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“All clinicians in emergency departments (EDs) espouse to provide care for the whole person, yet those individuals with psy-
chiatric and mental health conditions in EDs all too often find timely and competent care woefully lacking.

Similar to the recent trends of integrating mental health services into primary care, this book provides expertise and
practical guidance for ED physicians and nurses to increase competencies for diagnosing and treating common mental health
conditions.

This innovative model of care in EDs proactively and reliably addresses the majority of patients’ psychiatric and mental
health needs, and reserves psychiatric consultation services and transfers to psychiatric treatment facilities for those patients
who cannot be adequately treated by ED clinicians.”

Patricia Rutherford, RN, MS
Vice President, Institute for Healthcare Improvement (IHI)

“The authors not only have a deep understanding of emergency psychiatry but also of operational improvement. The mix
makes this book a needed reference for anyone focused on a patient centered approach for this vulnerable population.”

Kevin Nolan, Statistician, Improvement Advisor, and Senior Fellow
Institute for Healthcare Improvement (IHI)

“The authors have organized and written a timely and necessary book on the care of the acute psychiatric patient in the
emergency department.

Over 2 million people a year seek care for behavioral healthcare problems in hospital EDs at a cost of over $4 billion.

Behavioral health patients seeking care in the emergency department have the same hopes, needs, and fears as the rest of
the patients who present to our EDs for evaluation and treatment.

The ED is often an intense and stressful work environment where staff must perform rapid assessments and make swift
treatment decisions.

ED staff and team members, dedicated, focused, and highly trained, too often feel overwhelmed, burdened, and at times
even threatened by the need to provide care for behavioral health patients.

There is a great deal of variation in ED expertise, training, and resource allocation for emergency mental health problems,
which can lead to suboptimal care and negative patient and staff experiences.

The management of acute behavioral emergencies and crisis intervention are simply and clearly described in this book.
The tactics, tools, and techniques outlined here can elevate our approach to emergency department psychiatry and allow our
emergency medicine colleagues to rise above our current challenges and frustrations.

Balan et al. apply approaches, lessons, and insights from both evidence-based medicine and Lean service operations to
behavioral health patients, defining best practices and demonstrating the benefits and positive impact on patient care, flow,
and safety.

Big Book of Emergency Department Psychiatry is a practical playbook for the challenges at hand. The authors explain simply
and clearly how to get it done.
Kirk Jensen, MD, MBA, FACEP
Chief Innovation Officer, EmCare, Inc.
Chief Medical Officer, BestPractices, Inc.
Studer Faculty Member and National Speaker
Institute for Healthcare Improvement (IHI) Faculty Member

“The management of psychiatric patients seeking care in the emergency department is one of the most complex and
important issues in modern emergency medicine. The patients are frequently disenfranchised and do not receive high-quality
or timely medical care. As a result, these patients impose a tremendous impact on ED resources and flow.

This book provides comprehensive insights into psychiatric care in the ED and operational improvement using Lean
healthcare concepts. It will help you and your leadership team create a patient-centric culture where a community of scientists
continuously improve value for psychiatric patients, hospital, and society.”

Jody Crane, MD, MBA

Principal, X32 Healthcare

Author of The Definitive Guide to Emergency Department Operational
Improvement: Employing Lean Principles with Current ED Best Practices
to Create the “No Wait” Department




“Innovative, informative, and inspiring book, with captivating stories that display the ins and outs of psychiatric emergency
services. A must-read, especially the chapters on correctional emergency psychiatry and the concept of Lean in healthcare.”

Mardoche Sidor, MD
Assistant Professor of Psychiatry, Columbia University
Medical Director, The Center for Alternative Sentencing and Employment Services (CASES)

“Big Book of Emergency Department Psychiatry is big as it should be; it is the most comprehensive text on emergency psy-
chiatry in print. Not only does it guide one to the diagnosis and management of emergency room patients, but it also addresses
operational issues in various settings. The emergency room is a team effort, and Big Book of Emergency Department Psychiatry
includes the perspectives of its members: psychiatrist, nurse, social worker, and non-psychiatric emergency doctor.

Make room for it on your bookshelf.”

David W Preven, MD

Clinical Professor

Department of Psychiatry and Human Behavior
Albert Einstein College of Medicine

“Complete, accurate, and especially timely. A must-read for any emergency department leader engaged in improving care
for this vulnerable population.”
Seth Thomas, MD, FACEP
Director of Quality & Performance
CEP America

“Big Book of Emergency Department Psychiatry is empathically written and valuable to anyone that has ever experienced or
cared for someone dealing with a psychiatric emergency. It has a dose of rigor, evidence, and science, it conveys the personal
experience of some of our peers, and it keeps you wanting to read more. It is a tremendous compendium of the state of knowl-
edge of the specialty and art of emergency psychiatry.

Very soon, this book will become the must-read for this specialty for trainees and experienced mental health professionals
alike. I congratulate the authors on an excellent, disciplined, rigorous work that retains the human perspective while educat-
ing the reader.”

Carlos Rueda MD, MBA

Chairman, Department of Psychiatry
St. Joseph’s Healthcare System
Trinitas Regional Medical Center
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Preface

If you are reading this, you understand the importance of the specialty of caring for patients with
psychiatric needs in an emergency setting.

Our clinical experience and mounting evidence of increasing demand suggest that the need for
specialized care of patients in emergency departments across the United States is critical.

We decided to write this book to delineate operational strategies, discuss treatment care
modalities and methodologies, and share experiential stories of those of us caring for our fellow
humans every day. In doing so, we strive to dissipate the stigma of caring for patients with emer-
gency psychiatric needs, and to improve the overall quality of patient care.

This book was written for trainees, clinicians, hospital administrators, and, most importantly,
our patients and their families and advocates. The content of the book is designed to complement
other published, regimented treatment protocols, by ensuring that the human element is retained.

The field of emergency psychiatry is on the cusp of a renaissance. With legislation, such as the
Mental Health Parity Act, the subsequent Addiction Equity Act, and more recently the Affordable
Care Act, patients are increasingly aware of the availability of treatment options, and have deserv-
edly demanded a fair and similar level of standard of care for their mental health needs.

Now, more than ever, we need to advocate for our patients. There is a need to create high qual-
ity, compassionate, low-cost healthcare for patients with behavioral health needs. In the uncer-
tainty of today’s political climate, mental health providers need to be prepared to provide support
to the patients that they are currently caring for and initiate a safe transition to alternative mental
healthcare options if needed.

Hopefully, most clinicians will be able to act within high moral and ethical boundaries and
consider pro bono work for their most needy patients. The authors of this book recommend that
readers reach out to their local government officials and communicate the need to ensure that our
patients’ mental health needs will continue to be met now and in the years to come.

With the increase in patient care demand, and the numerous opportunities for improvement in
daily emergency department operations, it is imperative that a sophisticated and humane approach
is adopted for the care of patients with behavioral health needs. There is no other viable choice but
to go in this direction. The other option, ignoring this renaissance in the field of emergency psy-
chiatry, would result in worsening stigmatization, marginalization, avoidance, poor patient care,
patient and staff injuries, burnout, and increased costs for hospital budgets and patients.

Annually, over 2 million people seek emergency psychiatric care in U.S. hospital emergency
departments, at a cost of over $4 billion. This equates to between 6% and 12% of all U.S. emer-
gency department visits being related to psychiatric complaints. It is reflected in an average length
of stay in the emergency department for patients with psychiatric needs that is double that of
other patients. This in turn exacerbates emergency department overcrowding, which is a separate
national issue with many repercussions.
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Emergency department staff often feel burdened by patients with psychiatric needs—for no
other reason than the variation in emergency department expertise and training in mental health.
The anxiety of feeling underprepared as a clinician, coupled with decreased external resources for
patients on disposition, can lead to inadequate care and negative patient and staff experiences.

Following this seemingly dismal patient journey often leads to inpatient hospitalization sub-
sequent to the emergency department visit. According to Agency for Healthcare Research and
Quality (n.d.) analyses, one out of every five U.S. hospitalizations involves a mental health condi-
tion, either as a primary or secondary diagnosis. An American College of Emergency Physicians
(2009) survey conducted in 2008 of 328 emergency room medical directors found that 79% of
survey respondents believed psychiatric patients were “boarded” in their emergency department,
with a third of patients boarded for 6 hours or more. Moreover, 62% of respondents indicated that
these patients received no psychiatric services while they were being boarded.

Patients are presenting to emergency departments with a plethora of psychiatric complaints and
diagnoses. Over the past decade, this epidemic has led to a significant increase in patients utilizing
the emergency department for quick access to treatment of psychiatric issues ranging from depres-
sion to acute psychosis. According to the Centers for Disease Control and Prevention (2009-2010),
in 2009 and 2010, 24.2% of emergency department patients sought treatment for anxiety and
mood disorders. In 2009 and 2010, patients sought treatment for acute psychotic episodes in U.S.
emergency departments at a rate of 17.3%. Patients with substance use issues or comorbid sub-
stance use and mental disorders also add to the ever-expanding emergency department census;
these patients presented to emergency departments in 2009 and 2010 at a rate of 27.7%.

Given this national increase in psychiatric complaints presenting to emergency departments,
and the apparent lack of a current standardized treatment protocol in emergency psychiatric care,
a solid foundation is needed for practitioners tasked with building a treatment protocol within
their own emergency department. Many of the building tasks that an emergency department
administrator needs to consider in the development of an effective treatment protocol include
multiple factors. An effective treatment protocol may include considerations, such as patient flow
and staffing models that draw from current Lean and queuing methodology and theory. Building
and maintaining staff—patient rapport is especially important in working with psychiatric patients
that may have extended boarding times in the emergency department. The standardization of pro-
tocols for medication management, taking into account both medical and psychiatric medications
as well as proper medical clearance and methods to keep medical clearance costs down, is also
important. Lastly, proper diagnostic criteria for diagnosing psychiatric disorders, ethical issues,
and risk assessment are also key elements of the emergency department protocols. All these topics
are discussed in this book in a patient-centric manner and with explanations of how stakeholders
in the community and hospital systems benefit from this discussion.

Patient flow through an emergency department is always at the forefront of management’s
daily operational tasks. With the addition of a psychiatric patient population to the emergency
department daily census, metrics like boarding times and average length of stay can be signifi-
cantly impacted. It is here where the importance of utilizing Lean and queuing theories and meth-
ods in the ED setting becomes a key to minimizing increases in these vital metrics. Factors such as
wait times in the emergency department lobby, triaging psychiatric patients, rooming them, and
ultimately discharging them from the emergency department all come into play in the game of
patient flow. The ultimate goal of using Lean and queuing methodologies in the ED is to reduce
overall length of stay, thereby decreasing operating expenses and potentially increasing revenue.

Patient flow has a positive or negative impact on overall length of stay in the emergency
department setting, but length of stay can also be affected by early and proper treatment with



Preface m xi

medications. Many of the acute psychiatric complaints that present to the emergency depart-
ment can be quickly addressed by the administration of psychiatric medication, especially in cases
where the patient presents with acute psychosis or agitation. Medications used to treat comorbid
chronic medical conditions that the psychiatric patient presents with must also be properly rec-
onciled and prescribed by the treating physician. The goal is to avoid possible exacerbation of the
comorbid medical condition and in turn exacerbation of the psychiatric condition that the patient
is presenting with.

Length of stay in the emergency department can be significantly reduced when a solid discharge
plan has been developed with the help of the patient. Once the psychiatric patient is admitted to
the emergency department, discharge planning must start. Discharge planning is a multifaceted
endeavor that includes multiple staff and support persons directly and indirectly involved in the
patient’s care. Any discharge plan that is developed must be viable in order to reduce the chances
that the patient ends up returning to the emergency department shortly after discharge.

Emergency department staff may find it difficult to interact and engage with some patients
that present with psychiatric complaints. The importance of effective rapport-building with this
population cannot be stressed enough. It is vital that any emergency department develops and
implements effective patient rapport-building education and training for all staff, with an empha-
sis on interactions with patients presenting with psychiatric illness. A strong rapport with the
patient can go a long way in terms of reducing potential job stress for the direct care staff and the
frustration levels in the patient, which can lead to a reduction in potential violent episodes and
hence staff injuries occurring in the emergency department setting.

What is it like, from the perspective of staff working in the emergency department setting, to
interact with and treat individuals with psychiatric disorders? What do they experience on a daily
basis? What do they feel and think about? What are the motivators and rewarding experiences
that drive emergency department staff to work with this patient population? From the emergency
department physician to the emergency department psychiatric social worker, we include chapters
in this book that address the differing and similar perspectives of various emergency department
staff working with psychiatric patients.

The topics discussed previously are just a taste of what the following chapters in this Big Book
of Emergency Department Psychiatry cover. We believe that the focus on Lean processes, queuing
theory, metrics, and discharge planning as well as the various emergency department staff perspec-
tives on working with the psychiatric patient presented herein set this book apart from others in
the field.

As this book is written for patients, advocates, clinicians, physicians, and hospital adminis-
trators, the tone in this varies according to the applicable audience for each chapter. The authors
deliberately shift the focus of the audience to enhance a sense of empathic awareness of other audi-
ence members’ experiences.

The authors of this book are here to make clear that the subspecialty of emergency psychiatric
care has the same basic objectives and stages of care as the rest of medicine: establish a therapeutic
relationship with the patient, treat for recovery, and ensure the maintenance of wellness.

This renaissance in the field of emergency psychiatry begins with a cultural paradigm shift. We
are proud when we see the fruits of our labor and the change we bring to patients and their fami-
lies, and we know that the contents of this book coupled with the cultural shift in care delivery
will lead to sustainable success!

Yener Balan
Karen Murrell
Christopher Lentz
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1.1 Introduction: The Psychiatric Emergency Room

The ideas in this chapter are my own experiences and opinions on different topics within the arena
of emergency psychiatry.

My first experience working in an emergency department (ED) in America was a claustropho-
bic one. The ED that I first worked in by New York City standards was small, and therefore by
every other standard was tiny.

The psychiatric ED was simply a small room filled with nurses, psychiatry residents, medical
students, psychiatric technicians, and a few attending psychiatrists. The space was so small that we
only had one square yard to walk around in.

w
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In the middle of this small room was an ominous and intimidating secretary who yelled at
anyone who asked her for something. Calling her “scary” would be an understatement.

Over time, as I became used to the smallness of the psychiatric ED, psychologically it felt
larger. There appeared to be more room to move around than I initially thought, and I was not
afraid to respond when the phone was ringing. Ultimately, even the scary secretary became less
terrifying and we became a functional team that worked well together.

Before I knew it, my first year of psychiatry residency training had come to an end.

Years passed, and toward the middle of my third year of residency, I was asked to be the chief
of the psychiatric ED. At that hospital, it was called the psychiatric observation suite (POS). I
accepted the offer of that position, mostly because no one had offered me any other position. I
also happened to look up to the director of the ED, as he is one of the best ED psychiatrists I have

ever known.

1.2 My Past Shaped My Practice

In order for you to get to know me as a person and a physician, I would like to tell you a little about
my background. I am from the former Yugoslavia, now called Croatia. I graduated in Zagreb in
1995 and worked in a village near the city of Osijek. I got married and had a son. Later, I found
myself torn between two sides in a four-year war. During this war, I was able to grow as a person
and as a physician through my experience working as the chief of an ED at a medium-sized medi-
cal center. Given my experience working in this ED in Croatia during a time of war, I thought I
had seen it all, until I moved to the United States.

As many of my fellow immigrants had done while studying for foreign medical equivalency
exams, | also worked in a variety of odd jobs to support my family, while preparing for my exams.

I had the good fortune to be accepted into a psychiatry residency program at one of the best
hospitals in New York City. This changed the course of my life, and was also beneficial for my
family. We felt that we finally had our lives back in control, having had close to a decade stolen
from us because of the war.

My prior experiences in the war led me to believe that I could handle any challenge and
work in any ED in a large city. However, I then had to adjust to working in a new coun-
try, with new laws, and different societal problems for which the patients I treated came
into the ED.

During this time, I was pleased to find that most of the people on the treatment team in the
ED were intelligent and personable.

1.3 Variety of ED Settings and Staff

There are different types of settings in EDs for the care of behavioral health emergencies. One such
type is the Comprehensive Psychiatric Emergency Program (CPEP), which is an independent unit
with a short-term stay for patients. Another setting is a subsection of a general ED, where patients
with psychiatric emergencies are seen by the consulting psychiatry team. The POS where I trained,
and have worked for many years, is similar to the latter example.

One is required to interact with a variety of different professionals when working in an ED.
These can include secretaries, nurses, technicians, security staff, medical students, residents, and
other attending physicians.
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Within the greater department of psychiatry, one is additionally required to interact with
therapists, social workers, managers, directors, executive directors, vice chairs, and chairs.

Managing and navigating these personalities and politics can be exhausting, even before you
see your first patient! I do, however, love my job, which allows me to overcome the daily political
storms of the ED.

1.4 How to Keep a Positive Perspective and Have Fun at Work

One of the first steps in creating a more enjoyable working environment in an ED involves tak-
ing the time to meet and get to know the other employees with whom you will be working. It
is important to focus on what their roles are, as sometimes there may be confusion as to who is
responsible for what.

Try to communicate with every single person involved in the teamwork process of patient care.
This results in improved relationships and patient outcomes and increased camaraderie, even for
people who aren’t native English speakers, like myself.

After a certain amount of time, staff will become familiar with and recognize you and your
style, and you will cease being viewed as a “foreign body” in the ED. That is the point where you
then become part of the ED family and the ED becomes an enjoyable and rewarding place to
work.

As you become part of the ED family, your colleagues begin to trust your clinical advice,
consultation recommendations, and curbside chat sessions. They entrust you as the consulting
psychiatrist with their patients. Even though your new colleagues may trust your judgment in
curbside conversations, it is important that you always take the time to see and assess each and
every patient.

When you are working in an environment where you feel like family, and where you are
accepted by everyone around you, your morale improves. When you walk into the ED at the
beginning of your shift and “everyone knows your name,” you feel good, and that in turn reflects
on your patient care, their outcomes, and their satisfaction as well.

As you establish your political grounds and relationships in the ED, continue to spend energy
on your psychiatry department colleagues as well. I have been fortunate to work with the same
social worker since I was a resident. In that regard, I have not needed to establish a new relation-
ship with a psychiatric social worker, since we have been working together for so long.

In the event that you do not know the psychiatry therapist or social worker in the ED, make
the extra effort to get to know them, because they will be your closest ally and partner in the
psychiatric ED.

Building these strong relationships will also foster a high level of trust between you and your
direct colleagues. That is the explicit message I want to convey. Achieve positive, trust-filled rela-
tionships wherever you work. When it comes to building rapport with senior leadership, do not
bother, unless you have an innate talent for it, or some desire to become an administrator.

In my opinion, administrators may say that they care about you at times, but this usually only
applies when they believe that you are doing your job efficiently and are helping to contribute to
their yearly bonuses. Administrators’ roles can be a waste of money. The administrative dance
of having an equally qualified person supervise an equally qualified person can, to the casual
observer, appear to be a waste of money.

My advice is to understand these relationships and understand the senior-level politics in
your hospital system. Keep up appearances that you are doing what is necessary from a hospital
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administrator’s perspective, which almost always comes down to adherence to policies. And, by
the way, good luck with that.

Just remember: “It’s not personal. It’s strictly business,” as Michael Corleone said.

Now that you are relatively comfortable, and settled in working in the ED, a place where you
spend more time than at home (excluding sleep), let us discuss the clinical work.

1.5 Secondary Motivation and Malingering

Have you ever thought of why EDs are typically more crowded in the evenings? My hospital is
in the Bronx, New York, and I regularly find it interesting that few people are waiting in the ED
lobby in the mornings, but in the evenings the waiting rooms are full. Typically, people work all
hours of the day, and emergencies can happen any time of the day.

I hold a view that may not be popular, which is that many people use EDs as a source of
primary healthcare delivery. Those who use the ED in this fashion are also underemployed or
unemployed. These are my thoughts and experiences, and do not represent anyone else’s. I find
that people have a light lunch at 2 p.m., and then come into the ED with their “emergency.” That
is when the wait times increase in the lobbies and people begin to complain about the wait.

This is not only true for medical emergencies, I also see this with psychiatric emergencies. I
wonder where “the voices” are eatlier in the day. There is no scientific evidence indicating a prefer-
ence for diurnal variation of psychosis.

How are these more prominent and problematic later in the day?

One possible cause for this could be the substance-misusing patient population. If a person
uses a drug at any hour of the day that makes them hallucinate, this may explain this observation.
This, however, cannot be the explanation for all patients.

The reality is that many cases that are seen and treated in the ED should not have been seen
or treated in the ED. Primary care physicians’ offices and psychiatry outpatient clinics are much
more suitable for the majority of urgencies and self-declared emergencies that I see in EDs.

Outpatient service delivery is typically more efficient in terms of workflow and cost.
Unfortunately, the reality is that a section of ED users does not have a disincentive, in terms of
copayment or cost shares, to limit or influence the use of one service versus another. There is no
systematic incentive or initiative to guide patients to primary care physicians or specialty care
clinics, as fee-for-service models typically have a higher profit margin from their ED care delivery
system.

This is not a criticism of the patient using the system itself, rather it is a criticism of the system
supporting this behavior.

I have gone back and forth working in psychiatric EDs. Prior to my most recent position, I was
an inpatient psychiatrist. In my 4 years working as the inpatient medical director of a small com-
munity hospital, I was responsible for staffing both the ED and the inpatient psychiatric facility.

During this time, I was able to experience working with patients both in the psychiatric ED
and on the inpatient unit. Many of the patients who were admitted to these units would make
false claims of hearing voices or make unsubstantiated suicidal threats or threats to harm others
in order to get admitted to the hospital. Some of these patients were classified as “malingerers,”
which is when someone exaggerates or misrepresents an illness for secondary gain. This was an
eye-opening experience for me; as a doctor in the ED, I want to and have to trust the patients’
word. I am responsible for the health and wellness of my patients and have almost no other test-
ing method for the truth other than what the patient I am interviewing tells me. Experiencing
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this duality of story told and exposed truth, when admitted to the unit, made me reevaluate my
approach toward and appreciation of different peoples’ needs.

When clinicians come across a patient whom they feel may be malingering, there are a couple
of questions that may arise and decisions that will need to be made regarding what direction the
clinicians will take with the patient’s care.

Clinicians may ask themselves: Do I want to trust what this patient is telling me? Should I
simply admit this patient to the inpatient psychiatric hospital based on their reported symptoms?
Where would I be able to transfer this patient to, in order to ensure that they are getting the most
appropriate level of care needed at this time?

To further explore this topic, I present the following case example:

A middle-aged male patient arrived at the ED with the chief complaint of “hearing voices tell-
ing him to kill himself and others around him.” Due to the patient’s psychiatric complaint, I was
called in to further assess the situation. After speaking with the patient further, he also claimed
that he was seeing things that were not present, and believed that there were people who wanted
to harm him. During the exam, I interviewed the patient as follows:

Me: “Did those voices say anything specific?”

Patient: “They command me to kill myself by walking into traffic.”

Me: “Did they tell you anything else?”

Patient: “They told me to kill everybody else. Also, I am seeing things; people want to hurt me.”

Clinically, I did not think this patient would do anything to harm himself or anyone else. I
was more concerned about his thought process and what I felt was a disorganization that contrib-
uted to his claims. I had the choice of sending him back out of the ED, or to admit him for further
observation. To assess the patient’s thought process further, and to explore his motivations, this is
what I said in response:

Me: “I do not believe you, but will admit you to the inpatient unit. If you act out in any way, we
will discharge you immediately.”

Upon admission, the patient revealed that he was not suicidal or homicidal, and that he was
homeless and knew that if he said “those things” he would be admitted.

I have unfortunately seen this many, many times, and this has been increasing in frequency
due to the current economic climate. Psychiatric clinicians in the ED must balance their internal
signals and experience with patients they feel will not harm themselves and instead have a second-
ary motivation, with those who may have the potential to do something irreversible.

When I started working solely in the ED setting, I realized that I had no leverage over a
patient’s inpatient disposition decisions. I am currently the physician responsible for cither recom-
mending admission or discharging home or to a hospital alternative to the ED. Given this current
role, I now need to approach a malingering patient with new strategies. I am not afforded the time
to continue to observe and reinterview someone when they are on an inpatient unit. The challenge
is to correctly assess, diagnose, and make disposition decisions.

I have witnessed my approach to the malingering patient evolve to be even more patient centric
to ensure proper clinical care. I will often ask in a way that indicates they have no choice but to
leave the ED, and present them with a time line of when they will leave. As I work in an urban area
that is not as safe in the middle of the night as it is during the day time, I ask if this type of patient
would like to be discharged now, or if they want to wait until the morning. Patient responses range
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from “let me sleep on that” to “just send me out now.” While I realize that an increased length of
stay in an ED is undesirable, the clinical outcome and improved communication counterbalance
the length of stay concern.

The ED work created a conundrum for me to solve on a daily basis. Any patient that I came
across whom I believed to be malingering caused the need to determine what their motivation was
for wanting to be admitted to an inpatient psychiatric unit. Depending on what I believed their
ultimate motivation was for being admitted, I needed to make a decision to admit or discharge
them. Inpatient psychiatric units are truly unpleasant places if one does not need to be there. It
is interesting, therefore, to hear when people want to, and make up reasons to go to an inpatient
psychiatric hospital.

During all the years that I have worked in the ED setting, I have felt at times that over 50%
of the cases I have assessed were malingering or actempting to get admitted onto an inpatient unit
for a nonclinical reason. Sometimes, I feel as if even this percentage may be underestimated, but
again, this is just my opinion based on the work I have done.

1.6 Confusing and Mixed Incentive Structures

After reading this, the casual reader may be thinking that patients do not get admitted to an inpa-
tient unit unless it is clinically necessary. You would be wrong. In my experience, this happens on
a regular basis.

The current medico-legal situation is such that “safe” and “defensive” medicine is taught
and reinforced. One of the main reasons why the United States has such an expensive health-
care system, excluding the cost of medications, is that we have the most expensive legal
system. Why would any clinician discharge a patient who claims suicidal ideation? Same
goes with homicidal ideation. Clinicians who hear someone stating they have command audi-
tory hallucinations or paranoia are more likely to admit the patient than discharge them
from the ED.

The system is tipped in favor of inpatient hospitalization. I find that it is easier to admit
someone than to gather information and document in detail why someone will not be harmful to
themselves or others if I discharge them.

There is a huge incentive to keep the patient in-house, to admit them. Insurance companies
will pay for the admission, and patients who claim suicidal ideation are almost always admitted.
The clinical documentation of the verbal interview is what distinguishes what happens or does not
happen in the session.

As discussed in other sections of this book, proper discharge planning and safety planning
are all time intensive and difficult, although the right thing to do. Otherwise, the care of these
patients will fall to the lowest common denominator: the path of least resistance and charting
laziness. Hospitals know that they will be reimbursed, and some clinicians are reluctant to
either do more work or incur any liability, and therefore have a high hospitalization rate (see the
“Step-by-step guide” chapter for a further exploration of these ideas).

1.7 Education Systems and Their “Psychiatric Emergency”

It now appears customary that every child who throws a temper tantrum at school gets sent
to the ED for assessment by the psychiatric team. The schools claim that it is their “policy” to



Emergency Psychiatry: An Emergency Psychiatrist’s Perspective ® 9

send these children for emergent evaluation. I refuse to believe that a 5 year old poses a danger
to a teacher or staff, although that is the “chief complaint” the child is sent to the ED with,
and we find ourselves in the position of being forced to conduct an entire standard clinical
evaluation.

The schools often even press for inpatient psychiatric hospitalization, and will send staff mem-
bers with the child and say things like “but this is the fifth time this year, doctor, that she threw
her pencils down to the floor!”

How does an emergency psychiatric team respond to this? Where do we, as a society, and the
field of psychology and psychiatry draw the line between misbehavior and pathology? Personally,
the majority of issues that children are sent from school with fall into the misbehavior end of the
spectrum. Reinforcing this type of school “policy” is concerning on many levels, and I spend my
energy speaking with everyone in the school, and the child’s family, to advocate for the patient,
the child, and to arrange for better, more proper accommodations for the child, rather than inpa-
tient psychiatric hospitalization.

Several generations ago, when I was elementary-school aged, no child was sent to a psychiatric
hospital for similar misbehavior. Intellectually disabled children had special services at schools.
They were not pushed toward hospitals. A hospital is not the place for help for these children, in
my opinion. It should be provided either in the home or school environment.

1.8 Home Environment

On the other hand, the “home” these days is also a source of preventable transfers to EDs for psy-
chiatric assessment. In the Bronx, most children coming into the ED are from foster and group
homes. It took me some time to realize that “foster homes” are also business ventures where “foster
parents” are paid to raise these children. The children are then raised with the absolute minimum
requirements for keeping them alive, and it is no wonder that they are regular visitors to the ED.
I find that these systems further reinforce psychiatric care, rather than parenting, as the primary
boundary setter.

I have been told (scolded) that a “good doctor” prescribes stimulants for these children (and
for their parents too) without discussion. I am dictated to prescribe these stimulants from the ED
setting, for their day regimen. And then, since the ED is viewed as a one-stop convenience store
for all that ails you, I am asked to prescribe something to bring the child (and the parent) down
from the daytime stimulant, so they can all sleep.

Of course, I do not give in to these demands, and only prescribe medications when absolutely
clinically necessary, and only those that are appropriate for the “emergency” issue with which they
came in to the ED. Otherwise, and more often than not, I send these children and families back to
their outpatient provider, and if they do not have one, I set them up with one, after serious doses
of psycho-education and expectation setting.

I am concerned that if we do not decide to point out the financial and legal incentives and
advocate for our patients, this pattern will not end. I see diagnoses of attention deficit and bipolar-
ity being tagged onto a child’s medical records with minimal thought as to how it will affect the
child, and what we are doing in terms of the bigger picture. I fear we are overdiagnosing these
illnesses in children to compensate for a void, and filling the gap with potentially harmful, serious
medications, and traumatizing experiences such as inpatient hospitalization. We are also sitting
idly as the costs for these (often unnecessary) emergency services and overprescribing patterns
balloon further.
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1.9 Nursing Facilities

Again, these are experiential observations, as is the intention of this chapter. There is an abun-
dance of nursing homes in the neighborhood of my hospital. It is of no surprise that I therefore
see a high number of patients sent from these nursing homes. Interestingly, mostly on Fridays.
Seriously. There is little background research for why this is the case.

I do know that there is a law that nursing homes can “reserve a bed day” for up to 14 days
(each state’s laws on this topic likely varies, and I recommend you look into it based on the area
you live in). This means that the nursing home can get reimbursed for 95% of its care expenses.
This in turn means that the hospital, or ED where the patient was sent, and the nursing home are
both being paid at the same time!

I can now understand that the incentive is tipped in favor of providing the nursing home staff
with respite by sending the patient to the ED, and being paid for that time. The hospitals are
also paid for the services they render, and utilization of federal funds, Medicaid and Medicare
increases.

I encourage people to look into relationships between fee-for-service nursing homes and for-
profit, inpatient psychiatric hospitals. Why would a nursing home resident end up in a psychiat-
ric hospital? Simple. Psychiatrists are adding diagnoses such as schizophrenia, or schizoaffective
disorder, or bipolar disorder to patients with dementias, which allows them to prescribe anti-
psychotics to these patients based on their new “diagnosis.” One they never had in the previous
80 years.

The addition of black box warnings on antipsychotics for use in patients with dementias is
troubling, as prescriptions have skyrocketed for these patients. And the black box warning indi-
cates that there is an association between dementia and death with the administration of these
medications.

I return here to my point of respite for nursing home workers by sending their patients to
psychiatric EDs. In the inpatient settings where I have worked, I have seen upward of 50% of the
patient census composed of patients with dementia, and some label of a psychotic illness, requiring
“titration of medication” on a Friday.

Unless a nursing home patient has a true psychiatric condition, and is having a true, clinical
emergency requiring inpatient hospitalization, I refuse to admit them. I think those physicians
who do should be investigated by their boards and licensing bodies. Behavioral therapies have
far fewer side effects and are more safely administered to patients with dementias. Using a low-
dose antipsychotic to get your elderly patient to sleep has many more drawbacks than benefits. I
strongly urge against this practice.

1.10 Substance Misuse

The next set of patients I want to discuss are those who are in the ED due to substance intoxica-
tion or withdrawal. These patients are a prime reason why, as I said earlier, you need to have good
relationships with your ED colleagues.

More often than not, the ED team will consult psychiatry as soon as a patient who is high or
low, drunk or hallucinating, comes into the ED. These patients can be difficult to manage due
to their intoxicated state; they may be saying things that are nonsensical or they are potentially
dangerous to themselves or others. They can be loud and take more time to assess and treat than a
typical ED patient. These are the reasons an ED doctor will consult psychiatry.
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If you are a psychiatric clinician in a new ED with new colleagues, I encourage you to do
what I do. Educate your colleagues. Preemptively spend time educating, and setting treatment
and medication protocols for the substance-using patient. Set expectations and service agreements
between the ED and psychiatry as to when a consult should be called for these types of patients
(see the chapter on care options and treatment teams for more details on service agreements).

The psychiatric diagnosis is one of exclusion, and the patient needs to be sober, or as close to
sober as possible, for the psychiatric team to provide a meaningful consultation with recommen-
dations. The reality is that achieving sobriety can also take time (up to 24 hours depending on the
drug the patient took), and EDs are not set up for keeping patients that long.

True psychiatric emergencies must be taken seriously. If the patient is not known to the treat-
ment team, and if they claim suicidality or homicidality, regardless of their intoxication state, they
should be monitored in a safe environment, until sober, and continually reassessed. Psychiatric
observation areas, if available in your ED, are better suited for these patients than the general ED.

Proving a patient is intoxicated can also be challenging, since I find that newer drugs are not
detected in a urine toxicology screening. The dilemma is admitting the intoxicated patient, and
working with them when they are sober in the inpatient unit. The policies regarding involuntary
hospitalization typically require an underlying psychiatric condition, and when the patient is then
sober and potentially going through withdrawal and becoming a different challenge on the inpa-
tient unit, it is even more complicated.

The balance is between admitting and keeping the patient in the ED for observation, for the
abovementioned reasons. Having discussions with ED staff and hospital protocols can be a way
to solve this issue.

1.11 Neurodiverse Patients

While there is a large spectrum of illnesses that span neurodiversity, from those with lower intel-
lectual functioning to pervasive developmental disabilities, my firm recommendation is that only
patients with an acute psychiatric exacerbation of their illness should be evaluated for inpatient
psychiatric hospitalization.

People can be evaluated for many different things in the ED, including receiving a consulta-
tion by the ED psychiatric team. I would rather that the discussion begins with a request for my
clinical expertise, rather than the statement that I often hear: “this patient is hitting other resi-
dents and has to be hospitalized psychiatrically.”

The inpatient psychiatric hospital is not an appropriate place for patients with pervasive devel-
opmental disabilities or severe intellectual disabilities, as the treating environment is not designed
for neurodiverse needs. And there really is no reason for hospitals to be redesigned to meet that
need. These patients need other specialized levels of care, and psychiatric nurses and technicians
(techs) care for a different set of conditions.

It is unclear why I am seeing more patients with neurodiverse issues in the ED with behavioral
disturbances demanding inpatient psychiatric hospitalization. I suspect that an element of care-
giver burnout and the need for respite not found in other places, is one factor. It may also be the
increase in incidence and aging of subsets of these populations and their caretakers. It may also be
the result of direct consumer marketing and increased awareness of medications; people come in
asking for sedatives and hypnotics for all conditions.

Unfortunately, by the time a patient is brought to the ED, the behavioral outbursts may
indeed be direct threats of harm to themselves and others, and may require medical and other
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interventions. I hope that we are sensitive to the increase in these issues and look at coverage of
outpatient services to prevent and reduce them, before they end up being true emergencies. And
the distinction is that they may be emergencies, but not a psychiatric one requiring psychiatric
hospitalization.

1.12 Conclusion

Common themes in this chapter have been enjoy what you do and be true to yourself and the
reason why you are doing your work. Many external factors influence how you are able to get to
where you need to go; and I find myself spending more energy, it seems, on remaining true to my
profession for the benefit of my patients.

The frontline clinician must be aware of hospital metrics and economics but primarily must
focus on clinical care, and do the clinically appropriate thing. I have attempted to highlight some
of the current challenges I face, and those that I notice are getting more problematic, with no
resolution in sight. This is why I discussed them. I hope this chapter and this book emphasize our
message, that is, the need to continuously be patient centric, with all other forces peripheral to our
true reason for being, which is to help our patients.
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2.1 Introduction

Working in the emergency room can be considered by some to be intimidating, but it can also be
a rewarding experience, depending upon your clinical preference. In certain situations, this can
be considered an intense and rapid clinical work environment, especially due to the significant
systemic changes within mental health that have occurred over the past 5 years.

I am currently a psychiatric social worker at a private hospital in the Bronx. However, I have
also had the opportunity to work within a city hospital known as the Health and Hospitals
Corporation since 2001, immediately after September 11, 2001. I felt this was a significant time
period, especially during the beginning of my social work career living in New York, and having
received my master’s degree. After receiving my degree, I began working at an outpatient mental
health clinic in the Bronx, working with adults and geriatric patients and providing individual,
group, and family psychotherapy.

Most people you speak to, who recall that dreadful day, remember it as a beautiful sunny day.
On thart day, I walked back home, since the police came and informed the voters at the booths
to leave (primary elections were being held at the time). When I arrived home, I began watching
television as the events unfolded. It felt surreal watching as each event occurred, and I couldn’t
help but go back and forth from the television and outside my window while everything seemed
to look so normal. T just couldn’t believe what I was secing on television. I also couldn’t help the
agonizing feeling of helplessness, especially when only emergency workers were being allowed to
go into Manhattan. This was the day of the 9/11 terrorist attacks on New York City.

As 1 think back, I can recall the overwhelming feeling of not being able to help in any way. I
also felt moments of fear, having the harsh reality of terrorism dismantle our day-to-day lives in
that one moment. I felt this was a meaningful moment to have played a part in supporting our
patients, especially during such a difficult time in which I felt as if the entire nation was mourning.
I remember I was interviewing at the time for social work jobs in mental health, and soon after
November 2001, I was hired within the Health and Hospitals Corporation in the Bronx to work in
their outpatient mental health clinic. As a requirement, social work staff were required to complete
a three-month rotation within the psychiatric emergency room during the weekends.

This was a meaningful experience. Given the turmoil created by the terrorist attacks on New
York, the New York State Office of Mental Health developed “Project Liberty,” which began in
November 2001, to provide funding to designated outside agencies and hospitals. Project Liberty’s
goal was to provide short-term psychotherapy and crisis intervention and counseling services
throughout New York for those who lost loved ones during the attacks and for those who worked
in the Twin Towers. Many of the staff, including social workers, psychiatrists, and psychologists,
were designated to several sites and broken up into teams of three to provide support and counsel-
ing. I recall on several days going to different sites throughout Manhattan on the Circle Line to see
the lights as families joined together to mourn those they had lost, and I recall when the Federal
Bureau of Investigation conducted interviews with families during the 9/11 commission.

Over the next few months, while working in the emergency room, the outpatient clinic, and
with Project Liberty, I was grateful for the experience, since it helped define me as a clinician, in
helping to mold and craft my clinical framework. Multiple levels of bereavement were involved
in the unambiguous loss many of the families were experiencing because they were not able to
adequately bury their loved ones. It was a difficult time period, and one of the things I recall being
extremely useful and beneficial, especially as a clinical social worker right out of school, was the
ongoing clinical support provided to me during weekly supervision by my social work supervisor,
by the psychiatric attending, at case conferences, during peer supervision, and in team meetings.
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This provided me with the guidance, support, and clinical supervision I needed to help manage
my caseload, not to mention what I felt when going in and listening and being present for the
families, and in separating my own emotions.

2.1.1 Social Work as a Profession

Although most people consider social work as strictly providing concrete services, there is more
to it than that. There is a broad spectrum within social work, and each role within this spectrum
has its own job description, whether you work in a school, mental health clinic, hospital, the
Administration for Children’s Services, foster care, a disability department, or even state-run
agencies.

Throughout my clinical practice, what always seems to stand out for me is the ongoing clinical
opportunity afforded to me to discuss and present cases to a team, which initially can be nerve-
racking, but, truly is a learning experience as you grow clinically in your work. There are many
benefits when piecing together someone’s past clinical history and helping them mend the broken
parts of themselves. We must not work within a vacuum; it is our job, and I believe our obligation,
to our work to continue to train and learn through conferences and training. I have found this
particularly helpful having worked as a psychiatric social worker for 15 years, the last 10 years in
a psychiatric emergency room. It has been especially helpful having developed my clinical skills
during psychiatric assessments, especially in working with patients who present with suicidal ide-
ations, gestures, and attempts, and psychosis, including paranoia.

I left the outpatient clinic setting and transferred to the psychiatric emergency room when
I realized early on that the pressures of paperwork were decreasing the amount of time I had
available within therapy sessions. I had to help expedite and streamline the workflow. At the
time, I had an individual caseload, and facilitated four psychotherapy groups and one medica-
tion group.

The group experience was initially difficult since I was inexperienced; however, over time it
became a rewarding experience in that I had a geriatric group, two other psychotherapy groups
with a wide range of both middle-aged men and women, and a bereavement group that involved a
group of 8—10 women ranging from middle aged to seniors whose children, parents, or husbands
had passed away due to a medical illness or unexpected death. I recall we touched upon several
different topics that pertained to the aging process, death, separation, divorce, medical illnesses,
and their impact on them. We discussed and explored the obvious elephant in the room; I was the
youngest person and the question was, what could I offer, being the youngest person in the room,
compared to the older group members who have had numerous life experiences?

I am extremely grateful for the supervision, case presentations, and ongoing peer supervision I
had on a weekly basis. I recall initially feeling inadequate, which I explored weekly during super-
vision. This, without a doubt, provided me with the clinical knowledge needed to work with my
patients and their families.

2.2 Psychiatric Assessment in the Emergency Room

The main focus in an emergency room (ER) includes crisis intervention, suicidal risk assessment,
and patient safety, and how these interplay with the work as an ER clinician. For a clinical social
worker, these are essential tools, which can be utilized throughout one’s practice in years to come
or in whatever other clinical role is performed in the future.



16 ®m Big Book of Emergency Department Psychiatry

Having worked in the emergency room for over 10 years has exposed me to a wide array of
patients’ presentations, especially at the very peak of their decompensation. As a clinician, you
are exposed to working with many people of diverse religious backgrounds, races, and ethnicities
whether they are children, adolescents, adults, or geriatric patients.

Patients are either brought in by their families, school, or college, or outside agencies such as
foster care, the Administration for Children’s Services, and outpatient clinics within the hospital
and medical groups. The role of the clinical social worker, along with the interdisciplinary staff, is
to determine whether the patient, once evaluated, requires an inpatient admission, or if they are
safe enough to be discharged home with an outpatient appointment within 45 business days.

We evaluate the circumstances that brought the patient to the emergency room: If it is for
psychosis, is there a history of current auditory or visual hallucinations? Are they command-type
auditory hallucinations in nature, that instruct the patient to act in a certain way? Is this a new
onset and how is this contributing to the patient’s decompensation, which many times can occur
within a psychotic episode or within a depressive episode? Please refer to the chapter on psychosis
for more details on this topic.

The social worker evaluates, during the assessment and through the psychiatric interview, to
determine if there were other stressors involved contributing to the symptoms. We evaluate the
patient’s level of functioning, sleep, and appetite. We utilize the acronym SIG-E-CAPS (sleep, loss
of interest in things, guilt, energy, concentration, appetite, psychomotor retardation, or agitation
and suicide) for depression or to rule out a bipolar-related episode.

The acronym WHIP LASHED (worse or “wired” when taking antidepressants, hypomania in the
patient’s history, irritable, psychomotor retardation or agitation, loaded family history, abrupt onset
or termination of depressive bouts, seasonal or postpartum pattern, hyperphagia and hypersomnia,
carly age at depression onset, delusions, hallucinations or other psychotic features) is also used.

Differentiating between what is a depressive episode, as opposed to new onset or prodromal
schizophrenia-related disorders is important. A helpful diagnostic tool that has proved to be useful
to my practice is Synopsis to Psychiatry by Kaplan and Saddock.

In working with patients who have had suicidal thoughts, be they passive gestures or attempts,
the most important lesson to learn is the ability to reconstruct a patient’s thought process;
although they might be reluctant to explore this, either due to their own guilt, the minimizing
of their symptoms, or the stigma toward mental health disorders that still exists today across all
cultural backgrounds.

2.2.1 Assessing for Risk of Self-Harm

A question I tend to utilize in my assessments is, “Walk me through the day you decided you were
experiencing suicidal thoughts, or the day you decided you were going to kill yourself.”

Some of you are saying to yourselves that that sounds either too personal or too upfront.

Keep in mind, as you are asking these important questions, that it is essential to keep track
of your own “affect” and to remain calm, maintain good eye contact, and remain even toned
and nonjudgmental. This may be easier said than done. I know this takes practice and working
through your own countertransference in supervision, especially for most of you who may feel you
are impinging upon a patient’s privacy. However, once you get past this phase that prevents you
from asking these questions, the patient will let their guard down and tell you their story. This
is quite an important part of the role as a clinician, since we are evaluating the patient’s level of
safety. It is important to focus on the details, including what led them to the suicidal gesture, the
frequency of their suicidal thoughts, how often they were having these thoughts, and whether it
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was a planned or an impulsive attempt. Did they keep this to themselves and not tell anyone, do
they have a history of attempts, if so what were they, were they hospitalized due to this, was there
any regret over not having succeeded in the attempt, was there a suicide note, and most impor-
tantly, is there a history of suicide attempt in their family?

2.2.2 Social Media and Minors

I cannot tell you how much social media plays a part in our work with children and adolescents
who do not feel comfortable asking their family members for help, either for fear of being judged
or because of their own preconceived notions of not wanting to overwhelm their parents or be a
burden on them. I have evaluated cases and come across minors who are posting sexually explicit
pictures of themselves, cutting themselves, bullying, or making suicidal statements either on pop-
ular social media apps or websites. It is useful to have this important conversation with the patients
and their families regarding what they are posting online.

2.2.3 Assessing and Working with the Agitated Patient

Evaluating psychosis can, at times, also coincide with evaluating the safety of your patient, other
patients, and staff. Over the years, having worked within a busy psychiatric emergency room in
the Bronx as a clinician, I have learned that my gut reaction to situations has proved to be an
essential part of my practice.

Working in a small, closed environment and paying attention to the verbal and nonverbal
cues from patients has proved to be an extremely important skill. We utilize tools in the ER as a
part of the training in deescalating patients in crisis; for instance, crisis prevention intervention
(CPI).

By no means am I saying that physically being involved with an agitated patient, or separating
the patient physically, should be an undertaking for the clinician. Most of you are already think-
ing, “Wait, I don’t get paid to get hurt.” You're absolutely correct. That said, these are lifeline tools
to use while working with your team. It is important to pay attention to what or how patients
arrive to your ER.

For example, was the patient brought in via emergency medical services (EMS) or police,
what does the EMS report say, were they escorted by security into the ER, did they require any
emergent medications? In some cases, the patient presents as internally preoccupied, distracted, or
disorganized, or is hearing voices, which can be due to a possible psychosis, or the patient may be
under the influence of drugs.

Be curious, ask questions, and never assume. They may have had a history of arrests or violence
or exposure to the criminal justice system. The patient may have had no previous psychiatric his-
tory and is completely afraid of being locked up or being labeled as crazy given that the stigma on
mental health disorders still exists.

It is also very important to obtain collateral information from family, outpatient providers,
or others who are directly involved with the patient. Collateral information can also be gathered
from direct care ER staff. I make it a point to speak to the nurse and ask them how the patient is
behaving, before I speak to the patient.

It can help to acknowledge the patient’s perspective while attempting to verbally de-escalate
the situation, especially if a patient is brought into the ER and has no perceived notion of what
to expect in the ER and is shocked to find out that a patient cannot leave until evaluated by the
psychiatric team. The patient may consider this to be a direct violation of their rights.
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As a clinician, you must be sincere and truthful with regard to acknowledging how patients
feel. It can be helpful to consider the following questions as part of their initial evaluation: do they
have a history of violence or noncompliance with psychiatric treatment and medication manage-
ment? If so, you need to remove yourself quickly and effortlessly to inform your ER team that
the patient is either psychotic, internally preoccupied, or verbally or physically agitated, and may
require oral or injectable medication. A patient’s prior medical history is also taken into account
prior to this step.

Therefore, asking questions of either the nurse or the patient care technician is an impor-
tant part of the evaluation process to determine if the patient presents with a calm or agitated
demeanor, since most often they are the first ones to come in contact with the patient during the
triage process.

2.2.3.1 The ER Treatment Team and Working with the Agitated Patient

This is where working within a disciplinary framework is always essential, and above all, vital in
our work in an emergency room. I cannot speak for other social workers in other emergency rooms
throughout the New York area, and if you ask other clinicians they may or may not have the same
experiences.

I can honestly say it has been an absolute pleasure and honor to work with an essential staff
over the last 10 years in the emergency room. We are staffed with two psychiatric residents who
rotate every two months, medical students, psychology and social work interns, administrative
assistants, four psychiatric attendings, two secretaries, nursing staff, a medical director, a chief
resident, and four full-time social workers.

Over the years, I have had the pleasure of supervising a multitude of social work interns from
various master’s degree programs and provided them with the clinical knowledge necessary to
complete suicide and safety assessments in the emergency room. This, too, has provided me with a
sense of clinical fulfillment in training new graduates, as well as licensed masters of social work in
the field who come to work in the emergency room. What remains constant is being able to work
together as a team to keep not only the patients safe, but ourselves as well.

Everyone plays a vital role in working well together, especially during intense, stressful events
when a patient becomes physically aggressive, psychotic, or is under the influence of drugs. Also
essential to our staff, is having appropriately trained security personnel and fostering a positive
relationship with them so they can assist the clinical staff with the de-escalation of an agitated
patient. It is also important to provide security staff with information about the patient prior to
their being stationed to watch a potentially aggressive or psychotic patient.

In some cases, it can be a challenge for the psychiatric team when a patient is physically located
within another service, such as the medical or pediatric emergency room, and the patient is placed
on a one-to-one with security. It is necessary to provide psychoeducation to fellow staff with regard
to the patient’s presentation and to always remain cognizant of this point is important.

2.3 Working with Children and Adolescents
in the Emergency Room
Over the years, I have enjoyed working with children and adolescent psychiatric cases. I had

the opportunity of providing crisis intervention services within a family dynamic framework.
However, a useful part of the clinical work has been the family therapy component of the work,
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and how time and time again this has proved to be vital to the improvement of the patient. I have
attended family therapy seminars, and I took part in a child and family therapy certificate pro-
gram for a year. This has been extremely helpful in exploring the family dynamic and psychosocial
stressors affecting the patients I work with.

So many children arrive to the emergency room with a multitude of family issues, such as lack
of communication, bullying, lack of one or both of their parent’s involvement, deaths, and history
of generational trauma, abuse, and neglect. Once these familial issues are explored further, I have
found it to be essential and gratifying work.

I have learned that taking one’s time to explore and listen to each party is beneficial in the
process of opening the lines of communication in the family, especially when trying to explore
what brought them to the emergency room. Displaying empathy and bridging the issues at hand
within a supportive nonjudgmental manner is extremely helpful. Participation in family sessions is
also quite helpful for the patients and their families to understand the symptoms in order to help
them get through the next phase of their treatment.

2.3.1 Adolescent Case Review: Paranoia

I’ve worked with multiple families from different ethnic backgrounds, and one case that comes
to mind was a seventeen-year-old Hispanic Dominican male with no previous psychiatric history
who presented with anxiety, difficulty sleeping, no previous family psychiatric history, and no
history of drugs. However, he began to experience anxiety about people looking at him (he had a
severe case of acne), which created a low sense of self-esteem over the last year.

He was in his high school honor’s program, had no history of aggression, and was brought into
the emergency room since he was pacing at night, restless, and losing concentration in class. He
began to unravel and felt everyone was looking at him through the window in his room.

After a month, he was refusing to leave the house or participate in family gatherings, and he
began to isolate himself. His parents reported that he began to not make sense, was talking to
himself, and exhibited delusional thinking, reporting that everyone was against him and trying
to hurt him and his family.

