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Presentation Overview

• Participants will:

Recognize
acute

situations
and

symptoms
in case

examples

Understand
the role of the
Preadmission

Screener

Understand
a “best

practice”
response
using a

checklist

Understand
common

causes of a
psychiatric
emergency

Recognize
specific

symptoms
of a

psychiatric
emergency

Recognize
situations

that should
prompt staff
intervention

At the end of this one-hour presentation participants will understand
how to respond to an acute psychiatric emergency in a long term
care work setting.
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What is a Psychiatric Emergency?

Here are some situations
that are potentially life
threatening and require
your immediate and direct
intervention:

A resident develops psychotic symptoms including
delusional thoughts or hallucinations.

A resident develops manic or depressed mood
symptoms.

A resident voices suicidal or homicidal thoughts
with intent to harm self or others.

A resident experiences command hallucinations or
voices telling him to harm self or others.

A resident becomes disorganized, confused, and
disoriented in a matter of hours or days.
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How do we assess for a psychiatric emergency?
Mental Status Assessment
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A systematic
evaluation of a

person’s:

Appearance (neat, clean, disheveled, unkempt, bizarre)

Behavior/Motor Disturbance (agitation, aggression)

Orientation (person, place, time, situation)

Speech (rapid, pressured, slowed, slurred)

Mood/Emotions/Impulse Control

Range of Affect (labile, flat, blunted, full range)

Thought Processes (disorganized, flight of ideas, tangential)

Thought Content (religious delusions, paranoid thoughts)

Sensory Perceptions (auditory, visual, tactile, olfactory gustatory)

Memory (immediate, recent, remote)

Appetite/Sleep

Insight and Judgment
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Symptoms of an Acute Psychiatric Emergency

A resident
becomes
psychotic

What are
delusional
thoughts?

Paranoid

(Believes CIA or FBI is monitoring him)

Religious

(Believes God talks to him through his cardiac pacemaker)

Somatic

(Believes electronic device is implanted in his brain)

Grandiose

(Believes he is president of the U.S.)

What are
hallucinations?

Auditory

(Hearing voices)

Visual

(Seeing things)

Olfactory

(Smelling things)

Gustatory

(Tasting things)

Tactile

(Feeling things on skin)
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Symptoms of an Acute Psychiatric Emergency

6

What is a fixed delusion?

A fixed false belief that is
resistant to reason or actual

fact.

A fixed false belief that is
resistant to reason or actual

fact.

Who develops a fixed
delusion?

People with schizophrenia
and similar diagnoses.

People with schizophrenia
and similar diagnoses.

Is a fixed delusion an acute
psychiatric emergency?

No.No.

Examples:

Resident believes he is a
band member with the

Grateful Dead.

Resident believes he is a
band member with the

Grateful Dead.

Resident believes she has
4000 babies and is pregnant

again.

Resident believes she has
4000 babies and is pregnant

again.

Resident believes she is the
wife of a famous person.

Resident believes she is the
wife of a famous person.

Resident believes he was
abducted by the CIA as a

baby.

Resident believes he was
abducted by the CIA as a

baby.

Resident believes he is
transmitting his thoughts via

radar.

Resident believes he is
transmitting his thoughts via

radar.
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Symptoms of an Acute Psychiatric Emergency

7

A resident
becomes

manic

What is mania?

Inflated self esteem or
grandiosity

Decreased need for sleep

More talkative than usual

Flight of ideas or racing
thoughts

Easily distracted

Increased activity or
psychomotor agitation

Excessive involvement in
pleasurable activities
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Symptoms of an Acute Psychiatric Emergency

A resident
becomes

depressed
What is depression?

Sad, empty, tearful

Diminished interest or pleasure in activities

Sleeping too little or too much

Psychomotor agitation or retardation

Fatigue or loss of energy

Feels worthless or excessive or inappropriate guilt

Poor attention and concentration

Recurrent thoughts of death or suicide
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Symptoms of an Acute Psychiatric Emergency

A resident
wants to kill

himself

What are some
risk factors for

suicide?

