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Abstract

Psychiatric emergencies are conditions of acute disturbance of thought, behaviour, affect or
psychomotor activity, demanding urgent interventions. They mostly include attempted suicide, severe
depression, psychosis, substance abuse, violence or other rapid changes in behaviour. The initial
assessment should include a thorough history collection and a general physical examination with a
lab screening, to rule out any underlying medical cause, as well as providing a secure environment

for both the patient and healthcare workers.
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13.1. Introduction

A psychiatric emergency is an acute onset of severe psychopathological symptoms, such as thought,
affect and motor disturbances, requiring rapid diagnostic and therapeutic interventions in order to
minimize risks for the patient, and bystanders too.

Up to 50% of patients presenting with a psychiatric emergencies have a coexisting medical disease.
Thus, medical screening with physical examination, neurological examination and laboratory tests is
mandatory in order to identify any physical conditions, which would be the cause or a precipitating

factor to the psychiatric emergency itself.
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About 6% to 25% of all emergency department (ED) access are due psychiatric emergencies, with or

without concomitant physical conditions.

13.2. Assessment

Psychiatric and medical history

The clinical interview with complete clinical history collection is fundamental and it could be
integrated indirectly by interviewing also the caregivers or bystanders present at the onset of the
current acute symptoms. In the ED, a specific requirement for the psychiatric consultant is to gather
information thoroughly and concisely. The main aims of emergency evaluation of a psychiatric
patient would be assessing the need of hospitalization and relieving the acute distress. In a second
moment, when the emergency is passed, there will be time to investigate furtherly in the ward or in
the outpatient clinic setting.

Physical Examination
Priority is to ensure stabilization of vital signs (airways, breathing and circulation). A complete

physical examination, including neurologic examination, should be performed on all patients.

Physical symptoms may indicate an organic cause, including infections, endocrine abnormalities,
autoimmune dysfunction, central nervous system disease, substance intoxications or withdrawals.
Prompt assessment and correction of physical disorders generally relieves psychiatric symptoms.

Here we describe a few and frequent examples:

- Hypoxia and hypotension can manifest with agitation, disorientation, numbness

- Hypertension or hypertensive crisis can present with psychomotor agitation or anxiety

- Tachycardia can be associated with agitation or acute anxiety, but also could be a symptom
of an underlying medical disorder like infectious state with fever, intoxication, withdrawal,

cardiac disease

The neurologic examination should involve a general assessment of orientation (in space, time, and
autobiographical clues), memory, cranial nerves, language, motor system and reflexes, cerebellar
function. If any focal neurologic deficit emerges, the patient must undergo further tests to examine
acute neurologic causes of their presentation (for example stroke, encephalitis/meningitis, nerve
palsy, faints, peripheral motor disorders, neurodegenerative disorders...).

Eventually, atypical features of psychiatric illness (for example visual hallucinations) should suggest

an organic disorder aside from a primary psychiatric illness.



Red flags for a probable organic origin of the acute psychiatric condition:
- Acute onset
- First episode
- Elderly
- Physical comorbidities
- Substance abuse
- Non-auditory hallucinations
- Neurological signs
- Disorientation, loss of memory, difficulty concentrating, apraxia

Routine Laboratory Testing
In order to exclude medical conditions, it is helpful during the evaluation of a patient with a
psychiatric emergency to perform lab tests that include full blood count, metabolic panel, toxicology

screening, thyroid panel, liver and kidney function tests, glucose tests and C-reactive protein.

Neuroimaging

Whenever a patient with acute psychiatric complaints shows also neurologic symptoms, and/or has a
positive history for head trauma, it is recommended to perform a brain imaging to rule out
neurological acute disorders. The fastest imaging technique is computed tomography (CT scan), but

several hospital also perform magnetic resonance imaging (MRI) in acute settings.

Additional Testing

Additional testing in the ED should include EKG in patients with heart concerns (for example
arrhythmia or ischemia). A spinal puncture, to rule out meningitis or encephalitis, if the patients
present with neurological focal signs and fever, leucocytosis, delirium, or altered consciousness. An

EEG should be requested for patients with personal history positive for seizure disorder.