At this point, the psychiatrist and I decided he met the criteria for an inpatient psychiatric
hospital admission. His parents were upset and unable to comprehend what was going on
with their son. His psychosocial stressors at the time included applying for colleges, being
labeled as an overachiever by his parents, and the recent death of his grandfather, to whom
he felt close.

During the family meeting, his parents repeatedly stated, “Where did we go wrong?” and
blamed themselves for their son’s symptoms. I explored this with them further and they expressed
their feelings of helplessness as they became tearful during the session in trying to understand his
symptoms, his bizarre behavior, and how this impacted them as a family going forward.

I remember experiencing an overwhelming flood of emotion including sadness for them and
how they felt. I recall taking a deep breath because I too felt their sense of helplessness. At one
point, we were all in silence, giving them time to process as I provided education on the process of
being in the hospital between the emergency room and what to expect when he was transferred to
an inpatient psychiatric unit. Both parents struggled with having to leave their son in a psychiatric
hospital, and what this could do or how it could impact his academic record and privacy.

I discussed with them the issues of privacy and confidentiality. I recall that it was a long pro-
cess in helping to contain the parents’ emotions, which often reminded me of numerous other
cases when I had worked with families and helped them to process their child’s presentation and
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inpatient psychiatric hospital admission. The parents struggled with this since this was his second
ER visit; a month prior he came to the ER due to anxiety.

At that time, it was suggested by the team in the ER that he would benefit from an inpatient
psychiatric admission; however, the parents felt safe taking him home at that time. I met with
the parents, and although they were reluctant initially to an inpatient admission, they eventually
agreed to the admission as I explored their concerns and made attempts to explain what to expect
when they went to a unit. It has been a gratifying experience working with families with various
psychiatric presentations including trauma, abuse, and bereavement issues.

Just being there as a support to the family and remaining silent, as difficult as this may be,
allows the families to voice their concerns, especially when they feel they are relinquishing their
parental rights and the hospitalization is out of their control. In addition, the families feel they are
not being rushed and feel you have taken the time to listen to them, although I do realize this is
not the case for every patient and family presenting to the ER.

This is an important thing to keep in mind when working with parents: keep them in the loop
as to what to expect, or at least try and be as specific as possible about what to expect during their
child’s psychiatric evaluation. This is especially true in cases with families who are not in agree-
ment with psychiatric medication due to their own preconceived notions about medications and
mental health.

2.3.2 Adolescent Case Review: Suicidal Ideation

Another case that comes to mind is a 12-year-old male who presented to our ER via EMS from
school for suicidal thoughts after he wrote a suicide note in a text to his paternal cousin the night
before with a plan and intent to kill himself. When I went to evaluate him, I recall he presented
with such a sad affect, intermittently placing his head down; however, he also appeared to be pleas-
ant and engaged.

We discussed at length what led to the text to his cousin, since he expressed having suicidal
thoughts of wanting to stab himself with a knife in his chest. He reported experiencing these
thoughts for the past week almost every day for hours, although he was scared to actually do
it because he did not want to cause further pain to his family or act out on the plan to kill
himself.

He came from a large family with multiple siblings; his parents were divorced for 2 years,
which was another stressor. He reported there was a history of depression in his family and, about
a month prior, his 15-year-old cousin committed suicide by hanging herself and died subsequently
due to medical complications. He stated that, after school, the day prior to the emergency room
visit, he went on social media and saw the outpouring of grief her friends made on her page and he
watched a video of a song his cousin’s friends made in her honor.

He expressed feeling depressed, blamed himself partially for her death, wishing he could have
reached out to her more. In addition, he also missed his father, was being bullied at school, and felt
hopeless and helpless. We talked about the text he sent to his cousin, which we obtained from his
mother who spoke with his paternal aunt and cousin. He stated he didn’t want to act out on the
suicide plan, he just felt like he didn’t want to live any longer. He was experiencing a multitude of
symptoms: not sleeping, poor appetite, grades were beginning to go down, lack of concentration,
and a lack of energy.

As 1 probed further, I asked him about his cousin who killed herself, and we talked about
how he expressed feeling regret at not having reached out sooner and wished he could have done
something. He denied wanting to go with her or accompany her in death. I provided support to
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him and took the time to acknowledge the importance of having reached out to someone before
he actually killed himself or made a gesture to do so.

We also talked about this feeling he had regarding how he should handle problems by him-
self. I asked him what made him think he had to solve these problems on his own, which both of
his parents later corroborated. The patient expressed that it was difficult to cope after his parents
divorced, and how he’s had trouble communicating with his father since his father almost always
wanted him to suck it up and do well, and this created the belief that he had to be strong.

The patient had to stay overnight; however, I encouraged his mother and older sister to reach
out to his father to come to the hospital for a family meeting the next day. His mother and sister
were open to the idea, and they wanted desperately to help the patient and expressed their fears
of not wanting history to repeat itself by having the patient kill himself or keep things bottled up
inside as he often did.

The next day, the patient’s father came to the ER and I met with him separately; we discussed
what brought his son in to the ER for an evaluation. Initially, you could tell he was trying to hold
back his emotions. We discussed the family history of depression as well, and I expressed my con-
dolences for the family’s recent loss. During the family meeting, the patient’s father expressed his
frustration and anger toward his ex-wife; however, he also expressed wanting to be there for his
son because he did not want to lose him. The patient’s father agreed to an inpatient psychiatric
admission.

Afterward, I met with the patient’s parents together and the 23-year-old sister for a family
meeting. The patient’s mother expressed her frustration with her ex-husband since she’s completely
aware of his anger toward her with regard to what led to the divorce; however, she wanted their
communication to improve for their son’s sake, as he needed their support. During the session,
the patient’s mother expressed to his father, who was already in a new relationship for a year, that
he wasn’t as involved in the patient’s life as he was before and that the patient considered it a loss.

The patient’s father acknowledged his anger toward the mother due to his own resentment
regarding the way their relationship had ended. In hearing both sides, we talked about under-
standing each of their perspectives while also making attempts to work as a team despite their feel-
ings of anger and resentment toward one another. We discussed the need to help their son express
himself and not try to figure things out on his own but to freely express his emotions to them.

The patient’s oldest sister expressed her insight into the family’s dynamics, stating that she felt
as if she was in the middle or would rock the boat if she picked any sides, since many times she was
the go-between for her parents during times when the father didn’t want to speak to her mother.
The patient’s sister expressed that she didn’t want her younger brother to have that same experi-
ence. After listening to her, both parents agreed that they would set aside their own unresolved
emotions in order to work on the common goal to be there for their son.

Afterward, I brought the patient into the family session, and he expressed some sense of relief
about opening up about his emotions since he feared what his father would say and he expressed
not wanting to burden his mother. However, both parents openly expressed their support and love
for the patient despite what was going on between them as adults. The patient’s parents expressed
to him the importance of asking for help no matter what he was experiencing and not needing to
figure things out on his own. This was an emotionally taxing case, although it was gratifying, as I
felt that I was able to help provide support to the whole family and, above all, provide the patient
with a voice to be heard.

From many previous child and adolescent cases in which the patients expressed feeling alone,
one of the best things I have learned in family therapy sessions is to help the family communicate,
give a voice to their emotions, explore their perceptions, and provide support to each other.
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2.3.3 Working with the Family of the Suicidal or Self-Injuring Child

When their child or adolescent requires an inpatient psychiatric hospital admission, parents often
are left feeling blame, guilt, anger, and frustration, and statements such as “Where did we go
wrong?” can be a common experience through this process. I’s important early on to expect the
unexpected and work as best as you can with the family in providing them with as much support
and psychoeducation as possible.

This is not an easy task to complete at times because there may be multiple barriers involved
in regard to their comprehension of their child’s symptoms, coming to terms with the fact that a
problem exists, their child’s diagnosis, or even comprehending the mindset of their child who may
have tried to kill themselves or is engaging in ongoing self-injurious behaviors that were hidden
from the family.

The clinician’s role is to identify and provide the support they need. I have found it beneficial
to use the family systems model by Robert Schwartz since it allows the clinician to dissect the fam-
ily dynamic and break it into working parts. Providing families with adequate coping strategies is
especially useful in situations when the identified child or adolescent is experiencing ongoing self-
injurious behavior as a way of finding relief from their mix of emotions. This can, in some cases,
feel debilitating and give rise to feelings of helplessness for parents and families because it’s not
something they themselves may comprehend. This is where the family intervention is extremely
helpful in exploring what is triggering the behavior and why.

Many times during the evaluation process we ask the patient, “What makes you cut?” Their
response at times is the inability to cope with all their emotions within one given moment. We also
evaluate what is their intent when they cut, what they use, how often they cut, if they hide it from
family, school, or friends, how deep was the cut, and whether it was superficial or they required
any suturing? Once we have explored this further, it takes away the stigma and embarrassment,
which helps the patient to feel empowered to actually open up about their emotions. Parents and
families often are open to these techniques, and it helps to replace feelings of helplessness with
feeling empowered.

There are several techniques, such as the use of the rubber band, which focus on helping
the child to cope with a desire to injure themselves. I like using some of the newer toys, such as
“loom bracelets,” for this purpose. Many of the kids and even the adolescents have enjoyed using
these. Loom bracelets use a plastic loom that allows the child to weave colorful rubber bands
into bracelets and charms. I tell the child to pick a series of colors they believe represents strength,
and encourage the parents to participate in the process, which helps to elicit more support to the
patient and family interaction. The use of crayons for drawing is a useful tool in evaluating chil-
dren in the ER. It helps them to open up especially in cases of trauma. It is fairly economical to
carry around a pack of crayons and paper if it means this technique will help your patient.

Remember with children and adolescents we must meet them where they are at if we expect
them to discuss establishing any sort of adaptive change.

2.4 The Emergency Room Psychiatric Social Worker’s
Role in Substance Use Assessment
Substance use is always a hot topic in the ER setting. As a clinician, the assessment of substance

use issues in the patient is paramount, especially when there is a previous family history of sub-
stance use. We evaluate the age of onset when they began experimenting with drug use. It is
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crucial in understanding the patterns of use, whether they use illicit substances to self-medicate or
to avoid problems, which can lead to an addiction.

It is especially interesting to see the changes over the years with regard to drug treatment, espe-
cially with the legalization, in some states, of marijuana and the ongoing abuse of PCP, ecstasy,
heroin, cocaine, opiates, benzodiazepines, and over the counter medications, and people buying
prescription drugs on the streets.

Our experience in the ER via patients’ reports is that they utilize certain prescription drugs
to help counteract the effects of the illicit drugs they abuse. It is helpful to be aware of a drug’s
street name as well. You can actually obtain this information with the help of the Internet and
the patients’ verbal reports. This is a consistent part of our psychiatric evaluation in the ER, as
it allows us to fully understand the comorbidities and the effects these drugs have on the brain,
especially for those with preexisting psychiatric disorders.

2.4.1 Synthetic Marijuana Crisis

We have experienced a public health crisis over the last 2 years in New York due to the rise in use
of synthetic marijuana. This has impacted both psychiatric and medical ERs, leaving our staff
overwhelmed. Since the drug cannot be detected in urine toxicology screens, this leaves the staff
at times puzzled as to the cause of the ER presentation.

Since April 1, 2015, articles have been circulated from the Centers for Disease Control and
Prevention (CDC) to all healthcare providers asking them to be more vigilant and aware of the
rise of these drugs and the potential risks of these drugs on society. K2 and Flakka, or any other
synthetic marijuana, have led to a public health crisis, especially since patients have presented to
the ERs agitated or psychotic, and traditional forms of injectable medications are taking longer to
demonstrate, if any, physical improvements in the psychiatric ERs.

If the patient presents with multiple medical complications, one of them being cardiac issues, they
have to be placed on a “one-to-one” (to be monitored by staff at all times), due to worsening physical
agitation, paranoia, and delusions. We have seen the impact these drugs have on patients and their
families in the ER, having witnessed up close the deterioration the abuse of these drugs can cause.

In addition, both the medical and psychiatric ERs have become, over time, detoxification
units, since many of the designated detoxification units have closed down throughout the city
over the last 23 years. People who are getting high are often not aware of the consequences and
the risks involved with these drugs. Patients cite that some of the reasons they use these drugs are
because they are affordable and they do not show up in a urine drug screen. However, the long-
term consequences remain and their symptoms can mimic those of psychosis, aggression, and
paranoia. Therefore, in conjunction with the CDC, Poison Control, social media, law enforce-
ment, and government officials have made consistent attempts to remove access to these drugs by
placing a ban on the sale of these drugs, making multiple arrests, and providing psychoeducation
to people about the negative effects of these drugs.

Over the last several months, the use of multiple news outlets and signs posted in the ER triage
area have been essential in providing education about the risks and hazards of these drugs to the
general population.

2.4.2 Conversing about Substance Use with Patients

As healthcare providers we must continue to openly discuss these issues with the patients we treat
despite our own transference issues. It is an important part of our clinical work to know what
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makes the patient use substances and being mindful of what their triggers are, despite their reluc-
tance to stop.

This is also an important discussion to have with the families of the children we work with
whose exposure and access to drugs over the years can at times seem similar to buying candy at
their local grocery store. Some of you may or may not be open to this discussion; however, like
it or not, this is an important aspect of our clinical work, especially when we are working to help
the patient and their family by developing adequate coping skills and changes in their executive
functioning skills to teach them adaptive techniques to cope with stress.

I am not saying you can entirely change the patient’s mind; however, for some patients, it can
be the pebble dropped in the pond that causes a ripple effect in their mindset over time.

2.5 Mental Health System Issues: The Impact on
Psychiatric Social Workers and Patients

This takes me to the growing problem within the mental health arena resulting from systemic
issues. For clinicians in the trenches, depending upon where you work, salaries overall are still less
than what we deserve. Of course, this statement is based on my own personal opinion and many
people out there may not agree with me on this.

You have social workers who work multiple venues including schools, foster care agencies, the
Administration for Children’s Services, public or privately run hospitals, medical or psychiat-
ric settings, shelters, government agencies, intensive case management organizations, residential
facilities for the disabled, nursing homes, and substance use settings.

As social work professionals, our needs are not being met in terms of salary, clinically, or oth-
erwise. Many of you out there know what I mean when I say we get paid less to do more. Again,
some of you reading this may disagree with me, but think for a moment about all of the tasks
entailed within each job description that do not justify our pay grade. For many of us out there
who are not being provided with enough clinical supervision, the demands and rise in caseloads
have doubled, and for some tripled, over the last 5 years. Most of this can be attributed to our
individual state and local government officials and changes in public policy toward cutbacks on
services, not only in mental health, but also for the physically disabled, waiver services, hearing
impaired, special needs population, and the list continues.

2.5.1 Mental Healthcare Access Issues: The
Impact on Emergency Rooms

In my close to 10 years working in the emergency room, several psychiatric hospitals have closed,
shortening, as a result, the length of stay in the hospitals. You are required to do more with less.
Access to mental healthcare has been much more difficult to secure due to the closing of many
outpatient mental health clinics, forcing other clinicians from other clinics to see more patients
added to their caseloads. This has led to an increase in emergency room visits, which has been
detrimental to our patients and their families.

I am sure I do not have to stress what a recipe for disaster this is.

There are multiple waiting lists for adults, children, and adolescents trying to obtain services,
whether they are waiting for outpatient mental health, intensive case management, CSPOA



Emergency Psychiatry: An Emergency Psychiatric Social Worker’s Perspective ® 25

applications (Children’s Single Point of Access), or developmentally delayed or hearing impaired
services. Making things somewhat less stressful and complicated for patients and families has
become a difficult task. These are the systemic issues impacting not only our social work profession
but society as a whole.

These are the harsh realities we are dealing with.

Many of you are thinking, “Well, some of these organizations have mismanaged their funds in
some cases, causing a snowball effect.” Another impact is the change in optimizing medical care
through insurance companies that don’t want to pay for services, and this resistance has caused
many clinics not to accept patients whose rate of reimbursement or ability to pay for services
rendered.

An example of this aired December 14, 2014, on CNN’s 60 Minutes, and it was rebroadcast
on August 2, 2015 by Scott Pelley, showing insurance companies denying payment to psychiatric
patients and the struggle of parents and families to access psychiatric care for their loved ones with
mental illnesses.

My own personal clinical experience has shown the need to present your patient’s symptoms
in a way that ensures they are not denied treatment and reimbursement for treatment. The pro-
pensity toward insurance companies denying admission, places yet another barrier to access care,
and likely increases the use of the ER.

Over the last couple of years, the state of New York has developed a concept of trying to
provide support to families with multiple medical problems and mental health issues via “Health
Homes” assistance for adults. This is a case management service via phone that is designed to help
patients meet their needs and avoid unnecessary hospitalizations and decrease emergency room
visits.

Over the next couple of years the modality of Health Homes will be incorporated for children
and adolescents. However, this will continue to be a struggle and a barrier for some patients, since
many patients may require assistance getting to appointments and navigating the mental health-
care system to ensure improved compliance with outpatient care.

2.6 Conclusion

I have enjoyed this collaborative effort in writing this chapter. I do hope it offers insight into the
work I do as a clinician within an ER and most importantly the work we do as mental health pro-
fessionals. The one thing that remains constant is the importance of ongoing clinical supervision
in any setting you are in. It has been extremely useful and essential in enhancing my clinical skills
over the years.

It has afforded me the ability to be open to discussing patients and their dynamics and explor-
ing my own transference. This has provided me with a different perspective in looking at the cases
I have worked with over the years.

Remain open to working within an interdisciplinary team, which is an important com-
ponent of working collaboratively with other professions. However, not everyone is exposed
to these experiences in their place of employment either due to a shortage of staff or lack of
supervision, or when other professions have a lack of respect for those in the field of social
work.

Being aware of one’s transference is a part of our work as well, and this must be explored dur-
ing supervision. Especially when there are feelings of burnout or when one is feeling overwhelmed
due to systemic issues or lack of staffing and supervision.
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3.1 Introduction

Unlike other parts of this book, this chapter is going to be far less formal. There will be no discus-
sions about randomized controlled trials or clinical policy guidelines. The goal of this chapter is
to show you the thought process of an emergency medicine physician during the evaluation of a
patient with psychiatric needs.
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3.2 The ABCs: Airway, Breathing, and Circulation

In emergency medicine, the airway, breathing, and circulation (ABCs) come first. (Well, techni-
cally, for the last few years it has been CAB, but that doesn’t sound nearly as catchy). All patient
evaluations begin with the ABCs. Patients with psychiatric disease also develop medical diseases.
Appendicitis, pulmonary diseases, traumatic illnesses, myocardial infarctions, and infections are
just as common in patients with psychiatric disease as they are in patients without. Some illnesses
may even be more prevalent. Certainly, end-stage manifestations of treatable chronic illnesses,
such as stroke due to untreated hypertension or renal failure due to untreated diabetes, may be
more common in patients with psychiatric disease whose thought processes prevent them from
obtaining care or following treatment plans.

For better or for worse, the presentation of these critical, immediately life-threatening condi-
tions is usually obvious. Patients with chronic obstructive pulmonary disease (COPD) exacerba-
tion have trouble breathing, those with trauma likely have obvious injuries or clear histories.

The sad truth, however, is that there have been, and very likely will continue to be, cases where
patients with acute medical conditions are improperly or less expeditiously treated due to con-
comitant psychiatric presentations.

This is not due to an intentional desire to treat patients with psychiatric illnesses poorly;
rather, it is likely due to anchoring bias in the treating providers. Patients acting bizarrely may be
assumed to be psychotic, but may actually have an altered mental status due to trauma or infec-
tion. Similarly, for patients with psychiatric disease, they may be unable to clearly convey their
symptoms to treating providers, which may delay their diagnosis.

3.3 Emergent Psychiatric Presentations

There are two main types of patients with psychiatric disease who presents with significant and
emergent complaints and who must be identified and treated expeditiously: the acutely agitated
patient and the suicidal patient.

3.3.1 The Acutely Agitated Patient

The acutely agitated patient is one of the most challenging presentations that is encountered in
the emergency department (ED). The medical staff tries to obtain information from a person who
may be unable to provide any semblance of a clear history. This can range from not knowing what
medications they take to something as basic as their own name. These patients can present a dan-
ger to themselves, to other patients in the emergency department, and to the emergency depart-
ment stafl. In those patients who present acutely agitated, with such sparsity of clinical history, it is
difficult and sometimes impossible to determine if their presentation is due to an organic medical
problem, substance abuse, psychiatric illness, or a combination thereof.

Often, the initial approach to these patients (after the ABCs) is the immediate medical and
physical restraint of the patient (Larkin and Beautrais 2011). Physical restraints often begin with
hospital security or law enforcement personnel. Frequently, emergency department staff, such as
technicians, registered nurses, and or physicians may, also become involved. Unfortunately, physi-
cally restraining a person is not in the best interest of the patient or the staff. It is violent and
loud and can unsurprisingly lead to further injuries to the patient. It is also common for the staff
members doing the restraining to suffer injuries as well. The impact these kinds of maneuvers
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(such as forceful take downs) can have on other people in the ED can be profound. It may appear
barbaric and cruel. Unfortunately, at times this may be necessary to provide safety for the patient
and others. Physical restraints are nearly always immediately followed by medical/pharmacologic
restraints. The care and safety of staff members and other personnel who are restraining a patient
are also very important considerations as they are frequently caring for multiple other patients.

Pharmacologic (or chemical) restraints may take the form of antipsychotics and are admin-
istered against the patient’s stated will (although the patient may not have capacity to make an
appropriate decision). Administering medications against a patient’s will goes against a basic ten-
ant of healthcare and of human behavior. For physicians, it is not comfortable to order these
medications. For nurses, it is not comfortable to administer these medications. Injecting another
human being with a medication despite their protestations seems barbaric. Unfortunately, it is
needed in order to ensure safety for the patient and the medical staff so that appropriate evaluation
can begin (Petit 2005).

When an evaluation is made to use medical restraint, with the goal of reducing imminent
direct danger to patient or staff, side effects to the medication administered are certainly a reality.
This is taken into consideration when the emergency is that of safety versus a side effect that can
be addressed once safety is established. Since medications are administered in these scenarios in
emergency situations, the treating team may not even know the patient’s allergies, past medical
history, or previous reactions to these medications. The adverse reactions may range from mild,
such as hives or prolonged sleepiness, to severe, such as anaphylaxis, cardiac abnormalities, or
respiratory depression. Fortunately, for the most frequently used medications (haloperidol, dro-
peridol, lorazepam, diphenhydramine, and olanzapine), adverse effects and true allergic reactions
are exceedingly rare.

Some patient advocates and hospital accreditation organizations have stated that these types
of medications are not appropriate for use and other alternatives should be considered. Some have
recommended that verbal and environmental de-escalation will yield better results for the patient.
This type of thinking may be correct. However, ultimately it puts the patient, medical providers,
and other patients at a higher risk. Verbal and environmental de-escalation takes time and signifi-
cant personnel resources, which are not available in most modern American emergency depart-
ments. Simply put: When a person presents to the emergency room angry, agitated, and violent,
sometimes it feels like the ED lacks the time or resources to quiet the patient down by putting
them in a quiet comforting room with soothing music for as long as it takes.

Once the patient has become more calm and cooperative (or at least not a danger to oneself
or others), the medical evaluation can begin. Medical conditions, such as stroke, sepsis, encepha-
litis, intentional or unintentional drug injections, and substance use frequently may present with
altered mental status and or agitation as their chief complaint. Thus, psychiatric illness must be
considered only after these other treatable medical conditions have been ruled out. The difficulty
arises when these conditions are coexisting in the same patient. For example, it is not uncommon
to see a homeless patient with a history of schizophrenia, actively abusing methamphetamines,
and presenting with an infection.

3.3.2 The Suicidal Patient

The suicidal patient is another patient who requires emergent evaluations. Of these patients, there
are two levels of urgency when dealing with them. The first and most critically urgent presentation
is a patient who has attempted suicide. The second and less critically urgent case is a patient who
plans to do so but has fortunately found a way to get help prior to being able to do so.
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In the United States, the main methods of successful suicide are firearms, suffocation or hang-
ing, poisonings, and by falls. The most common method of suicide attempt is via drug overdose
(Goldsmith 2002). As always, the evaluation of a person who has attempted suicide always begins
with the ABCs.

Firearm and asphyxiation or hanging injuries can compromise a person’s ability to maintain
a patent airway, their lungs to breathe, or their heart to beat. Patients with these types of injuries
are frequently critically unwell and are brought to an emergency department via ambulance. These
types of injuries are typically recognized by prehospital providers and taken to appropriate trauma
hospitals where an appropriate evaluation for these injuries can begin. The treatment of a patient’s
underlying psychiatric disease are appropriately deferred in order to stabilize any potential life-
threatening injuries they may have sustained.

Unlike with firearm and hanging injuries, whether or not a person has self-poisoned with
medications (or other poisons) may not be immediately obvious (please refer to Chapter 15 “A
Primer on Medical Toxicology,” for more information). These patients may present via ambulance
or even with family and friends who simply state that “they are not acting right.” In my experi-
ence, some patients may not seek medical attention at all or wait until it is too late. Much like with
an agitated or violent patient, clinical history is often difficult to obtain. To put it bluntly, when
people try to kill themselves, they don’t always know exactly what medications they are taking or
the dosages. Ingestion of more than one poison is common (e.g., acetaminophen, narcotics, and
alcohol). See chapter on toxicology for more information. Furthermore, emergent interventions
such as intubation may be required without having all the appropriate history. The best therapy
may be delayed until more history becomes available as family and friends investigate. In such
cases, a medical team has no choice but to stabilize the patient to the best of their ability, treat a
presumed poison, and deal with the psychiatric illness at a later time.

Sometimes suicide attempts may not lead to severe physical trauma and a patient may have
minor injuries, which can be rapidly treated. After this, a psychiatric evaluation can begin.

Another type of patient who frequently presents to emergency departments is one with
suicidal ideation and fortunately without any active attempt. These patients are typically not med-
ically unwell. They are most commonly awake, talking, and breathing on their own. Most of the
time their vital signs are normal. This is reassuring because emergent medical interventions are
frequently not necessary.

Despite this, it would be inappropriate to state that these patients are completely well and have
no emergency conditions. It is imperative to identify those patients with suicidal ideation who are
at higher risk of suicide completion. In my experience, some patients who present calm and logi-
cal may actually be at a higher risk than I had thought of committing suicide, whereas those who
present in emotional extremis may be less of a risk than I had thought. There are numerous scoring
systems, guidelines, and risk-stratification tools that are available to psychiatric providers to help
them identify risk of suicide. This risk stratification of patients with suicidal ideation is one of the
most challenging and time consuming parts of emergency psychiatric care.

3.4 After the ABCs Is the D

Trauma surgeons will tell you that the “D” in emergency medicine stands for disability. It comes
after the initial ABCs in the evaluation of trauma patients. After you determine that the patient is

»

breathing well on their own and their circulatory system is not compromised (i.e., not bleeding to
death), you need to figure out where they are actually hurt. A cynical ED nurse will tell you that
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the “D” stands for the trade names for meperidine or hydromorphone (both of these medications’
trade names start with the letter “D”), highly potent and narcotic medications that a patient with
drug-seeking behaviors may request. The trauma surgeon and this cynical ED nurse are not cor-
rect. For a seasoned ED physician, the “D” stands for disposition. As mentioned in other parts of
this book, disposition is the most important thing for the flow of patients through an ED, which
allows the department the ability to see and treat more patients. This is especially important given
the national psychiatric crisis and increased census of patients seeking mental health treatment in
EDs.

If the ABCs are compromised, the disposition is clear. If a patient is having an issue with one
of these, they are going to the operating room, the intensive care unit, or the morgue. For the rest
of the patients, an experienced emergency medicine provider can often disposition patients in
their minds after only a few minutes of obtaining a history. We are very good at knowing who is
sick and who is not sick. We know who can safely go home and who cannot. Sometimes we will
need some additional blood tests or imaging to make sure; however, we can frequently anticipate
the outcome.

Psychiatric patients, however, pose an entirely different challenge. Medical diseases, such as
congestive heart failure, chronic obstructive pulmonary disease, appendicitis, myocardial infarc-
tions, and traumatic injuries are usually quite obvious based on a history and physical exam. This
is not the case with psychiatric disease, and disposition may not be obvious in many psychiatric
patients. To the chagrin of many emergency medicine physicians, a quick history is very rarely suf-
ficient for psychiatric patients. In patients with a complicated psychiatric condition, an extremely
thorough history is the only way to determine safe disposition. This frequently involves talking
to patients at length (who may provide unreliable histories), family members, other mental health
professionals, law enforcement, or other ancillary medical staff. This takes hours. Obtaining psy-
chiatric history and corroborating information is difficult at best during weekday working hours.
On Christmas Day at 2 a.m., it can be nearly impossible.

Due to the multitude of other demands on their time, emergency medicine physicians are
often not able to dedicate large chunks of time to obtain all this information. As such, the major-
ity of this work falls to ancillary psychiatric staff. They may be called therapists, psychologists,
or psychiatric help professionals. These skilled individuals are the true core of the emergency
psychiatric team. It is up to them to obtain a thorough and complete history for psychiatric
patients. Although these professionals may not be under the same time and pressure demand
that is demanded of emergency medicine physicians, their job is no less easy. Having spent some
time during medical school and residency attempting to do their job I can tell you it is one of the
most frustrating endeavors I have ever undertaken. The cards are stacked against these psychiatric
health professionals.

Behavioral health clinicians have to deal with many hurdles in order to be able to put together
a clear picture of the patient’s psychiatric disease. Patients with behavioral health needs may
have an altered mental status or irrational thinking impairing their ability to provide an accurate
history. Personality disorders or a patient’s secondary motivations (either real or due to psychiatric
disease) may further complicate the picture or cause patients to lie. I have assessed patients who
have changed the story they told me the next time they told their story to the behavioral health
clinician. I have even heard patients change their stories as the conversation developed.

As psychiatric disease may cause inappropriate behaviors, law enforcement frequently becomes
involved with psychiatric patients. Behavioral health clinicians in the emergency room must work
with the legal system to obtain an appropriate history on patients and safe disposition. It is very
difficult to evaluate a patient with catatonia who was brought in by law enforcement because the
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person was laying down on the freeway. Similarly, a patient with bipolar disorder may be in cus-
tody for performing unsafe behaviors related to drugs or alcohol. A person with acute psychosis
may be behaving bizarrely in the community, which may be harmful to the patient or others.

Corroborating information may be difficult or impossible to obtain (for further information,
please see the chapter on discharge planning). Patients with severe psychiatric disease may lack
social support. When patients are brought to the emergency room they may not even know their
own names. Even when psychiatric emergency professionals are able to contact family or friends,
they may similarly be unaware of the patient’s psychiatric diagnoses or treatment plans. It is
common for people with psychiatric disease to live in “room and board” or “board and care”
(“halfway houses”) type facilities. These facilities have variable levels of supervision, and the other
residents of these facilities may have no idea about their roommate’s psychiatric disease. Friends
and family may also be unreliable or may have secondary motivations. Even if there are friends and
family involved with a patient’s care, the difficulties and challenges of taking care of a person with
abnormal behaviors can take a toll on them. This may cause friends or family to simply not want to
help or not be able to help. It is not uncommon for a family member with psychiatric disease to be
brought into an emergency department for abnormal behaviors because the family that was tak-
ing care of them has to leave town, or has a new baby, or, sadly sometimes, is having guests over.

These are some of, but certainly not all of the barriers that emergency psychiatric professionals
have to deal with. Clearly obtaining an appropriate and thorough history can be a Herculean task.
Despite these numerous challenges, I have found that psychiatric professionals do amazing work!
They are able to contact and coordinate with psychiatrists, law enforcement, friends, and family
to provide a clear history of the patient and their psychiatric disease. During my brief initial inter-
view of a patient, I obtain one history, but when the psychiatric health professionals finds me after
doing their work, I am frequently amazed at the additional information they were able to gather
to help the medical team take care of the patient.

Once a full history is obtained, it is possible to really determine the disposition for these
patients. If patients are determined to not be a danger to themselves or others and have appropriate
outpatient follow-up care, they are discharged—much like any medical patient once their medical
emergency has been stabilized. Alternatively, if it is determined that a patient is a danger to himself
or others the patient clearly needs to be admitted to a psychiatric facility.

Admission to a psychiatric facility has its own set of administrative loopholes and processes
that need to be followed (that discussion is beyond the scope of this chapter.) Additionally, since
psychiatric care is typically not well reimbursed, there is often little motivation for psychiatric hos-
pitals to take on new patients. Even more importantly, there are also very few psychiatric resources
(hospitals and beds therein) available. This availability is critically narrowed for patients who are
on government health insurance, such as Medicare or Medicaid and even worse for patients with
no insurance whatsoever. Thus, for patients with psychiatric emergencies, the process of obtaining
a thorough history takes many hours so they are frequently boarded in the emergency room until
an appropriate disposition can be determined.

Boarding in the ED is an awful situation for the patient, the medical staff, the physicians, and
for other ED patients. In hospitals I have worked in, a 24—48 hour stay in the emergency room
is fairly normal for psychiatric patients. A stay of 45 days is not uncommon. In certain extreme
cases, people are in the ED for up to 2 weeks. Most reasonable people would not feel chat this is
appropriate for another human being. Ye, it is what is happening in the emergency department
every day across the country (Weiss et al. 2012).

Just like any other resource in the emergency department, the hiring and management of psy-
chiatric help professions require planning, budgeting, and administrative upkeep. In emergency
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departments, where resources may already be stretched thin, it may be difficulty to justify hiring
a psychiatric health professional when the resources may be better spent on more ventilators. All
over the United States, emergency departments are decreasing in number (O’Shea 2007) and are
increasing in patient volume (Skinner et al. 2014). Prioritizing the treatment and staffing required
for adequate behavioral healthcare in an ED is challenging. New innovations, such as videocon-
ferencing and telemedicine, can improve psychiatric access, especially in hospitals that are not in
urban centers. However, this is also not ideal for the patient and provider and simply is a stopgap
or work-around for improving care with limited resources.

3.5 Medical Clearance

In emergency medicine, medical clearance is the idea that an emergency medicine physician must
rule out medical causes of altered mental status or abnormal behavior prior to a patient being
psychiatrically evaluated and or hospitalized. Looking at it objectively, of course this makes sense.
Putting a patient who is intoxicated or under the influence of a substance into a psychiatric hos-
pital makes no sense. Similarly, if a patient has a head injury, a neurologic disease, an infection,
or another metabolic condition that would cause abnormal behavior, psychiatric hospitalization is
not the correct treatment. However, the overall process of medical clearance has become an ardu-
ous process, which does not help the patient, the providers, or the healthcare system as a whole.

Patients with known psychiatric disease who come into a medical facility and state that they
are hearing voices or having psychotic thoughts or hallucinations due to medication nonadherence
likely do not require a medical work up. This especially pertains to patients who are well known
to the local system. Regardless, these patients must also be medically evaluated and screened in
most areas of the country. These patients often do not medically require repeated medical screen-
ing each time they present.

In my local emergency department, a medical screening involves a full, complete blood panel,
a chemistry panel (including liver function tests), a urine drug screen, evaluation for acetamino-
phen and aspirin overdoses, and sometimes a thyroid screen. In some emergency departments, a
computed tomography (CT) scan of the head (regardless of traumatic physical exam findings) or a
chest x-ray (to rule out asymptomatic tuberculosis) are part of the work up for medical clearance.
In my experience, nearly all these tests will turn out to be negative. All this unnecessary testing
has the potential to be harmful to patients, and is certainly expensive for the healthcare system
(Lukens et al. 2006). Unfortunately, this testing is not left up to the discretion of the treating
emergency medicine physician; rather, it is frequently determined by preexisting protocols (please
see Chapter 7, “The Myth of Medical Clearance,” for more information and recommendations).

3.6 Substance Use

Due to my clinical experience working with patients with comorbid substance use and psychiatric
illness, I feel that stating that they may coexist may be unnecessary. Study after study has shown
that patients with psychiatric disease have a higher risk of substance use, which in turn can exac-
erbate underlying psychiatric conditions and a person’s ability to get help for them (Hartz et al.
2014). In my experience, this has also occurred over and over in the EDs that I have practiced in.
This is not to say that all people with a psychiatric disease are taking illicit substances. This
is certainly not the case. Most people who have psychiatric diseases are well managed by their
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therapists and doctors and lead perfectly ordinary lives. Unfortunately, as an emergency room
physician, this is not who I see.

Alcohol, being the most commonly used substance in the United States, can lead to medical
complications such as traumatic injuries or liver disease. It can also lead to issues with law enforce-
ment such as alcohol-related offenses. In psychiatric patients who may already be experiencing
impaired judgment, it may worsen the situation.

Marijuana does not frequently play a role in emergent psychiatric pathology. However, mari-
juana may cause temporary abnormal behavior in patients who are not used to a psychotropic agent.
In some patients, cannabis may cause a temporary acute psychosis (Barkus 2016). It may cause
gastrointestinal problems, such as marijuana hyperemesis syndrome. It may be important to note
that some studies suggest that use of cannabis earlier in life may be associated with schizophrenia
(Gage et al. 2016), although that link is not definitive at this time. There does however seem to be a
strong link between chronic cannabis use and the later development of schizophrenia (Moore et al.
2007). Marijuana’s prevalence (and increasing overall acceptance) in society can lead to occasional
accidental ingestions, which may cause emotional distress for patients who are not expecting it.

Cocaine mainly causes agitation and other hyperstimulated behaviors. These may exacerbate
already aberrant behaviors in patients with psychiatric disease.

Heroin is a substance that is most prevalent in large urban centers. However, in the last decade,
its use has spread to suburban and rural environments. In an intoxication state, heroin acts as a
depressant, and can influence psychiatric clinical presentation in the ED. Heroin is one of the
most addictive illicit drugs that is easily available, and its addiction leads to behaviors that may be
harmful in the procurement of the drug.

Today, prescription opioids (and abuse thereof) are one of the largest public health crises that
EDs and the medical community as a whole have to deal with. While clinically prescribed opioids
have a legitimate medical purpose, their use frequently leads down the path of addiction and other
psychiatric disease for patients. Frequently, in suburban centers, prescription opioids are among
the first substances that are used by young people experimenting with illicit substances.

Methamphetamines are a significant problem for those with psychiatric disease. They are
quickly becoming some of the most used drugs in certain areas of the United States (Degenhardt
et al. 2010). In some areas, arrests for methamphetamine use and distribution have overtaken
those for cocaine and opioids. Certain types of methamphetamines may also be as addictive as
heroin. Even for patients without psychiatric disease, methamphetamine use may mimic psychi-
atric pathology, such as paranoia, mania, or even frank psychosis with auditory and visual hal-
lucinations and aggressive behavior (Grant et al. 2012). As such, it becomes difficult to evaluate
these patients who are taking methamphetamines to determine if they are simply under the effect
of the drug, or if they actually have psychosis due to an underlying psychiatric disease. Sometimes
it is both.

Other psychotropic agents and illicit substances, such as LSD, ketamine, PCP, and psychoac-
tive mushrooms may also be used by psychiatric patients. However, acutely intoxicated patients
with these drug ingestions are, on the whole, less common than the ones mentioned previously
(please see the chapter on substance use for further guidance).

3.7 Poverty

Poverty is a significant socioeconomic problem, which makes the emergency department evalua-
tion and treatment of psychiatric disease challenging. In general, patients with psychiatric disease
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have a more difficult time obtaining gainful employment and, subsequently, health insurance
(Lehman 1995). Poverty and comorbid substance use can create financial burdens on the patient.
These factors decrease their ability to pay for psychiatric help. As such, they may not have access to
long-term psychiatric care. This is far from ideal. Additionally, as most of these patients are unable
to pay, there is less incentive for private psychiatric hospitals to accept them as patients, as they
know that their reimbursement will be minimal or none. This is the sad fact of psychiatric care

within the United States, and although it is distasteful, ignoring this aspect of psychiatric illness
would be foolish.

3.8 What We Need

Provision of care and availability of resources for patients with emergent and acute behavioral
health needs in the United States is suboptimal. In order to create an optimal system for behav-
ioral healthcare in the EDs, more resources and a cultural change is needed. Of course, as most
people are aware, most changes can be implemented by an increase in funding.

In an ideal world, resources should be allocated to provide young people and families of chil-
dren with psychiatric disease access to psychiatric care starting from a very young age. This would
involve care by psychiatrists, therapists, psychotherapy, and life skills classes. This would increase
the chance that a person’s psychiatric illness does not end up defining their future and has more
of a likelihood of becoming a manageable illness. Funding would also be provided to ensure
that young people with severe psychiatric disease who are just entering the workforce are given
an opportunity to be productive members of society. This would allow them to obtain gainful
employment, obtain insurance for their own psychiatric care, and would perhaps decrease the
frequency of substance misuse.

Psychiatrists and other psychiatric professionals should be given increased compensation (see
current U.S. Parity Laws) for psychiatric care as their own well-being impacts their medical health
as well. Sadly, the U.S. government’s Medicare reimbursement for psychiatry is astonishingly
poor, as treatments that are more invasive (such as interventional procedures and surgeries) are
more highly reimbursed than therapy and or medication or medical therapy.

Increased, availability of outpatient and hospital alternative behavioral health resources would
also significantly improve overall care. Enhancing existing individual and group talk therapy
availabilities would be of great benefit to the community and allow for more options for disposi-
tion planning from an ED. Unfortunately, it’s difficult to ascertain whether the lack of resources
allocated is due to reimbursement rates, or the scarcity of availability of therapists in any given
community. It may be that they are interrelated, and both exacerbate the problem.

Emergency psychiatric care would be significantly improved by the availability of dedicated
psychiatric emergency departments. Those that are present are rare and are mainly at large aca-
demic urban centers. Improved emergency department physician and staff training in psychiatric
care may be an appropriate first step instead of a dedicated psychiatric emergency department.

Additionally, increased psychiatrist availability in the ED specifically would be ideal. This
is unfortunately a culture change, which needs to occur within medicine and psychiatry. For
the most part, psychiatrists are not used to being in the ED and managing emergent psychiatric
patients 24 hours a day, 7 days a week. Emergency departments are staffed by emergency medicine
physicians during all hours of the day. Other specialists like surgeons understand that they may
be called in at any time to perform emergency surgeries, and obstetricians understand that babies
are born at any time. However, the psychiatric community in general seems to feel that emergent
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psychiatric care can often wait until weekday business hours. This is unacceptable. This is not to
say that psychiatrists are lazy or don’t want to work (nothing could be further from the truth);
however, it is the ingrained expectation and culture of psychiatry as a medical specialty. While
this may have been appropriate 50 years ago, it requires a rethink today. Fortunately, in some loca-
tions, this is already happening. Some post-residency fellowships in emergency psychiatry exist,
but these are rare. There are hospitals where the emergency and psychiatry departments work hand
in hand to ensure their patients get 24/7 care. These are fantastic improvements in the care of
psychiatric disease, and the caregivers and physicians who work at these locations have my respect
and commendation.

3.9 Conclusion

Psychiatric emergency medicine remains a very challenging field within emergency medicine.
Fortunately, this has been recognized by governing bodies such as the American College of
Emergency Physicians. Emergency psychiatric care is slowly improving nationwide. It is my hope
that the readers of this book will play some role in it and become the leaders who will spearhead
these changes for the patients that so deserve it.
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4.1 Introduction

I have had the privilege of being a nurse in an emergency department (ED) for 13 years—“being”
a nurse, I say, versus “working” as a nurse. I consider this profession a state of being and not sim-
ply a means of paying the mortgage; money is something that can be earned from a myriad of
sources. Raised in rural suburbia, I began this journey of professional “being” as a new graduate
nurse who suddenly, albeit deliberately, found herself in the middle of the hornet’s nest that is the
glorious ED at San Francisco General Hospital. Prior to becoming a nurse, I had several years
of experience as a non-licensed medical staff member working with marginalized groups in our
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community, including the poor, recently immigrated and undocumented, socially and academi-
cally illiterate, and people with disabilities. However, this hospital is where I was indoctrinated
into an elite society of sorts.

4.2 Caring for People

The patients and my mentors in this institution both taught me early on the art of emergency
nursing, more specifically, psychiatric nursing, since that is a major component of work in the
ED. Thanks to several key experiences in my formative years, I learned not just how to mainline a
B-52 (diphenhydramine, haloperidol 5 mg, and lorazepam 2 mg) in the acutely psychotic patient;
I also learned that an otoscope cord will actually restrict cerebral blood flow when wrapped tightly
around the neck of a suicidal patient. I learned the most important lesson irrespective of nursing
algorithms and pharmacokinetics: these are people we are treating.

People.

They are us, and we are them.

While science tells us that there are genetic predispositions toward various psychiatric diagno-
ses, the end-of-the-day reality is that we are all potentially a step away from being on the other side
of the curtain being watched by a security officer or sitter to keep us safe.

This concept of patients as people and incorporating the human aspect, even in this chaotic,
sometimes nameless, faceless urban ED, led me on a path to ask these questions of myself and my
colleagues, and now of you the reader:

How can we better prepare ourselves as medical care providers to never lose sight of the people
and their journey?

How can we accomplish this without getting assaulted with a full urinal or called every awful
playground name imaginable?

4.3 Psychiatric Nursing Knowledge

Before we get into the discussion of preserving the human element in the patient with psychiatric
needs from a nursing perspective, it is valuable that we discuss just what “book knowledge” the
ED nurse should possess in order to practice safely.

In nursing school, basic didactic teaching is provided and regurgitated by the eager nursing
student. Medications are researched and medication cards are created in order to safely pass that
dose of lithium during psychiatry (psych) rotation clinicals.

Many of us prayed that the patient just simply took the medication easily, without hiding the
pills in their cheeks until you walked away. Some of us also prayed the patients were in the day
room so we didn’t actually have to dose their meds at that time, or interact with them at all for
that matter.

Suddenly, one day you've graduated, and you find yourself in the middle of an urban ED
where every single gurney has four leather restraints bolted to it and not many patients take their
meds willingly, which is what may have landed many of them on your doorstep.

The nurse standing in this ED, and thousands just like it (big and small) across the country
should be familiar with the basic defining features of commonly seen psychiatric diagnoses, their
symptoms, and commonly used medications to treat them. This is paramount; you need to know
what you’re potentially dealing with as you march ahead. Many of our patients self-medicate with
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illicit drugs or misuse prescription medications. The practicing nurse should be aware of how
diverse drug-induced states look and how patients present behaviorally, and how these states may
mimic various medical diagnoses and their sequelae (see the chapters on substance use and toxicol-
ogy for further information).

4.3.1 Misdiagnosis due to Medical Mimicry: A Case Study

Let’s look at a brief case study:

The police were called to a neighborhood for the complaint of someone breaking several car
windows at random. When they arrived in the neighborhood, they found a 40-year-old Caucasian
male with a history of depression and post-traumatic stress disorder from severe childhood trauma.
He had very rapid speech, was diaphoretic, and would not follow any commands to put down the
metal pipe in his hand. He was nervously pacing and seemed to be responding to internal stimuli.
He became violent when they attempted to handcuff him, so he was ultimately tased, restrained,
and brought to the ED.

On arrival, he was again violent with police and staff as they attempted to take him into the
department. He was given two injections of an antipsychotic and sedative and fell promptly asleep.

And sleep he did—for 3 days straight.

He barely roused, wouldn’t eat, and was even occasionally incontinent of urine. Collateral
information was obtained from his spouse, who told the therapist that the patient had been using
cocaine and alcohol regularly for years and had most recently been on a cocaine “binge” for the
last 5 days, and had slept very lictle.

On day three, as he awaited inpatient psychiatric placement for “grave disability,” the patient
could still not be awoken easily. Both the nurse and ED physician were certain the patient’s
behavior could be attributed to him “just sleeping it off” and no further lab or radiologic testing
was ordered. Later in the day, a new nurse thoroughly examined the patient and noticed he was
not moving the left side of his body. She alerted the same physician, and the patient was taken
to the computed tomography (CT) scanner and was diagnosed with a large hemorrhagic stroke.
After the patient was whisked to the resuscitation room for intubation, security officers (medically
untrained personnel) mentioned to other staff that he had not moved that side of his body since
the day before.

Since the nurse and the physician involved had taken care of many patients like this one in
their careers, they knew that often patients who abuse stimulants may fall into a deep sleep once
they are in the confines of the ED, as their body attempts to undo what has just been done to it. In
this case, the team used the clinical symptoms and history obtained from collateral information to
diagnose an intoxication and, later, a withdrawal state, and attributed their findings to an associa-
tion with substance misuse. When the presentation did not continue to fit the initial diagnosis,
upon reexamination, the patient was correctly diagnosed.

4.3.1.1 Case Study Discussion: Misdiagnosis

There are many good lessons in this case study. Psychiatric patients are not medically well until
proven otherwise. You must perform regular physical exams on them—walking by the door and
waving to them each shift does not count. You must consider a whole host of medical diagnoses
to rule out initially and throughout their stay with you. Interjecting personal bias toward these at-
risk patients will likely lead you down a path of doom; you will miss key elements of the patient’s
history, their presentation, and their diagnoses—medical and psychiatric.
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By not thoroughly examining these patients you will miss such things as wounds, dysrhyth-
mias, overdoses, endocrinologic emergencies, or even evidence of maltreatment by a caregiver or
significant other. You may also overlook the evolving picture of delirium or alcohol withdrawal,
both of which we know put the patient at higher risk for morbidity and mortality.

4.4 Patient and Staff Safety

Methods of staying safe as a staff member and those essential to keeping your patients safe must
be incorporated at all times, starting at the beginning of their visit. Patients should have their
personal belongings removed from them initially, and they should be changed into hospital attire.
This removes the risk of weaponry on the unit, as well as the potential for ingestion of substances
they may have brought to the hospital with them (see Chapter 5 on care options and treatment
teams for further information).

4.4.1 Pills and Vodka: An Unfortunate Occurrence

I will never forget one particular experience I had while working in a busy county hospital. The
other nurse I was working with in triage had checked in a patient who was accompanied by police
and had come for medical clearance after a motor vehicle crash, which resulted in felony driving
under the influence.

As triage nurses, we were in charge of all the front door and ambulance traffic, as well as a
very long hallway where those who could not walk were camped out waiting for an available bed.
My partner directed this patient and her officer to a bed halfway down the hallway to wait. They
had been in our ED about 3 hours. Though the patient also told my partner she was suicidal, my
partner felt the patient was being “dramatic” in an effort to avoid jail. The patient had her bag
of belongings on the gurney next to her, and the officer sat across the hallway from the patient’s
gurney and worked on his laptop.

Suddenly, it was noted that the patient had a seizure and was found to be pulseless; she was
in ventricular fibrillation (V-fib) arrest. Our staff rushed the patient to the code room, performed
cardiopulmonary resuscitation (CPR), and the patient ultimately died in the ED.

Another patient down the hall told staff after the code that shortly after the patient arrived, she
saw this woman drink a bottle of liquor while taking “many” pills from a bottle in her purse. An
empty bottle of 90 amitriptyline and an empty pint of vodka were found in the patient’s purse.
This was a preventable death and, quite sadly, one I will always somehow feel partially responsible
for.

4.4.2 Purses and Knifes: Not What the Doctor Ordered

Another experience happened when I worked the night shift in a different hospital. When I came
back from my lunch break, I was told of a new patient I had inherited that came to the ED for
feeling suicidal. The break relief nurse was easily frustrated by this patient, who was agreeable to
undress and put on a patient gown, but adamantly refused to give up her purse. The nurse allowed
the patient to retain her purse, turned the light off in the room, and pulled the curtain. She relayed
to me how emphatic the patient was about keeping the purse with her. I immediately walked into
the room and sat down on a chair next to the patient. I calmly introduced myself and asked the
patient to hand her purse over with an authoritative but respectful tone. The patient, who had her
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head wrapped in a sheet, unveiled her face, and I could tell she had been crying for a long time.
She handed me her black purse and when I looked inside of it, the only item in the bag was a
knife—one of the largest I had ever seen, other than a machete.

We owe it to our patients to help keep them safe by removing these personal effects from their
reach. This practice will also help keep you and your unit safe. However, often this is no easy
task, and multiple staff members and security must be incorporated to accomplish the job. This
is one venue where the art of psychiatric nursing in the ED has a place. Setting firm boundaries
while consistently attempting to preserve the patient’s dignity as a fellow human being is not only
possible but essential. Psychiatric patients are a vulnerable subset of an ED population and often
arrive to the hospital already feeling powetless.

