email [2]. Most telepsy-
chiatry programs today use commercially avail-
able telemedicine software and equipment, which 
ranges from simple webcams to fixed monitors 
and mobile units. Typically, an emergency depart-
ment provider will first evaluate a patient with a 
psychiatric complaint; once the patient is medi-
cally cleared, the provider uses a simple screen 
interface to connect to the hub. After providing 
basic identifying information, a videoconference 
channel with a specialist provider is established, 

allowing the specialist to interview the patient 
and provide recommendations for care in much 
the same way they could if they were physically 
on site. In addition to patient evaluation and med-
ication management, the hub can often aid in 
facilitating acceptance and transfer of a patient to 
an inpatient psychiatric facility, if deemed neces-
sary (Fig. 41.1).

 Reliability and Outcomes

Numerous studies have been published regarding 
the efficacy of telepsychiatry, and the evidence 
suggests it is equivalent to face-to-face services 
in terms of reliability of clinical assessment and 
patient outcome [5]. These studies have generally 
found a high level of agreement, or inter-method 
reliability, between assessments done via tele-
psychiatry and those done face-to-face with 
regard to DSM diagnoses [5]. This means that a 
given patient is likely to be conferred the same 
diagnoses in a given encounter, regardless of 
whether they are interviewed face-to-face or via 
telepsychiatry. The studies regarding treatment 
outcomes are equally promising, with the major-

HUB

Fig. 41.1 Model of a hub and spoke network
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ity of studies showing telepsychiatry performed 
at least, as well as the standard face-to-face care 
with regard to various patient outcomes, includ-
ing measures of symptom burden associated with 
depression, PTSD, bulimia, and other psychiatric 
disorders [5].

 Potential Benefits

The problem of long boarding times for psychiat-
ric patients in the ED is one that is very familiar 
to most ED providers. On average, psychiatric 
patients spend three times longer in the ED than 
other medical patients [6]. Theoretically, instant 
access to mental health specialists 24 hours per 
day could help alleviate this problem by limiting 
the amount of time patients have to wait for a 
specialist to arrive at the bedside. This is espe-
cially true for rural emergency departments, 
where specialists may be fewer in number and 
farther away.

Cost is another important consideration when 
comparing telepsychiatry to standard face-to- 
face care. Estimating the overall costs and sav-
ings of ED psychiatry programs is complex and 
involves assessment of a variety of direct and 
indirect factors, ranging from the initial cost of 
equipment to increases in hospital revenue due to 
faster ED bed turnover. Studies of telepsychiatry 
as a whole have shown mixed results, but these 
have largely focused on outpatient settings. 
Further research is needed to specifically assess 
the costs and savings associated with emergency 
department telepsychiatry programs.

Another potential benefit of telepsychiatry is 
the prevention and mitigation of inappropriate 
commitments. Many states have civil commit-
ment laws that allow various agents such as 
police officers and judges to hold patients invol-
untarily under certain circumstances. Timely 
access to a telepsychiatrist can decrease the 
number and length of inappropriate commit-
ments; this not only saves in costs but also allevi-
ates situations that could potentially build 
distrust between a patient and the mental health-
care system.

 Patient and Provider Satisfaction

For any new model of healthcare delivery to suc-
ceed, it is vital that both providers and patients 
are satisfied enough with the experience to buy 
into its use. Studies overall have shown that 
patients tend to be highly satisfied with telepsy-
chiatry, whereas providers have more mixed 
opinions. When assessing patient satisfaction 
using self-reported questionnaires, most patients 
rate their experience with telepsychiatry between 
“good” and “excellent” [5]. Patients tend to spe-
cifically enjoy the ease of use and decreased bur-
den of traveling to appointments associate with 
telepsychiatry, whereas areas of concern reported 
by patients included privacy concerns and chal-
lenges in developing a doctor–patient rapport. 
Patients generally report that they are comfort-
able sharing the same information via telepsy-
chiatry that they would share in a face-to-face 
encounter [5].

Providers, on the other hand, tend to have 
more varied opinions on the use of telepsychiatry 
when compared to standard face-to-face care. 
Concerns expressed by providers included lack 
of experience using telepsychiatry, technological 
challenges, and lack of access to training on tele-
psychiatry [5]. An additional important concern 
that many providers have expressed is that tele-
psychiatry can hinder patient–provider interac-
tions and therapeutic rapport [7, 8]. While 
endorsing many of the same concerns as other 
providers, ED providers have generally expressed 
a high level of satisfaction with telepsychiatry in 
studies [9, 10].

 Limits and Drawbacks

There are various limitations and drawbacks to 
the use of telepsychiatry that are important to dis-
cuss. Many of these limitations result from the 
technology utilized. Like all telecommunications 
systems, telepsychiatry systems do not operate 
with 100% success, and there are a litany of pos-
sible issues that can arise. Common issues 
include insufficient bandwidth to transmit a reli-
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able signal, hardware malfunction, and poor 
interoperability between systems made by differ-
ent manufacturers. In addition to technological 
challenges, there are barriers caused by medical 
licensing laws. Most states currently require pro-
viders to be licensed in that state in order to prac-
tice there. This can cause issues for telemedicine 
programs that intend to provide care across state 
lines, as the process of licensure is often expen-
sive and time-consuming. An additional consid-
eration is the rules regarding reimbursement for 
telemedicine services. While the Centers for 
Medicare and Medicaid Services (CMS) has 
been reimbursing for telemedicine since 1997 
[2], there remain some private insurers that do 
not reimburse such services—or that do so, but at 
a lower rate than face-to-face encounters. Finally, 
there are complex privacy issues relating to the 
use of telepsychiatry. These include ensuring pri-
vacy at physical locations, preventing hacks and 
system breaches, and concerns surrounding the 
recording and storage of audio or video from 
patient encounters. It is important for providers 
to be open and address as many of these concerns 
as possible prior to beginning a telepsychiatry 
encounter. The provider at the hub site will often 
also address privacy concerns prior to beginning 
the interview.

 Looking Forward

As technology continues to pervade and infiltrate 
every aspect of healthcare provision, telemedi-
cine and other technology-assisted patient care 
modalities will likely continue to expand. These 
modalities have great potential to improve care 
and expand access, but it is important to under-
stand their proper uses and limitations. While 
much research remains to be done regarding the 
role of telepsychiatry in the management of men-
tal health emergencies, there is already substan-
tial evidence that this modality can provide 
comparable outcomes to traditional face-to-face 
care while expanding geographic access to care 
and reducing the amount of time psychiatric 
patients spend in the ED. As we move deeper into 
the twenty-first century and public awareness of 

mental health issues grows, there will be greater 
pressure to address these shortcomings, and tele-
psychiatry will likely play an expanding role in 
this endeavor (Fig. 41.2).
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Triage of Psychiatric Patients 
in the Emergency Department

Divy Ravindranath and Mark Newman

 Introduction: What Is Triage?

Patients arrive in emergency departments (EDs) 
with concerns needing rapid assessment and 
effective clinical management. Providers in the 
ED have an obligation to rule out any apparent 
life-threatening presenting conditions. Ensuring 
efficiency and safety is easy when patients come 
to the ED one at a time. However, patients arrive 
in the ED at different rates and with different acu-
ities of illness. Facilitating efficiency and safety, 
triage is the process by which multiple patients 
are rapidly assessed for risk and queued for care 
by the ED providers. Patients assessed to be at the 
highest risk for deterioration or in need of imme-
diate intervention are seen first, while patients 
with less urgent concerns may be asked to wait.

Thus, the role of triage is to take the patient 
who comes in crisis and make an initial attempt 
at determining whether the crisis represents an 
emergency. The crisis may be triggered by a cata-
strophic life event, like a relationship termina-
tion, an accident, or a natural disaster, or may be 
seemingly untriggered, like a panic attack in a 

case of panic disorder. The critical distinction is 
whether the crisis contains within it acute behav-
ioral symptoms that impair the person’s capacity 
for self-care and/or increase the risk of harm to 
self or others [1].

The physical organization of each individual 
emergency department influences this process. 
Some hospitals have dedicated psychiatric emer-
gency services (PES) with an independent triage 
and evaluation process. Alternatively, the initial 
triage of patients with psychiatric complaints 
may be accomplished in a more general ED, 
where the medical ED physicians perform the 
initial evaluation, and the mental health service 
acts as consultants to assist in assessment and 
disposition. By its nature, the PES triage will be 
more attuned to making the distinction between 
crisis and emergency, whereas the general ED 
will have to make that distinction and also con-
sider how to sequence and prioritize behavioral 
emergencies with other potential medical emer-
gencies, like chest pain, shortness of breath, and 
so on. Similarly, PES triage will still need to per-
form an initial screening to see if there may be a 
medical emergency that would supersede the 
need for assessment and management of the pre-
senting behavioral crisis.

Regardless of location, the staff responsible 
for triage should receive training in the assess-
ment of mental health emergencies: what to 
determine before patient arrival, what to deter-
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mine on arrival, how to manage the waiting room 
to keep patients safe, and what issues are specific 
to direct psychiatric admissions and interhospital 
ED-to-ED transfers. A cautionary section on 
patient handoffs is also provided.

 What Can Be Determined Prior 
to Arrival

Before conducting an assessment and formulat-
ing a treatment plan with psychiatric patients in 
the ED, clinicians are encouraged to obtain infor-
mation about the patient’s thoughts and behavior 
before arrival at the ED whenever possible. 
Because some patients with emergent psychiatric 
complaints are unwilling or unable to report their 
medical or psychiatric histories, gathering collat-
eral information can be extremely useful, espe-
cially if the patient’s treatment record is not 
available to the ED.

A variety of sources can be used to obtain pre-
arrival information, such as community provid-
ers, law enforcement personnel, and family 
members. Each source provides a slightly differ-
ent perspective and can be contacted at any point 
during the ED encounter to solicit information. 
However, the triage professional is likely to have 
contact with at least one of these sources as the 
patient arrives. In this circumstance, information 
needed to prepare the ED for the patient should 
be obtained. Contact information for the referral 
source and other interested parties should also be 
recorded to facilitate gathering additional collat-
eral information during the patient’s stay.

 Community Providers and Crisis 
Hotlines

Patients may already be involved with the commu-
nity mental health system, substance-use disorder 
treatment clinics, or private therapists or psychia-
trists. When these providers call the ED to advise 
that a patient is on the way, triage staff should doc-
ument the reason for ED referral, the time course 
for the current crisis, the patient’s baseline 

demeanor, and whether there is suspicion of sub-
stance misuse. Information about the patient’s his-
tory of suicidal ideation and suicide attempts, 
history of homicidal ideation and other violent or 
dangerous behaviors, current mental health diagno-
ses, and medications should also be obtained.

 Law Enforcement and Emergency 
Medical Services (EMS)

Law enforcement agents may become involved in 
a patient case secondary to a 911 or crisis-line 
call by the patient, a family member or friend, or 
the patient’s outpatient treatment provider. These 
agents usually bring patients to the ED and can 
give a brief report upon arrival. This report should 
include details about the reason they became 
involved (i.e., the patient is intoxicated, behavior-
ally unstable, and/or suicidal or homicidal) and 
whether there are collateral sources that can be 
contacted for more information.

EMS personnel may similarly become 
involved and arrive at the ED with the patient. 
Beyond the reporting of vital signs and symp-
toms while en route, EMS personnel can also 
provide important information about a patient’s 
initial presentation, cooperativeness, and medical 
status. This may include details about the condi-
tion of the patient’s living environment and infor-
mation transmitted from witnesses or family 
members. Again, a way to contact other collateral 
sources should be sought.

 Friends and Family

Friends and family provide valuable information 
regarding the current mental status and past his-
tories of patients. Spouses, children, and neigh-
bors often have intimate knowledge of a patient’s 
mental health history and baseline functioning. 
Determining any current psychosocial stressors 
such as pending legal issues, the recent death of a 
loved one, or the loss of a job will help the ED 
clinician assess the impact of situational factors 
on the patient’s presentation.
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 What Can Be Determined at Arrival

 Safety Assessment

Ambulatory patients with psychiatric com-
plaints may present to triage alone or arrive with 
family or friends, and the degree of their coop-
eration can vary widely. It is advisable to have a 
protocol for determining the location of initial 
triage based on the circumstances of arrival. A 
patient who self- presents with a calm demeanor 
with no acute complaints can fill out paperwork 
and sit in the waiting room until triage staff is 
available. On the other hand, patients who arrive 
in an agitated state clearly require immediate 
de-escalation and medical assessment in a pre-
designated, secure triage area [2]. The challeng-
ing cases lay in between (i.e., a patient who is 
calm but brought in against their will for report-
ing suicidal ideation).

 Initial Assessment

For cooperative patients, the triage process 
begins with ascertaining the chief complaint, 
gathering of basic demographic data, and patient 
registration. The patient should undergo a face-
to-face interview with a triage clinician as soon 
as possible upon arrival to the ED. Rapid triage 
gathers at least a little bit of information with 
which to decide whether further evaluation of 
the patient should be expedited or whether the 
patient’s concerns justify continued time in the 
waiting area.

This interview represents the formal triage 
process. It has been defined as “a brief inter-
vention that occurs when a patient initially 
presents to the ED during which the patient is 
interviewed to help determine the nature and 
severity of his or her illness” [3]. This tightly 
focused assessment includes a brief history of 
chief complaint, brief mental status exam, vital 
signs, and targeted medical screening. The rest 
of this section provides further detail about this 
process and its implications for subsequent 
evaluation.

 Indications for Restraint

One critical determination is the need for imme-
diate behavioral management. This should be 
evaluated at presentation and periodically 
throughout a patient’s ED visit. The fundamental 
consideration is the level of danger a patient 
poses to themselves or others. Agitated patients 
create such risk through actions like intimidating 
or threatening speech, striking walls, attempted 
elopement, and physical violence toward others. 
They also create a distraction for staff and a dis-
turbing environment for other patients and fami-
lies. Detailed management of agitated patients is 
covered elsewhere in this text; the focus here is 
on identification and immediate management of 
this behavior. Policies and procedures that out-
line the institution’s approach to behavioral man-
agement are advisable.

The safety of patients and staff is the first pri-
ority. In cases where the risk is unclear or there is 
limited time for assessment, clinicians should 
always err on the side of safety, as patients can 
easily be removed from secure areas of the ED 
and/or restraints once they are calm. Patients 
brought in by police or EMS, particularly if agi-
tated in the field, should be triaged in a contained 
environment if possible. Patients who arrive in 
restraints should remain in them during the initial 
assessment. Patients who arrive verbally or 
behaviorally agitated should be taken to a secure 
area of the ED immediately. Indications for 
restraint include repeated threatening comments 
or gestures, striking oneself, or lashing out at 
others.

Several methods exist to quantify agitation, 
such as the agitation subscale of the well-known 
Positive and Negative Syndrome Scale (PANSS). 
Brevity and ease of use are particularly important 
in fast-paced EDs, however. Schumacher et  al. 
suggest using the Behavioral Activity Rating 
Scale (BARS). This is a single-item, seven-point 
scale initially developed to monitor behavioral 
activity in psychotic patients during pharmaceu-
tical trials. It has demonstrated reliability and 
validity, and it takes minimal time to complete. In 
their investigation, a BARS score over 5 reliably 
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distinguished patients who required behavioral 
management but was not associated with subse-
quent psychiatric hospitalization [4] (Table 42.1).

 Indications for Medical Evaluation

Another critical function of triage is to identify 
patients who, though their chief complaint may 
be psychiatric in nature, have medical issues that 
must be addressed. These patients fall into two 
broad categories: those with an acute medical 
condition manifesting with psychiatric symp-
toms and those with chronic but significant medi-
cal problems that are incidental to their current 
presentation. The high incidence of comorbid 
medical problems in patients with psychiatric 
complaints is well established, ranging from 25% 
to 40% in studies [6]. However, the practice of 
requiring a comprehensive “medical clearance” 
inclusive of screening labs and studies for all 
patients is inefficient and expensive, and exposes 
patients to unnecessary risk [7]. Instead, at a min-
imum, all patients should have a history of cur-
rent crisis, a physical examination inclusive of 
assessment of mentation and cognition, and 
assessment of vitals, with labs and studies as 
needed to establish that the patient is stable and 
appropriate for treatment in a psychiatric setting. 
This approach to assessment for medical mimics 
and problems occurring in parallel to the psychi-
atric crisis should be tailored to fit the needs and 
capacities of the hospital ward to which the 
patient may eventually disposition [8].

Certain criteria should prompt immediate 
medical assessment and deferral of further psy-

chiatric evaluation. Unstable vital signs are 
clearly a red flag, as are serious medical com-
plaints such as chest pain, focal neurological 
deficits, or shortness of breath. Inebriated patients 
are not appropriate for psychiatric assessment, 
though there is no consensus on a specific blood 
alcohol content at which they can be interviewed 
[3]. In addition, new onset of altered mental sta-
tus in a patient without psychiatric history should 
prompt an evaluation for organic causes before 
being attributed to a psychotic disorder. Similarly, 
visual hallucinations are more characteristic of 
organic disorders than primary psychosis [9, 10]. 
Finally, altered mental status in any elderly 
patient should be investigated medically due to 
the high incidence of delirium [10, 11].

 Urgency of Psychiatric Evaluation

After addressing any acute medical issues or agita-
tion, the urgency of patients’ psychiatric com-
plaints is assessed. Patients present to emergency 
services for many reasons, ranging from an inter-
est in social services without specific psychiatric 
complaint to severe depression with acute suicid-
ality. Consideration should be given to a formal 
triage process in which the urgency of need deter-
mines the timing of assessment, as is standard for 
patients with medical complaints. Five- level triage 
systems—such as the commonly used Emergency 
Severity Index (ESI) that is endorsed by the 
Emergency Nursing Association (ENA) and the 
American College of Emergency Physicians [12], 
or the Canadian ED Triage & Acuity Scale 
(CTAS)—define acceptable durations of waiting 
based on severity of presenting concern and, in the 
case of the ESI, availability of clinical resources. 
For example, a patient rated with a triage level of I 
in the CTAS protocol, such as an actively violent 
patient, should be seen immediately, whereas a 
patient with a level of V may be asked to wait for 
up to 120 minutes. Under the ESI system, a patient 
requiring immediate resuscitation should be in 
level I, a patient with a very urgent concern should 
be in level II, and other patients are assigned a 
level of III, IV, or V based on the number of clini-
cal resources they may need [13].

Table 42.1 Behavioral activity rating scale [5]

1 Difficult or unable to rouse
2 Asleep but responds normally to verbal or physical 

contact
3 Drowsy, appears sedated
4 Quiet and awake (normal level of activity)
5 Signs of overt (physical or verbal) activity, calms 

down with instructions
6 Extremely or continuously active, not requiring 

restraint
7 Violent, requires restraint
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Each emergency department has the latitude 
to choose which triage protocol to use, though 
calls for uniformity of approach in US EDs have 
resulted in widespread adoption of the ESI sys-
tem. Unfortunately, the use of both patient char-
acteristics and clinical resource usage is not 
validated for triage of mental health emergencies 
and results in a non-nuanced approach to mental 
health patients. Alternatively, the CTAS classifies 
an acutely psychotic and agitated patient as level 
II/emergent and a severely depressed patient 
without suicidal thoughts as level IV/semi-urgent 
[14]. A level II patient should be seen within 
15  minutes, whereas a level IV patient can be 
seen within 60  minutes. Another system, the 
Australasian Triage Scale (ATS), has been 
adapted specifically for psychiatric emergencies 
into the Mental Health Triage Scale. It assigns 
patients with psychiatric complaints to five cate-
gories, as described in Table 42.2.

There are no quantitative criteria for assigning 
triage categories within the ATS. However, the 
developers recommend consideration of factors 
such as manifest behavioral disturbance; pres-
ence of or threatened deliberate self-harm; per-
ceived or objective level of suicidal ideation; 
patient’s current level of distress; perceived level 
of danger to self or others; need for physical 
restraint; accompaniment by police; disturbances 

of perception; manifest evidence of psychosis; 
level of situational crisis; descriptions of behav-
ior disturbance in the community; current level of 
community support; and presence of caregiver/
supportive adult. Even before the most recent 
revisions, this assessment tool was shown to 
decrease mean emergency waiting times and 
transit times in an Australian sample [16]. It is a 
valid assessment with no association found 
between triage rating and either perceived busi-
ness of the ED or perceived patient cooperation 
[17].