13.3. Classification of emergencies

Conditions requiring a specialistic psychiatric evaluation usually are alternations in mood, though
and behaviour. Such disturbances from normal functioning (referred to a person’s previous state or
regarding the general population “normal” activity) can take place alone or with a various degree of
physical illness. There are in fact many medical disorders and diseases that are accompanied by
anxiety, psychomotor agitation, low mood, hallucination... For example, an acute anxiety crisis can

represent a pure anxiety disorder, but also a heart attack patient is likely to feel anxious; low mood



can be a pivotal symptom in depressive disorders, or it can be a collateral feature of endocrine
disorders or neurological diseases.

Conversely, psychological disorders can manifest with a preeminent physical complaint, and only
later in time the patient will “get in touch” with their mood and thoughts. For example, syncope can
be a manifestation of a pure cardiologic or neurologic disorder, or it can be a conversive disorder
symptom. Low appetite can be due to cancer, or to depressive disorder. Lastly, there are substance
intoxication and withdrawal which manifest with life-threatening alterations in consciousness and
vital signs, being a medical emergency, but substance abuse disorders are a big issue in psychiatric
care settings.

13.3.1. Anxiety Disorders

Among anxiety disorders, Panic Disorder is the most frequently encountered in emergency care

settings, requiring a prompt and clear differential diagnosis with other serious physical pathologies.
Assessment

The patient refers to the emergency department worried that the symptoms presented (palpitations,
pain in the chest or arm) indicate a serious disease, statically a heart attack or a stroke are the mostly
reported. When a panic attack comes, a vicious circle is created in which anxiety causes
hyperventilation that produces alarming somatic symptoms, which in turn sustain the fear of
tremendous physical illnesses, making the subject overwhelmed and worsening hyperventilation, and
SO on.

Having ruled out any physical condition, panic attack is a diagnosis of exclusion.

An attack lasts generally 10 to 30 minutes, so the healthcare professional is often confronted with
“post panic attack anxiety” characterized by a state of serious concern and profound asthenia. An
acute anxiety crisis can be quite similar to a panic attack, but it usually lasts longer and symptoms
mitigate more softly. In both cases, if post-acute mental and physical distress are particularly high,
pharmacological intervention can be offered.

Later, it is extremely important not to dismiss the patient's symptoms but calmly explain the patient
the psychogenic origin of the distress and to provide them with information regarding panic and
anxiety disorders, potential treatment and prognosis (highlighting that is highly favourable in most

cases) and addressing them to speciality setting.
Differential diagnosis

* Myocardial infarction



* Pulmonary embolism
* Acute surgical disease
* Hyperthyroidism

* Pheochromocytoma
 Hypoglycaemia

* Diabetic ketoacidosis
* Cushing's syndrome

» Hypocalcaemia

* Encephalopathies

» Asthmatic disorders

Management and treatment

Immediate treatment for a panic attack relies on short-peak and half-life benzodiazepines (e.g.
alprazolam) by mouth (both drops and tablets are available). If post-acute anxiety is particularly high,
immediate pharmacological intervention mid-long half-life benzodiazepines (e.g. delorazepam) may
be necessary, by mouth or in some cases it is preferable to administer them parenterally which is more

effective.

13.3.2. Mood Disorders

DEPRESSION

Depressed patients can present to the emergency department or be referred by the GP or a relative in
diverse acute situations: suicidal thoughts or attempts, delusionary thoughts or disorganized
behaviour, alarming changes in nutritional status up to cachexia. Usually, these are specifiers of

severity of the depressive episode and hospitalization is required.
Assessment

The presence of thoughts about death is quite common in depressed patients: it is fundamental to
assess suicidal ideation during the clinical interview, to investigate the issue with the patient, and
evaluate the presence of other risk factors, in order to establish the best preventive strategy.