It is possible to practice kindness and show empathy while sticking within those set
boundaries. Many patients may not like what you and your team are asking of them, but I
have found that if you explain the process in normal terms and not just psychiatric jargon,
not only will they respond better to you, but they maintain some perception of power over
this experience.

4.5 Patient Coping Mechanisms

Something else to keep in mind with all ED patients, but especially psychiatric patients, is that
they arrive to the hospital with the same coping mechanisms they used on the outside, which is
often nil. Their preexisting baggage does not go away because you asked them to put on a crisp
gown and provided them with a juice box and graham crackers. Patients may react even more
violently to being restrained, perhaps due to previous sexual abuse (see Chapter 14 on personality
disorders for more information). You may also find that some patients actually push you to the
point of physically restraining them because they have no other way to signal that they need you
to take control of this situation.

4.6 Staff Splitting

As you embark on your effort of practicing empathy and kindness, be very aware of the likelihood
that some of these patients will attempt to manipulate you as a means of retaining some sort of
power. This may be deliberate on their part or subconscious behavior, but you, as the nurse, must
be on alert. This is where the firm boundaries come in, again.

Here is another case study that depicts a frequently encountered set of behaviors you may see
in some patients with behavioral health disorders.

4.6.1 You Are a Great Nurse, Unlike Your Rude Colleague: A Case Study

Lana is a 37-year-old woman brought to the ED by her mother for depressive symptoms including
anhedonia, feelings of worthlessness, sadness, and tearfulness for the last 3 weeks following the
recent breakup of a romantic relationship of 5 years.

She has a history of depression and two previous suicide attempts, including cutting her wrists
and an attempted hanging. She has been in the ED awaiting inpatient psychiatric hospitalization
for the last 48 hours when she tells her day nurse, Nicole, that she would like to complain about
the night-shift nurse.
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Lana tells Nicole that the night-shift nurse was very rude to her and would only give her water
to drink throughout the night when she asked for juice repeatedly, for what she described as “low
blood sugar.” Lana reported to the nurse that she “had to drink the juice from her roommate’s
tray to ‘stay alive.””

Lana seemed visibly upset and began to sob when recounting the previous night’s events, and
the day-shift nurse became concerned. Lana thanked Nicole several times for listening and for
her caring behavior. Lana even called Nicole “the best nurse I have ever had.” Nicole felt very
flattered and content that she had made a positive connection with Lana. Lana then asked Nicole
if she could have a tray of juices and snacks with her at all times to prevent another possible
occurrence of “low blood sugar.” Nicole happily obliged, though this was contradictory to the
department’s policy of strict meal and snack times, and no other patient had received the same
special treatment.

4.6.1.1 Case Study Discussion: Staff Splitting

This case study is a perfect example of the patient attempting to pit staff members against each
other for personal gain. Unbeknownst to the day nurse, it is not surprising that Lana had a history
of borderline personality disorder (BPD). Patients with BPD will frequently stop at nothing to
manipulate staff to have their own needs met. Had Nicole been aware of what signs to watch for,
including those previously mentioned, she may have been more inclined to follow the established
guidelines in the ED concerning the care of patients with behavioral health needs.

Nicole may have also been better able to set firm boundaries with Lana concerning her care.
Moreover, Nicole should have considered her ability, as a nurse in the ED, to provide actual medi-
cal care, including regular blood sugar checks, if she believed the patient was actually experiencing
hypoglycemia versus manipulative behavior.

4.7 Communication with the Emergency Physician

In the spirit of discussing manipulative behavior, this is where we, as nurses, are transparent about
the art of finessing the ED physician to get what we need to better care for our patients.

The ED nurse is the eyes and ears for the physician, as the nurse spends the most time with the
patients. By presenting both subjective and objective data to the provider, the nurse is in a position
to perhaps medicate the escalating patient sooner rather than later, thus preventing a meltdown
leading to restraints.

In another scenario, the ED physician may hear the patient is yelling and agitated, so they
opt to give the patient something like lorazepam to simply calm the patient down and keep them
quiet, temporarily. The experienced ED nurse knows what the patient truly needs is medication
to stop the voices of terror inside their head, and eatly on before they decompensate. Gone are the
days of the almighty droperidol, so we must come up with better, more conscientious ways to stop
the train before it smashes into the station.

4.8 Conclusion

Finally, approaching your practice in a cerebral, methodical fashion will likely pay off for all
parties involved. Keep the tone of the milieu in mind and seek ways to decrease aberrant stimuli
surrounding your patients.
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Conversely, take note when your patients are so bored of waiting around they are apt to create
mischief. You, as the nurse, have the potential to help shape your patient’s experience, so use it.

Remember what an honor it is for you and the rest of your team to guide these patients, your
fellow humans, to the next step on their journey toward wellness and recovery. They are with you
for just a snapshot of time, and you have the ability to make a tremendous, even life-changing,
impact.
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5.1 Introduction

The daily shift in the emergency department (ED) working on a psychiatric consultation team
involves multiple facets that the treatment team, including the clinician and administration,
needs to be aware of in order to ensure that the patients are receiving satisfactory care. Staff
need to be properly trained for the patient’s care, they need to have access to and demonstrate
proficiency in appropriate documentation in the patient chart, and they need to be able to con-
sistently communicate the treatment plan with the team. This chapter outlines recommended
guidelines for the creation and implementation of treatment teams to help provide consistent
and appropriate care for the patient with behavioral health needs in the ED setting. In addi-
tion to the team framework, this chapter reviews process flow and documentation standards to
facilitate optimal operations.

5.2 Operational Processes: Benefits

Creating a consistent daily process that the entire treatment team can follow has numerous ben-
efits for quality of patient care and outcomes in general. If you are an administrator reading this
book, in order to create your own effective emergency department workflow dealing with the
psychiatric patient population, the benefits outlined subsequently can be used to help guide you
in this planning process.
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5.2.1 Administrative Benefits

A consistent staffing pattern that is proven to work well provides administration the ability to
address the patient flow issues that occur in an ED and hospital setting. When a clear multidis-
ciplinary team structure is identified, budgeting and business planning can be standardized to
accommodate the templated design.

5.2.2 Staffing Benefits

Having a direct manager overseeing the team that provides the psychiatric consultations and care
in the ED is necessary to ensure consistent hiring practices as well as new employee training.
Management oversight of the team, and the consistent procedures and processes that are fol-
lowed, helps to ensure consistent positive patient outcomes and to demonstrate continued return
on investment.

5.2.3 Direct Care Staff Benefits

Established clear expectations and training for direct care staff will help to ensure that patients are
provided with consistent care. Use of a templated note system also ensures that consistent docu-
mentation occurs in the chart by all staff members. This ensures that federal, state, and county
regulatory requirements are met.

The structured expectation of the provider also adds to a level of comfort in setting clear
guidelines for staff to follow on a daily basis. While clinicians in an ED do not know what type of
problems they will be tasked to solve in a given shift, having a clear structured team, established
protocols, and procedures for care delivery provides a certain level of comfort to increase staff
morale and decrease staff burnout.

For a multidisciplinary team, clearly delineated expectations of each member also further the
sense of adding value to the team, and also add the distinction of accountability to the team and
patient outcomes.

5.2.4 Patient and Advocate Benefits

Patients and their advocates can expect to see increases in consistent and empathic care within the
ED setting when direct policies and daily processes are in place to help guide the treatment team.
The treatment process for any given patient needs to be clearly communicated to all the parties
involved in the patient’s direct care. This may include the patient’s advocates, family members, and
the larger ED treatment team. This will create a culture of transparency that inherently expands to
the patient and their advocates. The goal is also to increase the patient’s understanding of what to
expect during the ED visit. This allows for the advocate or patient’s family to be directly involved
in their care and decision-making process if needed, and to facilitate any next steps in treatment.

5.2.5 Regulatory and Quality Oversight Benefits

It is imperative that administrative staff on the ED team have a working knowledge of both
state- and countywide hospital regulations specifically related to the psychiatric patient in the
emergency setting. Ensuring that there are pre-established policies and procedures for medico-
legal and clinical documentation hospital-wide will act as the cornerstone for support during
random and routine regulatory audits.
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Some of the larger regulatory issues that may arise in an emergency setting include medication
procedures, such as medication over objection; use of physical and chemical restraints; involuntary
psychiatric holds; risk assessment documentation; and regular clinical documentation. A stan-
dardized approach to the care of the patient in the ED that incorporates the previously mentioned
regulatory requirements will allow the ED staff to work within a framework of appropriate regula-
tory standards.

A comprehensive system of quality oversight needs to be established and consistently main-
tained within the ED. This quality oversight system will include a multiple-department team,
including the emergency department administration and psychiatry department administration.

Standardized quality review and improvement processes should be established that include all
the departments involved. One component should be a peer-review process that addresses not only
complaints, grievances, and negative outcomes, but also should include random chart audits to
ensure documentation standards are being adhered to within the ED setting. Regulatory require-
ments including medication management, legal status, risk assessment, and use of physical or
chemical restraints should be the primary focus of these documentation reviews.

To help facilitate a smooth transition between the departments and alleviate potential future
conflicts hospital-wide, we recommend a memorandum of understanding or a service agreement
be developed between all the involved departments. This can then be used for training staff, as
well as in discussions with external partners and regulators to describe the integrated and seamless
care delivery in your hospital. The use of service agreements will be discussed in further detail in
a later section of this chapter.

5.2.6 Length of Stay Benefits

Long lengths of stay, also known as boarding time, for patients waiting for inpatient psychiatric
hospitalization is an increasingly troubling problem nationwide (Park 2009; Zhu 2016). This is
an important metric to be aware of, given that it has a potential impact on many facets of ED
operations, including but not limited to quality of patient care, patient and staff satisfaction, and
increased operating costs due to lengthy boarding time, as well as a potential increase in workplace
safety issues and a potential for regulatory and legal violations.

It has been shown that length of stay can be decreased by organizing and using a multidisci-
plinary team within the ED, and establishing a system for creating safe discharge planning. When
clear treatment protocols include early assessment and treatment during an ED visit, the culture
is one of eflicient care. As patients who can be safely sent home are identified, cared for, and
discharged, the ones requiring more elaborate care in the ED and possible inpatient psychiatric
hospitalization can receive the level of care they need.

The concept of using the available inpatient psychiatric hospital beds in the community wisely
benefits the patients that truly need an inpatient bed. Appropriate dispositioning of patients results
in improved access with the increased bed availability in the community secondary to the capac-
ity that was created. As the cycle of patient flow continues, this naturally translates to further
decreased lengths of stay in the ED.

5.3 Appropriate Level of Care

Expertise in triaging and assigning not only the level of risk of a patient, but also appropriate dis-
position planning, is key to ensuring that the patient is discharged to the appropriate level of care.
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This applies to the time the patient spends in the ED, where the patient goes when they leave the
ED, and also the frequency with which the patient has a return visit to the ED.

As discussed in the chapter on discharge planning, all factors must be taken into consider-
ation to ensure that the treatment team is providing care that sustains beyond the immediate
discharge from the ED. For example, the predictors of frequent ED use for psychiatric illness
described by Chang et al. in their 2014 review article include homelessness, a cocaine-positive
toxicology screen, presence of a personality disorder, Medicare insurance, and hepatobiliary dis-
ease. When the treatment team combines general predictive information with risk factors specific
to the patient, which are delineated in Chapter 6 on risk assessment, the team can preemptively
discuss and address these barriers and concerns with the patient, as well as plan for the appropri-
ate level of care.

If homelessness is a driving factor for ED visits, resulting in increased inpatient psychiatric
utilization, the team should focus on that, with a potential resulting factor of decreased inpatient
psychiatric hospital utilization. In well-functioning hospital systems that are well connected to
the community, lists of community services will be available to offer patients in need. If your
hospital system has a need for a more robust system and a checklist for more resources, consider
developing a taskforce to research the community resources that are available in your area. These
resources may include shelter programs, food lockers, domestic violence clinics, low- to no-cost
medical clinics, legal clinics, and other local not-for-profit agencies. Consumer and family advo-
cate groups, such as the National Alliance on Mental Illness (NAMI) and other self-help groups,
such as Alcoholics Anonymous (AA) or Narcotics Anonymous (NA), can also be referenced in a
community resource list. Locating available community resources for a patient discharging from
the ED can be a challenge, so it is beneficial to have your community resource list printed with
multiple copies available for distribution. Establishing strong working relations with community
agencies, such as housing authorities or shelter directors, can be of use to the ED team when a
homeless patient is in need of housing upon discharge from the ED.

Treatment and care planning, when done clinically and appropriately, cater to the individual’s
recovery and well-being. When they are done with the added sophistication of institutional and
systematic awareness, they result in even greater benefits, as described previously.

5.3.1 Least Restrictive Level of Care: Is the Use of
Physical and Chemical Restraints Necessary?

It is inevitable that, at some point, the ED team will need to intervene with an agitated or violent
patient to ensure that the safety of the patient and others near the patient is preserved via the use
of physical restraints, seclusion, or emergent medications.

A plethora of negative effects have been identified related to the use of seclusion and restraints
on patients. Strong emotional reactions, including isolation, helplessness, humiliation, shame,
and a fear of future acts of restraint by staff can be a common patient experience. A resurgence
of prior traumatic memories may also arise for all parties involved in the restraint (Booner et al.
2002; Fisher 1994; Larue et al. 2013). Any preexisting negative emotions that the patient was
experiencing, including rejection, exclusion, and abandonment, can become intensified during
the restraint episode (Holmes et al. 2004). It has also been found that the use of restraints
can have a detrimental impact on the patient's chances of following through with future out
patient psychiatric care (Currier et al. 2011). In addition to the potential emotional damage
that can occur, physical complications in the patient from the use of restraints, ranging from
thrombosis to death, can arise (Berzlanovich et al. 2012; Busch and Shore 2000; Hem et al.
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2001). Asphyxiation was found to be a common cause of death during restraint use (The Joint
Commission 1998).

Given that these episodes can be physically and emotionally taxing for the patient, ED staff,
and others in the vicinity of the patient, the least restrictive level of care should always be imple-
mented prior to resorting to the use of physical or chemical restraints. One review found incon-
clusive evidence regarding the effectiveness and safety of using seclusion and restraints as an
intervention for the agitated patient in the ED setting, recommending that these interventions are
only used as a last resort (Nelstrop et al. 2006).

In the ED setting, the use of physical restraints is the most restrictive level of care possible. It is
hard to imagine physically restraining a patient as being a care option, but there may be situations
in which it is the only option available to ensure the safety of the patient and those around the
patient. A patient who has become combative toward staff and is unable to be verbally deescalated
may present a time when physical restraints are deemed necessary.

Due to the highly restrictive nature and potential negative effects of restraint use on the patient
and staff, many governmental agencies have stepped in to ensure that restraint procedures in
all ED or hospital settings are followed correctly. In response to a series of articles published in
the Hartford Courant in 1998 that documented the restraint and seclusion-related deaths of 142
patients, the Healthcare Financing Administration (now called the Centers for Medicare and
Medicaid [CMS]) established rights for patients and rules for the use of restraints and seclusion in
any medical facility that is funded by Medicare or Medicaid (Currier and Allen 2000). The CMS
restraint regulations can be found in the Conditions of Participation document.

The Joint Commission also created standards for the proper use of restraints and seclusion
in both medical and psychiatric settings. Per CMS regulations, restraints can only be applied to
ensure the immediate physical safety of the patient, staff, or others, and their use must be discon-
tinued as soon as it is safely possible to do so. The Joint Commission standard PC.03.05.01 states
“the organization uses restraint or seclusion only when it can be clinically justified or when war-
ranted by patient behavior that threatens the physical safety of the patient, staff, or others.”

If the ED team determines that the use of restraint or seclusion of the patient is necessary to
preserve safety within the ED, a patient and stafl’ debriefing session needs to occur (Richmond
et al. 2012). The debriefing session is important to help the patient and staff process and recon-
struct the restraint episode in a meaningful way (Larue et al. 2013), in addition to providing the
patient with a needed social connection with ED staff (Holmes et al. 2004).

5.3.1.1 Reduction in Restraint and Seclusion Use

The hope of any ED administrative team is to be able to reduce the annual number of patient
restraints to zero. It is imperative that ED administrators make a push for the development and
implementation of a hospital-wide program that highlights behavioral modification techniques and
verbal de-escalation to help prevent or limit the need for restraints (Fisher 2003; LeBel et al. 2004).

In some instances, physical restraint of a patient can be avoided by simply taking the time to
actively listen to what the patient’s needs are, especially if the patient is displaying any initial signs
of frustration or anger (Fishkind 2002; Richmond et al. 2012; Stevenson 1991). Building rapport
with the patient can also serve as an advantage, to use later on, if the patient begins to display signs
of escalating agitation. If the patient also feels that rapport has been developed with the direct care
staff, they will be more apt to respond to redirection and attempts at verbal de-escalation. Rapport
can be quickly and easily established with a patient by doing simple things, such as introducing
yourself and offering the patient a warm blanket, reading materials, or something to eat or drink.
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In the ED, it is essential that the direct care staff take a few moments during the start of a new
shift to speak with the patient and establish some rapport, as this may be difficult to remember to
do in the chaos that can sometimes ensue in the ED.

Restraint and seclusion usage can be significantly reduced with the help of the ED or hospital
administration’s endorsement of the use of an alternative program, patient participation in an
alternative program, culture change in the ED direct care staff, staff training on the alternative
program elements, creation of metrics and analysis of the metrics, and individualized patient treat-
ment plans (Fisher 2003; Forster et al. 1999).

The development and use of a dedicated team of ED staff who act in the role of champions for
a cultural and procedural shift can, in our experience, be helpful in creating and driving the push
for a reduction in the use of restraint and seclusions. This dedicated team needs to be led by the
direct care staff and should be comprised of staff that display a strong passion for working with
and pushing for better care of the psychiatric patient. A member of the ED administrative team
should also be part of the group. The dedicated team should be given leeway by ED administration
to make changes to current workflows when these changes are deemed beneficial by all parties.

5.4 Emergency Department Workplace Safety Concerns

As discussed previously, the act of restraining or secluding a patient can present the ED staff with
challenges in maintaining a safe work environment. The ED can be a scary and sometimes dan-
gerous environment to work in. Amid the normal chaos of multiple staff and gurneys constantly
moving rapidly throughout the hallways and physicians buzzing in and out of various rooms, there
may be screams, yelling, or threats of violence that can be heard coming from patients. It is likely
that some of these patients may be experiencing a mental health crisis.

In a survey covering a 2-year span from 2009 to 2011, 54.5% of surveyed ED nurses reported expe-
riencing some type of physical violence and verbal abuse during a typical work week. One-quarter of
the nurses surveyed stated that they had experienced physical violence 20 or more times over a 3-year
period (Walsh et al. 2011). One of the chapter coauthors experienced patient violence when a patient he
was assessing became agitated during an assessment and kicked him in his side torso; another patient
pulled out a knife and made threats to stab him when he was discussing the patient’s discharge plan.

Given the potential for violence in the ED, it is important that ED staff feel safe and comfort-
able with the idea of coming to the workplace each and every day. Unfortunately, sometimes the
stigma that is inherently attached to patients afflicted with psychiatric disorders can have a direct
effect on the ED direct care stafl’s comfort level in caring for and treating these patients. If the ED
direct care staff do not feel safe and secure in their work environment, they may have difficulty pro-
viding a quality level of care to the patient. As Maslow’s hierarchy of needs shows, feeling safe and
secure are basic human needs. If these basic needs are not met, the person will be unable to function
at their highest potential level and ultimately both the patient and the staff member become victims
to the fear that can be present while working with patients suffering from psychiatric disorders. This
scenario raises a question: How can we ensure that our staff will feel safe and secure?

5.4.1 Improving Workplace Safety

Workplace safety can be improved in the emergency department psychiatric unit by utilizing a
variety of approaches. The use of crisis response teams, safety committees, and open lines of com-
munication between ED staff can help to facilitate a push in the direction of increased safety.
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5.4.1.1 Crisis Response Teams

In order to address the issue of workplace safety in a psychiatric setting, many hospital systems
have utilized a response team model. A behavioral health crisis response team, referred to as the
behavioral emergency response team (BERT), is comprised of multidisciplinary members includ-
ing a psychiatric nurse, a psychiatric technician, a psychiatrist, and a security officer who are
contacted by hospital staff if an intervention is needed for an agitated or violent patient (Pestka
etal. 2012).

The psychiatric nurse acts as the team lead and is the primary person responsible for assessing
the needs of the situation, making recommendations for interventions to the patient’s primary
treatment team and developing a treatment plan for the patient. The psychiatrist is contacted if
the treatment team feels that the patient may benefit from psychotropic medications, either vol-
untarily or emergently, or needs transfer to an inpatient psychiatric facility. The security officer
acts as the primary tool for deescalating the patient and can take physical action to ensure that the
safety of the patient and staff is preserved. In our experience, we have found the use of a dedicated,
on-site ED psychiatric team helpful in responding to episodes of patient aggression.

The use of an overhead paged alert system can be utilized to inform all staff of a combative
patient. Some healthcare facilities have utilized a color code (e.g., green) that is paged on the hos-
pital overhead paging system for this purpose. Once the code is paged overhead, the dedicated,
on-site psychiatric team, comprised of a master’s- or doctoral-level mental health therapist, psy-
chiatrist, registered nurse, emergency department technician, and security officers, meet at the
location of the crisis event to determine, as a team, what level of intervention is needed to maintain
a safe setting.

The on-site psychiatrist is key in being able to quickly assess and meet the patient’s psycho-
tropic medication needs. This is especially important when time is of the essence and emergent
medications may need to be quickly ordered and administered to prevent a harmful situation from
occurring.

The Joint Commission (2010) recommends that the use of uniformed security officers, limiting
the number of visitors that patients can have, and routine screening of visitors, including wanding
and bag checks, be implemented in the ED. Further recommendations from the Joint Commission
for prevention of violence in the ED include adequate training and education of ED staff in the
de-escalation of agitated family members of patients and education on proper incident reporting
procedures to ED administration and security personnel. At times, the presence of multiple security
guards (or a show of force), in and of itself, can help to prevent some acts of violence in the ED
(Pestka et al. 2012). This may especially be the case with patients that present with a personality
disorder, for instance, antisocial personality disorder, who are cognizant of their actions.

5.4.1.2 Safety Committees

The development and implementation of a safety committee can be an important step in mak-
ing a hospital-wide cultural shift toward safety in the workplace. A safety committee should be
comprised of direct care ED staff that have lived on the job experience with some of the safety
issues that the ED needs to address (Severson 2011). This may include drawing upon a variety of
positions within the department in order to gain a wide perspective of the current and relevant
safety issues that are affecting all staff (Maurer 2013). Recruiting at least one representative from
the ED nurses, ED technicians, ED physicians, security officers, ED psychiatry clinicians, ED

administration, and clerical and environmental services staff can be helpful in this process.
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The roles and purpose of the safety committee need to be clearly established early on during
the development of the committee. The overarching role of any safety committee is the reduction
and prevention of workplace injuries and illnesses (Maurer 2013). Steps to reaching this goal of
improved workplace safety include open staff communication and dialogues regarding any safety
concerns, especially related to staff and patient interactions. This fostering of an open communica-
tion system between the ED staff can help to create a culture shift toward improved safety.

5.4.1.3 Sign-Out Reports

Open communication, in and of itself, can easily be implemented via an ED direct-care-staff
change of shift sign-out report process. Sign-out reports should occur on any ED team that has
direct psychiatric patient contact, including ED nurses, ED technicians, ED psychiatry clinicians,
ED physicians, and security officers. The report should be clear, concise, and provide useful infor-
mation for the receiving party (Friesen et al. 2008).

In our experience, the sign-out report process was most effectively used during a warm or staff-
to-staff handoff, although an established sign-out report form can also be utilized in cases where
there may be breaks in the shifts of oncoming and leaving staff. For psychiatric patient sign-out
purposes, the following information should be discussed or included on a sign-out report form:

Patient’s first and last name, age, and gender.

Hospital record number.

Brief description of the reason for the patient’s ED admit.

Current legal status of the patient. The descriptors used here may vary based on your state’s

psychiatric hold regulations.

The date and time that the psychiatric hold on the patient expires.

B Pending issues including barriers to placement in a psychiatric facility or barriers to dis-
charging the patient.

B Recent behavioral changes or concerns.

The following is an example sign-out report: John Doe is a 38-year-old male. His hospital record
number is 111-3456D. He arrived to the ED via law enforcement after he was found wander-
ing in the middle of a street naked and mumbling to himself. He is currently on an involuntary
psychiatric hold that will expire on December 5th at 14:35. John is on a waiting list for a bed at
the James Snider Psychiatric Treatment Center but needs a family member to bring his CPAP
machine to the ED before the hospital will accept him for placement. John displayed increased
agitation over the past shift and was placed in 4 point restraints after he attempted to hit his
nurse.

The focus on and communication of any recent behavioral changes is key to help the new
oncoming staff to be aware of any safety issues when interacting with the patient.

5.5 Patient and Staff Satisfaction

Our experience, as well as the literature (Summers 2003), suggests that with the use of clearly
defined teams who are expert in direct clinical assessments of patients with behavioral health
needs, patient and staff satisfaction improves.

As stafl becomes more familiar with the subject matter and can engage in discussions with
patients and their families, staff also feel empowered and satisfied with their own contributions
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to the team. This in turn reflects in the perception of the patient of feeling heard, validated, and
invited to be part of the treatment planning solution.

Observable positive patient outcomes reinforce staff sense of mastery, resulting in improved
staff satisfaction. This has the added benefit of a buffer against staff burnout, absenteeism, and
ultimately turnover.

Another component of streamlining the operational approach to patients in the ED is by
decreasing their length of stay and the use of lower acuity (as measured by Emergency Severity
Index [ESI]) bed space. In other words, if there are less patients overall in an ED, the likelihood
of using a hallway to care for the patient decreases, as does the potential for decreased satisfaction
due to being cared for in a hallway in the ED (Stiffler 2015).

Establishing a method to capture the patient voice in a survey allows for continuous quality
improvement and honest communication and introspection. A study done by Kitts et al. (2013)
looked at satisfaction with psychiatry consultation services for patients and their families in a
pediatric hospital. The article discusses the importance of promoting patient- and family-centered
care informed by patient satisfaction levels with the services delivered, as well as the importance of
having clinicians on the psychiatry team conveying their clinical impressions and recommenda-
tions to patients and their families (Kitts et al. 2013).

5.5.1 Patient Satisfaction Survey

The satisfaction survey should begin with a description of the services being provided and the
purpose of the survey, such as a desire to improve quality of care based on patient care experiences
and responses.

We recommend that questions in the survey start by asking if the patient was given information
about the rules and policies of the environment and the care delivered. The survey should continue
with questions regarding the patient’s level of involvement and understanding of any medication
and/or therapeutic treatment received. Key questions should be asked regarding the patient’s per-
ception of the level of involvement and satisfaction with the level of involvement received from
staff on behalf of the patient and their family or advocates. Issues such as dignity, respect, and
communication styles of the clinicians should be asked. Other important issues that add to a bet-
ter understanding of the experience are those that pertain to perception of patient safety while in
the ED, the general sense of cleanliness in the ED, and the quality of the food served, as well as
feelings of comfort while being treated. We encourage surveys to also include areas for free text to
answer such questions as which staff member the patient feels deserves additional recognition, as
well as any other information the patient feels is important to convey to the team.

5.5.2 Patient Confidentiality

In order to help increase the patient’s willingness to discuss relevant concerns and overall patient
satisfaction levels over the long run, the patient must feel comfortable and at ease with the inter-
view process in the ED setting. This comfort can be established if the patient feels that the infor-
mation they are disclosing during the interview process is confidential.

Within the ED itself, it may be difficult and challenging for the psychiatric treatment team to
create a private and secure area to hold the psychiatric interview in. We have experience working
in busy EDs where patients are lined up in the hallways, head to foot, lying on gurneys, with little
more than a curtain between them and the next patient. Several EDs we have worked in have had
patients double and triple parked next to each other without any privacy screening. Due to the
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nature of the high volume of some of these EDs, the patients weren’t even able to be divided up
between those with behavioral health needs and those with other medical needs. Patients with
acute psychosis, especially those experiencing paranoia, can be highly affected by this environ-
ment and may be less likely to disclose any information to the clinician.

In order to create some semblance of confidentiality within this setting, the treatment team
needs to develop innovative and novel uses of ED space. In our experience, we have found that
taking a patient out of the hallway and into a patient interview room, a triage room, or an unused
office creates a more confidential space and allows the patient to feel more comfortable during the
interview. This also has a secondary effect of increasing the rapport with the clinician, as it shows
the patient that the clinician is spending extra energy to attempt to make their personal issues
private.

It is important that a confidential space is created in the ED if possible in order to ensure that
the hospital and the clinician are following all the established laws regarding confidentiality of
patient information. There are federal, state, and county regulations around patient confidentiality
that the hospital administration needs to be aware of, and the hospital must have policies in place
to ensure that all ED staff are abiding by these laws.

We recommend checking in with the patient to determine their comfort level with holding the
psychiatric interview within the usual ED treatment space, or give them the opportunity to hold
the interview in a more private setting. If the patient opts to hold the interview in a more private
area, it is important to take precautions to ensure patient and staff safety during the interview
process. This will include making sure that security staff is present and a chaperone is present if the
patient is the opposite gender of the interviewing clinician, or if you at all suspect any potential for
accusatory interactions, regardless of the patient’s gender. Again, this is simply to have a witness
to protect the patient and clinician alike.

If security staff or another clinician is not available to chaperone you during the interview, it is
recommended that the interview space either has a window or is easily visible to passing staff. Also,
ensure that you let another treatment team member know that you will be taking the patient, to
another location for an interview, regardless of how long or short a time. This serves to close the
loop on transparency and open communication with staff, which is also connected with safety and
privacy for the patient.

Any staff member working in the hospital, whether it be security or another staff member that
you ask to chaperone during the interview process, is also bound by confidentiality laws. It can be
helpful to inform the patient of this fact, and also document in the patient’s chart that you had
the interview with the specific staff members providing witness.

5.6 Measuring Success: How Do You Know If
the Team Is Making a Difference?

Whether you have or create a psychiatric consultation service or a multidisciplinary team, it is
important to have a process for quality assurance. The availability or idea of having a team makes
intuitive sense, and we suggest giving thought to measuring outcomes, as discussed in Chapter 19
on metrics.

According to numerous studies, such as the review done by Sheridan et al. in 2016, as well
as our experience, using a dedicated team of behavioral health clinicians significantly decreases
length of stay and the need for admission to an inpatient psychiatric hospital. In the article by
Sheridan et al. in 2016, titled, “The effect of a dedicated psychiatric team to pediatric emergency
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mental healthcare,” they looked at pre- and post-intervention data, and report a 27% decrease in
mean pediatric length of stay post-intervention of implementing a pediatric psychiatric team in
the ED. Please refer to Chapter 19 on metrics for further details.

5.7 Interdepartmental Memorandum of
Understanding or Service Agreement

Regardless of the model of healthcare delivery, the concept of integrated health and behav-
ioral healthcare has solidified its position in the lexicon and, more importantly, in the way
we think of delivering care. Due to continued concerns regarding equitable reimburse-
ment for psychiatric services and the reality that medical-surgical hospitals and emergency
departments absolutely need psychiatric services and expertise, it makes intuitive sense to
collaborate.

In 2008, George Tesar wrote an article titled “Whither hospital and academic psychiatry?”
that discusses recommendations for the (at the time) present and future of academic psychiatry, in
which he describes the need for interdepartmental collaboration, and the need to embrace change
as well as outcomes assessment. The recommendations are applicable to the field in a broader sense
and continue to be very valuable.

As the reader, if you are an administrator preparing a business case and sponsoring policies to
be written for your hospital, or if you are a clinical provider in a network, or if you are a patient
or advocate, the common denominator in this collaborative care approach is that patients benefit
significantly more in this model of care compared with when care is delivered in a siloed approach.

Data suggests that that standardized mortality ratios are twice the population average the year
following an inpatient psychiatric hospitalization (Lally et al. 2015). The article, a retrospective
analysis, discusses the need for further integration of medical services in psychiatric settings due to
the high incidence of general hospital utilization during and after psychiatric hospitalization. The
article details the breakdown of variables, including sex, diagnoses, and inpatient medical and ED
utilization, as well as their lengths of stay and implications on economic costs. Lally et al. discuss
the inefficient use of resources, distress on the patient, and the need to better integrate medical
care provided to patients who are psychiatrically hospitalized.

5.7.1 Service Agreement: What Does This Entail?

While the focus of our book is emergency psychiatry, the concept of a service agreement, or mem-
orandum of understanding, should extend to the medical and surgical floors as well, as patients
are often initially seen in the ED and may require transfer to these floors.

The agreement should begin with which departments are involved in the care of the patient.
We have worked in settings where there is one agreement that spans more than two departments,
such as the internal medicine department, emergency department, and psychiatry department,
and at places that prefer to have an agreement between two single departments at a time, and
then cross-reference the agreements. As long as the content and communication of the agreement
includes the expectations and accountabilities, the format should not matter.

A typical agreement will then describe what each clinician type does, when they do it, and
what they are responsible for. Examples of clinician responsibilities may include when a shift starts
and ends, what times the clinicians round on patients, to whom they report, and to whom they
escalate issues.
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Documentation expectations and standards, such as where the medical record notes are placed
and the contents of the documentation, should also be discussed. The contents of this chapter can
be used as a guide to populate the service agreement as well.

The agreement should continue with patient workflows, expectations of how the departments
will interact, and their expectations of one another. Issues such as details on consultation requests,
the timeline, any metrics being measured such as request of consult time to patient seen time, and
seen time to documentation and disposition time should also be agreed upon and written in the
service agreement.

Orher pertinent topics that can be addressed and outlined in the service agreement include:

B The concept of assessment of the patient, and depending on average length of stays in the
specific ED, reassessments, and what that process entails.

B Which physician writes which orders for labs and medications, who completes the legal
paperwork, and who arranges for the discharge disposition.

B Whether a patient is going to be sent to an outpatient setting or an inpatient setting, the
workflow should be described, as well as the accountable parties that will document the
activities.

B If the patient is being transferred to an inpatient setting, the subsequent set of responsi-
bilities, including patient belongings, who is assigned to notify the family and/or advocates
about the transfer, as well as the handoff of information to the receiving facilities, should all
be documented.

B [f there are staffing differences based on time of day or night, those variations should also be
documented, and specifically who is responsible when there are covering staff.

B Nuances such as different levels of care requirements of young children and adolescents in
the ED, as well as communication guidelines for interactions with families and advocates of
minors, are another issue that should not be overlooked in an agreement.

B [fa patient requires medical observation status, or an inpatient medical or surgical hospi-
talization, the corresponding admitting departments should be part of this agreement, or
a separate one, as mentioned previously. The subsequent and continued responsibilities of
the psychiatric team should then be described in that portion, when a patient is on these
floors.

The agreement concludes with creation and revision dates, and up-to-date signatures of the
medical directors, department chiefs, and/or their designees.

5.8 Suggested Model for Staffing
5.8.1 Emergency Department Physician

This position is a cornerstone for the entire ED treatment team. They are the ultimate carriers of
decision-making and responsibility for the patient’s care. The emergency department physician
(ED MD) is the first physician to see the patient and initiates the order for the psychiatric consul-
tation. The ED MD acts as the main communication point for all team members regarding the
patient’s care. They place the final discharge orders for the patient, allowing the patient to leave
the ED and return home.
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5.8.2 Emergency Department Nurse

While the ED MD places the orders for the patient’s care, the emergency department nurse (ED
RN) acts to carry out the orders and serves as a buttress for the entire ED team. The ED RN
serves as the strongest link in the ED treatment team’s chain, and it is crucial that a qualicy RN
is selected for this role.

5.8.3 Emergency Department Social Services
and Discharge Planning Team

While, in our experience, we have had the ability to work with a separate ED social work team and
discharge planning team, not all hospitals may have this level of stafling. The ED social work team
is usually comprised of master’s-level clinicians who specialize in linking patients to community
resources, including areas like housing and transportation. The ED discharge planners are licensed
RNs who specialize in developing a viable discharge plan for any patient in the ED. In our experi-
ence, they have been a crucial part of developing a safe discharge plan for patients suffering with
neurocognitive disorders including dementia.

5.8.4 Psychiatrist

The psychiatrist is a medically trained MD who, in an ED setting, makes recommendations for
psychiatric medications or can order them directly. Depending on the state where the ED is
located, the psychiatrist may be able to place a patient on an involuntary psychiatric hold, com-
pared with some states in which the ED MD is not able to place a patient on a hold.

5.8.5 Mental Health Therapists

Therapists are master’s- or doctoral- (PhD or PsyD) level clinicians who specialize in providing
counseling and psychotherapy to a patient suffering from psychiatric disorders. They have similar
abilities as the psychiatrist to treat a patient minus the ability to write medication orders. While a
therapist may seem more attractive compared with a psychiatrist to an administrator due to lower
stafling costs, experience and level of comfort working in an ED setting with a psychiatric popula-
tion in crisis far outweighs any cost difference between the two roles.

5.8.6 The Security Team

The security team contributes by providing 24-hour supervision of the patient and acts as the eyes
and ears of the ED treatment team. The security team is able to provide information for the treat-
ment team on the patient’s daily behaviors and any visitors that have come and gone during their
shift. Ongoing direct and consistent communication must take place between the security team
and the rest of the ED team to ensure that all safety and patient need factors are accounted for.

5.9 Recommended Patient Liberties for Attire
and Personal Belongings in the ED

Within the ED setting, the patient with behavioral health needs is sometimes categorized sepa-
rately when compared with medical patients. This categorization can also flow into the liberties
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and attire that the patient is expected to forego per a policy that was written for the hospital. There
are hospital systems that take this categorization process to the point of utilizing separate hospital
gowns both in style and color for patients with behavioral health needs compared with those with
other medical needs. While this practice is meant to help address patient safety issues, especially
during elopement from the ED, it has a potentially unforeseen negative effect on patient morale
during the ED stay.

As discussed earlier in this chapter, patient confidentiality is important to ensure, and this
practice of utilizing separate gowns should be taken seriously as well, as it can create a potential
breach in confidentiality if it allows the behavioral health patient to be clearly identified.

In order to avoid potential issues with violating patient confidentiality, and creating a possible
rift between the psychiatric patient and medical patient populations in the ED setting, it is rec-
ommended that the psychiatric patient be provided the same liberties and access to their personal
attire and belongings. While we recognize that there may be concerns with this recommendation
based on patient safety issues and prejudices toward patients with behavioral health needs, all
patients should be treated on equal grounds. Regardless of diagnosis or symptomatic presentation,
the key factor in deciding to restrict belongings or clothing that may increase harm to patient or
staff is the risk the patient poses. For example, there may be no risk difference between an older
woman in the ED with a migraine who wants to look into her purse for her cell phone to call her
son and an older woman in the ED with severe depression that wants to look into her purse for
her cell phone to call her son. The woman with the migraine may also have the same risk level of
self-harm as the patient with depression, and the clinically appropriate thing to do is to screen and
appropriately assess this risk level and remove belongings accordingly.

Hospital administrators tend to create policies that are restrictive, and are often updated to
be ever more restrictive, after every adverse patient outcome. While we recognize and respect the
need for policies, we also want to present this thought experiment of foundational patient equality,
with the sophisticated layers of removing civil liberties only when clinically indicated to reduce
imminent harm.

If the hospital decides to be more lenient with their patients’ liberties, we recommend clear and
consistent documentation in the patient chart when liberties are either provided or restricted. For
example, if the hospital policy includes removal of all belongings when in the ED, and subsequent
to clinical evaluation and determination that the patient is a low risk of self-harm, the treatment
team decides that the patient is allowed to have access to their personal cell phone. In this case,
we recommend the physician place an actual nursing order in the chart that indicates when the
order should be carried out, as well as the rationale for why the patient is able to receive the phone.

The decision to restrict or retain the patients” personal liberties should predominantly be based
on observations and any symptomatic progression of the patient’s current behaviors during their
ED stay. For instance, if a patient arrives in a highly agitated, psychotic state, the treatment team
may initially decide to restrict the patient’s liberties for both patient and staff safety, and remove
the patient’s outerwear as well as any belongings that may be used as a device for harm. As the
patient receives proper treatment and begins to show signs of improvement, the staff at this point
may make a clinical judgment to allow the patient access to select belongings. The rationale behind
these suggestions is to move the patient toward a path of wellness and normalcy. In the medical
domain, we use the phrase “keeping vertical patients vertical” when discussing strategies to keep
healthy and ambulatory patients in a state that reinforces that health and ambulation. We want to
bring to the attention of the reader that placing the patient in categorized clothing and removing
their belongings may inadvertently instill and reinforce the “sick role” and may discourage their
advancement toward positive clinical outcomes while in the ED.
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5.10 Suggestions for Daily Framework
5.10.1 Morning Rounds

Daily morning multidisciplinary team rounds are recommended. Depending on your staff, the
team should include the ED MD, ED RN, ED social work team, ED discharge planning team,
the behavioral health team: psychiatrists and therapists, any trainees or students, security team,
nursing administration, outpatient community providers including social services, homeless out-
reach coordinators, a peer navigator, and intensive case managers.

While the roles of the first set of team members were expanded on eatlier, the RN adminis-
tration provides a bird’s-eye view of the ED and can act as the conductor or air traffic controller
for the ED. They are key in helping to create bed space for all patients and act as a filter for any
patient-care complaints. The outpatient community providers should complement the knowl-
edge of the ED social work and DC planning team and should ideally have the authority to help
in disposition planning, as well as helping to facilitate safe transportation for the discharging
patient. The peer navigator is a team member with lived mental health experience who acts as a
guide for the patient in accessing outpatient mental healthcare. While navigators have an array
of responsibilities, they are well versed in the availability of various treatment modalities. The
navigator acts as an advocate for the patient, helping to support and empower the patient in their
daily activities.

Depending on your stafling model, consider having the behavioral health clinician be respon-
sible for pre-rounding on each patient before the morning rounds to ensure that all aspects of the
patient’s care is encompassed in the treatment update note that we recommend be generated on
rounds. For example, if morning rounds begins at 8 a.m., consider having the morning clinician
pre-round on all the patients at 7 a.m. to be prepared to present the information to the treatment
team.

The following template is an example of the information that the morning clinician should
gather prior to meeting with the rest of the treatment team in the morning rounds meeting. While
this information is helpful for the treatment team in developing a daily plan for each patient, this
information should not be made part of the patient’s medical record. These notes are typically
meant to serve as a guide for the clinician to present during rounds and not necessarily for chart
ing purposes.

5.10.2 Template for ED Psychiatry Pre-Rounding

B Datient name, age, and gender: This is meant to alert the treatment team of any patient pre-
ferred nicknames, gender preference, or preferred pronouns.

B Legal status: This is simply the patient’s current legal status within the ED. They can be clas-
sified as either voluntary, on an involuntary hold, or conserved. Most states will have a limit
to the amount of time that a patient can be kept on an involuntary hold, so it is important
to include the expiration date and time of the hold.

B Reason for ED admit: In addition to the patient’s chief complaint, this section should also
include who brought the patient to the ED and under what circumstances they were brought
in.

B Placement status: This section describes what service facilities the patient has been presented
to for placement from the ED. This may include inpatient psychiatric hospitals, crisis resi-
dential facilities, skilled nursing facilities, or memory care units. The patient’s possible wait
time for placement should also be noted.
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Barriers to placement: This should include every possible and real barrier to getting the patient
out of the ED. This can include transportation barriers, housing issues, access to outpatient
follow-up care, medical or physical barriers including need for durable medical (e.g., CPAP, a
continuous positive airway pressure machine that blows air into the patient’s airway to prevent
the airway from collapsing) equipment, ambulatory assistance, or toileting assistance. While
facilities are typically Americans with Disabilities Act (ADA) compliant, the goal is to get a
patient into a facility that can accommodate the patient’s needs. It is important for the treat
ment team to gather specific and detailed information about the patient’s barriers; for example,
if a patient is in a cast, the team needs to know what type of cast it is (soft vs. hard), how long
the cast has been in place, and when the patient may need a follow-up exam from orthopedics.
Projected disposition: This is the rounding clinician’s clinical opinion on what the patient’s
ultimate disposition will be based on the patient’s overall ED presentation and the clini-
cian’s current assessment of the patient’s level of need. Options can include keeping the
patient in the ED for further observation, continuing to keep the patient on an involuntary
psychiatric hold for eventual transfer to an inpatient psychiatric hospital, or discharging the
patient home with outpatient follow-up. The disposition decision can also be affected by fac-
tors, such as level of patient support and collateral contact information.

The pre-rounding behavioral health clinician is the primary person presenting at rounds, as the
psychiatrist or designated clinician creates a treatment update note in the medical records.

The purpose of morning rounds is to allow all team members to discuss the needs of each patient
including the patient’s presenting complaint, medication management, current medication regimen,
recent vital signs, dietary needs and restrictions, recent behavioral issues in the ED, patient’s legal status
(voluntary or involuntary psychiatric hold), placement updates regarding bed availability in the com-
munity if the patient continues to require inpatient hospitalization, any current or potential barriers
to placement, any child protective services (CPS) or adult protective services (APS) or duty-to-warn
reporting concerns, and who on the team will be addressing any of the issues that are brought up.

5.10.3 Template for Treatment Update Note

Behavioral health morning rounds: Consider documenting that this treatment update note
includes clinical reports and a medical record review, and that the patient was not directly
rounded on at the time the note was created.

Patient name: This simply lists the patient’s first and last names to ensure that the correct
patient is being documented on.

Patient identifying or hospital record number: This serves as a secondary measure to ensure
that the correct patient is being documented on.

Chief complaint: This is a brief description of how the patient arrived at the ED, and what
the reason was for their arrival. Examples of how the patient arrived are things such as by
ambulance, by police, by family, or by self.

Patient vitals for the past 24 hours: This is a record of the patient’s vital signs taken by ED
nursing staff over the past 24-hour period. This may include things such as blood pressure,
heart rate, and temperature.

The purpose of this section is to either document that the patient has been stable during the ED
stay, or if there are any vital sign abnormalities, that they have been identified and addressed as
clinically appropriate.
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B Currently prescribed medications: This section includes any medications that are standing
orders while the patient is in the ED. The list should include medical as well as any psychi-
atric medications prescribed.

A subsection of this can include a list of medications that were prescribed on an as-needed (prn)
basis, and when and for what reason they were prescribed. An example can be something like a
benzodiazepine was prescribed in the evening, for a one-time dose, for symptoms of severe anxiety.

B Diet: This section should include any special dietary needs or restrictions that the patient
may require during their ED stay. Typically, most ED physicians overlook the need for
specific diet orders on a patient due to the usual expected quick turnaround of most of the
patients that they see.

It is important that the ED physician takes the time with a patient with behavioral health
needs to address their dietary needs, due to the fact that most of these patients may be boarding
in the ED for extended periods of time.

B Behavioral and legal status review: This section includes any behavioral issues, changes, or
concerns, and any changes in the patient’s legal status that have occurred in the past 24 hours.

Documented behavioral issues in the ED should include interventions that may have required
verbal de-escalation, redirection, medication administration, or physical restraints.

Comments regarding the patient’s legal status should certainly include whether the patient is
on an involuntary psychiatric hold or not. Another important component of a patient’s legal status
relates to conservatorship issues, as well as a durable power of attorney or a documented decision
maker for the patient.

This section should also include any issues regarding child protective services and/or adult
protective services reporting requirements or concerns. Tarasoff, also known as duty to warn and
protect, reporting requirements vary by state, so we encourage training and education in your local
state regulations. Duty-to-warn issues can be a common occurrence that an ED psychiatric team
will need to handle with due diligence.

The following scenario is a clear example of when a duty to warn and protect obligation should
be fulfilled. A middle-aged woman was brought into the ED by law enforcement after she had
arrived at her local police station and showed a police officer on staff a receipt she had from a gun
she had recently purchased. The officer asked the woman if she was “currently a danger to oth-
ers,” and she replied, “Yes, I am a danger to others.” The woman reported that she had purchased
the gun to use to kill a man that she recently discovered had molested her child 15 years ago. The
woman disclosed that she had been drinking alcohol more frequently since the discovery of the
molestation, but denied that she had a problem with alcohol. This woman was discharged home to
the care of her spouse after a family meeting was held between the woman, her spouse, and the ED
psychiatry team. During the meeting the woman decided that she would not pick up the gun she
had purchased when it arrived at the gun shop. A duty to warn and protect the intended victim of
the woman’s intent to harm him was initiated by contacting local law enforcement to file a duty-
to-warn report and by contacting the intended victim via phone.

B Discharge or transfer update: This section should include any current placement updates
that have occurred during the past 24 hours. This may include issues such as inpatient
psychiatric bed availability, any barriers to placement, skilled nursing facility placement,
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memory care unit placement, housing availability—halfway home, group home, specific
shelters, the patient’s own home, and/or family involvement.

It is important that the team notes any inpatient psychiatric hospitals that the patient was
presented to and was declined a bed at, as well as the reason for refusing transfer of the patient.
This information will allow the treatment team to identify potential barriers and take action to

ameliorate them.

Current medical issues: The value of this section is that it documents any “medical clear-
ance” related barriers as well as any pending medical concerns, and who on the team is
accountable for addressing the concerns and barriers. Please see Chapter 7 on medical
clearance for more information regarding evidence-based guidelines.

5.10.4 Emergency Department Nursing Rounding Note Template

Identifying information: Include any patient-identifying information, including hospital
record number, name, age, and gender.

Chief complaint: This should be similar to the chief complaint section described previously.
Patient behaviors: This will describe the patient’s directly observed behaviors by the nursing
staff, including both constructive and negative behaviors. Examples may include “Patient
has been calm, cooperative and polite with staff, and adherent with medications,” or some-
thing like “Patient has been arguing, threatening to assault staff, and pacing by bedside.”
Medications given: This should be a listing of the medications the nurse has administered
to the patient during their shift, including name, dosage, route, and frequency. Also docu-
ment any noted side effects the patient may complain of, and also any patient refusals to
take medication.

Vital signs: While this is self-explanatory, the purpose in a behavioral health context is to
ensure and document a period of “stability” for transfer to an inpatient psychiatric facility,
if that is what is clinically indicated. This should include listing of common vital signs taken
by the nurse during their shift, including temperature, blood pressure, and heart rate. If any
aberrant vitals have been noted, those should be documented, with an explanation of what
was done to remedy the issue.

Substance use: Include any recent alcohol or other drugs that the patient has ingested. The
importance of this is to identify any potential treatment protocols that need to be put in
place in order to propetly treat any potential withdrawal symptoms. This may include plac-
ing the patient on a medication regimen for alcohol or opiate withdrawal. Any information
the nurse gathers should be communicated to the ED MD as well in order to ensure that
the treatment team can develop an adequate care plan. The nurse will typically have more
direct patient interaction compared with the ED physician, and may have developed a dif-
ferent level of relationship, and therefore be privier to more detailed historical background
information that the ED MD should be aware of.

Activities of daily living: This section should include a description of the patient’s overall
ability to carry out daily tasks such as toileting, showering, and feeding themselves. Also
included will be any special care need issues such as assistance with toileting or feeding.
This is important because these issues can affect these patient’s ability to be transferred to
a locked psychiatric inpatient hospital setting, and may steer the team in the direction of
seeking out a medical-psychiatric inpatient hospital bed.
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B Ambulation: This should include a brief description of the patient’s ambulatory
status—essentially, can they walk on their own, or do they need some type of physical or
structural assistance to do so. In this section, any use of walkers, canes, wheelchairs, or pros-
thetic devices should be noted.

B Restraints: State any episodes of physical or chemical restraints the patient medically
required during the nurse’s shift. A clear rationale for the need for these restraints should
also be documented in this section. Also document the name of the MD that placed the
order, and the follow-up care that was implemented once the restraint was placed, and after
it was discontinued.

B Legal status: This is simply a description of the patient’s legal status. Examples are “vol-
untary” or “on a legal psychiatric hold,” which will vary depending on the state where the
patient receives treatment. Any changes in legal status that occur during the nurse’s shift
should also be noted here. For example, if the patient was taken off a psychiatric hold and
was placed on voluntary status, this should be documented.