The ATS has been studied head-to-head 
against the CTAS protocol in an urban US patient 
sample. This study showed correlations between 
the ATS score, patient level of agitation, and 
some self-reported symptoms. Psychiatric 
patients were generally deemed less urgent using 
the ATS in comparison to the CTAS protocol. 
There was no difference in terms of patient wait-
ing time or throughput time [18]. The same 
authors found that the ATS better predicted the 
wait times for a given patient over the CTAS. Of 
the 105 patients in their study, only 5 left without 
being seen or were determined to have a drug-use 
disorder or physical illness and were excluded 
from the study [19].

Other scales have been used for assessment, 
such as the Crisis Triage Rating Scale and the 
Brief Psychiatric Rating Scale. However, these 
studies focused on association with admission, 
rather than pure triage assessment [20, 21].

Regardless of the protocol used, patients 
should be assigned a level of acuity, queued for 
care in relation to other patients in the ED, and 
asked to wait as appropriate for their situation. 
The majority of patients will have to wait for at 
least a short amount of time before being seen for 
their concern.

 How Can the Waiting Room 
and Waiting Intervals Be Managed?

As in any other area of medicine, continual reas-
sessment of patient status is critical, especially as 
they wait for clinical care. After the initial triage 
and immediate management, a process must exist 

Table 42.2 Australasian triage scale [15]

Category Description Patient characteristics
2 Emergency Patient is an imminent 

risk to themselves or 
others. They have a police 
escort or require restraints

3 Urgent Patient is intensely 
distressed, psychotic, 
likely to become 
aggressive, or acutely 
suicidal

4 Semi- urgent Patient has a long-
standing psychiatric 
disorder, with current 
exacerbation or other 
concern

5 Nonurgent Patient has a long-
standing psychiatric 
disorder without acute 
concerns
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to monitor patients for new onset of medical issues, 
agitation, or self-injurious behavior. As always, 
safety is the primary concern in mental health 
emergencies. In addition, Clarke et  al. noted that 
“an inherent mismatch exists between the needs of 
an individual or family experiencing a psychiatric 
emergency and the treatment norms in general hos-
pital EDs” [22]. Patients without mental health 
concerns present to the emergency department with 
a reasonably clear goal in mind. However, psychi-
atric illness itself may cloud the patient’s under-
standing of the need for treatment or their 
willingness to participate in treatment. Thus, a 
patient may appear safe for the waiting area after 
initial triage but become unsafe after having to 
wait, after encountering another person in the wait-
ing area, after experiencing disturbing hallucina-
tions, and so on. Moreover, a mental health patient 
may lack the wherewithal to report worsening of 
their state to staff and receive needed attention. 
This mismatch can be mitigated by appropriate 
training, proactive monitoring, and careful consid-
eration of the process by which mental health 
patients are navigated through the ED.

 Periodic Medical Re-evaluation

As with any other patient, individuals with psychi-
atric complaints should have a periodic brief 
review of systems to assess patient comfort. In 
addition, vital signs can be checked on a regular 
basis. Abnormal blood pressure and heart rate may 
simply result from anxiety, but they may also her-
ald the onset of alcohol or benzodiazepine with-
drawal. Finally, given the long lengths of stay 
often associated with behavioral emergencies, 
staff should inquire about scheduled, prescribed 
medications, both psychiatric and medical. It is all 
too easy for the patient and staff to forget their 
bedtime dose of a medication, but this mistake can 
be easily avoided with adequate communication.

 Suicidality

Suicidality is a common reason for patients to 
present to emergency departments. Moreover, the 
Joint Commission on Accreditation of Health 

Care Organizations has recommended screening 
all patients for suicidal ideation using a standard-
ized, evidence-based screening tool [23]. Of the 
tools they suggest, the ED-SAFE Patient Safety 
Screener was developed for use in the emergency 
department and has been used both at the triage 
phase of an ED encounter and at subsequent 
phases [24].

There are two major concerns associated with 
patients who screen positive for suicidal ideation 
at the triage phase: potential for elopement and 
potential for self-harm while in the ED. Careful 
observation can lessen, but not eliminate, both of 
these risks.

All patients presenting with suicidal ideation 
are at elevated risk of self-harm. While the full 
evaluation of risk is pending, the patient should 
not be allowed to leave the ED until they are 
cleared for discharge based on further clinical 
evaluation. There are various ways to achieve 
direct patient supervision and safety while the 
patients wait for the evaluation. Some psychiatric 
emergency rooms have locked areas where high- 
risk patients are boarded. Without such facilities, 
one approach is to mark high-risk patients with a 
wristband or other identifier to indicate that they 
are not to leave the ED [25]. If the patient does 
elope, security should be immediately notified and 
will be able to identify the patient by this marker.

Actual self-injurious behavior while in the ED 
is rare but difficult to predict. Patients with a his-
tory of such behavior, patients with psychosis, 
and those who are visibly anxious may be at 
higher risk. The use of a standardized screening 
instrument, like the Risk of Suicide Questionnaire 
[26], may help identify patients who are at par-
ticularly high risk for suicide and warrant addi-
tional monitoring while waiting for definitive 
assessment. Patients who are unable to keep 
themselves safe should be monitored directly. 
However, any patient identified as at risk for sui-
cide should have their belongings held and their 
person searched for potential weapons. Increasing 
the level of observation throughout the ED, for 
instance by video monitoring, provides an addi-
tional layer of security. Finally, patients who 
harm themselves, or may attempt to do so, should 
be temporarily placed under direct observation or 
in restraints.
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 Agitation and Violence in the ED

Unfortunately, violence in emergency depart-
ments is not an uncommon phenomenon. While 
definitive statistics are hard to come by, several 
studies have revealed high lifetime prevalence of 
assaults toward staff. A 1999 survey of Canadian 
EDs found that 55% of employees, by self-report, 
had themselves been physically assaulted in 
some manner, and 86% had witnessed either a 
physical assault or threats of violence toward 
other staff [27]. Most violence occurred toward 
nursing and security personnel. Minimizing these 
incidents is imperative.

While high-quality evidence is lacking in this 
area, observational studies have suggested sev-
eral steps to decrease the incidence of violence. 
The key themes are early identification and inter-
vention. General steps include ensuring that the 
physical space is designed for safety, that staff 
have appropriate training in recognition of agita-
tion and in de-escalation techniques, and that 
there are an adequate number of staff available to 
manage agitation should it occur [28]. The use of 
an objective measure of agitation, like the previ-
ously mentioned BARS scale, provides a uniform 
way of communicating the need for staff inter-
vention. Completion of this scale does not require 
patient cooperation and can even be done via 
video monitoring. Periodically administering 
these measures to appropriate patients in the 
waiting area (and in the ED) can assist staff in 
managing potential agitation before it escalates, 
thus preventing assaults [29]. Should early iden-
tification of agitation and engagement in verbal 
de-escalation fail to prevent agitation and aggres-
sion, then the use of medications and, as a last 
resort, restraints can be considered [30].

 How Can Handoffs Be Safer?

At various points in this chapter, we have dis-
cussed the movement of patients from one clini-
cal environment to another. Each transition 
includes an attendant handoff between clinical 
providers. For example, a patient referred from 
the clinic to the ED will be seen by the ED clerk 
and the triaging provider, then by the ED physi-

cian, the bedside nurse, and perhaps a mental 
health professional associated with the ED. Thus, 
each patient may be transitioned through four or 
five professionals before the appropriate 
disposition.

Each transition point risks loss of critical 
information. Patient handoffs between providers 
are well documented to be high-risk times for 
medical errors [31]. An available technique to 
reduce the risk of error in handoff is the perfor-
mance and documentation of a standardized pro-
tocol, or checklist [32].

It is also often the triaging provider’s respon-
sibility to collate information available about the 
patient’s case, organizing it in an easily compre-
hensible package for use by the ED physician or 
mental health consultant. Opportunities abound 
for misplacement of information, unduly influ-
encing the clinical decision-making of the rest of 
the team.

Standardizing the triage process can help miti-
gate these risks. For example, the ED could 
develop a flow sheet in the patient’s medical 
record (electronic or paper record) used for jot-
ting notes from telephone calls about patients 
referred to the ED. This can include prompts cov-
ering those topics listed in the first section of this 
chapter. This sheet could be available at the 
clerk’s desk when the patient arrives, at which 
time it would be attached to another element of 
the medical record, prompting determination of 
chief complaint, vital signs, and necessary 
screening questions. These data can then deter-
mine whether the patient is safe to wait in the 
common waiting area, will need to be in a more 
secure space, or will need to be in restraints with 
immediate assessment by the physician. These 
documents would then be available for the physi-
cian to review before formally seeing the patient.

 Direct Admissions and Transfers 
from Other EDs

At times, a patient will be sent to the emergency 
department en route to an inpatient psychiatric 
unit, for example, from a psychiatric clinic. These 
directly admitted patients have already been 
accepted to a psychiatric ward associated with 

42 Triage of Psychiatric Patients in the Emergency Department



432

the ED in question. However, there may be medi-
cal questions to be answered before admission. 
These patients may have disclosed dangerous 
behaviors to their outpatient clinician, and the 
clinic may lack the resources to ensure that the 
patient’s medical conditions are stable enough 
for psychiatric admission. Thus, they are assessed 
in the ED prior to moving to the psychiatric ward. 
At arrival to the ED, these patients should be con-
sidered dangerous and should be afforded the 
same safety measures applied to any patient 
awaiting disposition to a mental health facility.

Since some hospitals lack the resources to for-
mally assess the behavioral health of ED patients, 
an interhospital ED-to-ED or ED-to-emergency 
psychiatry services (EPS) transfer may be 
arranged. Deterioration may occur during trans-
fer, which at times may be lengthy. When possi-
ble, these patients should receive necessary 
medical evaluation and clearance at the transfer-
ring hospital. Despite apparent stabilization, 
transferred patients should be afforded the same 
safety measures applied to any patient at high risk 
of dangerousness to self or others while awaiting 
full assessment at the receiving hospital.

In either circumstance, it is very helpful when 
the referring clinician contacts the ED/EPS with 
a report about the patient, including (at a mini-
mum) the patient’s identifying information, the 
clinical concern prompting referral, and details of 
the patient evaluation up to that point. Prior 
acceptance by the receiving ED physician or 
accepting psychiatrist is mandated by statute 
when patients are transferred from ED-to-ED, 
ED-to-EPS, or ED-to-inpatient. All emergency 
departments have structured procedures and doc-
uments to facilitate transfer of clinical informa-
tion about patients between providers, and the 
mental health transfer is not exempt from these 
requirements.

 Conclusion

This chapter has covered the details of mental 
health triage: the process by which the urgency of 
a patient’s case is determined and cases are pri-
oritized so as to maximize efficiency and safety. 
Based on this integration, the patient should be 

directed to the common waiting area, a more 
secure area of the ED with prioritized assessment 
by the physician, or into restraints with immedi-
ate assessment by the physician. Mental health 
patients may be uniquely unable to communicate 
deterioration to staff; therefore, each ED must 
have a system for periodic brief reassessment of 
mental health patients who are awaiting the next 
step in the assessment and disposition process. A 
standardized flow sheet, documenting the devel-
opment of the patient’s case, can minimize errors 
associated with patient handoffs. Direct admis-
sions and ED-to-ED transfers constitute special 
cases.
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Informed Decision-Making 
in the Emergency Department

Paul H. Desan

 Introduction

Personnel in the emergency department are often 
called upon to make assessments of the patient’s 
ability to make informed decisions to accept or 
refuse treatment. To understand medical decision- 
making, we must review two questions: what 
does it mean to make an informed decision about 
medical care, and then, what are the options when 
the patient cannot make an informed decision?

 Case Example

A frail elderly man is admitted to the emergency 
department. He is mute, poorly responsive, dishev-
eled, and homeless. His name is not known, and 
there are no known family members involved. The 
patient is febrile to 103 and appears to be gravely ill.

 Terminology

Some clarification of terminology may be useful. 
Physicians tend to use the term “capacity” for 

informed decision-making. Capacity is dynamic 
and flexible. The patient may be able to make a 
certain simple decision but not a more complex 
decision. The patient may be able to make an 
informed decision now but not this evening when 
he is sun-downing. Lawyers tend to use the term 
“competence” for informed decision-making. 
Competence is all or none. When a patient has 
been found to be incompetent, the patient can 
legally not decide until a probate court judge deter-
mines that he or she is competent. When we ask 
whether a patient can make an informed decision 
in the medical context, we must distinguish 
between the concepts of capacity and competence. 
Here, capacity is what physicians assess, and com-
petence is what probate court judges decide.

 What Does It Mean to Make 
an Informed Decision?

Legal theorists agree that most state laws and 
scholarly analyses have referred to four elements 
that underlie informed decision-making. In a 
paper published three decades ago, two forensic 
psychiatrists explicated these four elements in 
the medical context, and their paper remains a 
classic [1]. A more theoretical legal discussion is 
available [2], as is a detailed, book-length account 
of related issues in medical consent [3] and a sys-
tematic, step-by-step protocol [4]. Understanding 
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these four elements provides a widely accepted 
framework for understanding informed consent.

First, the patient must be able to make and 
express a choice. A patient who is comatose, a 
patient who cannot communicate, or a patient 
who will not communicate lacks the capacity for 
medical decision-making. A patient who cannot 
make up their mind or who changes their mind 
repeatedly also lacks the capacity for informed 
decision-making.

Second, the patient must know the facts. The 
patient must understand that they have a problem, 
and they must understand the range of options 
facing them. To be precise, the patient must 
understand what the medical system conveys as 
the likely outcome of choosing each of these 
options. An adult may make an informed deci-
sion to disregard the advice of the medical sys-
tem. For example, a brilliant computer pioneer 
elected not to pursue resection of a nonmetastatic 
pancreatic tumor and instead to pursue holistic 
dietary treatment. If a probate judge had heard 
the case, the judge certainly would have found 
him competent to choose or reject mainstream 
medical thought. In an adult individual without 
cognitive impairment or mental illness, the legal 
system tends to respect any reasonable choice (an 
unreasonable choice that results in immediate 
serious or lethal harm is not likely to be respected 
by the legal system in any patient).

The patient needs to demonstrate an under-
standing of the essential facts regarding the situa-
tion he confronts. In practice, the accuracy of 
understanding is typically assessed by asking the 
patient to repeat back in their own words their 
conception of their medical situation. 
Alternatively, factual understanding may be 
assessed by asking questions to ascertain the 
patient’s factual grasp. The patient does not need 
to understand the facts at the level of a physician. 
Legal standards exist, such as the prudent layper-
son standard or the local practice standard, but 
these standards are of limited use in actual day- 
to- day practice.

The third element of capacity is more subtle. 
The patient must not only know the facts but also 
appreciate the facts. The patient must know that 
the facts are real and apply to him. For example, 

an individual with psychosis may have normal 
cognition but be unable to make a sensible choice 
due to delusional beliefs. Similarly, a patient with 
a frontal cortex injury may be coherent and artic-
ulate but demonstrate a repeated pattern of being 
unable to conform their behavior to a prudent 
plan. The probate judges who decide competence 
are generally elected officials, well-educated 
lawyers, with standard cultural viewpoints. They 
are likely to share the typical American preju-
dices and attitudes about decision-making: psy-
chosis, dementia, developmental disability, or 
brain injury are likely to be regarded as impairing 
informed decision-making, but addiction or per-
sonality may not be so regarded. It should be 
added that in some states, addiction is not a basis 
for incompetence. A probate judge is likely to 
allow a coherent and articulate patient to make 
their own medical decision, unless that decision 
can be definitively shown to be unreasonable. 
Thresholds for incompetence vary between juris-
dictions, and experienced local practitioners may 
be informative about local thresholds.

The fourth element of capacity requires that 
the patient be able to manipulate facts in some 
logical or systematic way. There must be a pro-
cess of decision-making that makes intelligible 
sense. It is not sufficient for the patient to repeat 
back that he knows a particular risk. The patient 
must demonstrate that there is some decision- 
making that yields a conclusion in some orga-
nized fashion. Perhaps, the most notable example 
of decision-making that is systematic is religious 
decision-making. For instance, millions of 
Jehovah’s Witnesses believe that it is immoral to 
accept a blood transfusion, even if one were to 
die without the transfusion. This is a sincere and 
consistently held belief, and it is well respected 
by the medical system and by probate courts. (It 
should be noted that not all Jehovah’s Witnesses 
agree with this opinion, and it should be noted 
that not all individuals who may be identified by 
family members as Jehovah’s Witnesses are prac-
ticing members of the faith.)

We emphasize that just being able to state the 
risks of a decision does not constitute informed 
consent. There must be a decision process that is 
rational within some belief system—a process 
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that demonstrates these four elements of capac-
ity. Legal standards refer to overall function, 
more than simple knowledge. For example, in 
our state, the standards for conservatorship of the 
person and of the estate are a “mental, emotional 
or physical condition that results in such person 
being unable to receive and evaluate information 
or make or communicate decisions to such an 
extent” that the individual cannot “care for self” 
and cannot “manage his or her affairs” [5]. As a 
clinical example, a patient recovering from delir-
ium may arrive at a state where the patient is 
coherent and oriented and able to repeat back 
simple facts, but is still not capable of using 
abstract thought to appreciate and manipulate 
those facts fully. Mental health professionals tend 
to apply higher standards for the appreciation and 
manipulation of facts [6].

We note that in practice, the approach to capac-
ity is very different when the patient is making 
sensible decisions to accept needed care, as 
opposed to irrational decisions to reject what is 
appropriate and life-sustaining treatment. For 
example, a patient with mild dementia who 
requires surgery should face a low threshold for a 
determination of capacity. The patient must know 
what the surgery is for, must understand that the 
surgery may or may not work, and must under-
stand that the surgery has certain risks. To consent 
to a procedure that virtually all unimpaired 
patients would readily accept should not require a 
detailed level of capacity. Conversely, a patient 
who is rejecting a standard and effective treat-
ment, without which they are likely to face severe 
and immediate risks such as death, must meet a 
very high standard for decision-making capacity. 
In the same fashion, a patient accepting a risky 
and uncertain treatment must meet a much higher 
standard than a patient accepting an intervention 
of trivial risk. In the real world, both the medical 
and the legal system apply asymmetric thresholds 
for consent, rather than philosophical equipoise.

In rare cases, patients may be in an ambiguous 
zone at the edge of the capacity for informed con-
sent. Our experience suggests that the strongest 
approach in these grey areas is for both the patient 
and the next of kin to agree to treatment. It is not 
clear whether the patient is consenting and the 

family assenting, or the family consenting and 
the patient assenting, but obtaining consent from 
both patient and family demonstrates a consensus 
to proceed.

 What Are the Options When a Patient 
Cannot Make an Informed Decision?

When a patient is unable to make an informed 
decision, the laws of each state provide for alter-
natives. These laws differ somewhat from state to 
state, but in essence, at least four choices are rec-
ognized. When a patient is unable to make an 
informed decision, all states permit decisions by 
next of kin, by a healthcare representative 
appointed by the patient, or by a conservator 
appointed by a court. In a fourth situation, all 
states permit some form of decision-making in an 
emergency when none of these surrogates are 
available.