Delusions and hallucinations in depressive episodes are usually mood-congruent, but they can be
incongruent and associated with dysphoric and irritable mood, which make the patient at greater risk

of impulsive and potentially self-damaging behaviour. Disorganized behaviour in depressed patients



can be another psychotic-spectrum symptom or a manifestation of pseudodementia, together with
confusion, difficulties in memory and disorientation.

Another pivotal area that is affected is neurovegetative system, so that a depressed patient typically
loses appetite and the sense of thirst. Another case is that they starve due to lack of driving force to
cook and eat at minimum suffice or due to delusions or hallucinations. Depression frequently is
accompanied by drastic weight loss and dehydration: fluid and electrolyte imbalances can figure a
medical emergency, especially in elderly patients or in those with physical comorbidities. In all these
cases, a complete lab testing is helpful to assess the severity of physical compromission and necessity
of supplementation.

Management and treatment

As stated above, depressive episode emergencies typically require hospitalization to address the acute
distress, monitor and optimize the pharmacotherapy and evaluate further medical interventions as
needed.

In case of suicidal ideation, pharmacological interventions include lithium salts as first choice, or
other anti-impulsive agents if impulse dyscontrol is extended to many areas, such as substances or
behaviours, and lithium id contraindicated: the most frequently administered are valproate,
aripiprazole, carbamazepine.

Treatment of psychotic features requires antipsychotic agents, being the fastest and more effective
haloperidol, but it easily causes extrapyramidal adverse effects. For this reason, second generation

antipsychotics are usually preferred.

MANIA
Manic patients are often agitated and not cooperative as they frequently have poor insight.
Assessment

Typical symptoms are elated mood with or without irritability, racing thoughts and speech, insomnia,
hyperactivity and higher risk of aggressive behaviour; psychotic symptoms such as delusions of

grandeur or persecution can also be present.
Differential diagnosis

Clinical cases resembling a manic state can be mainly due to must be stimulants intoxication, alcohol

withdrawal, steroids induced-mania, neuro-degenerative disorders. It is fundamental to review the



psychiatric and general medical history of the patient, to evaluate the presence of previous mood

episodes, the consumption of drugs and substances, the presence of other medical comorbidities.
Management and treatment

Managing mania can be challenging, because of the lack of insight of the patient and the high levels
of agitation and risk of aggressive behaviour. Pharmacological interventions include sedative and
hypnotic, antipsychotic and mood stabilizing medications and, in some cases, compulsory

hospitalization and treatment may be necessary.
13.3.3. Acute Psychosis

An acute psychotic episode is a sudden manifestation of perceptual alterations (typically auditory
hallucinations), thought alterations (e.g. persecutory delusions), insomnia, so that agitation,
behavioural abnormalities and the risk of aggressive behaviour put the patient in need of medical
treatment, whether they are aware or not of their disorder. Patients experiencing an acute psychotic
episode may present in the clinics of the general practitioner, in an emergency department or in the
psychiatric facilities. The serious distortions of the judgment of reality, the alterations in the state of
consciousness, and the emotional involvement compromise the reliability of the information provided
by these patients. Therefore, the collection of anamnestic data needs the intervention of additional

figures (e.g. family, friends, neighbours, colleagues).
Assessment

It is important to identify possible triggers and precipitating factors, in particular external stressors,
the use of recreational drugs, concomitant medical conditions, and adherence to psychotropic
medication already in use. Moreover, additional information need to be gathered: previous
psychopathological episodes, premorbid personality, social and occupational adaptation, prodromal
symptoms, modalities of onset and the evolution of psychotic manifestations , the presence of

psychiatric or neurological diseases in the family.
Differential diagnosis
All these information will lead the clinician to orientate between two big and discrete chapters:

e Primary Psychotic Disorders: Schizophrenia, Schizoaffective disturbance, Brief Psychotic
Disorder, Major depression with psychotic features, Mania with psychotic features;
e Secondary Psychotic Disorders: psychotic disorder derived from a general medical condition

and Substance-induced psychotic disorder.