B Visitors: This section should include a list of any and all parties that have come to visit with
the patient during the nurse’s shift. The nurse should also include any potential problematic
interactions between visitors and staff or the patient. Any restricted visitors or visitors that
can be a potential support for the patient upon discharge from the ED should be noted in
this section.

5.10.5 Reviewing the Patient List and Assigning Clinicians

After the morning rounds meeting has been completed, consider having the behavioral health
team meet as a separate group to assign a patient caseload to each clinician on the team. A physi-
cal list of patients can be used for this purpose. Patients should be divided between the thera-
pists and psychiatrists on the team based on current acuity and medication management needs.
Ideally those patients with more acute psychiatric medication needs should be assigned to the
psychiatrist and those with less urgent medication needs should be assigned to the therapist for
assessment.

It is recommended that some type of system is in place where new assessments are delineated
from reevaluations that are needed. Depending on the size of the team and the patient census load,
consider patients that can be potentially discharged from the ED first and make the completion
of their assessments or reevaluations a priority. The goal for this is to expedite their discharge from
the ED, thereby allowing more capacity in the ED, and ensuring that patients are treated in the
least restrictive environment and are discharged in a timely manner.

Patients that are acutely agitated and in need of medication management should also be noted
to ensure that they are cared for appropriately.

Depending on the ED psychiatric daily census, the patient load can be divided in order to
create maximum efficiency in the assessment process. Any highly acute cases should be divided
among the psychiatrist and senior therapists or clinicians. Less acute cases can be divided among
the newer, less experienced clinicians, or trainees, including interns or medical students.

It is critical that any clinician on the ED behavioral health treatment team has a clear under-
standing and mental picture of a comprehensive psychiatric assessment note. Clear and consistent
documentation of the psychiatric assessment can be implemented by use of a template. This con-
sistent documentation will ensure that adequate details and information that outline the clini-
cian’s thought process and observations are conveyed. The clinician should be documenting in all
cases with the confidence that, if for some unforeseen reason, their note ended up in a court of law,
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they would feel secure with what is conveyed in the note. Another way to present the importance
of clear and comprehensible chart documentation is to ask the clinician who completed the note
if they would feel comfortable having the note posted on a large billboard for all bystanders to
see. If they answer this question with a “no,” their note should be revamped until they can answer
with a “yes.” The purpose of this section is to serve as a reminder that the clinician’s thought and
decision-making process should be clearly documented.

5.11 Template for Initial ED Psychiatric Consultation Note

The initial ED psychiatric consultation note is presented in the relevant sections that follow.

5.11.1 Initial Patient Arrival Information

B Identifying information: This includes the patient’s first and last name, their age, marital
status, ethnicity, and gender.

B Arrival method to the ED: This section should indicate if the patient was brought in by
ambulance, was a walk in, or brought in by family or law enforcement. This will provide
further information for discharge planning.

If the patient’s family brought the patient in, then the family may be a good source of
information.

If law enforcement brought the patient in, there may be a more acute psychiatric issue present,
as well as potentially complicating legal concerns that may need to be addressed at the present
visit.

If the patient was brought in by ambulance, the paperwork from EMS may provide valuable
information regarding how the patient presented when they were picked up, as well as contact
demographic information to further assist discharge planning.

B Lcgal status: This section includes information on whether the patient was brought in on a
legal hold or placed on a hold by an outpatient mental health clinician.

If the patient is conserved or has a guardian, any applicable legal information can also be
included in this section to ensure ongoing communication with the appropriate parties.

B Chief complaint: For this part of the note, ideally the patient’s own words should be docu-
mented. The value of including this section is that it gives the ED clinician working with
the patient an idea of how much insight the patient has into their own illness. This also
speaks to what the patient’s main concern is for coming into the ED, which will allow the
treatment team to better address the main concerns of the patient, and potentially increase
patient trust and rapport with the treatment team when they feel they are being heard and
their needs are being met.

It is important that all clerical or nursing staff are trained in the consistent use of proper chief
complaint labels as these labels ultimately act as a first guide for any ED staff treating the patient
for the first time. The following examples highlight some real-life chief complaints that were used
in an ED setting to describe what brought the patient in for treatment. Note that these patients
were later consulted for the ED psychiatry team to assess the following:
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B Suicidal, IUD removal
B Chest pain, rectal bleeding

5.11.2 History of Present llIness

This section should provide a description of what initially brought the patient into the ED, what
the main concerns were, and why family or law enforcement brought the patient into the ED.

Include the most recent information on the exacerbation of their mental health symptoms that
lead to this current ED visit. The time period or interval that should be addressed, typically, is
the past several weeks prior to the ED arrival. Depending on the presenting complaint, this may
go back to last time the patient was admitted to an inpatient psychiatric hospital. The purpose of
this time frame is to paint an adequate picture upon which future clinical decisions can be built.

If the patient is currently prescribed medications, this section should include the patient’s his-
tory of adherence to their regimen. If the patient is not adherent to the medication regimen, list
the reasons why this has occurred, and if there are any reported side effects from the medications.

A review of the presenting symptoms should also be included in this section. The following
specifiers should be documented:

Perceived severity of the symptoms

The self-reported duration, which can be hours, days, or weeks
Frequency of experiencing the symptoms

How these symptoms affect their ability to function

Their ability to hold and maintain employment

Their ability to form and maintain relationships with others, including family and friends

While billing and coding is certainly a valid reason to obtain as many specifiers as possible, the
clinical reason to elicit this information is to allow the patient to tell their story and express how
much their problems are bothering them.

5.11.3 Psychiatric History

This section should include prior outpatient therapy contacts including individual therapy, medi-
cation management, substance-use treatment, and case management services. The history of past
inpatient psychiatric hospitalizations;

B Specifying the total number of hospitalizations
B When they were first hospitalized
B Their most recent hospitalization
B The reason they were hospitalized

The purpose of this is to document the patient’s inpatient psychiatric hospitalization history,
which can be used to help predict the patient’s level of risk. This can include, but is not limited to,
risks to harm self or others, risk of medication nonadherence, and risk of symptom exacerbation.

A list of the patient’s prior psychiatric medications should also be obtained, including any
potential issues with side effects, adherence issues, and any other known reasons for switching
medications. The patient’s self-reported experience of effectiveness of the medications should be
taken into account in order to better address treatment planning and new medication suggestions.
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This information can act as a valuable tool to the assessing psychiatrist in being able to work in
collaboration with the patient to choose a viable and effective medication regime.

Prior suicide attempts, non-suicidal self-injurious behaviors, and any prior issues with aggres-
sion and violence are also pertinent to include in this section. The patient’s history of suicide
attempts should include the patient’s first suicide attempt, their most recent suicide attempt, and
their recollection of their most lethal suicide attempt to date. Any past suicide plans should also
be documented in this section. Similar information should be gathered on the patient’s history of
violent acts toward others, toward property, and homicide attempts.

Abuse history should include prior experiences with sexual abuse, physical abuse, emotional
abuse, and neglect. It is important to clarify if the patient was the perpetrator or victim in any of
the disclosed abuse episodes. Especially in the elderly and disabled populations, fiduciary or finan-
cial abuse issues may be prevalent and should also be documented when appropriate.

Intimate partner violence (IPV) is often underreported in general, and the interview in the
ED may help to elicit key information to further diagnose the etiology of the patient’s com-
plaints and also help connect the patient with resources. It is important that the assessing clini-
cian is aware of the warning signs of IPV in order to properly diagnose the root of the patient’s
presentation.

Many patients may fabricate a bogus chief complaint in the hope of getting into a safe envi-
ronment away from their abuser; the ED can act as this safe zone for some of these patients. The
fabricated complaints can push the clinician’s diagnostic judgment off balance, causing them to
completely miss the IPV issues. A prime example of this is illustrated in the following scenario.

A woman arrived to the ED with her partner requesting to see a physician for a refill of her psy-
chiatric medications. The ED physician consulted psychiatry staff to assess the patient due to the
request for the psychiatric medications. Upon assessment by the ED psychiatry team, the patient
started to become agitated and began yelling and screaming at the staff. The patient’s partner was
still in the treatment room with her. At this point, security officers were called to the patient’s
bedside and escorted the patient’s partner to the lobby due to the patient’s agitated state.

Once the patient’s partner was escorted from the room, the patient became calm and pleasant
toward the ED staff. She explained to the treating psychiatry team that she did not actually need
a refill of her psychiatric medications and had only told the triage nurse this in order to get admit-
ted into the ED in hopes of being able to be physically separated from her partner. The patient
disclosed that her partner had been hitting and beating her at home, so she no longer felt safe
living with her partner. At this time, social services were contacted to meet with the patient who
provided her with IPV support and resources.

5.11.4 Past Medical History

Whether or not an ED clinician documents the patient’s medical history in their note, it is use-
ful to include the patient’s past medical history. This section should include medical medications
the patient is taking, dosages, and adherence patterns. We have experienced times where medical
history or medications relating to nonpsychiatric issues become barriers to inpatient psychiatric
placement, which is why we highlight the value of proper documentation of these topics.

Durable medical equipment needs, such as the use of a CPAP or other breathing machine,
indwelling lines, or the need for cancer treatment or renal dialysis, should all be addressed. The
schedule of treatment for things, such as dialysis as well as travel accommodations or arrange-
ments, should also be mentioned to reduce as many barriers to a safe discharge as possible. Any
past surgeries are also pertinent to document in this section.
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The patient’s ambulatory status should also be identified at this juncture, taking into account
the possible use of canes, walkers, wheelchairs, or prosthetic devices. If the patient has any upcom-
ing appointments or any need for medical attention, such as suture or cast removal that is sched-
uled, this should also be noted.

5.11.5 Substance Use History

This section should be as comprehensive as possible, as treatment options for past and current
substance use will inevitably be part of the patient’s treatment planning.
The following items need to be gathered from the patient interview:

List of names of current substances used

Method of use: For example, inhaling, ingesting, or injecting

Age of first use

Last reported use

Frequency of current use: For example, daily, weekly, or monthly

Longest period of sobriety, number of relapses, and attempts to get treatment (e.g., detoxifi-
cation, rehabilitation, self-help groups such as Alcoholics and Narcotics Anonymous)
Withdrawal effects and experiences (most importantly, alcohol withdrawal issues, such as
delirium tremens and seizures)

B [f they have been recently increasing (or decreasing) their current pattern and amount used

It may be of use to the ED team to note specific substance-secking related behaviors that
the patient may exhibit during their ED admit. Different states have databases that collect pre-
scription information for controlled substances. If you are a clinician in such a state, the use of
information from these databases has been linked to significant decreases in prescribed controlled
substance misuse, diversion, and overdose.

Some patients will engage in behaviors to be able to access illicit substances while in the ED.
In the numerous EDs we have worked in across the United States, we have witnessed examples
such as patients hiding street drugs within body orifices, in the lining of their undergarments (bra
lining and underwear lining, to be exact), and having family members smuggle in drugs while
they visit the patient.

There may be some patients that are accustomed to being prescribed various controlled medi-
cations, such as benzodiazepines or opiates for prior treatment of preexisting conditions. These
patients may have become used to receiving these medications when asking for them in a treat-
ment or ED setting, and may continue this behavior during this ED admit. Special consideration
needs to be given by the ED treatment team to these patterns of behavior, making sure that any
requested medications are medically necessary.

An important reason to document this information is to assist in determining what level of
care the patient needs while in the ED and what type of outpatient services the patient will benefit
from being linked to upon discharge from the ED.

5.11.6 Social History

Taking note of the patient’s social history can help with the discharge planning process. This infor-
mation can identify potential social support that the patient may be able to rely on. Conversely,
this information may also point to lapses in the patient’s supports and the possible need for the
ED treatment team to add additional resources to the patient discharge plan.
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This section should include:

B Employment status: Specify current occupation, how long patient has been employed, any
issues with recent job loss or stressors at work, and inability to find work.

B Education level: Last grade completed, if they are currently a student, any degrees obtained,
and any issues or stressors at school.

B Relationship issues: Current relationship status, recent divorce, recent separation, and recent
marriage or engagement.

B Family composition: Take note of the whether the patient is living in a blended family, foster
family, or adopted family.

5.11.6.1 Living Situation

This section should include if the patient resides with their family, if the patient is living alone, or
living with roommates.

If the patient is living in specialized care settings such as a memory care unit, a skilled nursing
facility, or a group home (e.g., for the developmentally delayed) the information on these settings
should be documented. Ideally, the address, owner, care provider, and contact information should
be gathered as soon as possible to aid in treatment and discharge planning.

5.11.6.2 Legal History

While the individual points that we make in this section are valuable, patterns of behaviors result-
ing in legal ramifications are also important to note.
Consider including:

B History of arrests, dates of arrests, reason for the arrest, and if incarcerated, for how long.

B History of being placed on probation or parole.

B Prior history of being conserved, whether that includes mental health or probate
conservatorship.

B Any prior history as a minor of placement in a facility, such as juvenile hall or youth authority.

B Substance use related arrests, such as driving under the influence (DUI) or possession or sale
of controlled substances, should also be documented.

There are many ways the legal history adds value to the clinical assessment. A pattern of legal
problems including arrests and jail or prison time may help lead to a diagnostic picture of conduct
disorder or antisocial personality traits.

If the patient is connected with the legal system, collateral information may be obtained, as
clinically appropriate. In most states, patient consent is required in order to contact any legal sys-
tem providers that the patient is linked with. Legal providers may include parole and probation
officers. A written release should be filled out by the patient in addition to documenting in the
patient’s chart notes that the patient gave consent to speak with the legal provider.

5.11.6.3 Financial History

The patient’s current and past financial status can be affected by multiple factors. Some of these
factors can include financial problems, such as debt or bankruptcy. Patients may display a history
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of inability to care for their finances. In these cases, it may be a benefit to the patient if a payee is
assigned to manage the patient’s expenses.

Include information about any sources of income, such as social security disability, govern-
ment assistance, and stable employment.

5.11.6.4 Support System

This section should address any relevant collateral contacts including family members, friends,
relatives, neighbors, community members, religious leaders, outpatient treatment providers, case
managers, and law enforcement officials. Document if the patient gives permission to the treat-
ment team to speak with anyone listed in their chart, what the patient asks the team to reveal or
speak about, as well as that person’s contact information, including a phone number.

It can be helpful, and prevent unnecessary family complaints to ED administration, if a pro-
cess for alerting family or friends of the patient’s plan of care is implemented. Please refer to the
chapter on discharge planning for further information.

5.11.7 Mental Status Exam

If the history of present illness is viewed as a timeline of what the patient experienced up until the
presentation to the ED, the mental status exam (MSE) should be viewed as a snapshot of what the
patient looks like in front of you at that moment in time.

While the history of present illness theoretically shouldn’t change, the MSE is the key element
during reassessments of patients to determine if they are responding to treatment or not.

5.11.7.1 Appearance

This should be a brief description of the patient’s outer presentation, including clothing, level of
grooming and hygiene, weight, height, whether or not they appear their stated age, dentition, pres-
ence of tattoos or bodily markings, piercings, scars, evidence of past physical trauma, missing or
deformation of limbs, posture, presence of accessories including prosthetics, walker, wheelchair,
cane, or eye glasses.

5.11.7.2 Behavior

This should describe any observed behaviors of the patient. Descriptors can include level of calm-
ness, whether they are cooperative with the interview, their level of engagement, including if they
are withdrawn or aloof. Mention if the patient appears internally preoccupied, if they are talking
to themselves, or if they are responding to internal stimuli.

Displayed episodes of aggression (verbal or physical), posturing, or tearfulness should be
noted. Emotional lability, including laughing, is also an important descriptor to document. The
clinician should identify whether or not these observed behaviors are appropriate for the context
of the interview.

5.11.7.3 Demeanor/Manner

This section should provide a brief description of the patient’s reaction to the clinician’s presence
and questions. Examples include being pleasant, cooperative, hostile, guarded, aloof, withdrawn,
seductive or flirtatious, and defensive.



76 ®m Big Book of Emergency Department Psychiatry

5.11.7.4 Speech

Speech can be described using the following descriptors:

Rate, including rapid, slow, or rambling

Quality, including monotonous, unspontaneous, or hesitant

Quantity, including hyperverbal or mute

Volume, including loud, soft, or whispering

Prosody, including the rhythm or patterns of sound that the patient forms

5.11.7.5 Mood

The clinician should be aware that there can be a tendency to confuse the topics of mood and
affect. We often see in documentation that clinicians incorrectly utilize these interchangeably in
the mental status exam.

“Mood” is what the patient answers when you ask them, “How are you feeling?” Examples of
mood are “I am fine” or “I have been depressed.” This section also needs to take into consideration
the patient’s pattern of emotional stability over a specified time frame. This is what you document
in the “history of present illness” section. What you include in the MSE section is how the patient
responds to the question of how they are feeling at the time of that interview.

You can also think of this as the patient’s subjective description of their current emotional
state.

5.11.7.6 Affect

This is the description of the clinician’s objective observation of the patient’s emotional state. For
example, if the patient reports feeling “depressed,” and is laughing as they are answering you,
the affect would be “incongruent with reported mood.” These are examples of affect: euthymic,
depressed, dysphoric, angry, fearful, elated, manic, labile, restricted, blunted, and flat, to name a
few.

5.11.7.7 Perceptual Disturbances

This section is to include the presence or absence of auditory or visual or any other type of hal-
lucinations or illusions. While this section can, and often is, included in the “thought content”
portion of the MSE, there is value in separating this from the “thought content” section. As we
often train medical students, interns and fellows, we have found that separation of this descriptor
allows the trainee to be more cognizant of its importance.

Note the type and quality of the hallucination, such as command type; the nature and gender
of the auditory hallucinations; and the description of the visual or other hallucinations. The value
of the specific type of perceptual disturbance reported is that it can dramatically impact the clini-
cian’s differential as to the etiology of the disturbance. For example, if the patient is complaining
of tactile hallucinations, “insects crawling on the body,” consider possible substance use or with-
drawal as a cause of the symptoms.

While there are few pathognomonic types of hallucinations that can exclusively rule out or
rule in a diagnosis, the more information that is gathered will yield greater success in ultimately
diagnosing and treating the patient.
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5.11.7.8 Thought Process

This section should include a description of the clinician’s observation of the patient’s stream of
thoughts and how the patient is answering questions. If a patient is asked a simple question, such
as, “What did you eat for breakfast?” and they respond by saying, “Waflles,” this is an example of
a linear response. Conversely, if they respond by stating, “Waffles and cow, I saw a cow the other
day in a field, green fields are neat,” this is an example of a tangential response. As one word or
thought elicits the next word or thought they continue to drift further from the main point of the
question asked.

Additionally, describe the patient's level of thought organization as well as how quickly the
patient develops answers and processes information during the interview. A patient may respond
to a question that appears to make no logical sense; for example, if the patient is asked, “Where do
you live?” and responds by saying, “Red steaks fly through the evening grounds,” this is a display
of thought disorganization.

5.11.7.9 Thought Content

This section is designed to capture the clinically pertinent positive and negative elements of what
the patient talks about. Suicidal ideation, intent, and plan, as well as homicidal ideation, intent,
and plan are included in this section. As mentioned previously, perceptual disturbances and how
they affect the patient can also be included in this section.

5.11.7.10 Orientation

This section describes the patient’s ability to state the following information:

B The patient’s full name

B Date of birth

B Their current location (what kind of a place they are in, what the name is of the place, what
floor of the hospital they are on)

B The time of day

B Current date including month and year

B Why they were brought to or came to the ED (e.g., “What brings you to the ED?”)

Documentation should reflect if prompting is required, or if there are any errors in their
answers, regardless of how minor.

5.11.711 Memory

This section should provide a brief overview of the patient’s ability to answer questions regarding
recent, remote and immediate recall. A test of the patient’s memory is valuable in determining any
cognitive deficits, including symptoms of a neurocognitive disorder. A simple test of the patient’s
memory can be completed by asking the patient to remember three items you ask them to remem-
ber. Typically, this is done by telling them three things (such as apple, ball, penny), and asking
the patient to repeat the words. The clinician then tells the patient to remember them and that
they will ask them to repeat the words in a couple of minutes. This is a good test for short-term
memory recall, and when documented can be used as a “baseline” for the subsequent times the
same memory test is given.
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To test recent memory, we typically ask what the patient has had for breakfast that morning.
The trick to this is to make sure you can corroborate the truth of the information given either from
ED staff, a family member, or patient caregiver.

Remote memory can be tested by asking for personal historical information, or past experi-
ences. This also needs to be corroborated with others that know the patient’s history to ensure
accuracy.

5.11.7.12 Concentration

This section includes the clinician’s assessment of how the patient is able to maintain their focus.
Questions to elicit intended responses include asking the patient to subtract 7 from 100 and con-
tinuing and monitoring for errors, to spell the word “WORLD” backward, and calculating the
number of quarters in $2.25.

As one can imagine, the patient’s education and literacy level directly impacts their ability to
answer these types of questions. If that is a barrier, that should be noted and more general descrip-
tors can be used to document the patient’s ability to concentrate (e.g., poor, impaired, fair, good,
or excellent).

5.11.7.13 Cognition

This section explores the patient’s ability to abstract information. Examples that can be used clini-
cally are asking the patient to interpret socially known proverbs. The typical proverb that we use
is, “Those who live in glass homes should not throw stones.” Our favorite proverb to teach medical
students to ask the patient is, “The beard pays for the shaving.”

The use of proverbs can be a double-edged sword when trying to test for the patient’s cognitive
ability. They, in truth, have limited use in testing the patient’s true level of cognition, given their
cultural specificity. We teach this to students by giving a very obscure proverb, such as the one
presented previously, to paint this picture very clearly. Plus, teaching this part of the MSE is funny
with that example, as we still have no idea what “The beard pays for the shaving” actually means.
And to be honest, neither we nor any of our students have actually used this with a real patient. It
is used for teaching and demonstration purposes only.

While functional assessment of the patient’s intellectual ability (including mental retarda-
tion, borderline intellectual function, average and above average intelligence) can be useful in the
outpatient realm, it has limited use within the ED setting. Obtaining background information
from collateral contacts regarding the patient’s intellectual ability and/or functional assessment
is probably the quickest and most efficient way for the ED clinician to gather the information.
This information can be useful in order to guide the treatment team in the future placement of
the patient. For example, if a patient required placement from the ED into a home for individuals
with developmental delays.

5.11.7.14 Insight

This is the patient’s ability to provide the clinician with a description of what they feel is causing
their current symptoms, in other words, their understanding of their disease process.

This may include simple statements from the patients regarding prior diagnoses they have had,
and expressing the realization that the disorder they have been diagnosed with is causing their
current symptom presentation.
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The patient’s understanding of what medications and treatment recommendations are bein

g g
made is also pertinent to this section. In other words, “insight” can be conceptualized as, “Does
the patient understand what is causing their current psychiatric episode?”

5.11.7.15 Judgment

This describes the patient’s level of adherence to socially approved norms or behaviors. This also
includes the patient’s adherence to recommended treatment modalities including medications
required for their illness, and their ability to make healthy choices for themselves. The hallmark
of any behavioral health pathology is the direct impact it has on the person’s life, and their ability
to relate to others and care for themselves. This section in the MSE is the clinician’s assessment of
the patient’s current decision-making process.

Possible questions to ask the patient to rate their level of judgment include, “If you found an
addressed and stamped envelope, what would you do?” and “If you found a wallet on the street
with $200 in it, what would you do?”

Depending on the patient’s answer, the clinician then rates their judgment. Examples of judg-
ment are: impaired, poor, fair, good, and excellent.

Typically, patients with a psychotic illness during an acute psychotic episode have poor insight
and judgment. This can then affect the patient’s decision to take prescribed medications for psy-
chosis, resulting in continued poor insight and judgment. Substance use and acute intoxication
effects can also result in poor insight and judgment. The purpose of documenting these elements
in the MSE each time is to compare the current responses with responses from past exams and
measure any identified improvement or decompensation.

5.11.7.16 Impulse Control

This is a brief description of the patient’s current ability to maintain their composure and regulate
their behavioral responses or urges during the interview. This not only includes physical dysregula-
tion but also disruptive actions, utterances, yelling, and screaming.

It is important to note that the patient’s current impulse control may be affected by any sub-
stance (illicit or prescribed) or disease process (e.g., delirium secondary to encephalitis).

Once again, the history of present illness delineates the issues that lead up to the current state,
and this section is a mere snapshot of how the patient is during the interview itself. Descriptors
of impulse control include, poor, marginal, fair, good, and excellent. Examples of poor impulse
control include when a patient with mania begins to masturbate in the exam room in front of
staff, when a patient with psychosis defecates on the floor in their room, or when a patient with
personality pathology yells and threatens to call the president of the nation to complain about
their services.

Now that the MSE portion has been completed, the documentation of the initial psychiatric
assessment continues with the assessment of risk.

5.11.8 Risk Assessment

The risk assessment is probably one of the most important sections of the ED psychiatric assess-
ment as many patients seen in the ED may present with suicidal or homicidal thoughts as their
primary complaint.
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In 2002, 7% of all psychiatric-related visits to EDs were due to suicide attempts, and suicidal
ideation has been classified as being the second most common psychiatric complaint presenting
to EDs (Currier and Allen 2003; Larkin et al. 2005). A comprehensive risk assessment includes
documentation on any current reported suicidal thoughts, homicidal thoughts, and risk for grave
disability.

This assessment area also carries legal ramifications for the patient as the assessing clinician can
temporarily suspend the patient’s civil liberties if they deem the patient to be at a high level of risk
for harm to themselves or others, or gravely disabled.

Even though the completion of a risk assessment is paramount to the ED psychiatric evalu-
ation, many clinicians may be reluctant to delve into the topic of suicide or homicide with their
patients, but it is important that this issue is broached as many patients may not readily disclose
these thoughts without prompting (Hirschfeld and Russell 1997).

5.11.8.1 Assessing Suicide Risk

An assessment for suicide risk can be started with a simple question: “Have you had any recent
thoughts such as you wish you could go to sleep and never wake up or wished you were not alive?”
This question can open the door to the patient’s thoughts of suicide. If the patient answers “yes”
to this question, the clinician will need to follow up with more in-depth questioning to elicit the
patient’s level of potential self-harm. Asking the patient, “Have you ever thought about ending
your life or killing yourself?” can take the questioning on self-harm to the next level.

If a patient admits to having suicidal thoughts, the next step in the assessment process is asking
about any plan, means to accessing the plan, and intent to carry out the plan for suicide that the
patient has developed (Chang et al. 2011). Preparatory behaviors, such as writing a suicide note,
making plans to give away personal possessions or property, or rehearsing the suicide plan, are
important pieces of information to gather for completing the risk assessment puzzle.

5.11.8.2 Assessing Homicide Risk

A similar line of questioning can be utilized to explore homicidal thoughts.

Access to firearms or other deadly weapons needs to be addressed in cases of both suicidal and
homicidal ideation. If the patient admits to having access to firearms or other weapons, your local
law enforcement agency or family or friends of the patient can be contacted to help locate and
remove the weapons thus decreasing the patient’s ease of access to self-harm or harm to others
(Barber and Miller 2014). Please see Chapter 9 on ethical issues for more information.

5.11.8.3 Assessing for Grave Disability

Grave disability, or the inability to plan for or care for one’s basic needs due to a mental illness, is
another area that requires a risk assessment. The basic idea is to elucidate the patient’s current plan
of care, essentially how do they plan to provide themselves with food, shelter, and clothing upon
discharge from the ED?

Even in the legal system, a judge may make a decision to involuntarily commit a patient to
a hospital for psychiatric treatment based on their perception of the patient’s ability to provide
for their basic needs (Holstein 1984). Simply asking the patient, “When you are discharged from
the ED, how do you plan to provide yourself with food, clothing, and shelter?” is a simple way to
determine the patient’s self-care plan.
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It is important to note that homelessness in and of itself does not constitute grave disability. Many
patients may prefer to be homeless or may be in transition between housing. If a patient reports that
they plan to live under the bridge overlooking the river, this can qualify as a plan for shelter.

The label “gravely disabled” can only be placed on a patient by a mental health or legal profes-
sional (e.g., judge). The patient must have a known prior or current primary psychiatric disorder,
such as schizophrenia or major depression.

5.11.8.4 Risk Level Scaling

Each of the topics in the risk assessment section should be rated using a scale. We have found that
the use of the labels “low, medium, and high” work well. So, a given patient can be given a risk
rating of “low” for danger to self, “low” for danger to others and “high” for grave disability based
on the assessing provider’s clinical opinion. The label “none” should not be used as a rating in the
risk assessment as it does not leave any room for clinical error in the assessment. It is important to
note that any person one comes in contact with has some potential level of risk present. The scale
we are talking about utilizes “low” as the base score in order to prevent the use of the label “none.”

5.11.9 Impression

The impression section can be conceptualized as the clinician’s initial opinion about what is caus-
ing the patient’s presenting psychiatric complaint and corresponding ED admit. Another way to
think about the impression is the clinician’s best educated guess as to what is causing the patient’s
symptoms.

For example, if a patient arrives to the ED complaining of “hearing voices and paranoia,” the
assessing clinician’s impression may be that the patient is experiencing the hallucinations and
paranoid delusions due to ingestion of an illicit drug or to an underlying psychotic disorder. Once
further medical testing (e.g., urine toxicology screening) has been completed, a more formal diag-
nostic picture can be developed.

The impression is essentially the clinician’s differential diagnosis after an initial assessment of
the patient has been completed.

5.11.10 Diagnosis

Historically, in prior versions of the Diagnostic and Statistical Manual of Mental Disorders
(DSM), a multi-axial system for diagnosis was used. In the new version of the DSM, the American
Psychiatric Association (APA) decided to move to a non-axial system of diagnosis. The point of a
diagnosis is to provide a clear and comprehensive list of medical and psychiatric syndromes.

The prior multi-axial system was comprised of five axes. Axis one included the primary psy-
chiatric or substance use disorders. Axis two included any personality or intellectual disability
disorders, including syndromes such as borderline personality disorder. Axis three contained a list
of any medical or neurological problems that the patient was diagnosed with. Axis four provided
a list of all of the major psychosocial stressors that were affecting the patient. Lastly, Axis five was
the Global Assessment of Functioning (GAF) score, which listed a rating from 0 to 100 to describe
the patients overall level of daily functioning,.

The current DSM uses a diagnostic system in which the patient’s most prominent diagnosis is
listed first followed by any secondary or less acute diagnoses. These diagnoses include medical, neuro-
logical, developmental, and intellectual disorders. Psychosocial stressors are also noted when relevant
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to the diagnostic picture. For example, a patient arrived at the ED with psychotic symptoms. The
patient has a history of alcohol abuse, but has been sober for the past 2 years, and has prior personality
issues. The patient is going through a divorce from his third wife and is at risk of being laid off from
his job. The DSM-5 diagnosis for this patient could be psychotic disorder, unspecified; narcissistic
personality disorder; alcohol use disorder by history; relational problems; and occupational problems.

5.11.11 Recommendations and Plan

This section of the assessment documents the clinician’s treatment recommendations and overall
treatment plan. Recommendations should be based on the information that has been gathered
during the interview process with the patient. Topics in this section can include treatment modal-
ity; medication name, dose, and frequency; decision to admit to an inpatient psychiatric hospital
or not; and recommended level of least restrictive care.

We have worked in hospitals where this section is the only section a consulting clinician will read
to “get to the point” of the consult. While we strongly recommend that all clinicians read the entire
note that they consulted another service on, knowing that this type of shortcut is taken, we suggest
that the writer of an assessment have a strong recommendations section that references the main note.

Please be aware that while writing recommendations, scope of practice must be kept in mind.
A non-MD therapist cannot make medication recommendations; they can suggest a medication
consultation, or for the patient to see a psychiatrist in an outpatient appointment.

An example of discharge recommendations for a patient leaving the ED can look like this:

“It is recommended that the patient be referred to a partial hospitalization program for a
minimum of 5 days in order to address their symptoms of depression. The patient will also benefit
from a medication evaluation by a psychiatrist. Once the patient has completed their partial hospi-
talization treatment, it is recommended that they be stepped down to outpatient therapy sessions.
An appointment has been made for the patient to meet with James Conner, licensed psychologist
at the Sunny Gates clinic on 2/4/2016 at 5:00 p.m.” We recommend that any patient, who is dis-
charging from the ED back to the community, is scheduled an outpatient follow-up appointment
whenever possible. The specific date, time, clinic name, and provider name that the patient will be
meeting with should be documented.

Depending on the direction that the patient’s treatment takes while in the ED, this can have
a direct effect on the recommendations that are made and the ultimate plan for the patient. In
instances where the patient needs to be kept in the ED setting for further treatment, the plan may
involve documentation of direct accountable team members for clear action items they are respon-
sible for completing. A chart documentation example of this follows: “The patient will be referred
to medical social services for help with establishing housing or shelter. The psychiatrist will reas-
sess the need for continued use of psychotropic medications. The discharge planning staff will call
the patient’s outpatient clinic for recent records. Medical social services will also be contacting the
patient’s mother for discharge transportation.”

It is important that the assessing clinician not only document the recommendations in the
chart, but that they also consult with the attending ED MD and RN and whoever they wrote

down as accountable parties to verbally review the plan with.

5.12 Psychiatric Reassessment

The overall goal of treatment is to have the patient in the least restrictive environment receiving the
most appropriate care. The patient should also be receiving the treatment that they need clinically.
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To achieve these objectives and to update the treatment teams understanding of the patient ill-
ness process, we encourage using standardized timely reassessments of the patient’s condition. As
a guideline, it is recommended that a patient receive a psychiatric reassessment at a minimum of
once every 8 hours to determine if they still require the current level of restrictive environment
for their care.

If there are any clinical or social developments in the patient’s case, these should trigger a reas-
sessment of the patient’s condition and corresponding appropriate documentation. Like the initial
assessment note, the reassessment documentation should include the parties that are responsible
for carrying out the plan for the patient’s treatment and discharge.

The recommended minimal essential sections for a reassessment note include

B The subjective update or what the patient is reporting

B The objective update or what the clinician observes in the patient, also called the mental
status exam

B A current risk assessment

B Updates to the assessment and plan of care

5.13 To Consult or Not to Consult?: Appropriate
Consultations of Psychiatry in the Emergency Setting

It is the ED psychiatry consultation service’s primary role to assess, make recommendations for
treatment, and implement these treatment recommendations when clinically and ethically appro-
priate to do so. Given this role, it makes sense that an ED MD would want to place a consultation
order for psychiatry on any patient they deem has a psychiatric complaint. This practice may put
the ED staff’s conscience at ease (Pestka et al. 2012; Suokas et al. 2015), but it can also be a costly
one if the psychiatric needs of the patient could have been addressed by the primary ED treatment
team.

It has been found that a consultation to the psychiatry team can add an average of another
3.5 hours to the patient’s total length of stay (Langheim and Heilingenstein 2014). With the ever
increasing houtly staffing costs of ED nurses, technicians, physicians, and a psychiatric consult
service, any ED administrator, focused on ED operating costs, will want to strive to ensure that
all psychiatric consult requests are appropriate. So, this begs these questions to be asked: When
should the psychiatric consultation service be called and when should the primary ED treatment
team address the patient’s psychiatric need?

Prior to making any decision to consult the psychiatric team, the patient should be medically
cleared by the treating ED physician and any medical causes of psychiatric symptoms should be
ruled out. Also, be sure that you are consulting the correct service for the need that the patient is
presenting with. For example, if your patient is primarily intoxicated and homeless, the hospital’s
medical social services team may be more appropriate to consult versus the psychiatric team.

Many patients presenting with neurocognitive disorders (e.g., dementia) trigger the ED treat-
ment team to call in the psychiatric consult service for an assessment. In these cases, the hospital’s
discharge planning and neurology team may be more useful to consult for treatment and disposi-
tion planning purposes. The psychiatric consult service will typically be unable to arrange for a
transfer of these patients to a psychiatric facility due to the fact that a neurocognitive disorder is a
primary exclusionary criteria for many psychiatric hospitals.
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The main question that the consulting party can ask themselves is, “Is this actually a psychi-
atric emergency?” If the answer to this question is a clear “yes,” then consult away. If the answer
is “no,” this may be a patient that the primary ED treatment team can assess and create a disposi-
tion plan for. In many cases, these non-acute patients may just need a simple referral to outpatient
psychiatric resources or a psychotropic medication refill, which any licensed physician is educated
and trained to handle.

Substance intoxication can mimic the symptoms of various psychiatric disorders, so if the pri-
mary ED treatment team is aware that the patient is intoxicated on drugs or alcohol, they should
consider holding off on consulting the ED psychiatric team until the patient is clinically sober
and has been reassessed by the ED physician for any current symptoms of a psychiatric illness.
Following are some common scenarios that your psychiatric consult service should and should not
be called to intervene on.

Conditions that may warrant a higher threshold to consult the behavioral health team include
acute psychosis, first break psychosis, suicide attempt, psychiatric medication side effects (e.g., extra-
pyramidal symptoms [EPS], dystonic reactions [eye rolling]), severe depression, suicidal thoughts,
catatonia, mania, neurocognitive disorders with psychotic features, or other behavioral disturbances.

Conditions that may warrant a lower threshold to consult include acute substance intoxication
(e.g., alcohol or methamphetamine), psychotropic medication refill requests, generalized anxiety,
delirium, neurocognitive disorders without psychotic features, homelessness, transportation, or
other social needs.

5.14 Innovative Care in the Emergency Department:
Dedicated Psychiatric Observation Areas

Many hospital medical centers that provide emergency services to the community at large contain
alocked psychiatric treatment unit that serves as an extension of the ED. For EDs that do not have
these units, the halls of the ED end up taking the place of the psychiatric treatment unit.

Many of the patients admitted to these EDs sit in the hallway for days without adequate treat-
ment of their symptoms, which is one of the impetuses for writing this book.

In order to address this issue, we recommend the following restructuring of the way the ED
team thinks about space allocation for patients with behavioral health needs. A model we suggest
is to organize the placement of your patient population into three categories: high acuity, moder-
ate acuity, and low acuity. Depending on the state that you provide treatment in, use of the term
“acuity” can have implications for stafling ratio requirements.

Patients that are deemed to be loud, combative, requiring higher intensity of monitoring and
care should be placed in an area that has better visibility, with potential access to video monitor-
ing, or closer to a nursing station. The way to conceptualize the process, even within the ED, is as
the higher acuity patient stabilizes, and is better controlled medically and psychiatrically, they can
be moved to the moderate level acuity area, and then to the lower acuity areas of the ED. Patients
that are placed in the higher acuity area should be “medically cleared.” The hope is that these
patients have had substance intoxication or use ruled out of their diagnostic picture, but there may
be occasions where this has been missed by the diagnosing ED clinician, so these patients may also
end up being placed in the higher acuity psychiatric treatment area. Typical symptoms or diagno-
ses that may require a higher level of monitoring and care include acute psychosis, schizophrenia,
schizoaffective disorders, and mania. Patients that have displayed a propensity for self-harm would
also be placed in this area.
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As the patient’s symptoms improve while being treated in the high acuity area, the treatment
team can begin to develop a transitional plan for movement to the moderate or lower acuity areas.
This depends on the level of improvement that the patient displays, and the continued expected
length of stay in the ED.

Many EDs have adopted an innovative approach to developing a safe and therapeutic area for
their patients with psychiatric needs to be treated in. A psychiatric “guesting area” has been cre-
ated as an alternative treatment milieu for the psychiatric patient population in the ED (Waunch
and Conley 2011; Winokur and Senteno 2009; Winokur and Waunch 2010). Some hospital
systems have used a model in which the guesting area is within the ED walls, while others have
utilized a designated space outside of the ED to house patients waiting for psychiatric beds
(Levin-Epstein 2015).

5.14.1 Recommendations for the Dedicated Psychiatric Observation Area

As a patient transitions from high to low acuity within the ED, the patient can be transitioned
to a dedicated psychiatric observation area (DPOA). Administration may be hesitant to include
a DPOA within the walls of the ED due to possible fears of an increased psychiatric census if the
DPOA appears to be too welcoming for psychiatric patients within the community at large. This
rhetoric should not be listened to and should be challenged as it tends to be unsubstantiated at best
and anti-patient at the worst.

In order to establish a DPOA within the walls of an ED, we recommend that a designated
space is identified for this purpose. The size of the DPOA will vary depending on the EDs average
psychiatric patient census, patient to nurse staffing ratios and patient to security officer ratios. The
DPOA should be located in a quiet area removed from the choatic environment of the ED halls;
this will allow the patient a calm place to rest and recompensate toward a path of wellness.

Rather than using traditional ED gurneys within the DPOA, lounge chairs can be used, simi-
lar to a large padded reclining chair. The chairs should be large enough in size to accommodate
patients of varying sizes and should be ADA compliant. The philosophy behind the use of a chair
versus a traditional hospital gurney is to move the patient toward a state of normalcy and activa-
tion. Patients placed in a chair are taken out of the traditional sick role that is associated with the
hospital gurney. The use of the chair allows for a change in the cultural expectations that the ED
staff may hold toward the psychiatric patient, from one of a burdened person in need of care to
one of a person moving toward wellness. This potential shift in staff cultural attitudes may also
indirectly affect the discharge planning process for the patient as the staff encourages the patient’s
flight toward wellness and decreased time within the sick role. This can lead to a potential decrease
in patient boarding time within the ED. The chair allows more flexibility with patient placement
into the DPOA and keeps the patient sitting in an upright position. Patients should be encouraged
by ED staff, including nurses and security officers, to get up out of the chair once every 30 minutes
to walk around the DPOA.

A communal table can be placed in the middle of the DPOA, allowing a common area for the
patients to sit at in order to engage in daily activities as a group. These activities may include eating
meals, playing board or card games, or simply conversing with one another.

In order to provide a structured setting within the DPOA, a daily schedule can be developed
and implemented. The schedule can include, but is not limited to, items such as wake and sleep
times, meal times, hygiene times, recreational activity times, therapy times, and discharge plan-
ning sessions. It is important that staff are encouraged to keep the patients that are housed within
the DPOA on a normalized daily schedule, this includes the amount of light that the patient is
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exposed to during a normal day. The lights within the DPOA should be kept on until the “lights
out” time on the schedule has been reached.

5.15 Use of Handouts in the ED

Therapeutic handouts can be a beneficial addition to the ED psychiatric treatment teams box of
treatment tools. While patients that are recompensating and are moving toward discharge may be
a prime population to start using handouts with, any patient receiving treatment within the ED
may also benefit from them.

5.15.1 Welcome Letter

The welcome letter acts as the patient’s introduction to their ED treatment experience. The letter
simply describes what the patient is being treated for, who will be treating them during their ED
stay, and what is expected of them in order to move them toward a path of wellness and potential
discharge. The letter should describe in detail any rules regarding visitation policies or patient
belongings policies. It can be helpful to add staff photographs to the welcome letter so the patient
can place a face with the name of their treating clinicians. Photographs of the patient’s primary
psychiatrist and psychiatric social worker are important as these will be the clinicians that will
primarily help the patient move toward discharge.

5.15.2 Diagnostic-Specific Patient Education

The diagnostic-specific handout is meant to inform the patient about their diagnosis, the common
symptoms that may be experienced with the diagnosis, and the available treatment options for
remedying the symptoms. Specific handouts on diagnoses, including depression, anxiety, mood
disorders, psychotic disorders, and substance use disorders, should be developed and distributed
to the appropriate patients.

5.15.3 Community Resources Information

A community resources handout can be developed and distributed to any and all patients that have
specific needs that they are having difficulty meeting. This handout should include contact information
(addresses and phone numbers) for resources, such as housing or shelter authorities, public transporta-
tion, food lockers, low- to no-cost medical clinics, domestic violence organizations, substance abuse
treatment (Alcoholic’s Anonymous or Narcotic Anonymous), and the Social Security Administration.

5.15.4 Therapeutic Handouts

The therapeutic handouts should be in alignment with the information presented in the diagnos-
tic handouts. The format can be either an individual therapeutic activity or group-based activity,
which can be utilized in a DPOA within the ED. Common helpful therapeutic handout topics
include mindfulness skills, cognitive-behavioral skills, and dialectical behavioral skills.

5.15.5 Patient Rights and Advocacy Group Information

These handouts should include information on county, state, and federal patient advocacy groups
and a list of patient rights. It is important to note that some of the rights of the patient may be
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temporarily suspended if the treatment team decides that the patient needs to be placed on an
involuntary psychiatric hold. The patient should be provided with a handout explaining what
rights they retain while on the involuntary hold. Contact information for community advocacy
groups, for example National Alliance on Mental Illness (NAMI) or Mental Health America,
should also be included in this handout. The medical center or hospital system’s patient com-
plaints and grievances department contact information can also be added.

5.16 Conclusion

Congratulations on completing this lengthy, albeit informative, chapter! This chapter is meant to
act as a guide for the reader through the murky waters of ED psychiatric patient care. We realize
that many of the topics discussed previously may appear to have a utopian feel to them, but the
hope is that you will gain a clearer picture of what is needed to help create a consistent, stable, and
effective psychiatric system of care within your ED. If you are an administrator reading this chap-
ter, you are now many steps ahead of other hospital system administrators in providing appropriate
care, staffing, and cultural changes to the ED setting. If you are a patient or an advocate reading
this chapter, you should now have a better understanding of what the possibilities are for raising
the standards of care during an ED experience.
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6.1 Introduction

You are sitting in the emergency room (ER) on call overnight, and this is your first night on call
on your own. You have your large cup of coffee, plenty of snacks, and your cell phone and pager
are charged and ready to go. So now you’re all set for call, but there is one pressing question on
your mind: What do I do if there is a patient who tells me she is suicidal? And if someone comes
in and says she is homicidal, that’s it—I'm running out the door, coffee in hand, and will find a
nice job in the food service industry.

Don’t panic! Put that coffee cup down and take a deep breath.

91
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In this chapter, we are going to discuss how to conduct a proper risk assessment and decide the
next step in management. This way, on that night when you are the on-call resident at 3 a.m. and
a patient comes in saying she is suicidal, you will have a game plan, not an escape plan.

The first question is, what is a risk assessment? What are we talking about when we say we’re
evaluating a patient’s risk level? In psychiatry, when the term 7isk assessment is used, it is about
determining the patient’s potential to harm themselves and others. The risk assessment, then,
involves assessing for both suicidality and homicidality. When a patient comes in to the emergency
department for an evaluation, a risk assessment is a vital part of the clinician’s job. The clinician
needs to ascertain the potential risk for suicide, defined as the act or an instance of taking one’s
own life voluntarily and intentionally, or other self-injurious behavior. It is also necessary to assess
for homicide, the deliberate and unlawful killing of one person by another, or other intention
of harm to others. As you are reading, you may be saying, right, thanks. That seems like a huge
responsibility—how do I do it? Well, it is indeed a very important job, but as long as you under-
stand the components involved you too will be able to conduct a thorough risk assessment.

There are multiple factors that contribute to a risk assessment. As the clinician on call, you will
be the detective looking for clues, and trying to get the necessary data to make your decision. Your
goal will be to understand why the patient is in the ER now: What is the patient feeling, are there
any current or recent stressors that may be contributing, and what is the patient’s history of illness or
dangerousness? Through the patient interview and the acquisition of collateral information, you will
begin to get the clues you need to make your determination (Elbogen et al. 2006; Jacobs et al. 2003).

The key is to be curious: You are the detective, trying to find the pertinent information to
decide whether your patient is at harm of risk to himself or others. When we are assessing risk, and
looking for the clues, we are both looking for “risk factors” and also “protective factors”—aspects
of a patient’s life that are protective against harm. It is like you are walking through a building to
investigate what has set off the smoke detector. You will want to open each door to see if some-
thing is there. If the door can be easily closed, then you close it and move on. However, if you get
the sense that there may be smoke behind the door, then you’ll need to investigate a bit more care-
fully to decide if you need to stay in that room longer to investigate further or if that door can be
safely closed. When you are doing a risk assessment, you are investigating a building with several
different floors. On each floor, you will need to go through the hallways and open the doors to
each room on the floor.

Each section in this chapter will be a different floor. We will start by investigating the his-
tory of present illness (HPI), which covers the patient’s current clinical presentation. After we’ve
been there, we will review the elements of past psychiatric history, and then other elements of
the patient’s life that should be reviewed when assessing risk level. All of these aspects will be
addressed as you interview the patient. The next step will be to get collateral information as neces-
sary: It can be as helpful to get information from other people who are important in the patient’s
life as past treatment records. These can assist you in getting more information that you may not
have received from the patient. So, without further ado, let’s start our investigation.

6.2 Clinical Presentation: History and Physical Examination

Okay, so now the patient has been through triage, spoken to the nurse, and you are called to see
the patient. You are going to take a deep breath and remember that you have the tools you need
to interview your patient and assess for risk. You’ve got your investigative gear on, flashlight, and
hard hat ready to (metaphorically speaking, of course). Also, keep in mind as you're going to
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interview the patient that he may be scared as well. Usually when patients come to the psychiatric
ER, it’s because they are in distress. Remember to take this into account: You will want to be
respectful and straightforward with your patient. The more comfortable he is, the more he is going
to be able to tell you what he’s feeling. This will in turn enable you to help him in the best way
possible, and make the soundest clinical decision. “Alright,” you say, “I got it.” Now can we talk
a little more about the actual interview? Sure—Ilet’s do this!

You are now entering the first area of exploration. The first piece of data you will get is the
reason that the patient was brought into the hospital. At the beginning of the interview, you will
elicit the chief complaint—rthis is, in the patient’s words, what brought her to the hospital today.
Then you will want to delve into the specific symptoms that the patient has been feeling. In this
chapter, we will particularly look at symptoms that will be important in determining the patient’s
risk level.

For example, to evaluate a patient for suicidality, you will want to ensure that you open the
door to symptoms of depression. It is important to do a full depression screen, asking the patient
about all the potential symptoms of depression. The depressive symptoms that are particularly
significant in a risk assessment are hopelessness, helplessness, anhedonia, guilt, insomnia, and
panic or anxiety. Sometimes people wonder how to evaluate for anhedonia, which is the inability
to experience pleasure in normally pleasurable acts. One way to assess this is to ask the patient,
“What types of things give you enjoyment or pleasure?” Patients who are experiencing anhedonia
might tell you, “Nothing, Doc” or “I used to really like spending time with my grandchildren, but
now I just go through the motions. I don’t feel happy about it like I used to.”

Another very important aspect of risk assessment is thoroughly assessing the patient for sui-
cidality and self-injurious behavior. These questions are extremely important, whether the patient
came to the hospital expressing suicidal ideation or not (Joiner 2007). You will need to assess all
patients that you see in the ER for suicidality, regardless of their initial presentation. You may say
to me, “Sure, that's easy to say, but when a patient is talking to me, how do I cut in and ask him
if he wants to kill himself?” It seems kind of abrupt.

Ah yes, it can be tricky to figure out how to broach the topic of suicidality, particularly if the
patient does not express it to you. It can be best to start off with a more general question, and then
lead in to the more specific questions. Detective metaphor again: You need to first open the door
and scan the room. If there is any glimpse of smoke, then you’ll investigate further. Keeping that
in mind, here is one approach. Start with a general question: Have you ever had thoughts of not
wanting to be alive? If the patient says yes, then ask him to tell you more about that. You will want
to know what those specific thoughts are, and if the patient currently has a plan to harm himself. If
the patient has a plan, it is important to ask (1) what the plan is, (2) does the patient have access to
the means to carry out the plan, and (3) is the patient currently thinking of carrying out the plan
to harm himself (or did he attempt to do so just before coming to the hospital), what, if anything,
is preventing him from attempting to harm himself?

These are all going to be very important things for you to know in order to determine the
patient’s level of risk. Someone who tells you, “Doc, every morning when I wake up, I am sad that
I am scill alive. It’s been that way for years. But, I have no plan or thoughts of harming myself” is
very different from, “Man, every day is getting harder and harder. For years, I have had occasional
thoughts of overdosing on my pills, but these thoughts have been happening more frequently
lately. A couple times I’ve gotten the pill bottles out and poured the pills into my hand, but then
stopped myself.”

Both of these patients may present to you with a chief complaint of suicidal ideation. But in
the first case, the patient has chronic passive suicidal ideation: It is an ongoing symptom, has not
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changed in nature, and the patient has no plan or intent of harming himself. The second patient has
also had chronic suicidal ideation. However, the suicidal thoughts are occurring more frequently
now, and the patient has been coming close to carrying out his plan. This is why it is so important
to delve into the details of the suicidality: You need to understand exactly where your patient is at.