Active psychosis (hallucinations, delusions)

Self injurious, reckless, or impulsive behavior

Current alcohol or drug abuse

Presently clinically depressed (hopelessness, anxiety)

Chronic debilitating medical illness with poor pain management

Suffered recent major loss (death, divorce, home)

Isolated from others socially

Thoughts or fantasies about suicide

Unexpectedly giving gifts or giving away personal items

Unexpectedly writing a will or making funeral arrangements
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Symptoms of an Acute Psychiatric Emergency

A resident wants
to kill another

person.

What are some risk
factors for homicide?

Active psychosis (hallucinations, delusions)

Acute manic mood symptoms

Paranoid beliefs that others want to hurt him

Overt anger and hostility toward others

Verbal threats to hurt or kill others

Recent physical aggression toward others

Thoughts or fantasies about killing someone

History physical aggression toward others
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Symptoms of an Acute Psychiatric Emergency

A resident
experiences
command

Hallucinations

What are command
hallucinations?

Auditory hallucinations or voices telling you
to do something.

Acting on the command can be life
threatening.

Sometimes voices tell you to kill yourself or
kill someone else.

Sometimes voices tell you to jump off a
building because you can fly.

Sometime voices tell you to do something
more neutral (e.g., brush your hair).

All command hallucinations should be
taken seriously.

Who might experience
command

hallucinations?

Residents with schizophrenia or
schizoaffective disorder.

Residents with bipolar disorder during
manic or depressed mood phases.

Residents with dementia.

Residents with acute delirium.
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• Delirium is Always an Acute Medical Emergency.

• Symptoms of delirium present in a matter of hours or days.

• Likelihood of developing delirium increases exponentially with age.

• Delirium is an acute, transient (comes and goes), reversible state of
confusion characterized by disorganized speech, thoughts, and
behavior, disorientation, confusion, poor attention and concentration,
sleep disturbance, agitation, hallucinations and other psychotic
symptoms.

What is Delirium?
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Symptoms of an Acute Psychiatric Emergency

DELIRIUM:

A resident becomes
disorganized, confused,
disoriented in a matter of

hours or days.

Disorganized speech –
Change in the way a

resident
communicates

Odd or incoherent sentences

Forgetting words or names or making
up words

Changing topics repeatedly and rapidly

Disorganized behavior
– Change in normal
behavior patterns

Naked in public settings

Wearing costumes or many layers of
clothing

Incontinent or voiding in inappropriate
places

Taking things that do not belong to
them

Wandering into other resident’s rooms
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Symptoms of an Acute Psychiatric Emergency

DELIRIUM:

A resident becomes
disorganized, confused,
disoriented in a matter of

hours or days.

Confusion and
disorientation –

Resident …

Does not recognize well-
known staff or family

Cannot find his
bedroom or the dining

room

Does not know the time,
day, month, year,

season

Does not know the
name of the facility

Does not know the
town, state, country

where he resides

Cannot share his life
history
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Urinary tract infection / dehydration

Polypharmacy adverse interactions

Acute physical illness (blood sugar, blood pressure, thyroid, kidney)

Brain injury, lesions, stroke

Vitamin B12 and folate deficiencies

Sodium and potassium imbalances

HIV/AIDS

Surgical procedures and anesthesia

Psychosocial stressors (family death, social isolation)

Sleep deprivation

Alcohol or drug use or abuse

Lack of sensory stimulation and immobilization

What might cause an acute delirium?
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Drugs commonly associated with delirium

• Over-the-counter preparations
• Laxatives, sleeping aids, antacids, analgesics

• Anticholinergics
• Artane, Benadryl, Cogentin, Symmetrel

• Anti-Parkinsons
• Levodopa, Carbidopa

• Anxiolytics – sedatives – hypnotics
• Ativan, Klonopin, Ambien

• Histamine-2 receptor blockers
• Tagament, Zantac

• Narcotic analgesics
• Demerol, Dilaudid, Fentanyl, OxyContin, Percocet, Vicodin
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What is Dementia?
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:

The development of multiple
cognitive deficits manifested by

both

memory impairment (impaired
ability to learn new information or

to recall previously learned
information)

one (or more) of the following
cognitive disturbances:

Aphasia

(language disturbance)

Apraxia

(impaired motor functions)

Agnosia

(failure to recognize or identify
objects)

Disturbance in executive
functioning

(planning, organizing, sequencing,
abstracting)
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What is Dementia?