Management and treatment

The alternative that arises is that between hospitalization, either voluntary or forced, and outpatients’
clinics. The severity of the productive symptomatology is not always a sufficient reason to decide on
hospitalization. On the contrary, the presence of psychomotor arrest or severe agitation, especially if
accompanied by aggressive behaviours, marked confusion or the suspicion of an underlying medical
condition should lead to hospitalization. Similarly, an unfavourable familial and social environment
with misunderstandings, conflicts, lack of an adequate caregiver represent further elements in favour
of hospitalization. In some cases, hospitalization is conducted without the patient’s consent, if clinical
conditions require so.

Pharmacological treatments include sedative, hypnotics and antipsychotics. In case of acute agitation,
intravenous benzodiazepines (e.g. delorazepam) and antipsychotics — either via oral (e.g. haloperidol,
clotiapine) or intramuscular (e.g. aripirazole, clotiapine, olanzapine...) administration. When a
psychotic disorder is likely to be secondary, it is fundamental to seek and treat the underlying

condition.

13.3.4. Psychiatric emergencies due to acute intoxications or withdrawal

Urgent clinical conditions (intoxication and withdrawal) can be associated with illicit drugs (opioids,
cocaine, stimulants), alcohol or medications (benzodiazepines, antidepressants, antipsychotics, mood
stabilizers).

These topics are discussed in the specific chapters.

The aim of emergency intervention is to quickly stabilize the patient's clinical condition and
determine the most appropriate treatment. It is a priority to identify the substance, the route of
administration, the quantity, the time passed since the intake, the time of symptom onset.

The purpose of acute drug therapy is to treat the state of intoxication or withdrawal as well as any
psychiatric comorbidity.

Assessment

Whenever a patient comes declaring a positive history for drug abuse or the clinical suspicion is high,
a toxicological screen and blood alcohol concentration test must be prescribed. Not all hospitals are
equipped for dosing medications, in case the best option is to ask the consultation of a clinical

pharmacologist or the local poison and drug information service.

Management and treatment



It is fundamental to stabilize vital signs, assure adequate hydration and nutritional support.
Withdrawal can be managed with intravenous benzodiazepines (e.g. lorazepam, delorazepam), if

agitation or hallucinations are present haloperidol can be added.

13.3.5. Personality Disorders

Personality disorders are “persistent patterns of internal and behavioural experiences that differ or
deviate from the expected social and cultural norms causing disruption and distress leading to
difficulties in daily functioning” (DSM 5, APA). They typically have onset in adolescence or early
adulthood and model the overall functioning of the person throughout all their life. Personality
disorders are relatively common: general population prevalence is about 10%, but rates peak up to
25% of primary care patients and 50% of psychiatric outpatients. These patients frequently seek
healthcare services intervention and recurrently refer to emergency departments.

The specific disturbs are described in Personality Disorders chapter.
Assessment

In acute settings, the most frequently personality disorders encountered are cluster B Personality
Disorder (Borderline, Narcissistic, Histrionic, and Antisocial) due to abrupt emotional dysregulation
episodes and tendency to hetero- and self-aggressive behaviour. The risk of violent acts is greater in
case of comorbid substance abuse, history of childhood abuse, personal and family history of
violence.

The principal and most dangerous reason for emergency department referral is an episode of self-
harm or suicidal behaviour. Such behaviours can be sustained by categorical suicidal ideation or have
demonstrative purposes towards family or friends.

The clinical interview in acute settings should be focused on clarify the presence of stressors or
triggers for the present distress, assess the presence of mood and thought disturbances, assess suicidal
ideation and verify the presence of protective factors against future suicidal conducts, run laboratory

and toxicological screening exams to rule out substance intoxication.

Management and treatment

Based on the reason of referral, healthcare workers should assess vital signs, treat eventual
intoxication, and administer drugs to reduce anxiety or angst: for this purpose, benzodiazepines are
first choice drugs, orally or intravenously (e.g. delorazepam, lorazepam).

In case of main mood disturbances, persistent suicidal ideation, absence of a supportive socio-familial

network, hospitalization should be proposed to the patient.



