
• 
PSYCHIATRIC EMERGENCIES 

Psychiatric emergency is a condition where in the patient has 

disturbances of thought, affect, and psychomotor activity leading to a threat to 

his existence or threat to his existence or threat to the people in the 

environment[homicide]. 

This condition needs immediate intervention to safeguard the 

life of the patient, bring down the anxiety of the family members and enhance 

emotional security to others in the environment. 

TYPES OF PSYCHIATRIC EMERGENCIES 

A psychiatric emergency can be one or more of the 

following:-

1) A new psychiatric disorder with an acute onset. 

2) An organic psychiatric disorder. 

3) A chronic psychiatric disorder with a relapse. 

4) An abnormal response to a stressful situation. 

S) Iatrogenic emergencies. 

*Side-effects or toxicity of the psychiatric medication. 

*psychiatric symptomatology as a side-effect or toxicity of other 

medications. 

6) Alcohol or drug dependence. 

*Withdrawal syndrome 

*Intoxication or overdose 

*complications 

7) Deliberate harm to self or others. 

EXAMINATION 

When faced with a psychiatric emergency, it is often important to 

combine speed with obtaining of 'complete' or 'adequate' information .A 

scheme for the typical emergency psych iatric evaluation is presented here:-



• I) f,SYCHIATRIC HISTORY: It is important to always obtain history from 
both the patient and the informant. Informant may be more coherent 
and may provide relevant information in emergency situations. 

II) 

a) chief complaints: elaborate, with emphasis on dating of onset & 
progression. 

b) Recent life-changes: like any losses [real or imaginary]; any 
physical illnesses. 

c) Level of adjustment: prior to the psychiatric emergency. 
d) Past history: of any physical or psychiatric disorder. 
e) Family history: o any physical or psychiatric disorder. 
f) Drug and alcohol history: prescription drugs, street drugs or 

alcohol dependence or abuse. 
DETAILED GENERAL PHYSICAL AND NEUROLOGICAL EXAMINATION: It 
is essential to rule out [or diagnose] secondary psychiatric disorders, 
with particular emphasis on the presence of any head injury. 

Ill) MENTAL STATUS EXAMINATION : 

*Screen for organicity [most important]. Test for higher mental [or 
cognitive] functions like consciousness, orientation, attention, 
co,ncentration, memory, intelligence, abstract thinking, insight and 
judgement. 

*Brief mental status examination, to diagnose or to rule out any 
psychiatric disorder. 

*Particular emphasis should be placed on the presence of ideas of 
self-harm or suicide, or of harming others. 

INITIAL APPROACH DURING EMERGENCY: 

❖ The initial approach to the patient should be warm, direct 
and concerned. 

❖ A quick evaluation to identify the nature of the condition 
and to institute care on the basis of seriousness is essentia l. 

❖ The emergency staff should have basic knowledge of 
handling psychiatric emergencies. 

❖ Medico legal cases need to be registered separately and 
informed to the concerned officer. 



• ❖ Hospital security must be adequate to cont rol violent and 
dangerous patients. 

❖ History and clinical findings should be recorded clearly in 
the emergency file . 

❖ Patient's condition and plans of management should be 
explained in simple language to the patient and family 
members. 

COMMON PSYCHIATRIC EMERGENCIES 

SUICIDE 

In psychiatry, a suicidal attempt is considered to be one of the 
most common emergencies. Suicide is a type of deliberate self-harm [DSM] 
and is defined as an intentional human act of killing oneself. 

INCIDENCE 

Suicide is among the top 10 causes of death in India and most other 
countries. The rate in men was 12.2\100,000 and in women 9.1\100,000. 
According to the National Crime Records Bureau [NCRB], there were 105,597 
suicides in India in 2000, which means about 300 suicides per day or one 
suicide every 5mins. 