First, all states permit surrogate decisions by 
next of kin. In some states, these are recognized 
by elaborate statutes. For example, in certain 
states, there is a specific hierarchy of which next 
of kin is most appropriate as a surrogate decision- 
maker: the spouse, followed by adult children, 
followed by the parent, followed by the adult sib-
ling, and so forth. The special role of a spouse is 
widely recognized in many states. In some states, 
there is no explicit statutory guidance, and medi-
cal teams must use their discretion. Obtaining a 
consensus of next of kin is always optimum. Any 
next of kin surrogate must demonstrate that they 
themselves are capable of making an informed 
decision. Medical teams are never forced to use 
an inappropriate individual. In some cases, there 
are too many informed decision-makers who do 
not agree with each other: inevitably, the most 
distant relative is the one who elects to continue 
inappropriate end-of-life care. The use of family 
or the significant other is surely the most com-
mon approach to decision-making for the hospi-
talized demented or confused patient. Hospital 
policies and state laws vary in detail. For exam-
ple, in our hospital, a decision by a next of kin in 
a nonurgent situation is not accepted if the patient 
has mental status sufficient to object to the treat-
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ment, and we pursue the appointment of a legal 
decision-maker as described below.

Second, all state laws allow for an individual 
to appoint a surrogate decision-maker. In various 
states, this individual may be termed a healthcare 
representative, a healthcare proxy, a healthcare 
agent, or the like. Such appointments are a form 
of power of attorney, in which a competent indi-
vidual gives the authority to some other individ-
ual to act on their behalf. In this case, the 
individual is appointing a durable power of attor-
ney, who retains authority even after the appoint-
ing person has lost capacity. While an individual 
has the capacity, a power of attorney has no 
authority. A patient with capacity may change or 
end the power of attorney at any time. The 
appointment of a power of attorney is relevant 
only after the patient has lost capacity. The 
appointment is made by completing a form speci-
fied by state law, may require one or more wit-
nesses, and may require notarization. In some 
states, these forms allow the individual to provide 
additional information about their wishes in vari-
ous medical situations. The most authentic form 
of decision-making occurs when the patient has 
selected a trusted representative and discussed 
their preferences under different medical situa-
tions. We urge all individuals to appoint and brief 
a suitable healthcare representative before the 
need arises. Advance directives include a wide 
range of options by which a patient may record 
preferences. These range from code status deci-
sions to informal notes by the patient to specific 
forms created by state law or healthcare provid-
ers. Research demonstrates that advance direc-
tives are often helpful but often not made [7].

In all states, a third option is a court-appointed 
conservator or guardian. Generally, such issues 
are handled by a probate court. The conservator-
ship may be divided into two roles: a conservator 
of the person makes medical decisions, and a 
conservator of the estate makes financial deci-
sions. A probate court judge may choose to elect 
one or the other or both, and may appoint differ-
ent individuals for these roles. Some state laws 
provide for a temporary conservator, who can be 
appointed relatively quickly, and for the appoint-
ment of a permanent conservator, which is likely 

to require more time. Once a probate court has 
determined that a patient is incompetent and 
appoints a conservator, the patient is not legally 
capable of making any decision, and all decisions 
must be deferred to the conservator. If the patient 
in the emergency department does have a conser-
vator, that individual makes decisions for the 
patient. Unfortunately, in many jurisdictions, 
even obtaining a temporary conservator may 
entail substantial delay. If a patient does not 
already have a conservator, it is likely that such 
an appointment will not be obtained while the 
patient is in the emergency department.

Finally, there are emergency situations where 
no person is available with legal authority to con-
sent for the patient. At that point, medical provid-
ers must act, and it must be stressed that most 
citizens in this country would elect standard med-
ical care if admitted with an impaired mental 
state and an immediate need for life-sustaining 
care. Even in a medical emergency, modern 
views of substituted decision-making call for a 
reconstruction of the decision that the patient 
would have made if they were able. Respecting 
an individual’s beliefs and values call for the phy-
sician to “don the mental mantle” of the patient. 
For example, a Jehovah’s Witness who has clearly 
expressed a decision in the past to refuse a blood 
transfusion despite lethal consequences cannot 
be transfused against their will. Even in an emer-
gency, we are obligated to investigate any avail-
able sources of information about the patient’s 
previously expressed wishes.

 Case Example, Continued

With this background, we can now return to our 
case. On presentation to the emergency depart-
ment, the patient was mute, poorly responsive, 
and not able to make and express a choice. The 
patient could not make an informed decision, and 
there was no surrogate decision-maker available. 
Such instances of emergency medical decision- 
making are frequently encountered in the emer-
gency department. The great majority of 
individuals with a life-threatening infection 
would want their condition evaluated and treated. 
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There was no reason to believe that the patient 
had made any previous informed decision to 
decline medical care. The patient was admitted to 
the intensive care unit, and IV antibiotics were 
started for a urinary tract infection and sepsis.

Two days later, the patient was verbal but con-
fused, disoriented, and mostly incoherent. The 
patient was often agitated, poorly cooperative 
with treatment, and attempted to leave the unit.

At this stage, the patient was unable to meet 
the second element of capacity: to demonstrate 
knowledge of the facts. Intravenous antibiotics 
were continued.

After a further two days, the patient’s mental 
state had improved markedly. The patient now 
was coherent and oriented, and provided his 
name. The patient stated that he understood that 
he had an infection, that he could die of an infec-
tion, and that antibiotics might be lifesaving. The 
patient also appeared suspicious of hospital staff. 
The patient asked to leave the hospital to feed his 
cat and stated that it was his right to decide 
whether to take antibiotics. He was unable to 
explain further how he might make such a choice. 
More detailed mental status examination dis-
closed deficits in concentration, memory, abstrac-
tion, and executive function.

Assessment at this point indicated that while 
the patient could express some knowledge of the 
facts, he displayed little appreciation of his situa-
tion, as well as a possible paranoid interpretation 
of reality. Nor did he display any sensible pattern 
of decision-making. This case reinforces that in 
recovery from delirium, some patients may 
become coherent and oriented but lack more 
sophisticated processing. Lower, but not higher, 
cortical functions have recovered. While in the-
ory, a compliant patient with good supports could 
have been discharged on oral antibiotics with 
close medical follow-up, it was clear in this case 
that the patient would not be compliant with ther-
apy and would be at lethal risk if discharged. A 
decision was made to retain the patient in the 
hospital and continue antibiotic treatment.

After seven  days in the hospital, the patient 
appeared to have regained baseline mental status. 
The patient displayed a flat affect, an odd man-
ner, and a preoccupation with the CIA.  He 

thanked the hospital staff for their help. He 
admitted he did not own a cat. In the interim, it 
had been determined that the patient had a long- 
standing diagnosis of schizophrenia with limited 
compliance with treatment, and the local mental 
health authority had many years ago obtained a 
court-appointed conservator.

Had the existence of a conservator been 
known, that individual would have been con-
sulted as the legal decision-maker for the patient. 
The conservator agreed with the plan to discharge 
the patient.

 Conclusion

A useful framework for understanding the capac-
ity for informed decision-making is based on 
four elements: The patient must be able to (1) 
make and express a choice, (2) know the facts, 
(3) appreciate the facts, and (4) manipulate the 
facts. When a patient is unable to make an 
informed decision, state laws permit next of kin, 
a healthcare representative previously appointed 
by the patient, or a conservator appointed by a 
court to serve as surrogate decision-makers. In 
some medical emergencies, these surrogates may 
be unavailable, and medical treaters must make 
their best efforts to reconstruct the decision the 
patient would have selected. Most cases in the 
emergency department will be clear instances of 
capacity or lack thereof. In those cases where 
capacity is partial and no legal decision-maker is 
available, the strongest approach is to obtain con-
sent from both patient and next of kin.

Our discussion has focused on the legal 
options when the patient cannot be brought to 
make an informed decision. The first step is to 
seek a consensus among the patient, the medical 
treaters, and the family. In our experience, there 
is often a specific reason for an inappropriate 
decision, and sometimes addressing that factor 
can aid in improved decision-making. Most com-
monly, an adequate discussion of the alternatives 
has not been conducted, and a calm patient review 
secures an agreement. Patients may be over-
whelmed by the sudden adverse medical news, 
and skillful reassurance may be critical to help-
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ing them navigate their medical decisions. 
Anxiety, pain, or insomnia may destabilize the 
patient’s mental state and must be treated to 
return them to sensible decision-making capac-
ity. Addicted individuals may be eager to leave 
the hospital because they are at risk of withdrawal 
from alcohol, heroin, or another drug. A clear 
commitment to the aggressive treatment of with-
drawal is the correct approach to improve 
decision- making in these patients. Emotions such 
as anger with staff or a need for control may be 
driving an inappropriate decision and can also be 
explored. Medical teams may request a psychiat-
ric consultation regarding capacity, but often the 
request is more about practical, ethical, and legal 
management [8, 9]. Our goal is always to avoid 
resorting to alternative decision-makers to force a 
decision on an unwilling patient.
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Risk Management 
in the Emergency Department: 
Liabilities, Duties, and EMTALA

John S. Rozel and Mark Z. Zacharia

 Introduction

Psychiatric emergencies create a number of clini-
cal challenges, as well as direct and indirect legal 
risks. Issues relating to involuntary commitment, 
conditional confidentiality and duties to protect 
or warn third parties, and the frequency of auton-
omy subverting conditions make the Psychiatric 
Emergency Service (PES) a uniquely challenging 
setting from a medicolegal perspective. By con-
solidating resources and subject matter expertise 
into a designated PES, improved clinical out-
comes and diminished liability may be attained 
by providers. A central concern should be miti-
gating the risk of malpractice claims: The PES 
creates a number of exposures relating to misdi-
agnosis, wrongful death after discharge, duties to 
third parties, and others. Additionally, the PES is 
exposed to all the “usual” medicolegal and busi-
ness operation legal risks of health care, from the 
Emergency Medical Treatment and Active Labor 
Act (EMTALA) and Health Insurance Portability 
and Accountability Act (HIPAA) issues to billing 
and human resource risks. It is important to avoid 

litigation for medical malpractice and it is also 
important to avoid litigation because an employee 
sexually harassed another, improperly billed a 
payer, or stole a patient’s identity.

 Strategic Risk Management

Emergency and crisis settings create special chal-
lenges in risk management. Careful, thoughtful 
contemplation of facts, interpretations, and options 
can be confounded by complexity, the paucity of 
data, and time pressure. Adding to the challenge is 
the truism that containing short-term risk may 
escalate long-term risk, especially in patients with 
severe personality pathology, who can be frequent 
users of PES and emergency department (ED) ser-
vices. A skilled clinician may need to accept some 
short-term risk to try to obtain meaningful long-
term gains for the patient. Avoid risk when feasi-
ble, but not at the cost of valid clinical goals and 
needs. Some people will have moderate to high 
degrees of chronic risk, regardless of what we 
choose to do in the heat of the moment. A chronic 
risk may require different strategies, and the inter-
ventions that may work for acute risk can make 
chronic risk worse (Table 44.1).

Confounding our ability to understand and 
work with risk are cognitive biases and errors [1, 
2]. Some of these are common to any profession, 
and some are specific to the psychological makeup 
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of people who seek high-risk or  high- stimulus 
work environments (i.e., emergency care) [3]. 
High-stress work itself adds to the risk of cogni-
tive errors and distortions through fatigue and 
other factors. Personality factors of staff, includ-
ing risk tolerance and competitiveness, can also 
play a role in decision-making styles. Awareness 
of the potential impact of these factors—and indi-
vidual and organizational interventions to support 
staff wellness—can significantly improve the 
quality of high-pressure decisions.

 Legal Foundations of Emergency 
Psychiatry

Legal aspects of emergency psychiatry generally 
focus on three issues: involuntary treatment and 
commitment, confidentiality and exceptions 
thereof, and duties to third parties. The legal 
structure of emergency psychiatry is broadly 
described by Supreme Court decisions, federal 
laws, or laws that are enumerated and adminis-
tered on a state-by-state basis.

At default, a person is at liberty and is entitled 
to be free from undue restrictions on the move-
ments, communications, and control of their body. 
In specific circumstances, where an accumulation 

of evidence is significant and appropriate proce-
dures are followed, personal liberty interests can 
be limited by the state. Parens patriae powers 
allow the state to intervene when a person is a dan-
ger to themselves; police powers allow the state to 
intervene when a person is a danger to others. 
Generally, the initial criteria for commitment 
include behaviors that are potentially life-threaten-
ing, dangerousness, imminent, and associated with 
an identified mental illness. Commitment must be 
for a finite and reasonable period, with an opportu-
nity for external review and legal representation 
for the patient. There are subtle variations between 
states, but these broad rules will be seen consis-
tently across jurisdictions.

 From the Constitution to the Clinic: 
The Hierarchy of Laws and Hospital 
Policies

Laws are created by the legislature, enforced by 
the executive branch, and when issues or ambi-
guities arise, may be reviewed by the judiciary. 
Laws and regulations issuing from a federal 
source generally override laws and regulations 
from states and municipalities. Statutes are laws 
enacted by the legislature. Regulations are rules 
proposed and enacted by government agencies, 
and are enforceable and binding for organiza-
tions subject to the oversight of such an agency. 
Case law consists of the opinions and rulings of 
judges, typically at an appellate or higher level, 
that establish rules and interpretations of existing 
laws. Practice guidelines, professional standards, 
and third-party standards (e.g., The Joint 
Commission) are less binding but may still be 
important to adhere to.

Hospital policies can often be used to clearly 
interpret laws and regulations that are conflicting, 
ambiguous, or simply too complex to be readily 
understood by frontline clinicians. No policy is 
perfect. Too broad, and they may not provide use-
ful guidance; too specific, and the inevitable risk 
of deviation creating liability increases. Written 
hospital policies that are unclear, incongruent with 
the law, inconsistently followed, or not followed 
without clearly documented and plausible reasons 
become potential liabilities when litigation ensues.

Table 44.1 Making decisions under pressure

Optimal decision-making Emergency settings
Unrushed, opportunity 
for reflection

Ticking clock

Ample, reliable 
information

Limited information, 
unknown/unknowable 
reliability

Opportunity for 
consultation, research

Most cases are outside of 
typical business hours, 
limited resources

Easy-to-follow the rules Rules may not exist for 
this situation, or there 
may be good reason to 
breach rules

Autonomous decision- 
making is ideal

Autonomous decision- 
making is challenged, 
imperfect, doubted, 
overridden

Can make use of 
elaborate, complex 
clinical, ethical, and 
operational concepts and 
rules

Decisions need to be 
made by frontline 
clinicians who may not be 
experts in relevant rules
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 Routine Business Operational 
Issues Creating Legal Liability

PES programs face potential legal risk from 
issues unrelated to mental health emergencies. 
While the bulk of this chapter will focus on the 
issues most unique to the management of behav-
ioral emergencies, there are a number of legal 
risks faced by other medical settings, as well as 
the PES that need to be considered.  A PES 
located near multiple jurisdictions (e.g., near a 
state line) may need to be familiar with multiple 
sets of parallel legal rules that do not fully align 
(Table 44.2).

 Law Enforcement Interactions

Emergency departments, and PESs in particular, 
have frequent and complex interactions with law 
enforcement around a number of issues. Proactive 
efforts to develop (or repair) a solid working rela-
tionship between the PES and the local police force 
is critical. Mishandling interactions with criminal 
justice systems—especially when hospital policies 

do not exist or are not followed—may open hospi-
tals and providers to potential liability. Allowing 
law enforcement into the ED setting as they con-
tinue criminal investigations is common but must 
be handled with care, respecting prevailing crimi-
nal procedure and confidentiality standards [4]. 
Emergency departments have high rates of work-
place violence and potential criminal activity; the 
presence of security or law enforcement, with or 
without firearms, requires a careful balancing of 
risks and benefits, and must be accompanied by 
careful delineations of roles, particularly in the 
context of managing agitation and behavioral 
emergencies [5]. Clinical staff are ultimately 
responsible for providing diagnosis and treatment, 
and not for serving as law enforcement themselves, 
although some cases may require collaboration. 
ED and PES leadership should consider policies 
developed proactively and revised periodically as 
applicable laws, regulations, clinical practices, or 
standards evolve. A list of suggested topics is in 
Table 44.3.

Table 44.2 Common operational legal issues

Criteria and procedures for voluntary and involuntary 
commitment
Child abuse reporting
Elder abuse reporting
Institutional abuse reporting (misconduct by 
healthcare, law enforcement, education, or corrections 
professionals)
Duties to third parties (so-called “Tarasoff” duties)
Age of consent for children and adolescents to consent 
to mental, medical, substance use, and reproductive 
health care
Laws, standards, and procedures for carrying firearms 
in healthcare settings for patients, visitors/family, law 
enforcement, employees
Criteria and procedures for managing firearms 
possession during or after commitment/hospitalization
Guardianship laws
Impaired driver reporting to state DMV (e.g., due to 
severe symptoms, side effects, suicidality, dementia, 
etc.); also, consider the situation of an intoxicated 
patient, family member, etc., wishing to drive away 
from the facility
Medical and mental health advanced directives
Statute of limitations
Records retention

Table 44.3 Law enforcement interactions

Plan for law enforcement officer (LEO) drop-offs of 
people on commitment, people recently arrested with 
MH issues, or people simply brought in by officers, etc.
Plan for LEO pick-ups of people cleared by the PES, 
people who commit crimes in the ED, etc.
Plan for handling firearms worn by LEO when they 
respond to your site—accompanying patients, as 
patients, as visitors or family, etc. (Note that some 
LEOs carry an obvious sidearm and a back-up gun 
concealed under a shirt, ankle holster, etc.)
Consider also plans for firearms or other weapons 
brought by patients, visitors, staff, family, etc. who 
may or may not have concealed carry or other permits 
or licenses
Elopements, especially of patients felt to be at high 
risk for suicide or violence
Child and elder abuse reporting, including cases where 
the patient is not appropriate for admission and cannot 
safely be returned to their home, including scenarios 
where the caregiver abandons a dependent or insists on 
bringing a dependent home when it is not appropriate
Criminal investigations involving patients as victims 
or suspects
Criminal investigation involving staff as offenders, 
relating to patient complaints, or otherwise
Evacuations due to internal and external disasters, 
including actual or threatened severe violent acts
Evidence handling, especially for rape kits, victims of 
crime, and other scenarios
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 Understanding Malpractice

Estimates are that even specialists in low-risk 
fields are more likely than not to be sued at least 
once before the end of their career. Emergency 
medicine is actually near the middle of the curve 
for malpractice probability, and psychiatry is 
near the low end in terms of risk [6]. That said, 
behavioral emergencies create special challenges 
and risks that need to be understood, and when 
possible, controlled (see Table 44.4).

Malpractice, or medical negligence, means 
that a provider failed to use reasonable care in the 
management of a patient, which directly led to a 
bad outcome that is compensable. Only an injured 
party or their representatives may make a claim; 
this plaintiff must prove their allegation in a civil 
court at a threshold of “more likely than not,” or 
a preponderance of the evidence. Not all adverse 
outcomes are due to negligence, and not all suc-
cessful litigation is based on actual malpractice. 
Most bona fide negligent adverse events do not 
lead to litigation [7].

Discussions of negligence risk usually focus 
on the proverbial four Ds: Duty, Dereliction, 
Direct causation, and Damages.

• Duty: Providers owe a duty of care to patients, 
that is, what a reasonable practitioner of our 
field would provide, including proper diagno-
sis, informed consent, appropriate treatment, 
and maintained boundaries [8].

• Dereliction: The provider must have either 
failed to do or recognize something a reason-
able provider would have, or do something no 
reasonable provider would have.

• Direct: That dereliction must have directly 
(and, usually, foreseeably) caused the alleged 
harm; but for the error, the harm would not 
have occurred.

• Damages: The alleged harm must be finan-
cially compensable.

These four elements are what a jury or judge 
needs to believe to rule in favor of the injured party 
(plaintiff) in a medical malpractice case. To fully 
understand the cycle of malpractice risk, other fac-
tors also need to be understood (see Table 44.5).