There are a couple more important notes to keep in mind when questioning a patient about
suicidality. You need a definitive answer to each of these questions before you can go on. For exam-
ple, if you ask a patient if she has had thoughts of wanting to be dead and she says, “No, I have
never had those thoughts” then that line of questioning can be closed. Bur if she says to you, “No,
I haven’t really had those thoughts,” then you need to investigate further. I generally say, with an
inquisitive tone, “Not really? What does that mean?” Don’t move away from that question unless
you get a definitive answer from the patient. With further questioning, she may say, “I mean, no.
have never had any suicidal ideation” or she may say, “Well, not often, but on occasion I wish I had
never been born.” In case 1, you could then close the door on that line of questioning. However,
in case 2, you would then want to move forward with more specific questions about suicidality.

When asking about suicidality, be sure to pay close attention if the patient gives you reasons
that prevent him from attempting to harm himself. As mentioned in the introduction, a good risk
assessment evaluates for protective factors in addition to risk factors (Jacobs et al. 2003). Protective
factors are aspects of a patient’s life that are protective against harm. A patient’s protective factors
are extremely important in evaluating their level of risk for harm. For some people, protective fac-
tors are children or grandchildren. For others, the protective factors can be their religion, friends,
or pets. If a patient tells you, “I would never try to hurt myself because I just love my dog too
much,” take a minute to ask about his dog. What's the dog’s name, what type of dog is it, and so
on. This will help you to build rapport with the patient while also getting an understanding of
what is important to the patient, and potentially protective for him.

The evaluation of homicidality is also essential in a risk assessment: Does the patient have the
intent to kill or harm others. As we discussed with the evaluation of suicidality, it is important to
be mindful to how and when you ask questions regarding homicidality. I recommend that you do
not start the interview with “Hey, any thoughts abouct killing anyone?” as this may have a detri-
mental effect on your rapport with the patient. Instead, wait until you are at an appropriate point
in the interview. Following the questioning about suicidality, you can ask leading questions about
homicidality. However, there may be other points in the interview where the patient’s report of
symptoms will lead to the questioning about homicidality.

Often, homicidal thoughts can occur concurrently with paranoid ideation, auditory hallucina-
tions, or escalating anger and irritability. Sometimes it can be difficult to find a way to ask about
paranoia. Starting with questions like “Do you ever feel like others are judging you or looking at
you funny when you are on a subway or bus? Do you ever feel like anyone is out to harm you?”
can be a good way to begin assessing for paranoia. If the patient answers yes to any of these, or if
the patient has indicated that she feels persecuted by others or is having continual conflicts with
others, ask about whether she has had any thoughts of harming them.

With auditory hallucinations, you can start with a question like “Do you ever hear voices that
no one else is able to hear?” If the answer is yes, then it is important to follow up about the nature
of the voices. Is there one or are there multiple voices? If auditory hallucinations are present, what
do they say? Do the voices ever tell the patient to harm herself or anyone else? If the patient is
having command auditory hallucinations to harm others, it will be very important to flesh these
out. What exactly are the voices saying? Does the patient have intent to carry out the commands?
Has the patient ever gotten close or attempted to carry out the commands to harm others? Are the
command auditory hallucinations chronic and at baseline, or are they new or escalating?
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The acuity of the situation will be very important in assessing risk: New and escalating symp-
toms will indicate a higher acuity than chronic symptoms that are at baseline. Also, if the patient
is hearing derogatory voices about herself (voices that tell her she is always doing the wrong thing,
she is not good enough, she should be punished), keep in mind that these may put her at higher
risk of self-injurious behavior. It will be important to do a thorough suicide risk screen in that
case, and to ask if those voices ever make her want to hurt herself, or if they ever tell her to harm
herself.

Other symptoms to assess for in evaluating for homicidality are the patient’s current level of
agitation and irritability. If the patient has had escalating agitation, this can be a contributing fac-
tor to risk level. Think about how the patient was brought into the ER. If he was brought into the
ER because he thought a guy on the street was looking at him funny and he started to yell at that
guy and pulled out a swiss army knife, you need to have a high level of concern. If his family brings
him in and says he has been thinking they are poisoning his food, and he has started to sleep with
a dinner knife, you will have a higher level of concern. If he walks in of his own accord and says
he has been doing alright overall, but he is volatile in the ER, raising his voice and becoming easily
agitated, you will also take this into account.

Right now, the patient is in your ER, it is 3 a.m., and you are dreaming of that chocolate bar
you left in the on-call room. You want to get through this interview, find out what the events
were that brought this patient in now, and get that candy. But hold on, Doc! That candy isn’t
going anywhere, and you will get it soon. There are a few more things to keep in mind. These are
questions to ask yourself: Is the patient able to cooperate in treatment? Is the patient amenable to
discussing symptoms and treatment options with you during the interview, or is the patient unable
to do so?

Concurrent substance use can be a significant factor in symptom exacerbation (Pulay et al.
2008). Make sure to do a thorough evaluation for alcohol and substance use, as well as a toxicol-
ogy screen. Does the patient have a history of substance use? Has the substance use been ongoing,
or has there been a change in the pattern of use? As we discussed previously, pay special attention
when there has been a change in usage pattern. If a patient had been abstinent from substance use
for a significant period of time and is now using again, or if the patient had been using from time
to time but now is exhibiting an escalating pattern, this can be a contributing factor in symptom
exacerbation.

Last, but certainly not least, make sure to ask if the patient currently has access to weapons or
firearms. This is extremely important. If the patient does, then it will be necessary to address this
while the patient is under psychiatric care, and find a way to remove the patient’s access to them
if necessary. If a patient has access to firearms, the patient then has a direct means to harm herself
or others.

6.3 Past Psychiatric History

Think of this scenario: You have temporarily suspended your career in medicine and are now the
coach of a very successful football team. The Super Bowl is coming up, and your team will be play-
ing. You’ve got an excellent quarterback and you're excited about how he will perform, but you
know that the Super Bowl is a high-pressure event and you're worried about how he’ll do under
pressure. One way to gauge how he performs under pressure is to look at his past performance in
high-intensity games. Does he always perform the same as usual, or does he have a history of not
playing as well in high-stakes games? If you know he had choked in a Super Bowl several years ago,
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you would need to find out more about what happened. What was it about that game that made
him choke? Was it the intensity of the game? Was it cold or rainy that day? Was his offensive line
weak? Understanding what happened to him in the past will help you to understand how he reacts
in these high-stress games, which gives you clues to how he might respond in the upcoming Super
Bowl. You can then anticipate that these things may happen, and how to train him accordingly.

When you are the psychiatrist in the ER, you will want to use the same tools that the NFL
coach is using. In this section, we will delve into the salient aspects of a patient’s psychiatric
history that are important to ask when screening for risk. The patient’s history can give you
important clues as to the patient’s current risk status. Does the patient have a history of psychi-
atric treatment? If so, what is the patient’s diagnosis? Is there any history of a mood disorder or
psychotic disorder?

Find out about past visits to the ER or inpatient hospitalizations: What was the context for
each of these events? Does the patient have a history of hospitalization for suicidality or homicidal-
ity? Has the patient been compliant with treatment, or does the patient have a history of treatment
noncompliance? It is important to know both whether the patient has been compliant with acute
treatment (inpatient and ER) and outpatient treatment in the past. One way to find out this infor-
mation is to ask the patient directly.

The following are other clues to find out: Does the patient have a history of leaving the hospital
against medical advice, or a history of having to be taken to court for treatment over objection?
Does the patient have a history of court-mandated outpatient treatment? In some states, such as
New York, a patient can be mandated to assisted outpatient treatment (AOT) if he is “unlikely
to survive safely in the community without supervision.” When a patient has been mandated to
AOT treatment, it is due to a clinical determination: The patient has a history of noncompliance
with treatment, is unlikely to voluntarily participate in outpatient treatment, and a relapse could
result in serious harm to self or others. Knowing that a patient has been court mandated to treatr
ment is important in assessing risk: It gives you an idea of the past severity of illness and inability
to comply with treatment on one’s own.

If the patient has a history of suicidality or homicidality, you’ll want to know the triggers or
stressors that led to the event, and then what happened subsequently. Let’s say your patient comes
into the emergency room, and she is a 25-year-old woman expressing suicidal ideation.

After you ask questions about her current presentation, there are important questions to ask
about her past (Jacobs et al. 2003). Has she been given a psychiatric diagnosis? Does she have a
history of noncompliance with treatment or medications? Has she had suicidal ideation or sui-
cide attempts in the past? Does she have a history of self-injurious behavior without intent to die
(non-suicidal self-injurious behavior)? If she answers yes to any of these questions, these should be
alerting you of the need to open those doors and explore these areas in detail. Firstly, what was
the precise scenario? Find out the events leading up to the attempt: Did it occur due to escalating
depression? Due to auditory hallucinations telling her she is worthless? Following a fight with a
loved one? Following job loss? In the context of alcohol intoxication? Once you have a sense of the
trigger(s) that led up to the suicide attempt, you will want to know exactly what happened. If the
patient states “I took some pills” or “I cut my wrist,” you will want to flesh out those statements
more. If it was a pill overdose, what type of pills did she take? How many? How did she attain
them? If the patient cut her wrist, what type of knife did she use, how deep was the cut, did it
require medical attention?

In any of the previous scenarios, it is important to ask if the patient had intent to die when
he attempted to harm himself. You will also want to go through and find out what happened fol-
lowing the attempt. Did the patient tell anybody? Did the patient go to the ER, or get medical or
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psychiatric interventions? What happened next? Also, what was the patient’s response like when
he realized that the attempt to harm himself was unsuccessful? Was he relieved to be alive? Was he
disappointed? Was there any change in psychiatric treatment following the attempt? Is his presen-
tation now similar to how it was then? Understanding past events in the patient’s life can give you
important data about the current level of dangerousness (Kessler et al. 1999).

When screening for homicidality, the same principles apply. If the patient is currently describ-
ing or exhibiting agitation, impulsivity, irritability, anger, or other symptoms that lead you to
believe she may be at risk of harming others, you will want to know if she has experienced symp-
toms like chis in the past. If she has had episodes of paranoia or auditory hallucinations in the past,
what were they like? In any of the previous situations: did she have thoughts of harming others?
Did she ever come close to harming anyone else, or actually harm someone? If so, it is necessary to
find out specifics about that episode.

The patient may tell you, “Sure, Doc, a few years ago, right before I came into the ER, my
neighbors were acting up just like they are now. They were sending poisonous gases through the
air vents, and so I had my butcher knife out on the kitchen counter in case I needed to use it.
Just like I had to do again today, it’s out and ready for use if they attack.” You may feel the sweat
beginning to bead up on your forehead, wondering what to do now. What do I ask? Well, the
next question is just to go in and find out more. A good next question would assess how close he
was to actually attempting to harm the neighbors at that time. This patient was paranoid about
his neighbors trying to harm him, which led him to feeling that he needed to be able to defend
himself. He currently feels similar paranoia, so understanding what happened then may help you
to determine what he might do now. Did this patient ever approach the neighbors or have any
altercations with them, either verbal or physical? Did he ever approach them with the knife or
have actual intent to use it? Were the police ever called? Does he have a history of harming others
in any other context? Any history of arrest or incarceration? If he has not had any conflict with
the neighbors, and has no history of violence, then you will certainly still want to take note of his
statement, because it is significant and demonstrates symptom exacerbation. It will still be a risk
factor, but less so. However, if the patient tells you that he started banging on the neighbor’s door
and yelling at them in the past, going after them in the hallway, or actually picking up the knife
to go after them, then this is a more significant risk factor.

In addition to asking a patient about history of assaultive behavior, another potential indicator
about harm to others is whether a patient has a history of other behavior that has been indicative
of harm to others. People with antisocial personality traits can have an increased risk of harming
others. Does this patient have a history of cruelty to animals or fire setting?

Finding out clues in a patient’s psychiatric history can give you key information in making
your risk assessment. With suicidality, knowing about prior suicide attempts, suicidal behavior,
ideation or intent, and history of depression are key. With homicidality, history of physical or
verbal altercations, assaultive behavior, homicidal ideation, intent or plan are key questions to ask
(Elbogen et al. 20006).

6.4 Other Elements of History

As we discussed ecatlier, it is unlikely that the patient is in the ER now because she was just look-
ing for some evening excitement and there weren’t any good movies in the theaters this evening,.
She is having a rough time, and is likely having a symptom exacerbation. You need to be on the
lookout, in addition to the psychiatric symptoms, for other things going on in her life that may
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be contributing to her current symptoms. Has she had recent stressors that have impacted her? As
you go through the rest of the interview with your patient, use this opportunity to flesh out other
elements of the patient’s life that could be contributing stressors.

The social history can be very helpful in gathering information that may help you to further
understand the patient’s risk level, as well as the other sections of the interview (Swanson et al.
2006). You will get a chance to find out more about the patient’s current stressors as you go
through the social history.

In the social history, you're asking key questions to understanding the patient’s life. You will be
asking questions about the patient’s social supports, family life, employment, and housing. Think
about finding out what is important to this patient as you go through the social history. As we
discussed before, it will be helpful in knowing what your patient identifies as his social supports, as
these can be protective factors for him. Are there certain people, whether it be family or others that
he feels particularly close to? Is religion important to him? Does he have a pet dog that he cares for?

Let’s say you start by asking the patient about housing. You will want to know where she cur-
rently lives. Has there been any recent change in her living situation? Is she homeless? If so, these
can be risk factors. If she has a stable, consistent source of housing, that can be a protective factor
for her. Does she live with anyone else? If so, find out about who she lives with; living with some-
one else can be either a risk or protective factor, depending on the situation. Is there anything that
feels unsafe about her housing situation? Any domestic violence or abuse?

The next important area to ask about is about the patient’s family. Who is in the patient’s
family? What is his relationship with them like? Are they supports for him? Have there been any
recent things that the patient finds protective: the birth of a child or grandchild, or a recent happy
family event? Has there been anything stressful that happened recently: death, divorce, or separa-
tion? Has there been any child abuse? Are any government agencies involved, like child protective
services? An unstable home environment or conflict within the family can be risk factors for symp-
tom exacerbation. If the patient does not have family or a social support system, or if the patient is
socially isolated, these are considered risk factors for symptom exacerbation.

Understanding the patient’s financial situation is very important, because financial difficulties
can be a significant stressor. Is the patient employed? If so, how is the patient functioning? If she
has had prolonged impairment at work (or school), take note of that and find out more about it.
The risk of losing her job is a risk factor in itself. Could the difficulty functioning be related to
symptom exacerbation? If so, this will be important to know in understanding the current level
of illness severity. If the patient is not employed, find out what her source of income is. Someone
may be unemployed, but have a steady source of income from retirement benefits or social secu-
rity. However, the lack of financial resources is a stressor. Other sources of income to consider are
illegal activities (such as prostitution or drug dealing), which could be another risk factor.

6.5 Collateral Information

When you are interviewing the patient directly, you are getting her firsthand account of how she
has been feeling, what brought her to the ER, and what her past history has been. This informa-
tion is extremely valuable—you need to know how she perceives her symproms. She is giving you
a lot of diagnostic information that will be helpful in determining your next step in management.
However, there are many times in which collateral information gives you extremely important
information in treating the patient—information that you may not have known otherwise (Jacobs
et al. 2003).



Risk Assessments in the Emergency Room ® 99

You may be wondering why that is. After all, you have just conducted a very thorough interview
of the patient, and asked all the relevant questions. The patient has answered all the questions,
and now you feel you're ready to sum it up, write your note, and get that patient the treatment
he needs. You're feeling pretty good about your interview, and feel you are ready to make your
decision about the next step in treatment. You're right—you have obtained a significant amount
of data already. However, there is one more aspect to the interview process that can be extremely
helpful to understanding and treating your patient. And that is collateral information.

When a patient is experiencing an acute episode of illness, it may be hard for him to give you
an accurate depiction of his symptoms. If he is depressed, he may have trouble remembering all of
his symptoms. He may be unable to give you a depiction of how his symptoms have changed over
time. If he is manic, he may have very limited insight into the fact that he is manic right now. If
he is paranoid, he may be suspicious about what you will do with the information he gives you,
and he may not tell you exactly what’s on his mind. These are just some examples of how the ill-
ness itself could limit the amount of information you are given. The patient also may have feelings
about being in the ER, and may either minimize or enhance his depiction of the symptoms when
portraying them to you. The patient may have difficulty remembering exactly what happened the
last time he was hospitalized, or what medication he had been on in the past. Remember that this
is likely a stressful time for the patient!

In order to get a more precise idea of both the patient’s current presentation and past history,
collateral information can be very helpful. Family members, friends, roommates, and anyone else
who is close to the patient may be able to give you more information on how the patient has been
doing in the time period leading up to the current ER visit. For example, he may have told you he
has been feeling down for a while and not sleeping too well, but otherwise feeling alright. Then,
when you ask his wife how she feels he has been doing, she tells you that she has to remind him
to bathe and brush his teeth, he has been more irritable with their children, and he seems to be
staring off into space and talking to someone who is not there at times. This would help you to
understand the depth of his depression more fully, and also then to consider that the patient may
be internally preoccupied. You would then want to ask the patient more questions about potential
auditory hallucinations.

Family members can also be helpful in telling you if current symptoms are similar to previ-
ous episodes of symptom exacerbation. Is this the first time the patient’s wife has noticed these
symptoms of depression? If he has had them before, are these symptoms similar to the ones he
has had in the past? Stronger? Different in any way? Along these lines, if the patient is currently
undergoing outpatient mental health treatment, try to contact the patient’s current providers.
They can offer further information on diagnosis, any current medications, and past treatment.
They can also give you an idea of how the patient has been doing in treatment, and if they have
noticed any recent changes.

Another potential resource is past psychiatric records, if they are available to you. If the patient
has been in mental health treatment at your hospital before (ER, inpatient, outpatient), make
sure you review those records. If the patient has been in treatment elsewhere, see if you can get
access to those records or speak with someone who was involved in the treatment. If the patient
is currently on parole or assigned to court-mandated treatment, reach out to the parole officer or
team involved in court-mandated treatment to get more information. If the patient is living in a
residence or group home, contact the staff there. All of this information together will help you to
get a more complete understanding of your patient. The more you can understand your patient,
the better you can treat your patient. This is highly beneficial for both you and the patient, as it
can ensure the best possible treatment.
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Keep in mind that sometimes it is not possible to get any collateral information. An example of
this might be a patient who is homeless, and was brought in by the police after getting in a verbal
altercation on the street. The police have left the hospital by the time you are interviewing the
patient. You try to call the police station, but the officers who brought the patient in are now off
duty. When you speak to the patient, he tells you he has no family, is not in outpatient treatment,
and moves around from shelter to shelter. In this case, your interview of the patient will be the sole
source of diagnostic information. That’s okay—this is why you conduct a thorough interview, and
pay attention to both the patient’s verbal interview and mental status.

Another thing to keep in mind is the patient’s privacy, and use your discretion in obtaining
collateral information. If family members bring the patient to the ER, it can be quite helpful to get
their account of the patient’s symptoms leading up to this visit. If the patient comes in without a
family member but lives with others, you may want to contact them to find out more information.
However, you should only contact those people that you need to speak with to get information
that is relevant to your treatment of the patient. Medical and mental health providers and staff that
work with the patient (like in a group home or residence) are helpful to contact as well.

6.6 Synthesis of Information

At this point, you've done a lot of investigative work to understand your patient. You have con-
ducted a thorough interview, including assessing all relevant aspects of risk. You have then seen if
you could get collateral information to flesh out your knowledge of the patient. Now you have all
the tools you need to decide the patient’s level of risk. This can be somewhat tricky, because there
is no one algorithm to say for sure “This patient has seven risk factors, therefore, he isac ____ risk
of harming himself or others.” Don’t stop here, shut this book in despair, and wonder why you just
then read a whole chapter on risk assessment. Read on!

The reason we went over all the potential risk factors is so you can then sit down, look over the
potential risk factors and protective factors that this patient has, and then decide the best level of
treatment for your patient. Let’s go through a couple of examples to think through how to assess
risk level.

6.6.1 Mr. Turner: Case Example 1

Mr. Turner has come to the ER accompanied by his wife. He reports that he is in the hospital
because, “I just haven’t been feeling so well.” He reports that he has been feeling down because
he has been unemployed for a year, and feels like a failure that he cannot contribute financially
to the family income. His wife is now the sole provider for him and their children. His wife and
children are very important to him. He leaves the house to take trips to the store and spends time
with friends who live nearby. He gets enjoyment out of being with his friends. He denies suicidal
and homicidal ideation and auditory and visual hallucinations. He doesn’t have firearms at home.
He is in outpatient treatment, and is compliant with all of his outpatient appointments. When he
spends time with friends, he drinks alcohol (“It used to be that I'd share one bottle of Hennessy
with a few guys, but now it’s one bottle for me and the rest for them to share”). He has been drink-
ing more alcohol lately. His wife notes that she has to remind him to take a shower and brush his
teeth. Although he attends outpatient treatment, he has been inconsistent with taking his medica-
tions: “I try to take them daily, Doc, but my memory isn’t what it used to be. I remember to take
them 2 or 3 days a week.” Upon interviewing the patient, you learn that he was last hospitalized 2
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years ago. At that time, he was hospitalized following a suicide attempt. He had escalating depres-
sive symptoms and became noncompliant with medications. He was also drinking more alcohol.
He became belligerent toward his wife while intoxicated, tried to hit her, then felt extremely guilty
and overdosed on pills in an attempt to harm himself. His wife is concerned that his current symp-
toms are similar to the ones she saw 2 years ago.

Let’s look at the risk and protective factors for this patient:

Protective factors: He has a healthy connection with his wife and children, he gets enjoyment
out of being with friends, he denies suicidal ideation, homicidal ideation, auditory and visual hal-
lucinations, he has no current access to firearms, and he has displayed consistent follow-up with
his outpatient appointments.

Risk factors: Unemployment, guilt, increased alcohol use, decreased activities of daily living,
inconsistence with medications, a past history of suicide attempt in the context of escalating
depression and noncompliance with his medications.

In this case, you would have a high level of concern about the patient’s risk of harm
to both himself and others. He has escalating depressive symptoms, noncompliance with
medications, and increased alcohol use. He has a known history of attempting harm to both
himself and others in the context of these symptoms. He would be considered at a higher risk
of harm.

6.6.2 Ms. Anderson: Case Example 2

Let’s look at another scenario. Ms. Anderson is brought into the ER by her brother. He is exasper-
ated, noting that she has been driving him nuts. She believes that a man named Joe comes into her
house when she is not there and steals her things. She has called him multiple times a day, saying
that Joe took her bathing suit, or her cigarettes, or a ring that their deceased mother had given her.
These things always turn up later. She has had more concerns about Joe and has been calling her
brother more frequently since their mother died a year ago. He feels she needs to go to the hospi-
tal. When you speak to Ms. Anderson, she tells you that Joe is coming into her house frequently
and it’s really annoying her. She calls her brother, and then feels better and goes about her daily
activities. She continues to go to work daily, and has been functioning well at work. She doesn’t
talk about Joe when she is there. Her sleep and appetite remain intact. She is dressed nicely today,
and notes that her appearance remains very important to her. She has been in ongoing outpatient
treatment for 10 years, and takes risperidone 3 mg at night. She has remained consistent with that
medication. She mentions that there have been times in the past where Joe comes to her house
more frequently. At those times, her psychiatrist has increased her risperidone dose. Then, Joe
comes around, but she doesn’t feel as bothered by him. She has never been hospitalized because
of Joe bothering her. She doesn’t have any thoughts of hurting herself or anyone else, and denies
auditory and visual hallucinations.

Now, let’s look at the risk and protective factors for Ms. Anderson:

Protective factors: She has a strong connection with her brother, is taking care of her daily
activities, she is functioning well at work, she is compliant with outpatient treatment and medica-
tions, and has a history of symptom improvement with increased medication dosage.

Risk factors: She has ongoing delusions, which have escalated. Her brother is concerned about
her symptom exacerbation. Her mother died recently.

In synthesizing this information, it is important to take note that the patient’s symptoms
have not been at baseline. They have been escalating, and her brother has been concerned about
them. However, she has not exhibited a deficit in functioning. She is not exhibiting harm risk
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to self or others. Given her past history, it is likely that an increase in risperidone dose will be
sufficient to decrease her symptoms. Therefore, she is currently at low risk of harm to herself and
others.

In order to make your own determination about the patient’s risk level, follow a similar algo-
rithm. Pay attention to current and past history that contributes to risk level. This will help you to
determine the patient’s current level of risk.

6.7 Risk Assessment: Key Elements

The following lists of risk assessment elements are meant to act as a guide for any clinician per-
forming a psychiatric assessment in the ER setting. These elements should be kept in mind while
the clinician formulates a risk assessment on any ER patient they assess. The following risk assess-
ment elements have been adapted from information in Elbogen et al. (2006); Jacobs et al. (2003);
Joiner et al. (2007); Pulay et al. (2008); and Swanson et al. (2006).

6.7.1 History of Present lllness

Anhedonia, hopelessness, insomnia, panic attacks/anxiety
Impulse control (poor, fair, good)

Able to cooperate in treatment

Suicidal behaviors, self-injurious behavior

Suicidal ideation/intent/plan/access to means to carry out plan
Physical threats

Verbally abusive

Violence: intent or plan

Assaultive behavior

Homicidal ideation/intent/plan/access to means to carry out plan

6.7.2 Psychiatric History

B Current/past psychiatric disorder (especially mood/psychotic)

Multiple past psychiatric admissions

History of discharge against medical advice

History of noncompliance with treatment

Court-mandated mental health treatment

Prior suicide attempts and self-injurious behaviors (e.g., cutting or burning self)
History of assaultive behavior

History of cruelty to animals or fire setting

6.7.3 Medical History

B Serious medical or physical disability

6.7.4 Past Psychiatric History

B Family member with serious mental illness, suicide, and attempts
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6.7.5 Social History

Change in living situation/homelessness

Conflict in family

Stability of home environment

Domestic violence

Child protective services involvement

Presence/absence of financial resources

Incarceration history

Prolonged impairment at work or school

Social isolation, lack of family and social support system
Access to weapons/firearms

6.7.6 Substance Use History

B Current alcohol or substance use
B History of alcohol use disorder/substance use disorder
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7.1 Introduction

Behavioral emergencies constituted approximately 5.4% of all emergency department (ED) visits
in 2001, which was a 40% increase over a 9-year period (Larkin et al. 2005). In 2011, there were
136 million ED visits, and by extrapolation that would mean 8,160,000 visits for behavioral emer-
gencies in the United States in 2011 (CDC 2011). The trend of increasing ED visits for behavior
health emergencies, shown more than a decade ago, has continued.

In most settings, the current practice is that the emergency physician performs a focused his-
tory and physical exam to ensure that there are no urgent medical needs. In many settings, a set
of screening lab tests is required in order to “medically clear” the patient: complete blood count
(CBC), Chem?7, thyroid stimulating hormone (TSH), urine analysis, urine toxicology, alcohol
level, acetaminophen level, beta HCG (the pregnancy hormone), and salicylate level. Further labo-
ratory evaluation or imaging is left to the discretion of the emergency physician.

105



106 ® Big Book of Emergency Department Psychiatry

Once the patient is deemed to have no acute medical need and the presentation is thought
to be purely psychiatric, care is transferred to the psychiatry service either within the hospital
or to a stand-alone facility. Broderick et al. (2002) found that 35% of emergency practitioners
practiced in a setting where testing was mandatory in a psychiatric medical screening exam. This
was mandated by the receiving psychiatrist or receiving institution 84% of the time (Broderick et
al. 2002). Some receiving institutions require a repeat alcohol level to ensure that the patient has
metabolized. As the demand for the limited psychiatric beds is at an all-time high, the emergency
departments cater to these demands to avoid having their patient overlooked.

The term “medical clearance” is a misnomer, as noted by previous publications (Lukens
et al. 2006; Weissberg 1979; Zun 2005). It was first called into question by Weissberg in 1979,
who rightfully noted that it is not only inaccurate but also potentially hazardous. The danger
is in the assumption that “all” medical issues have been tended to. The American College of
Emergency Physicians (ACEP) clinical policy in 2006 rewords the phrase as “focused medical
assessment,” which is a more accurate description. It is well known that psychiatric patients often
have coexisting medical illnesses. More importantly, the behavioral emergency may be due to
underlying medical pathology, medications, and substance misuse. There are numerous medical
etiologies for neuropsychiatric presentations, such as electrolyte disturbances, infections, encepha-
lopathy, thyroid dysfunction, intracranial mass, intoxication, acute withdrawal, and anti-NMDA
receptor encephalitis to name a few. To make the situation more complex, the history may be
limited, physical examination refused, there may be strenuous social circumstances, and a lack
of social support or finances. Physicians may also subconsciously limit their interaction with this
patient population due to their own biases (Zun 2012). The complexity of this population is not to
be ignored. The role of the emergency physician is to perform an initial “focused medical assess-
ment” taking into account all of the data, ensure medical stability, and decide if there are medical
diagnoses that may be contributing to the psychiatric presentation.

The degree of testing required in order to perform an adequate assessment prior to transfer
to a psychiatric facility has been a source of controversy since the inception of the concept. This
is not the first article on the topic, and its predecessors have been comprehensive (Anfinson
and Kathol 1992; Chun 2014; Gregory et al. 2004; Williams and Shepard 2000; Zun 2005).

The purpose of this chapter is to review the literature with regard to screening tests in behav-
ioral emergencies and to highlight the growing evidence that this is an antiquated practice.

7.2 Critical Assessment of Articles in Favor
of Laboratory Screening

To be sure, there are coexisting medical conditions in behavioral emergencies. The prevalence
of an organic etiology for the psychiatric presentation is highly variable 0-46% (Ferguson and
Dudleston 1986; Hall et al. 1981; Kolman 1984; Koranyi 1979; Reeves et al. 2010; Willett and
King 1977) depending on the inclusion criteria. In these studies, the setting and referral base is
highly variable and often differs from the current system.

The first two studies discussed are frequently quoted as examples of the high-rate organic eti-
ologies of the behavioral presentation, and seem to have pushed the medical community toward
aggressive screening. Koryani (1979) retrospectively reviewed his clinic patients and reported that
43% of his sample suffered “from major medical illnesses.” In 51%, the physical illness aggra-
vated the psychiatric condition, and in 18%, it was thought to be causative. Koryani wisely notes
that the two specialties of psychiatry and medicine are “woven” together and neither should be
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assessed in a vacuum. While the study provides insight into his patient population, it cannot be
extrapolated to those presenting to the emergency department, nor does it make claims about how
to initially screen patients.

Hall et al. (1981) found the highest prevalence of comorbid medical problems in psychiatric
patients at a rate of 80%. As a result, the authors recommended extensive testing, which included
34 panel chemistry, urine drug screen, urine analysis, CBC, electrocardiogram (ECG), and elec-
troencephalogram (EEG). The more astounding figure is that in 46% of the patients the organic
pathology was thought to be directly related to psychiatric presentation. The setting of this article
differs from today’s practice, however, in that it was an inpatient clinical research ward and most
patients were referred from a psychiatric reception center. This article also fails to examine the clini-
cal significance of the laboratory abnormalities or ascertain whether these abnormalities would have
been predicted by history and examination alone.

Shortly thereafter, there was a barrage of publications on this topic of missed physical diagno-
ses potentially causing or exacerbating the behavioral presentation. Summers et al. (1981) noted
that 19% of their patient population had a “medical contribution” to their psychiatric presenta-
tion. Importantly, all 19% were noted on physical examination.

In 1981, Bunce et al. published their experience on an acute medical care ward to which there
was a wide range of referrals. Only 23% were capable of communication, greater than 50% had
altered mental status, and 29% presented with “general weakness.” It is difficult to draw conclu-
sions about the current population referred to the psychiatric wards based on this study.

Nine years later, Riba and Hale (1990) argue that it is also important to discover the minor
medical abnormalities in the screening process as this may “cue psychiatrists to the presence of bio-
logical variables.” This is a vague statement, and consequently it is open to varied interpretations.
The role of the emergency physician is to ensure medical stability. Biologic variables not directly
related to the presentation can be further assessed by the psychiatrist or medical consultant.

A protocol was instituted at Harbor UCLA in 1994 for new-onset psychiatric presentations of
adults. The protocol consisted of laboratory testing, computed tomography (CT) of head (if the
symptoms were not explained), and lumbar puncture if febrile (Henneman et al. 1994). A staggering
63% were found to have an organic etiology. Of the 100 patients, however, “60 were disoriented.”
Altered mental status is known to be more indicative of an organic etiology rather than psychiatric.
Nonetheless, it is accepted practice that new-onset behavioral emergencies require a higher level of
scrutiny for organic etiologies.

Reeves et al. in 2010, retrospectively reviewed admissions to their psychiatric hospital over a
7-year period. Among admitted patients, 2.8% were found to have a medical disorder that caused
or exacerbated the altered mental status. All had altered mental status on presentation, which, as
previously noted, is a high-risk criteria indicating the likelihood of an underlying medical etiology.
Organic etiologies at a rate of 2.8% are surprisingly low for this group.

These studies are influenced by the population selected. First, when altered mental status is part
of the inclusion criteria, then organic etiologies will naturally be more prevalent. Second, a new-onset
psychiatric presentation demands adequate scrutiny. Third, if you work at an inpatient research ward in
1980, receiving undifferentiated patients as your referral base, then many will have organic etiologies.

7.3 Atrticles in Favor of Selective Testing

While it is important to know the prevalence of organic causes of behavioral emergencies, the
more relevant questions are, which patients require laboratory screening and what is the utility
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of the tests? The following studies assess the utility of laboratory screening directly, and a clearer
answer is obtained. The more recent studies in this group also represent the current population in
the emergency department setting.

In 1977, Willett and King published their experience at the Colorado psychiatric hospital at
the University of Colorado Medical Center. In their introduction, they mention that facilities are
instituting laboratory screening and that this is a matter of “considerable debate,” foreshadowing
the next nearly four decades. The laboratory values obtained were CBC, venereal disease research
laboratory (VDRL), blood urea nitrogen (BUN), creatinine, glucose, cholesterol, serum glutamic-
oxaloacetic transaminase (SGOT), lactate dehydrogenase (LDH), alkaline phosphatase, calcium,
phosphorous, protein, bilirubin, uric acid, and urine dipstick. After discharge, the lab test results
were evaluated. The data of interest is the “unexpected abnormal,” which totaled 248 values. Of
these values, 61% led to no action, and 21.6% were repeated and subsequently normal. Fourteen
patients were found to have new diagnoses, none of which were the cause of the behavioral distur-
bance. There were three urinary tract infections (UTI), which were treated with antibiotics, and
one dehydrated patient due to diuretics that was given hydration. There were no other urgent treat-
ments. Four fairly minor diagnoses of 636 patients amounts to a laboratory contribution of 0.63%.

C ] Thomas (1979) assessed how frequently psychiatrists used screening tests, how much infor-
mation the tests provided, and whether or not it was acted upon. In addition to the tests performed
in the previously mentioned study, B12, folate, erythrocyte sedimentation rate (ESR), thyroid hor-
mones (T3 and T4), and “Routine radiology of the chest and skull were also considered” (Jacobs
et al. 1997). None of the positives for syphilis were considered significant, 3 abnormal thyroid
studies of 145 were treated, 8 out of 99 with abnormal B12 or folate received replacement, and 10
out of 251 skull x-rays were considered abnormal, although none were related to the psychiatric
presentation. Of the laboratory tests, 8.1% were considered abnormal. Of these, more than half
were not followed up on. It is not clear if they were missed or deemed insignificant by the clinician.

In 1986, Ferguson and Dudleston published the first study that attempted to identify high-
risk groups to improve “the efficiency of the screening process.” By this time, routine screening
had “been introduced in most hospitals to assist in detection of physical illness” (Ferguson and
Dudleston 1986). Of 650 patients, 22 did not receive a physical exam, which may reflect the psy-
chiatrists” discomfort with exams. All abnormal thyroid studies were insignificant and no patient
received treatment for this. Skull x-rays, still in play, were found to be of “limited value.” The clini-
cal criteria used predicted 86.4% of the laboratory abnormalities. The criteria would have missed
5 UTIs and 5 electrolyte abnormalities or only 1.5% (10 out of 650) of medical illness. High-risk
groups included an age greater than 65, altered mental status, drug and alcohol abuse, and weight
loss of more than 10%.

Kolman et al. (1984) specifically looked at an older age group, ages 56—94. Despite the natural
tendency of the elderly to have a higher prevalence of comorbid medical illnesses, screening tests
lacked utility. In their study, only 1.4% of tests led to a change in detection and treatment of an illness.

In a chart review of 785 patients, Dolan and Mushlin (1985) searched for abnormal values that
yielded new clinically important information also termed “laboratory diagnoses.” The rate of true
positives was 1.8%, and the rate of false positives was 8 times higher. Laboratory diagnoses were
made in 0.08% of the cases studied.

More than a decade later, Olshaker et al. (1997) studied 345 patients, of which 19% were
found to have acute medical conditions. Of those with acute medical conditions, 94% were dis-
covered on history alone. Of the four patients not picked up by history, one was febrile, one had
anemia, and two had mild hypokalemia. Similar findings are noted in another retrospective study
by Janiak and Attebettery in 2012. They found that of 148 inpatients, 1 patient had significant
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laboratory abnormalities. This single outlier was also febrile and tachycardic. These results differ
greatly from those published by Hall et al. (1981) in the early 1980s, and speak to the difference
in patient population, the objective of the study, the definition of abnormal, and the quality of the
initial history and physical exam.

In a single-center prospective study in oriented patients performed by Amin and Wang (2009),
there was no change in disposition based on laboratory values. Of 375 patients, only 4 patients
had non-substance abuse related laboratory abnormalities that required intervention. All that were
positive were found on the urine analyses.

Parmar et al. in 2012 conducted a two-center prospective study consisting of 191 patients.
These patients were deemed “medically clear” and had screening labs drawn. The financial burden
was also assessed at a Medicare reimbursement rate of $197 per patient. Only one patient had a
change in disposition due to a positive acetaminophen level.

The logical conclusion from these studies has already been well stated by Gregory et al. (2004):
“Opverall, results indicate that the yield for routine laboratory investigations is fairly low.” “Instead
of routine laboratory screening testing in the ED, the data support more selective testing for
patients at high risk of serious medical pathology.” The 2006 ACEP clinical policy states: “Routine
laboratory testing of all patients is of very low yield and need not be performed as part of the ED
assessment.”

7.4 History and Physical Examination

The medical assessment of the behavioral emergency is predicated on a good history and physical
exam. Whether or not lab tests are performed, the assessment is incomplete if the basic elements
are absent. Poor examination, documentation, or both of psychiatric patients have been shown on
multiple occasions to the extent of a full neurologic exam being documented in only 8% of the
charts (Szpakowicz and Herd 2008; Tintinalli et al. 1994).

This trend continues today, as shown by Reeves et al. (2010), an adequate medical history
and an adequate physical examination were each documented 60% of the time, and an adequate
assessment of cognitive function was documented only 31% of the time. There is no study stat-
ing that laboratory screening is a replacement for the physical exam. Therefore, the clinician
should not feel reassured if screening tests are obtained, as it does not preclude a thorough
assessment.

Screening tools have been attempted since 1977 (Jacobs et al. 1977; Shah et al. 2012; Zun and
Howes 1988). The tool, akin to the mini-mental status examination, proposed by Jacobs et al.
(1977), interestingly called for laboratory testing only after a certain threshold was met. Vital ele-
ments of the physical examination, as advocated by Dr. Zun, are a neurologic examination and a
cognitive assessment. This should be done in the presence or absence of laboratory testing.

7.5 Pediatric Population

The rate of pediatric behavioral emergencies is 1.6—3.3% of ED visits (Mahajan et al. 2009; Sills
and Bland 2002). Donofrio et al. in 2014, assessed 1082 patients who were either a danger to
self, danger to others, or deemed to be gravely disabled. Of these, 80.5% had screening lab tests,
with 7 having a change in disposition (0.8%); and 6 out of 7 had findings on history and physical
exam. The only disposition change that was not anticipated was a positive pregnancy test, which
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may have been “an unnecessary admission.” The authors stated that the positive pregnancy test
seemed to provide a reason for refusal of admission by the receiving psychiatric facility. There was
otherwise no change in management. The most common laboratory finding was a positive urine
analysis at 1.8%. This is rightfully qualified in the study by the presence of asymptomatic bacteri-
uria in the general population at a rate of 0.9-2.0%.

Studies have also shown an increased length of stay due to laboratory screening (Fortu et al.
2009; Santillanes et al. 2014). Santillanes et al. make a case for field triage of pediatric psychiatric
complaints and bypassing the ED entirely in those that meet criteria, which was 91% of their
studied patients. In their cost assessment, they found that the patients occupied an emergency
department bed on average for 6.8 hours, and that the average cost was $970 per patient.

7.6 Unimportant Positives

Most studies do not focus on the parameter of false positivity. Dolan and Mushlin (1985) noted
a rate of eight times the number of false positives to true positives. Willett and King (1977) had
nine times the rate of false positives compared with true positives. Donofrio had a TSH false
positive rate of 22.9%. Several studies (Amin and Wang 2009; Donofrio et al. 2014; Ferguson
and Dudleston 1986) show urine analysis to be positive for UTI, however, samples are frequently
contaminated and may not be true urinary tract infections (culture is not available at the time
of treatment). Sheline and Kehr (1990) found that 44.9% urine analyses were contaminated. In
addition, as mentioned, those who are asymptomatic and not pregnant do not require interven-
tion for asymptomatic bacteriuria. False positive test results are not without consequence. The
prudent physician will repeat the test or ensure follow-up at greater cost and extending the length
of stay.

7.7 Urine Toxicology Screen

Mental health and illicit substance use are inseparable as they are often coexisting and each influ-
ences the other. In 2007, a healthcare cost utilization project found that one in 8 emergency
department visits (12 million or 12.5% of all ED visits) was for chief complaints of mental health
or substance use. Of mental health and substance use visits, 11.9% were co-occurring conditions
(Owens et al. 2010). The urine toxicology is felt to yield invaluable information to the psychiatrist,
and is at best unhelpful for the emergency physician. In addition, the test may extend the length
of stay, is costly, and may be misleading.

In general, the information regarding illicit substance use and alcohol use can be gathered
during the history and physical exam. Olshaker found the self-reporting to be at 91% for illicit
substances use, and 96% for alcohol use in the last 24 hours. Similar sensitivities have been found
in other studies (Kroll et al. 2013; Shihabuddin et al. 2013). In the pediatric population, the self-
reporting of substance abuse was lower, at 83% (Fortu et al. 2009).

More importantly, the urine toxicology does not change the disposition of a patient. Schiller
etal. (2000) assessed this in a retrospective review and found no difference in disposition between
those with positive urine toxicology screen ordered versus not. Shihabuddin et al. (2013) found
that of 539 patients, 62 had positive urine toxicology screens with no changes in management
by either emergency physicians or psychiatrists. Eisen et al. (2004) had similar results in which
change in management was reviewed and none were deemed justified.
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The use of a urine drug screen is of limited use in the pediatric population as well. Fortu
etal. (2009) assessed 385 patients with toxicology screens performed in routine fashion in uncom-
plicated psychiatric complaints. Of these, 31% were positive, with none admitted for medical
concerns. Again, the urine toxicology had no effect on disposition.

The results of the individual substances tested lacks nuance and requires intelligent interpreta-
tion. Multiple doses of methamphetamine, for example, can lead the urine toxicology screen to
be positive for 5 to 6 days depending on the cut off used (Vandevenne et al. 2000). There are also
numerous agents that provide a false positive screen such as bupropion, trazodone, ranitidine, pro-
methazine, and chlorpromazine. Therefore, if there are no clinical features of stimulant abuse, it is
difficult to attribute suicidality or psychotic features to methamphetamine. A recent study showed
that methamphetamine positivity has not been shown to be associated with placing the patient on
an involuntary psychiatric hold (Pomerleau et al. 2012).

Similarly, benzodiazepine positivity may be deceiving. The test detects the metabolites oxaz-
epam and nordiazepam, but it does not distinguish between benzodiazepine types, nor does it
indicate abuse. Diazepam may take up to 36 hours post-ingestion, which can lead to a potentially
negative result despite intoxication. In addition, benzodiazepines with a long half-life will cause
the test to be positive for up to 30 days, making the positive result irrelevant in the absence of a
fitting clinical presentation (Moeller et al. 2008). It is also worth mentioning that there are illicit
substances that do not appear on the toxicology screen, such as synthetic cannabinoids and syn-
thetic cathinones.

Interpreting the drug screen is not only challenging but expensive. It is the most pricey single
test ordered on the panel of tests. Reimbursement for the urine toxicology screen ranges from
$133.22 (Schiller et al. 2000) to $154.00 (Fortu et al. 2009). Due to the limited and potentially
misleading information provided by the urine toxicology screen, the practice of routine drug test-
ing is not supported by the literature.

7.8 Cost and Utility

There are few attempts at examining the cost and utility of these tests. Sheline and Kehr (1990)
note 20 changes in medical management. However, 9 were iron replacement and 3 were clinic
referrals, leaving 8 important results with a total cost to their facility of $19,610. If this is par-
celed to each significant test, the cost is $2451.25 per test. Feldman and Chen (2011) evaluated
inpatient child and adolescent patients. Of 142 subjects, there were 809 tests obtained, and only 4
abnormalities yielded a direct impact on care. One patient had symptoms of a UTT; a second had
slight elevation in liver enzymes, which affected the choice of mood stabilizer; and a third patient
was found to have new-onset diabetes. From an emergency medicine perspective, only the third
patient is a clinically significant finding that would not have been found on history and examina-
tion. The total direct cost to the facility was $12,630.47. If all four tests are included as significant,
it places the cost per significant results at a staggering $3,157.62 per test.

7.9 Standardized Screening Protocols

Standardized medical screening protocols for psychiatric patients have been developed and stud-
ied in the literature. Remarkably, the approach that these protocols have taken in assessing patients
is similar, relying on the presence of any of the following elements to selectively drive the diagnos-
tic evaluation (Shah et al. 2012; Zun and Downey 2007; Zun et al. 1996):
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B New psychiatric conditions

B Abnormal physical examination (including focused mental status exam)
B Abnormal vital signs

B Presence of other potential acute medical problems

Zun and Downey in 2007 retrospectively assessed the application of such a protocol on their
ED population, finding that although the protocol did not improve ED throughput for psychi-
atric patients, it did offer a significant reduction in average cost per patient with a similar rate of
return to the ED for further evaluation. Shah et al. in 2012, published a retrospective analysis
of 485 consecutive ED patients screened by a similar tool and subsequently transferred to a psy-
chiatric crisis center. Their study demonstrated remarkable utility in determining which patients
required further diagnostic evaluation beyond a thorough history and physical exam.

Given the evidence and potential of such protocols to reduce the cost of evaluation in an ED
setting, improve quality and consistency, all while resolving conflict among emergency medi-
cine and psychiatry colleagues, these authors are in favor of the development of these protocols.
In some regions, comprehensive laboratory evaluation of psychiatric patients is an expectation
placed upon local emergency departments by inpatient psychiatric facilities. The result of such
an arrangement without application of contemporary evidence produces unnecessary delays, and
drives up cost. The opportunity to apply sound evidence-based medicine to reduce cost while
improving the quality of care is the impetus for the development of our SMART protocol (Wetzel
et al. 2015). Please refer to Figure 7.1 for the SMART protocol.

Following the same tenets previously discussed, the SMART protocol will rely on the presence
or absence of the following elements to guide the diagnostic evaluation:

B New psychiatric conditions

Medical conditions that require screening

Abnormal vital signs

Risky presentations (age, ingestion, or mechanism of injury)
Therapeutic drug levels that require screening

7.10 Conclusion

The mostly older studies that seem to justify the utility of routine laboratory screening in behav-
ioral emergencies do not apply to the patient population appearing in the emergency departments
today. Newer studies show that routine screening in these patients yields little information of use
to the emergency physician in making medical decisions. The lab tests, particularly the urine toxi-
cology screen, are costly and provide potentially misleading information. In the vast majority of
cases, the relevant data needed to make decisions about how to medically stabilize these patients
can be obtained from an adequate medical history and physical examination. A standardized
screening protocol may be useful in limiting unnecessary testing.

7.11 Recommendations for Practice

B Thorough history and physical examination, including cognitive function and complete
neurologic exam.

B New onset psychosis requires laboratory screening, with consideration for CT brain and
lumbar puncture.
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SMART Medical Clearance Form @3
No*| Yes |F g
S uspect New Onset Psychiatric Condition? ... 1

M edical Conditions that Require Screening? ...

Diabetes (FSBS less than 60 or greater than 250) ...

Possibility of pregnancy (age 12-50) ...

Abnormal: ......

Vital Signs?
Temp: greater than 38.0°C (100.4°F) .o

HR: less than 50 or greater than 110 ...

BP: less than 100 systolic or greater than 180/110 (2 consecutive readings 15 min apart)

RR: less than 8 or greater than 22 ...

0, Sat: less than 95% 0N rOOM @i ...
Mental Status?
Cannot answer name, month/year and location (minimum A/Ox3) ...

If clinically intoxicated, HIl score 4 or more? (next page)

Physical Exam (unclothed)? ...

Risky Presentation? ... ...

Age less than 12 or greater than 55 ...

Possibility of ingestion (screen all suicidal patients) ...

Eating diSOrders ...

Potential for alcohol withdrawal (daily use equal to or greater than 2 weeks) ...

Ill-appearing, significant injury, prolonged struggle or “found down” ...

Therapeutic Levels Needed?...

Phenytoin

Valproic acid .

Lithium

Digoxin
Warfarin (INR)

* If ALL five SMART categories are checked “NO” then the patient is considered medically
cleared and no testing is indicated. If ANY category is checked “YES” then appropriate
testing and/or documentation of rationale must be reflected in the medical record and time
resolved must be documented above.

Date: Time: Completed by: , MD/DO

Figure 71  SMART medical clearance form.
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B Urine pregnancy in age appropriate females.
B Four-hour acetaminophen level in patients with risk of intentional or accidental ingestion.
B Consider development of a regional standardized screening protocol.
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8.1 Introduction

The main goal of any work in the emergency department (ED) is getting the patient ouz of the
ED. This could either be by discharging them home, admitting them to a medical, surgical floor,
or psychiatric floor (if your hospital has one), or transferring them to another hospital for whatever
specialty the patient needs that your hospital does not have.

Every provider and participant in the flow of the patient’s journey is in sync with the goal of
getting the patient ouz of the ED. Patients are always coming into the ED, day and night—and the
only way to ensure that the ED is not drowning in patients, any more than it may already seem, is
to get them out. Knowingly or not, and certainly on different levels of sophistication and incentive
structures, the players, from operation administrators to the patient transport technician, feel the
pressure of this aligned goal.

Increased patient flow in the ED, at any one given time, increases everyone’s burden and
stress, potentially leading to strained patient interactions, employee interactions, and worst of all,
the potential for errors. These concerns are reflected in poor doctor—nurse communication scores,
patient satisfaction scores, employee satisfaction scores, and even increased patient complaints,
allegations, and law suits. Long-term burdens and stressful work environments lead to provider
burnout and turnover and can spiral into a feedback loop of difficulty hiring optimal candidates,
feeding into the increased burden and stress for the remaining providers.

8.2 The Art of Discharge Planning: Aligning
Your Goals with the Patient’s

8.2.1 Sense of Control, or Not

Just like any other patient with emergency medical needs, the patient with emergency psychiatric
needs will also have varying levels of understanding of what to expect from their treatment and
time in the ED. The only difference is that sometimes patients with emergency psychiatric needs
are kept in the ED involuntarily. Imagine compounding your psychiatric problem—anxiety, psy-
chosis, depression, already a dreadful sense of loss of control—on top of an involuntary hold, and
being told that you legally cannot leave the ED until a psychiatric inpatient bed is found for you
to be transferred into!

8.2.2 Perception of Loss of Control

We have all been stuck in traffic. Imagine you are in the comfort of your own car and get frus-
trated at an extra couple minutes or hours of waiting longer to get to your destination. You are
tired or hot or bored or have to use the restroom, although you can shift your perception and real-
ize quickly that you have a lot more control of your environment than you initially thought you
did! You can turn on the air conditioner or listen to a podcast. Worst case, you can pull over and
relieve yourself at the roadside! You can even leave your car altogether and walk away.