ETIOLOGY 

Psychiatric disorders 
• Major depression 

• Schizophrenia 

• Drug or alcohol abuse 

• Dementia 

• Personality disorder 

Physical disorders 

Patients with incurable or painful physical disorders like, cancer 
and AIDS 

Psychosocial factors 



• • Failure in examination 
• Dowry harassment 

• Marital problems 

• Loss of loved object 

• Isolation and alienation from social groups 
• Financial and occupational difficulties 

Risk factors for suicide 

* Age - Males above 40years and Females above SSyrs 

*Sex-:-

• Men have greater risk of committing suicide 
• Suicide is 3 times more common in men than in women 
• Women have higher rate of attempted suicide 
• Being unmarried, divorced, widowed or separated 
• Having a definite suicidal plan 
• History of previous suicidal attempts 
• Recent losses 

METHODS USED FOR SUICIDE 

In India [NCRB, 2003], the commonest modes of committing 
suicide are ingestion of poison [38.4%] followed by hanging [29.4%], burning 
[about 11%], drowning [about 9%], and jumping in front of a train or another 
vehicle [about 3%]. There were also about 2400'dowry deaths' in a year. Men 
often tend to use more violent methods for suicide as compared with women. 

SUICIDAL TENDENCY IN PSYCHIATRIC WARDS 

Certain psychiatric disorders where the patient may develop 
suicidal tendencies include:-

❖ Major Depression: This is one of the commonest conditions associated 
with a high risk of suicide .Suicide in a major depressive episode is due to 
pervasive and persistent sadness, pessimistic cognitions concerning the 
past, present and future, delusions of guilt, helplessness, hopelessness 
and worthlessness, and derogatory voices urging him to take his life. 



• The risk of suicide is more when the acute phase has passed and the 
characteristic psychomotor retardation has improved. This is so because 
the patient has more energy to carry out his suicidal plans now, though 
he might have been harbouring them for quite some time. 

❖ Schizophrenia: The major risk factors among schizophrenia include the 
presence of associated depression, young age and high levels of 
premorbid functioning. People in this risk group are more likely to 
realize the devastating significance of their illness more than other 
groups of schizophrenic patients do, and see suicide as a reasonable 
alternative. 

❖ Mania: Manic patients may occasionally commit suicide. This is usually 
the result of grandiose ideation. The patient may believe that he is a 
great person, or wish to prove his supernatural powers. With this intent 
in mind, he may carry out some dangerous activity that cost him his life. 

❖ Drug or alcohol abuse: Suicide among alcoholics can be due to 
depression in the withdrawal phase. Also, the loss of friends and family, 
self-respect, status and a general realization of the havoc alcohol has 
created in his life can cause the individual to wish to die. 

❖ Personality disorder: Individuals with histrionic and borderline traits may 
occasionally attempt suicide. 

❖ Organic conditions: Conditions such as delirium and dementia due to 
changes of mood like anxiety and depression may also induce suicidal 
tendency. 

MANAGEMENT 

*Be aware of certain signs which may indicate that the individual may 
commit suicide such as;-

o Suicidal threat 

o Writing farewell letters 

o Giving away treasured articles 
o Making a will 

o Closing bank accounts 

o Appearing peaceful and happy after a long 
period of depression 



• 
VIOLENT OR AGGRESSIVE BEHAVIOUR OR EXCITEMENT 

Excitement is a common 

reason for a referral to a emergency psychiatric setting. Although, a large 

majority of the psychiatric patients are not dangerously violent, some patients 

can indeed be aggressive especially during the acute phase of the illness. 

Excitement is a severe form of aggressiveness. During this stage, 

patient will be irrational, uncooperative, delusional and assaultive. 