 Disappointment, Disgust, 
and Distrust

It is commonly said that bad feelings drive mal-
practice more than bad outcomes; there is sub-
stantial evidence to support this adage. A family 
or an individual facing the crisis of devastating 
harm or loss from an adverse medical event com-
monly feels sad or upset. It is often feelings of 
anger that motivate them to seek legal redress. 
Studies based on reviews of depositions have 
consistently found that negative feelings toward 
the treatment team are a major factor [9, 10]. 
Families and patients express that they feel the 
providers were not fully honest with them, were 

Table 44.4 Factors increasing the challenge and risk of 
ED and PES work compared to other clinical settings

Brief length of stay limits opportunity for patient and 
family engagement
Elevated clinical acuity and urgency
Less access to prior medical records or history
Frequent staff handoffs
Frequent multitasking/rapid task-switching
Increased frequency of inaccurate information or 
intentional deception by patients and others
Limited empirical evidence base for decision-making

Table 44.5 The dirty dozen of medical malpractice

What a jury needs 
believe, more likely 
than not, to make a 
finding of negligence

1. Duty
2. Dereliction
3. Direct causation
4. Damages

What drives a plaintiff 
to sue a healthcare 
provider

5. Disappointment
6. Disgust
7. Distrust

What an attorney also 
needs to see to incur 
the costs of pursuing a 
case

8. Deep pockets

What providers can do 
to reduce their risk of 
adverse events, 
litigation, or settlement

9. Documentation
10. Design for safety
11. De-escalation after 
adverse outcomes

What happens after 
adverse events, 
litigation, or settlement

12. Discovering that 
Adverse Medical events can 
Massively Impact the Team 
(DAMMIT)

J. S. Rozel and M. Z. Zacharia



445

rude, or did not take them or their concerns seri-
ously prior to the bad outcome. Improved com-
munication with patients and families may help 
mitigate this risk. Time spent with patients and 
their families provides opportunities to assure 
their questions and concerns are addressed, and 
can be extremely helpful in creating positive rela-
tionships less likely to lead to litigation. Some 
studies suggest that a pattern of poor patient sat-
isfaction scores—that is, a tendency not to get 
along with patients well—may be associated 
with increased risk of litigation [11]. Other stud-
ies suggest that the likelihood of malpractice law-
suits against ED providers is a product of the 
duration of practice and volume of patients seen, 
rather than provider-specific factors [12].

In general, psychiatrists are often quite good at 
developing and maintaining positive relationships 
with patients and their families. Often, however, 
the quick pace of the emergency setting and 
sometimes adversarial nature of involuntary eval-
uations make this substantially more challenging. 
Complex rules of confidentiality that limit a pro-
vider’s ability to share information without a 
patient’s permission can make it difficult to create 
a positive impression on the family.

 Deep Pockets

Plaintiff malpractice attorneys work on a contin-
gency basis: They offer services with the under-
standing that they will take a percentage (usually 
33–40%) of any settlement or verdict award as 
payment for their services. Payments in psychiat-
ric malpractice cases versus other specialties are 
infrequent and for relatively low settlement 
amounts [13]. Attorneys, in general, reject most 
potential malpractice cases they are presented 
with; in the absence of a likelihood of a high set-
tlement price, they are likely to turn down even a 
case with clear liability [14, 15]. Put simply, the 
low potential payout in a psychiatric malpractice 
case makes such cases less desirable for attor-
neys. A malpractice case against a large medical 
center may be more appealing, however, and 
many PES programs are embedded in such 
programs.

 Documentation

Providers can do several things to decrease liabil-
ity exposure. First and foremost is solidifying 
documentation. Medical malpractice cases hinge 
on whether the provider’s decision making was 
reasonable. Documentation provides a window 
into that process. Even if there is a bad outcome, 
if the decision-making process that led to it was 
reasonable, considerable allowance is given to 
the provider. Much like high school math, partial 
credit is given for showing your work. A medical 
record that reflects (1) that varying options were 
identified and considered, (2) that collateral or 
primary treatment providers’ input was sought 
and supported the primary provider’s decision, 
and (3) that clear instructions were given to the 
patient and family about future risk can be 
extremely helpful. For a useful discussion and 
examples of useful language, please see the chap-
ter on suicide illness and risk assessment in this 
volume.

 Design for Safety

Additionally, PES leadership should take efforts 
to design for safety. The physical layout should 
maximize staff and patient safety by minimizing 
blind spots, routes of elopement, and accessibil-
ity to potential weapons or ligatures while main-
taining comfort, privacy, and dignity. Work 
processes and procedures should promote con-
sultation and collaboration. Medical record sys-
tems that support an easy review of prior care and 
thorough but time-efficient documentation are 
vital.

 De-escalation

Finally, de-escalation skills are critical for the 
PES [16]. The skills clinicians use to de-escalate 
an upset patient are the same that can be used to 
defuse hostility before complaints are filed and 
can engender effective apologies after bad out-
comes [17]. Careful use of apologies and alterna-
tive dispute resolution can decrease the likelihood 
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of litigation or at least decrease the sum and 
stress of the malpractice process for all involved 
[18, 19].

 DAMMIT

Adverse outcomes are, of course, inevitable. And 
while it is difficult for providers to accept, some 
cases are settled or lead to a plaintiff verdict even 
in the absence of actual negligence. Every case 
has a settlement price; a number of factors includ-
ing defense legal costs, optics, and experience 
may play a role [20]. The psychological impact 
on providers who are involved in adverse events 
or targets of malpractice suits is substantial; cre-
ating programs to help these “second victims” is 
critical [21, 22]. Preparing healthcare profession-
als to be ready for psychological stress and devel-
oping system-level plans for supporting staff 
after adverse events should be routine in an 
acute-care setting [23]. Even with the best resil-
ience, adverse events and malpractice are still 
intensely stressful and may have an unavoidable 
impact on team dynamics and staff turnover.

 Duties to Third Parties

Many jurisdictions recognize that a special duty or 
standard of care may arise when a clinician 
becomes aware of intentional harm against a 
known target that is reported by the patient. These 
duties to third parties vary significantly across 
jurisdictions. These duties generally spring from 
the Tarasoff II ruling, a California case decided in 
1976 [24]. Sometimes, these duties derive from 
statute; other times, from case law. Some states 
have established a duty to warn or protect, and 
sometimes, permission to warn. Some states even 
have no duty at all. Every clinician should know 
their state standard and seek specific interpretive 
guidance from their legal counsel [25] (Table 44.6).

The Healthcare Insurance Portability and 
Accountability Act’s (HIPAA) privacy regula-
tions are not a barrier to fulfill duties to third par-
ties; they allow for permission to warn insofar as 
such an action is consistent with professional 

ethical standards or the standards of the local 
jurisdiction. The HIPAA regulations are complex 
and, at times, difficult to interpret. The Office of 
Civil Rights—the enforcement arm of Health and 
Human Services for HIPAA violations—pro-
vides useful interpretive guidance on this and 
other mental health questions under HIPAA [26]. 
Note that, ultimately, you cannot be sued by a 
patient or family member for violating HIPAA, 
but you can be sued for a harmful breach of con-
fidentiality that may be proven by evidence that 
you were not compliant with HIPAA standards. 
HIPAA enforcement is generally limited to larger 
breaches impacting the records of 500 or more 
patient records. HIPAA was never designed to 
support decision-making in complex, individual 
cases like these. Overall, litigation for good faith 
breach of confidentiality relating to warnings to 
third parties is rare, while a failure to warn or pro-
tect may be a more concerning liability.

 Contract for Safety

It is important to note that the concept of a con-
tract for safety is often used as a clinical interven-
tion with people who may be at risk for suicide. 
With substantial variation in application, it is 
essentially an agreement by the patient to the pro-
vider that they will not kill themselves. Its use is 
strongly discouraged. No-suicide contracts are 
empirically less clinically effective than develop-
ing a person-centered safety plan [27]. Some pro-
viders falsely believe that a “contract for safety” 
inures them against potential liability; there is no 
evidence or legal reasoning to support this idea 
and more than a modicum of evidence to suggest 
it increases the risk of adverse outcomes [28, 29]. 

Table 44.6 Disambiguation of duties to third parties

Duty: An affirmative responsibility; one must act, and 
failure to act would be negligent
Permission: One may act, but is not obligated to do so; 
not acting does not necessarily create liability
Protect: Preventing harm from occurring; this may or 
may not include warning
Warn: Notifying a potential victim of potential harm 
or a threat; this may or may not protect
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Skilled plaintiff attorneys and experts may make 
the use of “contract for safety” language in the 
medical record a specific issue during litigation.

 The Emergency Medical Treatment 
and Active Labor Act (EMTALA)

Like all medical emergencies presenting to an 
emergency department, behavioral health emer-
gencies require compliance with 
EMTALA. EMTALA is a set of federal regula-
tions promulgated and enforced by CMS; in 
addition to the formal regulations, the interpre-
tive guidelines can provide some added clarity 
[30, 31]. EMTALA is intrinsically complex, and 
hospital legal counsel should provide guidance 
and assistance.

EMTALA violations are usually investigated 
after a complaint is made to the Centers for 
Medicare and Medicaid Services Office of 
Inspector General, who may negotiate a settle-
ment or levy a fine if violations are confirmed. 
Even confirmed violations infrequently lead to a 
formal financial penalty, although the repercus-
sions and impact of the investigation and compli-
ance agreements can be onerous [32]. Rarely, a 
civil action for an EMTALA violation may arise, 
but these are seldom successful for behavioral 
health emergencies [33].

EMTALA mandates that anyone seeking 
treatment or appearing to need treatment and on 
the hospital campus must be examined and 
treated or stabilized for transfer to a specialized 
facility to receive treatment. The hospital must 
conduct an emergency medical screening exami-
nation (MSE) done by a professional designated 
by the hospital to rule out an emergency medical 
condition (EMC) [31]. EMCs may include psy-
chiatric disturbance, symptoms of substance 
abuse, suicidality, and aggression. The MSE must 
be appropriate and cannot be delayed or disparate 
due to the psychiatric nature of the illness or 
other factors such as insurance status or ability to 
pay. An MSE would be considered disparate if it 
was less complete or thorough not due to the clin-
ical need for the assessment but due to potentially 
concerning or discriminatory criteria.

If an EMC is found, the hospital must treat the 
patient or the hospital must stabilize the patient to 
the best of its ability and transfer the patient to a 
specialized facility [34]. EMTALA is no longer 
applicable once the individual has been stabilized 
for transfer or has been admitted [31]. When a 
patient requires specialized care unavailable at 
the examining facility, the facility can initiate an 
appropriate transfer to an appropriate specialized 
receiving facility.

This appropriate transfer must be accepted by 
the receiving facility, and the specialized facility 
cannot reject the transfer so long as they have the 
capacity (i.e., space) and capability (i.e., skill) to 
treat the individual. A lack of beds is not per se a 
reason to reject a transfer if the facility has histori-
cally made other accommodations for patients 
when beds are full. Specific policies and guide-
lines relating to psychiatric boarding can assist the 
hospital in managing these challenges. The trans-
ferring facility must stabilize the patient within its 
ability, and the treating physician must certify that 
the benefit of treatment at the specialized facility 
outweighs the risk of transfer. The degree of clini-
cal stability needed for transfer may be different 
from what is needed for discharge.

While EMTALA mandates a screening for 
and treatment of all emergency medical condi-
tions, state involuntary commitment laws may 
have competing or conflicting requirements. 
State law will govern where an individual can be 
forced to undergo involuntary emergency exami-
nation and treatment of a psychiatric condition. 
State laws may not fully align with EMTALA 
requirements. An MSE done to comply with 
EMTALA may not satisfy the required examina-
tion under a state involuntary commitment law. 
Similarly, an involuntary psychiatric exam to 
comply with a state commitment statute should 
not be considered an MSE under EMTALA.

Another such conflict can be seen in the scope 
of the EMTALA and state commitment laws. All 
hospitals with an ED must comply with 
EMTALA, whereas not all hospitals with EDs 
may certify the need for involuntary psychiatric 
treatment under state law. State law may dictate 
that only facilities with inpatient psychiatric units 
can conduct a psychiatric exam to certify the 
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need for inpatient psychiatric care for purposes 
of an involuntary commitment. Hospitals without 
inpatient psychiatric units may not be able to cer-
tify that the patient is in need of inpatient psychi-
atric treatment. Regardless, both EDs would still 
be mandated by EMTALA to conduct an emer-
gency medical screen and stabilize a presenting 
psychiatric patient to the best of their ability.

Hospitals presented with a patient suffering 
from what seems to be a psychiatric emergency 
on their campus cannot immediately transfer the 
individual to a hospital having an inpatient psy-
chiatric unit while forgoing the MSE and stabili-
zation requirements. The hospital cannot cite 
state law as a defense for failing to conduct an 
MSE.

Additionally, issues of consent make compli-
ance with both laws difficult. A patient arriving 
involuntarily at a hospital to be examined under 
the state involuntary commitment law has not 
consented to the MSE under EMTALA. What are 
medical professionals to do where a patient may 
refuse an MSE and subsequent treatment under 
EMTALA but is evaluated per state involuntary 
commitment law?

Treating psychiatric patients and complying 
with EMTALA and state commitment laws can 
be challenging, especially for receiving hospitals. 
An appropriate transfer under EMTALA will 
occur where the facility lacks the specialized 
capability to treat a psychiatric patient and the 
risk of transfer does not outweigh the benefit. 
Generally, a receiving facility must accept a 
transfer if they have the capacity and capability. 
The statute does not provide for a receiving facil-
ity to question the transferring facility’s ability to 
treat the patient.

What if the facility has a psychiatric facility 
but lacks child beds? Questions arise as to what 
“stabilized” means—truly, a perennial debate in 
behavioral emergencies [35, 36]. Does an ED 
with a psychiatrist on call or access to a county 
mental health examiner lack the ability to diag-
nose and treat a patient having an emergency psy-
chiatric medical condition? What about hospitals 
that have inpatient psychiatric units but no 
beds—is a transfer to another facility appropri-
ate? Must that facility accept that patient if they 

have a bed? What if the transfer would require the 
patient to be sent across the state, hundreds of 
miles away from home and far from any family 
or community supports they may have?

Finally, a specialized facility must accept a 
transfer where the transferring facility lacks the 
capacity and capability. A facility that lacks 
capacity but not the specialized care providing 
capability cannot invoke an appropriate transfer 
in the name of EMTALA to a refusing special-
ized facility. Lateral transfers where the patient 
could be treated at either facility should not be 
considered appropriate transfer under EMTALA.

 Conclusion

Let go of the illusion that there will always be a 
low-risk or no-risk option; often, it is risk versus 
risk. ED and PES programs should be designed, 
led, and operated fully accounting for the science 
and psychology of risk; intentional risk-taking 
can be essential in supporting some patients. 
Careful documentation and program design can 
be critical in supporting essential and effective 
clinical practices. Ultimately, optimal practices 
include a balance of thoughtful consideration of 
the complexities of behavioral emergencies in 
settings that support collaboration and good care, 
and proffer the needed clinical and legal 
expertise.
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 Introduction

The volume of Emergency Department (ED) vis-
its continues to rise in the United States, with 
60% of ED physicians reporting that they believe 
the cause is an increase in psychiatric emergen-
cies [1]. From 2006 to 2014, the rate of ED visits 
for mental health/substance abuse diagnoses 
increased by 44%, and out of all diagnosis types, 
ED visits with a diagnosis of suicidal ideation 
increased the most—by a staggering 414% [2].

According to the USA Federal Emergency 
Medical Treatment and Labor Act (EMTALA), 
patients with acute psychiatric conditions render-
ing them either a danger to themselves, or a danger 
to others, are considered to have Emergency 
Medical Conditions (EMCs), legally equivalent to 
serious physical ailments—and as such, they can-
not be discharged until they are stable and safe, 
with no further emergent dangerousness [3]. Thus, 
all psychiatric emergencies at hospital EDs must 
be fully assessed, and treated as necessary, with 
appropriate and secure dispositions; the question 
is how to best meet these obligations within the 
limited resources and time constraints of the ED.

 Goals of Psychiatric Emergency 
Treatment

The main objectives of the evaluation and treat-
ment of mental health crises can be summed up 
in what are known as the “Six Goals of Emergency 
Psychiatry” [4]:

 1. Exclude medical etiologies of symptoms and 
ensure medical stability

 2. Rapidly stabilize the acute crisis
 3. Avoid coercion
 4. Treat in the least restrictive setting
 5. Form a therapeutic alliance
 6. Formulate an appropriate disposition and 

aftercare plan

 Exclude Medical Etiologies 
for Symptoms and Ensure Medical 
Stability

Since many medical conditions can present with 
symptoms that appear similar to psychoses, 
mania, or other acute psychiatric states, it is 
essential that medical etiologies be ruled out 
prior to commencing psychiatric treatment. A 
significant number of patients who present to 
emergency settings with apparent psychiatric dis-
orders have acute medical illnesses either coex-
isting or at the root of their symptoms [5]; failure 
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to recognize these conditions can lead to serious 
morbidity [6, 7]. For example, a mistaken diag-
nosis of psychosis in a patient suffering from an 
intracranial bleed, thyroid storm, or toxic delir-
ium can place the patient at serious, perhaps life- 
threatening, risk. Even commonplace medical 
issues in psychiatric patients, such as diabetes, 
hypertension, and alcohol withdrawal, can have 
severe sequelae if not properly addressed.

At the very least, psychiatric emergency pro-
grams need to have access to patient evaluations 
by a qualified medical professional along with 
the measurement of vital signs prior to the com-
mencement of psychiatric treatment.

 Rapidly Stabilize the Acute Crisis

Once a patient’s medical stability has been 
ensured, emergency psychiatry programs need to 
focus on prompt stabilization of the acute crisis. 
Every effort should be made to ensure safety and 
prevent danger to self and others, while simulta-
neously working to alleviate the patient’s suffer-
ing. This includes timely triage and defined levels 
of staff observation based on the degree of 
acuity.

It is not uncommon in many acute care set-
tings for emergency psychiatry patients to experi-
ence very long waits for evaluation and treatment, 
while other “more urgent” medical patients get 
more immediate assistance. And indeed, it can be 
difficult for many caregivers to recognize that the 
distress of a psychiatric crisis can be, in a way, 
just as crippling as more obvious conditions like 
asthma attacks or motor vehicle accidents. Some 
emergency department staff have even been heard 
to say that because there are no blood tests or 
X-rays which show psychiatric illness, it is hard 
to compare these symptoms to more straightfor-
ward cases.

Yet, there is another very common symptom 
that virtually everyone has experienced, which 
also cannot be detected on blood tests or X-rays, 
and that is “pain.” Thus, we have often found that 
teaching healthcare personnel to think of psychi-
atric emergencies as analogous to their “worst 
headache ever”—something they can all relate 

to—helps them to empathize with the severity of 
the psychiatric emergency and understand that 
the patient is truly agonizing and needs relief as 
soon as possible.

 Avoid Coercion, Treat in the Least 
Restrictive Setting, and Form 
a Therapeutic Alliance

Practitioners in the emergency setting are often 
the first contact a patient will have with mental 
health care. A bad experience during this initial 
mental health contact may lead to long-term 
problems in which consumers might fear, dis-
trust, or dislike psychiatrists and other providers. 
Such issues might interfere with the consumer’s 
desire to obtain help, continue in treatment, or 
willingness to take medications. During the early 
phases of psychiatric illnesses, even brief interac-
tions can have enduring implications for a 
patient’s long-term wellness.

In realizing this, it is extremely important that 
emergency professionals work with patients in a 
supportive and compassionate manner, creating 
with the patient what is known as a therapeutic 
alliance. A therapeutic alliance might be most 
simply described as a collaborative relationship 
between a patient and a clinician. Rather than the 
professional acting excessively authoritatively or 
giving the patient orders, a therapeutic alliance 
should instead involve clinicians’ attempts to 
bond and empathize with patients, and treat them 
as partners in healing and recovery. This can lead 
to a working relationship with shared responsi-
bility for achieving treatment goals in the acute 
setting, and often results in better outcomes. 
Results of studies have shown that the quality of 
the therapeutic alliance is a significant factor in 
predicting the likelihood of a patient becoming 
violent during psychiatric hospitalizations. In 
one predictive model, the quality of the therapeu-
tic alliance was able to predict 78% of aggressive 
behavior in patients [8].