Associated
Features

• Learning Problems
• Memory Problems
• Dysarthria or Involuntary Movement
• Hypo-activity
• Hyper-activity
• Psychosis
• Depressive Mood
• Sexual Dysfunction
• Sexually Deviant Behavior
• Odd or Eccentric or Suspicious Personality
• Anxious or Fearful or Dependent Personality
• Dramatic or Erratic or Antisocial Personality
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Psychiatric Emergency Checklist

Checklists can be helpful in managing both complex and simple tasks.

Use of a checklist provides a uniform, appropriate, and effective response to

a psychiatric emergency.

A checklist may be posted in a wellness station where staff have the benefit

of routine exposure and review.

 Following is an example of a psychiatric emergency checklist.
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Psychiatric Emergency Checklist

In the event of an acute psychiatric emergency follow the protocols listed below

to facilitate immediate support:

 Call 911: For immediate emergency support clearly state your address, the problem,
the door to enter, and stay on the phone until you are instructed to hang up.

 Clarify whether police support is needed in addition to an ambulance.

 Will the resident go to the ED for medical clearance?

 Will staff have to go before a Magistrate for an Emergency Custody Order?

CSB will inform you
whether they will see
the resident in the ED

or will await ED
notification.

Provide the following:
Name, age, diagnosis,
information regarding

lab work,
mental health history,

steps taken to
mitigate the
emergency.

The nurse or
designated person in

charge will contact the
Community Services

Board (CSB) or
Behavioral Health
Authority (BHA)

(add local number for
Emergency Services).

In quick sequence:
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214/16/2012

Psychiatric Emergency Checklist

This particular code
indicates that there is an
“aggressive resident” and
designated staff will
respond per your facility
training and policy.

Overhead page:

Use your facility’s
emergency response
notification system (e.g.,
“Code Purple, Sunshine
House, Floor 3, Room
1”). Repeat this twice.

Notify your campus
supervisor.

Instruct staff to have “transfer
papers” copied, compiled, and
ready for EMT or police.

Notify the attending physician (list
cell numbers).

Notify the covering psychiatrist
(list cell number).

Notify the administrator (list cell
number).

Notify the
family/guardian/sponsor.

Provide clear descriptions of
observed behaviors to EMT or
police.

As time and safety
allows make
notifications.

Next step is to manage the acute emergency safely.
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In the event the resident reports suicide ideation or is
attempting to elope, the following shall be implemented

until the safety of the resident is facilitated:

Designated staff will provide one-on-one
supervision.

Do not leave the resident alone.

One-on-one supervision may be described as
always having the individual in one’s sight.

Secure the area for the safety of other residents.

If the resident in crisis is loud or at risk of
becoming aggressive, quietly ask the other

residents to move to another area.

Reassure those present that the situation is
being handled and engage them in other tasks.
Provide a “debriefing” session as necessary,

while being mindful of confidentiality.

Psychiatric Emergency Checklist
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Upon resolution of the
emergency (the resident
is transported off-site or
another alternative is in

place):

Document the
occurrence on the 24-

hour report.

Notify the team leader,
program manager, and
other members of the
interdisciplinary care

team.

Facilitate the incident
report timeline, witness

statements, or other
pertinent documents

which may be needed to
meet regulatory and/or

facility policy.

Psychiatric Emergency Checklist
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Psychiatric Emergency Checklist

Check List for the “What if’s”

What happens if the resident …

is not removed from your facility?

does not meet criteria for hospitalization and returns to your
facility?

Safety must be maintained.

Consider hiring a sitter if a one-on-one caregiver is needed to
maintain a safe environment.

In the event the acute behaviors are demonstrated again, activate
the emergency response system again.



2525

Psychiatric Emergency Checklist
Resources to add to the checklist

Resources for responding to and managing a psychiatric emergency
shall be specific to your region. Important resources for your checklist
include:

Community Services Board or Behavioral Health Authority

Local psychiatric hospitals in your region

State psychiatric facilities and training centers in your region

Other suggestions for facilitating a successful response to emergent
situations:

Know your resources and develop relationships.

Know when to activate the emergency response system.

Know what resources or interventions to implement to mitigate
emergent situations.
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Excellent and Engaging Book
The Checklist Manifesto: How to Get Things Right
byAtul Gawande
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Emergency Services is a Virginia mandated
emergency response service that operates

24 hours a day 7 days a week in each of Virginia’s
40 Community Services Boards (CSBs).