13.3.6. Psychomotor agitation

When a patient suffering from a physical or mental pathology changes their level of consciousness,
have gross distortion of the judgment of reality, agitation, disorganized gestures up to aggressiveness
towards objects or people, so that they express the imminent risk of disorganized or violent behaviour,
family members, friends, neighbours other specialty colleagues frequently ask a psychiatric
consultation.

Differential diagnosis

e Substance intoxication: one of the most frequent is alcohol intoxication: the typical evolution
starts from disinhibition and euphoria; then the person total loses judgment capacity, with
impulsive and hetero- and self-aggressive acts, road accidents, various injuries and trauma;
then, the subject presents mood depression, and impulsive suicidal behaviour is not rare

e Substance withdrawal: especially from alcohol. At the first stages of delirium tremens there
are severe alteration of consciousness or cognitive abilities

e Delirium induced by substances: alcohol, anxiolytics, corticosteroids, atropine

e Delirium due to medical condition: metabolic disorders, post-ictal states, head trauma, focal
lesions

e Mental retardation

e Dementia: Alzheimer's or vascular type

e Psychotic disorders

e Mood disorders: in particular manic or mixed-mood episodes

e Personality disorders
Risk factors for violent behaviour in agitated patients

e Young age

e Male sex

e Low intellectual, cultural, socio-economic level
e Deviant family environment

e Massive stressful events (childhood abuse)

e Resistance or poor adherence to drug treatment

e A previous history of violent behaviours in the medical history (best probability indicator)

Violence Risk Assessment



The aim of psychiatric emergency consultation is to assess the patient and offer adequate treatment
to reduce agitation. The patient might have been conducted in the ED by a family member, or by

public force: if so, the patient might be even more threatened and agitated.

The assessment concerns the risk of short-term violence based on the available information.
International guidelines on this regard help the clinical team reduce the risk of violence towards
healthcare professionals and bystanders.

First, a quiet and comforting milieu should be assured, and the clinician should approach the patient
calmly and preventing further escalation in psychomotor agitation. There should not be objects that
can be used as a means of aggression, the clinician should keep an adequate distance from the patient
avoiding to exhibit a threatening appearance. Moreover, the clinician should stand near a safe exit
door, it should be easy to call for rapid intervention, if accompanying people increase the agitation
they should be kept away from the room.

Verbal and motor signs that may indicate the possibility of violent behaviours are loud, threatening,
or provocative speech, motor hyperactivity, tension; mydriasis; violent impulses or acts against
objects.

The patient's requests should be discussed directly, paying attention to them in order to try to establish

a collaborative relationship.
Management and treatment

Psychopharmacological therapy can be usefully administered to sedate the agitated patient. A quick
sedating therapy can be proposed, while the routine exams are running.
Once the urgency passes, the specific therapy of the condition can be evaluated and discussed with
the patient.

e Agitation whose cause is unclear: benzodiazepines and antipsychotics

e Acute alcohol or substance intoxication: antipsychotics

e Delirium due to medical condition: therapy for the medical condition

e Alcohol withdrawal: benzodiazepine

e Psychotic disorder, manic phase: antipsychotics

13.3.7. Suicide

Suicide is the result of a complex interaction of psychological, biological, and social factors. The
subject loses the habitual points of reference, feels anguished, frustrated, expresses feelings of

hopelessness and helplessness. The will to die might be ambivalent: rather they would like to live but



their anguish is more unbearable than ever. Up to 10% of suicides are committed by people with
previous psychiatric hospitalization, but the greatest risk is conferred by a psychiatry disorder

diagnosis independent of previous hospitalizations.
The psychiatric pathologies most frequently associated with suicide are:

e Major mood disorders: major depressions and bipolar disorders
e Alcohol abuse

e Schizophrenia

e Borderline Personality Disorders

e Antisocial Personality Disorders

Around 1 million people commit suicide worldwide every year. It is a rare event in children under
the age of 12 and becomes more common after puberty, reaching its peak after the age of 65.