ETIOLOGY 

Some common causes of excited behaviour are listed below:-

1) Organic psychiatric disorders 

• Delirium 

• Dementia 

• Wernick-korsakoff's psychosis 

2) Non-organic psychiatric disorders 

• Schizophrenia and other psychosis 

- Schizophreniform psychosis 

- Catatonic schizophrenia 

- Paranoid schizophrenia 

- Acute psychotic disorder 

• Mania 

Although excitement is common, violence occurs usually 

only when the patient is prevented from engaging in his 

activities, or when he is irritable. Similarly, patients with 

dysphoric mania or mixed affective states may be occasionally 

present similarly. 

• Depression 

Agitated depression may present with excitement. 

Occasionally aggressive, violent behaviour may occur if the 

patient is irritable and agitated. 

• Drug and alcohol dependence 

- Intoxication 

- Withdrawal syndrome 



• - Co-morbid psychiatric disorders 

• Epilepsy 

o Complex partial seizures 

o Post-ictal confusion 

o Epileptic furor 

• Acute stress reaction 

• Neurotic disorders 

• Panic disorder 

• Agoraphobia with panic attacks 

• Impulsive violent behaviour 

# Borderline personality disorder 

#intermittent explosive disorder 

• Reactive psychosis 

MANAGEMENT 

❖ An excited patient is usually brought tied up with a rope or in chains. 
The first step should be to remove the chains. A large proportion of 
aggression and violence is due to the patient feeling humiliated at 
being tied up in this manner. 

❖ Talk to the patient and see if he responds. Firm and kind approach by 
the nurse is essential. 

❖ Usually sedation is given. Common drugs used are:- diazepam 10-
20mg, IV, haloperidol 10-20mg, chlorpromazine 50-l00mg IM. 

❖ Once the patient is sedated, collect history carefully from relatives; 
rule out the possibility of organic pathology. In particular, check for 
history of convulsions, fever, recent intake of alcohol, fluctuations of 
consciousness. 

❖ Carry out complete physical examination 

❖ Send blood specimens for haemoglobin, total cell count etc. 

❖ Look for evidence of dehydration and malnutrition. If there is severe 
dehydration, IV drip may be started. 

❖ Have less furniture in the room and remove sharp instruments 
I 

ropes, glass items, ties, strings, match boxes etc from the patient's 
vicinity. 



• ❖ Keep environmental stimuli , such as lighting and noise levels to a 
min imum, assign a single room, limit interaction with others. 

❖ Remove hazardous objects and substances; caution t he patient when 
there is possibility of an accident. 

❖ Stay with the patient as hyperactivity increases to reduce anxiety 
level and foster a feeling of security. 

❖ Redirect violent behaviour with physical outlets such as exercise, 
outdoor activities. 

❖ Encourage the patient to 'talk out' his aggressive feelings, rather than 
acting them out. 

❖ If the patient is not calmed by taking down and refuses medication, 
restraints may become necessary. 

❖ Following application of restraints, observe patient every 15mins to 
ensure that nutritional and elimination needs are met. Also observe 
for any numbness, tingling or cyanosis in the extremities. It is 
important to choose the least restrictive alternative as far as possible 
for these patients. 

❖ Guidelines for self-protection when handling an aggressive patient. 
• Never see a potentially violent person alone. 
• Keep a comfortable distance away from the patient. 
■ Be prepared to move, a violent patient can strike out 

suddenly. 
■ Maintain a clear exit route for both the staff and 

patient. 
■ Be sure that the patient has no weapon in his 

possession before approaching him. 
■ If the patient is having a weapon, ask him to keep it 

on a table or floor rather than fighting with him to 
take it away. 

■ Keep something like a pillow, mattress or blanket 
wrapped around arm between you and the weapon. 

■ Distract the patient momentarily to remove the 
weapon. 

■ Administer prescribed antipsychotic drugs. 



• PANIC ATTACKS 

Episodes of acute anxiety and panic can occur as a part of 
psychiatric or neurotic illness. The patient will experience palpitations, 
sweating, tremors, and feelings of choking, chest pain, nausea, abdominal 
distress, and fear of dying, paresthesias, chills or hot flushes. 

MANAGEMENT 

• Identify the causes. 