We have all had to wait at an airport. Karen, Chris, and I were stuck in an airport going to
give a workshop in Halifax, Nova Scotia on ED psychiatry and hospital operations when we were
told that our connecting flight in Denver, Colorado had a computer malfunction, and that even
after rebooting the computer system several times it still did not work, and we would not be able to
board. The airline did nothing more to help us other than give us a business card that included the
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phone number to address complaints to, and wish us luck finding a connecting flight! We found
one that would get us to Halifax, although it would add another 12 hours to our wait. Our emo-
tions ranged from “super upset,” to concerned we would miss the workshop, to feeling anxious
about thinking that even if we made the workshop, how jet lagged we would be running into it, to
being angry, to then resigning to the notion that we had nothing else to do but wait.

Although we did have many options—we could have gotten on a plane back home and can-
celled the workshop. We could have taken a cab to a hotel and made the most of our time in
Denver. We could also just stay in the airport, find a nice lounge, and eat at the all-you-can-cat
cheese cubes buffet, and try to take naps until the connecting flight.

8.2.2.1 Proven Techniques—That Work!

During therapy, a powerful technique used is often having the patient learn how to shift their
perception, and be able to manipulate their understanding of their situation in a healthy way to
ensure recovery, maintenance, and resilience against future decompensations.

Now consider this scenario: You have a mental illness—a psychotic episode where almost by
definition you do not have control over your mind, or a recent suicide attempt brought on by a
sense of overwhelming loss of control, or a debilitating anxiety or panic attack that makes it feel
as if you have no control and are “losing your mind.”

Now think that you either go to the ED yourself because you recognize, on some level, you need
help, or someone brings you to the ED because you are unable to recognize the level of help you need.

Both options can be terrifying, as EDs are busy, seemingly chaotic, very noisy, and bright
places. They are suboptimal places for people without any pathology, and are even worse if you
have a mind that needs healing.

If you, the patient, have had experience in the mental health system, you may know about
involuntary holds and may be concerned that you may be placed on one when you go to the ED.
If you do not and are told you are being placed on an involuntary hold, you also may become
concerned. The common underlying theme is the loss of control, although in these instances, the
loss of control, at least the loss of “freedom to leave,” is very real.

Often, EDs will have security officers dressed like police officers, or actual police officers.
These security personnel may or may not be armed with tasers or even guns in the ED. The pur-
pose of security in the areas where patients with psychiatric needs are being monitored, observed,
boarded is one thing, and the way they are perceived by the patient is another. Uniforms are typi-
cally darker colored, look militaristic, and the officers are commonly larger and more muscular
than the average person. While this is done on purpose to ensure the safety of the patients and
staff, the intended effect is one of dominance and a “show of force.”

This does nothing other than further intimidate the patient in the ED, and creates a with-
drawal from potential rapport building with the treatment team.

If your psychiatric issue involves anxiety, claustrophobia, paranoia, or persecutory delusions,
your time in the ED is potentially made even more miserable, as you are now legally on a hold
against your will, there are gigantic officers at your door restricting your ability to leave, hurt
yourself, or anyone else, and you are “waiting for an inpatient psychiatric hospital bed to become
available.”

The ED clinicians often are at the mercy of this wait for an inpatient psychiatric bed to become
available, although at the end of their shifts, the clinicians get to go home. The patient has to con-
tinue to wait, and for psychiatric bed availability, the wait may be over after a day or two waiting
in the ED, or sometimes even longer.
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As real time updates are difficult, or practically impossible, to give to the patient, the reality
of the loss of control can set in as the patient realizes they are unable to leave; and the unknown
element of exactly when a transfer is expected compounds the anxiety, adds to agitation and may
lead to acting out behaviors in the ED that may have been avoided or prevented had transparency
in information been available.

8.2.2.2 In the Real World

Stop signs at crosswalks in many major cities now have a countdown timer indicating when the next
red or “do not cross” signal is coming. Subway and train stations have billboards that indicate in
how many minutes the next subway or train will be arriving. Airport terminals have details on the
status of flights, arrivals, departures, and any delays prominently displayed on numerous screens.

These interventions are all geared toward decreasing the unknown, attempting to decrease
anxiety or agitation, complaints, and dissatisfaction, and to give the perception of a sense of con-
trol. With the countdown timer at the crosswalk, you can walk faster, run, or just wait until the
next walk signal, based on the information given by the signal timer.

If you know how many minutes you have until your next train, or to board your next flight,
you can get a cup of coffee, or use the restroom without worrying you will miss it—all adding to
your sense of control.

EDs currently do not have such automated or technological mechanisms to alert one of future
wait times once a disposition decision has been made. The patient is at the mercy of the clinician,
who may or may not have any more information regarding the transfer time than the patient; or
the clinician may not even be thinking about how this may affect the patient, and not even bring
this issue up at all. This loss of control can leave the patient feeling frustrated, angry, or even
depressed.

8.3 Your Steps to Wellness

In an attempt to increase a perception of control and ensure that the patient knows what all the
steps are during their ED visit, we created an educational poster of what to expect during their ED
visit. These posters are printed with large font and are displayed in patient care areas.

During each initial visit in the ED, as well as subsequent checkups and reassessments with the
patient, we refer the patient to the poster and indicate to the patient where they are in their “steps
to wellness.”

This consistent information allows the clinician, including and especially the nurse, who has
many more points of contact with the patient during their stay, to allow the patient the shift in per-
ception of how much control they have over their treatment and potential discharge from the ED.

8.3.1 Step 1: The Assessment

We purposefully labeled the steps in the poster with the colors red, yellow, and green, to simulate
a traffic signal. Red, indicating the first step, where we have a “full stop” in an effort to gather
as much initial information as possible: We inform the patient that they will be evaluated by the
medical and behavioral health teams. While we encourage reducing the number of times a patient
tells their same story, we make it clear that this may be necessary, and specialists may have differ-
ent ways and reasons for asking similar sounding questions.
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We also inform the patient that they may require lab work (i.e., blood work or urine tests) to
be completed or medications to be ordered and administered. This last part of the sentence was
left as vague as possible, as we wanted to reduce any further potential defensiveness in the patient,
but also wanted to let them know that medical lab work and medical medications are equally as
important as any psychiatric medications or lab work required for psychiatric reasons.

Use of the word may in the second bullet point of the poster also works to alleviate any poten-
tial anxiety and stress. Not every one that is in the ED requires lab work (see the chapter on medi-
cal clearance for more information), and similarly not everyone will require medications.

Even if someone is placed on an involuntary hold, unless there is a medical or psychiatric emer-
gency (lifesaving requirement), medications cannot be administered against the patient’s will, and
blood work cannot be drawn without consent. This aspect is made very clear to the patient. Direct
care ED staff may also require reeducation on this point to ensure that the patient’s rights are not
violated.

8.3.2 Step 2: Individualized Treatment

This is the second step in the patient’s steps to wellness, and the title on the poster is in the color
yellow. This step is often the lengthiest part of the patient’s ED stay that takes up the bulk of the
clinicians’ time and energy.

The first bullet point in this section of the poster is “case management,” which states that we
will obtain information from you, your family, friends, caregivers, and community partners, as
needed to help plan for your care. One must always be cognizant of health information privacy
regulations and laws, how they pertain to emergencies, and when a patient’s informed consent is
required to be able to reach out to the patient’s collateral contacts; and the clinician must also
ensure that this is explained to the patient.

We find that most often when someone is aware that our standardized protocols include
obtaining collateral information to paint a broader portrait of the patient, and to optimize dis-
position and discharge planning, patients understand and realize they have options and choices
of who the treatment team can contact to be a part of the conversation. This is empowering, and
more often than not leads to an improved therapeutic alliance with the patient.

“Goal setting” in the second bullet point, states that we will work with the patient to develop
individual goals for reaching and maintaining wellness. This includes every touch point with the
patient during their ED stay and is documented in the medical record.

The third bullet point is “treatment,” which states we will offer classes and educational support
groups to help support the patient’s steps toward wellness. Given that EDs are different, and commu-
nity resources vary from county to county, it is imperative that the local team is aware of the services
offered in their area—either through the patient’s health plan, or within the community. In addition
to being proper care, this indicates that the ED is one part of the journey, and we all want the patient
to leave the ED with a plan, and understand that the goal is to achieve and maintain wellness.

The last point is “release planning.” This poster point states that we will work with the patient,
the patient’s family, friends, physicians, and caregivers to establish resources and continued treat-
ment to help maintain the patient’s state of wellness.

8.3.3 Step 3: Release/Transfer

This last step of the poster is in the color green, and states that we will work with the patient to
help facilitate the patient’s release plans or possible transfer to a higher level of care.



122 ® Big Book of Emergency Department Psychiatry

Displaying the steps in this order allows patients and their families and advocates to visually
see that there is a well-thought-out, standardized process. We don’t assume everyone knows what
we do, and we also want to ensure that all clinicians in the ED are always caring for the patients
in the same manner.

Obviously, the nuances are tailored to the specific patient’s medical and psychiatric needs,
and lengths of stay in the ED may vary based on disposition decision; however, the sentiment and
approach to every patient is similar.

8.4 Specific Information to Gather for the Discharge Process

The discharge planning process is an integral part of the patient’s entire ED visit. In order to com-
plete the discharge planning process, a clear and comprehensive discharge summary needs to be
developed. While the discharge summary itself should focus on psychosocial needs, the informa-
tion that needs to be gathered includes topics such as

Where will the patient live after their discharge?

How will the patient be returning home?

If someone can pick up the patient, what is their contact information?

If the patient is using public transportation, do they have the proper fare or transportation
ticket?

Is the patient living in a shelter? If so, what are the hours they can return to the shelcer?

B [fapplicable to the presentation, where is the patient getting their food and clothing?

In addition to these seemingly basic questions, the team must also know the elements to bol-
ster care coordination, such as

B What the plan is for outpatient follow-up, including a specific date, time, and address of the
clinic for a scheduled or proposed follow-up appointments?

B If the patient has an outpatient treatment team, the contact information and consent to
verify or make subsequent appointments for the patient is needed.

B [f the patient is on medication, do they have the appropriate amount of medications avail-
able, and is their pharmacy accessible to them, if applicable?

B Collateral contacts (e.g., family or friends) that can be contacted to verify any information
as needed, with the appropriate patient consents.

As these clements are gathered, the template of the discharge instructions and summary
matures. Boonyasai et al. prepared a report in 2014 titled “Improving the Emergency Department
Discharge Process: Environmental Scan Report,” that we recommend reviewing, as it delineates
different populations, psychiatry among them, settings, and an evaluation of the possible out-
comes that arise in the ED discharge process.

8.5 Safety Planning

An increasing number of patients are seeking care in the emergency departments for suicide-
related issues (Currier et al. 2015). For patients presenting with suicidal or homicidal thoughts,
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it may be difficult to discharge them based on the severity of the thoughts they are experiencing.
Since the ED may be the only point of contact some patients have with the healthcare system
regarding these serious issues, we recommend that safety planning occur during the patient’s ED
visit. Development of a safety plan, when clinically appropriate, with the patient’s cooperation,
can help alleviate some reluctance the ED clinician may feel to release the patient back into the
community.

When structuring your safety plan and implementing it in the emergency department, we
recommend including sections in the plan on patient warning signs, coping strategies, social and
professional contacts, and specific mechanisms to maintain the patient’s safety. We recommend
that the safety plan template be printed out with plenty of blank space left on it so the patient can
fill it out. There are multiple layers of value in having the patient fill out the form in their own
handwriting,.

Once the patient completes the safety plan, we recommend making a copy of it and putting a
copy in their medical chart, and giving a copy to the patient to take home with them. This exercise
acts to reinforce the point that this is a tool to be referred to, and dynamically updated as needed.
If the patient returns to the emergency department in the future, the treating team can pull the
latest safety plan up, and refer to it with the patient to determine what worked, what they were able
to do, and what did not work. This allows the patient and treatment team to coordinate efforts to
update the plan further for the medical chart, as well as for the patient’s benefit.

8.5.1 Warning Signs

“Warning signs” is the title of the first recommended section to include in a safety plan. Questions
that are most effective are those that can be easily understood, appreciated by the patient, and
answered without shame, blame, or stigma. The purpose of this section is to ensure that the patient
understands when their safety plan should be used.

This section should include, basically, any emotional or behavioral cues that the patient can
use to indicate that they are heading toward a crisis state and may need to implement their safety
plan. The overarching goal is to provide the patient with a cue in order to use their safety plan in
a timely manner to keep the patient and others around them safe.

Typically, the patient is asked to think about the last time they were in a crisis situation, or in
a situation that brought them into the ED, and to try to recall any thoughts, images, or emotions
they were experiencing during that time. They can use this information in this first step of the
safety plan.

Specifically, listing out the warning signs themselves is also important. The preprinted tem-
plate can include prompts to guide the patient’s responses on how to word their warning signs,
such as “include thoughts, images, your thinking process, or mood or behaviors.” When the
language is written as if it is in the words of the patient, we have found even better adherence
and appreciation of the safety planning exercise from the patient. For example, a patient that
has a thought as a warning sign may write this as “ ... a thought I have when I feel extremely
distressed is ... ”

Again, this section is meant to act as a guideline for the patient during a crisis, and to have
pre-identified warning signs. If the safety plan is being shared, either by a minor patient and
their parent or guardian, or volitionally by an adult patient, we find that self-described warning
signs are even more helpful for the outside observer or patient advocate. The process of complet-
ing the safety plan, in and of itself, adds a rapport and alliance building that may not be initially
anticipated.
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8.5.2 Coping Strategies

In chis section of the safety plan, the patient is asked what coping and self-soothing skills they use
that they have found helpful during a crisis situation. It can help to prompt the patient by asking
them to identify what they can do to avoid harming themselves or anyone else while in a crisis. If
the patient is unable to come up with any examples that they have used, it can help to walk the
patient through other coping skills that have worked for other patients in the past to see if they
are willing to try those.

The discussion on coping strategies gives the patient a sense of control over their current symp-
toms and behaviors during a crisis. It can also give the patient hope to have this discussion and to
know and learn that others have gone through similar issues, and have successfully been able to
cope with what they are dealing with. As a reminder, these coping skills and strategies are written
in the words of the patient, by the patient, on the page.

8.5.3 Family, Social, and Professional Contacts

For the next section of the safety plan, the patient is simply asked to provide the names and con-
tact numbers for their main social support network, which may include family members, friends,
neighbors, therapists, doctors, and clergy.

Often, patients are reluctant to add anything to this section, or say that they have no one they
can call. We find that sometimes we need to provide the patient with support and reassurance to
help them think of someone that may be available to help them in a time of crisis. If they truly
cannot think of anyone, we have them write down the number for their outpatient provider, as
well as “911” for emergency needs.

8.5.4 Keeping Me Safe

In this section, the patient is asked to think of one or two ways that they would be able to use in
order to stay safe if they were in a crisis. For example, if patients are thinking of killing themselves,
and had a plan to cut their wrists, they are asked to write down how they would avoid following
through with that plan, and what steps they would take to keep themselves safe. Steps could include
leaving the area that is upsetting them, calling “911” themselves, calling one of their support people
to get them to the hospital, or calling a therapist or their primary care physician for help.

In addition to the obvious benefits to a safety plan, the keeping me safe section allows for this
exercise to be completed in a safe environment, where the patient can start thinking about going
over these scenarios, and rehearse in their mind, and with their clinician what they would do in the
event of another emergency. That way the patient will have thought of it beforehand, and can either
look at the written safety plan, or remember what they thought of during the development of their
plan, and use the coping skills and decisions they wrote down on their plan to keep themselves safe.

8.5.5 Signature Section

We recommend having the patient sign and date the bottom of the safety plan form. It is impor-
tant to note that a safety plan is not a “safety contract” and that the patient is not contracting
to anything. The act of signing this completed safety plan works as a guide for the patient to use
when they are in a state of crisis and acts to get them engaged and involved with their own dis-
charge planning process.



Discharge Planning m 125

The patient’s level of participation in the development of the safety plan can also provide clues
to the ED clinician, as to how likely the patient will be to follow through with the recommended
treatment.

An example of using this as a guide for how willing the patient will be to participate in their
outpatient treatment recommendations follows. We had a female patient that was asked to fill out
the safety plan. Under the “coping skills” section, she wrote “have more kinky sex and use more
drugs” as her coping mechanism. This was a clear message to us that she was not taking the exer-
cise seriously, and we needed to approach her care from a different angle.

8.5.6 Children and Adolescents: Safety Planning Issues

The safety planning process and coordination of the plan with minors can be complicated due to the
involvement of their parents or guardians. Sometimes in these cases the parents or guardians of the
minor patient may be reluctant to accept the patient home, even when the treatment team is recom-
mending that the patient be discharged home with outpatient mental health follow-up. In these cases
the treatment team may need to take extra time with the parent or guardian in order to ease their
fears and explain and address the concerns they have with the plan to discharge the patient home.

An example of this may occur when an adolescent is admitted to the ED due to non-suicidal
self-injurious behavior (see the chapter on anxiety and mood disorders for an in-depth discussion
on this topic). A common occurrence of this is when the patient makes superficial cuts to their
wrist with a razor. Usually in these cases, after a full assessment and work up of the patient has
been completed, the treatment team decides to discharge the patient home to their parents or
guardians with outpatient follow-up in place. Sometimes due to the nature of the act of cutting
themselves, the parent or guardian may feel fearful or concerned about the patient returning
home. In these cases, we recommend that a safety plan is developed with the help of the parent
or guardian and the patient. This will help ensure that the adult has a sense of control over the
planning process, and can provide them with a guide that is in the words of the patient, or was
cowritten with the patient.

We have experienced that developing safety plans together with family and or advocates can be
a very rewarding experience, and quite therapeutic, in and of itself. Sometimes the discussion that
takes place during this exercise happens to be the first time the parent and child has actually talked
about safety planning and coping skills, and it helps both the minor patient and the adult to hear
what the other is thinking, and know that it is under the clinical guidance of the treating clinician.

Sometimes after the safety plan is developed, it works to quell the concerns of the parent or
guardian, and the patient can be discharged. If the parent or guardian is still reluctant to take the
patient home after the safety plan is completed, it can sometimes help to hold a team meeting with
the parent or guardian, the primary treating ED physician, psychiatrist, and ED mental health
clinician. This meeting can provide even more education to the parent or guardian regarding the
reason for the discharge decision to help reinforce those points. During the meeting, the parent or
guardian can be reassured that they can always bring the patient back to the ED if their symptoms
get worse, or if they have any recurrence of thoughts of wanting to hurt or kill themselves.

8.6 Additional Barriers to Discharge Planning

Barriers for inpatient psychiatric hospitalization placement are discussed in our chapter on care
options and treatment teams under “barriers for placement” in the “template for ED psychiatry
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pre-rounding” section. The treatment team should be aware of any of the potential barriers to
discharge the patient either home, to a hospital alternative program, or to a hospital setting, and
be prepared to address these barriers.

8.6.1 Housing

Some of the more common barriers when trying to discharge a patient out of the ED and back into
the community may include housing issues, especially if the patient is homeless, or if the patient is
unable to return to the home they are in because a family member or concerned roommate is not
willing to accept them back into the home. In these cases, the hospital social services team may
need to get involved in order to help solidify a housing plan for the patient.

8.6.2 Transportation

Even though this is a small part of the discharge planning process, it can create a barrier and add
time to the patient’s ED stay. We recommend that a discussion on transportation needs and avail-
abilities be completed as catly as possible. Some hospital systems may be willing to help finance
transportation resources for patients discharging from the ED, although the willingness to do this
may vary.

Any way you look at the transportation issue, it is almost always less expensive to provide the
cost of transportation of the patient to a safe predetermined location, out of the ED, than it is to
have the patient wait in the ED for a transportation solution that may not materialize for many
hours.

Regardless of which hospital one looks at, several hours in an ED is almost always more costly
financially, and also increases potential liability, than the cost of a public transportation voucher,
or even a taxi ride. While we don’t advocate for free transportation for everyone and understand
the financial barriers, we do highly recommend that hospital systems look at this issue and have a
reasonable plan in place to address it. In addition to the cost angle, operationally having one less
patient that does not need to be in the ED is always optimal in regard to the flow of the patients
and creating capacity in the ED.

8.6.3 Medical Issues

We recommend encouraging MD-to-MD dialogue regarding any outstanding medical concerns
that may be holding up the patient’s transfer from the ED to the accepting facility, whether the
facility is a crisis respite housing program or an inpatient psychiatric hospital.

More often than not, we see these hold ups arise around chronic medical issues that reveal lab
results that are abnormal, but are the “baseline” results for the patient in question. The function
of an MD-to-MD warm handoff or discussion is to reassure the accepting MD and treatment
team that the abnormal lab values or findings do not represent an acute, concerning presentation.

8.7 Discussing Discharge Medications

We have experienced variation in individual clinicians’ desire to, or reluctance to, start or alter an
outpatient psychiatric medication regimen. We suggest that ED teams discuss an approach that is
as uniform as possible to ensure patients and their advocates are aware of what they need to know
about any medication changes that have occurred during the ED stay.
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Reviewing any medications that were started or changed in the ED setting with the patient on
discharge and documenting this medication reconciliation in the chart, as well as the informed
consent established, is an important part of the discharge process. The informed consent of the
medications should include education about potential side effects as well as what the patient can
do if they experience them.

Within the hospital and medical network setting one practices in, the ED treatment team
should establish clear policies regarding how the ED MD contacts and updates any outside pro-
viders, as well as the patient’s pharmacy for medication requests.

The treatment team should have established protocols that address patient requests for medi-
cation refills. The protocol should keep in mind the time frame between the date of discharge
from the ED to the patient’s next outpatient appointment. This will ensure that the patient is
provided with an adequate number of pills to bridge this gap in time. If it is a controlled sub-
stance that requires refill, an even more robust handoff and discharge communication should
occur.

Depending on your hospital’s opioid or benzodiazepine policy (see Chapter 10 on anxiety and
mood disorders for more information), as well as the prescribing physician’s comfort level, and
the urgency of the clinical need of the patient, a controlled substance may not be prescribed upon
discharge from an ED setting. In this case, proper discussion with the patient as to the reasons
why the medication will not be prescribed, and offering alternatives resources, including alternate
medications as well as other therapeutic options, should be offered and documented in medical
chart.

8.8 Communication: What We Think We’re
Good At, and Can Always Improve On

The crux of successful communication during discharge planning is to always remember the key
stakeholders. Communicating within silos has limited benefit, and can lead to unexpected com-
plications including minor ones such as a duplication of efforts, and more detrimental ones such
as missed treatment opportunities.

In addition to working with the patient and their families, as discussed previously, it is impor-
tant to communicate with the patient’s outpatient treatment team. Best case scenario, your health
system has an integrated computerized medical record and notes can be electronically “routed”
to other providers within the network. Worst case scenario, you have to write a note (believe it
or not, some hospitals still have clinicians handwrite documents) and fax (interestingly, hospitals
are among the final existing businesses that still rely on faxes) your note to the outside treatment
provider.

Informing an outpatient provider of their patient’s ED visit adds value on many levels. It
ensures timely care, risk stratification (see the chapter on risk assessment for more information),
and seamless care delivery. Depending on where you live, healthcare regulations may have specific
time frames within when you must be seen post an emergency department visit.

During a patient’s ED visit, if and when collateral contacts are made for further information,
it is imperative that these conversations and the consent given by the patient to contact collaterals
is documented in the patient chart. Especially if the collateral contact’s information (e.g., friend,
family, outside provider, or advocate) is beneficial to the patient’s discharge plan and adds to the
clinical picture, the collateral’s contact information can be incorporated in any outpatient treat-
ment planning.
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Lastly, we highly recommend standardizing a procedure in which ED staff communicate with
the patient’s family, friends, or advocates and informs them when the patient is discharged or
transferred from the ED. This must be done with the consent of the adult patient, and the purpose
of the communication is to alleviate any caregiver concerns regarding where the patient went after
their ED visit. If and when you obtain consent from the patient to inform an outside party of their
discharge from the ED or transfer to another facility, document the consent in the patient record.
This final touch of compassionate communication goes a long way to remind everyone that we are
all working to ensure the health and well-being of our patients, and recognize that it takes many
participating members advocating on a team to help one another.

8.9 Discharge Instructions

The final, and possibly most critical, piece of the discharge process is the patient’s discharge
instructions. A study looking at verbal discharge instructions found that patients are not given
many chances to confirm they understand them, and that the instructions themselves are often
incomplete (Vashi 2011). In 2012, Engel et al. looked at the importance of the patients” under-
standing of the discharge instructions, and specifically each component of the instructions and
how it related to adherence and outcomes.

The instructions communicated with the patient and their family or advocates should dem-
onstrate that there has been communication with the treatment team. We recommend that in
addition to verbally going over all aspects of the discharge instructions, the patient be handed a
copy of the instructions to take home with them, to refer to themselves, as well as to share with
their outpatient providers.

As we are aware that some studies have found that patients tend to revisit the ED within 72
hours of their first admit at a rate of up to 18% (Han et al. 2009a), and that a deficiency in key
components of discharge planning and care communication can be associated with adverse event
risk (Fermazin et al. 2009), it is key for the treatment team to ensure the discharge planning is
robust and not only clinically appropriate, but also realistic. For example, if transportation is an
identified barrier, trying to schedule an outpatient follow-up to a clinic that is easier to access, is a
simple solution and increases the likelihood of the possibility of adherence to the discharge plan.

The discharge instructions should also include a copy of the safety plan, if applicable, as well as
any medication reconciliations. All communication provided to the patient should also be docu-
mented in the medical record for future reference, as needed.

8.10 Conclusion

Appropriate discharge planning and communication and documentation of the plan has numer-
ous benefits that span from efficiencies in ED operations to improved patient care outcomes.
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9.1 Introduction

In this chapter, I will be discussing some of the ethical challenges that occur while working as a
psychiatrist or therapist in the emergency department (ED) of a hospital. To that end, I will be
covering such topics as capacity and consent, autonomy, beneficence, non-maleficence, free will,
paternalism, when to initiate a Tarasoff or refrain from initiating a Tarasoff, confidentiality, legal
detainment against one’s will, and physical and chemical restraints.

The topics themselves are not that difficult to comprehend, although navigating through some
of the gray areas may require a bit of self-reflection and self-examination (it’s ok, it’s good for you).
The challenge on my part will not be to convey the content in an understandable and accurate way
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(that’s the easy part), but to present this material in a manner that’s just a little more interesting to
those in the mental health arena, than say, for example, a wordy tome on the behavior of gases at
low temperatures (now if that’s your thing, if that’s what gets you all worked up and passionate,
my apologies, or rather, my sympathies). What I am trying to say, in a polite academic way, is that
I will try my very best not to make this topic as boring as it can be.

All kidding aside, ethics in psychiatry is all but boring, as in many ways it represents and
embodies the very heart and soul, the essence of what we strive to accomplish in the mental health
field, and for many of us, i’s what drew us into this field in the first place. I am speaking of our
innate sense of fairness and compassion, embodied in our desire and wish to alleviate pain and
suffering while treating all patients with the utmost respect, decency, and dignity that we know we
all deserve. This becomes all the more important and pressing as we work with the most vulnerable
and wounded among us, that is, patients in the throes of a mental health crisis.

9.1.1 Ethical Choices and the Effect on the Patient

This is tricky business, because we are often placed in the role of a paternalistic arbiter of what
is right, best, or necessary for a patient’s well-being, as we see it, which is often diametrically
opposed to how the patients themselves may view their current situation. In fact, they may (and
often do) view us as being the very agents of an authoritarian system bent on stripping them of
their dignity, self-respect, and free will.

We have an awesome and profound responsibility, namely, but not limited to, acting on behalf
of what is best for the patient, and not to confuse that with what is best for us (more on that later).
This is all too often not as obvious and simple as it may outwardly seem. Here, thankfully, is where
we may rely on well-founded ethical principles grounded in philosophy, and of course, the law,
to help guide us through the morass of conflicting values, and to help us maneuver through the
complexities inherent inn having to be the ones that are tasked with the responsibility of making
decisions that may limit another’s basic liberties: freedom of choice, freedom of movement, and
freedom to care for oneself as one sees fit.

9.2 Ethical Case Presentations

To help further elucidate some of these concepts and principles, the following is a real case his-
tory, which will serve as a vehicle to weave in some of the aforementioned ethical questions and
concerns. The details of course are altered only in such a way as to maintain patient confidentiality
while keeping with the essence of the case. I chose to present a case that I was personally involved
in so as to be able to describe the thought processes that informed my decision-making as they
unfolded in the moment.

9.2.1 Case 1: The Suicidal Patient

While working as the lone psychiatrist in a very busy ED in California, I was asked to put the final
coup de grice in the form of upholding a 5150 psychiatric legal hold, declaring a particular young
man as a danger to himself, requiring involuntary placement in a psychiatric inpatient facility. As
this case was presented to me, this was expected to be a no brainer, a fzir accompli, a slam dunk, a
... well, you get the idea. The story, as gleaned from the chart, and presented to me by clinicians
who had already seen him, goes something like this:
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John Hardman, a 28-year-old Caucasian male, 7 years out of the military, arrived by ambu-
lance to the ED following a serious suicide attempt by hanging; this, only 4 months on the heels
of a previous suicide attempt by an overdose of medications. No matter what he said then, the
combined wisdom at morning multidisciplinary team rounds was that he had enough risk factors
to continue to warrant involuntary treatment at an inpatient psychiatric facility. This makes sense
to me. After all, how clear does it have to be?

Well, after reviewing all the notes from his medical record, and interviewing him myself, I
find that what previously seemed crystal clear, now seemed a bit clouded. Or is it just me? Am I
somehow being taken in? I always err on the side of caution in these type of scenarios, so why the
second thoughts? I'll tell you why: ethics (I know this may sound corny but it’s true nevertheless).
Let me explain by first conveying some further details of the presenting history as it unfolded to
me. After which, we will use this case as a jumping off point to further define some of the concepts
listed at the beginning of this chapter.

After returning home from two military tours of duty in the Middle East, Mr. Hardman
struggled both emotionally and physically. Besides being shot himself, leaving him in some degree
of chronic pain, he had also been diagnosed with post-traumatic stress disorder (PTSD), having
been witness to and in the midst of many of the atrocities of war. He received some treatment at
the Veterans Administration (VA), but never really followed up much with therapy and medica-
tions. He had been living with his girlfriend and her two children for the past several years, and
was holding down a job for the past 2 years, up until 10 days prior to this admission, when he quit
due to a personality clash with his immediate supervisor.

On the morning of this atctempt, he stated, “I just couldn’t take the pain anymore.” And,
with about 10 minutes of forethought, he tied a shoelace to the rafter in the garage and proceeded
with his hastily drawn-out plan. He states he actually hung there for a second before the shoe lace
broke, and he dropped a short distance to the floor. He then smoked a cigarette, after which he
found his girlfriend, explained what happened, and asked to see a doctor. A primary care physician
(PCP) examined him, found no ligature marks or other stigmata of hanging, and walked him the
short distance to a waiting mental health therapist for further evaluation. He was subsequently
placed on a 5150 involuntary psychiatric hold, deemed to be a danger to himself, and sent by an
ambulance to the ED. The therapist’s note in the chart clearly stated that after an evaluation at the
ED, he recommended involuntary inpatient psychiatric hospitalization for the patient.

Upon my arrival to his room, I was met with a cordial, albeit somewhat overly formal, slender
young man, neatly groomed, sitting up in his hospital bed. He was very matter of fact in relating
the events that led up to his current emergency room visit. He was to the point, omitting nothing,
minimizing nothing. Eye contact was sustained and seemed, at times, a bit intense. He went on to
explain that he went on his own to his PCP, requesting psychiatric treatment. He said that he was
just tired of maintaining the fagade that he does not need help, that he is now at the point where
he wants treatment, including psychotherapy and medication management, and was fully ready
to engage wholeheartedly in that process.

I discussed with him the 5150 involuntary psychiatric hospitalization process, and he was ada-
mant that he felt that it would not only be unnecessary, but it would not be therapeutic for him
either. When I asked him about guarantees that he would not kill himself, he did not jump all
over that with the lofty assurances I have come to expect when people are attempting to wrangle
out of a legal psychiatric hold and avoid further hospitalization. Instead, he paused thoughtfully
before answering, “I’m not sure anybody can really and truly make such promises, what I will say
is that I never intend to attempt to take my own life again, that I finally feel truly committed to
doing what is advised by professionals, and doing the work of getting better.” He went on to say,
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“I'am not expecting it to be easy, or a magic cure, but this is where I'm at.” He went on to recount
his conversation with his girlfriend earlier this day, stating that she will never leave him alone, she
will take him to work with her, and he will sleep on the inside of the bed, so that she would know
if he gets up, “She is a very light sleeper.”

I left his room without offering any assurances that he would be discharged home on that day.

Now the easiest thing for me to do, the safest and most conservative thing for me to do was to
uphold his 5150 psychiatric hold and send him on his way to the next available psychiatric hospital
bed. Furthermore, with all the clear documentation from several health professionals recommend-
ing the same, it would be a crazy risk to me to do so otherwise. If I were to discharge him home,
and something should happen, “I'm screwed,” and so my thoughts went, and went, and went. But
then, this other nagging thought, deep in the background mist of my brain, began to clarify and
gain momentum, and much to my initial annoyance, I asked myself, “What is in the best inter-
est of the patient?” In other words, I was face-to-face with the very fundamental ethical concept
that asks us to clearly delineate and differentiate between the patient’s best interest and clinician’s
motives.

Paul Appelbaum (1988) described the act of hospitalizing a patient to protect oneself from
potential liability as a “preventative detention.” Is that what I am doing? Do I really think he is
in imminent risk of leaving here and trying again? Will psychiatric hospitalization really benefit
him, or am I just trying to pass the responsibility over to some other faceless psychiatrist, thereby
alleviating myself of responsibility. In other words, am I just trying to cover my own ass? Damn
this self-reflection business.

So here is where I sat myself down, reflected on the ethical concepts from earlier readings,
and explored my own motivations and worries to see if I could cipher what would ultimately
be in the best interest of the patient, and not just what would be in my own best interest. After
all, he initially self-presented and reached out for help. Would it actually be counter-therapeutic
to deprive him of his autonomy now? If I did so, would he ever trust mental health profession-
als again? Can I be thwarting an opportunity for his taking responsibility for his own mental
health? Then again, he did just try to kill himself for the second time in 4 months, it would
certainly be a justifiable hold, and erring on the side of caution can save lives, can save his life.
Or would it? Perhaps the opposite would happen, perhaps he would lose faith in mental health
treatment and would not engage in therapy that ultimately may be lifesaving for him. Is this
even my problem? Don’t I just need to think about what is the safest course of action right now,
in this moment?

9.2.1.1 The Suicidal Patient: Ethics Case Discussion

This case example serves to highlight some of the ethical ambiguities of one of the most com-
mon decisions an ED psychiatrist faces on a daily basis; that is, to hospitalize or not to hospital-
ize. Furthermore, this basic and common question provides a backdrop through which to better
acquaint ourselves with core ethical concepts that are not limited to this one very particular ques-
tion, namely paternalism, autonomy, beneficence, non-maleficence, and confidentiality.

If I were to hospitalize this patient, I would be acting paternalistically (acting to protect the
patient, whether he likes it or not). Although in our current era this concept has taken on a nega-
tive connotation, it is, in fact, often necessary to act paternalistically in order do what is right for
the patient. Paternalism exists in the mental health context when we not only decide what is best
for a particular patient, but when we then take action to benefit a patient, in violation of other
ethical and moral codes, such as autonomy and free will.
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To better understand the concept of “autonomy” in the context of medical ethics I quote
author Lawrie Reznek, who in her book 7he Philosophical Defense of Psychiatry, writes, “a typi-
cally autonomous person is someone who understands the choices facing him, who is rational,
who acts on the basis of desires and beliefs normally formed, and which is free from coercion...
When someone is so depressed that he ceases to understand fully what he is doing and ceases to
be rational, he ceases to be autonomous” (1991, 216). Whereas treating someone against their will
is usually considered taking away one’s autonomy, she further argues, that in cases of suicidal
patients (adhering to our presumption that suicide in the context of a depressive episode is not
rational), “a real respect for autonomy demands we intervene to restore it” (Reznek 1991, 216).
This last statement is of utmost importance, as it not only informs our decision-making for the
depressed suicidal patient, but also for those patients lacking capacity to consent to treatment
based on other presentations as well, which will be discussed later in the chapter, such as the
acutely psychotic patient, as well as patients with dementia, delirium, and the manic patient with
or without psychosis.

For all of these scenarios, we must always ask ourselves if it is best for the patient for us to act
paternalistically and take away their basic liberties and autonomy by forced detention and treat-
ment, or would doing so create more harm (maleficence) compared with the potential benefit
(beneficence). As Lawrie Reznek has implied, we must first determine if a given patient is truly
autonomous when they profess to not want hospitalization, or has their mental illness already
robbed them of their autonomy? As she later points out, “If a patient is not autonomous, such
intervention does not diminish autonomy—it enhances it” (Reznek 1991, 218).

In the case of Mr. Hardman, is his depression such that he cannot cognitively manipulate the
pros and cons of inpatient hospitalization? Is he reacting by not wanting the stigma he perceives
would follow him from such treatment, and thus unable to make a rational choice in his own best
interest? Or is he merely wanting to go home so he can get it right this time and use a more lethal
means to end his life?

Such a fact-finding mission to determine existing autonomy is not always obvious and simple,
especially in a busy ED, where the psychiatrist does not have a whole lot of time for evaluation
and to obtain additional collateral information, often leading the psychiatrist to err on the side of
caution by hospitalizing the patient.

9.2.1.1.1 Confidentiality and Privacy

In the case of Mr. Hardman, I was fortunate in that he readily agreed that I may talk to his
girlfriend in private and before he spoke to her again. If he had not given his permission, the
ethical and legal mandate of confidentiality would prevent me from making the initial contact
and delivering information. Confidentiality has a long tradition, and extends to all areas of
medicine. Not only would I not be able to contact her, but if she called me I would not even be
able to confirm or deny his presence in the hospital (the latter in this case being a moot point, as
she accompanied him to the hospital). However, without his permission, I would not be able to
convey any information regarding his treatment or disposition, but the limits of confidentiality
do not extend to my ability to listen to any information she should convey, provided that she be
the one who contacted me.

Related to confidentiality is the issue of privacy, which poses a challenge for psychiatrists
operating in a busy ED. In the case of Mr. Hardman, when I went back to interview him a second
time, he was moved from a private room to a multiple occupancy room. I am required to do what
is reasonable to ensure patient privacy, and in this case, the best that could be done was to pull
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the curtain surrounding his bed and close the door leading to the hallway, although in some situ-
ations, the latter is not advised or appropriate due to safety concerns.

9.2.1.1.2 Colleagues and Hospital Alternatives

To conclude the story of Mr. Hardman; I was fortunate in his case because not only did I get per-
mission to speak with his girlfriend, but she was also readily available. She did confirm that they
had already discussed, and he agreed to what he previously told me, that she would be with him 24
hours a day, including taking him to her work, which she assured me she was able to do, as well as
the sleeping arrangements so that she could monitor his comings and goings throughout the night.
This was all well and good, thought I, but was it realistic? What if he were to just bail on her while
she was working, and couldn’t he really just creep out of bed unnoticed if he were so inclined?

Round and round I went, and still I wasn’t really comfortable enough with any of the options
set out before me. So I did what all clinicians should do when faced with a situation that can’t be
satisfactorily resolved by continuing to obsess on the topic: I presented my dilemma to a trusted
and experienced colleague, who listened thoughtfully until I finished, then said, “How about par-
tial hospitalization?” Perfect. Why didn’t I think of that? Something I didn’t consider while wax-
ing philosophic in my own private internal ruminations. (Case in point, always ask for feedback
from your colleagues). Not that partial hospitalization is a panacea by any means, but it helps.
Partial hospitalization, should he buy into it, provides a therapeutic milieu where group and indi-
vidual therapy as well as medication management with a psychiatrist is provided 5 days a week,
for approximately 5-6 hours a day. Of course, this is a voluntary program in an unlocked facility
where he could still come and go as he pleased, but it does represent the next step down from the
more restrictive environment of the inpatient hospital. To be frank, this was more comfortable
for me because while it did provide him with more intensive treatment compared with standard
outpatient care, I have to admit, (at least to myself), I also liked it because my ass felt like it just
had at least a bit more coverage (not necessarily even true should there be a bad outcome, but I
felt the more intensive care made a bad outcome less likely, and beyond that, a good outcome even
more likely).

On my way to discuss this option with him, I wondered what I would do should he refuse. But,
he did not refuse, albeit perhaps because he knew what the alternative might be. He went directly
from the ED to his orientation at the partial program. Still, for the next week or so, I found myself
worrying about him and wondering how he was doing, as well as frequently looking over my
shoulder for that black-suited authority figure introducing himself as the attorney assigned to me
by my insurance company.

The following case is a conglomeration of many cases that are commonly seen by psychiatrists
in the ED. It represents for me a very different aspect of ethical considerations compared with the
previous case. In the former, I was on the fence about hospitalizing a patient that I clearly thought
could have legally hospitalized against his will, whereas in this next scenario, I wanted to hospital-
ize a patient that, legally, I could not.

9.2.2 Case 2: The Psychotic Patient

Ms. B, a 37-year-old female, presented to the emergency department after she was brought in
by police after they found her wandering outside talking to herself, and not seeming to be mak-
ing much sense, babbling about being in the CIA and asking us to please not interfere with her
work.
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During my initial interview with her, she presented with adequate grooming and hygiene,
dressed appropriately for the season, initially calm without any psychomotor abnormalities, giving
way to becoming more hyperkinetic as the interview progressed. She was a bit guarded at first,
but generally polite and willing to engage during the interview. Her mood was a bit anxious, and
her affect somewhat labile nearing toward anger while discussing specific events she was angry
about, but never directed personally toward me. Her speech was of regular rate and rhythm, and
a bit loud at times. Initially, her thought process was linear and goal directed, but after about
10 minutes she exhibited some tangential thoughts with occasional loosening of associations. Her
thought content revealed both grandiose and persecutory delusions, ideas of reference, and audi-
tory hallucinations (the latter not present during the interview itself). Absolutely no suicidal or
homicidal thoughts. Cognitively, she was oriented to person, place, time, and situation. She was
able to recall 3 out of 3 objects immediately and 2 out of 3 objects after 5 minutes. She was able to
spell “world” backward, and she was able to name the last 3 presidents in succession.

Background information revealed that she had been hospitalized under similar circumstances
numerous times, rarely for more than 72 hours. She had been seen by an outpatient psychiatrist
numerous times, and had been prescribed several medications in the past, most recently risperi-
done, and prior to that, olanzapine. She stated that she had not taken her medications for about
the past 2 months. She shared that the medication did help her to feel better, but was unable to
elaborate as to how this was the case. She reported that she was on olanzapine when it was revealed
at her appointment with her PCP that her blood sugar was high, and that her cholesterol was
elevated as well. She lamented that she never had this problem before, and she was told by her PCP
that it was probably due to the olanzapine. She said this made her quite angry in that she didn’t
believe her psychiatrist informed her of this possibility, “but I gave her a second chance and started
risperidone” she said. She later read on the Internet that it could interfere with her hormones and
cause her to lactate, and might prevent her from having children, “at that point I've had it, and I
don’t want to be on any medication again unless you can absolutely 100% guarantee that it will
not have any negative effects on my body.”

And on it went, and no amount of patient education would change her mind about starting
medications now, the best I got is that she would be open to it in the future, should she feel like
she needed it.

Although initially presenting as fairly lucid, it soon became clear that she was floridly psy-
chotic, talking about her work with the CIA, the messages that came to her from the television,
having an implant placed in her brain before she was born “so the CIA can always watch what
I’'m doing, please don’t freak out but they’re watching us right now.” She went on to say that she
didn’t mind it, she was not afraid of them, and it just simply didn’t bother her. The conversation
went on in this way for the next 45 minutes.

9.2.2.1 The Psychotic Patient: Ethics Case Discussion

I felt strongly that she would benefit from a hospital stay and medications, but she wasn’t having it.
I wanted to hospitalize her, I felt it appropriate to briefly take away her liberty if that’s what it took
to get her treated and restore her to sanity (physician notes indicated that in the past she responded
well to medications, which lysed her psychosis and alleviated her thought disorder).

When further evaluating her for a possible 5150 psychiatric hold and transfer to a psychiatric
facility, it was revealed that she was able to articulate clearly where she lived, and how her apart
ment was paid for, the bus routes she would take to get there, and where she shopped for food,
and how she obtained the finances to do so (she was on disability and had a payee that managed
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her finances). California law, as do most states’ laws, has very narrow and specific criteria for being
able to place someone diagnosed with a mental illness on a legal hold against their will for psy-
chiatric evaluation, these being that the person must be deemed as an imminent danger to self or
others, or grave disability, which is narrowly defined as not being able to formulate a viable plan of
self-care as it applies to being able to articulate how she would go about obtaining food, clothing,
and shelter. Well, she had a solid plan for obtaining food and shelter, and she appeared well-fed
and clean, and in terms of clothing, she was certainly well-dressed.

It was clear that she did not meet legal criteria for involuntary hospitalization or treatment. The
fact that not only did I think she should be hospitalized, but that I wished there were a way I could
get her hospitalized is an example of me placing my values of what is best for her, ahead of her own
values. In fact, I knew that should I ever become psychotic and refuse treatment, I would hope that
I would be placed on a legal hold, sent to a psychiatric hospital, and should I refuse medication, I
would hope the psychiatrist would petition the court to medicate me against my will. Reznek said it
well when she wrote, “I judge it preferable to be returned to sanity again than left in a psychotic and
‘free’ state” (1991, 219). She goes on to elaborate that, “this implies a value judgment—that the harm
of being psychotic is greater than the temporary harm of losing one’s liberty. Whether a psychiatrist
considers involuntary treatment justifiable will depend on his value judgments—on his weighing
the values of sanity and liberty” (Reznek 1991, 219). She further argues that “If you do not want to
be left in a psychotic but free state, then do not leave your patients untreated. Using this maxim, we
conclude that sanity is more valuable than a temporary loss of liberty” (Reznek 1991, 219).

While I may agree with her, this still does not give us legal authority to proceed in placing the
patient in question on a legal hold against her will, based on the aforementioned criteria. For me,
this is an example of when my personal ethics conflict with the law.

Another common scenario the psychiatrist faces in the emergency department is to determine
whether or not a patient has the capacity to consent to a medical procedure or treatment, or to
leave the hospital against medical advice. Although any physician in the ED has the authority to
make this determination, in the busy ED, this responsibility is often tasked to the psychiatrist.
While this section will discuss some of the mechanics of how to assess capacity, the main focus
will center on some of the ethical considerations that may arise from such evaluations.

9.2.3 Case 3: The Cognitively Impaired Patient

It was a Saturday, late in the afternoon, about 15 minutes before the end of my shift, when a
friendly nurse found me and relayed the message that Doctor B. would really appreciate it if I
would do a quick capacity evaluation on one of his patients so that the team could “move things
along.” She was a bit vague in presenting what she knew of the patient, saying only that it’s
an elderly guy with advanced dementia who either didn’t want something the team thought he
needed, or wanted something the team thought was inappropriate, she wasn’t sure, “Hey, ’'m out
of here, he just asked me to find you before I left and to ask if you can please help.”

Now I like Dr. B, he’s a great guy, and after 'm gone there is not another psychiatrist coming
in until the following day. I didn’t want to leave him hanging, although I knew that the terms
quick and capacity evaluation are often mutually exclusive.

9.2.3.1 Capacity Evaluation Essentials

The nuts and bolts of the formal capacity evaluation remains essentially the same as it did when
Applebaum and Grisso published their article “Assessing patient’s capacities to consent to
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treatment” in the New England Journal of Medicine way back in 1988. Basically, and in brief (so
as to not to veer too far from the ethical issues that I know you are all dying to get into), it comes
down to determining whether or not the patient has the ability to understand his current condi-
tion, which includes what the treatment is that is being proposed, why it is being recommended,
as well as the potential risks and benefits of the recommended treatment, including the option of
no treatment. The patient then needs to be able to manipulate the relevant information, and apply
rational thought processes in coming to his decision. Rational thought process does not necessar-
ily preclude making a decision that the evaluator may find unreasonable. The patient must then
also be able to communicate his choice, and do so consistently over time.
Allen and Shuster (2002) condensed this nicely into four basic abilities, which are

1. The ability to communicate a choice

2. The ability to understand relevant information

3. The ability to appreciate the situation and its consequences
4. 'The ability to rationally manipulate information

With this information in mind I began reviewing the chart.

The patient is Mr. L, a 76-year-old retired PhD research biochemist who arrives back in the
ED for the third time in the past year under similar circumstances. His neighbors called 911,
when they found him outside acting bizarrely. He has a history of Parkinson’s disease and mild
cognitive impairment. He lives alone, and his only local support is his neighbor, who has been his
best friend since grade school. He has a sister who lives in Oregon, but she is unable to take the
patient in, as she has her own family, living with her daughter and her three young grandchildren
that she is helping to raise.

A chart review and discussions with his neurologist reveal that he has not been adhering to the
recommended medication regimen in the treatment of his Parkinson’s disease and is now refusing
some, but not all, of his medications that were ordered to be continued in the ED.

I find the patient sitting up in his chair, having just returned from the shower. He is seen in
his hospital attire, fairly neatly kempt, having recently shaved, and his longish hair is brushed
straight back. He smiles rather sheepishly upon approach, and immediately following introduc-
tions comments, “I'm glad you didn’t come eatlier, because they pretty much made me take my
meds about an hour ago, and I'm not all that coherent until after I take the [carbidopa-levodopa].”
His eye contact is intermittent, often reverting to a misdirected gaze off and to my right. He is
cordial enough, albeit a bit suspicious, guarded, and somewhat apprehensive. He’s a little fidgety,
frequently readjusting his seat. A resting Parkinsonian tremor is evident in his right hand, and
he tends to grip the side rail of his seat with his left hand. His mood appears more anxious and
irritable than depressed, and his affect is prone toward frequent and brief seemingly nervous half
smiles, which give way at times to revealing an underlying seething hostility and anger just below
the surface, mostly when discussing “how my doctors think I should be taking my medications.”
Prosody of speech likewise occasionally reveals a touch of irritability and annoyance. Thought
process is a bit tangential at times, and at other times somewhat perseverative, especially when it
comes to the dominant theme of his preferred topic, which centers on him knowing more than the
doctors about how and when he should be taking his medications. Mr. L states, “I was a research
scientist, damn it, and know this shit better than most neurologists, and I certainly know my own
body better than anyone else.” He then leaned in, and whispered to me as if we were coconspira-
tors in some sort of cabal, “They want me to take the 25/250’s 4 times a day, and sometimes I will,
but sometimes I take one-fourth of 1 once or twice every other day, or sometimes a whole one once
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a day, or I might go a few days without taking any, then take a half, and sometimes even a whole
one a few times a day, it just depends how my body is feeling, I know what I am doing, believe me.”

He goes on to convey that he understands that his doctors believe that “if I don’t take it as
prescribed, my Parkinson’s symptoms might get worse, including involuntary movements, and
that I may have cognitive decline. I get it. I know that is the risk, and now that I think about it,
I really will try to take it more regularly, at least some of the time.” When I ask why the sudden
change in attitude, he states, “Well, it seems like I keep ending up here in the ER, so maybe I'm
doing something wrong, I don’t know.”

Cognitively, he knew the month, but did not know the date or day of the week, and he was
2 years off on the year. He knew he was in the ED. He was able to recall 1 out of 3 objects after
5 minutes, and would not attempt serial sevens. He knew who the current president was, but
could not name the one previous, and his guess was off by three previous presidents. He refused to
participate in the Montreal Cognitive Assessment (MOCA).