Intense depressive experiences with suicidal ideation can be triggered by bereavement, particularly
the loss of a partner or a very close person; this ideation can be more intense if the loss is accompanied
by conditions of social isolation or dependence on institutions. Other common triggering events can
be the breakdown of interpersonal relationships, separations or divorces, emigration. A typically
younger age phenomenon is the so-called “Werther effect” (from the novel “The sorrows of young
Werther” by W. Goethe): disclosure of suicide through mass media increases the suicide rate for the

immediately following period.

Risk factors for suicidal behaviour

e Male

o Age 45-64

e Anniversaries of particular significance

e Unemployment or financial difficulties

e Mourning, especially for spouse’s loss

e Recent separation or divorce

e Recent arrest or legal troubles

e Family or personal history of suicide, previous suicide attempts, drawing up detailed suicide
plans, taking steps to implement the plan

e Family history of mental disorder

e Depressive episode, especially at major depression onset or in bipolar disorder

¢ Significant motor agitation, restlessness and anxiety with severe insomnia



e Marked feelings of guilt, inadequacy and despair; perception of being a burden to others;
self-denigration; nihilistic delusion

e Delusional ideation with somatic content (fear of being suffering from a serious or lethal
disease) or of ruin

e Personality disorders, especially borderline or antisocial

e A chronic, painful, disabling physical disease, especially in previously healthy patients

e Alcohol or drug abuse especially if recent use has increased

e Use of drugs that can contribute to suicidal behaviours (ex, abruptly stopping paroxetine and
some other antidepressants can cause increased depression and anxiety, which in turn

increase the risk of suicidal behaviours )
Assessment

Suicide is frequently the terminal act of a history of suicidal ideation, often communicated to others
but not adequately considered. Patient management should aim at reducing social risk factors for
suicide.

The physician in suspicion of suicide risk should listen carefully and refrain from any judgment; they
should reconstruct the patient's history and verify the social and family support available to the
patient. It is important to discuss the suicidal ideation with the patient without fear that this could
increase the risk: conversely, it could be of help to explore hopelessness, anhedonia, insomnia,
anxiety and psychomotor agitation, and the patient could feel relief seeing that their profound distress
can be talked about and understood by the clinician. It often happens that the patient at risk of suicide
presents with the following features: pervasive sadness, depressed mood, affirmations like "1 wish |
was dead", "I can't do anything", "I can't go on like this anymore”, "I'm a loser", "Others will be
better off without me". Anyone who threatens to harm or kill themselves, or looks for means (e.g.
firearms, drugs...), or talks about death, which is unusual for such a person, should be considered at
high risk for suicide. Furthermore, a high risk of suicide is associated with feelings of despair,
uncontrollable anger and impulsivity, acting recklessly or risky, seeking revenge, feeling trapped and
without a way out. The risk is also associated with alcohol and drugs consumption; separation from
friendships, family, and social contacts; besides anxiety, agitation and sleep disturbances are always
identifiable in the presence of suicide risk. The individual at risk often reports marked changes in
mood, lacks reasons to live, and cannot identify the meaning of life.

The clinician should focus on the patient’s psychic status and physical examination (especially if
there has been a suicide attempt). The most adopted suicide methods in Europe are hanging,

defenestration, gunshot, and drowning. In the United States, the use of firearms is more common,



given the ease of obtaining guns and rifles in stores. Inhalation of vehicle exhaust gases appears to be
significantly increasing among suicidal methods. Among the para-suicidal methods, on the other
hand, drug overdose (especially benzodiazepines) and, to a much lesser extent, cutting (e.g. at the
height of the wrists) are common self-harm methods.

In the case of suicidal behaviours, the psychiatrist might ask "Why now?" as to explore the latest
vicissitudes that led to the act. Suicidal behaviour is typically one of the most frequent motivation for
hospitalizing a patient: it permits the psychiatrist to observe the patient in a protective environment
preventing further acts, to collect a complete history of the patient, to choose the best pharmacological
and multidisciplinary treatment, to address any drug side effect, and to take time to help the person
rebuild social relationships, or create new ones (e.g. getting in touch with family, friends, partners or
children...).
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