• Diazepam 10mg or Lorazepam 2mg may be administered. 

CATATONIC STUPOR 

Stupor is a common condition which presents at the emergency 
services. Stupor is defined as a clinical syndrome of akinesis and mutism, but 
with the relative preservation of conscious awareness. Stupor is often 
associated with catatonic signs and symptoms. The various catatonic signs 
include:-

• Mutism 

• Negativism 

• Stupor 

• Ambitendency 

• Echolalia 

• Echopraxia 

• Posturing 

• Mannerisms 

• Stereotypes 

ETIOLOGY 

A wide variety of disorders can cause catatonic stupor:-

1) Neurological disorders 
• Post-encephalitic parkinsonism 

• Limbic encephalitis 
• Surgical procedures on basal ganglia 



• 
• Neoplasm's in diencephalon, frontal lobe and limbic 

system 

• Sub acute sclerosing pan encephalitis 

• Post -ict al confusion 

• Subdural hematoma 

• Cerebral malaria 

• Cortical venous thrombosis 

2) Systemic and metabolic disorders 

*Diabetic ketoacidosis 

*Hyper parathyroidism 

*Pellagra 

*Hepatic encephalopathy 

*Systemic lupus erythematosis 

*Membranous glomerulonephritis 

3) Drugs and poisoning 

❖ Organic alkaloids 

❖ Antipsychotics 

❖ ACTH 

❖ Aspirin 

❖ Illuminating gas 

❖ Ethyl alcohol 

❖ Levodopa 

❖ Disulfiram 

❖ Co poisoning 

❖ Lithium toxicity 

❖ Phencyclid ine 

4) Psychiatric disorders 

*Catatonic schizophrenia 

*Depressive stupor 

*Manic stupor 

*Periodic catatonia 

*Conversion and dissociative disorder 

* Reactive psychosis 

* During hypnosis 



• MANAGEMENT 

• Ensure the patency of airway, and provide ventilator 
support with oxygen [for possible hypoxia] 

• Check cardiac rhythm and stabilize it. 
• Maintain circulation, insert IV line and administer 

fluids. 

• Draw blood and CSF for investigations before 
instituting any treatment. 

• 50ml of 50% dextrose [2ml/kg body wt for a child] 
should be given IV [for possible hypoglycaemia] 

• Administer 

• Naloxone 0.4mg IV, if morphine poisoning is 
suspected 

• Physostigmine 1-2mg IV, if anticholinergic 
poisoning is suspected. 

• Hydrocortisone 100mg IV,[if wernick's 
encephalopathy or delirium tremens is 
suspected] 

• L-Thyroxine 200-S00ug IV, if myxedemic 
coma is suspected . 

HYSTERIA 

Hysteria is "a somatoform and 
conversion disorder in which repressed inner conflicts are consciously 
converted or transformed into physical symptoms without organic basis" -
Bimala kapoor. 

INCIDENCE 

*Peak between 20-30yrs, may continue for years. 

*Common in unmarried, widowed and divorced. 

*Women will exhibit more than in men. 

ETIOLOGY 

• Deprived or abnormal parent child relationship 



• ❖ Somnambulism 

❖ Amnesia 

❖ Multiple personality 

❖ Repressed conflicts 

C) BEHAVIOURAL MANIFESTATIONS 

*Subtle behaviour 

*Low self-esteem 

*self dramatization 

*Impulsive behaviour 

* Attention seeking tendency 

*Self-centred approach 

*Suggestible and child like behaviour 

D} HYSTERICAL FITS/PSEUDO-SEIZURES 

Characterized convulsive movements and partial loss of 

consciousness:- aura will be unusual, purposive body movements: 20-80 

seconds, partial amnesia, never occurs during sleep, occurs in safe places, 

absence of post-ictal confusion and neurological symptoms. 