I retreated into the nurses’ station to confer with his attending physician, who conveyed that
he was less worried about the medication piece at this point, and more concerned about the patient
going back home to live alone. He was approached by the social worker who discussed alternative
temporary placement options, such as going to a skilled nursing facility, a board-and-care facility,
or a live-in caregiver, which the patient categorically refused. He refused not only a live-in care-
giver, but he refused to have anybody ever come by to offer any type of assistance, saying only,
“My friend comes by, that’s all I need.” I spoke with his friend who later arrived and was able to
fill in some more of the details. Specifically, he said that yesterday he knew something was wrong
when he noticed the patient outside of his house in his pajamas, walking aimlessly on the sidewalk,
changing directions several times, and looking confused. When he came over to check on him, he
noticed “a bunch of pills, lots of them, strewn all along the walkway leading to his door. When I
asked him what he’s doing he told me that he is just enjoying the weather.”

The neighbor expressed concern because he used to be able to check in on him almost every
day, but he can no longer do that as much due to his personal responsibilities that now require him
to be out of town several days a week or more. “The last time I came over there after I was gone
for about 5 days, the place was a mess, he was a mess, and he hardly had any food in the house.
Sometimes I go and come back and he’s ok, but other times, not so much.”

The patient is now medically cleared, and not meeting criteria for a 5150 legal hold against his
will, as his deficits are primarily cognitive rather than psychiatric, and therefore is not likely to
improve from an inpatient psychiatric intervention.

He is now taking up an expensive bed in a very busy emergency department, while being
medically stable and therefore no longer requiring treatment in the emergency department set-
ting. The pressure on the staff to move him out is palpable; basically everyone would like him to
be discharged as soon as possible, but he needs a safe disposition in order to be discharged from
the emergency department.

As Mr. L is refusing placement or in-home care, I am asked to either give my blessing to dis-
charge him home, which is what the patient wants, or to declare him not to have the capacity to
make that decision, in which case the patient will be placed unwillingly into a care facility.

I returned to the bedside in order to explore the patient’s reticence to the various options put
before him, as well as to assess his capacity to make decisions regarding those options. Upon my
bringing up the topic of a skilled nursing facility or a board-and-care home, he said, “Forget that.
I get around just fine, and what would I do there, try to have a meaningful conversation with
crazy or demented people who can’t even remember to wipe their own ass? No, I don’t think so.”
He was able to show that he understood that the staff believe he would be safer with that level of
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care: “They seem to think that I can’t, or soon won’t be able to take care of basic shit, or that T'll
just wander off somewhere, get lost or put myself in danger somehow, but I'll tell you, I would
rather just pack it in than dwindle away in one of those places.” Regarding having help come to
him, he responded, “I don’t want to hang around with some stranger in my house, I'm just not
comfortable with that, anyway Frank comes around and checks in on me, so if I need help, well,
he’s all I need.”

9.2.3.2 The Cognitively Impaired Patient: Ethics Case Discussion

I head back to my office to contemplate (some may say ruminate or obsess over) this scenario,
and the ethical implications involved. The main conflict from my perspective comes down to,
once again, autonomy of the patient versus beneficence. If I were to continue only considering my
perspective (a dangerous thing), I would feel more comfortable if he were to go to an alternative
placement where he can be monitored constantly, have his medications managed appropriately,
and keep him safe. It is no wonder that this would be my go-to plan of action, as my area of
expertise is that of a medical doctor, so naturally I would tend toward a medical approach to this
problem. Beneficence compels me to act for the good of the patient, but the good of the patient is
not limited to only medical good.

In terms of minimizing harm (non-maleficence) I would do well to think more broadly, not
just be limited to the potential medical harms, but also to consider the harm inflicted by relieving
this patient of the autonomy to choose his own fate, which he cleatly values highly. If I were to
deny him being able to return home, I would not only be putting my values above his, but I would
be taking action, which in my view, would benefit the patient. But to do this I will have to violate
other moral and ethical codes, specifically autonomy and free will.

Just because I may find his choice unreasonable, does that mean it is the wrong choice for him?
After all, did he not show that he possessed those four abilities discussed eatlier in this section?
Specifically, he was clearly able to communicate a choice, which is to go home, and this choice was
consistent for over a period of 24 hours. He also showed that he understood the relevant informa-
tion. He was able to articulate what his condition was, understood what the medical team was
proposing and why, he articulated the benefit to him if he were to go to an alternative facility, the
risk of going home, as well as the risk of not having home health assistance. He acknowledged
that there was a risk of decompensation if he were to go home, where he lived alone. Finally, his
thought process was rational, he understood the pros and cons, and essentially, he felt strongly
about not wanting to go to a board-and-care home or a skilled nursing facility, and made his
personal values clear, indicating that for him it would not be a life worth living. When it was sug-
gested that this could just be temporary, he retorted, “What, suddenly I will be cured and be sharp
as a tack in some doctor’s estimation and they will just send me home? Somehow I don’t have a lot
of confidence the scenario will play out like chat.”

So what is my problem? Once again, the answer from an ethical standpoint seems clear based
on all of the previous information. So why am I ambivalent, why am I hesitating to make this
decision? Well for one, I can’t seem to shake my natural bent toward paternalism, believing I have
more insight into what is best for the patient than he himself has. Essentially, I am doing what
Pellegrino (1994:50) described as making “the medical good of the patient the only good and
subverts other goods to that good.”

Additionally, I worry about a bad outcome, such as him wandering into traffic or some equally
horrendous thing. And it would be my fault, or so my thinking goes. Oh, but it doesn’t stop there.
Just like in the discussion of the suicidal patient, there is the selfish part, the part where I have to
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make an effort to have my own self-interest take a back seat to the interest of the patient. It’s the
discomfort of me going home at the end of the day and yet again feeling that my ass is not as suf-
ficiently covered as I would like. For me it is important to admit that to myself, so that I do not
unconsciously put my own comfort level before what is best for the patient. If 'm going to do that,
I at least want to be conscious of it.

Still, to quell my angst I decided to have one more go with Mr. L. This time I brought his best
friend in and we met with him together. Then the magic happened—okay, maybe not magic, but
it was still pretty cool. His friend carefully went over, again, that he would not be able to be there
for him as often as he had been. He explained that he would be going out of town much more
frequently, and just wouldn’t be as available as he once was. To my surprise, the patient acted
surprised, saying that he did not realize that. I'm thinking, “Is this the dementia, or did I fail to
convey this in a clear and concise manner?” In looking back, I think perhaps I did gloss it over, or
at least did not emphasize this point enough.

Mr. L ended up agreeing to have a home health caregiver come 4 days a week for a couple of
hours, to make sure his medications were organized appropriately and that he was remembering
to take them, to help keep up the house, and to make sure that there were groceries in the pantry.
He asked his friend if he wouldn’t mind setting that up, and the friend said he already researched
it, talked to the people, and had the number handy. He was on it immediately. My first reaction
was one of relief, and if truth be told, relief for myself first, feeling like I lucked out, and that my
anxiety was taken care of. Oh yeah, then I'm sure I thought about how much better it will be for
Mr. L to have those things taken care of. I'm sure I did, yeah, that’s the ticket.

I was then reminded of the importance of not only gaining collateral information, but using
those collateral sources to the fullest extent possible. I also learned the lesson of going back again
and again to reinterview the patient, to make sure that all the relevant information is conveyed in a
way that it really gets through, at least to the extent that it is possible given the patient’s condition.
I made the mistake of assuming that because I said something once or twice, that he understood it
as much as he was capable of understanding all the various pieces. I think what happened was that
a key piece of information (his friend being less available) was imparted eatly on, at a time when
the patient’s anxiety was at its highest, when he felt most keenly the intensity of the threat of losing
his autonomy. I also believe that Mr. L having a say in how many days and for how long each day
someone would come into his home, provided a modicum of empowerment for him.

A major underlying goal informing the nature of Mr. Ls evaluation comes down to the ques-
tion of whether or not Mr. L even had any autonomy left to lose. Honoring his decision to be
discharged home does not necessarily mean preserving his autonomy to choose. As with the sui-
cidal patient, there are times when making treatment or discharge decisions against the patient’s
will, is in fact intervening in order to restore autonomy. In Mr. s case, it was a little trickier,
because if he lacked the capacity to make autonomous decisions for himself; as is often the case
in neurocognitive disorders, this capacity was less likely to be restored, in which case paternalism
and beneficence become the guiding force by which decisions are made. Another wrinkle in this
particular case is that, with him, it is conceivable that if he were at a facility where he was helped
to take his medication as prescribed, it very well may improve his cognition.

There are those that argue that perhaps in recent years, in the era of patient-centered medicine,
in the era where doctors and authority figures in general are less trusted than they were in the
past, and patient empowerment is the overall meme of our culture, that the pendulum has swung
too far toward giving autonomy so much weight, that it ultimately can lead to suboptimal care.
Shuman and Barnosky (2011: 232) remind us that “Autonomy as an ethical standard is not abso-
lute. Patients must be determined to have adequate capacity to understand and make decisions
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before acting on their own behalf In other WOI‘dS, capacity is tllC standard by WhiC}l conditional
g
autonomy is CXPI’CSSCd.”

9.3 Conclusion

This chapter is by no means exhaustive. The goal here is to provide a framework where ethical
principles can be called upon to help deliver the best possible care for patients that are commonly
seen by psychiatrists in the emergency room setting, an environment where it can be especially
challenging to deliver ethical care to difficult patients.

A grasp of the salient ethical principles discussed in this chapter is meant to provide a founda-
tion for the consulting psychiatrist to help navigate the tensions between competing ethical prin-
ciples, and to readily be aware of ethical issues as they come up. Knowing what questions to ask
oneself is a key first step in understanding how one’s personal values or strongly held beliefs, if not
examined consciously, can impact and sometimes impede appropriate ethical clinical decisions
made on behalf of patients whose values may differ from our own.
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10.1 Introduction: Background

Nationally, emergency departments (EDs) are experiencing an influx of patients seeking treatment
for a variety of mental health crises. Among these mental health crises, anxiety and mood disor-
ders are common and presented in EDs at a rate of 24.2% in 2009 and 2010 (Centers for Disease
Control and Prevention 2009—-2010). Between 2006 and 2013, there was an overall increase of
64.5% in male patients 45—65 years old seen in EDs in the United States for depression, anxiety,
or stress-related issues (Weiss et al. 2016). With the advent of federally funded national healthcare,
all arenas of medical care have experienced an increase in patient census.

Disorders, with varying symptoms, ranging from panic attacks, post-traumatic stress disorder
(PTSD), and generalized anxiety to major depression and mania will present in patients arriving to
the ED for treatment when the symptoms they are experiencing have become acutely exacerbated
and are negatively impacting the patient’s ability to cope with the symptoms and participate in
socially sanctioned activities of daily life. Typical anxiety disorders that we see in the ED include
panic attacks, PTSD, and to a lesser degree, generalized anxiety disorder. Of the mood disor-
ders, depression and bipolar are most often associated with self-injurious behaviors and suicidal
thoughts. For example, a patient who is severely depressed may reach the point of contemplating
or even making attempts to carry out suicide.

When patients present themselves for treatment, family members, friends, coworkers, or even
community service agency representatives (e.g., law enforcement) may transport a patient suffer-
ing from an acute exacerbation of an anxiety or mood disturbance to the ED for help, especially
when the symptoms the patient is exhibiting begin to negatively impact the people in their social
network or if concern about the individual’s ability to care for themselves or maintain their safety
comes into question. For instance, a patient experiencing recurrent panic attacks may be unable to
function at work or within their family structure.

Given the increased national presentation of anxiety and mood disorders in EDs, it is impera-
tive that ED staff, including physicians, nurses, and psychiatric clinicians, are properly prepared
to adequately treat and support patients presenting with these complaints. Anxiety and mood dis-
orders can afflict any and all individuals. This can include your family members, friends, and even
coworkers. It is important that any individual working in the ED setting understands how these
disorders affect the patients that they may come across on a shift in the ED and how that patient
should be treated. The treating clinician, whether it be a nurse or psychiatric social worker, needs
to use insight and be aware of their own bias related to working with anxiety and mood disorders
to prevent a potential damaging experience for a patient in need. For example, statements made to
a patient like, “Hey, you have nothing to feel depressed about” or “Just calm yourself down, why
are you allowing yourself to feel so anxious” do not help the patient feel supported and can have
an iatrogenic effect.

What are the more common anxiety and mood disorders that the ED team needs to be pre-
pared to treat? What are the common syndromes and symptoms that the ED staff should be aware
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of? How are these disorders treated and what methods of treatment are used in an ED setting?
These are some of the pertinent questions that this chapter will answer.

10.2 Anxiety Disorders

Anxiety disorders are very prevalent in the general population with a lifetime rate of about 29%
in adults (National Institute of Mental Health 2005a) and 25% in children (National Institute
of Mental Health 2005b). Of all the anxiety disorders, specific phobias tend to have the highest
prevalence rate (National Institute of Mental Health 2005¢). In 2009 and 2010, EDs saw and
treated 14.5% of all patients for anxiety-related issues out of all those treated for a primary mental
disorder (Centers for Disease Control and Prevention 2009—-2010).

In the ED setting, of the primary anxiety disorders, panic disorders, and exacerbations of prior
acute stress symptoms are common patient presentations. Acute stress disorder may also be com-
monly seen in the ED, especially, if a patient has experienced any type of life-threatening trauma.
Many patients that experience a primary anxiety disorder may feel debilitated during an anxiety
attack and a sense of shame after the episode has ceased. It is important that ED clinicians are
aware of this and act to support the patient both during and after the anxiety episode. The patient
needs to be reassured that the anxiety episode is temporary and can be managed by the patient,
with proper treatment, in the future. This will help to instill a sense of hope and a positive internal
locus of control for the patient. Many therapeutic options exist for treating the primary anxiety
disorders. Medication interventions, talk therapy, relaxation skills training, and mindfulness skills
have all been used as effective treatment modalities.

10.2.1 Panic Disorder

The experience of panic disorder symptoms can create a sense of terror and a feeling of being
overwhelmed for the patient coping with the illness. Many patients describe the experience of the
panic attack as akin to having a heart attack or simply state that they felt like they are going to die
during the episode. When the patient presents to the ED with a panic attack, there may be mul-
tiple physical complaints that are described. Racing heartbeat, shortness of breath, chest pain, diz-
ziness, nausea, numbness in the hands or feet, and a feeling of losing control, going crazy, or dying
may be experienced by the patient who has gone through a panic attack (American Psychiatric
Association 2013).

In these cases, more often than not, the chief complaint tends to be a medical one due to the
highly physical nature of the panic symptoms (Hirter et al. 2003). Many patients with panic dis-
order may complain of experiencing symptoms similar to those of a heart condition (Fleet et al.
1996; Lynch and Galbraith 2003). The assigned ED physician will perform a focused medical
examination and routine laboratory tests to rule out any possible medical cause for the com-
plaint. Once the medical examination and laboratory results show normal physical functioning,
the ED psychiatry team may be consulted to meet with the patient to help diagnose panic disor-
der. Patients that experience panic symptoms tend to frequently use ED and emergency medical
services for treatment of their symptoms (Marchesi et al. 2004; Zane et al. 2003).

Typically, anxiety disorders do not require inpatient psychiatric hospitalization to treat and
can be managed well on an outpatient basis (Zeller 2010). Unfortunately, a small percentage of
patients that experience panic disorder may need to be psychiatrically hospitalized to help stabilize
their symptoms depending on how acute the symptoms are and how severe the patient’s ability to
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care for themselves is affected by the disorder. Suicidal thoughts may also be present in patients
with anxiety disorders, especially if they reach a point in which they are unable to continue to cope
with and manage their symptoms (Sareen et al. 2005; Weissman et al. 1989). These patients may
also require inpatient psychiatric treatment, if they are unable to maintain their personal safety
without supervision.

The Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5) (American
Psychiatric Association 2013) has provided more flexibility in the diagnostic arena for clinicians
working with patients that present with panic symptoms. A panic attack can be diagnosed in a
patient, provided that they meet the diagnostic criteria for the attack, with any other type of pri-
mary mental illness. For example, a patient that has been coping with major depression for many
years may start to experience panic attacks. The panic attacks, in this case, can be added to the
patient’s diagnostic picture. This can be useful for coding and billing purposes for the treating
clinician.

10.2.2 Post-Traumatic Stress Disorder

Post-traumatic stress disorder (PTSD) is, per the DSM-5, a trauma and stress-related disorder due
to the main diagnostic requirement that the patient must have experienced or witnessed a stressor
that they believed was life-threatening in nature. Common examples of stressors that may elicit
PTSD symptoms in a patient include rape, attempted murder, surviving a natural disaster, such as
an carthquake or hurricane, or war-related incidents, such as gunfire or bombings.

PTSD was initially referred to as “shell shock, bullet wind, soldier’s heart or battle fatigue”
when it was first identified and diagnosed in soldiers in World War I that had been through live
combat experience (Jones 2010). It has become a more well-known disorder in recent decades due
to soldiers experiencing war trauma in the Gulf region wars.

As stated earlier, a patient may not present to the ED requesting to be treated for PTSD in
and of itself, but rather will present with a primary complaint of exacerbation of one or more
of the associated symptoms of the disorder. Symptoms such as flashbacks, recurrent nightmares
leading to insomnia, and consistent experiences of psychic numbing are some of the complaints
the patient may request treatment for. Episodes of psychic numbing are especially important for
the treating clinician to focus on as these can lead to episodes of depression and possible suicidal
thoughts or eventual suicide attempts.

10.2.3 Acute Stress Disorder

Acute stress disorder is another DSM-5 trauma and stress-related disorder that any ED physician
will eventually come in contact with at some point in their career due to the number of traumatic
experiences that many ED patients go through that bring them to the ED for treatment. About
5% of all patients treated for a mental illness in 2009 and 2010 were treated for an acute stress
reaction (Centers for Disease Control and Prevention 2009-2010).

A simple way to conceptualize the disorder is to think of it as a truncated version of PTSD.
Many of the diagnostic criteria are similar between the two disorders. The main difference
between the two disorders being the amount of time that the symptoms are present. In acute
stress disorder, the symptoms are present for at least 3 days and can last for up to 1 month
(American Psychiatric Association 2013). The most salient diagnostic criteria that still needs to
be present is the actual lived experience of or witness to some type of perceived life-threatening
episode.
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10.2.4 Self-Medication of Anxiety Symptoms

Alcohol and drug use, such as downers, can provide quick and immediate relief for anxiety symp-
toms. Many of these drugs are easy to access. All a patient needs to do to help get relief for their
anxiety is head to the closest convenience store and purchase a bottle of alcohol. This may be
easier, quicker, and less anxiety-provoking for the patient than taking the time to call up their
medical office to make an appointment to see their physician or counselor. Even though the use
of alcohol and other drugs can provide the patient with quick relief from their symptoms, there
are longer-term costs that the patient ends up paying. Continued use of alcohol and other drugs
can lead to withdrawal symptoms, which can further increase the anxiety symptoms and create an
increased physical and psychological need for the substance that acted as the quick fix for the anxi-
ety. The act of self-medication using alcohol and drugs also increases the risk of developing depres-
sion, substance use disorders, suicidal ideation and attempts (Bolton et al. 2006; Robinson et al.
2011). These increased symptoms can ultimately lead the patient to the ED for further treatment.

The draw to utilize alcohol or other drugs can be strong for a patient due to the low cost and
ease of access. This may especially be the case for patients that do not have accessibility to outpa-
tient treatment options due to either lack of insurance coverage, funds for provider co-pays, trans-
portation or location. Given this reality, it is important that the ED treatment team work with the
patient to address any of the barriers to treatment that they may present with and encourage the
use of healthy coping skills.

10.3 Mood Disorders

Major depressive disorder, dysthymia, bipolar disorder, these are some of the mental disorder diag-
noses that patients presenting to an ED will seek treatment for. Each of these disorders contain
symptoms that have a negative impact on the mood of the individual afflicted with the illness. The
changes in the individual’s mood strain the person’s ability to function personally, socially, and
occupationally. People coping with depression may experience an overwhelming feeling of sadness
or hopelessness that prevents them from being able to function normally. Conversely, a patient
that has been diagnosed with a bipolar disorder may display drastic swings in their mood, mov-
ing from high states of elation, during which they engage in reckless sometimes self-destructive
behaviors, to low points of severe depression, during which they experience thoughts of killing
themselves. Extreme episodes in either mood state, elation, or depression, can cause impairment
in the patient’s ability to function normally or keep themselves or others around them safe. These
episodes can land the patient into an ED for emergent stabilization of their mood.

10.3.1 Depression

A patient is tearful and distraught while being examined by an ED physician. The patient states
that she is unable to find the motivation to get out of bed every morning, let alone shower and put
on her make up for the day. She reports that she has no energy, feels like she is a burden on her
family and feels hopeless regarding anything in her life changing for the better. She informs the
ED physician that she has been having thoughts and a desire to “fall asleep and never wake up.”

This scenario has been an all too common event showing up in EDs throughout the nation. It
has been found that about 10% of all patients treated for a mental illness in the ED setting were
seen and treated for a depressive disorder (Centers for Disease Control and Prevention 2009-2010).
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The prevalence of depression, anxiety, and stress-related disorders are even higher in some areas of
the United States, reaching rates of 62% (Hakenewerth et al. 2013).

Depression can be a debilitating condition when it reaches severe levels in patients. An inabil-
ity to carry out routine daily activities or the expression of suicidal thoughts may be the prompting
factors that lead a patient’s family to bring a patient into an ED for treatment of their depression.
Many patients that reach this point may also be brought into the ED by law enforcement officers
if they have been unwilling or unable to seek out treatment for their depressive symptoms on their
own. Sometimes, the call to a law enforcement agency is made by concerned family members,
friends, or neighbors of the patient.

10.3.1.1 Symptoms

The primary symptom that is the cornerstone of a depressive disorder diagnosis is a sad or depressed
mood that the patient describes as being present for most of the day, nearly every day, for a period
of 2 weeks (American Psychiatric Association 2013; National Institute of Mental Health 2016b).
Patients may describe their depression using statements such as “I'm feeling blue,” “I'm feeling
down and out,” “melancholy,” or “I feel down in the dumps.” Patients coping with depression may
not be able to identify an external trigger for the depressed state and, many times, unfortunately,
there is no socio-cultural or environmental cause for the depression. This can be a point of frustra-
tion for the patient who is left wondering why they are feeling the way they are feeling.

Brief education about the etiology of depression can help to elucidate the patient’s experience
and can be beneficial to a patient left in this state of bewilderment. In some patients, an external
or social cause of the depression may exist and can be remedied once the external cause has been
addressed. In one case, a female patient presented to the ED for treatment of a depressed mood
and suicidal thoughts. She did not have a long-standing history of depression or treatment for it,
but recently discovered, to her dismay, that her husband had been living a second life in another
country. He had a second family with a wife and multiple children that he had created while on
business trips to the country.

In addition to feeling sad or depressed, other common symptoms of depression include

B Anhedonia: This is a loss of interest or pleasure in activities or hobbies that the person once
found enjoyable.

B Increased irritability or agitation: The patient may feel easily angered by the acts of others or
by things they find to be frustrating.

B Restlessness: The patient feels like they are unable to sit still and may feel the need to move
around.

B DPsychomotor retardation: The patient’s physical movements and speech may appear to be
slower than normal.

B Decreased energy or feeling fatigued: The patient complains of frequently feeling tired.

B Increased or decreased appetite and corresponding weight gain or loss: The patient may dis-
play an increase in eating behavior, which can lead to weight gain or, conversely, a decrease
in eating, which can lead to weight loss.

B Insomnia or hypersomnia: The patient may have difficulty falling or staying asleep at night
or may display a swapping of sleep cycles in which they are unable to sleep during the night
and sleep during the day.

B Decreased ability to concentrate or focus: The patient may complain of having difficulty
with being able to learn or retain new information during the depressive episode.
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B Feeling hopeless or worthless: Any feelings of hopelessness or worthlessness need to be
addressed as these feelings can lead the patient into a cycle of depression and increase the
potential for developing suicidal thoughts.

B Recurrent thoughts of death or dying: The patient may experience thoughts or images of
their own death or of the topic of death in general.

B Suicidal thoughts: As stated earlier, if the patient’s level of depression and feelings of hope-
lessness reach a high level, the patient may have thoughts of taking their own life.

B Complaints of generalized body aches or pain: It can be common for patients coping with
depression to experience physical symptoms such as headaches, bodily pain, or digestive
system issues. The ED physician needs to rule out any possible medical causes for these
symptoms prior to pointing to depression as the culprit.

10.3.1.2 Assessing Depression in an Emergency Setting

Patients that are suffering from depression tend to have a negative view of the world around them
(Beck et al. 1979). It is almost like they are wearing dark glasses that filter out any positive experi-
ences that occur in their life. This negative view can sometimes trickle down into the patient’s
belief system regarding how depression can affect others around them. In essence, the patient may
believe that their depression can be caught by others, similar to how another person may transmit
a cold or flu to another person. It is important that the ED treatment team takes some time to
propetly educate the patient regarding the causes of depression, treatment options, and self-care
skills. The depressed patient may also place blame on themselves for their condition. The patient
needs to be assured that they are not at fault for the depression that they are experiencing.

Suicidal thoughts can and will occur in the patient population that secks treatment in the ED
setting. The topic of suicide can be a scary and intimidating subject to discuss for most people.
It is important that the ED treatment team, especially the psychiatry staff, is aware of their own
feelings regarding suicide. Some clinicians may be reluctant to discuss the topic due to unfounded
fears that talking to the patient or asking them about suicide will cause the person to think about
it more or will lead the person to act on their thoughts. The topic of suicide must be discussed
in order to complete a comprehensive assessment of depression. Given that many patients that
attempt suicide or successfully complete suicide had had recent contact with a healthcare profes-
sional prior to the attempt, it is important to keep in mind that the patient may not raise this topic
unless they are specifically asked about it (Kemball et al. 2008).

There is some controversy regarding the consultation of psychiatry in the ED for use in
assessing any patients presenting with depression as it will increase the overall length of stay
for the patient. This has especially been the case with patients requiring inpatient psychiatric
admission (Nicks and Manthey 2012). Regardless of the possibility of an increased length of
stay, we strongly encourage that a comprehensive suicide screening takes place within the ED
in order to catch and prevent any potential patient suicides. The saving of a patient’s life will
far outweigh, ethically, morally, and financially, any costs incurred by an increase in their ED
length of stay.

Typically, we educate health plan systems to start with a brief depression assessment to open
the discussion with the patient about possible suicidal thoughts. This assessment can include the
use of the Patient Health Questionnaire 2 (PHQ-2) to assess for any possible depression (Kroenke
et al. 2003). If the patient has any positive responses for depression found in the PHQ-2, the
PHQ-9 (Kroenke and Spitzer 2002) can be administered to further assess for depression criteria
and level of severity (American Psychological Association 2016). The PHQ-2 is a truncated version
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of the PHQ-9. The PHQ-2 contains two questions that are meant to help identify two of the main
criteria for a diagnosis of depression. The answers to these two questions are rated on a four-point
Likert type scale. The questions are

B Over the past 2 weeks, how often have you been bothered by any of the following problems:
— Little interest or pleasure in doing things
— Feeling down, depressed, or hopeless

10.3.1.3 Suicidal Ideation and Suicide

Suicidality is a complex and anxiety-provoking topic for many clinicians to think about or
discuss, especially with our patients. Suicide is defined as the act of killing yourself because
you do not want to continue living (Merriam-Webster 2017). Suicide is reported to be the
10th leading cause of death in the United States, with an estimated 44,000 completed suicides
per year (American Foundation for Suicide Prevention n.d.). Men are more apt to attempt
and successfully complete a suicide. It has been estimated that about three to four times
more men, when compared with women, commit suicide (American Foundation for Suicide
Prevention n.d.; Diekstra and Gulbinat 1993). Of those that complete suicide, many have
had recent prior contact with a medical or mental health provider prior to the suicide (Luoma
etal. 2002).

Suicidality can be conceptualized as occurring on a spectrum (Greenhill and Waslick 1997).
There will be patients that come to the ED for treatment that will fall on the polar ends of this
spectrum, and there will be those patients that fall somewhere in the middle ground. Patients
who display passive suicidal thoughts, for example, making statements such as “some days I wish
I could just go to sleep and never wake up,” fall on the less acute end of the suicidality spectrum.
Other patients who have been actively planning out a specific way to end their life and may have
had prior suicide attempts, fall on the acute end of the suicidality spectrum.

The clinical decision process is usually straightforward with patients that fall on the polar ends
of the spectrum. Those that express more passive suicidal thoughts can be discharged home from
the ED with linkage to outpatient mental health services, while those that fall on the acute end of
the spectrum may need to be placed on an involuntary psychiatric hold and referred for inpatient
psychiatric hospitalization.

Given the wide variation that exists in suicidality, it is important that the ED treatment team
adds a comprehensive suicide evaluation to their risk assessment. As stated earlier, this topic needs
to be broached with the patient, as many patients may not talk about their suicidal thoughts
or admit to experiencing them unless they are prompted to do so. At times, patients may come
into the ED expressing vague or generalized physical complaints during the inidal triage pro-
cess. Later, during the ED physician’s physical examination of the patient, the true nature of the
patient’s complaint, suicidal thoughts, may be disclosed to the ED physician or their treating
nurse. Unfortunately, due to the stigma that society attaches to mental illness and suicide, many
patients may be reluctant to state that this is the real reason for why they are secking help in the
ED. The patient will have fears of what will happen to them if they are honest about their thoughts
of suicide. Fear of the unknown is a strong motivating factor preventing most people from taking
action or attempting new things. These fears, though, can be legitimate. Patients may be afraid
that if they discuss their thoughts of suicide that they will be placed in a strait jacket and shipped
off to the “funny farm” or “nut house.”
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Patients can lose some of their civil liberties if they are deemed by the ED treatment team to
be a danger to themselves and the topic of suicidality can raise these concerns in any treating clini-
cian. It is important to remember that the suicidal thoughts in and of themselves do not create a
dangerous situation for the patient.

It can help to keep in mind the statistics on how many patients do not end up killing them-
selves, while making a discharge decision on the patient. All in all, very few people end up killing
themselves. For instance, in 2014 there were 2,626,418 recorded deaths in the United States, of
these deaths 1.6% were due to suicide. Compare this to deaths caused by heart disease in the same
year, which was at 23.4% of the total deaths (Kochanek et al. 2016).

Many patients experiencing suicidal thoughts, even those that have developed a plan for sui-
cide, can be safely discharged from the ED with the development of a safety plan. The safety plan
should include ways to limit a patient’s access to lethal means to kill themselves. For instance,
firearms are frequently cited as the most commonly used method of suicide in most completed
suicides (Kochanek et al. 2016), and access to them should be asked about during the psychiaric
assessment. If the patient admits to having access to firearms, steps can be taken to help ensure
that this access is removed prior to discharging the patient from the ED. It is usually patients that
express a strong desire to die and have lost the hope and will to live and who are contemplating
suicide that need emergent intervention in the ED.

For many patients, the idea of suicide may be a way to solve an ongoing life problem that is
plaguing them. With these patients, it can be helpful to use the statement “suicide is a permanent
solution to a usually temporary problem.” This line of thinking, that suicide is the only way to
solve a problem, also points to the pessimistic frame of mind that many of these patients display
while in a depressive episode. It can be difficult for these patients to conceptualize any other pos-
sible solutions for the way they are feeling.

10.3.1.4 Suicidality: The Middle Ground

Revisiting the suicidality spectrum, we stated that there are patients that will fall on the polar
ends of the spectrum and those that fall in the middle ground. But, who are these middle ground
patients? The ED treatment team will come in contact with patients that can be labeled chroni-
cally suicidal, those who have a secondary gain for expressing suicidal thoughts, and those who
discuss wanting to die due to suffering from a chronic illness or debilitating disease. These patients
can be classified as falling in the middle ground of the suicidality spectrum.

There are patients that can be classified as being chronically suicidal. These patients tend to
cope with any psychosocial stressors in the world around them by shifting to a mindset of suicide.
These patients may frequently come to the ED for treatment of depression and suicidal ideation
anytime a new life stressor arises. They may present with the same rehearsed plan for killing them-
selves each time they present to the ED for treatment. Many patients with borderline personality
disorder present with chronic suicidal thoughts and may be sent to an ED for treatment after a
suicidal gesture (Paris 2002).

The second class of patient to fall into the middle ground of the suicidality spectrum is the
patient that expresses suicidal thoughts in hopes of gaining something for themselves (Bundy et
al. 2014). The gain may range from acquisition of material objects, such as a refill on a prescription
of a pain killing medication, to the hope of being provided basic needs, such as placement in a
shelter or housing program.

A young African American patient arrives to the ED asking to be admitted because he reports
he is hearing voices telling him to kill himself by running into moving traffic in the street and that
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he will follow through with killing himself if he is discharged from the ED. The patient is home-
less and is a frequent utilizer of ED services. The patient has been labeled a “hospital hopper” due
to his frequent admits to the EDs in the area. The patient is dressed well and appears to be healthy
and well nourished. The patient looks like he has shaved his face recently. Given this patient’s
presenting risk factors of command auditory hallucinations instructing him to kill himself and his
unwillingness to commit to safety, many ED clinicians may be reluctant to discharge this patient
without having access to the patient’s prior medical records from other ED admits.

This case points to a relevant side note, the importance of having access to a shared electronic
medical system that provides a link to medical records spanning multiple hospital systems for the
treating ED clinicians. There are also simpler options of add-on treatment planning programs
that will allow selected information to be shared among hospital systems. One obvious utility
is behavioral health information, but the benefit to the treatment of other medical issues is also
prevalent. In addition to the clinical benefits of a shared information system, these programs have
demonstrated a financial benefit for the hospital systems that use them.

This patient presented a pattern of self-presenting to local EDs reporting suicidal thoughts and
command hallucinations as a way to gain access to temporary shelter and a food source to provide
him a safe place to metabolize his methamphetamine high. In essence, this patient’s secondary gain
in expressing suicidal ideation was temporary shelter, food, and providing for his basic need for safety.

There are many other common reasons for expressing suicidal ideation as a means of gaining
something that the ED clinician may come in contact with. We have come across patients in the
ED setting reporting that they are feeling suicidal in order to avoid a current stressor, such as a
violent relationship or an upcoming court hearing. Other patients may play the suicide card in
a game of manipulation in order to gain access to pain medications, for example, “If you do not
refill my pain meds I will kill myself” or to get time off from work granted by the ED physician.
In many of these cases, if the clinician is able to have a frank and honest conversation with the
patient about what their underlying true need is and the need is able to be met, or compromised
on, the report of suicidal thoughts will cease.

Any interactions with patients that present with suicidal thoughts who are frequent ucilizers
of the ED service must be clearly documented by the ED treatment team on each and every visit
that the patient makes to the ED. A clear treatment, discharge and safety plan should be included
in the documentation (Bundy et al. 2014). Even if there is an established pattern of manipulative
behaviors from the patient showing that they have not attempted to kill themselves despite numer-
ous threats to do so, these patients still can end up killing themselves accidentally. Clear, consis-
tent, and comprehensive ED assessment notes will display that the ED treatment team provided
the patient with the same consistent care that any other ED patient received. Operationally, we
are recommending the use of shared medical record technology, as stated earlier, and a consistent
treatment team in the ED to help enhance this process.

At times, a patient with the complex issue of death and dying will present to the ED either
for ongoing treatment of a chronic debilitating medical issue or due to family or caregiver’s con-
cerns about suicidal statements that the patient has been expressing. Patients coping with chronic
debilitating illnesses, such as cancer or end stage renal disease requiring dialysis, may reach a point
when they begin to feel overwhelmed with their medical condition and express a desire to die or
end their life in order to end their suffering. Many of these patients may not have had any prior
experiences with suicidal thoughts or have never made a suicide attempt at any point in their life.
In these cases, the patient’s statements about wanting to die may be legitimate, as they view death
as the only way to cope with the illness they are suffering from. These patient statements about
death and dying may not be suicidal in nature. Many of these patients do not actually want to kill
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themselves, but only seek relief from their debilitating symptoms in the form of proper medication
management and supportive counseling.

One of the most complex patients to assess and treat is the chronically suicidal patient.
A chronically suicidal patient is a patient that expresses a desire to end their life on a daily basis.
The suicidality, in a sense, becomes part of their daily mindset and can be overwhelming for both
the patient’s support system and providers that are attempting to treat the patient. The chronically
suicidal patient can create a clinical conundrum for the ED treatment team due to the fact that
the patient is expressing suicidal thoughts, but this behavior may be considered to be the patient’s
normal daily level of functioning. How is the treating clinician supposed to make a sound clini-
cal judgment about the direction the patient’s treatment should take? Should they psychiatrically
hospitalize the patient because of the presence of suicidal thoughts or should the patient be dis-
charged home with outpatient follow-up in place? As stated previously, there is a potential, albeit
small, for patients to kill themselves, whether accidentally or intentionally, so it is imperative that
the chart documentation is clear and demonstrates the thought process that the treatment team
was engaged in while developing a patient’s treatment plan (Litman 1989). For comprehensive
information, please refer to Chapter 8 on discharge planning.

10.3.1.5 Non-Suicidal Self-Injurious Behavior

Sally, a young adult, arrived at the ED for treacment of multiple lacerations to her left wrist. She
had purposely cut on her wrist with a razor blade that she had taken from a disposable razor she
broke at home. Upon assessment, Sally reports that she had had an argument with her boyfriend
of 3 months and he ended their relationship. Sally states that she purposely cut on her wrist with
the razor in order to numb her emotional pain. This scenario is a prime example of what is termed
non-suicidal self-injurious behavior (NSSIB). NSSIB is typically engaged in by a patient that has
difficulty coping with emotional pain. The act of inflicting physical pain on the body is meant
to dull or extinguish the flames of the emotional pain (Butler and Malone 2013; Klonsky 2007).

There are a variety of ways that patients may harm themselves using NSSIB. Cutting with
razors, knives, or glass is common. In addition, patients may either burn or brand themselves
with cigarettes or cigarette lighters or may simply scratch their skin, hit themselves, or bang their
head on a hard surface (Butler and Malone 2013; Zetterqvist 2015). The acts of cutting and burn-
ing oneself are reported more by women, while men tend to report engaging in acts of burning
or hitting themselves (Kerr et al. 2010). NSSIB is typically not engaged in for the purpose of
attempting suicide, although family members or friends of the patient that engages in NSSIB
may view these acts as suicide attempts, prompting them to bring the patient to an ED for a
psychiatric evaluation.

Even though the intent behind NSSIB is quick relief of emotional pain, the acts to relieve the
pain are, in and of themselves, acts of self-harm and can potentially lead to an accidental death.
Some patients that use NSSIB on a regular basis to cope with their emotional upsets can develop a
tolerance in the body to sensing pain. Many of these patients require increased amounts of pain to
continue to experience the same emotional dulling response and hence can end up cutting deeper
or burning themselves for longer time intervals, leading to a higher potential for accidental death.
NSSIB has been found to have a higher prevalence of occurrence in the population within adoles-
cent and young adults (Kerr et al. 2010). Adolescent girls have a higher prevalence of engaging in
NSSIB compared with boys (Zetterqvist 2015). NSSIB can reach severe levels during which the
patient may engage in acts that are considered self-mutilating. The patient may initially end up
being admitted to the ED for medical treatment of the self-injurious act and then end up being
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evaluated by the psychiatric consultation service due to the treating physician’s concerns about the
patient’s motive for the injury.

It is important that the assessing clinician note the motive behind the self-injurious behaviors.
Did these patients harm themselves in order to self-soothe a perceived emotional trauma? Was the
act of self-harm used to gain something that the patient wanted or needed? Did patients harm
themselves in response to hearing command hallucinations or an acute delusional state? The clini-
cian’s answer to the question of motive will help determine which direction the treatment plan for
the patient’s ongoing psychiatric care will take.

There are cases in which a patient acts out irrationally in a psychotic episode by engaging in
self-harming behavior versus doing so in order to cope with emotional pain. A patient had cut off
his own ear with a knife in response to voices that he was hearing while intoxicated on metham-
phetamines. The patient believed that if he cut off his own ear, he would not be able to hear the
voices anymore. Another patient had cut off a few of his fingers on his nondominant hand and
would suck the blood from the wound because he believed ingesting his own blood in this man-
ner made him stronger. A patient with religious-based delusions had cut off his own penis and
refused to allow physicians to reattach it because he believed that God wanted him to dismember
himself. A patient gouged her own eyes out with her finger nails after she heard the voice of the
devil telling her to do so or others around her would die. The brief case examples presented previ-
ously would not be classified as acts of NSSIB due to the motive behind the self-injury, which in
these cases was a psychotic response to hallucinations or delusional beliefs, versus the attempt to
quell emotional pain.

10.3.1.6 Parasuicidal Gestures

Parasuicide is defined as “an attempted suicide in which the intent is to draw attention to a
major personal problem rather than to cause death” (Collins Dictionary of Medicine 2005).
Parasuicidal gestures include acts in which individuals intentionally harm themselves by making
a non-lethal suicide attempt. Intentionally overdosing on a non-lethal dose of medication, cut-
ting the wrist of the arm superficially, or attempting to hang oneself from a non-secure source,
are all examples of parasuicidal gestures. Females tend to engage in parasuicidal gestures more
often than their male counterparts and the act of overdosing on psychotropic medications tends
to be the most common method of parasuicide (Diekstra and Gulbinat 1993; Mauri et al. 2005;
Platt 1992). Just as NSSIB can lead to an accidental death if the method used is severe, so is the
case with parasuicide. Parasuicidal gestures have been found to be a predicting factor in success-
fully completed suicides (Comtois 2002).

10.3.2 Bipolar Disorder

The experience of living with a bipolar disorder for many patients can be similar to riding the
dramatic ups and downs of an emotional roller coaster. This emotional roller coaster will start by
taking the patient up the steep track to the top of the hill of the elation of a manic episode and
then plummet them down the steep track into the depths of a deep depression, sometimes all
occurring within the same ride. Riding this emotional roller coaster of bipolar disorder can be
taxing, emotionally, socially, and sometimes financially, for the patient taking this ride.

The label “bipolar” was selected to highlight the two extreme polar emotions that the patient
living with this illness experiences, the high of mania and the low of severe depression. It is usu-
ally during one of these high or low episodes that the patient is brought to the ED by family or
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law enforcement for emergent treatment of the episode. The depressed end of the pole, if severe
enough, can lead to thoughts of self-harm or suicide, while the manic end of the pole can drive
patients to make poor, sometimes self-destructive, decisions that render them unable to properly
care for themselves.

The incidence of bipolar episodes being treated in an ED setting is on the rise. Prevalence
rates for patients treated for bipolar disorders in an ED setting have been found to range between
18% and 7% of the total number of patients treated for mental disorders (Boudreaux et al. 2006;
Hakenewerth et al. 2013). The number of patients between the ages of 18 to 44 presenting to EDs
in the United States for emergent treatment of bipolar disorders or psychotic disorders increased
by 56.7% in females and by 61.6% in males between 2006 and 2013 (Weiss et al. 2016).

10.3.2.1 Mania

The hallmark of bipolar disorder is the manic episode, also referred to as mania. Mania can be
a euphoric experience for the patient going through it. The emotional high that is felt during a
manic episode can drive a patient to engage in reckless behaviors. Spending money in a frivo-
lous manner, engaging in indiscriminate sexual encounters, and embarking on foolhardy business
ventures are prime examples of these reckless behaviors (American Psychiatric Association 2013;
National Institute of Mental Health 2016a).

The manic patient will exhibit an increase in activities, either goal directed or purposeless in
nature, due to a feeling of being energized. This energized feeling may also keep the patient from
sleeping for multiple days in a row, yet the patient may still report that they feel energized. The
excess energy that the manic episode creates can also bring on an increased state of agitation,
leading the patient to become angry or threatening toward others (Allen and Currier 2000). The
patient’s thoughts may rush through their mind as if the thoughts are racing by. These racing
thoughts are usually evident while speaking with a patient in a manic episode. Their speech will
be rapid and pressured and may jump rapidly from one topic to another. The patient’s thoughts
may be so rapid that their rate of speech is unable to keep up with the rate at which their thoughts
are entering and leaving their mind.

The euphoric high that the patient can experience during a manic episode may negatively
impact their level of insight (Geddes and Miklowitz 2013). Due to the euphoria that can be expe-
rienced, the manic patient may be reluctant to seek out help and may only end up receiving help
at the urging of concerned family members, friends, or coworkers, or the patient may be invol-
untarily forced into treatment if admitted to an ED via law enforcement officers. This euphoric
experience may lead patients to feel like nothing is wrong with how they are behaving or feeling.
The patient may be thinking “If I am feeling wonderful, why do I need to see a psychiatrist for
medication?” It has been estimated that about 10%—-60%, with a median of 40%, of patients with
mood disorders have issues with treatment noncompliance (Lingam and Scott 2002). Patients
with bipolar disorder may, at some point, either discontinue, partially take, or overuse their pre-
scribed psychotropic medications (Colom et al. 2005).

To qualify as a true manic episode, the change in the patient’s mood and energy level needs
to persist throughout most of a day and be present for at least 1 week, unless the patient requires
inpatient hospitalization, then any time frame qualifies for a diagnosis of mania (American
Psychiatric Association 2013). As stated earlier, the patient in a manic episode can engage in reck-
less, sometimes socially unacceptable behaviors. Some of these behaviors highlight the heightened
sexual arousal that some patients may experience. A manic female patient admitted to the ED for
emergent treatment began to masturbate while lying on the gurney in front of ED staff and her
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spouse. A male patient accosted a female nurse asking her to lift her top and expose her breasts and
then requested that she touch his genitals.

At times, the manic episode may lead a patient to experience grandiose delusions. Another
patient, during a manic state, went to a marina with paint and paint supplies he had purchased
and began to paint the exterior of a sailboat that he did not own. He believed that he owned the
sailboat and was an adept sailor, but in reality, he had not sailed a day in his life.

10.4 Medical Mimicry: Conditions Posing as and
Associated with Anxiety or Mood Disorders

The art of conducting a proper psychiatric diagnosis can be quite a challenge in the ED setting
given that the ED clinician is plagued by time constraints, large patient volumes, and limited
patient medical information. The diagnostic process can be even further muddled by the presence
of medical conditions that take on the appearance of or mimic the symptoms of a psychiatric
disorder.

This medical mimicry can create issues with misdiagnosing an underlying medical illness as
one that is psychiatric in nature or vice versa (Estroff and Gold 1984; Hentz 2008; Pies 1994).
Inflammation in the body brought on by an infection can directly affect the brain and the develop-
ment of depressive symptoms (Dantzer et al. 2008). Similarly, symptoms of a major depressive dis-
order can arise after a bout of mononucleosis (Estroff and Gold 1984). Patients coping with chronic
medical illnesses can also experience mood or anxiety disorders at the same time (Simon 2001).

It has also been found that certain psychiatric illnesses are risk factors for developing medical
issues or exacerbating chronic medical conditions. For instance, depression has been found to be a
risk factor for the development and exacerbation of diabetes (Williams et al. 2006). An association
has been found between the presence of anxiety disorders and the occurence of heart disease, high
blood pressure, gastrointestinal disorders, and migraine headaches (Harter et al. 2003).

These issues highlight the importance of conducting a complete medical examination on the
patient to rule out a medical cause of a psychiatric complaint that brought the patient to the ED.
Although, the clinical information gleaned from a medical examination may not help to answer
the “chicken or egg” question of which illness presented first. Knowing this information, the
treating clinician is behooved to ask, “Am I treating a medical illness with mimicked psychiatric
symptoms or a psychiatric illness that is exacerating an underlying medical illness?”

For coding and billing practices, the DSM-5 has clear explanations for how to properly code
psychiatric disorders caused by medical conditions. The ED physician needs to take into account
what they are treating. If the ED physician treats the symptoms of depression in a depressive dis-
order due to an underlying medical condition, the symptoms of depression will not resolve unless
the underlying medical condition causing the depression is treated.

10.4.1 Hypo- and Hyperthyroidism

Hypothyroidism and hyperthyroidism are two endocrine system disorders that are not uncommon
in patients presenting to the ED for treatment of an anxiety or mood disorder. It is important that
the ED treatment team is aware that hypothyroidism and hyperthyroidism can mimic depressive
symptoms (Bermudes 2002; Estroff and Gold 1984; Tallis 1993). Hyperthyroidism has also been
known to mimic the symptoms seen in panic disorder, anxiety disorders, and the manic phase of
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bipolar disorder (Estroff and Gold 1984; Hentz 2008). Other endocrine disorders, including adre-
nal insufficiency, diabetes mellitus, and hyperparathyroidism, in their early stages, can mimic the
symptoms seen in depression and anxiety disorders (Estroff and Gold 1984; Hutto 1999).

In order to help rule out the thyroid disorders as a potential cause of the psychiatric symptoms
of patients that are presenting to the ED, the ED physician should conduct a comprehensive medi-
cal history on the patient. The patient should follow up with their primary care physician for a
thyroid function test (Bermudes 2002). If the patient is placed in an inpatient psychiatric facility
or discharged back home from the ED, treatment of the thyroid condition can commence.

10.5 Treatment Options for Anxiety and Mood Disorders

Once a patient, experiencing an emergency related to an anxiety or mood disorder, arrives to the
ED for treatment, the ED treatment team must take steps to help stabilize the patient’s symptoms.
The options for treating exacerbated episodes of anxiety and mood disorders in an emergency set-
ting are limited due to constraints on both time and space. Essentially, the ED clinician may not
have the luxury of spending 45 minutes to an hour performing psychotherapy on a patient. This is
something that is expected to occur in an outpatient mental health setting, and the patient needs
to be provided with outpatient mental health resources prior to discharging from the ED in order
to help maintain any alleviation from their symptoms that they received during their ED admit.
Treatment of anxiety, depression, and bipolar disorder symptoms can occur by use of psychothera-
peutic techniques, administration of psychotropic medication, or a combination of the two.

10.5.1 Medications

Psychotropic medications are an effective, efficient, and evidence-based method for treating many
of the psychiatric symptoms that present to an ED setting. As stated previously, due to the time
constraints and limited space in the ED, the use of traditional outpatient treatment methods, for
example psychotherapy, may not be viable care options. The use of psychotropic medications can
help bridge the gap in time and physical space that is inherently present in the ED setting. There
are a multitude of medication options available that the ED physician or psychiatrist has at their
disposal to treat either any emergent exacerbations or ongoing routine symptoms of the anxiety
and mood disorders. Many of these medications are available in generic forms, which provides the
prescribing physician some leeway in being able to offer effective treatment to patients with finan-
cial constraints. Subsequently, you will find a discussion on the various psychotropic medication
classes and points to be mindful of when considering these as a treatment option. Please keep in
mind that only clinicians licensed to prescribe medications should be making medication starting,
stopping, and dosage recommendations.

While reading this section, please note that any uncited references to medication information
were written in consultation with Yener Balan, MD.

10.5.1.1 Antidepressants

The antidepressant class of medications, as the name suggests, are meant to fight against the pri-
mary symptom of depression, which is a sad or depressed mood. Within this class of psychotropic
medication, you will find the commonly used selective serotonin reuptake inhibitors (SSRIs) and
the serotonin and norepinephrine reuptake inhibitors (SNRIs).
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10.5.1.1.1 Selective Serotonin Reuptake Inhibitors

SSRIs help to relieve the depressed mood or feelings of extreme sadness in patients by preventing
the neurons in the brain and other parts of the body from reuptaking the neurotransmitter sero-
tonin from the synapse between the neurons, providing this neurotransmitter with more time to
fill the synapse. Common serotonin reuptake inhibitors include sertraline, fluoxetine, citalopram,
escitalopram, paroxetine, and fluvoxamine. Some of the SSRIs, for instance paroxetine, can also
be used to treat symptoms of anxiety.

When considering the use of an SSRI for treating depression, the ED MD needs to take the
time to elicit a comprehensive medication history from the patient. The medication history will
help to rule out any potential risk for serotonin syndrome, which can be fatal to the patient if left
untreated (Volpi-Abadie et al. 2013). Given the ED MD’s time constraints, it may be beneficial to
elicit the help of a nurse to gather the medication history from the patient.

Serotonin discontinuation syndrome, also referred to as withdrawals, can be another topic for
the ED MD to be mindful of when considering adding an SSRI or SNRIs to a patient’s medica-
tion regimen. This withdrawal syndrome can occur within 3 days in patients that have abruptly
stopped or have been titrating down the dosage of a serotonin-based medication that was used for
at least 6 weeks. Typical symptoms include dizziness, headaches, nausea, and fatigue (Haddad
and Anderson 2007; Warner et al. 2006). Given the tendency for some patients to discontinue
their medications, prior to prescribing a serotonin-based medicine, the ED MD needs to take this
syndrome and the patient’s medication adherence history into account.