WHAT ARE VIRGINIA’S EMERGENCY SERVICES?

A CSB is the point of entry into the publicly-funded
system of services for mental health, intellectual

disability, and substance abuse.

The Department of Behavioral Health and Developmental Services (DBHDS) website
provides information about identifying and contacting your local CSB including CSB
Address Lists and CSB Websites.

http://www.dbhds.virginia.gov/SVC-CSBs.asp
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Who are the
Preadmission

Screeners?

We are employees of the
CSB.

We have a Master’s or Doctoral
Degree in a clinical field recognized
by the Virginia Department of
Health Professions and a minimum
of one year clinical experience
(e.g., Counseling, Psychology, Social
Work, Rehabilitation Counseling).

We are licensed Registered Nurses
with 36 months professional work
experience with a psychiatric
population or a Virginia licensed
Physician’s Assistant with 1 year
professional work experience with a
psychiatric population.

We have
completed a
DBHDS
Preadmission
Screener
Certificate as part
of our training.

CSB
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Preadmission Screener Certificate Curricula

• Recovery model

• Capacity to consent

• Disclosure of information

• Cultural competency

• Mandatory outpatient treatment

• Hospital related issues

• Advance directives

• Medical screening and
assessment

• Clinical assessment and mental
status exam

• Risk assessment and trauma
sensitivity

• Behavior management

• Psychotropic medications

• Drugs of abuse

• Adults, geriatrics, adolescents,
children

• Co-occurring disorders

• Incarcerated adults
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What if I want to be a Preadmission Screener?

What if I want to be a
Preadmission Screener?

You must have the required
educational background
and professional
experience.

You can look for job postings
on the DBHDS website or on the
CSB website in your geographic
region.

You can contact the CSB
Emergency Services Coordinator in
your geographic region to discuss
employment opportunities.
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We implement
Virginia mental
health statutes.

We provide
assessment of acute

mental health and
substance use

problems.

We provide acute
hospital

preadmission
screening, crisis

counseling,
outpatient referral.

We are the
primary

gatekeepers to
community

hospitals, state
hospitals, training

centers.

We conduct a face
to face

assessment to
determine whether

a person meets
criteria for

inpatient acute
hospitalization.

We document our
assessment in a
standard Virginia

Preadmission
Screening Report.

We consider:

- A person’s current
behavior

- Descriptions of a person’s
recent behavior

• documented in the
medical record
• or described by
residential care providers,
family, medical care
providers, police, others

Whatdothe
Preadmission
Screenersdo?
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What is an Emergency Custody Order (ECO)?

Paper ECO

• Magistrate may issue ECO on
a person who may be
mentally ill or experiencing a
serious medical problem.
• ECO issued based on

evidence presented by a
petitioner, an individual with
first-hand knowledge of the
person’s problem.

• ECO authorizes law
enforcement to take
custody of and transport the
person to a Preadmission
Screener for evaluation.

Paperless ECO

• A law enforcement officer may
take an individual into custody
without a Magistrate’s order if
the officer determines that the
individual meets criteria for an
ECO.
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What is a Temporary Detention Order (TDO)?

• TDO is issued by a Magistrate based on a finding that a person is
mentally ill and meets legal criteria for psychiatric hospitalization.

• Magistrate also must find that the person is incapable of
volunteering or unwilling to volunteer for hospitalization or
treatment.

• TDO is issued based on evidence presented by a Preadmission
Screener (or another legally qualified professional).

• TDO authorizes law enforcement to take custody of and transport
the person to an accepting psychiatric facility.
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Legal Criteria for ECO, TDO, and Involuntary
Commitment (§ 37.2-808, 809, 814)

DANGER TO SELF AND
OTHERS CRITERIA

• Person has a mental illness
and there is a substantial
likelihood that, as a result of
mental illness, the person
will, in the near future, (1)
cause serious physical harm
to himself or others as
evidenced by recent
behavior causing,
attempting, or threatening
harm and other relevant
information

• Person has a mental illness
and there is a substantial
likelihood that, as a result of
mental illness, the person
will, in the near future, (1)
cause serious physical harm
to himself or others as
evidenced by recent
behavior causing,
attempting, or threatening
harm and other relevant
information

UNABLE TO CARE FOR
SELF CRITERIA

• Person has a mental illness
and there is a substantial
likelihood that, as a result of
mental illness, the person
will, in the near future, (2)
suffer serious harm due to
his lack of capacity to protect
himself from harm or to
provide for his basic human
needs.