Working with a therapeutic alliance mindset 
also means avoiding coercion—the use of force 
or threats to make patients do things against their 
will. In Emergency Psychiatry, avoiding coercion 
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includes the administration of oral medications 
willingly via informed consent, as opposed to 
forcible injections; verbal de-escalation of agi-
tated individuals to calmness, instead of impos-
ing physical restraints; and little or no 
infringement on a patient’s rights when possible. 
Treating in the least restrictive level of care is 
another means of avoiding coercion.

The more restrictive the level of care, the more 
there is a propensity for a coercive experience, 
and thus less opportunity for a therapeutic alli-
ance. Examples of levels of mental health care 
from most to least restrictive include physical 
restraints and/or seclusion rooms, locked clinical 
settings, and involuntary inpatient units and then, 
voluntary, unlocked facilities. The least restric-
tive settings are outpatient clinics where patients 
are free to come and go as they wish. Most indi-
viduals will do best in the appropriate level of 
care which is least restrictive; thus, avoiding hos-
pital admissions, when possible, can be quite 
advantageous for patients.

 Appropriate Disposition 
and Aftercare Plan

In Emergency Psychiatry, the duties of the treat-
ing professional are not complete merely with the 
cessation of the presenting crisis. It is strongly 
recommended that a patient be provided with an 
appropriate care plan for post-discharge. This 
includes appointments (when possible) with out-
patient providers, referral to mental health clinics 
and/or substance abuse treatment programs, and 
instructions about what to do if crisis symptoms 
recur. Frequently, assistance with housing may 
be a part of the aftercare plan, as might be coor-
dination of arrangements with loved ones or 
caregivers.

Appropriate aftercare planning can be of 
substantial benefit to the long-term stability of 
patients and help prevent recidivism. Individuals 
who do not have an outpatient appointment 
after discharge are two times more likely to be 
psychiatrically hospitalized in a year than 
patients who went to at least one outpatient 
appointment [9].

Simply put, the main goals in the evaluation 
and treatment of patients in mental health crises 
are to ensure medical stability, evaluate for safety, 
relieve the patient’s distress as quickly as possi-
ble in a noncoercive, supportive, collaborative 
manner, and get the patient to the least-restrictive 
environment with a safe and well-communicated 
discharge plan, which will help individuals to 
avoid a return to crisis-level symptoms.

The models of care utilized by EDs and care 
systems in an attempt to meet the above goals are 
determined by a variety of factors, such as cen-
sus, availability of psychiatric resources and pro-
fessionals, local mental health laws, and, of 
course, financial considerations. Unsurprisingly, 
healthcare systems across the country have 
adopted idiosyncratic designs to fit their particu-
lar situations best; however, upon scrutiny, most 
are variations of several distinct models. This 
chapter will next review these most prominent 
paradigms of psychiatric emergency care, evalu-
ating the pros and cons of each, and will include 
a discussion of several innovative and alternative 
models that have evolved more recently.

 Mental Health Consultants 
in the Medical Emergency 
Department

It is recognized that some EDs have little or no 
opportunity for emergency psychiatric care 
beyond what can be provided by the general 
medical ED professional on duty. In those set-
tings which do have access to separate psychiat-
ric personnel, the use of a mental health 
professional to consult on patients within the 
general ED population is likely the most utilized 
emergency psychiatry care approach in the 
United States [10]. With this model, psychiatric 
patients are triaged alongside patients with gen-
eral medical complaints; all receive a medical 
screening examination (MSE) by a licensed inde-
pendent provider. If a psychiatric intervention is 
deemed necessary, a request will be made for a 
mental health consultant to assess the patient. 
Most commonly, the consultant is not on duty 
within the ED, but arrives from another location, 
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typically another area of the hospital, on-call 
from the community, or, in some cases, via a 
municipal or regional mobile crisis team.

The preferred professional level for consul-
tants is psychiatrists, but often these may be psy-
chologists, social workers, or other mental health 
clinicians. Some facilities even employ psychiat-
ric technicians or other practitioners with less 
than a Master’s level training to perform consul-
tations. However, the use of these less clinically 
qualified personnel has been described as an 
“insufficient” level of care for those in a psychi-
atric crisis [11].

The requested consultant will typically per-
form an assessment and may recommend a course 
of treatment, but most commonly his or her role 
is to make a determination as to the need for psy-
chiatric hospitalization (as opposed to discharge). 
However, the attending ED physician remains the 
clinician ultimately responsible for the patient’s 
care in this model, and, in most systems, is also 
the one who will make the final decision as to 
disposition—in some cases even over-ruling the 
mental health consultant’s recommendations.

 Pros and Cons

This design may be useful in EDs that encounter 
relatively few psychiatric patients in crisis, such 
as smaller community or rural hospitals, where 
the census is insufficient to justify round-the- 
clock onsite mental health personnel or a sepa-
rate site for psychiatric patients. A benefit of the 
model is that comorbid medical issues will be 
addressed while the patient is in the ED, which 
allows for the treatment of medically compro-
mised patients who might otherwise exceed the 
capability of a psychiatric-only program. This 
model is also typically the least expensive option 
for many hospitals, as no separate infrastructure 
for the psychiatric patient is needed.

Since the consultant is often not on-site when 
the consult is requested, though, patients may 
wait hours before the consultant arrives, occupy-
ing valuable space in the ED and impacting 
throughput. Also, during this time, there is fre-
quently no treatment being provided [12]. 

Furthermore, patients who are in the midst of a 
severe psychiatric emergency may further 
decompensate or become agitated in the chaos of 
the ED, especially when untreated, and this may 
lead to an increase in the level of care required 
for them [13].

One of the most noteworthy shortcomings of 
this model is that disposition decisions are typi-
cally made as the result of a “snapshot” at the 
time of the initial consultation. This will not 
allow, for example, the opportunity to see if the 
patient might soon show a good response to med-
ications, detoxify, have a change in perspective, 
or otherwise improve enough for clinicians to 
consider changing the disposition plans. The 
ability to “observe and re-evaluate later” is pres-
ent in several of the other models, and those using 
this strategy appropriately will often have better 
diversion rates from hospitalization as a result 
[13].

If the consultant is not a psychiatrist or 
licensed prescriber, another major issue in this 
model may be that he or she cannot make medi-
cation or other physical care recommendations. 
In that case, the burden falls upon the ED physi-
cian to determine the course of treatment—often 
with little guidance or expertise to prescribe chal-
lenging psychopharmacologic regimens. As a 
result, too often, a patient might receive little 
more than sedation during their ED stay. Also, 
non-psychiatrist consultants may also lack the 
expertise to rule out organically caused symp-
toms that mimic psychiatric emergencies, such as 
delirium [14].

An additional concern about using non- 
physicians for psychiatric consultations is that 
such consultants might be viewed as “lesser 
authorities” by some emergency medicine physi-
cians, who may thus feel justified in exerting 
undue influence on the consultant toward certain 
dispositions. This can happen even with the com-
mon practice of using psychiatry residents to do 
ED psychiatric consults, because the physicians- 
in- training may be understandably anxious about 
countermanding an ED attending-level physi-
cian’s opinion.

There are EDs where the mental health con-
sultation is provided by a visiting “intake” team 
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from an area inpatient psychiatric facility. The 
impartiality of decisions by such teams may 
come into question, as there are perverse finan-
cial incentives for their employers regarding 
admissions, especially for those patients with 
attractive private insurance reimbursement 
potential.

Another compelling drawback of the con-
sultant model is that medical ED staff may not 
be sufficiently trained to intervene with psy-
chiatric emergencies, and may actually exacer-
bate patients’ symptoms either with excessive 
coercion or by misunderstanding the needs of a 
person in crisis. Further, there have been 
instances where staff can be disdainful, conde-
scending, or even derisive to these patients, 
seemingly from a mindset that the psychiatric 
afflictions are not “real” emergencies or per-
haps should be the lowest priority for care. 
This phenomenon is considered part of the 
“stigma” of psychiatric illness that patients 
have referred to in their complaints about treat-
ment in medical EDs [15].

 Telepsychiatry

The newest version of the consultant model is the 
telepsychiatry model—accessing a psychiatrist 
via telemedicine. Most commonly, this service is 
provided in the ED via an “on-demand” format; 
the ED only requests a consultation when neces-
sary, and then will access an off-site mental 
health professional consultant via video telecon-
ferencing [16]. Online consultants are able to 
perform face-to-face assessments and make rec-
ommendations on treatment and disposition; effi-
cacy, safety, and patient satisfaction have been 
shown to be roughly equivalent to interactions 
with a psychiatrist in the same room [17]. The 
use of telepsychiatry consultants is rapidly 
expanding, acting either as a complementary ser-
vice when onsite clinicians are unavailable or as 
the sole source of ED psychiatric consultations. It 
has been successfully utilized in EDs across the 
state of South Carolina for several years [18], and 
is now available from multiple provider groups in 
most parts of the USA.

 Pros and Cons

Studies to date demonstrate that telepsychiatry in 
the ED can substantially reduce ED crowding 
and delays in care, while improving access and 
timeliness of psychiatric interventions [19, 20]. 
Shortcomings of ED telepsychiatry consultation 
may be the significant dollar charge per consult, 
and the difficulties and costs in credentialing 
large groups of providers in each individual hos-
pital when the service is provided by a large, 
external telepsychiatry team. An additional draw-
back is that the consulting psychiatrist may not 
be well informed about local resources, which 
can impact the recommendations for disposition.

 Dedicated Mental Health Wing 
of the Medical Emergency 
Department

In this model, the ED has a separate area or room 
specifically for patients experiencing psychiatric 
emergencies. Typically, this area is a bit less cha-
otic than the main ED, and staff members are 
assigned who are knowledgeable in psychiatric 
care, especially psychiatric nurses, social work-
ers, therapists, and even on-site psychiatrists. As 
the patient is still located within the ED proper, 
the patients will remain under the supervision of 
the emergency medicine attending physician, and 
involved professional staff in this wing may have 
simultaneous responsibilities in other areas of the 
ED or hospital.

 Pros and Cons

These specialized sections for psychiatric emer-
gencies tend to be more therapeutically appropriate 
for individuals in crisis, particularly when the staff 
is well trained to manage such patients; there may 
be dimmed lighting, soothing music, and artwork 
or color schemes conducive to calming. Patients 
will often have the opportunity for longer stays 
than in the consultant model, because they are not 
taking up beds allocated for traditional medical 
patients in the primary ED. The longer stays may 
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allow time for healing, detoxification, and for med-
ications to become effective, each of which might 
improve the chances for a patient to avoid inpatient 
hospitalization. In addition, since this area is part of 
the ED, medical emergency personnel are nearby, 
and any medical concerns can be dealt with quickly 
and efficiently. This arrangement thus permits psy-
chiatric treatment to commence for patients with 
serious medical comorbidities, who might other-
wise be considered medically unsuitable for stand-
alone psychiatric programs.

However, while this separate area of the ED has 
its benefits, it certainly also has its potential draw-
backs. For instance, despite the focus and adapta-
tion for psychiatric care, the dedicated mental 
health wing is still in the midst of a bustling ED, 
with its cacophony of loud noises, hectic personnel 
activity, sirens, and enigmatic machinery. This can 
interfere with healing and increase anxiety. For the 
crisis patient, being separated from the main areas 
of the ED may lead to further marginalization or 
ostracization, along with lack of confidentiality, as 
other medical and nursing staff (and even other 
patients) might quickly identify the separated indi-
viduals as “the psych patients.” Some EDs even 
dress their psychiatric patients in distinctive, differ-
ent-colored gowns from the general population, 
with the idea being that this will assist the staff in 
recognizing “where patients belong” and help pre-
vent elopements; however, this has often resulted in 
a serious stigma, as others in the ED quickly recog-
nize “that color means a psych patient”—and it 
may be completely unnecessary with more modern 
options such as video monitoring or electronic 
wristbands [21]. Finally, on occasion, due to a high 
census in the general ED population, these psychi-
atric wings of the ED might be turned into “float” 
areas where non-psychiatric emergency patients 
will be housed, which may interfere or lead to less 
specialized care for the psychiatric patients.

 Distinct Psychiatric Emergency 
Programs

Distinct Psychiatric Emergency Programs come 
in many shapes, sizes, and abbreviations. Names 
for these facilities include Emergency Psychiatric 

Assessment Treatment and Healing (emPATH) 
units, Psychiatric Emergency Services (PES), 
Psychiatric Urgent Care Centers (PsyUC), and 
Crisis Stabilization Units (CSU), among other 
monikers. These programs can be part of a hospi-
tal campus or completely free-standing and inde-
pendent, and can vary in operations from simple 
screening processes and short-term interventions 
all the way up to comprehensive emergency psy-
chiatric and medical diagnostic evaluation and 
treatment centers. Some sites even serve as the 
nexus of the region’s acute mental health system, 
additionally housing such offerings as mobile 
crisis teams, outpatient clinics, and day treatment 
centers [22]. Some wide-ranging psychiatric 
emergency programs have even been described 
as comparable for psychiatric care to a Level 1 
Trauma facility for emergency medical care [23].

Rather than attempt an all-encompassing 
overview of these varied distinct Psychiatric 
Emergency Programs, we will describe the basic 
models in order, from those with the lowest acu-
ity capability and capacity to the most compre-
hensive and high-acuity sites. It should be 
understood that these descriptions are an attempt 
to categorize widely diverse operations, and there 
may be considerable overlap between the models 
suggested here at any particular site. For, as it is 
often said about emergency psychiatry programs, 
“When you’ve seen one, you’ve seen one.”

 Psychiatric Urgent Care/Voluntary 
Crisis Centers

Psychiatric urgent care centers may be found as 
part of a community mental health clinic or may 
be stand-alone programs funded by the local 
behavioral health agency. Some psychiatric hos-
pitals have urgent-care drop-in units where 
patients might predominantly be screened for 
possible hospitalization onsite, but the service 
may also offer referrals to outpatient or medica-
tion refills for lower-acuity individuals.

These walk-in care centers may be beneficial 
for several reasons, especially from the patient’s 
point of view. They are usually voluntary-only 
(meaning no patients held on involuntary psychi-
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atric detention) and tend to focus on empathetic 
crisis counseling rather than acute medical inter-
ventions, so patients may feel they are in a more 
comfortable and supportive situation, without the 
stigma they may experience at a larger ED. The 
personnel are often therapists and social workers 
rather than nurses and doctors, although many of 
these programs also have access to prescribers to 
help clients obtain short-term medications or 
medication refills.

However, most urgent care centers will 
exclude individuals who are presently dangerous, 
have a history of dangerous behavior, or who are 
acutely hallucinating, medically compromised, 
intoxicated, or in substance withdrawal. Patients 
in those circumstances, which tend to be a sub-
stantial percentage of the overall urgent-needs 
patients in a region, will still need to go to an ED 
or a PES for a higher level of care, or the center 
may have to call 911 or summon police should 
more acute patients present at the site. This can 
limit the overall effectiveness of these programs 
in reducing ED utilization for acute psychiatric 
conditions.

 Crisis Stabilization Units (CSU)

The concept of a “crisis stabilization unit” (CSU) 
has garnered varied meanings in different parts of 
the USA. Depending on the location, a CSU could 
be anything from a hospital-based outpatient 
department to a community counseling “drop-in” 
center, to a 30-day “halfway house”-style residen-
tial program [24, 25]. California’s Medicaid Code 
defines a CSU as an outpatient “…service lasting 
less than 24 hours, to or on behalf of a beneficiary 
for a condition that requires more timely response 
than a regularly scheduled visit. Service activities 
include but are not limited to one or more of the 
following: assessment, collateral and therapy” 
[26]. Sometimes, a CSU aligned with this California 
description is referred to as a “23-hour program.”

Most commonly across the USA, a CSU is a 
community-based, drop-in program with a focus 
on crisis intervention and primarily serving 
lower-acuity patients. This model often functions 
to provide more prompt access to counseling than 

a patient’s regular provider can offer, or perhaps 
delivering brief respite from stressors or living 
situation issues, rather than as a site for active, 
high-acuity psychiatric intervention. Higher- 
acuity patients are more commonly referred to 
psychiatric hospitalization; in some cases, the 
design of these programs even calls for immedi-
ate referral for hospitalization as part of the 
CSU’s paradigm for patients presenting with 
highly acute symptoms.

Many CSUs strive to create an environment 
that is more “home-like” than a typical hospital 
or ED, with comfortable furnishings and a setting 
that appears more like a clubhouse or hotel lobby 
than a clinic. It is believed that by making the 
treatment area a more welcoming, “less- 
restrictive” venue, patients will feel less stigma 
and anxiety, and be more relaxed, which will 
allow for calming and healing. A good example 
of this is with the “Living Room” concept, where 
in addition to the home-like setting, an emphasis 
is placed on using Peer Support Specialists 
(recovering mental health patients who have spe-
cialized training to work onsite in therapeutic and 
supportive roles) with individuals in crisis [27].

 emPATH Units

emPATH units are a more recent development—a 
hospital-based program that combines the calm-
ing and comfortable 23-hour short-term setting 
of the community CSU with the capacity and 
capability to work with higher acuity patients, 
including those under both voluntary status and 
involuntary psychiatric detention, who otherwise 
would be relegated to hospital EDs or psychiatric 
inpatient units. emPATH units allow for hospital 
EDs to quickly medically screen individuals 
experiencing a psychiatric emergency, and then 
immediately move medically appropriate patients 
into the more therapeutic emPATH setting, where 
psychiatric assessment and treatment can take 
place, with the objective of prompt stabilization 
and avoiding inpatient hospitalization when 
possible.

The acronym “emPATH” stands for “emer-
gency Psychiatric Assessment, Treatment, and 
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Healing” unit. Accordingly, the objectives of this 
unit are closely tied to the “Six Goals” of 
Emergency Psychiatry previously outlined. 
Whereas the “dedicated mental health wing” is 
often more of an observation unit, or even limited 
to a “boarding” section where psychiatric patients 
await transfer to an inpatient hospital bed or other 
dispositions, in the emPATH unit, there is active 
engagement in treatment and constant reassess-
ment of an individual’s condition by the unit 
staff.

emPATH units differ from the “dedicated 
mental health wing of the ED” in that emPATH 
units are discrete programs, completely separate 
from the ED, operating in an alternate location of 
the hospital (or even on a different campus) with 
a goal of quickly evaluating and then treating a 
patient for up to 24 hours. Whereas the ED wing 
will usually be staffed by ED team members, and 
the patients remain under the jurisdiction of the 
ED emergency medicine attending, an emPATH 
unit is a thoroughly independent operation, with 
its own personnel, who are responsible for all of 
the assessment, treatment, and disposition of 
patients. However, an emPATH unit may not have 
a licensed independent medical provider on duty 
onsite at all times (though a psychiatrist will be 
available around the clock via telepsychiatry or 
on-call), and thus an emPATH unit, to be compli-
ant with federal EMTALA laws, will be unable, 
in most designs, to accept presentations directly 
from the community or police. The most com-
mon emPATH unit model has all patients receiv-
ing a Medical Screening Examination at a general 
ED to rule out non-psychiatric emergency medi-
cal conditions, and, once cleared, promptly trans-
ferred to the emPATH unit for psychiatric 
evaluation.

In an emPATH unit, patients are not relegated 
to individual rooms or isolated “beds,” but rather 
are treated concurrently in a large room known as 
the “milieu.” Here, each patient will be allowed 
to choose a “sleeper chair” or recliner, which can 
be folded flat for a nap or set up as a chair to 
facilitate group or individual therapy. There is 
ample room to move about and no requirement to 
stay in a certain location, which can help to relax 
patients who lessen symptoms by walking or pac-

ing around or who benefit from feeling less con-
fined. Some emPATH units feature outdoor areas 
or gardens to further allow patients a spot for 
peacefulness and recovery.

To assist with the overall philosophy of a 
calming, restorative, environment which encour-
ages meeting individual needs, patients are able 
to access food, beverages, and linens for them-
selves without asking permission from the staff. 
Rather than the staff being behind a walled-off 
nursing station, professionals are interspersed 
with the patients in the milieu, and thus will 
quickly recognize when a patient might need 
additional assistance. Unlocked “Calming 
Rooms” are available for individuals who might 
benefit from a period of privacy.