10.5.1.1.2 Serotonin and Norepinephrine Reuptake Inhibitors

SNRIs are another class of antidepressant medication that are similar to the SSRIs in their use
of serotonin reuptake inhibiting substances but differ in the use of substances that also prevent
the reuptake of norepinephrine from the synaptic gap. The SNRIs are beneficial in treating the
symptoms of both the depressive and anxiety-related disorders. Common SNRIs include desven-
lafaxine, duloxetine, levomilnacipran, and venlafaxine.

As discussed previously, the prescribing physician needs to be mindful of the patient’s medica-
tion history in order to limit the occurrence of a serotonin syndrome or withdrawals.

On average, newer, patented SNRIs, like any non-generic formulation of medication, are more
expensive to purchase. This added cost burden may influence the patient’s ability to adhere to a
medication regimen that requires a brand name, costlier medication regimen.

10.5.1.1.3 Bupropion

Bupropion is an antidepressant that is used to treat both depression and addiction to nicotine. It
is available as an oral medication with three available formulations: immediate release, sustained
release, and extended release (Dwoskin et al. 2006). Care must be taken when prescribing bupro-
pion in the sustained release formulation, as it can lower the seizure threshold in some patients

(Sigg 1999).

10.5.1.1.4 Antidepressants Utility Within an Emergency Context

It has been questioned whether starting a patient on an antidepressant medication while in the
ED has any practical utility (Lipson-Glick 2000). This questioning has stemmed from the belief
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that antidepressant medications can take 2—4 weeks to have a biological effect in the body. This
2—4 week time frame was based on the results from clinical trials of antidepressant medications
that may not have completed multiple measurements of drug effectiveness early on during those
trials (Porter and Ferrier 1999). Parker (1996) attempts to debunk the myth that antidepressant
medications have a 2—4 week activation period. Parker reports one study that found a 5-day anti-
depressant medication activation period, in his review of the literature. Parker further shows that
most of the studies he reviewed revealed that patients whose depressive symptoms resolved within
4—6 weeks showed improvement in their symptoms sometime during the first week of treatment.

Lipson-Glick (2000) discussed other historical reasons against administering a new antide-
pressant medication for a patient in the ED and provides the counter arguments for these reasons.
She reports that these medications have no immediate effect on the patient. As stated previously,
many antidepressants have been found to have a more rapid activation period than previously
thought.

Clomipramine and venlafaxine, when administered in high doses early on in the treatment
process, have been shown to have a rapid activation period (Porter and Ferrier 1999). In order to
get medication into the patient’s system sooner, it can also be a benefit to start an antidepressant
medication as soon as depression is diagnosed. Patients started on an antidepressant do experi-
ence an immediate placebo response, which can provide relief from depressive symptoms (Parker
1996).

The concern that a suicidal patient may use the antidepressant medications to overdose on in
a suicide attempt was also raised. The counterargument is that many of the newer antidepressant
medications are medically safer. In addition, if suicidal patients were highly motivated to kill
themselves, they could choose from any number of medications to overdose on.

Another argument raised against the starting of a new antidepressant is that the prescribing
physician should know the patient well prior to starting a new medication. The patient’s stay in the
ED can be used as a safe environment in which to start them on a new medication. Many patients
are experiencing longer admit times in the ED, some of these spanning multiple days, this time
can be used to medically evaluate the patient for any side effects while on the new medication.

It may not be possible to reliably give an accurate diagnosis of depression in an ED setting due
to the use of the single assessment. Lipson-Glick reports that studies are finding that an accurate
diagnosis of depression can be formulated in an ED setting,

Communicating any changes in a patient’s medication regimen to outpatient providers may be
challenging to do from the ED, which may limit continuity of care. Lipson-Glick counters this by
stating that if the ED providers are able to communicate any medication changes directly to the
outpatient provider, then continuity of care can be established.

The decision to start or not start an antidepressant medication for a patient seeking treatment
in the ED rests solely with the treating physician. Prior to making this decision, ED physicians
should use the information presented earlier in this chapter to help guide their decision-making
process. Consultation and advice from an experienced psychiatrist is also recommended in these
cases.

10.5.1.2 Anxiolytics

Any medication that is formulated to alleviate or reduce anxiety can be categorized as an anxio-
lytic. The anxiolytics are primarily made up of the benzodiazepines. Some of the SSRIs, SNRIs,
and tricyclic classes of medications also have anxiolytic properties and are used in the treatment
of anxiety disorders.
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10.5.1.2.1 Benzodiazepines

The most potent class of anxiolytics, and most prominent in the emergency setting, are the ben-
zodiazepines. When used for anxiety-related emergencies, benzodiazepines are primarily used to
treat the symptoms of a panic attack and are the most prescribed medication type for this purpose
(Susman and Klee 2005). This class of medication is also commonly used to treat agitation (Rund
et al. 2006) and alcohol withdrawal seizures or tremors (Sachdeva et al. 2015), two other issues
commonly seen in the ED setting. Common benzodiazepines include alprazolam, clonazepam,
diazepam, lorazepam, oxazepam, and chlordiazepoxide. Of these, alprazolam and clonazepam have
been indicated for the treatment of panic disorder in the United States (Susman and Klee 2005).

10.5.1.2.1.1 Addictive Risks of Benzodiazepines

Benzodiazepines have a potential to create an addiction in patients that are prescribed them for
treatment of anxiety-related symptoms. Shorter half-life benzodiazepines are more frequently
abused by patients due to their quick anxiolytic response, albeit one that is short lived (O’Brien
2005). This includes medications such as alprazolam, midazolam, and oxazepam. It has been
determined that cannabinoids, opioids, and gamma-hydroxybutyrate (GHB) have a similar addic-
tion pathway to the benzodiazepines. These substances work to create a “high” in the brain by
opening the door for high peaks in dopamine production within the dopamine-producing neu-
rons by limiting an encumbering response in these neurons (National Institute on Drug Abuse
2012). To avoid an increased risk of addiction to the short half-life formulations, patients should
be placed on a dosage taper or can be switched from a short half-life to a longer half-life formula-
tion (Ashton 2002; O’Brien 2005; Susman and Klee 2005). Patients can also be switched to a
non-benzodiazepine anxiolytic such as buspirone or hydroxyzine.

Benzodiazepines should not be prescribed for use outside of the ED setting unless it has been
verified by ED staff that the patient will have close outpatient follow-up upon discharge in order
to allow for close monitoring of the patient’s use of the medication. Close follow-up of patient
usage is important as unmonitored stoppage of benzodiazepines can lead to severe withdrawal
symptoms ultimately leading to a catatonic state (Rosebush and Mazurek 1996) or patient death
(Lann and Molina 2009).

Addiction to a benzodiazepine may prompt some patients to self-admit to an ED for the sole
purpose of obtaining access to the medication. Patients may engage in what is considered drug-
secking behaviors to obtain a medication. Some of these behaviors include reporting the occurence
of headaches, back pain, or dental pain; reporting that the pain is 10/10 or higher on a pain scale;
requesting a specific medication or refill of a specific medication; or reporting that the medication
was lost or stolen (Drug Enforcement Administration Diversion Control Division 1999; Grover
etal. 2012).

One study found that patients that are seeking medications from an ED do so with low to
moderate frequency (Grover et al. 2012). Many of these behaviors may be seen in patients seek-
ing to obtain access specifically to opiates or other pain medications, although the reporting of
uncontrolled anxiety and request for a specific anxiolytic by a patient may be seen in those with
an addiction to benzodiazepines (Drug Enforcement Administration, Diversion Control Division
1999). It is important that the ED physician is aware of the common drug-seeking behaviors
and make use of current drug databases, such as the Controlled Substance Utilization Review
and Evaluation System (CURES) as used in California, or other nationally used prescription
drug monitoring programs, in order to avoid unneccessary medication prescriptions (California
Department of Justice 2013).
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Hospital administrators may consider creating a benzodiazepine-prescribing policy for the ED
setting that acts to limit the number of benzodiazepine prescriptions that are written for patients
discharging from the ED. This type of policy may take the pressure off of the ED physician when
confronted with a patient that is demanding a benzodiazepine refill and may help to decrease the
number of patients using the ED to seek out their benzodiazepine refills.

10.5.1.2.2 Antidepressants with Anxiolytic Properties

Given the addictive risks associated with the benzodiazepines, the ED physician can consider the
use of alternative medications to treat anxiety-related symptoms. Many of the SSRIs, SNRIs, and
tricyclic antidepressants contain anxiolytic properties and are effective remedies for anxiety and
panic symptoms. SSRIs that have been used to treat panic disorder include citalopram, fluvox-
amine, fluoxetine, sertraline, and paroxetine (Zamorski and Albucher 2002).

Typical tricyclic medications used include imipramine and anafranil. SSRIs have higher
safety and patient tolerance levels when compared with the tricyclic medications, so the SSRIs
are recommended over the tricyclic medications for treating anxiety-related symptoms (Zohar
and Westenberg 2000). It is recommended when using SSRIs or tricyclic medications to treat
panic disorder that the patient be started on a low dose with dosage increases taking place at 7-day
intervals ending with the maximum recommended dosage that the patient can tolerate (Zamorski
and Albucher 2002).

Of the SNRIs, venlafaxine, desvenlafaxine, and duloxetine are used in the treatment of anxi-
ety disorders. SNRIs are typically only used if a patient had no or a poor response to the SSRIs
(Bystritsky et al. 2013). It is important to note a patient should not be prescribed SSRIs and SNRIs
together as this combination can increase the chances that a serotonin syndrome will occur.

Some of these medication options can also be effective for children (Velosa and Riddle
2000). Fluoxetine has been found to be effective in the treatment of generalized anxiety disorder,
separation anxiety disorder, and social phobia in children and adolescents, aged 7-17 years old
(Birmaher etal. 2003). Similar findings in children were found for the SSRI fluvoxamine (Walkup
etal. 2001).

Longer-term abstained resolution of anxiety is correlated with longer-term treatment, which
includes talk therapy and a more consistent approach to medication. A benzodiazepine provides
quick relief and leaves the body quickly. An SSRI takes longer to work in the body and requires
concurrent psychotherapy to create the optimal foundation for long-term relief.

10.5.1.3 Mood Stabilizers

Mood stabilizers are the pi¢ce de résistance in the fight against symptoms of bipolar disorder. As
the name suggests, the mood stabilizers act to plateau the rising and falling of the patient’'s mood
states. As discussed earlier, if you use the analogy of riding a rollercoaster, with its drastic peaks
and falls, to describe the mood fluctuations present in bipolar disorder, the use of mood stabiliz-
ers would not stop the roller coaster ride completely, but would act to increase the length of level
track in between, and decrease the size of the peaks and falls of the roller coaster track. Lithium,
anticonvulsant medications, and some of the atypical antipsychotics have been used in the emer-
gency setting to treat acute bipolar disorder symptoms (Vieta and Sanchez-Moreno 2008). The
choice of pharmacological treatment will be driven by what type of bipolar symptoms the patient
is currently presenting with and by their medication-response history.
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10.5.1.3.1 Lithium

Lithium is a classic remedy that has been used to treat many types of disorders for more than a cen-
tury. Lithium was used to treat gout in London beginning in 1840. Lithium was first used as a treat-
ment for mania in 1871 by Dr. William Hammond, and in 1894 it was used to treat depression in
Denmark. By the 1930s, physicians in Germany were using lithium to treat gall, bladder, and kidney
stones, but its use in the psychiatric realm fell silent. In 1949, the Australian physician John Cade re-
sparked the use of and interest in lithium as a treatment method for bipolar disorders (Shorter 2009).

Presently, lithium is still considered to be one of the primary treatment options for bipolar dis-
order. Lithium has been found to have a more effective response in the treatment of manic symp-
toms in patients that display an absence of depressive symptoms prior to the manic episode or, in
other terms, patients that display a euphoric manic state (Swann et al. 1997; Vieta and Sanchez-
Moreno 2008). It has also been shown to be a powerful medicine in the long-term maintenance of
bipolar symptoms (Geddes and Miklowitz 2013).

The ED physician needs to ensure that the patient clearly understands how to manage the lith-
ium prescription due to its potential for leading to renal failure in overdose (Haussmann et al. 2015;
Timmer and Sands 1999). Lithium has one of the highest rates of ED admits due to improper use
and toxicity compared with all other psychotropic medications (Hampton et al. 2014). Given this
information, it is essential that the ED physician orders a laboratory test to determine the patient’s
current lithium blood serum level. Ordering this test will allow the ED physician to determine if
the patient’s lithium levels are within the medication’s narrow therapeutic range. If the lithium
levels are too low, there will be no therapeutic response to the medication, levels that are too high
can lead to lithium toxicity and potential renal failure (Timmer and Sands 1999).

Lithium is well known for its antisuicidal effects in patients coping with bipolar disorders.
There are a plethora of studies and literature reviews available that show strong evidence and sup-
port for lithium’s ability to stave off suicide (Lewitzka etal. 2015). Lithium’s antisuicidal effects are
thought to reduce the risk of suicide by reducing the relapse of a mood disturbance and decrease
aggression and impulsivity in the patient (Cipriani et al. 2013; Kovacsics et al. 2009; Tondo
and Baldessarini 2011). An interesting review of the literature looked at the relationship between
lithium levels found in a community’s drinking water and the rates of suicide in that community.
The review found that higher levels of lithium in the drinking water equated to reduced suicide
rates within the surrounding population (Vita et al. 2015). See the article by Lewizka et al. (2015)
for a comprehensive review of the literature on the antisuicidal properties of lithium.

10.5.1.3.2 Anticonvulsants

The anticonvulsants were originally developed for the treatment of seizures and related seizure dis-
orders, such as epilepsy. Some of these medications were found to be beneficial in the treatment of
bipolar disorder symptoms. In a review of the available literature, Vieta and Sanchez-Moreno (2008)
found two anticonvulsant medications that had strong evidence for treating acute manic episodes.
These medications are valproate and carbamazepine. Valproate has a quicker activation period com-
pared with lithium and is useful in treating both acute and mixed episodes of mania. Carbamazepine
has been found to be as effective as lithium in treating mania (Vieta and Sanchez-Moreno 2008).

10.5.1.3.3 Other Medication Options

Primarily used in the treacment of psychosis, antipsychotics have been found to be a better medi-
cation option for the short-term treatment of acute mania when compared with lichium and some
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of the anticonvulsants. Although, use of the antipsychotics for long-term treatment of bipolar
disorder may not be tolerated well by some patients (Geddes and Miklowitz 2013). Olanzapine is
useful in treating both acute and mixed episodes of mania and in the prevention of recurrences
of mania and depression after a manic episode (Vieta and Sanchez-Moreno 2008). Risperidone,
haloperidol, ziprasidone, and aripiprazole have proved efficacy in treating both acute mania and
mixed manic episodes in patients with bipolar disorders (Geddes and Miklowitz 2013; Vieta and
Sanchez-Moreno 2008).

10.5.2 Therapy

Medications can be a convenient and efficient way to stabilize and maintain any of the anxiety or
mood disorders that may arise in the ED patient population. However, the use of psychopharma-
cological interventions may not be an option for the ED treatment team to rely on, especially in
cases were a patient may not physically be able to tolerate medication treatment or in cases were
the patient refuses this treatment option. In these cases, psychotherapeutic techniques can be used
as a viable alternative. As stated earlier in this chapter, in the ED, time is of the essence so the use
of time-limited interventions is recommended.

10.5.2.1 Relaxation Skills Training: Quick Interventions
for the Emergency Setting

Relaxation skills training can be used to quickly alleviate acute exacerbations of anxiety or stress-
related responses. Two interventions that can be easily taught to patients in the ED setting are
deep breathing and progressive muscle relaxation (Corliss 2016).

I will typically start by educating the patient about the bio-psychosocial mechanisms of anxi-
ety, focusing on the body’s fight-or-flight response, and then move on to teaching them the deep-
breathing skill. The patient is instructed to breathe in through the nose until they fill up their
lungs, hold the air in the lungs for about a second and then slowly release all of the air out through
the mouth. The patient is instructed to repeat this until they notice a change in their subjective
level of distress.

The patient can rate their distress level on any type of subjective units of distress scale (Wolpe
1969). I instruct the patient to use a 10-point scale, with 0 equating to feeling completely calm
and at ease and 10 equating to feeling extreme distress. So, the patient can be instructed to repeat
the deep breathing until they have moved a given number of points closer to 0 on the 10-point
distress scale.

The patient can combine counting along with the breathing as they are instructed to count
cach breathing cycle they complete. The counting acts as an alternative thought to focus on to help
distract the patient from the stimulus that may have triggered their anxiety.

The patient should be encouraged to practice the deep-breathing skill while they are in a calm
state of mind for about 10—20 minutes each day. The patient is informed that the daily practice is
important if they want to be able to use the skill when they are feeling anxious or panicky. I let the
patient know that they can practice this skill anywhere, from standing in line at the grocery store
to sitting in a waiting room for a counseling appointment.

Another skill that can induce a state of relaxation in a patient and can be used in an ED set-
ting is progressive muscle relaxation. In progressive muscle relaxation (Jacobson 1938), the patient
is instructed to start at one end of their body, either the top of their head or the bottom of their
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feet, and tense each major muscle group for a few seconds and then relax the muscles and focus
on the difference in the experience of the tense versus relaxed state. After the patient has finished
tensing and relaxing each major muscle group, they are instructed to rate their level of distress on a
10-point distress scale. If the patient’s rating on their distress scale remains high, they are instructed
to perform another round of progressive muscle relaxation. For the creation of an even deeper state
of relaxation, the deep breathing exercises can be added to the progressive muscle relaxation tech-
nique. All the patient needs to do is take a deep breath after they have completed tensing a muscle
group. Similar to mastering any new skill, the patient needs to practice the progressive muscle
relaxation skill on a daily basis in order to master it and achieve its full beneficial effects.

Hypnosis has also been used in EDs for treating acute anxiety and other psychiatric condi-
tions. When used properly, hypnosis can create a deep state of relaxation in some patients (Iserson
2014; Peebles-Kleiger 2000). This deep state of relaxation can help to stabilize a patient experienc-
ing severe anxiety. Hypnotic inductions can be performed within a few minutes to help alleviate
anxiety and stress.

10.5.2.2 Cognitive Behavioral Therapy Interventions:
Changing the Patient’s Frame of Mind

Patients coping with symptoms of depression and anxiety can become engaged in self-statements,
thoughts, or beliefs that are negative in nature and can exacerbate or increase the amount of time
that the patient experiences these symptoms. Cognitive behavioral therapy (CBT) interventions
target these negative thoughts and self-statements by teaching the patient how to change their
frame of mind (Beck et al. 1979; Cully and Teten 2008). When a depressed, suicidal patient
arrives to the ED for treatment, their patterns of negative thinking can be elicited during the psy-
chiatric evaluation. It is important that the assessing clinician is paying attention to the patient’s
statements and overall beliefs about their life. This will help to identify the negative thoughts or
beliefs the patient is using and will allow the clinician to develop a cognitive-based intervention
to alter their thoughts.

Once the patient’s negative thoughts have been identified, the ED clinician can help the
patient change these thoughts by engaging in a few simple steps (Anderson 2014). Instruct the
patient to

B Write realistic positive self-statements to counterpoise the negative ones.
B Identify times when positive thinking can be used in place of negative thinking.
B Begin and end each day by identifying what will be and what was positive about the day.

These steps can help the patient begin to reframe their thoughts from a negative to a positive
structure.

Many depressed and anxious patients tend to lose hope about their condition and may believe
that they may never feel happy or calm again in the future. One simple way to combat a patient’s
negativistic thinking is to instill hope within the patient (Cully and Teten 2008). This can be done
simply by informing the patient that if they are motivated and want to feel better, they will eventu-
ally feel better. It may help to tell the patient that many other patients, similar to them, have been
in the same situation and have received treatment and are generally feeling better about themselves
and their lives. When speaking with your patients about their opportunity to feel better, be real-
istic and honest with them about the treatment process and the work they will be required to put
into the process to feel better. If the patient is being started on a medication, the beneficial effects
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of the medication should be discussed in order to strengthen the patient’s sense of hope, but the
patient should also be educated about the limitations of the medication’s effectiveness.

Even the act of engaging the patient in the development and creation of their treatment and
discharge plans can help to activate the patient and move their frame of mind from one of being
focused on symptoms to one of being focused on treatment and ultimately feeling better.

10.5.2.3 Encouraging Patient Self-Care: The Positive
Outcome on Anxiety and Mood Disorders

Self-care can be an integral part of any patient’s treatment plan. Taking care of your personal
hygiene, eating healthy meals, sticking to a daily schedule, including normal sleep and wake times,
and exercising can help to pull the patient away from a sick role and push them closer to a feeling
of normalcy. Evidence also shows that these self-care behaviors can have a positive influence on the
severity of a patient’s anxiety or mood symptoms.

10.5.2.3.1 Exercise: Work Out and Feel Good

Since the beginning of the twentieth century, exercise has been shown to be an effective method
for both reducing and maintaining reductions in the symptoms of depression and anxiety (Franz
and Hamilton 1905). For a comprehensive review of the literature on this topic, please refer to the
article by Martinsen (2008).

While in the ED, if the patient is expected to have a lengthy stay, it can be beneficial to offer
the patient opportunities for physical activation. This can be accomplished by simply having a
nurse or ED technician walk the patient around the halls of the ED. Allowing the patient time
to stand up and stretch can also be helpful in facilitating the physical activation that the patient
will need to continue once they leave the ED setting. Prior to the discharge of the patient, the
ED treatment team can provide the patient with general instructions on how much exercise is
recommended.

Patients with depression may have difficulty feeling motivated to perform any type of physical
activity depending on the level of depression and fatigue they experience during a depressive epi-
sode. It can be helpful to acknowledge that the patient will experience days when it will take more
of an effort to engage in any type of exercise. In these cases, I instruct the patient to do as much
as they feel they can, even if it involves just getting outside for 5 minutes a day to walk around in
the sunlight and fresh air.

10.5.2.3.2 Nutrition: What You Eat Can Affect Your Mood

It may not be a surprise to most of us, but what you eat can affect how you feel and the inten-
sity of certain mental health symptoms. Think back to the last time you may have eaten at a
fast food hamburger restaurant. How did you feel after eating your order of burger and French
fries? Like most of us, it probably left you feeling like you had had a lead weight placed in your
stomach and you may have felt fatigued or even drowsy. These are feelings that also can occur
in depression.

In adults, consumption of a diet rich in fruit, vegetables, fish, and whole grains may lead to a
reduction in depressive symptoms (Lai et al. 2014; Rao et al. 2008). A deficiency in certain fatty
acids, vitamins, and minerals can have a bearing on mood states, including depression. Low levels
of omega-3 fatty acids, B-complex vitamins, folate, chromium, iron, lithium, selenium, and zinc
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have all been found to have a connection to depression (Rao et al. 2008). Ingestion of omega-3
fatty acids, specifically docosahexaenoic acid, can help to reduce the occurence of anxiety (Jacka
et al. 2013).

Children and adolescents’ developing brains and ultimately their mental health are also
affected by the type of food they consume. There is a direct positive relationship between a healthy
diet and favorable mental states in children (O’Neil et al. 2014).

Consumption of certain substances, for instance caffeine or alcohol, may also either
mimic or exacerbate anxiety or depressive symptoms. Caffeine has been known to mimic the
symptoms of anxiety and simply stopping its use can alleviate the symptoms (Bruce and Lader
1989). Similarly, drinking alcoholic beverages can increase the risk for depressive symptoms
(Fergusson et al. 2009). These findings highlight the importance of including nutritional
counseling and a diet plan as part of the patient’s comprehensive ED psychiatric treatment
plan.

10.5.2.3.3 Sleep Problems? Use Sleep Hygiene

Sleep patterns are another important piece of the self-care puzzle that can have a negative or posi-
tive impact on the patient’s experience with an anxiety or mood disorder. In the depressive, bipo-
lar, and anxiety disorders, abnormal sleep patterns have been found to increase the severity of any
current symptoms and can increase the chances of developing one of these disorders, especially
in patients with a biological predisposition (Krystal 2006; Mellman 2006; Peterson and Benca
2000).

Sleep hygiene, defined as “the promotion of regular sleep” (Centers for Disease Control and
Prevention 2014), is comprised of specific sleep-enhancing behaviors and environmental changes
that can help improve the quality and duration of sleep the patient receives. It is recommended
that patients who complain of sleep disturbances set up a regular and consistent sleep and wake
schedule. The patient should go to sleep and wake up at the same times each day. The sleep space
should be comfortable, relaxing, dark, and free from any lighted electronic devices, such as televi-
sions, computers, or tablets. Lastly, eating large meals prior to sleep should be avoided (National
Sleep Foundation 2017). Comprehensive sleep hygiene tips are available from the National Sleep
Foundation and American Sleep Foundation websites.

In order to help prevent or limit exacerbations of anxiety and mood disorder symptoms, ED
staff should educate and encourage the patient to utilize proper sleep hygiene techniques during
their ED admit and provide written sleep hygiene guidelines upon their discharge.

10.5.2.3.4 Personal Hygiene: Stay Clean and Feel Better

The last piece of the self-care puzzle is adherence to personal hygiene. Routine personal hygiene
tasks, such as bathing, brushing and flossing your teeth, and combing your hair can be one of the
first things that ends up being neglected by a patient coping with depression. For some patients,
the mere act of getting out of bed every day may feel like an arduous task, depending on the level
of depression they experience (American Psychiatric Association 2013).

It can be beneficial for the patient experiencing depression to place themselves on a daily
schedule that includes times for caring for personal hygiene needs and eating normal meals. This
can begin in the ED if the ED staff encourage the patient to care for their personal hygiene. The
patient should be politely offered times to bathe, brush and floss their teeth, and comb their hair
as well as use or change feminine hygiene products, when needed.



Anxiety and Mood Disorders in an Emergency Context ® 171

Providing the patient with a personal hygiene kit can encourage the patient to think about and
engage in caring for their personal hygiene. A personal hygiene kit can include toothpaste, a tooth
brush, hair comb, soap, shampoo, and feminine hygiene products. It is important to note that
safety considerations should be addressed prior to providing this kit to any patient who may have
a propensity for harming themselves. This encouragement of the patient to care for their personal
hygiene can help to move them closer to a state of normalcy and away from the sick role.

10.5 Conclusion

Anxiety, depression, and bipolar disorders can create a devastating experience for the individual liv-
ing with these conditions. Major depression, PTSD, and bipolar disorder, if severe, can impair the
patient’s ability to function normally. At times, exacerbation of these disorders can lead a person
into the ED by concerned family, friends, or neighbors. Panic attacks, suicidal thoughts, and mania
can occur when these disorders reach a peak of exacerbation in the patient coping with them. The
ED treatment team needs to be educated and prepared to support, adequately treat, and safely
discharge patients home who present with these symptoms. The ED psychiatric services team must
be able to support the ED physician in the proper assessment, diagnosis, and treatment of these
disorders. The ED treatment team needs to remember to take into account co-occurring medical
conditions or illnesses that may mimic the symptoms of the anxiety and mood disorders during the
diagnostic process. Treatment options that are at the ED treatment team’s disposal include medica-
tions, to help stabilize acute episodes of depression, anxiety, or mania, and therapeutic techniques,
such as relaxation skills training and encouraging the patient to exercise, eat well, sleep properly,
and bathe. The important point to remember is that these disorders can be treated and overcome if
the ED staff work together in collaboration with the patient to develop a comprehensive treatment
plan. Involving our patients in this process can also instill in them a sense of hope and empower-
ment to help them overcome the challenges that these disorders can present.
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11.1 Introduction

“I'am King Tut! I rule this world! I have many girlfriends including Taylor Swift. My girlfriends
will give me money. They have lots of it! I can stay with one of them,” yelled out a young African
American patient who was being walked to the emergency department triage desk in handcuffs by
police officers. “What is your name, sir?” asks the emergency department (ED) clerk at the desk.
The patient suddenly lurches toward the clerk, writhing and struggling, pulling the chain on his
handcuffs taut against his wrists, yelling, “King Tut! Call me King! King Tut! Ruler of the world
and all others combined. Do you follow me? Are you with me?”

James, a young resident physician, is prepping himself to examine this new patient. James has
many questions and uncertainties running through his mind as the patient is walked by his work-
station and placed in room 16. “This is my first night in this ED, it is now 2 a.m., I've seen nine
patients already and the attending physician wants me to talk to this guy. What the hell am I sup-
posed to ask him?! How am I supposed to treat this guy? What medications should I recommend?
I barely remember my psychiatric rotation from medical school. Damn! This is going to suck! I feel
so unprepared for this. Okay, I've got to pull myself together. What was it that that psychiatrist
I completed my psych rotation with in med school always reminded me of using? That’s right,
diphenhydramine, haloperidol, and lorazepam, the good ole B-52.”

“Nurse,” James yelled. “Please prepare an IM [intramuscular] dose of diphenhydramine
25 mg, haloperidol 5 mg, and lorazepam 2 mg for our new patient. Oh, yes! And contact psychia-
try please. Thanks.”

The previous scenario has been an increasingly common occurrence in emergency depart-
ment settings over the past decade. Patients with mental illness are flocking to emergency depart-
ments with an increasing severity of psychiatric symptoms. According to the 2007 Agency for
Healthcare Research and Quality, Healthcare Costand Utilization Project, Nationwide Emergency
Department Sample (Owens et al. 2010), individuals with psychotic disorders were seen in
emergency departments throughout the United States at a rate of 9.9%, and per the Centers for
Disease Control and Prevention (CDC)/National Center for Health Statistics National Hospital
Ambulatory Medical Care Survey (Albert and McCaig 2015), 17.3% of all patients seen for treat-
ment in EDs between 2009 and 2010 were treated for psychotic symptoms. Comparatively, there
is a rate of 4.5 per 1000 individuals afflicted with nonorganic psychotic disorders in the commu-
nity (Zimbroff 2003). As touched on in earlier chapters, the influx of mental health patients with
psychotic symptoms into local EDs has been ignited by the decimation of outpatient resources
available to these patients in many communities around the country. Access to outpatient psy-
chiatric care for many of these patients, including medication consultations via a psychiatrist and
mental health counseling or therapy via a licensed clinician, have been dwindling leaving the only
option for relief of their psychiatric symptoms as a trip to the local ED. Many of the EDs are
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understaffed and ill-equipped to properly treat and diagnose psychotic disorders in these patients
that present for help and relief of their symptoms.

It can be common for many emergency department staff to feel anxious and unprepared with
being able to adequately treat psychotic disorders in the patients that present with these. Common
questions that may arise when presented with a case of psychosis include: How do I properly diag-
nose the disorder? What treatment options are available? What symptoms do I need to be aware
of? What medications will help relieve the psychotic symptoms?

11.2 Psychosis Defined

Psychosis can be defined simply as lost touch with reality. This lost touch with reality can be mani-
fested in symptoms including delusions or false beliefs about the world, hallucinations including
auditory or visual, disorganized or bizarre thoughts, and bizarre behaviors. The National Alliance
on Mental Illness (NAMI) defines psychosis as “disruptions to a person’s thoughts and percep-
tions that make it difficult for them to recognize what is real and what isn’t. These disruptions
are often experienced as seeing, hearing, and believing things that aren’t real or having strange,
persistent thoughts, behaviors, and emotions” (2016).

Experiencing psychotic symptoms can be terrifying for the patient that is attempting to cope
with them and can be draining on the family, which is attempting to support the patient through
this experience, as a unit. Some of the more common symptoms of psychosis that can devastate
the patient’s ability to focus on ordinary daily tasks include auditory hallucinations, visual hal-
lucinations, and delusions.

Imagine yourself at work on a normal day and think back to a time when you may have experi-
enced a stressful day on the job. It may have been difficult and emotionally taxing to work through
your routine daily work stress. Now imagine this same stressful day at work with the added imped-
iment of hearing two voices, one male and one female, constantly talking back and forth to each
other about every behavior you engage in. “Look at Jack, he is typing on the computer. He is not
doing a very good job with his typing. Look at him now; he is getting up to use the toilet. Now
he is opening the door to the restroom. Oh, Jack is urinating in a toilet!” Another impediment
may include voices that are berating you or instructing you to harm yourself or others around
you. “You are a terrible person Jack. You are worthless. You are a faggot. You should just go kill
yourself.” These can be a common daily experience for a patient coping with a psychotic disorder.

11.3 Auditory Hallucinations

Auditory and visual hallucinations are the most commonly reported types of sensory distortions
in patients with psychosis; although, tactile and olfactory hallucinations may also be present in
some individuals (Barberio 2000; Mandal 2014). As stated earlier, hearing voices is the most com-
monly reported hallucination, followed by seeing people or animals that are not actually present.
Patients presenting with psychosis will report hearing voices that talk directly to them or about
them. For example, voices talking directly to the patient may ask them to perform various behav-
iors or may directly berate, belittle, or threaten the patient. “Jack, you need to run outside and
scream.” “Jack, you are in danger. We are going to kill you.” Voices that talk about the patient
may describe what they are doing throughout the day as if making a running commentary of the
patient’s daily behaviors. “Jack is now eating breakfast. He is lifting a spoon up to his face. He is
chewing his cereal.”
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Voices can be considered to be distressing to the patient that experiences them, but some-
times, patients will report enjoying the voices they hear, especially if the voices are of a deceased
loved one or a perceived guardian angel. A young African American female had presented to the
emergency department with her family reporting that she was hearing and actively responding to
voices. The patient reported that she enjoyed hearing the voices as the comments they made to her
were comical in nature. The patient would laugh out loud and giggle in response to the voices. She
also reported that one of the voices she heard was the voice of the lead singer for the rock band
Nickelback, who she believed was her boyfriend.

Auditory hallucinations may also be experienced by the patient as sounds. A middle-aged
Latino male arrived at the emergency department reporting that he was distressed by the experi-
ence of constantly hearing music repeating the same melody that no one else around him was able
to hear.

11.4 Visual and Auditory Hallucinations and
lllicit Substance Comorbidity

Voices are not the only type of hallucination that patients may present with, visual hallucinations
can also be prevalent, although they are less common than auditory hallucinations. Snakes, spi-
ders, roaches, cats, or worms, these have all been common visual hallucinations experienced by
patients. The report of seeing animals or insects is a common complaint in many patients with
psychosis. Patients may also report seeing people that are not present, including family members,
deceased family members, or famous religious figures. “The Pope has been coming to visit me
every night in my room; he is followed by a group of black cats.”

Patients may also report seeing devils, demons, or even angels. These visions may sometimes
be accompanied by auditory hallucinations, seeing and hearing the devil talking to the patient.
Patients may commonly describe instances in which they see shadows out of the corner of their eye
or in their peripheral vision, although, it is safe to be skeptical in these cases as these most likely
are reports of accounts of illusions versus true hallucinations. The occurrence of hypnogogic or
hypnopompic hallucinatory experiences must also be ruled out (American Psychiatric Association
2013). Hallucinatory experiences like these, which occur either when first falling asleep or upon
waking up from sleep, can be a common experience for any patient.

The interplay of hallucinogenic substances must also be taken into account whenever visual
or auditory hallucinations are reported. Substances such as hallucinogenic mushrooms, ecstasy,
methamphetamines, or even cannabis can induce hallucinations in the average healthy person,
but can compound the experience in a patient already inflicted with a psychotic disorder. Some
substances, such as methamphetamines, if frequently used, can create psychotic symptoms in a
patient, which may persist even after the substance has been metabolized by the body (Grant et
al. 2012). Withdrawal from alcohol intoxication can also elicit auditory or visual hallucinations.

Especially in patients aged 18—30 first presenting with psychotic symptoms to the ED, the
assessing clinician should include a substance-induced psychosis in their diagnostic differential
(Wilkinson et al. 2014). Unfortunately, many psychiatric professionals working in EDs tend to
blame psychotic symptoms on a psychotic disorder instead of a possible comorbid substance use
issue (Mohr et al. 2005). In one study, it was found that one-quarter of 223 patients surveyed who
presented to an ED with psychotic symptoms were later found to either have a substance-induced
psychotic disorder, or no psychotic disorder at all (Mohr et al. 2005).
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11.5 Tactile Hallucinations

The presence of tactile hallucinations in a patient is most often brought on by ingestion of illicit
substances, for example, methamphetamine or club drugs, such as ecstasy. The presence of olfac-
tory hallucinations may point to an underlying organic issue, such as a brain tumor, dementia
process, Parkinson’s disease (Chaudhury 2010), or traumatic brain injury. The most commonly
reported tactile hallucinations that patients present with in an ED setting are the sensation that
insects are crawling on or in the patient’s skin, which is known as delusional parasitosis (Sharma
and Cieraszynski 2013). These patients will present with secondary behaviors including skin pick-
ing or scratching usually engaged in to relieve the sensation of the crawling insects or in attempts
to remove the delusional infestation from the skin. Many of the patients that present with skin
picking behavior may also have skin lesions or open sores present on the arms or legs.

An older white male had presented to the ED with what appeared to be a severe case of tactile
hallucinations coupled with delusions. This patient believed that there was an alien organism that
was living inside of his body that he could feel underneath his skin. The patient believed that this
organism had tendrils that had extended out and wrapped around various appendages of his body.
The patient had gone as far as using a scalpel to surgically remove what he believed were alien
tendrils from his arm and leg. The patient reported that he had videotaped himself removing the
tendrils and had photographs of them. The patient was accompanied by a male friend who also
believed that the patient’s body had been invaded by an alien organism; giving a prime example of
a shared psychotic disorder or “folie & deux” (the folly of two) (American Psychiatric Association
2000). In patients that present with a primary substance use disorder, the tactile hallucinations
will resolve once the patient has had time to metabolize the ingested illicit substance.

Regardless of the type of hallucination the patient is experiencing, it is important to rule out
other causes of the hallucinations that a patient presents with as there are many other possible
etiologies of any hallucination including severe depression or mania, post-traumatic stress disor-
der, alcohol or other substance use, delirium tremens, sleep deprivation, a medication side effect,
organic brain diseases, such as Parkinson’s and dementia, eye diseases, or delirium (Barberio

2000; Chaudhury 2010).

11.6 Delusions

Patients presenting with hallucinations may also exhibit delusions, or false beliefs about the world
around them, in conjunction with hallucinations, or present with delusions alone. In some of
the psychotic disorders, such as schizophrenia, the patient will present with a combination of
experiencing hallucinations and delusions, while in others (for instance, in delusional disorder),
delusions are present in the absence of active hallucinations. A variety of delusions may arise
in different patients presenting for treatment in an emergency department setting. Some com-
mon delusional types include grandiose, persecutory, jealous, somatic, and erotomanic (American
Psychiatric Association 2013). Religious delusions can also be common, especially in patients
presenting with a manic episode in bipolar disorder or those with schizophrenia (Brewerton 1994).

“My home is being invaded every night. They have been coming into my home and placing
cameras in the rooms. They are watching me all the time.” “Who has been invading your home?”
“Why, the police and FBI, of course.” “How have they been entering your home?” “Through the
walls. They lift up the exterior wall of the house and enter my house from under the wall, then
they are able to close the wall up again when they leave. They have been videotaping me with the
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cameras.” These are the persecutory delusions of a middle-aged African American female patient
that had presented to the emergency department initially with a medical complaint, but when she
disclosed her delusions to the emergency department physician, psychiatry was consulted. This
patient presented with a well-groomed and professionally dressed appearance and appeared nor-
mal except for the presence of her delusions.

Some delusions may appear to be plausible and believable, especially when the content of the
delusions is non-bizarre in nature. A common example of this is when the patient may be accusing
family members or friends of stealing money from them or items from them, when this is not actu-
ally occurring. This delusion can be commonly found in cases of major neurocognitive disorder or
Alzheimer’s disorder (Jeste and Finkel 2000).

Somatic complaints will frequently be reported by patients in the ED, as many patients present
to the ED in hopes of having these somatic symptoms resolved. In cases where the patient presents
with psychosis and bodily complaints, for instance abdominal pain or headaches, there can be a
somatic delusion associated with the bodily symptom. “My stomach hurts. I have a sea urchin in
my stomach that is causing the pain. Can you please remove it?” This was the complaint from
a young Asian female who had actually attempted to remove what she believed was a sea urchin
from her stomach by using a knife. Caution should be used in cases where the patient presents
with somatic complaints. A complete medical examination should be completed to rule out any
true medical cause of the somatic complaint prior to pointing to a delusion as being the cause.

A middle-aged white obese female with a history of being diagnosed with schizophrenia had
presented to the ED complaining of feeling constipated. Unfortunately, the emergency depart-
ment physician that was attending to the patient neglected to perform an adequate medical exam
of the patient and passed off the patient’s complaint of constipation as “delusions of constipation.”
Later, the emergency department nurse noted that the patient began to experience leakage of fecal
matter from her rectum, and upon further examination by a second physician, it was found that
the patient was indeed constipated. In a similar case, cited by Kraft and Babigian (1972), a woman
with schizophrenia with a known history of somatic delusions presented to an ED complaining of
pain from needles in her arms. Results from radiological exams showed she had needles in one of
her arms from a prior self-harming event.

Somatic delusions can appear to be mundane when expressed by patients, but some grandiose
delusions may contain more flair in presentation. “I work for the CIA as a special operative for
President Trump. I have been working for President Trump since the age of 15. In this time, I
have accumulated an amassed wealth of one billion dollars. I also worked alongside Steve Jobs and
helped him develop the Apple iPad®.”

The presentation of delusions themselves in a patient may not always require the need for inpa-
tient psychiatric hospitalization as long as the delusions are not impairing the patient’s ability to
care for themselves and do not lead to situations in which the delusional content causes the patient
to behave in a way that creates a dangerous situation for themselves or others around them. Some
delusions may appear bizarre and “crazy” when described by the patient, but if the patient is able
to demonstrate an ability to plan for their own self-care or has family or friends that are willing to
care for them they should be discharged home.

Recall the example given earlier describing the middle-aged African American female patient
who presented to the emergency department with delusions of persecution, regarding law enforce-
ment sneaking into her home through the wall. This patient was able to be discharged home
from the emergency department because, despite the delusions she presented with, she was well
groomed and was able to verbalize a clear and realistic plan for caring for herself. Compare this
case to the young Asian female who presented with the somatic delusion regarding having a sea
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urchin in her stomach. This patient had attempted to remove the urchin from her stomach with a
knife and was deemed to be a danger to herself and was referred for involuntary psychiatric hos-
pitalization to ensure her safety.

11.7 Thought Disorganization

Delusions may or may not lead to impairments in the patient’s ability to care for themselves
or others, but thought disorganization, for most patients, creates a barrier to self-care and the
ability to plan for discharge from the emergency department. Thought disorganization can pres-
ent itself in various forms ranging from loose associations, circumstantial thinking, tangential
thoughts, thought blocking, thought derailing to word salad (American Psychiatric Association
2013; Barberio 2000). Clinician: “Where do you currently live?” Patient: “I live off of the street.
My grandmother makes oatmeal. Oatmeal is lumpy. I like that new television show 60 Minutes.”
This example of thought disorganization highlights the impairment that can occur in patients
that present with this symptom. The majority of patients that present with this level of thought
disorder will require some level of treatment intervention, this may include a level as restrictive
as inpatient psychiatric hospitalization to less restrictive voluntary options, such as crisis residen-
tial placement (sending the patient to a house located in a neighborhood that runs a voluntary
mental health treatment program in the house), partial hospitalization programs, or an intensive
outpatient program. If the patient can identify and contact a support person, which may be a
family member or friend, who is willing to help care for the patient at home, the patient can be
discharged home from the emergency department. Again, the idea is to find the least restrictive
plan of care for the patient that will ensure that the patient is safe and that their treatment needs
are being addressed.

Word salad is one of the more impairing symptoms of thought disorder that can afflict a
patient with psychosis. Word salad can present in the patient as if his thoughts were taken out
of his mind, placed in a large salad bowl, and tossed around in the bowl, then removed from the
bowl at random, leading to nonsensical speech and an inability to communicate one’s thoughts to
others (Mosby’s Medical Dictionary 2009).

“Porch steps run come here. Garbage pink composition solely bags speak deodorant. Wall
speaks windy hot mess.”

If after reading these statements, you are thinking, “That makes no sense at all,” then you
can fathom how difficult it can be for the patient suffering from psychosis to be able to organize
simple thoughts in his mind in order to communicate effectively with others. Although this level
of thought disorganization is rare, it can and does present in patients that are admitted to the
emergency department setting. A patient presenting with severe symptoms like word salad will
need inpatient psychiatric hospitalization if no other social supports that are willing to care for the
patient’s basic needs, including family or friends, can be identified or located.

Word salad can be an impairing symptom of thought disorder, but thought disorder can also
present in a patient as neologisms, clang speech, or echolalia (American Psychiatric Association
2013). When a patient is observed to be making up words, these words are called neologisms
(Barberio 2000).

Neologism literally means “new word” taken from Greek 7eo = new and /logos = word. Many
new words may be created and used in society, but the neologisms created by the patient with
psychosis are usually nonsensical and would not be accepted for daily use by mainstream society.
“I can no longer sleep in this caculphuc.”
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Clang speech or associations occur when a patient uses rhyming words (Grinnell 2016a). The
words that are used during the rhyme may be real words or nonsensical words. “The man walked
into the green, mean, lean, clean, bean team.”

Echolalia occurs when the patient repeats exactly what someone else has said (Miller-Keane
Encyclopedia and Dictionary of Medicine 2003a). For example, if during the psychiatric assess-
ment, the clinician asks, “How were you brought to the emergency department?” the patient will
respond with saying, “How were you brought to the emergency department?”

Thought disorders may also be exhibited as a flight of ideas or circumstantiality. During a
flight of ideas, which can occur during a manic episode in bipolar disorder or in psychotic disor-
ders, such as schizophrenia or schizoaffective disorder, the patient will rapidly switch from one
unrelated topic to another during their conversations (Grinnell 2016d).

“I ate scrambled eggs and ham for breakfast. I love watching baseball on TV. I need to go to
the bank today to get money for the church donation. Do you have a restroom here?”

As you can see from the example, it may be very difficule for the patient with a flight
of ideas to clearly communicate what is occurring in their mind to others. It is as if the
patient’s thoughts are flowing so rapidly through their mind that their mouth and tongue are
unable to keep up with the flow of thoughts, hence the jumble of unrelated statements that are
communicated.

Circumstantiality occurs when the patient’s thought process is long-winded and convoluted
in reaching its goal (Miller-Keane Encyclopedia and Dictionary of Medicine 2003b). After ask-
ing the patient that presents with circumstantial thinking a question, their response may appear
to go on and on, but will eventually answer the question. Clinician: “How did you arrive to the
emergency department today?” Patient: “Well, there were these two men dressed in what looked
to be paramedic uniforms who pulled up to my mother’s house in a large ambulance. I expected
the lights on the ambulance to be flashing and the siren to be blaring, but they were not. The two
men dressed liked paramedics stopped and opened the back of the ambulance and pulled out a
gurney. They wheeled this gurney into the house and my mother asked me to cooperate with the
men. The men asked me to get into the gurney, so I did. They strapped me down in the gurney
and wheeled me into the back of the ambulance. Then the two men drove me down my mother’s
street to the highway. They still did not turn on the lights or the siren. We then arrived here to the
emergency department.”

Circumstantial thinking can be an impediment to the patient that presents with this, but it
may appear to be mundane compared with the other thought disorders, such as thought insertion,
broadcasting, or withdrawal (American Psychiatric Association 2013). These thought disorders, in
and of themselves, will have a more bizarre presentation when observed in the patient and have a
delusional quality to them.

“I keep thinking about the end of the world, the aliens keep placing these thoughts in my
head, please make them stop.”

Thought insertion occurs when the patient believes that someone or something other than
themselves is placing distressing or disturbing thoughts into their mind (Barberio 2000; Grinnell
2016¢). The accused party may be some type of religious icon, such as god or the devil, or possibly
a government entity, such as the FBI or CIA.

The antithesis of thought insertion is thought withdrawal in which the patient reports that
someone or something has removed or stolen thoughts from their mind (Barberio 2000). Lapses in
memory or forgotten moments reported by the patient are blamed on someone removing thoughts
from their mind. “I cannot remember my address because the FBI planted that memory-stealing
chip in my brain.”
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Lastly, thought broadcasting occurs when the patient believes that others around them are
able to read or know their unspoken thoughts as if they were telepathic (Barberio 2000), although
there have been varied definitions on the symptom (Pawar and Spence 2003). “I don’t need to tell
you why I am here today. You already know. I can tell that you can hear my thoughts. Tell me
what I am thinking right now.”

11.8 Disorganized Behaviors

Patients presenting with disordered thoughts may be unable to care for themselves depending on the
severity of the symptoms, although disorganized behaviors can be as impairing to a patient as a disor-
der in thoughts. Disorganized behaviors can be exhibited in the setting in simple ways, such as dress-
ing oddly or engaging in behaviors in public that are only socially acceptable to perform in private.

Jane, a 24-year-old female, arrives to the emergency department during a hot August after-
noon dressed in multiple layers of clothing including a long sleeve shirt, a hooded sweater, a formal
vest, and ski jacket, wearing a single glove on one hand that she refers to as her “magic hand,” and
a head scarf. It is important to recognize cultural variations in what is considered to be socially
appropriate dress styles.

What is considered normal in one culture may be considered bizarre or abnormal in another.
Hence, making a diagnosis on a patient’s appearance in and of itself should not occur. The context
of where the dress style occurs should also be take into consideration. Jane’s described apparel
would have appeared more normal in the context of a cold wintry day versus the hot August after-
noon when she arrived at the ED. Even the era of when certain dress styles or fads occur is impor-
tant to consider. Take the ever-increasing popularity of body piercing and tattooing in today’s
mainstream culture. A few decades ago, the act of piercing one’s navel, lip, or nose may have been
considered odd or grotesque. Nowadays, this act is considered by many to be hip and even sexy.

Just as dress style should not be used separately to categorize a patient as being bizarre or
psychotic, behaviors that are executed in public versus private settings also need to be examined
from a multifactorial stance. Take, for example, the behavior of public affection, including acts of
hugging and kissing. Open displays of affection in public vary depending on the culture in which
you find yourself. In some cultures, any public displays of affection may be considered taboo or
abnormal, while in others, it may be a normal occurrence (Public Display of Affection 2016). Even
the era during which the behavior occurs will have an impact on how deviant or normal it appears
to be to others in the mainstream population.

Returning to the example of public affection, if a couple were to be observed engaging in
open-mouth kissing and hugging in a public area, this behavior would be considered to be more
socially acceptable and normal based on today’s standards compared with a few decades ago, when
it would have been frowned upon. In reality, most behaviors that a patient with true psychosis
may engage in would be considered bizarre and abnormal by most people during the time or era
in which they occur.

Behaviors such as running or walking in the middle of a street naked while screaming out
loud or masturbating in public places are clear examples of these. But even these behaviors can
be explained in other ways besides psychosis. Perhaps the person running naked down the street
screaming is involved in a streaking exhibition as part of a fraternity hazing event. The person
masturbating in public may be engaged in an act of voyeurism versus experiencing a psychotic
break or does not have the mental capacity to know the difference between socially acceptable and
unacceptable behaviors, such as is the case with severely developmentally delayed persons.
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Perseveration occurs when the same activity is repeated by a patient over and over (Grinnell,
Perseveration 2016b; Yang et al. 2011). Julie, a young adult Asian female, is asked, “What is
the current year?” “It is close to the beginning of the start of the year.” When asked, “What is
the current month?” “It is close to the beginning of the start of the year.” When asked, “What
is the current day?” “It is close to the beginning of the start of the year.” The perseveration can
occur in verbal expression, as shown in the previous example, or in physical movements.

Echopraxia occurs when the patient repeats exactly what someone else has done. The word is a
combination of the Greek word echo meaning sound and praxis meaning action. This behavior is
considered to be a normal response in young children, prior to the age of 5, in which the actions
of older individuals will be repeated by the child in order to learn new, vital behaviors that may be
important for normal social and physical development (Ganos et al. 2012).

In patients with schizophrenia or other psychotic disorders, the act of repeating an observed
behavior has no true practical function given the context in which repeating the observed act
occurs. In one case study (Hay 1955), a patient with schizophrenia was observed engaging in
echopraxia in response to material they observed on television.

Patients with pervasive developmental disorders, such as autism, may also commonly exhibit
echopraxia or echolalia. Sam watches the psychia