• Person has a mental illness
and there is a substantial
likelihood that, as a result of
mental illness, the person
will, in the near future, (2)
suffer serious harm due to
his lack of capacity to protect
himself from harm or to
provide for his basic human
needs.
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________ _____________Treatment Considerations

• Residents of supervised residential settings typically are NOT
hospitalized under the “UNABLE TO CARE FOR SELF”
criteria since it has been established that they require
supervised care.

• Residents of supervised residential settings typically meet
criteria for acute inpatient psychiatric treatment under the
“DANGER TO SELF AND OTHERS” criteria.
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• Elders with a dementia diagnosis can benefit from
inpatient psychiatric treatment if they have:

• Acute symptoms of psychosis

• Acute symptoms of depression or mania

• Acute symptoms of anxiety and agitation

• Acute Alcohol or substance abuse

• Inpatient psychiatric hospitalization is appropriate if
there is reason to believe that the acute psychiatric
symptoms will IMPROVE with treatment.

Treatment Considerations
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• Medical Clearance

• A first logical step in an acute psychiatric emergency is to rule out a
medical cause for changes in mental status and behavior.

• Physical exam, blood and urine lab work, and other medical tests
are conducted to rule out a medical problem.

• Medical clearance is almost always required by a psychiatric
hospital before accepting a resident for admission specifically to
rule out medical causes for change in mental status and behavior.

Treatment Considerations
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• Virginia Medical Screening and Assessment Guidance Materials

• http://www.dbhds.virginia.gov/documents/omh-reform-
MedicalScreenGuide.pdf

• A comprehensive medical screening and assessment of a person with mental
illness in a behavioral health crisis involves collecting and developing
information in four domains:

• The person’s history

• A mental status exam

• A physical exam (including neurological exam based on clinical need)

• Laboratory and radiological studies (e.g., urinalysis, complete blood
count with differential (CBC), comprehensive metabolic panel (CMP),
head CT/MRI, EEG, EKG )

Treatment Considerations
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• A condition for admission to an acute psychiatric hospital:

• Facility Administrator often must state in writing that the resident can
return to the facility when the accepting hospital determines the
resident is ready for discharge.

• Without a letter, many hospitals will not admit the resident.

• Average length of stay 3 to 14 days.

Treatment Considerations
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CASE STUDIES
Discussion

40
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• We will present four studies

• For each of these studies, we will have a poll asking you to
select the true statements from the questions below:

 My facility has a clear protocol in place to address this kind of emergency.

 Once he/she became a management problem they had to go to a psychiatric
hospital.

 Psychiatric hospitalization was the least restrictive treatment option in this case.

 There were early indicators that the facility missed and might have addressed.

 My facility has procedures in place to identify and address early indicators.
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MANIA: Case Example of an Acute Psychiatric Emergency

• She is a 72 year old female residing in your
facility for the past five years.

• She has received treatment for bipolar disorder
since her early 20’s. When stable, she is kind,
sociable, a friend to many residents.

• Staff notices she has started wearing
flamboyant jewelry, bright and provocative
dresses, bright eye shadow and blush. She is
making sexually explicit comments to male
residents, even inviting them to her room.

• When approached by staff she is verbally
hostile, insulting, loud, disruptive, and angry.
She even attempts to hit staff when
approached for daily care.

• She tells you that “God is telling me to tell you
to leave me alone.”

• She is transported to the ED and later to an
acute psychiatric hospital.

Case DISCUSSION - INTERVENTIONS

•Did we have her history of Bipolar Disorder listed
in the ISP?
•Did we list any behavior patterns related to her
Bipolar Disorder?
•Was the staff able to access the ISP?
•Does staff understand the behaviors as related to
her psychiatric diagnosis?
•What may have happened the week prior to her
wearing the flamboyant clothing?
•Did she miss her medications?
•Was there a recent medication adjustment?
•Was a urine analysis done?
•Was blood work done to check her Depakote or
Lithium level?
•Was she listed on the 24 hour report the week
that changes were noted?
•If yes, were we tracking her mood?
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SUICIDE RISK: Case Example of an Acute Psychiatric Emergency

• She is a 57 year old female with
schizophrenia since her mid-20’s.