Because of the unit design and the overall 
focus on avoiding coercion, emPATH units have 
reported dramatically lower incidence of physi-
cal restraints, aggression, and assaults than more 
traditional units or EDs, even with a highly acute 
patient population under evaluation for danger-
ousness to self and/or others [28]. While some 
might question placing such individuals at risk 
into a common room rather than isolation, this 
group setting has been demonstrated to encour-
age interpersonal engagement and respect, and 
gives patients the feeling they have caring human 
contact rather than facing their troubles alone, 
with resulting positive outcomes [28]. As in some 
CSUs and Urgent Care programs, Peer Support 
Specialists are commonly also part of emPATH 
unit staffing, further enhancing the opportunity 
for therapeutic engagement.

A key part of the emPATH unit philosophy is 
that all newly arriving patients will receive an 
evaluation by a psychiatric provider as quickly as 
possible, with medications started immediately 
when indicated. Ensuring that upsetting symp-
toms are assessed and treated promptly will 
 further reduce patient distress and improve the 
chances for stabilization within the 24-hour limit. 
emPATH units have successfully reported diver-
sion from inpatient hospitalization in more than 
three-quarters of high-acuity patients treated [28].

emPATH units can be very effective in reduc-
ing their affiliated ED’s overcrowding and short-
ening its throughput times, especially in those 
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that follow the model of “accepting all the ED’s 
medically-clear psychiatric patients promptly.” 
However, their design still requires patients to be 
evaluated in a medical ED before transfer to the 
emPATH unit, and so this design still makes 
demands on the medical ED. Thus, there can be 
limits on overall utilization. For regions with a 
high volume of psychiatric emergency patients 
daily, it may be reasonable to consider a com-
pletely independent psychiatric emergency ser-
vices program (PES).

 Psychiatric Emergency Services 
(PES)

As opposed to an emPATH unit in which medical 
clearance is done prior to referral, a Psychiatric 
Emergency Services program (PES) is a separate 
ED-like operation that is solely dedicated to man-
aging and treating psychiatric emergencies. A 
PES can accept patients directly from the field 
via police or ambulance or by self-presentation 
[29]. A PES is also “EMTALA-compliant,” 
meaning it is a receiving facility with a physician 
or other licensed independent professional on 
duty at all times. In this regard, a PES can even be 
considered a mental health ED roughly analo-
gous to a Level-One trauma center [30].

Similar to many CSUs and emPATH units, 
under the most common definitions, a PES is 
considered an emergency outpatient program, 
which is permitted to treat patients up to a maxi-
mum of 23 hours and 59 minutes. Any patients 
needing care beyond 24 hours should be admitted 
to an inpatient psychiatric hospital.

PES programs typically can provide psychiat-
ric evaluations and treatment for both voluntary 
patients and those under involuntary psychiatric 
legal detentions. The designs can span from fully 
locked, partially locked, or completely unlocked 
facilities, depending on each unit’s policies and 
requirements. Psychiatric emergency services 
may vary greatly depending on the scope of prac-
tice and exit resources, with some sites also offer-
ing such services as detox centers, crisis 
counseling, drop-in medication clinics, long-term 
or short-term housing referrals, site-based mobile 

crisis units, partial hospitalization, day treatment, 
and intensive outpatient case management [22].

Yet, despite the numerous differences between 
PES programs, there are many commonalities. 
PES programs usually consist of full-time staff 
dedicated to and trained for psychiatric emergen-
cies, including psychiatrists, psychiatric nurses, 
therapists, social workers, and mental health 
technicians. Evaluation, medical screening, diag-
nosis, and treatment can all be initiated quickly 
onsite; the more prompt the interventions, the 
greater the possibility of stabilization within 
24 hours and avoidance of hospitalization [13].

One of the chief advantages of a PES, since it 
can accept individuals directly from the commu-
nity, is that patients can bypass the entire process 
of going to a separate general medical ED first. 
This subjects patients to less stress, delays, 
stigma, confusion, and redundancy, while allow-
ing for prompt initiation of psychiatric care with 
knowledgeable personnel and in the appropriate 
setting. This paradigm also can mean substantial 
cost savings to the overall system, by reducing 
expensive visits to multiple locations and avoid-
ing costly and time-consuming interfacility trans-
fers; and it significantly reduces medical ED 
crowding and improves throughput, in that most 
psychiatric patients in such systems will be at the 
appropriate site from the beginning rather than 
adding to medical ED censuses.

PES programs can be located near hospital 
EDs, elsewhere on hospital campuses, or even as 
stand-alone operations outside hospital grounds. 
Many PES programs are directly affiliated with 
medical EDs or inpatient psychiatric hospitals, 
but neither of these is a requirement [11].

It is likely true that the great majority of 
emergency psychiatric patients can be stabi-
lized, to the point of no longer requiring an 
acute or  hospital level of care, in less than 
1 day [31]. With a focus on prompt interven-
tions, and with a philosophy of attempting sta-
bilization for up to 24 hours prior to making a 
decision on hospitalization, it is not uncom-
mon for PES programs to divert patients from 
hospital stays in 75% or more of their cases 
[32]. This not only can lead to better outcomes 
for patients but also can help preserve the lim-
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ited numbers of available inpatient psychiatric 
beds for those individuals for whom there is 
truly no alternative.

The main drawback of PES programs is that 
given their 24/7 operational demands, they may 
be much more expensive to operate than other 
emergency psychiatry models. The expenditures 
required to operate a PES usually means that 
such a program should only be considered in sys-
tems with a volume of psychiatric emergencies in 
excess of 3000 patients per year [23]. Constructing 
a de novo PES facility can be a costly undertak-
ing. Even if just remodeling an already-existing 
physical space, there must be adequate room for 
patient care as well as staff, administration, regis-
tration, and billing personnel. However, once 
constructed, a PES has ongoing budgetary issues 
associated with operations of a distinct program 
[33]. Another issue is the difficulty in recruiting 
and maintaining adequate and proper staffing 
around the clock. Twenty-four-hour staffing can 
be challenging for these facilities, as it is not 
uncommon for busy and demanding crisis pro-
grams to experience a high degree of employee 
turnover [33].

Furthermore, because PES programs are 
EMTALA-compliant, patients must receive a 
Medical Screening Examination and be stabi-
lized to the point that they are no longer a danger 
to themselves or others before a discharge can 
occur. As noted before, psychiatric emergencies 
involving dangerousness qualify as Emergency 
Medical Conditions under EMTALA. However, 
it is important to note that although a PES must 
do a screening examination for medical concerns, 
it is not required to provide such services as 
advanced life support; EMTALA recognizes the 
existence of specialty emergency centers with 
limited capabilities, and permits transports from 
such sites to higher-level-of-care EDs [3]. Thus, 
despite having 24-hour physicians on duty, PES 
programs that are not co-located with a medical 
ED will typically not have the capability to stabi-
lize serious medical conditions. A PES such as 
this will thus necessitate acute medical condi-
tions be stabilized elsewhere prior to arrival and 
will need to rapidly transport out patients with 
medical emergencies arising or arriving onsite to 

a medical ED, even calling 911  in urgent 
situations.

 Regional Dedicated PES Programs

Presently, most PES programs in the USA have a 
limited catchment area or are part of a specific 
medical center. However, there are a number of 
“Regional Dedicated Psychiatric Emergency 
Services” programs—which accept all emergency 
psychiatric patients from a defined widespread 
geographic area, directly from the field. Such pro-
grams also have a collaborative relationship with 
a number of otherwise-unaffiliated EDs, as the 
higher-level-of-care ED transfer destination for 
all their psychiatric emergency patients [34].

This regional design allows for a shorter dura-
tion of “boarding times” of psychiatric patients in 
medical EDs. One regional PES showed more 
than an 80% improvement over comparable 
boarding time state averages—remarkably, for an 
overall “cost per patient” less expensive than the 
average price tag of that same patient languishing 
those same hours in a medical ED, merely wait-
ing for a disposition, when little or no psychiatric 
care is occurring [32]. Given the ability to bypass 
general EDs and present directly to the regional 
PES, the number of psychiatric emergencies 
evaluated in the area medical EDs is a much 
smaller percentage of the total that would be seen 
in systems without a regional PES [32]. As such, 
it not only allows for patients to receive treatment 
in an appropriate setting much more quickly, but 
also reduces ED crowding and overall expendi-
tures that are incurred by areas with high cen-
suses and lengthy boarding times.

 Alternative Crisis Options

In addition to the emergency psychiatry models 
outlined above, there are several other alternative 
strategies for assisting those in psychiatric crisis, 
which are typically off hospital grounds: these 
include mobile crisis teams and acute diversion 
units such as crisis respite and crisis residential 
housing.
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 Mobile Crisis Teams

Mobile crisis teams are usually comprised of men-
tal health professionals who travel via car or van to 
the site of a patient in crisis, instead of having 
police or emergency providers bring the patient to 
a fixed site. Mobile teams are found in many com-
munities around the USA, and can provide a wide 
range of onsite crisis intervention, de-escalation, 
and conflict resolution services, as well as assis-
tance with housing and access to more permanent 
care [35]. Some systems have police summon 
mobile teams as a consultation for possible invol-
untary psychiatric detentions, while others may 
ride along with specially trained police units 
known as Crisis Intervention Teams (CIT). Since 
mobile crisis teams are more focused on interven-
ing in emerging situations in the field, they are not 
a replacement for ED or PES services, but they can 
often help resolve a patient’s crisis without having 
to transport to a treatment center. Mobile crisis 
teams can be invaluable assistance for solving 
problems where they occur, and in the prevention 
of unnecessary ED presentations.

 Acute Diversion Units (ADUs)/Crisis 
Respite/Crisis Residential Housing

Residential programs (sometimes called Acute 
Diversion Units or ADUs) are community-based 
facilities, which are often in actual private houses, 
allowing the care to take place in a setting that is 
comfortable and integrated into the outside world. 
These can be ideal for patients who would nor-
mally be thought to require several days of inten-
sive mental health care, but are eager to engage in 
treatment, willing to participate in groups and 
activities, and have not reached a level of acuity or 
dangerousness that would necessitate hospitaliza-
tion. Given the nonclinical setting, much of the 
stigma and difficulties some patients associate 
with hospitalization can be mitigated. Most com-
monly, these programs will take in 8–16 patients 
at a time for up to a maximum of 2 weeks [36]. 
Most ADUs require a prescreening from an ED or 
PES, but some may also accept patients from 
mobile crisis units or other community providers.

 Summary

With the number of psychiatric emergencies on 
the rise, EDs often find themselves inundated 
with people in psychiatric crises. The needs of 
this population can often surpass most general 
medical ED personnel’s expertise and capability, 
and will thus require more specialized interven-
tions. While psychiatric consultation, including 
that done via telemedicine, can work well in EDs 
with a low volume of psychiatric crises, areas 
with a higher census of psychiatric emergencies 
will need to develop urgent care alternatives 
such as Crisis Centers, CSUs, emPATH units, 
and/or Psychiatric Emergency Services facili-
ties. Surprisingly enough, although these emer-
gency psychiatry programs can seem expensive 
when viewed in isolation, they can actually pro-
vide much-needed, targeted, immediate, and 
appropriate care for patients in crisis. This will 
actually save systems substantial dollars in other 
ways, by reducing ED utilization, eliminating 
boarding, and improving throughput times, all 
while successfully diverting patients away from 
unnecessary and costly hospital inpatient 
admissions.

References

 1. Salinsky E, Loftis C.  Shrinking inpatient psychiat-
ric capacity: cause for celebration or concern? Issue 
Brief George Wash Univ Natl Health Policy Forum. 
2007;(823):1–21.

 2. Moore BJ, Owens PL. Trends in emergency depart-
ment visits, 2006-2014. HCUP Statistical Brief #227 
[Internet]. Rockville. 2017. Available from: http://
www.hcup-us.ahrq.gov/reports/statbriefs/sb227-
Emergency-Department-Visit-Trends.pdf.

 3. Department of Health and Human Services. Centers 
for Medicare and Medicaid Services. State operations 
manual. Appendix V. Emergency Medical Treatment 
and Labor Act (EMTALA) Appendix V.  Interpretive 
guidelines – responsibility of Medicare participating 
hospitals in emergency cases. 2010. https://www.cms.
gov/Regulations-and-Guidance/Guidance/Manuals/
Downloads/som107ap_v_emerg.pdf.

 4. Holloman GH, Zeller SL. Overview of project BETA: 
best practices in evaluation and treatment of agitation. 
West J Emerg Med [Internet]. 2012;13(1):1–2; [cited 
1 Sept 2017]. Available from: https://www.ncbi.nlm.
nih.gov/pmc/articles/PMC3298232/.

45 Delivery Models of Emergency Psychiatric Care

http://www.hcup-us.ahrq.gov/reports/statbriefs/sb227-Emergency-Department-Visit-Trends.pdf
http://www.hcup-us.ahrq.gov/reports/statbriefs/sb227-Emergency-Department-Visit-Trends.pdf
http://www.hcup-us.ahrq.gov/reports/statbriefs/sb227-Emergency-Department-Visit-Trends.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/som107ap_v_emerg.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/som107ap_v_emerg.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/som107ap_v_emerg.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3298232/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3298232/


462

 5. Carlson RJ, Navar N, Sur M.  Physical disor-
ders among emergency psychiatry patients. Can J 
Psychiatry. 1981;26:65–7.

 6. Citrome LL, Holt RI, Zachry WM. Risk of treatment- 
emergent diabetes mellitus in patients receiving anti-
psychotics. Ann Pharmacother. 2007;41:1593–603.

 7. Kar SK, et  al. Psychiatric manifestation of chronic 
subdural hematoma: the unfolding of mystery 
in a homeless patient. Indian J Psychol Med. 
2015;37(2):239–42.

 8. Beauford JE, McNiel DE, Binder RL.  Utility of 
the initial therapeutic alliance in evaluating psy-
chiatric patients’ risk of violence. Am J Psychiatry. 
1997;154:1272–6.

 9. Nelson EA, Maruish ME, Axler JL.  Effects of dis-
charge planning and compliance with outpatient 
appointments on readmission rates. Psychiatr Serv. 
2000;51:885–9.

 10. Zeller SL. Treatment of psychiatric patients in emer-
gency settings. Prim Psychiatry. 2010;17:35–41. 
http://primarypsychiatry.com/treatment-of-psychiat-
ric-patients-in-emergency-settings.

 11. Fishkind AB, Berlin JS.  Structure and function of 
psychiatric emergency services. In: Glick RL, Berlin 
JS, Fishkind AB, Zeller SL, editors. Emergency psy-
chiatry: principles and practice. Philadelphia: Wolters 
Kluwer Health/Lippincott Williams & Wilkins; 2008. 
p. 9–23.

 12. Hoot NR, Aronsky D.  Systematic review of emer-
gency department crowding: causes, effects, and solu-
tions. Ann Emerg Med. 2008;52:126–36.

 13. Zeller SL. Psychiatric boarding: averting long waits 
in emergency rooms. Psychiatr Times. 2013;30:40. 
http://www.psychiatrictimes.com/psychiatric-emer-
gencies/psychiatric-boarding-averting-long-waits-
emergency-rooms.

 14. Flaherty JA, Fichtner CG. Impact of emergency psy-
chiatry training on residents’ decisions to hospitalize 
patients. Acad Med. 1992;67:585–6.

 15. Neauport A, Rodgers RF, Simon NM, Birmes PJ, 
Schmitt L, Bui E.  Effects of a psychiatric label on 
medical residents’ attitudes. Int J Soc Psychiatry. 
2012;58:485–7.

 16. Yellowlees P, Burke MM, Marks SL, Hilty DM, Shore 
JH.  Emergency telepsychiatry. J Telemed Telecare. 
2008;14:277–81.

 17. Seidel RW, Kilgus MD.  Agreement between tele-
psychiatry assessment and face-to-face assessment 
for Emergency Department psychiatry patients. J 
Telemed Telecare. 2014;20:59–62.

 18. Narasimhan M, Druss BG, Hockenberry JM, Royer 
J, Weiss P, Glick G, et  al. Impact of a telepsychia-
try program at emergency departments statewide on 
the quality, utilization, and costs of mental health 
services. Psychiatr Serv. 2015;66:1167. http://
ps.psychiatryonline.org/doi/pdf/10.1176/appi.
ps.201400122.

 19. Southard EP, Neufeld JD, Laws S. Telemental health 
evaluations enhance access and efficiency in a critical 

access hospital emergency department. Telemed J E 
Health. 2014;20:664–8.

 20. Telepsychiatry program eases patient crowding in the 
ED, expedites mental health services to patients and 
providers. ED Manag. 2013;25:121–4.

 21. Macy D, Johnston M.  Using electronic wristbands 
and a triage protocol to protect mental health patients 
in the emergency department. J Nurs Care Qual. 
2007;22:180–4.

 22. Lee TS, Renaud EF, Hills OF.  Emergency psychia-
try: an emergency treatment hub-and-spoke model 
of psychiatric emergency services. Psychiatr Serv. 
2003;54:1590–1,1594.

 23. Allen MH.  Level 1 psychiatric emergency services. 
The tools of the crisis sector. Psychiatr Clin North 
Am. 1999;22:13–34; vii.

 24. Adams CL, El-Mallakh RS.  Patient outcome after 
treatment in a community-based crisis stabilization 
unit. J Behav Health Serv Res. 2009;36:396–9.

 25. Wolff A. Development of a psychiatric crisis stabiliza-
tion unit. J Emerg Nurs. 2008;34:458–9.

 26. Barclays Official California Code of Regulations. 
Title 9: Rehabilitative and developmental services. 
Division 1: Department of Mental Health. Chapter 
11: Medi-Cal Specialty Mental Health Services. 
§1810.210: Crisis Stabilization. https://govt.westlaw.
com/calregs/Document/IE4ACC7A0DF4A11E4A54
FF22613B56E19?viewType=FullText&originationC
ontext=documenttoc&transitionType=CategoryPageI
tem&contextData=(sc.Default).

 27. Heyland M, Emery C, Shattell M. The living room, a 
community crisis respite program: offering people in 
crisis an alternative to emergency departments. Glob J 
Comm Psychol Pract. 2013;4(3):1–8.

 28. Zeller SL. emPATH units as a solution for ED psychiatric 
patient boarding [Internet]. Psychiatry Advisor. 2017 [cited 
1 Sept 2017]. Available from: http://www.psychiatryad-
visor.com/practice-management/empath-mental-health-
crisis-management-emergency-department-setting/
article/687420/.

 29. Allen MH, Forster P, Zealberg J, Currier G. Report and 
recommendations regarding psychiatric emergency 
and crisis services. A review and model program 
descriptions. Washington, DC: American Psychiatric 
Association Task Force on Psychiatric Emergency 
Services; 2002. http://www.emergencypsychiatry.org/
data/tfr200201.pdf.

 30. Allen MH, Currier GW.  Medical assessment in the 
psychiatric emergency service. New Dir Ment Health 
Serv. 1999;(82):21–8.

 31. Wilson MP, Zeller SL.  Introduction: reconsidering 
psychiatry in the emergency department. J Emerg 
Med. 2012;43:771–2.

 32. Zeller SL, Calma N, Stone A. Effects of a dedicated 
regional psychiatric emergency service on boarding 
of psychiatric patients in area emergency depart-
ments. West J Emerg Med. 2014;15:1–6.