MANAGEMENT 

❖ Hysterical fit must be distinguished from epileptic fits 

❖ As hysterical symptoms can cause panic among relatives, explain to 

the relatives the psychological nature of symptoms. Reassure that no 

harm would come to the patient. 

❖ Provide comfortable environment. 

❖ Do not give concentration for physical symptoms. 

❖ Help the client realize the meaning of symptoms, and help him find 

alternative ways of coping with stress. 

❖ Suggestion therapy with IV Pentothal may be helpful in some cases. 

❖ Provide supportive psychotherapy 

❖ Assist the client to take independent decisions and to identify his 

roles and responsibilities. 



• 
• Dissatisfied environment in childhood 

• Broken families 

• Hysterical personality, e.g. dramatizing, exhibiting, attention seeking, 

immature, shallow and superficial emotional relationship. 

• Maladaptive environmental factors. 

• Significant psychological distress. 

• Prolonged physical illness or head injury. 

• Impaired social and occupational functioning. 

• Excessive medical help seeking behaviour. 

SYMPTOMS 

A) SYMPTOMS OF CONVERSION DISOR~~f _
1
_
0 

~ ve_ tM'I ~ c.y 
1) Motor symptoms:- e.g.akinesia = ~noplegia, quadriplegia etc, 

hyperkinesias - tremors, cramps, convulsions etc, mutism and muscular 

weakness. 

2) Sensory symptoms 

* Anaesthesia, hypothesia, pa raesthesia. 

*Sensation related to touch, pain, temperature will be affected. 

*Blindness 

*Deafness 

*Analgesia or diminished ability to feel pain. 

3) Visceral symptoms 

*Nausea, vomiting, choking sensation, hiccoughs. 

*Feeling of lumps in the throat 

*Dyspnoea, dysphagia 

*Aphonia 

* Anorexia nervosa 

B) SYMPTOMS OF DISSOCIATION 

❖ Anxiety 

❖ Desire to escape from stress 

❖ Guiltiness 



• 
OTHER PSYCHIATRIC EMERGENCIES 

TRANSIENT SITUATIONAL DISTURBANCES 

These are characterized by disturbed feelings and 
behaviour occurring due to overwhelming external stimuli. 

MANAGEMENT 

• Reassurance 

• Mild sedation if necessary 

• Allowing the client to ventilate his/her feelings 

• Counselling by an understanding therapist. 

DELIRIUM TREMENS 

Delirium Tremens is an acute condition resulting 
from withdrawal of alcohol. It usually occurs within 2-4 days of complete or 
significant abstinence from heavy alcohol drinking. The course is short, with 
recovery occurring within 3-7 days. It is characterized by: 

❖ A dramatic and rapidly changing picture of disordered mental 
activity, with clouding of consciousness and disorientation in 

time and place. 

❖ Poor attention span. 

❖ Vivid visual and tactile hallucinations. 
❖ Severe psychomotor agitation, shouting and evident fear. 

❖ Grossly tremulous hands. 
❖ Autonomic disturbances such as sweating, fever, tachycardia, 

raised BP and papillary .dilatation 

❖ Dehydration with electrolyte imbalances 

❖ Insomnia 
❖ Blood tests reveal leukocytosis and impaired liver function 

MANAGEMENT 

■ Keep the patient in a quiet and safe environment. 
■ Sedation is usually given with diazepam 10mg or lorazepam 4mg, 

IV followed by oral administration. 



• • Maintain fluid and electrolyte balance. 
• Reassure patient and family. 

EPILEPTIC FUROR 

Following epileptic attack, patient may behave in a strange manner and become excited and violent. 

MANAGEMENT 

• Sedation:- lnj.Diazepam 10mg IV followed by oral anticonvulsants 
• Haloperidol lOmg IV helps to reduce psychotic behaviour. 