• She was hospitalized at Eastern State
Hospital for two years and then discharged to
your facility due to her fragile medical
condition.

• She has a loving and supportive family who
visits often. She has been active in day
treatment programs. She accepts her
medication injection every two weeks.

• She becomes increasingly depressed over a
two-week period. She complains that she
cannot sleep. Her appetite is poor. She
complains of “voices” outside her bedroom
keeping her awake at night. She becomes
increasingly anxious, distraught, and
frightened.

• She is found one morning in her bedroom with
non-life-threatening cuts on her wrists and
neck. She is transported to the ED and then to
a psychiatric hospital.

Case DISCUSSION - INTERVENTIONS

•Was suicide risk identified during her admission
assessment?

•Was suicide risk listed in the ISP?

•Was staff aware of her suicide risk?

•Does staff recognize symptoms of depression and
suicide risk?

•Were interventions tried during the two-week
period?

•Ideally interventions are implemented in 2-3 days.

•Was she listed on the 24 hour report?

•Was the psychiatrist involved early?

•Was the “Red Flag” – sleep disturbance – two
nights in a row – recognized?

•What did she use to cut her wrist? Did her ISP
address safety concerns?
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DELIRIUM: Case Example of an Acute Psychiatric Emergency

• He is a 77 year old man with dementia. He has
several medical problems including hypertension
and type II diabetes mellitus.

• He is treated for depression with an
antidepressant and mild antianxiety medication.

• Generally he is cooperative with care.

• He has family who visits often. Sometimes he
does not recognize them or calls them by the
wrong name, but otherwise he enjoys their
company.

• One morning he is uncooperative with ADL care.

• He is agitated and strikes out at his care
provider.

• He is talking loudly but you cannot understand
what he is saying.

• He is incontinent of bowel and bladder.

• This is a rapid and striking change to his normal
behavior.

• He is transported to the ED for assessment. He
has a urinary tract infection.

• He returns to the facility following a 24-hour
medical admission.

Case DISCUSSION - INTERVENTIONS

•Delirium – it happens.

•Staff response looks perfectly appropriate.

•Some other thoughts …

•Does the facility need to evaluate their toileting
procedures to help ensure they are not exposing
their residents to urinary tract infections?
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DEMENTIA: Case Example of an Acute Psychiatric Emergency

• She is an 82 year old female with dementia. She
was admitted to your facility six weeks ago
because she could no longer live independently.

• She has had a difficult time adjusting to this new
setting.

• She does not seem to recognize staff from day to
day and she becomes confused, agitated,
restless, and frightened. She is often tearful.

• She resists care and can be physically
aggressive toward staff.

• She believes that other residents are stealing her
belongings and she has taken to yelling and
striking out at other residents.

• Lab work and other medical tests rule out an
acute medical problem.

• She is admitted to an acute psychiatric hospital
for treatment of depression and agitation
associated with her dementia. She returns to the
facility 10 days later.

Case DISCUSSION - INTERVENTIONS

•Were problems identified and interventions
implemented before this became a psychiatric
emergency?

•We are required to have a 72-hour ISP. Was this
in place?

•Was she kept on the 24-hour report for at least 3
days (two weeks most likely the best option for
new admits)?

•Was staff aware of “transfer trauma” type issues?

•Was family involved?

•Was a one-on-one care giver suggested for extra
TLC?
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Summary

• First and foremost you should always feel free to call Emergency
Services to consult about a case.

• Watch for, recognize, and document early symptoms and early
changes in mental status and behavior.

• Rule out medical causes for change in mental status and behavior.

• Take a long-term proactive approach and implement an evidence
based behavior and environmental management program for long
term care facilities.

• Finally, and most importantly, develop and nurture relationships with
your community partners and work with them to provide best practice
care for your residents.
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THANK YOU!
Sarah W. Bisconer, Ph.D.
Colonial Behavioral Health
1651 Merrimac Trail
Williamsburg, VA 23185
757-220-3200
sbisconer@colonialbh.org
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Joan S. Thomas, LCSW, FACHE, CMC, LNHA
Interim Administrator, DHAL
Birmingham Green
8605 Centreville Road
Manassas, VA 20110
703-257-6226
jthomas@birminghamgreen.org