 33. Fishkind AB, Zeller SL, Snodgress M. Administration 
of psychiatric emergency services. In: Glick RL, Berlin 

S. L. Zeller and J. C. Christensen

http://primarypsychiatry.com/treatment-of-psychiatric-patients-in-emergency-settings/
http://primarypsychiatry.com/treatment-of-psychiatric-patients-in-emergency-settings/
http://www.psychiatrictimes.com/psychiatric-emergencies/psychiatric-boarding-averting-long-waits-emergency-rooms
http://www.psychiatrictimes.com/psychiatric-emergencies/psychiatric-boarding-averting-long-waits-emergency-rooms
http://www.psychiatrictimes.com/psychiatric-emergencies/psychiatric-boarding-averting-long-waits-emergency-rooms
http://ps.psychiatryonline.org/doi/pdf/10.1176/appi.ps.201400122
http://ps.psychiatryonline.org/doi/pdf/10.1176/appi.ps.201400122
http://ps.psychiatryonline.org/doi/pdf/10.1176/appi.ps.201400122
https://govt.westlaw.com/calregs/Document/IE4ACC7A0DF4A11E4A54FF22613B56E19?viewType=FullText&originationContext=documenttoc&transitionType=CategoryPageItem&contextData=(sc.Default)
https://govt.westlaw.com/calregs/Document/IE4ACC7A0DF4A11E4A54FF22613B56E19?viewType=FullText&originationContext=documenttoc&transitionType=CategoryPageItem&contextData=(sc.Default)
https://govt.westlaw.com/calregs/Document/IE4ACC7A0DF4A11E4A54FF22613B56E19?viewType=FullText&originationContext=documenttoc&transitionType=CategoryPageItem&contextData=(sc.Default)
https://govt.westlaw.com/calregs/Document/IE4ACC7A0DF4A11E4A54FF22613B56E19?viewType=FullText&originationContext=documenttoc&transitionType=CategoryPageItem&contextData=(sc.Default)
https://govt.westlaw.com/calregs/Document/IE4ACC7A0DF4A11E4A54FF22613B56E19?viewType=FullText&originationContext=documenttoc&transitionType=CategoryPageItem&contextData=(sc.Default)
http://www.psychiatryadvisor.com/practice-management/empath-mental-health-crisis-management-emergency-department-setting/article/687420/
http://www.psychiatryadvisor.com/practice-management/empath-mental-health-crisis-management-emergency-department-setting/article/687420/
http://www.psychiatryadvisor.com/practice-management/empath-mental-health-crisis-management-emergency-department-setting/article/687420/
http://www.psychiatryadvisor.com/practice-management/empath-mental-health-crisis-management-emergency-department-setting/article/687420/
http://www.emergencypsychiatry.org/data/tfr200201.pdf
http://www.emergencypsychiatry.org/data/tfr200201.pdf


463

JS, Fishkind AB, Zeller SL, editors. Emergency psy-
chiatry: principles and practice. Philadelphia: Wolters 
Kluwer Health/Lippincott Williams & Wilkins; 2008. 
p. 497–512.

 34. Intriguing model significantly reduces boarding of 
psychiatric patients, need for inpatient hospitaliza-
tion. ED Manag. 2015;27:1–5.

 35. Geller JL, Fisher WH, McDermeit M.  A national 
survey of mobile crisis services and their evaluation. 
Psychiatr Serv. 1995;46:893–7.

 36. Patel RM.  Crisis residential settings. In: Glick RL, 
Berlin JS, Fishkind AB, Zeller SL, editors. Emergency 
psychiatry: principles and practice. Philadelphia: 
Wolters Kluwer Health/Lippincott Williams & 
Wilkins; 2008. p. 393–412.

45 Delivery Models of Emergency Psychiatric Care



465© The Editor(s) (if applicable) and The Author(s), under exclusive license to Springer Nature 
Switzerland AG 2021 
L. S. Zun et al. (eds.), Behavioral Emergencies for Healthcare Providers, 
https://doi.org/10.1007/978-3-030-52520-0_46

The Gun Talk: How to Have 
Effective Conversations 
with Patients and Families About 
Firearm Injury Prevention

John S. Rozel, Layla Soliman, and Abhishek Jain

 Introduction

In fairness, few people present for clinical ser-
vices identifying firearm ownership as their chief 
complaint. Nonetheless, firearms access is asso-
ciated with a number of significant medical and 
social issues that may intersect with an emer-
gency department (ED) or a psychiatric emer-
gency service (PES), including suicide, homicide, 
assault, domestic violence, accidental injury, and 
shootings of law enforcement officers [1–5]. 
Some patients may present with emergencies that 
are obviously gun-related, such as injuries from 
firearms, threats of suicide, or aggression with a 
firearm. Others, however, may present with com-
plaints that only indirectly raise questions regard-
ing firearm safety, such as a history of an 
underlying psychiatric or substance use disorder, 
impulsivity in a juvenile, or cognitive impairment 
in an elderly person [6, 7]. In what may be a clini-

cal presentation for a very different issue, clini-
cians may need to tactfully open a dialogue about 
firearm safety.

Recent legal minefields and controversies fur-
ther complicate this delicate conversation. For 
example, in 2010, during routine health screen-
ing at a well-child visit, a pediatrician asked a 
parent about firearms at home. The family refused 
to answer, the conflict escalated, and the family 
was ultimately “fired” from the practice. The 
family went to a local chapter of a firearm advo-
cacy group who, in turn, lobbied for legislation 
colloquially known as the “Docs vs. Glocks law” 
[8]. This law  – formally, the Firearm Owner’s 
Privacy Protection Act of 2011 – made inquiries 
about firearms a sanctionable disciplinary issue 
for licensed professionals. After numerous court 
cases and appeals, the most recent ruling struck 
down the law. 

The United States has substantially more fire-
arms than any other country with proportionately 
elevated risks for firearm suicides and homicides, 
including mass shootings [9–11]. Highly publi-
cized incidents of firearm violence are often fol-
lowed by periods of increased firearm sales, 
increased concealed carry permit applications, 
increased stock prices for firearm manufacturers, 
and decreased firearm regulation [12–14].

Thus, firearms are ubiquitous, potentially 
quite dangerous, and unlikely to be subject to 
significantly increased restrictions anytime in 
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the foreseeable future. Nonetheless, when appro-
priate, health-care providers can play an impor-
tant role in effectively and appropriately 
discussing firearm access with patients and their 
families [15–17]. Additionally, while evaluation 
of firearm access is only one aspect of violence 
and suicide risk assessment, it can be a vital 
component [18].

As clinical research continues and many legal 
considerations remain unresolved, in this chapter, 
we consider a practical approach to help provid-
ers engage patients regarding firearm safety, spe-
cifically by identifying and bridging cultural gaps 
through nonjudgmental interactions and the use 
of motivational interviewing. Embracing the con-
cept of relative risks and harm reduction, an 
approach emphasizing safer storage, removal 
when possible (especially in the context of sui-
cide and violence risk), and preservation of 
clinician- patient rapport is highlighted. We sum-
marize the following: why clinicians should care 
about firearms, firearm access and ownership, 
recognizing and understanding gun culture, cur-
rent clinical practices, initial screening for fire-
arm access, using therapeutic approaches to 
encourage safer storage, and documentation.

 Why Clinicians Should Care About 
Firearms

While gun ownership is a hot-button political 
issue and may not immediately be thought of as a 
health-care issue, firearm-related morbidity and 
mortality has a significant impact on the health- 
care system. Clinician knowledge of firearm 
prevalence and availability can play an important 
role in the overall care of a patient.

Over the previous few years, firearms have 
annually accounted for 10,000–12,000 homi-
cides, 20,000–22,000 suicides, and 50,000–
80,000 injuries [19, 20]. US firearm suicide rates 
are ten times as high, and homicide rates are 25 
times as high as other developed countries [10]. 
Accidental and sublethal injuries with firearms 
occur with significant frequency; however, quan-
tifying the full impact is challenging due to 
inconsistent reporting and coding standards [21, 

22]. Nonetheless, studies show firearm injuries 
are extremely costly to the health-care system 
and disproportionately impact youth, minority, 
and uninsured populations [23]. Estimated annual 
costs for medical treatment of firearm injuries are 
as high as $2.8 billion with the majority of those 
costs absorbed by Medicare and Medicaid [23–
25]. Furthermore, patients who survive often face 
frequent readmissions, lifelong disability, medi-
cal expenses, and elevated risks of subsequent 
violent injury or death [26, 27].

It should be noted that most firearm violence 
is personal (an altercation between a small num-
ber of people, usually two), whereas mass shoot-
ings, though devastating and frequently 
publicized, are actually quite rare in the United 
States (accounting for significantly less than 1% 
of firearm homicide incidents) and are even more 
rare in other developed nations [9, 28].

 Firearm Access and Ownership

An estimated 270–350,000,000 firearms are in 
civilian hands in the United States [11, 29]. Of par-
ticular concern to clinicians may be that, accord-
ing to recent evidence, households with more risk 
factors for violence and suicide are more likely to 
own firearms [30]. Furthermore, 18 states cur-
rently allow some firearm purchases or transfers 
without background checks. Recent research sug-
gests that at least 22% are transferred privately in 
this manner [31], and another study approximates 
that 20% of firearms carried or owned by criminal 
offenders had been lawfully acquired [32]. Thus, 
the lack of universal background checks allows 
people – who may otherwise be stopped from pur-
chasing possessing firearms from a licensed dealer 
(i.e., history of involuntary admission, severe sub-
stance use, certain felonies, permanent restraining 
orders) – to purchase firearms [33]. Additionally, 
most states do not have a process to confirm 
removal or actively remove firearms from a newly 
prohibited owner [34].

Accidental injuries and risk from firearm stor-
age in homes with children can also be a signifi-
cant concern. In one study of homes with children 
and firearms, more than two-thirds of the chil-
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dren knew where the firearm was stored, and one- 
third had handled the firearm without the parents’ 
knowledge or permission [35]. In a laboratory 
study of children who had received firearm safety 
training, most located a hidden firearm in less 
than 15  minutes, and a third tried to fire the 
weapon; this was despite parents’ near- unanimous 
belief that their children would not engage in 
such conduct [36]. One recent survey of licensed 
firearm dealer practices identified that education 
about suicide and domestic violence risk was 
provided in less than 10% of transactions and 
trainings offered to firearm purchasers [37].

 Recognizing and Understanding 
Gun Culture

As with other culturally sensitive subjects (e.g., 
reproductive health, substance use, etc.), basic 
awareness of varying attitudes, behaviors, and 
beliefs surrounding gun ownership in the United 
States may help clinicians empathize and “meet 
the patient where they are.” Firearm ownership in 
contemporary America is often a cultural issue 
with distinct political, social, and religious differ-
ences between owners and nonowners that 
impacts ownership, use, and storage [26, 38]. 
Additionally, there is significant heterogeneity of 
beliefs among firearm owners themselves, includ-
ing about firearm policy [39]. The role of culture 
in driving these factors and legislative responses 
has been recognized for nearly 50 years and con-
tinues to play a major role in the public policy 
landscape [40]. It is important for clinicians to 
understand that there are distinct cultures and 
subcultures of firearm owners, and these can play 
a significant role in clinical interactions, such as 
how people perceive firearm risks and potential 
opportunities for counseling [41]. Similarly, rea-
sons for owning firearms vary significantly – with 
two-thirds indicating ownership is for protec-
tion  – while others indicate ownership is for 
hunting, sport shooting, collecting, or work [42]. 
A gun-naive clinician may not even realize cul-
tural differences at play in their interactions with 
a patient or family until they have inadvertently 
damaged their rapport.

The authors are not aware of any controlled 
study of firearm ownership among doctors. There 
is some evidence that firearm-owning physicians 
are less likely to support safety counseling [43]. 
Clinical training about firearm issues is often 
limited to a “checklist” approach to asking about 
access [44]. This puts physicians, especially 
those without the personal experience of owning 
firearms, using firearms, or growing up in a “gun 
household,” at a disadvantage in recognizing and 
working across the potential cultural divide. 
Specific continuing education and nonclinical 
exposure to firearms (e.g., going with a friend or 
colleague from hospital security to a firearm 
range) could be helpful means of addressing 
knowledge gaps.

Of concern, some groups recommend that 
firearm owners refuse to answer clinical ques-
tions about firearms, lie about ownership or stor-
age, or challenge physicians with implied threats 
of litigation [45]. Training on firearm safety pro-
vided by dealers can also be quite limited, and 
seldom is delivered to other household members; 
few salespeople offer guidance on safer storage 
practices, and only 15% of purchasers or trainees 
receive any material about suicide risk [46, 47]. 
Reassuringly, most patients and most firearm 
owners, including those in ED settings, are open 
to inquiries or counseling if they are approached 
in a deliberate, respectful way [48].

 Current Clinical Practices

Any time there is concern of suicide or violence 
risk, exploring access to lethal means, such as 
firearms, should be considered a prudent step 
[49, 50]. In fact, the Joint Commission recently 
advised screening for suicide risk in numerous 
settings (including emergency settings) with the 
included proviso that, for those at risk of suicide, 
access to firearms and other lethal means be 
assessed and removal or improved security be 
advised [51]. Additionally, the unfettered ability 
to screen and counsel about firearm access and 
storage has been identified as a major public 
health priority by a number of professional medi-
cal organizations [52]. That said, the nuances and 
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optimal clinical approaches – beyond the broad 
advisory to explore access to firearms and coun-
sel safe storage and removal – remains a matter 
of ongoing discussion, education, and research.

In the emergency setting, screening for fire-
arm access and counseling about firearm safety 
may be considered when direct clinical concerns 
for suicide, homicide, or aggression emerge in a 
patient, particularly one who may be discharged 
to the community. Other clinical situations may 
also alert the clinician to explore firearm access 
(Table  46.1). It is important to highlight that 
although firearm access is appropriate to explore 
in the context of mental illness and that active 
symptoms of mental illness can increase the risk 
of both suicide and violent behavior, mental ill-
ness is more strongly linked with suicide and 
accounts for only a small portion of violence in 
the community [7]. It should also be noted that in 
and of itself, firearm access is not a robust risk 
factor and may not be an ideal target for interven-
tion in the absence of pertinent risk factors.

 Initial Screening for Firearm Access

Because inquiries about firearm access can lead to 
resistance, clinicians need to approach question-
ing sensitively. Similar to asking about other sen-
sitive topics such as sexual behavior or substance 
use, phrasing matters [53]. First, timing is critical; 
broaching the topic before there is good clinical 
engagement can be off-putting. Embedding ques-
tions about firearm access into a list of other 
health survey type of questions may or may not be 
effective depending on the individual.

Optimally, look for an opportunity or an invi-
tation to ask. Statements by a patient or family 
like “What can I do to keep myself/my child/my 
spouse safe?” or “How do I get through this ill-
ness?” may provide a good opportunity. 
Clinicians can respond with something like 
“Well, one thing to consider is doing everything 
we reasonably can to prevent something impul-
sive happening; may I ask you if there are any 
guns at home?”

Asking permission to ask is often a helpful 
strategy to diffuse resistance and encourage 
engagement. It may help to use prefatory state-
ments as well. For example:

• “You initially came to our ED because you 
made some statements about wanting to kill 
yourself while you were drinking. Both of 
those issues raise some concerns about fire-
arms. May I ask you some questions about 
your guns?”

• “You have an illness that can sometimes cause 
problems with emotions, decisions, and your 
sense of hope. Whenever this occurs, I am 
concerned about suicide and aggression as a 
risk, no matter how unlikely. You are too 
important to take chances with. May we talk 
about your access to guns?”

Note that the use of a gentle assumption  – 
accepting the likely presence of firearms in the 
home – can be less stigmatizing than a question 
like “Are you a gun owner?” Additional sug-
gested phrasing for questions about firearm 
access are listed in Table  46.2. Note that it is 
often preferable to ask about the firearms in the 
home rather than firearms that are owned; many 
households have only one or two “gun owners” 
but many people in the household.

A useful mnemonic to guide initial screening 
for risks related to weapon access for people with 
an elevated risk for violence is AEIOU (see 
Table 46.3). It is a helpful way to explore general 
firearm access and for other weapons as well.

For people with more extensive experience or 
access to firearms, some additional questions 
may be helpful. Firearms are complex tools, and 
while some basic functionality can be attained by 

Table 46.1 Situations when firearm access may be 
explored in ED and PES settings

Suicidal or homicidal ideations, threats, or plans
Self-injury physical violence or related ideations, 
threats, or plans
Domestic or intimate partner violence
Substance use
Dementia and other progressive or acute cognitive 
issues
Anger issues
Any accidental injury in the home, especially 
involving children

J. S. Rozel et al.



469

almost anybody, the impact of their use in skilled 
and experienced hands can be substantially 
greater. Consider the PHASES mnemonic for 
people with advanced access or knowledge about 
firearms (see Table 46.4).

 Motivational Interviewing 
and Therapeutic Approaches 
to Encourage Safer Storage

Traditional approaches to counseling about fire-
arm removal may be less effective than hoped. In 
a 2-year study of depressed adolescents at high 
risk for suicide, most firearm-owning families 
either did not remove the firearm after counseling 
or returned the firearm to the home while the ado-

Table 46.2 General questions about firearms and 
weapons

How many guns are in your home?
How do you store guns in your home?
Why are guns important to you? What did you buy 
them for? Have those reasons changed over time?
How hard is it for you to get your hands on a gun (in 
your neighborhood/family/community)?
Do you have a gun or any other weapon with you 
now?
When you get in fights, what kind of weapons have 
you used? Were they “opportunistic weapons” (e.g., 
picking up a 2 × 4 lying on the ground) or 
something you carried for that purpose (e.g., a gun 
or knife)?
When there are fights at home, how often are guns 
brandished, used, or threatened with, implicitly or 
explicitly?
What weapons do you have access to? Which would 
you use in [this situation]?
I don’t know much about guns. Would you please 
describe it to me so I can have a better idea of what we 
are talking about?
How did you learn how to use that weapon? What do 
you do to practice with it?
Has the frequency with which you carry a weapon 
increased recently?
Are there weapons at home that you have moved 
recently (e.g., from the attic to the bedside table)?
Where do your parents keep their guns? How are they 
secured?

Table 46.3 AEIOU: A weapons use mnemonic

Domain What we are trying to learn
Access How difficult is it for the patient to 

obtain a firearm for impulsive or 
deliberate violence?

Experience How much experience do they 
have with handling firearms? 
Increased experience may increase 
risk of dangerous use or suicide. 
Tactical experience can certainly 
increase the magnitude and 
severity of any violent use.

Ideation and 
intent

How much thought, fantasy, or 
intent a person has about firearm 
use for violence can suggest 
fixation, a major risk factor for 
violence.

Operational plan Impulsive use is concerning; 
detailed and specific plans are also 
concerning.

Unconcerned 
with 
consequences 
and suicidality

Suicidality and homicidality have 
similar risk factors, and the 
presence of one can significantly 
increase the risk of the other.

Table 46.4 PHASES mnemonic for advanced firearm 
users and violence risk

Domain What we are trying to learn
Proximity 
change

Has the person made their firearms 
more readily accessible, i.e., moved 
them from a closet to their bedside 
table or their person? Are they 
carrying more frequently? Suggest 
increased perceived risk in the 
environment.

Hatefulness 
and hostility

Extremist/racist ideology or hate 
group affiliation may be associated 
with a lower threshold for violence. 
Hostile attributional style is a broad 
risk factor for ease of provocation 
into violence.

Acquisition 
despite 
exclusion

Obtaining a firearm despite being 
legally excluded and failing to 
relinquish firearms when required 
both demonstrate willingness to defy 
major laws about safe firearm use.

Substance use Substance use in general, and 
especially while handling firearms, is 
a major risk factor for violence and 
suicide because of impaired 
judgement and affect regulation.

Escalating 
purchases

Purchasing more firearms at a time 
with decreased frequency or with 
increasing caliber may suggest 
preparation to attack others. (N.B., 
large purchases of ammunition may 
simply reflect a typical response to 
bona fide market scarcity.)

Suicidality 
and 
hopelessness

Presence of suicidality and 
hopelessness can increase violence 
risk
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lescent was still at risk; one in six homes without 
a firearm acquired one during the period of the 
study [54]. In a study of adults involuntarily com-
mitted for suicidality or homicidality with access 
to a firearm who received extensive counseling 
and initially removed the firearms from the home, 
one-third of those reassessed within 2 years had 
reacquired access to firearms [55].

We highlight motivational interviewing 
(MI) as one helpful strategy in building alli-
ance and moving people toward positive 
change [56]. MI has traditionally been used to 
engage patients regarding substance abuse but 
has also shown promise in early studies look-
ing at means restriction in suicide prevention 
by counseling people at risk for suicide about 
the removal of dangerous implements includ-
ing firearms [57]. Our ultimate goals are con-
tinued engagement and safer storage. Similar 
to the language used in reproductive health, 
consider framing storage options as safer stor-
age, not safe storage, as any storage can poten-
tially be breached [58, 59].