ACUTE DRUG-INDUCED EXTRAPYRAMIDAL SYNDROME 

Antipsychotics can cause a variety of movement-related side
effects collectively known as extra pyramidal Syndrome [EPS]. Neuroleptic 
malignant syndrome is rare but most serious of these symptoms and occurs in 
a small minority of patients taking neuroleptics, especially high-potency 
compounds. 

MANAGEMENT 

The drug should be stopped immediately. Treatment is symptomatic 
and includes cooling the patient, maintaining fluid and electrolyte balance and 
treating intercurrent infections. Diazepam can be used for muscle stiffness. 
Dantrolene, a drug used to treat malignant hyperthermia, bromocriptine, 
amantadine and L-dopa have been used. 

DRUG TOXICITY 

Drug over-dosage may be accidental or suicidal. In 
either case all attempts must be made to find out the drug consumed. A 
detailed history should be collected and symptomatic treatment instituted. 

A common case of drug poisoning is lithium toxicity. The 
symptoms include drowsiness, vomiting, abdominal pain, confusion, blurred 
vision, acute circulatory failure, stupor, coma, generalized convulsions, oliguria 
and death. 

MANAGEMENT 



• • Administer oxygen. 
• Start IV line. 

■ Assess for cardiac arrhyth . ■ m1as. 
Refer for haemodialysis 

■ Administer anticonvulsants 

VICTIMS OF DISASTER 

Victims of disaster are eo le unexpected, overwhelming t . . P P ,. who have survived a sudden 

'
·t . s ress. This 1s beyond no 11 ' ' e, hke in an earthquak fl d . rma Y what is expected in e, oo , nots and terroris A numbness and confusion a m. nger, frustration, guilt, re common features in these people. 
MANAGEMENT 

•!• Treatment for life threatening physical problems. 
•!• Critical incident Debriefing [CID] is a special technique, which is used 

to lessen the discomfort of the disaster victims. 
•!• CID includes 5 phases:- Fact, thought, reaction, teaching and re

entry. 

• In the fact phase, each participant is involved to share 
his/her perception of the incident. The group members 
describe the incident, new information and pieces of 
information are integrated into a more understandable 
whole. 

■ In the thought phase, builds on the information by asking 
participants to reflect the incident and to share what they 
were feeling personally during different times of the crisis. 

■ In the reaction phase, participants are asked to evaluate the 
impact of the emotional aspects of the incident. Participants 
discuss stress related symptoms they had during the 
incident or are experiencing currently. 

■ The teaching phase focuses on specific cognitive, emotional 
and spiritual strategies to reduce stress and ways to 
enhance group support. 



• ■ In the final re-entry phase, the facilitator encourages 
questions and summarizes the process. Finally individuals 
are referred to further counselling if needed. 

• Group therapy. 

• Teach coping strategies to avoid the development of the 
crises. 

RAPE VICTIM 

Rape is a perpetuation of an act of sexual 
intercourse with a female against her will and consent. 

SIGNS AND SYMPTOMS 

Acute disorganization characterized by self blame, fear of being 
killed, feeling of degradation, and loss of self-esteem, feelings of 
depersonalization, recurrent intrusive thoughts, anxiety and depression are 
commonly seen. Long term psychological effects like post traumatic stress 
disorder [PTSD] can occur in some cases. 

MANAGEMENT 

❖ Be supportive, reassuring and non-judgmental. 
❖ Physical examination for any injuries. 
❖ Give morning after pill to prevent possible pregnancy. 
❖ Send samples for STD and HIV infection. 
❖ Explain to the patient the possibility of PTSD, sexual problems like 

vaginismus and anorgasmia which may appear later. 

NURSING MANAGEMENT 

NURSING DIAGNOSES: 

• Risk for suicide related to feelings of hopelessness and desperation 

evidenced by suicidal attempts. 

H I I ted to absence of support systems and perception of • ope essness re a 
· f · urity worthlessness evidenced by feelings O msec 

• High risk for self-directed violence or at others related to feelings of 
desperation evidenced by self-destructiye behaviour. 