Motivational interviewing uses four basic 
stages – engaging, focusing, evoking, and plan-
ning – to help patients move through the Stages 
of Change toward a successful modification of 
behavior. Engaging means creating a meaningful 
clinical alliance with patients and families so that 
we understand their reasons for coming to the ED 
and PES and our role in helping them with that 
issue. Focusing allows us to make that subtle 
transition to exploring their firearm ownership, 
current practices for handling and storage, and 
our reasons for concern. The next step is helping 
the patient or family recognize the importance for 
change and what risks may be entailed with con-
tinued unsafe access to firearms. Finally, plan-
ning is the process of getting the patient and 
family to commit to safer storage, develop spe-
cific plans, and optimally create a plan to follow 
up and confirm removal. If, during a conversa-
tion, the clinician notices increased resistance, it 
is likely prudent to return to the engagement 
stage.

Long-term change is difficult to achieve and 
intimidating to contemplate. Clinicians should 
consider appealing to acuity concerns; no matter 

how chronic the illness or behavior, there is a rea-
son that the patient is in the PES at this time. 
Note that many patients and families have had the 
firearm for many years (and, perhaps, never 
needed it for self-defense); that risk is stable. 
This is the acute phase of an illness that under-
mines rational decisions, hope, and impulse con-
trol. It is reasonable to make temporary changes 
in behavior to assure one’s well-being. If the 
removal of the firearm becomes a “new normal” 
or newly tolerated habit, that may not be the 
worst outcome.

Once a patient or family member is engaged 
and willing to consider options for safer storage, 
first explore what ideas they may have. If they 
are open to your input, consider offering solu-
tions as outlined in Table  46.5. Ultimately, 
removal is the safest intervention but may also 
be the option the person is most resistant to. To 
continue the safer sex metaphor, removal, like 
abstinence, may be highly effective but also less 
likely to be taken seriously or adhered to by the 
patient. Partial movement toward the goal of 
safety is preferable to frank refusal or false 
assurances of compliance. Of note, firearm theft 
from automobiles is quite common, and storage 
of firearms in vehicle should not be recom-
mended [60]. It is important to note that there are 
a lot of ways to hurt and kill people without fire-
arms. Clinicians must not assume that because 
there are no firearms, there is no risk. Do not for-
get to explore other types of weapon access, and 
do not lose sight of the fact that weapon access 
alone is not a meaningful risk factor or target for 
intervention in the absence of suicidality, aggres-
sion, or other risk factors.

Table 46.5 “May I offer some suggestions?”

Safer: Secure 
the firearm 
more safely in 
the home

Somewhere else: 
Store the firearm 
at another safe 
location

Sold: Sell, 
exchange, or 
transfer the 
firearm legally

Mechanical and 
“smart” trigger 
and chamber 
locks
Gun safes
Separated from 
ammunition

At work (if 
permitted by 
employer)
Rental storage 
locker
With a safe 
friend or relative

Licensed 
firearm dealers
Community 
buyback 
programs
Pawnshops
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 Documentation

In the event of adverse outcomes, a well-crafted 
medical record accurately reflecting clinical 
events and clinician decision-making is impor-
tant. At the same time, the pace and volume of 
many ED and PES settings make extensively 
detailed documentation challenging. Ideally, 
documentation should clearly reflect patient or 
family responses to inquiries about firearm 
access, what role access plays in clinical decision- 
making (if any), what guidance (if any) was given 
to the patient or family, and how they appeared to 
receive such information.

Examples
We talked to Mr. and Mrs. Smith about Mr. Smith’s 
depression and the fact that firearms access 
increases his risk of completed suicide. We recom-
mended removal of firearms to a safe location. Mr. 
Smith reported that hunting with his brother is 
one of the few things that still gives him pleasure. 
He agreed to have his brother take possession of 
his rifle for now and continues to assess this issue 
with his therapist and intensive outpatient team. 
Though he does not currently meet criteria for 
involuntary commitment and is not actively sui-
cidal, we remain concerned for his safety and 
encouraged him to find other outlets while he gets 
treatment for this acute depressive episode.

Miss Jones presented with symptoms of PTSD 
and passive death wish. She keeps a handgun for 
personal protection. Though she has a chronically 
elevated risk of suicide due to traumatic past, 
ongoing suicidal ideation, and past attempts, she 
does not currently meet criteria for involuntary 
commitment and declined voluntary admission. 
She declines our recommendation to remove the 
gun from her home. We have talked to her mother, 
who has no immediate safety concerns. We pro-
vided both the patient and her mother with our 
recommendation and the rationale, as well as 
alternatives for safer storage, such as mother 
keeping the gun locked in a combination safe in 
her room. These were also declined. We referred 
the patient for partial hospitalization program-
ming and advised the treatment team in that clinic 
of the situation and recommendations.

In the event of involuntary commitment of a 
person who owns firearms, clinicians should con-
sider how and when to inform patients and family 
members about potential restrictions on firearm 
access. And, of course, the clinicians should 
assure that they themselves have a reasonable 
understanding of such restrictions and rules. It 
may be appropriate for such a dialogue to be han-
dled by an inpatient team or even by law enforce-
ment involved in the commitment process 
depending on the context.

Use of prepared and vetted educational infor-
mation for patients and families about firearm 
safety may be considered. The information may 
be better received if it targets specific high-risk 
situations or groups such as homes with children, 
acute psychiatric illness, or cognitive decline and 
dementia. Information that is provided to all ED 
patients – such as standard language in discharge 
instructions – may diminish any sense of stigma-
tization or being singled out. It also runs the risk 
of being information that is easily disregarded if 
it is embedded in long and detailed handouts.

 Conclusion

Firearms are ubiquitous, are legally protected, 
and contribute to substantial morbidity, mortality, 
and health-care costs. Various ED and PES pre-
sentations  – including aggression and suicidal-
ity  – can raise concerns about a patient’s gun 
access. Being able to navigate potential cultural 
barriers surrounding guns can help clinicians 
engage in constructive dialogues about strategies 
and safer storage with patients and their families. 
With appropriate therapeutic approaches, clini-
cians may be able to help mitigate risk of firearm- 
related injuries and death.
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Disposition Decisions 
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to the Emergency Setting
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 Introduction

Approximately one in four adults have a psychiat-
ric disease, and annually, 5.3 million patients pres-
ent to the emergency department (ED) with a 
psychiatric-related chief complaint [1]. It has been 
estimated that 50 inpatient psychiatric beds are 
needed per 100,000 people. Currently, some states 
have only 10 psychiatric beds per 100,000 people 
[2]. This demonstrates that less funding is being 
invested in inpatient psychiatric facilities and that 
there is a transition to more outpatient manage-
ment [2]. Many of these patients present to EDs 
for evaluation and treatment and end up boarding 
in the ED waiting for an available psychiatric bed.

The emergency department is referred to as 
the gateway to the hospital. The public relies 
upon the ED to manage new acute medical prob-
lems or manage an exacerbation of their underly-
ing chronic medical ailment. Many times, these 
patients, some with chronic mental illness, can-
not be treated as an outpatient and, after evalua-
tion in the ED, are deemed unsafe to be discharged 
home and must be admitted. Without objective 

admission measurements, such as a HEART (his-
tory, EKG, age, risk factors, troponin) score for 
major adverse cardiac events and CURB-65 
(confusion, BUN, respiratory rate, blood pres-
sure) for community-acquired pneumonia, deter-
mining which of these patients require admission 
can be a daunting task. The aim of this chapter is 
to review areas for improvement in patient evalu-
ation and disposition of psychiatric complaints.

 Psychosocial Factors Incorporated 
into Disposition Selection

Multiple factors need to be considered when mak-
ing the decision to admit a psychiatric patient. In 
a general sense, the need for admission is based 
on danger to self, danger to others, or inability to 
care for one’s self. However, the admission deci-
sion is not always an easy one because of illness 
severity, extenuating circumstances, and difficulty 
in assessment. These decisions may differ on the 
training and experience of the evaluator, time of 
evaluation in the disease process, and ability to 
obtain collateral information.

The symptoms and circumstances surround-
ing a psychiatric illness typically affect the 
admission decision [3]. Psychosocial factors 
should be collected to determine if the person has 
a safe place to go after discharge, if they are able 
to afford medication, if they can make it to 
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appointments, and if their living situation is con-
tributing to their psychiatric condition. Finally, 
there should be a discussion with the patient and 
any significant others to determine disposition 
priorities. Although limited, studies have shown a 
correlation between patient preference for admis-
sion or discharge and actual disposition [4]. 
Collateral input can be very useful, especially if 
the patient is unable to answer appropriately. 
Through this collateral information, the emer-
gency provider can gain a sense of what the 
patient is like outside of the hospital and collect 
details on events leading up to the patient’s emer-
gency presentation. Through discussion with the 
patient and family, a better relationship can be 
formed with the care provider. This may allow 
for open communication concerning care needs 
and what outcomes can be expected.

 Admission Decisions

Admission decisions can be made by a number of 
mental health professionals including social 
workers, psychiatrists, psychologists, outsourced 
services, and others. These may be performed in 
person, telephonically, or using telemedicine. 
Despite whoever is doing this evaluation, the 
emergency provider is ultimately responsible for 
the patient’s disposition.

Availability of a psychiatrist or other psychiat-
ric professional can be a limiting factor affecting 
disposition time. On average, psychiatric patients 
wait 10 hours until being evaluated by a psychiat-
ric professional [1]. Longer ED boarding time is 
associated with an escalation of symptoms and 
poorer outcome [2]. With such limited inpatient 
psychiatric facilities, if the emergency physician 
can make appropriate diagnosis and disposition, it 
would improve bed availability for other psychiat-
ric patients presenting to the ED. This would also 
have a good financial impact on the patient and 
hospital by avoiding unnecessary admissions.

Disposition times could be improved if emer-
gency physicians accurately recognized psychiat-
ric issues warranting admission. Studies have 
looked into disposition selection between psychia-
trists and emergency providers. When looking at 
psychiatric patients in the ED, the emergency pro-

vider’s decision to admit psychiatric patients had a 
positive predictive value (PPV) of 87.3% and neg-
ative predictive value (NPV) of 66.7% compared 
to psychiatrists. Suicidal patients comprise a large 
proportion of these patients and the decision to 
admit had a PPV of 90% and NPV of 69.6% [1]. 
Emergency providers can identify patients requir-
ing admission but do not do well with selecting 
which patients are safe to be discharged home.

 Suicidal Patients

In 2007, 650,000 patients presented to the ED 
with suicidal thoughts as a chief complaint. It is 
listed as a top ten cause of death among all age 
groups [5]. Emergency providers are placed in a 
unique situation because the ED visit may be that 
the first-time patients with suicidal ideation are 
gaining access to psychiatric help. It is also 
important to note that not all depressed patients 
are suicidal and not all suicidal patients have 
depression. There are many tools to screen for 
suicidality, but these tools do not determine sui-
cide risk. Although these tools evaluate degree of 
suicidal ideation, they do not accurately predict if 
a patient will attempt suicide and are not reliable 
in selecting disposition [5]. Although the 
Columbia Suicide Severity Rating Scale comes 
closest to a reliable risk assessment tool, it lacks 
reliability. Challenges in risk stratifying these 
patients clearly exist within emergency medicine 
as a specialty but also within psychiatry. A pro-
spective study was performed to see which 
patients committed suicide following discharge 
from a psychiatric facility. The study showed that 
the psychiatrist did not foresee 44% of the com-
pleted suicides [6]. Since there are no reliable 
scoring systems, emergency providers must rely 
on patient history, static and dynamic risk factors, 
as well as protective factors in the determination. 
Patients are placed into low-, moderate-, and 
high-risk categories. The high-risk patients 
require obvious admission, and the low-risk cat-
egory usually can be managed as an outpatient. 
Those in the moderate-risk category need further 
evaluation by a psychiatrist. High-risk factors 
include age, prior attempts, psychiatric illness, 
substance use disorder, sex, method that would 
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be used, and sudden interest in death (books, 
movies, and websites). Protective factors include 
family and social support, ongoing relationship 
with mental health providers, and spirituality. If a 
patient is discharged home, then the emergency 
provider must document clearly in the medical 
record their assessment and thought process for 
patient discharge.

In the past, many EDs made “safety contracts” 
having the patient agree that they would call 911 
or return to the ED immediately if the suicidal 
ideations persisted or if the patient was planning 
on committing suicide. These contracts have 
been shown to not work and have even been used 
against the physician in lawsuits [6].

 Schizophrenic Patients

Schizophrenia is a spectrum disorder where 
symptoms may range from minor interference 
with functions to those that have difficulty taking 
care of their daily needs. In general, if the patient 
has no insight to their medical condition, is a dan-
ger to self or others, is grossly debilitated by their 
disease, and lacks essential social support or if 
this is their first psychotic episode, then admis-
sion is warranted to a psychiatric service [7, 8].

Patients presenting with worsening of under-
lying psychosis typically cannot be discharged 
especially if they lack insight and judgment. For 
insight, it is important to determine whether the 
patient (1) is aware of their psychiatric condition, 
(2) understands treatment options, and (3) is able 
to recognize manifestations of their disease (e.g., 
hallucinations). Judgment is best assessed with 
problem-solving scenarios such as asking what 
the person would do if they saw smoke coming 
from a building or what they would do if they 
found a stamped envelope [9]. Patients with poor 
insight and judgment will more likely need 
admission.

 Bipolar Patients

Patients with bipolar illness need a complete men-
tal status exam to determine their current func-
tional abilities whether they are manic or 

depressed. The evaluation of insight and judg-
ment as well as psychosis is especially important 
with these patients. Information from collateral 
resources is helpful in determining functional sta-
tus and risky behaviors. Patients who have diffi-
culty functioning and are suicidal or demonstrate 
dangerous behaviors usually need admission.

 Decision-Making Tools

To date, there have been very limited studies to 
elucidate methods to risk stratify and select dis-
position. The severity of psychiatric illness (SPI) 
rating scale and the crisis triage rating scale 
(CTRS) provide some decision support.

The SPI score uses three features—suicide 
potential, harm to others, and severity of symp-
toms. Each feature is based on a 0–3 scale on 
symptom’s severity and then plugged into two 
separate formulas to determine admission proba-
bility from 0 to 100. Any patient with an admis-
sion probability less than 80% could potentially 
be discharged [3, 10]. The SPI correctly deter-
mined disposition 73% of the time, which equates 
to a significant amount of inappropriate dis-
charges and admissions. The moderate correla-
tion with admission and cumbersome calculation 
makes this a challenging modality to use in the 
ED. A useful feature of the tool is a graded scale 
used to help determine high- and low-risk fea-
tures of suicide potential.

Bengelsdorf and colleagues proposed the 
CTRS in 1984. It is a rating scale based off of 
three features: dangerousness to self/others, sup-
port system, and ability to cooperate. These three 
features are graded on a 1–5 score based on 
severity of symptoms and then added to deter-
mine a final score from 3 to 15. The initial pro-
spective study showed scores 3–8 were found to 
have a high correlation with patients that required 
admission. Higher scores 10–15 were more likely 
to be discharged. Scores of 9 were intermediate, 
and the study showed about a 50/50 chance of 
being admitted [11]. Although a quick modality 
to determine inpatient vs. outpatient manage-
ment, validation studies showed a moderately 
strong correlation rate with actual admission 
decision.
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Based on these scales, a decision tool was 
developed to assist in the determination of 
whether patients need admission, discharge, or 
observation (Table  47.1). Further research and 
development of tools to determine the utility of 
an admission protocol is needed.

The CTRS using a cutoff score of 8 (<8 is 
admitted, 9 or greater in discharged) had a cor-
relation of 62.2% with actual disposition deci-
sion [12]. With moderately strong correlation, 
this too leads to inappropriate admissions and 
discharges. Although not validated, Turner 
et al. found that a CTRS cutoff score of 9 had a 
correlation of 75.2%, and a cutoff score of 10 
had correlation of 81.2% with actual disposi-
tion. This might be more easily utilized than the 
SPI in the ED based on quick addition of scores. 
If used, a higher cutoff score of 9 or 10 should 
be used.

 Alternatives to Admission

Management and access to psychiatric care is 
not consistent across communities. It is impor-
tant to know what is available in the commu-
nity. Alternatives to ED admission include 
discussion with the patient’s psychiatrist to be 
evaluated in clinic, crisis hotlines, observation 
units, day hospitals, and crisis housing. Studies 
have shown no difference in clinical outcome 
between inpatient hospital admissions vs. 
respite care and day hospitals [13–15]. There 
are advantages to outpatient care. These bene-
fits may include the patient being managed in a 
more homelike setting where they are able to 
participate in ADLs to the extent of their func-

tionality, a comfortable living situation, and 
less formality.

Patients across the whole spectrum of psycho-
sis, mood disorders, and personality disorders 
can all be managed in these settings. Emergency 
providers are often not aware of these additional 
resources and should seek to find what alterna-
tives our communities offer. Table 47.2 describes 
alternatives to inpatient management.

Table 47.2 Descriptions of outpatient facilities to man-
age psychiatric emergencies

Alternative 
to admission
Day hospital Facilities open during daytime hours, 

generally 9 AM–5 PM, that allow the 
patient to come for treatment and then 
go home or to a crisis center until they 
return to next day Offers 
psychotherapy, medication 
management, and counseling to 
improve interpersonal relationships and 
how best to manage emotional 
disturbances

Psychiatric 
urgent care

Similar to other medical urgent cares 
but specific for psychiatric 
emergencies. Allows for immediate 
counseling, medications, and other 
interventions for acute psychiatric 
emergencies. Referral for psychiatric 
follow-up is also given

Respite care Housing unit that allows for small 
group of psychiatric patients to live in a 
home setting while receiving 
counseling and treatment. Case 
managers available to help with social 
issues outside of the facility to prevent 
decline of psychiatric condition. 
Length of stay can vary from days to 
weeks

Mobile 
crisis unit

Clinicians that respond to home, jail, 
hospital, etc. to perform evaluation of 
patient and offer counseling

Table 47.1 Admission determination

Severity Description Suicidal Disposition
Need for 
hospitalization

Stable Functional, works None Outpatient No
Low level Medical or psych 

stressor
Low Outpatient OBS

Moderate Decompensation, 
agitated

Moderate Psych consultation OBS or inpatient

Severe Severe 
decompensation

High Inpatient care Yes

S. W. Flynn and L. S. Zun
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 Prior to Discharge

If the decision is made to discharge home, then 
medication adjustments and psychiatric follow-
 up should be determined. In general, it is best to 
communicate with their prescribing provider 
before any psychiatric medications are adjusted 
and to ensure that the patient has scheduled fol-
low- up. Discharged patients should go home 
with a reliable family member or friend. It must 
also be clearly communicated to the patient and 
their family and friend, if appropriate, what med-
ication changes have been made as well as when 
and where their follow-up appointments will be. 
They should also be given crisis resources such 
as the phone number for the National Suicide 
Prevention Hotline, local crisis support services 
and hotline, and possibly peer support groups.

Discharged suicidal patients require a safety 
plan. The Suicide Prevention Resource Center 
has developed a tool kit which includes a model 
safety plan. These safety plans/tool kits involve 
good follow-up, discussion with providers, phone 
calls to check in, and involvement of friends and 
family [16]. The phone number to the National 
Suicide Prevention Hotline should be part of the 
safety plan and discharge instructions.

 Conclusion

Psychiatric disposition determination is a chal-
lenge to emergency and psychiatric physicians. 
To date, there are no reliable ways to score patient 
presentations to determine admission or dis-
charge. Input from the patient and family is an 
invaluable resource to help guide disposition 
selection. SPI and CTRS need to be tested in the 
emergency department to determine its utility in 
the setting. More research is needed to create a 
quick scoring system that may be used to deter-
mine the need for hospitalization.
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